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CH.

Sect.

Pg.

January 2008 Revision

NA

Title Page

NA

Changetherevised date to January 2008

CH3

12

3-136

Add thefollowing after thefirst sentence:
“Symptomatic” refersto both chronic and acute
infections; if symptoms are not present, do not code this
item.

CH3

3-137

Revisethe |3 titleto include within the parenthesis:

(7-day look back except for all Quarterly Assessment
forms which require a 90-day look back)

Add thefollowing at the end of the I ntent section:

When using Quarterly Assessment Forms (MDS
Quarterly Assessment Form, MDS Quarterly Assessment
Form Optional Version for RUG-I11, or MDS Quarterly
Form Optional Version for RUG-111 1997 Update), Section
I3 iscoded using a 90-day look back period. The intent of
thisitem on the Quarterly Assessment Form isto update
newly diagnosed diseases; however, only those diseases
diagnosed in thelast 90 daysthat have areationship to
current ADL status, mood or behavior status, medical
treatments, nursing monitoring, or risk of death should be
coded in this section.

CH3

K2a

3-150

Add thefollowing at the end of the Coding section:

If aresident cannot stand to obtain a current height or is
missing limbs, use another means of deter mining height
per current standards of clinical practice.

CH3

K3

3-152

Add thefollowing asathird bullet point under
Clarifications:

MDS coding for items K3a and K3b capturesthe
resident’sweight at the 30-day and 180-day time points.
K3a and K3b capture the resident’sweight at these two
distinct pointsin time only and noteif there hasbeen a
weight lossor gain in either of those time periods.

CH3

K3

3-152

Remove the following sentence from the third paragraph
in the current third bullet point under Clarifications:

For example, a 10% loss/gain within 4 months should also
be coded here, and car efully evaluated.

CH3

L1le

3-158

Revisethe Intent to deletethe ‘or’ before ‘Rashes':
Inflamed Gums (Gingiva); Swollen or Bleeding Gums,
Oral Abscesses; Ulcers er Rashes

Add “,” after Ulcersand “or Lesions’. Should read as
follows:




CMS’s RAI Version 2.0 Manual

January 2008 Revision Table

CH. | Sect. Pg. January 2008 Revision
Inflamed Gums (Gingiva); Swollen or Bleeding Gums;
Oral Abscesses; Ulcers, Rashesor Lesions
CH3 | MIntro- | 3-159 Add thefollowing sentence to the end of thefirst
duction paragraph:
Skin does not include eyes or oral mucosa.
CH3 | M4 3-165 Add thefollowing sentence to the end of the I ntent
section:
Skin does not include eyes or oral mucosa.
CH 3 | M4g 3-166 Revise the second sentence as follows:
This category does not include surgical wounds of the eyes
or oral mucosa, healed surgical sites, stomas, or
lacerationsthat require suturing or butterfly closure as
surgical wounds.
CH3 | Mbe 3-167 Revisethefirst sentenceto read:
Includes any intervention for treating skin problems
coded in M1, M2, and/or M4c.
Appendix Page January 2008 Revision
B B-2 Update contact information for MDS RAI Coordinators
through | for thefollowing states: California, lowa, Missouri,
B-4 Nebraska, Nevada, New Mexico, North Dakota,
Oklahoma, Pennsylvania, South Dakota, Texas, Utah,
West Virginia and Wyoming.
B B-5 Update contact information for MDS RAI Automation
through | Coordinatorsfor the following states: California,
B-7 M assachusetts, Missouri, Nevada, New M exico, and
Wyoming.
B B-8, B-9 | Update contact information for Region I11, 1V, V, VII and
IX.
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Process:

Urinary Tract Infection - Includes chronic and acute symptomatic
infection(s) in the last 30 days. “Symptomatic” refers to both chronic and
acute infections; if symptoms are not present, do not code this item. Check
thisitem only if there is current supporting documentation and significant
laboratory findings in the clinical record. For a new UTI condition
identified during the observation period, a physician’s working diagnosis
of UTI provides sufficient documentation to code the UTI at Item 12j, as
long as the urine culture has been done and you are waiting for results.
The diagnosis of UTI, aong with lab results when available, must be
documented in the resident’s clinical record. However, if it is later
determined that the UTI was not present, staff should complete a
correction to remove the diagnosis from the MDS record.

In response to questionsregarding the resident with colonized MRSA,
we consulted with the Centers for Disease Control (CDC) who
provided the following infor mation:

A physician often prescribes empiric antimicrobial therapy for a suspected
infection after a culture is obtained, but prior to receiving the culture
results. The confirmed diagnosis of UTI will depend on the culture
results and other clinical assessment to determine appropriateness and
continuation of antimicrobial therapy. This should not be any different,
even if the resident is known to be colonized with an antibiotic resistant
organism. An appropriate culture will help to ensure the diagnosis of
infection is correct, and the appropriate antimicrobial is prescribed to treat
the infection. The CDC does not recommend routine antimicrobial
treatment for the purposes of attempting to eradicate colonization of
MRSA or any other antimicrobial resistant organism.

. Viral Hepatitis - Inflammation of the liver of viral origin. This category

includes diagnoses of hepatitis A, hepatitis B, hepatitis non-A non-B,
hepatitis C, and hepatitis E.

Wound infection - Infection of any type of wound (e.g., postoperative;
traumatic; pressure) on any part of the body.

m. NONE OF ABOVE

Consult transfer documentation and the resident’s clinical record (including
current physician treatment orders and nursing care plans). Accept statements
by the resident that seem to have clinical validity. Consult with physician for
confirmation. A physician diagnosisisrequired to code the MDS.

Physician involvement in this part of the assessment processis crucial.

This page revised — January 2008, April 2004, August 2003
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Coding: Check an item only if the infection has a relationship to current ADL status,
cognitive status, mood and behavior status, medical treatment, nursing
monitoring, or risk of death. Do not record any conditions that have been
resolved and no longer affect the resident’s functional status or care plan. For
example, do not check “tuberculosis’ if the resident had TB several years ago
unless the TB is either currently being controlled with medications or is being
regularly monitored to detect a recurrence.

Check all that apply. If none of the conditions apply, check NONE OF
ABOVE. If you have more detailed information available in the clinical
record for a more definitive diagnosis, check the appropriate box in 12 and
enter the more detailed information (with ICD-9-CM code) under 13.

I3. Other Current Diagnhoses and ICD-9-CM Codes (7-day look back except
for all Quarterly Assessment forms which require a 90-day look back)

Intent: To identify additional conditions not listed in Item |1 and 12 that affect the
resident’s current ADL status, mood and behavioral status, medical treatments,
nursing monitoring, or risk of death. If space permits, may also be used to
record more specific designations for general disease categories listed under
11 and 12. When using Quarterly Assessment Forms (MDS Quarterly
Assessment Form, MDS Quarterly Assessment Form Optional Version for
RUG-IIl, or MDS Quarterly Form Optional Version for RUG-III 1997
Update), Section 13 is coded using a 90-day look back period. The intent of
this item on the Quarterly Assessment Form is to update newly diagnosed
diseases; however, only those diseases diagnosed in the last 90 days that have
a relationship to current ADL status, mood or behavior status, medical
treatments, nursing monitoring, or risk of death should be coded in this
section.

Coding: Enter the description of the diagnoses on the lines provided. For each
diagnosis, an ICD-9-CM code must be entered in the boxes to the right of the
line. If this information is not available in the medical records, consult the
most recent version of the full set of volumes of ICD-9-CM codes. V codes
may be used if they affect the resident’s current ADL status, mood and
behavior status, medical treatments, nursing monitoring, or risk of death.

This page revised — January 2008, August 2003
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Coding:

“pockets food,” etc. Inspect the mouth for abnormalities that could contribute
to chewing or swallowing problems or mouth pain.

Check dl that apply. 1f none apply, check NONE OF ABOVE.

K2. Height and Weight (30-day look back)

Intent:

a. Heght

Process:

Coding:

b. Weight

Process:

Coding:

To record a current height and weight in order to monitor nutrition and
hydration status over time; also, to provide a mechanism for monitoring
stability of weight over time. For example, a resident who has had edema can
have an intended and expected weight loss as aresult of taking a diuretic. Or
weight loss could be the result of poor intake, or adequate intake accompanied
by recent participation in afitness program.

New Admissions - Measure height in inches.

Current Resident - Check the clinica records. If the last height recorded
was more than one year ago, measure the resident’s height again.

Round height upward to the nearest whole inch. Measure height consistently
over time in accord with standard facility practice (shoes off, etc.). If a
resident cannot stand to obtain a current height or is missing limbs, use
another means of determining height per current standards of clinical practice.

Check the clinical records. If the last recorded weight was taken more than
one month ago or previous weight is not available, weigh the resident again.
If the resident has experienced a decline in intake at meals, snacks, or fluid
intake, weigh the resident again. If the resident’s weight was taken more than
once during the preceding month, record the most recent weight.

Round weight upward to the nearest whole pound. Measure weight
consistently over time in accord with standard facility practice (after voiding,
before meadl, etc.). There may be circumstances when a resident cannot be
weighed, for example: extreme pain, immobility, or risk of pathological
fractures. If, as a matter of professiona judgment, a resident cannot be
weighed, use the standard no-information code (-). Document rationale on
resident’s record.

K3. Weight Change (30 and 180-day look backs)

Intent:

To record variations in the resident’s weight over time.

a. Weight Loss

This page revised—January 2008, August 2003
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€4 MDS coding for items K3a and K3b captures the resident’s weight at the
30-day and 180-day points. K3a and K3b capture the resident’s weight at
these two distinct points in time only and note if there has been a weight
loss or gain in either of those time periods.

€ There are no specific regulations that address the desirable weight and
time frames for weight gain or weight loss. However, there is some
general information in the interpretive guidelines and in the Nutritional
RAP that may provide guidance in this area. The amount of weight gain
or loss is reflective of individual differences. Guideines related to
acceptable parameters of weight gain and loss are addressed in the OBRA
regulations at 42 CFR 483.25, nutrition (F325 and F 326) and
483.20(b)2(xi), resident assessment nutritional status and requirements (F
272), which corresponds to the MDS 2.0 Section K, Oral/Nutritional
status.

The parameters for weight loss identified in the guidelines referenced
above are:

1 month 5% significant >5% severe
3 months 7.5% significant >7.5% severe
6 months 10% significant >10% severe

The measurement of weight is a guide in determining nutritional status.
Therefore, the evaluation of the significance of weight gain or loss over a
specific timeframeisacrucia part of the assessment process.

However, if the resident is losing/gaining a significant amount of weight,
the facility should not wait for the 30 or 180-day timeframe to address the
problem. Weight changes of 5% in one month, 7.5% in three months, or
10% in six months should prompt a thorough assessment of the resident’s
nutritional status. An adequate assessment should result in a
comprehensive care plan for each resident that includes measurable
objectives and timetables to meet aresident’s needs and expressed desires.

K4. Nutritional Problems (7-day look back)

Intent: To identify specific problems, conditions, and risk factors for functional
decline present in the last seven days that affect or could affect the resident’s
hedth or functional status. Such problems can often be reversed and the
resident can improve.

Definition: a. Complains About the Taste of Many Foods - The sense of taste can
change as a result of health conditions or medications. Also, complaints
can be culturally based - e.g., someone used to eating spicy foods may find
nursing facility meals bland.

b. Regular or Repetitive Complaints of Hunger - On most days (at least 2
out of 3), resident asks for more food or repetitively complains of feeling
hungry (even after eating a meal).

This page revised - January 2008
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Clarifications: @ The basic TPN solution itself (that is, the protein/carbohydrate mixture or

afat emulsion) is not counted as a medication. The use of TPN is coded
in Item K6a. When medications such as electrolytes, vitamins, or insulin
have been added to the TPN solution, they are considered medications and
should be coded in O1.

The amount of heparinized saline solution used to flush a heparin lock is
not included in the average fluid intake calculation. The amount of fluid
inan 1V piggyback solution isincluded in the calculation.

SECTION L.
ORAL/DENTAL STATUS

L1. Oral Status and Disease Prevention (7-day look back)

Intent: To document the resident’s oral and dental status as well as any problematic
conditions.

a.

g.

Debris (Soft, Easily Movable Substances) Present in Mouth Prior to
Going to Bed at Night

Has Denturesor Removable Bridge

Some/All Natural Teeth Lost-Does Not Have or Does Not Use
Dentures (or Partial Plates)

Broken, L oose, or Carious Teeth

Inflamed Gums (Gingiva); Swollen or Bleeding Gums; Oral Abcesses,
Ulcers, Rashesor Lesions

Daily Cleaning of Teeth/Dentures or Daily Mouth Care-by Resident or
Saff

NONE OF ABOVE

Definition:  Carious - Pertains to tooth decay and disintegration (cavities).

Process: Ask the resident, and examine the resident’s mouth. Ask direct care staff if
they have noticed any problems.

Coding: Check dl that apply. 1f none apply, check NONE OF ABOVE.

This page revised- January 2008
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SECTION M.
SKIN CONDITION

To determine the condition of the resident’s skin, identify the presence, stage, type, and number
of ulcers, and document other problematic skin conditions. Additionally, to document any skin
treatments for active conditions as well as any protective or preventive skin or foot care
treatments the resident has received in the last seven days. Skin does not include eyes or oral
mucosa

For the MDS assessment, staging of ulcers should be coded in terms of what is seen (i.e., visible
tissue) during the look back period. For example, a healing Stage 3 pressure ulcer that has the
appearance (i.e., presence of granulation tissue, size, depth, and color) of a Stage 2 pressure ulcer
must be coded as a“2” for purposes of the MDS assessment. Facilities certainly may adopt the
National Pressure Ulcer Advisory Panel (NPUAP) standards in their clinical practice. However,
the NPUAP standards cannot be used for coding on the MDS.

M1. Ulcers (7-day look back)

Intent: To record the number of skin ulcers, at each ulcer stage, on any part of the
body.
Definition: For coding in this section, a skin ulcer can be defined as aloca loss of epidermis and

variable levels of dermis and subcutaneous tissue, or in the case of Stage 1 pressure
ulcers, persistent area of skin redness (without a break in the skin) that does not
disappear when pressure is relieved. Skin ulcers that develop because of circulatory
problems or pressure are coded in item M1. Rashes without open areas, burns,
desensitized skin, ulcers related to diseases such as syphilis and cancer, and surgica
wounds are NOT coded here, but are included in Item M4. Skin tears/shears are
coded in Item M4 unless pressure was a contributing factor.

a. Sagel. A persistent area of skin redness (without a break in the skin)
that does not disappear when pressureisrelieved.

b. Sage2. A partia thickness loss of skin layers that presents clinically as
an abrasion, blister, scab or shallow crater.

c. Sage3. A full thickness of skin is lost, exposing the subcutaneous
tissues. Presents as a deep crater with or without undermining
adjacent tissue.

d. Sage4. A full thickness of skin and subcutaneous tissue is lost,
exposing muscle or bone.

Process: Review the resident’s record and consult with the nurse assistant about the
presence of any skin ulcers. Examine the resident and determine the stage and
number of any ulcers present. Without a full body check, a skin ulcer can be
missed.
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M3. History of Resolved/Cured Ulcers (90 days ago)

M4.

Intent:

Process:

Coding:

To determine if the resident previously had a skin ulcer that was resolved or
cured during the past 90 days. ldentification of this condition is important
because it places the resident at risk for development of subsequent ulcers.
The definition of “skin ulcer” for this item is the same as the definition used
for item M1.

Review clinical records, including the last Quarterly or Medicare PPS
assessment.

Code“0"” for Noor “1" for Yes.

Other Skin Problems or Lesions Present (7-day look back)

Intent:

Definition:

To document the presence of skin problems or lesions (other than pressure or
circulatory skin ulcers) and conditions that are risk factors for more serious
problems. Skin does not include eyes or oral mucosa.

a. Abrasions, Bruises - Includes skin scrapes, skin shears, skin tears not
penetrating to subcutaneous tissue (also see M4f), ecchymoses, localized
areas of swelling, tenderness and discoloration.

b. Burns (Second or Third Degree) - Includes burns from any cause (e.g.,
heat, chemicals) in any stage of healing. This category does not include
first degree burns (changesin skin color only).

c. Open Lesiong/Sores (e.g. cancer lesions) - Code in M4c any skin lesions
that are not coded elsewhere in Section M. Include skin ulcers that
developed as a result of diseases and conditions such as syphilis and
cancer. Do NOT code skin tears or cuts here.

d. Rashes (e.g., intertrigo, eczema, drug rash, heat rash, herpes zoster) -
Includes inflammation or eruption of the skin that may include change in
color, spotting, blistering, etc. and symptoms such as itching, burning, or
pain. Record rashes from any cause (e.g., heat, drugs, bacteria, viruses,
contact with irritating substances such as urine or detergents, alergies,
shingles, etc.). Intertrigo refersto rashes (dermatitis) within skin folds.

e. Skin Desensitized to Pain or Pressure - The resident is unable to
perceive sensations of pain or pressure.

Review the resident’s record for documentation of impairment of thistype. An
obvious example of aresident with this problem is someone who is comatose.
Other residents at high risk include those with quadriplegia, paraplegia,
hemiplegia or hemiparesis, peripheral vascular disease and
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neurological disorders. In the absence of documentation in the clinical record,
sensation can be tested in the following way:

To test for pain, use a new, disposable safety pin or wooden “orange
stick” (usually used for nail care). Always dispose of the pin or stick
after each use to prevent contamination.

Ask the resident to close his or her eyes. If the resident cannot keep
his or her eyes closed or cannot follow directions to close eyes, block
what you are doing (in local areas of legs and feet) from view with a
cupped hand or towel.

Lightly press the pointed end of the pin or stick against the resident’s
skin. Do not press hard enough to cause pain, injury, or break in the
skin. Use the pointed and blunt ends of the pin or stick aternately to
test sensations on the resident’s arms, trunk, and legs. Ask the resident
to report if the sensation is “sharp” or “dull.”

Compare the sensations in symmetrical areas on both sides of the
body.

If the resident is unable to fedl the sensation, or cannot differentiate
sharp from dull, the areais considered desensitized to pain sensation.

For residents who are unable to make themselves understood or who
have difficulty understanding your directions, rely on their facia
expressions (e.g., wincing, grimacing, surprise), body motions (e.g.,
pulling the limb away, pushing the examiner) or sounds (e.g., “Ouch!™)
to determine if they can feel pain.

Do not use pins with agitated or restless residents. Abrupt movements
can cause injury.

f. Skin Tearsor Cuts (Other Than Surgery) - Any traumatic break in the
skin penetrating to subcutaneous tissue. Examples include skin tears, skin

shears, lacerations, etc. Code skin tears or cuts that do not penetrate to the
subcutaneous tissue in M4a.

g. Surgical Wounds - Includes healing and non-healing, open or closed
surgical incisions, skin grafts or drainage sites on any part of the body.
This category does not include surgical wounds of the eyes or ord
mucosa, healed surgical sites, stomas, or lacerations that require suturing
or butterfly closure as surgical wounds. PICC sites, centra line sites, and
peripheral IV sites are not coded as surgical wounds.

h. NONE OF ABOVE

Process:  AsKk the resident if he or she has any problem areas. Examine the resident.
Ask the nurse assistant. Review the resident’s record.
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Coding: Determine the proper response for each skin condition identified in the
assessment. Multiple items may be checked only when coding for multiple skin

condi

tions. For example, askin tear can be coded in either M4a or M4f, not both.

Pressure or stasis ulcers coded in M2 should NOT be coded here. If thereis no
evidence of such problemsin the last seven days, check NONE OF ABOVE.

Clarification: *

It may be difficult to distinguish between an abrasion and a skin tear/shear if
you did not witness the injury. Use your best clinical judgment to code the
wound.

M5. Skin Treatments (7-day look back)

Intent: To document any specific or generic skin treatments the resident has received
in the past seven days.

Definition: a.

Pressure Relieving Device(s) for Chair - Includes gdl, air (e.g., Roho), or
other cushioning placed on a chair or wheelchair. Include pressure
relieving, pressure reducing, and pressure redistributing devices. Do not
include egg crate cushions in this category.

Pressure Relieving Device(s) for Bed - Includes air fluidized, low air loss
therapy beds, flotation, water, or bubble mattress or pad placed on the bed.
Include pressure relieving, pressure reducing, and pressure redistributing
devices. Do not include egg crate mattresses in this category.

Turning/Repositioning Program - Includes a continuous, consistent
program for changing the resident’s position and realigning the body.
“Program” is defined as “a specific approach that is organized, planned,
documented, monitored, and evaluated.”

Nutrition or Hydration Intervention to Manage Skin Problems - Dietary
measures received by the resident for the purpose of preventing or treating
specific skin conditions - e.g., wheat-free diet to prevent allergic dermatitis,
high calorie diet with added supplements to prevent skin breakdown, high
protein supplements for wound healing. Vitamins and mineras, such as
Vitamin C and Zinc, which are used to mange a potentia or active skin
problem, should be coded here.

Ulcer Care - Includes any intervention for treating skin problems coded in
M1, M2, andlor M4c. Examples include use of dressings, chemica or
surgical debridement, wound irrigations, and hydrotherapy.

Surgical Wound Care - Includes any intervention for treating or protecting
any type of surgica wound. Examples of care include topical cleansing,
wound irrigation, application of antimicrobial ointments, application of
dressings of any type, suture removal, and warm soaks or heat application.
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Appendix B

STATE AGENCY CONTACTS — MDS RAI COORDINATORS

MDSRAI
STATE Coordinator PHONE # E-mail Address
AK Ginger Bea 907-334-2487 Ginger_Bea @health.state.ak.us
AL '\P/Iarsl?\lel aCarpenter, RN, 334-206-5164 pamel acarpenter @adph.state.al.us
AR CeciliaVinson 501-837-8159 Cecilia.vinson@arkansas.gov
TwylaMoore, RN 501-661-2201 Twyla.Moore@arkansas.gov
AZ Kay Huff 602-364-3878 huffk@azdhs.gov
: : 916-324-2362 David.Brazill @cdph.ca.gov
CA | B Hel pdesk mdsoasis@dhs.ca.gov (Helpdesk)
CcO Betty Keen, RN 303-692-2894 Betty.Keen@state.co.us
Lori Griffin, RN 860-509-7400 Lori.Griffin@po.state.ct.us
cT Alternate: Angelawhite@po.state.ct.us
AngelaWhite, RN 9 Po. o
DC Mary Sklencar 202-442-4759 Mary.sklencar@dc.gov
DE Kim Paugh 302-424-8600 Kim.paugh@state.de.us
FL Linda Huff, RN, BSN 1-800-900-1962 huffl @ahca.myflorida.com
GA Patricia Putt 404-657-5856 paputt@dhr.state.ga.us
Janice Nakama, RN . .
HI | Alternate: Sharon 808-692-7420 ﬁ”;ﬁ”%ﬁﬁ:gdgmixg?v N
Matsubara ' ' 9
1A Susan Odell 515-242-5991 Sodell @dia.state.iaus
ID Loretta Todd 208-334-6626 todd @dhw.idaho.gov
IL Rhonda Imhoff, RN 217-785-5132 Rhonda.Imhoff @illinois.gov
IN GinaBerkshire 317-233-4719 gberkshire@isdh.in.gov
KS Lynn Searles, RN 785-291-3552 | searles@kdhe.state.ks.us
VeraVan Bruggen, RN 785-296-1246 VeraV anBruggen@aging.state.ks.us
KY Pat True 502-564-7963 Patricia. True@ky.gov
LA Evelyn Enclarde, RN 225-342-4855 eenclarde@dhh.la.gov
MA Paul Di Natale 617-753-8222 Paul.dinata e@state.ma.us
Deirdre Hanniffy 617-753-8202 Deirdre.Hanniffy@state.ma.us
MD Linda Taylor 410-402-8102 Lindataylor@dhmh.state.md.us
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MDSRAI
STATE Coordinator PHONE # E-mail Address
ME Kathleen Tappan, RN 207-287-9337 Kathleen. Tappan@mai ne.gov
Jeannette Arsenault, RN | 207-287-3933 Jeannette. Arsenault@maine.gov
Ml GlendaHenry 517-335-2086 henryg@michigan.gov
MN Marci Martinson 651-201-4313 MDS@health.state.mn.us
MO Joan Brundick 573-751-6308 Joan.brundick@dhss.mo.gov
MS Lynn Cox 601-576-7316 lynn.cox@msdh.state.ms.us
MT Kathleen Moran 406-444-3459 kmoran@mt.gov
NC Cindy Deporter 919-855-4557 Ci ndy.DePorter@n.cmai [.net
Mary Maas, RN 919-855-4554 Mary.Maas@ncmail.net
ND Joan Coleman 701-328-2364 jdcolema@nd.gov
NE Dan Taylor 402-471-3324 daniel.taylor@dhhs.ne.gov
NH Susan Grimes 603-271-3024 sgrimes@dhhs.state.nh.us
NJ Beth Bell, RN 609-633-8981 beth.bell @doh.state.nj.us
NM Doris Roth 505-476-9037 Doris.Roth@state.nm.us
NV LeticiaMetherdll, RN 775-687-4475 x235 Imetherell| @heal th.nv.gov
NY | KathleenMinucci, RN | 518-408-1658 '&W[;nsggﬁ?;i;%f
OH Patsy Strouse, RN 614-995-0774 Patsy.strouse@odh.ohio.gov
OK Sharon Warlick 405-271-5278 Sharonlw@health.ok.gov
OR Mary B. Borts 503-691-6587 Mary.B.Borts@state.or.us
PA | Grriskaly nress | G osmepaus
PR Lourdes Cruz 787-782-0120 x2252 | |cruz@salud.gov.pr
RI Madeline Vincent, RN 401-222-2566 madeline.vincent@health.ri.gov
SC Margaret Rummell, RNC | 803-545-4205 rummel m@dhec.sc.gov
SD Dolly Hanson, RN, MS 605-773-7070 Carol.hanson@state.sd.us
TN Leatrice Coffin 615-741-8002 L eatrice.coffin@state.tn.us
TX Cheryl Shiffer, RN 210-619-8010 cheryl.shiffer@dads.state.tx.us
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MDS RAI
STATE Coordinator PHONE # E-mail Address
uT Gayle Monks, RN 801-538-9282 gmonks@utah.gov
VA Michelle Warlick, RN 804 367-2132 michelle.warlick@vdh.virginia.gov
VT Frances L. Keeler, RN 802-241-2345 Frances.Keeler@dail.state.vt.us
WA Marjorie Ray, RN 360-725-2487 Rayma@dshs.wa.gov
WI Margaret Katz 715-836-6748 katzma@dhfs.state.wi.us
WV Beverly Hisspm 304-558-4145 beverlyhi ssgm@wvdhhr.orq
NoraMcQuain 304-558-1700 nora.mcquain@wvdhhr.org
WYy Linda Brown 307-777-7123 linda.brown@health.wyo.gov
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STATE AGENCY CONTACTS — MDS RAIAUTOMATION COORDINATORS

AUTOMATION
STATE COORDINATOR PHONE # E-mail Address
AK Ginger Bea 907-334-2487 Ginger Bea @health.state.ak.us
AL Pat Thomas 334-206-2480 PatThomas@adph.state.al.us
AR Debfa Tyler 501-661-2201 Deb_raTyI er@arkansas.gov
Abbie Palmer 501-682-8463 Abbie.Pamer@arkansas.gov

AZ Mary Benkert 602-364-3071 BenkerM @hs.gtate.az.us
CA VirginiaGray 916-319-9709 vgray@dhs.ca.gov
(6(0) Danielle Branum 303-692-2913 Danielle. Branum@state.co.us
CT Melissa James 860-509-7439 Melissa.james @ po.state.ct.us
DC Unknown Unknown Unknown

DE Jarett Francis 302-255-9211 Jarrett.francis@state.de.us

FL Teri Koch 800-900-1962 kocht@ahca.myflorida.com
GA Beverly Terrell 404-657-5861 bejterrel| @dhr.ga.gov

HI Sharon Matsubara 808-692-7420 sharon.matsubara@doh.hawaii.gov
1A Barbara Thomsen 28%383-2856 ext bthomsen@ifmc.org

ID MDS Help Desk 282:232:2332 Janc@mslc.com

IL Ed Harvey 217-524-9118 Ed.Harvey@lllinois.gov

IN James L. Hayes 317-232-0241 jhayes@isdh.in.gov

KS Kristi Burns 785-228-6700 Kristy@mslc.com

KY 5\2 ﬁ?;jri I_Liltg)itjon—Roe 222;5564_2800 ext Rhonda.Littleton @mail.ky.gov
LA Cathy Brunson 225-342-2482 cbrunson@dhh.la.gov
MA MDS Help Desk 617-753-8188
MD Caleb Craig 410-402-8014 ccraig@dhmh.state.md.us
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AUTOMATION

STATE COORDINATOR

PHONE #

E-mail Address

ME Susan Cloutier

207-287-4004

Susan.cloutier@maine.gov

Ml SheilaM. Bonam

313-456-0309

BonamS@Michigan.gov

MN Brenda Boike-Meyers

651-201-3817

Brenda.boike-meyers@hed th.state.mn.us

MO Gail Ponder

573-522-8421

gail.ponder@dhss.mo.gov

MS Lynn Cox

601-576-7316

Lynn.cox@msdh.state.ms.us

MT Albert Niccolucci

406-444-4679

aniccolucci @mt.gov

NC SandraMcLamb

919-733-7461

Sandra.mclamb@ncmail .net

ND David McCowan

701-328-2352

dmccowan@state.nd.us

NE Joette Novak

410-471-9279

Joette.novak@hhss.state.ne.gov

NH Linda Fraser

603-271-3024

Ifraser @dhhs.state.nh.us

NJ Pam Gendlek

609-633-8981

Pamel a.gendlek@doh.state.nj.us

NM Stephanie Holt 505-476-9064 Stephanie. Holt@state.nm.us
NV Mike L. Guzzetta 775-687-4475 x237 mguzzetta@health.nv.gov
NY Patricia Amador 518-408-1658 MDS2@health.state.ny.us

OH Keith Weaver

614-752-7914

K eith.weaver @odh.ohio.gov

OK Bob Bischoff

405-271-5278

RobertB@health.ok.us

OR Wayne Carlson

503-947-1105

Wayne.Carlson@state.or.us

PA Bonnie Rose 717-772-2570 Brose@state.pa.us

PR Juan Rivera 787-782-0553 Jrivera@salud.gov.pr

RI William Finocchiaro 401-222-4525 William.Finocchiaro@health.ri.gov
SC Sara S. Granger 803-545-4205 Grangerss@dhec.sc.gov

SD Doug Knutson 605-773-6203 Doug.knutson@state.sd.us

TN Patti Gregg

615-741-8275

Patti.Gregg@state.tn.us

TX Cecile Hay

512-438-2396

Cecile.hay@dads.state.tx.us
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AUTOMATION

STATE COORDINATOR PHONE # E-mail Address
uT Tracy Freeman 801-538-6571 tfreeman@utah.gov
VA Sandy Lee 804-864-7250 Sandy.lee@vdh.virginia.gov
VT Sylvia Beck 802-241-2345 Sylvia.beck@dail .state.vt.us
WA Shirley Stirling 360-725-2620 STIRL SA @dshs.wa.gov
WI Chris Benesh 608-266-1718 benesce@dhfs.state.wi.us
WV Beverly Hissom 304-558-4145 beverlyhissom@wvdhhr.org
wy Tammy Schmidt 307-777-7124 tschmi @state.wy.us
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REGIONAL OFFICE CONTACTS

Region |

Sharon Roberson
CMS/DHSQ, Room 2275
JFK Federal Building
Boston, MA 02203-0003
(617) 565-1300

Region I1

NormaJ. Birkett
CMS/DCDSC

26 Federal Plaza, Room 37-130
New York, NY 10278-0063
(212) 616-2460

Barbara Capers-Merrick (back-up)
(212) 616-2462

Region |11

AngelaWilliams
CMS/DHSQ

P.O. Box 7760

Philadel phia, PA 19101-7760
(215) 861-4190

Lisa Pollard-Roy (back-up)
215-861-4203

Region IV

Jill Jones

CMS/DHSQ

Sam Nunn Atlanta Federal Center
61 Forsyth Street, SW

Suite 4T20

Atlanta, GA 30303

(404) 562-7461

Revised—January 2008, June 2006
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Region V

Duane Wagner

CMS/DHSQ

233 North Michigan Avenue, Suite 600
Chicago, IL 60601-5519

(312) 886-5206

Tamra Swistowicz (back-up)
(312) 252-3337

Region VI

Doris Raymond, RN
CMS/SCRB

1301 Young Street, Room 833
Dallas, TX 75202-4348

(214) 767-6321

Jacquelyn Douglas, RN, BSN (back-up)
(214) 767-4436

Region V11

Kathleen Pozek

Health Quality Review Specialist
Survey & Certification Branch Il
601 East 12th Street, Room 235
Kansas City, MO 64106-2808
(816) 426-6503 or 816-426-2011
(Contact for KS & MO)

Mary Gream
(816) 426-6559
(Contact for MO & NE)

Region V111

Dotty Brinkmeyer
CMS/DHSQ

1600 Broadway Suite 700
Denver, CO 80202

(303) 844-7043
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Region I X

Kathy Parker

CMS/DHSQ

75 Hawthorne &., 4th Floor
San Francisco, CA 94105-3903
(415) 744-2837

Region X

Joanne Rokosky

CMS/DHSQ

Blanchard Plaza Bldg.

2201 Sixth Ave., Mail Stop RX-48
Sesttle, WA 98121-2500

(206) 615-2091
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