Weekly Med A, Managed Care and Med B 
Meeting Agenda Dialogue
Purpose:  
· Allows the interdisciplinary team to review each resident and discuss his or her individual needs related to the skilled services being provided
· Allows for the opportunity to improve resident outcomes through a coordinated system of care delivery

Attendees – at minimum, the following IDT members should be present:
· Administrative Representative (Administrator or Assistant Administrator)
· Nursing Representative (DON, ADON, Supervisor, Unit Manager or Lead Nurse)
· Therapy Representative (Therapy Manager, Lead Therapist or Regional)
· MDS Coordinator
· Restorative Nurse
· Social Service Representative
· Admissions Director

How often should the meeting be held?  The meeting must occur at least weekly

What preparation should be completed prior to the meeting?  The following information, for example, should be prepared or reviewed by each department, where applicable:

· Admissions – the resident information should be verified, including demographic information, prior Medicare A days used, and confirmation of the three-day qualifying hospital stay
· Resident Name (demographic information to be reviewed for accuracy)
· Admit / Readmit Date (if readmit, is this an Interrupted Stay?)
· Primary and Secondary Payer confirmation
· Qualifying hospital stay dates
· Prior Medicare Days used
· Medicare days remaining
· Daily Generic Non-coverage Notice & SNF Denial Letter – ADM or SS

· Social Services – should be prepared to discuss the ongoing discharge plan for the resident and update the team on any decisions that will be made on whether the resident will be remaining in the nursing home long term or returning to his or her home or to the family member’s home.
· Anticipated discharge location and support structure
· Family concerns
· Review of social service notes
· Expected discharge date
· Daily Generic Non-coverage Notice & SNF Denial Letter – ADM or SS

· MDS – an important component of this meeting is discussing current assessments, making sure all staff involved are aware of the upcoming assessments and discussing the need for any off-cycle assessments:
· Keep notes for the meeting indicating the skilled services provided
· Primary Diagnosis Code selection – ensuring diagnosis is clinically mapped – no Return to Provider codes
· Admitting Diagnosis Codes – ensuring the admitting diagnosis is traceable back to the reason for hospitalization 
· Ensure the diagnoses from both nursing and therapy are reflected on the MDS and in the software used for admissions
· ARD status and type of assessment, including Significant Change in Status
· 5Day anticipated PT/OT/SLP/Nursing/NTA Case-Mix groups – PDPM Worksheet
· Review for any change in PT/OT/SLP/Nursing/NTA Case-Mix groups based on Functional Abilities Worksheet Tally.
· Review PPS/MDS Scheduler for PDPM
· SNF Medicare Certification / Recertification review (i.e., certified through / next certification due). On admission, by the 14th day (both can be done on admission) and every 30 days.
· Diagnosis sequencing for Medicare Part A, Managed Care and Med B billing
· Review discrepancies from expected vs. actual obtained CMI groups and functional abilities scores

· Therapy – Each therapy discipline should be discussed in detail related to residents progress and current level of functioning – special attention needs to be paid to making sure that the nursing documentation and therapy documentation are painting a similar resident picture; if it is not, that issue needs to be addressed at this meeting
· Prior and Current Functional Status
· Skilled interventions and resident progress
· Level of resident participation
· Barriers to Recovery and Rehab progress
· Equipment needs
· Discharge plan
· Therapy notes
· Estimated date of therapy discharge
· Home Eval date

· Nursing – the actual clinical chart should be reviewed; the expectation is that a nurse representative has prepared for the meeting and can provide the synopsis for the group on what is happening with the resident from a nursing perspective, items discussed should include:
· Current medical status of the resident, which should include, but not limited to falls, infections, cognition, mood, mobility, feeding, weight loss, diagnosis, medication changes, functional status and tests performed
· Family concerns
· Skilled services provided to date and planned interventions
· Recent or scheduled physician visits and orders
· Anticipated needs or changes that may affect the care plan
· Discharge Plan
· Nursing notes – daily notes evident of skilled care delivery – audit results

· Restorative Nursing – tracking the POC compliance and accuracy is crucial
·  Functional Abilities status of the resident related to Nursing or Therapy services
· Restorative programs in place, status and progress; 
· Planned programs – all required documentation must be in place
· Part B initial Medical Necessity note and Weekly progress notes, status and completion

· Health Information Manager (HIM) - not required to attend the meeting
· Missing or incomplete therapy plans of treatment
· Missing or incomplete physician certifications and re-certifications

The Medicare Part A SNF care has to be rendered for a condition for which the patient received inpatient hospital services or for a condition that arose while receiving care in a SNF for a condition for which he or she received inpatient hospital services.


