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EXAMPLE FOR AMOUNT ADMINISTERED (AA)

Medications as listed on MAR for assessment period of 8/11/94-8/17/94

A. Lanoxin 0.125 mg. daily p.o.

B. Haldol 1 mg. liquid g8 hrs PRN p.o. (received 2 times in last 7 days)

C. Ampicillin 250 mg. q 6 hrs liquid p.o.

D. Acetaminophen 650 mg. QID p.o. (pharmacy supplies two 325 mg. tablets)

E. Acetaminophen 325 mg. 3 tabs q3-4 hrs PRN for pam p.o. (received 5 times in last 7
days)

F. Humulin N 15 U before breakfast daily SQ

G. Check blood sugar daily at 4 p.m. Sliding scale insulin: Humulin R 5 units if blood sugar
200-300; 10 units if over 300. (5 units given on 8/11/94 for BS of 255; 5 units given on
8/13/94 for BS of 233; 10 units given on 8/17/94 for BS of 305) .

H. Elase ointment to necrotic tissue on left heel TID

I.  Diazepam 3 mg. HS p.o.

J.  Dilantin 300 mg. HS p.o.

K. Metamucil powdet 1 tbsp. in a.m. p.o.

1. Medication Name and Dose | 2. RA | 3. Freq | 4. AA | 5.PRN-n | 6. NDC Codes

Ordered '

Lanoxin 0.125 mg. 1 1D 1

Haldol 1 mg. 1 PR | .5cc

Ampicillin 250 mg. 1 6H 5ml

Acetaminophen 650 mg. 1 4D 2

Acetaminophen 325 mg . 3 tabs | 1 PR 3

Humulin N 15U 5 1D 15U

HumulinR 5 U 5 PR SU

Humulin R 10 U 5. PR 10U

Elase ointment 7 3D 999

Diazepam 3 mg. 1 1D 1.5

‘Dilantin 300 mg. 1 1D 3
Metémucil powder 1 tbsp. 1 1D 999
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5. PRN-number of doses (PRN-n). The PRN-n column is only completed for medications that
have a route of administration coded as PR. Record the number of times in the past seven days
that each medication coded as PR was given. STAT medications are recorded as a PRN
medication. Remember, if a PRN medication was not given in the past seven days, it should not
be listed in Section U.

EXAMPLE FOR PRN-number (PRN-n)
Medications as listed on MAR for assessment period of 8/11/94-8/17/94-

Mylanta 15 cc after meals PRN p.o. (administered 12 times in last 7 days)

Haldol 1 mg. liquid g8 hrs PRN p.o. (administered 2 times in last 7 days) -

Hydrocortisone cream 1% PRN to back and chest (adlmmstered 5 times in last 7 days)
. Lasix 80 mg. IV STAT

Check blood sugar daily at 4 p.m. Sliding scale insulin: Humulm R 5 units i€ blood sugar

200-300; 10 units if over 300. (5 units given on 8/11/94 for BS of 255; 5 units given on

8/13/94 for BS of 233; 10 units given on 8/17/94 for BS of 305

Nitroglycerin 0.3 mg 1 tab SL for chest pain; repeat 2 times at S minute intervals if pain

1is not relieved (given on 8/12/94 once and another five minutes following)

monwy

T

1. Medication Name and Dose | 2. RA | 3. Freq 4. AA | S.PRN-n | 6.NDC Codes
) Ordered _

( ] Mylanta 15 cc 1 PR | 15cc 12
Haldol 1 mg . 1 PR | 0.5cc 2
Hydrocortisone cream 1% 7 PR 999 5
Lasix 80 mg. 4 PR 8cc 1
| Humulin R 5 Units 5 | PR | su 2
Humulin R 10 Units 5 PR 10U 1
Nitroglycerin 0.3 mg: 2 PR 1 2

AN,
Ay
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EXAMPLE FOR NDC CODES

Medications as listed on MAR for assessment period of 8/11/94-8/17/94

A. Lanoxin 0.125 mg. daily p.o.
B. Haldol 1 mg. liquid g8 hrs PRN p.o. (administered 2 times in last 7 days)
C. Ampicillin 250 mg. q 6 hrs. liquid p.o.
D. Acetaminophen 650 mg. QID p.o. (pharmacy supplies two 325 mg. tablets)
F. Humulin N 15 U before breakfast daily SQ
G. Check blood sugar daily at4 p.m. Sliding scale insulin: Humulin R 5 units if blood sugar
200-300; 10 units if over 300. (5 units given on 8/11/94 for BS of 255; 5 units given on
8/13/94 for BS of 233; 10 units given on 8/ 17/94 for BS of 305).
H. Transderm Nitro 1 Patch QD :
I.  Lasix 80 mg. IV STAT
J. Diazepam 3 mg. HS p.o. .
K. Dilantin 300 mg. HS p.o. ~
1. Medication Name and Dose | 2.RA | 3. Freq | 4. AA | 5.PRN-n | 6. NDC Codes
Ordered . i
Lanoxin 0.125 mg. 1 1D 1 0}0]0|8]1}0]2}4}2
Haldol 1 mg. 1 PR Scc 2 0[0i0]4|5]0]2¢{510
i e orre '
o Ampicillin 250 mg. 1 6H Sml 0{0]0|4]7(2]3]0}2
Acetaminophen 650 mg. 1 4D 2 0{017{8|1]1]2{9|4
Humulin N 15 U 5 1D 15U 0]|0|0|0|218|3|1{5S
HumulinR S U 5 PR 5U 2 0{ojojo]218(211(5
HumulinR 10 U ' 5 PR 10U 1 0j0]j0j0]2{8]2]1|S
Transderm Nitro 1 patch 7 ID | 999 ojojo}s|3|2]o}2|5|
Lasix 80 mg. 4 PR 8cc 1 0]010}3191010{6}3
| Diazepam 3 mg. 1 1D | 15 | olo|3l6|alo|7|7}4
Dilantin 300 mg. 1 1D 3 olojo|7|1]0|3]6]2

’ .::l B
S5k
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Coding Exercises for Section U

Complete Section U for the following medications during a 7 day-period (9/1/94-9/7/94):

0 R N R WD

Pt pd ek
N = o

13.
14.
15.
16.
17.

~ over 200. (10 units given on 2 days in last 7 days)

Inderal 40 mg. BID p.o.

Sinemet 10/100 TID p.o.

Atrtificial Tears 1 drop OU QID _

Anusol HC suppository 1 PRN (given 1 time in last seven days)
Amoxicillin 500 mg q 6 hrs per tube

Benylin cough syrup 2 tbs. PRN p.o. (given 10 times in last seven days)
Darvocet-N 100 2 tabs q 4-6 hrs PRN p.o. (given 5 times in last seven days)
Heparin lock flush 10 U daily | =
Ditropan syrup 2.5 mg daily p.o. ' '
Nitrotransdermal .4 mg 1 patch daily

Novolin N 24 U before breakfast SQ

Check blood sugar before breakfast. Sliding scale insulin: Novolin R 10 units if blood sugar

Questran 1 packet with each meal p.o.

Quinine sulfate 325 mg. HS

Coumadin 2.5 ing daily p.o. (discontinued 9/3/94)
Coumadin 5 mg. daily p.o. (ordered to start on 9/4/94)

Maalox 15 cc PRN for indigestion p.o. (not administered in last 7 days)
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‘1. Medication Name and Dose | 2. RA | 3. Freq | 4. AA | 5PRN-n | 6. NDC Codes

_Ordered B I A S

—— . —

Compare your responses to the coding exercises with the responses on the next page.
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5. PRN-n

1. Medication Name and Dose | 2. RA | 3. Freq | 4. 6. NDC Codes
Ordered | AA

Inderal 40 mg. 1 2 | 1 olojol4|6(o]4]2|4
Sinemet 10/100 1 3D 1 olojojo|6]ol6la|7|
Artificial Tears 1 drop 7 4D | 999 olo|3]4lo{8|6]1{5|
Anusol HC suppository 1 6 PR 1 1 0]0|0}7}1]110}8]8
Amoxicillin 500 mg 9 6H | 10m! olo{3lol4]o]s|s|7
Benylin cough syrup 2 Tbs. 1 PR 30 cc 10 0]010§711121(9]5
Darvocet-N 100 2 tabs 1 PR 2 5 lojojolo2]of3]6]3
Heparin lock fhish 10 U 4 .| 1D |1m ojo|4]6]9|3|oto]1
Ditropan syrup 2.5 mg 1 1D 2.5ml 010(0|8181113{713
Nitrotransdermal .4 mg. 7 ID | 999 417{2l0]2]21813]2
Novolin N 24 U 5. | 1D |24V ‘lojojolo|3|1 8|34
NovolinR10 U’ 5 PR | 10U 2 |ojololo|3|1]8|3]3
Questran 1 packet 1 -.3D 999 0{ojoi81710151810
Quinine sulfate 325 mg. 1 1D 1 ofofojo]2lo[s|2]9
Coumadin 2.5 mg. 1 1D 1 ololo}s|elo|1|7|6
Coumadin 5 mg. 1 1D 1 ololo}s|6lo1]72
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CHAPTER 4: PROCEDURES FOR COMPLETING THE
RESIDENT ASSESSMENT PROTOCOLS (RAPs)

This chapier gives instructions on using the Resident Assessment Protocols (RAPs) to assess
conditions identified by the Minimum Data Set (MDS) triggering mechanism. The goal of the
RAPs is to guide the interdisciplinary team through a structured comprehensive assessment of
a resident’s functional status. Functional status differs from medical or clinical status in that
the whole of a person’s life is reviewed with the intent of assisting that person to function at his
or her highest practicable level of well-being. Going through the RAI process will help staff set
resident-specific objectives in order to meet the physical, mental and psychosocial needs of
- residents. : :

4.1 What are the Resident Assessment Protocols (RAPs)?

The MDS alone does not provide a comprehensive assessment. Rather, the MDS is used for
preliminary screening to identify potential resident problems, strengths, and preferences. The
RAPs are problem-oriented frameworks for additional assessment based on problem identification
items (triggered conditions). They form a critical link to decisions about care planning. The RAP
Guidelines provide guidance on how to synthesize assessment information within a comprehensive -
assessment. The Triggers target conditions for additional assessment and review, as warranted
by MDS item responses; the RAP Guidelines help facility staff evaluate “triggered” conditions.

There are 18 RAPs in Version 2.0 of the RAI. The RAPs in the RAI cover the majority of areas
that are addressed in a typical nursing home resident’s care plan. The RAPs were created by
clinical experts in each of the RAP areas. :

The care delivery system in a facility is complex yet critical to successful resident care outcomes.
It is guided by both professional standards of practice and regulatory requirements. The basis of
care delivery is the process of assessment and care planning. Documentation of this process (to
ensure continuity of care) is also necessary.

The RAI (MDS and RAPs) is an integral part of this process. It ensures that facility staff collect
minimum, standardized assessment data for each resident at regular intervals. The main intent

is to drive the development of an individualized plan of care based on the identified needs,
strengths and preferences of the resident.
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It is helpful to think of the RAI as a package. The MDS identifies actual or potential problem
areas. The RAPs provide further assessment of the “triggered” areas; they help staff to look for
causal or confounding factors- (some of which may be reversible). Use the RAPs to analyze
assessment findings and then “chart your thinking”. It is important that the RAP documentation

include the causal or unique risk factors for decline or lack of improvement. The plan of care

then addresses these factors with the goal of promoting the resident’s highest practicable level of
functioning: 1) improvement where possible, or 2) maintenance and prevention of avoidable
declines.

RAPs function as decision facilitators, which means they lead to a more thorough understanding
of possible problem situations by providing educational insight and structure to the assessment
- process. The RAPs will give the interdisciplinary team a sound basis for the development of the
resident’s care plan. After the comprehensive assessment process is completed, the interdisciplin-
ary team will be able to decide if: -

- o The resident has a troubling condition that warrants intervention, and addressing this
problem is a necessary condition for other functional problems to be successfully
addressed;

« Improvement of the resident’s functioning in one or more areas is possible;

» Improvement is not likely, but the present level of functioning should be preserved as long
as possible, with rates of decline minimized over time;

-+ The resident is at risk of decline and efforts should emphasize slowing or minimizing
decline, and avoiding functional complications (e.g., contractures, pain); or

» The central issues of care revolve around symptom relief and other palliative measures

durmg the last months of life.

OBRA 1987 mandated that facilities provide necessary care and services to help each m1dent.;_

attain or maintain their highest practicable well-being. Facilities must ensure that residents

improve when possible and do not deteriorate unless the resident’s clinical condition demonstrates -

that the decline was unavoidable.

4.2 How are the RAPs Organized?

There are four parts to each RAP:

Section I - The Problem gives general information about how a condition affects the nursing
home population. The Problem statement often describes the focus or objectives of the protocol.
It is important when reviewing a “triggered” RAP not to overlook information in the Problem
section. Although Section III - The Guidelines contain the “detail”, the Problem section should
be reviewed for information relevant to the assessment.
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Section II - The Triggers identify one or a combination of MDS item responses specific to a
resident that alert the assessor to the resident’s possible problems, needs, or strengths. The
specific MDS response indicates that clinical factors are present that may or may not represent
a condition that should be addressed in the care plan. Triggers merely “flag” conditions necessary
for the interdisciplinary team members to consider in making care planning decisions.

When the resident’s status on a particular MDS item(s) matches one of the “triggers” for a RAP,

the RAP is “triggered” and a review (with the possibility of additional data gathering and
assessment) is required using the RAP Guidelines.

Section III - The Guidelines present comprehensive information for evaluating factors that may

~ cause, contribute to, or exacerbate the triggered condition. The Guidelines help facility staff

decide if a triggered condition actually does limit the resident’s functional status or if the resident
is at particular risk of developing the condition.

If the condition is found to be a problem for the resident, the Guidelines will assist the
interdisciplinary team in determining if the problem can be eliminated or reversed, or if special
care must be taken to maintain a resident at his or her current level of functioning.

In addition to identifying causes or risk factors that contribute to the resident’s problem, the
Guidelines may assist the interdisciplinary team to:

+ Find associated causes and effects. Sometimes a problem condition (e.g., falls) is
associated with just one specific cause (e.g., new drug that caused dizziness). More often,
a problem (e.g., falls) stems from a combination of multiple factors (e.g., new drug;
resident forgot walker; bed too high, etc.).

+ Determine if multiple triggered conditions are related.

+ Suggest a need to get more information about a resident’s condition from the resident,
resident’s family, responsible party, attending physician, direct care staff, rehabﬂltauve
staff, laboratory and diagnostic tests, consultmg psychiatrist, etc.

« Determine if a resident is a good candidate for rehabilitative interventions.

« Identify the need for a referral to an expert in an area of resident need.

» Begin to formulate care plan goals and approaches.

Section IV - The RAP Key has two parts. The first part is a review of the items on the MDS that

- triggered a review of the RAP. The second part is a summary, but sometimes also provides a

clarification of the information in the Guidelines section of the RAP. The RAP Key should be

used as a reference, but does not take the place of the main body of the RAP.
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There are 18 RAPs in the Resident Assessment Instrument, Version 2.0

Delirium

Cognitive Loss/Dementia
Visual Function
Communication

ADL Function /Rehabilitation
Urinary Incontinence and Indwelling Catheter
Psychosocial Well-Being

Mood State

Behavior Symptoms

Activities

Falls

Nutritional Status

Feeding Tubes
Dehydration/Fluid Maintepance
Dental Care

Pressure Ulcers

Psychotropic Drug Use
Physical Restraints

4.3 What does the RAP Process Involve?

There are various models for completing the RAP m—depth assessment process for a resident with
a partlcular problem. Assessment of the resident in “triggered” RAP areas may be performed
solely by the RN.Coordinator (i.e., as the RAI must be completed or coordinated by an RN per
the OBRA statute). Generally, the RAPs will be completed by various members of clinical
disciplines as appropriate to the needs of individual residents. Facilities may also establish
procedures in which certain RAPs are always reviewed by a particular discipline (e.g., the
dietician completes the Nutritional Status and Feeding Tube RAPs, if triggered). The
interdisciplinary team may also review RAP Guidelines in a joint manner and have the assessment
process flow seamlessly into care planning. There are no mandates regarding the “process” of

how facility staff use the RAPs. Rather, facility staff should be creative and experiment until they

find “what works” most efficiently and effectively for them in achieving the desired outcome (i.e.,

! The names of the RAPs in Version 2.0 are unchanged from the original version, as are the RAP Guidelines.
The triggers in almost all of the RAPs have been revised, however.
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a sound and comprehensive assessment that is used to develop an individualized plan of care for
each resident). _

The RAP process includes the following steps:

1.

Facility staff use the RAI triggering mechanism to determine which RAP problem areas- -
require review and additional assessment. The triggered conditions are indicated in the
appropriate column on the RAP Summary form.

Staff assess the resident in the areas that have been triggered and are guided by the RAPs
and other assessment information as needed, to determine the nature of the problem and
understand the causes specific to the resident.

. Staff document key findings regarding the resident’s status based on the RAP review.

RAP assessment documentation should generally describe: -

— Nature of the condition (may include présence or lack of objective data and subjective -
complaints).

— Complications and risk factors that affect the staff’s decision to proceed to care
planning.

— Factors that must be considered in developing individualized care plan interventions.
— Need for referrals or further evaluation by appropriate health professionals.

Documentation about the resident’s condition should support clinical decision-making
regarding whether to proceed with a care plan for a triggered condition and the type(s) of

care plan interventions that are appropriate for a particular resident.

The decision to proceed to care planning should also be indicated in the appropriate
column on the RAP Summary form.

. Based on the review of assessment information, the interdisciplinary team decides whether

or not the triggered condition affects the resident’s functional status or well-being and
warrants a care plan intervention.

The interdisciplinary teani, in conjunction with the wishes of the resident, resident’s
family, and attending physician develop, revise, or continue the care plan based on this
comprehensive assessment.
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4.4 ldentifying Need for Further Resident Assessment by Triggering RAP

Conditions (RAP Process - Step 1)

A RAP may have several MDS items or sets of items that are defined as triggers. Only one of
the trigger definitions must be present for a RAP to be triggered, although for many RAPs, each
of the specific trigger items that are present must be investigated (e.g., address each of the
potential side effects for the Psychotropic Drug Use RAP). Note that the concept of “automatic”
and “potential” triggers used in the original version of the RAI has been eliminated. In Version
2.0, there are no “potential” triggers, or situations in which a symbol on the Trigger Legend does
not require RAP review.

The trigger definitions can be found in: -
"« Section IT of each RAP; T

» The RAP Key found at the end of each RAP; and
o The RAP Trigger Legend.

The Trigger Legend is a 2 page form that summarizes all of the triggers for the 18 RAPs. It is
not a required form that must be maintained in the resident’s clinical record. Rather, it is
a worksheet that may be used by the interdisciplinary team members to-determine which RAPs
are triggered from a completed MDS form.

Many facilities use automated systems instead of the Trigger Legend form to trigger RAPs. The
resulting set of triggered RAPs that is generated by your home’s software program should be
matched against the trigger definitions to make sure that triggered RAPs have been correctly
identified.2 HCFA has also developed test files for facility validation of a software program’s
triggering logic. It is the facility’s responsibility to ensure that the software is triggering
correctly. At a minimum, ask whether the triggered RAPs are what you would have expected.
Did the software miss some RAPs you thought should have been triggered (do some of the RAPs
seem to be missing); are there others triggered that you did not expect?

identify the tri RAPs usin i
1. Compare the completed MDS with the Trigger Legend to determine which RAPs are

“triggered” for review. Begin by looking at the KEY in the upper left corner of the Trigger
Legend form. Note that there are four possible ways for a RAP to trigger:

The first, indicated by-a solid black circle, is the predommant method and requires only one
MDS item to trigger a RAP.

YThis process should be performed on a sample of assessment records any time changes have been made in the
MDS software. -
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The second, indicated by a “2” within a solid circle, requires two MDS items to trigger a
RAP. .

The third, indicated by an asterisk (*), requires one of three types of psychotreopic
medications (antipsychotic, antianxiety or antidepressant), and one other item in the
Psychotropic Drug Use column indicated by a solid black circle. '

The fourth is indicated by a small case “a” within a circle. This is a special ADL trigger
that will focus the RAP review on rehabilitation or on the maintenance of current function.

Find the ADL -Rehabilitation Trigger A and the ADL—Maintcnance Trigger B columns by
scanning the top of the Trigger Legend form. Notice each ADL column title is marked with
a circled “a”.

If there are solid circles in both ADL columns, the ADL Maintenance column will take
precedence.

2. Look at the two left columns of the Trigger Legend. These columns list the letter and
number codes as well as the name of the MDS items to be considered. The third column lists
the specific resident codes that will trigger a RAP. The remaining columns list the individual

RAP titles. '
< 3 To identify a triggered RAP, match the resident’s MDS item responses with the “Code”
column. If there is a “match”, follow horizontally to the right until a trigger is indicated by

one of the key symbols. If, for example, there is a solid circle in the column, the RAP titled
at the top of that column is “triggered”. This means that further assessment using the RAP
Guideline is required for that particular condition.

3. Note which RAPs are triggeréd by particular MDS items. If desired, circle or highlight
the trigger indicator or the title of the column.

4. Continue down the left column of the Trigger Legend matching recorded MDS item
responses with trigger definitions until all triggered RAPs have been identified.

5. When the Trigger Legend review is completed, document on the RAP Summary form
which RAPs triggered by checking the boxes in the column titled “Check if Triggered”.

October, 1995 : Page 4-7



CH 4: Resident Assessment Protocols HCFA's RAIl Version 2.0 Manual

EXAMPLES

When Mrs. D. returns to her room after eating breakfast, she cannot recall eating
breakfast, and always asks the nurse when breakfast will be served. MDS item Short
Term Memory, B2a, has been coded 1 (Memory Problem), and the Cogmtlve
Loss/Dementia RAP is triggered for further assessment.

Mr. F. is independent in cognitive skills for daily decision-making. His transferring
- ability varies throughout each day. - He receives no assistance at some times and heavy
“weight-bearing assistance of one person at other times. The MDS item Decision Making,

B4, is coded O (Independent). The MDS item Transferring, G1bA, is coded 3 (Limited

Assistance). The ADL-Rehabilitation RAP is triggered for further assessment, focusing

on a possible rehabilitative intervention. Rationale for trigger: Mr. F. has good cognitive

skills for learning new ways to function and realize his potential.

Mr. P. is receiving an antipsychotic medication two times per day. He has fallen within
the last 30 days. The MDS item Antipsychotics, O4a, is coded 7 (Received 7 days a
week). The MDS item Falls (in past 30 days), J4a, is checked. The Psychotropic Drug
Use RAP is triggered for further assessment. (Note: Because J4a is checked, the Falls )
RAP will also be triggered.) g 4l

s

Mrs. T. is highly involved in activities of the facility. When structured activities are not
scheduled, she keeps busy reading, crocheting and writing a journal. Mrs. T. awakens
early in the morning and rarely takes a nap. MDS item Awake Mornings, N1a, is checked.
MDS item Involved in Activities, N2, is coded O (most of time). Both of these MDS items
are required to trigger the Activities RAP; these factors in combination suggest that the
focus of the assessment should be on reviewing the current activities plan.

Mrs. C. is limited in bed mobility (MDS item G1aA), with a physical restraint used during
part of the day. The presence of any of these items is sufficient to trigger the Pressure
Ulcer RAP, focusing on issues of problem avoidance in the future. (Note: other RAPs
triggered include ADLs and Physical Restraints.)

Different types of triggers can change the focus of the RAP review. There are four types of
triggers:

1. Potential Problems - Those factors that suggest the presence of a problem that warrants
additional assessment and consideration of a care plan intervention. These are usually
“narrowly” defined as factors that warrant additional assessment. They include clinical
factors commonly seen as indicative of possible underlying problems and consequently
have generally been well understood by facility staff members. Examples include the
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presence of a pressure ulcer or use of a trunk restraint, both of which indicate the need for
further review to determine what type of intervention is appropriate or whether underlying
behavioral symptoms can be minimized or eliminated by treatment of the underlying cause
(e.g., agitated depression).

2. Broad Screening Triggers - These are factors that assist staff to identify hard to diagnose:
problems. Because some problems are often difficult to assess in the elderly nursing home
population, certain triggers have been “broadly” defined and consequently may have a fair
number of “false positives” (i.e., the resident may trigger a RAP which is not
automatically representative of a problem for the resident). Examples include factors
related to delirium or dehydration. At the same time, experience has shown that many
residents who have these problems were not identified prior to having triggered for
review. Thus careful consideration of these triggered conditions is warranted.

3. Prevention of Problems - Those factors that assist staff to identify residents at risk of
developing particular problems. Examples include risk factors for falling or developing
a pressure ulcer.

4. Rehabilitation Potential - Those factors that are aimed at identifying candidates with
rehabilitation potential. Not all triggers identify deficits or problems. Some triggers
indicate areas of resident strengths. In general, these factors suggest consideration of
programs to improve a resident’s functioning or minimize decline. For example, MDS
item responses indicating “Resident believes he or she is capable of increased
independence in at least some ADLs” (G8a) may focus the assessment and care plan on
functional areas most important to the resident or on the area with the highest potential for
improvement.

Facility staff who are assessing a resident whose condition “triggers” a RAP should know what
item responses on the MDS triggered that RAP. This step is often missed, especially if someone
other than the person(s) who completed the MDS reviews the Trigger Legend or the triggering
is automated. Referring to the Triggers section of the RAP to identify relevant triggers can help
to “steer” the assessment to factors particular to the individual resident. For example, if a staff
member assigned to assess a resident who has fallen or is at risk for falls knows that the Falls -
RAP was triggered because the resident had been dizzy during the MDS assessment period (MDS
item J1f - Dizziness was checked), the RAP review would include a focus on causal factors and
interventions for dizziness. While reviewing the RAP, other factors may come to light regarding
the resident’s risk for falls, but knowing the trigger condition clarifies or possibly rules out certain
avenues of approach to the resident’s problem.

At the same time, there can also be a tendency to believe that the RAP review is limited to only
those MDS items that triggered the RAP. Such a view is false and can lead to key causal factors
being unnoticed and a less than appropriate plan of care being initiated. Many of the trigger
conditions serve to initiate a more comprehensive review process including specific causal factors
(as referenced in the Guidelines) that are to be considered relative to the resident’s status.
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4.5 Assessment of the Resident Whose Condition Triggered RAPs (RAP
Process - Step 2)

“Reviewing” a triggered RAP means doing an in-depth assessment of a resident who has a
particular clinical condition in terms of the potential need for care plan interventions. The RAP
is used to organize or guide the assessment process so that information needed to fully understand
the resident’s condition is not overlooked.

The triggered RAPs are used to glean information that pertains to the resident’s condition. While
reviewing the RAP, facility staff consider what MDS items caused the RAP to trigger and what
type of trigger it is (i.e., potential problem, broad screen, prevention of problem or rehabilitation
potential). This focuses the review on information that will be helpful in decldmg if a care plan
intervention is necessary, and what type of i mterventxon is appropriate.

The information in the RAP is used to supplement clinical judgment and stimulate creative
thinking when attempting to understand or resolve difficult or confusing symptoms and their
causes. The Guidelines are an aide, a tool, a starting point. It is the understanding and insight
of members of the interdisciplinary team that will help integrate these factors into a meaningful
resident assessment and care plan.

4.6 Decision-making and Documentation of the RAP Findings (RAP
Process - Steps 3 and 4)

It is recommended that staff who have participated in the assessment and who have documented
information about the resident’s status for triggered RAPs be a part of the interdisciplinary team
that develops the resident’s care plan. The team, including the resident, family or resident
representative, makes the final decision to proceed to address the “triggered” condmon on the
care plan.

In order to provide continuity of care for the resident dnd,..good communication to all'persons
involved in the resident’s care, it is important that information from the assessment that led the
team to their care planning decision be clearly documented.

t is not rd al e i in the uidelines, listing al
that do and do not apply. Rather, documentation should focus on key issues, which may include:

« Why will you address or not address specific conditions in the care plan?

* - What is it about the conditions that may affect the resident’s daily functioning?-

» Why did you decide the resident is at risk, that improvement is possible, or that decline
can be minimized? ‘ ‘

* Why could the resident benefit from consultation with an expert in a particular area (e.g.,
gynecologist, psychologist, surgeon, speech pathologist)?
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nursing care, ophthalmology evaluation to rule out visual field deficits, speech therapy
referral. We will discuss Ms. E.’s care at nursing rounds tomorrow and develop a revised
plan to address these issues.

EXAMPLE #2: This is an example of 1) documentation in the progress notes of the clinical -

record clarifying that a problem is present and has been discussed with the resident, and 2)
another note that describes the beginning of a work-up to evaluate and treat causes of the problem.

8/21/95 PROBLEM: URINARY INCONTINENCE
Nursing note:

Mrs. D.’s clothing has been found wet during the night on 3 occasions in the past two weeks.
Her nurse assistants have also found that she has been tucking washcloths in her underwear.
I spoke with her this morning. She admitted that she has been having some uripary accidents
for some time but was hiding them. She cried, saying, “I am so ashamed”. I reassured her
that although incontinence is not normal, it is common, and should be evaluated for possible
treatments. I proceeded to review the type of step by step evaluation that could be done, some
which could be done here at the home and, if necessary, she would see some specialists. Mrs.
D. seemed relieved and asked me to call her daughter with the information. I spoke with Ms.
D. who agreed with the evaluation. She said that she has been noticing a faint odor of urine
when she visits, but her mother always denied any problems. Will contact physician.

o G. Hope, RN

EXAMPLE #3: This is an example of a note in a clinical record that could be referenced on the
RAP Summary form to substantiate a team’s decision to proceed to care planning when a RAP
is triggered.

8/30/95 PROBLEM: DELIRIUM
Physician Progress note:

Mr. F. has had new symptoms in the past week of altered perceptions (thinks someone keeps
jumping through his window at night when the curtain moves and has hallucinations),
restlessness (pacing) and agitation, and is more confused. A review of his medication sheet
shows that his Digoxin dose was increased from 0.125 mg every other day to 0.25 mg. daily
2 weeks ago during an episode of congestive heart failure. His appetite has also decreased and
he says food is making him sick. He is delusional in his thinking that his food is poisoned.
Mr. F.’s exam is unremarkable for signs of an acute illness or other causes of delirium. His
symptoms are consistent with probable digoxin toxicity. We will obtain a digoxin level in the
morning. In the meantime, I have asked the nursing staff to hold the digoxin and encourage
fluids until we reevaluate in the morning. I will temporarily put him on a low dose of Haldol
0.5 mg twice daily in order to reduce his delusions and distress. I will review his status daily
with the goal of tapering him off the Haldol once his mental status returns to baseline.

' . Ben Todd, M.D.
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8/30/95 PROBLEM: DELIRIUM
Nursing note:

Until the acute confusion subsides, Mr. F will receive close observation, monitoring of his
intake with encouragement of fluids, cueing during ADLs to help him focus. He will be
allowed to pace in the confines of the unit and restricted to the unit until his confusion.
resolves. . - J. Doe, RN

EXAMPLE #4: This case illustrates summary documentation using RAP Guidelines to assess
the resident’s progress related to a previously noted condition, as well as the success of the care
plan over time.

PROBLEM: PRESSURE ULCER OVER RIGHT TROCHANTER

Three months ago, Mr. H. developed a Stage III pressure ulcer over his right trochanter when
he fell asleep on the spirals of a notebook while reading in bed (pressure). Mr. H. had been
receiving Ambien 10mg at bedtime for sleep because he had difficulty falling asleep with a
roommate who snores loudly. He was friendly with the roommate and did not want to switch
rooms when the opportunity was offered. Deep sleep most likely contributed to his not
responding to the spiral by shifting his weight. Mr. H. has since agreed to move in with a
quieter roommate and discontinue the Ambien. We have been treating the ulcer with surgical
debridement as necessary and wet to dry saline dressings three times daily, and the ulcer has
cleared up nicely to a dime-size area with clean granulation tissue present. Dr. K.
discontinued wet to dry dressings and it is being managed with a transparent dressing. Mr.
H. is back to his usual activities and is adherent to his repositioning program when in bed.
We will continue the current care plan.

EXAMPLE #5: This case illustrates documentation, using RAP Guidelines, to assess the
progress of a long-stay resident who has chronic Urinary Incontinence AND Pressure Ulcer risk.

PROBLEM: LONG-STANDING URINARY INCONTINENCE AND
PRESSURE ULCER RISK

Mr. F. is a severely demented gentleman who suffers from immobility secondary to dementia
and disuse. He has tight contractures of his elbows, hips, knees, and ankles making toileting -
difficult. Mr. F. is frail, primarily bed- and recliner chair-bound. He is totally dependent on
staff for care in ADLs, including eating. He has long-standing incontinence that has been
managed for the past year with an external catheter to protect his skin (He has a history of
rashes). When transferred he is always placed on pressure relieving devices. He receives a
turning and positioning regimen. This regimen has been working and he is free of rashes and
skin breakdown. We and his family are in agreement about continuing the current palliative
approach to urinary incontinence and preventive approach to ulcer formation.

,3 EXAMPLE #6: This example illustrates that it is not necessary to use the titles of the RAPs to
i document resident assessment information using RAP Guidelines. The most important goal of
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documentation is to describe events in a way that evervone can understand what is happening t
the resident.

PROBLEM: SIDE EFFECTS FROM MELLARIL

Mrs. L. has been disimpacted of hard, pasty stool twice during the last 6 days. Bowel
elimination records show that she has been having infrequent movements. Staff say that she
strains at stool. Mrs. L. has a long history of schizophrenia. Her psychosis has been
managed with various antipsychotics over the years. Most recently (last 6 weeks) we switched
her from Haldol to Mellaril 50 mg. TID daily for its sedative effects as she was agitated,
wandering, and delusional. The Mellaril has calmed her down to the point that she is able to
sit in on some unit activities without leaving them. The dose was then reduced but when
symptoms recurred we went back to 50mg. TID. Her blood pressure has been stable at
138/86 - 146/90 and she has had no falls. The constipation is most likely_related to the
Mellaril. However, as her emotional state is currently stable and she is functioning better we
will maintain the current dose, add Colace 100 mg. bid, assure adequate fluid intake, and
consult with dietary for suggestions.

EXAMPLE #7: This is an example of a note that illustrates the assessment of multiple problems
that were triggered by the MDS. The rationale for combining the assessment into one note is that
the resident’s risks, problems, causes, and treatments are all interrelated. On a RAP Summary
form the following note could be referenced for several triggered RAPs: Falls, Psychotropic Drug
Use, Cognitive Loss, Mood State.

PROBLEM: FALLS

Mrs. T.’s severely depressed mood has improved with Trazodone and involvement in a twice
weekly expressive therapy group. She has been more attentive to her surroundings and has
begun to socialize like her old self. She remains disoriented to time and continues to need
many reminders for most tasks (her baseline). She has rejoined her baking group that meets
every other day. Her appetite has picked up and she eats most meals that are offered. We are
now concerned about 2 falling episodes this past week. She usually walks alone but is very
slow. On Monday night she seemed to falter in the dining room but grabbed onto some chairs
to steady herself. On Tuesday she was walking in the corridor with her daughter, faltered
and then her daughter caught her before she fell. Mrs. T. insisted that she felt O.K. She
denied feeling dizzy or unsteady and said she just tripped over a chair. Yesterday, she fell to
the floor in the dining room while getting up from a chair. She sustained no injuries but she
was posturally hypotensive (See vital sign sheet). She was seen by Dr. R. who cut back on
her Trazodone dose. We will monitor postural vital signs twice daily, and supervise all |
transfers and walking, and observe for changes in mood. She has been referred to PT for gait
evaluation.

EXAMPLE #8: The following example illustrates how to document a situation when the resident
functions at a consistent level over a long period of time. The MDS assessment always triggers
the same RAP for the same reason, but the resident has shown neither improvement nor decline
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4.7 Development or Revision of the Care Plan (RAP Process - Step 5)

Following the decision to address a “triggered” condition on the care plan, key staff or the
interdisciplinary team should:

« Review the current care plan if the condition is already addressed and make changes, as
needed, to reflect the new assessment; and

« Develop new care plan problems, goals and approaches as needed.

Staff may choose to combine related “triggered” conditions into a single care plan problem that
will address the initial set of causal problems and related outcomes identified in the RAP review.

Chapter 5 will address the development of resident care plans in more detail.

4.8 Frequently Asked Questions on RAP Documentation

Q: “Is it necessary to complete a RAP review if a resident always triggers for the same RAP
in the same way? For example, Mrs. Peterson always triggers fpr the Nutritional Status
RAP because she often leaves 25% of her food uneaten at most meals. She is not a big

eater, and prefers to snack throughout the day - not to mention the portlons on the tray

are quite large. Do we need to do the entire RAP each time?”

A: No, it is not necessary to always réview and document RAP findings on subsequent

assessments the way you would on the initial assessment. Triggers identify areas warranting
further assessment. The RAP guides this assessment. In this example, further assessment
may reveal a swallowing problem, chewing problem, delirium, activity endurance problem;
or a healthy life time pattern. If Mrs. Peterson chooses to eat frequent snacks, and still is
consuming a nutritionally adequate diet, then there is no reason to complete the RAP in its
entirety at each full assessment. In this example, clearly document the initial nutritional
assessment including: preferences, information that confirms her diet is sufficient, any
supporting weights or any lab values that give insight into nutrition. If she continues to
trigger this RAP for the same reasons, make a one line entry referring to the original
nutritional assessment and indicate that the resident’s status has not changed. On subsequent
assessments, it is always necessary to assess the resident to validate that his or her status
has not changed as compared to the original RAP assessment and documentation.

Q: “Is it required to write a summary note documenting all of the RAP information?”
" A: The requirement is that you document information from the resident’s assessment and staff’s
decision making about care. This should already be an easily accessible part of the medical
record, in which case a summary note may be redundant. Ask yourself this question: “If I

was a newly hired care giver for this resident, will I be able to find and understand the
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.assessment and decision making process?” If the answer is yes, then you should feel secure

that your documentation is complete. If you answer no, consider pulling together key
information or “filling in the gaps” in a short note. '

: “I often hear different stories about what is required for RAP documentation. These

stories seem to vary by nursing home, surveyors, care givers, books, software and even
the day of the week! Why is that, and how can we find out what is expected in our
written documentation?”

: While interpretations of HCFA's requirements have varied, the RAP process was developed
to reflect good clinical practice and RAP documentation expectations have never changed:

RAPs guide further assessment of residents who have or are at risk of developing problems
(triggered areas). This assessment is supposed to lend further insight into the problems
identified by the MDS. RAP “documentation” involves only what should already be taking
place: clearly written assessments, decision making by staff knowledge about-the resident’s
condition, and care plans developed based on a comprehensive assessment of a resident’s
needs, strengths, and preferences.

Where staff often go astray is in the basics. What does clear documentation and decision
making mean? The RAP guides the assessment piece and documentation should follow.

- Decision making is a written account of the team’s clinical thought processes about the

resident assessment findings. This seemingly simple process has left many people baffled and
searching for “user friendly” alternatives to RAP documentation. As a result an industry of
workbooks, flow sheets, check lists and software has been created. In some cases, these
products may help staff by providing structure that facilitates the clinical assessment and
decision-making process; in other cases, such products have tended to create a larger paper
trail and made the process more complicated than necessary. Each facility should establish
a documentation process that “works” for them and incorporate additional tools only if they
are deemed of clear benefit in facilitating documentation and clinical decision-making.

“I don’t see how we can i)ossibly do -the Urinary Incontinence RAP in 14 days after
admission. And, it seems everyone has a different idea about when these RAPs are due.
Some say 7 days after admission, 14 days, 21 days, who is right?”

: Statutory requirements dictate that the RAI be completed within 14 days after admission. As

an integral part of the RAI, RAPs must be completed within 14 days, which means that the
initial RAP Guideline review must be conducted and documented by the end of that time.
However, the RAPs may point out the need for a more extensive evaluation which cannot be
completed entirely within the time period. A good example is the Urinary Incontinence RAP.
It is generally difficult to perform a complete work-up in 14 days. Even getting initial tests
ordered and scheduled can take several weeks. Rather what is intended by “14 days after
admission” is when the initial RAP assessment process and documentation must be completed.
Certainly you do not wait several weeks to initiate the assessment and make care planning
decisions. These initial plans should be outlined in the care plan along with the plan for further

assessment.
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Q: “Is the person who signs the ‘Signature of RN Coordinator for RAP Assessment Process
on the RAP Summary form, the same person as the MDS RN Coordinator? What dates
are entered in #2 and #4 on the RAP Summary form, and whose name is placed in the
‘Signature of Person Completing Care Planning Decision’?

A: The “Signature of RN Coordinator for RAP ‘Assessment Process” does not need to be the
same RN as is on the MDS assessment. ‘The date entered in VB2 on the RAP Summary form
is the date the RN Coordinator of the RAP process (i.c., the person who oversaw completion
of the RAPs), indicated the triggered RAPs and completed the Location and Date of RAP
Assessment Documentation section. This must be completed no later than 14 days after
admission. The (Signature of) Person Completing Care Planning Decision can be any
person(s) who facilitates the care planning decision-making. It is an interdisciplinary process.
The care plan must be done no later than 21 days after admission or 7 days after MDS and
RAPs are completed. The care-planning information on the RAP Summary form would be
completed at that time, with the date to enter in #4 the day that #3 is signed.™

4.9 When is the Resident Assessment Instrument not Enough?

Federal requirements support a facility’s ongoing responsibility to assess a resident. The Quality
of Care regulation® requires that “each resident must receive and the facility must provide the
necessary care and services to attain or maintain the highest practicable physical, mental, and
psychosocial well-being, in accordance with the comprehensive assessment and plan of care”.
Services provided or arranged by the facility must also meet professional standards of quality. .
Compliance with these regulations requires that the facility monitor the resident’s condition and
respond with appropriate careplanning interventions.

The MDS is a screening instrument and does not include detailed descriptions of all factors
necessary for careplanning and evaluation. When completing the MDS, the assessor simply
" indicates whether or not a factor is present. For certain clinical situations, if the MDS indicates
the presence of a potential resident problem, need, or strength, the assessor may need to
investigate and document the resident’s condition in more detail. For example, if a resident is
noted as having a contracture on the MDS, additional documentation in the record may include
the number of contractures present, sites, and degree of restriction in each affected joint. RAPs
also assist in gathering additional information for some clinical conditions.

In addition, completion of the MDS/RAPs does not necessarily fulfill a facility’s obligation to
perform a comprehensive assessment. Facilities are responsible for assessing areas that are
relevant to individual residents regardless of whether or not the appropriate areas are included in
the RAI. For example, the MDS includes a listing of those diagnoses that affect the resident’s
functioning or needs in the past 7 days. While the MDS may indicate the presence of medical

3 42 CFR 483.25—(F 309)
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Haldol to p.o. and will slowly decrease the dosage. Continue with Bactrim DS until course
completed. Discontinue Zantac. It is unclear why he was started on it and it may be
contributing to his confusion. Monitor Intake and Output for next 7 days. I will do a further
exam of Mr. S. on Monday.

Day 4

(The following is an example of a dialogue between the nurse and the social

- worker about what was learned in admission examinations. It does not represent
documentation but serves to illustrate the mterdxsclplmary assessment processes.
Also included on this day are the follow-up nursing notes and a separate physical
therapy note. Staff’s awareness of the needs and treatments for the resident is
expanding.)

SOCIAL WORKER (SW):

“I spoke with Mr. S., his wife Marion and oldest daughter, Susan, the first two days of
admission. Throughout the conversation, Mr. S. was unable to answer simple questions.
He was easily sidetracked and would become consumed with smoothing out his bedclothes.

- Marion and Susan said that normally be can’t answer simple questions about his immediate
needs, but he can talk endlessly about woodworking and opera.”

NURSE (N):

SW:

“Mr. S. is much clearer today. Although he didn’t remember meeting me before, he
responded to his name, and stated that he was not in his home, but in an old person )
home. His wife was present and he called her by her proper name.”

“Mary [the nurse on evenings] told me that his cognition will probably continue to
improve once his delirium clears. I have shared this with the family who seemed
relieved.”

“She is probably right. The UTI, dehydration, morphine, Zantac and Haldol probably
contributed to his acute confusion, but because he has Alzheimer’s disease, it makes it

difficult to assess his baseline.”

“Well, his family described a gregarious man, who enjoyed attending the Alzheimer’s Day
Care Program at the community center. He was diagnosed with Alzheimer’s Disease five
years ago although the daughter stated that she felt that he was having problems several
years before the actual diagnosis. His wife also told me that Mr. S. was having increasing
difficulties with his ADLs. She would have to break tasks down into sub-tasks. He
required lots of cueing for dressing especially.”

“He had his admission physical exam yesterday. Under the circumstances, everything
seems O.K. His enlarged prostate probably causes some urinary retention which would
have put him at greater risk for the urinary tract infection, but his surgical incision line
was clean. He appears well hydrated, and the nurse assistants from the day and evening
shift indicate that he is taking in ample fluids. He continues to manipulate bed clothes,
which according to his wife is a new activity, but it is tapering off. This could represent
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a resolution of his acute confusion. We will continue to monitor his intake and output, and
cognition in light of his acute confusion. He is at risk for falling. He still has a few more
days on his antibiotic for his UTI. The physical therapist will be seeing him today in fact.
I'm going to write a brief note to document the areas we covered in these conversations. ”

NURSING NOTE

Discussed Mr. S.’s condition with Social Worker. Mr. S. seems to be “clearer today”. He
is oriented to person, able to identify wife by her correct name, and is aware that he is not in
his home. He identifies his property that his wife brought in from home (picture and opera
posters), and his fidgeting with the bedcloths has lessened. As his acute confusion improves
we should see a returning to baseline. On exam Mr. S. appeared well hydrated, I/O adequate
accordihg to reports from nurse assistants. He appears in mild discomfort only when he
ambulates, and is receiving Tylenol regularly. His dose of Haldol is being slowly tapered.
He does not appear to have any negative effects from this. K. Phillips, R.N.

PHYSICAL THERAPY NOTE

On August 14, 1995, he sustained the fall and fractured his left hip. He underwent a
successful replacement of the hip, and was cleared for light weight bearing status on 8/21/95.
Because of his worsening cognition, and additional problems, he has not been ambulating

except out of bed to the commode with nursing staff. ;?ﬂ

According to the daughter, who was involved with his care at home, his fall was an isolated
event. Usually he ambulates around his home, Adult Day Care, and takes frequent walks
without event. Orthostatic blood pressures and pulses from the end of his hospitalization and
since admission here have been within normal limits, with orthostatic changes noted upon
admission to the hospital.

His fall at home occurred at 2 am. The resident was very restless the entire day. He appeared
“to be having difficulty urinating. His wife was planning to take him into the doctor’s office -
in the morning. Mr. S. got out of bed and was found wandering around the house. His wife
tried to get him to return to bed, but he went into the bathroom, got into the shower - with his

clothing on - and fell. Wife is not certain if he slipped or just fell.

Upon examination, he did not have orthostatic changes in his blood pressure or heart rate from

a lying to upright position. He was able to get out of bed to a standing position with contact

guard. Using his new walker, he was able to move to the hallways - safely. He did seem
- confused about the walker, but followed my commands appropriately.

This resident is ready to bear full weight. Staff should walk with him three times a day using
contact guard and cueing for the walker. A sign that reads “Mr. S. remember your pusher”
(his word for.walker) was placed by his bed and by the inside of the door. According to notes
from the Cognitive Impairment Clinic, he is able to read and follow simple written directions.
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Assessment: Mr. S. is at risk for future falls due to his recent fracture and hip replacement,
cognitive impairments, new required use of walker (which he may get to a point that he
doesn’t need), and residual acute confusion. Plan: Monitor closely, contact guarding with all
ambulation. Ambulate in hallway at least three times a day. Slowly increase distance, over
the next two weeks, from room to dining room. y J. Smith, P.T.

Day 5 (Example of documentation of additional information gathered that would be relevant
to comprehensive resident assessment using the MDS and RAPs)

NURSING NOTE

Resident incontinent of urine all three shifts since admission. His normal pattern at home was
to toilet himself as needed, with additional reminders from his wife before leaving the house
and at bed time. Resident with a past history of enlarged prostate and urinary retention.
Resident is moving his bowels daily and passing moderate amounts of soft, formed stool.
Digital exam is negative for feces in rectum. Mr. S. is receiving tapering doses of Haldol.
We expect the incontinence to resolve with diminishing Haldol doses, full treatment of UTI,
and resolution of delirium. The decision was made to document bowel and bladder activity,
I/O of fluids, assess for bladder distention, discuss with wife regarding past patterns for
bathroom cueing, and to continue to review medications: Haldol, Bactrim DS. : .
' K. Phillips, R.N.

2. DRAWING INFORMATION TOGETHER

The above are examples of the types of activities and dialogue that occur as staff gather
information and structure care during the first few days of a resident’s stay in the home. Using
this and other information, staff would next fill out the MDS. Each discipline would complete
their assigned portion of the MDS, cross check the assessment across disciplines and shifts for'
accuracy, and then have it signed off by the RN.

- A completed MDS for Mr. S. follows. Note that this completed MDS form includes information -
presented in the examples above, as well as other information not available to the reader. In .

reviewing Mr. S.’s MDS, note the information that it contains for use by staff in using the RAP S

Guidelines.
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

b = One item required to trigger
“3=Two items required to trigger
=One of these three items, plus at least one other item
[z§§§ﬁ§§ required to trigger
( R =When both ADL triggers present, maintenance takes
S precedence

lProceed to RAP Review once trlggelecd

MDS ITEM CODE
: ua.{/////'m I /W% . Z XA T
2 |'// AWW ,;///A%%%%%%%%%Vﬂ%%%%%%%%:z % %7/ Z
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5 //szs*m//////////////////W///AV//AV//,’/// AU TL AL A 2 ,V//AV/A///VAW/W
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Liscde
0 uA///AV/AV//AV/,V//V//AV///V/A%///AV/AV/Ay/A//AV{/AV///////// D008
M2a

Liacde

W

M23  |Pressureulcer

: |
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. |Previous pressure -, @ M3
A(//%A/////A%///////V//AV/A’//////AV//AV//%%'/AV//AV//A'/AW%W
Nia

”///////M///,W//A////////A7/4%%{/4%%%%%%%%7@7///4
. N2 .
U L U L L L UL 2 2

. ] lo4a
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Resident

Numeric [dentifier

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION
SECTION AB. DEMOGRAPHIC INFORMATION

SECTION AC. CUSTOMARY ROUTINE

.

[ DATEOF |Datethe Note — Does not includa reackmission ¥ rocord JCUSTOMARY]
! ENTRY Closed 2t be mmiydsdugnhmumhaufmgm b b (mﬂﬂmwfﬂmmwmmmbmam
adhission date (1nyear priog  CYCLE OF DALY EVENTS
LI - l I—H-l ] to DATEOF
Month ' mr Stays up late at night (e.g., after 9 pm) o
2.| ADMITTED émmmwmm [ Naps reguiarty during day (at least 1 hou) o,
(ATFREt?'IMRY) 3. Board and carefassisted kvi home m‘pz,mGo&m@1+daysaweel< : c
1 5 Aot care hocpial O ety 1| Stays busy wih hobbles, eading, or fxed daly routie e
o Poychiatic hospial, MR/DD facky [dmitied from o ends most ofime slone o waiching TV o,
3.1 LIVED g’z:g : Moves independently indoors {with appliances, f used) t.
(P%ll.gg% 1.Yes Use of tobacco products at least dally
ENTRY) {2 Inother faciiy oF
~4.[ZiP CODE OF| NONE OF ABOVE th._
PRIOR [—l | ‘ I ] EATING PATTERNS
(Check all 56t Distinct food preferences L
llvedlnﬁ)gs ©date of
s RE%IREN- lw&ygwnhwa’?s/\mmw youss paor - Eats between meals all ormost days L
EVEARS _[Piiorstay atthis rursing home . Use of akcoholic beverage(s) at least weekly k
PRIORTO [stayin other nursing home ' N NONE OF ABOVE .
%MWWmmwmm ADL PATTERNS
(-3
in bedclothes much of
MH/psychiatric setting P : day . m
MR/DD seting " Wakens to toilet all or most nights
NONE OF ABOVE ¢ Has iregular bowel movement pattem
s oocun':ff: Showers for bathing
o) Seignry
between two
e g myoga% —
7. e?ucxnou ;&m gTedﬂcalortradesd!od . -
H@hww %mmm gmmmm .Daiyeumwmmlaﬁvmldoseﬁends‘ . Is.
8. [LANGUAGE |(Code bor carmoct 755p0n55) 3 Usually attends church, termpl, syragogue (k) L
2. Primary Language . : Finds stengthinfaith .
0. Engfich 1. Spanish 2.French 3.0ther Daily animal Gompanion/presencs e
. T ivcivedin roup acties "
MENTAL  [Does resident's RECORD incicato nm mumm NONE OF ABOVE h
HEALTH memdlnas, deve!qmet\hl X,
- lmm—mwmnmmm |¥
10, oommons (Mawmm“mnmomwm
RELATED TO |mandested before age 22, and are ol 1o continue indefinitoly) .
0. Not appicatie—no MRVDD (Skip 10 AB11)
MR/DD with organic condition
Down's syndrome b,
Autism e
Epllepsy a
Other organic condition retated to MR/DD o .
[MR/DD with no organic condition t : .
11.] DAIE : : SECTION AD. FACE SHEET SIGNATURES
_ BACK~D m:-
e | LI I-LL L LT . -
TION Year a, Signature of RN Assessment Coordinator Date
ICOMPLETED . \

b. Signatres Tde

e =~ e[ & o



Resident

Numeric Identifier

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
FULL ASSESSMENT FORM

. (Status in last 7 days, unless other time frame indicated)
< [ION A. IDENTIFICATION AND BACKGROUND INFORMATION

( - JRESIDENT
» NAME
' a. (Firsy b. (Middie Initial) & (Lasy) d. (J/S)
2] ROO
wmeer || | [ | ] |
3. Aﬁ“esrs- a. Last day of MDS obsesvation period
pergnenel [ [ [ [ [ [ ] ]|
Month Day Year
b. Original (0) or corected copy of form (enter number of comrection)
] RERNIRY |t dove (or since 1ot acsemsmans o atntociandt leas tor 96 cys)
HEsEREEEEE
Month Day Year
§.] MARITAL |1.Never mamied 3.Widowed 8. Dwvorced
STATUS |2.Mamied 4.Separated
6.] MEDICAL
recor |\ | [ | [ ]I ] T 11111
7.] CURRENT }(Biling Ofiice to indicate; check all that apply In fast 30 days)
EOURGES |Medcaldperdem [ | VAperdiem ' X
FOS?'A!YH' Medicareperdem |, .Self or tamily pays for full per diem -~
. wumy . MedcaldmsidemﬁabﬁtyorMedweh
paMegBmmmxjna:y | Privateinsurance per diem (ncluding ||
CHAMPUS perdiem le. | Otherperdiem L
8.] REASONS a.ana:ymnbfm
!  ©OR Mmmwm(wmdbydayu)
S5 assessment

?O.Weumdwwtym

b. Codes for assessments required for Modicare PPS or the State
1. Medicare 5 day assessment

Madicare assessmont
6 Otherstatoe assessmont
7. Modicars 14 day assessment .
8. Other Madicare roquirad assessment )
9.] RESPONSE |(Check all that apply) - Durable power atiomeyfinancial . |4
. BILITY/ Legal guardian
"LEGAL tegel 8 Family member responsible o
GUARDIAN rosight b
. Durable o Patient responsle for self t.
. e je NONE OF ABOVE 9
ANCED {(Forthose kems with supporting documentation in the medical
0. &ngC'nVES seoolddled(wﬂntappln
Living will a Feeding restrictions N
Donctresuscitate . | Medication restrictions N
Donothospiafize [, .
Autopsy request o, NONE OF ABOVE L

ECTION B. COGNITIVE PATTERNS

1.} COMATOSE

Persistent vegetative statemo discemible consciousness)
s).No s'at.vee (i yes, skip to Section G)

{Recall of what was learned or known)

a. SIm-tennmemoryOK——seemslappwsbmlaﬂefsm
0.Memory OK 1. Memoxy problem

Ib. OK—seems/appears to recall long past
Long-term memory

&

3.

MEMORY/
RECALL
ABILITY

Che;:kaﬂthatrw’dentwasmfmallyabletormlldmhg
Curvert season s :
Location of own foom That he/she is In a nursing home
Staff names/faces NONE OF ABOVE are recalled

a&
b.
C

COGNITIVE
SKILLS FOR

(Made decisions regarding tasks of dadly kic)

0. INDEPENDENT—decisions consistent/reasonable
1. MODIHEDWDEPENDENGE—thnewmw\s

2, IMPAIRED—decisions poor; cues/supervision
aSEVERaYWIRED-nevedmelymadedewms

.| INDICATORS
OF

DELIRIUM—
PERIODIC
DISOR-

THINKING/

AWARENESS]_ functioning {e.g., new onsetor

(Code for behavior in the last 7 days.) [Note: Accurate assessment
requires conversations with staff andfamllyM)ohavedmcthwwledga
ofrecldetn'sbehavioroverws time].

not present
1. Behavnrptmnotof:ecer\tonset
2. Behavior present, over last 7 days appears different from resident’s usual

a EASILY DISTRACTED—( ing attention:
il ~(eg. dificuty paying gets

ALTERED PERCEPTION OR AWARENESS OF

c.E’lSODESOFDISORGANIZED 0. speechis
aueccbsauanofmm' + O aEig from sibjectio
d.PERIODS OF RESTLESSNESS—(e.g, fidgeting or picking at skin,
dwmw«aeummmgémw Tepetitve physical

or cafiing out)
e.PERIODSOFLE'mARGY—( WWMW

MENI'ALFUNCUONVAR!ESOVERTHEOOURSEOFTHE
DAY—(e.g., sometimes better, sometimes worse; behaviors
mumwmq

CHANGEIN

STATUS J&mmdays)

abiifies have
%mg(«mmmw ifless

1. imoroved 2. Deteriorated

SECTION C. COMMUNICATION/HEARING PATI'ERNS

0. Memory OK 1. Memory

1.] HEARING |(With hearing spptance, § used) ’
0. HEARS ADEQUATELY—normal lalk.TVphone ’
1. MINIMAL DIFFICULTY whea notin m
2. HEARS IN SPECIAL —speaker has to adust
tonal andspeakdsm@y
3. HIGHLY usehul hearing .
2.] COMMUNI- |(Check all that apply during st 7 cays)
D%OE';’ Hearing aid, present and used 2
“TECH. {Heasingakd, presént and not used regularly ' b,
NIQUES  [Other receptive comm. techniques used (e.g, lp reading) . e -
NONE OF ABOVE d
3.] MODES OF |(Check all used by resident o make needs known)
. 'mouspeam Signsigesturesfsounds 4
o Comnwnication board
Wiiling messages 1o o,
express or clariy needs {h. : A
Amentan language
o NONE OF ABOVE o
4. (Wmnmoutem—homaue)
SELE. |o.unpERSTOOD
UNDER- |1, USUALLY UNDERSTOOD—Gficubty finding words o firishing
2. UNDERSTOOD—abiity is kmited o making concrete
: NEVER UNDERSTOOD
s.] SPEECH m7aays}
CLARITY 0. CLEAR SPEECH- it intlighie werds
Z.ADSPEECI-I—abseocedspolmwuds
6.1 ABILITYTO |(Understancng verbal iormation Corteni—however abie)
UNDER- 1o UNDERSTANDS '
OB |1. USUALLY UNDERSTANDS ~may miss some partitent o
2 mss UNDERSTANDS—responds adequalely to simplg,
direct communication
3. RARELY/NEVER UNDERSTANDS
7.1 CHANGE IN | Resident's ability o express, understand, or hear information has
COMMUN!- d‘a"gedaswﬂvafed\ostanxsdsodaysago(orsmcelast
CATION/ |assessmentd less than 90 days)
HEARING [0. No chance 1 bt Bt



Resident Numeric Ideatifier

SECTION D. VISION PATTERNS : )

1.] VISION [{Abifity 1o see in adequate fight and with glasses f used)
0. ADEQUA fine detal, & printin 5.| CHANGE IN Mswwlast %&%ﬁd statnsotso -
TE—sees including reguiar awvnonALdaysaQO(orsme assessment zdg;)
1. MPAIRED-sees targe priot, but ot feguias printin newspapers/ SYMPTOMS |0. fo change 1. kmproved “k '
B A s 00 %% SECTION F. PSYCHOSOCIAL WELL-BEING =
aHIG&);IMBqIREQ—objeaidenﬁﬁwﬁmhqmuAey% 1.] SENSEOF |Al ease inleracting with others o
2appear Yo foflow objects L. ’ INIMATIVE/ |t ease doing planned or structured activities Yy
4. SEVERELY IMPAIRED—no vision colors, . .
stapes:eyesdonotappwmblov?ro&see“&wm i w&g{yl‘e. At ease doing seti-initiated activites e
2] VISUAL Iside vision problems—decreased ( Establishes own goals d
LIMITATIO mmmdmmmmmpﬁ
mu@mmmmmm mmd (Wm
Experiences any of following: Sees halas or rings around lights; sees &t religious services)
mamm “curtains® over eyes b ) Acoepsmmm«nstgrupacﬁvmae ¢
NONE OF ABOVE g
: NONE OF ABOVE . e 2.| UNSETTLED |Coveriopen Confict with of fepeated Crucism of Salt a,
3.] VISUAL |Glasses; contact lenses; magnifying glass RELATION- {tsnhappy with roommate Y
JAPPUANCES]0. No 1.Yes SHIPS | . with residents other than s
SECTION E. MOOD AND BEHAVIOR PATI'ERNS Absence of personal oontaawmwi:‘ﬂymm d
1. mmas (Codefaerbtsobservedmlastaodays,theofm Recent loss of close family membedfiiend :’
0. Indicator not exhibited in last 30 Does not adjust easily 1o change in roufines
DE?RES‘ 1. Indicator of this typee:‘\botedmdtagsﬁvedaysamek NONE OF ABOVE %—
Y (o xPRESIORS Ch Repotivohealtn 3 PAST ROLES|Stong Kencabon it patlos 5 oSG8 a
OF DISTRESS &% Expresses sadness/angedemply feefing over lost roles/status N
. . perssstently seeks medical Resident perceives that daily routine ( routine, s
a Resident made negative mwmm my&ﬁaemmmmmhmamw acliviles) N
Would rather be NONE OF ABOVE o
dead; What's the use; 1. Repetitve anious
e g fvedso compisneoncems fuor SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS
b, . . .. persistently seoks attention/ 1.|(A) ADL SELF-PERFORMANCE—(Code for residont's PERFORMANCE OVER ALL
mwlgwm:a“r P reassuance SHIFTS during last 7 days—Not including setup)
clothing, relaionship issues 0. INDEPENDENT—No help or oversight —OR~ Helploversight provided only 1 or 2 times|
¢ 'magammem. CLEISSUES 1 e:\:sgtmasm provided ™y
. . encouragement or cueing 3 Smesde |
%&dhebmd’) "Wm"m last7 days —OR— Supervision (3 or more times) pius physical assistance ommm
d. Persistent with self k. Insomniakchange in usual 1or2hmesdumgtast7days
angelu sleep pattem UMITED ASSISTANCE~Resident hiahly ivoived I " i
annoyed, anger at SAD.APATl{ETlc.ANJGOIis ofirbsoromernammbe:ngmaofmmhz
atm:‘am APPEARANCE Sﬁmvhebpfmdedonlyiorzitmdxhghsﬂdajs
E L pained, wortied facial EXTENSIVE ASSISTANCE—While resident performed part of activity, over tast 7-
e. Solf deprecation—e.g., */ g%(emn—e.g.,&m:ed hegwng type(s)pcumdedsormmaﬁm&e:part o il
am lamofnouse brows —Wew
o m. Crvina, tearfuk —Fdlshffpetbrrmneedumgpaﬂ(bdnotal)dl&7days
f. Expressions of what n y . 4. TOTAL DEPENDENCE—Full staff pedormance of activity during entire 7 days
gppear ”Wg&a‘%ﬁc e Repetivopiysical & 8. AGTIVITY DID NOT OCCUR during enfire 7 days _
abandoned, left alone, mml& l(B)ADLSUPPORTPR(MDED—(CodeIorMOGTSUPPORTPROWDED A ®
being with Gthers fidgeting, picidng : OVER ALL SHIFTS during fast 7 days; code regardiess of resident’s self-
LOSS OF INTEREST {  perbmmance ciassiication) : w
g. Recument statements that ©
something terrible Is about o.muavdm:dviﬁesg E w%&wwmm z §
Interest—e.g., no intorest : Setup .
he or she is about 10 standing activites porson physical assist 8. ADLacﬁvlylse(fddnot
| Pvoatontamst o Do s Corerets. 3 Tvmmmp'vswasist occurdudngenire7cys | 4| 2 |-
p. Raduced soctal knteraction e menmbwmmmumsidebsﬁe.‘ i
= ‘PERSIS- Onaeor altemdbym:nmsh dle:daoonsole. reassure mmuspen‘ :msdentumw betmﬂaces—b/fmbed.
- -’ or
TB!CE g.teNl?dzmovefliasWdays ‘ma b wheelchal, standing position (EXCLUDE to/ffrom
. indicators casly aliored ot sasty aared " | | o] WALKIN 10w resident walks between locations In isther room
3.] CHANGE [Resident's mood status has changed as compared to statis of 90
tNMOOD daysago(orsmelastassmmﬂesmsodm) d cvovaa(oga How resident walks in corridor on unit
2z e.] LOCOMO- [How resident moves between locations in hisher room and
&FEHAVIORAL(A)QB&H%W mﬁmrm TION _ Jadfacent conidor on same floo.  in wheeichalr, -sdﬁdenq
1. Behavior of this type occurred 110 3 daysinlast 7 days ONUNIT_joncé in chair
2, Behavior of this type occurred 4 10 6 days, but less than daily | t.] LOCOMO- JHow resident moves 1o and retums from off unit baﬂons(e.%.”
3. Behavior of this type occurred datly TION areas set aside for adnvmes.orueamems).lﬂacﬁ‘
OFF UNIT Jonly one floor, how resident moves %0 and from
(B{). n;yrrmnaggabmy ’va:s days l?\eﬂooclfnmeldmsel-afﬁderwmhd\ai
1. Bm“m'm%e v casty altered n (® g.| DRESSING MWMmhﬁmmmwaﬂMdM
2 WANDERING (moved with no rational pumose, seemingly oprIshess
oblivious to needs or safety) | EATING mem!sartddiis(mga:dmdsﬂ).mwabd
bVER%/‘\UXABUSNEBEHAVIORALSYMPTOMS( mstumbyoﬂ\erms(eg..ubebedng.ualpammal
were threal ABUSIVE o, ) ( L{TOILETUSE Howmdaﬁmmmmm(mmmum
. PHYSICALLY BEHAVIORAL SYMPTOMS (others transfer onvolf cleanses, changes pad, manages ostomy of
were hit, shoved, scraiched, sexually abused) !wmeteradustsdoﬁ\es pad,
d. SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL .| PERSONAL {How resident maintains personal hygiene, including combing haif, -
SYMPTOMS (made disruptive sounds, noisiness, screaming, . HYGIENE |brushing teeth, shavi ing makeup, washing/drying face,
setf-abusive acts, sexual behavior or disrobing in public, - hands, and perineum (EXCLUDE baths and showers)
smearedihirew food/feces, hoarding, rummaged though others’
belongings)
e. RESISTS CARE (resisted taking medicatione/ inierfinne AN




Resident

Numeric Identifier

~—BLADDER, tended t0
control present (e.g., on day shift); BOWEL, 23 imes a week

4. INCONTINENT—Had inadequate BLADDER.muhplethiyepsodee:
BOWEL, all (or aimost aff) of the time
a WEL Comro(ofbowelnnvemem:wmappﬁameorbmm
Lotvl ONTR [ programs,  employed
}I.ADDER Control of urinary bladder function ( dribbles, volume insufficient to
‘\1' CONTE soakmtwghmdetpants).wmappuam(e.gﬁbley)orwmnenoe
NENCE  {programs, d employed
2. EU?AOVINVA!‘SHLON Bowel elimination patiem Dianhea e
regular—at least one . |
PATTERN | movement every tree days Fecal imgaction "
Constipation b, | NONEOFABOVE .

2.| BATHING {How resident takes full-body battvshower, sponge bath, [APPLIANCES|Any scheduled tolletingplan |, Did not use tollet roonv
transfers ivout of (EXCUJDEwas!mgofbadcandhaw) AND . 1.
Code for most dependent in self-perormance and PROGRAMS |Bladder retrining progam |, - |, e tced P
(A) BATHING SELF-PERFORMANCE codes appear A) B catheter  use 9.
0. independent—No help provided Extemal (condom) . |Enemasfnigation n
’ L : Indweiling catheter " Ostomy present L
1. Supervision—Qversight help only OF
2. Physical help limited to transfer only intermittent catheter o, |NONEOFABOVE I
3. Physicalhelpi of bathing aclivity CHANGE IN | Resident's urinary continence has changed as compared o status of
4. Totaldep':b\c;:\cp:n Ug!ON“A'!'?_Y 90 days ago (or Since last assessment if less than 90 days)
8. Activity itself did not occur during entire 7 days NENCE 0. Nochange 1. lmproved 2. Deteriorated
(Balfmgstpponcodecaleasdeﬁnedinkemi.codesabove) g
3.1 TESTFOR (Codebrabmmgteanmlaw'days) SECTION 1. DISEASE DIAGNOSES
BALANCE o.Mam:nedpomnas intest Check only those diseases that have a relationsiip © mm
(see training zpamal m%m‘g physical support medical treatments, "mm.g“@(d not fist
manual) stands (sits) Mdoesno(blmud‘ecﬁasbrw
5, Systand: k(, ) doe: ors! DISEASES (IfmneapplyﬁlECtheNONEOFABO.VEl.mx) o
a. Balance while standing He".ueoa/. Hen.vpams v
b, Bab while sits 50, trunk control Miuplesdemsus w.
4. JFUNCTIONALI{Code for himitations  last 7 days thatinterfered with dall functions o Paraplegia X
LIMITATION gzlaoedmdem nskof s ol Parkinson's disease ¥
RANGE OFJ(A) RANGE OF MOTION (B) VOLUNTARY MOVEMENT o | Quadiplegia z
MOTION 0. No Emitation Noloss .
. 1. Umitation on one side 1. Pattialloss Seizure disorder ™
manual) 13 Neck ' ' Taumatic brin injury oy
b, Am—including shoulder or elbow PSYCHIATRICMOOD -
¢. Hand—Including wrist or fingers Andety disorder
. Leg—Including hip orknee Depression dd.
. Foot—including anide or toes . . 8.
£, Othe Bmitation orloss o opprossion fgolar [/
5.] MODES OF {(Check all that apply during last 7 days) || . :
LOCOMO- | Canetwalkedcrutch i - AR =
TION 2 }Wheeichalr pimary modeof |, PULMONARY
Wheeled self b focomotion : Asthma vy
Otherpersonwheeled  _ [c. | NONEOFABOVE e Emphysema/COPD L
6.] MODES OF |(Check all that apply during last 7 days) . SENSORY
TRANSFER |540¢t all or most of ime _ | Utled mechanicaly R Cataracts i
Bed rails used for bed mobiliy Transfer aid (e.g., siide board, Dizbetic retinopatfy 3
jor transter b, uapeze.mn(e.% walker, brace) |e. Glaucoma "
Lifted manually e |NONEOFABOVE ke Macular degeneration o
Some or all of ADL acivites o sublasks during last 7 g __ {OTHER I
$0 that resident could perform them Allergies - |on.
TION 0. 1.Yes . Anemia >y
8.] ADL mmwﬁsmdwm@a&mha Cancer
|REHABILITA teast somo B Renal falure oy
| Direct care staff believe resident is ot increased ; '
om e S e capable independence |y, NONE OF ABOVE =
Rmmnmmwmwmsmw« c (vmapplywscxmnousopmov?m
Difierence in ADL Self-Performance or ADL Support, comparing Sepicemia
momings to evenings d Sexually transritted diseases
NONE OF ABOVE Tuberculosis N
9.] CHANGE IN | Resident's ADL self-perfonmance status has changed as compared ;
ADL bmdwdaysago(amhstmmlmsmso Uﬁwmmhww
0. No change 1. improved __2. Deterorated Viral hepatitis le
. Wound infection L
SECTION H. CONTINENCE IN LAST 14 DAYS NONE OF ABOVE
1.]00!5"1NENCES&FOONI‘HOLCN‘EGORIES ‘ OTHER |, 111 te}
(Code for resident’s PERFORMANCE OVER ALL SHIFTS) CURRENT 2
. ORMORE |o 11§ tet |
0. CONTINENT~—Cormplete control finchudes use of indwelling urinary catheter or ostomy Al
device that does not leak urine or stool] D?AGFTNOLEIE)Sc. [ Y
1. USUALLY ENF—BLADDER.m\tepsod&emawed(otm Aggoes d L L1 lel
BOWEL less than woeidy A NN
zms%gwmsm—aummzammamumw SECTION J. HEALTH CONDITIONS
PROBLEM |(Check all problems present in last 7 days unless other time frame is
3. PREQUENTLY INCONTINENT: be incontinent daly, but some P ROBLEM (e

™

INUCM’ORS OF FLUID

Wegugmorlossofsof

within a 7 day

SFEIFIF




Resident

Numeric Identifier

SECTION M. SKIN CONDITION

2] PAIN  }{Code the highest level of pain present in the last 7 days) 1.] uLcers mmz{’mmdmmwuog‘g'm@m
SYMPTOMS l2 FREQUENCY with which bINTENSITY of pain (Ouetoany |dig ot oy o D= ov movs) [Recuiies i by %
fesident complains or 1. Mild pain cause) ko
shows evidence of pain 2. Moderate pain a.Stage 1. A persistent area of skin redness (withoutabreakinthe & .. -
0. No pain (skip to J4) 3. Tunes painis slan) that does not disappear when pressure is relieved.
1. Pain less than dally horrible or excruciaing b.Stage 2. Apa:ﬁalhdmlosofslmlayetsﬁmpm
2. Pain dally Clinically as abtas-on.bister.orshamm
3.| PAINSITE [(ifpain present, check all sites that apply in fast 7 days) c. Stage 3. Auhdmaso{slmlsbst, g the
Back pain Incisional pain ¢ mﬁsasadeep orwatmt
Bonopain b |doctpah oherthantie) -l d.Stage 4. Afullthickness of skin and Subcutanous tissue is
Chest pain while doing usual N smm?npm(e&bsax N exposing miscle of bone. lost,
‘ - 2.| TYPEOF |(Foreach of vicer, code for the highest stage ln the last 7
Headache d Stomach pain 3 ULCER ¢ mmofhlenMHa,o:mqsmeu 234 days
Hip pain e. | Other L a. Pressure ulcer—any lesion caused by pressure resulting in
4,] ACCIDENTS (Mwwd:ly,:m of underlying tissue damage
Fellin past 30 a2 |Hekactreinkstisodays o b. Stasis uicer—open lesion caused by poor circutaton in the lower -
Fell in past 31-180 days b. Other fracture in last 180 days Ja. extremities by poor
NONE OF ABOVE e 3.|HISTORY OF |Resident had an uicer that was resoived or cured In LAST 90 DAYS
8.} STABILITY }Conditions/diseases make resident’s cognitive, ADL, mood or behavior RESOLVED
CONOFO patiems unstable~~{fluctuating, precarious, or deteriorating) a ULCERS _|0.No 1Yes
DITION . o . 4.|OTHER SKIN {(Check all that apply during last 7 days)
Resident experiencing an acute flare-up of a recurrent
chonic problem m spisodecra ® “ e ggOBLEMS Abrasions, bruises _ a
End-stage disease, 6 or fewer months 1o lve c PRESENT |Bums (second or third degree) b.
NONE OF ABOVE d. Open lesions other than ulcers, rashes, cuts (e.g., cancerlesions) [
Rastw—e.g,memlgo.eczerm,dmglash.hedash,hetp&smswr d.
: . Skin desensitized to pain or pressure e.
RALNUTRITIO
SECTIONK.O NAL STATUS . Skin tears o cuts (other than ) T
- | 1] oRaL [Chewing prodlem L3 Surgical wounds
PROBLEMS {Swaliowing problem b.
X NONE OF ABOVE h
'“‘°“"D, o ABOVE & 5] SN |(Checkallthat apply dunng 1ast7 Gays)

2 Recotd(a)helgmmh)wesarrd(h)wuglnhpommwegn:vm Mirts | Fressure refeving device(s)for chalr 3
D |recont 25t 50 e o Wit consstonty b s Pressaurs roieving device(s) orbed =
WEIGHT mfdbaﬁyﬂamoe—e. inam. after bebranml.mhshox Tuming/repositioning program :

of, andin ' I Numonorhydaﬁonitecverﬁonbmmgeslmpmblens
a. HT (o) b.WT () Ulcer care
3.| welGHT a.Welghtlo&e—s%ommnlastwdays;orw%ormorehlast Surgical wound
CHANGE 180 days - m . . " .
0.No 1y$ wﬁmdmwamwm)m .
b, W gdn—s%ormehlaaaodays;ono%ormhlast
T 13‘;‘%‘;8 Appﬁwﬁmdo&wwmmu\ertmbbeo- h.
0.No 1.Yes ) Other preventative or protective skin care (other than to fee) L

4.1 NUTRE |Complains about the taste of Leaves 25% or more of food NONE OF ABOVE It

PR%%NAL many foods 8 uneaten at most meals c 6.| . FOOT |[(Checkallthat apply duringlast7 days) -
LEMS | equtar or repeti NONE OF ABOVE PROBLEMS Mﬂlﬂsm«mwm\s—e.g,mmm
complaints o anger b, d AND CARE | txnions, hammer toes, ovedapping toes, pain, structural problems |,
8.] NUTRI [(Check all that apply in fast 7 days) Infection of the foot—e.g., celiulitis, purulent dainage b
M%WV N Dietary supplement between Open lesions on the foot ) c.
€S Feeding tube N meals t. Nails/caliuses trimmed during tast 80 days a
Plate stabiiized buit-up or foot care used shoes,
[Mechanicaly atered et | Pt g . Recelved praventaiv or prolective (eg.usedspecitshoes) |
|Syrings {orad feeding) ¢ | Onapanned weight change Application of dressings (with or without Sopical medicagions) t
'I'hetapeuﬁcdet N program h NONE OF ABOVE 3.
NONE OF ABOVE L
6. PARENTERAL(Skip 20 Section L If neither 5a nor 55 Is checked) SECTION N. ACTIVITY PURSUIT PATTERNS
WMamme portn o toalcalorles the esident recsived tough T e lche B e Pariods over BT '3
ortube feedings inthe lest7 days ‘| AwaAke mmg«mdﬁr\ea&mmmﬂmmm
1. 1% 10 25% 4.76% 0 100% period) Evening
2. 26% 0 50% g T P o
b.
. Code the average fluid Intake wornbemasndays ermoon
1 W Y 15 W ridentis omatose, dp o Secton O
2501 1o 1000 ool §.2001 or more oo/ 2. AVTE&%GE M\enmmmtmoelvhgmmormee)
. . NVOLVE%ISNO.MO&—WWH'%%::‘B g.l”e—l&sﬁmlﬂdﬁme
SECTION L. ORAL/DENTAL STATUS 3.|PREFERRED |(Check aff settings in which activites are preferred)

1. ORAL Debns(so&asﬂymomueswstances)ptwemnmomhpcmb ACTIVITY  |Own moom a .

ATUS AND| going to bed at night SETTINGS Dayfactivity voom b, Outside faciity ,
s | Has dentures or removable bridge b, insideNHoofiwit [ | NONEOFABOVE of "
Somefall natural teeth lost—does not have or does not use dentures 4.| GENERAL |(Check all PREFERENCES whether or not activiy ks currently .

. { (or partial plates) < Qgg:venw mmmm , Trips/shopping e

Broken, loase, or carious teefh 4 ENCES | cmtisfarts e : Walling/wheeling outdoors "

ingiva): . adapted t : : --

hﬂam%d;gum(gmgwa).morbleednggtms,o:alabcm N (resaigent‘so Exercisefsports o WaumgTV Tk

. . . , current | Music g | Gardening or plants 3

sD(gx?dea:mgdgeeredwmordaﬂymﬂhmre—bymderuor " abilities) Reading/wiit n T@WW@Q "

NONE OF ABOVE g Spiinsalieigious Heiping others '



Resident

Numeric !dentifier

5.] PREFERS resident preferences in dally routines
~HANGE IN Nochange 1. Shight change 2. Major change
a&?’%« Type of aciviies in which resident is currently involved

i . Extent of resident involvement in activities

1.|NUMBER OF
MED!

CA-
TIONS

{Record the number of different medications used in the last 7 days)
enter ‘0" if none used)

2.

NEW
MEDICA-
TIONS

&Wamwmawgmmvmmmateddnmm
1.Yes

3.

WNJECTIONS

Record the number of DAYS injections of received during
&zelast?days;mter'O'inmeweo) any bpe

4.

DAYS
RECEIVED
THE
FOLLOWING

‘MschmN

(Recotdﬂwmmberofmvsmlaswdays;emer‘o%mt
used. Noto—enter *1° for fong-acting meds used less than weekdy)
a. Antipsychotic

PRy d. Hypnotic
tmﬂy e Diurct

SECTION P, SPECIALTREATMENTS AND PROCEDURES

1.] SPECIAL SPEOIALCARE—a)edca'eammorpmgransmaveddmg
TREAT- Ethelastudays
PROCE-
DURES D] TREATMENTS JI Ventiator or respirator
PROGRAMS | Chemotherapy a PROGRAMS
Dialysis b.___| Alooholidrug treatment
IV medication e program m
Intaker Abheimer's/id . ‘
R d care unit n
condition © e Hospice care 0.
Ostomy care A Pedatic uni B.
Oxygen therapy Pesplocae . .
Radaton - N Training in skills required to
remmbmecommmy(e.g..
uctoning o shapsing, maneporaton
Tracheastomy care L ADLs)
Taansfusions k| NONEOF ABOVE s

b.THERAPIES - Record the number of days and total minutes each of
foliowing therapies was administered (for at least 15 minutes a
the last 7 calendar days (Enter 0 if none or less than 15 min.
[Note—count only post admission theraples}]

(A) = # of days administered for 15 minutes or more DAYS _MIN

4.] DEVICES {(Use the foltowing codes for last 7 days:)
ES’TRAINTS? ﬁg(egs'ed than daily
ess n
R 2. Used daity
Bed rails
a. — Full bed rRils on alt open sides of bed
b. - —Other types of side rails used {e.g., half rall, one side)
¢ Trunk restraint
d. Limb restraint -
e. Chair prevents fising
5.] HOSPITAL Recocdmnbefofmmdemwasadnmedbhospml
STAY(S) i lastawmil&m
. ) (EnterOino
aqﬁ inlastsodaysd hﬁmﬁl&smm ).
or since
) (Enteroi’noaét s
7.1 PHYSICIAN hmeLg“DAdYayss(oh;smadrr&a}alashanMdaysh
VISITS fadity) many the physician {or authorized
exarrined the resident? (Enter 0 # none)
8. ngleaFgN hmtﬁruDAYS(orsmmmtmﬂdeaysh
D iadﬁty) marny- physician {or authorized
practiboner) Do notinclude order
renewals without change. (Enter 0 i none)
9.] ABNORMAL mmmwwmwmmmmwm
LAB VALUES] (or since admission)?

0.No 1.Yes

e

SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS

1.|DISCHARGE
POTENTIAL

Ja. Resident expresses/indicates preference to retum to the community
0.No 1.Yes

|b. Resident has a support person who is positive towards discharge
0.No 1.Yes

. Stay projected

90
wwmzm,m

1wmm30days 3. Discharge status

OVERALL
CHANGE IN

R&denl‘swetalselfsdﬁaecwhasdunged
lostawstOdaysago(orsmelastamﬁles

=
i

(B) = total # of minutes provided in last 7 days lﬂ ® SfCTI,ON R. ASSESSMENT INFORMATION
Speech - language pativlogy and audiology Servicss] -| PARTICIPA- |2 Resident 0.No 1.Yes
) oy S TN {h Famiy: o.No 1Yes  2Nofamly
Occupational therapy MENT  |C-Signficantother.  0.No 1.Yes 2.None
Physical therapy 2. SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
Respiratory therapy
Psychological therapy (by any ficensed mental . &demm(wmmm)
(Cheek:;l‘:fmetvetm« usedhlast7 b.mm:s
2.{ INTERVEN- strategies days—no signed as complete
TION matter where received)
FORMOOD. Special behavior symptom evaluation program o
BEHAVIOR, | Evaluation by a kcensed mental health speciakist in tast 90 days ~ €. Other Signatures Tite Sections Date
COGNIIVE { ., > thera b,
¢ d Date
Resident-specific defberate changes in the environment to address .
moodbehavior pattems—e.g., pmxingbtmunwhdbnmmge d le. Date
Reorientation—e.g., cueing o I o
NONE OF ABOVE t
3.1 NURSING RecommNUMBEROFDAYSeadrofmefdlom)gmhabiﬁmbmor 9 Dato
REHABILITA-| restorative techniques or praclices was provided to the resident for
TION  lmore thanor to 15 minutes per day In the last 7 days Y Date
RESTOR- |(Enter 0 & none or less than 15 min. daily)
ATIVE CARE [a_Range of motion (passive) {. Walking
{b.Range of motion (active) g.Dressing or grooming
c. Splint or brace assistance L Eat fowi
TRAINING AND SKILL mgof .
| PRACTICE IN: L Amputation'prosthesis care
d. Bed mobiity § Commumication
e, Transfer k. Other _.
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3. FURTHER ASSESSMENT USING RAP GUIDELINES

The RAP review and assessment process provides a time for staff to think about and discuss key
areas of concern related to the resident. There are many ways to structure this assessment
process, e.g. who leads the discussion or assessment, who participates, and how the resident,
family and physician are involved. But in each case, staff should:

» Discuss the triggered problems and any current treatment goals and related approaches to
care. _

+ Identify the key causal factors (i.e., why the problem is present).

» Review the associated and confounding factors referenced in the RAP Guidelines (i.e.,
things that contribute to the problem or add to the complexity of the situation).

 Ensure that information regarding the resident’s status and clinical decision-making is
documented, and that the RAP Summary form identifies where this documentation can be
found. '

« Proceed to Care Planning.

The following RAP Summary form indicates which RAPs were triggered for Mr. S., where
documentation can be found, and whether a care plan has been developed. Before turning to the
RAP Summary form, you may wish to review the MDS to determine which RAPs should be
triggered. Using Delirium as an example, the following are examples of how staff might proceed.

1. As shown here, the Delirium RAP was used throughout the initial assessment period. It

was clear from admission that Mr. S. had acute confusion. Predictably the Delirium RAP

. was triggered. Staff documentation throughout the first weeks of residency capture the

key elements of the Delirium RAP assessment. The location and date of this

documentation is entered on the RAP Summary form. The decision to care plan is

indicated. As key information is clearly documented in this example and readily accessible

to all staff, there is no additional documentation required beyond the RAP Summary form
and referenced notations and care plan.

2. In some cases, a staff person may want to write a summary of the RAP assessment. This
could be for several reasons: e.g., while the assessment documentation is in the record
it is incomplete, unclear, too scattered or not focused. It may also be useful to have the
information summarized for quick reference by staff. If this is the case, the summary note
for Delirium could look like this:

October, 1995 , Page 4-31



SECTION V., RESIDENT ASSESSMENT PROTOCOL SUMMARY

Nurneric Identifier

Resident's Name:

Medical Record No.:

1. Checkif RAP is triggered.

regarding the resident's status.
» Describe:

(MDS and RAPs)

—_— Natureoftheoonditzon(maymdudepresenoeorladwfobgechvedataandsubjechveoomplatms)
— Complications and risk factors that affect your decision to proceed to care planning.
— Fadorsﬁmtmstbemnderedmdevelopmgmdivdualizedcamplanmewenuom
— Need for referralsfiurther evaluation by appropriate health professionals.

* Documentation should support your decision-making regarding whether to proceed with a care plan for a triggered RAP and the type(s)
of care plan interventions that are appropriate for a particular resident.
* Documentation may appear anywhere in the clinical record (e.g., progress notes, consults, flowsheets, etc.).

3. Indicate under the Location of RAP Assessment Documentation columi where information related to the RAP assessment can be found.

4. For each triggered RAP, indicate whether a new care plan, care plan revision, orconhnuahonofctjnem.areplénlsnecwatytoaddms
the problem(s) dentxﬁedmyourass&csmentTheCarePlamngDeasmoolumnustbecompletedmﬂm?daysofcompleungmeRAl

).

2. For each triggered RAP, use the RAP gu:delmee to identify areas needing further assessment. Document relevant assessment ln% st

[

A.RAP PROBLEM AREA

‘(a) Checkif]

triggered

Location and Date of
RAP Assessment Documentation

(b) Care Planning
Decision—check
ifaddressed in
care plan

1. DELIRIUM

2.COGNITIVE LOSS

3.VISUAL FUNCTION

4. COMMUNICATION

15.ADL FUNCTIONAL/
REHABILITATION POTENTIAL

. 16. URINARY INCONTINENCE AND
INDWELLING CATHETER

7.PSYCHOSOCIALWELL-BEING .

8.MOOD STATE

9. BEHAVIORAL SYMPTOMS

10.AcTIviTIES

11.FALLS

~ [12. NUTRITIONAL STATUS

13. FEEDINGTUBES

14. DEHYDRATION/FLUID MAINTENANCE

15. DENTAL CARE

16. PRESSURE ULCERS

17, PSYCHOTROPIC DRUG USE

RINRNNRNRNINA NN

DTVDDDUWDD[DDDDUDD

18. PHYSICAL RESTRAINTS -

B.

NERL NN

U

1. Signature of RN Coordinator for RAP Assessment Process

LT

=<
— .g_
i

C

3. Signature of Person Completing Care Planning Decision

Month
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Delirium: RAP Summary Example 1

Mr. S. admitted from hospital with diagnosis of acute confusion. Since admission his
cognition has steadily cleared. Indicators of delirium, such as being easily distracted, having
altered perception or awareness of surroundings, and restlessness have lessened, but are not,
completely gone. MTr. S. has a history of Alzheimer’s Disease, family have been very helpful
in describing his baseline mentation. The team believes that delirium is related to his UTI,
relocation, Haldol, Morphine, Zantac, and dehydration. To this end, his Haldol is being
‘tapered with the goal of elimination (he was not on this drug prior to hospitalization),
Morphine and Zantac have been discontinued, UTI has been treated with Bactrim DS - a
follow up U/A C+S will be sent upon completion, I/O is being monitored and fluids being
encouraged, and the family has been helping us simulate a homelike environment with Mr.
S.’s possessions and routine.

Another example could look like this:
Delirium: RAP Summary Example 2

Mr. S. triggered for delirium. RAP was used as a guideline for assessment by team. (See
nursing notes: 8/24/95, 8/28/95, MD note 8/25). Possible causal factors: UTI, Medication,
Dehydration, Relocation have been identified and treatment plans are indicated. Refer to
Delirium care plan. ' :

4. CARE PLAN SPECIFICATION
The following is an éxample care plan for Delirium. It contains general points, rather than

specific prescriptions. It is meant to show general culmination of the assessment process in the
plan of care. '

Objective : Intervention | Evaluation

Mr. S. will Keep night light on in room at night. | Resident remained safe
remain safe Have family bring in familiar articles in last 30 days, with no
and have no (bedspread, pictures). : evidence of injury.
injuries in next | 15 minute checks while in room,

30 days encourage out of room activities.

Involve in low stimulus activities.
Keep pathways clear and free from
clutter. )

Toilet q 2 hours while awake and q 4
hours during night. Offer frequent
snacks including beverages.
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Mr. S.’s Taper Haldol as ordered. Resident’s cognitive \>
cognitive. Continue to review all medications with | functioning appears
function will | physician. similar to baseline
return to Assess for adequate hydration by according to: family,
baseline! in 30 | monitoring daily fluid intake. documentation from
days Review requested notes from Adult Day | Adult Day Care and
Care to gain further insight into baseline. | cognitive clinic at
Continue with Tylenol for pain, give hospital.
PRN dose before Physical Therapy and if
resident appears agitated or withdrawn. | Resident received
Tylenol as ordered, and
did not appear to be in
pain. ,
Mr. S. and Primary team to meet with family to Family met-with
family will be | work on care plan and tour unit. | primary care team and
acclimated to | Involve family in all aspects of care. toured the unit. Mr. S.
.the unit in 30 | Assess family’s level of knowledge about | is able to recognize his
days as Alzheimer’s disease and acute confusion. | room and attend unit
evidenced by | Reorient Mr. S. to his room and activities with a staff
recognizing his | surrounding unit. As acute confusion prompt.
own room and | begins to clear, involve Mr. S. in more
participating in | of unit activities.
unit activities
with minimal
supervision
Resident will | See urinary incontinence care plan. Mr. S.’s intake was at
maintain Carefully assess fluid intake from meal least 2000.
adeguate trays. Offer supplemental fluids in Resident received
nutrition and | between meals. Involve family in supplemental beverages
hydration over | determining the best fluids, Mr. S likes | in between meal.
next 30 days as | chocolate milk and apple juice. - Skin turgor is intact and
evidenced by | Review monitored intake and output mucous membranes are
cating at least | sheets from last 7 days. Continue if moist.
3/4 of his intake is not at least 2000 mi/day.
meals and Monitor skin turgor and mucous
drinking 2 membranes.
liters of fluid
each day

4 Assumes description of baseline is documented elsewhere in the clinical record.
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results from analysis of the resident by the interdisciplinary team based on communication about
the resident that is reliable, consistent and understood by all team members. This benefits the
resident by ensuring that the entire interdisciplinary team and all “hands on” caregivers are
following the same process based upon a common lcnowledge base.

Properly executed, the assessment and care plannmg processes flow together into a seamless
circular process that:

Looks at each resident as a “whole” human being with unique characteristics and
strengths.

Breaks the resident into distinct functional areas for the purpose of gaining knowledge
about the resident’s functional status (MDS).

Re-groups the information gathered to identify possible problems the resident may have
(Triggers).

Provides additional assessment of potential problems by looking at possiblé causes and
risks, and how these causes and risks can be addressed to provide for a resident’s highest
practicable level of well-being (RAP Guidelines).

Develops and implements an interdisciplinary care plan based on the complete assessment
information gathered by the RAI process, with necessary monitoring and follow-up.

Re-evaluates the resident’s status at prescribed intervals (i.e., quarterly, annually, or if a
significant change in status occurs) using the RAI and then modlﬁes the res1dent s care
plan as appropriate and necessary.

Care planning is a process that has several steps that may occur at the same time or in sequence.
The following list of care planning components may help the mterdlsclplmary team finalize the
care plan after completing the comprehenswe assessment:

1. The RAI proccss (i.e., MDS and RAPs) is completed as the basis for care plén decision-

making. By regulation, this process may be completed solely by the RN Coo;&inator, but
ideally the RAI is completed as a cohesive effort by the members of the interdisciplinary
team that will develop the resident’s care plan.

The team may find during their discussions that several problem conditions have a related
cause but appear as one problem for the resident. They may also find that they stand alope
and are unique. Goals and approaches for each problem condition may be overlapping,
and consequently the interdisciplinary team may decide to address the problem conditions
in combination on the care plan.
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CHAPTER 5: LINKING ASSESSMENT TO INDIVIDU-
ALIZED CARE PLANS

5.1 Overview of the RAIl and Care Planning

Throughout this manual the concept of linkages has been stressed. That is, good assessment forms
the basis for a solid care plan, and the RAPs serve as the link between the MDS and care
planning.

This chapter provides a discussion of how the care plan is driven not only by identified resident
problems, but also by a resident’s unique characteristics, strengths and needs. When the care plan
is implemented in accordance with standards of good clinical practice, then the care plan becomes
powerful, practical and represents the best approach to providing for the quality of care and
quality of life needs of an individual resident.

The process of care planning is one of looking at a resident as a whole, building on the individual
resident characteristics measured using standardized MDS items and definitions. The MDS was
designed to allow the interdisciplinary team to observe and evaluate the resident’s status with these
detailed, consistently applied definitions. Once the separate items in the'MDS have been
reviewed, the RAP process provides guidance to the staff on how to use this information to assess
triggered problems and ultimately to arrive at a holistic view of the person.

Once the resident has been assessed using triggered RAPs, the opportunity for development or
modification of the care plan exists. The triggering of a RAP indicates the need for further review -

which is carried out utilizing the Guidelines that have been developed for each RAP. Staff use
RAP Guidelines to determine whether a new care plan is needed or changes are needed in a
resident’s existing care plan. It is important to remember that even though a RAP may not have
been “triggered” in the assessment process, the interdisciplinary team must address, in the care

~ plan, a resident problem in that area if clinically warranted. (See Chapter 4 for additional

information on the use and documentation of RAPs.)

The care-planning process in long term care facilities has been the subject of countless books,
journal articles, conferences and discussions. Often this discussion has focused more on the
structure or content of care plans than on the course of action needed to attain or maintain a
resident’s highest practicable level of well-being. It is not the intent of this chapter to specify a

- care plan structure or format. Rather the intent is to reinforce that the care plan is based on using

fundamental information gathered by the MDS, further review and assessment “triggered” by the
MDS, and distillation of all final assessment information, through the RAP Guidelines, into an
appropriate blueprint for meeting the needs of the individual resident. An appropriate care plan
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3.

After using RAP Guidelines to assess the resident, staff may decide that a “triggered”
condition does not affect the resident’s functioning or well-being and therefore should not
be addressed on the care plan.

The existence of a care planning issue (i.e., a resident problem, need or strength) should
be documented as part of the RAP review documentation. Documentation may be done
by individual staff members who have completed assessments using the RAP Guidelines
or who participated in care planning, or as a joint note by members of the interdisciplinary
team.

. The resident, family or resident representative should be part of the team discussion or

join the care planning process whenever they choose. The individual team members may
have already discussed preliminary care plan ideas with the resident, family or resident
representative in order to get suggestions, confirm agreement or clarify reasons for
developing specific goals and approaches. -~

In some cases a resident may refuse particular services or treatments that the interdisciplin-

ary team believes may assist the resident to meet their highest practicable level of well-
being. The resident’s wishes should be documented in the clinical record.

When the interdisciplinary team has identified problems, conditions, limitations,
maintenance levels or improvement possibilities, etc., they should be stated, to the extent
possible, in functional or behavioral terms (e.g., how is the condition a problem for the
resident; how does the condition limit or jeopardize the resident’s ability to complete the
tasks of daily life or affect the resident’s well-being in some way).

EXAMPLES

Mr. Smith cannot find his room independently.
Mrs. Jones slaps at the faces of direct care staff while they are giving personal care. -
Mr. Brown is unable to walk more than 15 feet because of shortness of breath.

10.

. The interdisciplinary team agrees on intermediate goal(s) that will lead to an outcome

objective.

The intermediate goal(s) should be measurable and have a time frame for completion or
evaluation.

The parts of the goal statement should include:

The Subjéct — the Verb — Modifiers — the Time frame.
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- EXAMPLE
Subject Yerb Modifiers Time frame
Mr. Jones  will walk up and down with the help daily for the
' 5 stairs of one nursing next 30 days.
assistant

11.  Depending upon the conclusions of the assessment, types of goals may include
improvement goals, prevention goals, palliative goals or maintenance goals.

12.  Specific, individualized steps or approaches that staff will take to assist the resident to

- achieve the goal(s) will be identified. These approaches serve as instructions for

resident care and provide for continuity of care by all staff. Short and concise
instructions, which can be understood by all staff, should be written.

13, The final care plan should be discussed with the resident or the resident’s representé—
tive.

14.  The goals and their accompanying approaches are to be communicated to all direct care
staff who were not directly involved in the development of the care plan.

15.  The effectiveness of the care plan must be evaluated from its initiation and modified
as necessary. '

16.  Changes to the care plan should occur as needed in accordance with professional
standards of practice and documentation (e.g., signing and dating entries to the care
plan). Communication about care plan changes should be ongoing among interdisci-
plinary team members.

5.2 The Care-Planning Process

In order to provide a backdrop for understanding care planning, how it is supported by the RAI
process, and what is required by the regulations, this section has been organized around a
Question and Answer format based on the interpretive guideline probes for the care planning
requirements at 42 CFR 483.20. The appropriate F Tags have been added to the end of each
question to guide the reader back to the regulation. The regulatory language and associated probes
may be found in Appendix P of the State Operations Manual (SOM).
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42 CFR 483.20 (1)

Is the care plan oriented toward preventing avoidable declines in functioning or functional
levels? - F 279

The care plan is a guide for all staff to ensure that decline is avoided, if possible. Not only is the
resolution of clinical problems important (e.g., treatment of a pressure ulcer), so is the prevention
of further decline. For example, for the resident with pressure ulcers, a program of bed mobility
as well as efforts at improving the resident’s mood to increase willingness to get out of bed, will
improve chances for slowing decline. There must be a realistic, directed effort to provide quality
care in addressing immediate concerns while, at the same time, attempting to ensure that
functional decline does not occur. This is “proactive” involvement by the interdisciplinary team
to make sure that declines in resident functioning are avoided if possible.

How does the care plan attempt to manage risk factors? - F 279 -

The RAPs are excellent identifiers of resident factors that may increase the chance of decline or
for a problem to develop. Risk factors must not be overlooked when designing an effective care
plan. Through the RAP review, the interdisciplinary team can identify certain resident
characteristics that put the resident at risk for problems. For example, a resident may suddenly
become at risk for falls when a change is made to certain medications. The team should identify
this potential risk and identify the necessary precautions as part of the care plan (e.g. orthostatlc
blood pressure checks for a period of time).

Does the care plan build on resident strengths? - F 279

Care planning is usually thought of as a facility staff effort to solve or eliminate resident
problems. While this view is often valid, it is also important for the interdisciplinary team to
carefully look at the resident’s strengths and use them to prevent decline or improve the resident’s
functional status. The RAI process not only identifies concerns but also pinpoints areas of
resident vitality. These strengths or areas of vitality should be used in the care planning process
to improve resident quality of care and quality of life through improved functional ability and self-
esteem.

Does the care plan reflect standards of current professional practice? - F 279

It is important for all facility staff to be aware of and utilize current standards of professional
practice. This can be accomplished through a routine, up-to-date in-house training program or
through the use of qualified external training resources. New and more effective treatment
modalities, resident activities, etc. are continually being identified which will benefit residents if
built into their care plans.

Do treatment objectives have measurable outcomes? - F 279
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' Measurable outcomes require current knowledge about the resident to establish a baseline (e.g.
how many times does a resident behavior or symptom occur in a certain time frame or how does
a resident experience pain). Next, a target, goal or outcome is required (e.g., reduction of
behaviors to a certain level or reduction of pain). Finally, some way of measuring if the care plan
has moved the resident from the baseline to the target outcome is needed. Without measurable
outcomes there is no way to truly identify that a care plan has been successful. The care plan is
a dynamic document that needs to be continually evaluated and appropriately modified based on
measurable outcomes. This continual evaluation takes into consideration resident change relative
to the initial baseline—in other words, if the resident has declined, stayed the same, or improved
at a lesser rate than expected, then a modification in the care plan may be necessary.

Has information regarding the resident’s goals and wishes for treatment been obtained —
especially if a resident wishes to refuse treatment? Has the resident been given sufficient
information about his or her treatment so that an informed choice can be made? - F 279

Residents should, if possible, be involved in planning their treatment. This means that staff must
talk to the resident about what goals the resident would like to achieve and whether they believe
these goals can be achieved. Residents also have a right to refuse treatment. The interdisciplinary
team should ensure that the resident has all of the necessary information about how a particular
treatment will affect the care they receive and their general well-being so that the resident can
make an informed choice about whether or not they wish to receive treatment.

If a resident refuses treatment, does the care plan reflect the facility’s efforts to find
~ alternative means to address the problem? - F 279

If a resident refuses treatment, the team should seek options with the help of the attending
physician, resident and family. Often one method of treatment may not be acceptable to a
resident, but another choice of treatment may. For example, a resident may refuse to take a
prescribed anti-depressant medication for treatment of depression. Alternative courses of action
could be explored with the resident that would use the expertise of mental health professionals.
Consequently, rather than a care plan which indicates only that a resident refused treatment, the’
care plan would reflect other goals and methods of addressing the problem(s). Involve staff who -
have regular, first hand knowledge of the resident (e.g., nursing or activity assistants) in
reviewing possible options. They can provide insights on why the resident may be refusing care
and how to devise a better approach to the problem.

42 CFR 483.2 2

Was interdisciplinary expertise utilized to develop a care plan to improve a resident’s .
functional abilities? - F 280

It is of the utmost importance that the staff most knowledgeable about the resident, in coordination

with staff having the most expertise in a given resident problem area, work with the resident and
their family or other representative in the care planning process.
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The medical model of care, while most common in the acute care setting, should not necessarily
be the driving force in planning the resident’s care unless the resident’s medical condition is
unstable and needs continuous clinical monitoring. The key is to identify those needs which affect
the resident’s day-to-day well-being. Such needs cover a broad range of areas and may vary
among residents. '

Although rursing staff are usually the “first responders” to resident problems and are responsible
for the heaviest burden of documentation, each member of the interdisciplinary team brings a
unique perspective and body of knowledge to the care planning process. As such, each members’
contribution should be sought and valued.

In what ways do staff involve residents, families, and other resident representatives in care
planning? - F 280

As emphasized in the Federal regulations as well as throughout this manual;-the resident,
resident’s family or other resident representatives should be involved in the care planning process.
The resident is the most appropriate individual to describe what is meaningful in his or her life.
Family and friends may also contribute in a very meaningful way in describing what is important
to a resident, especially for those residents who cannot speak for themselves. Although they may
be knowledgeable about the resident and care practices, interdisciplinary team members do not
know all of a resident’s life history and experience which may affect his or her individual needs
or dictate approaches.

It is important for the interdisciplinary team members to speak directly with the resident and the
resident’s family, friends and representatives during both the assessment and care planning process
if an appropriate care plan is to be developed which will address all of the resident’s individual
quality of life and quality of care needs. If there is a legally designated proxy, staff should be
aware of this fact and that individual should be given the opportunity to parﬁclpate in the
assessment and care planmng process.

Is there evidence of assessment and care planning sufficient to meet the needs of newly
admitted residents, prior to the completion of the first comprehensive assessment? - F 282

Some care planning needs to occur for immediate care of the resident after admission or after a
significant change in status. _Physician orders for immediate care (42 CFR 483.20 (a)/F 271) are
the written orders facility staff need in order to provide essential care to the resident, consistent
with the resident’s physical and mental status at admission. These orders, at a minimum, should
include dietary, medication (if necessary) and routine care instructions to maintain or improve the -
resident’s functional abilities until facility staff can conduct a comprehensive resident assessment
and develop an interdisciplinary care plan.

The interdisciplinary team may wish to conduct an initial RAP review for any identified problem
or potential problem even before the MDS is completed. This review can be documented at the
time, and a written update completed when the interdisciplinary team completes the RAI process
and documents final care plan decisions.
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For example, if a resident was re-admitted from the hospital with a physical restraint but the -
resident was not previously restrained, the interdisciplinary team should immediately assess the
resident for the need for a restraint. Since the team would know that the Physical Restraint RAP
~ would be triggered by the MDS, they would use the RAP to guide their assessment of the resident
and make preliminary plans about how to handle the restraint issue. When the comprehensive
assessment is completed, the interdisciplinary team would then make a final decision regarding
the resident’s current status and need for a restraint. '

Similarly, if a resident is incontinent of urine at the first admission, or newly incontinent at re-
admission, good practice would dictate that 14 days is too long to wait for completion of an initial
assessment of the incontinence. Again, the Urinary Incontinence RAP can be used to guide the
immediate care plan intervention. The documentation of the RAP review would then be updated
following the completion of the comprehensive assessment L

Are direct care staff fully informed about the care, services and expected outcomes of the
care they provide? Do direct care staff have general knowledge of the care and services
provided by other staff and the relationship of those services to the resident’s expected
outcomes? - F 282

Direct care staff (e.g., nursing assistants, aides) must be directly involved in the care planning
process. The importance of the communication between direct care staff and the interdisciplinary
team cannot be overstated. Since direct care staff have the most frequent contact with residents, -
they may be the most knowledgeable about a resident’s daily life, needs, problems and strengths.

Direct care staff who have not participated in the formal care plan decision-making process must
be informed about how the care and services they provide is intended to improve, maintain or
minimize decline in the resident’s condition and well-being. ‘Without knowing the reasons they
are performing particular tasks, direct care staff may not understand the relationship between the
care and services they provide for a resident and the expected outcomes for that resident. -
Similarly, for nursing staff to understand how the resident is responding to a plan of care, the-
input of direct care staff is crucial. In many ways, they are the best source of information on how
the program has been implemented, how the resident has rwponded and whether specific program
variations might be useful.

What are some general care planning areas that could be considered in the Long Term Care
setting? - F 280

The following are six general care planning areas that are useful in the long term care setting.
This list is not prescriptive or all-inclusive.” Ultimately the resident’s status determines what
should be addressed on the care plan.

unctional Statu

Functional status limitations are identified using the MDS and triggers. All conditions determined |
to need care plan intervention, after using the RAPs to guide further assessment, must appear on
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the care plan. The conditions identified by the RAI should be clearly linked to the problems
addressed on the care plan.

Rehabilitation/Restorative Nursing

A resident’s potential for physical, occupational, speech, psychological and other types of
rehabilitation needs to be assessed and care planned. The risk of immobility, for example, should
be assessed, and restorative nursing interventions planned accordingly. Complications of
immobility, such as damage to the muscular system as indicated by weakness, difficulty walking,
posture problems, foot drop, contractures, edema, constipation, calcium depletion, depression,
agitation, etc., should be assessed as appropriate. These assessments may include causes,
particular risk factors, clinical impressions and the need for referrals.

Health Maintenance

Health maintenance includes monitoring of disease processes that are currently being treated.
These would include both stable and unstable conditions that need monitoring such as a history
of cardiac problems, hypertension, CHF, pain, dehydration, mental illness, etc. If a resident is
taking medications for conditions, regular monitoring of edema, vital signs, blood glucose, etc.,
may be appropriate. ,
The interdisciplinary team may also decide whether or not to list problems on the care plan that
no longer affect the resident, are controlled or need no monitoring. This will depend on the
team’s decision about how a given problem affects the resident’s overall functiening or well-being.

Other areas of health maintenance may include terminal care, and special treatments such as
peritoneal dialysis or ventilator support.

Discharge Potential

Discharge potential for each resident needs to be assessed at admission, annually, and as needed.
The assessment for discharge potential should focus on what needs to happen before the resident
can safely be discharged. If the resident has discharge potential or if discharge is actively being
pursued, documentation should appear in the resident’s plan of care.

Medications

On at least a yearly basis, a comprehensive assessment of drug therapy should be completed (See
483.20 (b)(1)(2)(xiii)). This assessment can be documented anywhere in the resident’s record and
should include dose, frequency, existing and most likely side effects, relevant lab results,
parameter comparisons, and justifications for use. Pharmacists review the drug regimen and
discuss irregularities with appropriate facilities staff using Appendix N of the State Operations
Manual on a monthly basis.
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It is the interdisciplinary team’s decision whether medications need to be addressed in the care
plan. For example, consideration might be given to recent changes in medications, the use of
multiple medications, or medications which may put the resident in jeopardy for a decline in
functional status. The care plan should alert the staff to medication side effects for which the
resident is at particular risk. The interdisciplinary team may decide to identify a drug(s) as an
approach to meeting a goal. The interdisciplinary team should determine if any medications that
the resident is taking are listed in a triggered RAP. If so, use of the medication needs to be
assessed as a potential contributing cause to the RAP concern.

ily Car.
~ Some facilities put all resident daily care needs and standard practice approaches on the care plan.

Daily care needs that are specific to the resident and are out of the ordinary must be addressed on
the care plan. Facility staff must use their professional judgment when making these decisions.
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APPENDIX A

Appendix A

STATE AGENCY CONTACTS RESPONSIBLE

FOR ANSWERING RAI QUESTIONS

STATE AGENCY CONTACTS

Alabama

Ellen Mullins

Alabama Department of Public Health
Division Of Licensure and Certification
671 South Perry Street

Montgomery, AL 36104

(334) 240-3528

Alaska

Shellie Smith

Office of Health Facilities Cert. and Lic.
4730 Business Park Blvd, Ste. 18
Anchorage, AK 99503-7137

(907) 561-8081

Arizona

Ed Welsh '
Office of Health Care Licensure
Department of Health Services
1647 E. Morten

Phoenix, AZ 85020

(602) 255-1177

Arkansas

Shirley Gamble, Director
Office of Long Term Care
P.O. Box 8050, Slot 400
Little Rock, AR 72203-8059
(501) 682-8486

California

Elissa Hinson

Department of Health Services, Licensure and Certification
1800 3rd Street, Suite 210

Sacramento, CA 95814

(916) 324-8627
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Colorado . T, \)
Diane Carter o ' ( i
Health Facilities Division -
Colorado Department of Health

4300 Cherry Creek Drive South

Denver, CO 80222-1530

(303) 692-2833

Connecticut

Wendy Furniss, R.N.C., M..S.

Health Services Supervision, Certification

- Hospital and Medical Care Division

Department of Public Health

150 Washington Street : }

- Hartford, CT 06106 -
(203) 566-5758

Delaware

Jacquelyn Rohrbaugh

Office of Health Facilities Cert. and Lic.

3 Mill Road, Room 308

Wilmington, DE 19806 /)‘)
(302) 577-6666 G

District of Columbia

Judy McPherson

Service Facility Regulation Administration
Department of Consumer and Regulatory Affairs
614 H Street, NW

Tenth Floor

Washington, D.C. 20001

(202) 727-7200

Florida

Pat Hall

Office of Licensure and Certification

Department of Health and Rehabilitation Services
2727 Mahan Dr.

Tallahassee, FI. 32308

(904) 487-3513
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Georgia

Joyce Bridges

Office of Regulatory Services

Georgia Department of Human Resources
2 Peachtree St., NW 22nd Floor

Atlanta, Georgia 30303

(404) 656-5153

Hawaii

Karen Nishimura

Hospital and Medical Facilities Branch
Department of Health

P.O. Box 3378

Honolulu, HI 96801

(808) 586-4090

Idaho

Marie Ballard

Licensure and Certification
Department of Health and Welfare
P.O. Box 83720

Boise, ID 83720-0036

(208) 334-6626 .

Illinois

Donna Lounsberry R.N., Chief
Education and Training Section
State RAI Coordinator

Illinois Department of Public Health
Office of Health Care Regulation
525 W. Jefferson Street

Springfield, IL 62761

(217) 785-5132

Indiana

Lynn Carter, RAI Coordinator

Manager, Information Technology

Indiana State Department of Health
Long-Term Care

1330 West Michigan Street, P.O. Box 1964
Indianapolis, IN 46206-1964

(317) 383-6537
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Iowa

Karen Mueller

Division of Health Facilities
Department of Inspections and Appeals
Lucas State Office Bldg., 3rd Floor
Des Moines, JA 50319

(515) 242-5991

Kansas

Patricia Maben

Director, Adult Care Home Program
Bureau of Adult and Child Care Facilities
Department of Health and Environment
Landon State Office Bldg., 10th Floor
900 Southwest Jackson

Topeka, KS 66612-1290

(913) 296-1246

Kentucky

Jenny Mitchell _
Division Of Licensure and Regulation
Department of Human Resources
CHR Building, 4th Floor East

275 E. Main Street

Frankfort, KY 40601

(502) 564-2800

Louisiana

Barbara Anthony

Bureau of Health Standards

Office of Licensure and Certification
P.O. Box 3767 '
Baton Rouge, LA 70821

(504) 342-0138 B

Maine

Carole Kus

Case Mix Project

249 Western Ave.
State House--Station 11
Augusta, ME 04333
(207) 287-6482
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Maryland

Fran Miller, Supervisor

Ed. and Training

Office of Licensure and Certification
Department of Health and Mental Hygiene
4th Floor Metro Executive Center

4201 Patterson Ave.

Baltimore, MD 21215

410) 764-4970

Massachusetts

Mary Tess Crotty

Division of Health Care Quality

Department of Public Health

10 West Street, 5th Floor , ‘
Boston, MA 02111 T
(617) 727-5860 x395

Michigan
Cherie-Nan Jansen, RN, BSN, MPH
Staff Development Consultant
Program Development Section
i Division of Licensing and Certification
w 3423 N. Martin Luther King Jr. Blvd.
’ P.O. Box 30195
Lansing, MI 48909
(517) 334-8470

P

Minnesota

Laurel Koster

Clinical Nurse Specialist, Licensing and Certification
Department of Health

393 N. Dunlap St.

P.O. Box 64900

St. Paul, MN 55164

(612) 643-2131

Mississippi

Sammy Rea

Department of Health, Division of Licensure and Certification
P.O. Box 1700 : '

Jackson, MS 39215-1700

(601) 354-7300 .
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Missouri o
Betty Markway (>
Department of Social Services
Division of Aging

P.O. Box 1337

Jefferson City, MO 65102

(314)751-3082

Montana

Bobbie Sutherlin

Department of Public Health and Human Services
Health Facilities Program

PO Box 200901

Helena, MT 59620-0901

(406) 444-4749

Nebraska

Nancy Olson, Unit Manager,

Medical Services Division

Department of Social Services

301 Centennial Mall South, P.O. Box 95026
Lincoln, NE 68509-5026

(402) 471-9360

Nevada

Jennifer Dunaway

Bureau of Licensure and Certification
505 E. King Street, Room 202
Carson City, NV 89710

(702) 486-5061

New Hampshire

Carol Currier

Medicaid Agency

Office of Medical Services
6 Hazen Dr.

Concord, NH 03301-6521
(603) 2714607

Judith Boska A

Health Facilities Administration
Certification Coordinator
Office of Medical Services

6 Hazen Dr.

‘Concord, NH 03301-6521
(603) 2714592
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New Jersey

Anne Brodowski

Assistant Director

New Jersey State Health Department
CN 367

Trenton, NJ 08625-0367

(609) 588-7735

New Mexico

Matt Gervase

LTC Program Manager

525 Camino de los Marquez, Suite 2
P.O. Box 26110

Santa Fe, NM 87502-6110

(505) 8274225

New York

Barbara Page, RNC, MA
Nursing Services Consultant
Bureau of LTC Services

1882 Corning Tower Building
Empire State Plaza

Albany, NY 12237-0732
(518) 474-2052

North Carolina

Cindy DePorter

Division of Facility Services
PO Box 29530 ‘
Raleigh, NC 27626-0530
(919) 733-7461

North Dakota

Darleen Bartz, Manager

Standards Development

North Dakota Department of Health
Division of Health Facilities

600 East Boulevard Ave.

Bismarck, ND 58505-0200

(701) 328-2352
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Ohio

Nancy Whittenburg (Clinical Issues)
Asst. Chief, Bureau of HSQ

246 N. High Street

Columbus, OH 43215

(614) 752-9524

Sheila Lambowitz (Payment Issues)

Chief, Case Mix Section

Office of Medicaid

Bureau of Long Term Care Administration
30E. Broad Street, 33rd Floor

Columbus, OH 43266

(614) 466-1510

Oklahoma

Marietta Lynch

Licensing and Certification Division
Department of Health

P.O. Box 1299

Oklahoma City, OK 73117-1299
(405) 271-4085

Oregon

Linda Nickolisen

Albany Client Care Monitoring Unit
118 Second Avenue SE

Suite G.

Albany, Oregon 97321

(503) 967-2186

Pennsylvania

Marjorie K. Key

Room 528

Health and Welfare Building
Harrisburg, PA 17120

(717) 783-1927

Puerto Rico

Mirta Fernandez

Commonwealth of PR Department of Health

Assistant Secretariat for the Regulation and Accreditation
of Health Facilities

Former Ruiz Soler Hospital

Bayamon, PR 00959

(809) 782-3395
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Rhode Island

Gloria Roberto

Division of Facilities Regulation
Department of Health

3 Capitol Hill

Providence, RI 02908

(401) 277-2566

South Carolina

Sarah Granger

Bureau of Health Licensure and Certification
Department of Health and Environmental Control
2600 Bull St.

Columbia, SC 29201

(803) 737-7205

Janet D. Clayton

Department of Health and Human Services
P.O. Box 8206

1801 Main Street, 7th Floor

Columbis, SC 29202-8206

(803) 253-6182

South Dakota

Peggy E. Williams, Public Health Advisor
SD Department Of Health '

445 E. Capitol

Pierre, SD 57501

(605) 773-3356

Carol Job, Case Mix Project Coordinator
SD Department of Social Services

700 Govenor’s Drive

Pierre, SD 57501

(605) 773-3656

Texas

Shari Malloy

Utilization and Assessment Review
Texas Department of Human Services
P.O. Box 149030, Mail Code Y-919
Austin, TX 78714-9030

(512) 338-6493
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Tennessee

Norma Miller

c/o Virginia Anderson

Health Care Facilities

Department of Health and Environment
283 Plus Park Blvd. '
 Nashville, TN 37217

(615) 367-6316

Utah

Carolyn Reese

Bureau of Facility Review
Patient Assessment Section

288 North 1460 West

P.O. Box 16990

Salt Lake City, UT 84116-0990
(801) 538-6599

Vermont

Laine Lucenti

Division of Licensure and Protection
Department of Rehabilitation and Aging
Ladd Hall :

103 Main St.

Waterbury, VT 05671 -

(802) 241-2345

Virginia

Ann Adkins

Office of Health Facilities Regulation
3600 W. Broad Street

Richmond, VA 23230

(804) 367-2100

Washington
Marlene Black
Aging and Adult Services Admin.

Deparment of Social and Health Services -

4413 Woodview Drive, SE, QG-16
Olympia, WA 98504
(360) 493-2573
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West Virginia

Joan G. Armbruster, Coordinator
Nursing Home Services

Bureau for Medical Services
7012 MacCorkle Ave., SE
Charleston, West Virginia 25304
(304) 926-1712

Beverly Hissom

Office of Health Facility Licensure and Certification
Capitol Complex, Building 3

Charleston, West Virginia 25305

(304) 558-0050°

Wisconsin

Billie March

Bureau of Quality Compliance
Department of Health and Social Services
1 West Wilson St.,-Room 150

Madison, WI 53701

(608) 266-7188

Wyoming

Marge Uelmen

Division of Preventive Medicine
Department of Health

First Bank Building, 8th Floor
2020 Carey Ave.

Cheyenne, WY 82002-0480
(307) 777-7121

REGIONAL OFFICE CONTACTS

Region I

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

Region II

Margaret DiBari
HCFA/DHSQ

26 Federal Plaza,” Room 3821
New York, NY 10278-0063
(212) 264-3496 x349
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Region III

Gloria Speller

HCFA/DHSQ

P.O. Box 7760

Philadelphia, PA 19101-7760
(215) 596-4550

Region IV

Pat Bendert

HCFA/DHSQ

101 Marietta Tower, Ste. 601
- Atlanta, GA 30323-2711
(404) 730-2723

Region V

Alice Fields (312) 353-2851 or,
Pauline Swalina (312) 353-2853 or,
Sally Wieling (312) 353-8853 at:
HCFA/DHSQ

105 W. Adams Street, 15th Floor
Chicago, IL 60603-6201

Region VI

Dan McElroy
HCFA/DHSQ

1200 Main Street, Ste. 1940
Dallas, TX 75202-4348
(214) 767-2077

Region VII

Mary Alice Futrell
HCFA/DHSQ ,

601 E. 12 Street, Room 242
New Federal Office Bldg.
Kansas City, MO 64106-2808
(816) 426-2011

Region VIII

Dottie Brinkmeyer

HCFA/DHSQ

Federal Office Bldg., Room 1185
1961 Stout St.

Denver, CO 80294-3538

(303) 844-4721 x435
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Region IX

Mary Frances Colvin
HCFA/DHSQ

75 Hawthorne St., 4th Floor
San Francisco, CA 94105-3903
(415) 744-3693

Region X

Judy Ramberg

HCFA/DHSQ

Blanchard Plaza Bldg.

2201 Sixth Ave., Mail Stop RX-42
Seattle, WA 98121-2500

(206) 615-2321
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