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Numeric Identifier, ________________ _ 

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

BASIC ASSESSMENTTRACKING FORM 

Gil) ;CTION AA.IDENTIFICATION INFORMATION 

~--:,-DJ-I I I I I 
==~Ib. (orc:orrpuable I8iroad insur.Ince ruOOeI) 

I I I I I I I I I I I I I 

:::r:te 

,) 

I I I I I I I I I I I I I I I 

a.PrimaIy reason br assessment 
1. Admission assessment (required by d:rq 14) 
2. AMJal assessment 
3. Significant change in SIaILIs ass essmellt 
4. Significant conection of priorfUI assessment 
5. QUarterly review assessment 
10. SiQnificant conection of priorquartelly ass e ssmeclt 
O. Nl:JNE OF ABOVE 

Codes for assessments requ/ledforMed1care PPS or the State 
1. Medicate5d!1y~ 
2 MedicaraaJ day assessment 
3. .Medicara60 day assessment 
4. Medicate90dayassessment 
5. Medicate reac:fu's:siofVteILm assessment 
6. 
7. 
8. 

o = Key items for COI11'UIerized resident trad<ing 

GENERAL INSTRUC'nONS 

CompJete this Information for submission with all fun IJIId quatteriy assessments 
(AdIiIlssIon, Annual, SIgnIfIcant (:hange, State or Medicare required assessments, or 
Quarterty Revt.ws, etc.) 

=:J = When box blank. rrust enter nurrber or letler r;;-, = Wh..., ..... "';.. 'vw .........., ~ ~ ~_r._ 



Residenl __________________ _ Numeric Identifier _________________ _ 

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

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION 

SECTION AC. CUSTOMARY ROUTINE 
1.CUSTO~ 

ROUllNE 
(Check all that appIy./1 aI inbnnalion lJNKNONN. check last bOK OOo/J 

Autism 

Epilepsy 

OCher organic condi1ion related to MRIOO 

with no organic condition 

ITJ-ITJ-I I I I I 
Month Day Year 

(In year prior 
CYCLE OF DAJl.Y EVENtS 

to DATE OF 
Stays up late at night (e.g., afte(9 pm) ENTRY 

to this 
Naps reguIaIIy during da! (at least 1 houI) 

~ lastln . Goes<!Ut 1+ days a week 

~It Slays busy with hottlies, reading. or filed daiy routine 

another Spends mostd lime aJoneorwatchinglV 

r::::: Mows meperoenuy i1dooIs (with appliances, if used) 

Use d t:lbacoo produds at least daily 

NONE OF ABCNE 
EAllNG PAllERNS 

Distinct txxI pceterences 

Eats between meals aI ormost~ 

Use d ~beIIerage(s) at leastweeldy 

NONEOF ABOIE 
ADL PAlTERNS 

In bedcIoIhes nu:h dda! 

Wakens to 10iIet aI ormost nights 

Has inegJIar boweIlIIOYeIIleIlt pal!em . 

Sha.wIs br bathing 

BaIhing iI PM 

NONEOF ABOIE 
INVOLVEMENT PATTERNS 

Daily contact with re/aIivesfcIose friends 

Usually alIerds chuIt:h, ~ synagogue (etc.) 

Finds strength iI faiIh 

Dailyanimal~ 

kMl/ved in gtIt4) activities 

NONE OF ABCNE 

UNKNOWN-Resi:Iertif tnaIM to p!OIIide ilbmation 

SECTION AD. FACE SHEET SIGNATURES 
SIGNATURES OF PERSO~ COMPLEllNG FACE SHEET: 

a. Signatured AN ~Coon:inator 

b. SignabJreS TItle Sections 

c. 

~ 
e. 

f. 

g. , 

0= When box blank. rTlJst enter number or !ener r.I = Whon '''tt~ in "'- ............ ~ -_ .... ,-- ---" --

a. 
r--
~ 
~ 

~ 

,!:-
.L-

L-

h. 

~ 
L-

~ 
L 

m. 
'---

!!:-

.!L.-

J!:....-

L-
I: 

!:.-

L-
!!:....-
L-. 

!!L-
x. 

lit_ 

Date 

Date 

Date 

Date 

Date --
-nate 

Date 



Resident __________________ _ Numeric ldentifier __________________ _ 

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) 

lON A. IDENTIACAll0N AND BACKGROUND INFORNIATION f3.11'Mi1MOiml(Cii~iiftiia:;;e;~was;oomiiaiiy.Sbiiron;;=aiiCibiii:!1-

5.Divorted 

I I I I I I I I I I I I I 
last 30 days) 

Self or family pays brfua perdiem 

Medicaid resident liability or Medicare 
co-j)ayment 
Private inswance per diem flllClOOng 
co-payment) . 

OIherperdiem 

1. A~~~a~~~~~red 
2. AMm assessment 
3. Significant change In stIlUs assessment 
4. ~correcIion of priorful assessment 
5. 9iJarteIIy nMew assessment 
6. ~ notll/llq)ated 
7. ~anticipated 
8. Qischarged priorto COI'IllIeIing ilitiaI assessment 
9. Reentry 
10. SiQnifiCant Correction of prior quarterly assessment 
O. NONEOF ABCNE 

;ECTlON a COGNmVE PATTERNS 
1. COMAlOSE (Petsistent vegeta&Ve statemo ciscemlJIe COOSCIbusness) , 

O. No 1. Yes (If yes, skip to SecIIon G) 
2. 'ORY Recall what was teamed or 

,: ')" Short-term memory OK-5eemSIappears to recall afterS mirutes 
'~~,., ' O.MemotyOK 1.MemOIyproblem 

b. long-tenn memoty OK~appeaIS to recall long past 
0. MemOIy OK 1. MemOIy problem 

b.PERIODS OF AlJERED PERCEPTION OR AWAAENESSOF 
SURROUND~e.~ IOOWS ~ortalks to someone not 
present; believes heIshe IS soniewhere else; confuses nIglt and 
day) -

c. EPISODES OF DISORGANIZED SPEECH-{e.g.. speech is 
incoherent, /lOI1SeI1SicaI, itreIevant, or IalTtrIllg m stbject to 
subject; loses tnm of thotJg1t) 

~PERIODSOF U;~~;t~~~~~~~ clothing. napkins, etc; ~ 
mowments or caIing 

e.PERIODS OF LETHARGY-{e.g., sluggishness; staring info 
cifficuIt to arouse; titde body movement) . , 

f. MENTAL FtINCT10NVARIES OYER THE COURSE OFTHE 
DAY-{e.g.,someIimes ~behavioIs 

NONE OF ABOVE 



Resident ____________________ _ 

SECTION D. VISION PAlTERNS 

... '~l\ 
.J 

EXPRESSIONS 
DISlRESS 

Resident made ~ 
statements-e.g.. Nothing 
mallets; Would taIher be 
dead; What's the use; 
Regrets having Ived so 
long; Letmetid' 

b. Repetitive questions-e.g., 
"~dolgo;Whatdol 
do? 

e. Self dep!ecaIion-e.g., "I :::::::? lam of no use 

ElcpIessions of what 
to be unreaIisIic ~.g.. fearof being 

abandonecI, left afone, 
being with 0Ihers 

g. Recunent SIaIements 1hat 
someIhing teniJIe is about 
to~beIieIes 
he ()( she is aIiOut 10 <fe, 
have a heart aIIack 

h. Repeti1ive health 

~~medicaI 
attention, obsessive concern 
with body functions 

L Repeti1ive 8IllCious 
~(non­
health related) e.g., 

ISistenIIy seeks attentionl ~regarcing 
~~~ 

SLEEP-CYCLE ISSUES 
J.U~moodin 

k InsormiaIchange in usual 
sleep pattem 

m. Crying. tealfulness 

n. Repeti1ive p/lJsicaI 

~ ~~ 
LOSS OF INTEREST 

0. Wih:lIawaI from activities of 
interesHt.g., interest • 
Iong~~()( 11 
being willi faIriIyIfriends 

social inteIaction 

b. VERBALLY ABUSIVE BEHAVIORAl. SYMP1UMS (Olhers 
were threatened, scieamed at, CUISed at) 

c. PHYSICALLY ABUSIVE BEHAVIORAl SYMPTOMS (others 
were hit, shoYed, scratched, sexually abused) 

d. SOCIALLY INAPPROPRIATElDISRUPTIVE BEHAVIORAl 
SYMPlOMS (made cisruptive sounds. noisiness. screaming. 
seH-abusive acts, sexual behavior or cisrobing in pOOIic, 
smeare<Wvew 00:£.feces. hoaning. rummaged through olhets' 
belongings) 

e. RESISTS CARE (resisted taking medications! injections, AOL 
assistance, or eating) 

Numeric Identifier _________________ _ 

SECTION F. PSYCHOSOCIAL WELL-BEING 
1. SENSE OF At ease interacting with others 

INmATIVEI At ease doing planned ()( stnJcIured activi6es 
~E- At ease doing self4nitiated activities 

EslabrIShes own goals 

=:==(~~~ 
assists at religious services) 

AccepIs invitations into most \lIOI4> activities 
NONe.OF ABO.IE' 

2. UNSETTlED ()( repeat aiIiciSm 
RELA11ON- Unhappywith roommate 

SHIPS Unhappy with residents oIIIerlhan roonmate 

Openly ecpresses conIIictfangef with familylfriends 
Absence of personal conIactwith familylfriends 
Recent loss of close family menbeofriend 
Does not aqust easily tl change in routines 
NONE OF ABO.IE' 

3. PAST ROLES Strong identification with past roles and life staIus 
Elcpresses sadnesslanger/et'IllIY feeling Ole( lost roIes'staIus 

Resident pen:eives 1hat daily routine (customaJy routine, activities) is 
very cifferent from prior pattern in1he COII1ITUlity 

NONE OF ABOVE 

SECTION G. PHYSICAl FUNCTIONING 'AND STRUCTURAL PROBLEMS 

/ND£P£ND£NT-Nohelp ()(0WISight~~ pn:Mded 9f'IIy 101'2 
during last 7 days . 

1. SUPERVIS~ enooumgement ()( aJeing proWled 3 ()( more limes during 
1ast7 days -OR-SupeMsion (3 ()( more limes) pIuS p/"rfsicaI assistance proyided criy 
1 ()( 2 times during last 7 days . 

2. UMIT£D ASSIST~ hig1Iy inYoIYed in activity; receiYed p/"rfsicaI help in 
guided maneuvering of limbs 01' oilier nonweight bearing assistance 3 ()( more times­
OR-More help proIIided criy 1 ()( 2 limes d.Jrirg f!!st 7 days 

3. EXTENSIVE ASSIST~ residentpeRxmed part 0/ activity. 0Ie(1ast 7~ 
period, help of blowing type(s) pn:Mded 3 or more times: . 
-W~SI4JPOIt 
- FuI staff perfoimance during part (but not aD) of last 7 days 

'irJoo. DEPENDENCS-FuI staff perioonance of activity during entire 7 days 

AcmvrTY DID NaT" entire 7 



(8) VOl.1JNTARY MCNEMENT 
0. Noloss 
1. Partialloss 
2. Fulloss (A) 

1. CONllNENCE SEJ.F.CONTROL. ClJEGORIES 
(~for resldent's PERFORMANCE OVER ALL SHIFTS) 

0. CONTINENT~econtrolrltldudesusedindwelingurinalycatheterorostomy 
dIMc8 that does not leak urine orstDOl} 

1. USUAU.Y CONTINENT-8I.ADDER. incontinent episodes once a week or less; 
BONEl.,Iess than weekly 

2. OCCASIONAU.Y INCONTINENT-8I.ADDER, 2 or more limes a week but not daBy; 
BONEl., once a week 

3. FREQUENTLY wCotmNENT-8I.ADDER. tended to be inoontineot daily. but some 
0JnIr0I present (e.g.. on day shift); BONEL. 2-3 times a week 

4. WCONTINENT-Had Inadequate control BLADDER. nUtiple daiy episodes; 
BONEl., aI (01' almost aD) of the time . .. BOWEL Control of boweIlTlOYeI11eOt. with appliance 01' bowel oontinence ~ 
COtffi. programs, if I!IlllbIed 
'n:NCE . 

~ 
Control of urinaJy bladder function Cd dIilbIes, volume klsuIIicient to ~ ~ER soak Ihrotlf e:="ts). with appliances (e.g.. bIey) OI'continence 

~ E· I DIOOIaIl\S. if 

"- BOWEL Bowel elimination pattern Diarrhea F----EUMlNATION reguIar-at least one -PAlTERN movement fMJfY three days FecaI~ 
~ 

Constipation b. NONE OF ABOIE .. 
MDS 2.0 01130198 

AnIDotic resistant InfecIion 
(e.g.. Methicillin resistant 
staph) 

CIo5triciIm dfficie (c. ciIf.) 
Cor;.nc:tiviIis 
HIV ilfedion 
Pneoolonia 

inrecIion 

SECTION J. HEALlH CONOmoNS 

HemipIegiatHemi 
Multiple sclerosis 
PaJapIegia 
Parl<inson's cisease 
0uadripIegia 
Seizwe dsorder 

TI8llSient Ischemic aIIa<:k: (TIA) 

Traumatic blain iI1WY 
PSYCHIATRlCJMOOD 
Anxiety dsorder 
Depression 

Manic depression ~ 
dsease) 
Schizophrenia 
PULMONARY 
Asthma 
~D 
SENSORY 
CataJacts 
Diabetic reIinopa!Iv 
Glaucoma 
Macular degene!ation 
OIliER 
Allergies 
Anemia 
Cancer 

1. PROBLEM (CheckBll problems present h last 7 days II1k1ss othertime flame is 
CONomoNS~ 

INDICAlORS OF AJJID 
STArns 

welgt gain or loss of 3 01' 
more pounds wi1hin a 7 ~ 
period 

Inability to lie lIat due to 
shoI1OOss of breath 

DizzinesslVeI1igo f. 

Edema 
Feier 

Dehydrated; output exceeds r---'~..."...,.. 
input 

Insufficient fluid; did NOT 
oonstme alVaImost all liquids 
provided during last 3 days 

OTHER 
r"\....J._: ... __ 



Resident ____________________ _ 

in the last 7 days) 

b.1NTENS1TY of pain 
1. Mild pain 
2. ModeIate pain 

3. Tames when pain is 
horrilIe or excruciating 

Code !he propoI1ion of total c:aIories !he resident received through 
parenteral or 1Ibe feedngs in !he last 7 days 
O.None 3.51%1075% 
1. 1% 10 25% 4.76"10 to 100"10 
2. 26% 10 50".4 

Code !he average fluid Intake per day by r.J ortube·in last 7 days 
O. None 3. 1001 to 1500 a:f<jay 
1. 1 10 500 4. 1501 10 2000 co'daY 
2.50110 5.2001 or more 

SEC110N L ORAUDENTAL STATUS 
1. ORAL Debris (soft, easily ~ Slbstances) present in mouth prior to 

STATUS AND going 10 bed at night 
OISEASE)N Has dentures or l'eIl'KlWbIe bridge . PREVENTIO 

SomeIaII natural teeth Iost--does not have or does not use dentuies 

;) 
(orpal1iaJ plates) 

i 
~~,~ ,; 

Broken, loose, or carious teeth 
\ Inflamed gums (gingiva); swollen or ~eedng gums; Oral abcesses; 

" ulcers or rashes 

~ cleaning of teettVdeotures or daily mouth care-by resident or 

NONE OF ABCNE 

,!:.-
~ 

P--
~ 

f!:--

t!:--
1<1-

ExerciseJsports 

Music 
Readn!Ywriting 

SpirituaVreligious 

b. 

c. 
II. 

e. 

activities f. 



'.,:, 

Resident ____________________ _ 

VentiIatIr or respircltor 

PROGRAMS 

AIcxlhoVdrug treaIment 
program 

AIzheirnet'$IcI spedaI 
ca/8unit 

Hospice ca/8 

Pediatric unit 

. Respite ca/8 

Training in sI<iIIs requited to 
retum to the c:onmJniIy (e.g., 
taking medications, hoUse 
v.ork, shopping. tmnspcx1ation. 
ADls) 

I "P'ilCICIIuenoiMQr sytT4)IDm evaIuaIion program 
licensed mental heahh speciaist In last 90 days 

therapy 

I ~===~=~ changes In the erMronrnenttoaddress II paltem5-e.g.. proYicing bureaU In which to rummage 

Numeric Identffier _________________ _ 

SECTION R. ASSESSMENT INFORMATION 
1. PARTlCIPA- a. Resident 0. No 1.Yes -11ON1N b.Family: 0. No 1.Yes 2. No family 

ASSESS-
MENT c. S9lificant 0Iher. 0. No l.yes 2. None -

2. SIGNATURES OF PERSONS COMPLEllNGlHE ASSESSMENT: 

a. S918IUre of AN Assessment CooIdinaIor (s9'i on aboYe line) 

b. Date AN Assessrn!nCoortinalDr OJ CD I ~ as CXlfI1lIeIe -- I I I I 
MonIh Day Year 

c. Other Siglatures Tide Sections Date 

lei. Date 

Ie- Date 

f. Date 

g. Date 

h. Date 



"'-: .. 

SECTION U. MEDICATIONS-CASE MIX DEMO 

List all medications that the resident received during the last 7 days. Include scheduled medications that are used 
regularly, but less than weekly. 

1. Medication Name and Dose Ordered. Record the name of the medication and dose ordered. 
2. Route of Administration (RA). Code the Route of Administration using the following list 

1 =by mouth (PO) 5=subcutaneous (SQ) 8=inhalation 
2=sub lingual (SL) 6=rectal (R) 9=enteral tube 
3=intramuscular (IM) 7=topical IO=other 
4=intravenous (IV) . 

3. Frequency. Code the number bftimes per day, week, or month the medication is administered using the following 
list 
PR={PRN) as necessary 2D=(BID) two times daily QO=every other day 
IH=(QH) every hour . (includes every 12 hrs) 4W=4 times each week 
2H=(Q2H) every two hours 3D=(TID) three times daily SW=five times each week 
3H=(Q3H) every three hours 4D=(QID) four times daily 6W=six times each week 
4H=(Q4H) every four hours SD--five times daily IM=(Q month) once every month 
6H=(Q6H) every six hours lW=(Q week) once each wk 2M=twice every month 
8H=(Q8H) every eight hours . 2W=two times every week C=continuous 
ID=(QD or HS) once daily 3W=three times every week O=other 
4. Amount Administered (AA). Record the number of tablets,. capsules, suppositories, or liquid (any route) per dose 
administered to the resident Code 999 for topica1s, eye drops, inhalants and oral medications that need to be dissolved 
in water .. 
5. PRN-number of days (pRN-n). If the frequency code for the medication is "PR", record the number of times during 
the last 7 days each PRN medication was given. Code STAT medications as PRNs given once. 
6. NDC Codes. Enter the National Drug Code for each medication given. Be sure to enter the correct NDC code for 

. the drug name, strength, and form. The NDC code must match the drug dispensed by the pharmacy. 

1. Medication Name and Dose Ordered l .. RA 3.Freq 4.AA S.PRN-n 6.NDCCodes 

. 

MDS 2.001130/98 



MDS QUARTERLY ASSESSMENT FORM 

I I I I 
Year 

~-IIIII 
Year 

wgetativs .stat&t!ociscemlJle~ 
1.Yes (SldptoSeclJonG) 

L EASILY DlSTRACTED-{Lg., dfficuIty paying attention; gets 
sideIIacked) 

b.PERIOOS OF ALTERED PERCEPT10N OR AWARENESS OF 
SURROUNDINGS-{e.S/-o mows ~ or talks to someone not 
present; believes helshEi IS somewheIe else; confuses night and 
day) 

c. EPISODES OF DISORGANIZED SPEECH-CLg., speech is 
incoherent, nonsensical, imlIevant, or Il!IIlImg In:iri S\bject b 
sdJject; /oses Ir.lin d thought) 

d.PERIOOS OF RESTtESSNESS-{Lg., fidgeting orpiclQng at sIQn, 
doIhing, nap/Qns, etc; frequent position changes; repetitive pt¥!icaJ 
rroYeinenls or calling out) 

e.PERIOOS OF LETHARGY-(Lg., sluggishness;SIaring info space; 
cifficuIt to IIIOUSe; &tile body miMIment) . 

I a.11ElS*Jentrnade negative 
S1atements-e.g~ • Nothing 
mattetS; Would tather be 
dead; What's the use; 
Regrets having fvect so 
long; Let me &ff 

Repetitive questions-e.g., 
'VVhere do / go; What do / 
do?' 

OIERltIE OOURSE OF11iE 

e. Self deprecation-e.g., ./ 
nothing; I am 01 no use to 
aflIIOfId 

Numeric ldentifier _________________ _ 

1n.1:w:. ....... d "".Ipn-that 
something tenilIe is about 
to happen-e.g., believes 
he or she is about to die, 
have a heart attack 

h. Repetitive heaI1h 
~g., 
pelSistently seeks medcaI 
attention, obsessive 
<XlOCeIIl with body 
funCtions 

~7~~~til=~~~md 

SAD, APATHETIC, ANXIOUS 
APPEARANCE 

L Sad, pained, v.ooied facial 
~funowed 
brows 

0. INDEPENDENT-No helpOf"CNeISight-OR-~proyidedcriJ 1 Of"2limes 
<bing last 7 days 

1. SUPERV~ encouragement oraJeing provided 3 or Il1Ol8 limes <bing 
1ast7 days-OR-~ (3 orlTIOIe limes) p/uS ~ assisiance proW:Ied criJ 
1 or 2 tines <bing last 7 days 

2. UMfTEDASSIS7MCE-Resid highly i1YOIved In activity; received p/¥ii:aI ~ In 
auidecI maneuvering d intls Of" 0Iher Ilor1we9lt bearing asslstn:e 3 or more Iimes­
OR-More help provided criJ 1 or 2 times cUing last 7 days 

3. EXTENSIVE ASSISTANCE-Wtit resident perbmed part of activity. CMKIast 7-dt!rf 
period, help d bbNing type(s) prcNided 3 or ITIOIe times: 
-Weight~ St.WOrt 
- FuI SlaIf pedoimance during part (but not aD) d last 7 days 

row. DEPEN~ staff peOOnnance d activity during entire 7 days 
ACTMTY DID entire 7 (A) 

from tying position, turns side to side, and 



Resident, _____________________ _ 

the toilet room (or commode, beqJan, urinal); 
deanses. changes pad. manages ostomy or 

clothes 

(8) VOLUNTARY MOIEMENT 
O. No/oss 
~ Partialloss (A) 

OVER ALL SHIFTS) 

CONTINENr-corrclete control [includes use 01 ndweIfing utinatycalheterorostoo¥ 
device that does not leak urine or stool] 

1. USUALLY CONTINENT-8I..ADDER. incontinent episodes once a week or less; 
BONEt.. less than weekly 

;;~~~N77NENT-aLADDER.2ormoretimesa weekbutnotdaiy; 

.. FREQUENTlY INCONTINENr-BLADDEA, tended 10 be inconIinenl daitf, but some 
control present (e.g.. on day shift); BONEL, 2-3 times a week 

1NC0Nl'1NI;N'T--Had 'n>K1eau>ne control BlADDER. ~'cIaiIy ejJisodes; 

in past 31-180 days 

MOS 2.0 01/30198 

Numeric Identifier __________________ _ 

1. ~ fewer 2. Oetelliolated--recEWes 
~ needs less more support 
restricIiYe IeYeI of care 

I I 
Year 

Date 

g. 



MDS QUARTERLY ASSESSMENT FORM 
(OPTIONAL VERSION FOR RUG Dl) 

I I' 1 1 1 I 
Last day of MDS obseIvaIion period 

[[]_[[]_Ir--r"I--'--' -,--" I 
MonIh Day Year 

(0) orCOlTededCO!¥ of bm (enter rurber of c:ooection) 

[[]- -I I I I I 
MonIh Year 

I I I I , , I I I I I I I 

That heIshe is in a rursing home 

NONE OF ABCNEare recaJIed 
regarring tasks of daily 6fe) 

b.PERIODS OF AlJ"ERED PERCEPTION OR AWARENESS OF 
SURROUNOINGS-{e.Q-.11lCNeS lips or talks to someone not 
present;~ helshe IS somewheIe else; confuses n91l and 
day) • . 

c. EPISODES OF DISORGANIZED SPEECt-He.g.. speech is 
incxlheIent, nonsensical, irrelevant, or mntflll9lrtiri abject to 
Ulject; loses tJain of Ihouglt) , 

d.~~OF~~~~~~~~~::~~~r.., cIoIhin;J. napI<ins, etc; 
IllOYeI1leIIts or calling 

e.PE~ OF lETHARGY-{e.g.. sIuQ!JsIv1ess; staring into space; 
difficUt to arouse; itIIe boctf movement) . , 

RJNCTION VARIES CM:RlHE COURSE OFlHE 
LY\T,-te.u..someIimesbetter, wor.;e;behaviocs 

UNDERSTANDS 
USUALlY UNDERSTAN~ niss some partIintent of 

2. ~ES UNDERirANCJS-.respoOOs adequately to ~ 
direct COITYl'UlicaIio ' 

of the 

Numeric ldentifier _________________ _ 

OF 
DEPRES­

SION, 
ANXIETY, 

SAD MOOD 

a Resident made negative 
Slaternerlls-e.g., • Nothing 
mauetS;Woub'tatherbe 
dead; What's the use; 
Regrets having lived so 
long; Let me dt! 

b. Repetitive questions-e.g~ 
·Where do I go; What do I 
do? 

d. Persistent angerwilh 
otI1ers--i!.g.. easily 

~~~ 
anger at care received 

e. Self deprecation--e.g.. ./ :':::::? I am of no use 

f. Expressions of what 
appear to be unrealistic 
feaIs-e.g., fear of being 
abancIoned, left alone, 
being wiIh others 

g. Reament Slatements that 
some1hing teniJle is about 
to happeri-e.g.. believes ' 
he or she is aboUt to die, 
have a heart atIack 

oblivious 10 needs 

h. Repetitive heaJ1h 

~enUy~meOcal 
attention, obsessive concem 
wiIh body functions 

l Repetitive anxious 
COIlllfainIsIconcems (non­
heaJ1h related) e.g., 
peIsistendy seekS alienlien' 
re&SSU1aI1Ce regaJting 

~~ 
SlEEP.cvCLE ISSUES 
J. Unpleasant mood II 

k.~iiusual 
sleep paIlem 

SAD,APAntE11C,ANXJOUS 
APPEARANCE 

L Sad, pained, WOIlied facial 
~fum:7NecI 
brows 

m. C!ying. teaJfufness 

n. Repetitive physic:aJ 

~ 
~=19 

LOSS OF INTEREST 

(A) (8) 

b. VERBALlY ABUSNE BEHAVIORAL SYMPTOMS (others 
were threatened, screamed at, aned at) 

c. PHYSICAUY ABUSIVE BEHAVIORAL SYMPTOMS (others' 
were hit, showd, scraII:hed, seaJ8IIy abused) 

d.SOCIAUY INAPPROPRL4JEJDISRUPTIVE BEHAVIORAl. 
SYMPTOMS (made disn¢.'e sounds. noisiness, • 
seIf-ebusive ads, sexual behaviorordsrobing II ~Ig. 
smeare<Wvew~ hoaIting,lU'I1I'IIaged tI1rwjl 0Ihecs' 
belongings) 

1. SUPERV~ encouragement or weing provided 3 or IIlOI9 times dJring 
Iast7 days -oR-Supeivision (3 or IIlOI9 times) plus physic:aJ assistance p«Mded 0I'if 
1 or2 times 0Jring last 7 days , 

LJMITED ASSIS1iWCS-Resi h9lIy involved II activity; received physic:aJ ~ in 
Olided maneuvering of IirrtJs orother~bearing assistance 3 or more times-
0R4.10re help provided only 1 or 2 tines 0Jring last 7 days 

EXT'ENSIVE ASSISTANCI5-WtV resident perixmecI part of activity, Ole!' 1ast7~ 
period. help of iJIowing type(s) provided 3 or more times: 

=~~~ 0Jring part (txJt not aI) of last 7 days 
7UrAI.. DEPENDENCE-RJI staff perbrmance of activity during entire 7 days 
ACT7VTTY entit8 7 



Resident 

CONTINENT-CorrfAets control [1IICfudes use d b:AYeIIing urinalycalheteroroslJ:xr¥ 
device that does not leak urine or stDOI} 

USUALLY CONTINENT---&ADDER, incontinent episodes once iii week or less; 
BONEt., less lhan weekly 

OCCASIONALLY INCONTINENT-8lADOER, 2 or more limes a week but not daily; 
BONEt., once a week 

FREQUENTLY INCONTINENT--8l.N)OER, tended to be incontinent daily, but some 
oonIroI present (e.g~ on day shift); BOWEl, 2-3 limes a week . 

INOONT1NBIfT--Had lnaclequ;ille oonIroI BLOJ)()ER, ~ daily episodes; 

Numeric Identifier __________________ _ 

Antibiotic resislant infection 
(e. Me1hiciIIin resistant sJi,h) 
CIostricium difficie (c. diff.) 

~ 
HIV infection 
Pneumonia 

1.Ves 

Indwelling catheter 

b.1NTENSITY of pain 
1. Mild pain 
2. Moderate pain 

3. Tmes v.tlen pain Is hontie 
or ecautiaIing 

Kp fIacIure it last 180 days 
0Iher fIaduIe in last 180 days 

NONCOF ABCNE 



Pressure refiMlg de.'ice(s) for chair 

Pressure refiMlg de.'ice(s) for bed 
TuminglrepositiOning progmin 
Nutrition or I¥btion inteIvention to manage skin probiems 
Uicercare 
Surgical woood care 

~tion of dressings (with or without topicai 

I AIlI:l6caIion of ointJnentsImeci (otherlhan to feet) .. 
I OItwcrewntative Or protective skin care (otherlhan to feet) 

apply dJring 1M:I'7 "'.."., 

Residenthasoneorl1lOl9bot~g.,~~ 
bunions, hammertoes, ClIIeItapping kles, pall, ................... -.-

Infection of the i:lot-e.g., cellulitis, purulent drai1age 

lesions on the bot 
NailslcaIIuses trimmed during last 90 days 

Received preIIeIlIative or protective bot care (e.g., used special 
inserts, pads, tle separators) 

ApsiIic:ation of dressings (with or without topicai mecications) 

NONCOF~ 

time periods over last 7 days) 
ormost of time [a.e.. naps no I1lOI9Ihan one hour 

in the: Evening 

e. Diuretic 

MDS 2.0 01f30198 
h. 

Numeric Identifier __________________ _ 

r.I medcation 

lnlakeloutput 

Monitoring acute meOCaf 
con<ition 

~care 

Oxygen therapf 

Radation 

SucIioning 

Ventilator or respiIaIor 

PROGRAMS 

AIcohoVdrug treatment 
program. 

AIzheimer'&Idem special 
care unit 
Hospice care 
Peciabic unit 
Respite care 
'Ii .. in skills required to 
re'= the 00Il1I1Ulity (e.g., 
taking medications, hoUse 
woc1<, shopping, transpOrIaIion, 
ADLs) 

NONE OF Af30IIC 
b lHERAPIES - RecorrJ the number of days and total mItXItes each 
• the following therapies was administered (for at least 15 ~ 
in the last 7 calendar days (CnterO if none or less than 15 mm. 
[Note-count only post admission therapies] =. of days administered for 15 minutes or more .=:.:r--=:::""-i 
= total • of minutes 

Speech -language pathology and audiology 

. g. Dressing or grooming 

h. Eating or swaBowing 

L~care 

~ Conm.mication 

[]]-DJ-I I I I I 
MonIh Day Year 

~. 



MDS QUARTERLY ASSESSMENT FORM 
(OPTIONAL VERSION FOR RUG-III 1997 Update) 

I I I I I I 
last day of MDS obse!vation period CD-CD-...---rl ,---,-, --.--., I 

Month Day Year 

b.PERIODSOF AlJ'EAED PERCEPT10N OR AWARENESS OF 
SURAOUNDINGS-{e.Q-. mows lips or talks k) someone not 
present; believes helshe IS somewhere else; confuses night and 
day) 

c. EPISODES OF DISORGANIZED SPEECH-{e.g., speech is 
incoherent, nonsensical, irrelevant. or tarriilllg fJtiri sUlject k) 
subjed; loses train of thocJglt) 

d.PERIODS OF RESTlESSNESS-{e.g.. fidgeting orpiclQng 
cIoIhing. napkins. *: flequent position changes; repetitive physical 
mowments or calling out) 

.. PERIODS OF lETHARGY-(e.g., sluggishness; staring m space; 
cifficuIt k) arouse; ittIe body rnilviment) -

(Code for Indicators observed In last 30 the 
assumed cause) 

Indicator not exhilited in last 30 days 
1. Indicator of this type exhibited up to five days a week 
2. Indicator 01 this type exhibited daily or almost daily (6, 7 days a week) 

Numeric Identilier _________________ _ 

OF 
DEPRES­

SION, 
ANXIElY, 

SAD MOOD 

EXPRESSIONS 
DISTRESS 

a. Resident made negative 
statements-e.g.. 'Nothing 
malletS; ~ tatherbe 
dead; ~ the use; 
Regets having lived so 
long; Let me die' 

b. Repetitive questions-e.g.. 
'Where do / go; What do I 
do?' 

d. Pernistent anger with 
otheIS-e..g~ easily 
aJ1I1OIed. anger at 
placement il nwsing 
anger at care receiIIed 

Self deprecation-e.g.. '/ :':;::? / am of no use 

Elipressions of what 
appear k) be unreaJistic 
fears-e.g~ fear of being 
abandoned, left alone, 
being with oChe!s 

obIiviousk) 

h. Repetitive health 

:=t"enUy~ medical 
attention, obsessive concem 
with body functions 

L Repetitive anxious . 
~ooncems (non-

~~8ttentionf 
reassurance regarcing 
schecUes, meals, laundry. 
cIoIhing. relationship issues 

StJ:EP.CYCLE ISSUES 
J.~moodil 

SAD.APAlHETIC,ANXIOUS 
APPEARANCE 

L Sad, pained. worried facial 
expressions-e.g furrowed 
brows 

m. Qying. tearfulness 

n. Repetitive ptv.;icaI 
IllOIIIlIlleIlt . 

~~~ 

b. VERBAU.Y ABUSIVE BEHAVIORAL SYMPTOMS (oChe!s 
were threatened. screamed at. cursed at) 

c. PHYSICAU..Y ABUSIVE BEHAVIORAl SYMPTOMS (others 
were hit. shoYed. scratc:hed. sexually abused) 

d.SOCIAU.Y INAPPROPRIATEiOISRUPTJVE B8-1AVIORAl. 
SYMPTOMS (made dsrupIive sooods, noisiness, screaming. 
seIf..abusiye ads, SEMJaI behavior or dsrobing il ptjlIic, 
smearecWvew ~ 00a!ting. RJI'IIlllI!jed through othecs' 
belongings) 

(!9Sil;ted talcina medicaIionsIqections. ADl 

(A) ADl§l3.F-PERFORMANCode brteSidenfs PERFORMANCEOVER ALL 
SHIFTS during 1ast7~~sBII.p) 

0. 1NOEPENDENr-No help orowrsight -OR-HeIp/<MlrsigIt pn:Mded edt 1 01'2 
ckJring last 7 days 

1. SUPERlfISIQN--CNersight. encowagement or cueing pn:Mded 3 or more 1imes cbing 
1ast7 days -<>R-Supeivision (3 or rrore times) plus ~ assistance prtMded odf 
1 or 21imes during last 7 days 

2. LIMITED ASSlS1)WCC-Resident highly ilYoIYed il activity; received ptv.;icaI help In 
Quided ~ of Iirrbs or otheI'nonweight bearing assistance 3 or more 1imes­
OR-More help paMded only 1 or 2 times during last 7 days 

3. EXTENSIVE ASSISTANCE---Wtite resident peOOrmed part of activity. fNe( last 7-d!rf 
period. help of bIIowing type{s) paMded 3 or more times: 

Weight-bearing ~ 
- FuI staff pedoimance during part (bJt not aft) 01 last 7 days 

4. row.. DEPENDENCE-FuU staff peOOrmance 01 activity during entire 7 days 
8. ACTMTY DID NOr OCCURduring entire 7 

ADlSUPPORT PACMOEO-{Code for MOST SUPPORT PROVIDED 
OVER ALL SHIFTS during last 7 days: code regardless of resident's self­
petbrmance c:fassification) 

No setup or physical help from staff 

~heIp~ assist 
T~~assist 



Resident 

How resident walks between locations in hishler room 

(8) VOWNTARYMOIEMENT 
o. Noloss 
1. PaI1iaIIoss 
2. FIJI loss (A) 

CotmNENT--corrpete control [tndudesUS8ofmwetlingurinatycathelerorosbny 
device that does not leak urine or stDOI] 

1. USUALLY CON71NENT~DER, incontinent episodes once a,week or less; 
BOM:L.Iess than weekly 

OCCASIONAUY INCONT1NENT~ER, 2 or more times a week but not daily; 
BOWEl. once a week 

FREQUENTLY INCONTINENT-8LA.DDER, tended to be incontinent daily, but some 
control present (e.g.. on day shift); BOWEl. 2-3 times a week 

~~1I~ control BlADDER, nUtiple daDy episodes; 

Numeric Identifier __________________ _ 

IAPI?U~lN{;:=1 ArP.J scheduled Iotleting plan 
AND 

PROGRAMS Bladder retJaining program 

Hip fracture 
NEUROLOGICAL 
Aphasia 
CerebIaI palsy 

HenipIegiakIenj 
~scIerosis 
Quadriplegia 
PSYCHIATRICIMOOD 
Depression 

galn-S % 01' more in last 30 days; 01' 10 % or more in last 
180 days 
O.No l.Yes 



(Checkal/ 
that apply 

~1ast7 

b. Slage 2. A partial dlickness loss of skin Iajers 1hat presents 
clinically as an abrasion, bisIer, or shallow crater. 

c. Stage 3. A fuR ~ of skin is lost, exposing the SlbcuIaneous 
tissues - JlreSeOIS as a deep craterwilh or without 
undennining aqacent tissue. 

10. ;:;mgei 4. A fuR IhicI<ness of skin and ~ tissue is lost. 
Il1JSCIe or bone. 

(For each Mle of uIcet; code for the highe$t stage In the last 7 days 
using scale in item M1-ie., O=none; stages " 2, 3, 4) 

a. Pressure uIcer-eny lesion caused I7f presswe resulting in 
of UldeIIying tissue 

b. Stasis uIcer-open lesion caused I7f poor c:iIaJIation in the loNer 
extremities 

deYice(s) br bed 
TumingfrepositiOOing program 
Nutrition or ~ intervention to manage skin problems 

Ulcer care 
Surgical wound care 
Application of dressings (with orwithWtopicaI meQcations) nIh<>rIh .... 

to feet 

Application of ointmentsfmec:ical (Olher than to feet) 
Other preventative or protective sIdn care (Olher than to feet) 
NONEOF ABOVE 

FOOT Residenthasoneormorebot~ c:oms. caDouses, 
PROBLEMS lulions, haImlertoes, 0YeIIapping kles, pain, SIrUdUraI problems 
AND CARE Infection of the blt-e.g.. c:eIIuIi1is, puMent dIainage 

Open lesions on the bot 
NailslcaIuses trimmed during last 90 days 

Received preventative or protedive bot care (e.g.. used speciaJ shoes, 
inserts. pads, toe separaIoI"S) 

Application of dressings (wilh or without topical medcatioc IS) 

Check IJIPPIl"""rte time periods over last 7 days) . 
or most of time (I.e., naps no more than one hour 

the: Ewning 

c. Antidepressant 

Numeric ldentifier __________________ _ 

W medication 

1nlakel0UIpUt 

Monitoring acute medical 
condition 

Ostomy care 

Oxygen IheIapf 

RaQation 

Suctioning 

I Trachec~ny care 

Alzheime(s'demenUa speciaJ 
care unit 
Hospice care 
Peciatric unit 
Respite care 

Training In skiDs reqt.JirIid to 
retum to the c:ommJnity (e.g., 
taking medications, hoUse 
WOI1<; shopping, banSportation, 
ADls) 

[TI-[TI-l I I I I 
MonIh Day Year 



Numeric Identifier ______________ _ 

MINIMUM DATA seT (MDS) - VERSION 2.0 
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING 

DISCHARGE TRACKING FORM [do not use for temporary visits home1 

··")TION AA.IDENTIFICATION INFORMATION SECTION R ASSESSMENTJDlSCHARGE INFORMATION 
Code br resident cisposition LpOfI dischaIge 

1. Private home/apaItmenI wi1h no home health S8IVices 
2. Private home/apaItmenI wi1h home health SeMces 
3. BoaId and careIassisIed iving 
4. AnoIher IlUISing facility 
5. AllAe care hospiIaI 
6. ~ hopiIaI. MRIOO faciity 
7. Rehabi&taIion hospital 
8. Deceased 

~~-DJ-I I I I I 
(or 00I1lpaIabIe IlIiIroad insurance IUI1beI) 

9. Other 

-III I I I I I I I I I I I I 1 I I 
Year 

I I I I I I I I I I I I I I I 

SECTION AB. DEMOGRAPHIC INFORMATION· 
/essthan 14 

SECTION A. IDENTIACATION AND BACKGROUND INFORMATION 

6'1 ~~g,~ I i I I I I l I I I I I I I I 
.J~O' . . 

9 = Key items br CO/l'llUIerized resident tracking 

I = When box blank. must enter number or letter r;t = When 1P.tI,,, in hoY r:h<>rk ~ NYViitinn ,....,ro_ MDS 2.0 01130'98 



Numeric Identilier, ______________ _ 

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

REENTRY TRACKING FORM 

(i'imncTION AA. IDENTIFICATION INFORMATION 

SECTION A. IDENTIFICATION AND BACKGROUND INFORMAnON 

I I I I I 

I I I I I I I I I I I " I 
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0) 

• = One item required to trigger 
f)= Two items required to trigger 

= One of these Ihree items, plus at least one 01her item 
~ required to trigger 

( ; <.7\... ® = When bolh ADL biggers present, maintenance takes 
.) precedence 

I Proceed to RAP Review once triggered I 

MDSITEM 



RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS {FOR MDS VERSION 2.0} 

• = One item required to trigger 
6= Too items required to trigger 
.v. = One of these three items, plus at least one other item 

required to trigger 

(/-~= When both ADL triggers present, maintenance takes 
,:::>:J. precedence 

\ ":,:::;' 

I Proceed to RAP Review once triggered I 



SECTION V. RESIDENT ASSESSMENT PROTOCOL SUMMARY 
Numeric ldentifier ______________ _ 

Residenfs Name: I Medical Record No.: 

1. Check if RAP is triggered. 
,. 

-=or each triggered RAP, use the RAP guidelines to identify areas needing further assessment Document relevant assessment information 

( mD regarding the residenfs status. 

. ,.> • Describe: 
- Nature of the condition (may include presence or lack of objective data and subjective complaints). 
- Compfications and risk factors that affect your decision to proceed to care planning. 
- Factors that must be considered in developing incflViduaflZed care plan interventions. 
- Need for refenalslfurther evaluation by appropriate heaJth professionals. 

• Documentation should support your decision-maki.ng 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, fIowsheets, etc.). 
3. Indicate under the Location of RAP Assessment Documentation column where information related to the RAP assessment can be found. 

4. For each triggered RAP, indicate whether a new care plan, care plan revision, or continuation of current care plan is necessary to address 
the problem(s) identified in your assessment The Care Planning Decision column roost be completed within 7 days of completing the RAJ 
(MDS and RAPs). 

(b) Care Planning 
- Decision-check 

,a) Check if Location and Date of if addressed in 
A. RAP PROBLEM AREA biggered RAP Assessment Documentation carepJan 

1.DEURIUM I I I 
2. COGNmvE LOSS I I I 
3. VISUAL FUNCTION I I I 
--"~\ JMMUNICATION I 
':.:.:.mL FUNCTIONAU 

REHABIUTATION POTENTIAL 
6. URINARY INCONTINENCE AND 

INDWELUNG CATHETER 

7. PSYCHOSOCIAL WELL-BEING ~ 
8. MOOD STATE I I 
9. BEHAVIORAL SYMPTOMS I .' , 

. 10. ACTIVITIES I 
11.FALLS I I 
12. NUTRmONAL STATUS I 
13. FEEDING TUBES I . 
14. DEHYDRAll0NlFLUID MAINTENANCE I I 
15. DENTAL CARE 

16. PRESSURE ULCERS I 
17. PSYCHOTROPIC DRUG USE I I 
lP -:'LfYSICAL RESTRAINTS . I I 

DJ-DJ-I I I I I 
1. Signature of RN Coordinator for RAP Assessment Process 2. Month Day -Vear 

DJ-DJ-I I I I I 
3. Signature of Person Completing Care Planning Decision 4. Mon1h Day Year 



( .. 
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RESIDENT ASSESSMENT PROTOCOL: DELIRIUM 
I. PROBLEM 

Delirium (acute confusional state) is a common indicator or nonspecific symptom of a variety of acute, 
treatable illneSses. It is a serious problem, with high rates of morbidity and mortality, unless it is 
recognized and treated appropriately. Delirium is never a part of nonnal.aging. Some of the classic 
signs of delirium may be difficult to recognize and may be mistaken for the natural progression of 
dementia, particularly in the late stages of dementia when delirium has high mortality. Thus careful 
observation of the resident and review of potential causes is essential. 

Delirium is characterized by fluctuating states of consciousness, disorientation, decreased 
environmental awareness, and behavioral changes. The onset of delirium may vary, depending on 
severity of the cause(s) and the resident's health status; however, it usually develops rapidly, over a 
few days or even hours. Even with successful treatment of cause(s) and associated symptoms, it may 
take several weeks before cognitive abilities return to pre-delirium status. 

Successful management depends on accurate identification of the clinical picture, correct diagnosis of 
specific cause(s), and prompt nursing and medical intervention. Delirium is offen caused and 
aggravated by multiple factors. Thus, if you identify and address one cause, but delirium continues, 
you should continue to review the other major causes of delirium and treat any that are found. 

II. TRIGGERS 

Delirium problem suggested if one or more of following present: 

• Easily Distracted(a) 
[BSa = 2] 

• Periods of Altered Perception or Awareness of Surroundings(a) 
[BSb = 2] 

• Episodes of Disorganized Speech(a) 
[BSc = 2] 

• Periods of Restlessness(a) 
[BSd = 2] 

• Periods of Lethargy (a) 
[BSe = 2] 

• Mental Function Varies Over the Course of the Day (a) 

[BSf = 2] 
• Cognitive decline(a) 

[B6 = 2] 
• Mood decline(a) 

[E3 = 2] 
• Behavior decline(a) 

[E5 = 2] 

(a> Note: All of these items also trigger on the Psychotropic Drug Use RAP (when psychotropic drug use 
present). 

Delirium RAP (1 of 5) 

October, 1995 Page C-5 
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III. GUIDELINES 

Detecting signs and symptoms of delirium requires careful observation. Knowledge of a person's 
baseline cognitive abilities facilitates evaluation. 

• Staff should become familiar with resident's cognitive function by regularly observing the resident in a 
variety of situations so that even subtle but important changes can be recognized. 

When observed in this manner, the presence of any trigger signs/symptoms may be seen as a potential 
marker for acute, treatable illness. 

An approach to detection and treatment of the problem can be selected by reviewing the items that 
follow in the order presented. Also refer to the RAP KEY for guidance on the MDS items that are 
relevant. 

DIAGNOSES AND CONDmONS 

By correctly identifying the underlying cause(s) of delirium, you may prevent a cycle of worsening 
symptoms (e.g., an infection-fever-dehydration-confusion syndrome) or a drug regimen for a suspected 
cause that worsens the condition. The most common causes of delirium are associated with circulatory, 
respiratory, infectious, and metabolic disorders. However, finding one cause or disorder does not rule 
out the possibility of additional contributing causes andlor multiple interrelated factors. 

MEDICATIONS 

Many medications given alone or in combination can cause delirium. 

• Ifnecessary, check doctor's order against med sheet and drug labels to avoid the common problem of 
medication error. 

• Review the resident's drug profIle with a physician. 
• Review all medications (regularly prescribed, PRN, and "over-the-counter" drugs). 

Number of medications. The greater the number, the greater the possibility of adverse drug 
reaction/toxicity . 

• Review meds to determine need and benefit (ask if resident is receiving more than one class of a drug to 
treat a condition). 

• Check to determine whether nonpharmacological interventions have been considered (e.g., a behavior 
management program rather than antipsychotics to address the needs of a resident who has physically or 
verbally abusive behavioral symptoms). 

New medications. 

• Review to determine whether there is a temporal relationship between onset or worsening of delirium and 
start of new medication. 

Delirium RAP (2 of 5) 

Page C-6 October, 1995 
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Drugs that cause delirium. 
1. PSYCHOTROPIC 

Antipsychotics 
Antianxietylhypnotics 
Antidepressants 

2. CARDIAC 
Digitalis glycosides (Digoxin), 

Appendix C 

Antiarrhythmics, such as quinidine, procainamide (Pronestyl), disopryrnide (Norpace) 
Calcium channel blockers, such as verapamil (Isoptin), 
nifedipine (Procardia), and diltiazem (Cardizem) 
Antihypertensives, such as methyldopa (Aldomet), propanolol (Inderal) 

3. GASTROINTESTINAL 
H2 antagonists such as cimetidine (Tagamet) and ranitidine (Zantac) 

4. ANALGESICS such as Darvon, narcotics (e.g., morphine, dilaudid) 
5. ANTI-INFLAMMATORY 

Corticosteroids such as prednisone 
Nonsteroidal anti-inflammatory agents such as ibuprofm (Motrin) 

6. OVER-THE-COUNTER DRUGS, especially those with anticholinergic properties.. 
Cold remedies (antihistamines, pseudoephedrine) 
Sedatives (antihistamines, e.g., Benadryl) 
Stay-awakes (caffeine) 
Antinauseants 
Alcohol 

PSYCHOSOCIAL 
After serious illness and drug toxicity are ruled out as causes of delirium, consider the possibility that 
the resident is experiencing psychosocial distress that may produce signs of delirium. 

Isolation. 

• Has the resident been away from people, objects and situations? 
• Is resident confused about time, place, and meaning? 
• Has the resident been in bed or in an isolated area while recuperating from an illness or receiving a 

treatment? 

Recent loss of family/friend. Loss of someone close can precipitate a grief reaction that presents as 
acute confusion, especially if the person provided safety and structure for a demented resident. 

• Review the MDS to detennine whether the resident has experienced a recent loss of a close family 
member/friend. 

Depression/sad or anxious mood. Mood states can lead to confusional states that resolve with 
appropriate treatment. 

• Review the MDS to detennine whether the resident exhibits any signs or symptoms of sad or anxious 
mood or has a diagnosis of a psychiatric illness. 

",J Delirium RAP (3 of 5) 
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Restraints. Restraints often aggravate the conditions staff are trying to treat (e.g., confusion, agitation, 
wandering). 

• Did the resident become more agitated and confused with their use? 

Recent relocation. 

• Has the resident recently been admitted to a new environment (new room, unit, facility)? 
• Was there an orientation program that provided a calm, gentle approach with reminders and sructure to 

help the new resident settle into the environment? 

SENSORY LOSSES 

Sensory impairments often produce signs of confusion and disorientation, as well as behavior changes. 
This is especially true of residents with early signs of dementia. They can also aggrav~te a confusional . 
state by impairing the resident's ability to accurately perceive or cope with environmental stimuli (e.g., 
loud noises; onset of evening). This can lead to the resident experiencing hallucinations/delusions and 
misinterpreting noises and images. 

Hearing. 

• Is hearing deficit related to easily remedied situations - impacted ear wax or hearing aid dysfunction? 
• Has sensory deprivation led to confusion? 
• Has physician input been sought? 

Vision. 

• Has vision loss created sensory deprivation resulting in confusion? 
• Have major changes occurred in visual function without the resident's being referred to a physician? 

CLARIFYING INFORMATION 

• Does the resident have a recent sleep disturbance? 
• Does the resident have Alzheimer's or other dementia? 
• Has the time of onset of the resident's cognitive and behavioral function been within the last few hours 

to days? 

ENVIRONMENT 

• Is the resident's environment conducive to reducing symptoms (e.g., quiet, well-lit, calm, familiar objects 
present)? 

• Is the resident's daily routine broken down into smaller tasks (task segmentation) to help himlher cope? 

Delirium RAP (4 of 5) 

Page C-8 October, 1995 



HCFA's RAI Version 2.0 Manual Appendix C 

DELIRIUM RAP KEY (For MDS Version 2.0) 

TRIGGER - REVISION 

Delirium problem suggested if one or more of 
foUowing present: 

• Easily DistractedCa) 
[BSa = 2] 

• Periods of Altered Perception or Awareness 
of SurroundingsCa) 

[BSb = 2] 
• Episodes of Disorganized Speech(a) 

[B5c = 2] 
• Periods of Restiessness(a> 

[BSd = 2] 
• Periods of Lethargy Ca> 

[BSe = 2] 
• Mental Function Varies Over the Course 

of the Day <a) 

[BSf = 2] 
• Deterioration in Cognitive StatusCa) 

[B6 = 2] 
• Deterioration in Mood(a) 

[E3 = 2] 
• Deterioration in Behavioral Symptomsca) 

[ES = 2] 

<a) Note: All of these items also trigger on the Psy­
chotropic Drug Use RAP (when psychotropic drug 
use is present) 

Deliriwn RAP Key 5 of 5 

October, 1995 

GUIDELINES 

Factors that may be associated with signs and 
symptoms of delirium: 

• Diagnoses and Conditions. 
Diabetes [lIa] , Hyperthyroidism [lIb], 
Hypothyroidism [lIc], 
Cardiac dysrhythmias [lIe], CHF [llfj, 
CVA [lIt], TIA [llbb], Asthma [llhh], 
Emphysema/COPD [llill, Anemia [1100], 
Cancer [llpp], Dehydration [Jlc] or Fever 
[JIh], Myocardial infarction [13], any viral 
or bacterial infection [12], Surgical abdomen 
[13], Head trauma [13], Hypothermia [13], 
Hypoglycemia [13]. 

• Medications. Number of meds [01], 
New meds [02], Antipsychotics [04a], 
Antianxiety [04b], Hypnotics [04d], Anal­
gesics (Pain meds), Cardiac meds, GI meds, 
Anti-inflammatory, Anticholinergics, [from 
med charts]. 

• Psychosocial. Sad or anxious mood [El, E2, 
E3], Isolation [F2e; from record], Recent 
loss [F2fj, Depression [llee], Restraints 
[p4c,d,e], Recent relocation [ABl; A4a]. 

• Sensory impainnent. Hearing [el], 
Vision [Dl]. 

Clarifying infonnation to be considered in 
establishing a diagnosis: Sleep disturbance [Elk]. 
Alzheimer's [llq], Other Dementia [lIn], 
Time of symptom onset within hours to days 
[from record or observation]; 

Environment conducive to reducing symptoms: 
Quiet, well-lit, calm, familiar objects [from 
observation]; Task segmentation [G7]. 

Page C-9 
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RESIDENT ASSESSMENT PROTOCOL: COGNITIVE LOSSIDEMENTIA 

I. PROBLEM 

Approximately 60% of residents in nursing facilities exhibit signs and symptoms of decline in 
intellectual functioning. Recovery will be possible for less than 10% o{these residents - those with 
a reversible condition such as an acute confusional state (delirium). For most residents, however, the 
syndrome of cognitive loss or dementia is chronic and progressive, and appropriate care focuses on 
enhancing quality of life, sustaining functional capacities, minimizing. decline, and preserving dignity. 

Confusion and/or behavioral disturbances present the primary complicating care factors. Identifying 
and treating acute confusion and behavior problems can facilitate assessment of how chronic cognitive 
deficits affect the life of the resident. 

For residents with chronic cognitive deficits, a therapeutic environment is supportive rather than 
curative and is an environment in which licensed and nonlicensed care staff are encouraged (and 
trained) to comprehend a resident's experience of cognitive loss. With this insight, staff can develop 
care plans focused on three main goals: (1) to provide positive experiences for the-resident (e.g., 
enjoyable activities) that do not invqlve overly demanding tasks and stress; (2) to defme appropriate 
support roles for each staff member involved in a resident's care; and (3) to lay the foundation for 
reasonable staff and family expectations concerning a resident's capacities and needs. 

IT. TRIGGERS 

A cognitive loss/dementia problem suggested if one or more oj joUowing are present: 

• Short-term Me~ory Problem 
[B2a = 1] 

• Long-term Memory Problem 
[B2b =1] 

• Impaired Decision-makinga 

[B4 = 1,2,3] 
• Problem Understanding Others(b) 

[C6 = 1, 2, or 3] 

(a) Note: These codes also trigger on the Communication RAP. 
(b) Note: Code 3 also triggers on the ADL (Maintenance) RAP. 

m. GUIDELINES 

Review the following MDS items to investigate possible links between these factors and the 
resident's cognitive loss and quality of life. The four triggers identify residents with differing levels 
of cognitive loss. Even for those who are' most highly impaired, the RAP seeks to help identify 
areas in which staff intervention might be useful. Refer to the RAP KEY for specific MDS and 
other specific issues to consider . 

. . ,',} Cognitive LosslDementia RAP (1 of 5) 
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NEUROLOGICAL 

Fluctuating Cognitive Signs and S)'mptoms/Neurological Status. Co-existing delirium and progressive. 
cognitive loss can result in erroneous impressions concerning the nature of the resident's chronic 
linlitations. Only when acute confusion and behavioral disturbances are treated, or when the treatment 
effort is judged to be as effective as possible, can a true measure of chronic cognitive deficits be 
obtained. 

Recent Changes in the Signs/Symptoms of the Dementia Process. Identifying these changes can 
heighten staff awareness of the nature of the resident's cognitive and functional limitations. This 
knowledge can assist staff in developing reasonable expectations of the resident's capabilities and in 
designing programs to enllance the resident's quality of life. This knowledge can also challenge staff 
to identify potentially reversible causes for recent losses in cognitive status. 

Mental Retardation, Alzheimer's Disease, and Other Adult-Onset Dementias. The most prevalent 
neurological diagnoses for cognitively impaired residents are Alzheimer's disease and multi-infarct 
dementia. But increasing numbers of mentally retarded residents are in nursing facTIities, and many 
adults suffering from Down's syndrome appear to develop dementia as they age. The diagnostic 
distinctions among these groups can be useful in reminding staff of the types of long-term intellectual 
reserves that are available to these residents. 

MOODIBEHA VIOR 

Specific treatments for behavioral distress as well as treatments for delirium, can lessen and even cure, 

the behavioral problem. At the same time, however, some behavior problems will not be reversible, il'I',iL,.:.:).,,:;,'j:l 

and staff should be prepared (and encouraged) to learn to live with their manifestations. In some __ 
situations where problem/distressed behavior continues, staff may feel that the behavior poses no threat 
to the resident's safety, health, or activity pattern and is not disruptive to other residents. For the 
resident with declining cognitive functions and a behavioral problem, you may wish to consider the 
following issues: 

• Have cognitive skills declined subsequent to initiation of a behavior control program (e.g., psychotropic 
drugs or physical restraints)? 

• Is decline due to the treatment program (e.g., drug toxicity or negative reaction to physical restraints)? 
• Have cognitive skills improved SUbsequent to initiation of a behavior control program? 
• Has staff assistance enhanced resident self-performance patterns? 

CONCURRENT MEDICAL PROBLEMS 

Major Concurrent Medical Problems. Identifying and treating health problems can positively affect 
cognitive functioning and the resident's quality of life. Effective therapy for congestive heart failure, 
chronic obstructive pulmonary disease, and constipation can lead, for example, to functional and 
cognitive improvement. Comfort (pain avoidance) is a paramount goal in controlling both acute and 
chronic conditions for cognitively impaired residents. Verbal reports from residents should be one (but 
not the only) source of information. Some residents will be unable to communicate sufficiently to 
pinpoint their pain. 

Cognitive Loss/Dementia RAP (2 of 5) 
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FAILURE TO THRIVE 

Cognitively impaired residents can reach the point where their accumulatecl health/neurological 
problems place them at risk of clinical complications (e.g., pressure ulcers) and death. As this level 
of disability approaches, staff can review the following: 

• Do emotional, social, andlor environmental factors playa key role? 
• If a resident is not eating,. is this due to a reversible mood problem, a basic personality problem, a 

negative reaction to the physical and interactive environment in which eating activity occurs; or a 
neurological deficit such as deficiency in swallowing or loss of hand coordination? 

• Could an identified problem be remedied through improved staff education - trying an antidepressant 
medication, referral to OT for training or an innovative counseling program? 

• If causes cannot be identified, what reversible clinical complication can be expected as death approaches 
(e.g., fecal impaction, UTI, diarrhea, fever, pain, pressure ulcers)? 

• What interventions are or could be in place to decrease complications? 

FUNCTIONAL LIMITATIONS 

Extent and Rate of Change of Resident Functional Abilities. Functional changes are often the first 
concrete indicators of cognitive decline and suggest the need to identify reversible causes. You may 
find it helpful to determine the following: 

• To what extent is resident dependent for locomotion, dressing and eating? 
• Could the resident be more independent? . 
• Is resident going downhiII (e.g., experiencing declines in bladder continence, locomotion, dressing, 

vision, time involved in activities)? 

SENSORY IMPAIRMENTS 

Perceptual Difficulties. Many cognitively impaired residents have difficulty identifying small objects, 
positioning a plate to eat, or positioning the body to sit in a chair. Such difficulties can cause a resident 
to become cautious and ultimately cease to carry out everyday activities. If problems are vision-based, 
corrective programs may be effective. Unfortunately, many residents have difficulty indicating that 
the source of their problem is visual. Thus, the cognitively impaired can often benefit if tested for 
possible visual deficits. . 

Ability to Communicate. Many individuals suffering from cognitive deficits seem incapable of 
meaningful communication. However, many of the seemingly incomprehensible behaviors (e.g., 
screaming, aggressive behavior) in which these individuals engage may constitute their only form of 
communication. By observing the behavior and the pattern of its occurrence, one can frequently come 
to some understanding of the needs of individuals with dementia. For example, residents who are 
restrained for their own safety may become noisy due to bladder or bowel urgency. 

Cogntive LosslDeinentia RAP (3 of 5) 
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• Is resident willing/able to engage in meaningful communication? 
• Does staff use non-verbal communication techniques (e.g., touch, gesture) to encourage resident to 

respond? 

MEDICATIONS 

Psychoactive and other medications can be a factor in cognitive decline. If necessary, review 
Psychotropic Drug Use RAP. 

~OLVEMENTFACTORS 

Opportunities for Independent Activity. Staff can encourage residents to participate in the many 
available activities, and staff can guard against assuming an overly protective attitude toward residents. 
Decline in one functional area does not indicate the need for staff to assume full responsibility in 
that area nor should it be interpreted as an indication of inevitable decline in other areas. Review 
information in the MDS when considering the following issues: _ 

• Are there factors that suggest that the resident can be more involved in hislher care (e.g., instances of 
greater self-performance; desire to do more independently; retained ability to learn; retained control over 
trunk, limbs, and/or hands)? 

• Can resident participate more extensively in decisions about daily life? 
• Does resident retain any cognitive ability that permits some decision making? 
• Is resident passive? "'J 
• Does resident resist care? .. Ijn 
• Are activities broken into manageable subtasks? ~8;;. 

Extent of Involvement in Activities of Daily Life. Programs focused on physical aspects of the resident's 
life can lessen the disruptive symptoms of cognitive decline for some residents. Consider the following: 

• Are residents with some cognitive skills and without major behavioral problems involved in the life of the 
facility an~ the world around them? 

• Can modifying taSk demands, or the environmental circumstances under which tasks are carried out, be 
beneficial? 

• Are small group programs encouraged? 
• Are special environmental stimuli present (e.g., directional markers, special lighting)? 
• Do staff regularly assist residents in ways that permit them to maintain or attain their highest predictable 

level of functioning (e.g., verbal reminders, physical cues and supervision regularly provided to aid in 
carrying out ADLs; ADL tasks presented in segments to give residents enough time to respond to cues; 
pleasant, supportive interaction)? 

• Has the resident experienced a recent loss of someone close (e.g., death of spouse, change in key direct 
care staff, recent move to the nursing facility, decreased. visiting by family and friends)? 

Cognitive LosslDementia RAP (4 of 5) 
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COGNITIVE LOSS/DEMENTIA RAP KEY (For MDS Version 2.0) 

TRIGGER - REVISION 

A cognitive loss/dementia problem suggested if one or 
more of following are present: 

• Short-term Memory Problem 
[B2a = 1] 

• Long-term Memory Problem 
[B2b =1] 

• Impaired Decision-making(a) 
[B4 = 1, 2, 3] . 

• Problem Understanding Others(b) 
[C6 = 1, 2, or 3] 

(a) Note: Code B4=3 also triggers on the ADL 
(Maintenance) RAP 

(b) Note: These codes also trigger on the 
Communication RAP. 
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Factors to review for relationship to cognitive loss: 
• Neurological. MRIDD status [ABIO], 

Delirium [BS], Cognitive decline [B6]," 
Alzheimer's or other dementias [lIq,Ilu], 

Confounding Problems that may require resolu­
tion or suggest reversible causes: 
• Moodlbehavior. Depression, Anxiety, Sad 

mood or Mood decline [EI, E2, E3], 
Behavioral symptoms or behavioral 
decline [E4, ES], Anxiety disorder [lIdd], 
Depression [lIee], Manic depressive 
disorder [11ft], Other psychiatric 
disorders [lIgg, Jle, Jli]. 

• Concurrent medical problems. Constipation 
[lI2b], Diarrhea [H2c], Fecal impaction 
[H2d], Diabetes [lIa], Hypothyroidism 
[lIc], CHF [lIfj, Other cardiovascular 
disease [11k], Asthma [lIhh], 
EmphysemalCOPD [llii],Cancer [llpp], 
UTI [l2j], Pain [J2]. 

• Failure to thrive. Terminal prognosis [JSc], 
Low weight for height [K2a,b], Weight 
Loss [K3a], Resident status deteriorated 
since last assessment [Q2]. 

• Functional limitations. ADL impairment 
[GI], ADL task segmentation [G7], 
Decline in ADL [G9] , Decline in continence 
[114]. 

• Sensory impairment. Hearing problems 
[eI], Speech unclear [CS], Rarely/never 
understands [C6], Visual problems [DI], 
Skin desensitized to pain/pressure [M4e]. 

• Medications. Antipsychotics [04a], 
Antianxiety [04b], Antidepressants [04c], 
Diuretics [04e]. 

• Involvement factors. New admission [AB1], 
Withdrawal from activities [Elo] , 

Participates in small group activities [FIr, 
N3b, record], Staff/resident believe resident 
can do more [G8a,b], Trunk, limb or chair 
restraint [p4c,d,e]. 

Cognitive LosslDementia RAP Key S oCs. 
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RESIDENT ASSESSMENT PROTOCOL: VISUAL FUNCTION 

I. PROBLEM 

The aging process leads to a gradual decline in visual acuity: a decreased ability to focus on close 
objects or to see small print. a reduced capacity to adjust to changes in light and dark. and diminished 
ability to discriminate color. The aged eye requires about 3-4 times more light in order to see well than 
the young eye. 

The leading causes of visual impairment in the elderly are macular degeneration. cataracts. glaucoma. 
and diabetic retinopathy. In addition. visual perceptual deficits (impaired perceptions of the 
relationship of objects in the environment) are common in the nursing home population. Such deficits 
are common consequence of cerebrovascular events and are often seen in the late stages of 
Alzheimer's disease and other dementias. The incidence of all these problems increases with age. 

In 1974.49% of all nursing home residents were descnOed as being unable to see well enough to read 
a newspaper with or without glasses. In 1985. over 100,000 nursing home residents were estimated 
to have severe visual impairment or no vision at all. Thus vision loss is one the mosfprevalent losses 
of residents in nursing facilities. A significant number of residents in any facility may be expected to 
have difficulty performing tasks dependent on vision as well as problems adjusting to vision loss. 

The consequences of vision loss are wide-ranging and can seriously affect physical safety, self-image. 
and participation in social. personal. self-care. and rehabilitation activities. This RAP is primarily 
concerned with identifying two types of residents: 1) Those who have treatable conditions that place 
them at risk of permanent blindness (e.g .• Glaucoma: Diabetes, retinal hemorrhage); and 2) those who 
have impaired vision whose quality of life could be improved through use of appropriate visual 
appliances. Further, the assumption is made that residents with new acute conditions will have been 
referred to follow-up as the conditions were identified (e.g .• sudden loss of vision; recent red eye; 
shingles; etc). To the extent that this did not occur, the RAP KEY follow-up questions will cause staff 
to ask whether such a referral should be considered. 

ll. TRIGGERS 

An acute; reversible (R) visual function problem or the potential for visual improvement (I) 
suggested if one or more of foUowing present: 

• Side Vzsion Problem (Reverse) 
[D2a = checked] 

• Cataracts (Reverse) 
[l1.ij = checked] 

• Glaucoma (Reverse) 
[l111 = checked] 

• Vision Impaired (Improve) 
[Dl = 1,2,3] 

't,~ . Visual Function RAP (1 of 4) 
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III. GUIDELINES 

Visual impairment may be related to many causes, and one purpose of this section is to screen for the 
presence of major risk factors and to review the resident's recent treatment history. This section also 
includes items that ask whether the visually impaired resident desires or has ·a need for increased 
functional use of eyes. 

Eye medications: Of greatest importance is the review of medications related to glaucoma (Phospholine 
iodide, pilocarpine, propine, epinephrine, Timoptic or other Beta-Blockers, diamox, or Neptazane). 

• Is the residents receiving hislher eye medication as ordered? 
• Does the resident experience any side effects? 

Diabetes, Cataracts, Glaucoma, or Macular Degeneration: Diabetes may affect the eye by causing 
blood vessels in the retina to hemorrhage (retinopathy). All these conditions are associated with 
decreased visual acuity and visual field deficits. If resident is able to cooperate it isvery possible to 
test for glaucoma and re~ problems. . 

Exam by ophthalmologist or optometrist since problem noted: 

• Has the resident been seen by a consultant? 
• Have the recommendations been followed (e.g. medications, refraction [new glasses], surgery)? 
• Is the recommendation compatible with the resident's wishes (e.g., medical rehab. vs. surgery)? 

If neurological diagnosis or dementia exam by physician since problem noted: Check the medical 
record to see if a physician has examined the resident for visual/perceptual difficulties. Some residents 
with diseases such as myethenia gravis, stroke, and dementia will have such difficulties associated with 
central nervous system in the absence of diseases of the eye. 

Sad or anxious mood: Some residents, especially those in a new environment, will complain of visual 
difficulties. Visual disorganization may improve with treatment of the sad or anxious mood. 

Appropriate use of visual appliances: Residents may have more severe visual impairment when they 
do not use their eyeglasses. Residents who wear reading glasses when walking, for example, may 
misperceive their environment and bump into objects or fall. . 

• Are glasses labelled or color coded in a fashion that enables the resident/staff to determine when they 
should be used? 

• Are the lenses of glasses clean and free of scratches? 
• Were glasses recently lost? Were they being recently used, and now they are missing? 

Functional need for eye examlnew glasses: Many residents with limited vision will be able to use the 
environment with little or no difficulty, and neither the resident nor staff will perceive the need for 
new visual appliances. In other circumstances. needs will be identified. and for residents who are 

~~:~~:r~~:a~icipating in a visual exam, new appliances, surgery to remove cataracts, etc., can be :m:dl
ll1 

Visual Function RAP (2 of 4) 
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• Does resident have peripheral vision or other visual problem that impedes his/her ability to eat food, walk 
on the unit, or interact with others? 

• Is residents's ability to recognize staff limited by a visual problem? 
• If resident is having difficulty negotiating his environment or participating in self-care activities because 

of visual impairment has he/she been referred to low vision services? 
• Does resident report difficulty seeing TV/reading material of interest? 
• Does resident express interest in improved vision? 
• Has resident refused to have eyes examined? How long ago did this occur? Has it occurred more than 

once? 

Environmental modijicatWns: Residents whose vision cannot be improved by refraction, or medical 
and/or surgical intervention may benefit from environmental modifications. 

• Does the resident's environment enable maximum visual function (e.g., low-glare floors and table 
surfaces, night lights)? 

• Has the environment been adapted to resident'S individual needs (e.g., large print signs marking room, 
color coded tape on dresser drawers, large numbers on telephone, reading lamp with 300 watt bulb)? 
Could the resident be more independent with different visual cues (e.g., labeling items, task segmentation) 
or other sensory cues (e.g., cane for recognizing there are objects in path)? 

Acute Problems that may have been missed: Eye pain, blurry vision, double vision, sudden loss of 
vision: These symptoms are usually associated with acute eye problems. 

• Has resident been evaluated by a physician or ophthalmologist? 

Residents with communication impairments may be very difficult to assess. Residents who are unable 
to understand others may have problems following the directions necessary to test visual acuity. 

Visual Function RAP (3 of 4) 
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VISUAL FUNCTION RAP KEY (For MDS Version 2.0) 

TRIGGER - REVISION 

An acute, reversible visual function problem or the 
potential for visual improvement suggested if one or 
more of following present: 

• Side Vision Problem (Reverse) 
[D2a = checked] 

• Cataracts (Reverse) 
[llii = checked] 

• Glaucoma (Reverse) 
[1111 = checked] 

• Vision Impaired (Improve) 
[Dl .;, 1, 2, 3] 
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Issues and problems to be reviewed that may 
suggest need for intervention: 

• Eye medications [from record]. 

• Diabetes [lla], Cataracts [ll.m, 
Glaucoma [1111], 
Macular Degeneration [llmm]. 

• Exam by ophthalmologist since problem noted 
[from record]. 

• Neurological diagnosis or dementia [llq to 
Ilttl. 

• Indicators of Depression, Anxiety, 
Sad Mood [EI]. 

• Appropriate use of visual appliances [D3; 
from record, observation]. . } 

::~h~HY 
• Functional need for eye exam/new glasses 

[from observation]. 

• Environmental modifications [from record, 
observation]. 

• Other acute problems: Eye pain, blurry vi­
sion, double vision, sudden loss of vision 
[from record, observation]. 

l)'> , 
Visual Function RAP Key 4 of 4 ... 
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RESIDENT ASSESSMENT PROTOCOL: COMMUNICATION 

(~;!w I. PROBLEM 

'--. 

Good communication enables residents to express emotion, listen to others, and share information. It 
also eases adjustment to a strange environment and lessens social isolation and depression. 

EXPRESSIVE communication problems include changes/difficulties in: speech and voice production,­
finding appropriate words, transmitting coherent statements, describing objects and events, using 
nonverbal symbols (e.g., gestures), and writing. RECEPTNE communication problems include 
changes/difficulties in: hearing, speech discrimination in quiet and noisy situations, vocabulary 
comprehension, vision, reading. and interpreting facial expressions. 

When communication is limited, assessment focuses on reviewing several factors: underlying causes 
of the deficit, the success of attempted remedial actions, the resident's ability to compensate with 
nonverbal strategies (e.g., ability to visually observe nonverbal signs and signals), and the willingness 
and ability of staff to engage with residents to ensure effective communication. As language use 
recedes with dementia, both the staff and the resident must expand their nonverbal 'Communication 
skills - one of the most basic and automatic of human abilities. Touch, facial expression, eye contact, 
tone of voice, and posture all are powerful means of communicating with the demented resident, and 
recognizing and using all practical means is the key to effective communication. 

ll. TRIGGERS 

Potential for improved communication suggested if one or more of following present: 

• Hearing problem 
[Cl = 1,2,3] 

• Problem making self understood 
[C4 = 1,2,3] 

• Problem understanding others* 
[C6 = 1,2,3] 

* Note: These codes also trigger on the Cognitive LosslDementia RAP. 

ID. GUIDELINES 

The communication trigger suggests -residents for whom a corrective communication treatment 
program may be beneficial. Specify those residents with potentially correctable problems. An effective 
review requires a special effort by staff to overcome any preconceived notions or fixed perceptions 
they may have about the resident's probable responsiveness to treatment. These perceptions may be 
based on the failure of prior treatment programs, as well as on assumptions that may not have been 
recently tested about the resident's unwillingness to begin a corrective program. 

Communication RAP (1 of 3) 
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Review items listed on the RAP KEY as follows: 

Confounding Problems. 

As these confounding problems lessen or further decline is prevented, the resident's communication 
abilities should be reviewed . . 

Components of Communication. 

Details of resident strengths and weaknesses in understanding, hearing, and expression are the direct 
or indirect focus of any treatment program. 

Factors to be Reviewed for Possible Relationship to Communication Problems: 

• For chronic conditions that are unlikely to improve, consider communication treatments or interventions 
that might compensate for losses (e.g., for moderately impaired residents with Alzh.eimer's, the use of 
short, direct phrases and tactile approaches to communication·can be effective). 

• Are there acute or transitory conditions which if successfully resolved may result in improved ability to 
communicate? 

• Are medications in use that could cause or complicate communication deficits, where titration or 
substitution may result in improved ability to communicate? 

• Are opportunities to communicate limited in ways that could be remedied - e.g., availability of partners? 

Clarifying Issues: 
Treatment/Evaluation HEstory. 

• Has resident received an evaluation by an audiologist or speech-language pathologist? How recently? 
• Has the resident's condition deteriorated since the most recent evaluation? 
• If such an evaluation resulted in a plan of care, has it been followed as specified? 

Conununication RAP (2 of 3) 
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COMMUNICATION RAP KEY (For MDS Version 2.0) 

TRIGGER - REVISION 

Potential for improved communication suggested if 
one or more of fi1UOWing present: 

• Hearing problem 
[Ct = 1,2,3] 

• Problem maldng self understood 
[C4 = 1,2,3] 

• Problem understanding others* 
[C6 = 1,2,3] 

* Note: These codes also trigger on the Cognitive 
LosslDementia RAP. 

\:)Communication RAP Key 3 of 3 

October, 1995 

~UIDELINES 

Confounding problems that may require resolutWn: 

• Decline in cognitive status [B6] 
• Increased mood problems [E3] 
• Decline in ADL status [G9] 

Components of communication to be considered: 

• Hearing [C1] 
• Communication devices/Modes of expression 

[C2, C3] 
• Decline in communicationlhearing [C7] 
• Medical status of ear - discharges, cerumen 

accumulation, hearing changes [fromrecord 
or exam] . 

• Vision [D1] 

Factors to be reviewed for possible relationship to 
communication problems: 

• Chronic Conditions. Alzheimer's or Other 
dementia [I1q, l1u], Aphasia [I1r] , 
CVA [I1t], Parkinson's [I1y] , Psychiatric 
disorders [I1dd to I1gg], Asthma [I1hh], 
Emphysema/COPD [Ilii], Cancer [I1pp] , 

• Transitory Conditions. Delirium [B5], 
Infections [12], Acute episode [J5b] 

• Medications. Psychotropic [04a-d] , 
Narcotics, Parkinson's meds, Gentamycin, 
Tobramycin, Aspirin toxicity [from record] 

• Opportunities to Communicate. Quality/ 
quantity of communication is (or is not) com­
mensurate with apparent ability to communicate 
[staff judgement] 

Clarifying issues to be considered: 

• 
• 

• 

Memory [B2, B3] 
Recent audiology/language pathology evaluation 
[p1ba; from record] 
Resident's condition deteriorated since last 
assessment [Q2] 
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RESIDENT ASSESSMENT PROTOCOL: 
ACTIVITIES OF DAILY LIVlNG - FUNCTIONAL REHABILITATION POTENTIAL 

I. PROBLEM 

Personal mastery of ADL and mobility are as crucial to human existence in the nursing home as they 
are in the community. The nursing home is unique only in that most residents require help with self­
care functions. ADL dependence can lead to intense personal distress - invalidism, isolation,· 
diminished self-worth, and a loss of control over one's destiny. As inactivity increases, complications 
such as pressure ulcers, falls, contractures, and muscle-wasting can be expected. 

The ADL RAP assists staff in setting positive and realistic goals, weighing the advantages of 
independence against risks to safety and self-identity. In promoting indepe~dence staff must be willing 
to accept a reasonable degree of risk and active resident participation iIi setting treatment objectives. 

Rehabilitative goals of several types can be considered: 

• To restore function to maximum self-sufficiency in the area indicated; 
• To replace hands-on assistance with a program of task segmentation and verbal cueing; 
• To restore abilities to a level that allows the resident to function with fewer supports; 
• To shorten the time required for providing assistance; 
• To expand the amount of space in which self-sufficiency can be practiced; 
• To avoid or delay additional loss of independence; and 
• To support the resident who is certain to decline in order to lessen the likelihood of complications 

(e.g., pressure ulcers and contractures). 

ll. TRIGGERS 

The two MDS trigger categories (A and B) suggest the types of residents for whom special care 
intervenltions may be most important. Such residents may have either the need and potential to improve 
(Rehabilitation) or the need for services to prevent decline (Maintenance). 

ADL TRIGGER A (Rehabilitation) 

RehabiliJation/restorative plans suggested if one or more of foUowing present: 

• Bed Mobility - not independent 
[GlaA = 1-4](a) 

• Transfer - not independent 
[GlbA = 1-4] 

• W ~lk in room - not independent 
[GlcA = 1-4] 

• Walk in corridor - not independent 
[GldA = 1-4] 

• Locomotion on unit - not independent 
[GleA = 1-4] 

• Locomotion off unit - not independent 
[G~rA = 1-4] 

~;~) ADLlFunctional Rehabilitation Potential RAP (1 of 5) 
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• Dressing - not independent 
[GlgA = 1-4] 

• Eating - not independent 
[GlhA = 1-4] 

• Toilet Use - not independent 
[GliA = 1-4] 

• Personal Hygiene - not independent 
[GljA = 1-4] 

• Bathing - not independent 
[G2aA = 1-4] 

• Resident believes he/she capable of increased independence in at least some ADLs 
[GSa = checked] 

• Staff believe resident capable of increased independence in at least some ADLs 
[GSb = checked] 

ADL TRIGGER B (Maintenance) 

Maintenance/complicaJion avoidance plan suggested if: [Note - when both triggers present (A & B), 
B takes precedence in the RAP Review] 

• No ability to make decisions 
[B4 = 3](b) 

(a) NOlte: Codes 2,3, and 4 also trigger on the Pressure Ulcer RAP 
(b) NOlte: This code also triggers on the Cognitive Loss/Dementia RAP 

ID. GUIDELINES 

Base an approach to a resident's ADL difficulty on clinical knowledge of: 

• Thl~ causes of dependence; 
• The expected course of the problem(s); and 
• Which services work or do not work. 

The MDS goal is to assist the clinician in identifying residents for whom rehabilitative/restorative goals 
can be reasonably established. Many ADL-restricted residents can regain partial ability for self-care. 
Certain types of disease-generated losses will respond to therapy. In addition, the removal of 
inappropriate restraints and the close monitoring of potentially toxic medications can often result in 
increased functioning. 

Use the items in the ADL RAP KEY to consider the resident's risk of decline and chance of 
rehabilitation. Responses to these items permit a focused approach to specific ADL deficits (i.e., 
selecting and describing the specific ADL areas where decline has been observed or improvement is 
possible). The first thing that needs to be considered is the possible presence of confounding problems 
that may require resolution before rehabilitation goals can be reasonably attempted. 

ADL/Functional Rehabilitation Potential RAP (2 of 5) 
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TIle se<;ond task is to clarify the resident's potential for improved functioning. The clinician might find 
the following sequence of questions useful in initiating an, evaluation: 

• Doc~ the resident have the ability to leax:n? To what extent can the resident call on past memory 
to assist in current problem-solving situations? 

• What is the resident's general functional status? How disabled is the resident, and does status vary? 
• Is mobility severely impaired? 
• Is trunk, leg. ami and/or hand use severely impaired? 
• Are there distinct behavioral problems? 

• Are there distinct mood problems? 
• Is the resident motivated to work at a rehabilitative program? 

Where rehabilitation goals are envisioned. use of the ADL Supplement will help care planners to focus 
on thosc~ areas that might be improved, allowing them to choose from among a number of basic tasks 
in designated areas. Part 1 of the Supplement can assist in the evaluation of all residents triggered into 
the RAP. Part 2 of the Supplement can be helpful for residents with rehabilitation potential (ADL 
Trigger A), to help plan a treatment program.-· 

ADL Supplement (Attaining maximum possible independence). 

. 
{). ADLlFunctional Rehabilitation Potential RAP (3 of 5) 
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ADL SUPPLEMENT 
(Attaining maximum possible Independence) '~'f 

PART 1: ADL Pro,blem Evaluation 
o~ 

" 

INSTRUCTIONS: 
~(:) For those triggemd-

(:) 0 o~ ~ ~~ ~~ ~ o~ ~ ~0 In areas physical help provided, ~ & 0° ~ # indicate reason(sll for this help. <:;)~ <Q~ ~ " ~ 

Mental Errors: 
Sequencing problems, incom-
plete performancl~, anxiety 
limitations, etc. 

Physical Limitations: 
Weakness, limited range of 
. motion, poor COOlrdination, 
visual impairment, pain, etc. 

Facility Conditions: -
Policies, rules, physical layout, 
etc. 

PART 2: Possible ADL Goals If wheelchair check: 

0 
INSTRUCTIONS: Goes to 
For those considered for Locates! 

Goes to 
toilet (in- Walks in Positions 

Opens! 
rehabilitation or decline selects! 

tub! 
clude com- room! self in prep-

pours! \ J:,j 

prevention treatment- obtains mode! nearby unwraps! , '.<'.','. 

clothes 
shower 

urinal at 
aration 

cuts etc. 
'::~D 

Indicate specific type of ADL night) 0 
activity that might require: 

Turns on Removes! 
Grasps!puts 

water! opens Walks on Approaches 
Grasps 

1. Maintenance to prevent on upper! utensils and 
decline. lower body 

adjusts tem- clothes in unit 
0 

chair!bed 
perature preparation 

cups 

2. Treatment to achieve Walks Prepares Scoops/ 
highest practiical self Manages Lathers Transfers! throughout chair/bed spears food 
sufficiency (selecting ADL snaps, body (ex- positions building (locks pad, (uses fin-
abilities that are just zippers, etc. cept back) self (uses moves cov- gers when 
above those the resident elevator) D ers) necessary) 
can now perform or par- Puts on in Transfers Chews, 
ticipate in). correct Rinses body 

Eliminates 
Walks (stands/sits/ drinks, 

order into toilet 
outdoors 0 lifts/turns) swallows 

Grasps, . 
Dries with 

Tears!uses Walks on Repositions/ Repeats 
removes 

towel 
paper to uneven arranges until food 

each item clean self surfaces 0 self consumed 

Replaces Uses nap-
clothes Other Flushes Other D Other kins, cleans 
properly self 

Adjusts 

- Other clothes, Other ::: 
washes ~> 

hands 
-- -
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