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Numeric Identifier,

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

BASIC ASSESSMENT TRACKING FORM
) ICTION AA. IDENT IFICATION INFORMATION

| [ RESIEKT " GENERAL INSTRUCTIONS
a. (Firs) b. (Middie Initial) Glas)  d.075) | COrnpletamIsInfonnadonfarsubnﬂsslonﬂdmllwllandqmmﬂyassmments
[Adm Annual, t Change, State or Medicare lred assessments, or
2.| GENDER® [1.Malo 2. Female | Qmmevlews, " reaut il |
3.| BIRTHDATE®
HJ-— IHHH
Year
4] RACE® |1 Amenw\hcﬁaWAlas!anNaWe 4. Hispanic r
ETHNICITY 5. Whe, not of
asnagmtofw Hispanic origin

5] SOCIAL _1a. Social Security Number

we | [ [T -[ TI1-[[TT]

N ICARE . Ib. Medicare number (or comparable raioad insurance nmber)

et [T 11T T 111]

6.} FACILITY ja. StateNo.
e

8.] REASONS codes do not apply 1o this form)

meymnbrasmnem
ASSESS- | 1. Admission assessment (required by day 14)
assessment

9.] SIGNATURES OF PERSONS COMPLETING THESE ITEMS:

a. Signatures Tle Date

© = Key items for computerized resident tracking
j:Whenboxblank.nvslentermn’berorleﬂer 7 T= When loftar in hrv ~harts # mandiian annfine



Resident

Numeric identifier,

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

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION

:CTION AB. DEMOGRAPHIC INFORMATION

SECTION AC. CUSTOMARY ROUTINE

~1.| DATEOF {Date the Note — Does not include readmission if record 1.|CUSTOMARY] 3 i % ;]
“ enmRY dosedatsgyae temporary discharge to hospial etc. In such cases, s prior | ROUTINE (Check all that apply. ¥ all inlormation UNKINOWN, check kast bax only)
(i yoar CYCLE OF DAILY EVENTS
%
EDIHHIH is BATEOF . -
ENTRY |Staysuplate atnight (eg. after § pm)
to this .
2. ADMITTED 1anatehomelapt.withnotmnehwm'sewm nursing  |Naps regularly during day (at least 1 how) b.
(A;ESIMRY) %Boatdandmte/aggedw home lasth . |Goes out 1+ days aweek &
‘group : :
dAmtewehospita! nommzngu Stays busy with hobbies, reading, or fixed dadly soutine d
%aembmam"hospnaz' oy dim"md Spends most of me alone or watching TV o
3] LIVED Z’ﬁ.ﬁw w \ . i fised T
(p?aligggo 1.Yes Use of tobacco products at least daly g.
oL B NONE OF ABOVE h,
1" PRIOR EATING PATTERNS
a2 (T 1] — :
[X RETS_II}\)EN- zawymamnta’?im l;vedind:mgSyearspmrbdateof - Eats alormostdays A
i . ot ekt sy -
PE{?I’?-'&O Stay in other nursing home A I, NONE OF ABOVE L
Other residentiaf facllity—board and care home, assisted kving, group ADL PATTERNS
Mblpsychiatic seth < In bedclothes much of day Im.
MR/DD setting < Wakens to tollet afl or most nights n
. e,
NONE OF ABOVE t Has imegutar bowe! movement pattem
Showers for bathing o
Bathingin PM 4
d NONE OF ABOVE .
N Mo schakin & Techcal o b0 5chod mmm -
39 19'me 7 Bad’msa"emdegee Daily contact with relafives/closs friends };,_
4. High school 8. Graduate degree Usualty attends chuzch, temple, synagogue (etc:) t
(Code tor correct response) . ]
a. Primary Language Finds strength In faith o
k(;-Engﬁsh 1.Spanish 2.French 3.Other Daily animal companion/presence v .
it other, specily - ..
REREREREN inohed i roup actdes N
9.] MENTAL Doesmdemsasoombdwe ‘of mental retardation, NONE OF ABOVE .
HEAIJRHY menta!ikms,ordevelopmemal I . % oo . l"
HISTO UNKNOWN—Resident/famiy unable 10 provide information .
10. , (Mwwﬂm#mmwedbmmﬂmm b2
|RELATED TO |manifested bedore age 22, and are ikely to continue indefinoly)
s"f%%% INot applicable—no MR/DO (Skip to AB11)
Down'’s syndrome [N
Autism .
Epilepsy d
Other organic condition telated to MR/DD o
MR/DD with no organic condition ’ .
11| OATE l SECTION AD. FACE SHEET SIGNATURES
BACK- “SIGNATURES OF PERSONS COMPLETING FACE SHEET:
geooo | | | [ - L .
TION Month Day Year a. Signature of RN Assessment Coordinator Date
ICOMPLETED,
' b. Signatures e Secions Date
c. Date
s . Date
i } e. Date
. f. “Date
g. 4 Date

| ]=When box blank, must enter number orletter T2 1= Whan lattarin v mhacks  anacfifon wactte s



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)

ST TON A. IDENTIFICATION AND BACKGROUND INFORMATION [ 3.1 MEMORY/ Che;:kdaaylls)malmdenlwasmnnallyabletoremﬂdwing

T RECALL
) "NaMe | : ABILITY  |Curentseason & | 11 /choisina nursing home
a. (First) b. (Middle Initial) c. (Last) d. (JuSr) Location of own room h‘ oL
2.1 ROOM : Staff namesflaces NONE OF ABOVE are recalled e
nmser | [ [T ] ] | , 4.| COGNITIVE (Madedeas:asregamgrasisofwme)
ESS- 'MDS observation period SIOII).IN?S&-'OR 0. INDEPENDENT—decisions consistent/reasonable
s “ssm | Lastday of flon , DECISION- | 1. MODIFIED INDEPENDENCE—some difficutty in new situations
REFERENCE! B EEER 2 MODERATELY IMPAIRED—decisions poor cues/supervision
Month Year required
- Day 5 3. SEVERELY IMPAIRED—nevetirarely made decisions
— bOng::al(O)or:mrectedcopydbnn(emermmerofoonecnon) 5. INDI%\;__I‘ORS (m”mnm'ﬁyﬁ,’%’fﬁww
4a. \TE Date of reentry most recent temporary ahospital In : conversations direct knowledge
REENTRY |last 90 days (or since last assessment or admission if less than 90 days) DELIRIUM— [of resident’s behavior over this time].
PERIODIC OBehavnor not present
f\WARENESS ﬁncbm(e.g..newmsetotworsermg)
s.| MARMAL |1.Never mamied 3. Widowed S. Divorced a. EASILY DISTRACTED—(e.g., difficulty paying attention; gets
STATUS {2 Manied 4. Separated sidetracked)
6.] MEDICAL b.PERlODSOFA!JEREDPERCEPﬂONORAWARENESSOF
RECORD SURROUND! mov&s orta!ksbsomeoneru
7. gA,\BMRENNTr (Biling Office to indicate; check all that apply in fast 30 days) -~
. EPISODES OF
SFOO%RNCJELS Medicaidperdiem ) | VAperdiem s °mwmmawm mg
STAY  |Medcareperdem | Seffor famly pays for fll per diem | - subject; train of though)
Medicare ancillary Medicaid resident kability or Medicare dmsm'm'mw‘mmm‘mﬂ“mﬁm
part A e co-payment h. movements or caling out
ancilary Private insurance per clem (including e.PERlODSOFLETHARGY staring into spaces
part8 = o paymesdanlt) - dfﬁalttoamuse;ﬁiﬂebody—(&g" T
CHAMPUS per diem Je. _| Otherper L £. MENTAL FUNCTION VARIES OVER THE COURSE OF THE
8.{ REASONS a.anarynem assessment . DAY—{e.g., sometimes better, sometimes worse; behaviors
‘ZOR 2 Wu(requredbydayw) someﬁmpnsem,someﬁmnot)
i X in 6.| CHANGE IN |Resident's cognitive status, skills, or abifiies have changed as
8 2 .- COGNITIVE bstamsofsodaysago(orsumlastmzflws
review STATUS than90 )
; 2, Deteriorated
orreentry | 7. Discharged—retum anficipated
8. Discharged prior to completing initial assessment SECTION C. COMMUNICATION/HEARING PATTERNS
onlyalimited] 9. Reentty ) . ) - W, -
subset of 10.Wmeonmofptmmtedyamm 1.] HEARING [(With heanng appliance, @ used)
MDSI(%I:S 0. IE OF ABOVE AD, takk, TV, phone
need 1. MINIMAL DIFFICULTY whennot in i
completed] b.?od&sfora&gmnentsqumdfoﬂdedwePPSorﬂwsm 2 HEARS N SPES Y epdaker has 1o adiust
2 Modcarm 0y asessrt 3 HGHY ot hoaig
4, Modicare 90 day assessment 12 cg‘l\d#g#l- (Check all that apply during kst 7 days) N
5. Modicare readmission/retum assessment Hearing akd, present and used
- Other. irod assessment DEVICES/ .
‘7i. Medc:g?«c assessment TECH. {Hearingaid, present and not used reguiarly . L3
8. Other Medicare roquired assessment : NIQUES  |Other receptive comm. techniques used {e.g., lp reading) e
S Responlsa. (Check all that apply) Ourable power atomeyfinancial |4 ?IONE%ABW; T d.
BILITY .| 3.] MODES OF [(Check all usad by resident to make needs known)
LeGaL (Lectlowrian oy | Famiy member responside N EXPRESSION Signs/gesturesisounds
GUARDIAN [Other legal oversight |, - Speech d.
Patient responsible for self e & L
Durable of Wiiing messages to Communication board e.
attomey) care | NONE OF ABOVE g express or clardy needs |n, o
10.] ADVANCED (For those derns with supporting documentation in the medical 1.
DIRECTIVES |record, check afl that apply) - Nmnwe sign language NONE OF ABOVE "
R Lvingwil E: Feeding restrictions t 2. MAKING (ngmmmaue)
zmm b | Medication restrictions ’ o uﬁ%'éFn- 0. UNDERSTOOD
, INDERS TOOD~difficulty
not;s:znﬁze c. . N STOOD 1. USUALLY Ul M\gm'dsorﬁnstmg
Organ d 2. 'S UNDERSTOOD—ability is fimited o making concrete
Autopsy request o. NONE OF ABOVE L requests
. 3. RARELY/NEVER UNDERSTOOD
5.1 SPEECH |(Codeorspeach in the Iast 7 days)
S CLARITY S
0. CLEAR SPEECH-~distingt, @ words
SECTION B. COGNITIVE PATTERNS o.d = intellighl
1.| COMATOSE (Pas&mwgeabwsw discemnible consciousness) - 2. NO SPEECH—absence of spoken words
1.Yes (i yes, skip to Section G) 6.1 ABILITYTO |(Understanding verbal ibormaton contert—however abie)
2| {ORY Rewllofwhatwasleamedormown) UNDER- 0. UNDERSTANDS
;) la. Shon-tennmemoryOK—seetrslappwstotewnaﬂerSmn&s | m 1. USUALLY UNDERSTANDS—may miss some partintent of
Lo 0-Memory OK 1. Memory prablem zmesuuoensrmos—mmadmuynm
o b. Long-term memory —seemslappmtstme@allongpast irect communicaion
l 0. Memory OK 1. Memory problem 3. RARELY/NEVER UNDERSTANDS
7.] CHANGE IN {Resident's ability to understand, or hear information has
COMMUNI- |changed as compal ﬁostawsowodaysago(orsmoelast
CATION/ ass&ssmentdlesmanQO
HEARING |0.Nochange 1. lmpmved 2. Deteriorated

] = When box blank, must enter number or lefter (2 1= Whon lotarin e sl # com o - o0



Resident Numeric Identifier

SECTION D. VISION PATTERNS

1. VISION | (Ability fo see in adequate light and with glasses & used) =
. 5.{ CHANGE IN |Resident's behavior status dﬁngedascomparedlostamofw
o'%mmm'mwm“ BEI-lAVlORALdaysago(orsmbstassmnermfl&wﬂ'\anSOdw
1. IMPAIRED—~sees large print, but not regutar print in newspapers/ SYMPTOMS |0. No change eriorated
B oraaar hencine, bt cah Mty obpacas - 2526 SECTION F. PSYCHOSOCIAL WELL-BEING
3HIGHLYIMPAIRED—-ob;ect|demﬁwt:onnquwbon but eyes 1.] SENSE OF |Atease interacting with others 2
to follow objects INITIATIVE/ i
4. SEVERELY IMPAIRED—no vision or sees only ight, colors, or INVOLVE. | c2se doing planned or stuctured actites i
shapes; eyes do not apbear 1o follow objects MENT At ease doing self-initiated activities c
2 TAONS e s.depé??aydfrwmave&;g' wmps'mo e gty hes oun goas e
on one A jects, Pui in
DIFFICULTIES! misjudges placement of chair when seating sef) mmdM(%mmm ’
Experiences any of following: sees halos or rings around fights; sees assists at refigious )
flashes of light; sees "curtains® over eyes b : Accepts invitations into most group activities £
NONE.OF ABOVE
ABOV , _—
Y BT ZONEOF :ns e [ z%&ﬁrn%m Covertiopen Contiict with of repeated Cricism of Sl 3—
lasses; contact lenses; N- lUnhappy with roommate b.
IAPPLIANCES]0. No 1.Yes SHIPS Unt with residents other than "
Openly expresses conflictianger with family/friends
SECTION E. MOOD AND BEHAVIOR PATTERNS Absenc tactwi friend il
(Code for Indiicators observed in Iast 30 days, irr fve of the of personal vith famly e
1, mmcé\goas B espective Recent loss of close family membenfriend "
0. Indicator not exhibited in tast 30 Does not adjust easily to change in routines
- 1mbrdm:ypemwwd?oysﬁredaysaweek NONE OF ABOVE &
s&mo 2. Indicator of this type extibited  daily (6,7 3.PAsrno|_EsSumgidemTiaﬁonwimpastmandifestans N
Emmsﬁw&slmgedetwieeﬁngmbstmlwaam b,
Resident perceives that routine (customary routine, activities]
-verydﬁemtﬁompnorgggmhm( Vs .
NONE OF ABOVE d
SECTION G. PHYSICAL FUNCTIONING-AND STRUCTURAL PROBLEMS
1.|(A) ADL SELF-PERFORMANCE—(Code br resident's PERFORMANCE OVER ALL
mvgo o ions o0, SHIFTS during last 7 days—Notincluding setup)
0. WDEPEgDENT«NoheIpawemgm—OR—Helplmsgupmndedaﬂywramaesr
& Repeg%:g outbrhelp. S “CYCLE 1 SUPERVISK::ys—mersngm, encouragement o cueing provided 3
e N . or more tmes
(%od l.Unplasax. “"md_mm"mg tast7 days —OR— Supetvsuon(Sormm)pksphysmlasmnepmwded
d.Persistemangerwithself k. Insomnia/change in usual . 1 or2 times during last 7 days
ohers—eg, casly sm":::“ 2. LMITED ASSISTANCE—Resident ighy inelver in actviy rocsivedphysical helo
annoyed, X , ETIC, ANXIOUS maneuvering or wmmbwngmaormm—
plawnmmtspghome APPEARANCE . m«shebptmdedaiﬂorzmdn\ghs&?days
d L pained, wonied facial 3. ASSISTANCE—While perionmed part of activity, last 7
e, Self M} ﬁmm ;ﬁ?’cﬂollowmgtype(s)provndedaortr\cwel:mespan over -day
am lamofnouse brows
o s, Crying, tearfulness —Fuﬂstaﬁpetﬁonmnoed:mgpan(bmnotal)oﬂasﬂdays
{. Expressions of what " . 4. mmLDE’ENDENCE—FMStaﬁpeﬁormmofacuvnymmgenﬁre7days
appear o be unreaiste “RWHWWN . 8. ACTIVITY DID NOT OCCUR during entiro 7 days
fears—eg., bﬂmbeng hand wringing, (B)ADLSUPPOHT PROVIDED—(Code for MOST SUPPORT PROVIDED ® ®
being with others fidgeting, picking OVER ALL SHIFTS during fast 7 days; code regardless of resident's self-
s LOSS OF INTEREST performance classilication) L
something temble is about 0. Withdrawal from activities of 0. No setup or physical help from staff w %
lo happent —a.g, bolieve e o O Pty sical assis 8. ADLactiviy Rsefl Gdnot ¢ B
hove s hoartatack gggwwa:mﬁmds“ 3. _Two+ persons physical assist : occurduing entire 7days | 5 | B
al i 0 a BED How resident moves to and from fums side o
p- Reduced social intaraction MOBILITY ' fand posiions body while in bed Wingposilon, e,
2.1 MOOD [One or more indicators of depressed, sad or amdous mood were
PERSIS- Mmﬁmdbymmb'd\eerup'.mole,wrem b.] TRANSFER |How resident moves between surfaces—to/front bed,
TENCE . [the over last 7 days . mmmmmw
0. No mood 1. Indiicators present, 2. Indicators present, WALKIN
. indicators easily altered not eastly altered ¢ ROOM | How resident walks between locations In histher room
3.| CHANGE [Resident's mood status has changed as compared to status of 90 T - . ~
INMOOD daysago(asmehsasmfhﬁmsozﬁ o d Ogalﬁ'l(olgn How resident walks in conidor on unit
No change eriora
4.BEHAVIORAL(A) InIast 7 days e.] LOCOMO- jHow resident moves between locations in hisher oom and
IO RUA-{ (W) Behavioraloy M"“ﬁ"’? TION  |adacent coridor on Same floot K in wheelcha,
18ehavaorofhstypeoowned1b3daysnlast7days ONUNIT_jonce in chiair
2. Behavior of this type occurred 4 10 6 days, but less than dally t.] LOCOMO- mmmnmmmmmm(%
3. Behavior of this type occurred daily TION areas set aside for dining, activities, or treatments). if facility
OFF UNIT  |only one floor, how resident moves to and from cistant areas on
(E!)BehavlmalsymmmailfembllilylnIa-'u'/'daysm“ad the floor. ¥ in wheeichair, self-sufficiency once in chair
B e shoauior vas easly () (B)| [ o[ DRESSING [How resident puts on, fastens, and takes off all kems of street
a. WANDERING (moved with no rational purpose, seemingly Clothing, incuding donning/removing prosthesis
oblivious to needs or safety) h.| EATING mmwwm(@&?ds@mma
b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others nutriton) by other means (e.9., tube feeding, total parenteral
. were threatened, screamed at, cursed af 1| TOILET USE |How resident uses the toliet foom (or commode, bedpan, uriral)
" ¢. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others transfor orvoff toflet, cleanses, changes pad, manages ostomy or
B Fi:é;.‘) C were hit, shoved, scratched, sexually abused) catheter, adjusts clothes
.. = d.geﬁlALLYlN?PPROPRIATEIDISRUPTNE BEHAVIORAL | P&YRCS;IOE:QL Mmmmpetmwene udngconbcgct;alr-
self-abusive acts, sexual behavior or disrobing in public, ’ hands, and perineum (EXCLUDI bathsandshowecs)
smearedthrew food/feces, hoarding, rummaged through others' "
belongings)
e. RESISTS CARE (resisted taking medications/ injections, ADL
assistance, of eating}




Resident i Numeric Identifier

How resident full-oody bativshower, sponge 3,JAPPLIANCES]|Any scheduled toleting plan Did not use tollet roony
2| BATHING ‘&eswmmmmmauoemmo«mmma AND 3{ N & commodelurinal L
Code for most dependent in self-performance and. Support @ ® PROGRAMs (Bladderretainingprogam | | @ e sed ——
(A) BATHING SELF-PERFORMANCE codes appear Extemal (condom) catheter imigation &—-h.
t—N O ided C. Enemas/
?‘ s penc 0 h?bl help only Incwelling catheter d. Ostomy present L
. . . Intermittent catheter NONE OF ABOVE i3
2. Physical help fimited 1o transfer only e.
3. Physical help in part of bathing activity 4.1 CHANGE IN | Resident's urinary continence has as compared to status of
4. Total d . URINARY 190 days ago (or since fast assessment # less than 90 days)
8. Activity itself did not oocur during entire 7 days NENCE ]0.No change 1. improved 2. Detesiorated
(Bathing support codes are as defined in ftem 1, code B above)
3] TESTFOR |(Co0e borabilily during testin the last 7 days) SECTION L. DISEASE DIAGNOSES
BALANCE position Check only those diseases that have a relationship to current ADL status, cognitive
? Mamtamed ,ﬁus&mww mood and behavior status, medical treatments, nursing monitoring, oc risk of death. (Do not
(see training [o pania) )&Wﬁmw o inactive diagnoses)
manual) or stands {sits) but does not follow directions for test . If none apply, CHECK the NONE OF ABOVE
i prbeiend i duprakeieriobd 1 D'SEASESLN OETAROL VEba) ”
a. Balance while standing DOCRI . TPegatien
b. Bal Mﬂe i o, trunk control NUTRm0NAL Wbplesdemss w.
4. FUNCTIONALI(Code for kmitations during last 7 days that interfered with dadly functions or :E:Eles'_'amus 2 .I g x.
L T e ———— o e Joman
MOTION 0. No kmitation 0. Noloss ' = Seizure Gsoder =
1. Limitation on one side 1. Parialioss nearmencutanion .
{see training |2. Limitation on both sides 2. Fullloss W ® |Arteriosclerotic heart disease Transient ischemic attack (T1A) Jun,
mM a. Neck ' (ASHD) d. Traumatic brain injury ce.
b. Am—Inciuding sho'ulderor elbow Cardiac dystythmias °. PSYCHIATRIC/MOOD
¢. Hand—Including wrist or fingers Congestive heart failure t. | Anxiety disorder ad.
d. Leg—including hip orknee Deep vein thrombosis lg Deptesnon' — 1
. Foot—Including ankle or toes ‘|Hypertension n | ; (oot -
f. Other kmitation or loss - JHypotension 1, -] disease) 1t
5.| MODES OF |(Check all that apply during last 7 days) || Pedpheral vascutar disease Schizophrenia -
LO%&I‘IO— Cane/walkedcruich a Wheelchair primary mode of |, [Other cardiovascular disease |k PULMONARY
Wheeled self b locomotion MUSCULOSKELETAL Asthma hn, |
| Other person wheeled c. NONE OF ABOVE e Arthritis L Emphysema/COPD e |
6.]| MODES OF |(Check all that apply during last 7 days) Hipﬁacune. m SENSORY
TRANSFER {50621 alt or most of Sme Lifted mecharically . Missing imb (e.g., amputatiorfn.__ | Cataracts n
a st . o Diabetic ref Py
Bed rails used for bed mobility Transfer aid (e.g., sfide board, . ':,: ® retinopatty
or transfer b, trapeze.w\g.gﬁnefblace) o Pathological bone fracture  {p, Glaucoma : *
" NEUROLOGICAL i
Lifted manually Ic‘ NONE OF ABOVE A rorer Fmdegenem o
SomeoralofADLacuvm&swerebmlenmaMsdumgth : . 3
L dayssomauwdentcowdpetbrm : Aphasia L Allergies ne
e : 1 Yes (Cerebral palsy .| Anemia oo,
8. ADL Rwdembgﬁmhelshestzpdﬂedmeasedhdependeneenax I : Cerebrovascular accident HCancer Iop.
REHABILITAT (stroke) + | Renaltaiure
TION |Direct care staff believe resident is capable of increased independence |, Dementia other than NONE OF ABOVE "
. | POTENTIAL {in at least some ADLs Alzheimer's disease
Resident able to pedorm tasks/activity but is very siow c 2.[INFECTIONS (lfnoneappIyOHECKﬂleNONEOFABOVEbwt}
Difierence in ADL Self-Performance or ADL Support, comparing " Antbiotic resistant infection Septicemia
momings 10 evenings (e.g, Methicilin resistant |, Sexasally transmitted diseases
NONE OF ABOVE o staph) L [Tuberouosi L
9.| CHANGE IN | Residents ADL sell-periormance status has changed as compared o | Clostridium difficle (c. Gft) rinary tract infection In last 30
ADL to status of 90 days ago (or since fast assessment if less than 80 Conjunctivitis c gays tadt i
0. No change 1. lmproved 2. Deteriorated HIV infection | Viral hepatiis k
_ Pneumonia . | Wound infection L
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection t, NONE OF ABOVE m.
1.JCONTINENCE SELF-CONTROL CATEGORIES :
(Code for resident's PERFORMANCE OVER ALL SHIFTS) H e L1t lel |
ORMORE b [ 1t el
0. CONTINENT—Complete control fincludes use of indwelling urinary catheter or ostoy pETAILED |
device that does not leak urine or stool] D!A?‘GDNOSES c L1 el 1
1. USUALLY CONTINENT—BLADDER, incontinent episodes once a week or less; CODES |¢ Pl Jlel 1
BOWEL, less than weekdy ‘ . P11 el |
OCCASIONALLY INCONTINENT—BLADDER, 2 times a week but not daily;
zmma’;ﬁ* ENT—ELADDER, 20rmore fmesa “¥ | SECTION J. HEALTH CONDITIONS
3. ENTLY INENT—E E‘}\, ed o be i daiybut 1,053::'031554 (Check all problems presentin last 7 days unless other time frame is
control present (e.g., on day shift); BOWEL, 2-3 imes a week DITIONS m"mmccalim"’ RS OF FLUID DizzinessNVertigo .
4. INCONTINENT-—Had inadequate control BLADDER.rmhpledaiyeptsod&s: STATUS Edema q.
BOWEL, all (or almost all) of the time Weight gain or loss of 3 or Fever o
a.! BOWEL Commloﬂ;auelnnvenmtmhappﬁaneeofbowdm more pounds within a 7 day Hallucinations L
NENCE . Inability to lie flat due to w L
“ADDER Controlo(umatyb(adder (if dribbles, volume Insufficient to Recmemlungaspmhonsn
&F mroughmderpan )mmapplianoes(e.g_,bley)orcomwnoe : shortness of breath _ y
- E - |programs, it employed Dehydrated; output exceeds stmofbmm -
2| BOWEL |Bowel elimination pattem Dianhea c ’ input Syncope (famng) -
ELIMINATION] reguiar—at least one a - ! tnsufficient fiuid; did NOT =
PATTERN |movement every three days impaction » d , consume allalmost all iquids n
Constipation b. NONE OF ABOVE o provided during tast 3 days o.
OTHER (o
[ W A

MDS 2.0 01/30/98



Resident

Numeric Identifier

SECTION M. SKIN CONDITION

* SYl\ingb(‘)MS (Codemelﬁghestlevdofpain tinthe last7 days] ULCERS gwe.llmngne ofa‘asma!eam( )Codealthat “g&
i [Zero, amly «
mewmo\:ﬁm b.:NTENSWpaiﬂ:ofpam “’g”‘;“" during L2 7 days, Code 8= & or more) [Requires full body exam] §§
- USe; -
shows evidence of pain 2. Moderate pain a. Stage 1. A persistent area of skin redness (without 2 break in the
_ 0. No pain (skip 1o J4) 3. Times painis skin) that does not disappear when pressure s refieved,
ST 1. Pain fess than dally " homble or excruciating b.Stage 2. A partial thickness lass of skin layers that presents
RS 2. Pain daily Masaﬂabfmi.bﬁslerorshamaalec
"1 3] PAINSITE |{f painpresent, check all sites that apply in last 7 days) ¢. Stage 3. Ammdmofslqnsbst, g the subcutaneous
Back pain a__| Incisional pain ¢ e o 2 oocp cralor wilh o without
Bone pan b _|Jontpain(oherthantip) g d.Stage4. A fulltickness of siin and subcutansous tissue i lost,
(Chest pain while doing usual Soft tissue pai ., lesion, exposing muscle or bone
s e muscie) P s h TYPEOF (I-bfeaduypeduceccode:rﬂwhlghedsmgolnﬂnlasﬂ
Headache d Stomach pain L ULCER using scale in item M1—ie., O=none; stages 1,2, 3, 4) days
Hip pain e Other 13 a. Pressure ulcer—any lesion caused by pressure resulling in damage
4.| ACCIDENTS ‘(:i.{wdw'm;:ysppm of underlying tissue el
. inpast30 : a Hip fracture in last 180 days  |¢, b, Stasis uicer lesion d jon inthe
Felinpast31-180days [, | Otherfracture inlast 180 days e iioat—open lesion caused by poor circuiation i the lowe
NONE OF ABOVE HISTORY OF |Resident had an uicer that was resolved or cured in LAST 90 DAYS”
S.| STABILITY |[Conditions/diseases make resident’s cognitive, ADL, mood or behavior RESOLVED
g{% ONspauems unstable—{fluctuating, precarious, or deteriorating) 8 ULCERS _10.No 1.Yes
CoN GTHER SKIN|(Check all that apply during Iast7 days)
Resident experiencing an acute episode or a flare-up of a recurrent or b ggolgs " N n
End-stage disease, 6 or fewer months to five c. PRESENT |Bums (second or third degree) b,
NONE OF ABOVE d Opmlmwxerﬁmubers,mm(e.g.,mmerledms) 3
. Rashes—e.g., intertrigo, eczema, drug rash, heat rash, herpes zoster |d.
SECTION K. ORALNUTRITIONAL STATUS S desensiized 1 pan orresSure *
or cuts {other than surgery) L
1.] ORAL |Chewingproblem ™ Surgical wounds
PROBLEMS {Swallowing problem b, -
pain = NONE OF ABOVE h
NON“ E OF ABOVE . SKIN  |(Checkall that apply during last 7 days}

2.1 HEIGHT Record(a.)helmthlnd)esand(b.)welghtlnpomds.sasewagw; F&g ing device(s) bor chalr 2
AND  |recentmeasure in last 30 days; measure weight consistently in accord with Pressure relieving device(s) for bed b,
WEIGHT m%mg,nmaﬁwmmmmm Tuming/reposiioning program o

n | | Nutrition or hydration intervention to manage skin problems - n
8. HT (in) b, WT () Ulcer care e,
a. Welght loss—5 % or more in last 30 days; or 10 % or more in last Surgical wound
18mg!ays e f.
0.No ) 1Yes Aﬁabonofdrm\gs(mm«w#mwpwm)oﬁmm
b.Welght gain—5 % or more i fast 30 days; or 10 % or more n fast 9
w;‘?,,,s Appiication of cintments/medications (other than 1o feet) h
0.No 1.Yes Other preventative or protective skin care (other than to feet) L
4.| NUTRL |Compiains about the taste of Leaves 25% ormore of food . NONE OF ABOVE L
PRO“%NAL many foods a uneaten at most meals FOOT - |(Checkallthat apply during last7 days)
LEMS | oqutar o repeti NONE OF ABOVE PROBLEMS Rwdemmsoneormofebotpmblm—e.g, callouses,
jar of repetiive n AND CARE |tymions, hammer mwedappmba.pmsvumalpmblem a
s.| NUTRI |(Check all that apply in last 7 days) Infection of the foot—e.g., celluliis, purulent drainage ib.
mé%mm@mv a. | Dietary supplement between Open lesions on the foot <
ES  |Feedingtube | meas Nais/catiuses trimmed during last 90 days "
: -Ptate stabilized built-up Received or foot care used '
Waﬂmw N mersag"‘:g. prevteganve pm)tecuva (eg. speena!shoes.t
Syringe (oral feeding) d___| Ona planned weight change Appication of dressings (with or without topical medicafions) t
Therapeutic diet o program NONE OF ABOVE Ig_
NONE OF ABOVE. .
Section L If nelther 5b Is checked) )
6'C)RENI'EF(AL%_SMC‘::’mm LI” dWSanor' tes the resid SECTION N. ACTIVITY PURSUIT PATTERNS
pamnt feedings TIME (Check appropriate time periods over last 7 days)
oral or tube “““{'57,%7% AWAKE Rﬁumﬁeaﬂ«mdmae.,mpsmmummem
11%b25°/. 4.76% to 100% per ime period) in
2.26% 0 50% Moming [: Evening
Aftemoon b. NONE OF ABOVE
1b. Code the average fluid intake Vortubeinlast7
0.None pemay 1 to 1500 cc/day davs (If resident is comatose, skip to Section O)
3 1los00cdiay gg}g%m 2 AVERAGE [(When awake and nof receiving reatments or ADL. care
. Mowmslsri?m&—nml%\g\gggm gN%mmmofm

SECTION L. ORAL/DENTAL STATUS 3_rpmm (i:heckaﬂseﬁngsh which activities are preferred)

1.1 ORAL Debns(soft.easilynnvableabstaxw)prsemnnnuhpnorb ACTIVITY  |Own room a .

STATUS AND) going to bed at night SETUNGS Ioaysaciviyroom |, | Oubskdefaciy @

"D(SEASENPESMWMQW o Inside NH/offunit [ NONE OF ABOVE L3
Somefall natural teeth lost-~does not have or does not use dentures | GENERAL [(Check all PREFERENCES whether or not activy & currenty

R {or partial plates) ACTIVITY |avadable to resident Trips/shopping o

l K \, . g . loose, o carious teeth I?Q‘Ege%n. Cards/other games : . "

ingiva): F adapted to | CRASanSs ;

N g\mm(gngva),snoﬂenwueedngmomlabcm (resi%ent's Exercise/sports " Wagdmgw -

] . . current | Music a | Gardeningorplants k

SD;;}: cleaning of teeth/dentures or daily mouth care—by resident or ab"it'es) A N n Taliing or sing "

NONE OF ABOVE Spiritualireligiouss Helping others L

acuvities £ NONE OF ABOVE m.




Resident Numeric tdentifier

5.1 PREFERS |Code for resident preferences in daily routines i ‘
CHANGE IN 0. No change 1, Shight change 2. Major change 4 D%%Es Syﬁemmmngmmm"m’
Rgc%zle Type of activities in which resident is currently invoived anmmiz.ggg&:smandaﬂy
. Extent of resident involvernent in activities Beod rais dy -
™ >TION O. MEDICATIONS :*Wmmgﬂﬁzgj&m e s
—Oﬂbeltyp&s one
“ INUMBER OF | (Record the number of different medications used in the last 7 days; "
MEDICA- (enter"O'inmweq days ¢ Trunk restraint
TIONS . d. Limb restraint
2. NEW (Resident currently receiving medications that were initiated during the ¢. Chair prevents rising
MEDICA- | fast 50 days) 5.| HOSPITAL |Record number of imes resident was admitted to hospital with an
TIONS |0.No 1.Yes lovemight stay in last 90 o since last assessment if less than 90}
3.JINJECTIONS | (Record the number of DAYS injections of any type received during %(Wo@tﬁi i ‘
the fast 7 days; enter “0" i none used) 6. Record number of times resident visited ER without an overnight stay
4. DAYS |(Record the numberof DAYS during last 7 days; enter 0" ifnot inlast 90 days (or since last assessment if less than 90 days).
RE?HE%IED used, Note—enter *1* for fong-acing meds used less than weekly) S)  |(Enter0 no ER visits)
a. Antipsychotic 0 7.] PHYSICIAN {inthe LAST 14 DAYS (or since admission if less than 14 in
FOLLOWING! "~ d Hypnote VISHTS. |aciiy) how many deaye has the physicin (of authodsed pectaant or
MEDICATION | b. Antianxiety e. Diurelic practiioner) examined the resident? (Enter 0 ¥ none)
c- Antidepressant el | 8.| PHYSICIAN hmut:“rumvs(oé?ﬁmﬁmm@nmmh
SECTION P. SPECIAL TREATMENTS AND PROCEDURES R oner) oo Do ey ooy Do ot oo
- [1.] SPECIAL | SPECIAL CARE—Check treatments or programs recewed during renewals without chiange. (Enter 0 & none) i
TREAT | thelast14days 9.] ABNORMAL } Has the resident had any abnormal lab values during the tast 90 days
yﬁ%‘cfg, LAB VALUES) (or since admission)?
DURES, AND| | FCATMENTS TR Veiatoror respicator 0.No - L¥es
PROGRAMS | Chemotherapy a PROGRAMS ' ~
zalyscs _ b, Alooholidrug treatment SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS
& . S 1.| DISCHARGE |. Resident expressesfindicates preference 1o retum 1o the community
Intake/outpust d Alzheimer'sidementia special POTENTIAL .
foring acute care unt L3 0.No 1.Yes
conc'mm: jonng nedical 1o, Hospice care o {b-Resident has a support person who is positive towards discharge
Ostomy care t :edame‘:: 2. 0.No 1.Yes
Oxygen therapy 3 Ef',“_ 3 ¢. Stay projected to be of a short duration— discharge projected within
tion N Training in skills required to : %(&m%m@wgemnde@)
Radia retum 1o the community (e.g., 0.No 2. Within 31-90 days
Suctioning L m > homm 1.Within 30 days 3. Discharge status uncertain
facheostomy shopping, transportal OVERALL |Resident's overall seif sufficiency has changed significantly as
T oy care 3 ADLs) z CHANGE IN |compared to statiss of 90 days ago (o since tast assessment if less
Pt Transfusions NONE OF ABOVE cmeussosimaﬁoso ] 2. Dotor )
. fewer 2, Deteriorated—receives|
) b. THERAPIES - Recond the number of days and total minutes each of o O g 1, e 2 e
following therapies-was administered (for at least 15 minutes a in restrictive level of care :
the last 7 calendar days (Enter 0 if none or less than 15 min. dai
N o ~
= # of days administe mi or more
(B) = total # of minutes provided in last 7 days @ (®) S:EC‘:ION F;.:SSESTSMENT 'NFOT::\HOP: =
ry .] PARTICIPA- &Mt .
Speech - language pathology and audilogy services| ONIN |1, Famiy: ONo  1Yes  2Nofamily
Occupational therapy MENT |G Significantother:  0.No 1.Yes 2.None
Physical therapy 2. SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
Respiratory therapy .
.Psychological therapy (by any icensed mental a. Signature of RN Assessment Coordinator (sign on above line)
mm,m.(hm%nﬁom inlast 7 days—no nwm Illlllll]ll
(Check all or strategies used 7 as - -
2 TION maiter where received) Morth Day Yoar
FORMOOD, | SPocial behauior symptom evalution progam . . :
BEHAVIOR, | Evaluation by a kcensed mental health specialist in last 90 days o ¢ Other Signatures ‘Tl Sections Date
COGNITIVE Group therapy
toss . c. d 4 Date
. Resident-specific defiberate changes in the environment to address
mood/behavior pattems—e.g., providing bureats in which to cummage |y . Date
Reorientation—e.g., cueing e. i Date
NONE OF ABOVE . it
3.| NURSING |Record the NUMBER OF DAYS each of the following rehabilitation or Date
{ REl-Il;nglLITA- restorative technk or practices was to the resident for %
TION/  |more than or equal to 15 minutes per day In the fast 7 days Y Date
RESTOR- |(Enter 0 if none or less than 15 min. daily) )
ATIVE CARE ja. Range of motion {passive) f. Walking
b.Range of motion (active) g.Dressing o grooming
c. Splint or brace assistance h. Eating or swallowi
TRAINING AND SIaLL -LAnputaﬁonlptosﬁmism
PRACTICE IN:
. d. Bed mobility - 1 Communication
b e. Transfer k. Other



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) S=subcutaneous (SQ) 8=inhalation
2=sub lingual (SL) 6=rectal (R) 9=enteral tube
3=intramuscular (IM) T=topical 10=other

4=intravenous (IV) _
3. Frequency. Code the number of times 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

1H=(QH) every hour (includes every 12 hrs) 4W=4 times each week
2H=(Q2H) every two hours 3D=(TID) three times daily 5SW=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 1M=(Q month) once every month
6H=(Q6H) every six hours 1W=(Q week) once each wk 2M=twice every month
8H=(Q8H) every eight hours " 2W=two times every week C=continuous

1D=(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 topicals, eye drops, inhalants and oral medications thatneed to be dissolved
in water..

S. 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 | 2.RA | 3.Freq | 4.AA | 5.PRN-n_ | 6. NDC Codes

——ﬁ=
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MDS QUARTERLY ASSESSMENT FORM Numeric Identifier
Al RESIDENT E1.|INDICATORS [VERBAL EXPRESSIONS SLEEPCYCLEtSSUES IR
o Eg&s- OF DISTRESS . Unpleasant mood in morming
a. (First b. (Middle initi c.(Last d.(J
22| ROOM = e el == = N oot K fsomrialchange in
NUMBER EL__[:I__—D SADMOOD | fears—e.q., fear of being sieep pattem
(cont) ned left alone, SAD, APATHETIC, ANDIOUS
Aasstasrs- a Last day of MDS observation period being with others APPEARANCE
- . g. Recument statements that L. Sad, pained, worried facial
REFERENCE |||IDL]||I|| = fotl s bou @prssions e, harowed
Month Year ’
he or she is about to die, .
b. Original (0) or comected copy of form (enter number of comrection) have a heart attack mCrymg.twfukm i
" nnepeuuvephyml
Jdal DATEOF |Date of reentry from most recent tempomrydischafg e to a hospital h. Repetitive health 3
REENTRY |{last 90 days (or since last assessment or admission l&sslhanSOdays) Y g- handwmgng.r&sms,
porsictently Seeks medical fidgeting, picking
HESHEESEERE : LOSS OF NTEREST
Month Day Year 0. Withdrawa frorm activities of
A6.| MEDICAL bngstandnga'gvnm n
recoro || | [ | [ {1 ][] berg i artircs
B1.| COMATOSE (Pelsstentvegemvestalmdsoenﬂeaxmwsne%)' P ’
1.Yes (Skip to Section
iB2.| MEMORY [(Recall of what was leamed or known)
JE2.] MOOD depressed,
Short-tenm memory OK—seems/appears to recall after 5 minutes PERSIS- to “cheer
0. Memory OK 1Memotyptoblem TENCE O.No ll;ysta_t’tempts v oonsole,orreassl.re
b. OK—seermIappwsmetzl mood 1lndimtorspmem. 2.Indicators present,
laol&g-te r&ozmoty K long past — (Andimors easly altered not easdy altered
! Y probl E4.BEHAVIORAL )Behavioralsynmnfrequencyhlasﬂ
IB4.SKII.LSFOI-'(( o(daﬂyﬁb) SYMPTOMS 1%? typeocwrredi .’:h:!aysdays
to inlast7 days
DAILY  10. INDEPENDENT—decisions consistent/reasonable Behavior
DECISION- |1. MODIFIED INDEPENDENCE—some Giicuty i new situations . R Bobior ot s e o dan, s butless than daty
2. IMPAIRED—decisions poor; cues/supervision l(B)BehaviomIsynptomalterablmyhlasﬂdays
0. Behavior not present OR behavior
&'gcguVERﬂYMHMRE)—nmdmelynadedec&ons 1. Behavior was not easily (A) (B)
B5.|INDICATORS }(Code for behavior in the last 7 days.) [Note: Accurate assessment a. WANDERING (mioved with no rational purpose, seemingly
OF o}nqdres witth )[Iamllym‘:ohavmﬂmamowledge obﬁvmsbnee(dsorwety)
DPEéJRFI“UM— resident’s behavior b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (cthers
DSORODI_C (1)Bel'tavnornotpmsetﬂ:’twf were threatened, screamed at, cursed at)
DERED Behavior present, recent onset
2. Behavior overlast 7 different from resident's usual €. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (cthers
“HINKING/ mmmmm were hit, shoved, scratched, sexually abused)
a.EASILY DISTRACTED—(e.g., difficulty paying attention; gets d. SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL
' self-abtsveat(:s.senalbehavmordsmbng public,
b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF smearedthrew food/ffeces, l\nmage:;wmw\ecs’
SURHOUNDINGmg..mrpsortaksbsomeonenot belongings)
present; s else; confuses night and
day) e.RESlSTSCARE(m?stedta}angmedmonslqeebons,ADL
assistance, or eating|
¢ EPISODES OF DISORGANIZED eg. speechis
s bl G1.| (A) ADL SELF-PERFORMANCE—(Code bnw’dem‘stFORMANCEOVE?ALL
incoherent, nonsensical, imelevant, or rambling sbjedb
subject; foses train of thought) o SHIFTS during last 7 days—Not including setup)
¢Pmmsmmm%m“mﬂm 0. INDEPENDENT—No heip or oversight —OR— Help/oversight provided only 1 or 2 imes
dohng.naplms,ek:tmquempomond'mg&s: physical duringlast 7 days
or cafling out) 1 m&o»—m @mgemem )mma«mmdﬁ
~—OR~— Supervision (3 or more tmes| physical assistance
&PERIO(‘JDSOFLETWH:HGYWWMW Tor2 8 Joring last 7 days
£. MENTAL FUNCTION VARIES OVER THE COURSE OF THE 2 ident highly involved in activity, received physical help
ofinbsotomermmemtbeanngmaormm—
DAY -—5{8.5- sometimes befle, sometimes worse; behianiors mﬁahebptwdedaiy1or2&nesdﬂ\glad7days
C4. {Expressing informaton able) 3. EXTENSIVE ASSISTANCE—Whie resident performed part of acivity, over kast 7-
uf:%léFn 0. UNDERSTOOD mWeng\t dbhmgwtype(S)P'W‘dOdSOrmmm day
3 USUALLY UNDERSTOOD—difficulty finding words ﬁn-shlng -
STOOD 1. thoughts u or — Full staff performance during part (but not alf) of last 7 days
’ 2 SOMETIMES UNDERSTOOD—ability is limited to making concrete 4. TOTAL DEPENDENCE--Fut staff performance of activity during entire 7 days
3. A S NEVER UNDERSTOOD ' 8. _ACTIVITY DID NOT OCCUR during entire 7 days (A
}C6.] ABILITYTO |(Understanding verbal information content—however able) a. BED How resident moves 1o and from position, tums side to side, and
UNDER- ;.UNDERS'D\NDS MOBILITY |positions body whée in bed Y%
SHAND. 11, USUALLY UNDERSTANDS—may miss some partintent of b.| TRANSFER [Fow resdent moves botween suraces—oiom: bed, chair
nm wheelchalr, standing position (EXCLUDE to/from bathvtodet)
28 IES UNDERSTANDS—responds adequately to simple, WALKIN
direct communication e. ROOM How resident walks between locations in his/her room.
(30595 %%mum/‘ggsﬂw days, krespective of the WALK IN
d . . . .
Efl. INDIC‘;\;'ORS = 'm 20 o CORRIDOR How resident walks in comidor on unit.
Indicator not exhibited in
DEPRES- 1hdcamrof typemmbnedwtoﬁvedaysaweek e. Lo.gg:fo' How resident moves between locations in hisher room and adjacent
ANXIETY, |2 lndicator (6, 7 days a week) ONUNT [o0mdor on same floor. f in wheelchair, seif-suficiency once in chair
. “DMOOD VERBALEXPRESSIONS RepeMvevethom—-
R DISTRESS caling .| LOCOMO- [How resident moves 1o and retums from off unit locations (e.g., areas
P OF e.g.od outiorhelp. TION set aside for dining, activities, or treatments). if facllity has (o?\!'.yone
Mgy a.Rwdentmadenegauve OFF UNIT |floor, how resident moves to and from distant areas on the floor. if in
statements—eg., * wheeichalir, self-sufficiency once in chair
matters; Would rather be .| DRESSING [How resident puts on, fastens, and takes off all tems of street s
A * {dlething, including donning/removing prosthesis
long; Let me h] EATING [How resident eats and drinks (regardiess of skill). Includes intake of
) i i nourishment by other means (e.g., tube feeding, total parenteral
b. Repetitive questions—e.g., nutrition).
“Where do I go; Whatdo |

do?




Resident

i.| TOILET USE |How resident uses the toilet room (or commiode, bedpan, urinal);
transfer on/off toilet, cleanses, changes pad, manages ostomy or
catheter, adjusts clothes

J.| PERSONAL How nwdent maintains personal hygiene, incl

HYGIENE

uding combing hail
and pemeum (%Daepggngm shmvers) drying face, hands,

JATHING

N ]

Acﬁvuyuselfddnotoccurdumgenme7days

(A)

placed residents ai
RANGE OF (A) RANGE OF MOTION
No fimitation

1 Limitation on one side

2. Limitation on both sides 2. Fullloss

ONAL(Codebrhmmmdm;?Iasﬂdaysmamlerbderdaﬂyﬁrmzsor
B VOLUNMRYMOVWEVT
() poeh

1 Partial loss

A @)

a. Neck

b. Am—Inciuding shoulder or elbow
¢. Hand—Including wrist or fingers
d. Leg—inciuding hip or knee

e. Foot—Including anide or toes

f. Other limitation or loss

(Check all that apply during last 7 days)
Bedfast all or most of ime

a&
Bed rails used for bed mobility
or transfer b.

MODES OF
TRANSFER

NONE OF ABOVE

H1.)

CONTINENCE SELF-CONTROL CATEGORIES ]
(Code for resldent’s PERFORMANCE OVER ALL SHIFTS)

0. CONTINENT-

device that does not urine or stool]

BOWEL, less than weeldy

ecomol[indudesweofnmelﬁmwmarywo‘)eterorwtorry

1. USUALLY CONTINENT—BLADDER, incontinent episodes once a week or less;

Numeric Identifier

.| STABILITY
OF

ICONDITIONS

status unstable—{fluctuating, precarious, or deteriorating)

Resident an acute ora of a recurrent or
p,?.ge"e"“"g episode or a flare-up

End-stage disease, 6 or fewer months to five
NONE OF ABOVE

Conditions/diseases make resident's cognitive, ADL, mood or behavior

N T

K3.

WEIGHT
CHANGE

a. Weight loss—5& % or more in last 30 days; or 10% or more in last
180 days
0.No 1.Yes

b, Weight gain—5 % or more in last 30 days; or 10 % or more in last
180 days

0.No 1.Yes

Feeding tube
On a planned weight change program
NONE OF ABOVE

M1

1 (Duetoany

ULCERS

cause)

eoordmemmterdtdoasateadwwer
Coea atash me““‘ Codo al st pply
dumglasl? Code 9= 9 ormore.) [Requires full exam.]

Number|™ |7 |F
at Stage

a.Stage 1. Apecs&entamdslmmdm(wmmabmknm
skan) that does not disappear when pressure is relieved. *

b.Stage 2. A partial thickness loss of skin layers that presents
clinically as abcasim.b&ef.orshaﬂonaatec

c.Stage 3. AMhdmofsknisbst.
pmemsasadeepuater
adjacent tissue.

the subcutaneous
or without

d. Stage 4. A full thickness of skin and subcutaneous tissue Is lost,
exposing muscle orbone. -

TYPE OF
ULCER

scale in item Mi—ie., O=none;stages 1, 2, 3, 4)

Pressure uicer- lesion caused ing in
a.d u .—any by pressure resuiting in damage

b.Stasnsdcer—openleaonmusedbypoormlaﬁonnmem

(For each type of ulcer; codeforthelﬂgh&smeh the last 7 days using

-

F

TIME
AWAKE

time perlods over last 7 days)
l(-lademamwormofm(w.,napsmnmmanmtmr

e o
Aftemoon NONE OF ABOVE

a
b,

(if resident is comatose, skip to Section O)

2 m%wgomwm—emmzammaweekmmm [N AVERAGE (When awake i ot roceiving reiments or ADL. care)
INVOLVED IN 0. Most—more than 2/3 of time 2, Little—less than 1/3 of time
\ FREOUENTLYINOONWNENT—BLADDER.tendedbbemomnemdaﬂyMsome ACTIVITIES |1 131 23 0f mo
- control present (e.g., on day shift); BOWEL, 2-3 tmes a week IES |1. Some—fom 13%0230ftme __ 3. None
j01.|NUMBER OF (Recordﬂwmmberofcﬂﬂemﬂnmmwednﬂwlasﬂdays
4. INCONTINENT—Had inadequate control BLADDER, muttiple dally efisodes; MEDICA- | enter "0 none used)
BOWEL, all {or almost all) of the time TIONS
a| BOWEL |Control of bowel movement, with appliance or bowel continence 04.]  DAYS (Reowdd:emberdDAYSdn)glasﬂdays:eMer'O'im
m ptogtanolstdenpbyed o RECTEIélEn used. Note—enter *1* for long-acting meds used less than weekly)
B BLADDER |Conolof uhary Haddst fncion (f iities, okmo neioer © a Anipsychofic d.Hypnoic
CONTI Wu?mderm) Wmappﬁam%(e.g‘.bley)«conmenoe JMEDICATION | b. Antiarudety . Diuretc
NENCE . . ©. Anfidepressant
H2,] BOWEL [Fecalimpaction - | NONE OF ABOVE . Pa.| DEVICES 1Use the following codes for last 7 days.
f FEIJMINATIONI e AND _ |0. Notused
PATTERN RESTRAINTS|1. Used less than dady
m.APPuANCESlesd'pedjedtoaeﬁngp(an o |indwelling catheter N %egs;d;sdaﬂy .
PrROGRAUS Blacder retrining program |, | Ostomy present p a. —Full bed rals on all open sides of bed
Extemal (condom) catheter | | NONEOF ABOVE L b. —Othertypes of side ras used (e.g., half rall, one side)
12.|INFECTIONS Unnaxytradnfechonlnlast NONE OF ABOVE ¢ Trunk restraint
(lndu;:znly wseaseswagnosedlnmelastsodaysmmm d.grb . b
! a . . .
= mwgoéﬂg?w medmltn;towmmnmmrm risk of death) x Q2. :mdmrsmmlleveldseumwhasdmgedsmfmnw
trnents, nui or
mmggss e wmeelslamgom)smmdsodaysago(amhstmmﬁw
: CARE NE
CODES |, Lt 1 del | 0. No change 1&%% 2. Deteriorated—roceives
5 - L1 lel | restrictive level of care moe
J1.| PROBLEM |(Checkall problems present in last 7 days) R2. SIGNATURES OF PERSONSCOMPLETINGTHEASSESSMENT.
[CONDITIONS | Dehydrated; output exceeds - Hallucinations L
b - NONE OF ABOVE 13 . Signature of AN Assessment COORENATor (Sign on above #ne)
J2. PAIN (Code the highest level of pain present in the fast 7 days)
SYMPTOMS b.Date RN Assessment Coordinator _ _
FREQUENCermwhach b INTENSITY of pain signed as complete
stmsevndenoeofpam . 1. Mild pain ' " Month Day Year
w . No pain (sikdp t 2. Moderate pain
) 1;{@&;‘“’ 3, Times when pain is horrble <. Othor Sigratures Tde Sections Date
gt fy or excrutia m'
o b Pain daily T " Dae
34.] ACCIDENTS |(Check all that apply) Hip fracture in tast 180 days  |e =
Fell in past 30 days a Other fracture in tast 180 days [d. e Date
Fell in past 31-180 days b. NONE OF ABOVE e f. Date

MDS 2.0 01/30/98

Date



Numeric Identifier

MDS QUARTERLY ASSESSMENT FORM

E1.]INDICATORS
(OPTIONAL VERSION FOR RUG II) o OF DISTRESS o IONS
Al. REE\[I)AEENI‘ SION, a.Rwdemmadenegauve
ANXIETY, | statements—eg,*
B a. (First) b. (iddle Inital) c.{Last) d. (7Sn SAD MOOD mattersWowdratherbe
A ROOM :
B [ TT11)
Aﬁ‘SE%{SrS- a. Last day of MDS observation period
permencel | | |~ | [ ] ][]
DATE
Morth Day Year
{b. Original (0) or comected copy of form (enter number of comection)
A4.] DATEOF |Date of reentry from most recent temporary to a hospital in
REENTRY | last 90 days (or since last assessment or admission if less than 90 days)
Morih Day Year
A6.] MEDICAL
recoro || | | [ J P[] 1 1]
B1.] COMATOSE Persnstentvegemvestatahodwembleoamm‘
. § 1Yes  (Skipto Section G)
i82.] MEMORY (ﬁewdmatuaslamedorlmwn) -
StmmmmyOK—-seerrsIappeatsmemlaﬁefsm 9. Recumrent statements that NTE
0. Memory OK 1. Memory problem :;)meﬁung terrible is about o. Withdrawal from activities of
happen—e.g., believes - ., N0 interestin
OL'ong-lermr&oztmry 1—-seemslappwsmem!longpast _ P Of the 5 St 1 e m gerest
Memory Memory problem have a heart attack being with famiy/iriends
B3.] MEMORY/ memmmmmwlm p. Reduced social interact
'}\Bn.rrv Current season a [E2. l’MOOD On:teormoreindi@;ym deprgwed,ado:m:snmdm
i 7 ERSIS- easily altered by attempts to "cheer up®, console, or reassure
Location of own room |p, Thatheisheisinanusinghome g TENCE Iﬂ\emsidemwerlasWdays v
Staff names/faces c. NONE OF ABOVE are recalled e zﬁmmm
1B4| SOGNITVE | (Mads dedisions regarding tasks of dally ) ' E4.BaiAwoaAL(A)amoralmmmfmqwny Tnlast 7 days
DAILY 0. INDEPENDENT—decisions consistentireasonable SYMPTOMS |. ?“Bmd"?‘m"“,mm st 7 days
paglh Behavior o
DECISIOGN- 1MODIFIEDINDE’ENDENCBsomedfﬁaﬂtynnewsmnbons 2 Bet of this g‘;mmdmwsmmmmmy
%memmlﬁw—dmpoocmapervm 3. Behavior of this type occurred dally
3, IMPAIRED—nevedrarely mado decisions ‘ 1 (B) Behavioral Beha,no,,,;’””‘“"p,esem‘éﬁ’“b’”"bmm”’,ge7am@a,md
chmRsl(Codebrbehavmhm%7days.#Note: iocun M:ssmnau 1. Behavior was not easly altered (A) (8)
conversations family dmathedye WANI NG purpose,
DELINIUM—. {0F residents befiavior over ths time} & i 10 oot sy © F50ral purposs, seermingy
"%SRP %mmw%%ma o b.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
DERED z'seravbrpmem."mlastnaysmmmmmsm were threatened, screamed at, cursed af)
L ANKING! | funcioning (e.g., new onset or worsening) . _ €. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others'
2 EASILY DISTRACTED—(e.g., Gifficulty paying attention; gets were ht, shoved, scratched, sexually abused)
sidetracked) d. SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL
BESR0S OF ALTERED PERCEFTION OR AWARENESS OF o ird gkt schbrod b
RROUNDINGS—(e.g., moves fips or someone
WW e/smgé'somevmemelse,cuius&sughtand mmm&gmmm
¢ EPISODES OF DISORGANIZED : . RESISTS CARE (resisted taking medications/ injections, ADL
nonsensical, imelevant, or assistance, or eating)
subject; loses train of thought) . G1. [ (A) ADL SELF-PERFORMANCE—(Code brlaadentSPE?R)RMANCEOVE?ALL
ALPERIODS OF RESTLESSNESS—{e.g., fdgeting or picidng at skin, SHIFTS during last 7 days—Notincluding set.p)
clothing, napkins, etc; frequent position changes; repetitive physical 0. INDEPENDENT—No help or oversight —OR— Help/oversight provided only 1 or2 Smes
nwnemsoraﬂ’ngan) during kast 7 days
&PERDDSOFLEUMGYWWIMW 1 SUPERV!SION—Ovetsgn. encouragement or ptovidedsormomm
difficult :ast‘lzdays W@amm)plwptysﬂ dlﬁy
. MENTAL FUNCTION VARIES OVER THE COURSE OF THE or g days
DAY—(e.g,someum&sbeuef.somenrmwse.behavms 2. UMITED ASSISTANCE—Resident highly involved in activity; received physical heip in
sometimes present, sometimes not) . maneuvetmdimsoromerwmembeamgmwwamm—
. ugnNEiFG ({BExpressing information content—however able) helpprovndedody1or2unesdtmglast7days
0. UNDERSTOOD EXTENSIVE ASSISTANCE—\While resident performed part of activity, over last 7-day
UNOER- | 1. USUALLY UNDERSTOOD—~dificuty fiding words o frishing Wamms)maamm
2. SOMETIMES UNDERSTOOD—ability is fimited to making concrete —-Ftﬂstaﬂpefbmwmd)mgpan(tmmtal)dhsﬂdays
3. A NEVER UNDERSTOOD 4. TOTAL DEPENDENCE—Ful staff perormance of activity during entire 7 days
rc& AglNLll)‘lEYRTO (M)de!sﬁncfrrgvelbalhbnnaﬁonwww—hmrable) 8. ACTIVITY DID NOT OCCUR during entire 7 days
" |0 UNDERSTANDS ADL SUPPORT ED—(CodebrMOSTSUPPORTPROVlDED
it |1 USUALLY UNDERSTANDS—may miss some partfintent of KB)OVERALLSHIFTSM:;glast7days code regardless of residents so-  (A) (B)
S:EA' FE t 2ACe GasS catic (18
) D it mﬁsm‘ﬂﬁﬁ”s”‘” ‘ wately to simle, 0. No setup or physica helpfom siaff & g
S . SRARELY/NEVERUNDERSTANDS . Setup ) ] . X
.. (NDICATORS (Code!or%orsobsewedhlasfaodays,lrr&specﬁveofm 2 %&ﬁmwm 8. &M.%gg&, §_§
DEPRES- 0. Indicator not exhibited in last 30 days a. BED l-kmmsdemnmestoandhomlymgposmmwmssndemsde.
1. Indicator of this exhibited up to five
T Z.hcﬁmtorolmgg:m\baeddaﬂyoramdaay(67daysamek) MOBILITY jand positions body while in bed
SAD MOOD b.| TRANSFER |How resident moves between surfaces—toffrom: bed, chair,
wheeichair, standing position (EXCLUDE to/from bathioilet}




Resident : Numeric Identifier

G1. — (A) B8] [Ha. mpgNAgcss[Awmkaﬁmm a  |indweling catheter <
C. . " o A
ROOM |How resident walks between locations in hisher room PROGRAMS | Bladder retraining program b, Ostomy present L
__d' ORRIOR |How resident walks in conior on uit Extemal (condom) catheter | | NONE OF ABOVE L
.ocho- Howmdemnmcbem;n;“bﬁ:onsnhsm«sgomand MWMMW%&;@MpbWML&?W&M@
adiwemcomdoconm wheeichair, -ﬂxlﬁaency mood and behavior status, medical lwsulgmowtomg,or death. not
ONUNIT |once in chair inactive diagnoses)
LO%(O):‘AO- Wmug%bmmmmwm%a?ﬂs it.| DISEASES (¥ none apply, CHECK the NONE OF ABOVE bax)
areas set aside for dining, activities, or treatments| . .
OFF UNIT |only one floor, how resdent moves to and el rom chstant arcas on : MUSCULOSKELETAL Multiple sclerosis
the floor. if in wheelchair, self-sufficiency once i chair Hip fracture Quadriplegia
g.| DRESSING [How resident puts on, fastens, and takes off all items of street NEUROLOGICAL PSYCHIATRIC/MOOD
clothing, including donning/removing prosthesis Aphasia - e Depression
h] EATING Howresdentwlsanddm!s(regardmofsm) Includes intake of Cerebral palsy
nourishment by other means (e.g., tube S Manlcdepresstve(bpolar
g by (eg. feeding, total parenteral Ceret dar accident disease)
L. | TOILET USE [How resident uses the toilet room (or commiode, bedpan, urinal); ( ) t OTHER
transfer on/off toilet, dmm&s.daang&spad manages ostomy or . HemiplegiaHemiparesis NONE OF ABOVE
(ztheter, ac';usrs 12.INFECTIONS |(f none apply, CHECKtheNONE OF ABOVE box)
.PERSONAL pefsona]hygene.hdtﬂngcmbmg e
. HYGIENE sm?m wastmg/&yng!aee. ?"Wm Sepicemia .
hands,and EX baths and showers) : ;%) a Sexually transmitted diseases |h,
BATHING |How resident takes full-body bath/shower, sponge bath, and ) Tuberculosis L
52 mmawmmauo&mmdmmmn Clostidum ificle (.dft) b1\ ot infecion in last 30
ARty PERFORMANCEoodesappwbelow unctviss &__jdays
o help A) HIV infection d. Viral hepatitis k
1: Supervision—Oversight help only . : = d infection L
2. Physical help fimited to transfer only R%P"awnfewon £ NONE OF ABOVE m
3. Physical heip in part of bathing activity
4. Totaldependence ES
8. Activity Hself cid not occur during entire 7 days | MiDicos _
G3. | TESTFOR |(Cod8 forabiity during testin the ast 7 days) . N 111 je}
BALANCE O.Maimainedposiﬁmas.mhm b LL1 fel |
(see training |- , but able to self without physical support Ji.| PROBLEM (Checkallpmblemspmnlasﬂdavsmwwmﬁamis
manual) - |2 Partal physical support during test CONDITIONS | incicated)
orstands(sﬁs)bmdowmtbﬂwdmcbombrm INDICATORS OF FLUID OTHER
13. Not able to attempt test without physical help . STATUS !
a. Balance while standing : Delusions e
b. Balance whi siting—posiion, runk contro Weight gainorloss o 3or Edema -
(Code for atons dutig aSt T days it Fterered Wi caly ocions or pemd”w'ds a7ay Fever h.
fl[\a)csAqNGEOFMé’#ON“ (B) VOLUNTARY MOVEMENT Inabiity to ke flat due -
o) 1o o
Nolimiaton ' 0. Nokoss shortness of breath '"‘e"‘a‘b'e“‘w'g L
- Limitation on one . Partial aspirations in
3. Limiation on bot sees 2. Fullloss w @ Detydratec; ouput exceeds last 90 days "
a. Neck s GINOT Shortness of breath 3
b.Ann—-Incbdngsho‘ulderorebow - mk&mem Nt Unst%dyga:t Y
. Hand—including wrist ot fingers provndeddtmglast:idays' Vomiting o.
d. Leg—including hip orknee NONE OF ABOVE 0.
e. Foot—Including ankle or toes J2.| PAIN  [(Code the highest level of pain present in the last 7 days)
. £ Other imitafio orloss_ : SYMPTOMS |, FREQUENCY with which b. INTENSITY of pein
G6.| MODES OF |(Check all that apply during tast 7 days) : Fesident complains or. 1.Mid pain
T%ANSFER Bedastalormostoftme [ | NONE OF ABOVE a?mﬁm 2 Moderate pain
Bedlaiswediorbed : . i
. ; mobitylb. 1. Pain less than dally azmesvl_segpanistmﬂe
F. TASK SormoralofADLactwﬂmwebrolenhoswtaslsdwnglast? Pain daly
SEON |5 2 tat resident coutd o them Ja.{ ACCIDENTS | (Chock al s} Hp fractre inlast 160 days  |c.
H1JCONTINENCE S ELF-OONTROLCATEGORIES ' in past 30 days & | Otherfracture inlast 180 days a.
(Code for resident's PERFORMANCE OVER ALL SHIFTS) : Fellinpast31-180days |y, NONE OF ABOVE .
- J5. Conditions/diseases maka resident's cognitive, mood or behavior
0. CONTINENT—Complete control finciudis use of indlwelling urinary caitheter or ostomy STABLLITY mm_{ﬂmm“w&m) .
Resident experiencing an acute episode or a flare-up of a recurrent or o
1. USLMLLYCONHNEIVT—BLADDER.t\conhnemepsodxmceaweekorles; chronic problem
BOWEL, less than weekly End-stage disease, 6 or fewer months to five C.
2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not dafly; NONE OF ABOVE a
BOWEL, once a week Ik1.] oRaL |Chewing problem 8.
3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent diaily, but some PROBLEMS |Swallowing protiem b.
control present (e.g., on day shift); BOWEL, 2-3 times a week NONE OF ABOVE d.
Record (a.) helght In Inches welght in pounds. Base weight
4. INCONTINENT—Had inadequate control BLADDER, mutiple dally episodes; [(2| HEIGHT  |Reo e e et m}ﬁﬂn(&é‘nmgnmawyhmdm
BOWEL, afl (or almost alt) of the ime WEIGHT sﬁnda:déaﬁtypmc&oe—eg.nmafterwdng,bebmnm{mﬂrm
ol AN | Control of bowel movement, with appliance or bowel continence of, and in righiclotes l_l
‘ENCE  |Pogams, femployed . i & HT () b. WT (b)
DER | ContrTofurinary biadder fcion (f Grbles, volumes Frsuicent 1 |K3:] weiGHT [aWeightloss—5 % or more n last 30 days; or 10 % or more in fast
x soak through underpants), with appliances (e.g., foley) or continence CHANGE 180 days
NENCE | programs, if employed 0.No 1.Yes —
H2.| BOWEL |Dianhea c NONE OF ABOVE e b, Weight gain—5 % or more in last 30 days; or 10 % or more in fast
ELIMINATION o . 180 days
PATTERN | Fecalimpaction 4 0.No 1.Yes




Resident Numeric identifier

.
ana W ML

2 Ci last7 P1.]| SPECIAL | SPECIAL CARE—Check treatments or received duri
K5 {4}0% (Check all that apply In last 7 days) ‘ - SPECIAL o SPECIAL CARE programs g
APPROACH- |Parenteralv a On a planned weight change N MENTS,
PROCE- .
ES Feeding tube b 'NONQ O n DURES. AND TREATMENTS I Vervitator or respirator
ABOVE — PROGRAMS | Chemotherapy a PROGRAMS
ULCERS |(Record the number of ulcers at each uicer stage—regardiess of ) .
cause. i none ematasﬁge,reawd'O'(zem).CodeallMapply 2 Dialysis b. AlcohoVdrug treatment
(Due to any |during last7 Code 9= ormore,) [Requires full body exam.] | 59 IV medication e program-
cause) == intake! Alzheimer's/dementia
a.Stage 1. A persistent area of skin redness (without a break in the foutput S PAeivolis special
skin) that does not disappear when pressure is refieved. Moniitoring acute medical .
; Hospice care
b. Stage2. Aparal ickness ossof s ayers tratpresents condition = ;
d'uumllyasanabtasm.blisterorsmm ) Ostomy care 1 Pediatncmt
¢.Stage 3. Afull thickness of skinis lost, g the subcutaneous Oxygen therapy g Respite care
tissues - presents as a deep cra or without Radiat Training in skilts required to
undermining adjacent tissue. ton e remmtomeconmmity(e.g..
d. Stage 4. A full thickness of skin and subcutancous fissue is lost, Suctioning L___ | taking medications, houss
exposing musdle or bone. Tracheostomy care . M)siwma.ua:spaam
TYPE OF | (Foreach type of uicer, code for the highest stage In the last 7 days . Transfusions % NONE OF ABOVE
ULCER using scale in item M1—i.e., 0=none; stages 1,2, 3, 4) . b.THERAPIES - A e of Gays and total minites
a. Pressure ulcer—any lesion caused by pressure resulting in damage the foliowing th rapm»asadmlmstetad(bratleastwmnesa N
of underlying tissue ) in the last 7 calendar days (Enter 0 if none or less than 15 min. daily,
Stasi : . L. [Note—count onty post admission therapies}
b'm uloer—open lesion caused by poor dirculation i the lowe (A) = # of days administered for 15 minutes or more DAYS _MIN __
. (B) = total # of minutes provided in Jast 7 days {A) ()
X Check all that apply during 13517 days) - -
W%EBRL%%“” 1onS, bruk a Speech - fanguage pathology and audiology services
Og‘;.EESSIBO‘NrS Bums (second or third degree) : b. .Occupational therapy '
Open lesions other than ulcers, rashes, cuts (e.g., cancer lesions) 3 . Physicat therapy
Rashes—e.g., intertrigo, eczema, drug rash, heat rash, herpes zoster {d. Respiratory th -
Skin desensitized to pain or pressure .. espie ry §
Skin tears or cuts {other than surgery) s .Psydwlpo(gfw_mpy(byanyhcemedm'al
Surgical wounds Sttt
% P3.| NURSING | Fecord the NUMBER OF DAYS each of the following refiabiliation o
NONE OF ABOVE h, IREHABILITA-| restorative techniques or practices was provided to the resident for
F‘s. SKIN (Checkc all that apply during last 7 days) TION/ moremanoreqmltowmlrwfesperdaymmlast?days
TREAT | Pressure mm(s)b'm a RESTOR- |[(Enter 0 if none or less than 15 min. daily,)
MENTS  |poccire rei . (s)forbed " ATIVE CARE |a Range of motion (passive) f. Walking
Turminah stion " b.Rangeofmobon(awve) -g.Dressing or grooming
Nutrition or hydration intervention to manage skin problems d. ©- Splint or brace assistance h.Eating or swallowing
Ulcer care _ |TRAINING AND SKILL L " .
r e. PRACTICE IN: Amputationfprosthesis care
Swgmlwomdwe . . . ) t. d.Bed mobility } Commumication
mmdm(mwmmm)mmg e. Transfer 1 k.Other
. 5 . - HZS Use the following codes for last 7 days:.
Appiication of dintments/medications (other than 1o feel) h DEX'N%ES 0. Not used i
Other preventative or protective skin care (other than to feet) L RESTRAINTS] 1. Used less than daily
NONE OF ABOVE n 2 Used dally
[e-| FOOT  |(Check alfthat apply cring last7 cays) a. — Full bed ralls on all open sides of bed
PROBLEMS | posident has foot problems—e.g., coms, callouses, -
AND CARE mwmangwovedappngm. g"mmdpmuam a b. — Othertypes of side rails used (e.g., half ral, one side)
Infection of the foot—e.g., cellulitis, pursent drainage b, & Trunk restraint
Open lesions on the foot e dUmbrestaint
Nails/calluses trimmed during last 90 days " €. Chair preventts rising
foot care used special shoes, P7.] PHYSICIAN lnmeLASTNDAYS(asmeadrmnlleslmu n.
Mpadsmmbesepmamm) (eg. e. VISITS heiity}wmdaysl'nsmeplvsn(:an oa;#nodmd or
Apgicat ; it scal meckcat " praciitioner) examined the resident? (Enter 0 ¥ nong)
NONE of {with or ) JP8.| PHYSICIAN |inthe LAST 14 DAYS (or since admission K less than 14 days in
OF ABOVE ORDERS memms uﬁngzedmor
Ni.] TIME Check appropriate time perlods over last 7 days) - |oractiionen), resident’s includa order
AWAKE awake all ormost of time (Le., naps no more than one hour renewals without change. (Entor O ¥ none)
per ime period) in the: Evening 02.| OVERALL |Resident's overall lovel of self sufficiency has changed significantly as
IMomhg c CHANGE IN |compared to status of 90 days ago (or since last assessment if less
Aftemoon b. NONE OF ABOVE d CARENEEDQ”B&\om 1. improved—eceives fewer 2. Deteriorated—receives
-r(lfmldentlscomatose,s!dptoSecﬁonO) . appommw more support
N2.| AVERAGE (When awake and not receiving treatments or ADL care) R2. SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
INVOLVED IN10. Most—more than 2/3 of time 2. Litle—less than 1/3 of ime
ACTIVITIES 1. Some—fmmﬁsto?/solume 3. None -
101.| NUMBER OF | (Record the number of different medications used in the last 7 days; a. Signature of RN Assessment Coordinator (sign on above kne)
v *Seaascompios o L =L L =L
signed as complete - -
03. {INJECTIONS (RecadmemnberomeSmewonsof reoaveddumg
the last 7 days; enter 0" ¥ none used) any bype
j04. DAYS RecoldmenwnberofDAYSdnglay7dayS‘emer'0‘dnot > 9
.. CEIVED SlsedNote—emer'Pbrlongwaw:gmedswed less than weekdy) c. Other Signatures Tite Sections Date
L %"éﬁm a. Antipsychotic d. Hypnotic T =
. TEDICATION|b. Antianxiety Diuret
T ¢. Antidepressant e. Diuretic e. : -- Date
f. Date
- g Date
MDS 2.0 01/30/98 oot

“on e



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

Numeric Identifier

A1.] RESIDENT
NAME
a. (First) b. (Middle Initial) c.(Last) d. (Ji/S1)
A”  ROOM
wweer | [ | | | | |
a. Last day of MDS observation period
Month Day Year
b. Original (0) or comected copy of form (enter number of comrection)
|AMdal DATE OF |Date of reentry from most recenttemporary to a hospitalin
Y |iast 90 days (or since last assessment or admission If less than 90 days)
Month Day Year
A6.| MEDICAL
recono | | | [ | ] L[ [ [ []]
Bl.| COMATOSE 8Pe:sstemvegeta&vesmehodsoemblewmwsw§
. No 1.Yes (Skip to Section
1B2.] MEMORY [(Recal of what was leamed or known)
fa. Short-term memory OK—seems/appears to recall after S minutes
0. Memory OK 1. Memory problem
b, Long-term memory OK—seems/appears to recall
0. Memory OK 1. Memoxy problem long past
IB3.| MEMORY/ Sacstheckallmatmdemmsmnllyabletomwldwm
RBLITY | Comant oons
Cument season a .. .
Location of own room [, That he/she is in a nursing home n
Staff names/faces e NONE OF ABOVE are recaed e.
184, E |(Made decisions regarding tasks of dally ffe)
SKILLS FOR : dady )
* DAILY  10. INDEPENDENT—decisions consistent/reasonable
DECISION- | 1. MODIFIED INDEPENDENCE—some difficulty in new situations
MAKING %D .
2. MODERATELY IMPAIRED—decisions poor; cues/supervision
3.5l IMPAIRED—teverrarely made decisions
(Code for behavior in thelast?days.) {Note: Accurate assessment
requires conversations with and famlly who have direct knowledge
ofrwldent'sbehavlorovermlsmnel
PERIODIC 0. Behavior not
g'EngRt; 1. Behavior present, not of recent onset
2. Behavior present, over last 7 days appears different from resident’s usual
THINKING/
IAWARENESS functioning (e.g., new onset or worsening)
a.EASILY DISTRACTED—(e.g., difficutty paying attention; gets
sidetracked)
S OF ALTERED PERCEPTION OR AWARENESS OF
SURROUNDINGS—{e.g., moves fips or taks to someone not
pr&sem;beﬁmhel 1s somewhere else; confuses night and
c.EPlSODESOFDlSOHGAN eg., speechis
imelevant, or rambiing stbiectb
subject; loses train of thought)
d.PERlODSOFRES‘ﬂ.ESSNESS—(e.g..ﬁdgemgorpudmgatslm
doﬁu\g.mplus,ek:ﬁamemposuﬁon repetitive physical -
maovements or calfing out)
e.PERIODS OF LETHARGY—(e.g., staring into space;
Mbmmmm
{. MENTAL FUNCTION VARIES OVER THE COURSE OF THE
DAY—-(e.g.,somenmbetter,somemmwofsebehavnors
imes present, sometimes
C4.] MAKING (Emr&ssmnbﬂnaaonmmt—-tmverable)
viees.  |o.unpersTo0D o
sToop | 1- USUALLY UNDERSTOOD—itficulty finding words or finishing
2. SOMETIMES UNDERSTOOD—abiity is imited to making concrete
requests
3. RARELY/NEVER UNDERSTOOD
©6.] ABILITYTO | (Understanding verbal information content—however able)
e o unDeERSTANDS ,
OTHERS |1- USUALLY UNDERSTANDS—may miss some partfintent of
2 SOME %?MES UNDERSTANDS—responds adequately to simple,
rect bty /
Ty 3. RARELY/NEVER UNDERSTANDS
s, JPATORS | (Code for indicators observed in last 30 days, Inespective of the
" OF assumed cause)
" DEPRES- 0. Indicator not exhibited in last 30 days
SION, 1. Indicator of this type exhibited up to five
ANX!%rg,D zmoromustypee:dub«eddanyoraknoadaay(s 7 days a week)
SAD M

E1.{INDICATORS |VERBAL EXPRESSIONS h. Repetitive health
OF OF DISTRESS complaints—e.!
DEPRES- i persistently medical
SION, a-ggt“dem"‘ades;‘e,?a‘m attention, obsessive concem
SADMOOD | matters; Would rather be with body
What's the use; L. Repetitive anxious
Regrets having kved so complaints/concems (non-
long; Let me die health related) e.g,,
- . persistently seeks attentior/
Where do / go; Whatdo | WWWMMWUQM,
c. alizati SLEEP-CYCLE ISSUES
e.g., calling out for . Unol t .
d. Persistent anger with self o sleep pattem
others—e.g., easily
annoyed, anger at SAD, APATHETIC, ANXIOUS
placement in nursing APPEARANCE
anger at care received .
e. Self i *l o
amw lamof nouse brows
L:mtmionsofwhat - o
v e, [ Pepesptva
ae—og, bardibarg e A i
being with others fidgeting, picking
g. Recunrent statements that OF EST
Impp.en—e. bi:im * oo o igf
interest—e.g., no interest
heorshetsaboutmﬁe long g"acuvms"‘ or
have a heart attack being with family/friends
p. Reduced social interact
€2.] MOOD Oneormoreindicatotsofdepwed.mdorarmsmoodm
PERSIS: |noteasily altered by attempts to “cheer up®, console, or reassure
TENCE  [the resident over last 7 days
P.N°“‘°°d 1. Indicators present,  2.Indicators present,
. easily altered not easily altered
E4.BEHAVIORALI(A) Behavioral syrmptom last7
SYMPTOMS | D Gehaior et e b e oy 7 cars
1. Behavior of this type occumed 1 t0 3 days in last 7 days
2.Behavnrofhslypeocamed4b6days,bmmmandaiy
3. Behavior of this type occurred daity
(B) Behavioral symptom alterabliity in last 7 days
0. Behavior not present OR behavior was easly altered
1. Behavior was not easily altered (A) (B)
a. WANDERING (moved with no rational purpose, seemingly
obﬁvnouslonee(dsorwety) P
b.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (cthers
were threatened, screamed at, cursed at)
¢ PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (cthers
were hit, shoved, scratched, sexually abused)
d'SYMPTow‘(t\Pnadedsr%pnvesomds. noisiness, screaming,
self-abwveacts,sennlbehavnorordsmbngnpdﬁe.
smearedAfwew food/feces, hoarding, smmaged through others’
belongings)
€. RESISTS CARE {resisted taking medications/ injections, ADL
assistance, or eating)

0. INDEPENDENT—No
during last 7 days
1.

3. EXTENSIVE ASSIST/
— Weight-bearing support

SELF-PERFORMANCE—(Code
O SHIFTS during tast 7 days—Not indluding setup)

lSlON—-Qrersaghtencoutagemem or cueing provided 3 or more times

last7 assistance
R e b e B s il
2. LIMITED ASS! involved in activity; physical heip in

maneuvering of imbs mwmembmmg
m«ehelppmdedorﬂyo:orzmdmnglaswdays

penod,helpofbﬂovmgtype(s)ptwnded3ormmm

—Ftlsta!fpetformamedumgpan(mtmtan)oﬂaswdays
4. TOTAL DEPENDENCE-Full staff performance of activity during entire 7 days
8. ACTIVITY DID NOT OCCUR during entire 7 days

for resident's PERFORMANCE OVER ALL

—No help or oversight —OR— Help/oversight provided only 1 or 2 imes

JANCE—While resident performed part of activity, over last 7-day

KB) ADL SUPPORT PAOVIDED—{Code for MOST SUPPORT PROVIDED

kY

OVER ALL SHIFTS during last 7 days; code regardless of residents seft-  (A)_(B)
performance classification) w
cl=
0. No setup or physical help from staff w e
1. Setupheiponly i x 8
2. One person physical assist 8. ADLactvitysetididnot _| % | o
I3 Two+ persons physical assist occur during entire 7days ~'W | 3
a. 8ED How resident moves to and from position, tums side to side,
MOBIUTY |and positions body while in bed g
b.] TRANSFER [How resident moves between surfaces—to/from: bed, chair,
wheelchair, standing position (EXCLUDE to/from bathitoilet)




Resident Numeric ldentifier

G1. (A) (B)] I|Hs. APPtAINASCES Any scheduled tolletingplan |a. Indwelling catheter @
c-| WALKIN  itiow resident walks between locations i hisher room PROGRAMS | Bladder retraining progam |, | Ostomy present )
d ‘gélﬁfolga How resident walks in conidor on unit Extemal (condom) catheter | | NONE OF ABOVE .

n tween locations in hisher Check only those diseases that have a relationship to cuent ADL status, cognitive status,
~OCOMO- | How resident moves be P in hisher eom and mwwwmmmmmmmmmmamkdmmomm
ONT'ONIT adjwemdc‘:ndoronwnenoocunmeumamseu-wﬁderw 1 e )

UN once in chair inactive diagnoses g
LOCOMO- Howmademmmandmmwmmmm(e%as 11.| DISEASES |(/f none apply, CHECK the NONE OF ABOVE box) - :
TION  jareas set aside for dining, activilies, or treatments). i facllity ENDOCRINE/METABOLICY Hemiplegia/Hemiparesis " ‘
OFF UNIT only one floor, how resident moves to and from distant areas on NUTRITIONAL . . 3
the floor, If in wheelchalr, self-sufficiency once in chair abet , e | Mmm . ,
g.| DRESSING |How resident puts on, fastens, and takes off all items of street m%mmm& Quadriplegia z .
clothing, including donning/removing prosthesis :::SCULOSKE PSYCHIATRIC/MOOD
h.| EATING |How resident eats and drinks (regardiess of skit). Includes intake of fracture Deptmsion
nomsh:)nentbyomermns(e.g , tube feeding, total parenteral NEUROLOGICAL m
i.| TOILET USE eresademmmebﬂetmom(ormmde.beq:an,umat) ¥ . dsease) !
nansferon/oﬂto«w.deans&s,dmgs manages ostormy of Cerebral palsy 5. OTHER
catheter, adjusts clothes Cerebrovascular accident NONE OF ABOVE e |
i.| PERSONAL Howmadem"\amtamspetsonalhyglene,ndudngeonbhg (stroke)
HYGIENE Eﬁt&mﬂw&wmm 12.|INFECTIONS [(if none apply, CHECKtheNONE OF ABOVE box)
hands.andpenneum baths and showers) )
How resident takes fult-body bathVshower, sponge bath, and Antibiotic resistant infection Septiconia g
G2.| BATHING mmawm(asy.uoemgammm) (eg. ;“M‘“m“‘ s |Sexually tansmitted diseases [,
Code for most dependentin staph) T .
(A) BATHING SELF PERFORMANCE codes appear below @) Clostridum difficle (c.Gff)  |& U‘*’,e'mm, i a5t 30 L
0. independent—No help provided Conjunctivits e | aayay tRctinfecton
1. Supervision—Oversight help only . HIV infection d. Viral hepatitis x
2, Physmlheblimnedmuamieronly Preumonia e~ | Wound infection N
3. Physical help in part of bathing activity Respiratory infection 1. NONE OF ABOVE m
4. Total dependence . 131 OTHER |(Inciude only those diseases diagnosed in the last 90 days that have a
8. Activity tself did not occur during entire 7 days CURRENT mhﬁasﬁpwaADLsﬁMWMubdwm
G3.| TESTFOR [(Code or abilly durng st the Izst 7 days) " %ngsois medical treatments, nursing monioring, death)
BALANCE o Maintained position as required in test ) - | “cooes” |, : TR
(see training 1. Unsts .btnablebrebalancewﬁwmmmysmlswpon
amsmrus(ss)m'm‘mtbmmdmmm : 2 LL L le] |
|3. Not able to attempt test without physical help ) Ji. om%?nl'gmns (Check all problems present in last 7 days unless other tme fame is
Y hile standng INDICATORS OF FLUID OTHER
bBalancewhﬂesitﬁng—pos’ﬁon,Mmd STATUS Delusions o.
INALY(Code for kmitations last7 that interfered with functions or
o leaoedres:dens nisk of injury) cays caly Wetghtgam:xbsof(ior g
(%) BANGE OF MOTION (B) VOLUNTARY MOVEMENT . Fever h
NG MOTION 1 iﬂ:tgnuon de (1) Nolpssbs "
" Limitation on one . Partial
2. Limitation on both sides 2. Fulloss A @) inabilty to e fat due o lntemalbleedng .
a.Neck Recurrent lung aspirations in
b. Am—Including shoukder or elbow W‘eﬁzmm last 90 days 'k
. Shortness of breath L
¢ Handinchuing wist orfingers insuffcient fuid; did NOT Unsteadl gat
d. Leg—including hip orknee . consume alVaimost all liquids leady gatt L3
e. Foot—including anide or toes provided during last 3 days Vormiting 0.
£. Other limitation or loss NONE OF ABOVE
G6.] MODES OF {(Check all that apply during last 7 days) . J2.|  PAIN  [(Coda the highest level of paln present in the kast 7 days)
TRANSFER lgedastatiormostofime [~ | NONE OF ABOVE A SYMPTOMS | FREQUENCY with which b. INTENSITY of pain
Bed s usediorbed matdy | i ;Mﬂdpain "
G7.|  TASK SomeoralofADLacwmesmbmlenmoswtaslsdn\glasn 0. No pain (skip to J4) 2 Tines when painis honbi
SEGMENTA- dayssomatmsndemcoddpetbtm 1. Pain less than dagly or excrutiating
H1LJCONTINENCE CATEGOR!ES __2-Pain daly
o { SELF-CONTROL
(Code for resident's PERFORMANCE OVER ALL SHIFTS) J4.| ACCIDENTS ((Check all that apply), Hpfactrehlast 180 days  |c.
0. GONTINENT—Complete control fincludes use of indwelling theter or astomy : ol npasts0 Other fracture in fast 180 days o
o use urinary ca or &
device that does not leak urine or stool] Felinpast3t-180days b NONE OF ABOVE e
JS.| STABILITY mwmmmmmm«m
1. USMLLYOONTINENT—BLADDER,nconunemepmd%onceaweekorl&&s; OF o status unstable—({fluctuating, precarious, or deteriorating) a
BOWEL, less than weeldy CONDITION Resident experiencing an acute episode or a fiare-up of a recurent or b
2. OCCASIONALLY INCONTINENT—BLADDER, 2 o more times a week but not daily; chwonic problem
BOWEL, once a week End-stage disease, 6 or fewer months to live =3
NONE OF ABOVE d
3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent but some
controf present (e.g., on day shift); BOWEL, 2-3 times a week da ikt.] ORAL [Chewng problem a.
. PROBLEMS |Swallowing problem b.
4. wmwguszvr—umm;rzmmomwemm FNONEOFABOVE a
BGNEL, or almost
a 9%’""1‘_5": Comolofboweimovemem.wmappﬁaweorbonelm\ce : [ "iﬁr Wm(a)wh"g’;ws:(b')m’g"‘“eawbmaasf,mam,d%
~ INCE programs, if employed WEIGHT %ﬂmm—&g,nmaﬂamwmmmm
OON[%'ER ﬂugtflz;hmderpams) wrmapg [{ voh&me) w&\tege ) & HT (n) b.WT (&)
: . iances (e.g., foley) or : -n.[ I
NENCE _ | programs, i employed K3.] WEIGHT [aWeightloss—5 % ormore intast 30 days; or 10 % or more indast
H2.| BOWEL {Dianhea e NONE OF ABOVE o, CHANGE | 180days -
ELIMINATION Fecali . 0.No 1.Yes
PATTERN mpaction 4 . b. Weight gain—5 % or more i st 30 days; o 10 % or more in last
180 days
0.No 1.Yes




Resident Numeric ldentifier

k5] NUTRI- [(Checkall that apply in fast 7 days) Pi.} SPECIAL m%ﬁg{\hcmﬁ—cmdrmmwtswpmmmm
TIONAL : . TREAT- days
APPROACH | arenter/V 2| Onapamedweight change | MENTS,
ES  IFeedingtube b, ! ou‘g's?scg'no TREATMENTS Ventitator or respirator
SR NONE OF ASOVE L PROGRAMS | Chemotherapy PROGRAMS
| \RENTERAL|(SKp to Section M #f neither 5a nor 5b Is checked) e 2
PR ENTERALL, Coge the proportion of total calories the resident received through Dilysis b | Alcoholdrug treatment
INTAKE r'pa;leme:ajormeteedngshmexa:;g:ysm% IV medication c. | Progmm . m
0.None o] Intake/ Alzheimer's/dementia special o
1.1%025% X 4.76% 10 100% : output 4 are unit "
2.26% to0 50% Monitoring acute medical . —
. . condition o Hospice care CI.
. |b. Code the average fiuid intake perday by IV ortube in last 7 days Pediatric unit
0.None 3.1001 to 1500 cc/ay Ostomy care t ! B
1. 1o 500 cc/day 4. 1501 to 2000 cc/day Respite care q
2.501 to 1000 cc/day §.2001 or more co/day O"Vge"“‘e'a"/ g Training in skills roquired to
M1.| ULCERS (Rwou;fﬁwmﬂbadmmmw%’w “g% Radiation h. retum o the community eq"-Ed(e.g_.
QU.S& none a record Zeyo). Code w B s‘m L tahrglnedmw\s' house
toany d::nnglast?:ggcwes: ormore,) [Requires full body exam] | 39 work, shopping, transportation,
(Du;use) Stage 1. A persist of skin redness {without a break in the == T o L )
a . ent area of ski i a in ransiusions NON| ABOVE
shin) that does not s e :THERAPIES A rdthe:umberofdaisaacndtotal c:f
. . . - Reco minutes each oi
b. Stage 2. A partial thickness loss of skin tayers that presents the following therapies was administered (for at least 15 minutes a
chnically as an abrasion, biéster, or shallow crater. :hmelast7ca?e'fa1ﬂ’;ihrfsdays(ﬁue{°¢‘)‘ifmr(worlesﬂlan15min.daily)
hich . . beut {Note—count only post admission therapies)
o Stage3. &m&mﬁm ; 'ﬁfm (A) = # of days administered for 15 minutes or more DAYS _ MIN
undermining adjacent fissue. {(B) = total # of minutes provided in last 7 days (A) (8)
d. Stage4. A full thickness of skin and subcutancous tissue is lost, Speech - language pathology and audiclogy services
exposing muscle or bone. Occupational therapy -
2.} TYPEOF |(Foreachtype of uicer, code for the highest stage in the last 7 days )
ULCER using scale in item Mi1—ie,, 0=none; stages 1,2, 3, 4) Physical therapy _
a. Pressure uicer—any lesion caused by pressure resulting in damage " |d-Respiratory therapy
o nge Psydnolog%p. my | therapy ficensed mental
b, Stasis ulcer—open lesion caused by poor circutation in the lower mw’g‘s.m {by any ficens
exiremities e . AR
. - rps, NURSING [Record the NUMBER OF DAYS each of the following rehabilitation or
jM4.]OTHER SKIN Abmsnoqs.bnnses 2. REHABILITA-| restorative techniques or practices was provided to the resident for
PROBLEMS |Bums (second or third degree) b, TION/  |more than or equal to 15 minutes per day In the last 7 days
OR LESIONS . . RESTOR- |(Enter 0 if none or less than 15 min. daily) .
PRESENT |Open lesions other than ulcers, rashes, cuts (e.g., cancer lesions) e ATIVE CARE [a. Range of mofion (passve) T -
Rashes—e.g,, intertrigo, eczema, drug rash, heat fash, hempes zoster |d. b.Range of motion (active) va J'.g' .
(Checkall  qysn desensitized to pein or pressure g-Dressing or grooming
that apply . Ll c. Splint or brace assistance . .
dl%last? Skin tears or cuts (other than surgery) f. TRAINING AND SKILL h.Eating or swallowing
Surgical wounds g PRACTICE IN: .mewmosﬂmxsm
i NONE OF ABOVE n d. Bed mobilty }. Communication
\_ | .SKIN |[Pressurerelieving device(s)for chair 2 . Transfer k Other
'}REAT‘ :r&su. re refieving device(s) for bed b, 1P4. stxm%ss gs'got?efoaomng‘ codes for last 7 days.
uminge ¥ng progam . < RESTRAINTS|1. Used less than daily
{Checkall | Nutrition or hydration intervention to manage skin problems a 2. Used daily
that apply | Uicer care N Bed rais
days] Surgical wound care . a. — Full bed rails on all open sides of bed
Application of dressings (with or without topical medications) other thar b. — Othertypes of side rails used (e.g., half =i, one side)
toteet g c. Trunk restraint
Application of cintments/medications (other than to feet) h d. Limb restraint
Oﬂwr;r;;enﬁtrveorpmecuveshnm(omerﬁmtofeet) ;.. e. Chair prevents rising
" P7.] PHYSICIAN }inthe LAST 14 DAYS (or since admission if less than 14 daysin
M6.] FOOT  }Resident has one or more foot problems—e.g., coms, callouses, VISITS how many days has the physician (or authorized assistant or
PROBLEMS | bunions, hammer toes, overlapping toes, pain, structural problems  |& practtioner) exarmined the resident? (Enter 0 if none)
AND CARE }tection of the foot—e.g., celluiis, purudent drainage B, P8.| PHYSICIAN |In the LAST 14 DAYS (or since admission I less than 14 days in
(Checkall | Open lesionson the foct c ORDERS wmmmw orotaowng}zedmswuor
M%, Naiis/caliuses trimmed during last 90 days d . 'lermlsmtfwj'dzange.'(&ueminme)
Received preventative or protective foot care (e.g., used special shoes, Q2.] OVERALL |Resident's overall fevel of self sufficiency has changed significantly as
e, inserts, pads, toe separators) : CHANGE IN mﬂbmﬁsdm&ysm(amwmﬁw
Appication of dressings (with or withouttopical medications) CARE NEEDS| A 50 401%)  improved—reoeives lewer 2. Deleriorated—reocives
NONE OF ABOVE - sv.pgogts,r:eéisdl&s more support
N1. Check appropriate time periods over last 7 days) ' restriclive care
AIV%%E g%&ddemamkaaﬂormostofﬁme(w..napsnomeﬁ\anonehom R2, SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
per §me period) in the: Evening
Moming c.
Aftemoon b, NONE OF ABOVE d a. Signature of RN Assessment Coordinator (sign on above kne)
(if resident is comatose, skip to Section O) b.Date RN Assessment Coordinator r l |—l l ]—I l ljJ
N2.] AVERAGE }(When awake and not receiving treatments or ADL care) signed as complete
TIME . Month Day Year
lNVOUIEDEéN ?Mo&—mml:\gn%m %me—msumwaume .
ACTIVITH - Some—from o . None - Q
01" "MBER OF | (Record the number of different medications used in the 1ast 7 days, < Other Signatures Tie Sections Date
™ EDICA- | enter ‘0" ¥ none used) :
. JTIONS d Date
ONS | (Record the number of DAYS injections of received during
INJECT! shelast?days;enterv'ifnmexllseo) & ope e. i Date
.| Davs Record the number of DAYS during last 7 days; enter “0" if not X Date
04 RECEIVED slsedNole—enrer‘l'brlongﬂcﬁqggmedswedlexmanweeldy) . ! ~ .
FOLLDWING | > Antpsychotic d Hypnotic ) Date
MEDICATION | b Antianxety e.Divretic " ——
¢. Antidepressant ) .




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 home)

( }TION AA.IDENTIFICATION INFORMATION SECTION R. ASSESSMENT/DISCHARGE INFORMATION
. RNE?IE:SNT 3. DBS?A‘TA'&SGE a. Code for resident disposition upon discharge
- 1. Private home/apartment with no home health services
e e B 2Pt oo ke
— .
N IJJ LLH l l | | & reocusrcost |
3. ngmmnhdiarﬂ\@anmm 5md :mmw
- . &le:g;notdw Hispamongg 8. Deceased
.] SOCIAL la. Security - 9.0ther
S LT[ - s umoun
%%E{mb. Medicare number {or comparable raifroad insurance number) 4. D‘sg‘;?ERGE Date of death o discharge
e O T T T T LIl (-0

" o T T T T }

loreernal | | |

[TTTT11]
HENEREE

,f,,%%a” HEEEEEEEEENEEN)

8.! REASONS [Note—Other codes do not apply to this form]
ASSESS- a. Primary reason for assessment
MENT &Dsdnrged—re&:m anticipated

7. Discharged—retum

anticipated
8. Discharged prior to completing initial assessment
s 9.5NATURES OF STAFF COMPLETING FORM

. Signatures Tite Sections Date
b, Date
c. Date

SECTION AB. DEMOGRAPHIC INFORMATION
[Complete only for stays less than 14 days] (AA8a=8)
[1.[ DAYEOF Date tro stay Note — Does not include readmission i record was

dosedattme termporary discharge to hospital, etc. n such cases, use prior

FT]L HEE

2.{ ADMITTED 1anamehome/apt.wmnohomehw&wem
FROM {2 Private home/apt. with home health services
(AT ENTRY) %Boardandwelasnstedimg’grmphane

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION

S [T P LLTTTT]

~30

© = Key items for computerized resident tracking
] =When box biank, must enter number or letter [a. }= When letterin hox check i enncftion annlies MDS 2.0 01/30/98



Numeric identifier,

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

REENTRY TRACKING FORM
1 LTION AA. IDENTIFICATION INFORMATION
a. (First) b. (Middle Initial) c.{lasy d. (4S9
2.| GENDERY 1 maie 2. Female |
3.[BIRTHDATE®]
HECEECREEE
Morth Day Year
4.] RACE/ _[1.Amencan IndianVAlaskan Native 4. Hispanic
ETHNICITY 82 Asian/Pacific Istander 5.White, not of
3. Black, not of Hispanic origin_ Hispanic origin

SOCIAL _ |a. Social Security Number
SECURITY®
MEDICARE ' -
NUMBERS © |b- Medicare number (or comparable saiiroad insurance number)

_—
9.
£35
LGRR

; >.1atum Title Sections Date

ot [T [T
e T T T L T[T
e LTI T LI T[] .
g (T T T I I I T I T T 11
8. mw@&s’mmaﬂybﬂwbﬂm P

SNATURES OF PERSONS COMPLETING FORM

Date

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION

4a,

DATE OF | Date of reentry

| CR-C-O

{AT 3. Board and carefassisted lving/group home
REENTRY) {4.Nursing

M ([T T LI I T TT1]

(o]

1 =When box hiank must entar rwmhar o lofter | PERVY SR SRR

= Key items for computerized resident tracking

[P TP N A P O e e

VenO A A nemANnn
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

.Q = One item required to trigger
6 =Two items required to trigger
=One of these three items, plus at least one other item
required to tigger
T @=When both ADL triggers present, maintenance takes
e precedence

[ Proceed to RAP Review once triggered

_ MDS ITEM coos F/S
B2a 1Short term memory [
G 0 W )
] Decision making ® _ B4
[W //// 00 A w4 / I
B5a to B5f lindicators of defirm [ ) BSa to B5f
7 /////////%/// .5, DU UL A A A A LA . 2 7
i ® - 1

Cl JHearing
gmwwmlmﬂ “ 7.///%/ UL LU L A UL A L L 2
Understand . ® . . ] :
2 W/ % /V//A/{/,////// A0 0 0 /%7//{/4%%/// G,
. . .- D1
WW//////WW/A%/// W00 2000200700000 020007 07 0 02727 288777

JEtatoElp |indicators of depression, anxisty, [ 1. : ElatoElp

W/WW /// LA AT L AU L AL A A AL A%

Elo Withdrawal from activities 1.2 . (] Elo

|E3///// ////////////W%V////A’///AV 7227077777077 2077707 0 0
5]

in Mood L

@
1583’7// Wﬁ//ﬂ//ﬂ%f/// /A0 0000000070 40 20 07 00 007 207 Z
-EdeA ® . E4aA- BleA
4;,,,',.@/ ///////////AV/AWV/AV//A///,/&V/////V// LAY, ////AV//A//////V///{///AEV////

o - B
e WMW@V//%%VA%% /07 47700 A A 2 877
to ] . |Fatefd |-
IW %W////// /////AV/AV/AV LU, //A//AV./V//AV/AV//%V/AV/ vz A
¢ ~ F3
% 2 ////W///(/%{/AV//AV//AVAV//AVC/A//AV//%V/AV//%V/AV//V//A N V/AV/AV/AV//A%W///
- selfperfonrance 4 - GlaA-GIA

Wﬁ%ﬁéﬁ%//////ﬂ%/////// WV//A///VAV//A//////A% BUL AL AL AL 4% L2 ///

°
GSa//// W,@W//////////// DA 700 2 A A7 A 7207277 7//47/47///// Z ////W
7 5 /////////////7//47/////7///59’2///7//47//4/// YA LA L L, 7// L, ///

|H1a 1234 ] Hita

%g//// WW//WWA’///V//A//AV//V//A%V/ /0240407 7//////////// ///W

WKMW////W////////// /00007200020 {/7/4’///4///7//47/ 220/ //A’/// A% /’//Sm%/‘////
2 W I »7/////47//4//47/4’//%%7/ G I L LI LA % .AV///Z'm
%(Z/////%W}W////// {/////;'/A%@V///////’/A%V/A”/A’///AV/AV//%V///// S IN TN /?; A///%Z////
m//// : /////////////ﬂ////W//W/A///A/. ,%W/A//AV/AV//AVAV/AV//A%7//V//A%V/AV//A%V//V//AW
fgf//// Wﬁ//’////////// //////7///’,7 DA A7 A0 022 222 AV////V/%V/AV/AZ:’Z’////V/AV///////,;////
7% W Q202 M/ A 7770770227722072 2277 77 477 4747700200 2072 A7 o o A A AR

Jic [ ] Jic

K s ////////////7///*/7///// UL IU LU AU A A T A S AN . o B

Jif

) ) °
7/ W///////// G LY D 207,07 0027 777 20 7200207 A 0 //74/4//// 72
//// 7722722772247 247720777477 47727747747 A7 A A A A2

31k aspirations v [ ] Jik

////W/////////////// V220020007 3 0N a0 2 2 A0 22 A A 20 A, Y857

.

s

Ju




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

b = One item required to trigger

B =Two items required to trigger

- =One of these three items, plus at least one other item
required fo trigger

@ “P—When both ADL triggers present, maintenance tak&e
Ry precedence

[Pmceed to RAP Review once triggered|

MDS ITEM CODE
M Jpzz2% /5:1//// 20

WW////////// ,’/////47////4%%%7/4%'///////4%7//////////47//4%%7///.4%%%
//W/////////////V/AF:///%V////V//A//AV//%VAV/AV//AV/ e 2
m////wmw//////////////A LU L A 2 L Y 2 2
L L U I L
U, /////C///////A%V//%V/AV//A%V/A%%////A%V/A%MVAV/AV//A I
AWWA%%%VO%WA%%%V 777 ///A///{///M’//A':j 7
Y S I L I A Y 2 ol

[Pressureulcer

T3 Y. T, LAY A%{/A'/AV//AV/AV//;%V;/;/ /V/A%/.////V//A%/(/
%%/A@W////////////iy/ Y UL LY UYL U LYY I ‘
g % U Y A A L ///W
. B 427//////47/4’///4%/ AN YT ALY, /4/4@%7//{{4/// 27
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SECTION V. RESIDENT ASSESSMENT PROTOCOL SUMMARY

Numeric identifier

Resident's Name:

Medical Record No.:

1. Check if RAP is triggered.

- regarding the resident's status.
"« Describe:

— Nature of the condition (may include presence or lack of objective data and subjective complaints).
— Complications and risk factors that affect your decision to proceed to care planning.
— Factors that must be considered in developing individualized care plan interventions.
— Need for referrals/further evaluation by appropriate health professionals.

* Documentation should support your decision-making regarding whether to proceed with a care plari 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 BAP 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 must be completed within 7 days of completing the RAI

(MDS and RAPS).

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

A.RAP PROBLEM AREA

(a) Checkif
triggered

Location and Date of
RAP Assessment Documentation

(b) Care Planning
Decision—check
if addressed in
care plan

1. DELIRIUM

2, COGNITIVE LOSS

3.VISUAL FUNCTION

<

Y s34t

“» JMMUNICATION

L FUNCTIONAL/

1~ REHABILITATION POTENTIAL

6. URINARY INCONTINENCE AND
INDWELLING CATHETER

7.PSYCHOSOCIAL WELL-BEING

8. MOOD STATE

9. BEHAVIORAL SYMPTOMS

110. ACTIVITIES

11.FALLS

12. NUTRITIONAL STATUS

13. FEEDINGTUBES

14. DEHYDRATION/FLUID MAINTENANCE

15. DENTAL CARE

16. PRESSURE ULCERS

17. PSYCHOTROPIC DRUG USE

NN

oOroCoConndroe

17 “4YSICAL RESTRAINTS -

L/

N 1. Signature of RN Coordinator for RAP Assessment Process

D
1 [

3. Signature of Person Completing Care Planning Decision
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RESIDENT ASSESSMENT PROTOCOL: DELIRIUM
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 normal 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 often 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.

TRIGGERS
Delirium problem suggested if one or more of following present:

» Easily Distracted®
[B5a = 2]
* Periods of Altered Perception or Awareness of Surroundings®
[BSb = 2]
» Episodes of Disorganized Speech®
[BSc = 2]
« Periods of Restlessness®
[B5d = 2]
* Periods of Lethargy @ -
[BSe = 2]
+ Mental Function Varies Over the Course of the Day @
[BSf = 2]
» Cognitive decline®
[B6 = 2]
» Mood decline®
[E3=2]
« Behavior decline®

[ES =2]

Note: All of these items also trigger on the Psychotropic Drug Use RAP (when psychotropic drug use

present).

Delirium RAP (1 of 5)
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III. GUIDELINES N

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 treatfnent 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 CONDITIONS -

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 and/or multiple interrelated factors.

MEDICATIONS

Many medications given alone or in combination can cause delirium.

« If necessary, 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)
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Drugs that cause delirium.
1. PSYCHOTROPIC
Antipsychotics
Antianxiety/hypnotics
Antidepressants '
2. CARDIAC
Digitalis glycosides (Digoxin),
Antiarrhythmics, such as quinidine, procainamide (Pronestyl), disoprymide (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)
ANALGESICS such as Darvon, narcotics (e.g., morphine, dilaudid)
ANTI-INFLAMMATORY
Corticosteroids such as prednisone '
Nonsteroidal anti-inflammatory agents such as ibuprofin (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

bl

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.

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

) Delirium RAP (3 of 5)

October, 1995 . Page C-7
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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 aggravate 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 hearmg 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 him/her cope?

Delirium RAP (4 of 5)
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Appendix C

DELIRIUM RAP KEY (For MDS Version 2.0)

[ TRIGGER —REVISION |

Delirium problem suggested if one or more of

{ GUIDELINES -

Factors that may be associated with signs and

Jollowing present: symptoms of delirium:
e Easily Distracted® e Diagnoses and Conditions.
[B5a = 2] Diabetes [I1a], Hyperthyroidism [Ilb]
¢ Periods of Altered Perception or Awareness Hypothyroidism [Ilc],
of Surroundings® Cardiac dysrhythmias [I[1e], CHF [I1f],
[BSb = 2] CVA [I1t], TIA [I1bb], Asthma [I1hh],
» Episodes of Disorganized Speech® Emphysema/COPD [I1ii], Anemia [Iloo],
[B5c = 2] Cancer [I1pp], Dehydration [J1c] or Fever
* Periods of Restlessness® [J1h], Myocardial infarction [I3], any viral
[BSd = 2] or bacterial infection [I2], Surgical abdomen
* Periods of Lethargy @ [13], Head trauma [13], Hypothermia [I3],
[BSe = 2] Hypoglycemia [I3]. ~
¢ Mental Function Varies Over the Course :
of the Day ® e Medications. Number of meds [O1],
[BSEf = 2] New meds [02], Antipsychotics [Od4a],
¢ Deterioration in Cognitive Status® Antianxiety [04b], Hypnotics [04d], Anal-
[}?6 = 2] ) gesics (Pain meds), Cardiac meds, GI meds,
* Deterioration in Mood® Anti-inflammatory, Anticholinergics, [from
[E3 = 2] med charts].

Deterioration in Behavioral Symptoms®

[ES = 2]

Psychosocial. Sad or anxious mood [El, E2,
E3], Isolation [F2e; from record], Recent
loss [F2f], Depression [Ilee], Restraints
[P4c,d,e], Recent relocation [AB1; A4a].

Sensory impairment. Hearing [C1],
Vision [D1].

Clarifying information to be considered in
establishing a diagnosis: Sleep disturbance [E1k].

Alzheimer's [I1q], Other Dementia [I1u],
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].

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

"{ Delirium RAP Key 5 of 5
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RESIDENT ASSESSMENT PROTOCOL: COGNITIVE LOSS/DEMENTIA

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% of 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 involve overly demanding tasks and stress; (2) to define 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.

- II. TRIGGERS
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?
(B4=1,2,3]

» Problem Understanding Others®
[C6 =1, 2, 0r3]

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

III. 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 Loss/Dementia RAP (1 of 5)

Page C-10 : October, 1995




HCFA's RAIl Version 2.0 Manual Appendix C
NEUROLOGICAL

Fluctuating Cognitive Signs and Symptoms/Neurological Status. Co-existing delirium and progressive
cognitive loss can result in erroneous impressions concerning the nature of the resident's chronic
limitations. 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 enhance 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 facilities, 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.

MOOD/BEHAVIOR

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,
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 accumulated 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, and/or environmental factors play a 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?

» Isresident going downhill (e.g., experiencing declines in bladder continence, locomotion, dressmg,
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 Loss/Dementia 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 cogmtxve decline. If necessary, review
Psychotropic Drug Use RAP.

INVOLVEMENT FACTORS

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 i issues: -

« Are there factors that suggest that the resident can be more involved in his/her 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)? B

« Can resident participate more extensively in decisions about daily life?

» Does resident retain any cognitive ability that permits some decision making?

» Is resident passive?

+ Does resident resist care?

= Are activities broken into manageable subtasks?

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 and 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 Loss/Dementia RAP (4 of 5)
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COGNITIVE LOSS/DEMENTIA RAP KEY (For MDS Version 2.0)

TRIGGER — REVISION | { GUIDELINES |

A cognitive loss/dementia problem suggested if one or

: c vi , . - .
more of following are present: Factors to review for relationship to cognitive loss.

e Neurological. MR/DD status [AB10],

y Delirium [BS], Cognitive decline [B6],
* Shor[tBt;anll\ﬁ mory Problem Alzheimer's or other dementias [I1q,I1u],

* Long-term Memory Problem
[B2b =1)
¢ Impaired Decision-making®

Confounding Problems that may require resolu-
tion or suggest reversible causes:

B4 =1,2,3] * Mood/behavior. Depression, Anxiety, Sad
)~ .
* Problem Understanding Others® . : mood or Mood decline [El, E2, E3],
' [C6 =1, 2, or 3] Behavioral symptoms or behavioral
&~

decline [E4, ES], Anxiety disorder [X1dd],
Depression [I1lee], Manic depressive
disorder [I1ff], Other psychiatric
disorders [Ilgg, Jle, J1i].

¢  Concurrent medical problems. Constipation
[H2b], Diarrhea [H2c¢], Fecal impaction
[H2d], Diabetes [I1a}, Hypothyroidism
[X1c}, CHF [I1f], Other cardiovascular
disease [11k], Asthma [I1hh],
Emphysema/COPD [Ilii], Cancer [I1pp],
UTI [12j], Pain [J2].

¢  Failure to thrive. Terminal prognosis [J5c],
Low weight for height [K2a,b], Weight
Loss [K3a], Resident status deteriorated
since last assessment [Q2].

¢  Functional limitations. ADL impairment
[G1], ADL task segmentation [G7],
Decline in ADL [G9], Decline in continence
[H4].

e Sensory impairment. Hearing problems
[C1], Speech unclear [C5], Rarely/never
understands [C6], Visual problems [D1],
Skin desensitized to pain/pressure [Md4e].

e Medications. Antipsychotics [O4a],
Antianxiety [04b], Antidepressants [O4c],
Diuretics [O4e].

¢ Involvement factors. New admission [ABI],
Withdrawal from activities [Elo],
Participates in small group activities [F1f,

@ Note: Code B4=3 also triggers on the ADL N3b, record], Staff/resident believe resident
(Maintenance) RAP can do more [G8a,b], Trunk, limb or chair
®  Note: These codes also trigger on the restraint [Pdc,d,e].

Communication RAP.

Cognitive Loss/Dementia RAP Key 5 of 5
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RESIDENT ASSESSMENT PROTOCOL: VISUAL FUNCTION

1. 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 described 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 mostprevalent 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.

II. TRIGGERS

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

Side Vision Problem (Reverse)
[D2a = checked]
Cataracts (Reverse)
[I1jj = checked]

Glaucoma (Reverse)

.

[I1I1 = checked]
« Vision Impaired (Improve)
p1=1,2,3]

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 his/her 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 iS"very possible to
test for glaucoma and retinal 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 2 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 exam/new 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
capable of participating in a visual exam, new appliances, surgery to remove cataracts, etc., can be
considered. ’

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 thxs occur? Has it occurred more than
once?

Environmental modifications: 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 | { GUIDELINES |
An acute, reversible visual Junction problem or the Issues and problems to be reviewed that may
potential for visual improvement suggested if one or suggest need for intervention:

more of following present:

¢ Eye medications [from record].
¢  Side Vision Problem (Reverse)

[D2a = checked] ¢ Diabetes [I1a], Cataracts [I1jj],
e  Cataracts (Reverse) : Glaucoma [I11],
[I1jj = checked] Macular Degeneration [I1mm].

¢ Exam by ophthalmologist since problem noted
{from record].
¢ Glaucoma (Reverse)

o

[I111 = checked] ¢ Neurological diagnosis or dementia [I1q to
‘ Ilcc).
‘¢ Vision Impaired (Improve)
D1 =1,2,3] e Indicators of Depression, Anxiety,
Sad Mood [E1].

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

¢ 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].

3\

&

Visual Function RAP Key 4 of 4
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RESIDENT ASSESSMENT PROTOCOL: COMMUNICATION
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. RECEPTIVE 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.

II. TRIGGERS

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

» Hearing problem

[C1=1,2,3]

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

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

*  Note: These codes also trigger on the Cognitive Loss/Dementia RAP.

III. 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.

W) Communication RAP (1 of 3)

A
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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 Alzheimer' 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 utranon 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 History.

 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?

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

. TRIGGER — REVISION ‘GUIDELINES |
Potential for improved communication suggested if Confounding problems that may require resolution:

one or more of following present:
¢ Decline in cognitive status [B6]

¢ Hearing problem ¢ Increased mood problems [E3]

[C1=1,2,3] ¢ Decline in ADL status [G9]
e Problem making self understood '

[C4=1,2,3] , Components of communication to be considered:
e Problem understanding others*

[C6 =1, 2,3] ¢ Hearing [C1]

¢ Communication devices/Modes of expression
[C2, C3]

Decline in communication/hearing [C7]
Medical status of ear — discharges, cerumen
accumulation, hearing changes [from record
or exam] )

e Vision [D1}

Factors to be reviewed for possible relationship to
communication problems:

¢  Chronic Conditions. Alzheimer's or Other
dementia [I1q, I1u], Aphasia [I1r],
CVA [11f], Parkinson's [Ily], Psychiatric
disorders [I1dd to Ilggl, Asthma [I1hh],
Emphysema/COPD [Ilii], Cancer [Ilpp],

¢ Transitory Conditions. Delirium [BS],
Infections [I2], 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
*  Note: These codes also trigger on the Cognitive [P1ba; from record]

Loss/Dementia RAP. .

Resident's condition deteriorated since last
assessment [Q2]

. g)Communicaﬁon RAP Key 3 of 3
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RESIDENT ASSESSMENT PROTOCOL:
ACTIVITIES OF DAILY LIVING — 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 pursing 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 independence staff must be willing
to accept a reasonable degree of risk and active resident participation in 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).

II. TRIGGERS
The two MDS trigger categories (A and B) suggest the types of residents for whom special care

interventions 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)
Rehabilitation/restorative plans suggested if one or more of following present:
* Bed Mobility — not independent

[GlaA = 1-4]®
» Transfer — not independent

[G1bA = 14]

* Walk in room - not independent -
[GlcA = 14]

»  Walk in corridor — not independent
[G1dA = 1-4]

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

» Locomotion off unit — not independent
[GIfA = 1-4]

1) ADL/Functional Rehabilitation Potential RAP (1 of 5)
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* Dressing — not independent

[G1gA = 14]

Eating - not independent
[G1hA = 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
[G8a = checked]

Staff believe resident capable of increased independence in at least some ADLs
[G8b = checked]

ADL TRIGGER B (Maintenance)
Maintenance/complication avoidance plan suggested if: [Note — when both tnggers present (A & B),
B takes precedence in the RAP Review]
» No ability to make decisions
B4 = 3]®

@  Note: Codes 2,3, and 4 also trigger on the Pressure Ulcer RAP
® Note: This code also triggers on the Cognitive Loss/Dementia'RAP.

. GUIDELINES

- Base an approach to a resident's ADL difficulty on clinical knowledge of:
o The 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.

AADL/Functional Rehabilitation Potential RAP (2 of 5)
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The second 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:

* Does the resident have the ability to learn? 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 resxdent and does status vary?
Is mobility severely impaired?

Is trunk, leg, arm and/or hand use severely lmpalted"

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 those 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 rchablhtatton potentlal (ADL
Trigger A), to help plan a treatment program.

ADL Supplement (Attaining maximum possible independence).

| ;; ADL/Functional Rehabilitation Potential RAP (3 of 5)
i ,
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ADL SUPPLEMENT

{(Attaining maximum possible Independence)

Appendix C

PART 1: ADL Problem Evaluation

October, 1995

INSTRUCTIONS: o o & -
For those triqgered-— ) "o\\k \‘\(’ Q',&\ @0 é{" o
In areas physical help provided, (& L S O S &
indicate reason(s) for this help. <& X ) NY &L &
Mental Errors:
Sequencing problems, incom-
plete performance, anxiety
limitations, etc.
Physical Limitations:
Weakness, limited range of
1 motion, poor coordination,
visual impairment, pain, etc.
Facility Conditions: -~
Policies, rules, physical layout,
etc.
PART 2: Possible ADL Goals If wheelchair check:
INSTRUCTIONS: Goes to
For those considered for Locates/ Goes 10 toilet (in- Walks in Positions Opens/
rehabilitation or decline selects/ tub/ clude com- |room/ self in prep- pours/
prevention treatment— obtains mode/ nearb . P unwraps/
shower Y aration
clothes urinal at cuts etc.
Indicate specific type of ADL night) D
activity that might require: Turns on Removes/ '
1. aitonancs toprovet|onaneiy [P lopens ks on | Apprancnes | S0E8
) d alp enance to preven lowe‘:pbo d adjusts tem- jclothes in unit chair/bed CUDS
eciine. v perature preparation D P
2. Treatment to achieve Walks Prepares Scoops/
highest practical 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-  Ip 1o on in Eliminat Transfers |Chews,
ticipate in). correct Rinses body 'nltrgltn;I:ts Walks {stands/sits/ | drinks,
order ! outdoors D lifts/turns) }swallows
Grasps, - Dries with Tears/uses |Walks on Repositions/ { Repeats
removes towel paper to uneven arranges until food
each item e clean self surfaces D self consumed
Replaces Uses nap-
clothes Other Flushes Other L__J Other kins, cleans
properly self
Adjusts
clothes,
Other washes Other
hands
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