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EXECUTIVE SUMMARY

The New York State nursing home Medicald reimbursement system,
RUGs - Resource Utilization Groups, needs to be modified in
order to reflect consumer CONCcerns.

Consumer Concerns

RUGs does not encourage good care.

¥ Facilities get higher reimbursement if residents are
sicker or more dependent; their rate goes down if
residents improve.

* RUGs allows facllities to make profits or cut losses by
not spending in resident care services; facilities can
admit sicker and more dependent residents, thereby
receive high reimbursement, without spending the money
needed for their care.

RUGs leads to access problems for lighter care residents

¥ Because RUGs pays less for residents who have lighter
care needs, facilities are less likely to admit them.
Often these individuals have no place else to go; they
remain in hospitals or they remain inappropriately at
home .

The assessment tool to measure resident needs is not valid for
all residents

* With a reimbursement system that pays facilities a rate
that is based upon measured resident needs, the
accuracy of the assessment tool is crucial. Many
consumers and care providers do not believe that the
instrument used in this system is valid for residents
with cognitive impairment.

The time and motion study used to estimate cost of needed care
is not wvalid

* The reimbursement rates paid ioc facilities are based
upon a study that measured actual time spent with
residents in a sample of facilities in New York State
in 1983. Consumers believe that this study measured what
was and not what should be and did not select facilities
known for good care and "state-of-the-art" practices.

There 1s no linkage between surveillance and reimbursement

* FPacilities receive their full reimbursement rates
whether or not they give good care. Under RUGs, profits
can be made or losses can be offset by using direct
care revenues at the same time the facility is giving
poor care as evidenced by surveyvor findings or negative
resident outcomes. There are few penalties within the
reimbursement system for poor care.
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Recommendations for Change

* Encouraging Good Care: Investment of Public Monies into
High Quality, Innovative Programs

Pay facilities more for admitting disenfranchised people
and giving high guality services.

- Add three new categories or supplements to the RUGs
system for: residents with cognitive impairment;
residents with special psychosocial needs; and residents
with special maintenance needs.

- Reguire facilities to give specific services in order
to receive increased reimbursement.

— Evaluate services glven for continued reimbursement.

* Encouraging Good Care: Linking Reimbursement to Surveillance
and Negative Resident Outcomes

tmmsoqmﬁﬁmmﬂomwﬁHﬂnmmﬁw<mmwoaﬂwﬂmnﬁummwamﬁﬂnmwm
services., -

- Reguire money be spent in direct care services if
survey findings or negative outcomes indicate care
problems.

- Reguire state surveyors to develop ways to evaluate
services given to the three new categories of residents
listed ahbove.

* Encouraging Good Care: Introduction of a Quality Incentive
Involving Acknowledgement and Appreciation

- The state should officially acknowledge facilities that
give quality care and facilities that improve their
care over itime,.

* Encouraging Good Care: Giving Incentives for Encouraging
Resident Independence

~ RUGs must incorporate certain incentives for
encouraging independence and less restrictive
treatments. Generally, the system should pay more
for treatments and services that help residents progress
or maintain their abllity to eat, walk, toilet
themselves, dress, bathe, etc.

*¥ Conduct a new time and motion study.

— Include facilities with low incidences of ﬁmmmdpqm
resident care findings.

- Include facilities with innovative and state-of-the
are programs for dementia, rehabilitation, ambulation,
independence and a good guality of life.
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- Include facilities with high staffing levels.

— Use a clinical group of consumers, nurses, social
workers, nurse alildes and other nursing home staff to
determine if the time information gathered makes
"clinical" sense. Make changes if necessary.

* Develop a better State Auditing System

— New York State must have a better idea about how
public monies are being used in facilities. Before
assuming that nursing home providers need more money,
the state must make sure that the money it is already
putting into the system is being used appropriately and
efficiently.



INTRODUCTION

On January 1, 1986, a new nursing home Medicaid reimbursement
system began in New York State. Called RUGs-II - Resource

Utilization Groups - 1t is a casemix system that estimates
nursing home direct resident care costs such as nursing,
activities, social services, therapy and pharmacy. RUGs

attempts to do the following: assess the amount of care needed
by each nursing home resident; estimate the cost of care
needed; and pay nursing homes a reimbursement rate based upon
the expected costs of such care. A facility rate is based upon
the mix of "cases" or different groups that residents fall into
based upon their needs. The system includes a profit incentive
for direct resident care services. If a facility spends less
than it receives for resident care, it can make a profit; if it
spends more than it receives, it suffers a loss.

Prior to the introduction of the RUGs system in New York State,
long term care facilities were paid a set daily amount for each
day of care given toc Medicaid residents. This rate was derived
from past costs with increases teo allow for inflation. There
were only two classes of rates: one for a skilled nursing
facility {(the higher level of care) and one for a health
related facility (the lower level of care). Care for Medicaid
residents at each skilled nursing facility and each health
related facility was reimbursed at the same rate no matter what
the differences in medical and staff needs.

RUGs was an attempt to relate the reimbursement rate that a
facility receives to the nursing home resident's present
clinical and resource needs. This is accomplished by the
following procedure. First, using a diagnostic tool developed
in 1985 {(called the PRI, the Patient Review Instrument - see
Appendix B), each resident is assessed upon admission and every
six months thereafter, and assigned or reassigned to one of
sixteen different categories. Second, an estimated price of
caring for residents within each group, or category, is given.
This price is based upon a "time and motion" study conducted in
. 1983 which measured staff and medical treatment time spent with
residents in each category. This study was conducted in a
sample of facilities which had no documented problems. Third,
a facility rate is derived from the resident mix of different
categories.



CONSUMER CONCERNS

Since the inception of RUGs consumers have raised many concerns
about the system.

1. There are Poor Incentives for Care_ in the System

RUGs pays more for "sicker residents” and RUGs pays more the
more dependent a resident is.

Under the RUGs system, "sicker residents" are generally defined
as those who are more physically functionally impaired or
dependent in activities of daily living such as eating,
toileting and transferring. This has led to a number of
perceived problems:

(1) consumers believe that facilities are encouraged to
take only the highest reimbursed resident and to hold beds
vacant until they can admit this resident. There is some
indication that this is true. In 1990, the New York State
Health Department conducted a one day census of the number of
vacant beds in nursing homes in the New York City area. On
that day, over 700 beds were vacant in the nursing homes. What
is interesting about this figure is that it was almost the same
number as that of patients crowding the city's emergency rooms
awaiting for the beds held by people waiting for nursing home
beds.

{2) consumers believe that & critical access problem has
developed for the lighter care or more independent nursing home
resident with cognitive impairments {the lowest reimbursed
resident under the RUGs system) and for residents with
behavioral problems, AIDS and addiction problems.

This problem has had serious complications for hospitals
and for patients. Many of these patients are sitting in
hospitals, inappropriately filling needed beds, waiting
for a nursing home bed. Information derived from many
sources indicate that the patients that stay the longest
in hospitals across the state awaiting nursing home care
are these residents.?

(3} consumers believe that once facilities admit
residents, they have little incentive to get residents better
or to help them maintain themselves at their present level; if
they do, their reimbursement rate will drop. _

lrnformation and studies conducted by: The United Hospital Fund;
New York State Health Department; Health Systems Agencies
across the state. See Bibliography. Although it is true that
prior to the RUGs system the heavier care patient was
backlogged in hospitals, an argument can be made that it is the
lighter care patient who is most inappropriately walting in
hospitals. The care they need such as socializing and
activities is unavailable.



RUGs allows facilities to make profits in direct care.

Consumers believe that the profit motive in the direct
resident care services encourages facilities to maximize their
direct care revenue by admitting heavy care residents and then
using that increased revenue, not to care for the needs of the
residents, but to increase their profit or offset their losses
in other areas such as administration or housekeeping, etc.

NHCC conducted a study? evaluating the impact of RUGs on
resident care, The study demonstrated that for the first
two years of RUGs implementation, nursing homes admitted
sicker and more dependent residents in order to receive
the highest reimbursement. However, they took in
substantially more revenue in direct resident care
services than they expended on such care. At the same
time, the report demonstrates that there were high raises
for administrative costs in comparison to nursing costs.
The report also discusses the evidence that there is not
encugh hands-on staff in New York State nursing homes 3
Combined with the incentive discussed above to keep
residents dependent, consumers believe that this .
incentive is dangerous; it could lead to less staff with a
concurrent use of restrictive treatment such as
restraints, catheters and feeding tubes.

In order to counteract the potential negative effects of RUGs,
the State Health Department developed a new inspection system.
A recent report by NHGCC, evaluating this new system, indicates
that surveyors are not finding the problems they should in

nmdwmwn areas relating to the potential negetive effects of
RUGs.

2. The Wmﬁmmﬂﬁ\wmmwmmﬂﬁ Assessment Tool is not Valid
‘for all Patients/Residents

The validity of the diagnostic tool used to assess the medical
and staff needs of each resident in the system is critical to
the validity and success of the casemix system. Many experts,
care providers and consumers believe that the PRI does not
accurately measure the resocurce needs of the beginning level
Alzheimer and dementia residents or those residents with
behavior problems. In addition, the nursing home population
has changed significantly since the PRI was developed and many
experts believe that the new population characteristics are not
being measured by the PRIT.

2For more information see "Case Mix Reimbursement and the
Nursing Home Resident in New York State: Suggestions for
Change," written by Cynthia Rudder, Ph.D., NHCC, 19889.

31t is important to remember that there is a shortage of health
care workers in New York State. Although there clearly is a
shortage of nurse, it is unclear if there is a shortage of
nurse aides throughout the state.

4see "Evaluation of NYQAS: A Consumer Perspective," by Cynthia
Rudder, Ph.D., NHCC, 1990,



3. The "Time and Motion" Study is not Valid

In order to estimate the different medical and care needs of
different residents, a study of actual time spent in a sample
of Ffacilities in New York State was conducted. Information
from this study was used to differentiate between the different
categories in terms of staff time needed.

Consumers are concerned that the sample, although including
only nursing homes without documented problems, did not
specifically include nursing homes known to give high gquality
care. It did not specifically include facilities with
innovative or state—-of-the-art programs in dementia,
rehabilitation or guality of life. It did not specifically
include facilities with high staff ratios where you would bhe
more likely to see different types of care being given in
addition to physical care. In addition, consumers are concerned
that the State measured only what was and not what should be.

4. There is no Linkage Between Surveillance
and Reimbursement

Consumers are concerned that under RUGs, profits can be made or
direct care revenue used to offset lusses at the same time the
facility is giving poor care as evidenced by surveyor findings
or negative care outcomes. There is no linkage between good
care and reimbursement.



PROJECT OBJECTIVE

To suggest ways of restructuring RUGs to respond to consumer
concerns,

3.

PROJECT GOALS

To suggest modifications to RUGs to change some of the
incentives that are leading to care and access problems.

To evaluate the PRI and suggest modifications.

To evaluate the time and motion study and to suggest
modifications.

To suggest ways to modify the RUGs system to help to
alleviate the alternative level of care problems (patients
who are awaiting nursing home beds are on "alternative level
of care" status) in our state's hospitals and the access
problems of patients from both the hospital and the
community.

To suggest ways of adding incentives that encourage
independence and high guality of life and discourages
restrictive treatments such as restraints, feeding tubes and

" catheters.

To suggest ways to 1link surveillance and reimbursement.

To suggest ways to link positive resident outcomes to
reimbursement. .



METHODOLOGY

1. A Task Force was established to meet the project's goals.
The Task Force was made up of representatives from the
following groups:

The Alzhelimer's Association, New York City Chapter;

The National Association of Social Workers, New York City
Chapter;

The New York City Department of Aging; and
The New York State Nurses Association.

In addition, a representative of the Health and Hospitals
Corporation (care provider for 3000 nursing home residents)
participated as an ex-officio provider member of the Task
Force. :

2. NHCC's Director interviewed by telephone ceonsumers and
regulators in states and Canada which were using a casemix
methodology for nursing home Medicaid reimbursement to
evaluate different reimbursement elements for suggestions
for changes in RUGs. In addition, she analyzed the
reimhursement regulations from each of these states and
Canada,

3. The project's consultant, Charles Phillips, Ph.D., M.P.H.,
one of the principal investigators on the project to
evaluate and design the Minimum Data Set for nursing homes
and a member of the Advisory Committee to the Health Care
Financing Administration's (HCFA) MultiState Medicare
Demonstration project, analyzed the 1983 RUG data base in
New York State used in the development of the RUGs model to
address a number of the issues raised in this report.5

5

Phillips, Charles, PhD, MPH, "Resource Use, ADL Functional
Level, and Cognitive Impairment," "The RUGs System and
Cognitively Impaired Residents," and "The Cost for Restrained

Residents, " Background memos prepared for NHCC, July 18,
199i, May 13, 1991 and April 29, 1991,
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RESEARCH FINDINGS

1

Cognitive Impairment

The beginning level dementia resident seems to be having the
most trouble being admitted to nursing homes in New York State
under the RUGs system. Many providers do not bhelieve that the
resource needs of these residents are being properly assessed
and paid for. They believe that these residents need more
staff time than is presently being measured with the present
PRI. Therefore, they believe they are not receiving the
reimbursement needed to care for these residents.

There is support that the cognitively impaired do take
differing amounts of resource time than those who are not
cognitively impaired.

1. Research conducted by Charles Phillips indicates a number
of findings relevant to the present project. He found that:

(1} there is a positive relationship between resource
provision and cognitive impairment: residents who are
cognitively impaired take more staff time to care for
(see Table 1 in Appendix A);

{2) there is a positive relationship between cognitive
impairment and ADL functioning: residents who are more
and more cognitively impaired are alsoc residents who
are more and more functionally impaired (see Table 2 in
Appendix A);

{(3) the relationship between ADL functioning and
resource use varies across residents with different
levels of cognitive function: residents who are
moderately cognitively impaired and have few ADL needs
have higher resource needs than similar residents with
less cognitive impairment (see Figure 1 in Appendix A});
and

(4) the ability of RUGs to accurately explain resource use
is better for those residents with little or no
impairment and worse for those who were highly
impaired: RUGs is at its most inaccurate in estimating
the cost of caring for those residents with the highest
level of cognitive impairment. (see Table 4 in Appendix
A).

Dr. Phillips also found that adding an indicator of
cognitive impairment to RUGs increased the power of RUGs
to explain rescurce needs only marginally. However, he
makes the argument that increases in explanatory power
should not be the sole criterion for choosing the groups
to include in a case mix system. “"Recognizing groups with
special needs or at special risk of poor care or poor
access are also reasonable bases for increasing the number
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of groups used in a case mix reimbursement system."®
"The addition of such groups may not greatly enhance the
statistical power of one's case mix model, but it may
significantly enhance the usefulness of the model in
allowing state policy-makers to pursue their goals of
equal access and improved guality of care for a very
vulnerable population of impaired elderly."?

2, Brant Fries, Ph.D. and David R. Mehr, M.D., M.S. of the
University of Michigan, recently presented findings
conducted under a Health Care Financing Administration
{HCFA) project to develop and demonstrate a nursing home
case mix system on the national level. The Multistate
Nursing Home Case Mix and Quality Project involves the
design of a resident level resource use classification
system for Medicare and Medicaid.®  Their findings related
to cognitive dysfunction and rescurce use in nursing homes.
They loocked at delirium, depression and cognitive
impairment, Similar to Dr. Phillips findings, they found
that there was in fact a difference in staff time that was
not accounted for in levels of ADL dependence. However,
this difference was only significant for the least
impaired residents in ADL functioning. Given these
findings, they have-recommended that a new group be added to
RUGs called "Cognitive Impairment/Behavicr Problem". This
group would include relatively high physically functioning
residents who are either Impaired in short term memory,
decision-making or orientation or who have daily behavioral
problems. In addition, thev recommended that facility
programs or services be required for reimbursement for
residents falling into this category.

Psychosocial Needs

The research conducted by Fries and Mehr under HCFA's
demonstration project discussed above, also found that
residents mith depression used statistically more resources
than those without depression. For each level of activities
of daily living functioning, depressed residents reguired
slightly more nursing staff time, but the differences were most
significant for the mildly to heavily impaired depressed
residents. The authors suggest the addition of sub categories
of depression to residents with acute, episodic problems with
physician care at least weekly, i.e., the clinically complex
category. Here too, they recommended that these categories
should reguire documentation of focused care plans and
differentiated care to gqualify for any increased pavment.

8phillips, Charles, PhD, MPH, "Resource Use, ADL Functional
Level, and Cognitive Impairment," Background paper prepared
for NHCC, July 181981, p. 1.

71bid., p. 8.

Bpffice of Research and Demonstration, HCFA. Under contract
500-B9-0046, The Technical Design for the MultiState Nursing .
Home Case Mix and Quality Demonstration Project. A preliminary
paper, February, 1991. NHCC's Director is a member of the
project's Advisory Committee.
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Special Maintenance Needs

1. Research conducted for HCFA's demonstration project® also
suggested the need to add an additional category for
residents in the cognitive impaired, behavior problem, or
reduced physical functioning groups (the lowest reimbursed
groups). This category would be for residents in need of
nursing rehabilitation such as amputation care, active and
passive range of motion, splint and brace assistance,
training in dressing, grooming, eating, swallowing,
locomotion, mobility, or transfer and a toileting program.

2, The research conducted by Charles Phillips added some
interesting information in this area. He analyzed the cost
of using physical restraints versus not using physical
restraints. His research indicates the following:1©

(1) restrained residents received 50 percent more nurse
aide time than did residents who were free from
restraints (see Tahle 5);

(2) the total &Mmmmwmznm.HS care time between residents who
were restrained and those who were not restrained was
about 33 percent (see Table §}):

(3) controlling for the effects of functicnal status,
cognitive status, and bhehaviors, restrained residents
used slightly less licensed staff time but received
about seven minutes more aide time per day than
the non-restrained residents (see Table 6 in Appendix
A); and

(4) looking at licensed staff time and aide time together
(after weighting by relative wage scales}, residents
who are restrained receive significantly more time
than do similar residents who are not restrained (see
Table 6).

Thus, in contradiction to the beliefs of many providers who
state that if they don't use restraints, they will have to
hire more staff, he found that the restrained residents were
more costly to care for. Those residents who were
restrained received much higher amounts of nurse aide time,
even when he controlled for differences in functional
status. BAccording to these results, it would be less costly
not to use restraints at all.

SA preliminary paper, May 16, 1991.

10pnillips, ormwpmmﬁ.mﬁw.h MPH, "The Cost of Care for Restrailned
Residents," Background memo for NHCC, April 29, 1991.
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Dr. Phillips notes that his data base did not include
differences in resource time for removal of restraints from
residents who had been restrained over a long period of
time. It is clear that the restoration of any reversible
loss of function caused by the restraint use may be costly.
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RECOMMENDATTIONS

The task force was most concerned about the need to solve the
crucial problems of both access and appropriate care for
nursing home residents. A delicate balance had to be
accomplished. In order to better the access to nursing homes
for certain disenfranchised groups, acknowledgement had to be
made of the extra revenue needed to care for them. But, it is
not enough to just offer increased revenue; it is also
necessary to make sure that protections are in place to assure
that those residents whose admittance is financially encouraged
receive the care they need.

With this in mind, the task force made recommendations to add
revenue for facilities both admitting certain identified groups
and giving them the specific programs they required.

It was also clear that it was necessary to not only tie
reimbursement to services given but also to link reimbursement
to positive outcomes. Thus, it was suggested that facilities
receive more funding if they admit certain residents, provide
the appropriate programs and give quality care as determined by
positive outcomes.

Specific Recommendations

I. Encouraging Good Care: Investment of Public Monies into
High Quality, Innovative Programs to help both to alleviate
the access proklems in the state as well as to provide the
resources for good care.

Three new categories of residents, needing added resources,
should either be added toc the RUGs classification system or
should be considered for supplementary reimbursement.

In addition, for facilities to receive any extra

reimbursement, they must give high guality services to meet
the needs of these residents.

4. RESIDENTS WITH COGNITIVE IMPAIRMENT.

Group Characteristics

This group would include only residents with diagnoses of
mild or moderate dementia . These residents will be
identified by the following characteristics as measured on
the MDS+1l : they are less alert, easily distracted; they

llThe MDS+, Minimum Data Set Plus, is the assessment tool that is
regquired for all nursing homes in New York State to help in
developing care plans. It is not, at this time, being used for
assessmernt of needs related to resource use and reimbursement
{See Appendix C}.
14



have a changing awareness of environment; they have periods
of motor restlessness or lethargy; they are moderately
impaired in cognitive skills for daily decision making; they
resist care; they need supervision; they need limited
assistance or extensive assistance with bathing, dressing,
toileting and eating; and they need activities of daily
living activities to be broken into a series of sub - tasks,

Programmatic Regquirements

The facility must develop protocols that include the
following components:

1. Creation of an interdisciplinary care team to develop
individualized care plans,

The care team must consist of a registered nurse, doctor,
social worker, aide, physical therapist, occupational
therapist, family member, and, as needed, dietitian and
recreation and activity directors,

2. Development and implementation of individualized care
plans that will include:

a. an identification of the resident's functional
problems and goals

b. one or more interventions carried out daily

1. environmental structure - the setting must
enhance safety and security

2. cognitive programs involving and meeting
communication needs

3. programs that meet the needs of residents with
behavioral and/or psychosocial problems.

4. programs that assist residents in their
activities of daily living.

a. cueing

b, task segmentation
C. encouraging

d. toileting schedule

5. nighttime alternatives to the use of physical
and/or chemical restraints for residents who
cannet sleep

c. evaluation of interventions and reassessment of
resident needs if appropriate.

3. Development of good staff/resident interaction and
care

15



a. resident to staff (aide) ratio of at least one to
four.

b. consistency of staff assignment
c. supportive program for staff
d. wmﬁnmﬁuon for staff
g. meaningful staff appreciation program
4. Development of a family care plan that will include:
a. an identification of the family's needs and goals.

b. one or more services provided at least every other
week

1. procedures for families toc meet with
appraopriate disciplines for discussions

2. support groups
3. education

4. services to help family to relate to resident

B. RESIDENTS WITH SPECIALIZED PSYCHOSOCIAL NEEDS.

Group Characteristics

This category would include four types of residents: those
with specified medical diagnoses; those with a secondary
diagnosis of mental illness and/or socially inappropriate
or disruptive bshaviors; those with recent traumatic events
or changed status; and those residents with family and
informal support problems. Each of these groups must also
demonstrate behaviors indicating difficulty coping.

The four types of residents are:

1. Specific medical diagnoses: terminal illness, HIV
positive and addiction (addiction needs no

accompanying behaviors). All except addiction is on the
MDS+. Addiction must be added to the list of
diagnoses,

2. Secondary diagnosis of mental illness such as depression

and/or socially inappropriate or disruptive behaviors
(needs to be added fto the MDS+).

3. Recent traumatic events: loss of family member in the
last 6 months; amputation or major surgery within the
last 6 months {needs to be added to the MDS+); and =&
recent diagnosis of a permanent progressive disease.

16



4, Family and informal support problems.

This group includes those people who, as evidenced on
the MDS+, do not have personal contact with family or

friends or who openly express conflict or anger with
family or friends.

Accompanying Behaviors indicating problems in coping are:

Mood and behavior patterns: tearfulness, emotlional
groaning, sighing, breathlessness, motor agitation such
as pacing handwringing or picking; pervasive concern
with health; recurrent thoughts of death; suicidal
thoughts or actions; failure to eat or take medications;
withdrawal from self-care or activities; reduced
communications; resisting care; socially inappropriate/
disruptive behavior

Frogrammatic Regquirements

1. Development of an interdisciplinary care team fto
develop individualized care plans.

The care team must consist of a social worker, any other
gualified mental health professional, nurses'! aide,
registered nurse, family member and resident.

2. Development and implementation of individualized care
plans that will include:

a. an assessment that must demonstrate the elimination
of any other causes for the distress.

L. .one or more interventions at least once a week

1. individual case work
2. group work
3. community involvement

c. evaluation of interventions and reassessment if
appropriate.

3. Development of good staff/resident interaction and
care,

a. elicit information from floor staff about the
resident and family

b. help floor staff to help resident and family
c, educate staff

4. Development of family care plans that will include:

17



a. identification of needs and goals
L. one or more services provided at least once every
two weeks

1, procedures for families to meet with
appropriate disciplines for discussions.

2. support groups

3. education

4. services to help family relate to the resident

C. RESIDENTS WITH SPECIAL MAINTENANCE NEEDS

Group Characteristics. This group will include:

1. recent discharges (within 30 days) from a formal
rehabilitation program (this would have to be added to
the MDS+).

2. residents at risk for fall, contractures and
deterioration: residenits who have fallen in the last 30
days; residents who have a condition and or disease that
makes resident's ADIL {Activities of Daily Living)
precarious of deteriorating (add to MDS+): residents
who need one person physical assist for bed mobility,
transfer and locomotion; residents who have deteriorated
in any ADL from one self-performance category to another
or from one support category to the other (as measured
on the MDS+). .

3. residents who have recently been released from long term
usage (6 months or longer) of physical restraints (need
to add to MDS+).

4. residents who move from a behavioral problem category
because of participation in a behavior program (not
because of the introduction of a psychotropic drug).

5, residents who are incontinent or have a catheter or who
do not use the toilet/commode/urinal but who do not
have a neurogenic bladder (need to add to the MDS+) and
who have the cognitive ability (short term memory) to
learn toilet and bladder training.

6. residents who suffer a sudden (within the last 30 days)
deterioration in eating ability.

Programmatic Regquirements

This intensive six week program involves the training of
nurses' aides under the supervision of a licensed nurse.
The aides will integrate all the normal care routines
(dressing, bathing, toileting, eating, grooming, etc.)
during all of the resident's waking hours, with the
specific needed nursing rehabilitation. These activities

18



must bhe coordinated with the activities of other staff,
such as dietary, etc.

1. Creation of an interdisciplinary care team to develap
individualized care plans.

The team must consist of a registered nurse,
rehabilitation therapists, recreation specialists, aide,
family and resident. ,

2. Development and implementation of individualized care
plans which must include:

a. an identificatlon of the resident's functional
problems and goals.

b. description ecf the intensive six week program
with the specific routines aides will conduct with
the resident

c. evaluation of intervention must be conducted on an
an—-going basis, at least monthly.

If the resident does not demonstrate progress or
maintenance of abilities, the care plan must be
rewritten and the resident must be reassessed.

If, after the six week program, the resident
demonstrates unexpected Hm%wmmmwoﬂ. the resident is
readmitted to the program,

3. Development of good staff/resident interaction and
care.

a, consistency of staff

b, resident to staff ration of at least one aide to
every six residents.

4. Development and implementation of a family care plan
that must include:

a., identification of family needs and goals
b. provision of services

1. procedures for families to meet with appropriate
disciplines for discussions.

12since the facility will be given a higher reimbursement rate
for residents in this category for six months even though the
program is only six weeks long, the ability to readmit
residents who need a repeat of the program during this six
months should be encouraged.
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2. support groups
3. education
4. services to help family relate to resident

II. Encouraging Good Care: Linking Reimbursement to
Surveillance and Positive Outcomes

A. Removal of the profit incentive in direct resident
care.

In order to counter the potential negative incentive to
keep residents sicker and to encourage the hiring of
necessary staff rather than use restrictive treatments,
the profit incentive must be removed from the direct

resident care costs, If facilities do not spend all the
revenue given for direct resident care, the remaining
amount must be given back to the state. This does not

remove the profit incentive in other non-direct areas
such as administration, housekeeping, grounds, etc.

B. Requiring money be spent in direct care services if
survey findings or data from PRI indicate care
problems,

If "a" agbove is not adopted, than it will be necessary
ta develop a linkage between survey findings and
retention of the right to make a profit.

A facility must be regquired to spend all of the direct
care revenue it receives on direct care services for
the following vear or bhe required to return the left
over amount to the state if the facility receives:

(1) any deficiency in the following areas: resident
rights, admission, transfer and discharge rights;
resident behavior and facility practice; quality
of l1life; resident assessment; gquality of care;
nursing services; dietary services; physician
services: and specialized rehabilitation services;
or

(2) a "low guality" score, derived from all casemix
adjusted resident outcome information gathered by
tHe PRI: use of restraints, incidence of accidents,
presence of decubiti, psychotropic drug use,
incidence of continence, ambulation, use of
catheters, eating abilities, behavior, etc.

C. Development of new survey protocols

In order to link the reimbursement facilities will
receive {(to provide the programs for the three new

20



ITT.

classes of residents) to the surveillance system

effectively, the State Health Department must develop
protocols for its surveyors to survey the three programs
cutlined above. If, over a period of time, two or three
surveys, a facility is found deficient, based upon the
developed protocols, the facility must lose the right to
offer the program, thereby losing the reimbursement.

Encouraging Good Care: Introduction of a Quality Incentive

Involving Acknowledgement and Appreciation

The State Health Department should officially acknowledge
facilities that give quality care and facilities that
improve their care over time. Such facilities must have
an agreed upon percent of Medicaid admissions and must
have complied with standards of care as evidenced by
survey findings.

Facilities should he asked to apply for recognition.
Decisions can be made using information from two sources:
a guality factor derived from PRI outcome data, related or
adjusted to the population served; and, from inspections
by a group consisting of consumers, ombudspecple,
advocates and consumer representatives of provision of a
high quality of life for individualized and creative care.

A, Paositive outcomes from PRI data

1. use of restraints
a. low incidenceld of restraint use.

b. Msmﬁocmamﬂﬁpﬁ over time in restraint use without
an increase in the use of psychotropic drugs.

2. use of psychotropic drugs
a. low incidence of use.

b. improvement over time without an increase in the
use of physical restraints.

3. decubitus
no development while in the nursing home
4, continence

a. high incidence of continence.

13an objective number defining low incidence must be decided

upon.

This number is related to good care and not to how

other facilities in the state are doing.

ldyare

too, the number used is related to good care.
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B.

k.

C.

d.

high incidence of incontinent residents being
taken to the bathroom.

improvement over time.

low incidence of deterioraticn

5, ambulation

a.

b.

high number of residents maintaining passive or
active ambulatory status

improvement over time.

6. catheters

a., low incidence

b. low incidence aof continued catheter use

¢. low incidence of recurrent urinary tract

a,

10.

infections
eating
a. low incidence of tube feeding
b. HD? incidence of deterioration in eating ability
c. improvement over time
contractures
a. low incidence of new contractures
b. improvement over time
behavior
a. low incidence of new behavior problems
b. improvement over time

accidents

a. low incidence without increase in physical
restraints

b. improvement over time

Providing an atmosphere for individualized and creative

care

1.

evidences of resident and family satisfaction
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2. evidences of ability to adapt the facility to the
individual's habits and preferences

3. evidences of resident and family participation in
decision making.

4. evidences of development of new and innovative
programs fostering positive objectives.

5. evidences of positive staff/resident interactions.

IV. Encouraging Good Care: Giving Incentives for Encouraging
Resident Independence.

RUGs must incorporate certain incentives for encouraging
independence and the use of less restrictive treatment.
Generally, the system should pay more for treatments and
services that help residents progress or maintain their
ability to eat, walk, toilet themselves, dress, bathe, etc,.

We suggest the following changes for the PRI or for any
scoring for the MDS+ to accomplish this:

A. Add an additional level to the scores of sach ADL
function to pay more for maintenance programs to train
residents to be remain or become independent. This
level should be given the highest score, thus giving
facilities added reimbursement for encouraging
independence.15

B. Change levels in ADL scoring con the PRI

1. eating: leave levels 1, 2, and 3 the same; add a new
4 and 5 and 6 to encourage partial hand feeding,
resident participation and total hand feeding
T necessary.

a. 4: "partially hand fed; resident may manually
participate but not enough for adeguate
intake". This gives some weight to resident
participation and encourages more
independence.

b. 5: "totally hand fed, tube or parentally fed for
primary intake of food". This gives egqual
weight to hand feeding and tube feeding
instead of more weight to tube feeding.

c. 6:; maintenance program to train residents to feed
themselves (described above}.

151f the new category "RESIDENTS WITH SPECIAL MAINTENANCE NEEDS"
is added to the system as recommended above, this level should
not be used.
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2. mobility: add to the ADL scores (at present mobility
is not used to weight scores at all); leave
levels 1, 2 and 5 the same; 3 becomes 4; add
3 new 3, and 6 to encourage supervised

ambulation
a. 3: "wheels with no supervision assistance, except
for difficult maneuvers". This gives some

weight to differing levels of independence.

b. 4: "walks with constant one-to-one supervision
and/or constant physical assistance".

c. 6: maintenance program for ambulation

3, toileting: leave 1, 2 and 4 the same; 3 becomes 5;
E becomes 6; add a2 new 3 and 7 to encourage
continence and/or toileting schedules and
programs.

a. 3: "continent of bladder and howel; unable to
find the bathroom, needs direction to the
toilet”. This gives some weight to differing
levels of independence,.

b. 7: bowel and bladder training or scheduling

C. In scoring, no two levels should be collapsed. Each
level must have its own weight.

V. Data Collection

A new "time and motion"” study must be conducted.

Charles Phillips, in his memo on the RUGs system and
the cognitively impairedl® states that it is important
to note that the RUGs system is not exactly a model of
resource utilization. What was measured in the time
and motion study were the resources provided to nursing
home residents dus to decisions made by facility staff.

The new sample must include facilities with the lowest
incidence of negative outcomes; facilities with innovative
and state-of-the art programs for dementia,
rehahilitation, ambulation, independence and a good
guality of life for their residents. It must include
facilities with high staffing levels. With such
facilities in the sample, we will be able to better
discriminate among care categories because all types of
care are more likely to be given. Those facilities with
lower staff levels may spend most, if not all, of their
staff time on meeting only the physical needs of their
residents. In addition, a clinical group consisting of
consumers, nurses, social workers, nurses aides and other
nursing home staff should be used to determine if the
resource time information gathered from the time and

16pnillips, Charles, PhD, MPH, "The RUGs System and Cognitively

wﬂ WHHmm Residents, "Background memo prepared for NHCC, May 13,
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VI,

motion study make "clinical" sense. If they do not, the
relative times should be changed.

The task force, after analyzing both the PRI and the MDS+,
agreed that the definitions for measuring independence

and dependence in the ability to perform activities of
daily living on the MDS+ was superior to the PRI. Thus,
the group recommends using the MDS+ instead of the PRI in
the future. However, the issues raised above dealing with
the encouraging of independence must be incorporated and
that the many items added to the PRI for quality assurance
must be added to the MDS+ so that we can continue
gathering data on potential negative outcomes.

Need for Better State Auditing to help make decisions on
the appropriateness of spending.

Over $4.5 billion is spent on nursing home care in New
York State each year. That is about $45,000 for each
nursing home resident. While consumers are concerned
about the care being given, providers are complaining that
they are not being given enough money to care for the
residents they have and that they need higher Medicaid
reimbursement.

Before giving more money to the nursing home providers,
New York State must better evaluate how the public

monies going imto nursing home care are being used. How
well managed are nursing homes? How much of Medicaid
reimbursement is going into administration costs? What do
these costs consist of? Are they appropriate given the
demand being made on public monies? How do these
administrative costs compare to costs for pharmacy?
nurses' aides? therapies? How should they compare?

Are staff levels adegquate? We no longer can give public
monies without clear accountability and monitoring of the
effectivensss and appropriateness of the use of these
monies,
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TABLE 1: Resource Provision and Cognitive Function

Care Time Provided (in minutes)

All Indep. Mod. Mod. Impaired
Residents Indep. Impair.
RN 11 9 10 12 15
LPN 17 15 16 16 20
AIDE 72 51 65 85 | 100
TOTAL 100 .qm | 91 112 136
N = 3,427 1,061 930 _mmm 586

As a resident becomes more cognitively impaired, the staff time needed to
care for her/him increases.

Source: Phillips, Charles, PhD, MPH, "The RUG-II System and Cognitively

Impaired Residents," Background memo prepared for NHCC, May 13,
1991.



TABLE 2: The Relationship Between Cognitive Impairment
and ADIL Function

Cognitive Impairment

. Row
ADL Index None Low Moderate High Total
Value
3 63.0% 41.7% 15.7% 1.2% 1,166
4 6.6 6.3 5.8 14 175
5 14.0 18.7 14.9 5.6 453
6 9.3 174 21.1 10.6 462
7 3.0 10.2 21.3 18.3 374
8 3.4 4.4 14.3 43.9 428
9 or 10 1.0 1.2 7.0 19.0 176
. 100.3%* 99.9% 100.1% 100%
Column
Total 1,061 230 658 585 3,234

*Percentages may not equal 100 due to Hocbmwum.

Residents who are more cognitively impaired are likely to have the greatest
need for staff assistance in ADL functioning.

Source: Phillips, Charles, PhD, MPH, "Resource Use, ADL Functioning, and
Cognitive Impairment,” Background memo prepared for NHCC, July
18, 1991,



Figure 1. Time, ADL Needs, & Cognition

(Source: Phillips, May 18, 1991)
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Among residents with fewer ADL needs,

residents with moderate/high cognitive
impairment require more staff time
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TABLE 3: Percent of Variation in Staff Time Explained by the RUG-II
System -- For Residents with Differing Levels of Cognitive Functioning*

Type of Resources

Total Aide | Licensed

Time Time Time
Cognitive Function
Independent
R-Square A8 45 24

Modified Independence

R-Square 43 42 19
Moderately Impaired

R-Square 34 .28 28
Impaired |

R-Square 27 15 .23

*Hﬁmmmgommﬂmﬁmummmﬁﬂmnmmaﬁvgmwﬁu@m-mnmwmmoimm Hmmu.mmmbnmmmmmg%
variables. .

The RUG-II system’s ability to accurately predict a resident’s resource use
depends, in part, on the resident’s cognitive function. The system is most
accurate in predicting the resource use of residents with little or no
cognitive impairment and least accurate for those residents with the
greatest cognitive impairment.

Source: Phillips, Charles, PhD, MPH, "The RUG-II System and Cognitively

Impaired Residents," Background memo prepared for NHCC, May 13,
1991,



TABLE 4: Staff Time and Restraint Use

Presence or Absence of Restraints*

Present Absent
Average Care Time
licensed time (min.) 32 27
aide time (min.) 95 66
weighted time 101 76

*Presence of restraints means regular use for day or night.

Residents who are restrained receive more staff time than do residents who
are not restrained.

Source: Phillips, Charles, PhD, MPH, "The Cost of Care for Restrained
Residents," Background memo prepared for NHCC, April, 29, 1991,



TABLE 5: Care Provision and Restraint Use: Comparing
Similar Residents

Care Provision*

Nurse Aide Wid.

Variables
In the Model
Intercept : 25.58%* 80.06%* 83.07%*
15 binary variables : :
representing RUG-TI -- (not reported) ---
classes .
Restraint Use -0.19 7.38%* 4.86%*

R-Square .25 .46 45

*Entries in the table are unstandardized regression coefficients. For
presentational clarity, coefficients not reported for each specific RUGS-II category.

**p<.01

Controlling for other characteristics that might affect resource use,

residents who are restrained receive significantly more staff time than do
residents who are not restrained.

Source: Phillips, Charles, PhD, MPH, "The Cost of Care for Restrained
Residents, Background memo prepared for NHCC, April, 29, 1991.
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*Sections relevant to this report
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RUG-Il GROUP OF PATIENT:
(please print name}

New York State Department of Health
DIVISION OF HEALTH CARE FINANCING

PATIENT REVIEW INSTRUMENT (PRI)

Use with separate PRI Instructions and Training Manual

L

L. ADMINISTRATIVE DATA

1 OPERATING CERTIFICATE NUMBER

2 SOCIAL SECURITY NUMBER

e L LT ol
3 EACILITY 1S A: L] 11 DATE OF INITIAL ADMISSION: 10 fhis facilty af tis leve
- — SN of care
_um_zw o__uMm_»r m>o_m:% NAME: " (HRF or SNF) 119
{62-67) MO DAY YEAR
15 MEDICAID NUMBER

A PATIENT NAME (PLEASE PRINT)

LAST Fl M.1.

ol L VUV T 1L ILIL ol HEEEEEE

5 DATE OF PRI COMPLETION

(31-36) _ ~ ~ \_ m

MO. DAY YEAR

13 MEDICARE NUMBER

S N I O B

© MEDICAL RECORD NUMBER

{2T-43) —

14 PRIMARY PAYOR
1 = Medicaid 3=0ther _ _
2 =Maedicars 185

7 ROOM NUMBER

(46:58)

8 UNIT NUMBER (Assigned by RUG Il Project)

{51-52)

9 DATE OF BIRTH

wal L 1] [ [] |

MO. __Day _YEAR

415 A REASON FOR PRI COMPLETION:
Reimbursement Assessment Cycle

1 = Biannual Full Facility Cycle

2 = Quarterly New Admission Cycle
Utilization Review

3 = Admission Review

4 Continued Stay Review

5 Discharge

15A

{=0) _ —

I

10 SEX
1=Male

2=Female BN

1858 Was a PRI submitted by vour facility (HRF or

SNF) for this patient during a pravious {ull {58

il. MEDICAL EVENTS o
46 DECUBITUS LEVEL: ENTER THE MOST SEVERE |

LEVEL (0-5) AS DEFINED IN THE INSTRUCTIONS g

17MEDICAL CONDITIORNS: DURING THE PAST .. ..
FOUR WEEKS, READ THE INSTRUCTIONS FOR - maioy

SPECIFIC DEFINITIONS. 1 =Yes 2=No

AL COMEIOSR. ...cieiiii e e e e s e e sreeesesseeesaresens :

Dehydration ... ...cceeevnieivirirnee e vssiosaneseas :

internal Bleeding :

Stasis UICEr ...

Contractures ...oeeeeeevvene.. erereereteabeateaeatenaeatbesaann :

Diabztes MellitUs ..voceeeeeeeccerevireennssens

B.
C.
D.
E. Terminally ___
F.
G.
H.

Urinary Tract Infection .......ccceoveceeiieiinerennnnn, D

HIV Infection SymptomatiC.. . seeeeeeaens .

J. Accident

K. Ventilator Dependent
DOH-3 (rev. 5/89) p 1 ol 4

facility or new admit cycle? _ \m
1 = Yes 2 = No el
18 MEDICAL TREATMENTS: READ THE
INSTRUCTIONS FOR QUALIFIERS. 1=Yes 2=Np

A. Tracheostomy Care/Suctioning N04116)

{Daily — Exclude self care)......ocovveereeevennenne,

. Suctioning — General (Daily).....ccccovveeinevene e .

. Oxygen (Daily)...ccccoieiieeeere e
. Respiratary Cdre (Daily).....oooveveeimericneenn,

. Nasal Gastric Feeding......cccoierviiineeiencenene,

Parenteral Feeding..............

c WOUND Cara ettt eeeae e

r oo m m o 0 m

. Chemotharapy ..o sneserinens :

. TTANSIUSION ..ot reseee s e eees s

o DHEIYEIS. it

Bowel and Biadder Rehabili{ation ...coceeererennnn.
(SEE INSTRUCTIONS)

Catheter (indwelling or Exiernal} ........ccooveereenn.

g r A

. Physical Restraints {Daytime Only) ..oovveeeenne.




Itl. ACTIVITIES OF DAILY LIVING (ADLs)

Answer guestions 19-22 according to how each task was completed 60% of the time during the past four weeks or since
admission, whichever is shorter {regardless of cause). Read the Changed Condition Rule and definitions in the instructions.

49 EATING: PROCESS OF GETTING FOOD BY ANY MEANS FROM THE RECEPTACLE INTO THE BODY {FOR EXAMPLE,
PLATE, CUP, TUBE).

1= Feeds sell without supervision or physical assistance. 3= Requires continual help Amqnocﬁmmmam:Smmnz:m\ iO
May use adaptive equipment. physical assistance) with aating or meal will not be
completed.
2= Requires intermittent supervision (that is, verbal en- 4. Toally fed by hand; patient does not manually par-
couragement/quidance) andfor _.:“:_Eﬂ _u_._<m_.nm_ ticipate.
assistance with minor pans of eating, such as cutting ! . .
i ing milk carton. 5= Tube or parenteral feeding for primary intake of ood.
food, buttering bread or apening (Not just for supplernental nourishments.)

{317}

i ,
lrts s v e

!

EART R R ELE 4

2 MOBILITY: HOW THE PATIENT MOVES ABOUT.

1= Walks with no supervision or human assistance, May 3= Walks with constant one-to-one supervision andfor con- 20
require mechanical davice (for example, a walker}, but stant physical assistance.

i (118
not a wheslchair. . 4 ;

= Wheels with no supervision or assistance, except for
L . . . dificult maneuvers (for example, elevators, ramps). May
2= Em_xm with _Em_,a.&mg supervision (thatis, <m6.m_ cue- actually be able to walk, but generally does not move. -
1 ing and observation). May require human assistance . ) -
for dificult parts of walking (for example, stairs, ramps). 5= Is wheeled, chairias! or badfast. Relies on sormeona else
to move about, if at all,

[ R LI L1

.“ N.-._.mbzm_.umﬂ" ﬁmOGmmmOﬂEOSZOmmgmmzﬁOm_._._OZm.._.O:uIOKm.mD.OI.p_m_m._.bZD_zm_ﬁmXOrCUm
o TRANSFERS TO/FROM BATH AND TOILET).

1= Renquires no supervision or physical assistance to com- 3 = Reguires one person o provide constant guidance, - 214
plete necessary transtars, May use eguipment, such as steadiness andfor physical assistance. Patient may (g
raiiings, trapaze. participate in transfer,

4= Requires two people to provide constant supervision

1 2= Requires intermittent supervision {that is, verbal cue- and/or physically liit. May need figing equipment.

o ing, guidance) andior physical assistance for difiicult

B maneuvers only. §= Cannot and is not gotten out of bed.

- 22 TOILETING: FROCESS OF GETTING TO AND FROM A TCILET (OR USE OF OTHER TOILETING EQUIPMENT, SUCH 2 _ ‘_ .
e AS BEDPAN), TRANSFERRING OM AND QOFF TOILET, CLEANSING SELF AFTER ELIMINATION AND ADJUSTING - - "0~
o CLOTHES.

A 1= Reguires no supervision or physical assistance. May 3 = Continent of bowe! and bladder. Requires constant
o require special equipment, such as a raised toilet or supervision and/or physical assistance with major/all
ol grab bars. - parts of the task, including appliances ..., colostomy,

N ileostamy, urinary catheter). i
i 2 = Requires intermittent supervision for safety or 4 = Incontinert of bowel and/or bladder and is not taken
encouragemertt; or minor physical assistance (for to & bathroom.
exarnple, clothes adjustment or washing hands). 5 Incontinent of bowel and/or bladder, but is {aken 10
a bathroom every two to four hours during the day
and as needed &t night. .

.
Sty
‘.
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IV. BEHAVIORS

23 VERBAL DISRUPTION: BY YELLING, BAITING, THREATENING, ETC.

.. 1= None during the past four weeks. (May have verbal out- 4= Unpredictable, recurring verbal disruption at least once

o bursts which are not disruptive.) per week for no foretold reason,
) 2= Verbal disruption ane io three times during th tf L
weeks. P & lothree times during the Pastiour s _ patient is at tevel #4 above, bt does not fuliill the active

treatment and psychiatric assessment qualifiers (in the

3= Shor-lived disruption at least once per week during the instructions).

past four weeks or predictable disruption regardiess of
frequency {for example, during specific care routines,
such as bathing).

e 24 PHYSICAL AGGRESSION: ASSAULTIVE OR COMBATIVE TO SELF OR OTHERS WITH INTENT FOR INJURY.
(FOR EXAMPLE HITS SELF, THROWS OBJECTS, PUNCHES, DANGEROUS MANEUVERS WITH WHEELCHAIR).

1= None during the past four weeks. 4= Unpredictable, recurring aggression al least.once per
week during the past four weeks for no apparent or
foretold reason {that is, nat just during speciiic care

2= Unpredictable aggression during the past four weeks
(whether mild or extreme), but not at least once per

routines or as a reaction to normal stimul).
wagek. :
3= Predictable aggression during specific care routinesor 5= Patient is at level#4 above. but does not fufiill the active
as a reaction to normal stimuli (for example, bumped rrealment and psychialiic assessment qualifiers {in the
into}, regardiess of frequency. May striike or fight. insiructions).

DOH-3 (rev. 5B p 2ol 4
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LAST Fl M1
PATIENT NAME (please print)

25 DISRUPTIVE, INFANTILE OR SOCIALLY INAPPROPRIATE BEHAVIOR: CHILDISH, REPETITIVE OR
ANTISOCIAL PHYSICAL BEHAVIOR WHICH CREATES DISRUPTION WITH OTHERS (FOR EXAMPLE, CONSTANT-
LY UNDRESSING SELF, STEALING, SMEARING FECES, SEXUALLY DISPLAYING ONESELF TO OTHERS), EXCLUDE

VERBAL ACTIONS. READ THE INSTRUCTIONS FOR OTHER EXCLUSIONS. o5
- 1= Noinfantile or sacially inappropriate behavior, whether 4= Disruptive behavior at least once per week during the ne3
H or not disruptive, during the past lour weeks. pasl four weeks.
2= Displays this behavior, but is not disruptive 10 others 5. Patiert is at level #4 above, but does nat fulfill the active
(far example, rocking in place). treatment and psychiatric assessment qualiiiers (in
3= Disruptive behavior during the past four weeks, but not instructions).

at least once per week,

26 HALLUCINATIONS: EXPERIENCED AT LEAST ONCE PER WEEK DURING THE PAST FOUR WEEKS, VISUAL,

: AUDITORY OR TACTILE PERCEPTIONS THAT HAVE NO BASIS IN EXTERNAL REALITY.
. 1= Yes 2= No 3= Yes, but does not fulfil the active treaimert and 26 |
: psychiatric assessment qualifiers (in the instructions). (124

V. SPECIALIZED SERVICES }
P.T. Leve]

27 PHYSICAL AND OCCUPATIONAL THERAPIES: READ INSTRUCTIONS AND QUALIFIERS. 1125
EXCLUDE REHABILITATIVE NURSES AND CTHER SPECIALIZED THERAPISTS (FOR EXAMPLE,

. SPEECH THERAPIST). ENTER THE LEVEL, DAYS AND TiME (HOURS AND MINUTES) PER WEEK. P.T. Dm(“_mmm_

S by

A, PRYSICEl THEEADY (P.Tdurrmssmsremessnecimssmieessisiassssssssnsesressassssseams s ssssssssss s sosessss . P.T. Time |_
3 o (127-130)
i ) HOURS  MINMWEEK
- B. Occupational Therapy (D.T. 1ot sasnssssssseess st sues 0.T. Level
: LEVEL . : _ o2
. _ 1= Does not receive. occupational therapy for four or more Q-7 Ummﬂv
-3 2= Mainienance Program - Requires and is consecutive weeks. re
< currently receiving physical and/or 4= Receives therapy, but does not fulfill the ~ O-T- ,_|_:._mm
: occupational therapy to help stabilize or qualifiers stated in the instructions. (For 133138 HOURS ~ MIN/WEER
R slow functional deteriaration. example, restorative therapy givenor to B
53 3= Reslorative Therapy - Raquires and is be given for only two weeks.)

currently receiving physical andfar
DAYS AND TIME PER WEEK: ENTER THE CURRENT NUMBER OF DAYS AND TIME (HOURS

AND MINUTES) PER WEEK THAT EACH THERAPY IS PROVIDED. ENTER ZERQ IF AT #1 LEVEL -
ABQOVE. READ INSTRUCTIONS AS TO QUALIFIERS IN COUNTING DAYS AND TIME.

Nmz:zmmmo_"v:<m.n_>z<_m_._.m"mv:mmoz_.jzmzczmmmOmSm:mocm_zmq:mmpmq__Nm
FOUR WEEKS THAT ADHERE TO THE PATIENT NEED AND DOCUMENTATION QUALIFIERS -

Lemretebramt a0 sy, Pl

::;ﬂ-{-;_‘ .

30 PRIMARY PROBLEM: THE MEDICAL CONDITION REQUIRING THE LARGEST AMOUNT OF
NURSING TIME. THIS MAY NOT BE THE ADMISSION GIAGNOSIS BY THE PHYSICIAN.

- IN THE INSTRUCTIONS. EXCLUDE WVISITS BY PSYCHIATRISTS. (137148
..h.

29 MEDICATIONS 28A
b A. Manthly average number of medications ordered. - (138-140)
B. Manthly average number of psychoactive madications orderad. . 298
h. {343-122)
DIAGNOSIS

+30

_U_Ru._ 47)

ICD—8 Code of medica! problem

If code cannot be located, print medical name here:

'i - ‘34 QUALIFIED ASSESSOR: | HAVE PERSONALLY OBSERVED/INTERVIEWED THIS PATIENT AND COMPLETED THIS PAI:

m [ Yes LINe = AT o
“ +2 | CERTIFY THAT THE INFORMATION CONTAINED HEREIN IS A TRUE ABSTRACT OF THE PATIENT'S CONDITION AND MEDICAL
i . RECORD.
i
i Assessor 31
_ i Identification Number
i Signature of Qualified Assessor : (145153
|
L
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APPENDIX C
MINIMUM DATA SET PLUS - MDS+!

1The form used by New York State is in a different format and
adds a few more guestions relating specifically to New Yark
State.



MINIMUM DATA SET PLUS FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING (MDS +)
BACKGROUND INFORMATION AT INTAKE/ADMISSION

. IDENTIFICATION INFORMATION Il BACKGROUND INFORMATION AT RETURN/READMISSION

- 1| pateor
| IDENT [ First;
@ (-C-00 ]
Last: AEADMIS-
SION Mariln Day Yea,
21 DATEQF
CURRAENT - _ 2.0 MARITAL | 1. Never Marned 3. Widowed 5, Divorcee
ADMISSION Monin Day Yeat STATUS | 2. Married 4. Separated
n: MEDICARE ' 3.] ADMITTED | 1. Privale home or apl. 3. Acule care hasonal
. A NO. FROM 2. Nursing hame 4. Omner
- {S0C. SEC. or 4, LIVED
. Comparable ALONE |0, Na 1. Yes 2, In ather lacility
b No, il na _y _ _ _ _ _
A Medicare Na,)
&} FACILITY _ _ _ _
. FRAOVIDER
S Ne: (T T 1111111 Ill. CUSTOMARY ROUTINE (ONLY AT FIRST ADMISSION)
ST Federal No. CUSTOMARY | {Check ail that apply. If alt nems are UNKNOWN chack box 'y}
. 5| GENDER |1. Male 2. Femaie i Mm%duw 1. CYCLE OF DAILY EVENTS
.o [} RACE/ 1. Amencan Indiar/Alaska Native 4, Hispanic o _m_.um_ \
I ETHNIGITY | 2. Asian/Pacilic islander 5. Whae, nat ol admiseaon Stays up late at night (e.g., afier S pra) la.
L 3. Biack. not ol Hispanic ofigin, Hispanic origin 8anursing | Naps regularly during day {at least 1 hour) tn,
7| BIRTHDATE _ _ '..l— _ _| _ _ _ _ _ hame) Gaes out 1+ days 3 week =
.. ‘ . o Bay Vemr Stays busy with babbies. reading, ar hxed daily rouline .
R . . g8 r_mm.ﬂ_zm ) - Spends mest time alone or waiching TV 8
e Dn.qn_"m_hp Moves indepenaenily ingaors (wiln apphances, il used) s
b 9| PRIMAAY |Aesicenl’s pnmary language ts lanokage ather than Engiish. W ol iabzceo praducis at least daily _.o.
LANGUAGE {0, No 1. Yes ) NONE OF ABOVE i
{Soeoity}
. IN ATTEAN
1ol RESIDEN- | (Check all settings resident lived in ounng 5 years pnor ia 2. EATING PATTERNS ;
TIAL adrmigsion) Distinc! Iood peelerences i,
xm_wwmmw< Prgr siay al this nursing home . 3 Eats between meals ail or most days ’ n_.
1 ; - h—
Lol YEARS | Qiher aursing nume/resicennal tacility B Use of ziconolic beverage(s) at least waskly ih.
- 0 Mi/psyctuaine saning c. NONE OF ABOVE i
. MR/CO sening - 3, ADL PATTEANS
2 =AUE -
- NONE QF ASOVE . In bedciolnes mucn of day im.
1] MENTAL |Does resigents AECORD indicate any history of memal . . .
HEALTH | retardanion. mentzl illness, or any other mentzl heailn Wahans 1o 1oilet all ar mest nights “z.
HISTORY |problem? 2. No 1. Yes Has irrequiar bowel mavement pakarn 10.
12) GONGITIONS| Check ail eondilions inat are ralatad 1o MA/DO Status, . : {
T RELATED | thar were manilested belora ags 22, and are likaly 1o Prelers shawers tar bathing “n.
TO MRDG | continue inaefinely. Prelars bathing w P.M. @
STATUS [ —
‘ Not apalicable—nn MR (Skip fo lrem 13) NGNE OF ABOVE .
MRDD witn Organe Candilion 4, INVOLVEMENT PATTEANS
Cereoral palsy B. Daily contact witth ralativesiclose fhenas is.
- i Down's synarome £ Usually anends church, 1emple. synagague {&tc.) lh.
. - Autism g Finds strengin in faith lu.
Epileosy ) & Dally animal campaniarvorasence iv.
- . Qtner organic condiion relaled 1 MADOD t Invelved in group activities -
MA/DS with no organic canginian 5. NONE OF ASOVE _ e
. . Unkaown n UNSNOWN—Residentdamily unacte to provde inlormaton |y,
' 13} MARAITAL [1. Never married 3. Widowed 5. Divorced
STATUS |2. Marneg 4, Saparaled N END
14) ADMITTED |1, Pavaie home of 2ol 3. Acute care hgsgital
FROM 2. Nursing homa 4. Qther
15 LIVED
ALONE  {&. No 1. Yes « 2. In oter lacility
16) AOMISSION | {Check ail that apply}
INFORMA- . ; .
TION Accurale inlormanon unavaiéabla sarlier a.
AMENDED | ncervanon reveated additional informatian -8
- .. Aesident unstacle at admission <.
. Signawre ol AN Assessment Coorginamor: Daa:

Sigratures of Oihers Who Comgleted Pan ol ihe Assessment:




Resident

Date:

Facility:

Prov. No.

Minimum Data Set Plus for Nursing Home Resident Assessment and Care Screening (MDS+)

(Slatus in last 7 days, unless other time frame indicated)

_ » 3. MEMORY/ {Check all that rasident normailly able o recall during last
Assessment Start Dale AECALL 7 days)
Month Day Year ABILITY Current season o Thal he/she isin a
Original {0} or Carrections (#) B Location of own rogm  |™ nursing horma
. Stali namesHaces - NONE OF ABOVE
Signature of AN ara recalled
Assessment Coordinatar
4. | coGNITIVE |Made decisions regarding Lasks ol daiiy lile
SKILLS FOR {Coda responses)
n_mm_M_q.Mz _ | 0, Independent — decisions consistentreasonatle
Ez A IDENTIFICATION AND BACKGAOUND INFORMATION +. &> MAKING 1. Moditied independence — some difficulty in
new situalians only
E mmﬂw.ﬂz._. First (M0 2. Moderately impaired — decisions poor; cues/
Last: supervision raquired
- 3. Saverely impaired — never/rarely made decisians
2 SOCIAL
SECURITY NO, _ _ _ _ _ _ _ _ _ _ _ _ _ 5. [INDICAYQRS OF | (Check if condition over last 7 days appears different from
omcmn,,cz - | usual lupctioning.)
o_mMMcMrMn_ Less alen, easily distracted
3| MEDICAIG NO. . :
(il sogicatle} _ _ _ _ _ _ ‘ _ _ _ “ _ _ ) _ THINKING/! Changing awarenass of eavireament -
| AWARENESS | Eqisades of incoharent speech N
= . Pericds of molar resllessnass or fethargy =
* mmr_.um%_"_.na.»b.n Cogritive ability varies aver course of day -
) ﬁ _ _ _ _ _ _ _ _ _ _ _ . NONE OF ABOVE B
6.| cHANGEIN |Changa in resident's cognitive stalus, siills, or abifities —
51 REASONFOR | 1. Inilizl admission assess. 5. Significant change in COGNITIVE | in Jast 90 days
ASSESSMENT | 3, Hosp./Medicare reassess. status STATUS 0. No change 1. Improved 2. Deteriarated ] _
3. Asadmissian. not Medicare 6. Quarterly
4, Annual assassment 7. Qiher {e.g., UR} ; CTION C.- COMMUNICATION "HEARING PATTEANS
- — 1. HEARING {With hearing appliance,  used]
E. mmwnmnﬂ {Bitling Gffice to eode payment mn,....ﬁnm.& 0. Hears adequately — normal talk, TV, nphena
soURcEs) Foa| O Notused 2. Ancillary 1, Minimal difficulty when nat in quiet setting
NH STAY 1. Per diem 3. Beth 2. Hears In special situatian anly — spaaker has to
Madicaid VA mm_w_._m» ._ozm_.ncmzq and spaak Em::n&..
Medicare Seil pay/Privata Insur. 3. Highly impaired/absence cf uselul hearing
GHAMPUS Other 2,1 communl- | (Check ail that apply during last 7 days.)
CATION : .
Hearing aid, present and used
74 HRESPONSH {Check ail that 2ppiy.) DEVICES/ ._._m _ p _
aILITY! ) " 5 : ! o TECHNIOUES | Hearing aid, present and nat usad -
mwmm_.u.,w»z Legal guardian ) u. | ._“ummm_.m._n__ﬂman__m__.mzvmﬂ Other receptive comm. techaique used (e.g., lip read} -
. Qther fegal aversight n. . ] — NONE OF ABQVE T
Durable power atimy./ Resident responsitle
heslth care proxy NONE OF ABOVE [ a nzn.nmw OF |(Check all used by resident to make needs known.)
- p " EXFRESSION | 5peech = | Communication baard -
B| ADVANCED ar thase iterns with suppariing documeniation in the Wil - . .
= " riling messages o . American Sign Language ar
DIRECTIVE! .
E| 5 | medical record, n.qmnxpm_._. that apgly.) N : express of clarty Braille
Living wl Feeding restrictions ) needs 1 cther 1.
Da ot resuscitate M Medication qmminnn:.m ”. m_.m:mamm_:qmu..muc_._nm_n NONE OF ABOVE 3
Do not hospitzlize Qsher traaiment restrictions ™ — : -
QOrgan danation o NONE OF ABOVE i, 4. :mm...ﬂm mmk%ﬁwum.ﬂmﬁﬁ\nqumana cantent — Mowever able)
E . Undars|
Aulopsy requesi UNBERSTOA0 |1 | sually understaod — difficulty finding words ar
5| DISCHARGE | (Does not include discharge due la death) finishing thoughts )
PLANNED 2. Sometimes unidersioad — ability is imited 1o
WITHIN IMQ5.] 0. No 1. Yes 2. Usknown/uncerain making concrele requests
0  MARITAL 1. Never married 3. Widowed 5. Divorced ! 3. Rarely/never undersiced
STATUS 2. Married 4, Saparated 5| srescH Speech unclear
SECTION B COGNINVE PATTERNS - i CLAITY g Ng 1.Yas
1l COMATOSE {Persistent vegeianve stale/no discarnible conscicusness) 6.} ABILTYTO |{Understarding verbal informanon content—however aola)
0. Ne 1. Yas (Skip (o SECTION G.) | _ | czmdm.mw_.“mzn 0. Undarstands
o i 1. Usually understands — may miss some partintent
il MEMORY {Recall af what was learned or known; code carect m ol message
respanse) i 2. Somelimes understands — responds adequately
a. Shorn-term memory OK — seems/appears (o racall . to simple, direct communication
afier 5 minures : .3. Rarely/never ungersiands
0. Memary OK 1. Memary pradlems 7. CHMANGEIN |[Residents ability to express, yndersiard or hear
b. Lang-iesm memary OK — seems/appears 1o recail ' . COMMUNICA- lintarmation has changed over fasi 20 days
long past ) | TIGMHEARING |y Ng Change 1. Impraved 2. Detenarated
0. Memory OK 1. Memory problems _ ! -

D = Coaa the aporoonatz resoonsa.

] = Check ai ine resconsas ihat aoaly.

$2:0%808



Reasident Date: Facility: Prov. No.
B vr, SECRON D, VISIONPATTERNS ' -5on® XA xh
VISION {Able lo see in aaequale hight and wih glasses, if used]

- NS

e | 5| BEHAVIDR Behavior problerm has been acidressed by clinically

1 Iwﬂbmmﬂm.zq developed henaviar management program. {Note: da not
0. Adequale — sees hine detail, including regular print in CEAAM include progeams thal ivalve onfy physical restraints or
newspapers/books psychotropic medicanons in this calegery.)
1. Impawed — sees arge print, but nat regular print in 0. No behavics problern
newspapers/baaks 1, Yes, addressed

2. Highly impaired — limited vision, nat able to see naws- 2. No, not addressed
paper headlines, appears 1o follow objests with eyes

3. Severely impaired — na vision or appears i see only

6| CHANGEIN |Changeinmood inlast 9T days
MOGCO

light, color, or shapes 0. No change 1. Impraved 2. Deterioratad
pe te iy . T
2]  wvisuaL Side vision problems — decreased pefipherai vision (e.g., J 7 n_uﬂn%m_w.mmh.”_ Change in prabem behavioral signs in |2s! 50 days
_._z._.;q_czm,. leaves {osd an one side of tray, diflicully traveling, bumps 3 BERAYIOR 0. No chanaa 1. Improved 2. Deterigraled
DIFFICULTIES |inip people and objects, misjudges placement ol chair
c when seating ssf) ii . ii. 'y, GEGTION Fa PSYCHOSOCIAL WELL-BEING , .
. Experiencas any ol fallowing: sees halos or rings around . . .
lights, sees llashas ol light: sees “cunains™ aver eyas : 1 _wmﬂmm_mm_ At ease __.__m_.mn:_._m wilh olhers .
. NONE OF ABOVE c INVOLVEMENT At ease doing planned or struciured activities
- - At pase daing self-initiated activities
- a VISUAL Glasses; contact lenses; lans implant; magnitying glass E Establishes own goals
APFPLIANCES
s 0. No 1. Yes - _ _ Pursues involvement in liHe of lzcility {2.g., makes/keeos
. i .... ! . Iriends: involved in group activilies; responds positively io
ot i - SECTION E. MO0D AND BEHAVIOR PATTERNS - new attivities: assists at religious services}
- 1. m>c%_._wm {Chack all that apply during last 30 days.) Accepts invitalions ilo most group activities
. Al — .
. : iy VERBAL EXPRESSIONS OF DISTAESS by resident Adijusts easily to changss in rautine
. {sadness, sense Ihal nolhing maness, hopelessness.
' L NONE OF ABOVE
' worlniessness. unrezlistic fears, vocal expressions af
: anxiety or grief} 2| unseTTLED |Cevervopan condlict with andfor repeaten criticism af stafl
D“mzm_wm_lmb...mu {OBSEAVABLE} m..mzm OF ?_m.zﬂp_.. RELATIGNSHIPS | Unhappy with roammate
RISTRESS . . _— Unhappy witn residents other than roommata
- Tearulness, emational groaning, sighing, . i . .
breathlassness Cpeily expresses conflictiangar with lamily or Iriends
- Motor 2gitation such as pacing, handwringing Ansence of personal caniact with temily/friends
’ ar picking , Aecant logs ol ciose lamily memberfinend
B - Pervasive concern wilh healtis ‘ Avoids interactians with athers
R - Recurrent thoughis of death — e.g., beiieves he/she ; NONE OF ABOVE
[ zbout to dig, have s heart atiack ; '
- - Suigigal thoughts/achans ' 3| PASTAOLES |Syang idenification with past roles and life siatus W
- Failure 1o =al or 1ake medications b Expresses sadnessfangar/emply {esiing over lost =
- Withdrawal trom self-care, or leisurs aclivities " rales/stalus !
. ... - Aeguced communications i NONE OF ABOVE =
s - Early morning awakening with unpleasant mood #
NQONE OF ABOVE » ke
2 [Xtalala] Sad or snxicus mood inruces an dally liie over last 7 days § 1} TIME AWAKE | {Check appropriste lime perods over last 7 days.} .
PERSISTENCE | — not sasily allered, dossn' "chasr up” Rasident awake most or &ll af the tme {i.2.. neps no mare
¢. No 1. Yes than onge hour per time period} in the: re
3, | PROBLEM  |{Code for hehavier in last 7 days) Morning mL Evening _.nnll..,
e BEHAVIOR [ gphavior not exhibited in 1ast 7 days Afternoon £ NONE OF ABQVE |

. 1. Benaviar of inis type occurred lss tnan daily
2. Benavior ol this type occurred daily or more freaquently

21 AVERAGE TIME | . Most [mare than #; ol time)
IWVOLVED IN |y 5ome (between ¥, and 2; ol tima}
ACTIVITIES i R :
2, Lintle {less than & ol time) _
3. Nanz

3. WANDESING (mavea with no ratienal purpose;
.. sa=mingiy ablivious 1o needs or salety)

e b. VERBALLY ABUSIVE (others wera threatened,
o screamed at, cursed al)

c. PHYSICALLY ABUSIVE (others were hit, shoved.
scratched. sexually sbused)

4. SOCIALLY INAPPACPRIATE/DISRUPTIVE BEHAVIOR
{made disrupling sounds, noisy, screams. szll-abusive
acts, sexual benavior ar disrobing in public, smeared/ :
threw food/eces, hoarding, rummaged through oihers’ ‘

3l PREFSARED | {Check ali senings in which activiues are preferred.)
ACTIVITY
SETTINGS Own raom % ;

Dayfactivities raom
Inside NH/alf uni :

b !
i

Qutside lacility
NONE OF ABOVE

4} GENERAL | {Check all PREFERENCES whetnar ar not activity is :
ACTWITIES | currently availabie to resident.) . d

belengings) PREFERENCES —_—
- - rdsinin 1% Trinsishoppi e
4. RESIDENT  |{Check all types of resistance that occurrad in the last 7 _u...ﬂuuw_ﬂmhno " Cards/miner games _|| Trip _m apping :
RESISTS CARE |gays, ) ! niitiee] rent | Crafisians e | Walking/wheeling outdoars |7
Resisted taking medicationsAnjection Exercisesspons £ !'WatchTV y
S T . ;
A Resisted ADL assistance Music : | Garoenina/piants !
Resisted ealing Readiwrile '® | Talxingfeonversing

NONE OF ABOVE

Spiritualrefigious |- ; Helping others
activities : i NONZ OF ABOVE

wn Coae ihe approonale responsa, _ a Check all tne resoonses thar acply,

taQies



RN R T ‘

fAesident Date: Facility: Prov. No.

mmq:ozm CONTINUED

“... ur PREFERS Iﬂmm Resident exprasseshndicates prelerences far ather 4. BOOY . Balance — parial or Hand — Jack of dextariry
o OR DIFFERENT] geiivitiesichaices. § CONTACL o) loss of ability i (e.g.. prafitem using
-~ ACTIVITIES I 0. No ). Yes PRDBLEMS | balance salf while [*; loalhbrush or adpsing
I B - : standing L hearing aid)
. ....w P_ ISCLATIGN | Aesident is under medical orders wE isalation which i Bedlast all ar most of “u. i Leg — pantial or toal toss
ORDERS | prohibits parucipalion in group activities ; the time i ! af voluarary movernent
! Q. No 1. Yes m 1ma_.n_mmmm,~. _n _ Leg — unsteady gait
— _ rmﬂ_nmnmmﬁ f— Trunk — pariiat or atal
T 1~ SECTION M. PHVSICAL FUNCTIONING AND STRUCTURAL FROBLEMS - Quadriplegia I I loss of ability to position,
- 1 .
1| ADLSELF-PERFORAMANCE ] Arm — pareal or total | ” bafance, or turn body
| {Coda for resident’s PERFOAMANGE OVER ALL SHIFTS during last 7days — 1 | | loss af valuntary _ ~ Amputation
! porinchuding setup.) o mavement ' NONE OF ABOVE
H 0. INOEPENOENT — No halp oroversight— QR -~ Help/oversight provided _ - -
_ agnly 1 or 2 limes during last 7 days. | w..nozﬂ.m.»nﬁcmmmm Conlractures — Nane i - Contractures — HandAwrist ™
| 1. SUPERVISION — Oversight. encouragement or cueing pravided 3+ times : , _ Conlraciurgs — nmnm__:mnfu. i Contractures — Hipknae %
i during last Nnmm.m — OR — Supervisian plus physical assistance pravided m : _ Contractures — I | Canlractures — Footankle 1%
vl anly 1 ar 2 tirmes during las; 7 days. i ! Shouldar/elbow . ;
i i 2 UMITED ASSISTANCE — Resident highly invalved in activity; received physical | — : - = " -
i helpin guided maneuvering ot imbs, ar ather acaweight-hearing assistance 3= | |61 >vz_*un_u._m_“»_ﬂ____....Mm_. " Cane/walker i Lifted (manuallyr :
I times — CH— Marae hein provided endy 1 ar 2timas during 2517 days. i . Brace/prosihesis 2 i mechanmcaily) :
oo p . ) .| i oD=wices I S . —_
) 3, EXTENSIVE ASSISTANCE — While regident pedarmed pan af activity, aver : | Wheeled salf X - Tansier ad [slide brd) .
_mm,_.)w..m_m_.,_._ﬂm:nq. helo of ﬂ:_oi_:m type(s) pravided dor mare limes: Other person whealed & Trapaze ')
— Weight-beanng suopol T - N —_— = X
— Fulf stail performance guring pani [but not &) of last 7 days . NONE OF ABOVE
4, TOTAL DEPENDENCE — Full stafl perlormance of actvity during CPe o TASK  Rasdent requies thar seme or all of ADL achites ae
ENTIRE 7 days. . SEGMENTATION® broyen into a senes of sub-tasks so hat resident can
- : | perlarm them.
2. ADLSUPPORT PROVIDED — (Gade far MOST SUPFORT PROVIOED i 4. No 1. Yes
OVERALL 5HIFTS during last 7 cays; code regaroiess of resident's s&il-
perfermance classifieation.) 8  CHANGE W  Change in AL Sali-Perarmance in last 20 days
0. Na setuo or physical belp fraom staf ! 2 mmww“m_....u__mﬂnm 9, No change 1. Improved 2. Detenarated
. nelp onl g - N
M MmE.n nenany | assist m _ ES ADL Aesident believes hefshe czozbla of increasad e
- Une-person prysical assis 3|3 FUNCTIONAL  jndependence in at least some ADLS
3. Two- persons physical assist == | g REHAS. . . : . \ : e
EN I FoTenmraL  Direct care sisf believe resident c=oable of incraasad
o . a, 520 How resident rmoves g and lrom lying pasiticn, wrns side ingependance in at least some ADLs
ST MOBILITY 10 sige. znd posions body wiile in bed Rasidant able 1o perform tasks/achvity but 1s very slow =~ ©
5. TRANSFEA  How resident movas batwesn surzces — oelrom: bed, Major dilizrance m._ ._»U._r mm_&.nm_..ﬁn_.nﬂmmﬂnm ar AOL sugpar; - =
. “chair, wheelchair, standing pasiton |EXCLUDE (arttam in marmngs and svenings {at least & one categary change .
. h patnitoilat) ) in seli-perdarmance or supnpart in any ADLY
- Self-perigrmancs resiricled due o sbsence af assistive *
- c.  LOCOMOTION How resident meves berwsen lacatons in hisidher room dewices [e.q., brena aor whesichaw)
: -and mn_m.ﬁm:“ carridar on same foor. Ifin wheelchair, Tires naticezoly during mast days [
-selt-sufficier 2y one in chair _ Adiive avordance of activity for wrich resident is 13
4. BRESSING iHow residzn: puts an, lasiens, and fakes off all dems of . prysicaily/cagailively capztle (2.0., f=ar of falling) —
sireet ciothing, sncluding denmingiremaving presthesis - NONE OF ABOVE "
L e EATING Haw resinen: e2ts and crinks {regardiess of skitl) : : R T
R . ) nozjzmznm mmr_u nOz._.mO_. n.»._.mmom_mm !
o E 8 TOILET USE - Haw resident uses ihe lailel room (or commoae, begoan, A {Cade for rasident performance over all shifts.) -
. . uriniad); fransfars arvafl (oilet. cieanses. changes pad. man- 0. CONTINENT — Comalets cantrel
- ages nsiomy or caihersr, aojusts comes 1. USUALLY CONTYINENT — BLADDER, inconttnant episodss oace, m wagk
I g  PERSONAL  How resident maintains personal hygiene, including of less: SOWEL, less inan weekly
o HYGIENE combing hair. brusning teetn, snaving, muw:.w:m - Onnbm_Dz>rr< INCONTINENT — BLADDER. 2 - timas a week bul
- . mekeup, wasnhing/drying lace, hands, and perineum . not daily; BOWEL. once z wesk R
A {EXCLUDE baths and showsrs) 3. FREQUENTLY INCONTINENT — BLADDEA. tended lo be inconuaent daily,
B BATHING - tut some control present {e.g., on day snill); BOWEL, 2-3 limes a week
) . -a. How resident takes full-bady battvshawer, 2 INCONTINENT — Had inad=quate cantrol. BLADDEA, muitipla daily
. sgonge 8an, and wransters meoul of uoishower 3 2 snisodes; BOWEL. all (or almast all} of the time
{EXCLUDE washing of back and hair.} {Code for
: mos! depenaent in self parformanee and suppar. a BOWEL Conxat of bowel movement, with appliance or bowel
Bathing Sail-Perommance codes aopear helow. ) o CONTINENCE  conginence programs, if emoloyea
‘0. Indepanaent — No helo crovided e
1. Supamsion — Oversignt help anly = E 5. ELADDER Cantra? of uinary tlzacer funcocn (it dnbeles. volume nsudi-
s 2, Physical heip firmited [o transier only 2]z CONTINENCE  sianp ip s0ak infough underpanis), witn soplianees (2.0,
3. Physecat hes in pan of bathing actviry foley) or cortinence programs, it emoloyed
(4. Totat gepencance

a INCONTINENCE (Snip if rasigent’s ofadder ang bowse! coninencg coues

"b. Tutywrirooot patn Bed patn = E. HELONIINE
) -— ASLATED aqual 0 or | and o catheter is used.}
Snawer ||n‘ Bain il - TESTING  penigent nas & tested f mary tractnfecnan ’
: asigent has been tested far a un _
NCNE OF ABOVE ' . v s —
: Aasicent has oeen checsed for prasance of facal impacuon

|__1a Caae e aooroonata rasnonse. (| « Checx all ina respansas 1nat ansy. There 13 adeouale bowel eiirunation :

NONE QF AGOVE 2

b 12'01,903



Resident

Date:

SECTIC 1. CONIINIED

Facility:

Srfaer. - - SECTION K. DISEASE DIAGNOSES/HEALTH CONDIIORS - -« & N
Check only thuse diseases diagnosed in the lasl 90 days that have a relahonship (o
currerty ADL stalus, cognitive stafus, behavior status, medical Ireatmanis, or risk of
desth. (Do not list m_.nSamn:ém diagnoses.)

Prav. No.

N

DISEASES _ {#f none apply. CHECK the NONE OF ASOVE box)

' HEARTICIRCULATION
Areriosclerasic hear

PSYCHIATRIC/MOQD
i o

| Anxigly cisorder
—L Depression

disease (ASHD)
Cardiac dysrhythmia | | Manic depressive
; Gongestive hear : [bipolar disease)
- Mailure ! ISENSORY
* Hypenension " Cataracts
" Hypolessioh 4. jGlavcama
Peripherai vascular : *OTHER
disaase ! : Allergies
' Other cardiovascular Mn. i Anemia
| disease : . Arshiritis
! NEUROLOGICAL :_r Cancer
W Alzheimer's M mo_mu,m,mm mellites
i Dementia other than “.. Explicit _m._.:__:m_
. Alzheimer's prognosis
| Aphasia 1 UHypolhyrodism
| Cersbrovascular W Ostzooorosis
© geodent |stroke) Seizuse disardet
i Multiple Sclerosis | - Sgplicamia

™

! Parkinson's disease ! Urtmary tract infechon =

Fl APPLIANCES Y Any scneauled toleting 3 Did ngi yse toilef rogm:
AND plan . commade/urnal
(=3
PROGAAMS : Extermal (candom) ‘8 Pads/bnels used
catheter ! Enemashirmgation
Ingdwelling catheter e | Oslamy {bowel)
Intermittent catheler ‘i NONE OF ABOVE
a,| CHANGEIN |Change in uninary contingncefappliances or programs n
ConTmENGe |ESt 90 days
0. Mo change 1. lmpraved 2. Deteriorated
chron i GECTIONJL SKIN CONDITION AND FOOT CARE .
1. STASIS ULGER ; Open lesion caused by poar venous citeulation ta lower
i iextremities
.’ j 0. No 1. Yes
2] PRESSURE {Aecord the number of sites fof presence of each stage of
ULCERS 1 precsure wicars. If nong are present at the stage stated, Na
irecord 0" (zero} it the space pravided, Cade aif that apply 5
{ ta resident during ast 7 days.) - Slage
H m . Stage 1. A parsisteni araa of skin redness {wilhaul 3 break
! | it the shin) thal does nos disappear when
, i pressure is relieved.
\ ib. Stage 2. A pamial thickness loss af sk layers that
' i presents clinically as an aorasion, biister, or
! t shallow craler,
w \C. Stage 3. A full thichness of skin is lost, exposing the
H | subcutanequs 1ssugs — presenis a5 a gesp
; craier with or withou ungesmining
: adjacent lissue,
m .. Stzge 4. A full thiskness of skin and subcuianeous tssue is
. . lost. exposing muscle and/ar bane. ;
3s HISTORY OF :Residant has had a pressure ulcer that was resolved/
1 RESQLVED/ in | o
| cUAED mn..:ma in las: 80 days.
{ PRESSURE 0. No 1. Yes
: ULCEAS ;
' QOTHER SKIN {Skin desensitizad (o pain, prassurs, discomtort :
! PROBLEMS DR : )
” LESIONS m}n_.mm“n:m. bruses ‘
. PREsEnT  :Burns (sacond or third degrea) e
! { Burgicat wounds .
_ i Cuts {ather than surgsry) £
H MO.nm: lesiens ather 1han stasis/oressure ulcers, or culs -+
. “Immnmm - g
: iNONE OF ABOVE n
ACTIVE  !Praveniive/Prolective Skn Care *
SKIN CARE . - &
PROGHAM, : Turning/repositioning program
R i Pressure relieving beas, bed/chair pads (.0, egg crale pads) =
1 urgical wound or pressurg ulcar care =
; jOther skin careltreaiment n|l
m 1Speciat nuintion/hygralicn program !
m ; Special applicaticrimaiments/madications -F
i ._OmE_.E, care (2.9, Irach) (routine/stable) i
i 'NONE OF ABOVE -+
8, SPECIAL | Ouring the iast 7 days has the resident used TED or
| STOCKINGS | similar stockings? 0. Mo 1. Yes i
. 1
| FOOT CARE | (Check all that apply 1a resident during LAST 30 DAYS.)
| Preventive/Frotectuve Foal Care {e.0., special shoes,
T:mm:m. pads, toa seoaraines, naillcallus fmming, a1€.)
| Active Foot Care Teaatments :
| Fool soaks
; Dressing with and without lopical medications, elc.
INONE OF ABOVE

D = Code ing 200100Ma1E (ESTONSE.

[} = Gheck all ine resaonses 1nat acply.

- ! PULMONARY EB== 0 last 30 days
! Emphysemalasthma/COPD 1* NONE GF ABOVE 1
! Pneurnania [ j
2. OTHER T [t !
. CURRENT P
' DIAGNOSES Lot : #‘ i
AND ICD-5 : —
CODES | i
. : o
e b b
i, v v
3. PROSLEMS/ | (Check afl that are present in lasi 7 days. UNLESS 4
CONDITIONS | OTHER TIME FRAME INDICATED) .
AND SIGNS! ) 3 !
sympTOMS  ; Constipalicn s : Aecurrent lung __,
| Diarrhas = aspirations in i25} “
! Dizzinessiverigo = 20 days ’
: Fecal Impacuon ® . Shonness of beeath ™
: Faver . {Dyspnea} :
{ Hallucinations/ o ' Syncope {fanting} !
_ delusions : Vgmiting .
: Internal bleeding % Respirztory infaction ;™
i Joing Pain n Chest Pain 8
| Pain — Resident complains ™ NONE OF ABOVE &
t of shows evidence of pain
+ dally ar glmost daidy 1
3, EDEMA { {Check all ihat apply in the last 7 days.}
i —— “
IEdema — nane 13 1 Edema — locafized nol u_aamw ||
|Edema — generalized B} Edema~— pifling s
' Edema — other A
5| accioents |=ell — past 30 days -

Fell — pas1 31-160 days

{Hip fracture 1n last 160 days

1 Otner fraciures in last 180 days
*NONE OF ABOVE

c

STABILITY OF
CONDITIONS

| Conditions/diseases make resident's cogriiva. ADL.
igr benavior siates unsiable-fuciualing, precanous. of
etenorsiing,

Resident experiencing an scule epsode or a llare-up
.of a recurrenticneonic probiem.

iNONE OF ABOVE

£

i
'
=

T2



Resident Dale: Facility: Prav. Nao.
R - SEGYION L. ORAL/ HUTRITIGHAL STATUS. - - 2.[AEHABILITATION!| Rscord the NUMBER QF DAYS each ol the lollowing rehaoilita-
Y aRAL Chewing pratlem RESTORATIVE | poniestorative techmque/praclice was provided lor more than or
‘|  PROBLEMS Swallowing prablem "I CARE equal (o 15 minutes per day 1a the resident in the last 7 days.
- {Enter € it none.}
Mouth pain ,
NONE OF ABOVE ta : a, Aange of Motian (passive) !
1 et AN | @ Record height in inches HT {Ind b. Range of Mation (acive)
2 _._mim_mz_. - - e " ey c. SplintBrace Assistance
b. Reqard weight in pounds Wied| | d. Reality Orientatan
Weight based on mast fecent stalus in last 30 _.u.m,_mu measure . =. Remativation
weight consistently in accard with standard facility practice — - . —
8.g.. in a.m. aker vaiding belnre meat, with shoes alf, and in Training and Skill Practice in:
nightclatnes. I. Locomatian:Mehility
c. Weight loss (i.e.. 5% plus IN THE PAST 20 DAYS or 10% I g. Dressing!Groaming
2 THE PAST 180 DAYS.} h. Eating/Swatlowing
0. Na 1. Yes “ i. Transler
- j. Amputation care
LI NUTRITIONAL | Cecnplains aboul the  ja. i Regutar cormplaint of & . ¢ a
PRAOBLEMS a4tz o many locas ; hunger R -1 DEVICES Use the fetlowing code for fast 7 days:
i i . - AND 0. MNatused
Insutficient Auid: & | Leaves 25%- foad s .
dehydrated ! | uneaten at o ! RESTRAINT® | 1 Usec less than daily
Did NOT consume al & ; most mezls T 2. Used aaily
almast 2l liquids : ' NONE OF ABQVE ’ a. Bedrails ;
i [A—
w_.mmw.ummn dunng tast ! b.  Trunk restraint !
— c. Limgresiraing
* n_m_mhmﬂwnmw Parentzrat/lV * * Tharapautic giat X d. Chair prevents rising aa—
- = 1 ¢
Faeding tube \ .uG__mm_ucmm«”_.u_._m”_:uMMMam:" , 3.t SUPPUIES Record (e numaoer of units of the supply listed that have been
T s 7 . used or consumed by the resident in the past 7 days,
Mechanically aiteres = Plate guard, siabilized . (Enter 0 if nane.}
ciet b built-up utensil, st ! S o
. a. Slarle Drassings ;
Synnge {oral feeding) & NONE QF ABOVE N . —
yringe {ora al b. UniguetSpecial Decublus Care Supplies :
c. Peritangal Dialysis Supplies !
! i . 5. FHYSIGIAN | IN THE PRICA 30-0AY PERIOOY since tne resident was
v wum,.n_ﬂwﬂwm Dearis (sah, easily moveble subsiances) prasant in mouth VISITS/OADERS | agmitted. haw mary Umes has the physicizn {autharized
s=ASS = !
PHEVENTION priar 1a gaing ta Ded &t night ) 3 assistant/oracutionar) changed the resident’s oroers? o
Has denres andiar remavable briage {Da not include arder renewais without chanas.
Samerall natural 1zeth st — aoes nat have or oes ot~ © " - 1
use deniures (or parmal plates &6.| NOLASTEST |Check if no lzooralory tesis perfarmed in the lasi 80 cays.
Brokzn, logsa. or cancus testh “ {Skip lo Saction O.)
Inilamead gums {gingive); swailen or bleeding gums:; aral LS 7.| LABORATGAY |How many lab samples (blocdfurineretc.) have basn
sbscessas. ulcers. or rashas : TEST collected IN THE 2AST 30 DAYS?
= R ; T |
Daily cteaning of 1eeih/dantures . | 1a| sgwommasy |2 How many laboraiory tesis wara reirmed win
NONE OF ABOVE N | Lis RESULTS abnarmal vaives cenng the past 80 days?
o , b. How many zanormal values resutled in treatment
. GEGTIGN N.SPECIAL TREATMENTS, UEVICES, FROCEIURES & SUFFLIES:- . or cara plasning in the past 30 days? ;
5 SPECIAL a3, SFECIAL CARE — {Check trgaiments received during
TREATMENTS the last 12 gays.) : L - GECTION @ MECICATIGHUSE - -+ R
PR ~ND Chemoiherany 3 Transtusions OF |Aecord the numoer of different meaicanons used in ing
QCEDURES Aadiation ’ - a2 MEDICATIONS |fast 7 dzys: (anter "0" if none used. Skip o jtem 3.)
Dialysis € inakaiOutout 2, NEW Resident has recawed 8w medication guring the st
Suctionmng Y Ventilator/Aeseirator MEDICATIONS |20 days. T
Trach care *. Other 0.No  1.¥es ;
IV meds. - NOME OF ABOVE 3| IMECTICNS |Aecord the numaer of days injecrions of any type recewved :
dunng Ihe last F-days. :
b. THERAPIES — Enter the number of days and total g s !
_ e G e e e ey 4| oavs  |Aecord ine NUMBER OF DAYS during ine Izst 7 dzys:
at feast 10 minutes) in the last 7 days: (Enter 0 if rone} AECEWED Th. | pnrer 0" if not usad; enter “1° if long-acting meds. used
Box A = # ol days admimsterad lor 10 minutes or mare __..m_m__.mw,“.__wm_ﬂ Iess than weekly.
= 2 i i) B i
; Bax B = lotal # ot minutes provided in last 7 daysy B a. Anuipsyenatics .
; 2, Speecn — language pathology, 2udiology S&rvices: b, Antianxielyibypnalics
: h. Qccupatonat therapy C. Antideoressants
i t. Physrcal theraoy
_ d. Psycholagieal therzoy {any licensag arod.}
w 8. Respiraiory (heraoy

Haeresnon therzoy

||.l
| =Cace ine ac

a W = Chech

nrapnaie resoonsa.

all Ine respanses IRat aooly.

w
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Res:dent Date: Facility: Prav. No.

SECTION 0. CONTINUED

Wﬁm. PREVICUS Skip tris guesuon if resident curreriliy receiving

: MEDICATION

; RESULTS anupsycnafics, antidepressants, ar antanxiely/hypnalics

— piherwise code correct response for last 90 days,

v Resident has previously received psychoactive

' medicalions lor 2 mood or behzvior problem. and

these medications were elfective (wilhout urdue

L : adverse consequences).

0. No, drugs not used

1. Drugs wera ellective

2. Drugs were nol eltective

3, Drug elfectivenass unknown

SECTIDN P PARTICIPATION [N ASSESSMENT 7 -~ < -

’ 1.| PARTIGIPATION | Resident: 0. No 1.Yes
I g .
. . ASSESSMENT Family: 0. No 1. Yes 2, No family
. Significant Other: 0. No 1. Yes 2. None

P.2. SIGNATURES OF THOSE COMPLETING THE ASSESSMENT:

a, Signature ol N Assassment Coordinatar s, End Date
1

Signalure Title Sections WEE]

o

F.3. CASE MIX GROUP
Medicara

R

. : D = Gode the approprals response. m_ = Chack all the respanses What apoly.

1261 ¢

o



~SECTION Q: MEDICATIONS LIST->

Lt all medications givan during the last 7 days. Include medications used regularly less than weekly as pan of tha resident's irealment regimen.

1, List the medlcation name and the dasags
2. AA (Route of Admimistration), Use the appropriate code from the fallawing lisk:

- 1 = by mouth (PO} 3 = inlraruscular {IM} § = subcuiansaus (SubQ) 7 = topical 9 o enfaral tuba
2 = sublingual (SL) 4 = intravenous {[V} 6 = racially 8 = inhalation 10 = other

3. FREQ {Frequancy): Usa the appropriale frequency code 10 show tha numbar ol times par day that the medicaiion was givan,

:” PR= (PAN) as necessary BH = (g8h) every sight haurs 50 = five times a day -

“ 1H = (gh) eveny hour 10 = {gd or hs) oncae daily 1W = [OWeak) ance every week MHH.. - mﬂug___.“._ mmmmmmgcmm_.“.w ,.”_...mﬂﬂx
2H = (q2h) every twa haurs 20 = {BID} two timas daily 2W = twica avery weak 1M = (QManth) once every menth
aH = {q3h) every lhrae hours {Includes every 12 hours) 3W = three times svery waek IM = twica evary manth rf man
4H = [g4h) every lour hours 30 = (TID) three timas daily 0O = every other day Cn nn_:::_.__u:mé
§H = (q5h) avery six hours 40 = (CID) four timas daily ‘ AW » lour timas avary wesk

4. PAN-n {prn — numbar al dasas): If the frequency code is “PR, record the number of timas during (he past 7 days that each PRN medicalion was given,
Alsg recard alt PAN's that are naot givan bul axist as current ordars. Da not usa this caolumn lor scheduled medications.

5, DAUG GQODE: Entar the Matignal Drug Ceda (NDC). The last two digils of the 11-digit MDC dafine package size and have basn omitted fram the codes fisted in the

manual Appandix E. If using this Appandiz, the NOG should ba entared lafi-justified (ths first digit of tha enda should be entarad in the space fannest to the lah of the
NDOG code calumn}. This shoukd result in the last twa spaces baing telt blank.

[1.Medication Name and Dosage __ |, 2. RA | aFreq | 4.PANn | 5. NDC Codes |
EXAMPLE: Coumadin 2.5 mg 1 i 1w "
Digoxin 0,125 mg 1 10 ' ;
Humulin R 25 Unils - 5 10 '
Rabitussin 15¢cc 1 PR 1 2

7 12T




