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EXECUTIVE SUMMARY

PURPOSE

To assess the current state of practice of implementing nursing home resident assessments.

BACKGROUND

The Office of Inspector General undertook a series of nursing home inspections examining
the quality of care in nursing homes. This report is a part of that series. A companion
report “Nursing Home Resident Assessment: Resource Utilization Groups’ reviews the
integration of the skilled nursing facility prospective payment system with the resident
assessment.

The Nursing Home Reform Act mandates that nursing homes use a clinical assessment
tool known as the Resident Assessment Instrument to identify residents' strengths,
weaknesses, preferences, and needs in key areas of functioning. This assessment is an
integral part of the residents medical record. It isdesigned to help nursing homes
thoroughly evaluate residents and provides each resident with a standardized,
comprehensive, and reproducible assessment. Upon completion of the assessment, the
information guides the team to prepare individualized care plans for each resident. The
minimum data set (MDS) is a component of the resident assessment which contains a
standardized set of essentia clinical and functional status measures. Triggers from the
minimum data set identify conditions for additional assessment and review, and cause the
nursing home to further evaluate a resident using Resident Assessment Protocols (RAPS)
which lead to the care plan.

This inspection is based on information gathered from three different sources: a medica
review of nursing home medical records for a sample of 640 nursing home residents, a
self-administered survey of 64 nursing home MDS coordinators, and a telephone survey of
64 nursing home administrators.

EINDINGS

Generally, nursing homes follow a systematic process when implementing
Resident Assessments

All MDS coordinators report that an interdisciplinary team evaluates each resident and
participates in the completion of the MDS form. Almost all facilities, 81 percent, have a
full time registered nurse in the MDS coordinator position. Almost al nursing homes have
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some kind of ongoing training for staff that participate in the MDS. A review of signed
MDSs indicates that 85 percent of nursing homes had at least four professionals assess
each resident.

However, we found differences between the MDS and the rest of the medical
record, some of which may affect care planning

Differences

A medical record review of the MDS shows an average of 17 percent of the 406 fields for
each resident are different from the medical record. We determined a difference to exist
when our reviewers assessment did not match that of the nursing home. An explanation
of possible reasons for this are discussed in the body of the report.

One of the highest rates of differenceis 31 percent in section G, Physical Functioning and
Structural Problems. The goal of this section isto assess the resident and develop a plan
of care that maintains or improves the resident’ s level of involvement in their activities of
daily living. Thisisto assure the resident is functioning at his or her highest potential.
Many MDS coordinators (40 percent) report section G is the most difficult to complete,
and 20 percent of the MDS coordinators report that they would make changes to section
G. Thisisone of the most subjective sections of the MDS.

Resident Assessment Protocols

Resident Assessment Protocols, or RAPs, flow from the MDS and guide the residents
plans of care. In practice, there are key elements or questions in the MDS that when
answered in a specific way “trigger” one of 18 RAPs. Seventy-six percent of the RAP
decisions were the same for both our reviewers and the nursing home. However, in 14
percent of the records, the RAP was not triggered by the nursing home when our
reviewers indicated one was triggered, and subsequently no care plan was devel oped for
theresident. In 11 percent of the records, the nursing home triggered RAPs when our
reviewer did not. Again, possible reasons are discussed in the body of the report.

Care planning

When reviewing whether there were care plans generated from the RAPs for our sample
residents, we found that 26 percent of triggered RAPs do not have care plans. One
possible explanation for lack of care planning is that the medical issue may have been
addressed, resolved, or included in another RAP.
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Plans of care are generally being followed

We aso reviewed the progress notes for 30 days after the care planning date to determine
whether the care plan was implemented. Thirty-day progress notes from the medical
record indicate follow up by the staff on dmost al care plans. Almost dl MDS
coordinators agree that care plans evolve from the MDS evaluations and their direct care
staff use the care plansto provide treatment to the residents. The director of nursing,
MDS coordinator, or the direct care nurse is usually responsible for assuring that the care
plan isimplemented. All MDS coordinators report reviewing the plan of care on some
schedule. Almost three-quarters of the coordinators report that the care plan is reviewed
quarterly; more than 80 percent say it is reviewed as needed.

RECOMMENDATIONS

Clearly, nursing homes are attempting to systematically complete the MDS and implement
the plans of care. However, they are having difficulty administering an inherently complex
process. There are apparently differences in nursing home staffs' understanding of the
MDS and the resident assessment process.

Based on our findings and the concerns of the nursing home MDS coordinators and
administrators, we recommend that HCFA:

> more clearly define MDS elements, especially section G, and
> work with the nursing home industry to provide enhanced and coordinated training

to nursing homes to be sure that similar and accurate information about the MDS
is being disseminated.

AGENCY COMMENTS

We received comments from the Health Care Financing Administration. They concur with
both of our recommendations and describe a number of important steps they are taking to
improve understanding and implementation of the resident assessment, particularly the
MDS. We appreciate HCFA'’ s thoughtful consideration of our report.

The HCFA also provided technica comments which we have incorporated in the report.
The full text of the commentsis provided in Appendix C. Thisaso contains HCFA's
comments on our companion report about the relationship between the resident
assessment and the reimbursement system. We discuss these comments in the other
report.
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INTRODUCTION

PURPOSE

To assess the current state of practice of implementing nursing home resident assessments.

BACKGROUND

The Senate Specia Committee on Aging held hearings in the summer of 1998 following
reports by the Health Care Financing Administration (HCFA) and the General Accounting
Office (GAO) of serious concerns about nursing home residents' care and well-being.
Subsequently, the Office of Inspector General (OIG) undertook a series of nursing home
inspections examining the quality of carein nursng homes. They include trendsin
reported abuse among residents, the role of the ombudsman in protecting residents, the
capacity of the State survey and certification program, the trends in the Online Survey
Certification and Reporting System (OSCAR) data, the access of nursing home survey
results and access to nursing homes. Thisreport isa part of that series. A companion
report “Nursing Home Resident Assessment: Resource Utilization Groups,” reviews the
integration of the skilled nursing facility prospective payment system with the resident
assessment.

Generdly anursing homeis aresidential facility which offers daily living assistance to
people who are either physically or mentally unable to live independently. Residents are
provided rooms, meals, assistance with daily living, and, in most cases, some medical
treatment for those residents who require it.

Medicare Part A can help pay for skilled nursing facility (SNF) care for up to 100 daysin
a benefit period when a beneficiary meets certain conditions. These conditions include a
requirement of daily skilled nursing or rehabilitation services, a prior three consecutive day
stay in a hospital, admission to the SNF within a short period of time after leaving the
hospital, treatment for the same condition that was treated in the hospital, and a medical
professional certifying the need for daily skilled nursing or rehabilitation care. In 1990
Medicare paid $1.7 billion to nursing homes. In 1998 this amount had increased to $10.4
billion*. Medicare pays only asmall portion of the nation’s nursing home bills. Most bills
are paid by personal funds, purchased long-term care insurance, and Medicaid.

us Department of Health and Human Services, Health Financing Administration, Office of the Actuary, National
Health Statistics Group: http://www.hcfa.gov/stats/nhe-oact/tables.
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Medicaid coverage varies among States. Medicaid dligible beneficiaries who require
custodial care such as help with eating, bathing, taking medicine and toileting, as well as
those who require skilled care may have a nursing home stay paid by Medicaid. Medicaid
payments to nursing homesin 1996 totaled $40.6 billion. Despite the increase in Medicare
and Medicaid payments, concern remains about the quality of care in nursing homes.

In 1986 the Institute of Medicine conducted a study on nursing home regulation and
reported prevalent problems regarding the quality of care for nursing home residents and
the need for stronger Federal regulations. In 1987 the GAO reported that over one third
of nursing homes were operating under the Federal minimum standards. This report, along
with widespread concern regarding nursing home conditions, led Congress to pass the
Omnibus Budget Reconciliation Act (OBRA 1987). Asapart of OBRA 1987, Congress
passed the comprehensive Nursing Home Reform Act (P.L. 100-203), expanding
requirements that nursing homes have to comply with prior to Medicare or Medicaid
certification.

The Resident Assessment

The Nursing Home Reform Act mandates that nursing homes use a clinical assessment
tool known as the Resident Assessment Instrument (RAI) to identify residents’ strengths,
weaknesses, preferences, and needs in key areas of functioning. The RAI is designed to
help nursing homes thoroughly evaluate residents and provides each resident with a
standardized, comprehensive, and reproducible assessment. “With consistent application
of item definitions, the RAI ensures standardized communication both within the facility
and between facilities. Basically, when everyone is speaking the same language, the
opportunity for misunderstanding or error is diminished considerably.”?

The RAI was developed by aresearch consortium under contract with the the health Care
Financing Administration (HCFA) and consists of three key components: the Minimum
Data Set (MDS), Triggers and Resident Assessment Protocols (RAPs), and Utilization
Guidelines. Most States required nursing homes to begin implementing the RAI in 1991.
It was intended that the RAI be a dynamic tool, and HCFA began developing version 2.0
of the RAI in early 1993 which isnow in use. The HCFA is committed to continuous
reviews and updates.

The RALI isintended to be completed by an interdisciplinary team of nursing home staff
who gather facts about the residents’ strengths and needs. The interdisciplinary team
should idedlly include dieticians, speech, physical and occupationa therapists, socid
workers, pharmacists, and nurses. The attending physician is also an important participant

s Department of Health and Human Services, Health Care Financing Administration, Long Term Care Resident
Assessment [nstrument User’s Manual Version 2.0 October, 1995.
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in the RAI process providing valuable input on sections of the MDS and RAPs. Federal
regulations require each individual who completes a portion of the RAI to sign, date, and
certify its accuracy. Regulations also require a registered nurse sign and certify that the
assessment is complete. Upon completion of the assessment, the information guides the
team to prepare individualized care plans for each resident.

The Minimum Data Set

The MDS 2.0, acomponent of the RAI, contains a standardized set of essential clinical
and functional status measures. It must be collected on every resident in the nursing home
at regular intervals during their nursing home stay regardless of the method of payment.
Nursing homes are required to “conduct initially and periodically a comprehensive,
accurate, standardized, reproducible assessment of each resident’ s functional capacity.” 3
All residents must be completely assessed in the first 14 days after admission, promptly
after asignificant change in their physical or mental condition, and at |east once every 12
months. Additionally, all MDS assessments must be reviewed at least every 3 months to
assure continued accuracy. The prospective payment system was phased into nursing
homesin July of 1998, and all nursing homes were expected to comply with the new
system in January of 1999. Skilled nursing facilities are required to classify residents into
one of 44 Resource Utilization Groups (RUGs-111) based on assessment data from the
MDS for reimbursement. Since the implementation of the prospective payment system
thereis amore frequent MDS schedule for those residents reimbursed by Medicare Part
A.

Triggers and Resident Assessment Protocols

Specific responses to MDS items dert the nursing home to potentia problems for the
resident. These “triggers’ are associated with specific questions on the MDS. If one or a
combination of MDS elements are triggered, the resident is identified as someone who has
or may develop specific functional or clinical problems. Triggers identify conditions for
additional assessment and review, and cause the nursing home to further evaluate a
resident using Resident Assessment Protocols (RAPS). Triggers indicate that specific
clinical factors are present that may or may not represent a condition that should be
addressed in the plan of care. The MDS responses that define triggers are specified in
each RAP.

The Nursing Home Reform Act requires RAPs at the 14 day comprehensive assessment,
significant changes, and annually. The RAPs assist in the development of plans of care.
There are 18 RAPsin Version 2.0 of the Resident Assessment Instrument. They include
items such as cognitive loss/dementia, ADL function/rehabilitation, psychosocia well-

3us. Department of Health and Human Services, Health Care Financing Administration, Long Term Care Resident
Assessment [nstrument User’s Manual Version 2.0 October, 1995
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being, nutritional status, dehydration/fluid maintenance, and pressure ulcers.
Plans of Care

The theory behind the RAI is that a strong link between MDS, RAPs and care planning is
essential to provide each resident with a solid approach to prevent avoidable decline and
build upon current strengths. Meaningful care planning takes into account the unique
traits of each resident which tranglates into providing good quality of care and quality of
life. The OBRA ‘87 requires that each nursing home resident have a comprehensive plan
of care. Thisplan isbased on information gathered by the MDS and any further review
and assessment. The plans of care must include measurable objectives and timetables to
meet the resident's medical, nursing, and mental needs identified in the comprehensive
assessment. The services provided under the plan of care are to attain or maintain the
resident’ s highest practicable physical, mental, and psychosocial well-being. The plans of
care are to be periodically reviewed and revised when necessary after each assessment.

MDS Coordination

When Medicare reimbursement became linked to resident assessments, MDS coordinator
roles became more vital to nursing homes. MDS coordinators are generaly registered
nurses who oversee the assessments and paperwork in order to guarantee proper
completion. The MDS coordinators work with an interdisciplinary staff to produce the
written and electronic documents necessary for Medicare reimbursement. The MDS
coordinator also assures that each resident’s MDS is coded accurately so that the nursing
home is financialy able to provide al necessary services.

In addition MDS coordinators affect the quality of care of the residents. Completing a
thorough and accurate comprehensive assessment enables the nursing home to provide
appropriate plans of care for each resident. The MDS coordinators can provide a global
picture of each resident and can spot weaknesses in their plans of care.

Prior Studies

The Research Triangle Institute completed a study in 1995 entitled “ Evaluation of the
Nursing Home Resident Assessment Instrument” that examined the effect of the resident
assessment instrument on quality of carein nursing homes. One finding suggested that
administrators and directors of nursing positively accepted the RAI and believed it helped
individualize the plans of care. Another key finding suggested the overall quality of care
and care planning improved in nursing homes when the RAI was implemented. In
addition, the study indicated that the RAI significantly reduced hospitalization rates and
improved resident outcomes in certain aress.
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However, recent reports by the Office of Inspector General* and another researcher® found
that the failure to provide comprehensive assessments was among the 10 most frequently
cited deficiencies in nursing homes. A 1996 study for HCFA reported that between 25
and 30 percent of nursing homes were deficient in their development of comprehensive
assessments and/or comprehensive care plans.

METHODOLOGY

This inspection is based on information gathered from three different sources: a medica
review of nursing home medical records for a sample of 640 nursing home residents, a
self-administered survey of 64 nursing home MDS coordinators, and a telephone survey of
64 nursing home administrators. We conducted our field work between June and August
1999.

Sample Selection

We selected Medicare, Medicaid, and private pay nursing home residents using a three-
stage stratified, cluster sample. First, we selected a stratified sample of eight States to
include the four States with the most certified nursing home beds (California, New Y ork,
Texas, and Illinois), two States randomly selected from the four currently using a
prospective payment system for Medicaid reimbursement in a HCFA demonstration
project (Mississippi and Maine), and two States randomly selected from the remaining 40
States (Connecticut and Virginia).

Skilled nursing facilities refers to nursing homes that participate in Medicare. Nursing
facilities refers to nursing homes certified to participate in Medicaid. For the purposes of
this study, we will refer to Medicare, Medicaid, and private pay facilities as nursing homes
because we included all payor types for the sample selection.

Next, we randomly chose eight nursing homes in each of the eight sample States,
excluding nursing homes with a bed count of less than 60 to ensure a sufficient number of
residents who fit the selection criteria. Finaly, we randomly selected 10 residents in each
nursing home for atotal of 640 residents. This selection was made from all nursing home
residents who were in the 64 sample nursing homes in December 1998, regardless of
payment source. These residents were admitted to the nursing home between July 1998
and December 1998. We selected the 14 day admission assessment completed for the
resident from July to December 1998 and reviewed all the medical records prior to this

4 Department of Health and Human Services, Office of Inspector General, Office of Evaluations and Inspections,
Nursing Home Survey and Certification: Deficiency Trends OEI-02-98-00330, March 1999.

5 Charlene Harrington, Ph.D. The Regulation and Enforcement of Federal Nursing Home Standards, 1991-1996 University of
California, Department of Social and Behavioral Sciences, March 1998.
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assessment. Datafor al samples were weighted and projected to the universe.
Medical Review and Analysis

Comparison with the medical record. We obtained the services of amedical review
contractor who employed nurses with experience in completing the MDS in nursing homes
and in consulting and training on the MDS process to conduct the review. These nurses
visited each nursing home and completed a 14 day assessment based on the resident’s
medical record for the same 14 day time period. In doing so, our reviewers did not refer
to the original MDS during their review nor did they contact the residents or the staff to
complete their assessments. They were instructed to complete each field of the
assessment only if there was sufficient and reliable information in the medical record to
warrant a determination. Subsequently, we made a comparison of the results for each
field. Inthisway, we were able to determine if the nursing homes' resident assessment
was consistent with the rest of the medical record.

Nine residents did not fit our selection criteria, thus leaving a sample of 631 residents. All
but three completed copies of the MDS were forwarded to us by the nursing home. The
nurses were unable to complete some fields in the MDS due to lack of information in the
medical record®. Most of these fields required information that was inappropriate for a 14
day assessment. All other fields had sufficient information for our reviewers to complete
the MDS.

The methodology is useful to identify differences between what our reviewers would have
entered in the MDS based on areview of the other medical records, versus what the
facility nurses observed in the actual physical assessment of the patient. Our method does
not permit a specific determination of why the differences occurred -- e.g., an error in the
MDS review by the observing nurse, an error or omission in the medical record, or ssimply
an honest difference of opinion given asimilar set of facts. However, overal such
differences might highlight the need to take steps to ensure greater consistency.

Triggering of RAPS. Additionally, the reviewers generated appropriate RAPs based on
the MDS that they prepared. Resident Assessment Protocols generated by the nursing
home were not available for 75 of our sample residents leaving 556 of 631 residents. We
compared the RAPs generated by our reviewers to those of the nursing home.

Plansof care. Finaly, our reviewers evaluated the medical records for the 30 day period
after the MDS was completed to determine if plans of care were appropriately developed,
and if the 30 day progress notes reflected implementation of the plans of care. They
reviewed all records where a RAP was generated and there was a plan of care to
determine if the care plan was implemented.

6TheSJe fieldsinclude B6, C7, E3, E5, G3a, G9, H4, |3, K3, N5a, R1a, R1b, and R1c.
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Surveys

We sent a self-administered questionnaire to each MDS coordinator in the 64 nursing
homes in our sample and asked questions regarding the implementation of the resident
assessment and plans of care. We had a 100 percent response rate from the MDS
coordinators. We obtained information regarding the characteristics, training, and
coordination of the staff who compl ete the assessments and plans of care. In addition, we
looked at the structures and processes the staff use to perform the resident assessment and
their satisfaction with the process.

Interviews

We conducted structured telephone interviews in July 1999 with nursing home
administrators in each of the 64 sample nursing homes. We had a 100 percent response
rate from the nursing home administrators. We asked them questions regarding the
implementation of the resident assessment and plans of care. During these interviews, we
also obtained information from them regarding the characteristics, training, and
coordination of the staff who complete the assessments and plans of care. We aso looked
at the structures and processes the staff used to fulfill the resident assessment instrument
requirements and their satisfaction with the process.

Limitations

The results of thisanalysis are limited by the information available in the medical record.
In some cases, the nursing home completes the MDS based on observation of or
discussion with the resident about which there may not be any other information in the
medical record.

For Section P: Specia Treatment and Procedures, which includes minutes of occupational
and physical therapy given in the last 7 days, the reviewer compared the therapy logs to
the MDS. In some cases, the logs were kept in units of 15 minutes. The reviewers
converted the units to minutes.

This inspection was conducted in accordance with the Quality Standar ds for
I nspections issued by the President’s Council on Integrity and Efficiency.
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FINDINGS

Generally, nursing homes follow a systematic process when
implementing Resident Assessments

Interdisciplinary team

All MDS coordinators report that an interdisciplinary team evaluates each resident and
participates in the completion of the MDS form. About 75 percent of MDS coordinators
indicate that the interdisciplinary team is composed primarily of physical therapists, speech
therapists, occupational therapists, activity directors, dietitians, social workers and floor
nurses for al 5, 14, 30, 60 and 90-day assessments. All MDS coordinators say that the
interdisciplinary team gets together to discuss the patient’s current condition as well asto
discuss and monitor the plans of care. Ninety-three percent of MDS coordinators report
that the same staff are a'so responsible for completing the patients' plan of care.

A review of signed MDSs indicates that 85 percent of nursing homes had at least four
professionals assess each resident. Less than 3 percent of MDSs are completed only by a
registered nurse. Physiciansrarely sign the MDS; there is no requirement that they do so.

M DS coor dinator

Almost al facilities have a person in the position of MDS coordinator. Eighty-one percent
of MDS coordinators are registered nurses, and the remainder are either LPNsor LVNs
(15 percent) or social workers (4 percent). Although a MDS coordinator is not required
to be aregistered nurse, aregistered nurse is required to sign and verify al sections of the
MDS. About 20 percent of administrators also state the MDS coordinator does not sign
the completed MDS in his or her nursing home.

Almost al MDS coordinators have at least 2 years experience in a geriatric setting, and
over 50 percent have more than 10 years experience. Therole of the MDS coordinator in
nursing homesis afairly new position. About 60 percent of MDS coordinators have
worked 1 year or lessin aMDS coordinator role at their current nursing home. Over 65
percent have no prior experience as a MDS coordinator in another nursing home.

Almost all MDS coordinators are full time employees and only work in one nursing
home, although M DS coordinators fill multiple rolesin that nursing home. Over half
indicate that they have responsibilities other than that of MDS coordinator. About 20
percent of those who have other responsibilities serve as the director or assistant director
of nursing while about 70 percent serve in other RN manageria roles.
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Regarding the MDS process, 73 percent of MDS coordinators say they sometimes have
difficulty adhering to the MDS time schedules. More than half of these say it is due to the
rapid admission and discharge rates of residents. One-quarter say thisis due to insufficient
staff.

Training

Both MDS coordinators and nursing home administrators report ongoing training for all
staff that participate in the MDS. About 70 percent of nursing home administrators state
that the ongoing training is required by the nursing home. Nursing home administrators
say that their staff istrained by private consultants, corporations, fiscal intermediaries,
State associations, and the Health Care Financing Administration.

MDS Coordinators say that ongoing training is most commonly a combination of formal
workshops outside the nursing home, formal training within the nursing home, informal
on-the-job training, or referencing the MDS manual. Seventy-three percent say that their
on-going MDS training includes formal workshops, either at the facility or another
location.

About 80 percent of MDS coordinators find the MDS manual to be clear and easily
understandable, however, only 42 percent of nursing home administrators believe their
staff feel the same way. Some administrators report that their staff find the manualsto be
vague and confusing and open to interpretation. MDS coordinators who do not find the
manuals clear and easily understandable suggest that the MDS manual could be clearer,
more specific, more descriptive, and with more examples and situations. Specifically, the
activities of daily living (ADL) in section “G” are reportedly most difficult.

According to both administrators and MDS coordinators, updates that affect the MDS
come from several sources, primarily HCFA memos and bulletins and State memos and
bulletins. About half (56 percent) of nursing home administrators and 40 percent of MDS
coordinators mention other professiona organizations as a source for updates, and
approximately 40 percent of both groups mention the Internet as the source for updates;
particularly the HCFA and the American Health Care Association site.

However, we found differences between the MDS and the rest of the
medical record, some of which may affect care planning

Differences
An average of 17 percent of the 406 fields for each resident are different from the medical

record. We determined a difference to exist when our reviewers assessment did not
match that of the nursing home. See Table 1 on the following page for a complete listing
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of difference ratesfor all MDS sections. At least 3 percent of the fields for all residents
have differences. Difference rates for residents range from 3 percent to 30 percent. Only
1 percent of residents have MDS difference rates of 5 percent or less, and 11 percent of
residents have difference rates of 10 percent or less.

Table1
Rates of Differencesfor All Sections of the MDS

Section Rates # of Fields
B. Cognitive Patterns 20% 15
C. Communication/Hearing Patterns 10% 15
D. Visual Patterns 24% 5
E. Mood and Behavior Problems 12% 27
F. Psychosocial Well-Being 22% 19
G. Physical Functioning & Structural Problems 31% 52
H. Continence in Last 14 Days 15% 17
|. Disease Diagnosis 5% 57
J. Health Conditions 16% 37
K. Oral/Nutritional Status 10% 21
L. Oral/Dental Status 22% 7
M. Skin Condition 15% 32
N. Activity Pursuit Patterns 26% 24
O. Medications 24% 8
P. Specia Treatments & Procedures 15% 56
Q. Discharge Potential & Overall Status 37% 4
T. Therapy Supplement for Medicare PPS 29% 10
TOTAL 17% 406

Source: OIG medical review

As noted in the background section, the methodology used in this report is useful to
identify differences between what our reviewers would have entered in the MDS based on
areview of the other medical records, versus what the facility nurses observed in the
actual physical assessment of the patient. Our method does not permit a specific
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determination of why the differences occurred -- e.g., an error in the MDS review by the
observing nurse, an error or omission in the medical record, or smply an honest difference
of opinion given asimilar set of facts. However, overal the differences revealed in our
review highlight the need to take steps to ensure greater consistency.

One of the consequences of our analysisis the fact that some categories are affected more
than others. Among sections with the highest difference rate are Section G: Physical
Functioning and Structural Problems (31 percent) and Section Q: Discharge Potential and
Overdl Status (37 percent). The goal of Section G isto assess the resident and develop a
plan of care that maintains or improves the resident’s level of involvement in their
activities of daily living (ADLSs). The ADLs assure the resident is functioning at his or her
highest potential. A resident’s ADL performance may vary from day to day or shift to
shift; therefore, a proper assessment takes into account multiple perspectives over the
course of 7 days. Fieldswithin Section G with the highest difference rate are Self-
performance Assessment of Locomotion off Unit (47 percent) and Self-performance
Assessment of Locomation on Unit (47 percent). Section Q, Discharge Potential and
Overall Status, which aso has a high difference rate, includes questions that are answered
with information gathered from the caregivers, the resident and his family. The
information is quite subjective and may change due to a number of factors such as whether
the resident likes the nursing home.

Thirty-nine percent of nursing home MDS coordinators report Section G the most difficult
to complete. When asked which section they would change, 20 percent report they would
change Section G. Some explained that the “ staff views capabilities differently [and the
capabilities| remain subjective” and they “would like more well-defined levels.” Some
MDS coordinators also note that some sections on the MDS are “repetitive” and that the
assessment needs to be condensed.

Three sections have low difference rates of 10 percent or less. They include Section I:
Disease Diagnosis (5 percent), Section C: Communication/Hearing Patterns (10 percent),
and Section K: Oral/Nutritional Status (10 percent). The criteriafor evaluating a disease
or infection in Section | is much less subjective than other fields.

Resident Assessment Protocols

Resident Assessment Protocols, or RAPs, flow from the MDS and guide the resident’s
plan of care. In practice, there are key elements or questions in the MDS that when
answered in a specific way “trigger” one of the 18 RAPs. For example, if in the “cognitive
pattern” section of the MDS aresident’ s decision making ability was coded as moderately
or severely impaired that would trigger the “cognitive loss” RAP and that weakness would
have to be addressed in the residents plan of care.

Another consequence of our analysisis a concern that the differences that we found
appear to be significant enough to affect the care planning process. In order to determine

Nursing Home Resident Assessment 11 OEI-02-99-00040



if that was the case, we looked at the RAPs. As can be seen in Chart 1, 76 percent of the
RAP decisions are the same for both our reviewers and the nursing home. However, in 14
percent of the records, the RAP was not triggered by the nursing home, and subsequently
no care plan was developed for the resident. One possible explanation for the lack of care
planning is that the medical issue may have been addressed, resolved, or included in
another RAP. However, our analysis did not include whether or not this actually
occurred.

In 11 percent of the records, the nursing home triggered RAPs when our reviewer did not.
Differences on the MDS may have resulted in different RAPs being triggered. In addition,
if information regarding a resident’s condition is absent from the medical record, our
reviewer would not have noted the condition on the MDS which could have resulted in a
missed RAP trigger.

Chart 1

Questionble RAPs

. Match

B Only reviewers triggered

E Only nursing home reviewers triggered

Source: OIG medical review

Table 2 on the following page lists the 18 RAPs and the decisions of both the medical
record reviewer and the nursing home. The RAPs with the greatest differences are
“Psychosocial Well-Being” (38 percent ), “Activities’ (37 percent), and “Mood State” (37
percent). The RAPs with the least differences are “Feeding Tubes’ (2 percent) and “ADL
Functional Rehabilitation Potential” (10 percent). We tested the RAPs by payor source,
and we found no clear evidence that payment source makes a difference.

Nursing Home Resident Assessment 12 OEI-02-99-00040



Almost all MDS coordinators (86 percent) report that the RAPs are helpful when
developing the plan of care. Additionally, some coordinators would like to see additional
RAPs generated about pain management, the management of infections, and respiratory

conditions.

Table2

Nurse Reviewer and Nursing Home Responsesto RAPs

Resident Assessment Total Reviewer NH
Protocol (RAP) Difference Trigger Only | Trigger Only
(%) (%) (%)
Psychosocial Well-Being 38 17 21
Activities 37 14 24
Mood State 37 18 18
Visual Function 36 22 14
Dehydration 34 18 16
Dental Care 33 19 14
Psychotropic Drug Use 30 25 5
Nutritional Status 29 11 18
Fdls 27 15 12
Communication 21 11 10
Behaviora Symptoms 19 15 5
Pressure Ulcers 19 12 8
Physical Restraints 18 16 1
Urinary Incontinence 18 11 7
Cognitive Loss 18 7 11
Delirium 16 7 9
ADL Rehab Potential 10 7 3
Feeding Tubes 2 2 0

* Percentages do not add to 100 percent due to rounding.
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Care planning

When reviewing whether appropriate care plans were generated from the RAPs for our
sample residents, we found that 26 percent of triggered RAPs do not have care plans.
However, the medical issue may have been addressed, resolved, or included in another
RAP. “Psychotropic Drug Use”, “Dental Care’, and “Visual Function” are the RAPs
most commonly missing care plans. Residents who require dentures or eye glasses will
aways trigger the “Dental Care” or “Visua Function” RAPs, however, care planning is
usually unnecessary if the resident already has these devices. “Feeding Tubes’ isthe RAP
which most consistently results in care planning.

It is noteworthy that nursing homes occasionally completed care plans for RAPs not
triggered. “Falls’ is an example where 8 percent of the medical records indicated care
plans when the RAP was not triggered.

Plans of care are generally being followed

We then reviewed the progress notes for 30 days after the care planning date to determine
whether the care plan was implemented. Thirty-day progress notes from the medical
record indicate follow up by the staff on virtually al care plans.

Almost all MDS coordinators agree that care plans evolve from the MDS evaluations and
thelir direct care staff use the care plans to provide treatment to the residents. The director
of nursing, MDS coordinator, or the direct care nurse is usually responsible for assuring
that the care plan isimplemented. All MDS coordinators report reviewing the plan of care
on some schedule. Almost three-quarters of the coordinators report that the care planis
reviewed quarterly; more than 80 percent say it is reviewed as needed.
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RECOMMENDATIONS

Clearly, the nursing homes are attempting to systematically complete the MDS and
implement the plans of care. However, they are having difficulty administering an
inherently complex process. There are apparently differences in nursing home staffs
understanding of the MDS and the resident assessment process.

Based on our findings and the concerns of the nursing home MDS coordinators and
administrators, we recommend that HCFA:

> more clearly define MDS elements, especially section G, and
> work with the nursing home industry to provide enhanced and coordinated training

to nursing homes to be sure that similar and accurate information about the MDS
is being disseminated.

AGENCY COMMENTS

We received comments from the Health Care Financing Administration. They concur with
both of our recommendations and describe a number of important steps they are taking to
improve understanding and implementation of the resident assessment, particularly the
MDS. We appreciate HCFA'’ s thoughtful consideration of our report.

The HCFA also provided technica comments which we have incorporated in the report.
The full text of the commentsis provided in Appendix C. Thisaso contains HCFA's
comments on our companion report about the relationship between the resident
assessment and the reimbursement system. We discuss these comments in the other
report.
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APPENDIX A

Confidence Intervals for Key Findings

We calculated confidence intervals for the key findings. The point estimate and 95 percent
confidence interval are given for each of the following findings. The point estimates and
confidence intervals for the findings vary based on the standard error for each individua
finding.

KEY FINDINGS POINT CONFIDENCE
ESTIMATE INTERVAL

Percent of nursing homes had 4 or more 85% +/- 7%
professions assess each resident

Percent of MDS coordinators who are 81% +/- 9%
registered nurses

Percent of nursing home administrators 42% +/- 19%
who find the MDS manuals clear and
easly understandable

Percent of MDS coordinators who find 80% +/- 9%
the MDS manuals clear and easily

understandable

Percent of MDS coordinators who find 39% +/- 25%
Section G difficult

Percent of MDS coordinators who would 20% +/-16%
change Section G

Percent of MDS fields with differences 17% +/- 2%
Percent of RAPs that match 76% +/- 2%
Percent of RAPs triggered by our 14% +/- 6%
reviewers but not the nursing homes

Percent of RAPs triggered by nursing 11% +/- 5%
homes but not our reviewers

Percent of triggered RAPs without care 26% +/- 6%
plans
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APPENDIX B

Minimum Data Set

In this appendix we have included a complete copy of the Minimum Data Set.

Nursing Home Resident Assessment 17 OEI-02-99-00040



Resident Numeric ldentifiar
MINIMUM DATA SET (MDS) — VERS/IONZ.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
FULL ASSESSMENT FORM
(Status in last 7 days, unless other ime frame Indicated)

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION [ . MENORY |(Ceck 2 it reaitent nas morrnarly able 1 mcall durng
1.] RESIDENT RECALL | Mot 7 cays)
NAME ABILITY  |Current seasan & ] . )
y That he/she is in a nursing home
a. [Firs) b. {Middle Irisal) c. (Last) d. (780 Location of ownroom [ |
2. ROOM Staff namas/taces c. NONE OF AB N Eare recalled s
NUMBER D:D:I:I 4. COGNITIVE | {Adagie decisions negarding tasks of dady )
SKILLS FOR T
| ASSESS- COsEr i 7 DAILY 0. NOEPENDE, ecisions consisiernireasanabla
3| ASSESS 8 LesayalMns 2o e ) DECISION- | 1. MODIED INDEFPENDENCE—some Gificutty in new siuations
regreneel [ | (= | |—-[ [ | ] MAKNG | ¥ y .
BATE 2 RATELY IMAPAIRED—dedisions poor; cues/supervisian
Month Day Year required
- A. SEVERELY PAIRE—navertarely made decisions
b, Criginal (0} or comected copy of form (enter rumberalmrrecnon) 5. INDICATORS (mhm”wﬁﬂ,dgzy [ Wate: Accunaie assesament
d4a.| DATE OF |Date of reentry from temporary a hospital in OF FOGUIRES COMETSations with siart and femily who have direct knowleage
REENTRY | last 90 days {or since last assessment ar admission (¢ Ia.ss than 50 days) DELIRIUM— | o7 resident's beluavior over this Hme.
PERIODIC |0, sehaviornot presart
| | 1_[ I |_ | | I DERED |1 Behaviorprasent, not of recent onset
THINKING |2 Behavicr peasent, over last 7 days appears difarant from resident's usual
Morth Day Year WAREP functioning {8.g., new onsel or warsening)
5.| MARITAL |1.Never maried 3. Widowed 5. Divorced a EASILY DISTRACTED—{e.g.. tifficuity paying attention; gets
STATUS |2 .Mamed 4. Separated sidetracked}
6.] MEDICAL b. PERIODS OF ALTERED PERCEPTION OA AWARENESS OF
RECORD [ | | | | 1 1 | | | | ‘ | SURRCUNDINGS—e.g.. moves lips or talks to somesns nol
NO. presant believes hesshe is sormewhare else: confuses night and
7.1 CURRENT |(Biling Ctfice fo inckeais; chachk &l thirt aggiy it 425t 30 aays)
PAYMENT . . c. EPISODES OF DISCAGANIZED SPEECH—e.g., speech is
E.F%%Hrfﬁs Meclicaict per diem - VA per diem incaherent, nonsansical, kralevant, or rambling from subject to
5 biact; t]
STAY  |Medicare per diem _ Setf or family pays for fu per diem subject; loses train of thought)
N d.PERICDS OF RESTLESSNESS—{e g, idgating or picking at skin,
Medicars ancillary - Meadicaid resident iabifty or Megicare clothing, napkins, etc; requent position changas; repetiive physical
partA co-paymant mavernents or calling out)
Medicare anci . Private insurance per diem {ncuding
s lary WI‘) e ;Emiﬁ%smsg:(mmm?gmhmss . slaring into space;
CHAMPUS per diem Ja.__ | Stherpar diam ! 1. MENTAL FUNGTION VARIES OVER THE COURSE OF THE
8.| REASONS |a.Pnmary reason for assessment DAY—{e.g., sometimes better, sometimes worse; behaviors
ASFSOEZS- i mm'ﬂn assessmen (required by day 14) sometimes present, sometimes nat)
nual assessment e
6.| CHANGE IN [Resident's cogritive status, skills, or abilities have changed as
NT 3 ggmm ﬁ"ge'" ﬁzﬁaﬁmmem COGNIVE (compared 1o status of 30 days aga {or since last assessmentf less
5| 5 oo STATUS  [than 50 days)
[Vowr—draus| 5 Quanerry Teview assassment 0. Nochangae 1. Improved 2. Dateriorated
s 2 chischarge 6. Discharged—retum notanticipated : g - MpFENex :
ormeniry | 7. Dischamged—elurnanticipated
foreyin 8 Dischargedprior o comgleting irifal assassrment SECTION C. COMMUNICATIONHEARING PATTERNS
etal | 10, Sngnhmmomecﬂm of prior quarterty assessment 1.] HEARING | (Wi Asanng appaance, fused
rd WM-’“ 0. MWE LFASO D. mﬂﬁmm CLATEL K—normal taik, TV, phone
- Al v 1. ABAZ FARICUL T when not in quiet selling
P e roquied oy FRSor the State 2 HEARS I SPECIAL SITLATIONS O ¥—speaker has to adjust
2 Mexicars 30 day assassmen! toral quality and speal cistincty
G Mot oy assecmmeerts 3. HIGHL ¥ IMBHRED abserce of useful hearing
. Medicams X0 day assassment 2. GgM#lg’b:L- ( C/rack aif Hrat oD QUG st 7 oS
5 Mok f ATY Hearing aid, presant and used 2
Other: requinaa 255E5SmEnt DEVICES/ g
g ,,‘Eﬁ;,';m}‘maym TECGH-  |Hearing ald, present and not used regulariy b
&_Ower : q NIQUES | Otherreceptive comm. techniques used (e.g., lip reading) 3
9.| RESPONSI- [( ek a# that Jpo8) Curahis power attornayfinancial & NONE CF ABCVE. d.
BILITY/ i 3. m F |{Oheck al used Ly rasoiant fo imake needs rowr)
BUTY Jlogagwaian o | Famiymemberresponsie : [Mooesor 1 72 s ||
GUARDIAN (Other legalaversight ™| . e for st - Speech gnegesiurssrsaunds e |
wsponsible for
Durable power of " s ! \Wiiing messages o Communication board "
atorrayheathcare  |q WOFABOVE ; express or clarity needs (b, .
10.| ADVANCED |[/ o thaase devms with 2 PIL ical . Othe t
DIRECTIVES | nocormy, chvack 2 that aopih American sigr language
Feedingrestic or Braille e NONE OF ABOVE
Lngudl s | rorestn LI a| MAKING [T m{mmenr—ﬁamer
Denotrasuscitat®  [b | weciation restrictons B |0 unpEasTOOD
Do ot hospitalize . B NDER- |, USLALLY CNDERSTOOD—fcuty g words o isnig
Organdonation _ Cther treatment restictions h ST00D houghts
2. SOMEﬁ'MESoWDEHSIUOE—abI ed to maki et
futopsyrequest |, MONE OF ABOVE L reque ity g conarete
3. RA'HE{ YMEVER LINCERSTINID
5. SPEECH |[(Chok frspeschin e st 7 dadys
SECTION B. COGNITIVE PATTERNS CLARITY o oy 548 5RcECH—distinl, inteligible words
- - . UNCLEAR SPEECH—slurred, mumbled wards
1.| COMATOSE |(/ A Staieha. P COISCIOLISIIESS) 2. MO SPEECH—absence af spoken words
0.Na 1.¥8s (If yes, skip ta Section G) 5. | ABILITYTO |(DAoesiaang el
2| MEMORY |(Fesdol whiarisens e ornairy UNDER- |0 cvcrsmns
a. Short-term mamory OK—sesams/appears to recall after 5 minutes t OTHERS 1. YSLALLY LNDERS TANDS —may miss some parlintent of
0. Memary OK 1. Memory problem ﬂ'le's"-;:‘:g?7
2. SO MSMEHSHAQZS‘—resmnds adequately to simple,
b. Long-+erm memory CK—seems/appears fo recail long past E direct
G. Memory OK 1. Memory problem i 5 RNV mfﬁsmvas‘
7.| CHANGE IN | Resident's abildy 1o express. understand, or haar information has
COMMUNI- |changed as compared 1o status of 90 days ago (or sinca last
CATION/ |assessment it less than 90 days)
HEARING |0.Nocharge 1. Improved 2.Deterioraled
[ ]=nen bax biank, must enter number of letier 'a | = When lefter in bax, check if conition applies MOS 2.0 01/30/98
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Resident

SECTION D. VISION PATTERNS
1. VISION ([ ADiy 1o 5o i AoEUARE JghHT 2T With JHas58S i Lsed)
0. ADECLATE—sees fing detall, including regular print in

newspaparsboo!
1. mmf.’?ED—sees large print, but not regular printin newspapers’

2 MODEM?FLVMWEJ—hmRed \nslon, notable 2 see
nawspaper headlings, butcan idemily abjscts
3. HIGHLY IMAAFEL—dbject \dentlhcamn in question, but eyes

?peano loliow chiects
4. SEVERELY IMARED—no vision of sees only light, cdiors, ar
shapes; eyes do not appear to follow cbjects

2| VISUAL [Side vision problems—decreased peripheral vision (e.g.. leaves lood
LIMITATIONS/ [ on one side of tray, difficulty traveling, burmps into people and cbjects,

DIFFICULTIES) misjudges ptacement of chair wher sealing seif L3
Experiences any of following: sees halos of rngs around lights; sees

flashas of Ight: sees “curtains” over eyes b

NONE OF ABOVE e

Numaeric identifier

5. F:HANGE N

EHAVIDRAL|
SYMPTOMS

Resigents behavior stalus has changed as compared to status of 8¢
days ago {or sinca last assessment if less than 90 days) ‘
0. Na change 1. Improved 2. Deteriorated |

I SECTION F. PSYCHOSOCIAL WELL-BEING

.| VISUAL |Glassas, comact lenses: magnifying glass
APPLIANCES) 0. No 1.es

SECTION E. MODD AND BEHAVIOR PATTERNS

SENSE OF

INITIATIVES

INVOLVE-
MENT

At ease Interacting wilh athers

At ease doing piannad or structured activities

At pase doing self-nifiated activities

Establishes cwh goals

Pursues involvernent in |ife of facility (e g., makes/keeps friands;

Imvolved in group activiies; responds positively te new aclivibes:
assists at religious services)

Accepts invitations imao mest group activities
MONE (QF ABOVE

T

ko T~ I! Inls‘v‘

-

INDICATORS | (€006 20 incicators ohserved in 1851 30 LBy, ITespectve of the
OF assumed

DEPRES- | D- Indicator not exhibited in last 30 days
1. Indicator of this type extibited up I fiva days a week

MS‘;“DN ) 2. Indicator of this exhibited daily or almost daily (6, 7 days a week)
SADMODD [VERBAL EXPHESSIONS h. Repetitive health

OF DISTR mmphmtus-w—e.gw dicat
" persistenty seeks medi
a Resident made negative atiention, obsessve concerm
stalements—e.g., "AMotung with body functions
i. Aepetitive anxious
Complaints/concerns (nan-
w .ie[ma [ healh related) e.g.,
bR question a. persisiently seeks attentiory |
Repetiive 5—e reassurance regag
.V/hensaa/ga Hhatdo ! schedules, m:a?is. !au"?‘dry
clothing, relalionship issues
SLEEP-CYCLE ISSUES
}. Unpleasant mood in morning
k Insomniaschange in usual
sleeppattarm
SAD, APATHETIC, ANXIQUS
APPEARANCE

I. Sad, pained. worried lacial

& Repetitive verbalizations—
{ £.g,, calling aut far help,
" Gocrheip mef]

d. Pemstemanger with self o
others—a.g., easiy
annoyad, anger at
placement in rursing home;
anger at care received

e, Sef deprecation—e.g.. expressions—e.g.. umrowed
& g, am of no uw brows
Ly m. Cryng, teartulress

1. Expressions of what .
appeart be unreaistic n.Fepelitive physical

movements—e.g., pacing,
hand wrnnging, restiessness,
fidgeting, piching

LOSS OF INYEREST

b, Withdrawal from activities of
interest—e.g., N0 interest in
standing activities or
being wilh tamilyrienas

p. Reduced social interaction

2 MQQD One or more indicaters of depressad, sad or anxigus mood wera
PERSIS- | noteasily altered by attempis 1o "cheer up”, console, or reassure

faars—e.g., lear of being
abandaoned, left alane.
being with others

@ Recurment statements thal
something tenibig is about
tu happer—ae.g., believes
he or she is about to die,
have a hean attack

TENCE  |the resident over fast 7 days
Q. No maod 1. Incicatorspresent, 2. Indicators present,
indicaters easiy allered ot easily aitered
CHANGE |Resent's mood status has changed as compared 10 12t of
INMOOD  |days ago (or since last assessmentit less than 90 days)
0. Nochange 1. Imeroved 2. Detoriorated
&, BEHAVIORAL.(A) Betuvioral symplomn froquenrcy i last 7 days
SYMPTOMS | 0. Behavior not exhibited in last 7 days

1. Bahavier o this type ocoured 1 to 3 daysin last 7 days
2 Behavicr o this type occumed 4 1o 6 days, but less than dally
3. Benavior of this type occumred daily

(B) Befavioral symoiam ai o fast 7 Gays
Q. Behawior not present OR behavmr was easily altered
1. Behavicr was not easity akte (A}

B)

a WANDERING (mi¢ved with noralﬁonal purpase, seemingly
ohivieus to needs or salety)

b. VERBALLY ABUSIVE BEHAVICRAL SYMPTOMS (olhers
waera threatened, screamed at, cursed at)

e PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (glhers
ware hit, shoved, scratched, seually abused)

d. SOCIALLY INAPPROPRIATEDISRUPTIVE BEHAVICRAL
SYMPTCMS {made disruptive sounds, noisiness, screaming,
salf-abusive acts, sexual behavior or disrobing in public,
smaaredittrew ipoaleces, hoarding, rummaged inrough others'
betongings)

e. RESISTS CARE [resisted taking medications! injections, ACL
assistance, or eating)

Covervopen conlict with o repeated criliGsm o St
Unhappy with roommale

Unhappy with residents other than roommate
Openly expresses contict/anger with lamily/friends
Absence of personal contact with famity/friends
Recent icss of close family memberitiend

Does not adjusl easily to change inroutines

NONE OF ABOVE.

PAST ROLES

h.
Streng idenfication with pasl roles and e S12s N
IExpresses sadness/angeriampty fesling aver fost role/status N

Resident perceives that dally rautine (customary routine, actwibes) is
very ditferent from prcr pattern in the Gommunity

MONE OF ABOVE

SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS

.| (A} ADL SELF-
SHIFTS efurigr a5t 7 eays—NoY,
0. NGEFENDEN N0 help or oversight —OF— Helploversight provaded only | or 2 times

during last

1. SUPERVISION—Oversight, encouragerent o cuging provided 3 or mare imes during
last? days —OR— Superasion (3 ar more times) pius physical assisiance provided only
1 or 2 times dunng ast 7 days

2. LAHTED ASSIS FNCA/—Resident highly imvobved in activity recenved physical help in
guvded maneuvering of limics or ather norweighi bearning assistance 3 or more mes —
R—More halp prowded onty 1 or 2 bmes during last 7 days

3. EXTENSIVE ASSISTANCE—While residem performed part of actvity, over ‘ast 7-day
penad, help of Iolimwng type(s) provided 3 or more times:

—-igight-

Spport
—Full'statt perfmmarm during pan (but not alf) of last 7 days
4, JOTRE DEPENDCENCE—Full statf perlormance of activity dunng entre 7 days
9. ACTAATY DIO NPT DCCURduring entire 7 days

PERFORMANCE— Codle fr resicent's PERFCRMANCE OVER ALL
ICHAHNG SERIA

7 days

=3 AODVL SUPPOH’T PROVIDED— Code for WOST SUPPORT PROVIDED
pemmm

Na setup or pitysical help from stalt

Setup help only

One person physical assist 8. ADL actwily itself gid nat
Two persons physical assist accur dunng enlira 7 days.

TP

=
B

LL SHIFTS abong last 7 aays; coow reqariess of roskisnrs sei-
RSNV

SELF-PERF
SUPPORT

BED
MOBILTY

How resident maves to and from lying pesrion, tums skie 10 side,
and pasitiors bedy while in bed l

14

TRANSFER

Haow residen] moves between surtaces—tofrom: bed, chair, i
whesichair, standing position (EXCLUDE tarfrombathitodat) |

o

WALKIN
ROOM

How resident walks betwsen Kcations in hiser room l

A

WALK N
CORRIDOR

How resident walks in carmidor on unit |

LGCOMO-
TION
ON UNIT

How resident moves between Iocations ut hisher room and
adjacent cermdor on same floor ifin wneemr. satt-sufficiency
once in chair

LOCOMO-
TION
OFF UNIT

How resident moves to and retumns from off unitlocations (e.g.,
areas set asida for dining, achvities, or treatments). If Facility has
only one floar, how resident moves 1o and from distart areas on
the figor. If in whaelchair, seif-sufficiency onca in chair

DRESSING

{cdothing, including canning/removing prosthesis

How resident puts on, fastens. and takes off all items of street

EATING

How resident eats and drinks (regardiess of skill). Includes imake of
nounshment by ciher means je.4., ube leeding, total parenteral
nwdriion)

TOILET USE

How resizent uses the toilet room (or commocee, bedpan, unnai);
ransfer on/off loiiel, ceanses, changes pad, manages ostomy or ‘
cathater, acjusts clothes

j.| PERSDNAL

HYGIENE

How residertt maintaing personal hygiena, inctuding combing hair,
brushing teeth, snaving, applying makeup, washing/drying face, i
hands. and gerineum (EXCLUDE baths and snowsrs) ‘
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Resident Numeric idantifier

2.] BATHING |How resident takes fiull-body batvsnower. sponge bath, 3. JAPPLIANCES: Ay scheduledtaletingplan [, < Did not usa tollet raonmy .
transfers in/out el tub/shower {EXCLUDE washing of back and har.} AND - - commode/urinal 1
for most dependent in el pe, andsusport A PROGRAMS , Biadder retraining program Fadabriofs used
(A) BATHING SELF-PERFCRMANCE codes appear below [ riefs us - S
External {condem) catheter Enemasimigation N !
0.  Independent—No help provided 4 i g .
1. Supervision—Oversght hap only Indwelling cathater o Ostomypresant i, ‘
2. Prysical help mitect 10 ransfer only Inermitient catheter e NONE OF ABOVE |
3. Physical help in part of bathing activity 4.| CHANGE iN | Resicent's urinary continance has changed as compared 1o slatus of
4. Totaldependence Ugg:q@r?“l 90 days ago (or sincs last assessmant if less than 90 days)
8. Activity itself did not ocour during entire 7 days NENCE |0.Mocharge t.Improved 2. Deteriorated
{ Bautrg SHopor codes are as gelined i fem 1, codke 8 above)
3.| TESTFOR [(Code oy Zbily g 165t a7 0 st 7 o) . SECTION L DISEASE DIAGNOSES
BALANCE !O. Mainlaine position as requred inest Checi aniy those diseases that have a relationship to current ADL status, cognitive slatus,
. .11 Unsteady, butable to rebalance self without physical support moad and behavior status, med:cal Teatments, nursing menitonng, cr fisk of death, (Ca not list
(seetraining |5 ania) physical support turing test inactve diagnoses)
manual) or slands {sils) but cioes nal follaw directions for test 1.| DISEASES |(4r1ane 2800 CHECK the NONE OF ABOVE bay
3. Natable to atampt lest without physical help H i
a. Balance while standing ENDOCRINE'METABOLIC/ lemiplegiaHermiparesis
. " NUTRITIONAL Multipie sclerosis
b, Balance while siting—pasition, runk control i P i
2 FUnCTiONAL] Cooe srmmmygmrfa@ys Tl e W Sy e O Diabeles melius L3 araplogia
LIMITATION |oiscad resident st risk of iyin)) Hypertiyroidism h Parkinsan's diseasa
N RANGE QF{(A} RANGE OF MOTION {B) VOLLNVIARY MOVEMENT Hypolryroigism - Cuadniplegia
MOTION |G Nolimitation 0. Ngoloss s Sei d
1. Limitation on one side 1. Partial loss HEART/CIRCULATION - 2L disordes
(see u'nf‘i;ing 2. Limitation an both sides 2 Fulloss (&) (B) Arteriosdlerotic heart disease Tiansient ischemic attark (TIA) [sp.
manual} 3 Neck (ASHD) a Traumalic brain injury
b‘Ann—lndudLr?gsho_k.uder_orelbm Cardiac dyshythmias & PSYCHIATRICMOOD
c. Hard—lrnludm‘wnslnrhngers Congestve hean falure 1. Arixigty disorder
d. Leg—Inciuding hip or knee Deep vein thrombosis 3 Depression
&, Footﬁncludmg ankle or toBs Hypartension h. Manic si0n (bipolar
T, Other o 555 Hypatension L cliseass)
5. ngs%!gf | Check ali that spply dinng lest 7days) F Peripheral vascular dissase ). Schizophrenia
"TiON Cane/walkerfcrutch _ Wheelchalr primary mode of (Other cardiovascular disease |k PULMONARY
Whesled saif N iocomorian L muscuosketetal [N ssrme
Otherperson wheeled = NONE OF ABOVE e Artiitis v Emprysema/COPD
6. MODES OF [(Gheck ai that sty dring hast 7 ey || o eacture im__| SENSORY
TRANSFER [0 et all of most oftme Litted mechanically o Missing imb (e.g ., amputation) a Calaracts
Bed rails used for bed mobiity Transfer aid {a.q., slida board. st e o Diabeticretnapathy
oriranster i trapeze, cane, walker, brace) s, Pathcicgica borefracture. |p. | Glaucoma
Lifted manually e, |MonEoFasoE . :?T\L—rOiCAL Il it degeneration
T. TASK Sarme or all of ADL actvities were broken into subtasks during last 7 © ) s disease OTHER
SEGMENTA- |daye so that resident could pariorm them Aphasia Allergies
TION 0. No 1.Yes Cerabralpalsy Anemia
8. ADL Resident believes hesshe is capable ol increased independence in al
FUNCTIONAL lsast scma ADLS .. Corobrmvascular accidont Cancer
REHABILITA- Renaifailure
TION Direct care stafl believe resident ts capabie of increased independence |, Dementia oter than NONE CFAGOVE
POTENTIAL inalleast some ADLs  — Alzheimer’s cisease
Resident able to perform tasks/activity but is very slow c 2. INFECTIONS - [ mone S00d0; WECKWNONEOFASUVEM
Difference in ADL Self-Pariormance or ADL. Support, comparing 1 Antibictic resistantinfection Seplicernia
momings to everngs 3 {e.g.. Melhicllin resistant Sexually Fansmitied diseases |n,
NONE OF ABOVE a 51‘39") . Tubercubosis n
9. CHANGE IN Ftestdent’s ADL sefi-performance stats has changed as compared Clostridium difficie {c. dift) - Urinary ract infection in last 30 i
P stahm of 90 days ago {or sice last assessment if kess than 20 Conjunctivits days
N N . y
mange 1. improved 2.0 HIV ifection Virai hepalitis
Preurncnia. 3 Wound infection
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection NOME OF ABOVE
1.JCONTINENGE EELF-CONTROL CATEGCHIES 3., OTHER
(Code for rosidknt's PERFORMANCE OVER ALL SHIFTS) CURRENT | L tel
OR MORE
0. CONTINENT—Complele conol finclides use of idbweding srnary caiheter or csiery DETALED | L1 g lel |
G $1a! CORS 101 Bk Limte ar Steolf olmNgSEs c | |
1. YSLALLY CONWTIVENT—BLADDER, incontinant episodes once a week or less; Aggllxg-s . L 11 el |
BCWEL, less than weekly N L1 1o |
- 1
2. OCCASIONALLY INCONTINENT—BLADDER, 2 of more limes a week but not cai
BOWEL, once a week g SECTION J. HEALTH CONDITIONS
3. FHEQUENTLY INCONTIMENT—BLADDER, terded tc bs incontinen daly, but sama 1| PROBLEM || Chent s ribiemss prssnt 15517 days uniass atnes e ama 5
cantral present {e.g., on day shift), BOWEL, 2-3 imes a week I sV
INDICATORS OF FLUID izzinass/Vanigo
4, INENT—Had inadequate contro) BLADDER. multiple daily episodes; STaTus Edema
BOWEL, all {or aimost all) ol the time Fevel
a.| BOWEL '|Control of bowsl movement, with apphance or bawel continence Wegniganar !ﬁs z g g’ | . i
CONTI-  [programs, itemployad ;‘;’sﬂmums vathin a 7 day IHalluginations
NENCE ! - inlerral bieeding
b.| BLADDER |Cantral of urinary blagder funciicn (i dribbies. valume insufficiant lo Inabiity 1o lia flat duie to Fecumrent lung asgiratians in
CONTI- | soak Ihrough uncerpants), with appliances (e.q., foley) or continence ;shartness af breath |aigmﬂ:w praens
NENCE _|programs, ],' emp\uye«i - Oehyoraled, ouput exceeds Shortness of breath
2.| BOWEL Bowel elimination patern Diarrhea e input
ELIMINATION| reqular—at least one Fecali ction i Insuthcient fuid: did NOT Syncepe {fainting)
avery ecatim, H i i
PATTERN | mvement 1wes days i 4 consume allalmost ali iquids Uns.eady gat
Canstipation b I NONE OF ABOVE N provded durng last 3 days Vemiting
OTHER NONE OF ABCVE
MDS2.0 0173088 Delusions
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Resident
2 PAIN (G e Arigrinesit Jeved OF it present i e Jast 7 days)
| SYMFTOMS " " .
i {2, FREQUENCY 'with which b.INTENSITY of pain
: resident complains or 1, Mild pain
shows evidence ol pain . |
. 2 Maderata pain |
0. No pain {sip fa Jh AT .
’ . Times when pan s
1. Pain less than daily narmible or excruciating
2. Pain daily
3. PAINSITE |(#5aicresent check ai sites al anolr i lasi 7 daya
Back pain _ Incisional pain . H
Baone pain _ Joint pain (cther than hip) i
Chest pain whilé doing usual Scotttissue pain (e.g., lesian,
activities muscie)
Headache Stornach pain
Hip pain Cther
4.| ACCIDENTS . {Check il that apply)
Fell in past 30 days _ Hip lracture n tast 150 days
Feliin past 31-180 days. b Other fracture in last 180 days |d,
MONE OF ABOVE B,
5.] STABILITY |Conditons/diseases make resident's cognitive, ADL, mood arbehavior
QF patterns unstabie—fluctualing, precarious, or deleriorating) a
ICONDITIONS] i p
Resident experiencing an acute episoda or a flare-up of a recurent o b
chronic problem a
Enc-staga diseasa, 6 or fewer months ko live &
NONE QF ABOVE 4
SECTICN K. ORALNUTRITIONAL STATUS
1] onaL [Chewing problem 2
PROBLEMS |Swaliowing probiem b
Mouth pain c.
NONE OF ABOVE d
2.: HEIGHT |Focorm(a/ heigltin jimches and(b.) weigrtin pounos. Base wegdt o0 masi
i AND recer measure it LSt 30 days; measure weRhi ConSislenty it a0 Wit
WEIGHT  |sandant 8oty practoe—e,g, in8.m aitervoiing, betbre meal with shoes
G and inrighicioties
& HTEn) b.WT [z}
3| weiGHT |8 Weightloss—3 % ormore iniast 30 days; or 10 % or more in last
CHANGE | 180days
0.No 1. Yes
h. Weight gain—5 % or more in last 30 days; or 10 % or more in last
180 days
0.No 1.Yes
4, NUTRE  |Complains aboutthe taste of |Leavn$25‘3’.ormrecrbod
TIONAL |manyioods 4. uneaten at most meals
PROBLEMS |0 o or repetitva NONE GF ABOUE
compiaints of hunger b

5| NUTRE {(Checkal thet spply in last 7 days
A.ngg:tH- | Parenteraldy _ Dietary supplement between
ES  'Feedingtube A
. Plate quard, stabilized buit-up
Mechanicalyaltereddet |, | sty
Syninga foral feeding) Onaplanned weight change:
! Theatapeutic diet program
: MONE OF ABOVE
6. PARENTERAL| Az fo Section L i nesther 53 mor 5115 checkedh
OHWEQ":EEAL‘" Code the proportion of total calaries the resident recetved thraugh
parenteral ar tube leedings in the last 7 days
0.Nona 3 51%ta75%
. ¥4 1025% 4. 76% 10 100%
2.26% to 50%
b. COdeme average fividintake perday by IV of lube in last 7 days
001 2 1500 coiday
1 1m500mday 41501mzooowcay
2.501 to 1000 oc/day 5. 2001 or more cc/day
SECTION L. ORAL/DENTAL STATUS
1.| ORAL |Debris {soff, easily movable substances} presentin mouth prior to
STATUS AND| going to bed at night
F%m%}‘ Has dentures or remavable broge

Some/all natural testh lost—does ncl hiave of does not use denfures
(ov partial plates)
Broken, loosa, or carious teeth

{nfiamed gums (gingiva): swollen o bleeding gums; cral abcesses;
ulcers or rashes

Daily cieaning cf teeth/dentures or daily mowrh care—by resigent o
staff

MONE OF ABOVE

Nursing Home Resident Assessment

Numeric Identifier

SECTION M. SKIN CONDITION

1

ULCERS

({Due to any
cause)

(Racord the Mumber of UKeTs i 8ach wioer Slage——rogarciess of
cause, i none prasental a stage, fecord ‘0 (zern). Covle ail Mt anply
auaig last 7 days. Cook § = Sormors,) [Requires full bocy exam.]

Number|
al Stage|

a,Stage 1. A persistent area ol skin redness (without a break in the
skin) that does not disappear when pressure is relieved,

A partial thickness loss of skin layers that presents

b. Stage 2.
clinically as an abrasion, bister, o shallow craler.

A full theskness of skin is lost, exposing the subcutanecus
fissues - presents as a deep crater with or without
undermining adjacenttissue.

A full thickness of skin and subcutaneaus lissue s last,
expasing muscle or bone,

c. Stage 3.

d. Staged.

TI1

™

TYPEOF
ULCER

{ Foreach ype of uiesy, codke for the highes! stage in the last 7 days
using seaie i dem Mi—ia, Gonong; siages 1, 2.3, 4

a. Pressure ulcer—ary lesion caused by pressure resuiing in damage
of undertying tissue

b. Stasis ulcar—open iesion caused by poar circulation in the lower
extremilies

i

HISTORY OF
RESOLVED
ULCERS

Resident had an ulcer that was resaived ar cured in LAST 90 DAYS
0. Mo 1.Yes

JTHER SKIN
PROBLEMS
OR LESIONS
PRESENT

{ Chrock s that apoly cvang last 7 days)

Abrasigns, brises

Burns {second or third degree)

Cpen lesions other than ulcers, rashes, cuts (2.g., cancer tesions)
Rashes—e.q., interngo, eczema, dnug rash, heat rash, herpes zosler
Skin desensitized 0 pain or pressure

Skin tears or cuts {cther than surgery)

Surgical wounds

NONE OF ABOVE

(Chack all that apply auring fast 7 days)

Pressure relieving device(s) for chair

Pressure relieving devicai(s) farbed

Turning/reposttioning program

Nutition or hydrahion intervention to manage skin prodlems
Ukcer care

Surgical wound carg 1

Appllcabon of dressings (wath or without fopical mecications) other than
to feet

Application of oimments/medications (otharthan to‘eel)
Other preventative or protective skin care {uther than to feel}
MONE OF ABOVE

FoOT
PROBLEMS
AND CARE

(Checsk i tat aogly ctring fast 7 days)

Resident has one ar more ool preblems—a. ¢, Coms, cailouses,
Dunions, hammer toes, cverlapping 1oes, pain, stuctural problems

Infiection of the foat—a.g., cellulitis, punulent drainage
{Open lesions on the foal
Nalsicaliuses tnmmed during last ) days

Received preventatve or protectve fcol care {e.q., used special shoes,
inserts, pads, {oe separators)

Application af dressings (with o witheut topical medicafions )

NONE OF ABOVE

SECTION N. ACTIVITY PURSUIT PATTERNS

1.

TIME
AWAKE

{ Check 20proprists (ime pevrocs over fast 7 days)
Resident awaka all or most of fime (i.e.. n&s no mare han one hour
per tmg pariod) in tha: Evening

Morming
Afterngon NONE OF 2800E

(if resident is comatose, ship to Saction O}

2.; AVERAGE [{When awake and nat recsiving treatments or ADL care)
TIME
INVOLVED IN|0. Mosi—more than 2/3 ol time 2. Litle—less than 13 of tme
' ACTIVTIES |1, Some—trom /3t 23 oflima 3.Nora
3. pngrmng[) (Check 21 settings in which acivibes are prelerrad)
[ ACTIVITY |Ownroom [a. ]
SETTINGS |paciiyroom 5] OUSde iy e |
Inside NHioH Unit <. NONE OF ABOVE _
4, GENERAL |(Checkzil PREFERENCES whether ornol actiivss cumently
ACTIVITY | vaiabie o resagan) Trpst - .
PREFER- | Gardsiother games “psshoppnd o |
ENCES | crtteians Walkingywheefing outdoars |
(adapiedto y
resident's | Exerciseisports Waich 4 ™ _
current | s " Gardening or plants _
abilities) Reagingwiting ! Taixing or conversing "
Spirtualirelgious Helping athers _
acmnes NONE OF ABOVE m_ )

21
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Resident. HNumenc dentfier
5. PREFERS }Coa(e B rasiiont Proforenions i Gaiy routines 4. DEVICES [Uss e fodiowing codies lor {ast 7 oays.}
CHANGE IN 9. Nochanga 1. Slight changa 2. Macrehange i AND (. Not used
DALY 3, Type of activties in which resigent is cumently imvolvad RESTRAINTS, 1 Used 55 than daly
ROUTINE | . ) sed dally
|b. Extent of resident involvement in activities Beu ks
SECTICN Q. MEDICATIONS a. —Full bedrails on ail open sides of bed
. - - b, — Other types Of sidie rails used (2.g., hall mil, one sids)
1.|NUMBER OF | (Recond the mumber of ifferent mecfcalions used i e st 7 oays, Tk
MEDICA- | @aer UTifnoné used c. restraint
TIONS . Limbrestraini
2. NEW { FESRAGN! CLITENTEY 1ECar g MaCRCalons 1hal merg IVBEIa auning 1 &, Chairprevents nsing
MEDICA. | st S0 daysh v 5.| HOSPITAL  Record number of times resident was admited ko hospital wih an
TIOHS 0N es STAY{S) |overnight stay in last %0 days (or since last assessment if less than B0)
. 3.|INJECTIONS (Fecorn the nueber of DAVS dyectiong ofany bipe weeiad dily J days). (| Emter i ne fogoial
the dast 7 days; emer 0" none vsed ! 5, EMERGENCY|Racard number of times resident visiled ER without an overnight stay
4 DAYS Aecord the rumber of DAV duing last 7 cays, enier 0" nol ROGM (ER} |in last 80 days (or since last assessment it less than 90 days).
RECEIVED 'wewvore—en 1 Ry long-aesngy meds u&egs le8s Wcirr nki) . VISIT(S)  |{Emter @ #re £F wisits)
THE i i
8. Artipsychetic 7.| PHYSICIAN |in the LAST 14 DAYS (or since admission if less than 14 daysin
FOLLOWING b Amlgnx ¢ Hyprote facility) how many days has the physician jor autharized assistant or
MEDICATION ety & Divretic pracliioner) examined ihe resident? | Snter @ nong)
©. Amidepressant 8,| PHYSICIAN [In the LAST 14 DAY (or since admission il less than 14 daysin 1 |
ORDERS | facility) how many days has the physician {or authorized assisiari or
SECTION P, SPECIALTREATMENTS AND PROCEDURES pmmunen changed the resident’s omders? Do Aot mciiok orgir
1.| SPECIAL P SPECIAL CARE—{hack o ing e W i charge | Enmy Gt none) i
TREAT- e last ¥4 days 9. | ABNORMAL | Has tha resident had any abnormal lab valuas during tha last 90 days
MENTS, LAB VALLIES | (of since admission)?
PROCE-
DURES, AND TREATMENTS - Ventilatcr or respirator 0.Ne 1 Yes
PROGRAMS | Ghemalharapy |a__ | PROGRAMS
Dalysis b :JODhDVdeQ freatment SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS
IV medicason < § 5 1.| DISCHARGE [a. Resdent expresses/ndicates preference 10 retum 10 the community
Intakeioutput 4 Alzheimer'sidementia special PCTENTIAL
Monitoring acute medical care unt 0.No 1. Yes
congition 9 6 Hospica care b. Resident has a support person who s positive towards discharge
Oslomy care f. Pedaticunt 0.No 1.Yes
Respile cara -
Oxygentherapy g ) & Stay projacied (o ba of a shon duraion— discharge projected within
Radiation N Trairing in skils required fo 90 days (do rol include expected discharge due 1o death)
3 return io the community {&.0., 0.No 2.Within 31-80 days
Suctioning L taking medications, house : 1. Wihin 30 days 3 Discharga statss uncertain
Tracheoslomy care :'oﬁsmpgwg, fransportation, 2.| oveRaLL |Rasdents overall salf sutficiency has changed significanty as
I ) CHANGE IN |compared to status of 30 days ago (or since last assessmen! if less
Transtusions K NMONE OF ABOVE [CARE NEEDS; than 90 days}
b THERAPIES  Facur e umber of cays and ot s oach f i 0. Nocnangs 1. Improwvedt recanvestener 2. Deteroraled —fecones
flor 8t laast 15 minutes 8 day) i rasm level of care i
thelast 7 ca/endar days (Enter dif none or fess than 15 min. dany
[Mote—count only post admission therapies] s M
{A) = ¥ of days administered for 15 minutes ar more DAY! N
(B) =total # ot minutes provided in last 7 days {81 B) SECTION R. ASSESSMENT INFORMATION
; 1.; PARTICIPA- | 3 Pesident: 0.No 1.Yes
[a. Speech - language pathalogy and audiclogy services —
g _ang e patalogy oy Aggggé_ b Famiy: 8.No t¥es  2Nafamily
[o- Occupational therapy MENT  iCSignficantothar  O.No 1.¥es  2MNone |
Ic. Physical therapy 2 SIGNATURES OF PERSCNS COMPLETING THE ASSESSMENT:
id. Respiratory therapy
le. Psychalogical therapy (by any licansad mantal a. Signature of RN Assassmant Coordinator (sign on abave line)
heaith professional) b. Date BN Assassment Coordinator ]
{ 2.1 INTERVEN- |{Check ali interventions or uged inlast 7 day§s—0 signed as complete | '“"l | “l | 1 | |
: TION mafler where received) Manth Day Year
;g‘I?IGM?OMI:rS Special behavior symptom evaluation program
BEHAWIOR, | Evaiuation by a icensed mental heatth specialist in last 90 cays ¢ Other Signatures Tile Becuons Date
COGNITIVE
Loss | Srouptherapy N T Cate
Rasident-specific deliberats changes in the ervironment lo address
moodbehavior paftems—e.g., providing bureau in which ta rummage |y e Date
Agori i —e. ., cues
earienta g cueng L] 1. Dalg:
NONE OF ABOVE N
a.| NURSING |Record ihe MUMBER OF DA YS asm‘r ofihe lb!famng reliabitabon or o Date
REHABILITA- techrigues o, 5 for
TION/ mora iian or equalta 15, mfnares per day i .!ﬂe fas.f 7odys h Tare
RESTOR- |iEnmter 8 none orfoss than 15 min. daiv} )
ATIVE CARE [a. Ranqge ol motion {passive] 1. Walking
b. Range of motion {active) g. Dressingor groarming I
. Spiint or braca assistance h. Eating or swallowing
.[TRAINING AND SKILL .
PRACTICE IN: i Amputation/orosthesis care
d. Bed mobility ! 3 Communication
e. Translar H & Other

Nursing Home Resident Assessment
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Resident

SECTIONT. THERAPY SUPPLEMENT FOR MEDICARE PPS

SPECIAL
TREAT-

a. RECREATICNTHERAPY—Entr number of Gays and folal minnes of
recreation Merapy aaministered| for 3t least 15 minutes 2 day) 7 the
last 7 days{ Lnter 0¥ nong DAYS MiN

A B
{A) = # of days administerad for 15 minutes or maore ol il !
{B) = total # of minutes provided in last 7 days H H

Skjp pnless this is 3 Mecicare § day or Medicare readmission/|
relUiT SS5655TENT.

b. QRDERED THERAPIES~-f1as piysician orcered any of
fodoning therapies o begin i FIRST 14 days ol stap—plysical
themEIY occupational Iveragy, o Spescl pathoiogy service?
0. No 1.Yes

K Dot ordered, skip o item 2

c. Through day 15, provide an estimate of the number of days
when at least 1 therapy service can ba expected 1o have been
delivered.

d. Through day 15. provide an estimate of the number of
therapy minutes (across the therapies) thal can be
expected la be deiivered?

2. WALKING
WHEN MOST
SELF
SUFFICIENT

Compiete item 2 it ADL seli-perfoermance score for TRANSFER
(G.1.0.4) i3 012 or 3 AND 3t st One of the loliowiing are

* Resident recaived physical therapy involving gait fraining {P1.6.c)

+ Physical therapy was ordzred lor tha resident invaiving gait
traning (T.1.5)

+ Resident received nursing renabilftation for walking (R1.)

+ Prysical therapy invalving walking has been discontnued wilhin
the past 180 days

Skip (o itern 3 i rasident did nof walk in last 7 days

(FOR FOLLOWING FIVE ITEMS. BASE CODNG ONTHE
EPISODE WHEN THE RESIDENT WALKED THE FARTHEST
WITHOUT SITTING DOWN. INCLUDE WALKING DURING
RERABLITATION SESSIONS)

8. Furihest distance waiked withaut siting down dunng this
episode.

0. 150+ feel 3 10-25 fest
1.51-149 et 4, Less than 10%aet
2. 26-50feet

b. Time walked without sitting down during this episode.

0.1-2minutes 3. 11-15minurtes
1. 3-dminutes 4. 16-30 minutes
2 5-10minutes 5. 31+mimites

¢, Self-Performance in waiking during this episode.

0. NDEPENDENT=Na heip o oversight
1. SUPERVISIGA—Cversight, encouragement orcueing
proviced

2. LIMITED ASSIS TAMCE—Resident highly mvolved in walking:
received physical help 1n guided maneuvering of imbs o other
nonweight bearing assistance

3. EXTENSIVE ASSIS PMCE—Resident received weight
beaning assisiance while walking

d. Waiking support pravided associated with this episcde (cods
regardless of rasident's sef--performance classifcation).

0. No setup or physical help from staff
1. Setup help oniy

2 Qne person physical assist

3 Two+ persons physical assist

0. Parailsl bars used by resident in assodiation with this episods.
G No 1 ¥es

3.| CASEMIX
GROUP

wdcae| | | [ [ ] ool LT

Nurreqic dentifier
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APPENDIX C

Agency Comments

In this appendix, we present in full the comments from the Health Care Financing
Administration.
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_‘/(C DEPARTMENT OF HEALTH & HUMAN SERVICES - Health Care Financing Administration

“%

weALry
ot &y

‘@,,'1' ": . I“;. R
visy AR The Administrator
2550 oY o BROYE 33 P Washington, D.C. 20201
HIFRRY ST e
DATE: OFFICE ¥LER AL S —
NOV -3 GENER v -
TO: - June Gibbs Brown e T
Inspector General _ T
e O LA L
FROM:*  Michac! M. Hash \ SUPAN SrYand
Acting Administrator . S

¥ c
SUBJECT: Office of Inspector General (OIG) Draft Reports: “Nursing Home Resident
Assessment, Quality of Care,” (OEI-02-99-00040) and “Nursing Home
Resident Assessment, Resource Utilization Groups (RUGs),”
(OEI-02-99-00041)

Thank you for the opportunity to review and comment on the above-referenced draft
reports. Nursing home residents deserve and expect access to safe, quality care. In 1998,
the Health Care Financing Administration (HCFA) began an aggressive initiative to
promote quality care and to strengthen the enforcement process for the 1.6 million
beneficiaries who reside in nursing homes. HCFA now requires States to crack down on
nursing homes that repeatedly violate health and safety standards and has strengthened
the inspection process to increase its focus on preventing bedsores, malnutrition, and
resident abuse. In addition, HCFA has created Nursing Home Compare, a searchable
database available at www.medicare.gov, to give consumers access to comparative
information about nursing homes, including annual inspection results and the health
status of residents. HCFA is taking these actions to make sure that residents get the
quality care and safe environment that they deserve. ,

We have carefully reviewed your two reports on minimum data set (MDS) accuracy, and
we agree that both highlight the need for HCFA to integrate the findings into our ongoing
training and accuracy improvement efforts. HCFA has always been attentive to matters
concerning the accuracy of MDS information, given its uses for the development of care
plans, for quality monitoring, payment, consumer and provider feedback, policy
development and research. We have dedicated significant resources and have sponsored
a variety of projects aimed at monitoring and ensuring the accuracy of MDS information.

We are concerned, however, about the conclusions that might be drawn based on the
OIG’s comparisons of RUG-III classification of cases between their reviewers and the
skilled nursing facility (SNF) staff. We believe that too limited data were analyzed (very
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few facilities were paid under the prospective payment system (PPS) at the time of the
study) and there were limitations associated with the methodology (recognized in both
reports). As noted in our manuals and repeated in our training programs, the MDS is an
integral part of the medical record; it is not an abstraction form. The OIG's methodology
relies in part on an erroneous interpretation of certain language from HCFA’s medical
review Program Memoranda (cited on page 10 of the RUG report). While this language
was intended to make clear that the MDS is an integral part of the medical record, there is
no expectation that all information found in the MDS will be duplicated elsewhere in the -
medical record, as the OIG's report suggests. Rather the MDS, in conjunction with other
clinical documentation, provides a full view of the beneficiary’s clinical course in a given
time period. Vital information must be obtained from a variety of sources. Therefore, an
item-by-item validation of the MDS using other entries in the medical record cannot be
assumed. The OIG's interpretation of the language in these Program Memoranda points to
the need for HCFA to clarify the subject instructions.

HCFA believes that these are important areas for examination and looks forward to
working closely with the OIG in designing a methodology for the next phase of its study
of the RUG-III system and MDS accuracy. We appreciate the effort that went into these
reports. Our detailed comments on the OIG’s recommendations follow.

OIG Recommendation
We recommend that HCFA more clearly define MDS elements, especially Section G.

HCFA Response
We concur. Since the MDS was first implemented, we have made efforts on an as

needed, ongoing basis to clarify item definitions and coding instructions. We recognize
the need to make Section G, in particular, easier to understand and code. In addition, we
are evaluating a new coding methodology for capturmg activities of daily living (ADL)
information, for possible implementation thh version 3.0 of the MDS.

OIG Recommendation

We recommend that HCFA work with the nursing home industry to provide enhanced
and coordinated training to nursing homes to be sure that similar and accurate
information about the MDS and RUG is being disseminated.

" HCFA Response ‘
We concur. HCFA has an ongoing responsibility for the development and dissemination

of educational programs and materials that will promote a uniform understanding of
MDS requirements and i improve the accuracy of MDS information. Some of our projects
aimed at monitoring and ensuring the accuracy of MDS information have been carried
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out since initial implementation of MDS requirements in 1991, Most recently for
example, we provided training and clarification on items in the Activities sections of the
MDS (Sections F and N) via a national Satellite Broadcast for Nursing Home Activities
surveyors and providers on September 29. We also have additional short- and long-range
plans for training that include the following:

e HCFA is planning further national SNF PPS training for early 2001 to update the
fiscal intermediaries and providers on changes in the payment system and clarify
existing policy and processes. The use of the MDS and RUG information by
providers and medical reviewers will be a significant topic addressed during this
training.

s By spring 2001, we plan to develop and release MDS policy and item coding
clarifications for areas of the MDS that are considered most confusing and most in
need of clarifications, such as Section G. The MDS items addressed will be
prioritized based on feedback from a variety of MDS accuracy studies, including
those completed by the OIG and Abt Associates, and feedback solicited from the
industry via formal requests for comments and focus group meetings. These -
clarifications will be posted on HCFA’s MDS web site. Wide dissemination of these
clarifications will provide updated MDS coding information to State agencies and
others who train providers. We are also pursuing the possibility of disseminating this
information directly to facilities via State MDS information “bulletin boards™ that are
part of a facility computer interface with States in the MDS submission process.

e We will review clarifications of policy and coding instructions and provide
accompanying training materials at HCFA’s annual, national resident assessment
instrument (RAI) conference in May of 2001. This conference is attended by State
and regional office RAI and MDS Automation Coordinators, and representatives of
national provider organizations.

e We plan to revise the Long Term Care Resident Assessment Instrument User’s
Manual for the MDS version 2.0, to incorporate Questions & Answers and
clarification information published since the last publication of the User’s Manual
(October 1995). In addition, the revised manual will include new chapters relative to
new policies implemented since 1995, including MDS Automation and Electronic
Transmission, SNF PPS and MDS Correction Policy. We will develop and
disseminate a draft, revised manual for comments and anticipate that a final manual
will be published following a comment period, by the end of calendar year 2001.
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* We plan to develop a standard MDS training program, for use by State agencies,
fiscal intermediaries, providers and others in MDS training programs to achieve
uniformity and consistency in terms of MDS training across the country. We will
begin by developing training programs for those areas of the MDS identified as high -
priorities for clarification, as mentioned above. We hope to be able to expand this
training program to cover the entire RAI instrument and process.

In addition, HCFA maintains ongoing communication with State, regional, technical staff
and contractors by hosting standing, monthly phone conferences with combined State and
regional MDS and RAI Coordinators, and separately with regional office MDS and RAI
Coordinators. We also host standing, bimonthly phone conferences with State MDS
technical staff, and separately with HCFA’s MDS system contractors. Further,
communication with providers through their trade organizations is an ongoing activity.

OIG Recommendation _
We recommend that HCFA require that nursing homes establish an audit trail to validate
the 109 MDS elements that drive the RUG code from other parts of the medical record
paying particular attention to therapy minutes and the ADL.

HCFA Response ‘ ‘
While we do not concur with this specific approach to validation, future HCFA plans for

validating and ensuring the accuracy of the MDS data do include proposed funding of a
Program Safeguard Contractor (PSC) to undertake the auditing and verification of MDS
reports. Given the importance of MDS data accuracy to the assignment of Medicare SNF
patients to appropriate RUG categories, we will begin approaching this verification
function from both a data validation and a program integrity perspective. In addition,
such an arrangement provides HCFA with a valuable external mechanism to evaluate
individual State performance regarding the accuracy of data being reported. Accuracy
protocols will be provided to the PSC for implementation in 2001,

Attachment
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