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CHAPTER 3: ITEM-BY-ITEM GUIDE TO THE MDS

3.1 Overview to the Item-by-Item Guide to MDS

This Chapter isto be used in conjunction with Version 2.0 of the MDS assessment. Alsoincludedin
this chapter are the instructions for the supplemental itemsin MDS Sections S, T, and U. Contact
your State RAI Coordinator regarding your State’srequirementsfor Sections S, T, and U, aswell as
for any additional State-mandated M DS assessment requirements.

Thischapter providesinformation to facilitate an accur ate and unifor m resident assessment.
tem-by-item instructions focus on:

» Theintent of itemsincluded on the MDS.
» Supplemental definitions, instructions and clarifications for completing MDS items.

* Reminders of which MDS items require observation of the resident for other than the standard
7-day observation period.

» Sources of information to be consulted in completing specific MDS items.

Using This Chapter

Usethischapter alongsidetheM DS Version 2.0 data collection form keeping theform in front
of you at all times. The amplifying information in this chapter should facilitate successful use of
the MDS. Theitemsfromthe MDS are presented in asequential basisin this chapter. Whereitems
are presented on aform other than the full MDS assessment form, this fact is noted in the text.

Thechart that follows summarizesthe recommended approach to assist you in becoming familiar

with MDS Version 2.0. Theinitial time investment in this multi-step review process will have a
major payback.
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Recommended Approach for Becoming Familiar with the MDS

(A) First, review the MDS form itself.

Notice how sections are organized and where information is to be recorded.
Work through one section at atime.
Examine item definitions and response categories.

Complete the MDS assessment for aresident at your facility. Draw only on your
knowledge of thisindividual. Enter the appropriate codes on the MDS. Where your
review could benefit from additional information, make note of that fact. Where
might you acquire additional information?

(B) Completean initial review of this chapter.

Review procedural instructions, time frames, and general coding conventions.

Review clarifications, since they provide important information and context in
response to questions from other MDS RAI Manual users.

Arethe definitions and instructions clear? Do they differ from current practice at
your facility? What areas require further clarification?

Asyou read this chapter, clarify questions that arose as you used the MDS for the first
time to assess aresident. Note sections of this manual that help to clarify coding and
procedural questions you may have had.

Once again, read the instructions that apply to a single section of the MDS. Make
sureyou understand thisinformation before going on to another section. Reviewthe
test case you completed. Would you still code it the same? [t will take time to go
through all thismaterial. Doit slowly, carefully, without rushing. Work through the
Manual MDS form one section at a time.

Areyou surprised by any definitions, instructions, or case examples? For example, do
you under stand how to code ADLs? Or Mood?

Would you now complete your initial case differently?

Are there definitions or instructions that differ from current practice patternsin your
facility? If so, discusswith your MDScoordinator or Director of Nursing to make sure
that facility practices comply with the MDS requirements.

(continued on next page)
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Recommended Approach for Becoming Familiar with the MDS
(continued)

» Make notations next to any section(s) of this Manual you have questions about. Be
prepared to discuss these issues during any formal training program you attend, or
contact your State RAI Coordinator (see Appendix B).

(C) Inasecond review of thischapter, focus on issues that seemed to you to be more
difficult, problematic, or unfamiliar duringthefirst pass. Make notesonthe MDS of
issues that warrant attention.

(D) Thethird chapter review may occur during theformal MDS training program at
your facility. It will provide you with another opportunity to review the material inthis
chapter. If you have questions, raise them during the training session.

(E) Futureuseof information in this chapter:

» Keep this chapter at hand during the assessment process.

* Where necessary, review the intent of each item in question.

* ThisManual isthe primary source of information for completing an assessment. Use
it to increase the accuracy of your assessments.

» Check the MDS 2.0 web site regularly for updates at:
http://cms.hhs.gov/NursingHomeQualitylnits/20_NHQIMDS20.asp
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Standard Format Used in This Chapter

To facilitate completion of Version 2.0 of the MDS assessment and to ensure consistent
interpretation of items, this chapter presents the following types of information for many (but
not all) items:

Intent: Reason(s) for including the item (or set of items) in the MDS, including
discussions of how theinformation will be used by clinical staff to identify
resident problems and devel op the plan of care.

Definition:  Explanation of key terms.

Process: Sources of information and methods for determining the correct response
for an item. Sourcesinclude:

» Discussionwith facility staff - licensed and non-licensed staff members

* Resident interview and observation

» Clinica records, facility records, transmittal records (at admission) -
physician orders, |aboratory data, medication records, trestment sheets,
flow sheets (e.g., vital signs, weights, intake and output), care plans,
and any similar documentsin the facility record system

» Discussion with the resident’s family

» Attending physician.

Coding: Proper method of recording each response, with explanations of individual
response categories.

Clarifications: & Clarificationsfor MDS items provided by CMS. These clarifications
apply to the MDS.

3.2 Coding Conventions

The coding conventions to be used when preparing the MDS are as follows:
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Use a check mark for white boxes with lower case letters in the box or before the item
description, if specified condition is met; otherwise these boxes remain blank (e.g., N4,
General Activity Preferences - boxesa. - m.).

Use a numeric response (anumber or preassigned value) for blank white boxes (e.g., H1a,
Bowel Incontinence.)

Darkly shaded areas remain blank; they are on the form to set off boxes visually.

Theconvention of entering“0”: Inassigning valuesfor itemsthat have an ordered set of responses
(e.g., fromindependent to dependent), zero (*0”) isused universally to indicate the lack of aproblem
or that theresident is self-sufficient. For example, aresident whose ADL codesareamost all coded
“0” isaself-sufficient resident; the resident whose ADLshaveno “0” codesindicatesaresident that
receives help from others.

When completing hard copy forms to be used for data entry, capital letters may be
easiest toread. Print legibly.

Dates- Where recording month, day, and year, enter two digitsfor the month and the day, but
four digitsfor theyear. For example, thethird day of January inthe year 2002 isrecorded as:

0 |1 0 |3 2 |0 |0 |2
Month Day Year

The standard no-information codeisa “dash” (-). Thiscode indicatesthat all available
sources of information have been exhausted; that is the information is not available, and
despite exhaustive probing, it remains unavailable. The no-information code entered on the
form manually or electronically may be any of the alternatives: circled dash, “NA”, or plain
dash.

NONE OF ABOVE isaresponse item to severa items (e.g., MDS Item 12, Infections, box
“m”). Check thisitem wherenoneof theresponsesapply; it should not beused to signify
lack of information about theitem. If “None of Above’ isnot present and none of the
items apply, e.g., H2 Bowel Elimination on MPAF), simply leave all boxes blank.

“Skip” Patterns- There are afew instances where scoring on one item will govern how
scoringiscompleted for oneor moreadditional items. Theinstructions direct the assessor
to“skip” over the next item (or several items) and go onto another (e.g., B1, Comatose, directs
the assessor to “skip” to Section G if Bl isanswered “1” - “yes’. Theintervening items
from B2 - F3 would not be coded. If B1 were recorded as “0” - “no”, then the assessor
would continue with Item B2.).

A useful techniquefor visually checking the proper use of the* skip” patterninstructionsisto
circlethe “skip” instructions before going to the next appropriate item.

This page revised—August 2003
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The“8” codeisfor usein MDS Section G., Physical Functioning and Sructural Problems
only. The use of this codeislimited to situations where the ADL activity was not performed
and therefore an objective assessment of the resident’s performance is not possible. Its primary
use is with bed-bound residents who neither transferred from bed nor moved between locations
over the entire 7-day period of observation. When the “8” code is entered for self-performance,
it should also be entered for support

3.3 Section AA. Identification Information for MDS

AA1l. Resident Name

Definition:  Legal namein record.
Coding: Use printed letters. Enter in the following order:
a. First Name

b. Middle Initid; if the resident has no middleinitial, leave Item 1b blank,
c. Last Name, and

d. Jr/Sr.
AA2. Gender
Coding: Enter “1” for Male or “2” for Female.
AA3. Birthdate
Coding: Fill inthe boxeswith the appropriate birthdate. Do not |eave any boxesblank. 1f

the month or day containsonly asingle digit, fill thefirst box inwitha“0”. For
example: January 2, 1918 should be entered as:

Month Day Year

AA4. Race/Ethnicity

Process: Enter the race or ethnic category the resident uses to identify him or herself.
Consult the resident, as necessary. For example, if parents are of two different
races, consult with resident to determine how he or she wishesto be classified.
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Coding: Choose only one answer.

Clarification: € Item AA4 uses the race/ethnicity categories mandated by the Executive
Office of Management and Budget (OMB) in 1996 when MDS Version 2.0
was implemented nationally. OMB guidelines require self-identification of
race/ethnicity. This means that the resident should be asked to select the
category that most closely corresponds to her race/ethnicity from thelist in
AAA4. If theresident is unable to respond, afamily member should be asked
to make the selection. If the resident is unable to respond and no family
member is available, or if the resident does not appear to fit into any of the
categories, the assessor should assign whichever category they feel is most
appropriate. For example, an individual of Indian origin (i.e., Far East
descent) is generally considered to be Asian (AA4 = 2).

AA5. Social Security and Medicare Numbers

Intent: To record resident identifier numbers.

Process: Review the resident’s record. If these numbers are missing, consult with your
admissions office.

Coding: Enter one number per box starting with theleft most box. Recheck the number to
be sure you have entered the digits correctly.

Social Security Number - If no Social Security number is available for the
resident (e.g., if the resident is arecent immigrant or a child), leave it blank or
enter the standard “no information” code (-).

Medicare Number (or comparable railroad insurance number) - Enter a
Medicare number or railroad number exactly as it appears on the beneficiary
documents. A Medicare number always starts with a number and the first 9
characters must be digits (0-9). It is important to remember that the Medicare
Health Insurance number may be different from the resident’s socia security
number (SSN). For example, many residents may be receiving Medicare benefits
based on a spouse’'s Medicare eligibility.

In rare instances, the resident will have neither a Medicare number nor a social
security number. When this occurs, another type of basic identification number
(e.g., railroad retirement insurance number) may be substituted. Railroad
retirement numbers contain 12 characters. Enter the number itself, one digit per
box beginning with the left most box. CMS had required the letter “C” to be
placed in the first box in front of the railroad retirement number. Effective
October 1, 2002 CM S instructed facilities that the letter “C” is not to be placed
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before the railroad retirement number. Enter the complete 12 characters
starting with the left-most box.

AAG6. Facility Provider Numbers

Intent:

Definition:

Process:

Coding:

To record the facility identifier numbers.

The identification numbers assigned to the nursing facility by the Medicare and
Medicaid programs. Some facilities will have only a Federa (Medicare)
identification number; i.e.,, Medicare-only facilities. Dually eligible facilities
(i.e., facilities participating in both the Medicare and Medicaid programs) will
have Federa (Medicare) and State (Medicaid) identification numbers. While
some facilities participate only in the Medicaid program, these Medicaid-only
facilitiesareissued Federal aswell asa State Medicaid numbers. The Medicaid
Federal number has aletter in the third box.

You can obtain the nursing facility’s Medicare and Medicaid numbers from the
admission office. Once you have these numbers, they apply to all residents of
that nursing facility.

The Medicare provider number isa6-digit number. For Medicare and Medicaid
dually-certified facilities, thefirst two digitsarethe State identifier followed by a
numeric character that is either a “5” or “6” followed by three numeric
characters. For Medicaid-only facilities, the Federal ID number consists of a
two-digit State identifier followed by one alpha character and three numeric
characters. Enter one number per box. Start with theleft most box. Recheck the
number to be sure you have entered the digits correctly. Do not enter imbedded
dashes. Theremust alwaysbe aFederal provider number. Each State establishes
the structure of its Medicaid provider numbers. The State Medicaid number is
optional.

AA7. Medicaid Number (if applicable)

Coding:

Clarification:

Record thisnumber if theresident isaMedicaid recipient. Enter one number per
box beginning in the left most box. Recheck the number to make sure you have
entered the digits correctly. Enter a“+” in the left most box if the number is
pending. If you get notified | ater that the resident does have aM edicaid number,
just include it on the next assessment. It is not necessary to process an MDS
correction to add the Medicaid number on a prior assessment. If not applicable
because the resident is not a Medicaid recipient, enter “N” in the left most box.

¢ The Medicaid number isaunique identifier assigned by the State Medicaid
office. Questions regarding the Medicaid number should be referred to the
State Medicaid office.

Revised—December 2002 Page 3-8



CMS’s RAI Version 2.0 Manual CH 3: MDS Items [AA]

AA8. Reasons for Assessment [This item also appears and must be
completed on the MDS Full Assessment Form, Section A, Item 8.]

Intent: To document the key reason for completing the assessment, using the various
categories of assessment types mandated by Federal regulation. For detailed
information on the scheduling and timing of the assessments, see Chapter 2,
Section 2.2.

a. Primary Reason for Assessment

Definition: 1.

Admission Assessment (required by day 14)

2. Annual Assessment

3. Significant Changein Status Assessment

4. Significant Correction of Prior Full (Comprehensive) Assessment

5. Quarterly Review Assessment

6. Discharged-Return Not Anticipated

7. Discharged-Return Anticipated

8. Discharged Prior to Completing I nitial Assessment

9. Reentry

10. Significant Correction of Prior Quarterly Assessment

0. NONE OF ABOVE - Usethiscodewhen preparing M edi care assessments or
when your state requires you to complete one of the additional assessment
typesreferenced in Item AA8D (below). It indicatesthat the assessment has
been completed to comply with State-specific requirements (e.g., case mix
payment). Select the code under Item AA8b (below) that indicates the
Medicare or State Reason for Assessment. Also, use this code when
completing a PPS-only assessment or an assessment for another payer, such
asan HMO.

Coding: Enter the number corresponding to the primary reason for assessment. Thisitem

contains 2 digits. For codes 1-9, leave thefirst box blank, and place the correct
response in the second box. If you were coding this item for an OBRA-only
assessment, you would not complete the Medicare Reasons for Assessment
(AA8b). However, if you were combining an OBRA assessment withaMedicare
assessment, you would have a code in both [tems AA8a and AA8b.
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b. Assessment Codes Used for the M edicare Prospective Payment System

Definition:

Coding:

1. Medicare 5-Day Assessment

2. Medicare 30-Day Assessment

3. Medicare 60-Day Assessment

4. Medicare 90-Day Assessment

5. Medicare Readmission/Return Assessment

6. Other Sate-Required Assessment

7. Medicare 14-Day Assessment

8. Other Medicare Required Assessment

Enter the number corresponding to the assessment code used for the Medicare
Prospective Payment System. It ispossibleto select acode from bothAA8aand
AA8b (e.g., Item AABa= coded “3” [Significant Change in Status assessment],
and Item AA8Db = coded “ 3" [60-Day assessment]). See Chapter 2, Section 2.6

for details on combining assessments.

If there aretwo M edicare Reasonsfor A ssessment, i.e., an OM RA combined with
aregularly scheduled Medicare assessment, code Item AA8b = 8.

When the Primary Reason for Assessment is“00”, and the Medicare Reason for
Assessment is“6” or blank, the record is not edited or stored in the State MDS
database. Facilitiescompleting M edi care assessments on a standby basisshould
code AA8b as ], 2, 3, 4, 5, or 7 to make sure that the assessments are properly
edited and retained in the database.

Mr. X was admitted to the nursing facility from an acute care hospital on 1/20/02.
At the time of the admission assessment, he exhibited some signs of delirium that
had begun post-operatively in the hospital. Functionally he required extensive
assistancewithall ADLs. Itisnow timefor hisQuarterly assessment. Cognitively,
Mr. X’s confusion has cleared to the point that the decisions he makes are now
consistent and reasonable. HisADL performance hasimproved in all areas; heis
either independent or recelves some supervision. The Quarterly assessment should
be coded as a Significant Change in Status assessment.

Example
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Example
(continued)

Coding: Enter the number corresponding to the primary reason for
assessment. For Item AA8a, Primary Reason for Assessment,
would be coded AA8a = 3, Significant Change in Status
assessment. The assessment codesAA8Db, used for the Medicare
Prospective Payment System, would be left blank as this
assessment is not being completed for Medicare purposes.

AA9. Signatures of Persons Completing These Items

Coding: All staff responsiblefor completing any part of the MDS, MPAF, and/or tracking
forms must enter their signatures, titles, sections they completed, and the date
they compl eted those sections. Read the Attestation Statement carefully. You are
certifying that the information you entered on the MDS, MPAF, and/or tracking
formis correct. Penalties may be applied for submitting false information.
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MDS BACKGROUND
(FACE SHEET)
INFORMATION AT ADMISSION
SECTIONS AB., AC., AD.

This section is completed once, when the resident first entersthe nursing facility. Theface sheetis
also required if the resident is admitted to the facility following a discharge return not anticipated.
With any assessment, all background (face sheet) itemsin SectionsAB and AC are optional inan all-
or-none fashion. If using the MPAF, Items AB5a-f must be submitted alone or with the entire face

sheet.

SECTION AB. DEMOGRAPHIC INFORMATION

AB1l. Date of Entry

Intent:

Normally, the MDS face sheet (SectionsAB and AC) iscompleted once, when an
individual first entersthefacility. However, the face sheet isalso required if the
person is reentering your facility after a discharge-return not anticipated
(AABa=6).

Do not complete the face sheet following temporary discharges to hospitals or
after therapeutic leavesslhomevisits. If the face sheet wastransmitted prior to the
hospital stay, and none of the information has changed, a new face sheet is not
required. If youidentify changesto the face sheet data, you should updateit and
transmit the revised face sheet with your next assessment.

Admission and “bed-hold” policies vary among nursing facilities across the
country. Likewise, the way in which facilities “open” and “close” resident’s
medical records also varies. Some facilities choose to “close” arecord when a
resident istransferred for an overnight stay at an acute care hospital, and “ open”
a new record when the resident returns to the nursing facility. Other nursing
facilities maintain the resident’s clinical record as open (current) even when the
resident is transferred for a temporary hospital stay. For MDS pur poses, the
date of entry isthe datetheresident first entered the facility for care,
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regardless of how the facility chooses to “open” or “close” its medical
records during the cour se of the stay.

Definition: Datethe Say Began - Theinitial date of admission to the nursing facility. This

date will not change on subsequent assessments until the resident is discharged
with a return not anticipated. If the resident is discharged as a return not
anticipated and returns at a later date, the resident will be considered a new
admission and a new date of entry will be entered on the assessment.

Process: Review the clinical record. If dates are unclear or unavailable, ask the

admissions office or medical record department at your facility.

Coding: Use all boxes. For a one-digit month or day, place a zero in the first box. For
example: February 3, 2002, should be entered as:
0| 2 0] 3 2100 2
Month Day Year
Example

Mrs. F, adiabetic, had been living with her daughter when shefractured her left hip during a
fall off afootstool. She spent afew daysin thelocal hospital after surgery, followed by an
admission to a nursing facility on 5/26/2001 for rehabilitation. Three weeks later, Mrs. F
was transferred to the hospital for an infected incision. She was discharged with return
anticipated on the Discharge Tracking form. Mrs. F returned to the nursing facility eight
days later. No changes are necessary in the face sheet. The rationale being that she was
discharged with a return anticipated.

O 5 2| 6 21001

Rationale: The face sheet sections of the MDS - AB and AC are completed only when the
resident first becomes aresident of the facility. In this case there isno need to complete a
new face sheet upon return readmission from atemporary hospital stay wheretheresidentis
expected to return to the nursing facility. Had she been discharged with return not
anticipated, the record would be closed. When she returned to the facility, it would be
considered a new admission with anew date of entry.

AB2. Admitted From (At Entry)

Intent:

Tofacilitate care planning by documenting the place from which theresident was
admitted to the nursing facility on the date givenin Item AB1. For example, if
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Definition:

the admission was from an acute care hospital, an immediate review of current
medi cations might be warranted since the resident could be at a higher risk for
delirium or may be recovering from delirium associated with acute illness,
medications or anesthesia. Or, if admission was from home, the resident could
be grieving due to losses associated with giving up one’'s home and
independence. Whatever the individual circumstances, the resident’s prior
location can also suggest a list of contact persons who might be available for
issue clarification. For example, if the resident was admitted from a private
home with home health services, telephone contact with a Visiting Nurse can
yield insight into the resident’s situation that is not provided in the written
records.

1. Private Home or Apartment - Any house, condominium, or apartment in
the community whether owned by the resident or another person. Also
included in this category are retirement communities, and independent
housing for the elderly.

2. PrivateHome/Apt. with HomeHealth Services- Includes skilled nursing,
therapy (e.g., physical, occupational, speech), nutritional, medical,
psychiatric and home health aide services delivered in the home. Does not
include the following services unless provided in conjunction with the
services previously named: homemaker/personal care services, home
delivered meals, telephone reassurance, transportation, respite services or
adult day care.

3. Board and Care/Assisted Living/Group Home - A non-institutional
community residential setting that includes services of the following types:
home health services, homemaker/personal care services, or meal services.

4. Nursing Home - An ingtitution (or a distinct part of an institution) that is
primarily engaged in providing skilled nursing care and related services for
residents who require medical or nursing care or rehabilitation services for
injured, disabled or sick persons. Include admissions from hospital swing
beds here.

5. Acute Care Hospital - An institution that is engaged in providing, by or
under the supervision of physicians for inpatients, diagnostic services,
therapeutic services for medical diagnosis, and the treatment and care of
injured, disabled or sick persons.

6. Psychiatric Hospital, MR/DD Facility — A psychiatric hospital is an
ingtitution that is engaged in providing, by or under the supervision of a
physician, psychiatric servicesfor the diagnosisand treatment of mentally ill
patients. An MR/DD facility is an institution that is engaged in providing,
under the supervision of a physician, any health and rehabilitative services
for individuals who are mentally retarded or who have developmental
disabilities.
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7. Rehabilitation Hospital - AnInpatient RehabilitationsHospital (IRF) thatis
engaged in providing, under the supervision of physicians, rehabilitation
services for the rehabilitation of injured, disabled or sick persons.

8. Other - Includes hospices and chronic disease hospitals.

Process: Review admission records. Consult the resident and the resident’s family.

Coding: Choose only one answer.

Example

Mr. F, who had been living in his own home with hiswife, was admitted to an acute care
hospital witha CVA. From the hospital, Mr. F wastransferred to thisnursing facility for
rehabilitation. Since Mr. F was admitted to your facility from the acute care hospital, “5”
is the appropriate code.

AB3. Lived Alone (Prior to Entry)

Intent: To document the resident’s living arrangements prior to admission.

Definition: In Other Facility - Any institutional/supportive setting, such as a nursing
facility, group home, sheltered care, board and care home.

Process: Review admission records. Consult the resident and the resident’s family.

Coding: If living in another facility (i.e., nursing facility, group home, board and care,
assisted living) prior to admission to the nursing facility, code ltem AB2 = 2.

If the resident was not living in another facility prior to admission to the nursing
facility, enter “0” or “1”, as appropriate.
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Examples

e Mrs. H lived on her own and her daughters took turns sleeping in her home so she
would never be alone at night. Code“0” for No (did not live alone). If, however,
her daughters stayed with her only 3-4 nights per week, Code “1” for Yes (lived
alone).

e Mr. Jlived in his own second-floor apartment of a two-family home and received
constant attention from hisfamily, who lived on thefirst floor. Code*®0” for No (did
not live alone).

e Mr. D livedwith hiswifein housing for the elderly prior to admission. Code“0” for
No (did not live alone).

* Mrs. X wastheprimary caregiver for her two young grandchildren, who lived with her
after their parent’s divorce. Code*®0” for No (did not live alone).

* Mrs. K wasadmitted directly from an acute care hospital . She had beenliving aonein
her own apartment prior to hospital stay. Code“1” for Yes(lived alone).

e Mr. M, who has been blind since birth, was admitted to the nursing facility with his
Seeing Eye dog, Rex. Mr. M. and Rex lived together for the past 10 yearsin housing
for the elderly. Code“1” for Yes (lived alone).

* Mr. Glivedinaboard and care home. Code*“2” (In other facility).

AB4. Zip Code of Prior Primary Residence

Definition: Prior Primary Residence - The community address where the resident last
resided prior to nursing facility admission. A primary residence includes a
primary home or apartment, board and care home, assisted living, or group home.
If the resident was admitted to your facility from another nursing facility or
institutional setting, the prior primary residence is the address of the resident’s
home prior to entering the other nursing facility, etc.

Process: Review resident’s admission records and transmittal records as necessary. Ask
resident and family members as appropriate. Check with your facility’s
admissions office.

Coding: Enter first five digits of the zip code. Enter one digit per box beginning with the
left most box. For example, Beverly Hills, CA 90210 should be entered as:

9102 (1] O0
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Examples

* Mr. T was admitted to the nursing facility from the local hospital. Prior to hospital
admission he lived with his wife in a trailer park in Jensen Beach, Florida 34957.
Enter the 34957 for Jensen Beach.

* Mrs. F was admitted to the nursing facility’s Alzheimer’s Special Care Unit after
gpending 3 years living with her daughter’s family in Newton, MA 02458. Prior to
moving in with her daughter, Mrs. F lived in Boston, MA for 50 years with her
husband until hedied. Enter the 02458. Rationale: Her daughter’s home was Mrs.
F's primary residence prior to nursing facility admission.

* Ms. Qwas admitted from a State psychiatric hospital in Illinois where she had spent
the previous 16 yearsof her life. Prior to that, Ms. Q lived with her parentsin Kansas
City, Kansas 66110. Enter the Kansas City zip code 66110.

AB5. Residential History 5 Years Prior to Entry

Intent: To document the resident’s previous experience living in institutional or group
Settings.

Definition: a. Prior Say at ThisNursing Home- Resident’sprior stay wasterminated by
discharge (without an expected return) to the community, another long-term
care facility, or (in some cases) a hospitalization.

b. Say in Other Nursing Home - Prior stay in one or more nursing facilities
other than current facility.

c. Other Residential Facility - Examplesinclude board and care home, group
home, and assisted living.

d. MH/Psychiatric Setting - Examples include mental health facility,
psychiatric hospital, psychiatric ward of a general hospital, or psychiatric
group home.

e. MR/DD Setting - Examples include mental retardation or developmental
disabilities facility (including MR/DD institutions), intermediate care
facilities for the mentally retarded (ICF/MRs), and group homes.

f. NONE OF ABOVE

Process: Review the admission record. Consult the resident or family. Consult the
resident’s physician.
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Coding:

Check all institutional or group settings in which the resident lived for the five
yearsprior to the current date of entry (asenteredinAB1). Excludelimited stays
for treatment or rehabilitation when the resident had aprimary residenceto return
to (i.e., the place theresident called “home” at that time). If the resident has not
lived in any of these settingsin the past five years, check NONE OF ABOVE.

ABG6. Lifetime Occupation

Intent:

Coding:

To identify the resident’s role or past role in life and to establish familiarity in
how staff should addresstheresident. For example, aphysician might appreciate
being referred to as “Doctor”. Knowing a person’s lifetime occupation is also
helpful for care planning purposes. For example, a carpenter might enjoy
pursuing hobby shop activities.

Enter thejob title or profession that describes the resident’s main occupation(s)
before retiring or entering the facility. Begin printing in the left-most box.

Thelifetime occupation of aperson whose primary work wasin the home should
be recorded as “Homemaker.” When two occupations are identified, place a
slash (/) between each occupation. A person who had two careers(e.g., carpenter
and night watchman) should berecorded as* Carpenter/Night Watchman.” For a
resident who is a child or an MR/DD adult resident who has never been
employed, record as“ NONE.”

AB7. Education (Highest Level Completed)

Intent:

Definition:

To record the highest level of education the resident attained. Knowing this
information is useful for assessment (e.g., interpreting cognitive patterns or
language skills), care planning (e.g., deciding how to focus a planned activity
program), and planning for resident education in self-care skills.

The highest level of education attained.

1. No Schooling

2. Grades1-8or Less

3. 9-11 Grades

4. High School Graduate

5. Technical or Trade School: Include schooling in which the resident
received a non-degree certificate in any technical occupation or trade (e.g.,
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carpentry, plumbing, acupuncture, baking, secretarial, practical/vocational
nursing, computer programming, etc.).

6. Some College: Includes completion of some college courses, junior
(community) college, or associate’s degree.

7. Bachelor’s degree: Includes any undergraduate bachelor’s level college
degree.

8. GraduateDegree: Master'sdegreeor higher (M.S.,Ph.D.,M.D.,J.D., etc.).
Process: Ask the resident and significant other(s). Review the resident’s record.

Coding: Code for the best response. For MR/DD residents who have received specidl
education services, code “2” (1-8th grade or less).

AB8. Language

Definition: a. Primary Language - The language the resident primarily speaks or
understands.

Process: Interview the resident and family. Observe and listen. Review the clinical
record.

Coding: Enter “0” for English, “1” for Spanish, “2” for French, “3” for Other. If the
resident’s primary language is not listed, code “3” for Other; and print the
resident’s primary language in Item 8b beginning with the left most box.

Example

Mrs. F emigrated with her family from East Africasevera yearsago. Sheisableto speak
and understand very little English. She depends on her family to translate informationin

Swahili.
a. Primary Language — Code “3” for Other
b. If Other, specify
S W A H L |
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AB9. Mental Health History

Intent:

Definition:

Process:

Coding:

To document a primary or secondary diagnosis of psychiatric illness or
developmental disability.

Resident has one of the following:

A schizophrenic, mood, paranoid, panic or other severe anxiety disorder;
somatoform disorder, personality disorder; other psychotic disorder; or
another mental disorder that may lead to chronic disability; but

Not a primary diagnosis of dementia, including Alzheimer’s disease or a
related disorder, or a non-primary diagnosis of dementia unless the primary
diagnosisis amajor mental disorder;

AND

The disorder results in functional limitations in major life activities that
would be appropriate within the past 3 to 6 months for the individual’s
developmental stage;

AND

Thetreatment history indicatesthat theindividual hasexperienced either: (a)
psychiatric treatment more intensive than outpatient care more than oncein
the past 2 years (e.g., partial hospitalization or inpatient hospitalization); or
(b) withinthelast 2 years dueto the mental disorder, experienced an episode
of significant disruption to the normal living situation, for which formal
supportive services were required to maintain functioning at home, or in a
residential treatment environment, or which resulted in intervention by
housing or law enforcement officials.

Review theresident’srecord only. For a®“yes’ responseto be entered, there must
be written documentation (i.e., verbal reports from the resident or resident’s
family are not sufficient).

Enter “1” for Yesor “0” for No.

AB10. Conditions Related to MR/DD Status (Mental Retardation/
Developmental Disabilities)

Intent:

To document conditions associated with mental retardation or devel opmental
disabilities.
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Definition:

Process:

Coding:

For Item AB10g, “ Other Organic Condition Related to MR/DD” - Examples
of diagnostic conditionsinclude congenital rubella, prenatal infection, congenital
syphilis, maternal intoxication, mechanical injury at birth, prenatal hypoxia,
neuronal lipid storage diseases, phenylketonuria (PKU), neurofibromatosis,
microcephal us, macroencephaly, meningomyel ocel e, congenital hydrocephalus,
etc.

Review theresident’s record only. For any item (AB10b through AB10f) to be
checked, the condition must be documented in the clinical record.

Check al conditions related to MR/DD status that were present before age 22.
When age of onset isnot specified, assume that the condition meetsthiscriterion
AND islikely to continue indefinitely.

* If an MR/DD condition is not present, check Item AB10a, Not Applicable -
No MR/DD, and skip to Item AB11.

* IfanMR/DD conditionispresent, check each condition that applies; AB10b,
Down’ssyndrome; AB10c, Autism; AB10d, Epilepsy; AB10e, Other organic
condition related to MR/DD.

* If an MR/DD condition is present but the resident does not have any of the
specific conditions listed, check Item AB10f, MR/DD with No Organic
Condition.

AB11. Date Background Information Complete

Intent:

Coding:

For tracking purposes, thisitem shoul d reflect the date that the Background (Face
Sheet) Information At Admission form is completed or amended.

Enter the date the Background (Face Sheet) Information At Admission form is
originaly completed. In some circumstances (e.g., if a knowledgeable family
member is not available during the 14-Day assessment period), it is difficult to
fill in al the background information requested on this form. However, the
information is often obtained at a later date. As new or clarifying information
becomesavailable, thefacility may record additional information on theform or
enter datainto the computerized record. Thisitem (AB 11) should then reflect
the date that new information is recorded or existing information is revised.

If any face sheet (AB) information isupdated and submitted to the database, then
all theface sheet items must be submitted. Do not submit just the updated items.

NOTE: The only exception to this “al-or-nothing” rule is the requirement to
submit Items AB5a-f with the MPAF form. With the introduction of the MPAF
form, CMS requires that Items ABS5af be submitted with each MPAF
assessment.
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Mr. B was admitted to your facility on 12/03/2001 in a comatose state and therefore,
unable to communicate on his own behalf. By reviewing transmittal records that
accompanied him from the acute care hospital, you find that you are only ableto partially
compl ete Section AB (Demographic Information), and you are unableto compl ete Section
AC (Customary Routine) because the records are scanty in these areas. You decide to
complete what you can by day 14 of Mr. B’sresidency (the datethe MDS assessment isto
be completed) and enter the date 12/16/2001 for Item AB 11. On 12/24/2001 Mr. B’sonly
relative, adaughter, visitsand you are able to obtain more information from her. Enter the
new information (e.g., demographic or customary routines) on the form and then enter the
date 12/24/2001 for Item AB11.

Examples

SECTION AC. CUSTOMARY ROUTINE

AC1. Customary Routine (In the year prior to DATE OF ENTRY to this
nursing facility, or year last in community if now being admitted
from another nursing facility)

Intent:

Theseitems provideinformation on the resident’ susual community lifestyle and
daily routine in the year prior to DATE OF ENTRY (AB1) to your nursing
facility. If theresident is being admitted from another nursing facility, review the
resident’s routine during the last year the resident lived in the community. The
items should initiate a flow of information about cognitive patterns, activity
preferences, nutritional preferences and problems, ADL scheduling and
performance, psychosocial well-being, mood, continence issues, etc. The
resident’s responses to these items also provide the interviewer with “clues’ to
understanding other areas of the resident’s function. These clues can be further
explored in other sections of the MDS that focus on particular functional
domains. Taken in their entirety, the data gathered will be extremely useful in
designing an individualized plan of care.
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Facilitieshaveflexibility in determining who should participatein the assessment
process as long asthe MDS 2.0 is accurately conducted. A facility may assign
the Customary Routine section to one person or to several members of the
interdisciplinary team. It is the facility’s responsibility to ensure that all
participantsin the assessment process have the requisite knowledge to complete
an accurate and comprehensive assessment. All staff that completed any part of
Sections AB - AC must sign their names and identify the sections they have
completed in Section AD.

Engaging the resident and or the family member in a discussion about the
resident’ sroutinesin the year prior to the date of entry is an excellent means of
obtai ning important information and starting the therapeuti ¢ rel ationship between
facility clinicians and the resident and family. Information about the resident’s
prior routines in areas such as bathing, dietary preferences, and usual socia
activities or hobbies can be used by thefacility staff to develop acareplanthat is
specific to that resident’s needs and preferences. Through the completion of
Section AC, the nursing facility staff begins the assessment of areas such as
Speech patterns, hearing, vision, cognition, decision-making, and others.

Process: Engage the resident in conversation. A comprehensive review can be facilitated
by a questioning process, such as described in Guidelines for Interviewing
Resident that follows. Also see Appendix D.

If the resident cannot respond (e.g., is severely demented or aphasic), ask a
family member or other representative of theresident (e.g., legal guardian). For
some residents you may be unable to obtain thisinformation (e.g., a demented
resident who first entered the facility many years ago and has no family to
provide accurate information, etc.).
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Guidelinesfor Interviewing Resident

Staff should regard this step in the assessment process as a good time to get to know the
resident as an individual and an opportunity to set a positive tone for the future
relationship. It is aso a useful starting point for building trust prior to asking difficult
guestions about urinary incontinence, advance directives, etc.

The interview should be done in a quiet, private area where you are not likely to be
interrupted. Use a conversational style to put the resident at ease. Explain at the outset
why you are asking these questions (“ Staff want to know more about you so you can have
a comfortable stay with us.” “These are things that many older people find important.”
“1’m going to ask alittle bit about how you usually spend your day.”)

Begin with a general question - e.g., “Tell me, how did you spend atypical day before
coming here (or before going to the first nursing facility)?” or “What were some of the
things you liked to do?’ Listen for specific information about sleep patterns, eating
patterns, preferences for timing of baths or showers, and social and leisure activities
involvements. Asthe resident becomes engaged in the discussion, probe for information
on each item of the Customary Routine section (i.e., cycle of daily events, eating patterns,
ADL patterns, involvement patterns). Realize, however, that aresident who hasbeeninan
institutional setting for many years prior to coming to your facility may no longer be able
to give an accurate description of pre-institutional routines. Someresidentswill persistin
describing their experience in the long-term care setting, and will need to be reminded by
the interviewer to focus on their usual routines prior to admission. Ask the resident, “Is
thiswhat you did before you came to live here?’

If theresident has difficulty responding to promptsregarding particul ar items, backtrack by
re-explaining that you are asking these questionsto hel p you understand how theresident’s
usual day was spent and how certain things were done. It may be necessary to ask a
number of open-ended questions in order to obtain the necessary information. Prompts
should be highly individualized.

Walk the resident through atypical day. Focuson usua habits, involvement with others,
and activities. Phrase questionsinthe past tense. Periodically reiterateto theresident that
you are interested in the resident’ s routine before nursing facility admission, and that you
want to know what he or she actually did, not what he or she might like to do.

(continued on next page)
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Guidelinesfor Interviewing Resident
(continued)

For example:
After you retired from your job, did you get up at aregular timein the morning?
When did you usually get up in the morning?
What was the first thing you did after you arose?
What time did you usually have breakfast?
What kind of food did you like for breakfast?
What happened after breakfast? (Probe for naps or regular post-breakfast activity
such as reading the paper, taking a walk, doing chores, washing dishes.)
When did you have lunch? Wasit usually abig meal or just a snack?
What did you do after lunch? Did you take a short rest? Did you often go out or
have friendsin to visit?
Did you ever have adrink before dinner? Every day? Weekly?
What time did you usually bathe? Did you usually take a shower or a tub bath?
How often did you bathe? Did you prefer AM or PM?
Did you snack in the evening?
What time did you usually go to bed? Did you usually wake up during the night?

Definition: CYCLE OF DAILY EVENTS

a. StaysUp Lateat Night (e.g., after 9 pm)
b. NapsRegularly During Day - At least 1 hour

c. GoesOut 1+ DaysaWeek - Went outsidefor any reason (e.g., socialization,
fresh air, clinic visit).

d. SaysBusy with Hobbies, Reading, or Fixed Daily Routine

e. SpendsMost of TimeAlone or Watching TV

f. MovesIndependently Indoors (with Appliances, if used)

g. Useof Tobacco Productsat L east Daily - Used any type of tobacco (e.g.,
cigarettes, cigars, pipe) at least oncedaily. Thisitem asoincludessniffing or

chewing tobacco.

h. NONE OF ABOVE
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EATING PATTERNS

Distinct Food Preferences- Thisitemischecked to indicate the presence of
specific food preferences, with details recorded elsewhere in the clinical
record (e.g., was a vegetarian; observed kosher dietary laws; avoided red
meat for health reasons; alergic to wheat and avoids bread, etc.). Do not
check this itemfor simple likes and dislikes.

Eats Between MealsAll or Most Days

. Useof Alcoholic Beverage(s) at L east Weekly - Drank at |east one alcoholic

drink per week.

NONE OF ABOVE

ADL PATTERNS

m. In Bedclothes Much of Day

n.

g.

r.

Wakensto Toilet All or Most Nights - Awoke to usethetoilet at least once
during the night all or most of the time.

Has Irregular Bowel Movement Pattern - Refers to an unpredictable or
variable pattern of bowel elimination, regardless of whether or not the
resident prefers a different pattern.

Shower s for Bathing

Bathingin PM - Took shower or bath in the evening.

NONE OF ABOVE

INVOLVEMENT PATTERNS

S.

Daily Contact with Relatives/Close Friends - Includes visits, telephone
calls, regular email. Does not include exchange of |etters only.

Usually Attends Church, Temple, Synagogue (etc.) - Refersto interaction
regardlessof type (e.g., regular churchgoer, watched TV evangelist, involved
in church or temple committees or groups).

Finds Strength in Faith

Daily Animal Companion/Presence - Refers to involvement with animals
(e.g. house pet, seeing-eye dog, fed birds daily in yard or park).

w. Involved in Group Activities
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X. NONE OF ABOVE

y. UNKNOWN - If the resident cannot provide any information, no family
members are available, and the admission record does not contain relevant
information, check the last box in the category (“UNKNOWN?”). Leaveall
other boxesin Section AC blank.

Coding: Coding is limited to selected routines in the year prior to the resident’s first
admissiontoanursing facility. Codetheresident’sactual routinerather than his
or her goals or preferences (e.g., if the resident would have liked daily contact
withrelativesbut did not haveit, do not check “ Daily contact with relatives/close
friends”).

Under each major category (Cycle of Daily Events, Eating Patterns, ADL
Patterns, and I nvolvement Patterns) aNONE OF ABOVE choiceisavailable. For
example, if the resident did not engage in any of the items listed under Cycle of
Daily Events, indicate this by checking NONE OF ABOVE for Cycle of Daily
Events.

If anindividual itemin aparticular category isnot known (e.g. “Findsstrengthin
faith,” under Involvement Patterns), enter “-".

If information is unavailable for all the items in the entire Customary Routine
section, check thefinal box “UNKNOWN?” - Resident/family unableto provide
information. 1f UNKNOWN is checked, no other boxes in the Customary
Routine section should be checked.

SECTION AD. FACE SHEET SIGNATURES

ADa. Signature of RN Assessment Coordinator

Coding: When the RN Assessment Coordinator worked on the Background (Face Sheet)
Information at Admission he or she must enter hisor her signature on the date it
iscompleted. Also, totheright of the name, enter the date the form was signed.
If, for some technical reason, such as computer or printer breakdown, the
Background (Face Sheet) Infor mation at Admission cannot be signed onthe date
it is completed, it is appropriate to use the actual date it is signed. It is
recommended that staff document the reason for the discrepancy in the clinical
record.
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ADb-g. Signature of Others Who Completed Part of Background
Assessment Sections AB and AC

Coding: All staff responsible for completing any part of the Background (Face Sheet)
Information at Admission must enter their signatures, titles, sections they
completed, and the date they completed those sections. Read the Attestation
Statement carefully. You are certifying that the information you entered on the
Background Face Sheet iscorrect. Penaltiesmay be applied for submitting false
information.

SECTION A. MDS IDENTIFICATION
AND BACKGROUND INFORMATION

Al. Resident Name
Definition:  Legal namein record.

Coding: Use printed letters. Enter in the following order:

a. First Name

b. Middle Initial; if the resident has no middle initial, leave Item b. blank.
c. Last Name

d. Jr./Sr.

A2. Room Number
Intent: Another identifying number for tracking purposes.

Definition:  The number of resident’s room in the facility.

Coding: Start in the left most box; use as many boxes as needed.

Example

N 3 0 5

Mr. F livesin Room N305 at your facility. The N stands for New Building in your two
building complex. The three hundred series of rooms are on the third floor.
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A3. Assessment Reference Date

a. Last Day of MDS Observation Period

Intent:

Definition:

To establish acommon reference point for all staff participating intheresident’s
assessment. As staff members may work on aresident’'s MDS assessment on
different days, establishing the Assessment Reference Date ensures a common
assessment period. In other words, the ARD designates the end of the
observation period so that all assessment items refer to the resident’s objective
performance and heal th status during the same period of time. See Chapter 2 for
completion timing requirements for each assessment type.

This date refers to a specific end-point for acommon observation period in the
MDS assessment process. Almost all MDS items refer to the resident’s status
over a designated time period referring back in time from the Assessment
Reference Date (ARD). Most frequently, the observation period isa7-day period
ending on thisdate. Some observation periods cover the 14 days ending on this
date, and some cover 30 days ending on this date.

Clarifications: 4 The ARD is the common date on which all MDS observation periods end.

The observation period is aso referred to as the look-back period. Itisthe
time period during which data is captured for inclusion on the MDS
assessment. The ARD isthelast day of the observation period and controls
what care and services are captured on the MDS assessment. Anything that
happens after the ARD will not be captured onthat MDS. For example, for a
MDSitemwith a7-day period of observation (look back period), assessment
information is collected for a 7-day period ending on and including the
Assessment Reference Date (ARD), which isthe 7" day of this observation
period. For anitem with a14-day observation period (look back period), the
information is collected for a 14-day period ending on and including the
ARD (Item A3a).

NOTE: Medicare Fisca Intermediaries have often used the term
“completion date” differently when applied to SNF payment. For Part A
billing, the RUG-1Il payment rate may be adjusted on the ARD of a non-
schedul ed assessment; e.g., Significant Changein Statusor OMRA. Inthese
situations, the ARD of the non-scheduled assessment has sometimes been
referred to as the completion date, and is used to indicate a change in the
RUG-I11 group used for payment.

This page revised — April 2004, August 2003
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€ When the resident dies or is discharged prior to the end of the observation
period for a required assessment, the ARD must be adjusted to equa the
discharge date. Generaly, facilities are required to complete these
assessments after the resident’s discharge in order to bill for Medicare or
Medicaid payment. Facilities have 2 options to choose from when adjusting
the ARD to the date of discharge. In the first situation, changing the ARD
shortensthe observation period. Since somefacilitiesprefer to usedatafor a
full observation period, even if it means collecting more information on the
resident’s condition prior to admission to the nursing facility, CMS has
established asecond option that would allow the nursing facility to establish
afull observation period.

Option 1 - Changethe ARD to the date of discharge, but completethe MDS
using less than a full observation period. In this case, the
Assessment Reference Date had been set at Day 5, and the
resident was discharged after 4 days of the observation period.
For items with a 7-day observation period, the MDS would be
completed using the data collected for the 4-day period in the
nursing facility and the 2-day period prior to admission.

Option 2 - Change the ARD to the date of discharge, but extend the
observation period prior to the date of admission, and collect
additional data to complete the assessment. Generally, this
expanded observation period would require additional datafrom
the prior hospital stay. In this example, if the resident was
discharged after 4 days, the MDS would be completed using the
data collected for the 4-day period in the nursing facility. For a
7-day assessment item, hospital data could be used for the 3-day
period prior to the nursing facility admission.

Nursing facility providers must select one of these options and apply it
consistently in all cases where the resident is discharged prior to the end of
the observation period. Itisnot appropriate to change options on a case-by-
case basis in order to increase reimbursement.

This page revised—August 2003
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¢ The observation period may not be extended simply because a resident
was out of the facility during a portion of the observation period; e.g., a
home visit or therapeutic leave. For example, if the ARD is set at Day 14,
and there is a 2-day temporary |leave during the observation period, the
two leave days are still considered part of the observation period. When
collecting assessment information, you may use data from the time period
of the LOA aslong asthe particular MDS item allows you. For example,
section P7, if the family takes the resident to the physician, the visit may
be counted. For information on coding minutes of therapy while the
resident is out of the SNF, see pages 3-185 and 3-186. This procedure
appliesto all assessments, regardless of whether or not they are being
completed for clinical or payment purposes.

¢ If theresident is admitted to the hospital prior to completing the Admission
assessment, and returns to the facility, the facility staff may choose to
completethe original Admission assessment or start anew assessment. If the
staff chooses to complete the original assessment, then the origina
Assessment Reference Date must be retained and staff must properly identify
those MDS items that can be coded only when furnished during the nursing
facility stay. For example, services such astherapy or doctor visitsoccurring
during the resident’s hospital stay would not be coded on the MDS. The
facility can also choose to start anew assessment upon the resident’sreturn.
The facility would then have 14 days from the return date (A4a) to perform
the Admission assessment.

If the resident wasin aMedicare Part A stay prior to the hospitalization, the
facility will generally completeall or part of a5-Day Medicare assessment in
order to establish a RUG-I1I group for payment purposes. Then, when the
beneficiary returns, the facility will complete a Medicare 5-Day
Readmission/Return assessment (I1tem A8b=5). The M edicare Readmission/
Return assessment may be combined with the Admission assessment.

Coding: Compl ete the boxes with the appropriate date. Do not leave any boxes blank. If the
month or day containsonly asingledigit, fill thefirst box witha“0”. Usefour digits
for the year. For example, August 2, 2002 should be entered as:

0 8 0 2 2 0 0 2
Month Day Year

b. Original (00) or Corrected Copy of Form: Always enter a (00) in this
item. Itisnot used in the correction process. See Chapter 5 for information
on the correction process.

Ada. Date of Reentry
This item appears on the MDS Reentry Tracking form. See Chapter 1 for copies of thisform.
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Intent:

Definition:

Process:

Coding:

To track the date of the resident’s return to the facility following a discharge-
return anticipated.

The date the resident most recently returned to your facility after being
discharged with return anticipated for hospital stay in last 90 days (or since last
assessment or admission if less than 90 days).

Review the clinical record. If dates are unclear or unavailable, ask the
admissions office or medical record department.

If the resident has not been hospitalized in last 90 days, leave blank. Otherwise,
use all boxes. For a one-digit month or day, place a zero in the first box. For
example: February 3, 2002, should be entered as:

o|2|-10|3|-2|0]0]2
Month Day Year

A4b. Admitted From at Reentry

This item appears on the MDS Reentry Tracking form-see formsin Chapter 1.

Definition:

1. Private Home or Apartment - Any house, condominium, or apartment in
the community whether owned by the resident or another person. Also
included in this category are retirement communities, and independent
housing for the elderly.

2. PrivateHome/Apt. with HomeHealth Services- Includes skilled nursing,
therapy (e.g., physical, occupational, speech), nutritional, medical,
psychiatric and home health aide services delivered in the home. Does not
include the following services unless provided in conjunction with the
services previously named: homemaker/personal care services, home
delivered meals, telephone reassurance, transportation, respite services or
adult day care.

3. Board and Care/Assisted Living/Group Home - A non-institutional
community residential setting that includes services of the following types:
home health services, homemaker/personal care services, or meal services.

4. Nursing Home - An ingtitution (or a distinct part of an institution) that is
primarily engaged in providing skilled nursing care and related services for
residents who require medical or nursing care, or rehabilitation services for
injured, disabled or sick persons.
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A5.

AG.

A7.

5. Acute CareHospital - Aninstitution that is engaged in providing, by or
under the supervision of physicians for inpatients, diagnostic services,
therapeutic services for medical diagnosis, and the treatment and care of
injured, disabled or sick persons.

6. Psychiatric Hospital, MR/DD Facility — A psychiatric hospital is an
ingtitution that is engaged in providing, by or under the supervision of a
physician, psychiatric servicesfor the diagnosisand treatment of mentally ill
patients. An MR/DD facility is an institution that is engaged in providing,
under the supervision of a physician, any health and rehabilitative services
for individuals who are mentally retarded or who have developmental
disabilities.

7. Rehabilitation Hospital - AnInpatient RehabilitationsHospital (IRF) that is
engaged in providing, under the supervision of physicians, rehabilitation
services for the rehabilitation of injured, disabled or sick persons.

8. Other - Includes hospices and chronic disease hospitals.

Process: Review admission records. Consult the resident and the resident’s family.

Coding: Choose only one answer.

Marital Status

Coding: Choose the answer that best describes the current marital status of the resident:
1. Never Married, 2. Married, 3. Widowed, 4. Separated, or 5. Divorced.

Medical Record Number

Definition:  This number isthe unique identifier assigned by the facility for the resident. 1f

not on the medical record, it is available from the facility’s admissions office,
business office, or Health Information Management Department.

Current Payment Source(s) for Nursing Home Stay

Intent: To determine payment source(s) that covers the daily per diem or ancillary
services for the resident’s stay in the nursing facility over the last 30 days.

Definition: a. Medicaid Per Diem - Room, board, nursing care, activities, and services
included intheroutinedaily charge. Check thisitemif Medicaid ispending.

b. Medicare Per Diem — Room, board, nursing care, activities, and services
included in the routine daily charge.
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Process:

Coding:

c. MedicareAncillary Part A - Services such as medications, equipment for
treatments, or supplies billed outside of the daily routine per diem charge.

d. MedicareAncillary Part B

e. CHAMPUSPer Diem —Theresident’s military insuranceis covering daily
charges.

f. VA Per Diem —The Veterans Administration has contracted with thefacility
to pay for the resident’s daily charges.

g. Self or Family Pays for Full Per Diem - Includes full private pay by
resident or family.

h. Medicaid Resident Liability or Medicare Co-Payment - The resident is
responsible for a co-payment.

i. Private Insurance Per Diem (Including Co-Payment) - The resident’s
private insurance company is covering daily charges.

j. Other - Examples include Commission for the Blind, Alzheimer’'s

Association.

Check with the billing office to review current payment sources. Do not rely
exclusively on information recorded in the resident’s clinical record, as the
resident’sclinical condition may trigger different sources of payment over time.
Usually business offices track such information.

Check all that apply. We recognize that many facility staff have had a lot of
difficulty in reporting payment source. To agreat extent, the problems are the
result of lack of information; business office staff is more aware of secondary
insurance coverage than clinical staff. For this reason, we are evaluating the
usefulness of thisitem in our MDS 3.0 development. For now, please continue
to usethedefinitions provided. When evaluating the accuracy of MDS coding at
afacility, errorsinjust the Payment Source item should not be heavily weighted.
If the clinical coding and key identifiers are coded accurately, Payment Source
errors should not be cited as evidence of inaccurate MDS processing.

A8. Reasons for Assessment

Intent:

To document the key reason for completing the assessment, using the various
categories of assessment types mandated by Federal regulation. For detailed
information on the scheduling and timing of the assessments, see Chapter 2,
Section 2.2.
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a. Primary Reason for Assessment

Definition: 1.

Admission Assessment (required by day 14)

2. Annual Assessment

3. Significant Changein Status Assessment

4. Significant Correction of Prior Full (Comprehensive) Assessment

5. Quarterly Review Assessment

6. Discharged-Return Not Anticipated

7. Discharged-Return Anticipated

8. Discharged Prior to Completing I nitial Assessment

9. Reentry

10. Significant Correction of Prior Quarterly Assessment

0. NONE OF ABOVE - Usethiscode when preparing M edi care assessments or
when your State requires you to complete one of the additional assessment
typesreferenced in Item AA8Db (below). It indicatesthat the assessment has
been completed to comply with State-specific requirements (e.g., case mix
payment). Select the code under Item AA8b (below) that indicates the
Medicare or State Reason for Assessment. Also, use this code when
completing a PPS-only assessment or an assessment for another payer, such
asan HMO.

Coding: Enter the number corresponding to the primary reason for assessment. Thisitem

contains 2 digits. For codes 1-9, leave thefirst box blank, and place the correct
response in the second box. If you were coding this item for an OBRA-only
assessment, you would not complete the Medicare Reasons for Assessment
(AAB8D). However, if you were combining an OBRA assessment withaMedicare
assessment, you would have a code in both [tems AA8a and AA8b.

b. Assessment Codes Used for the M edicar e Prospective Payment System

Definition: 1.

2.

3.

4.

M edicar e 5-Day Assessment
M edicare 30-Day Assessment
M edicare 60-Day Assessment

M edicare 90-Day Assessment
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Coding:

5. Medicare Readmission/Retur n Assessment
6. Other Sate-Required Assessment

7. Medicare 14-Day Assessment

8. Other Medicare Required Assessment

Enter the number corresponding to the assessment code used for the Medicare
Prospective Payment System. Itispossibleto select acodefrom both AA8aand
AA8b (e.g., Item AABa= coded “3” [Significant Change in Status assessment],
and Item AA8b = coded “ 3" [60-Day assessment]). See Chapter 2, Section 2.6
for details on combining assessments.

If there aretwo M edicare Reasonsfor Assessment, i.e., an OM RA combined with
aregularly scheduled Medicare assessment, code Item AA8b = 8.

When the Primary Reason for Assessment is“00”, and the M edicare Reason for
Assessment is“6” or blank, the record is not edited or stored in the State MDS
database. Facilitiescompleting M edi care assessments on astandby basis should
code AA8b as ], 2, 3, 4, 5, or 7 to make sure that the assessments are properly
edited and retained in the database.

A9. Responsibility/Legal Guardian

Intent:

Definition:

To record who has responsibility for participating in decisions about the
resident’s health care, treatment, financial affairs, and legal affairs. Depending
on theresident’s condition, multiple options may apply. For example, aresident
with moderate dementia may be competent to make decisions in certain areas,
although in other areas a family member will assume decision-making
responsibility. Or aresident may have executed a limited power of attorney to
someoneresponsibleonly for legal affairs. Legal oversight such asguardianship,
durable power of attorney, and living wills are generally governed by State law.
Thedescriptions provided herearefor general information only. Refer tothelaw
in your state and to the facility’s legal counsel, as appropriate, for additional
clarification.

a. Legal Guardian - Someonewho hasbeen appointed after acourt hearing
and is authorized to make decisions for the resident, including giving and
withholding consent for medical treatment. Once appointed, only another
court hearing may revoke the decision-making authority of the guardian.
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Process:

Coding:

b. Other Legal Oversight - Use this category for any other program in your
state whereby someone other than the resident participates in or makes
decisions about the resident’s health care and treatment.

c. DurablePower of Attorney/Health Care- Documentation that someone other
than the resident is legally responsible for health care decisions if the resident
becomes unableto make decisions. Thisdocument may also provide guidelines
for the agent or proxy decision-maker, and may includeinstructions concerning
the resident’s wishes for care. Unlike a guardianship, durable power of
attorney/health care proxy terms can be revoked by the resident at any time.

d. Durable Power of Attorney/Financial - Documentation that someone other
than the resident is legally responsible for financial decisions if the resident
becomes unable to make decisions.

e. Family Member Responsible - Includes immediate family or significant
other(s) as designated by the resident. Responsibility for decision-making may
be shared by both resident and family.

f. Resident Responsiblefor Self - Resident retainsresponsibility for decisions. In
the absence of guardianship or legal documentsindicating that decision-making
has been delegated to others, always assume that the resident is the responsible

party.
g. NONE OF ABOVE

Legal oversight such asguardianship, durable power of attorney, and living willsare
generally governed by State law. The descriptions provided here are for general
information only. Refer tothelaw in your state and to thefacility’slegal counsel, as
appropriate, for additional clarification.

Consult the resident and the resident’s family. Review records. Where the legal
oversight or guardianship is court ordered, a copy of the legal document must be
included in the resident’s record in order for the item to be checked on the MDS
form.

Check all that apply.

A10. Advanced Directives

Intent:

To record the legal existence of directives regarding treatment options for the
resident, whether made by the resident or a legal proxy. Documentation must be
available in the record for a directive to be considered current and binding. The
absence of pre-existing directives for the resident should prompt discussion by
clinical staff with the resident and family regarding the resident’s wishes. Any
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Definition:

discrepancies between the resident’s current stated wishes and what issaid in legal
documentsin the resident’s file should be resolved immediately.

Living Will - A document specifying the resident’s preferences regarding
measures used to prolong life when there isaterminal prognosis.

. Do Not Resuscitate - In the event of respiratory or cardiac failure, the

resident, family or legal guardian has directed that no cardiopulmonary
resuscitation (CPR) or other life-saving methods will be used to attempt to
restore the resident’s respiratory or circulatory function.

Do Not Hospitalize - A document specifying that the resident is not to be
hospitalized even after developing amedical condition that usually requires
hospitalization.

. Organ Donation - Instructions indicating that the resident wishes to make

organs available for transplantation, research, or medical education upon
death.

. Autopsy Request - Document indicating that the resident, family or legal

guardian hasrequested that an autopsy be performed upon death. Thefamily
or responsible party must still be contacted upon the resident’s death and re-
asked if they want an autopsy to be performed.

Feeding Restrictions - The resident or responsible party (family or legal
guardian) does not wish the resident to be fed by artificial means (e.g., tube,
intravenous nutrition) if unable to be nourished by oral means.

M edication Restrictions- Theresident or responsible party (family or legal
guardian) does not wish the resident to receive life-sustaining medications
(e.g., antibiotics, chemotherapy). Theserestrictions may not be appropriate,
however, when such medications could be used to ensure the resident’s
comfort. In these cases, the directive should be reviewed with the
responsible party.

. Other Treatment Restrictions- Theresident or responsible party (family or

legal guardian) does not wish the resident to receive certain medical
treatments. Examples include, but are not limited to, blood transfusion,
tracheotomy, respiratory intubation, and restraints. Such restrictionsmay not
be appropriate to treatments given for palliative reasons (e.g., reducing pain
or distressing physical symptoms such as nausea or vomiting). In these
cases, the directive should be reviewed with the responsible party.

NONE OF ABOVE
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Process:  You will need to familiarize yourself with the legal status of each type of
directive in your state. In some states only a health care proxy is formally
recognized; other jurisdictions allow for the formulation of living wills and the
appointment of individuals with durable power of attorney for health care
decisions. Facilitiesshould develop apolicy regarding documentsdrawnin other
states, respecting them as important expressions of the resident’s wishes until
their legal statusis determined.

Review the resident’s record for documentation of the resident’s advance
directives. Documentation must be available in the record for adirective to be
considered current and binding.

Someresidents at the time of admission may be unableto participatein decision-
making. Staff should make areasonable attempt to determine whether or not the
new resident has ever created an advance directive (e.g., ask family members,
check with the primary physician). Lacking any directive, treatment decisions
will likely be made in concert with the resident’s closest family membersor, in
their absence or in case of conflict, through legal guardianship proceedings.

Coding: The following comments provide further guidance on how to code these
directives. You will also need to consider State law, legal interpretations, and
facility policy.

* Theresident (or proxy) should awaysbeinvolved inthediscussionto ensure
informed decision-making. If the resident’s preference is known and the
attending physician is aware of the preference, but the preference is not
recorded in the record, check the MDS item only after the preference has
been documented.

» If theresident’s preference isin areas that require supporting orders by the
attending physician (e.g., do not resuscitate, do not hospitalize, feeding
restrictions, other treatment restrictions), check the MDS item only if the
document has been recorded or after the physician provides the necessary
order. Where a physician’s current order is recorded, but resident’s or
proxy’s preferenceis not indicated, discusswith theresident’s physician and
check the MDSitem only after documentation confirming that theresident’s
or proxy’s wishes have been entered into the record.

» If your facility hasastandard protocol for withholding particular treatments
from all residents (e.g., no facility staff member may resuscitate or perform
CPR on any resident; facility does not use feeding tubes), check the MDS
itemonly if the advanced directiveistheindividua preference of theresident
(or lega proxy), regardless of the facility’s policy or protocol.

Check all that apply. If none of the directives are verified by documentation in
the medical records, check NONE OF ABOVE.
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42 CFR 483.10 requires facilities to protect and promote the rights of each
resident, including the right to “formulate an advanced directive.” Thereisno
regulatory text specifying alocation for advanced directiveinformation. Unless
there are State codes or regulations regarding this matter, the method of
communicating the information is up to the facility. 1f documentation is not
available in the resident’s clinical record, facility staff should be the source of
this information, and surveyors will assess whether or not the staff knowledge
and actionsarein agreement with resident/family wishes. Somefacilitieselect to
maintain theinformation in theresident’ sclinical record and may even verify the
advanced directive was properly prepared, i.e., not withessed by someone who
will benefit from the resident’s death. Make sure you are well aware of your
facility’ s policies.

Revised--December 2002 Page 3-40



CMS’s RAI Version 2.0 Manual CH 3: MDS Items [B]

3.4 Clinical Iltems for the MDS

Intent:

SECTION B.
COGNITIVE PATTERNS

To determine the resident’s ability to remember, think coherently, and organize
daily self-care activities. Theseitemsare crucial factorsin many care planning
decisions. Your focus is on resident performance, including a demonstrated
ability to remember recent and long-past events and to perform key decision-
making skills.

Questions about cognitive function and memory can be sensitiveissuesfor some
residents who may become defensive or agitated or very emotional. These are
not uncommon reactionsto performance anxiety and feelings of being exposed,
embarrassed, or frustrated if the resident knows he or she cannot answer the
questions cogently.

Besuretointerview theresident in aprivate, quiet areawithout distractions-i.e.,
not in the presence of other residents or family, unlesstheresident istoo agitated
to beleft alone. Using anonjudgmental approach to questioning will help create
a needed sense of trust between staff and resident. Be cognizant of possible
cultural differences that may affect your perception of the resident’s response.
After eliciting the resident’s responses to the questions, return to the resident’s
family or others, as appropriate, to clarify or validate information regarding the
resident’s cognitive function over thelast seven days. For residentswithlimited
communication skills or who are best understood by family or specific
caregivers, you will need to carefully consider their insightsin this area.

» Engagetheresident in general conversation to help establish rapport.

» Actively listen and observe for cluesto help you structure your assessment.
Remember - repetitiveness, inattention, rambling speech, defensiveness, or
agitation may be challenging to deal with during an interview, but they
provide important information about cognitive function.

* Be open, supportive, and reassuring during your conversation with the
resident (e.g., “ Do you sometimes have trouble remembering things? Tell me
what happens. We will try to help you”).

If the resident becomes really agitated, sympathetically respond to his or her
feelings of agitation and STOP discussing cognitive function. Theinformation-
gathering process does not need to be completed in one sitting but may be
ongoing during the entire assessment period. Say to the agitated resident, for
example, “Let’stalk about something else now,” or “We don't need to talk about
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that now. Wecandoitlater”. Observetheresident’scognitive performance over
the next few hours and days and come back to ask more questionswhen he or she
is feeling more comfortable.

It is often difficult to accurately assess cognitive function, or how someone is
able to think, remember, and make decisions about their daily lives, when they
areunableto verbally communicatewithyou. Itisparticularly difficult whenthe
areas of cognitive function you want to assess require some kind of verbal
responsefromtheresident (e.g., memory recall). Itiscertainly easier to perform
an evaluation when you can converse with aresident and hear responses from
them that give you clues to how the resident is able to think (judgment), if he
understands his strengths and weaknesses (insight), whether he is repetitive
(memory), or if he hasdifficulty finding theright wordsto tell you what he wants

to say (aphasia).

To assessan aphasicresident it isvery important that you honeyour listening and
observation skills to look for non-verbal cues to the person's ahilities. For
example, for someone who is unabl e to speak with you but seems to understand
what you are saying (expressive aphasia), the assessor could ask the resident the
necessary guestions and then ask him to answer you with whatever non-verbal
means he is able to use (e.g., writing the answer; showing you the way to his
room; pointing to a calendar to show you what month/seasonitis). Observethe
resident at different times of the day and in different types of activitiesfor clues
to their functional abilities. Solicit input from the observations of others who
care for the resident.

In all cases code the cognitive items with answers that reflect your best clinical
judgment, realizing the difficulty in assessing residents who are unable to
communicate. MDSItemsB1, B4, B5 and B6 can be successfully coded without
having to get verba answers from the resident. Interdisciplinary collaboration
will be helpful in conducting an accurate assessment.

B1l. Comatose (7-day look back)

Intent: To record whether the resident’s clinical record includes a documented
neurological diagnosis of coma or persistent vegetative state.

Coding: Enter the appropriate number in the box.
If the resident has been diagnosed as comatose or in apersistent vegetative state,

code“1”. Skipto Section G. If theresident isnot comatose or not in apersistent
vegetative state, code “0” and proceed to the next Item (B2).

This page revised—August 2003
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Clarification: ¢ Comatose (coma) is a pathological state in which neither arousal
(wakefulness, alertness) nor awareness (cognition of self and
environment) is present. The comatose person is unresponsive and cannot
be aroused; he/she does not open hig’her eyes, does not speak and does not
move his/her extremities on command or in response to noxious stimuli

(e.g., pain).

Sometimesresidentswho were comatose for aperiod of time after an anoxic-
ischemic injury (i.e., not enough oxygen to the brain), from a cardiac arrest,
head trauma or massive stroke, regain wakefulness but have no evidence of
any purposeful behavior or cognition. Their eyes are open and they seem to
be awake. They may grunt, yawn, pick with their fingers and have random
movements of their heads and extremities. A neurological exam shows that
they have extensive damage to both cerebral hemispheres. This state is
different from coma, and if it continues, iscalled apersistent vegetative state.
Both coma and vegetative state have serious consequencesin terms of long-
term clinical outcomes and care needs.

Many other residents have severe impairments in cognition that are
associated with late stages of progressive neurological disorders such as
Alzheimer’sdisease. Although such residents may be non-communicative,
totally dependent on others for care and nourishment, and sleep agreat deal
of time, they are usually not comatose or in a persistent vegetative state as
described above.

To prevent any resident from being mislabeled as such, it isimperative that
coding of comatose reflect physician documentation of a diagnosis of either
comaor persistent vegetative state.

B2. Memory (7-day look back)

Intent: To determine the resident’s functional capacity to remember both recent and
long-past events (i.e., short-term and long-term memory).

Process: a. Short-Term Memory - Ask the resident to describe arecent event that both
of you had the opportunity to remember. Or, you could use amore structured
short-term memory test. For residentswith limited communication skills, ask
staff and family about the resident’smemory status. Remember, if thereisno
positiveindication of memory ability, (e.g., remembering multipleitemsover
time or following through on a direction given five minutes earlier) the
correct responseis“1”, Memory Problem.

If the test cannot be conducted (resident will not cooperate, is non-
responsive, etc.) and the staff was unable to make a determination based on
observation of the resident, use the “-” response to indicate that the
information is not available because it could not be assessed.
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Examples
Ask the resident to describe the breakfast meal or an activity just completed.

Ask the resident to remember three items (e.g., book, watch, table) for a few minutes.
After you have stated all three items, ask the resident to repeat them (to verify that you
were heard and understood). Then proceed to talk about something else- do not besilent,
do not leave the room. In five minutes, ask the resident to repeat the 