Nursing home resident
assessment and case-mix
classification: Cross-national
perspectives

by Steven B. Clauser and Brant E. Fries

Two broadly applied systems in the United States, the
National! Resident Assessment Instrument/Minimum
Data Set and the Resource Utilization Groups, have
provided new insight into the quality, delivery, and
Jinancing of nursing home care. In this article, the
authors describe research efforts in eight other nations

to transiaie, validate, and use one or both systems to
understand their own long-term care systems. This
consortium aof studies, using COMMon INstriuments,
Dprovides potential cross-national analyses that
capitalize on differences in practice patterns and system
designs to address critical policy issues.

Introduction

As major reforms in hospital prospective payment
were successfully implemented in the U.S. Medicare
program in the mid-1980s, attention turned to reform
for other providers that were still being paid by
Medicare on a retrospective cost basis. Nursing home
payment reform presented an especially chalienging
area, given the significant differences in the structure
and regulation of nursing homes in States across the
country. In addition, policy development was
complicated by controversies over the quality of care
provided nursing home residents in the United States,
Still further complicating this situation was the lack of
common data and classification systems to describe and
measure nursing home performance in terms of the
characteristics of residents cared for in facilities, their
relative use of staff and other resources, and their
clinical and functional outcomes.

Since 1981, the Health Care Financing
Administration (HCFA) has sponsored a number of
initiatives to examine policy reform in the nursing home
industry. Two of these initiatives-——the Resideni
Asssessment Instrument (RAI Minimum Data
Set (MDS) and the Resource Utilization Groups
(RUGs)—are at the core of programmatic and
experimental efforts to reform nursing home policy in
the United States. For the first time, these sysiems
provide a national and unified methodology to describe
and classify nursing homes according to resident case
mix and resource use, which enables prospective pricing
methodologies te be linked to a case-mix classification
system. These initiatives also help establish systems for
monitoring the quality of nursing home care based on
periodic resident assessment data, claims data, and
onsite surveillance visits that reflect national and State
norms for acceptable treatment and resident outcomes.

Even though national applications of the RAI and
RUGs are in the early stages of implementation and
have not yet been extensively evaluated (as have, for
example, diagnosis-related groups [DRGs] for hospital
care) substantial interest has been expressed by
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international organizations in the application of these
technologies to other countries. A major focus of this
work is to determine whether the concepts,
development methods, and structures of the RAI and
RUGs are transferrable to other health care systems and
cultures, especially given the diverse role nursing homes
play in long-term care service delivery in different
countries. In this article, we describe current initiatives
in the United States, Europe, Asia, and Australia, to
validate the RAI and RUGs and to explore the potential
for these systems to aid in cross-national comparative
policy research.

In the next section, we briefly describe the RAI and
RUGs and their development and use in the
United States. The applications of these technologies in
Europe, Asia, and Australia are reviewed. The resulting
data and validations are then used in an example to
contrast characteristics of the institutionalized elderly in
four disparate nations: Sweden, Italy, Japan, and the
United States. We conclude with suggestions for areas
of considerable promise for further cross-national
policy research.

U.S. assessment and case-mix systems

In the past decade, there has been considerable effort
in the United States to develop better methods of
understanding the types of residents in nursing homes.
These efforts were initially aimed at improving our
understanding of the cost differences between nursing
homes. It quickly became clear that facilities varied in
the range and distribution of types of residents for
whom they cared and that a method for relating
resident characteristics to resource use was central to
understanding underlying differences in the cost
structures of nursing homes, Moreover, with the
successful implementation of the prospective payment
system (PPS) for acute care hospitals in the mid-1980s,
the development of case-mix classification systems for
all types of institutional providers became of immediate
interest for the design of government payment systems.
Systems that recognize varying care needs of patients
will, all other things equal, promote more equitable
provision of resources appropriate to patient needs
(Fries and Cooney, 1985).
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In turn, there was increasing awareness of a
secondary benefit of case-mix payment: the availability
of resident-level assessment information. Resident
characteristics used for determining payment levels
simultaneously could be used to flag quality problems,
determine staffing levels, and manage facilities.

More recently in the United States, the situation has
reversed. As we describe in the following section,
resident assessment is now considered a key element in
organizing and evaluating clinical care in nursing
homes, The United States has mandated a process and
data collection instrument that must be applied to all
residents in nursing homes that participate in the
Medicare and Medicaid programs. Thus, assessment
information about individual residents is now routinely
collected by virtually all U.S, nursing homes, and
case-mix measurement is only one of the potential
applications of these data.

We describe the results of these two major efforts in
U.S, nursing homes: a resident assessment system and a
resident classification system for case-mix
measurement.

Developing a resident assessment instrument

In response to discovered problems and legal
challenges about the quality of care in U.S. nursing
homes, a report was issued by the Institute of Medicine
of the National Academy of Sciences that identified
resident assessment as a key component to improving
this quality (Institute of Medicine, 1986). Later, the
U.S. Congress in the Omnibus Budget Reconciliation
Act of 1987 (Public Law 100-203) mandated a
nationwide system of nursing home resident
assessment. As described in section 4201 of that law, the
purpose of this assessment was to develop appropriate
care plans for nursing home residents. Since 1988, a
consortium of research organizations (Research
Triangle Institute in North Carolina, Hebrew
Rehabilitation Center for the Aged in Boston, Brown
University, and University of Michigan), under contract
with HCFA, has developed and tested and is currently
evaluating the implementation of a uniform resident
assessment system—the national RAI system.

The RAI is designed to guide individualized resident
care planning with two interrelated components. The
first component, the MDS, contains the core iiems
necessary for a comprehensive assessment of nursing
facility residents. The RAI also provides triggers
(individual items or combinations of MDS elements) to
identify residents for whom specific resident assessment
protocols (RAPs, which are the second part of the
system) will be considered. RAPs have been developed
for each of 18 major problem areas associated with
nursing home residents, such as delirium, falis,
communication, psychosocial well-being, and cognitive
loss. Each RAP provides guidelines for the
development of care plans, including suggestions for
additional information needed and a state-of-the-art
summary of options for care planning and service
provision. By law, full assessments are performed upon
admission, at least annuaily thereafter, and upon
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significant change in the resident’s status. Instruments,
instructions, and training materials have all been
developed and widely distributed by public and private
sources (Morris et al., 1991).

The core of the RAI is the MDS, a broad assessment
instrument with more than 300 individual items that not
only describes the nursing needs of residents but also
incorporates measures of residents’ strengths and
psychosocial needs, The development of the MDS
included extensive testing, dozens of major drafts, and
broad input from hundreds of clinicians,
administrators, regulaiors, industry representatives,
and consumer advocates, Considerable attention was
placed on the specification of timeframes, exclusions or
delimiters (e.g., score how a resident eats, regardless of
skill), and examples. Multistate testing of an early
version of the MDS showed accepiable reliability
{Morris et al., 1990). More recently, the final
instrument has demonstrated substantially improved
reliability (Hawes et al., to be published). (The final
instrument and the MDS quarterly review are provided
in Figure 4 at the end of this article.)

Current work focuses on the creation of summary
scales representing major dimensions of resident status
(e.g., cognitive impairment [Morris et al., to be
published] mood state, behavior problems, and physical
functioning) and indicators of quality of care. These
scales are being measured on both cross-sectional and
longitudinal data and will consider both process and
outcome measures of quality of care. These data are
increasingly being applied as well to policy analysis,
such as the cost of physical restraints (Hawes, Phillips,
and Fries, to be published).

The RAI has been mandated for use in all
U.S. nursing homes that qualify for Federal
payments—virtually all of the approximately 16,000
nursing homes nationwide—with implementation
completed by April 1992. We estimate that
approximately 3 million assessments will be performed
each year. The implementation of a national system of
resident assessment information based on the MDS will
be a complex process that will take many years to
complete. In the meantime, several States and a major
HCFA-sponsored demonstration project on nursing
home case-mix payment (described later) have already
begun to centralize data collection at the State level,
which will result in large-scale, representative data bases
being available in the near future,

Developing case-mix systems

Over the past two decades, there have been many
systems developed to measure case mix (specifically, the
characteristics of residents related to their resource use)
in nursing homes (Fries and Cooney, 1985; Cameron,
1983; Arling et al., 1987; Weissert et al.,1983; Winn,
1975; Fries et al., 1989; Morris et al., 1987), Case-mix
measurement in health care facilities was first used in
hospitals (most notably, DRGs) {(Fetter et al., 1991).
When applied to nursing homes, however, several
changes to case-mix measurement were necessary. First,
although DRGs explain the cost of an entire hospital
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stay, usually via the proxy of length of stay, in nursing
homes the variability of length of stay (and thereby
episode cost) is too great to be practical for payment
system design. Thus, nursing home case-mix systems
generally focus on explaining daily resource use,
Technically, measuring actual per diem resource use at
the level of the individual resident adds significantly to
the complexity of these systems. Such a per diem system
manifests other nursing home differences. As with any
health care system, residents’ clinical and functional
status changes over time. With a per diem system used
for payment determination, residents need to be
reassessed to keep payments accurate and fair; there are
intrinsic opportunities to manipulate resident
characteristics appropriately {e.g., responding to policy
incentives) or inappropriately (e.g., ‘“‘gaming’’).

A second major difference is that, unlike acute
hospital care, for which the patient’s clinical diagnosis
is the major determinant of resource use, residents’
functional status and major physical conditions are at
the core of explaining resource use in nursing homes. A
number of studies have emphasized the importance of
functional abilities in explaining the cost of care and
have shown little or no link between the clinical
diagnosis and the resources used in caring for nursing
home residents, Virtually all studies have found that
Kat2® index based on activities of daily living (ADLs,
including ability to dress, bathe, eat, toilet, transfer,
and walk) are critical determinants of the time and cost
of caring for nursing home residents (Katz et al., 1963;
Swearington, 1978; Fries and Cooney, 1985).

A series of efforts, funded by HCFA, have developed
case-mix resident classification systems for nursing
homes (RUGs), which have achieved substantial
application in the United States. The goal of RUGs is to
group nursing home residents by resident characteristics
50 as to explain resource use. The RUG-II classification
system was developed specifically for use in the
Medicaid case-mix payment system for New York State
nursing homes, where it has been in operation since
January 1986 (Schneider et al., 1988). In addition to its
application there, paying close to $3.25 billion
annually, the RUG-II system has also been used for
resource allocation among the Department of Veterans
Affairs Medical Centers, and a derivation is
incorporated into the approximately $1 billion
Medicaid nursing home payment system in the State of
Texas.

As part of a major HCFA multistate demonstration
of nursing home case-mix payment and quality, a new
version of RUGs—RUG-III—has just been completed
(Fries et al., to be published). Derived in a similar
manner, RUG-III improves upon the mid-1980s
RUG-II version by identifying better measurements for
cognitive impairment, additional ADLs, and *‘high-
tech®’ residents, such as those who must be fed
parenterally or who are on ventilators. RUG-III also
updates the RUGs to reflect current clinical practice. A
major advantage is that RUG-II]1 is based primarily on
data elements available in the MDS. A few items need
to be added, principally to document services provided
(such as nursing rehabilitation); these items were
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excluded from the MDS because they were considered
to be not critical to the planning of care.

RUG-III was derived from a specially collected data
base of 7,658 residents in 203 nursing homes in seven
States, All facilities in the stratified sample were
screened to meet acceptable federally defined quality of
care standards; a case-mix system based on resident care
patterns in substandard facilities would be of little use.
Data of two types were involved: measures of resource
use and of resident characteristics. Resource use was
collected by self-reporting of staff (nurses, aides,
therapists, social workers, etc.) of the total time they
spent over a 24-hour period caring for each resident,
including time directly provided in care, or indirectly
provided through interactions with other staff,
physicians, family, and others that benefited the
resident, We have developed and validated a variety of
techniques to ensure accurate measurement data. Over
the past 8§ years, these techniques have been replicated
with considerable success in seven studies with large
samples of patients. In nursing homes, the cost of staff
represents almost all of the costs that vary by residents,
Other costs associated with operating the nursing home
are either fixed over all residents {e.g., capital costs,
facility maintenance), highly related to staff time
(e.g., pharmacy costs}, or relatively small {e.g., minor
supplies). Thus, we developed wage-weighted staff
times as our resource measure to be used as a dependent
variable. These weights acknowledged the differences in
cost of care provided by a registered nurse or a nurse
aide, for example. The classification system structures,
however, are reasonably insensitive to changes in these
weights.

The second iype of data provided the independent
variables to define the classification groups. Resident
characteristics were assessed using an early version of
the MDS. Thus, we had information on resident
demographics, medical conditions, diagnoses, mental
functioning, ADLs, behavior problems, and services
provided. The RUG-I11 development addressed three
major types of criteria: statistical, clinical, and
administrative. The statistical criteria included
measures of the cost homogeneity of the groups as well
as how well the system explained resource use. Based on
a study of the total cost of resident care in the combined
7-State sample, the RUG-III system of 44 groups
explained 55.5 percent of the variation among
individual residents in 24-hour resource cost, with
groups that were relatively homogeneous (i.¢., with low
coefficients of variation). (For comparison purposes,
the DRG system, with 10 times as many groups, when
applied to all patients in acute carc hospitals, has a
variance reduction of 26-40 percent, depending on
which components of cost are included; however, we
caution against the direct comparison of these numbers
because, as described earlier, the RUG system measures
nursing home per diem resource costs and the DRG
system measures hospital episode costs.) When facility
or unit identifiers were added as covariates to the
model, the RUG-III variance explanations increased to
68 percent and 71 percent, respectively. The clinical
criteria assured that the RUG groupings made sense to

137


http:1988).ln

Table 1

RUG-IIl actlvities of dally living (ADL) index
ADL variable Score

Bed mobility, tollet use, and transfer:
Independent or supervision
Limited assistance
Extensive assistance or total dependence:
Other than 2-person physical assist
2 or more persons physical assist

Eating:
Independent or supervision
Limited assistance
Extensive assistance or total dependence

NOTES: RUG-H is Resource Utilization Groups, Version I, Scores are
summed for four ADL variabdes. Index ranges from 4 to 18. The individual
variables are subject to time and other defimiters, as specified inthe
Minimum Data Sel, which should be used to define the individual resident
characteristics listed here,

SQURCE: (University of Michigan and Rensselaer Polytechnic Institute,
1992).
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practitioners—that they could *““visualize’’ their
patients, Finally, care was taken to use patient
characteristics that could reliably be assessed or
audited, which would reduce the possibility of nursing
homes classifying residents into more expensive
categories with little change in the actual cost of
resources used (‘‘gaming’’), and which would provide
incentives for appropriate care,

The RUG-III system incorporates up to three
dimensions in describing a resident. The first dimension
indicates one of seven major types of nursing home
residents, The second dimension is an ADL index, a
summary measure of functional capability, produced
by combining four ADL measures (toileting, eating,
bed-to-chair transfer, and bed mobility), Although
ADLs are the most effective measures in explaining
resource use, they demonstrate even greater statistical
power within defined major types of residents, Also,
four ADLs are sufficient; additional ADLs provide
little marginal information about resource use, The
final dimension describes particular services (such as
pursing rehabilitation) or problems (such as resident
depression).

The complete RUG-III system is illustrated in
Figure 1. Using the definitions in Figures 2 and 3 and
the ADL index provided in Table 1, residents are placed
into only 1 of 44 RUG-III groups. RUG-III has seven
hierarchy categories (special rehabilitation, extensive
care, special care, clinically complex, impaired
cognition, behavioral problems, and reduced physical
functions), describing types of residents in decreasing
order of resource use. Assignment to the special
rehabilitation category and four subcategories is based
on the amount of therapy resources (staff time)
provided to the resident, with further splits based on
ADL scores. For the next most resource-intensive
categories, extensive service and special care, resident
assignment is based on the receipt of certain significant
services (parenteral feeding, tracheotomy, suctioning,
or ventilator care) or the presence of certain clinical
conditions {e.g., quadriplegia, stage three or four
pressure ulcers, coma), respectively. Additional splits of
these categories are based on the number of extensive
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treatments or ADL level. Assignment to the clinically
complex category is based on the presence of conditions
such as aphasia, hemiplegia, or terminal illness, or on
the receipt of services such as dialysis or chemotherapy,
The rare resident in the extensive or special care
categories with aimost complete ADL functioning (an
ADL index score of less than seven) is also included
here. The clinically complex category has secondary
splits based on ADL and a tertiary split according to the
presence of symptoms of depression or sad mood.
Residents with characteristics of cognitive impairment
and residents without such characteristics but whe daily
have behavior problems including wandering, physical
or verbal abuse, regressive behavior, or hallucinations,
are assigned to the impaired cognition and behavior
categories, respectively. These two categories are
restricted to residents with ADL index scores of 10 or
less. Residents who do not meet the criteria of any of
the earlier categories are assigned to the redyced
physical functions category. These last three
categories—impaired cognition, behavior problems,
and reduced physical functions—are split by ADL and
finally by the presence of nursing rehabilitation
activities. The RUG-III groups represented a tenfold
range in our measure of the variable cost to the facility
of caregiving resources.

The RUG-HI sysiem is scheduled to be implemented
and evaluated in six States as part of the HCFA-
sponsored nursing home case-mix and quality
(NHCMQ) demonstration project. Kansas,

South Dakota, Mississippi, and Maine will implement
the RUG-ILI system as part of nursing home case-mix
payment systems for both Medicare and Medicaid.
New York and Texas, which already pay nursing homes
under Medicaid on the basis of the RUG system, will
implement RUG-II{ for the Medicare portion of the
demonstration. The NHCMQ demonstration is
scheduled for implementation in the summer of 1993
and will operate for 3 years. HCFA is planning to
sponser an independent evaluation to measure the
demonstration’s impact on the cost, access to and
quality of nursing home care. Because no other nursing
home case-mix payment system has been implemented
in more than one State or has been subject to such
intensive independent evaluation, we believe that
RUG-III will become the state of the art in nursing
home case-mix classification.

International applications

The development and adoption by the
U.S. Government of the RAI and MDS as the national
system for resident assessment and care planning in
nursing homes has been an important factor in focusing
international interest on developing uniform data
systems for measuring the clinical and functional
characteristics of nursing home residents. The parallel
development of RUGs has provided a tool for other
countries to measure case mix and to facilitate
understanding of the similarities and differences in
nursing homes residents and services within nations.

Health Care Financing Review/Summer 1992/ Vohune 13, Number 4



Resource Utilization Groups, Version Il (RUG-I) classification system

Figure 1

Nursing
home
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Table 1 describes the AUG-1II ADL index. Figure 2 dascribes fursi 2+
the major categories. Other variables are described in Figure 3. ehabilitatio 0-1 @
SOURCE: {University of Michigan and Rensselaer Polytachnic
Institute, 1992). —
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Figure 2
~ Resource Utilization Groups, Verslon ill (RUG-II} hierarchy categories'

Special rehabilitation—Rehabilitation therapy is any combination
of physical, cccupational, or speech therapy. Residents meeting the
criteria for any of the four subcategories listed below are classified
into this major category.

Very high intensity multidisciplinary rehabilitation:
450 minutes or more of rehabilitation therapy,
at least 5 days per week of ane type of therapy, and
at least two of the three therapies provided.

High intensity rehabilitation:
300 minutes or more of rehabilitation therapy per week, and
at least 5 days per week of one type of therapy.

Medium intensity rebabilitation:
150 minutes or more of rehabilitation therapy per week, and
at least 5 days per week of rehabilitation therapy.

Low intensity rehabilitation;
45 minutes or more of rehabititation therapy per week,
at least 3 days per week of rehabilitation therapy, and
at least two types of nursing rehabilitation occurring at least 5 days
per week (Figure 3).

Exiensive services—Residents who have a RUG-III ADL index

+ Parenterat feeding.
« Suclioning.

+ Tracheosiomy.

» Ventilator/respirator.

Special care—Residents who have a RUG-HI ADL index score of
at least 7 and who meet at least one of the following criteria:

» Burns.

= Coma.

« Fever, with vomiting, weight loss, pneumonia, or dehydration.
« Multiple sclerosis.

» Pressure ulcers of stage 3 or 4.

+ Quadriplegia.

» Septicemia.

* Intravenous medications.

» Radiation treatment.

» Tube feeding.

characterisics listed here.

score of at least 7 and who meet at least one of the following criteria:

SOURCE: (University of Michigan and Rensselaer Polylechnic Institute, 1992).

Clinically complex—Residents who meet at least one of the

following criteria:

« Aphasia.

+ Aspirations.

» Cerebral palsy.

* Dehydration.

» Hemiplegia.

= Internal bleeding.

* Pneumonia.

* Stasis ulcer.

« Terrninal itliness.

+ Urinary tract infection.

+ Chemotherapy.

+ Dialysis.

+* Four or more physician visits per month,

+ Respiratory or oxygen therapy.

« Transfusions.

« Wound care other than pressure ulcer care, including active foot
care dressings.

Or;

residents who meet the criteria {or the extensive services or

special care categories but who have a RUG-IIl ADL index score

of 4 to 6.

Impaired cognition—Residents with a RUG-IIl ADL index score of

4 16 10 who have cognitive impairment in all three of the

following dimensions:

+ Decisionmaking (not independent}.

» Orientation {(any problem recalling current season, location of
own room, staff names or faces, or that he/she is in a nursing
home).

+ Short-term memary.

Behavior problems—Only residents with a RUG-111 ADL index
score of 4 to 10 are classified in this category. Residents who
display daily problems with:

+ Inappropriate bebavior.

+ Physical abuse.

+ Verbal abuse.

» Wandering.

Or with:

+ Hallucinations.

Reduced physical functions—Residants who do not meet the

-gonditions of any of the eartier categories, including those who

would meet the criteria for the impaired cognition or behavior
problems categories but have a RUG-1II ADL index of more than 10.

The individual variables are suibject to time and other delimiters, as specified in the Minimum Data Set which should be used to define the individual resident

The international interest in technologies to
understand long-term care in advanced industrialized
nations has been initiated by government officials, by
international organizations such as the World Health
Organization, and by academic researchers. The
expression of interest by policymakers is not surprising.
The most notable social and economic trends of the past
century—increases in national wealth, rising real
incomes, increasing personal consumption, and
substantial investments in health and social welfare
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programs—have led directly to the growth of the
population age 65 and over in advanced industrialized
nations. A secondary demographic trend, less well
recognized and reported, is the rapid growth in the
number of individuals age 80 and over in these societies.
Projections indicate that, between 1990 and 2030, the
absolute numbers of individuals age 80 and over will
increase by up to 50 percent in Germany, Belgium,
Denmark, Norway, the United Kingdom, and Sweden;
between 50 and 100 percent in Italy and the
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Figure 3

Other variables'used in Resource Utilization
Groups, Version lIt (RUG-II)

Extensive ireatment count—A count of extensive lreatments is
used to identify RUG-1Il groups in the extensive services
category. This count is the number of the following criteria:

» Parenteral feeding.

« Tracheostomy.

+ Suctioning.

* Ventilator/respirator.

Depressed mood {sad)—Signs and symptoms of a depressed

or sad mood are used as a tertiary split for the clinically complex

category. Residents with a depressed or sad mood are identified

by the presence of a combination of symptoms, as follows:

Persistent sad or anxious meod and at least two other

symptoms of the following fist of five:

+ Expressions of distress.

+ Agitation or withdrawal.

+ Early awakening with unpleasant mood or awake 7 hours or
less a day.

+ Thoughts of death or suicidal thoughts.

« Weight loss.

Alternately, a resident is identified as depressed if a diagnosis of

depression or bipolar disease and at least one from the above

fist of five symptoms is present.

Nursing rehabllitation—Nursing rehabilitation activities are
used as a tertiary split for the impaired cognition, behavior
problems, and reduced physical functions categories. When
used in the special rehabilitation category, “toileting program” is
omitted as a qualifying activity. A count of two or more of the
following activities occurring at least 5 days a week places an
individual in the higher resource use category or group:
» Amputation care. 2
+ Active range of motion.
= Passive range of motion.
« Splint/brace assistance.
+ Training in:
Dressing/grooming.
Eating/swallowing.
Locomotion/maobility.
Transfer.
= Any toileting program {not used for defining low intensity
rehabilitation category).

1The individual variables are subject to time and other delimiters, as
specified in the Minimum Data Sel (MDS), which should be used to define
the individual resident characteristics listed here,

2.Mm;:;utenion care was not on the original version of the MDS used. Asilis
now part of MDS, based on clinical input, it was added here.

SOURCE: (University of Michigan and Rensselasr Polytechnic Institute,
1992).

Netherlands; 200 percent in Japan and the
United States; and more than 200 percent in Australia
and Canada. In several countries, notably Australia,
Canada, and Japan, much of this growth will occur
over the next 20 years (Organization for Economic
Cooperation and Development, 1988).

Population increases on this scale present significant
new policy challenges for these countries in maintaining
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the funding base for health and social services, given the
rapid increases in disability and the equally rapid
increases in the use of health and personal care services
after age 75, and particularly after age 80 (Organization
for Economic Cooperation and Development, 1988).
Much of the policy concern in meeting the continuing
care requirements of the frail elderly has centered on the
provision of institutional long-term care in hospitals,
nursing homes, and other residential care settings.
Institutional care is often the most expensive form of
long-term care, and its role relative to in-home and
community-based services is not well understood in
addressing financing issues for long-term care.

Several analysts have attempted to measure the extent
to which the frail elderly in different countries receive
long-term care in institutional settings and to document
expenditure differences as a result of this variation. Of
interest in these studies of relatively industrialized
countries is not only the absolute rate of
institutionalization {ranging from 5.5 percent in the
United States to nearly 11 percent in the Netherlands),
but also the variation in institutional rates by area
within countries. This latter variation is apparently as
great, if not greater, than that between these countries.
Institutional expenditure differences, to the extent
documentable, also vary widely. Few, if any, of these
variations can be attributed to age structure alone
(Doty, 1988). As we discuss later, there is also
considerable variation in the types of instituiions
providing long-term care, which complicates these
comparisons.

The range in rates of institutionalization suggests
that significant variations in the use and costs of
institutional services by the frail elderly should be
amenable to policy intervention. However, most
international studies of these issues are single-nation
studies or descriptive comparative case studies. Serious
national and international examination of these issues
has been limited for a variety of reasons, but a widely
acknowledged impediment has been the lack of
consensus on the definition of a long-term care
institution. For example, in the United States alone,
more than 50 designations have been used by States in
licensing facilities commonly identified as providing
long-term care, including: swing-bed hospitals; nursing
homes; skilled nursing, intermediate care, extended
care, or subacute care facilities; personal care homes;
adult foster care facilities, and rehabilitation hospitals
(National Center for Health Services Research, 1985).
Other countries exhibit similar variation in the types of
institutions that care for the frail elderly. Attempts to
classify and compare the performance of facilities based
on their structural characteristics have been extremely
difficult, because the systems in which these facilities
operate vary across States and international
boundaries. In the United States, perhaps as well as in
other countries, structural characteristics have proven
to be poor predictors of costs and quality of care. This
makes aggregate statistics that compare long-term care
costs, beds per 1,000 eiderly, or rates of
institutionalization very difficult to interpret.
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Although the name of a type of institution,
e.g., “‘nursing home,’” has been demonsirated not io be
equivalent across or even within nations, we believe that
comparisons are valid when performed at the level of
the individual resident (Fries et al., 1991). For example,
if we find nursing homes in one country to be twice as
expensive as in another country, we are not necessarily
better informed, Does the disparity in costs reflect a
significant difference in resource inputs, or practice
patterns, or is it a byproduct of differing health care
systems that place different types of patients in nursing
homes? However, if between these two countries there
is a difference in costs for a particular type of resident,
then we have the basis for defining and contrasting
nursing homes based on a variety of policy dimensions
(including cost differences) by comparing their resident
populations and resource inputs.

Specific national initiatives

These observations have generated multinational
interest in the use of common technologies to describe
long-term care. There are currently researchers in at
least eight countries (in addition to the United States)
experimenting with the RAI or RUGs. For example, the
MDS has already been translated into French, Swedish,
Danish, Italian, German, and (in part) Japanese, The
Italian and French translations have included the entire
RAI, with RAPs. We discuss here the current status of
the eight cooperating national projects: in Depmark,
Sweden, Italy, Japan, England and Wales,
Netherlands, Australia, and Switzerland.! Other
nations in which coordinating projects are being
considered include France, Spain, Germany, Mexico,
Scotland, Norway, Austria, and New Zealand,

Denmark

A study being pursued by clinical researchers at the
Kommunehospitalet in Copenhagen will use a Danish
translation of the MDS to assess all residents in the 58
nursing homes and 3 geriatric hospitals of Copenhagen
for an 8-month period beginning October 1, 1992, In
total, an estimated 5,300 assessments will be performed
by nurses trained by the project staff. This effort is
directed by clinicians and long-term care providers in
the Copenhagen area as an attempt to improve care
planning and clinical practice in long-term care settings.
After 1 year of data collection and use of the MDS, the
effectiveness of the system will be evaluated and, if
successful, the MDS will continue to be used as the
common assessment system for long-term care residents
in all nursing homes and geriatric hospitals in the
Copenhagen area.

TProject leaders in the several collaborating nations include:
Drs. Roberto Bernabei (Rome, Italy), G. Iain Carpenter
(Winchester, Great Britain), Jean-Néel DuPasquier

(Geneva, Switzerland), Dinnus Frijters and Cora van der Kooij
(Utrecht, Netherlands), Naoki Ikegami (Tokyo, Japan),
Gunnar Ljunggren (Stockholm, Sweden), Marianne Schrall
(Copenhagen, Denmark), and Malgosia Zlobicki

(Brisbane, Australia).
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Sweden

In contrast, the government of Sweden has supported
research on RUGS in Swedish nursing homes and
geriatric hospitals since 1987. Researchers at the
Karolinska Institute in Stockholm have performed a
number of studies, primarily validating and using the
RUGs (Ljunggren, Fries, and Winblad, 1992}, as we
describe briefly in the following section. Currently,
researchers are collecting full MDS assessments or the
subset of items necessary for RUG-III classification on
an estimated 1,000 residents in nursing homes and
geriatric hospitals in and around Stockhelm. The
purpose of this latest data collection is to pilot the use
of the MDS, assess its use for facility payment and
management, and demonstrate its potential to
differentiate nursing home populations and predict
lengths of stay, During the past year, conirol of nursing
homes has passed from the county councils to the
municipalities, some of which are exploring the use of
RUGs to assist them with their new regulatory and
financing role for institutional long-term care.

Italy

A group of physicians in the Geriatric Department of
the Universita Cattolica del Sacro Cuore of Rome have
translated the entire RAI, both MDS and RAPs. They
are using it as the core of a 4-month training program
for registered nurses who will work in nursing homes.
To date, the program has involved 2 cohorts of 20
nurses each, Italy is just beginning a rapid expansion of
nursing home beds to assist in the movement of the frail
elderly out of hospitals and into lower levels of care. As
a result, there is strong interest in several Italian regions
(the jurisdictional level that either directly manages or
finances nursing home care) to implement the RUG-III
system. It is the hope that RUG-III will make it possible
to understand the types of residents cared for,
determine financing levels, and encourage the use of the
RALI for care planning. The full RAI system will be
implemented in eight nursing homes in the Emilia-
Romagna and Liguria regions, with a total of almost
500 residents, This experiment will prepare for the
introduction of the RAI and RUG-II! in all nursing
homes in these two regions.

Japan

A research group at the Keio University in Tokyo has
undertaken a study to validate the RUG-II] system for
use in Japan. The study, supported largely through
private foundation funds, has assessed patients using an
instrument developed by translating those MDS items
necessary for RUG-III classification. The study also
collected detailed measures of facility staff time, using
protocols similar to those developed in the
United States. Preliminary results, based on a sample of
871 residents in 8 Tokyo nursing homes or geriatric
hospital units, demonstrate that the RUG-I11 system is
effective in explaining resource use and that variations
in resource use among RUG-III groups were relatively
similar to those in the United States, although

Health Care Financing Review/Saommer 1992/ volume 13, Number 4



somewhat compressed. A larger sample of residents,
assessed using portions of the MDS, is planned for the
fall of 1992, The study will also apply the MDS to
elderly living in the community; both the institutional
and non-institutional samples will be tracked for

18 months.

England and Wales

Concerns over poor standards of care for nursing
homes and excessively long hospitals stays among the
frail elderly have heightened governmental interest in
long-term care policy (Royal College of Physicians,
1992). As part of this interest, the Resource
Management Board of the Department of Health in
Britian is currently sponsoring a major validation of the
RUG-III system, led by a physician at St.Paul’s
Hospital in Winchester. By October 1993, full
assessments and staff time measurements (again, using
protocols similar to those in the United States) will be
completed for 2,300 residents in 29 hospitals located in
8 health districts throughout England and Wales. A
major goal of this study is to understand the
applicability of the RUG-111 system to post-acute care
patients and determine when in a patient’s stay such
classification is appropriate. The RUG-III system could
be used in the British National Health Service to
establish and standardize level-of-care guidelines for all
post-acute resource use for the elderly. A small study to
test the acceptability of the MDS for nurses is also being
planned.

Netherlands

Researchers in the Netherlands have been very active
in examining the applicability of RUG-II to nursing
home residents in their country. In June of 1990, the
SIG Informatiecentrum voor de Gezondheidszorg
sponsored a major international conference on nursing
home case-mix reimbursement, which highlighted
U.S, efforts to develop the RUG-III system and issues
regarding its application in other countries. A study of
residents in Putch nursing homes determined that the
RUG-II system was effective in differentiating residents
by resource use, but worked better for somatic nursing
homes that specialize in rehabilitation, convalescence,
or terminal care than for psychogeriatric facilities that
specialize in the treatment of mental disorders, such as
senile dementia (Frijters and Kooij, to be published).
This research helped confirm our more complete
treatment of dementia residents in the RUG-III
classification system. Plans are under consideration for
a 1993 test of the MDS and RUG-III in a pilot group of
nursing homes.

Other nations

Both Australia and Switzerland are preparing for
potential studies using the RAI One hospital in
Australia has been experimenting with its use and
researchers at the Queensland University of Technology
are planning a larger study in the Brisbane area. In
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Switzerland, 15 facilities, including regular and
psychogeriatric nursing homes as well as
psychogeriatric hospital wards in 7 cantons, have
already volunteered to conduct a 12-month test of the
full RAI. The test will examine the applicability of the
RAI to Swiss long-term care institutions and the cost-
effectiveness of the MDS as a care planning and quality
assurance tool, The test will begin in early 1993 and will
involve the use of control units of residents in each
facility. The project is sponsored by the 7 cantonal
public health authorities.

Common themes

Several common themes are seen in these
international studies. First, although the RAI and MDS
are still in the early stages of testing, these instruments
appear to have achieved common acceptance in clinical
settings throughout Europe as well as in countries on
the Pacific Rim. This has led to the use of the MDS for
care planning or staff training, often employing the
RAPs. Preliminary tests have shown the MDS to be
relatively reliable. Thus, its assessment capabilities
make it a potentially strong basis for communication, a
commeon lexicon for nursing home residents that spans
languages and cultures. With fully compatible versions
in many of the major languages, there is significant
potential to use the MDS as the basis for cross-national
research,

Second, care needs to be taken in the translation of
the MDS/RAI into other languages. In every case, the
translation has been performed by a bilingual
professional (and, in all but one case, a physician)
particularly knowledgeable about nursing homes. Also,
(except for the Italian and German versions, which are
under way) we have performed a back-translation to
English of every item, example, delimiter, and
timeframe, with careful evaluation of differences
between the two English versions. Even with this care,
complications have arisen. For example, whether the
resident was able to dress himself or herself was back-
translated from Japanese as the ability to dress in
western-style clothes, Clearly this latter isa
substantially different concept, involving familiarity
and ability to deal with buttons, snaps, and zippers,
compared with the different complexities of Oriental
dress. Moreover, most Japanese nursing home residents
never wear western-style clothes. After considerable
discussion, the Japanese translation was adjusted to
represent the residents’ ability to dress in any clothes
because we determined that this ADL should reflect the
resident’s mental and physical capability to dress him-
or herself, irrespective of clothing styles.

Third, RUG-II and RUG-III, as a summarization of
assessment items to predict resources, appear to be
effective in different countries despite differences in the
long-term care systems. In the Swedish and Japanese
validation studies previously described, RUG-H and
RUG-III achieved 40-60 percent variance explanation
of directly measured resource cost. Moreover, despite
considerable differences in staffing and practice
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patterns, the relative resource use (case-mix indexes) of
groups follow a pattern similar to that in the
United States.

Finally, the impetus for developing these applications
of the RAI and RUGs has been relatively similar to that
in the United States, with some adjustment to the
particularities of the host nation. The RAI is considered
for its potential to support individual residents’ care
planning and quality assurance, and both systems are of
interest for their potential characterization of the
institutional population for policy development, The
RUGs are of interest initiaily to provide a concise
summary of the types of residents seen, and eventually
to establish nursing home admission policies, criteria
for level-of-care determinations, and even resource
allocation. For example, RUG-II was used last year to
distribute additional year-end funds to Dutch nursing
homes to spend on nursing staff.

An example of potential applications

In this section, we provide a single example of the
type of information that can be derived from resident-
specific data from multiple nations, drawing on data
made available by selected projects described in the
previous section, The presentation of this example is
principally to demonstrate the feasibility of the
analysis; extrapolation to national comparisons at this
time is premature because of the preliminary nature of
at least two of the samples currently available.

Earlier we suggested that the term “*nursing home’
was not useful in cross-national comparisons. In fact, in
many nations, it may be a misnomer or may not apply
to any institutional settings. Although virtually all
chronic, long-term institutional care of the elderly in the
United States is provided in nursing homes, this is not
universally true elsewhere. In Britain, for example, the
provision of long-term care is split between geriatric
hospitals operated and funded by the British National
Health Service and nursing homes that are largely
privately owned and financed (Royal College of
Physicians, 1992). Japan has three types of long-term
care facilities, differentiated by the level of care
provided, yet has an average hospital length of stay
(excluding psychiatric beds) well in excess of 1 month,
Italy is entering a period of major expansion of nursing
homes, to replace the care provided in hospital settings.

Over the last few years, three national studies have
developed data compatible with that in the
United States to permit us to develop RUG-1I case-mix
clagsifications of representative or at least preliminary
samples of institutional health care settings for the
elderly. In two cases (Sweden and Japan), these data
were developed as part of projects to validate the RUG
systems; for Italy, they are an indirect product of
preliminary application of the MDS.

The Swedish study was performed in 1987 and
included 1,134 residents in long-term care facilities of
Stockholm County. This represented the total
population of six long-term care institutions assessed
once: 1 hospital department of geriairics (146 patients);
3 nursing homes (2 with 100 residents and 1 with 150
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residents); and 2 mixed institutions (250 and 380
residents) consisting of a combination of geriatric and
nursing home wards. In total, the sampie represented
13 percent of all Stockholm long-term care beds in
1987. In Sweden, each long-term care organization
(sometimes divided into nursing homes and geriatric
departments) had a defined area-based elderly
population for which it was solely responsible, and the
residents it cared for represented all long-term care
institutional use of this population. Therefore, the
results obtained might be generalizable to all of
Sweden. We have earlier reported these data in contrast
with the New York State data, described in Fries et al.
(1991).

The Japanese data were derived from a sample of 871
residents in 8 long-term care facilities in the Tokyo area.
The sample includes 4 geriatric hospitals, 3 facilities
equivalent to U.S. nursing homes, and 1 specialized
rehabilitation hospital. Together, this is one of the
largest and most comprehensive data sets collected on
Japanese institutionalized elderly. This project,
currently in its final phases, is validating the newer
RUG-III system, using methods virtually identical to
both the Swedish and original U.S, studies. Preliminary
results indicate that the RUG-HI system works quite
well; we have utilized these data here to develop RUG-II
classifications compatible with those from the other
nations,

The ltalian data are the least representative,
describing a total of 316 residents from 2 “‘typical”’
nursing homes in Italy, 1 urban and 1 rural. The urban
nursing home is a 220-bed facility in Rome, and the
rural nursing home has 96 beds and is located in the
Abruzzo region. These classifications were directly
computed from application of the Italian translation of
the MDS.

These three countries’ data are contrasted here with
those describing the entire population of New York
State nursing home residents, assessed for payment
determination and quality assurance. These data are for
94,840 residents in a cross-section of the population,
collected in a wave of assessments from July to
December 1988, Although we have seen differences
across States in RUG-IT and RUG-III distributions,
these differences have been primarily in the percentage
of residents in the rehabilitation categories, Otherwise,
we believe the New York data are representative of
1.8, nursing homes.

For each sample, the residents were classified into the
16 categories of RUG-II. The RUG-I1 system was used
rather than the newer RUG-III because the data
currently available in two of the nations were
insufficient to support the latter. Although the design
of RUG-111 is similar to that of RUG-II, the latter has
only two dimensions. A hierarchy of five groups
describes the resident in terms similar to those of
RUG-III, then each group is split according toa
RUG-II ADL index based on three ADLs; toileting,
eating, and transfer. Within each major category
(e.g., heavy rehabilitation), from two to five groups are
formed, with increasing levels of dependency (e.g., RA
residents are more functionally independent than RB
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residents). (The RUG-II system is described in Figure 5
at the end of this article, and additional details are
available in Schneider et al., 1988.)

The comparison of the RUG-II distributions in these
four nations’ nursing homes is given in Table 2. It
represents the prevalence of each of the major
categories as well as of the individual RUG-II groups.
Thus, 66.3 percent of all New York State (UJ.8.)
residents are in the reduced physical functions category,
with 32 percent (21.06/66.3) of these residents in the
highest functioning PA group. Similar prevalences for
other countries are provided in other columns. An
additional row provides for each country an estimated
overall case-mix index, using the relative resource cost
derived in New York State to weight the percentages of
residents in each RUG-II group. The average case-mix
of the derivation sample in 1986 was arbitrarily set to
1.00; by 1988 in New York State, it had risen to 1.04,

When examined at the level of the major hierarchy
categories, three of the nations (except Japan) have
appreximately equal percentages in the lower two
categories—about 70 to 75 percent—although the
balance between behavior problems and others (reduced
physical functions) is similar only between the
United States and Italy. The distributions for the first
three (more resource-intense) categories vary across the
four nations, Although the distribution across all five'
categories is similar for the United States and Italy, the
distributions within categories are considerably

different, representing significantly contrasting levels of

ADL functioning, These differences are also seen in the
case-mix indexes, which range from 0.79 for Italy to
almost 44 percent more (1.10) for Sweden and Japan.

Extreme caution needs to be taken in interpreting the
results seen in this table, for the samples may not each
be representative of an entire nation. The primary
finding is that there are significant differences in the
samples, despite the fact that each represents
institutionalized elderly. However, it is also
encouraging to examine the differences in light of
national policy. We have previously suggested that the
higher percentage of behavior problems in the Swedish
sample may be the result of policy that moved dementia
residents out of hospitals and into nursing homes.
Similarly, the lower U.S. prevalence of rehabilitation
patients, especially those with better ADL functioning,
may in part be the result of the short-term, intensjve
rehabilitation benefit available under Medicare; such
patients in rehabilitation hospitals and rehabilitation
units of acute care hospitals are not included in this
sample. The lower case-mix index for Italy appears
consistent with the policy of italian nursing homes to
admit less disabled elderly, while the most disabled
remain in hospitals.

Discussion and conclusions

There is 2 growing awareness among the
industrialized nations of shared common problems and

Table 2
RUG-II distributions, by country and resident category: United States, Sweden, Japan, and ltaly

Resident category United States Sweden Japan Haly
Percent
Total 100.0 100.0 100.0 100.0
Heavy rehabifitation: 4.3 8.1 7.3 12.7
RA 0.7 5.7 34 6.6
RB 3.6 34 39 6.0
Special care: 5.3 42 15.6 0.3
SA 1.2 1.0 38 0.3
SB 4.1 33 11.9 0.0
Clinically complex: 18.7 0.0 26.3 139
CA 27 23 6.4 73
cb B3 38 14.2 4.7
CC 8.3 35 57 1.9
CcD 1.4 0.4 .0 0.0
Behavior problems: 5.4 3z.0 16.2 76
BA 1.1 4.8 55 6.3
B8 31 19.6 10.2 1.3
BC 1.2 75 06 0.0
Reduced physical functions: 66.3 447 3486 65.5
PA 21.0 66 17.0 535
PB 34 as 4.5 4.1
PC 293 23.0 12.2 1.9
PD 9.8 10.4 0.9 0.0
PE 28 1.1 0.0 0.0
Case-mix index 1.04 1.10 1.09 0.79
Number of residents 94,840 1,134 87 36

NOTES: RUG-Il is Resource Utilization Groups, Version Il. Within each category, lstter designations (RA, RB, SA, SB, stc.) reflect decreasing levels of activities of

daily living function,

SOURCES: Fries, B., University of Michigan, 1991; Ikegami, N., Keio University, 1992; and Bernabei, R., Universitd Cattolica del Sacro Cuove, 1992,
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common objectives in providing long-term care to a
rapidly growing frail elderly population (Organization
for Economic Cooperation and Development, 1988).
Until recently, technologies amenable to guantitative
policy research to address these problems were
unavailable. The application and validation efforts
currently under way in Europe, Asia, and Australia
strongly suggest that nursing home populations are
indeed very different and that the RAI, MDS, and RUG
systems hold considerable promise as a common
language for clinicians, researchers, and policymakers
to compare resident populations, care patterns,
staffing, and resource requirements. Clearly, across
languages and cultures, there must be considerable care
taken to ensure appropriate translation of the intrinsic
concepts, but once accomplished, the development of
comparable data sets is feasible.

The current developments described in this review
provide a network of data collection and analysis
efforts, replicating in other nations samples of nursing
home resident assessments that can be contrasted with
each other and the large data sets we are assembling in
the United States. In the future, countries may be able
to assemble smaller, larger, or even population-based
samples.

Within each country, resident assessment would
provide researchers with insights, including descriptions
of resident characteristics, care process, quality, and
outcomes, into their own long-term care systems. As an
example, Australian researchers might better
understand the different types of residents that are
receiving non-acute care in hospitals or are located in
nursing homes or *‘hostels,”’ If longitudinal followup is
feasible, it would be possible to look at care outcomes.

Given this, the larger scope of comparative work is
feasible. With consistent RAI items, definitions, and
training, we have an unparalleled opportunity to
contrast these populations, to understand variations in
care patterns and evaluate their effect on outcomes, and
to examine ‘‘naturally occurring experiments®” provided
by differing long-term care systems.

Initial applications appear most promising in the area
of exploring differences in clinical practice patterns. An
example is the evaluation of the causes of a decreased
incidence of falls in Japanese nursing homes compared
with those in the United States; Lipsitz and colleagues
have recently shown this phenomenon to be related to
differential use of antidepressant medication
(Lipsitz et al., 1991). With identification of appropriate
control groups, we can contrast longitudinal outcomes
resulting from physical or chemical restraints, all
without additional data collection, intervention, or
training. This in turn can lead to the design of more
definitive intervention studies in the United States or
elsewhere. The RAI tools currently being developed in
the United States, including RUGs, summary clinical
scales, and quality measures (both cross-sectional and
longitudinal) will serve well to contrast populations, A
major result may be identifying the effects of
alternative clinical practices, such as the use of
rehabilitation or placement policies, upon resident
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outcomes. These outcomes can be not only mortality
but more sensitive measures such as a decline or
improvement in physical functioning. We are currently
examining the breadth of different hypotheses that can
be addressed by samples that are either developed by
convenience sampling or are representative of a
population, that have different scopes of longitudinal
followup, and that can result from additional
information describing the staffing, organization,
structure, or ¢osts of the institution,

Further, the availability of resident assessment and
case-mix data will permit economic analysis of the
effectiveness and efficiency of alternative financing,
regulatory, and system designs. Clearly, countries need
to discriminate carefully in what is borrowed or adapted
from elsewhere. For example, considerable research is
required to assess the utility of the RUG-III
methodology in countries that rely heavily on hospitals
with a mix of acute and chronic patients in the same
seitings. Studies in England, Australia, and Germany
are beginning to test RUG-III in acute care hospitals.
One likely result of an analysis such as that exemplified
in Table 2 is that post-acute care institutions in other
nations compare well with skilled nursing facilities in
the United States, thus changing our unit of analysis to
a more flexible one that incorporates post-acute
geriatric care in both hospitals and nursing homes.

It is premature to forecast the possible impact that
resident assessment and classification systems may have
on future reforms of the long-term care systems in
industrialized nations. The efforts described in this
review are fairly independent and have largely been
limited to validating the RUG-III system or evaluating
clinical practice. Indeed, the policy effects of the RAI
and RUG-III systems on long-term care financing and
service delivery reform in the United States are still
evolving and will be intensively evaluated over the next
several years. Nevertheless, whether the long-term care
system is financed on a fee-for-service basis or through
global budgets, therg is a common international
objective to provide a more equitable sysiem of
resource allocation that rewards greater efficiency and
effectiveness in caring for the elderly. Accurate and
standardized assessments, linked directly to care
planning, can help identify and address medical,
mental, and functional problems. Case-mix systems
that effectively differentiate residents according to the
resources they require (and consume) are essential
elements to achieving such objectives.

Technology transfer also has considerable potential
to benefit U.S. long-term care programs. Research
efforts abroad that document clinical practice patterns
and organizational arrangements that lead to superior
resident outcomes will clearly benefit the quality of care
for nursing home residents in the United States.
Application of the RUG-III system for resource
allocation in global budgeted systems such as the
Netherlands might also be useful for long-term care
financing reform in the United States. Finally,
experimentation with broader application and
modification of the RAI and RUG systems for long-
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term care services provided in the home or alternative
housing could facilitate system-level analysis of the
impact of policy proposals on the full continuum of
care for the frail elderly. Northern European countries
may be particularly suited to lead this development
effort because of their relatively well-developed
infrastructure for providing long-term care in the
community.
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I. IDENTIFICATION INFORMATION

Figure 4

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

Il. BACKGROUND INFORMATION AT RETURN/READMISSION

Signature of AN Assessmeni Coordinator: _

1.| RESIDENT 1.| DATEOF
NAME CURAENT e T
{First) [Middle InitiaTy (Last) READMIS- N B T ]
- = SION Month ¥
2| oateOF T T 1_ l o Day ol
CURRENT W v 2| MARITAL 1. Never Mamad 3. Widowed 5. Divorcad
ADMISSION Month Day STATUS 2. Married 4, Separated
3.| MEDICARE 2] ADMITTED (1. Privale homa of apt. 3. Acute care hogpital
NG, FROM 2. Nursing hame 4. Other
(E‘;OC. SEC. or 4, LIVED
Mo, it no ALONE 0. Na 1. Yes 2. In other facllity
Medicare No.) 5.1 ADMISSION {check aK that apply}
4| FacLITY INFORMA- . . ]
PROVIDER TICN Accurate informaticn unavedlable esrier I
NO. AMENDEO Chservalion ted addiional nf ‘ b.
Reasident unstable at admission <
5] GEWDER [1. Male 2. Famate
. 1. ican indiarvAlaska Natr
B el |5 American indiariAlacka Natve IIl. CUSTOMARY ROUTINE (ONLY AT FIRST ADMISSION)
3. Black, not of Hispanic origin 1.| CUSTOMARY (hock el that apply. f ahinformation UNKNCWN, chack st box oniy
7.| BIRTHDATE (Yaar prior CYCLE OF DAILY EVENTS
‘wfitst | Stays up fate at night {e.g.. after 9 pm) a
8} UFETIME I & nursing | Naps regulany during day (at least 1 hour) b,
qu(.l'}cl;l:ﬁ- horme) Gose Qut 1+ days a waek )
9.| PAMARY |Residant's primery language is & language other than English Siays busy with hobbles, reading, or fixed daily routine d
LANGUAGE Spands most time alone ar watching TV [
L 1, ¥ . .
0. No o8 TSPy Moves indepandently indoore (with applances, if uged) I
101 AESIDEN. | (CRock 81 sollings residert lived in durng 5 pears prior 1o NONE OF ABOVE e
TIAL msson) EATING PATTERNS
HFI'STOHY Frior stay &t this nursing homa - —
veare | other cursing homeiresicenuat factiey b Distinct food preferences b
MHp atric sating . Eats between meals atl or most days I
B I .
MRVOD satting . Uge of alccholic bevarage(s) at teast weakly i
~ NONE OF ABOVE . | NONE OF ABOVE k.
1] MENTAL |Does residents AECORD indicate any history of mental ADL PATTERNS
HEALTH |retardaton, mental ilness, or any other mental health
HISTORY |problem? = 0. No 1, Yes Inbedclothes much of day d
12| CONDITIONS | {Chack afl condiiions thal are relaied 1o MA/DD s1a1us., Wakens to tailst all or most rights m
AELATED |thaf were manifested belore age 22, and are tkely & Has irragular bowel movemant patteen n,
TOMRDD [econtinue indefinitaly} .
STATUS . Prefers showers for bathing 0,
Mot applicable—no MA/OD (Skip to ltern 13} a £ OF ABOVE
MA/DO with Crganic Candilion NONE OF A P
Cersbral palsy b INVOLVEMENT PATTERNS
Down's syndrome o Daily contact with relaiives/cloes friends q
Avtism a Usually attands church, temple, synagogue (eie.) T,
Epilepsy N ﬁn_ds s1|iength n h'"f .
Olher srganic conditicn related to MA/DD 1. Daily animal companian/presance L
MRA/OD with no arganic condition . Involved in group activities -
Unknown h NONE OF ABOVE v.
|— i I i i ;!
5] MARITAL |1. NeverMamied 3. Widowsd 5. Divorcad UNKNOWN—Residenyfamily unabls to pravide informatian | w-
STATUS 2. Married 4. Separated
14| ADMITTED {1. Private home or apt. 4. Acute care hospilal
FROM 2. Mursing home 4. Cither
5. LIVED 4
ALONE |0, Ne 1. ¥es 2. in olher facility
16,1 ADMISSION | (Check alf that apply}
INFORMA- . . , :
TION Accurate information unavailable earlier a.
AMENDED | apsarvation revealad additional information b,
Assident unstable at admission c

Signatures of Gthers Wha Completed Pan of the Assessment:
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SECTION A, IDENTIFICATION AND BACKGROUND INFORMATION

Figure 4 — Continued

MINIMUM DATA SET FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING (MDS)
(Status in last 7 days, unless other time frame indicated)

4. | COGNITIVE |fMade decisions regarding tasks of daly ie)
1 ABSESEMENT SK%k?Lf,OR C. Indepandent—decisions consistentireasonable
DATE - - DECISION: 1. Modified Independence—somsa difficulty in new situations
th Da ¥ only
Mon Y o MAKING | 5 Moderalaly Impaired-—decisions poar; cues/supervigion
Z.| RESIDENT required
NAME = e i » 3. Savercly Impaired—nevar/rarsly made decisions
(First) (Middle Irital) {Lasy 5. | INDICATORS | (Check 4 condition over fast 7 days appears diferant from
3. Sggﬁ:_tw OF DEURIUM | usual kinctioning)
I | | | ’_| I |.__| | [ l I —PERIGDIC | (pes alar, sasily distractsd
NO. OISORDERED hss a_art.e sily distr - 4
+| WMEDICAID : THINKING | Changing awareness of arvironmant b.
NO. (it l L | ' ] | I | | | [ [ | I AWARENESS | £pi50des of incoherent speech .
e Penode of mator restiessness of lethargy ]
5| MEDCRS l | l l l | | I —l : l’ [ J Cagnitive abiity varies over courss of day N
N, MONE OF ABOVE [
6. REASON [1. Initial admission assess. 5. Significant change in status 6. | CHANGE IN {Change in resident's cognilive status, skills, or abilibes n
FCA 2. HospiMadicara raassess. 6. Other {e.g., UR) COGNITIVE |last 90 days
ASSESS- |3, Asadmssion assessment STATUS
MENT 4. Anhwal assessment 0. No change 1. Improved 2. Detarortated
T.| CURRENT |{Bifing Office 1o indicate; check ali that apply}
PAYMENT - SECTION €. COMMUNICATION/HEARING PATTERNS
SOUACE(S) Medicaid a va
FORMH. | Medicare b Self pay/Privame insurance | e 1| HEARING | (With hearing sppiicance, if used)
STAY 0. Hears adequately—nommal talk, TV, phone
CHAMPUS £ Cnher i 1. Minimal difficuity when nal in quiet sefting
8. AESPONSE |{Chack ol that apply) 2. Hears in spacial siuations only——speaker has 1o
BILITYY . adjust tonal quality and spaak distinctly
LEGAL Lagal guardian a Family W‘_’:bef 3. Highly Impairediabsence of useful hearing
GUARDIAN | o o o) aversight |, fasponst e _ g 2.| COMMUNI- | {Chack alt that apply during Jast 7 days)
Resident responsible . CATION
Durable power atrny./ DEVICESs | Hearing aid, presant and used a
haalth care proxy c. NONE OF ABOVE i
TECHNIQUES] Hearing aid, present and not usad
L ANC [ i itf ing o tation in the medical , . ,
9| ADVANCED |{Far ihose items with supporing documentaion in ho m Otror tacepive comim. ochnicues used (0.g. i read) 3
. NONE OF ABOVE .3
Living will a. Feeding resirictions -
Da not resuscitate B Medication restrictions g9 3. E;ﬁggggs?gn {Chock all used by residant rc's.makc needs known)
Do not hospitalize o Other freatmant resiriclions h. Speoch " lgn&rga?mr?s{ y £
Organdoneion  |d. NONE OF ABOVE Wiiling messages Communication board o
12 axpress or Other ..
Autopsy request [} clarify neads b £ OF ABOVE
NON) f
10] DISCHARGE [ (Does not include discharge dué to death) _—
PLANNED 4.1 MAKING | (Express information content—however able)
WITHIN 0. No 1, Yes 2. Unknownduncertain SELF 0. Understood
9 MOS, UNDER- | 1. Usually Understood--difficulty finding words of finishing
- . STOOD thaughts
TYPARTICIPATE 4. Resident b. Family 2. Sometimes Understood—ability is imited to making
IN ASSESS- 0. Ne 0. Mo a concreta requests
MENT 1. Yes ; ;:siamily 3. RarelyMever Undarstood
- — b 5| ABILITY TO | fUing fingy werbal inl fion content-—howevar abla}
12| SIGNATURES | Signature of RN Assassmenl Goordinator UNDER- |4 Undersiands
OSTTI:IIE“I?S 1, Usually Understands—may miss some parbintent of
B message
Signalures of Othars Who Completed Part of the Assessment 2. Shmetimes Understands—rn nds adaqualely o simple,
dwect communication
3. Rarely/Nevar Understands
6. CHANGE IN | Resident's ability to express, understand or hear information
COMMUN | has changed gver last 90 days
CATIONS
HEARING | 0. No charge 1, limproved 2. Detergriated
SECTION B. COGNITIVE PATTERNS
SECTION D. VISION PATTERNS
1.| COMATOSE | {Persi fative state/ne discernible consciousness) 1] VISION | {Abitiy to see in adequate light and with glasses i used)
0. No 1. Yes {Skip 1o SECTION E) ) [ - -
0. Adequate—sees fina detail, inchuding regular print in
2| MEMORY | {Recall of whal was learned or known) new spapersbocks
a. Short-term memory OK—seems/appears to racall 1. 'mpﬂiredwsz? ':\fge frint, but not ragular printin
after § minutes new spapershooks
0. Memary OK 1. Mermory problem 2. Highty Impaited—himiled vizion; not able to see newspaper
a headtines; appears 10 follow objects with eyes
b. :;:"gg:::t" memory OX—seems/appears 1o recall 3. Severely Impaired—na vision of appears to see only light,
colors, of shapes
G. Memary OK 1, Memory problem
; - 2| VISUAL |side vision problams—de d peripherai visi
. H abH ecall last problam: craasad pernpheral vision
2 N;EENE?T: i gcg::;}( alf thal resitent noimally abie fo 1 dring las LiMITATIONS/ {8.9.. leaves food on one side of ray, dfficully traveling, bump
BILITY DIFFICULTIES| into people and abjects. misjudges placerment of chair when
Current season a That hefshe is in seating seif}
X & nurzing home d. Expsanances any of kllowing: sees hales or nings around lights;
Location of own room | b NONE OF ABOVE are seas flashes of light sees “curlaing” over eyes b.
Siaff namesftaces [ recalled e NONE OF ABOVE ¢
N 3 ViSUAL Glagses; conlact lenses, leng implant; magnifying glass
D = Code the appropriate response B = Chick all (he responses that apply APPLIANCES | g ng 1 Yas

August 20, 1990
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Figure 4 - Continued

SECTIONE. PHYSICAL FUNCTIONING ANDSTRUCTURAL PROBLEMS (5 T TASK SEG- | Resident raguires that some or i of ADL activilies be broken
) MENTATION |inlo a series of subitasks so that resideni can perdorm them
1.| ADL SELF-PERFORMANCE—-{Code for residant’s PERFORMANCE OVER ALL a. Ne 1. Yes
SHIFTS during fast ¥ days—Not including seiup) - -~
) 7. | ADL FUNC- 1 Rasigent bali i o of i independence
| 0. WDERENDENT — o help or ovarsight — OR — Helpioversight provided onty TIONAL | 1iazilent baflevos Po/she capable of increased indepen
1 0r 2 timee during last 7 days REHABILI- | Direct care staff balieve resident capable of i d
1, SUPERVISION — Oversight, encouragement of cuaing provided 3+ times churing Pg?;’ﬁ*rﬂ independence in af least some ADLs 0.
last 7 da;{s —I;JF!?:a Supervision piug physical sssistance provided anly 1 or 2 Reshdent abls 10 parform tasks/activity but is very slow c
times during last 7 days Major difierence in ADL Sell-Performancs or ADL Supportin
2. LIMITED ASSISTANCE — Residant highly involved in acﬂwly. receivad physical mornings and evenings (at least & one catagory changs in
help in guided maneuvering of limbe or ather ! I+ Saff-Perfarmance or Support in any ADL r)
times — OR — More help provided only 1 or 2 Bmas < during 1aet 7 days NONE OF ABOVE
3. EXTENSIVE ASSISTANCE — While residant performed part of activily, over last 8. ] CHANGE [Change in ADL seli-performance in Jast 90 days
T-day period, he}p of follawirg type(s] providad 3 of more dmes; IN ADL.
— Waight-hearing support FUNGCTION 0. No changa 1. Imgroved 2. Delariorated

— Full staff performance during part (but not alf) of last 7 days

4, TOTAL DEPENDENCE — Full stall parlormance of activity during antjre ¥ days SECTION F. CONTINENCE IN LAST 14 DAYS
2. 1 ADL SUPPORT PROVIDED — (Code for MOST SUPPORT PROVIDED

1. TINEN: COMNT |
OVER A.I.l. SHIFT,! s dminp lnf 7 days; code regardiess of residont’s (L ¢ ?&Nda ?oi :fmiﬁtwmas%c:ﬁgﬂoﬁhfgsj
selfp n) & - 0. CONTINENT — Complete control
0. No setup of physical halp ¥rorm staft w | 1. USUALLY CONTINENY — BLADDER, Inconiinent episodes ance 8 week or less;
t. Setwp help anly £ 2 BOWEL, lags than weekly
2. One-parson physical assist @ % 2. QCCASIONALLY INCONTINENT — BLADDER, 2+ times & woek but nct daily;
3. Two+ parsone physical aasist w | & BOWEL, once 4 waek

3. FAEQUENTLY INCONTINENT — BLADDER, tanded to be incantinent daily,
but some contrul present (e.9., on day shift); BOWEL, 2-3 imes a weak

4. INCONTINENT — Had inadeguate control. BLAQDER, mwitiple daily eplscdes;
BOWEL, alk {or almast all) om tirme Y op

a. BED How resicdent moves to and from lying position, turns
MOBILITY | side to side, and positions bady while in bed

b. | TRANSFER | How resident movas batween surfaces—to/from: bed,

chair, wheelchair, standing pesition (EXCLUDE toffrom % BOWEL Carrol of bowel movement, with appliance of bowel continence
bath/tollet) . BONTL  {programs, if employed
¢ { LOCO- | How resident moves betweenlocations inhishercoom | . | | f5 1 "R ADDER | Contol of urinary blacder functon {if dribbles, volume insuff
MOTION and adla"_s"'t comidar gn sama fioar. [t in wheelchair, B CONT- cient to soak through underpants}, with appkances [e.g., foley)
salf-sufficiency once in chair . . NENCE or continence programs, it employed
d. | DRESSING | How resident puls on, festens, and takes off all iterns of ST 2, IN%%‘EIN- (Skip if resich ‘ls;d‘)' it 1i code equals 0 or 1 AND
street clothing, inchuding donningfremoving prosthesis A no cathelsr is us
- " - T RELATED | Aesident has been tested lor a urinary traci infection .
e EATING How resident aats and drinks {regardiess of skill) . ) TESTING | Rasicent has boen checked for presence of a fecal impaction,
” 1 ofimirati
f. | TOILET USE | How resident uses the tailat room (or commodea, bedpan, [ or theré is adaquate bowal elimination
urinal}; transfer onvol iailel, cleanses, changes pad, 1 NONE OF ABOVE o
3 y of cathetor, adjusts clothes 1R 3. | APPUANCES [ Any scheduled tailating
9. | PERSONAL | How resident maintains personal hygiens, including : _ PRoOkaMs | PEn a Pads/brieks used i
HYGIENE | combing hair, brushing teeth, shaving, applying makeup, : : External {condorn) £ wircigati
washing/drying tace, hands, and perineum (EXCLUDE . cathater b hemag/irigaton 9
baths and showers)
; Inchwalling catheter . Cetamy b
q BATHING How resident takes full-body bathvshower, spenge bath, NONE OF ABOVE
and transters infout of whishower {EXCLUDE washing Intermittent caihetes d.
of back and hair. Code for most dopendent in self- Did nol use toilst roomy
parformance and support. Bathing Sell-Performance commode/urinal o
codes appear below) 4.| CHANGE IN | Change in urinary continence/appliances and programs, in
0. indgpendent—Me help provided URINARY | last 90 days i
1. Supervision—Ovarsight help only CONTINENCE | 8. Ne change 1. Improved 2. Detariorated

2. Phyeical help imiled to ransier only

3. Physical holp in part of bathing activity SECTION G. PSYCHOSOCIAL WELL-BEING

4. Total dependenca b %?ﬁi-?ﬁ; At ease interacling with others v
. AL doi lanned or structural activit -
o.| BODY | tcheck ah that apply during last 7 days) INVOLYE. | Al ease doing planned or stuclure! acivites
CONTAOL ! Baance partial o woal Hand—lack of dexterity Al sase doing sell-iniliated activities c
PROBLEMS | 1055 of ability to balance {e.g.. prablem using Establishas own goals P
solf while standing e ﬁour:);udsh :E:ﬁ"ﬂ' Pursues invalvement in Iife of taciiity {e.g., makes/keeps fiends,
Bedlast al or mostof g neaning 9 involved in group activities; respands positively 1 new
he tima b Legf—plartraf or total loss . achivities; assi1sts al religious sermces) *
Gonlracture o aims logs, of voluntary movemant Accapls invilations into mos! group aciivites t
shouiders, orhands 18 f1eg—unsteady ait i NONE OF ABOVE .
Hemiplagiathemiparesis  |d. Trunk—partial or total 3 | UNSETILED — —
Quadriplegia " ioss of ability to position, { RELATION: Covartiopen confict with andior fepeated crititism of siaff a
3 ) P .
A artial of lolal loss balance, of lurn body [ 4 SHIPS Unhappy with roommale b,
of voluntary movement |t Amputaton LY Urhappy will tesidents other than roommale c.
NONE QF ABOVE Openly expresses conflickanger with family or ¥iends d
5. | MOBILITY | (Check alf that apply duwing fast 7 days) Absence of parsonal contact with family/friends. .
APPLIANCES! Recent loss of close family member/friend I
Cither patson wheled X
DEVICES | Caneswalker a " persanwnee NONE OF ABOVE P
Brace/prothesis b Liﬂ;:c(m‘::;}m; o 3 RPC?LSETS Swong idenuhcabon with pasl roles and lile stae a
Whesind solf Expresses sadness’angerfempty leeling over lostroles/sialus  |b,
aied col
ki NONE OF ABOVE f. NONE OF ABOVE -
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Figure 4 -« Continued

SECTION H. MOOD AND BEHAVIOR PATTERNS

1.

SADOR
ANXICUS
MOOD

{Check all that apply during last 30 days)}

VERBAL EXPRESSIONS ol DISTRESS by residant [sadness,
gsensa that nathing matters, hopatessnoss, worhlessness,
uryealistic fears, vocal expressions of anxiety or grief) &

DEMONSTRATER {CBSERVABLE) SIGNS of mental
DISTRESS
— Tearfulness, emalonal greaning, sighing, breathlessness |o.

= Motor agitation such s pacing, handwiinging or picking |

— Failure 1o &3l or 1ake medications, withdrawal from selt-
cars of leisure Acliviies d.

— Parvasive concem with health a.

— Racurrent thoughts of death—e g, believas he/she about
\t: i, have a heart attack i

— Suicigal thoughtalactions '3

NONE OF ABOVE h

MOOD PER-
SISTENCE

$ad or anxious moed intrudes on daily ke gver last 7 days —
nat easily alterad, doesn't “cheer up®

0. No 1. Yes

ol

PROBLEM
BEHAVIOR

(Code for bahavior in last 7 days)

. Behavior not extibited in lasi 7 days
1. Bahavior of thig type occurred less than daity
2. Bshavior of this type occurred daily ¢r mome fraguenty

WANDERING {moved with no raiional purpose, seemingy

ohiivious to needs or safety) a-

VERBALLY ABUSIVE (others ware threatened, screamed at,
cursed at b.

PHYSICALLY ABUSIVE [others were hit, shoved, scratched,

sexually abused) o

SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIOR
{made disrupting sounds, noisy, scraams, self-abusiva acts,
saxual behavior of disrobing in public, smeared'threw lood!
feces, hoanding, rummaged through cthers’ balongings)

f

RESIDENT
RESISTS
CARE

{Check alt types of resistance that occurred in the lagt
7 days)

Resisted taking medicationsAnjeci a

Resisted ADL assisiance b

NONE OF ABOVE a

bl

BEHAVICA
MANAGE-
MENT
PROGRAM

Bahavior preblam has been addressed by clinically developed
behavior management program. (Nete: Do not include
programa thal involve only physical restraints or psychatropic
medications In this category}

0. No batavior problem

1. Yes, addressed

2. Ne, not addressed

bid

CHANGE
IN MOOD

Changa in mood in last 90 days
0. Mo change 1. tmproved 2. Deteriorated

~

CHANGE IN
PRAOBLEM
BEHAVIOR

Change in problem behavioral signs in kast 80 days

0. Mo change 1. Improved 2.Deterorated

SECTION I. ACTIVITY PURSWIT PATTERNS

1. TIME {Chack apprapriate time pariods over last 7 days)
AWAKE |Residenl awake all or mast of lima (i.a., raps no more than
ane haur per time pericd) in the:
[
Marning a. Evening
Akernoon o, NONE OF ABOVE
2.] AVERAGE
TIME 0. Most—more than 23 ofime 2. Little—ess than '3 of tima
INVOLVED IN 1. Some—3 1o %3 of ime 3. None
ACTWITIES '

3. | PREFERRAED | (Chack all settings in which aclivities aré preferred)
ACTIVITY i i
SETTINGS Own room a. Outsice facility

Daytaclivity room 6. NONE OF ABOVE
Inside NH/oH unit e
152

4. | GENERAL |{Check all PREFERENCES whather or not activity is currently -
%%EI\—%LY available to resident)
ENCES Cardgfother games  |a. Spirthualireligicus ackivities 1
[adapted © . .
resigents | Crahsiarts o, Trips/shopping 0
:gm‘:} Exarcise/sports c. Walking/wheeling autdaors | h.
Music d. Watch TV i
Raadiwrite e NONE OF ABGVE
5. | PREFERS |HAesident expressesfindicates preference for other activities!
MORE OF jchoices
EIFFERENT
ACTIVITIES {0. No 1. Yes
SECTION J. DISEASE DIAGNOSES
cmct on!y moso d!mus prasonl tbat have rolatkmsh(p fo current ADL siaius,
ior stalus, atrmenis, or risk of deaih. (Do not st oldf
macbw d-agwmses }
t.| TISEASES | (¥ none apply, CHECK the NONE OF ABOVE box)
HEART/ICIRCULATION PSYCHIATRIC/MOOD
Anariosclarotic heart ) )
disease (ASHD) a Aniaty disorder P
Cardiac dysrhythmias b. Deaprassion q.
Congestive heart failure | & MT.'C d e N .
Hyperension d sg‘ngony ’
Hypatension » Coat. e .
Paripheral vascular
disease 1 Glaucoma
Other cardiovascular OTHER
disease 2 Allargieg w
NEUROLOGICAL Anemia v
Alzhelmer's h. Acthrita .
Dementia other than Cancer .
Alzheimer's I, N
Aphasia i Diabatas melitus ¥.
Gareb_rwascuiar Explicit tarminel prognosis | z.
aceidant (stroke) k. Hypolhyrokdism oy
Muliple sclerasis L Osleoparosis u:'
Parkinson's disease m. Seizu pndiwrde -
PULMONARY < mi: rsorcer :
athsihmal Splicamia .
Emphyssmaias! - Urinary tract infection—
. in last 30 days ..
Preumonia . NONE OF ABOVE "
2.| ©OTHER : .
CURRENT | & S I 2
DIAGNOSES . l i ’ 4 ‘ i
AND ICD-9 L2
Co0ES L4 et |
d S B 3 |
. 11 Letd
! L P §
SECTION K. HEALTH CONDITIONS
1.| PROBLEM | {Check alf probleims that are present in last 7 days uniess
CONDITIONS| other timé frame indicaled}
o Pain—residant complaing
c?nsupahun 2 of shows evidence of
Diarthes LS pain daily or almost
Dizzinessivertigo daily . i
o = Recurrant jung aspiratiors
Edema d. in last 90 days K
Fecal impacton @ Shoriness of breath I
Faver 1 Syncope {fainting) n,
Halluginglions! Vo
dalusions 5. omiting bul
Irtgrnal bleeding h, MNONE OF ABOVE
Joint pain L
2. | ACCIDENTS
Fellin past 30 days 1. Hip tracture in lagt 180
days c
Fellin past 31-180 days | &.
NOWE OF ABOVE d.
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Figure 4 — Continued

o

STABIUTY
OF
CONDITIONS

Conditions/disaases make residents copnitive, ADL, or

behavior status unstable—fluciuating, precarious, or

delaviarating a.
Rasidant experiencing &n acute apisode or & llam-up ofa

recunant/chronic problam .
NUNE OF ABOVE e

SECTION L. ORAL/NUTRITIONAL STATUS

1.

ORAL i
PRAOBLEMS Chewing problem a
Swalowing problam 3
Mouth pain o,
NONE OF ABOVE d.
2, HEIGHT  § Record height (a.) in inches and weipht {b.) In pounds. Weight based
AND on masi recert staius in fast 30 days; ight congistently in
WEIGHT | accond with standard facility practice—e.g., i am. after voiding,
befora meal, with shoes off, a - b,
and in nightclothes. HT WT y
i | opy
c. Weighi loss [l.e., 5% in last 30 days: or 10% in last 160
days)
0. No 1. Yes
3. {NUTRITIONAY Complains about the Regular complaint of
PROBLEMS tasts of many fgods |a. hunger d.
Insutficient fluid; 5
i A e G N
Cid NQT consume
alkaimost alt NONE OF ABOVE ..
lquids provided
during last 3 days [¢.
4. [NUTRITIONAI
APPROACHEY ParenterallV a, Dietary supplement
batween meals 1.
Faeding jube b.
) Plate guard, stabilized
Mz?r:mcam altered o huilt-ug utensi, ete. 2
Syringe {oral leeding) |4 NONE OF ABOVE
Tharapeutic diet o

SKIN
PROBLEMS/
CARE

Qpen lesions athar than statis or pressure ulcers (e.g., cuts)

Skin desensitized W pain, pressure, discomfon

Protective/preventive skin care

Turning/repasitioning program

alain|e|m

Pressure reilaving beds, badichair pads {e.g., egg crake pads)

Wound care/tr t{a.g., p
wound}

ulcar care, purgical

-

Other skin care/treatment

M ES

NONE OF ABOVE

SECTION O. MEDICATION USE

1.1 NUMBER |{Record the number of ditferent medications used in the fast
OF MEDI- |7 days; enler "0" i} none used)
CATIONS
2.| NEW MEDI- |Resideni has received new medications during the last 90 days
CATIONS Q. No 1. Yes
3 [ {NJECTIONS [{Record the nimbar of days injactions of any typa received
during the last 7 days) ;
4, QAYS (Rocord the numbaer of days during tast 7 days; enfer 0" if not
RECEIVED |used; anier 1" if long-aciing meds. used less than wealdy)
THE
FOLLOWING Antipsychotics
MEDICATION
Antanistyhypnotice
Antidepressants
5.1 PREVIOUS |{SKIP this question il resid: ly iving anty
MEDICATION | chotics, atidsy or anfianxialy/hypnotics—otherwise
RESULTS [cods correct response for fast 90 days)

Resident has previously received psychoacliive medications
for a mood or behavior problem, and these madications were
effective (without undue adverse consacuances}

0. No, drugs not vsed

1. Drugs wate effective

2. Drugs were not sffective

2. Drug effectvancss unknown

SECTION M. ORAL/DENTAL STATUS

SECTION P. SPECIAL TREATMENT AND PROCEDURES

. DRAL
STATUS AND
DISEASE

PREVENTION

Dabris {soft, easily movable substances} present in mouth

prior to geing to bed at night a,
Has dentures andfor remavable bridge b,
Sarnafall natural testh lost—does not have of does not sy

dentures [or partial plates) [
Broken, loose, or cancus teelh d.
Inflamed gurms {gingiva); swellar or blaeding gums; oral

abscessey, ulcers or rashes &
Daily cleaning of eth/dantures 1.
NONE OF ABOVE 9.

SECTION N. SKIN CONDITION

1.] SPECIAL
TREATHENT:
AND
PROCE-
DURES

SPECIAL CARE—Check lreatments received during ihe last

14 days

Chemctharapy & IV mads 1.

Aadiation &, Transfusions g
Chalysis [ 02 h.
Suctioning 4. Oiher i

Trach, care . NONE OF ABOVE

THERAPIES—Record the number of days each of te
following therapies was administered (for at laast 10 minutes
during a dayj i tha last 7 days:

Spesch——language pathology and audi

| .
gy Services

Cicupational tharapy

Physical therapy

Health Care Financing Review/Summer 1992/Volume 13, Number 4

1. STASIS [open lesion caused by poor venous circulation to lower
ULCER extremities) Psychological iherapy {any licensed prolessional]
Q. No 1. Yes Respiratory tharapy
2. | PRESSURE | fCode for highast stage of pressure uicer) 2.| ABNORMAL |Has the resident had any abnormal lab valuee during the lagt
ULCERS 0, Mo pressure ukcers LAB VALUES | 90-days?
1. Stage 1 A parsistent area of skin sedness [wilhout a break 0. No 1. Yes 2. No tests parfarmed
in the shin} thal does not disappear when pressure 3.1 DEVICES | Use tha feflowing codes for lasl 7 days:
is refieved AND 0. Not used
2. Stage 2 A partial thickness ‘oss of shkin layars thal presents RESTRAINTS |y |)ced lass than danly
clinically as an abrasion, blister, or shallow crater 2. Used daily
3. Stage 3 A Rull thickness of skin is lost, exposing the subcu- Bed rails N
1aneous issuss—presents as a deep crater with or .
withoul undermining adjacent tissue Trunk reslraint b,
4. Siage 4 A Jull thickness of skin and subculaneous lissue Lirm rastraint
i5 losl. expasing muscle and’or bone . .
HISTORY OF Chair prevents rising o
2 RESOLYED/ Resident has had a pressure ulcer that was resolvedicured in
last 90 days
CURED
PRESSURE [0 Mo 1. Yes
ULCERS

153
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Figure 4 — Continued

QUARTERS

MDS QUARTERLY REVIEW
A2 RESIDENT
NAME
{Firsl} {Migdle Inibal} {Last
A3 SOCIAL
o L -l -]
NO. -
QUARTERS
B2.| MEMORY {Recall of whal was learned or kinown)
4. Shorl-term memory QK—seems/appears o recall
afier 5 minules
0. Mermory OK 1. Mamory problem
b. Long-term memory OK—seems/appeasrs 10 recal
Ipng past
0.Memory OK 1. Memary problem
B4, | COGNITIVE | (Made decisions regarding fasks of dailly iife)
BKILLS FOR | 0. Irxlepandent—decisions cansistentreasonable
DAILY 1. Modified Independence—some difficulty in new
DECISION- situations only
MAKING | 2. Moderately Impaired—decisions poot; cues/
supervision reguired
3. Saverely impaired—neaverirarely made decisions
Cd.j MAKING {Express infor content able)
SELF Q. Urderstaod
UNDER- | 1. Uswally Understocg—difficulty finding words or
STO00 finishing thoughts
2. Sometimes Undersood—ability ig limited 1 making
cancrete requests
A, RaralyMNevar Understood
C5.] ABILTY TO | (Undf ding verbal inf: ion contant—h
UNDER- | able}
STAND |0, Understands
OTHERS |1, Usually Understands—nay miss some parlintent of
message
2. Sometimes Understands—esponds adequalely o
simple, direct communication
3. RAarely/Never Uinderstands

£1.| ADL SELE-PERFOQRMANCE— {Coda for resident’s PERFORMANCE OVER ALL
SHIFTS during last 7 days—Not including setup}
0. INDEPENDENT — Mo halp or aversighl — OR — Halp/oversight provided oty
1 or 2 times during last 7 days
1. SUPERVISION — Oversight, encouragement or cueing provided 3+ times during
{ast ¥ days — OR — Supervision plus physical assistance provided gnly 10r 2
timas during last 7 days
2. LIMITED ASSISTANGE — Resident highly involved in aclivity, raceived physical
hslp in guided maneuvering of limbs ar other nomweiglt bearing assistance 3+ times
— 0P — More hetp provided anly 1 o1 2 imes duning tast 7 days
3, EXTENSIVE ASSISTANGE — While resident performed pan of aclivity, over last
7 day pericd, halp of follewing fypeds) provided 3 or more times:
— Weight-baaring support
— Full staff performanca during par {but not all) of last 7 days
4, TOTAL DEPENDENCE —- Full stalf perlormance of activity during entire 7 days
©.} TRAMSFER ! How rasident maoves between sudaces—toffrom: bed,
chair, wheelchair, standing position (EXCLUDE to/from
bathvtgilet)
c. LOCO- How resident moves betwean locations in his/her room
MOTION | and adjacent comidor on same foor, (f i wheelchair,
salf-sufficiency once in chair
d.| DRESSING | How resident puts on, fastens, and takes off all iteme
of street clothing, including donningframoying
prosthesis
sl EATING How resident eats atvd drinks (rogardless of skil}
[ TOILET How rasident vsas the toilket room [or commode,
USE badpan, urinal); transter onsolf toiiet, claanses,
changes pad, manages cstomy of catheter, adjusis
clothes
E3.| BATHING | How resident takes full-body bathshower, sponge
a bath, and transfers inout of tubfshower {EXCILUDE
washing of back and hair. Code for most dependent
in seli-performance.)
0. independeni—No help provided
1. Supervision—Oversight help only
2. Physical help bmited 10 Fankfer only
3. Physical help in part of bathing activity
4. Total dependence
154

F

JCONTINENCE SELF-CONTROL CATEGORIES

{Codea foc resident’s performance aver alf shifts)
0. CONTINENT — Complate control

BOWEL, less than weelkly
BOWEL, once a waak
some contral present {e.g., on day shifij; BOWEL, 2-3 trmes a week

BOWEL, all [or almos! &ll} of Ihe lime

1. USUALLY CONTINENT — BLADDER, incontinent episodes once 8 week of less;
2. OCCASIONALLY INCONTINENT — BLADOER, 2+ times 5 waek but not daily;
3. FREQUENTLY INCONTINENT — BLADDER, tended to be inconhnent daily, but
4

INCONTINENT — Hed inadequale conlrel. BLADDER, multipls daily episcdes;

0. Behaviar not exhibited in tast 7 days
1. Behavior of this type oczurred less than daily

2. Behavior of this type occurred daly or more fraquenty

BOWEL Conire! of bowe! movament, with appltanca of bowel
CONTI- contirence programs, if employed
NENCE

BLADDER | Contral of urinary bladder function {if dribbles, volume
CONTI- insufficiant to soak through underpants), with appNances
NENCE {e.g.. faley) or continence programs, it employed
MOOD Sad or anxious mood Intrudes on daily lite over fas

PER- 7 days—nci sasily allared, doasn't "cheer up”
" SISTENGE
0. No 1. Yos
PROBLEM | (Code for behavior in last 7 days)
BEHAVIOR

. WANDERING {moved with no rational purposa,
seemingly oblivious to naeds or safety)

b WERBALLY ABUSIVE (others ware threataned,
screamed at, cursed ai)

c. PHYSICALLY ABUSIVE {others were hit, shoved,
scratched, sexualy abused)

d.SOCIALLY INAPPROPRIATE/DISAUPTIVE

self-abusive acts, sexval behavior or disrobing in
public, smaaredithrow foodifeces, hoarding,
rummaged through athers’ belongings)

BEHAVIOR {made disrupting sounds, eoisy, screams,

avie a refaifonship fo cuvrant A

OTHER ;’ncbde only those tliseases d‘igimsod in the last 90 doys that
siatus, behavior stahss, medical

DIAGMOSES |ireatments, or risk of death}
AND ICD-9
DE FIRST QUARTER
. i1 I _
b I I . 2
SECOND QUARTER
<.
d
THIRD QUARTER
.
1 b 3
L2 WEIGHT |[(i.e., 5%+ in last 30 days; or 10% in laxt 180 days}
¢| LOSS g Ne 1 Yes S
4 DAYS {Record the number of days during las! 7 days; enter T if not
RE?_EI;EO used; enter 1" i lang-aciing meds. used fass than weekly)
FOLLOWING | & Anlipsychotice
MEDICATION|
b. AnBanxietyhyprotics
¢ Anlideprassants
P3.| DEVICES |{Use the ioflowing codes for last 7 days)
AND 0, Notysed
RESTRAINTS 1, Usad loss than daily
2. Usad daily

b. Trunk restraint
d. Chair pravents fising

October 15, 1990
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Figure 5

Resource Utilization Groups, Version Il (RUG-1I) classiflcation system

Population

Heavy rehabilitation
Physical or occupational therapy 5 times a
week for 30 minutes or more a day.

Special care
ADL index greater than 4
and one of the following:

Heavy
rehabilitation

» Comatose.
+ Nasogastric feeding.
Yes No * Quadriplegia.
+ Multiple sclerosis.
» Stage 4 decubiti.
Special * Suctioning.
care Clinically complex
+ Dxygen therapy.
= Wound/lesion care.
Yes No + Chemotherapy.

+ Transfusion,

+ Cerebral palsy.
+ Urinary tract infection.

Clinically + Hemiplegia

complex

No

Severe
behavioral
problems

« Dehydration.

= Internal bleeding.

* Terminalily ill.

+ Stasis ulcer.

* Medical care 1 or more times
per week.

Severe behavior

= Physical aggression,
« Verbal abuse.

- Regressive behavior,
+ Hallucinations.

Reduced physical functions
No = All remaining residents.

ADL index

+ Based on toileting, eating,
and transfer.

= Range: 3 {Independent) - 10

NOTES: ADL is activities of daily living. Table 2 provides the key for RUG-Il groups.
SOURCE: (Schneider ot al., 1588).

Reduced physical functions






