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This section contains information about the Minimum Data Set (MDS) – Version 2.0 for Nursing Home Resident Assessment and Care Screening (MDS 2.0) form.  For general policy information, refer to the TAR Completion for Long Term Care section of this manual.

Minimum Data Set for 
Federal law requires that all Nursing Facilities (NFs) establish a 

Nursing Home Resident 
uniform system for assessing each resident’s ability to perform 

Assessment and Screening 
Activities of Daily Living (ADL).  The state has designated the 
(MDS 2.0)
Minimum Data Set (MDS) – Version 2.0 for Nursing Home Resident Assessment and Care Screening (MDS 2.0) form as the Resident Assessment Instrument (RAI) to be used by NFs certified by the State to participate in the Medicare and Medi-Cal programs.  These NFs are required to conduct resident assessments on a regular basis using the MDS information.  

Required Fields on the
To receive initial authorization, providers must complete the 

MDS 2.0 for TAR 
asterisked (*) items on the MDS 2.0 form within 10 working days

Authorization
of admission and attach a photocopy to the completed Long Term Care Treatment Authorization Request (LTC TAR, form 20-1).  The

California Department of Public Health (CDPH) Licensing and

Certification Program requires that providers complete the entire 
MDS 2.0 form within 14 calendar days from admission and keep the completed form in the patient’s clinical record.  These time frames are identical.

Developing a Resident 
NFs may use the computerized version of the MDS 2.0 instead of 

Assessment Instrument
using the MDS 2.0 hard copy form.  Any other form developed by an NF must contain exactly the same wording in exactly the same order as the MDS 2.0 form shown in Figures 1 thru 10 on following pages.

Quarterly Assessments
The Federal Nursing Home Reform Act states that NF residents must 

be periodically assessed by a uniform system.  The Department of

Health Care Services (DHCS) Medi-Cal Clinical Assurance & Administrative Support Division (CAASD) requires either the 

asterisked (*) portions of a recently completed (within the last four months) MDS 2.0 form or the asterisked (*) portions of the MDS Quarterly Assessment Form 2.0 be completed and submitted with the LTC TAR requesting reauthorization of services.  The MDS Quarterly Assessment Form 2.0 is shown in Figures 11 and 12 on following pages.


The CDPH Licensing and Certification Program requires NFs to

document assignment of all the data elements contained on the Quarterly Assessment form every quarter.  NFs may use the computerized version of the MDS Quarterly Assessment Form 2.0 or the hard copy form.

Ordering the State
Instructions for completing the MDS 2.0 form are in the State 

Operations Manual
Operations Manual, Transmittal #272, and the Health Care Financing 

and the LTC RAI
Administration’s Long Term Care Resident Assessment Instrument

Training Manual
(RAI) Training Manual – Version 2.0.  These publications are available through the National Technical Information Services, U.S. Department of Commerce.  To receive a copy, call 1-800-553-6847 and ask for publication number PB-95950007 (Transmittal #272) or PB-96109053 (RAI Training Manual).
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SECTION AA. IDENTIFICATION INFORMATION

Numeric Identifier_

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

BASIC ASSESSMENT TRACKING FORM

lb.

2 Annualassessment
3. Significant change in status assessment

4. Significant correction of pior ull assessment

5. Quarterly review assessment

10. Significant correction of prior quarterly assessment
0. NONE OF ABOVE

Codes for assessments required for Medicare PPS or the State

Medicare 5 day assessment
Medicare 30 day assessment
Medicare 60 day assessment
Medicare 90 day assessment

Medicare readmission/return assessment
Other state required assessment
Medicare 14 day assessment

Other Medicare required assessment

DNOOALNS

© = Key items for computerized resident tracking

When box blank, must enter number or letter [a.

= When letter in box, check if condition applies

1. RESIDENT 5 Signatures of Persons who Completed a Portion of the Accompanying Assessment o
NAME® [Tracking Form
a.(Firsy b (Viddle Inital) c.(as) RN 1 certfy that the accompanying information accurately reflects resident assessment or tracking|
2. GENDER® information for this resident and that | collected or coordinated collection of this information on the|
g 1.Male 2.Female dates specified. To the best of my knowledge, this information was collected in accordance with
3 GIRTHDATE® applicable Medicare and Medicaid requirements. | understand that this information is used s a
g _ _ basis for ensuring that residents receive appropriate and quality care, and as a basis for payment
from federal funds. | further understand that payment of such federal funds and continued partci-
onh Day Year pation in the governmentfunded health care programs is conditioned on the accuracy and truthful-
» R 7 M | ness of this information, and that I may be personally subject to or may subject my organization tol
T | Ameriar pdaVAaskan Naive & substantal criminal, i, andlor admistatve penalics for Submitng faise mlormaton. | also
3. Black, notof Hispanic origin " Hispanio origin certfy that | am authorized to submit this information by this facilty on its behaf.
5. s Esgltj:é#ﬁ a. Social Security Number Signature and Title Sections Date|
AND — — =
AR .|b. Medicare nurmber (or comparable raioad insurance numoer) -
I[Cin 1% box i b.
Inon med. o]
c.
6] FACILITY ~[a. State No.
PROVIDER d.
NO®
e
b. Federal No. .
7.| MEDICAID
NO.["4"if
pending, "N"
ifnot
Medicaid,
recipient]®
8. REASONS [[Note—Other codes do not apply to this form] T
ASRs. | a-Primary reason for assessment
MENT 1. Admission assessment (required by day 14) k.

GENERAL INSTRUCTIONS

Complete this information for submission with all full and quarterly assessments
(Admission, Annual, Significant Change, State or Medicare required assessments, or
Quarterly Reviews, et ‘}

MDS2.0 September, 2000





Figure 1.  MDS 2.0 Form – Page 1 (Section AA)
* Only the asterisked sections are required for authorization.
[image: image2.png]Resident

Numeric Identifier_

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

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION

SECTION AC. CUSTOMARY ROUTINE

1. DATEOF | Date the stay began. Note — Does ol include readmission i ecord was
ENTRY | cesodattime o tamporary disharge o hospta et.Insuchcases, use pror
admission date

NMonth Day Year

2. ADMITTED
FROM
(ATENTRY)

1.Private home/apt. with no home health services
12.Private home/apt. with home health services.
13.Board and care/assisted iving/group home

4. Nursing home

5. Acute care hospital

6. Psychiatric hospital, MR/DD facilty

7. Rehabitation hospital

8.Other

3 LVED
ALONE
(PRIORTO
ENTRY)

0.No
1.Yes
[2.In other faciity

4./ZIP CODE OF |
PRIOR
PRIMARY
RESIDENCE

5.[ RESIDEN-
TIAL
HISTORY
5YEARS
PRIORTO
ENTRY

(Check all setlings resident ived in Guring 5 years prior o Gate of
entry given in item AB1 above)

Prior stay at this nursing home
Stay in other nursing home
(Other residentialfaciity—board and care home, assisted living, group

MH/psychiatrc setting
MRIDD setting
NONE OF ABOVE

=5 =

6. LIFETIME
OCCUPA-
TION(S)
[Put /"
between two
loccupations]

7./ EDUCATION
(Highest
Level
Completed)

5. Technical or trade school
6.Some coliege

7. Bachelor's degree

8 Graduate degree

7 No schooling
2.8th gradefless
3.9-11 grades
4. High school

(Code for correct response)
|a. Primary Language

0. English 1. Spanish
b. 17 other, speciy

8. |LANGUAGE

2.French 3.0ther

.| MENTAL [Does residents RECORD indicate any history of mental retardation,
HEALTH  [mentaliliness, or developmental disabilty problem?

HISTORY _|0.No 1.Yes

10.[CONDITIONS (Check il conditions that are refated fo MFVDD Status frat were
RELATED TO | manifested before age 22, and are likely to continue indefinitely)

HRRR Notappicable—no MRIDD (Skipto ABT 1)
MR/DD with organic condition
Down's syndrome
Autism
Epilepsy
Other organic condition related to MR/DD
IMR/DD with no organic coniion

3

BICECEE

1. DATE

BACK-
GROUND — —
INFORMA-

ICOMPLETED|

1.|CUSTOMARY|(Check all that apply. If all information UNKNOWN, check last box only)

ROUTINE
(Inyear prior| CYCLE OF DAILY EVENTS
m%ﬁ’ Stays up late at night (e.g., after 9 pm) >
,,'Z,g,",sg Naps regularly during day (atleast 1 hour) b.
[home. or Yeal s oes out 1+ days a week (3
”n';,"',‘,’e,"%’f Stays busy with hobbies, reading, or fixed daily routine o
[Femitted 0m s pends mostof e alone o watching TV e.
",,“,f”,;,f,'? [Moves independently indoors (with appliances, if used) 1t
Use of tobacco products at least day la |
NONE OF ABOVE h
EATING PATTERNS
Distinctfood preferences
Eats between meals all or most days
Use of alcoholic beverage(s) at least weekly k.
NONE OF ABOVE L
'ADL PATTERNS
I bedciothes much of day m.
Wakens to toilet all or most nights n.
[Has iregular bowel movement pattern o
Showers for bathing b.
Bathingin PM A
NONE OF ABOVE A
INVOLVEMENT PATTERNS
Daily contact ith efativesciose friends s.
Usualy attends church, temple, synagogue (etc.)
Finds strengthin faith u
Daily animal companion/presence v
Involved in group activities w.
NONE OF ABOVE x.
[UNKNOWN—Resident/amily unable to provide information N
SECTION AD. FACE SHEET SIGNATURES
SIGNATURES OF PERSONS COMPLETING FACE SHEET:
2. Signature of AN Assessment Coordinator Date

/hen box blank, must enter number or letter [,

| certfy that the accompanying information accurately reflects resident assessment or tracking
information for this resident and that | collected or coordinated collection of this information on the
dates specified. To the best of my knowledge, this information was collected in accordance with
lapplicable Medicare and Medicaid requirements. | understand that this information is used as a
basis for ensuring that residents receive appropriate and quality care, and as a basis for payment
from federal funds. | further understand that payment of such federal funds and continued partci-
pation in the govemment.funded health care programs is conditioned on the accuracy and truthful-
ness of s nformaton and tht  may be personaly subjet 0 o may Sutject my organizaton 10
Isubstantial criminal, civl, andlor administrative penalties for submitting false information. | aiso
(certfy that | am authorized to submit this information by this facilty on its behaf.

Signature and Title Sections

Date

b.

c.

=When letter in box, check if condition applies

MDS 20 September, 2000




Figure 2.  MDS 2.0 Form – Page 2 (Sections AB through AD)
*  Only the asterisked sections are required for authorization.

[image: image3.png]Resident

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
FULL ASSESSMENT FORM
(Status in last 7 days, unless other time frame indicated)
SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION

k1. RESIDENT
NAME

a. (First) b. (Middle Inital) c. (Last)

4. (0757

ROOM

[ 3.| ASSESS- |a. Last day of MDS observation period
MENT

e (1 L1 LTLT]
DATE
Month

Day Year

b. Original (0) or corrected copy of form (enter number of correction)

DATE OF | Date of reentry frc

@Q‘DDQ‘E@QI

EOMEEL. |Medicaidperdiem [ | Vvaperden
FORNH.

MARITAL [1.Never married 3. Widowed 5. Divorced
STATUS _ [2. Married 4. Separated

MEDICAL

mecgo | [ [ [T TTTTTTT]
NO.

CURRENT |(Biling Offic apply ir

TAY  |Vedcareperdiem |, | Seforfamiy pays orful perdiem |
il . or Medicare
part A co-payment
part B co-payment)
ICHAMPUS per diem _|e. Olher per diem

REASONS |a. Primary reason for assess
FOI R ieson aamorment e by day 14
issessment

3.] MEMORY/ [(C/

ALl |iast7days)

ABILITY | Current season o]
Lo

st [ | NONE OF ABOVE are recalled
'COGNITIVE | (Made decisions regarding tasks of daily )
SKILLSFOR
DAILY | 0. INDEPENDENT—decisions consistenteasonable
DECISION. | 1. MODIFIED INDEPENDENCE—some ifculy innow suatons
MAKING. | ‘ory
2. MODERATELY IMPAIRED—decisions poor; cuesisupervision
requi
3. SEVERELY IMPAIRED—never/rarely made decisions
[ 5. INDICATORS | (Code. Tasi 7 days,
OF
DELIRIUM— |of resident’s behaviorover this fime].
PERISDIC  |o. Befavior notpresent
DEnEs |1 Behavior present,notof recent onset
TOEREDs/ |2 Behavior present, over ast 7 days appears diferent from resident?s usual
AWANSNE hew onset or worsening)
2. EASILY DISTRACTED—(e.g., dificulty paying attenton; gets
sidetracked)

b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF
'SURROUNDINGS—{e.g., moves lips or talks to someone not
day)

. EPISODES OF DISORGANIZED SPEECH—(e.g., speech
incoherent, nonsensical,irelevant, orramumgvromsumemo
subject;loses train of thought)

d.PERIODS OF RESTLESSNESS—(e.g. fidgeting or picking at skin,
clothing, napkins, etc; frequent position changes;repefitve physical
‘movements or calling out)

e.PERIODS OF L
diffcut to arouse; e boy moverent)

1. MENTAL FUNCTION VARIES OVER THE COURSE OF THE
DAY—(eg. i

ASSESS- | 2 Annuala D : :
MENT 3. Significant change in status assessment 6| GHANGEIN [Resident skills, or ess
4 Sinicantcomecton ofprioul assessment STATUS _ [than 90 days) X
is a di 6. Discharged /0.No change 1.Improved Deteriorated
orreentry | 7. e hargos et ampas
Sme g' : k SECTION C. COMMUNICA‘“OWHEARING PATTERNS
Iy een
‘eubsator | 10.Sigrifca quarterly [1.] HEARING
MDSitems | 0. NONE OF ABOVE [ HEARSADEQUATELY—m(msI tak, TV, phone
needbe | the 1 MNIVAL DIEFICULT Y when notin et seting
completed) [>- ¢od State - EAHS IN SPECIAL SITUATIONS ONLY—speaker has to adjust
H & ity and Rt incly
3 3. HIGHLVI FHIHE fabsence of useful hearing
4 COMMUNT- |(Check all that apply during last 7 days)
5 CATION | earing aid, present and used
G o™ DG |Hearing aic, present andnotused regularly
s i NIQUES  recepl i lipreading)
o.| RESPONSI- D INONE OF ABOVE
BILTY || A 3.| MODES OF |(Check afl used by resident fo make needs known)
LEGAL I - responsible [EXPRESSION
GUARDIAN Otrerlegaloversght |, | o oo forsef Speech Sndlgestredsounds
Durable power of PO [
attorneyfealthcare |, NONE OF ABOVE express or clarify needs o
10.| ADVANCED |(For those i wtatio er
DIRECTIVES |record, checkall thataj ) Amercansignianguage | NONE OF ABOVE
Living will Feeding restrictions. e
o - NoER. |9 UNDERSTOO!
Donothospialize o, . yioes USUALLVUNDEHSmOD—dwmourty'mdmgwomsorﬁmshmg
(Organ donation Other treatment restrictions thought
L3 2. soma/m L 00D—abilty s imited
|Autopsy request .. 'NONE OF ABOVE
5 FARELYNEVER UNDERSTOOD
SPEECH e for speech n the: 2y
SECTION B. COGNITIVE PA1TERNS CLARITY |0, 1 EAR SPEECH—distinct nteigible words
1 UNCLEAR SPEECH~ sured, mumbled words
*i. (per istent i i ) 2. NO SPEECH—absence of spoken wor
1.Yes (Ifyes,skipto Section G) ABILTYTO T
MEMORY Wsca/lalwhalwasleamedarmomv) UNDER- |0 UNDERSTANDS
la. fe STAND, | 1. USUALLY UNDERSTANDS—may miss some partintent of
0.Memory OK 1.Memory problem message
2 SOMETI! ple,
lb. Long K directcommunication
0.Memory OK 1.Memory problem 3. RARELY/NEVER UNDERSTANDS
7.| CHANGE IN |Residents ability to express,understand, or hear information has
COMMUNI- since last
CATION/ " accoSemont s han cys)
|| HEARING |0.Nochange 2.Deteriorated

[~ ]=When box blank, must enter number or letter [a. |=When letter in box, check if condition applies MDS 2.0 September, 2000




Figure 3.  MDS 2.0 Form – Page 3 (Sections A through C)
* Only the asterisked sections are required for authorization.
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SECTION D. VISION PATTERNS

1.

VISION

(Ability to see in adequate light and with glasses if used)

0. ADEQUATE—sees fine detail, including regular printin
newspapers/books

1. IMPAIRED—sees large print, but ot regular printin newspapers/
books

2. MODERATELY IMPAIRED—imited vision; not able to see
newspaper headines, but can identit objects
3. HIGHLY IMPAIRED—object identification in question, but eyes
o follow objects
4. SEVERELY IMPAISED—no vision o sees only igh, colors, o
shapes; eyes do not appear to follow objects

VISUAL
ILIMITATIONS/|
PDIFFICULTIES

Side vision problems—decreased peripheral vision (€., leaves food
on one side of tray, dificulty traveling, bumps into people and objects,
misjudges placement of chair when seating self)

[Experiences any of following: sees halos or rings around ights; sees
flashes of ight; sees "curtains* over eyes

NONE OF ABOVE

VISUAL
IAPPLIANCES|

Gizsses; contacienses; magniying iass
0. No 1.Yes

Sl

ECTION E. MOOD AND BEHAVIOR PATTERNS

1.

INDICATORS
OF
DEPRES-
SION,
ANXIETY,
SAD MOOD

(Code for indicators observed in last 30 days, irespective of the
assumed cause)

0. Indicator not exhibited in last 30 days

1. Indicator of this type exhibited up to five days a week

2. Indicator of thistype exhibited daiy or almost daily (6, 7 days aweeki

VERBAL EXPRESSIONS h. Repetive health
OF DISTRESS complaints—e.g.,

. persistently seeks medical

a. Resident made negative attention, obsessive concern

statements—e.g., "Nothing ‘with body functions

‘matters; Would rather be

dead; What?s the use; . Repetiive anxious

Regrets having lived so ‘complaints/concerns (non-
health related) e.g.,
persistentl seeks attention/
reassurance regarding
schedules, meals, faundry,
dlothing, relationship issues

SLEEP-CYCLE ISSUES
. Unpleasant mood in morning|

k. Insomnia/change in usual
sleep pattern

SAD, APATHETIC, ANXIOUS
APPEARANCE

1. Sad, pained, worried facial
expressions—e.g. furowed
brows

m. Crying, tearfulness.

n.Repetitive physical
movements—e.g., pacing,

hand wringing, restlessness,
fidgeting, picking

LOSS OF INTEREST

‘0. Withdrawal from activiies of
interest—e.g., no nterestin
long standing activites or

long; Letme die”

b.Repetitive questions—e.g.,
ihere o' gor Whatco |
do?'

c. Repetive verbalizations—

e, caling outfor help,
t&anepme)

d.Persistent anger with self cr.
others—e.q., easily

annoyed, anger at
placementin nursing home

anger at care received
being with family/friends

e. Seffdeprecation—e.g.,°/
- p. Reduced social nteraction

MOOD
PERSIS-
TENCE

am nothing; | am ofno use
toanyone”
1. Expressions of what

appearto be unrealistic

fears—e.g. fearof being
(One or more indicators of depressed, sad or anxious mood were
not easily altered by attempts to “cheer up*, console, or reassure
the resident over last 7 days
0.Nomood 1. Indicatorspresent, 2. Indicators present,
indicators easiy altered noteasily attered

CHANGE
INMOOD

abandoned, leftalone,
being with others
g.Recurrent statements that

[Residents mood status has changed as compared 1o status of 90
ldays ago (or since last assessment fless than 90 days)
l0.Nochange 1.Improved 2. Deteriorated

. BEHAVIORAL|

SYMPTOMS'

‘something terrible s about
tohappen—e.q. believes
he or sheis about to die,
have a heartattack
(A) Behavioral symptom frequency in last 7 days
0. Behavior not exhibited in last 7 days
1. Behavior of tis type occurred 110 3 days in last 7 days.
2. Behavior ofthis type occurred 410 6 days, but less than daily
3. Behavior of this type occurred daily
(B) Behavioral symptom alterability in last 7 days
0. Behavior not present OR behavior was easily attered
1. Behavior was not easily altered
2 WANDERING (moved with no rational purpose, seemingly
oblivious to needs or safety)

b.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
were threatened, screamed at, cursed at)

. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
werehit, shoved, scratched, sexually abused)

d.SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL
'SYMPTOMS (made disruptive sounds, noisiness, screaming,
self-abusive acts, sexual behavior or disrobing in public,
smeared/threw food/feces, hoarding, rummaged through others?)
belongings)

©. RESISTS CARE (resisted taking medications/ injections, ADL

(A) (B)

assistance, or eating)

Numeric Identifier

5. CHANGE IN | Resident's behavior status has changed as compared to status of 90 I
BEHAVIORALdays ago (orsince last assessment fles than 80 days)
'SYMPTOMS |0. Nochange 1.Improved 2.Deteriorated
SECTION F.PSYCHOSOCIAL WELL-BEING
1.] SENSE OF |Atease interacting with others &
INITIATIVE/ | At ease doing planned or structured activities b.
INVOLVE- N
MENT | Atease doing self-iitiated activities c.
Estabiishes own goals o
Pursues involvementin lfe of facilty (e.g., makes/keeps friends; f—
involved in group activites; responds positively to new activies;
assists at religious services) |-
| Accepts invitations into most group activities 1
NONE OF ABOVE o.
2.|UNSETTLED |Covervopen conflict with or repeaed criticism of staff la.
RELATION- |Unhappy with roommate b,
Unhappy with residents other than roommate c.
|Openly expresses conflictanger with family/riends n
|Absence of personal contact with family/friends e.
Recentloss of close family memberfriend It
Does not adjust easily to change in routines la.
NONE OF ABOVE h.
3. |PAST ROLES| Strong identiication with past roles and ffe status. .
[Expresses sadness/anger/empty feeling over lost roles/status u‘
Resident perceives that daily routine (customary routine, activities) is
|very different from prior pattern in the community .
INONE OF ABOVE o

SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS

%

(A) ADL SELF-PERFORMANCE—(Code for resident's PERFORMANCE OVER.
'SHIFTS during last 7 days—Not inclucing setup)

INDEPENDENT—No help or oversight —OR— Help/oversight provided only 1
during last 7 days

o.

1 or 2 times during last 7 days
LIMITED ASSISTANCE—Resident highly involved in activity;received physical

~

R—More help provided only 1 or 2 times during last 7 days

period, help of following type(s) provided 3 o more times:
—Weight-bearing support
— Fullstaff performance during part (but not ll) of last 7 days

4. TOTAL DEPENDENCE—Fullstaff performance of activity during entire 7 days
8. ACTIVITY DID NOT OCCURduring enire 7 days

SUPERVISION—Oversight, encouragement or cueing provided 3 or more times duri
last7 days —OR— Supervision (3 or more imes) plus physical assistance provided ont

%u»ded maneuvering of limbs or other nonweight bearing assistance 3 or more times —

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

ALL

or2times|

helpin

(B) ADL SUPPORT PROVIDED— Code for MOST SUPPORT PROVIDED
OVER ALL SHIFTS during last 7 days; code regardless of resident’s self-
performance classification)

No setup or physical help from staff

Setup help only

One person physical assist 8. ADL activity itself did not
Twor persons physical assist occur during entire 7 days

]

SUPPORT

BED__[How resident moves to and from lying position, turns side 1o side,
MOBILITY |and positions body while in bed

.| TRANSFER

[How resident moves between surtaces—to/from: bed, chair,
wheelchair, standing position (EXCLUDE toffrom batfvtoiet)

WALK IN

Room . |How resident walks between locations in hisher room

WALK IN

CORRIDOR | oW resident walks in corridor on unit

LOCOMO-
TION
ONUNIT

[How resident moves between locations in his/her room and
ladjacent corridor on same floor. If in wheelchair, seff-sufficiency
lonce in chair

LOCOMO-
TION
OFFUNIT

How resident moves to and returns from off unit locations (e.g.,
lareas set aside for dining, activies, or treatmens). I facility has
lonly one floor, how resident moves to and from distant areas on
the floor.Ifin wheelchair, self-suffciency once in chair

.| DRESSING

[How resident puts on, fastens, and takes offall items of street
clothing, including donning/removing prosthesis

EATING | How resident eats and drinks (regardless of skil). Includes intake of
nourishment by other means (e.q., tube feeding, total parenteral

nutrition)

i.| TOILET USE

[How resident uses the toiet room (or commode, bedpan, urinal);
{transfer on/of toile, cleanses, changes pad, manages ostomy or
|catheter, adjusts diothes

.| PERSONAL

How resident maintains personal hygiene, including combing har,
orustingtocth shaving, ppling malcup, wasting/dning ace,
hands, and perineum (EXCLUDE baths and showers)

HYGIENE

MDS 2.0 September, 2000




Figure 4.  MDS 2.0 Form – Page 4 (Sections D through G-1)
* Only the asterisked sections are required for authorization.
[image: image5.png]Resident.

Numeric Identif

ifier

.| BATHING |How resident akes ful-body batvshower, sponge bath, and 3. [APPLIANCES|Any scheduled tolleting plan Did not use tolet roomy.
ransers infout of tubishower (EXCLUDE washing of back and hair) AND commodelurinal 3
Code for most dependent in self-performance and support. PROGRAMS |Bladder retraining program
(A) BATHING SELF-PERFORMANCE codes appear below » ®) b. Pads/briefs used 3
External (condom) catheter Enemasimigat N
0. Independent—No help provided nemas/inigation J
1. Supervision—Oversight help only Indwelliing catheter o Ostomy present i
2. Physical help limited to transfer only Intermittent catheter e. NONE OF ABOVE
3. Physical help in part of bathing activity k4| CHANGE IN | Residents urinary continence has changed as compared o status of
4. Total dependence ugg:#:v 90 days ago (or since last assessment ifless than 90 days).
8. Activity itself did not occur during entire 7 days NENCE |0.Nochange 1.Improved 2. Deteriorated
(Bathing support codes are as defined in Item 1, code B above)
TESTFOR |(Code for abillty during test in the last 7 aays) SECTION I. DISEASE DIAGNOSES
BALANCE |0 paintained position as required intest Check only those diseases that have a relationship 1o current ADL Stalus, Cogniive status,
|1 Unsteady, but able to rebalance self without physical support mood and behavior status, medical treatments, nursing monitoring, or risk of death. (Do not st
(seeﬂalnll"! 2. Partial physical support during test, inactive diagnoses)
manual) or stands (sits) but does not follow directions for test k.| DISEASES [(f none apply, CHECK the NONE OF ABOVE box) -
3. Not able to attempt test without physical help HemiplegialH .
'a. Balance while standing [ENDOCRINE/METABOLIC/ lemiplegia/Hemiparesis v
INUTRITIONAL Muttiple sclerosis w.
Ib. Balance while sitting—position, trunk control Pl
2. FUNCTIONAL| (Code for limitations during last 7 days that interfered with daily functions or [Disbetes melitus 2. raplegia x
LIMITATION | placed resident at risk of injury) Hyperthyroidism b, | Parkinson's disease v
IN RANGE OF|(A) RANGE OF MOTION (B) VOLUNTARY MOVEMENT Quadriplegia
MOTION  |0. Nolimitation 0. Noloss Hypothyroidism R o £
1. Limitation on one side 1. Partialloss HEART/CIRCULATION eizure disorder a2
(see (ralnllng 2. _Limitation on both sides 2. Fullloss A (8) |Arteriosclerotic heart disease Transientischemic attack (TIA) | b,
manual) - [z, Neck (ASHD) 4| Traumatic brain injury
b. Arm—Including shoulder or elbow (Cardiac dysthythmias e, PSYCHIATRIC/MOOD -
c. Hand—Including wrist o fingers (Congestive heart failure: A Aniety isorder »
d. Leg—Including hip or knee Deep vein thrombosis & | Depression o
e. Foot—Inciuding ankle or toes Hypertension oo Waric dopression (opolar
1. Other imitation o loss Hypotension disease) .
K 5.| MODES OF |(Checkall that apply during last 7 days) || [Peripheral vascular disease Schizophrenia
LOCOMO- | Canefwalkercrutch | Wneelchairprimarymodeof |, [Other cardiovascular disease: PULMONARY
Wheeled self b, locomotion muscutosketeal [ Astma
Other person wheeled .| NONE OF ABOVE e |Arthritis L Emphysema/COPD
% 6.| MODES OF |(Checkall that apply during last 7 days) Hip fracture m. SENSORY
TRANSFER |geqtastallor mostoftime [ | Litedmecharically . Missing mb (e.g., amputation)n. _| Cataracts
Bed ails used for bed mobilty| Transfer aid (e.g., side board, [Osteoporosis o. | Diabeticretinopathy
lor transfer b. | trapeze, cane, walker, brace) e. [Pathological bonefracture  [p._| Glaucoma
Lifted manually .. |NonEOF aBOVE :IE;’“D‘-:"Z'C‘L i Macular degeneration
7.] _TASK__|Some or allof ADL activities were broken into subtasks during fast 7 I zhemers disease 4 OTHER
'SEGMENTA- | days so that resident could perform them |Aphasia r Allergies
TION |0.No 1.Yes Cerebral palsy s | Anemia
8 ADL |Resident believes he/she is capable of increased independence in at J—
[FUNCTIONAL east some ADLS a aarmorpvasaular aocident Canoer
REHABILITA-| t Renalfailure
TION |Direct care staffbelieve residentis capable of increased independence |, Dementia otherthan NONE OF ABOVE
POTENTIAL in atleastsome ADLs |Alzheimer's disease u
[Resident able to perform tasks/activity but s very slow c. 2.{INFECTIONS |(If none apply, CHECK the NONE OF ABOVE box)
Difference in ADL Seff-Performance or ADL Support, comparing Antibiotic resistantinfection Septicemia
mornings to evenings L (eg. Methicilinresistant |5, | Sexually transmitted diseases [n,
NONE OF ABOVE staph) Tuberculosis "
R i
'9.| CHANGE IN | Resident's ADL self-performance status has changed as compared - Clostridium difficle (c. dif)
ADL - toiatus of 0 days ago (or since las assessment e than 90 Conjunctivitis e 32;: vy ractiniecion n ast30],
FUNCTION |days)
0. No change 1.Improved 2. Deteriorated HIV infection d.__|Viral hepatitis k
Pneumonia e. Wound infection 1.
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection 1 NONE OF ABOVE m.
1.[CONTINENCE SELF-CONTROL CATEGORIES %s.| orher
(Code for resident's PERFORMANCE OVER ALL SHIFTS) CURRENT |* L1l Jel |
‘OR MORE
0. CONTINENT—Complete control fincludes use of indwelling urinary catheter or ostomy BETALED | L1 1 lel |
device that does not leak urine or stool] DIAGNOSES | . Ll el 1
ANDICD-9
1. USUALLY CONTINENT—BLADDER, incontinent episodes once a week or less; CODES Ll | lel |
L 1

BOWEL, less than weekly

(OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not daily;

BOWEL, once a week

FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but some

control present (e.g., on day shity BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multple daily episodes;
BOWEL, all (or almost all) of the time
k.| BOWEL | Control of bowel movement, with appliance or bowel continence ||
CONTI- [programs, if employed
NENCE
.| BLADDER | Controlof urinary bladder funcion (f dribbles, volume insuffcient to
CONTI- | soakthrough underpants), with appliances (6.g.,foley) or continence
NENCE | programs, if employed
2. BOWEL _|Bowel elimination pattern Diarthea .
ELIMINATION| reguiar—atleast one a 2
PATTERN | movement every three days Fecalimpaction d.
Constipation N NONE OF ABOVE ..
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SECTION J. HEALTH CONDITIONS

%

PROBLEM
ICONDITIONS|

(Check all problems present n last 7 days unless other time frame is

indicatec)

INDICATORS OF FLUID
STATUS

[ Weight gain or loss of 3 or

DizzinessVertigo
Edema
Fever

more pounds withina 7 day Hallucinations
period Internal bleeding
inabilty o e flat due to

Dehydrated; output exceeds
input

Insufficient fiuid; did NOT
lconsume allalmost all liquids
provided during last 3 days

OTHER
Delusions

Shortness of breath
Syncope (fainting)
Unsteady gait
\Vomiting

NONE OF ABOVE





Figure 5.  MDS 2.0 Form – Page 5 (Sections G-2 through J-1)
* Only the asterisked sections are required for authorization.

[image: image6.png]Resident.

Numeric Identif

ifier

.| BATHING |How resident akes ful-body batvshower, sponge bath, and 3. [APPLIANCES|Any scheduled tolleting plan Did not use tolet roomy.
ransers infout of tubishower (EXCLUDE washing of back and hair) AND commodelurinal 3
Code for most dependent in self-performance and support. PROGRAMS |Bladder retraining program
(A) BATHING SELF-PERFORMANCE codes appear below » ®) b. Pads/briefs used 3
External (condom) catheter Enemasimigat N
0. Independent—No help provided nemas/inigation J
1. Supervision—Oversight help only Indwelliing catheter o Ostomy present i
2. Physical help limited to transfer only Intermittent catheter e. NONE OF ABOVE
3. Physical help in part of bathing activity k4| CHANGE IN | Residents urinary continence has changed as compared o status of
4. Total dependence ugg:#:v 90 days ago (or since last assessment ifless than 90 days).
8. Activity itself did not occur during entire 7 days NENCE |0.Nochange 1.Improved 2. Deteriorated
(Bathing support codes are as defined in Item 1, code B above)
TESTFOR |(Code for abillty during test in the last 7 aays) SECTION I. DISEASE DIAGNOSES
BALANCE |0 paintained position as required intest Check only those diseases that have a relationship 1o current ADL Stalus, Cogniive status,
|1 Unsteady, but able to rebalance self without physical support mood and behavior status, medical treatments, nursing monitoring, or risk of death. (Do not st
(seeﬂalnll"! 2. Partial physical support during test, inactive diagnoses)
manual) or stands (sits) but does not follow directions for test k.| DISEASES [(f none apply, CHECK the NONE OF ABOVE box) -
3. Not able to attempt test without physical help HemiplegialH .
'a. Balance while standing [ENDOCRINE/METABOLIC/ lemiplegia/Hemiparesis v
INUTRITIONAL Muttiple sclerosis w.
Ib. Balance while sitting—position, trunk control Pl
2. FUNCTIONAL| (Code for limitations during last 7 days that interfered with daily functions or [Disbetes melitus 2. raplegia x
LIMITATION | placed resident at risk of injury) Hyperthyroidism b, | Parkinson's disease v
IN RANGE OF|(A) RANGE OF MOTION (B) VOLUNTARY MOVEMENT Quadriplegia
MOTION  |0. Nolimitation 0. Noloss Hypothyroidism R o £
1. Limitation on one side 1. Partialloss HEART/CIRCULATION eizure disorder a2
(see (ralnllng 2. _Limitation on both sides 2. Fullloss A (8) |Arteriosclerotic heart disease Transientischemic attack (TIA) | b,
manual) - [z, Neck (ASHD) 4| Traumatic brain injury
b. Arm—Including shoulder or elbow (Cardiac dysthythmias e, PSYCHIATRIC/MOOD -
c. Hand—Including wrist o fingers (Congestive heart failure: A Aniety isorder »
d. Leg—Including hip or knee Deep vein thrombosis & | Depression o
e. Foot—Inciuding ankle or toes Hypertension oo Waric dopression (opolar
1. Other imitation o loss Hypotension disease) .
K 5.| MODES OF |(Checkall that apply during last 7 days) || [Peripheral vascular disease Schizophrenia
LOCOMO- | Canefwalkercrutch | Wneelchairprimarymodeof |, [Other cardiovascular disease: PULMONARY
Wheeled self b, locomotion muscutosketeal [ Astma
Other person wheeled .| NONE OF ABOVE e |Arthritis L Emphysema/COPD
% 6.| MODES OF |(Checkall that apply during last 7 days) Hip fracture m. SENSORY
TRANSFER |geqtastallor mostoftime [ | Litedmecharically . Missing mb (e.g., amputation)n. _| Cataracts
Bed ails used for bed mobilty| Transfer aid (e.g., side board, [Osteoporosis o. | Diabeticretinopathy
lor transfer b. | trapeze, cane, walker, brace) e. [Pathological bonefracture  [p._| Glaucoma
Lifted manually .. |NonEOF aBOVE :IE;’“D‘-:"Z'C‘L i Macular degeneration
7.] _TASK__|Some or allof ADL activities were broken into subtasks during fast 7 I zhemers disease 4 OTHER
'SEGMENTA- | days so that resident could perform them |Aphasia r Allergies
TION |0.No 1.Yes Cerebral palsy s | Anemia
8 ADL |Resident believes he/she is capable of increased independence in at J—
[FUNCTIONAL east some ADLS a aarmorpvasaular aocident Canoer
REHABILITA-| t Renalfailure
TION |Direct care staffbelieve residentis capable of increased independence |, Dementia otherthan NONE OF ABOVE
POTENTIAL in atleastsome ADLs |Alzheimer's disease u
[Resident able to perform tasks/activity but s very slow c. 2.{INFECTIONS |(If none apply, CHECK the NONE OF ABOVE box)
Difference in ADL Seff-Performance or ADL Support, comparing Antibiotic resistantinfection Septicemia
mornings to evenings L (eg. Methicilinresistant |5, | Sexually transmitted diseases [n,
NONE OF ABOVE staph) Tuberculosis "
R i
'9.| CHANGE IN | Resident's ADL self-performance status has changed as compared - Clostridium difficle (c. dif)
ADL - toiatus of 0 days ago (or since las assessment e than 90 Conjunctivitis e 32;: vy ractiniecion n ast30],
FUNCTION |days)
0. No change 1.Improved 2. Deteriorated HIV infection d.__|Viral hepatitis k
Pneumonia e. Wound infection 1.
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection 1 NONE OF ABOVE m.
1.[CONTINENCE SELF-CONTROL CATEGORIES %s.| orher
(Code for resident's PERFORMANCE OVER ALL SHIFTS) CURRENT |* L1l Jel |
‘OR MORE
0. CONTINENT—Complete control fincludes use of indwelling urinary catheter or ostomy BETALED | L1 1 lel |
device that does not leak urine or stool] DIAGNOSES | . Ll el 1
ANDICD-9
1. USUALLY CONTINENT—BLADDER, incontinent episodes once a week or less; CODES Ll | lel |
L 1

BOWEL, less than weekly

(OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not daily;

BOWEL, once a week

FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but some

control present (e.g., on day shity BOWEL, 2-3 times a week

4. INCONTINENT—Had inadequate control BLADDER, multple daily episodes;
BOWEL, all (or almost all) of the time
k.| BOWEL | Control of bowel movement, with appliance or bowel continence ||
CONTI- [programs, if employed
NENCE
.| BLADDER | Controlof urinary bladder funcion (f dribbles, volume insuffcient to
CONTI- | soakthrough underpants), with appliances (6.g.,foley) or continence
NENCE | programs, if employed
2. BOWEL _|Bowel elimination pattern Diarthea .
ELIMINATION| reguiar—atleast one a 2
PATTERN | movement every three days Fecalimpaction d.
Constipation N NONE OF ABOVE ..
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SECTION J. HEALTH CONDITIONS

%

PROBLEM
ICONDITIONS|

(Check all problems present n last 7 days unless other time frame is

indicatec)

INDICATORS OF FLUID
STATUS

[ Weight gain or loss of 3 or

DizzinessVertigo
Edema
Fever

more pounds withina 7 day Hallucinations
period Internal bleeding
inabilty o e flat due to

Dehydrated; output exceeds
input

Insufficient fiuid; did NOT
lconsume allalmost all liquids
provided during last 3 days

OTHER
Delusions

Shortness of breath
Syncope (fainting)
Unsteady gait
\Vomiting

NONE OF ABOVE





Figure 6.  MDS 2.0 Form – Page 6 (Sections J-2 through N-4)
* Only the asterisked sections are required for authorization.

[image: image7.png]Resident

Numeric Identifier

SECTION M. SKIN CONDITION

1.1%1025%
2.26%1050%
lb. Code the average fluid intake per day by IV ortube n last 7 days

0.None 3.1001 10 1500 cciday
1.110500 co/day 4.1501 to 2000 cc/day

4.76%10100%

| PAIN__[(Code the highest level of pain present i he last 7 days) | ULCERs |(Recordhe rumber o cers atcach e Sge—egardess o |5 S
SYMPTOMS | L o UENCY with which INTENSITY of pain Gause. Ifnone present ata stage, record ‘0" (zero). Code all that apply | £ &
g (Duetoany |during last 7 days. Code 9= of more.) [Requires full body exam.] | §@
plains or 1. Mild pain cause) 25
hows evidence of
shows evidence of pain 2. Moderate pain 2. Slage 1. A persistent area of skin redness (without a break in the
0.No pain (skip to J4) skin) that does not disappear when pressure is relieved.
1. Pain less than daily 3. Times when pain is —
- horrble or excruciating b.Stage 2. A partial thickness loss of skin ayers that presents
2. Pain dally ciically as an abrasion, bister, or shallow crater
3| PAINSITE |(Fpain present, checkall sites that apply i last 7 days) . Stage 3. Afullthickness of skin s lost, exposing the subcutaneous I
Back pain o] Incisional pain n fissues - presents as a deep crater wih or without
Bone pain b | Jointpain (other than hip) undermining adjacent tissue. —
Crestpain whie dong usual Softtissue pain (e.g. lesion, e 4. e renn, o cUAane0us issus s ast,
actvities e | muscle)
TYPE OF | (Foreach type of ucer, code for the highest stage in the last 7 days|
Headache d | Stomach pain ULCER | usingscale initem Mi—ie., O=none; stages 1, 2, 3, 4)
Hip pain Other
a. Pressure ulcer—any lesion caused by pressure resulting in damage
k4| ACCIDENTS [ (Check il that apply) | of underlying tissue
Fellin past 30 days s | Hipfracture in last 180 days b Stasis ulcer—open lesion caused by poor circulation in the lower ]
Follinpast31-180days |, | Otherfracturein last 180 days |a. extemnities
M NONE OF ABOVE o. 3.| HISTORY OF | Resident had an uicer that was resolved or cured in LAST 90 DAYS I
5.| STABILITY [Condiionsidiseases make resident?s cognite, ADL, mood or benavior RESOLVED
OF _|patterns unstable—{(fluctuating, precarious, or deferiorating) a. ULCERS [0.No 1.Yes
[PONDITIONS cigont experioncing an acute episode ora fare-up of a recurentor |, (OTHER SKIN (Check al that apply during last 7 days) |
chronic problem g;lo_gls-ﬁmss Abrasions, bruises a.
End-stage disease, 6 or fewer months to ive o PRESENT | Bums (second or third degree) b,
INONE OF ABOVE « (Openlesions other than ulcers, rashes, cuts (e.g. cancerlesions) [
Rashes—e.g. inertrigo, eczema, drugrash, heat rash, herpes zoster [d.
| Skin desensitized to pain or pressure e.
SECTIONK. ORALINUTRITIONAL STATUS Siintearsorcuts (ther than surgery) .
1. _QRAL _|Chevingproblem o Surgical wounds
PROBLEMS |Swallowing problem b O O ABOVE <
p,
Mouth pain o.
K5 SKIN | (Checkallthat apply during last7 days) |
ZONEa ‘?F) *:’E?:f __ T o TREAT | Pressurerlieing dvie(s) forchr a
2.| HEIGHT |Record (a) heightin inches and (b, welght in pounds. Base weight on most
AND recent measure in last 30 days; measure weight consistently in accord with Pressure relieving device(s) for bed b.
WEIGHT [standard facilty practice—e.g.,in .. after voding, before mel, with shoes Turning/repositoning program e
off, andin nightclothes Nutrifon or hydration inervention to manage skin problems a
a.ur ) b.wi () Ulcer care o.
*s. Y a.;’;:xgm 1055—5 % or more in ast 30 days; or 10 % or more n last Surgical wound care A
ays .
v Application of dressings (with or without topical medications) other thy
0.No 1.Yes 1o foet
. Weight gain—S % or more i last 30 days; or 10 % ormore in ast. | 2
180days Application of ointments/medications (other than to feet) h
0.No 1.Yes Other preventative or protective skin care (other than to feet) i
4. NUTRI- |Complains about the taste of Leaves 25% or more of food NONE OF ABOVE .
TIONAL  [many foods uneaten at most meals 6| Foor |(Checkallthat apply during last 7 days)
PROBLEMS |2 quiaror repetve NNONE OF ABOVE "A’;‘%E“:-:;"ES Resident has one or more foot problems—e.g., corns, callouses,
|complaints of hunger b. bunions, hammer toes, overlapping toes, pain, structural problems |,
5| NUTRE |(Checkall that apply in last 7 days) | ] Infection of the foot—e.g., celluiis, purulent drainage N
Apﬂggﬁ}gﬂ_ ParenterallV a. Dietary supplement between Open lesions on the foot .
ES  |Feedingtube R - Nails/calluses timmed during last 90 days n
Mechanically altered diet Plate guard, stabilized built-up Received preventative or protective foot care (.g., used special shoes,|
3 utensil, etc. " inserts, pads, toe separators) e.
Syringe (oral feeding) 4| Onaplannedweightchange o Application of dressings (with or without topical mediications)
Therapeutic diet program h NONE OF ABOVE s
NONE OF ABOVE
ENTERAL|(SKkip fo Section L if nefther 5a nor 5b is checked)
R ENTERAL] A SECTION N.ACTIVITY PURSUIT PATTERNS
la. Code the proportion oftotal calories the resident received through e
INTAKE ™ o renteral or tube feedings in the last 7 days 1] TIME_|(Checkappropriate time periods over last 7 days)
B:None 3 51% 10.75% AWAKE  |Resident awake allor mos of ime (.., niaps no more than one hour

per time period) in the:
Morning

|Afternoon

1 Evening

b,

NONE OF ABOVE

(i resident is comatose, skip to Section O)

2501 to 1000 coday 52001 o more oeiday 2] AV]E_ITﬂAEGE (When awake and not receiving treatments or ADL care)
INVOLVED IN |0. Most—more than 2/3 of time 2. Little—less than 1/3 of time
ACTIVITIES |1. Some—irom 1/3t023oftime 3. None
SECTION L. ORAL/DENTAL STATUS 3. |PREFERRED |(Check all settings in which activiles are preferred)
1.] _ORAL | Debris (soft, easily movable substances) present in mouth prior to ACTIVITY _ (Own room o
STATUS AND | going to bed at night a. SETTINGS (Do /aciivty room o Outside facilty
PR‘E@EQ%%N Has dentures o removable bridge b. Inside NH/off unit c. NNONE OF ABOVE
‘Somefall natural teeth lost—does not have or does not use dentures 2| GENERAL |(Check all PREFERENCES whether or not activity fs currently
(or partial plates) e. ACTIVITY |avaiable to resident) Trips/shoppin
PREFER- | Cardslothergames  [a peshopping
Broken, loose, o carious teeth 4 ENCES | omrons : . Walkingwheeling outdoors
Inflamed gums (gingiva); swollen or bleeding gums; oral abcesses; (adapted to b
Infemed gurs (ginghva) 99 N adapted!o | ¢ erciselsports o] Watching TV
Dyl etvdont iy mouth dont current | Music o Gardening or plants
aily cleaning of teethvdentures or daily mouth care—by residentor it 3
Daly g ly t abilties) | e adingwriing . Talking or conversing
NONE OF ABOVE o Spiritualreligious Helping others
activites i3 NONE OF ABOVE

._r._,v;r Fgl . gp.

m.
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Figure 7.  MDS 2.0 Form – Page 7 (Sections N-5 through R)
* Only the asterisked sections are required for authorization.

[image: image8.png]Numeric Identifier

SECTIONV. RESIDENT ASSESSMENT PROTOCOL SUMMARY

Resident's Name: Medical Record No.:
1. Check if RAP is triggered.

2. For each triggered RAP, use the RAP guidelines to identify areas needing further assessment. Document relevant assessment information
regarding the resident's status

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

* Documentation should support your decision-making regarding whether to proceed with a care plan for a triggered RAP and the type(s)
of care plan interventions that are appropriate for a particular resident.
* Documentation may appear anywhere in the clinical record (e.g., progress notes, consults, flowsheets, etc.).
3. Indicate under the Location of RAP ment Documentation column where information related to the RAP assessment can be found.
4. For each triggered RAP, indicate whether a new care plan, care plan revision, or continuation of current care plan is necessary to address

the problem(s) identified in your assessment. The Care Planning Decision column must be completed within 7 days of completing the RAI
(MDS and RAPs).

(b) Care Planning|
Decision—check
(@) Check if| Location and Date of if addressed in
A.RAP PROBLEM AREA triggered | RAP Assessment Documentation care plan

1. DELIRIUM

2. COGNITIVE LOSS

3.VISUAL FUNCTION

4. COMMUNICATION

5. ADL FUNCTIONAL/
REHABILITATION POTENTIAL

6. URINARY INCONTINENCE AND
INDWELLING CATHETER

7.PSYCHOSOCIAL WELL-BEING
8.MOOD STATE

9. BEHAVIORAL SYMPTOMS

10. ACTIVITIES

11.FALLS

12. NUTRITIONAL STATUS

13. FEEDINGTUBES

14. DEHYDRATION/FLUID MAINTENANCE
15. DENTAL CARE

16. PRESSURE ULCERS

17.PSYCHOTROPIC DRUG USE

18. PHYSICAL RESTRAINTS

B. — —
1. Signature of RN Coordinator for RAP Assessment Process 2. Monh Day Year

3. Signature of Person Completing Care Planning Decision 4. Month Day Year
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[image: image9.png]RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

Key: . . ) S
‘@ = One item required to trigger é‘f
=Two items required to trigger &
% = One of these three items, plus at least one other item )
required to trigger ) g
@®=When both ADL triggers present, maintenance takes </ 0/ & éf
precedence 2 § &/ &
S A
Proceed to RAP Review once triggered S fg, &/ 5/ /s K /&
A I e Y
/&) gg‘g & 657 /e ISIES 5/S/S/e/S/8/E
s f &/$/ 8 § N 5 3@ &/, g &F/8/e/&
8 ; § 2/8 &
MDS ITEM cove /&) ig o§ S//S /e éé? f «§ $ Qf:‘g $ /&)
[B2a [Short term memory il D) B2a
B2b |Long term memory i ° B2b
B4 Decision making 123 ° B4
B4 Decision making 3 D B4
B5a to BsfIndicators of delirium 2 D D B5a to BS
3 (Change in cognitive status 2 ° D 86
C1 Hearing 123 ° =]
C4 Understood by others 123 ° c4
3 Understand others 123 ° ° C6
c7 (Change in communication 2 o c7
D1 Vision 123 D D1
D2a___|Side vision problem v D D2a
|E1a to E1p|Indicators of depression, anviety, sadmood |1,2 [ EtatoElp
Ein__|Repetitive movement 12 D Ein
Efo | Withdrawal from activities 12 ° Elo
E2 [Mood persistence 12 ° E2
E3 Change in Mood 2 ° ° E3
E4aA__|Wandering 123 ° EdaA
|EdaA - E4eA | Behavioral symptoms 123 o [EdaA - EdeAl
E5 (Change in behavioral symptoms [1 ° E5
E5 (Change in behavioral symptoms |2 ] ] ES5
Fid Establishes own goals v ° Fid
F2a to F2d | Unsettied refationships v ° F2ato F2
F3a___|Strongid. past roles v ° F3a
Fab _ |Lostroles v ° F3b
Fac Daily routine different v ° Fac
G1aA - G1jA |ADL self-performance 12,34 Y G1aA - GTjA
[GlaA__|Bed mobilty 2348 ° GlaA
G2A___|Bathing 1234 ° G2A
[G3b___[Balance while siting 123 ° G3b
G6a___|Bedfast i ° Géa
G8ab__|Resident, staff believe capable |’ ° Géab
Hfa___|Bowelincontinence 1234 ° Hia
Hib__[Bladder incontinence 234 ° Hib
H2b _|Constipation 4 ° H2b
H2d Fecal impaction v [ Had
Hacde [Catheter use 4 o Hacde
[H3g |Use of pads/briefs 4 ° Hag
(i Hypotension 4 ° i
1] Peripheral vascular disease | ° 1
Ilee |Depression i ° Tee
I1ji Cataracts v ° ji
(i Glaucoma 4 ° i
12] uTl v ° 12
13 Dehydration diagnosis 2765 D 13
lJ1a Weight fluctuation v [ ] Jla
Jic Dehydrated i ° Jic
u1d Insufficient fiuid v ° Jid
J1F Dizziness i ° ° Jif
NI Fever v ° Jih
NI Hallucinations 4 o Jii
011 Internal bleeding v ° Jj
1K Lung aspirations 4 ° Jik
UIm— [Syncope v o Jim
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Figure 9.  MDS 2.0 Form – Page 10 (RAP Trigger Legend for Revised RAPS, Page 1)
* Only the asterisked sections are required for authorization.

[image: image10.png]RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

One item required to trigger
=Two items required to trigger

required to trigger
precedence

% = One of these three items, plus at least one other item

@>=When both ADL triggers present, maintenance takes

Proceed to RAP Review once triggered

MDS ITEM CODE
I Unsteady gait D Jin
Jdab|Fell 4 ° [] Jdab
Jac Hip fracture v ° [Jac
Kib [Swallowing problem v () Kib
Kic [Mouth pain 4 ° Kic
K3a |Weight loss 1 [ K3a
Kda [Taste alteration v [ Kda
Kac Leave 25% food v Kdc
Ksa Parenteral1V feeding v ° ° K5a
K5 [Feeding tube 4 ° o K5b
K5¢ Mechanically altered v ° K5¢
K5d [Syringe feeding v [ K5d
K5 [Theraputic diet v ° Kse
L1acd,e [Dental Y [ Liacdel
Lif [Daily cleaning teeth [Not/ ° Lif
M2a |Pressure ulcer 234 ° M2a
M2a |Pressure ulcer 1234 L] M2a
M3 [Previous pressure ulcer 1 [ M3
Mde Impaired tactile sense v [ ] Mde
N1a [Awake moming v 2} N1a
N2 Involved in activities o [2} N2
N2 Involved in activities 23 o N2
N5ab [Prefers change in daily routine 1,2 ° IN5a,b
O4a __ |Antipsychotics 17 * Od4a
04b |Antianxiety 17 Y * O4b
Odc [Antidepressants 17 ° * O4c
Ode [Diuretic 1-7 (] O4e
Pac [Trunk restraint 12 (] @ |Pdc
Pdc [Trunk restraint 2 ] Pdc
P4d |Limb restraint 12 @ [P4d
Pde [Chair prevents rising 1.2 @ |Pde

MDS 2.0 September, 2000




Figure 10.  MDS 2.0 Form – Page 11 (RAP Trigger Legend for Revised RAPS, Page 2)
* Only the asterisked sections are required for authorization.

[image: image11.png]MDS QUARTERLY ASSESSMENT FORM

Numeric Identi

ifier

~kfA1.] RESIDENT E1.[INDICATORS [VERBAL EXPRESSIONS SLEEP-CYCLEISSUES |l
NAME ) oedhs. [0 DSTRESS . Unpleasantmood inmorming
a. (First) b. (Middle Initial) c.(Lash) d. (/S SION, |t Expressions of what k. Insomnia/change in usual
A2.[_ROOM ANXIETY, | appeartobe unrealistic sleep pattemn
NUMBER SADMOOD | fears—e.g. fearof being
(cont) | abandoned; leftalone, SAD, APATHETIC, ANXIOUS
A3.| ASSESS- |a. Lastday of MDS observation period being with others
MENT 9. Recurrent statements that I. Sad, pained, worried facial
REFERENCE| — —| something terible s about ‘expressions—e.g. furrowed
DATE Morth Year fohappen—e.. believes brows
Day he or sheis abolt to die, m. Crying, tearfuiness
b. Original (0) or corrected copy of form (enter number of correction) have a heart attack . Repetiive physica
|Ada| DATEOF | Date of reentry from most recent temporary discharge to a hospital in h. Repetitive health movements—e.g., pacing,
REENTRY | last 90 days (or since last assessment or admission f less than 90 days) complaints—e., hand wringing, restiessness,
ety ek ool [ K5 By
_ _ concern with body LOSS OF INTEREST
functions it .
0. Withdrawal from activiies of
[ Day Year 1. Repetiive anxious interest—e.g., nointerestin
[A6.| MEDICAL complaints/concerns (non- long standing activiies or
RECORD health elated) e.g, being with family/fiends
NO. m’zgﬂ%g%ﬁs 'dmegmwn/ . Reduced social interaction
B1.| COMATOSE | (Positentvegetatve tateo discernize canscousness)
schedules, meals, laundry,
‘; S — ”;dvesk (Skip to Section G) Clothing, relationship issués
(B2 MEMORY (Recallofwhatwas fearnad orkrowm [E2.| MOOD _[One or more indicators of depressed, 5ad o anious mood were
la. Short-term memory OK—seems/appears to recall ater & minutes PERSIS- [not easily altered by attempts to "cheer up", console, or reassure
0.Memory OK 1.Memory problem TENCE [the resident over last 7 days
0.Nomood 1. Indicators present, 2 Indicators present,
b LI)-OG%":‘;:" emory Ofﬁée:g‘s/amgr; torecalllong past indicators __easily altered not easily altered
il 4l E4.BEHAVIORAL|(A) Behavioral symplom frequency in last 7 days
B4.| COGNITIVE | (Made decisions regarding tasks of daily fe) SYMPTOMS | 0. Behavior not exhibited inlast 7 days
SKILLSFOR 1. Behavior of this type occurred 1 10 3 days in last 7 days
DAILY | 0. INDEPENDENT—decisions consistentireasonable 2. Behavior of this type occurred 4 to 6 days, but less than daily
Dl\ig:alNOGN- 1 M?D/F/ED INDEPENDENCE—some difficulty in new situations 3. Behavior of this type occurred daily
ont
2 MODERATELY IMPAIRED—decisons poor;cuesisupervision (B) Behavioral symptom alterability in last 7 days
required 0. Behavior not present OR behavior was easily atered
3. SEVERELY IMPAIRED—never/rarely made decisions 1. Behavior was not easily atered (A) (B)
B5. |INDICATORS [(Code for behavior in the last 7 days.) [Note: Accurate assessment 2 WANDERING (moved with no rational purpose, seemingly
OF ' |requires conversations with staffand family who have direct knowledge obiiviousto needs or safety)
DELIN - of resident's beharior over this timd. b.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
DISOR-_|0- Behaviornot present were threatened, screamed at, cursed at)
1. Behavior present, not of recent onset
DERED 3 . PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
[2- Behavior present, over last 7 days appears different from resident?s usual b
[ rANKINGY | functioning (e.g. new onset o worsening) were ht, shoved, scratohed, sexually abused)
a EGSIL\;?E\dS'TRACTED—{e.g . difficulty paying attention; gets d. geﬁ:g%‘;dlg@;’;}Z‘gﬁgmﬁﬁgIgiEms;HQ‘{égng
sidetra - self-abusive acts, sexual behavior o disrobing in public,
b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF smeared/threw food/feces, hoarding, rummagedthrough others?)
SURROUNDINGS—(e.g., moves lips or talks to someone not belongings)
i he /h s jht.
E,iff)e"(‘ believes heishe is somewhere efse; confuses night and . RESISTS CARE (resisted taking medications/ injections, ADL
) assistance, or eating)
e E,zﬁggﬁfgﬁ;ﬁ:ﬁﬁz&éﬁiﬁfg@?& :ng‘,‘j 1. (A) ADL SELF-PERFORMANCE—(Code for resident's PERFORMANCE OVER ALL
Sibioctioses waim of hough) SHIFTS during last 7 days—Not inclucing setup)
4.PERIODS OF RESTLESSNESS—(e.g. fidgeting or picking at skin, | 0. INDEPENDENT-—Nohelpor oversight —OR— Holploversight provided oy 1 0r 2 mes
clothing, napkins, etc; frequent position changes; repetitive physical luring last 7 days
movements or calling out) — 1. SUPERVISION.Oversght nocuragoman orcuengprovided 3o mor e dug
&.PERIODS OF LETHARGY—(e.g. sluggishness; staring nto space; last7 days —OR— Supervision (3 or more times) plus physical assistance provided only
difficult to arouse; fittle body movernent) 1or2times during last 7 days
| ] 2. LIMITED ASSISTANCE—Resident highly involved in actvity; received physical help in
1 METAL FUNGTION ARIES OUER THE COLRSE OF THE B e s
cometinas prasont, sometimesnoh g R—More help provided only 1 or 2 imes during last 7 days
ca. MQKING (Expressing information content—however able) - 3. EXTENSIVE ASSISTANCE—While resident performed part of activity, over last 7-day
ELF period, help of following type(s) provided 3 or more times:
0.UNDERSTOOD.
UNDER- —Weight-bearing support
stoop | ’lfhiﬂéﬁéy UNDERSTOOD—difficulty finding words or inishing " Ful staff performance during part (but not all) of last 7 days
2. SOMETIMES UNDERSTOOD—abily s imitedto making concrete 4. TOTAL DEPENDENCE—Full staff performance of activity during enfire 7 days
o e EVER UNDERSTOOD 8. ACTIVITY DID NOT OCCUR during entire 7 days (A)
C6.| ABILITYTO | (Understanding verbal information content—however abie) BED _[How resident moves o and from lying position, turns side toside, and ||
UNDER- | persTanDs MOBILITY _|positions body while in bed
SHAND, |1. USUALLY UNDERSTANDS—may miss some partintent of b.| TRANSFER |How resident moves between surlaces—tofirom: bed, chair,
wheelchair, standing position (EXCLUDE toffrom bathioilet)
2 SOMETIMES UNDERSTANDS—responds adequateytosimpie, WALKIN —_—
directcommunication | "Room |How residentwalks between locations in his/er room.
3. HAHELY/NEVEH UNDERSDI!VDS _
E1INoicATORS (Codefor, ;;'Z’;;Ws observedinlast 30 days, irespective of the & R, [How resident walks in corridor on unit
0. Indicator not exhibited in last 30 days -
DEsTr.';NE,s 1. Indicator of this type exhibited up to five days a week e LOCOMO- |1ow resident moves between locations in hisher room and adjacent
ANXIETY, |2 Indicator of this type exhibited daily or almost daily 6. 7 days a week ONON T |coridor on same floor. fin wheelchair sef-suffciency once in chair
SADMOOD |VERBAL EXPRESSIONS ©. Repelitve verbalzation 1.| LOCOMO- |How resident moves to and retums from off unf locations (e.g., areas.
(‘:g",d he,g e P TION  |setaside for dining, activities, or treatments). If facility has only one
a. Resident made negative OFFUNIT [floor, how resident moves to and from distant areas on the floor. Ifin
statements—e.g, “Nothing d.Persistent anger with sef or wheelchair, self-sufficiency once in chair
malters:Woulosiher bo ohere—ag, eesly annoyed) 9.| DRESSING [How resident puts on, fastens, and takes off alltems of street
Hee%% hﬁa’wﬁ fieerr gsg;r"gﬂ‘h%ﬁf;‘:g;‘r"al care |clothing, including donning/removing prosthesis
long; Letme i received .| EATING | How resident eats and drinks (regardless of ki) Includes intake of |
nourishment by other means (e.g., tube feeding, total parenteral
b. Repetiive questions—e.g., e. Self deprecation—e.g.,*/am nutrtion).
“Where do | go; Whatdo | nothing; | am of no use to
d anyoné* MDS 2.0 September, 2000





Figure 11.  MDS 2.0 Form – Page 12 (MDS Quarterly Assessment Form, Page 1)
* Only the asterisked sections are required for reauthorization.

[image: image12.png]Resident Numeric Identifier
TOILET USE [How resident uses the toilet room (o commode, bedpan, urinal),  JIM [95-] STABILITY [Conditons/diseases make resident's cognitive, ADL, mood or behavior
transfer on/off toilet, cleanses, changes pad, manages ostomy or OF status unstable—{fluctuating, precarious, or deteriorating) la.
|catheter, adjusts clothes ICONDITIONS|
Resident experiencing an acute episode or aflare-up of  recurrent or
PERSONAL How resident fans personaliygine, mcludmg/ orbng | (chronic problem b.
HYGIENE  |brushing teeth, shaving, applying makeup, washing/drying face, hands, .
and perineum (EXCLUDE baths and showers) [End-stage disease, 6 or fewer months to live le.
BATHING | How resident takes full-body bath/shower, sponge bath, and NONE OF ABOVE d
transfers in/out of tub/shower (EXCLUDE washing of back and hair.) 3. WEIGHT |a.Weightloss—5 % or more inlast 30 days; or 10 % or more inlast [
Code for most dependentin self-performance. CHANGE | 180days
|(A) BATHING SELF PERFORMANCE codes appear below: (A) 0.No 1.Yes
0. Independent—No help provided |b.Weight gain—5 % or more in last 30 days; or 10 % or more in last -
1. Supervision—Oversight help only 180days
2. Physical help limited to transfer only 0.No 1.Yes
3. Physical help in part of bathing activity K5.| NUTRI- |Feedingtube b,
4. Total dependence Ap'ggg:b“_ /0n a planned weight change program n
8. _Activty tself i not occur during entire 7 days ES _|NONE OF ABOVE N
|G4.[FUNCTIONAL](Code for limitations during last 7 days that interfered with daily functions or .| ULCERS |(Record the number of uicers at each ulcer stage—regaroliess of 5%
LIMITATION |placed residents at risk of injury) cause. fnone present ata stage, record 0" zero). Code all that apply | £ &
IN RANGE OF|(A) RANGE OF MOTION (B) VOLUNTARY MOVEMENT (Duetoany |during last 7 days. Code 9.=9 or more.) [Requires full body exam.] | 5%
MOTION  (0.” Nolimitation 0. Noloss cause) =5
1. Limitation on one side 1. Partialloss a.Siage 1. A persistent area of Skin 1eaness (wihouta break i the
|2._Limitation on both sides 2. Fullloss @) (8 skin) that does not disappear when pressure s relieved.
a-Nedk b.Stage 2. A partial thickness loss of skin layers that presents f—
b. Arm—Including shoulder or elbow clinically as an abrasion, blister, or shallow crater.
e Hand—lIncluding wrist or fingers. . Stage3. A fullthickness of skin is lost, exposing the subcutaneous [T
|d. Leg—Including hip or knee tissues - presents as a deep crater with or without
. Foot—Including ankle ortoes. undermining adjacent issue.
. Other limitation or loss d.Stage . A full thickness of skin and subcutaneous tissue is lost,
*o exposing muscle or bone.
o or (Checkall that apply during last 7 days) 2.| TYPEOF |(For each bype of ulcer, code for the highest stage in the [ast 7 days sing
Bedfast allor most of time NONE OF ABOVE LCER  |Scale in tem Mi—i.e, O=none;stages 1, 2, 3, 4)
a i e —
Bed rails used for bed mobilty [ 3 a. Pressure ulcer—any lesion caused by pressure resulingin damage
lor ransfer b, of underying issue
[CONTINENCE SELF-CONTROL CATEGORIES b Stasis ulcer—open lesion caused by poor circulation in the lower
(Code for resident's PERFORMANCE OVERALL SHIFTS) exremites
N1. (Check appropriate time periods over last 7 days)
0. CONTINENT—Complete control includes use of indwelling urinary catheter or ostomy e [ e ool e o rise s ot than o hour
device that does not leak urine or stool] per time period) in the: Evening
Morning o . .
1. USUALLY CONTINENT—BLADDER, incontinent episodes once a week or less; -
BOWEL, less than weekly fentept Afternoon b.__| NONEOFABOVE o
((If resident is comatose, skip to Section O)
2. OCCASIONALLY INCONTINENT—BLADDER, 2 or more times a week but not daily; —
BOWEL, once a week N2.[ AVERAGE |(When awake and not receiving treatments or ADL care) -
TIME
3. FREQUENTLY INCONTINENT—BLADDER, tended to be incontinent daily, but some INVOLVED IN|0. Most—more than 2/8 of time 2, Litle—less than 1/3 of time
controlpresent (e.g. on day shift;, BOWEL, 2.3 tmes a week Y. ACTIVITIES |1. Some—irom 1/3t02/3oftime 3. None
|01.[NUMBER OF | (Record the number of different medications used in the last 7 days]
4. INCONTINENT—Had inadequate control BLADDER, muttiple daily episodes; MEDICA: | enter ‘0" fnone used)
BBOWEL, all (or almost all) of the time TIONS
BOWEL | Control of bowel movement, with appliance or bowel continence M os| DAYS | (Recordthe numberof DAYS uring last 7 days; enter 0" if ot
CONTE | programs, if employed RECEIVED | used. Note—enter "1" forlong-acting meds used less than weekly)
THE
K b.| BLADDER | Cortrolof urinary bladder functon (i dribbles, volume insuficientto | FOLLOWING | Antipsychotic d. Hypnotic
CONTI- | soak through underpants), with appliances (e.g., foley) or continence MEDICATION | b. Antianxiety
NENCE _|programs, if employed . Anidepressant e.Diuretic
H2. ELE\«%EHLON Fecalimpaction NNONE OF ABOVE DEVICES |Use the following codes for last 7 days:
PATTERN “ AND (0. Notused
- IRESTRAINTS|1. Used ess than daily
K3, [APPLIANCES| Any scheduled tolleting plan_|a, | Indweling catheter . 2. Used daily
PROGRAMS | a0 Ost t Bed rals
1 retraining stomy presen
fadderretrainingprogram |, e i 8. — Full bed rails on all open sides of bed
External (condom) catheter | | NONE OF ABOVE A b. —Other types of side rais used (e.g. halfrail, one side)
12. | INFECTIONS | Urinary tract infection i fast 'NONE OF ABOVE c. Trunk restraint
30days i m. d. Limb restraint
15| OTHER _|Unclude oy those diseases diagnosed in the last 90 Gays that have @ ch N
CURRENT | relationship to current ADL status, cognitive status, mood or behavior status, ©. Chair prevents rising
DIAGNOSES | medical treatments, nursing monitoring, or isk of death) I9KG2.| OVERALL |Residents overalllevel of sef sufficiency has changed significantly as
ANDICD-9 CHANGE IN |compared to status of 90 days ago (or since last assessment fless
CODES CARE NEEDS| than 90 days)
a L1l Jel | 0.Nochange 1. Improved—receives fewer 2. Deteriorated—receives|
b supports, needs less more support
ST Proniem (Gheck alrobi ) L1l el | restrictive level of care
. eck all problems present in last /S, *RZ. SIGNATURE OF PERSON COORDINATINGTHE ASSESSMENT:
|CONDITIONS | Dehyarated; output exceeds Hallucinations i
input c. -
M NONE OF ABOVE
Kz PAIN[(Gode T Highestlevelofpain presentin o last 7 days) - 2. Signature of RN Assessment Coordinalor (sign on above fie)
. Date RN As t e
SYMPTOMS | FrEQuEN ﬁ;;f i b INTENSITY of pan b Dato N Assesemont Coordintor ‘ _ ‘ o
s or
shows evidence of pain 1. Mildpain Morith Day Year
) 2.Moderate pain
No pain (skip to J4) S Timeeut oo
imes when pain is horrible
1. Pain less than daily o excnutiatig
2. Pain daily
U4.| ACCIDENTS |(Check all that apply) Hip fracture in last 180 days  |c.
Fellin past 30 days a. Otherfracture in last 180 days |a,
Fellinpast31-180days |, NNONE OF ABOVE e. MDS2.0 September, 2000




Figure 12.  MDS 2.0 Form – Page 13 (MDS Quarterly Assessment Form, Page 2)
* Only the asterisked sections are required for reauthorization.
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