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CHAPTER1: OVERVIEW
Introduction 

Throughout the world people are living longer and the birth rate is falling. The population of persons over the age of 65 is rapidly growing both in numbers and as a proportion of the whole. For example, for the first time in Italy’s history, there are more persons over age 65 than under age 20. In most developed countries the increase is particularly striking for those aged 80 and older. Improving the ability of the health care delivery system to respond to the needs of the growing population of elders in a fiscally responsible manner is one of the greatest challenges of our times. The RAI-HC has been designed to be a usable, useful client assessment system that will inform and guide comprehensive care planning in the current home care environment across the world. It highlights function and quality of life and allows for appropriate referrals when necessary. When used at multiple occasions, it provides the basis for an outcome-based assessment of the client’s response to program of care. Also note that the RAI-HC is designed to reference client complexity and provision of service issues for clients in a post-hospital or hospital at home environment. 
RAI-Home Care System 
The RAI-Home Care is a comprehensive, standardized instrument for evaluating the needs, strengths, and preferences of elderly clients of home care agencies. The RAI-HC has been designed to be compatible with the congressionally mandated Resident Assessment Instrument (RAI) used in nursing homes in the United States and several countries abroad. Such compatibility will promote continuity of care through a “seamless” geriatric assessment system across multiple health care settings, and will promote a person - centered evaluation in contradiction to a site-specific assessment. 

The RAI-HC consists of the Minimum Data Set for Home Care MDS-HC and Client Assessment Protocols (CAPs): 

• The Minimum Data Set for Home Care (MDS-HC) is the screening component that enables a home care provider to briefly assess multiple key domains of function, health, social support, and service use. Particular MDS-HC items also identify clients who could benefit from further evaluation of specific problems and risks for functional decline. These items, known as “triggers,” link the MDS-HC to a series of problem-oriented CAPs. 

• The Client Assessment Protocols (CAPs) contains general guidelines for further assessment and individualized care planning for clients who have the problematic trigger conditions. Currently there are 30 CAPs that respond to client needs in multiple domains. In use of this system, an average client may trigger on 10 to 14 of the 30 CAPs. Some of these CAPs will be well known to you, forming the heart of the plan of care; others will not. Your goal is to use this information to arrive at an appropriate plan of care. Where possible and required, provide the service or make the referral. At the same time, we also recognize that home care professionals may be operating within a program where reimbursement decisions limit their care options. You may not be able to offer home care services in all problem areas. Nevertheless, a comprehensive assessment and recognition of the many strengths and problems of the client can be useful as you schedule treatments and assess program outcomes. 

RAI-Home Care Development Process
There have been extensive developmental activities leading to the items, definitions, care planning protocols, and training materials that constitute the RAI-HC system. 

Initial development focused on identifying areas of function, health, and social support that are common to the provision of home care of elders in developed countries. Then interdisciplinary teams of clinicians, researchers, and educators developed a problem-oriented protocol for each pertinent area (the CAPs). This group identified items to screen home care clients for these conditions, adopting and tailoring items from the Nursing Home MDS where appropriate. Finally, only those items that were crucial for identifying clients who either have, or are at risk for, one of the key problem conditions were selected. 

In a series of stages, these items and definitions, which comprise the current version of the MDS-HC, have been reviewed by home care clinicians, inter-assessor item reliability levels have been established, and several necessary revisions agreed to. At the same time, teams of clinicians and researchers have developed and revised the 30 CAPs currently included in the RAI-HC system. In addition, in work with an Advisory Committee of the National Association for Home Care (NAHC) in the United States, work was completed to supplement the MDS-HC to increase its utility in a more post-hospital discharge driven environment. It is this work that resulted in the version of the MDS-HC described in this manual. 

The following is a list of those CAPs, arranged by broad topic areas: 
	CAP 
	AUTHORS 
	COUNTRIES OF AUTHORS 

	FUNCTIONAL PERFORMANCE 
ADL/Rehabilitation Potential 

Instrumental Activities of 

Daily Living (IADLs) 
Health Promotion 
Institutional Risk 
SENSORY PERFORMANCE 
Communication Disorders 
Visual Function 
	Katharine Murphy, R.N., M.S. 

Katherine Berg, Ph.D., P.T. 

Steven Littlehale, R.N.C., C.S., M.S. 

John N. Morris, Ph.D. 

Catherine Hawes, Ph.D. 

Brant E. Fries, Ph.D. 

John N. Morris, Ph.D.

Marianne Schroll, M.D., Ph.D. 

John P. Hirdes, Ph.D.

Carsten Hendriksen, M.D., Ph.D. 

Sylvia Sherwood, Ph.D. 

John N. Morris, Ph.D. 

Shirley A. Morris, M.S. 

David Challis, Ph.D. 

Rosemary Lubinski, Ed.D 

Carol Frattali, Ph.D. 
Katharine Murphy, R.N., M.S. 

Elliot Finkelstein, M.D. 
	United States 

Canada 

United States 

United States 

United States 

United States 

Denmark 

Canada

Denmark 

United States 

United States 

United States 

United Kingdom 

United States 

United States 

United States 

United States 


	CAP 
	AUTHORS 
	COUNTRIES OF AUTHORS 

	MENTAL HEALTH 
Alcohol Abuse & Hazardous Drinking 
Cognition 

Behavior 

Depression and Anxiety
Elder Abuse 
Social Function 
HEALTH PROBLEMS/SYNDROMES
 Cardio-Respiratory 
Dehydration
Falls 
Nutrition
Oral Health
Pain 
Pressure Ulcers 
Skin and Foot Conditions 

SERVICE OVERSIGHT 
Adherence 
Brittle Support System 
Medication Management 
Palliative Care 
Preventive Health Measures: 

Immunization and Screening
Psychotropic Drugs 
Reduction of Formal Services
Environmental Assessment 

	Charles Phillips, Ph.D., M.P.H. 

Naoki Ikegami, M.D. 

Pauline Belleville-Taylor, R.N., C.S, M.S. 

John N. Morris, Ph.D. 

Nancy Emerson Lombardo, Ph.D. 

Pauline Belleville-Taylor, R.N., C.S., M.S. 

John N. Morris, Ph.D. 

Catherine Hawes, Ph.D. 

Naoki Ikegami, M.D
. 

Charles Phillips, Ph.D., M.P.H. 

Roberto Bernabei, M.D. 

Adam Burrows, M.D. 
Rosalie Wolf, Ph.D. 

Flavia Caretta, M.D. 

Deborah Sturdy, R.N., M.S. 
Jean-Noël DuPasquier, Ph.D. 

John Morris, Ph.D.
Iain Carpenter, M.D. 
Loretta Fish, R.N., M.S. 

Brant E. Fries, Ph.D. 

Kenneth Minaker, M.D. 
Palmi Jónsson, M.D. 

Douglas P. Kiel, M.D. 

Lewis A. Lipsitz, M.D.
Marianne Schroll, M.D. 

Brant E. Fries, Ph.D. 

Ruedi Gilgen, M.D. 
Jonathan Ship, D.M.D. 

Kenneth Shay, D.D.S., M.S. 

Brant E. Fries, Ph.D.
Jean Noël DuPasquier, Ph.D. 

Verena Luchsinger, R.N. 

Nathalie Steiner, M.D. 

Catherine Favario-Constantin, R.N. 

Charles-Henri Rapin, M.D. 

Ian Blair Fries, M.D 
Marilyn Pajk, R.N., M.S. 

Gary H. Brandeis, M.D. 

Gunnar Ljunggren, M.D. 

Roberto Bernabei, M.D

Gunnar Ljunggren, M.D.

Britta Berglund, R.N., P.T.

 Roberto Bernabei, M.D. 

Antonio Sgadari, M.D. 

Vincent Mor, Ph.D. 

Katherine Berg, Ph.D., P.T. 
John N. Morris, Ph.D. 

Sylvia Sherwood, Ph.D. 

Shirley Morris, M.A. 

Naoki Ikegami, M.D. 
Antonio Sgadari, M.D. 

Roberto Bernabei, M.D. 

Palmi V. Jónsonn, M.D. 

Katherine Berg, Ph.D. 

Henriette Gardent, Ph.D. 
Dinnus H.M. Frijters, Ph.D. 

Katharine Murphy, R.N., M.S. 

Vincent Mor, Ph.D. 

Ruedi Gilgen, M.D. 
Knight Steel, M.D. 
Barry S. Fogel, M.D. 
Keita Yamauchi, M.D.

Vincent Mor, Ph.D. 

Katherine Berg, Ph.D., P.T. 
Catherine Hawes, Ph.D. 

Brant E. Fries, Ph.D. 

Dinnus H.M. Frijters, Ph.D. 

Knight Steel, M.D. 
Rosemary Bakker, M.S.

 
	United States 

Japan 

United States 

United States 

United States 

United States 

United States 

United States 

Japan 

United States 

Italy 

United States 
United States 

Italy 

United Kingdom 

Switzerland 

United States 
United Kingdom
United States 

United States 

United States 
Iceland 

United States 

United States 
Denmark 

United States 

Switzerland 
United States 

United States 

United States 
Switzerland 

Switzerland 

Switzerland 

Switzerland 

Switzerland 

United States
United States 

United States 

Sweden 

Italy

Sweden

Sweden

Italy 

Italy 

United States 

Canada 
United States 

United States 

United States 

Japan
Italy 

Italy 

Iceland 

Canada 

France 
Netherlands 

United States 

United States 

Switzerland 
United States 
United States 
Japan

United States 

Canada 
United States 

United States 

Netherlands 

United States 
United States

 

	CONTINENCE 
Bowel Management 
Urinary Incontinence and 

Indwelling Catheter
	Iain Carpenter, M.D., F.R.C.P. 

Pauline Belleville-Taylor, R.N., M.S., C.S. 
Danielle Harrari, M.D
. 

Margaret Baumann, M.D. 

Gary H. Brandeis, M.D. 

Neil Resnick, M.D.
	United Kingdom 

United States 
United States 
United States 

United States 

United States


Governmental or private agency adoption or adaption of the MDS-HC for their use. Government agencies from around the world have adopted the MDS-HC.  With a slight degree of latitude the system has either been adopted it its entirety (with or without supplemental items that are specific to the country) or the system has been adopted with slight local modifications. 
Use of the MDS-HC. The MDS-HC is a standardized, minimal assessment tool for clinical use. It is not a questionnaire for analyzing the characteristics of the population, nor does it claim to include all of the information necessary to construct the plan of care. Supplemental client characteristics should be incorporated as necessary. The items in this instrument describe client performance and capacity in a variety of areas, with the majority of items serving as specific CAP triggers. Key points relative to completing the MDS-HC assessment follow: 

• The instrument is designed for use by clinical professionals - nurses, social workers, or physicians. It consists of items and definitions, and should be used as a guide in helping to structure the clinical assessment in the home. 

• When you begin to use the MDS-HC, you will have little knowledge of the link to the CAP system. Some assessors may question why certain elements are included. If you feel this way, look at how the items link to the CAPs within this comprehensive system. There is a logic, there is a clinical utility, and you should find that the assessment items will become increasingly valuable as you use this information within a comprehensive assessment, and particularly as you bring the CAPs into this process. 

• The assessment will require direct questioning of the client and the primary family caregiver, if available, observation of the client in the home environment, and review of secondary documents when available. Where possible, the client is the primary source of information. 

• The items on the MDS-HC flow in a reasonable sequence and this sequence could be followed in the assessment. However, the assessor is not bound by this sequence of items. Items may be reviewed in any sequence that works for the assessor and the client. Note — See comments in Chapter 3 on the Process for Initiating the MDS-HC Assessment for additional ideas on how to sequence the assessment. 

• The MDS-HC can be used as a guide in questioning the client or key family member. When their answers are of dubious validity, the assessor can make a further in-depth assessment of these areas to help arrive at the best professional judgment of accuracy. It is this information that is to be recorded on the MDS-HC. 

• Assessors should talk in private with each informant, if possible. 

• When possible, the assessment should be performed in the client’s home. Parts of the assessment can be completed in settings other than the client’s home (e.g., a hospital, day care center, outpatient clinic) with no loss in information quality. However, certain critical items can best be assessed in the home environment. 

• An RAI-HC assessment is designed to be completed when a client is referred for service by an agency and the client changes over time. We recommend that assessments be performed at the following times: 

Initial Assessment: This assessment is completed soon after the client is referred to the agency and before any services are provided on a regular basis. The assessment and related care plan should be completed within 14 days of referral. This assessment should help develop the client’s care plan. 

Follow-up Assessment(s): After the client begins services, and perhaps at times after a hospital stay, his or her needs will change. The follow-up reassessment(s) allows for refining and re-evaluating the care plan after the client has stabilized with the services provided. Some services may be discontinued, others added, and in some instances the entire formal service program may be terminated. Several sites that are using the MDS-HC have made the decision to schedule reassessments at 45 days, 90 days or 180 days. 

Annual Assessment: It is expected that the client will be reassessed at least on the anniversary of the date he/she was accepted by the agency. More frequent assessment should be performed as needed. 

30 Days Prior to Discharge from Home Care: An assessment at this time is suggested in order to develop a care plan that “weans” the client from services that will be discontinued, while plans can be developed for services that the family, other agencies, or institutions may wish to initiate. 

Return from Inpatient Hospital Stay: A hospitalization may or may not change the needs of the client for services; thus an assessment is not always required. However, a quick review of the client should always be performed upon hospital discharge and a full assessment performed if indicated. 

Change in Status: If the client changes significantly due to a progressive disease, functional decline, resolution of a problem (e.g., through rehabilitation or treatment), change in caregiver status, etc., a new assessment may be indicated. 

Use of CAPs. The presence of an accurate MDS-HC assessment lays the ground work for all that will follow — problem identification, identification of problem causes and associated conditions, and specification of necessary care goals and related approaches to care. Key points relative to use of CAPs follows: 

• The average client will trigger on 10-14 CAPs. Problems will be found in many areas, and the understanding of relevant causal factors and the appropriate referral for additional evaluation or care will be facilitated by the in-depth evaluation of problems using the CAPs. 

• The in-depth evaluation of problems will help you to think through why a problem exists or why the client is at risk, providing the necessary foundation on which to base next steps. 

• This review requires that you evaluate a wide variety of triggered problems, many more than most agencies have traditionally reviewed. The focus is not just on simple maintenance services or planning your response to an immediate problem. While these are included, the system also helps clinicians assess for opportunities to rehabilitate function, prevent decline, and maintain client strengths. 

• In responding to urgent needs, care priorities can be identified; in looking at chronic problems, comprehensive well-being can be maintained. 

CHAPTER 2: INTRODUCTION TO THE MDS-HC 

This manual provides information to facilitate an accurate and uniform assessment of clients served by community based programs — home care, board and care, assisted living, etc. Item-by-item instructions for the MDS-HC focus on: 

· The intent of items included on the MDS-HC. 

· Supplemental definitions and instructions for completing MDS-HC items. 

· Reminders of which MDS-HC items refer to a time frame for observing the client other than the standard 7-day observation period which is used throughout the instrument. 
· Sources of information to be consulted for specific MDS items. 

Use this manual alongside the MDS-HC form, keeping the form in front of you at all times. The MDS-HC form itself contains a wealth of information. Learn to rely on it for many of the definitions and procedural instructions necessary for good assessment. The amplifying information in this manual should facilitate successful use of the MDS-HC form. The items from the MDS-HC forms are presented in a sequential basis in this manual. 

The chart that follows summarizes the recommended approach to assist you in becoming familiar with the MDS-HC. The initial time investment in this multi-step review process will have a major payback.
	Approach for Becoming Familiar with the MDS-HC 

First, review the MDS-HC form itself. 
• Notice how sections are organized and where information is to be recorded. 

• Work through one section at a time. 

• Examine item definitions and response categories. 

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

• Are the definitions and instructions clear? Do they differ from current practice at your agency? What areas require further clarification? 

● If you worked with Version 1 of the MDS-HC first review the form for changes in codes and new items.

(B) Complete the MDS-HC assessment for a client in your program. 

• Draw only on your knowledge of this individual. Enter the appropriate codes on the MDS-HC form. 

• Where your review could benefit from additional information, make note of that fact. Where might you secure additional information? Asking the client? Talking with the family? 

(C) Complete the initial pass through Chapter 3 — MDS-HC Item-by-Item Definitions. 

• As you read the item-by-item definition, review questions that arose as you used the MDS-HC for the first time to assess a client. Note sections of this manual that help to clarify coding and procedural questions you may have had. 

• Read the instructions that apply to a single section of the MDS-HC. Make sure you understand this information before going on to another section. Review the test case you completed. Would you still code it the same? It will take time to go through all this material. Do it slowly. Do not rush. Work through the MDS-HC one section at a time. 

(Continued on next page)


	Approach for Becoming Familiar with the MDS 
(Continued) 

• Are you surprised by any MDS-HC definitions, instructions, or case examples? For example, do you understand how to code ADLs? Or Mood? 

• Do any definitions or instructions differ from what you thought you learned when you reviewed the MDS-HC form? 

• Would you now complete your initial case differently? 

        • Are there definitions or instructions that differ from current practice patterns in your agency? 

• Make notations next to any section(s) you have questions about. Be prepared to discuss these issues during any formal training program you attend. 

(D) Future use of information in this manual: 

• Keep this manual at hand during the assessment process. 

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

• This manual is a source of information. Use it to increase the accuracy of your assessments. 


CHAPTER 3: ITEM-BY-ITEM DEFINITIONS FOR 
THE MDS-HC 

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

Intent:   Reason(s) for including the item (or set of items) in the MDS-HC, including discussions of how the information will be used by clinical staff to identify problems and develop a plan of care. 

Definition: Explanation of key terms. 

Process: Sources of information and methods for determining the correct response for an item. Sources include: 
• Client interview and observation 

• Discussion with the client's family 

Coding: Proper method of recording each response, with explanations of individual response categories. 
 SHAPE  \* MERGEFORMAT 






	Item-by-Item Instructions for the MDS-HC Form 


This section of item-by-item instructions follows the sequence of items on the MDS-HC Functional Assessment. Notice that an MDS-HC section designation appears at the top of the pages that follow; this will facilitate your use of this chapter as a reference tool in the future. 

	Introducing the MDS-HC to the Client 


In introducing the MDS-HC assessment to a client you will normally be dealing with someone who has applied for or is eligible for a home-based program of care. You should emphasize the assessment is an integral part of the overall service program. The two following sections describe the Basic Principles of the MDS-HC and the Process for Initiating the MDS-HC Assessment. 

	Basic Principles of the MDS-HC 
1. You are a guest in the person’s home. 

2. Your purpose is to complete a comprehensive assessment of the person with the goal of: 

Maximizing the individual’s functional capacity and quality of life, addressing health problems, and insuring that the individual remains in his or her home as long as possible. 

3. To do this requires: 

· Identifying the purpose of your visit. 
· Identifying functional, medical, and social issues which either presently are limiting or which likely will become limiting. 
· Identifying client strengths and assets. 
· Integrating what you see and hear in your effort to validly code each of the MDS-HC items. 
· Providing a basis for further education of unrecognized or unmet needs. 
· Developing a care plan which assures that each limiting or potentially limiting factor is both viewed in the context of the life circumstances unique to that particular individual and managed so as to maximize that person’s quality of life. 

4. It is not to be expected that all functional, medical and social matters which you identify will be fully and comprehensively addressed on this single visit. Rather, it is of much greater importance that all major functional, medical, and social circumstance which limits that individual’s quality of life be identified so as to allow a plan to be developed for further detailed evaluation or management. 
5. Any acute medical matter should be brought to the attention of the individual immediately and that individual should be vigorously counseled to seek appropriate medical care, whether or not that can be provided in the home setting. In addition, be aware that documented instances of elder abuse are another area that may warrant special and immediate intervention. 


	Process for Initiating the MDS-HC Assessment 

The MDS-HC can open with a series of optional “hand shake” questions which will serve to begin a dialogue with the client and family, and may in themselves elicit much of the information required to complete the assessment.
Handshake/Icebreaker Questions (not to be scored — can vary by country or depending on whether this is an initial or follow-up assessment) 

· How are you (is the person) doing? How do you (does he or she) get around in the house? 
· How do you (does the person) perceive your (his/her) present health as compared to a year ago (or when last seen)? 
· Do you (does person) feel well enough to do what you (he/she) want to do? 
· Can you (person) do the things that he/she would want to do? Is there anything we can do to help the elder? 

Ordering the Assessment 
When conducting an assessment in a person’s home, the assessor needs to consider the order in which the items in the assessment will be addressed. Several factors have to be considered. There is a need to consider issues relative to achieving reliability of the information. This necessitates the consideration of cognitive status and communication skills. There is also a need to be sensitive to the person’s reaction to the assessment. There is no one right order in which the sections of the MDS-HC should be addressed. One model to consider might be as follows: 

 1. The Icebreaker questions. 

 2. Social Functioning (Section F) and Environmental Assessment (Section O). 

 3. Physical Functioning (H). 

 4. Health Conditions and (K). 

 5. Service Utilization (P) and Medications (Q). Note: Some caregivers believe that Service Utilization (P) and Medications (Q) might be a very appropriate set of items with which to start the assessment. The general rule to remember when ordering the assessment is: “Which order makes sense with regard to the individual, amount of time permitted and priority of assessment needs.” 

 6. Informal Support Services (Section G). 

 7. Cognitive Patterns (Section B). 

 8. Communication/Hearing Patterns (Section C). 

 9. Vision Patterns (Section D). 

10. Mood and Behavior Patterns (Section E). 

11. Continence in Last 14 Days (Section I). 

12. Disease Diagnoses (Section J). 

13. Nutrition/Hydration Status (Section L). 

14. Dental Status (Section M). 
15. Skin Condition (Section N). 


[NOTES-(1) Address the client whenever possible.  (2) The word “client” is used to provide a standard reference throughout.  You can substitute words for client such as “elder”, “subject”, or “patient” when talking to others.  You could also use phrases such as Mrs. X or your mother.  (3) Available services options may be limited, be realistic in channeling the conversation.  (4)  Take your follow-up cues from client’s responses to “hand shake” questions for prioritizing areas for assessment.  Remember, this is not a questionnaire-the person’s needs will set the pace and priorities, although you must gather the information to complete the MDS-HC.

SECTION AA.

NAME AND IDENTIFICATION NUMBER

Intent:
Complete this component of the face sheet at each assessment.

1.  Name of Client
Definition:
Client’s legal name.

Coding:
Use printed letters.  Enter in the following order: a. Last/family name, b. First name, c. Middle initial.  If the client has no middle initial, leave item “c” blank.

2.  Case Record Number
Intent:
To document any record identification number used at the home care agency.

Process:
This number is originated at the home care agency.

Coding:
Record the number beginning with the left-most box.  Leave boxes blank if not filled with a number or letter.

 SHAPE  \* MERGEFORMAT 



3.  Government Pension and Health Insurance Numbers
Intent:
To record client identification numbers.

Process:
Ask the client and caregiver for permission to review any existing client record.  If these numbers are missing, consult with your agency’s business office on how to proceed.

Coding:
Begin writing one number per box starting with the left most box.  Recheck the number to be sure you have written the digits correctly.

Social Security Number — If no Social Security number is available for the resident (e.g., if the resident is a recent immigrant or a child), enter the standard “no information” code, “NA.”
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Medicare number (or comparable insurance number) — Approximately 98% of persons age 65 or older in the United Stated have a Medicare number.  Enter the resident’s Medicare number.  This number occasionally changes with marital status.  If a question arises, check with your facility’s business office or social worker.

In rare instances, the client will have neither a Medicare number nor a Social Security number.  When this occurs, another type of basic identification number (e.g., railroad retirement insurance number) may be substituted.  In such cases, place a “C” in the left most Medicare Number box, and continue entering the number itself, one digit per box, beginning with the second box.

SECTION BB.
PERSONAL ITEMS


Intent:
These items capture basic demographic information on client.  Complete only at the intake assessment.

1. Gender


Coding:

1.   Male



2.   Female

2.  Birthdate


Coding:
For the month and day of date of birth, enter two digits each, using a leading zero (“0”) as a filler.  Use four digits for the year.  Example: January 2, 1918.



0      1

0
2

1
9
1     
 8
3. Race/Ethnicity

Intent:
The documentation of race and ethnicity per established standards.

Process:
Ask the client and/or family member what best describes their race and ethnic background.

Coding:
0. No

1. Yes

Race

a. American Indian/Alaskan Native
b. Asian

c. Balck or African American

d. Native Hawaiian or other Pacific Islander

e. White





Ethnicity

f. Hispanic or Latino
4. Marital Status


Coding:
 Choose the answer that describes the current marital status of the client.  If in “Common Law” marriage, cods as married (Code 2).

1. Never Married

2. Married

3. Widowed

4. Separated

5. Divorced

6. Other

5. Language

Definition:  
Primary language-the language the client primarily speaks or understands.  

Process:
Interview the client and family. Observe and listen.  Review   


any clinical records.
Coding: 
  Code for appropriate category.
0. English

1. Spanish

2. French

3. Other

6. Education
(Highest Level Completed)

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

1. No schooling:  Client/family state that client received no formal schooling at all.  

2. 8th grade or less:
Client attended school through 8th grade level or less.

3. 9th-11th grade:
Client completed school at 9th, 10th, or 11th grade.

4. High School:
Client obtained high school diploma-completed school through twelfth grade or GED.

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

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

7. Bachelor’s Degree:
Includes any undergraduate bachelor’s level college degree.
8. Graduate Degree:
Master’s degree or higher (M.S., Ph.D., M.D., J.D., etc.).

N/A:
If assessor has tried unsuccessfully to determine educational information, may use code of “NA”-information not available. 
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Process:
Ask the client or family.  If a part of your program’s standard intake record, review the client’s record.


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

7. Responsibility/Advance Directives

Intent:
To determine if the client has given guidelines for how care    should be rendered in the event that they are unable.

    Definition:
a.  
Client has legal guardian-a person legally responsible 




for the client


b.  
Client has advance medical directives in place- Written 

documentation that states the type of intervention the client does or does not desire.

Process:
These questions are normally asked by the assessor in the home, rather than the clerk who may be responsible for gathering Face Sheet information (Sections AA, BB, and CC).

Coding:
Ask the client and the caregivers about existing status of guardianship and advanced medical directives.   This may make the client and caregiver anxious because of the questions may imply to them that there is a “seriousness of condition” that may not actually exist.  Consider saying, “It is standard practice to ask these questions of all clients regardless of age or medical condition, in fact it is best to ask them when they are well…”  Note that some countries may have legal prohibitions against asking these questions.
SECTION CC.

REFERRAL ITEMS
Intent:
The intent of this section is to identify circumstances surrounding the initial referral. Complete at intake only.
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1.  Date Case Opened/ Reopened
Process:
This date is when a referral was first received.  If the health care agency did not receive a referral, enter the date when the client first became known to the agency, as a person in need of an assessment.
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Coding:
Fill in the boxes with the appropriate number.  Do not leave any boxes blank.  If the month or day contains only a single digit, fill the first box with an “0". For example: the health care agency received a referral from the community nurse on March 17, 1999.  This date should be entered as:

   0    3           1   7           1    9   9    9
Month          Day              Year

2.  Reason for Referral
Definition:
1.  
Post hospital care - Referral to assess any necessary care   requirements following a stay - of any length - in a hospital or clinic.

2.  
Community chronic care - Referral to assess the specific needs for rehabilitative, restorative, or long term care in a community setting.  The initial need for community care has already been established.  The referral, in this instance, is to determine exactly what the needs are.
	Example

Springvale Hospital discharge planning department has made referral to Elder Home Care. Hospital discharge planning staff and home care intake staff agree home care is needed. The assessor is going in to determine what type of home care is needed (meals on wheels, home health aide, etc.)



3.  Home placement screen - Referral to assess the proper placement of the client.

4.  Eligibility for home care - Referral to assess the client’s appropriateness for home care.  This is different than Community Chronic Care in that the need for any home care has not been established. (HCBS Waiver, LT-PCS)
	Example

Example: Mrs. Hines calls your agency, asks if her mother can get services. Home Care staff is sent out to assess need for home care (as well as to determine what type of home care is needed).



5.  Day Care - Referral to assess client’s appropriateness for an Adult Day Care setting. (ADHC)
6.  Other - Program for All-Inclusive Care for the Elderly (PACE)
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Process:
Refer to the original referral.  If unclear, contact the person/agency who originated the referral.

Coding:
Enter the most appropriate code. If two or more reasons are motivating the referral, select the one overriding rationale for the referral.

3.  Goals of Care
Intent:
To document client and/or family understanding of goals of care.

Definition:
a. Skilled nursing treatment — Aspects of care requiring a licensed nurse (registered nurse or licensed practical nurse) to assist the client.  These treatments include dressing changes, medication (including IV), indwelling catheters and assessment.

b. Monitoring to avoid clinical complications — Client needs monitoring to prevent clinical complications.  Monitoring activities can include some of the following: vital signs, observation of wound characteristics, obtaining and reviewing blood sugar levels, review of lab work, etc.

c. Rehabilitation — Care is directed towards the attainment of baseline (or prior to the precipitating event) level of function in a selected area or areas, e.g., activities of daily living, instrumental activities of daily living, cognitive status, communication status, psychosocial functioning.

d. Client/family education — Teaching a client or family member to participate in care activities such as medication management, nutrition, wound management, rehabilitation techniques.  This category includes teaching client or a family member to carry out certain skilled nursing treatments, such as medications and tube feedings.

e. Family respite — Goal of care is to relieve family caregiver of some of the care of the client.  The respite service may be provided in a short intensive period (a week, or two) or over a lengthier time period.

f. Palliative care — A primary goal of care is to provide comfort and quality of life through the prevention and control of symptoms near the end of life.  Palliative care often includes active treatment of associated conditions in an effort to promote a sense of well-being at the end of life (e.g., antidepressant drugs/psychotherapy for depression; physical therapy as an adjunct to pain management and prevention of pressure ulcers; nutritional counseling).  

Coding:
Code for client/family understanding of goals of care.  Code each possible goal with one of the following responses, as appropriate:

0.  No

1.  Yes
4.  Time Since Last Hospital Stay
Intent:
Time since discharge from last in-patient setting. 

Coding:
Code:  (Code for most recent instance in last 180 days).

0. No hospitalization within 180 days

1. Within last week

2. Within 8 to 14 days

3. Within 15 to 30 days

4. More than 30 days ago

5.  Where Lived at Time of Referral
Intent:
Documentation of client’s permanent living arrangement at time of referral.

Definition:
1. Private home with no home care services — Any house or condominium in the community whether owned by the client or another person. Also included in this category are retirement communities, and independent housing for the elderly or disabled.  Client receives no home care services.

Private apartment with no home care services — Any apartment in the community whether owned by the client or another person.  Client receives no home care services.

Home care services refers to formal services provided through an agency.  This does not include help received from family, friends, neighbors etc.

2.  Private home with home care services — Any house or condominium in the community whether owned by the client or another person. Also included in this category are retirement communities, and independent housing for the elderly or disabled.  Client receives home care services.

Private apartment with home care services — Any apartment in the community whether owned by the client or another person.  Client receives home care services.

3.  Board and care/assisted living/group home — A non-institutional community residential setting that integrates a shared living environment with varying degrees of supportive services of the following types:  supervision, home health, homemaker, personal care, meal service, transportation, etc.

4.  Nursing home — A licensed health facility that provides 24-hour skilled or intermediate nursing care.

5.  Other
Process:
Enter the client’s permanent living arrangement at the time of referral.  Note that if the client was in a hospital or staying at a temporary address until services are established, code for permanent prior living arrangements.  For example: The client was living by himself.  For unknown reasons, his health has deteriorated.  The need for community chronic care was identified, and until services where set up, the client is living with his son. Code ‘1’, Private home/apt. with no home care services.

Coding:
Record code that reflects most appropriate category.

6.  Who Lived with at Referral
Definition:
6.
Resided in Group Setting with non-relative(s) - A residential setting where the owner (not a relative of the client) offers room and board and minimal support services for a fee.  Example: congregate housing.

Coding:
Record the code that reflects who the client was living with at the time of referral. Note that this excludes any temporary arrangements in living made while the home care services where being set up 

7.  Prior NH Placement
Definition:
Resided in a nursing home - Prior stay in one or more nursing homes at anytime during 5 years prior to case opening.
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Process:
Ask the client and caregivers.  Review any documentation available.

Coding:
0. No
1.  Yes
8.  Residential History
Intent:
If recently moved, there may be fewer social supports in the environment, or conversely, if moved in with a child, more help may be available. Understanding the reason for the move may be important in constructing the overall plan of care.

Definition:
Moved to current residence within last two years.

Coding:

0. No



1. Yes
SECTION A.

ASSESSMENT INFORMATION
(Beginning of the At-Home Functional Assessment)
1.  Assessment Reference Date
Intent:
Usually, assessments are completed based on information gathered at a single visit.  Item 1 is the date of this visit.  When an assessment carries over to a required second visit, this item still records the initial visit. Although the assessor may visit on different dates, the coding for all items for this assessment refers to the fixed initial visit date, thereby ensuring the commonality of the assessment period.

Coding:
For the month and day of the assessment, enter two digits each, using a leading zero ("0") as a filler.  Use four digits for the year.  Example: June 5, 1999.

  0 6                    0 5                1 9 9 9

Month              Day                  Year

2.  Reasons for Assessment
Intent:
To document the reason for completing the assessment.  Each assessment requires completion of the MDS-HC (Functional Assessment), review of triggered CAPs, and development or revision of a comprehensive care plan.  At intake, this process should be completed within 14 days of the original referral.
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Definition:
1. Initial assessment.  Assessment should be completed within

applicable programmatic timelines.

2.  Follow-up assessment — This is the second assessment, and ensures that the care plan is correct and up to date.  It also should identify instances where significant changes have occurred.  

3.  Routine assessment at fixed intervals — A comprehensive reassessment at specified intervals during the course of care (e.g., at the 12th-month anniversary of the initial assessment).

4.  Review within 30-day period prior to discharge from the program — Use this code whenever permanent program discharge is anticipated. This is a means of "closing" the clinical record at the point of discharge, laying the foundation for subsequent service initiatives.

5.  Review at return from hospital — Purpose of review is to identify how client needs have changed.

6.  Change in status — A comprehensive reassessment prompted by a “major change” that is not self-limited, that affects the client’s health status, and that requires review or revision of the care plan to ensure that appropriate care is given.  For example, the primary caregiver died, the client entered a new, more troubling stage of his or her neurological disease.
7.  Other - Purpose can be for quality assurance, clinical research, confirmation of current plan (not the second “follow-up” assessment) development of acuity scale, community needs assessment, etc.

Coding:
Enter the number corresponding to the reason for assessment. 
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SECTION B.

COGNITIVE PATTERNS
1.  Memory/Recall Ability
Intent:
To determine a client’s ability to remember recent and past events (i.e., short-term, situational and procedural memory).

Process:
a. Short-term memory OK:  Ask the client to describe a recent event that both of you have had the opportunity to remember (you should be able to validate that client’s memory with your knowledge of such events).  Examples include, what the client had for breakfast, when the last pain medication dosage was received, (you can validate the client’s recollection with information from the medical record).  For persons with verbal communication deficits, non-verbal responses are acceptable (e.g., when asked how many children visited today, they can correctly tap out a response of the appropriate number). If there is no positive indication of memory ability, code “1”, Memory problem.
	Example of a Structured Approach for Assessing Short Term Memory

Ask the client to remember three unrelated items (e.g., book, watch, table) for a few minutes. After you have stated all three items, ask the client to repeat them to you (to verify that you were heard and understood by the client). Then proceed to talk about something else - perhaps another part of the assessment.  Do not be silent, do not leave the room.  In five minutes ask the client to repeat the name of each item.  If unable to recall all three items, code “1”, Memory problem.




b. Procedural Memory OK:  This MDS-PAC item refers to the cognitive ability to perform sequential activities.  Dressing is an example of such a task as it requires multiple steps to complete the entire task.  The client must be able to perform or remember to perform all or most all of the steps in order to be scored a “0" Memory O.K.  If the client demonstrates difficulty in two or more steps, code as “1” Memory Problem.  Note: Home care clients often have physical limitations that impede their independent performance of activities.  Do not confuse such physical limitations with the cognitive ability (or inability) to perform sequential activities.  Examples of such performance in areas of retained physical ability should be central to your review.

Coding:
Code for recall of what was learned or known.  For each type of memory:

Code “0” in the box provided, if memory OK.

Code “1” in the box provided, if memory problem is demonstrated.

	Examples

Mrs. L. is a 90 year old former librarian who became a home care client 2 days ago, after being discharged from a rehabilitation hospital for continued OT and PT following surgical repair of a hip fracture.  During the assessment process Mrs. L. was articulate about her recent health history (including the names of the acute and rehabilitation hospitals, orthopedic surgeon, and primary nurses).  She enumerated her current medication list when the medications were to be taken during the day, and reported that she did this activity without help, and introduced her 2 visiting daughters to the assessor by name.  She also provided a brief social history.  This information was validated as accurate via a conversation with her daughters, a review of the hospital discharge summary, and by review of the labels on the medication bottles.  

Memory/Recall Ability     Coding:

a. Short-term memory     0 (OK)

b. Procedural memory    0 (OK)
Mr. I. is a 63 year old divorced gentleman with a 30 year history of alcohol abuse.  Two weeks prior to intake into the home-care program, Mr. I. passed out while smoking in bed in his rented room, sustaining second degree burns of his left ear, neck and chest.  He was admitted to an acute care hospital for treatment of burns, smoke inhalation, and delirium tremens.  During early hospitalization he was resuscitated after a respiratory arrest and placed on mechanical ventilation for 5 days.  He was transferred to a nursing facility 13 days ago and spent 10 days in a recuperative state.  

During the admission assessment, home care intake assessment, which occurred within days of his discharge from the nursing home, Mr. I. was able to recall the fire but was sketchy on the details of his hospitalization and treatment.  Short-term memory testing revealed he was unable to recall any of the three items posed to him.  Mr. I. did relay information about his early life, including his 10-year marriage, the names of his 3 sons from whom he is now estranged, and his prior work as an accountant (information validated as accurate from his medical record).  Mr. I. has been able to recognize  faces of his homemakers and of those providing care to him in the home and knows the roles (e.g., the nurse; the “therapist”); he can also find his way from his home to  remember his rehabilitation and medical schedules, and prepares and eats lunch with no help from others.

Memory/Recall Ability       Coding:
a. Short-term memory       1 (Memory problem)

b. Procedural memory       0 (OK)




2.  Cognitive Skills for Daily Decision Making
a. How well client made decisions about organizing the day.

Intent:
To record the client's actual performance in making everyday decisions about the tasks or activities of daily living.  These items are especially important for further assessment and care planning in that they can alert the assessor to a mismatch between a client's abilities and his or her current level of performance, or the family may inadvertently be fostering the client's dependence.
	Examples

Choosing items of clothing; knowing when to go to meals; knowing and using space in home appropriately; using environmental cues to organize and plan the day (e.g., clocks, calendars); in the absence of environmental cues, seeking information appropriately (i.e., not repetitively) from family in order to plan the day; using awareness of one's own strengths and limita​tions in regulating the day's events (e.g., asks for help when neces​sary); making the correct decision concerning how to go out of house; acknowledging need to use a walker, and using it faithfully.




Process:
Consult client first, then a family member.  Observations of the client can also be helpful.  Review the events of each day.  The inquiry should focus on whether the client is actively making these decisions, and not whether there is belief that the client might be capable of doing so.  Remember the intent of this item is to record what the client is doing (performance).  When a family member takes decision-making responsibility away from the client regarding tasks of everyday living, or the client does not participate in decision-making, whatever his or her level of capability may be, the client should be considered to have impaired performance in decision-making.

Coding:
Enter the single number that corresponds to the most correct response.

0.  Independent — The client's decisions were consistent, reason​able, and safe (reflecting lifestyle, culture, values); the client organized daily routine and made decisions in a consistent, reasonable, and organized fashion.

1.  Modified Independence — The client organized daily routine and made safe decisions in familiar situations, but experienced some difficulty in decision-making when faced with new tasks or situations.

2.  Minimally impaired — In specific situations, decisions become poor or unsafe and cues/supervision necessary at those times.

3.  Moderately Impaired — The client's decisions were consistently poor or unsafe; the client required reminders, cues, and supervision in planning, organizing, and conducting daily routines at all times.

4.  Severely Impaired — The client's decision-making was severely impaired; the client never (or rarely) made decisions.

b. Worsening of decision making as compared to status of 90 days ago (or since last assessment if less than 90 days).

Intent:
Comparison of client's current decision making to decision-making ability of 90 days ago.

Process:
Talk to client and family members.  Ask them to compare client’s decision- making status now versus 90 days ago (or since last assessment if less than 90 days ago).

Coding:
Code:

0.  No

1.  Yes
3.  Indicators of Delirium
a. Sudden or new onset/change in mental function over last 7 days
Intent:
Mental function can vary over the course of the day (e.g., sometimes better, sometimes worse; the behavior manifestation will be present sometimes, while at other times they will not be present).  Many treatable illnesses are manifested as an acute confusional state, and when present this can be an important clinical marker that should be evaluated.

Process:
You will depend largely on statements by the family, formal caregivers, or the referring agency.  In asking questions, refer to changes observed over the past 7 days.  Ask about sudden or new onset or change in ability to pay attention, awareness of surroundings, being coherent, unpredictable variation over the course of the day.

Coding:
Code for client's behavior in the last seven days regardless of what you believe the cause to be.

0.  No

1.  Yes
b. Become agitated or disoriented

Intent:
Changes in client behavior such that his or her safety is endangered or client requires protection by others.

Process:
You will need to ask family or the referring agency to think about client’s behavior over the past 90 days (or since last assessment if less than 90 days).

Coding:
Code for client’s behavior over the past 90 days (or since last assessment if less than 90 days) (regardless of cause).

0.  No

1.  Yes
	Case Example
Mrs. K is a 92 year old widow of 30 years who has severe functional dependency secondary to heart disease.  Her family has reported that during the last two days, since her return from the hospital, Mrs. K has "not been herself."  She has been napping more frequently and for longer periods during the day.  She is difficult to arouse and has mumbling speech upon awakening.  She also has difficulty paying attention to what she is doing.  For example, at meals instead of eating as she usually did, she picks at her food as if she doesn't know what to do with a fork, then stops and closes her eyes after a few minutes.  Alternatively, Mrs. K has been waking up at night believing it to be daytime.  She has been calling, demanding to be taken to see her husband (although he is deceased) — she never did this before.   For item 3a Code 1, Yes; For item 3b Code 1 Yes.



SECTION C.

COMMUNICATION/HEARING PATTERNS

1.  Hearing
Intent:
To evaluate the client's ability to hear (with environmental adjustments, if necessary) during the past three-day period.

Process:
Evaluate hearing ability after the client has a hearing appliance in place (if the client uses an appliance).  Be sure to ask if the battery works and the hearing aid is on.  Interview and observe the client, and ask about hearing function.  Consult the client's family.  Test the accuracy of your findings by observing the client during your verbal interactions. 

Be alert to what you have to do to communicate with the person.  For example, if you have to speak more clearly, use a louder tone, speak more slowly, or use more gestures, or if the client needs to see your face to know what you are saying, or if you have to take the client to a more quiet area to conduct the interview — all of these are cues that there is a hearing problem, and should be so indicated in the coding.

Also, if possible, observe the client interacting with others (e.g., the family member).

Coding:
Enter one number that corresponds to the most correct response.

0.  Hears adequately — Hears all normal conversational speech, including when using the telephone, watching television, responding to doorbells, and engaged in group activities.

1.  Minimal difficulty — Hears speech at conversational levels but has difficulty hearing when not in quiet listening conditions or when not in one-on-one situations.

2.  Hears in special situations only — Although hearing-deficient, compensates when the speaker adjusts tonal quality and speaks distinctly; or can hear only when the speaker's face is clearly visible.

3.  Highly impaired — Absence of useful hearing; hears some sounds, although may frequently fails to respond even when the speaker adjusts tonal quality, speaks distinctly, or is positioned face to face.  There is no comprehension of conversational speech, even when the speaker makes maximum adjustments.

Coding:
Enter the number corresponding to the most correct response.

2.  Making Self Understood (Expression)
Intent:
To document the client's ability to express or communicate requests needs, opinions, urgent problems, and social conversation, whether in speech, writing, sign language, or a combination of these (includes use of word board or key board).

Process:
Interact with the client.  Observe and listen to the client's efforts to communicate with you.  If possible, observe his or her interactions with family.

Coding:
Enter the number corresponding to the most correct response.

0.  Understood — The client expresses ideas clearly, without difficulty.

1.  Usually Understood — The client has difficulty finding the right words or finishing thoughts, resulting in delayed responses.  If given time, little or no prompting required.

2.  Often Understood — The client has difficulty finding words or finishing thoughts, prompting usually required.

3.  Sometimes Understood — The client has limited ability, but is able to express concrete requests regarding at least basic needs (e.g., food, drink, sleep, toilet).

4.  Rarely/Never Understood — At best, understanding is limited to interpretation of highly individual, client-specific sounds or body language (e.g., indicated presence of pain or need to toilet).

3.  Ability to Understand Others (Comprehension)
Intent:
To describe the client's ability to comprehend verbal information whether communicated to the client orally, by writing, or in sign language or Braille.  This item measures not only the client's ability to hear messages but also to process and understand language.

Process:
Interact with the client.  Consult with family.

0.  Understands — Clearly comprehends the speaker's message(s) and demonstrates comprehension by words or actions/behaviors.

1.  Usually Understands - with little or no prompting — Misses some part or intent of the message but comprehends most of it.  The client may have periodic difficulties integrating information but generally demonstrates comprehension by responding in words or actions.

2.  Often Understands — The client may miss some part or intent of the message.  With prompting, the client can often comprehend the conversation.

3.  Sometimes Understands — Demonstrates frequent difficul​ties integrating information, and responds adequately only to simple and direct questions or directions.  When the message is rephrased or simplified or gestures are used, the client's comprehension is enhanced.

4.  Rarely/Never Understands — Demonstrates very limited ability to understand communication.  Or, assessor has difficulty determining whether the client compre​hends messages, based on verbal and nonverbal responses.  Or, the client can hear sounds but does not understand messages.

Coding:
Enter the number corresponding to the most correct response.

4.  Communication Decline
Intent:
To compare client’s current abilities to make him or herself understood or to understand others to status of 90 days ago.

Process:
Talk to client and family members.  Ask if they have noticed any decline in client’s ability to make him/herself understood or to understand others.  Ask them to compare current status to ability 90 days ago (or since last assessment if less than 90 days ago).

Coding:
Worsening in communication (making self understood or understanding others) as compared to status of 90 days ago (or since last assessment if less than 90 days)

0.  No

1.  Yes
SECTION D.

VISION PATTERNS
Intent:
To record the client's visual abilities and limitations over the past three days, assuming adequate lighting and assistance of visual appliances, if used. 

1.  Vision
Intent:
To evaluate the client's ability to see close objects in adequate lighting, using the client's customary visual appliances for close vision (e.g., glasses, magnifying glass).  

Definition:
“Adequate” lighting — What is sufficient or comfortable for a person with normal vision.

Process:
•  Ask client, family member or home care staff if the client has manifested any change in usual vision patterns over the past three days — e.g., is the client still able to read newsprint, menus, greeting cards, etc.?

• Then ask the client about his or her visual abilities.

• Test the accuracy of your findings by asking the client to look at regular-size print in a book or newspaper with whatever visual appliance he or she customarily uses for close vision (e.g., glasses, magnifying glass). Then ask the client to read aloud, starting with larger headlines and ending with the finest, smallest print.

• Be sensitive to the fact that some clients are not literate or are unable to read English.  In such cases, ask the client to read aloud individual letters of different size print or numbers, such as dates or page numbers, or to name items in small pictures.

•  If the client is unable to communicate or follow your directions for testing vision, observe the client's eye movements to see if his or her eyes seem to follow movement and objects.  Though these are gross measure​ments of visual acuity, they may assist you in assessing whether the client has any visual ability.

Coding:
Enter the number corresponding to the most correct response.  

0.  Adequate — The client sees fine detail, including regular print in newspapers/books.

1.  Impaired — The client sees large print, but not regular print in newspapers/books.

2.  Moderately Impaired — The client has limited vision, is not able to see newspaper headlines, but can identify objects in his or her environment.

3.  Highly Impaired — The client's ability to identify objects in his or her environment is in question, but the client's eye movements appear to be following objects (especially people walking by).

Note:  Many clients with severe cognitive impairment are unable to participate in vision screening because they are unable to follow directions or are unable to tell you what they see.  However, many such clients appear to “track” or follow moving objects in their environment with their eyes.  For clients who appear to do this, use code “3”, Highly Impaired.  With our current limited technology, this is the best assessment you can do under the circumstances.

4.  Severely Impaired — The client has no vision, or sees only light colors or shapes; eyes do not appear to be following objects (especially people walking by).

2.  Visual Limitation/Difficulties
Intent:
To document whether the client experiences visual limita​tions or difficulties related to diseases common in aged persons (e.g., glaucoma, cataracts, macular degeneration, diabetic retinopathy, neurologic diseases).  It is important to identify whether these conditions are present.  Some eye problems may be treatable and reversible; others, though not reversible, may be managed by interventions aimed at maintaining or improving the client's residual visual abilities.

Process:
Ask the client or family member about any problem with vision (e.g., spilling food, bumping into objects and people).   Are they worse today than they were 90 days ago?  Ask whether it is vision or other deficit that is at work (e.g., decline in stability, secondary to Alzheimer’s Disease).

Coding: 
Record “0" no, if the client does not report seeing halos or rings around lights, curtain over eyes or flashes of light, “1" if the client reports (to assessor or family member) those symptoms.

3.  Vision Decline
Intent:
To document change in client’s ability to see objects in adequate lighting using customary visual appliances, as compared to 90 days ago (or since last assessment if less than 90 days).

Process:
Ask the client whether his or her vision has declined.  Secondary indicators that might suggest such a problem include reductions in customary routines, increased unsteady gait, strange clothing selections.  When present, review potential explanations with client and family.

Coding:
Code for worsening of vision as compared to status of 90 days ago (or since last assessment if less than 90 days ago).

0.  No

1.  Yes
SECTION E.

MOOD AND BEHAVIOR PATTERNS
Mood distress is a serious condition and is associated with significant morbidity.  Associated factors include poor adjustment to one’s living situation, functional impairment, resistance to daily care, inability to participate in activities, isolation, increased risk of medical illness, cognitive impairment, and an increased sensitivity to physical pain.  It is particularly important to identify signs and symptoms of mood distress because they are very treatable.  

It would be very unusual for family members to have received specific training in how to evaluate clients who have distressed mood or behavioral symptoms. Therefore, although family may sense that something is wrong, mood distress is often under diagnosed and under treated.  Thus, this assessment may serve as a crucial first opportunity to identify whether such problems are present.

1.  Indicators of Depression, Anxiety, Sad Mood
Intent:
To record the presence of indicators observed in the last 3 days, irrespective of the assumed cause of the indicator (behavior).

Definition:
Feelings of psychic distress may be expressed directly by the client who is depressed, anxious, or sad.  Distress can also be expressed by non-verbal indicators.

a. A feeling of sadness or being depressed — e.g., Life is not worth living. Nothing matters; Would rather be dead than live this way; What’s the use of no use to anyone; Would rather be dead; Let me die.

b. Persistent anger with self or others — e.g., easily annoyed, anger at care received.

c.  Expressions of what appear to be unrealistic fears — e.g., fear of being abandoned, left alone, being with others, afraid of nighttime.

d. Repetitive health complaints — e.g., persistently seeks medical attention, obsessive concern with body functions, obsessive concern with vital signs.

e. Repetitive anxious complaints/concerns (non-health related) — e.g., persistently seeks attention/reassurance regarding schedules, meals, laundry, clothing, relationship issues.

Distress may also be expressed non-verbally and identified through observation of the client in the following areas during usual daily routines:

f. Sad, pained, worried facial expressions — e.g., furrowed brows.

g. Recurrent crying, tearfulness
h. Withdrawal from activities of interest — e.g., no interest in long standing activities or being with family/friends.

i. Reduced social interaction — e.g., less talkative, more isolated

Process:
Initiate a conversation with the client, being cognizant of earlier statements by (or observations of) the client.  Some clients are more verbal about their feelings than others and will either tell someone about their distress, or tell someone only when asked directly how they feel.  For clients who verbalize their feelings, ask how long these conditions have been present.  Other clients may be unable to articulate their feelings (i.e., cannot find the words to describe how they feel, or lack insight or cognitive capacity).  Observe the client carefully for any indicator, both at the time of the planned assessment and in any direct contacts you may have with the client during the three days covered by this assessment.  Consult with clinicians who work with the client or family who have direct knowledge of the client's typical and current behavior.  Relevant information may also be found in the clinical record, although this can vary.

Coding:
For each indicator apply one of the following codes based on interactions with and observations of the client in the last 3 days.  Remember, code regardless of what you believe the cause to be.

0.  Indicator not exhibited in last 3 days

1.  Exhibited on 1-2 of last 3 days

2.  Exhibited on each of last 3 days

2.  Mood Decline
Intent:
To compare current status of mood indicators to status 90 days ago.

Process:
Talk with client and family members.  Ask if they have noticed a worsening of mood indicators.  Ask them to compare current status to status of 90 days ago or since last assessment if less than 90 days ago.  If no mood indicators scored on E1, code “0" No.

Coding:
Mood indicators have become worse as compared to status of 90 days ago (or since last assessment if less than 90 days).

0.  No

1.  Yes
3.  Behavioral Symptoms
Intent:
To identify a.) symptom frequency and b.) The family’s view of the alterability of the behavioral symptoms (in the last three days) that cause distress to the client, or are distressing or disruptive to others with whom the client lives.  Such behaviors include those that are potentially harmful to the client or disruptive to others.  This item is designed to pick up problem behaviors exhibited by the elder at home.  Many health professionals use the term “combative or agitated”.  In this item we ask the caregiver to tell us if a specified problem behavior occurred or not.  Then we also determine if this behavior was able to be easily controlled or could be easily altered by actions of the family.

Acknowledging and documenting behavioral symptoms provides a basis for further evaluation, care planning, and delivery of consistent, appropriate care towards ameliorating the behavioral symptoms.  

Definition:
a. Wandering — Moved about with no discernible, rational purpose, seemingly oblivious to needs or safety.  A wandering person may be oblivious to his or her physical or safety needs.  Wandering behavior should be differentiated from purposeful movement (e.g., a hungry person moving about the apartment in search of food).  Wandering may be by walking or by wheelchair.  Do not include pacing as wandering behavior.  Pacing back and forth is not considered wandering.

b. Verbally Abusive Behavioral Symptoms — Others were threatened, screamed at, or cursed at.

c. Physically Abusive Behavioral Symptoms — Others were hit, shoved, scratched, or sexually abused.

d.  Socially Inappropriate/Disruptive Behavioral Symptoms — Includes disruptive sounds, excessive noise, screams, self-abusive acts, or sexual behavior or disrobing in public, smearing or throwing food or feces,  rummaging through others' belongings, repetitive behaviors, rising early and causing distress to others.

e. Resists Care — Resists taking medications/injections, pushed caregiver during ADL assistance in eating or changes in position.  This category does not include instances where client has made an informed choice not to follow a course of care (e.g., client has exercised his right to refuse treatment, and reacts negatively as others try to reinstitute treatment).  

Signs of resistance may be verbal or physical (e.g., verbally refusing care, pushing caregiver away, scratching caregiver).  These behaviors are not necessarily positive or negative, but are intended to provide information about the person's responses to interventions and to prompt further investigation of causes for care planning purposes (e.g., fear of pain, fear of falling, poor compre​hension, anger, poor relationships, eagerness for greater participation in care decisions, past experience with medication errors and unacceptable care, desire to modify care being provided). 

Process:
Take an objective view of the client's behavioral symptoms.  The coding for this item focuses on the client's actions, not intent.  It is often difficult to determine the meaning behind a particular behavioral symptom.  Therefore, it is important to start the assessment by recording any behavioral symptoms. The fact that family members have become used to the behavior and minimize the client's presumed intent (“He doesn't really mean to hurt anyone.  He's just frightened.”) is not pertinent to this coding. Does the client manifest the behavioral symptom or not — that is the test you should use in coding these items.   

Observe the client during your assessment.  Observe how the client responds to attempts by family members to deliver care.  Consult with family members who provide direct care.  Ask if they know what occurred throughout the day and night for past 3 days.  Question the family member.  Try to do this when the client is not in the room (if possible).  Recognize that answers given with the client present may need to be validated later.  Also the presence of 2 or 3 caregivers during the assessment may discourage caregivers from answering as accurately as we would like.

Coding:
Code “0” if the described behavioral symptom was not exhibited in the last three days.

Code “1” if the behavioral symptom was present and the behavioral symptom was easily altered with current interventions.

Code “2” if the described behavioral symptom occurred with a degree of intensity that is not responsive to family’s attempts to reduce the behavioral symptom through limit setting, diversion, adapting daily routines to the client's needs, environmental modification, activities programming, comfort measures, appropriate drug treatment, etc.  For example:  A cognitively impaired client who hits family when dressing in the morning  and swears at visiting nurses  at each physical contact and the behavior is not easily altered, would be coded “2”.

	Examples

(  Mr. W has dementia and is severely impaired in making daily decisions.  He wanders all around the apartment throughout the day.  He is extremely hard of hearing and refuses to wear his hearing aid.  He is easily frightened by others and cannot stay still when anyone visits.  Numerous attempts to redirect his wandering have been met with hitting and pushing family.  Over time, family members have found him to be most content while he is wandering within the structured setting of the apartment.  Code as follows:
Wandering = 2

Verbally abusive = 0

                                         Physically abusive = 0

Socially inappropriate = 0

Resists care = 0
(  The elder’s daughter states she has found her mother up and going through the daughter’s closet in the middle of the night.  This has happened several nights over the past three days.  When she tried to get her mother to return to her own room and bed, the mother became angry and continually shouted at her daughter.  She accused the daughter of stealing her things. Code as follows:
Wandering = 0

Verbally abusive = 2

Physically abusive = 0

Socially inappropriate = 2

Resists care = 
0




Coding:
0. Did not occur in last 3 days
1.  Occurred, easily altered

2.  Occurred, not easily altered

4.  Changes in Behavior Symptoms
Intent:
To document whether the behavioral symptoms or resistance to care exhibited by the client has increased in frequency of occurrence or alterability, or in acceptance by family as compared to his or her status of 90 days ago (or since last assessment if less than 90 days).  Consider changes in any area, including (but not limited to) wandering, and symptoms of verbal or physical abuse or aggressiveness, socially inappropriate behavior, or resistance to care.  

Process:
Talk with family members, involved agency staff (e.g., homemaker) or referring agency.

Coding:
Code “0” if no change in problem behaviors.  This includes client with no behavioral symptoms during entire 90-day period (or since last assessment if less than 90 days).  Code “1” if behavioral symptoms have become worse or are less well tolerated by family as compared to 90 days ago (or since last assessment if less than 90 days).
SECTION F.

SOCIAL FUNCTIONING
Intent:
To document, describe the client's interaction patterns and adaptation to his or her social environment.  To assess the degree to which the client is involved in social activities, meaningful roles, and daily pursuits.

1.  Involvement
a. Client At Ease
Definition:
At ease interacting with others — Consider how the client behaves during the time you are together, as well as reports of how the client behaves with family, friends, and health professionals.  A client who tries to shield himself or herself from being with others, spends most of the time alone, or becomes agitated when visited, is not “at ease interacting with others.”  Note — if client is only at ease with family, while being ill at ease with others, you will code this item as a “1”.

Process:
The selected response should be confirmed by objective observation of the client's behavior (either verbal or nonverbal) in a variety of settings (e.g., in apartment, in building) and situations (e.g., alone, in one-on-one situations, in groups) over the past three days.  The primary source of information is the client.  Talk with the client and ask about his or her perception (how he or she feels), how he or she likes to do things, and how he or she responds to specific situations.  Then talk with family members who have regular contact with the client.  Remember, it is possible for discrepancies to exist between how the client sees himself or herself and how he or she actually behaves.  Use your best clinical judgment.  

Coding:
Record the number corresponding to the most correct response.

0.  At ease

1.  Not at ease
b. Openly Expresses Conflict
Definition:
Openly expresses conflict/anger with family/friends — Includes expressions of feelings of abandonment, ungratefulness on part of family, lack of understanding by close friends, or hostility regarding relationships with family or friends.

Process:
Ask the individual for his or her point of view.  Is he or she generally content in relationships with family and friends, or are there feelings of unhappiness?  If the person is unhappy, what specifically is he or she unhappy about?

It is also important to talk with family members/friends who visit or have frequent telephone contact with the individual.  How have relationships with the person been in the last seven days?

	Example: Mr. H. Tells assessor he has to do what his daughter says or “she gets mad with me.” When assessor talks to daughter, she reports no conflict.

Code as “1” (Yes, openly expresses conflict).




Coding:
Record the number corresponding to the most correct response.

0.  No

1.  Yes
2.  Change in Social Activities
Intent:
Identify a recent change (as compared to 90 days ago — or since last assessment if less than 90 days) in the level of participation in activities or relationships.

Definition:
(  The level of participation refers to:

-  The quantity (how many) of different types of social activities

-  The intensity (how frequently) of the relationship

-  The quality (how deep the client’s involvement is in the activity) of the relationship

(  Remote participation is equally important and significant for the client’s role fulfillment and self-esteem (e.g., the person cannot move outside her or his home but still participates or is associated with some kind of religious, political, or social activity).

(  Distress:  mood is affected by recent change in the level of participation (sadness, loss of motivation or self-esteem, anxiety, depression).

Process:
Talk with the client and collect his or her judgments, appreciation or feelings.  Try also to collect family and neighbor’s opinions (if present).

Coding:
Code “0” if no decline is observed (that is, if no change or an decrease has occurred)

Code “1” if decline has occurred without a corresponding increase in client’s distress

Code “2” if both decline and distress are observed
3.  Isolation
Intent:
To identify the actual amount of time that the client is alone, and his/her perception of loneliness.

Definition:
Length of time alone during the day (morning and afternoon) means literally left alone without any other person.  If the client is residing in a board and care facility, congregate housing, or other situation where there are other clients in their own rooms, count the amount of time alone in room by him/herself as time alone.

Client “feels lonely” is the actual perception of the client.  The perception may seem to contradict the actual time the client is alone.  Indications of loneliness also reflect non-verbal behaviors — crying, withdrawal.

Process:
First ask the client how much time he/she spends “alone”.  Be clear about what is defined as “being alone”.  Then ask questions about loneliness. For example: “Do you feel alone or as if you are by yourself?”  “Do you feel alone, even when you have visitors or other people are near?”  Does the client wish there were more visitors, or pets to interact with?  Confirm the amount of time the client spends “alone” with caregivers, also ask about non-verbal indicators of loneliness.  Finally, if the client is not able to respond to questions about loneliness, ask the caregiver and/or significant others, in their best judgment is the client lonely?

a. Length of time client is alone during the day (morning and afternoon – Includes only daytime hours).
Coding:
Code for the most appropriate category.

0.  Never or hardly ever

1.  About one hour

2.  Large periods of time, e.g., all morning

3.  All of the time
b.  Client says or indicates he/she feels lonely.

Coding:
Code if client says or indicates that he/she feels lonely.

0.  No     1.  Yes

SECTION G.

INFORMAL SUPPORT SERVICES
1.  Two Key Informal Helpers
Intent:
To assess the informal caregiver support system.  This is different from a formal relationship that the client may have with a health care agency.

Definition:
Primary informal caregiver.  Primary caregiver may be a family member, friend or neighbor (but not a paid provider).  It is not required that the caregiver actually live with the client, rather that he/she visits regularly, or would respond to needs that the client may have. This is the person who is most helpful to the client, who he could most rely upon.

Secondary informal caregiver. The second most important informal provider of care, or the person who, after the primary caregiver, could be most relied on to help or give advice and counsel if needed. 

Process:
Ask the client if he/she could identify an informal caregiver.  The client may identify several people who “would help” if asked. Shape the questions with specific statements: “Who helps you shop?”  “Who helps with cleaning around the house?” “Who helps you with your meals, bathing, dressing etc..”  “Who helps you pay your bills?” “Who drives you when you need a ride?” If the client doesn’t receive any support, ask if there is someone who “would help” if needed.  If client is not able to understand or respond to questions, or gives responses that are unclear, evasive or untrue (e.g. refers to husband when you know the husband is deceased), review  any agency documentation or ask informal helpers if available.



It is important to understand that some helpers may not be described as 
caregivers.  They do things in line with normal social relationships — it is 
what a daughter or wife is expected to do. Thus, it is useful to concentrate 
on what support is provided, rather than the label “caregiver.”

Coding:
Enter the last/family name of the first helper in item a., followed by the first name in item b.  Enter the last/family name of the second helper in item c, followed by the first name in item d.  If client or community agency cannot identify an informal helper, leave blank.
e.  
Lives with client
Intent:
To assess the relationship between the client and the informal helper(s), and the type of support they currently provide.

Definition:
An informal helper is said to live with the client if the client and helper share the same space (house, apartment/flat).  This does not include living in an adjacent or neighboring apartment/flat/house.

Coding:
Code both column A (person 1, primary helper) and column B (person 2, secondary helper)

0.  Yes - Informal helper lives with client.
1.  No - Informal helper does not live with client.
2.  No such helper (skip other items in the appropriate column).
f.  Relationship to client
Definition:
This refers to the nature of the relationship between the client and the informal helper(s).  Consider the quality of the relationship, not simply as the relationship is defined by the law or social customs. For example, if the client has a non-related “partner” and it appears (and they consider) that the relationship is “like a marriage” but is not legally recognized, code as “1” spouse. (for example: a “common-law marriage”)

Process:
Ask the client and the helper(s) about the nature of their relationship. Validate the significance of their relationship, as they define it.

Coding:
Code both column A (person 1) and column B (person 2). Code with the category that best describes the relationship.

0.  Child or child-in-law (include partner’s child, even if not married)

1.  Spouse (include a partner, regardless of legal marital status)

2.  Other Relative

3.  Friend/neighbor
Areas of help

Definition:
g.  Advice or emotional support.  Helper provides guidance or support.  This advice or support may be task centered (e.g. balancing check book, tax advice, directions for dealing with a specific problem) or more loose (e.g. “being there” when needed, listening). Emotional support refers to time spent providing non-physical support around emotional issues such as loss, anxiety about the future, and change of body image. Advice and emotional support goes beyond simply being physically present.

h.  IADL care. IADL areas include such activities as meal preparation, ordinary house work, managing finance or medications, phone use, shopping and transportation.  

i.  ADL care.  ADL areas include such activities as bed mobility, transferring, locomotion in the home, dressing, eating, toilet use, personal hygiene and bathing.  

Process:
For emotional support, ask client if he/she receives advice or emotional support from helper(s).  Listen carefully to the responses.  If the client is not able to recognize the support and advice being provided, ask client pointed questions such as: ask to describe how major decisions are made;  Identify a challenging time for the client and ask if anyone was there to provide advice/support.  Use best clinical judgment to determine if advice/support was felt by the client.

For IADLs, ask client and informal helper if support is given in meal preparation, ordinary house work, managing finance or medications, phone use, shopping and transportation.  Support can range from the helper doing light house work, to doing all of the shopping and housework.

For ADLs, ask client and informal helper if support is given in any ADL areas such as bed mobility, transferring, locomotion in the home, dressing, eating toilet use, personal hygiene and bathing.  Support can range from the helper “being there just in case”, for safety, to the helper providing complete ADL care.

Coding:
Code for the areas the caregiver is providing help to the client.

0.  Yes

1.  No
j.  Willingness to increase help
Intent:
To determine if informal helper(s) would be able to respond to an increase in client needs.

Process:
This question should be asked of the helper, in private, away from the client.  Ask question in a sensitive manner by acknowledging the implications of the support they are currently providing and the need prospect for more help.  Try to determine if the helper is being realistic when considering their ability to provide more care. Ask the client separately about their perceptions of the helper’s willingness to increase support, if needed. Listen carefully to what is being said.  The helper may be willing and able to continue, but the client may feel differently based on their perceptions of their current relationship and future needs.  Weigh both perceptions and use best clinical judgment to code appropriately.

Coding:
Code for willingness (with ability) of caregiver to increase help.

0.  More than 2 hours

1.  1-2 hours per day

2.  No
2.  Caregiver Status
Intent:
To assess the reserve of the informal caregiver support system.  

Definition:
A caregiver is unable to continue in caring activities - The caregiver, client, or assessor believes that a caregiver(s) is not able to continue in caring activities.  This can be for any reason, for example: lack of desire to continue, geographically inaccessible, other competing requirements (child care, work requirements), personal health issues.

Primary caregiver is not satisfied -  The primary caregiver is not satisfied with the support that others are currently providing in the care of the client.

Primary caregiver expresses feeling of distress - Primary caregiver expresses, by any means, that he/she is distressed, angry, depressed, or in conflict because of caring for the client.

Process:
Ask the informal caregiver and client separately about the caregiver’s ability to continue providing care.  For these items, you need to consider the current situation as well as a projection of future needs.  The caregiver may be willing and able to continue, but because the client feels like he/she is being a burden may state that the caregiver cannot continue. Take this information into consideration and using your clinical judgment make the assessment.  This is a sensitive issue and should be handled carefully.  Listen carefully to what is being said.  

Coding:
0. No

1. Yes

3.  Extent of Informed Help
Intent:
To capture the number of hours and minutes informal helpers spent assisting the client in instrumental and personal activities of daily living, over the last 7 days.

Definition:
Include all people that provide assistance to the client, for example family, friends and neighbors.  They may or may not be the primary caregiver.  Instrumental activities of daily living include: meal preparation, house work, managing finance.  Personal activities of daily living include: mobility in bed, dressing, toilet use.

Process:
Consult with the client about hours of care.  Confirm information with primary caregiver, or “log in” sheets at the house or agency if available.

Coding:
Record the total amount of help the client received from family, friends or neighbors, Monday through Friday.  Then code for Saturday and Sunday.  This number is the cumulative 24 hour total for each day.  For example, if family, friends and neighbors provided 120 minutes (2 hours) each day from Monday through Friday and 1 hour each on Saturday and Sunday, the total number of hours for help received during the weekdays is 10 and the weekend days is 2.  Code as follows:

	0
	1
	0


a.    
	0
	0
	2


b.
Round minutes to nearest hour. For example, 12 hours and 45 minutes should be 
coded as 13 hours.

SECTION H.

PHYSICAL FUNCTIONING:

IADL PERFORMANCE IN 7 DAYS

ADL PERFORMANCE IN 3 DAYS
1.  IADL Self Performance
Intent:
The intent of these items is to examine the areas of function that are most commonly associated with independent living.  

Process:
The client is questioned directly about his or her performance of normal activities around the home or in the community in the last 7 days.  You may also talk to family members if they are available.  You also should use your own observations as you are gathering information for other MDS-HC items.

Definition:
a.  Meal preparation — How meals are prepared (e.g., planning meals, cooking, assembling ingredients, setting out food and utensils.)

b.  Ordinary housework — How ordinary work around the house is performed (e.g., doing dishes, dusting, making bed, tidying up, laundry.)

c.  Managing finances — How bills are paid, checkbook is balanced, household expenses are balanced.

d.  Managing medications — How medications are managed (e.g., remember to take medicines, open bottles, take correct dosage of pills, injections, ointments.)

e.  Phone use — How telephone calls are made or received (with assistive devices such as large numbers on telephone, amplification as needed.)

f. Shopping — How shopping is performed for food and household items (e.g., selecting items, managing money, transportation to/from store, putting up groceries. Excludes making out shopping list.)
g.  Transportation — How client travels by vehicle (e.g., gets to places beyond walking distance) — includes driving vehicle him/herself; traveling as a passenger in a car, bus or subway.

Coding:
Note-each item has two codes Code A, and Code B.

CODE (A) IADL SELF-PERFORMANCE CODE — Code for the client's performance over the past 7 days.

0.  Independent, did on own

1.  Some help — client involved but received help from others some of the time.

2.  Full help — client involved but received help from others all of the time

3.  By others — client totally dependent on others

8.  ACTIVITY DID NOT OCCUR
CODE (B) IADL DIFFICULTY CODE — For those involved in activities, ask: How difficult is it (or would it be) for client to do activity on own.  [Note: This may well be a judgment call by assessor for client may never have done this activity (e.g., never cooked a meal himself].
0.  No difficulty            

1.  Some difficulty (e.g., needs some help, is very slow, or fatigues)

2.  Great difficulty (e.g., little or no involvement in the activity is possible)

Code for the most appropriate response.

	Example

(  Mrs. Q does not do her shopping.  Her daughter visits every Sunday, gets the list from her mother, and does the shopping.  Mrs. Q, while appreciating her daughter, feels she would have no difficulty doing the shopping on own.  Code, Shopping A=3; B=0.

(  Because of lack of skills and experience in performing some activities, some individuals may not perform an activity, but would be capable of doing so with the proper training.  Therefore, it is important to identify the distinction between physical capability and non-performance for reasons not related to health problems.  For example, some males may never have learned to cook, and some females may never have handled financial matters.  For some activities, the client may perform the activity independently at times, but receive/require assistance at other times.    First determine whether the client performed the activity.

Here are possible conversations between the assessor and the client, both dealing with meals.

Assessor:
Do you prepare your own meals? [For example, do you plan your meals, gather ingredients together, cook, and lay out your food utensils.]

Client:


No, I can’t do it.
Assessor:

Who gets your breakfast?

Client:


I get myself some cold cereal.
Assessor:

How about lunch?

Client:


I get meals-on-wheels 5 days a week.
Assessor:

What about the weekends?

Client:
They leave me enough to heat up in the microwave. Or, My neighbors or family send lunch over.
Assessor:

Who fixes dinner?

Client:


I just fix a snack.  Or, My homemaker fixes dinner and leaves it to be heated up.
Assessor:

Could you manage without this help?

Client:


All I could do is get some cold food.  I am really too unsteady to cook at a stove.
Code Meals     A=1 (Some help),     B = 1 (Some difficulty)
(  Here is an example of a conversation between an elder and male client.

Assessor:

Do you prepare your own meals?

Client:


No, my wife takes care of that.
Assessor:

Do you ever get your own breakfast?

Client:


No, she gets me cold cereal and fruit, with coffee every morning.
Assessor:

Do you ever get your own lunch?

Client:


Sometimes if my wife is out.
Assessor:

Did you do it in the last 7 days?

Client:


No
Assessor:

So, are you saying that she prepares the main meal and heavy cooking?

Client:


Yes
Assessor:

Could you do the cooking if you had to?

Client:


Yes, not as well as she does, she is a real pro, but I could manage.
Code Meals      A= 3 (By others),    B = 0 (No difficulty)




2.  ADL Self-Performance
Intent:
To record the client’s self-care performance in activities of daily living (i.e., what the client actually did for himself or herself and/or how much help was required by family members or others) during the last three days, except for bathing — last seven days.

Definition:
ADL SELF-PERFORMANCE — Measures what the client actually did (not what he or she might be capable of doing) within each ADL category over the last three days according to the performance-based scale.

a.  Mobility in Bed — including moving to and from lying position, turning from side to side, and positioning body while in bed.

b.  Transfer — Including moving to and between surfaces - to/from bed, chair, wheelchair, standing position. [Note: excludes to and from bath/toilet].

c.  Locomotion in Home — [Note: If in wheelchair, self-sufficiency once in chair.] How client gets around in the home environment (excludes stairs).

d.  Locomotion Outside of Home — [Note: If in wheelchair, self-sufficiency once in chair.] How client gets around outside of the home.

e.  Dressing Upper Body — How client dresses and undresses (street clothes, underwear) above the waist.  Includes prostheses, orthotics, fasteners, pullovers, etc. (Code regardless of type of clothing client wears, e.g., street clothes, nightgown, pajamas – all considered in this item.) 
f. Dressing Lower Body — How client dresses and undresses (street clothes, underwear) from the waist down.  Includes prostheses, orthotics (e.g., antiembolic stockings) belts, pants, skirt, shoes, and fasteners. (Code regardless of type of clothing client wears, e.g., street clothes, nightgown, pajamas – all considered in this item.) 
g. Eating — Including taking in food by any method, including tube feedings.

h.  Toilet Use — Including using the toilet room or commode, bedpan, urinal; transferring on/off toilet; cleaning self after toilet use (includes cleansing after incontinence episode); managing any special devices required (ostomy or catheter), and adjusting clothes.

i.  Personal Hygiene — Including combing hair, brushing teeth, shaving, applying makeup, washing/drying face and hands, [EXCLUDE baths and showers].

j.  Bathing — How client takes full body bath/shower or sponge bath (EXCLUDE washing of back and hair).  Includes how each part of body is bathes: arms upper and lower legs, chest, abdomen, perineal area.  Code for most dependent episode in last 7 days.
Process:
In order to be able to promote the highest level of functioning, the assessor first identifies what the client actually does for himself or herself, noting when assistance is received and clarifying the types of assistance provided (verbal cueing, physical support, etc.)

A client's ADL self-performance may vary from day to day, or within days.  There are many possible reasons for these variations, including mood, medical condition, relationship issues (e.g., willing to perform for a daughter he or she likes but not the daughter-in-law), medications, alcohol consumption, etc.  The responsibility of the assessor, therefore, is to capture the total picture of the client's ADL self-performance over the three day period, 24 hours a day — i.e., not only how the assessor sees the client.
In order to accomplish this, it is necessary to gather information from multiple sources — i.e., interviews/discussion with the elder and family.  Ask questions pertaining to all aspects of the ADL activity definitions.  For example, when discussing Bed Mobility, be sure to inquire specifically how the client moves to and from a lying position, how the client turns from side to side, and how the client positions himself or herself  while in bed.  A client can be independent in one aspect of Bed Mobility yet require extensive assistance in another aspect.  Since accurate coding is important as a basis for making decisions on the type and amount of care to be provided, be sure to consider each activity definition fully.

The wording used in each coding options reflects real-world situations, where slight variations are common.  Where variations occur, the coding ensures that the client is not assigned to an excessively independent or dependent category.  By definition, codes 0, 1, 2, 3, 4 and 5 (Independent, Set up Help Only, Supervision, Limited Assistance, Extensive Assistance, Maximal Assistance) permit one or two exceptions for the provision of heavier care.  For example, someone may have received no help in dressing on almost all occasions.  However, on one occasion when a daughter was visiting, she helped her mother get a sweater over her head and put on her shoes.  Her mother did most of the activity, receiving some light guidance with arms and legs.  Because this was only one exception to the normal pattern, the correct code for the two dressing items is “0” (Independent).

To evaluate a client's ADL Self-Performance, begin by observing how the client is performing physical tasks during your visit.  Talk with the client to ascertain what the client does for himself or herself in each ADL activity as well as the type and level of assistance by others.  Also talk with family members and weigh all responses to come up with a consistent picture of ADL performances.

The following chart provides general guidelines for recording accurate ADL Self-Performance.
	Guidelines for Assessing ADL Self-Performance

(  The coding scale for ADLs records the client's actual level of involvement in self-care and the type and amount of support actually received during the last three days.

(  Do not record your assessment of the client's capacity for involvement in self-care — i.e., what you believe the client might be able to do for himself or herself based on demonstrated skills or physical attributes. 

(  Do not record the type and level of assistance that the client “should” be receiving according to any written plan of care or expectations the family may have.  The type and level of assistance actually provided may be quite different from what is indicated in a plan of care.  Record what is actually happening.

(  Engage family (or formal home care staff when possible) who have cared for the client over the last three days in discussions regarding the client's ADL functions.  Remind these persons that the focus is on the last three days only.  To clarify your own understanding and observations about each ADL activity (bed mobility, locomotion, transfer, etc.), ask probing questions, beginning with the general and proceeding to the more specific.




	Example

Here is a possible conversation between the assessor and family member regarding rising from a chair for a client who is severely impaired.

Assessor:
“Tell me how Mrs. L gets up from her chair. Once she is in chair, how does she move from a sitting to a standing position?”

Family 
“She can move about on the chair by herself, but I help her to grab the

member:
sides of the chair as she gets up.”

Assessor:
“Do you give her verbal instructions or does this involve physical help?”

Family 
“Most of the time I just remind her to grab the sides of the chair when

member:
 she gets up.  If she doesn’t, she might fall.  But once I tell her how to do      things, she can do it herself.”

Assessor:
“So, how do you help as she actually rises from the chair?”

Family 
“She can help herself by grabbing onto her chair.  I tell her what to do.

member:
There are times each day when I hold her arm to steady her in getting up.”

Assessor:  “How many days during the three days did you give this type of help?

Family
member:
    “Every day.”

For Transfer, Mrs. L would receive an ADL Self-Performance Code of “4” (Extensive Assistance).



Coding:
For each ADL category, code the appropriate response for the client's actual performance during the past three days, except for bathing, code for the most dependent episode during the last seven days. 

0.  Independent — No help, or set up or staff oversight/supervision -OR- Help, Setup or supervision provided only 1 or 2 times during last 3 days (with any task or subtask).

1.  Setup Help Only — Article or device provided or placed within reach of client 3 or more times.  (Examples include: For hygiene — provides basin or grooming articles; For locomotion — handling walker or locking wheels on wheelchair; For eating — cutting meat, opening containers; For dressing — retrieving clothes and laying out on bed; For bathing — placing bathing articles at tubside.)

2.  Supervision — Oversight, encouragement, or cuing provided 3 or more times during period - OR - Supervision (1 or more times) plus physical assistance provided only 1 or 2 times during period (for a total of 3 or more episodes of help or supervision).

3.  Limited Assistance — Client highly involved in activity; received physical help in guided maneuvering of limbs or other non-weight bearing assistance 3 or more times -OR- Combination of non-weight bearing help with more help provided only 1 or 2 times during period (for a total of 3 or more episodes of physical help).

4.  Extensive Assistance — Client performed part of activity on own (50% or more of subtasks) BUT Help of the following type(s) was provided 3 or more times: 

· Weight-bearing support (e.g., holding weight of one or both lower limbs, trunk)
· Full staff performance of a task (some of time)or discrete subtask.

5.  Maximal Assistance — Client involved and completed less than 50% of subtasks on own, received weight bearing help or full performance of certain subtasks 3 or more times. Includes two person physical assist.

6.  Total Dependence — Full performance of the activity by another during the entire period.

8.  Activity Did Not Occur — During the last three days, the ADL activity was not performed by the client or others.  In other words, the specific activity did not occur at all (regardless of ability).

For example: A client who was restricted to bed for the entire three day period and was never transferred from the bed would receive a code of “8” for Transfer (Item H2b).

However, do not confuse a client who is totally dependent in an ADL activity (Code 6 - Total Dependence) with the activity itself not occurring.  For example: even a client who receives tube feedings and no food or fluids by mouth is engaged in eating (receiving nourishment), and must be evaluated under the Eating category for his or her level of assistance in the process.  A client who is highly involved in giving himself a tube feeding is not totally dependent and should be coded as a “3.”

NOTE:  Each of these ADL  Self-Performance scoring categories is exclusive.  There is no overlap between categories.  Changing from one self-performance category to another demands an increase or decrease in the number of times that help is provided. 

There will be times when there is no one type or level of assistance provided to the client 3 or more times during a three-day period.  However the sum total of support of various types will be provided three or more times.  In this case, code for the least dependent self-performance category where the client received that level or more dependent support 3 or more times during the 3 day period.  Please review the following example for clarification of this principle.

Examples

The client received supervision for walking in the house on two separate occasions and non-weight bearing assistance on two occasions.  Code “2” for Supervision in Walking in Corridor.  Rationale: There were 3 total episodes of help and supervision was the least dependent category for these three episodes.

The client received supervision in dressing upper body on one occasion, non-weight bearing assistance (i.e., buttoning client’s shirt) on two occasions, and weight-bearing assistance (i.e., lifting client’s arm into a sleeve [weight-bearing]) on one occasion during the last 3 days.  Code “3"  for limited assistance in Dressing Upper Body. Rationale: There was 1 episode of supervision and physical assistance in the last 3 days: 2 non-weight bearing episodes, and 1 weight-bearing episode.  Limited Assistance is the correct code because it reflects the least dependent support category that encompasses 3 or more activities that were at least at that level of support.

	Examples: ADL Self-Performance and

Support
	Self-Perf.

	Mobility in Bed
Client was physically able to reposition self in bed but had a tendency to favor and remain on his left side.  He needs frequent reminders and monitoring to reposition self while in bed.

Client usually repositioned himself in bed.  However, because he sleeps with the head of the bed raised 30 degrees, he occasionally slides down towards the foot of the bed.  On 3 occasions a family member helped him to reposition by providing weight-bearing support as he bent his knees and pushed up off the footboard.

To turn over, the client always began by reaching for a side rail for support. He received the physical assistance of one person to guide his legs into position, with this other person completing the turn by guiding the client with a turn sheet (using weight-bearing assistance).  For all other movement in bed, the client received no help.

Client only changed position in bed by sitting up on edge of bed. While he’s on the edge of the bed, assessor has noticed he is unstable. Assessor feels he really needs someone to help him turn and reposition himself in the bed. Client has no caregiver.

Transfer
Despite bilateral above-the-knee amputa​tions, client almost always moved independently from bed to wheelchair (and back to bed) using a transfer board he retrieves independently from his bedside table.  On one occasion in the past three days, a family member had to remind client to retrieve the transfer board. 

Client moved independently in and out of armchairs but always received light physi​cal guidance of one person to get in and out of bed safely.  Transferring ability varied throughout each day.  Client received no assistance most times, but received heavy weight-bearing assistance

of one person one time.
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	Examples: ADL Self-Performance and Support
	Self-Perf.

	Locomotion in Home
Client ambulated slowly in apartment using a 4-pronged cane for support, stopping to rest every 15-20 feet.  She has good safety awareness and has never fallen.

Client ambulated independently around his apartment and on the floor of  his housing complex “socializing with others and attending activities during the day.  Loves dancing and yoga.  Because he can become afraid at night, his wife provides stand-by assistance as he ambulates to the bathroom at least twice every night.

Dressing

Dressing Upper Body

Mrs. S. received limited physical help with upper body dressing.  

She could  place her arms into the straps of a bra and the sleeves of a blouse once these items were held out for her and her caregiver helped her to guide her arms into position.  She was independent in upper body dressing last month.

For the past 3 days, the client’s husband provided physical weight-bearing            

help (supporting the arm) with upper-body dressing every

morning.  Later each day, as Mrs. S. felt better (joints were more flexible), she required no  assistance.  She required more assistance from her home health aide one month ago before she underwent joint replacement surgery on the fingers of her right hand.

Dressing Lower Body
Mrs. B. dresses her lower body needing help with donning and removing                

her anti-embolic stockings.  The home health aide applied the anti-embolic stockings each AM and Mrs. B’s daughter removed them at bedtime for the last 3 days.  She was independent in dressing lower body 3 weeks ago before her acute hospitalization for acute thrombophlebitis.
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	Examples: ADL Self-Performance and Support
	Self-Perf.

	Eating

Client arose daily after 9:00 am, preferring to skip breakfast and just munch          
on fresh fruit later in the morning.  She ate lunch and dinner independently in the

congregate dining room in her apartment complex.

Client has a history of dysphasia and choking, ate independently as long              
as his spouse sat with him to monitor him for safety during every meal

(stand-by assistance if necessary).

Client with difficulty initiating activity always ate independently after                      
someone guided her hand with the first few bites and

then offered encouragement to continue.

Client fed self on own at breakfast and lunch but tired later in day.  She was fed totally by her daughter at the supper meal.
Toilet Use
Client used bathroom independently once up in a wheelchair; used bedpan         independently at night.
In the toilet room client is independent.  As a safety measure, her husband   stays just outside the door, checking with her periodically.
Personal Hygiene
Once grooming articles were laid out and arranged by spouse, client  regularly performed the tasks of personal hygiene by receiving verbal directions from one person throughout each task.
Client shaves self with an electric razor, washes his face and hands, brushes his teeth, and combs his hair.  Because he is losing his sight, his wife hands grooming articles and return articles to their proper location.
Client performed all tasks of personal hygiene except shaving.  Because of     poor eyesight, his wife shaves his thick beard three times a week, but only once in past three days.
Bathing

Mr. J. received verbal cuing and encouragement to take daily showers. Once his wife walked client to bathroom, he showered with periodic oversight.  His status was the same before his recent surgery.
For one tub bath, Ms. A. received set-up help only.  However, due to her fluctuating moods, she received total help for her second tub bath yesterday.
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3.  ADL Decline
Intent:
To compare current ADL status to status of 90 days ago (or since last assessment if less than 90 days), is it now worse?

Process:
Talk to client.  Ask them to think about how they were able to do their ADLs 90 days ago.  How does their current ADL status compare to 90 days ago?  If needed, talk to family member.

Coding:
Code for appropriate category

0.  No

1.  Yes
4.  Primary Modes of Locomotion
Intent:
To record the type(s) of appliance, devices, or personal assistance the client used for locomotion.

Definition:
3.  Scooter (e.g. Amigo) - A motorized chair/cart that is controlled by the client.  Do not code electric wheel chair in this category. Electric wheelchair should be coded as “4”.

Coding:
Indicate device or appliance most often used indoors (A) and outdoors (B).

	Example

Client walks in the house with a walker. When client walks out in the back yard, she does not use walker, hangs on to porch railings and lawn furniture.

                     Code    
a. Indoors         = 2


b. Outdoors      = 0



0.  No assistive device

1.  Cane

2.  Walker/crutch

3.  Scooter (e.g., Amigo)

4.  Wheelchair (includes electric wheelchair)

8.  Activity did not occur (e.g., client did not go outdoors)

5.  Stair Climbing
Intent:
To determine how client was up and down stairs in the last 3 days.

Process:
Determine whether client went up and down stairs without help (other than a hand rail).  Speak with client and family members if available.

Coding:
0.  Up and down stairs without help. [Note: can use handrail.]

(  At least one episode where client went both up and down stairs

(  Stairs include single or multiple steps.  Homes with a raised threshold or raised entry level that is seven inches or higher are considered to be equivalent to a single stair.

(  If physical help received in climbing or descending stairs, do not code as “0".

1.  Up and down stairs with help.  This includes assistance with balance and lifting weight of body.

2.  Not go up or down stairs in past three days.  
6.  Stamina
Intent:
Moderate physical activity in connection with activities of everyday life or chosen activities can help to keep elders fit in many ways.  Below a certain threshold of activity, functional decline may be accelerated.  If the elder is uninvolved or involved less than 2 hours a week in domestic IADLs (e.g., light housework) or chosen physical activities (recreation, going out to shop or walk, etc.), a conversation around these issues is indicated.

It is necessary to understand if the elder is motivated, what the elder’s needs may be,  what barriers need to be overcome, and whether health education is needed.

Many elderly are interested in maintaining health.  They usually know that life style practices may be important, but they often need concrete information about how important their own life style is for health maintenance.  For example, the elder may understand questions on walking and eating, but may not be willing to take corrective action.

a.  Went out of the house
Definition:
Out of the house or building means client went outdoors. This could be outdoors, standing on open porch, or walking outside each day.

Process:
Base coding of this item on those days during the current 7-day period when the weather would have permitted the client to leave the house or building.  For example, if it snowed or there was a “tropical” downpour for 7 of those days, ask these questions based on a typical 7-day period during the remainder of the last month.  The key distinction is between one day a week and 2-6 days.

Coding:
0.  Every day

1.  2-6 days a week

2.  1 day a week

3.  No days
b.  Hours of physical activities
Process:
Ask client and family to describe involvement in physical activity in the last 3 days (e.g., ADL’s, walking, cleaning house).

Coding:
  If equal to or greater than 2 hours, code 0.  If less than 2 hours, code 1.

7.  Functional Potential
Intent:
To describe likelihood that client may have capacity for greater independence and involvement in his or her care, it is important to identify the client’s and caregiver’s beliefs and assess prospects of recovery from current disease or condition.

Process:
Assess for indications that client thinks he or she can be more self-sufficient. Ask what health professionals have told client and family. Do their statements seem reasonable? Is the client’s description clear and unequivocal?  Could client be more self-sufficient if mood or motivational problems were addressed? Speak with caregivers. What is their perception of client’s capacity? How does this relate to the client’s perception and your observations? Assess whether functional performance has recently changed. Has there been an intervening acute episode?  What is the likelihood that the client will recover from the current disease or condition?

Coding:
0. No

1. Yes
	Example

Client has had Alzheimer’s disease and resulting short- and long-term memory loss for several years. She states to assessor, “I can do everything myself, if they let me.” Daughter states that she must perform all care activities for her mother.

a = 1

b, c, d = 0



SECTION I.

CONTINENCE IN LAST 7 DAYS
1.  Bladder Continence
Intent:
To determine and record the client's pattern of bladder continence (control) over the last 7 days (or since last assessment if less than 7 days).

Definition:
a.  Bladder Continence — Refers to control of urinary bladder function.  This item describes the bladder continence pattern with scheduled toileting plans, continence training programs, or appliances.  It does not refer to the client's ability to toilet self — e.g., a client can receive extensive assistance in toileting and yet be continent, perhaps as a result of help by the family. 

Process:
Review urinary elimination pattern with the client.  Make sure that your discussions are held in private.  Control of bladder function is a sensitive subject, particularly for clients who are struggling to maintain control.  Many people with poor control will try to hide their problems out of embarrassment or fear of retribution.  Others will not report problems because they mistakenly believe that incontinence is a natural part of aging and that nothing can be done to reverse the problem.  Despite these common reactions to incontinence, many elders are relieved when a health care professional shows enough concern to ask about the nature of the problem in a sensitive, straightforward manner.

(  Validate continence patterns with people who know the client well (e.g., family caregivers).  

(  Remember to consider continence patterns over the last 7 day period (or since last assessment if less than 7 days), 24 hours a day, including weekends. 

Definition:
A six-point coding scale is used to describe continence patterns.  Notice that in each category, different frequencies of incontinent episodes are specified for bladder and bowel.  The reason for these differences is that typically there are more episodes of urination per day and week than there are bowel movements.

Coding:
0.  Continent — Complete control (including control achieved by care that involves prompted voiding, habit training, reminders, etc.); does not use any type of catheter or urinary collection device.

1.  Continent with Catheter — Complete control with use of any type of catheter or urinary collection device that does not leak urine.


(Condom Catheters to be coded in this section)
2.  Usually Continent — Incontinent episodes occur once a week or less;

3.  Occasionally Incontinent — Incontinent episodes occur two or more times a week but not daily;

4.  Frequently Incontinent — Incontinent episodes tend to occur daily, but some control is present (e.g., in the day time);

5.  Incontinent — Has inadequate control.  Incontinent episodes occur multiple times daily.

8.  Did Not Occur — No urine output from bladder (e.g., hemo-dialysis).

Choose one response to code level of bladder continence over the last 7 days (or since last assessment if less than seven days).

Code for the actual bladder continence pattern — i.e., the frequency with which the client is wet and dry during the seven day assessment period.  Do not record the level of control that the client might have achieved under optimal circumstances.  

For bladder incontinence, the difference between a code of “4” (Frequently Incontinent) and “5” (Incontinent) is determined by the presence (“4”) or absence (“5”) of any bladder control.

	Examples of Bladder Continence Coding

Mr. Q was taken to the toilet after every meal, before bed, and once during the night.  He was never found wet.  Code “0” for “Continent” — Bladder.

Mr. R had an indwelling catheter in place during the entire seven day assessment period.  He was never found wet.  Code “1” for “Continent with Catheter” — Bladder.

Although she is generally continent of urine, every once in a while (about once in the last week) Mrs. T doesn't make it to the bathroom to urinate in time after receiving her daily diuretic pill.  Code “2” for “Usually Continent” — Bladder.

Mrs. A has less than daily episodes of urinary incontinence, particularly late in the day when she is tired.  Code “3” for “Occasionally Incontinent” — Bladder.

Mrs. U has end-stage Alzheimer's disease.  She is very frail and has stiff, painful contractures of all extremities.  She is primarily bedfast on a special water mattress, and is turned and re-positioned hourly for comfort.  She is not toileted and is incontinent of urine for all episodes.  Code “5” for Incontinent” — Bladder.



b.  Worsening of Bladder Incontinence
Intent:
To compare current bladder continence status to 90 days ago (or since last assessment if less than 90 days).

Process:
Talk to client and family member if available.  Ask them to compare current bladder continence status to function 90 days ago (or since last assessment if less than 90 days).
Coding:
Code for the appropriate category.

0.  No

1.  Yes 

2.  Bladder Devices
Definition:
Pads/brief used — Any type of absorbent, disposable or reusable undergarment or item, whether worn by the client (e.g., diaper, adult brief) or placed on the bed or chair for protection from incontinence.  Does not include the routine use of pads on beds when a client is never or rarely incontinent.

Indwelling catheter — A catheter that is maintained within the bladder for the purpose of continuous drainage of urine.  Includes catheters inserted through the urethra or by supra-pubic incision.

Coding:
0. No


1.  Yes 

3.  Bowel Continence

Intent:
To determine and record the client's pattern of bowel continence (control) over the last 7 days (or since last assessment if less that 7 days).

Definition:
Bowel Continence — Refers to control of bowel movements.  This item describes the client's bowel continence pattern even with scheduled toileting plans, continence training programs, or appliances.  It does not refer to the client's ability to toilet self — e.g., a client can receive extensive assistance in toileting and yet be continent, perhaps as a result of family help. 

Coding:
0.  Continent — Complete control (including control achieved by care that involves prompted bowel evacuation, habit training, reminders, etc.); does not use ostomy device.

1.  Continent with Ostomy — Complete control with use of ostomy device that does not leak stool.

2.  Usually Continent — Incontinent episodes occur less than once a week.

3.  Occasionally Incontinent — Incontinent episodes occur once a week.

4.  Frequently Incontinent — Incontinent episodes occur two to three times per week.

5.  Incontinent — Bowel incontinent all (or almost all) of the time.

8.  Did Not Occur — No bowel movement during the entire 7-day assessment period.

SECTION J.

DISEASE DIAGNOSIS
1.  Diseases
Intent:
To document the presence of diseases/infections that have a relationship to the client's current ADL status, cognitive status, mood or behavior status, medical treatments, nursing monitoring or risk of death.  Also code if reason for hospitalization in last 90 days (or since last assessment if less than 90 days).  In general, these are conditions that drive the current plan of care.  Do not include conditions that have been resolved or no longer affect the client's functioning or care plan.

Definition:
Heart/Circulation

a.  Cerebrovascular accident (Stroke) — A vascular insult to the brain that may be caused by intracranial bleeding, cerebral thrombosis, infracting, embolus.

b.  Congestive heart failure — Heart disease characterized by water retention often resulting in edema, signs and symptoms of breathlessness, and confusion. 

c.  Coronary artery disease — A condition in which one or more of the coronary arteries is narrowed by plaque or vascular spasms.

d.  Hypertension — Persistently high arterial blood pressure.

e.  Irregularly irregular pulse. Any abnormal cardiac rhythm (arrhythmia). For example, atrial fibrillation is characterized by rapid, randomized contractions of the atrial myocardium - which in turn causes an irregular pulse.

f.  Peripheral vascular disease — Vascular disease of the lower extremities that can be of venous or arterial origin.

Neurological

g.  Alzheimer’s disease — A degenerative and progressive dementia that is diagnosed by ruling out other dementias and physiological reasons for the dementia.

h.  Dementia other than Alzheimer's Disease — Includes diagnoses of organic brain syndrome (OBS) or chronic brain syndrome (CBS), senility, senile dementia, multi-infarct dementia, and dementia related to neurologic diseases other than Alzheimer's (e.g., Picks, Creutzfeld-Jacob, Huntington's disease, etc.).

i. Head trauma — wound or injury to head, often caused by traffic or other accidents that can cause language impediment, seizures, amnesia, functional impairments, and behavioral changes.

j.  Hemiplegia/Hemiperesis — paralysis of one side of the body.

k.  Multiple Sclerosis — an inflammatory disease of the central nervous system in which infiltrating lymphocytes, predominantly T cells and macrophages, degrade the myelin sheath of nerves.

l.  Parkinsonism — Group of neurological conditions characterized by tremor, muscle rigidity, and abnormal mobility and difficulty swallowing.

Musculo-Skeletal

m.  Arthritis — Includes degenerative joint disease (DJD), osteoarthritis (OA), and rheumatoid arthritis (RA)

n.  Hip fracture — Includes any hip fracture that occurred at any time that continues to have a relationship to current status, treatments, monitoring, etc.  Hip fracture diagnoses also include femoral neck fractures, fractures of the trochanter, subcapital fractures.

o.  Other fractures — Fracture of other than hip bone (e.g., wrist) due to any condition — e.g., falls, weakening of the bone, as a result of cancer, etc..

p.  Osteoporosis — Reduction in bone mass, increasing risk of bone fractures.

Senses

q.  Cataract — An opacity of the lens in one or both eyes that reduces visual acuity.

r.  Glaucoma — Diseases to eye characterized by increased intraocular pressure, can lead to irreversible damage to optic nerve.

Psychiatric/Mood

s.  Any psychiatric diagnosis — e.g., depression, anxiety disorder, schizophrenia, paranoia.

Infection

t.  HIV infection — Check this item only if there is supporting documentation or the client (or surrogate decision-maker) informs you of the presence of a blood test positive for the Human Immunodeficiency Virus or if the person has a diagnosis of AIDS .

u.  Pneumonia — An acute infection, inflammation of the lungs.

v.  Tuberculosis — Includes only clients with active tuberculosis or those whose PPD test has converted to positive tuberculin status and are currently receiving drug treatment (e.g., isoniazid (INH), ethambutol, rifampin, cycloserine) for tuberculosis.  It does not include those who have had tuberculosis in distant past.

w.  Urinary tract infection — Includes chronic and acute symptomatic infection(s) in the last 30 days.  Code this item only if the family states there is current supporting documentation and the client is being treated for a UTI.

Other Diseases

x.  Cancer — (in past 5 years) not including skin cancer
y.  Diabetes — Any of several metabolic disorders marked by persistent thirst and excessive discharge of urine.

z.  Emphysema/COPD/Asthma — Includes COPD (chronic obstructive pulmonary disease) or COLD (chronic obstructive lung disease), chronic restrictive lung diseases such as asbestosis, and chronic bronchitis.

aa.  Renal failure — Clinical condition that lead to derangement and insufficiency of renal excretory and regulatory function.
ab.  Thyroid disease — Three conditions are included under this category hyperthyroidism, hypothyroidism, and thyroid nodules.

Process:
If the client had a recent stay in an acute care hospital or rehabilitation hospital, the discharge forms often list diagnoses that were current during the hospital stay.  If these diagnoses are still active, record them on the MDS-HC form.  Also, accept statements by the client or family that seem to have clinical validity. 

Coding:
Do not record any conditions that have been resolved, no longer affect the client's functional status or care plan, and are not being monitored.

0. Disease is not present.

1.  Disease is present, not subject to focused treatment or monitoring by a home care professional.

2.  Disease is present and is being monitored or treated by a home care professional.

2.  Other Current or More Detailed Diagnoses and ICD-9-CM Codes
Intent:
Enter other diseases that affect client’s status, requires treatments or symptom management.  Also record more specific designations for general diseases listed under J1.

Coding:
In addition to listing the disease on the line, enter the ICD-9-CM code in the boxes to the right of the line.
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SECTION K.

HEALTH CONDITIONS AND PREVENTIVE

HEALTH MEASURES
1.  Preventative Health 
Intent:
This section helps home health care workers identify which clients have unmet needs for health counseling and preventive care.  

Process:
These screening activities are incorporated within the initial MDS-HC assessment.  The client needs to be asked if he has received specific health measures or discussed health prevention measures with a health professional in the past two years.  The family members may also be questioned.

Definition:
Preventive health measures include immunizations and screening for unrecognized health problems.  Immunizations are designed to prevent illness, screening is designed to detect unrecognized  illness at an early and treatable stage.

Coding:
0. No

1. Yes (during past 2 years)

2.  Problem Conditions present on 2 or more days
Intent:
To record specific reoccurring problems or symptoms that affect or could affect the client's health or functional status, and to identify risk factors for illness, accident, and functional decline.

Definition:


a.  Diarrhea — Frequent elimination of water stools from any etiology (e.g., diet, viral or bacterial infection).  

b.  Difficulty urinating or urinating 3 or more times a night.
c.  Fever — Temperatures above 100Fahrenheit (38Celsius) recorded on more than one occasion are considered significant in elderly populations. [Note — Many frail elders have normally low rectal baseline temperatures (e.g., 96 to 98F).  A fever is present when the client's temperature (F) is 2.4 degrees greater than the baseline temperature.]

d.  Loss of appetite — Reports loss of interest in foods, eating; tends to eat less and less frequently.

e.  Vomiting — The forcible expulsion of the contents of the stomach through the mouth.

Coding:
0. No

1. Yes (During 2 of last 3 days)

3.  Problem Conditions 
Intent:
To record specific problems or symptoms that affect or could affect the client’s health or functional status, and to identify risk factors for illness, accident, and functional decline.

Physical Health

a.  Chest pain pressure at rest or on exertion —Any type of pain in the chest area, which may be described as burning, pressure, stabbing, vague discomfort, etc., during exertion or rest.

b.  No bowel movement in last 3 days.

c.  Dizziness or lightheadedness —The sensation of unsteadiness, turning, or that the surroundings are whirling around.

d.  Edema —Excessive accumulation of fluid in tissues, either localized or systemic (generalized).  Includes all types of edema (e.g., dependent, pulmonary, pitting).

e.  Shortness of breath — Difficulty breathing (dyspnea) occurring at rest, with activity, or in response to illness or anxiety. 

Mental Health

f.  Delusions —Fixed, false beliefs not shared by others that the clients hold even when there is obvious proof or evidence to the contrary (e.g., belief he or she is terminally ill; belief that spouse is having an affair; belief that food is poisoned).

g.  Hallucinations — False perceptions that occur in the absence of any real stimuli.  An hallucination may be auditory (e.g., hearing voices), visual (e.g., seeing people, animals), tactile (e.g., feeling bugs crawling over skin), olfactory (e.g., smelling poisonous fumes), or gustatory (e.g., having strange tastes).

Process:
Ask the client — he or she may not have told others of his/her symptoms.  Ask family, review available clinical record.

Coding:
0. No


1. Yes (During last 3 days)
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4.  Pain
Intent:
To record the frequency and intensity of the signs and symptoms of pain.  For care planning purposes this item can be used to identify indicators of pain as well as to monitor the client's response to pain management interventions.

Definition:
a.  Frequency with which client complains or shows evidence of pain — client reported or was observed to have pain.  Observable signs of pain include, but are not limited to guarding area of pain, withdrawal, grimacing, insomnia, agitation, anorexia, etc.

Coding:
0.  No pain (Score items b-e as “0”)

1.  Less than daily

2.  Daily - one period

3.  Daily - Multiple periods (e.g., morning and evening)
Definition:
b.  Intensity of pain — Client reported or was observed to have pain that seems inconsistent with the perceived etiology.  This refers to the client who reports more than expected discomfort or pain of a different quality then what is typically experienced. For example: the client fell and bruised her arms and legs.  She was seen by a physician immediately after the fall.  Her physician ruled out a fracture, prescribed Tylenol and scheduled a revisit within the next week.  One week later the client is still reporting moderate to severe discomfort over hip and arm.  Code “1”.

Coding:
0.  No pain 

1.  Mild

2.  Moderate

3.  Severe

4.  Times when pain is horrible or excruciating
c.  From clients point of view, pain intensely disrupts usual activities
Coding:
Client reports experiencing an intensity of pain such that he/she is either unable to continue doing usual activities, or his/her schedule needs to be adjusted.

0.  No

1.  Yes

Definition:
d.  Character of Pain - Client reported that he/she was experiencing pain in a single site/area or multiple sites/areas, over the last 3 days.  For example, if the client indicated that he was feeling pain in his right hand, both the thumb and index finger, after a recent trauma to the area, code as “1”: localized - single site.  If the client indicated that she had pain in her hip, back and both arms, code as a “2”: multiple sites.

Coding:
0.  No pain

1.  Localized - single site

2.  Multiple sites

Definition:
e.  From client’s point of view, medications adequately controls pain.
Coding:
Client reports on adequacy of pain control with current medications taken.

0.  Yes, or no pain

1.  Medications do not adequately control pain

2.  Pain present, medication not taken
Process:
Ask the client if he or she has experienced any pain in the last seven days. Ask client to describe the pain.  If the client states he or she has pain, take his or her word for it.  Pain is a subjective experience.  Also observe the client for indicators of pain.  Indicators include moaning, crying, and other vocalizations; wincing or frowning and other facial expressions; or body posture such as guarding/protecting an area of the body, or lying very still; or decrease in usual activities.

In some clients, the pain experience can be hard to discern.  For example, in clients 
who have dementia and cannot verbalize that they are feeling pain, symptoms of pain 
can be manifested by particular behaviors such as calling out for help, pained facial 
expressions, refusing to eat, or striking out at those who try to move them or touch a 
body part.  Although such behaviors may not be solely indicative of pain, but rather may 
be indicative of multiple problems, code for the frequency of symptoms if in your clinical 
judgment it is possible that the behavior could be caused by the client experiencing 
pain.

Ask family members or home care staff who work with the client if the client had 
complaints or indicators of pain in the last three days.

	Example

Mr. T is cognitively intact.  He is up and about and involved in self-care, social and recreational activities.  During the last week he has been cheerful, engaging and active.  When checked by his wife at night, he appears to be sleeping.  However, when you ask him how he's doing, he tells you that he has been having horrible cramps in his legs every night.  He's only been resting, but feels tired upon arising.  Code 4a = 2
Rationale for coding:  Although Mr. T may look comfortable to others, he reports to you that he has terrible cramps.  Best clinical judgment for coding this “screening” item for pain would be to record codes that reflect what Mr. T tells you.




5.  Falls Frequency
Intent:
To determine the client's risk of future falls or injuries.  Falls are a common cause of morbidity and mortality among elders.  Clients who have sustained at least one fall or a near fall are at risk of future falls.  Serious injury results from 6 to 10 percent of falls, with hip fractures accounting for approximately one-half of all serious injuries.  

Coding:
Code for number of times client fell in last 90 days (or since last assessment if less than 90 days).  If none, code “0".  If more than 9, code “9."

6.  Danger of Fall
Definition:
Unsteady gait — A gait that places the client at risk of falling.  Unsteady gaits take many forms.  The client may appear unbalanced or walk with a sway.  Other gaits may have uncoordinated or jerking movements.  Examples of unsteady gaits may include fast gaits with large, careless movements; abnormally slow gaits with small shuffling steps; or wide-based gaits with halting, tentative steps.

Limits going outdoors due to fear of falling — Any restriction (self imposed or imposed by others) of going outdoors with the goal of preventing a fall.  Examples include: not going out to Senior Center, caregivers putting certain items out of sight (e.g., coat) that remind client about going outdoors, locking the doors.

Coding:
Code for danger of falling.

0.  No

1.  Yes

7.  Life style (Drinking/Smoking)
Intent:
To assess the client’s frequency and consequence of alcohol and tobacco use.

Definition:
a.  In the last 90 days (or since last assessment if less than 90 days) client or people in the client’s life expressed a concern regarding the amount of alcohol consumption.  The concern may have various motivations.  For example: the client may be concerned about the amount of drinking since he found out about his friend who recently died from liver disease, or the client’s son is concerned that his mother drinks too much since her fall.

b.  In the last 90 days (or since last assessment if less than 90 days) client or caregivers report that the client had to have an alcoholic drink first thing in the morning to “steady nerves” or “get going”.  Or the client, or caregiver, reports there has been trouble because of drinking.  For example: Client’s family or friends withdrew because of the behavior of the client when drunk.  Driver’s license was taken away because of driving while under the influence of alcohol.

c.  Smoked or chewed tobacco daily, refers to cigar, cigarette, snuff, or any other tobacco product that is inhaled or chewed.  

Process:
Ask the client directly.  This information may be sensitive to the client or create feelings within the assessor.  Care must be taken to acknowledge these feelings.  Begin asking the client about alcohol and tobacco usage, with a simple non judgmental statement. “Do you smoke?”  Or “Do you drink?”  Address frequency.  This may lead the client to feeling judged or that they are doing something wrong.  Address this with the client in a gentle way. “Like the other questions I asked, I am just trying to find out about you...it doesn’t mean that what you are doing is wrong” Discuss with caregivers the client’s alcohol and tobacco usage.  This discussion should not take place in front of the client.

Coding:
Code for drinking or smoking:

0.  No

1.  Yes
8.  Health Status Indicators
Definition:
a.  Client feels he/she has poor health.  Only verbal responses are coded as yes.

b.  Has conditions or disease which make symptom, ADL, mood, or behavior patterns unstable, fluctuating, precarious, deteriorating — Denotes the changing and variable nature of the client’s condition. For example, a client may experience a variable response to the intensity of pain and the analgesic effect of pain medications. On “good days” over the last three days, he or she will participate in ADLs, be in a good mood,, and enjoy preferred leisure activities. On “bad days,” he or she will be dependent on others for care, be agitated, cry, etc. Likewise, this category reflects the degree of difficulty in achieving a balance between treatments for multiple conditions.

c.  Experiencing a flare-up of a recurrent or chronic problem.

d.  Treatments changed in last 30 days (or since last assessment if less than 30 days) because of a new acute episode or condition.
e.  Less than six months to live.  The client or family has been told that in the best clinical judgment of the physician, the client has end-stage disease with approximately six or fewer months to live. 

Process:
Consult with client and client’s family.  The prognosis question would not be asked unless the client is frail and highly dependent on others.

Coding:
0. No

1. Yes

9.  Other Status Indicators
Intent:
Abuse of the client can take many forms, from subtle to frank.  In its most frank manifestations immediate corrective actions are required, and these items cover the spectrum of relevant features of this social problem.

Definition:
a.  Fearful of a family member or caregiver — Client expresses, either verbally or through behavior, fear towards a family member or caregiver.  Fear can be expressed in many manners.  A client may state that they are afraid of their caregiver, or withdraw whenever the caregiver is around.  Fear can be about physical or emotional abuse or mistreatment.

b.  Unusually poor hygiene — Client is observed to have unusually poor hygiene well beyond what is considered culturally appropriate.  Hygiene puts client at risk for skin breakdown or other health/psychosocial ramifications.

c.  Unexplained injuries, broken bones, or burns — Injuries or accidents that do not fit the clinical picture or realm of reasonable possibility given the circumstance.  

d.  Neglected, abused, or mistreated - Client had a serious or life-threatening situation or conditions go untreated or appropriately acknowledged.  The situation may put the client at risk of death, or other complications that impinge on physical and mental health.

e.  Physically restrained (e.g., limbs restrained, used bed rails, constrained to chair when sitting). Code regardless of stated intent of restraint. Note: Placing a chair in front of doorway, for example, for individuals who wander is not considered a restraint. 
Process:
Interview the client in a manner that is non-threatening.  The client should be interviewed in private, away from family, friend and caregivers.  Make observations during interactions between client and others.  Consider the quality of the interaction and coupled with the condition of the client.

Coding:
0. No

1. Yes

SECTION L.

NUTRITIONAL/HYDRATION STATUS
1.  Weight
Intent:
Marked unintended declines in weight can indicate failure to thrive, a symptom of a potentially serious medical problem, or poor nutritional intake due to physical, cognitive and social factors.

Definition:
a.  Unintended weight loss of 5% or more in last 30 days (or 10% or more in last 180 days).

Process:
Ask the client or family about weight changes over the last 30 and 180 days.

Measurement:  If actual weight records are available, they should be used. In their absence, a subjective estimate of weight change from the elder or caretaker can be used.  Identifying a particular time approximately 6 months previous (such as "compared to last New Year’s") may help visualize this previous point in time. You may be able to help the respondent answer the question by asking "How much weight do you think you have lost?" and mentally compare this with the reported or your estimated current weight of the elder. You can also ask "Have you lost a lot of weight? Do you feel much thinner or weaker?" or “Your clothes seem very loose on you, were you much heavier six months ago?” These possible questions begin to elicit useful information from the client.

b.  Severe malnutrition (cachexia) — disorder of nutrition; may be due to a deficient diet or deficient breakdown, assimilation, or utilization of food.

c.  Morbid obesity — Obesity of such a degree as to interfere with normal activities, including respiration (e.g., Pickwickean syndrome).

Coding:
Code for most appropriate choice.

0.  No

1.  Yes
2.  Consumption
Intent:
Regardless of the size of the meal, persons eating only one or fewer meals a day are unlikely to be deriving sufficient nutrition.

The question about number of meals is the introduction to a conversation about food intake.  If the client eats three prepared meals (cold or warm) each day, the energy intake is probably satisfactory.  If the client eats fewer meals, these meals have to be very well composed to give energy and enough nutrients.  Fewer meals a day can indicate reduced appetite, mood distress, medication complications, alcohol abuse, or some other problem.

Definition:
In last 3 days, noticeable decrease in the amount of food client usually eats or fluids usually consumes.  Noticeable decrease is related to baseline consumption of foods and fluids.  Consider the 24 hour period, not just during meal time.  The client may decrease on meals and opt for more frequent snacks.  Any decrease in overall consumption should be considered noticeable.

a.  In at least 2 out of the last three days, ate one or fewer meals a day.

b.  In last 3 days, noticeable decrease in the amount of food client usually eats or fluids usually consumes.

c.  Insufficient fluid — did not consume all/almost all fluids during the last 3 days.

d.  Enteral tube feeding — includes tube feedings via gastrostomy and jejunostomy tubes.

Process:
Ask the elder how many meals he or she has had for the past few days, beginning by asking "How many meals have you had already today?" then "How many meals did you have yesterday?" etc.   To stimulate recall, ask the content of the most recent meal, or if they had breakfast, lunch, or dinner.  If there are no meals (for at least 4 days out of 7), such as a response of "I ate things all day” (or on and off during the day) should be coded as "No more than one meal a day." There is no reason to identify the source of this problem (e.g.. if the person has been ill in bed, in a car traveling, had insufficient food in the house) for the purposes of coding this response, although these may provide information on strategies for addressing a potential nutrition problem.

	Examples

Client does not really care for food.  Her grandson used to live upstairs but moved away for education.  She does not have anybody to cook for her and she does not cook.  

Code for 2a = 1.
Client has a feeling of nausea in the morning, fading over the day.  She takes her prescribed medicine with a little yogurt, but apart from that only some toast at bedtime.  Code for 2a =1.




3.  Swallowing

Intent:
The ability to swallow safely can be affected by many disease processes and functional decline. Alterations in one’s ability to swallow can result in choking and aspiration, both of which can cause morbidity and mortality. Often clients with swallowing difficulties require altered consistencies of food and fluids OR may not be able to ingest nutrition by mouth. This item details the diet consistencies and modifications in place to address swallowing difficulties.

Process:
Observe client.  Review the client’s clinical record, including MD, dietitian and Speech Language Pathology notes if applicable. 

Coding:
Using the codes provided, indicate which item best describes the dietary prescriptions to address swallowing difficulties.

0.  Normal — Safe and efficient swallowing of all diet consistencies

1.  Requires diet modification to swallow solid foods (mechanical diet or able to ingest specific foods only)

2.  Requires modification to swallow solid foods and liquids (puree, thickened liquids)

3.  Combined oral and tube feeding (tube feeding, TPN)

4.  No oral intake (NPO)

SECTION M.

DENTAL STATUS (ORAL HEALTH)
1.  Oral Status
Intent:
To record any oral problems present in the last three days.

Definition:
a.  Problem chewing — Inability to chew food easily and without pain or difficulties, regardless of cause (e.g., client uses ill-fitting dentures, or has a neurologically impaired chewing mechanism, or has temporomandibular joint pain, or a painful tooth).

b.  Mouth is "dry" when eating a meal - Client reports having a dry mouth, or observed difficulty in moving food bolus in mouth.  Dry mouth can also be seen by inspection, or observed when client speaks and experiences difficulty, such as tongue sticking to roof of mouth.

c.  Problem brushing teeth or dentures - Difficulty in cleaning teeth and/or dentures due to endurance, motivation or fine motor skill problems.

Process:
Ask the client about difficulties in these areas.  If possible, observe the client during a meal.  Inspect the mouth for abnormalities that could contribute to chewing or swallowing problems or mouth pain.

Coding:
0. No

1. Yes

SECTION N.

SKIN CONDITION
To determine the condition of the client's skin, identify the presence, and stage, of ulcers, and document other skin conditions. Additionally, document any foot problems that may be present.

1.  Skin Problems
Intent:
To document the presence of skin problems or changes.

Coding:
Code for the most appropriate category

0.  No

1.  Yes
2.  Ulcers (Pressure/Stasis) 

Intent:
To record the highest stage of pressure and stasis ulcers on any part of the body, that was present in the last 3 days. 

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

Stage 2.  A partial thickness loss of skin layers that presents clinically as an abrasion, blister, or shallow crater.

Stage 3.  A full thickness of skin is lost, exposing the subcutaneous tissues.  Presents as a deep crater with or without undermining adjacent tissue.

Stage 4.  A full thickness of skin and subcutaneous tissue is lost, exposing muscle or bone.

a.  Pressure Ulcer — Any lesion caused by pressure resulting in damage of underlying tissues.  Other terms used to indicate this condition include bed sores and decubitus ulcers.

b.  Stasis Ulcer — An open lesion, usually in the lower extremities, caused by decreased blood flow from chronic venous insufficiency; also referred to as a venous ulcer or ulcer related to peripheral vascular disease (PVD).

Process:
Consult with the client and family about the presence of an ulcer.  Ask if they have examined the client for an ulcer.  To determine the stage of ulcer that are present, the assessor may have to observe the ulcer.


It could be difficult to examine the person’s entire skin, as you are a guest in the client’s home.  However, some areas are more susceptible to pressure ulcers or other kinds of troublesome skin or foot disorders.  For people who are cognitively intact, you can get good information about their skin condition without conducting a skin examination.  From a cognitively impaired person who is able to walk around, the client can be asked if they have any areas of existing skin problems.  For a chair-bound or bedfast person, some kind of examination needs to be done (e.g., checking lower extremities, buttocks, back, heels).


Foot problems could also be assessed by observing the client walking around an area (e.g., limping, painful gait).  It is also important to gather information from the caregivers (formal and informal), particularly those helping the client with personal hygiene, dressing, and bathing.

	Examples

A client has recently developed an itchy, rash across the upper body.  Code “1” for item 1 “skin problem”.
A severely impaired client is living with a frail, but cognitively intact wife.  The client tells the assessor that he has no problems with his skin.  However, he has dressings on both legs, and the wife states her husband has bilateral leg ulcers that the doctor called “stasis” ulcers.  She is changing the dressing on her husband’s legs.  One leg has an area of redness over the skin.  The other leg ulcer has a crater-type area in the skin.  Code “3” for the highest level of ulcer staging for item 2b, “stasis ulcer.”




Assessing a Stage 1 ulcer requires a specially focused assessment for clients with darker skin tones to take into account variations in ebony-colored skin.  To recognize Stage 1 ulcers in ebony complexions, look for:  (1) any change in the feel of the tissue in a high-risk area; (2) any change in the appearance of the skin in high-risk areas, such as the “orange-peel” look; (3) a subtle purplish hue; and (4) extremely dry, crust-like areas that, upon closer examination, are found to cover a tissue break. 

3.  Other Skin Problems Requiring Treatment
Intent:
To document the presence of skin problems other than ulcers, and conditions that are risk factors for more serious problems.

Definition:
a.  Burns (second or third degree) — Includes burns from any cause (e.g., heat, chemicals) in any stage of healing. This category does not include first degree burns (changes in skin color only).

b.  Open lesions other than ulcers, rashes, cuts (e.g. cancer lesions) Any break in the skin penetrating to subcutaneous tissue that is not the result of extrinsic trauma.

c.  Skin tears or cuts — Any traumatic break in the skin penetrating to subcutaneous tissue. Examples include skin tears, lacerations, etc.

d.  Surgical wound sites — Includes healing and non-healing, open or closed surgical incisions, skin grafts or drainage sites the thorax, abdomen, extremities or other parts of the body. This category does not include healed surgical sites or stomas.

e.  Corns, calluses, structural problems, infections, fungi — Examples of structural problems include hammer toes, absence of toe nails, bunion deformity.

Process:
Ask the client if he or she has any problem areas. Examine the client.  Foot problems could also be assessed by observing the client walking around an area (e.g., limping, painful gait).  It is also important to gather information from the caregivers (formal and informal), particularly those helping the client with personal hygiene, dressing, and bathing.

Coding:
0. No

1. Yes

4.  History of Resolved Pressure Ulcers
Intent:
To determine if the client had an ulcer that is no longer present.  Identification of this condition is important because it is a risk factor for development of subsequent ulcers.

Coding:
Code for most appropriate category

0.  No

1.  Yes

5.  Wound/Ulcer Care
Intent:
To document any specific or generic skin treatments the client has received in the past seven days.

Definition:
a.  Antibiotics, systemic or topical — Includes ointments or medications used to treat a skin condition (e.g., antifungal preparations).
b.  Dressings — Includes dry gauze dressings, dressings moistened with saline or other solutions, transparent dressings, hydrogel dressings, and dressings with hydrocolloid or hydroactive particles.

c.  Surgical wound care — Includes any intervention for treating or protecting any type of surgical wound.  Examples of care include topical cleansing, wound irrigation, application of antimicrobial ointments, dressings of any type, suture removal, and warm soaks or heat application.

d.  Other wound/ulcer care (e.g., pressure relieving device, nutrition, turning, debridement).
Pressure reduction/relieving devices

(  For chair — Includes gel, air (e.g., Roho), or other cushioning placed on a chair or wheelchair.  Do not include egg crate cushions in this category.

(  For bed — Includes air fluidized, low air loss therapy beds, flotation, water, or bubble mattress or pad placed on the bed.  Do not include egg crate mattresses in this category.

Nutrition or hydration — Dietary measures received by the client for the purpose of preventing or treating specific skin conditions — e.g., wheat-free diet to prevent allergic dermatitis, high calorie diet with added supplements to prevent skin breakdown, high protein supplements for wound healing.

Turning/repositioning — Includes a continuous, consistent program for changing the client's position and realigning the body.

Debridement — Removal of foreign material or contaminated/devitalized tissue from or around wound area, by mechanical or chemical methods.

Process:
Review the client's records.  Ask the client and nurse assistant.

Coding:
0. No

1. Yes

SECTION O.

ENVIRONMENTAL ASSESSMENT
1.  Home Environment
Intent:
To determine if the home environment is hazardous or uninhabitable.

Process:
Ask the client (or family member’s) permission to walk through the home.  Look for evidence of the problem areas noted in this section.  Talk to the client (and family member if necessary) about any areas that you cannot assess yourself through visual inspection. 

Definition:
a.  Lighting:  Environmental problems include the problems due to poor EVENING  lighting.  Poor evening lighting can include both darkness in critical areas of the home (e.g., darkness in an entryway where a key may be needed to open a lock or to get over a threshold, the approach to house, internal or external stairs, around the telephone, in the bathroom, and kitchen work areas).

b.  Flooring and carpeting: These environmental problems are primarily associated with difficulties in walking, especially with assistive devices such as walkers.  Problems can include steps or raised floor within a room, unevenness or actual holes in floors, holes in carpets that can snag feet, canes, or walkers, and rugs that are either uneven or not fastened down (such as slippery scatter rugs).  Other hazards for wheelchair-bound elders include high thresholds or narrow doorways or corridors.

c.  Bathroom and toilet room:  Problems can include slippery bottoms to bath tubs; lack of handrails to help get in and out of tubs when needed, and on and off toilets when needed, into and out of showers; sinks or other fixtures not safely secured or inoperative; extremely dirty bathrooms; leaking pipes or poor septic system operation; difficulty accessing toilet room that is separate from home; broken and potentially dangerous glass mirrors; exposed electrical wiring or appliances near sinks or bathtubs.
d.  Kitchen: (Exclude lighting problem, which should be coded above).  Include dangerous stove (near flammable materials, exposed wiring, leaking gas, range top not flat so that pots could easily fall); inoperative refrigerator, infestation by rats or bugs.

e.  Heating and cooling:  Heating and cooling systems may be inadequate (e.g. too hot in summer or cold in winter) or inappropriate (e.g., too cold in summer or hot in winter and not controllable by client or caregiver). Certain types of systems can be potentially hazardous for the client e.g. wood stove in a home with an asthmatic, or forced hot air system for a person already dehydrated.

f.  Personal safety (e.g., fear of violence, safety problem in going to mailbox or visiting neighbors, heavy traffic in street): Client is (or feels) potentially exposed to violence within or immediately outside of his or her home. This can include a real or perceived risk of someone breaking into the home, or of being attacked while getting mail or when leav​ing or returning home.

g.  Access to home: There are physical problems with the building that limits access, for example, a client lives on the second floor and must enter or leave on unstable outside stairs; client lives in a multi-story building in which the elevator is often broken.

h.  Access to rooms in house (e.g., unable to climb stairs)

Coding:
0. No

1. Yes

2.  Living Arrangement
Intent:
These items will help the home health care staff determine if there is a need for a change in services provided to the client.

Definition:
a.  As compared to 90 days ago (or since last assessment) client now lives with other persons - e.g., moved in with another person, other person moved in with client.

Coding:
Code for the most appropriate response.

0.  No

1.  Yes
Definition:
b.  Client of family caregiver feels the client would be better off in another living environment.

Process:
Ask client and caregiver separately if there has been, or there should be a change in living arrangement.  Be sensitive to how the question is raised.

Coding:
Code for the most appropriate response.

0.  No

1.  Client only

2.  Caregiver only

3.  Client and caregiver

SECTION P.

SERVICE UTILIZATION
1.  Formal Care
Intent:
To capture the number of hours and minutes spent by formal caregiving agencies in providing care or care management in the last 7 days (or since last assessment if less than 7 days).

Definition:
Care or care management includes both the direct services provided to the client (both ADL and IADL support) the management of care received (e.g., making medication schedules, planning for future needs), and the provision of therapeutic care. This includes care or care management provided by any formal agency.

a.  Home health aides — traditionally provide “hands-on” ADL support to client and simple monitoring (taking blood pressure).

b.  Visiting nurses — licensed/registered nurses traditionally provide assessment and complex or invasive interventions (skilled treatments), education and referral.  

c.  Homemaking services — traditionally include IADL support, usually in the form of housekeeping services, shopping, meal preparation.

d.  Meals — prepared meals are delivered to the client for immediate or later consumption, e.g. “Meals on Wheels.”

e.  Volunteer services — cover a great range of services from visiting to light housework and simple ADL/IADL support. Code for agency supervised volunteers. Code volunteer time in this section, regardless of services provided. (Do not double score) 
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f.  Physical therapy — therapy services that are provided or directly supervised by a qualified physical therapist.  A qualified physical therapy assistant may provide therapy but not supervise others giving therapy. 

g.  Occupational therapy — therapy services that are provided or directly supervised by a qualified occupational therapist.  A qualified occupation therapy assistant may provide therapy but not supervise others giving therapy.

h.  Speech therapy — services that are provided by a qualified speech-language pathologist.

i.  Day care or day hospital — program (out of the home) where client receives social, recreational, medical or functional support.  Often the programs combine the type of support offered.  These programs are also designed to provide respite for primary care providers.  If transportation services are provided for by the day care or day hospital, include transportation time to and from program as program time.

j.  Social worker in home — Social worker provided psychosocial support/assessment to clients in the home, and areas of loss, coping with disability, treatment of depression, family distress, etc.

Process:
Identify with client/helper(s) the agencies involved with care.  Ask client and helper(s) about the nature of the relationship, and specifically about the amount of time spent in providing care/management. If able, contact agencies providing the direct/management services to confirm responses.  Consult log books that clients may have in home, review agency documentation, if available.  Select the best category for the type of support provided.  Do not double code.
Coding:
Code the number of days in column A (maximum = 7), the amount of hours in column B and minutes (rounded to even 10 minutes) in column C for services provided from all agencies. For example:

Example E


In the last 7 days the client received from your facility 2 hours of home health aide service on three days to assist with bathing, visiting nurse service once for 1 hour 15 minutes to review medications with client and family and do a physical assessment, and a homemaker once for 3 ½ hours for cleaning.  In addition, the client had a volunteer from the “visiting volunteer” agency for one hour on each of three days and a privately paid speech therapist on two days, for 4 hours and ½ hours total.  Code as follows:

	
	#of Days
	(B)

Hours
	(C)

Mins

	a. Home health aides
	3
	0
	0
	6
	0
	0

	b. Visiting nurses
	1
	0
	0
	1
	2
	0

	c. Homemaking service
	1
	0
	0
	3
	3
	0

	d. Meals
	0
	0
	0
	0
	0
	0

	e. Volunteer services
	3
	0
	0
	3
	0
	0

	f. Physical therapy
	0
	0
	0
	0
	0
	0

	g. Occupational therapy
	0
	0
	0
	0
	0
	0

	h. Speech therapy
	2
	0
	0
	4
	3
	0

	i. Day care or day hospital
	0
	0
	0
	0
	0
	0

	j. Social worker in home

	0
	0
	0
	0
	0
	0


2.  Special Treatments, Therapies, Programs
Intent:
To review prescribed treatments and determine extent of client adherence to the prescription.  This section includes special treatment, therapies and programs received or scheduled during the last 7 days (or since last assessment if less than 7 days) and adherence to required schedule.  Includes services received in the home or on an outpatient basis. Does not include services received in a nursing facility or hospital setting.
Treatments

Definition:
a.  Oxygen — Either the intermittent or continuous use of oxygen to support, promote or maintain vital functions and comfort.

b.  Respirator for assistive breathing — Assures adequate ventilation in clients who are, or who may become, unable to support their own respiration.  Includes any type of electrically or pneumatically powered closed system mechanical ventilatory support devices.

c.  All other respiratory therapy treatments (Includes suctioning, IPPB/-CPAP) — Includes use of inhalers, heated nebulizers, postural drainage, deep breathing, aerosol treatments, and mechanical ventilation, etc., which must be provided by a qualified professional.  Does not include hand held medication dispensers. 
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d.  Alcohol/drug treatment program — Chemical dependency program where psychological/emotional support and/or medication is provided.

e.  Blood transfusion — Giving whole blood or blood component (e.g., red blood cells) to replace blood loss through injury, surgery, or disease.

f.  Chemotherapy — Any type of chemotherapy (anticancer drug) given by any route.

g.  Dialysis (includes hemodialysis and peritoneal dialysis) — Hemodialysis is a method for removing unwanted byproducts from the blood of clients with renal insufficiency or failure through the use of a machine (dialyzer).  Peritoneal dialysis (CAPD) is a method of removing unwanted byproducts from the body through the instillation of dialysate into the peritoneal cavity and using the abdominal wall as a filter.

h.  IV Infusion - Central — Drug given by intravenous push or drip. 

i.  IV Infusion - Peripheral — Drug given by intravenous push or drip.  Does not include a saline or heparin flush to keep a heparin lock patent.

j.  Medication by injection — Medication delivered through a needle, IM, SQ, ID.

k.  Ostomy care — Refers only to care that requires nursing assistance, self care is excluded.  Do not include tracheostomy care.  Includes all methods of collecting body fluids attached to the body, for example colostomy, ileostomy, gastrostomy feeding. 

l.  Radiation therapy — The treatment of disease by ionizing radiation.

m.  Tracheostomy care — Includes cleansing of tracheostomy and cannula
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Therapies
Definition:
n.  Exercise therapy — A planned program of prescribed exercises to 


support or enhance endurance, balance, stamina.

o.  Occupational therapy — Therapy services that are provided or directly supervised by a qualified occupational therapist.  A qualified occupational therapy assistant may provide therapy but not supervise others (aides or volunteers) giving therapy. 

p.  Physical therapy — Therapy services that are provided or directly supervised by a qualified physical therapist.  A qualified physical therapy assistant may provide therapy but not supervise others (aides or volunteers) giving therapy. 

Programs
Definition:
q.  Day center — program (out of home) where client receives social, recreational, medical or functional support.  (e.g. Adult day care at a senior center)

r.  Day hospital — program (out of home) where the client receives medical, functional and social support.  Program commonly used when client needs close medical observation or “fine tuning” but does not require a hospitalization.

s.  Hospice care — The resident is identified as being in a program for terminally ill persons where services are necessary for the palliation and management of terminal illness and related conditions.

t.  Physician or clinic visit -   includes client’s visit to a physician’s office or clinic, as well as a physician’s visit to the client’s home.

u.  Respite care — Resident’s care program involves a short-term stay in the facility for the purpose of providing relief to a nursing home-eligible resident’s primary home based caregiver(s).  Following this planned short stay, it is anticipated that the resident will return to his or her home in the community.

Special procedures done in home
Definition: v.  Daily nurse monitoring (e.g., EKG, urinary output) — Daily monitoring by a nurse can take place in the home, clinic, day center, etc.  Monitoring can be for psychosocial or psychological conditions.  Monitoring can be done by utilizing “advanced technology” e.g. transmitting an EKG through fax or modem.

w.  Nurse monitoring less than daily - Less than daily monitoring by a nurse can take place in the home, clinic, day center, etc. Monitoring can be for psychosocial or psychological conditions.  Monitoring can be done by utilizing “advanced technology” e.g. transmitting an EKG through fax or modem.

x.  Medical alert bracelet or electronic security alert — Any identification or device that alerts people of client’s medical condition or location.

y.  Skin treatment — Any skin intervention performed for the prevention or treatment of skin ulceration.

z.  Special diet — nutritionally supplemented or mechanically altered diet.
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Coding:
Code for the appropriate response.  

0. Not applicable

1.  Scheduled, full adherence as prescribed

2.  Scheduled, partial adherence

3.  Scheduled, not received

3.  Management of Equipment
Intent:
To record the client’s self-care performance (i.e. what the client actually did for himself or herself and/or how much help was required by others) with management of equipment (i.e. catheter, IV, Oxygen, ostomy) during the last 3 days.

Process:
Assess the client’s performance with a 24 hours perspective. How does the client manage equipment during the day, evening and night?  Ask the client, and available caregivers about the activities they actually did over the last 3 days, not what they could have done if conditions were different.

Definition: a.  Oxygen — either the intermittent or continuous use of oxygen to support, promote or maintain vital functions and comfort.  Includes management of oxygen container, tubing, regulating flow, maintaining cleanliness of equipment.

b.  IV — a catheter placed in either a peripheral or central vein for the purpose of monitoring and administration of medications and fluids.  Includes evaluation and maintenance of patency of IV line, dressing changes, assessment for adverse effects (e.g., infection, infiltration, cellulitis), and administration of IV flushes to maintain patency of IV line.

c.  Catheter — includes indwelling catheter a tube placed in bladder via the urinary tract that remains in place.  This item also includes intermittent catheterization use, where a tube is inserted into the bladder via the urinary tract, urine is allowed to be drained out and/or collected, and the tube is then removed. Note: Includes Suprapubic Catheter.
d.  Ostomy — surgically formed artificial opening that serves as the exit site to connections from the bowel, intestine, or urinary system to outside the body.
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Coding:
For each of the equipment listed, code the appropriate response for the client actually performed during the past 3 days.

0.  Not used - client does not use type of equipment

1.  Managed on own - client independently managed all aspects of equipment and related care (e.g. changed dressing at IV insertion site, emptied catheter, regulated oxygen).

2.  Managed on own if laid out or with verbal reminders - client can manage all aspect of care if needed supplies/equipment is laid out and/or verbal reminders are provided (e.g. client will clean nasal prongs of oxygen canula if cleaning solution and swabs are placed in reach; client will empty catheter if reminded).

3.  Partially performed by others — client can manage some aspect of caring for their equipment, but required someone else to complete other aspects of care.  This could mean the client successfully managed the equipment for 2 days, but required help of others on one day; or the client managed only some of the related tasks and required additional assistance.  For example in caring for their IV, the client was able to take down the old dressing and open the supply packages.  Their wife had to then clean the site and reapply the dressing.

4.  Fully performed by others — Client did not participant in the management of their equipment.

4.  Visits — In Last 90 Days (or Since Last Assessment)
a.  Admitted to Hospital
Intent:
To record how many times the client was admitted to the hospital with an overnight stay in the last 90 days (or since last assessment).

Definition:
The client was formally admitted as an in-client (by physician’s order), and stayed over one or more nights.  It does not include for day surgery, out-patient services, etc.

Process:
Review the prior hospitalizations with the client and family.  If available, review the clinical record.  Sometimes transmittal or billing records from recent hospital admissions are available.

Coding:
Enter “0” if none, if more than 9, code “9”
b.
Visited Emergency Room
Intent:
To record if during the last 90 days (or since last assessment) the client visited a hospital emergency room (e.g., for treatment or evaluation) but was not admitted to the hospital for an overnight stay at that time.

Definition:
Emergency room visit — A visit to an emergency room not accompanied by an overnight hospital stay.

Process:
Ask client and the family and review the transmittal record.

Coding:
Enter “0” if none, if more than 9, code “9”.
c.
Emergent Care
Definition:
A visit to a health provider that was unscheduled, often consider to be emergency in character.

Coding:
Enter “0” if none, if more than 9, code “9”.
5.  Treatment Goals
Intent:
To identify if any client treatment goals, established by nurses, social workers, therapists, or medical doctors, have been achieved in the last 90 days (or since last assessment if less than 90 days).

Process:
Review care plans and confer with clinical professionals and client.  Discussions with clients should emphasize changed function, return to health.  Discussions with professionals may be biased by payment category (e.g., fee for service) or the nature of the care (e.g., open ended maintenance program).

Coding:
Code the appropriate response.

0.  No

1.  Yes
6.  Overall Change in Care Needs
Intent:
To monitor the client's overall functional status over the past 90 days (or since last assessment if less than 90 days).

Definition:
Functional Status — Includes self-care performance and support, continence patterns, use of treatments, etc.

Process:
Discuss with the client how he or she thinks his or her functional abilities have been over the past three months.  You may need to consult family members.

Coding:
Code for the most appropriate response.

0.  No change

1.  Improved — Receives fewer supports

2.  Deteriorated — Receives more support

7.  Trade Offs
Intent:
To determine if limited funds prevented the client from receiving required medical and environmental support.

Definition:
Because of limited funds during the last month, client made trade-offs among purchasing any of the following: prescribed medications, sufficient home heat, necessary physician care, adequate food, home care.

Process:
Ask the client, or caregiver, if prescribed medications, sufficient home heat (electricity, gas), necessary physician care, adequate food or needed home care was not obtained due to limited funds.  Asking financial questions can be a sensitive area.  Questioning must be sensitive and respectful to the client.
Coding:
Code for most appropriate category:

0.  No

1.  Yes
SECTION Q.

MEDICATIONS

1.  Number of Medications
Intent:
To determine the number of different medications (over-the-counter and prescription) the client used in the past 7 days.

Process:
Ask to see all the client's medication bottles and containers.  Tell the client you want to see everything they are taking or using, whether or not a physician prescribed it.  Ask the client if he has been taking the medications as ordered.  You may need to count medications in the containers.  Count the number of different medications, (not the doses or different dosages) administered through all means.  If the client takes both a generic and brand name of a single drug, count only one medication.  This item includes topical, ointments, creams used in wound care (e.g., Elase), eye drops, and vitamins. 

Coding:
Write the appropriate number  in the answer box; count only those medications actually received by the client over the past 7 days.  If more than 9 medications, code "9".  If none, code "0".

2.  Receipt of Psychotropic Medications
Intent:
To record the number of days that the client received any of the psychotropic medications listed (antipsychotic, antianxiety agents, antidepressants, hypnotics), in the past seven days.  See Appendix A for list of drugs by category.  Includes any of these medications given to the client by any route (po, IM, or IV) in any setting (e.g., at home, in a hospital emergency room).

Definition:
a.  Antipsychotic/Neuroleptic — drugs that affect psychic function, behaviors, or experience.  This class of drugs acts on the nervous system.

b.  Anxiolytic — class of drugs designed to eliminate or reduce anxiety.

c.  Antidepressant — class of drugs that work on reducing signs of depression or eliminating a depression.

d.  Hypnotic — drugs that produce an intensivity to pain, by inhibiting afferent impulses or by inhibiting the receiving of sensory impressions in the cortical centers of the brain, thus causing partial or complete unconsciousness.  Hypnotics include sedatives, analgesics, anesthetics, and intoxicants.

Process:
Ask the client and family member.  Ask to see the medication bottles. 

Coding:
0. No


1. Yes


If the client uses long-lasting drugs that are taken less often than weekly (e.g., Prolixin (Fluphenazine deconoate) or Haldol (Haloperidol deconoate) given every few weeks or monthly) enter “1.”

3.  Medical Oversight
Intent:
This item helps to determine if the client has discussed all their medications (and therefore medical problems) with a physician in the last 180 days (or since last assessment).  It may be necessary for the physician and the health care staff to review all the client's current medications and make necessary changes or deletions.

Process:
Question the client directly.  It may be necessary to consult with a family member about this item.

Coding:
Code for the most appropriate response.

0.  Discussed with at least one physician (or no medication taken)

1.  No single physician reviewed all medications
4.  Compliance/Adherence with Medications
Intent:
To determine if client is receiving medications as prescribed by physician/nurse practitioner.

Definition:
Compliant with medication means that the client is actually taking the medication as prescribed.  

Process:
Solicit information from the client about their medications.  Ask general open ended questions first, such as “What medications have you taken today?” “What medication did you take yesterday?” “What medications will you take tomorrow?”  Ask the question of the caregiver if either the client is cognitively impaired, or the caregiver administers the medications to the client.  Cross responses with medication available and known medication orders. Does the supply remaining seem appropriate considering when the prescription was filled?  Did the client and caregiver give accurate information about medication administration?  Remember, this question is not to judge the client’s compliance nor is it to judge the clinician prescribing the medication.

Coding:
0.  Always compliant
1.  Compliant 80% or more of the time - Over the last 7 days, 24 hours a day, client deviated from prescribed mediation regime 20%, or less, of the time.

2.  Compliant less than 80% of the time - Over the last 7 days, 24 hours a day, client deviated from prescribed mediation regime more than 20% of the time.

3.  No medications prescribed - Client is not receiving any prescribed medication.

5.  List of All Medications

Intent:
To facilitate a medication assessment by having a single listing of all medications taken by the client.

Definition:
Medications include all prescribed, nonprescribed and over the counter medications that the client used in the last 7 days.

Process:
Ask the client, and caregivers when appropriate, to identify the medications actually taken in the last 7 days.  Be certain that you specify that this is not just prescriptive medication, but any medication regardless of how it was obtained.

Coding:
List the name and strength of the medication, form (pill/tablet, IV, IM, inhaler, topical, oral liquid), number taken, and frequency.

Definition:
a.  Name and Dose — name (generic or trade names are both acceptable) of the medication, as well as the dose ordered.

Coding:
Records the name of the medication and dose ordered.

Definition:
b.  Form — route of administration using the following list:

Coding:
Code the route of administration using the following list:
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2.  Sublingual (SL)

3.  Intramuscular (IM) 
4.  Intravenous (IV)

5.  Subcutaneous (SQ)

6.  Rectal (R)

7.  Topical (includes eye drops and ointments)

8.  Inhalation

9.  Enteral tube

10.  Other
Definition:
c.  Number taken — the amount of medication administered each time the medication is given.  Number taken is not always the dose.  Rather, it is the number of tablets, capsules, suppositories, or amount of liquid (cc’s, mls, units) per dose that is administered to the resident.

Coding:
For tablets, capsules, and suppositories, enter the number of tablets or capsules that were given for each administration in Column C (e.g., 1,2, 1.5).

For liquids, enter the number of cc’s, mls, or units that were given for each administration in Column C (e.g., 0.5 ml, 2.5 cc, 10 units).

For topical medications (e.g., creams, eye drops and eye ointments), inhalation medication, and oral medications that are dissolved in water, enter the numeric code 999 in Column C.  If a half of a tablet or half of a cc is administered, enter it as a decimal (0.5) rather than a fraction.

Definition:
d.  Frequency — code the number of times per day, week or month the medication is administered, using the list that follows:

PRN
=  as necessary

QH
=  every hour

Q2H
=  every two hours

Q3H
=  every three hours

Q4H
=  every four hours

Q6H
=  every six hours

Q8H
=  every eight hours

QD
=  once daily

BID
=  two times a day (includes every 12 hours)

TID
=  three times a day

QID
=  four times a day

5D
=  five times a day

QOD
=  every other day

QW
=  once a week

2W
=  twice a week

3W
=  three times a week

4W
=  four times a week

5W
=  five times a week

6W
=  six times a week

1M
=  once every month

2M
=  twice every month

C
=  continuous

O
=  other
Section R.

Assessment Information
1.  Signatures of Persons Completing the Assessment
Intent:
Each individual (should there be more than one) who completes a portion of the assessment should sign and certify its accuracy. The Assessment Coordinator (who will usually be the sole assessor)  signs and certifies that the assessment is complete.

Coding:
The Assessment Coordinator signs his/her name on line R1a, includes his/her title on line R1b,  and then put the date that he or she signed the assessment as complete in box R1c.  Please note, the date in box R1c can be different than the Assessment Reference Date (Item A1).
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CHAPTER 4: INTRODUCTION TO USE OF THE CLIENT
ASSESSMENT PROTOCOLS (CAPs) 
This chapter provides an overview of how the CAPs fit into the clinical assessment and care planning process. Subsequent chapters contain the Client Assessment Protocols. Each CAP follows a standard format: 

OBJECTIVE — A brief statement describing the clinical goals of the CAP. These goals can reference problem avoidance, problem resolution, rehabilitation, or maintenance of function. 

TRIGGERS — Identify the MDS-HC items that alert the assessor to the client’s potential problems or needs. Once flagged by a triggered condition, a more in-depth review of the 

DEFINITION — Definition of key terms. 

BACKGROUND — Description of relevant information on the extent and nature of the problem, known causal factors, and possible treatment strategies. 

GUIDELINES — Guidelines for evaluating the triggered conditions, including follow-up questions to be asked and instructions on bringing the information together in determining the next steps to be taken. A thorough review will establish the nature of the problem, identify remedial (or preventive) causal factors to be addressed, indicate when additional referrals are necessary, and suggest viable treatment strategies. 

A completed MDS-HC assessment provides a great deal of the information on which your in-depth assessment using the CAPs will be based. When supplemental information might be useful, it is referenced in the CAP. In some instances, CAPs lead you through detailed reviews of potential causal factors and treatment options. In other instances, the necessary evaluation must be performed by a specialist (usually a physician) and the goal of your evaluation is to help you understand that a referral is necessary and to suggest information that should be referenced in the referral. 

All CAPs are designed to inform the clinical process. By reading through the CAP you should better understand how to complete a systematic review of the problem or condition in question. In some cases, you will be quite familiar with the material, in other areas you will not. There are many CAPs, and the following are TIPS on how to learn to use the CAP review process to help you better respond to the needs of your clients. 

• You cannot internalize all of the information in these CAPs by simply reading through this material at one sitting. You are beginning an interactive process: reading the CAPs, applying the recommended review procedures to actual clients, and rereading the CAPs after having completed a number of client assessments. 

• Start with a few CAPs, work through them for a client. Try the CAPs for a second and third client. This will help you become familiar with both these specific CAPs and the general CAP review process

. 

• As you go forward, try to rely on the CAP Guidelines, and give them a chance to help you understand the issues in question. 

— Some questions or issues may seem simple, trivial, or unrelated. Nevertheless treat them seriously. 

— A simple, self-evident question may lead to unexpected insights. 

— Other questions or issues that are referenced in the CAPs will be at the heart of how you usually conceptualize a given problem. Recognize that what is being suggested is not alien to your usual way of thinking through a client’s problems. 

• If the issues raised are new to you, review the written CAP Background and Guideline sections for needed explanations. 

• CAP triggers often identify clients with problems or conditions that will make sense to you, are expected, and for which you would normally examine more thoroughly. In other cases, the triggered conditions may seem more questionable. 

Do not despair, this is to be expected. In order to ensure that the system correctly identifies clients who have problems, it will also have to trigger a few clients who do not have problems. The triggered problem may be valid but contrary to your expectations. Therefore, it is important that all clients who trigger for a potential problem be thoroughly evaluated. Sometimes problems are not self-evident and require your investigation. 

• The CAP Guidelines focus your attention on causal factors. They ask HOW the problem is being experienced and WHY it is present. CAPs try to go beyond the immediate definition of the problem. For example, the client may be agitated after lunch each day for any number of reasons (e.g., pain, fatigue, poor food consumption, etc.), and your charge in the evaluation is to insure that a variety of possible causal factors are considered and addressed as necessary. 

If you get no other message at this point, recognize that CAPs should help you expand the areas in which you seek to identify the WHY behind the problem. 

• If you can identify the main cause, as well as more minor associated factors, CAPs should help you understand the next steps to be taken. A referral may be needed — e.g., medications may need to be changed, a new disease treated, an old disease reconsidered. At the same time, for many client’s problems you will be able to initiate a remedial plan on your own, without any further referral or consultation. 

Whatever the case, the CAPs seek to provide guidance on next steps. They seek to lead you to a clearer understanding of WHAT should be addressed, WHY it should be addressed, and HOW it should be monitored. 

CHAPTER 5: CAPS RELATED TO FUNCTIONAL PERFORMANCE 

ADL/Rehabilitation Potential 

Instrumental Activities of Daily Living (IADLs)
Health Promotion 

Institutional Risk 

ADL/REHABILITATION POTENTIAL

OBJECTIVE

To identify individuals who have the potential for either greater independence in self-care or prolonged periods in which the risk of decline is lessened.  Guidance is provided to help recognize reversible causes of disability and instituting programs of rehabilitation for elders who are motivated or where decline is of a recent origin.  The primary focus is on programs that can be carried out by the individual and his or her family.

TRIGGERS

	ADL Improvement Suggested if all Three (3) of Following Conditions Met:

(1)  ADL deficits are present:
•  Individual receives supervision or physical help from others, or 

is totally dependent on others in two or more ADL areas
[H2a-j = 2-6, 8]
(2)  AND Has good ability to understand others
[C3 = 0-2]
(3)  AND One or more of the following are present:

•  Individual has declined in functional status
[P6 = 2 or H3 = 1]
•  Unstable, flare up, or new acute condition
[K8b,c, or d = 1]
•  Client, caregiver, or assessor believes that functional 
[H7a, b, or c = 1]
improvement is possible




Coping with Deficits: [Note: Not a trigger condition.]

When an individual with an ADL deficit does not meet the above trigger definition, coping or compensation approaches should be discussed with the individual.  For family, if the Brittle CAP trigger applies, the additional informal service inputs are unlikely and compensatory formal care will be required.

BACKGROUND

Mastery of self-care activities is an important determinant of quality of life.  An impairment in ADLs can lead to psychosocial distress, isolation and diminished self-worth.  Also, as dependence increases, there is a greater risk of institutionalization and health complications such as pressure ulcers, incontinence, muscle wasting, contractures, and falls.

Rehabilitation aims to assist individuals to maintain or attain their highest practical level of function.  Persons having the same diagnosis often demonstrate different degrees of functional impairment, and one must not confuse current performance patterns with underlying capacity for self-involvement in ADLs.  The presence of co-existing health conditions, and other factors make it a challenge to identify an elder’s potential for greater independence.  An appreciation of an individual’s rehabilitation potential requires an evaluation of reversible health conditions.

Motivation is also important to successful rehabilitation.  Individuals who believe they have the capacity for greater independence, or have advocates who believe they do, are especially likely to be good candidates for aggressive rehabilitative programs.  In this light, recognize that even elders with cognitive deficits can take steps to slow the rate towards dependency.

GUIDELINES

General Care Strategies

For those who trigger, three types of care strategies are possible.

•  (1)  Addressing health complications — Follow this approach when there is a recent functional decline and the client has an unstable or acute health problem.

•  (2)  Attainment of greater self-sufficiency — Follow this approach when there is a recent functional decline and no unstable or acute health problems. 

•  (3)  Maintenance of current self-sufficiency levels — Follow this approach when the client’s ADL status has been stable.

(1) Addressing Health Complications
Screening for potentially treatable problems can result in significant functional improvement.

•  Determine if there is a temporal relationship between onset or worsening of a health condition and the client’s declining functional status.  Many associations may not be immediately obvious.  

•  Check the list of common problems in Chart 1.  When a condition is present, ask how (or if) it is being addressed.  If they are not being addressed make the necessary medical referral and put off the elder’s participation in a more vigorous rehabilitation program until these problems are dealt with.

•  Be aware that treatment of one problem condition can cause others.  For example, administering opiates for pain can limit self-involvement in ADLs and may result in sedation, confusion, dizziness, and falls. 

•  Determine whether the Adherence CAP is triggered.  Many clients fail to either begin or to adhere over time to prescribed treatment programs; consider the possibility that this is affecting ADL performance levels.  Discuss this with the client and family, and implement a plan of care in accord with the Adherence CAP guidelines.  There can be many causative factors, at a minimum review for the following:

(1)  Lack of trust in the prescribed course of care or denial that the problem to be treated is one they have (e.g., doesn’t believe s/he is depressed)

(2)  Inconvenience or pain in following course of CAP

(3)  Lack of necessary family support, encouragement, reminders, praise

(4)  Afraid of side effects

(5)  Cannot afford to carry out plan of care (e.g., medications not covered by insurance plan).

Chart 1:  Diseases and conditions commonly associated with functional decline

	Health/Physical Problems
	Psychosocial/Environmental Problems

	Abrupt progression of chronic illness


Arthritis


Cerebrovascular accident


Congestive heart failure


Coronary artery disease


Dehydration

Delirium (acute confusional state)


Dementia, progressive


Emphysema/COPD


Fracture


Infection


Malnutrition


Pain


Parkinson’s disease

Substance abuse

Thyroid disease

Unstable or acute health condition

Vision impairment
	Accidents

Behavioral symptoms

Deconditioning

Depression

Noncompliance with 

therapeutic regimen

Physical restraints

Psychiatric condition

Social isolation

Adverse drug effects, particularly 

Psychotropics and analgesics

Hospitalization 




(2)  Attainment of Greater Self-Sufficiency
Your key responsibility is to provide practical information to counter a recent functional loss. Clients and families will benefit from explicit guidance on a limited, focused, restorative care program.  To help create such a program, the following discussion begins by listing key processes involved in a successful rehabilitation program, followed by a discussion of guidelines for selecting the ADL activities on which to focus the rehabilitation effort.  

•  Rehabilitation should be focused on functional activities that are valued by the client and family.  Either the client or family member must be an “ally” in the rehabilitation process.  If both parties are opposed to extending client involvement in ADLs there is little chance of success.  If this is the case, move on to other CAP areas (e.g., Depression, IADL).

•  Nurture newly learned or regained skills.  Where possible, build from positive results of ongoing formal rehabilitation care programs.  Note areas of functional improvement resulting from the client’s participation in the rehabilitation program.  This will provide insights into program activities that might be useful, and suggest possible variations that could contribute to further gains.  Simply knowing the gains achieved may encourage family to continue to support client self sufficiency in those areas.  Where there is no such formal rehabilitation program, focus on areas of recent decline in which the client has begun to regain some level of self-involvement.

•  ADL practice sessions should have a formal structure that will facilitate the client’s learning of new tasks. 

•  Encourage rest periods between practice sessions or individual tasks. 

•  Over time, encourage the client (with family help) to practice targeted ADL tasks under a variety of situations.  

•  Allow for a series of practice sessions.

•  Move slowly toward greater client participation in self-care to prevent failure.

•  Abruptly change of a rehabilitation program can result in a functional decline.

Determining ADL Areas to be Targeted for Rehabilitation.  To create an effective rehabilitation program, one must: identify the key ADL or ADLs on which rehabilitation will be focused, identify how family will help, and introduce a scheduled program of activities.  

•  In general, most persons will retain some level of self sufficiency in ADLs.  In terms of loss of self sufficiency, the last ADLs to go are eating and bed mobility.  The middle ADLs to go are transfer and walking.  The first areas in which ADL self sufficiency comes into question are dressing and personal hygiene.  Thus, if the client relies on help for both eating and dressing, it likely will be easier to restore function by starting with eating skills — this is the ADL in which self sufficiency will have been retained for the longest period of time. 

Breaking the ADL activity targeted for rehabilitation into smaller sub-tasks allows the client and family to see progress by achieving reasonable short-term performance benchmarks.   Chart 2  provides a listing of sub-tasks for key ADLs.  Encourage the family and client to provide you with the information needed to  complete this review for two ADLs in which the client shows some, but not full, self-performance skills.
You will come out of this review with two types of information: (1) the specific tasks for a given ADL that should be the focus of restorative care; and, (2) a consensus view of whether the problem originated in the cognitive, physical, or environmental domains.

For some clients, their failure to be fully self sufficient in the selected ADL areas will be because the family provides too much assistance believing that it takes too much time or effort for the client to do the activity  independently on a regular basis.  When this is the case, teach the client and family of the importance of permitting the client to complete the activities without unnecessary physical help from others. For these clients, the key to rehabilitation is to extend the number of times the client performs the ADL activity.  Establish an agreed upon schedule and have families keep a written record of the client’s progress.  To achieve this objective, it may be necessary to alter the care environment to allow the elder to have the time to complete the activity independently (e.g., getting up earlier; bathing at a different time).

As a next step, where ADL functional performance is not simply an issue of providing more opportunities for client self performance, the review described (or the identified subtask of that activity) in Chart 3 provides a series of structured questions to help determine how to support the client.  Many of these questions address the issue of mental capacity, and whether the family would be willing to perform supportive activities to overcome the deficit.  In other instances, the issue is one of physical capacity, and here one needs to ask whether a therapeutic evaluation has been completed or is warranted.

	(Complete for two ADLs for which client shows some, but not full self performance skills)(Part 1: ADL Problem Evaluation

In areas physical help provided

Indicate probable reason(s)

for this help.
| Dressing
| Bathing
| Toileting
| Locomotion.
| Transfer
| Eating
|
-----------------------------------------------------------------------------------------------------------------------------------------------

Mental Errors of Client
|
|
|
|
|
|
|
Sequencing problems, incom-
|
|
|
|
|
|
|

Plete performance, anxiety
|
|
|
|
|
|
|

Limitations, etc.
|
|
|
|
|
|
|


|
|
|
|
|
|
|

Physical Limitation of Client:
|
|
|
|
|
|
|
Weakness, limited range of
|
|
|
|
|
|
|

Motion, poor coordination,
|
|
|
|
|
|
|

visual impairment, pain, etc.
|
|
|
|
|
|
|


|
|
|
|
|
|
|

Environmental/Support Condi-
|
|
|
|
|
|
|

tions:
|
|
|
|
|
|
|

Physical layout, nature of in-
|
|
|
|
|
|
|

Formal supports (e.g., overpro-
|
|
|
|
|
|
|

tection, etc.)
|
|
|
|
|
|
|

----------------------------------------------------------------------------------------------------------------------------------------------

Part 2: Possible ADL Goals


If wheel chair, check  (wc)___

----------------------------------------------------------------------------------------------------------------------------------------------

INSTRUCTIONS:
| Locates/
| Goes to
| Goes to
| Walks in
| Positions
| Opens/
|

For those considered for
| selects/
| tub/
| toilet
| room/
| self in
| pours/
|

Rehabilitation or decline
| obtains
| shower
| (include
| nearby
| prepara-
| unwraps/
|

Prevention treatment --
| clothes
|
| commode/
|
| tion (e.g.
| cuts, etc.
|


|
|
| urinal
|  (wc) ___
| wiggles
|
|


|
|
| at night)
|
| fwd in
|
|

Circle specific type of ADL
|
|
|
|
| in chair
|
|

Activity that might require:
| -------------
| -------------
| -------------
| -------------
| -------------
| ------------
|


| Grasps/
| Turns on
| Removes/
| Walks on
| Approach-
| Grasps
|

1.  Maintenance to prevent
| puts on
| water/
| opens
| unit.
| es chair/
| utensils
|

decline – client’s performance
| upper/
| adjusts
| clothes
|
| bed
| and cups
|

in the task
| lower
| tempera-
| in prepar-
|  (wc) ___
|
|
|


| body
| ture
| ation
|
|
|
|

2. Treatment to achieve
| -------------
| -------------
| -------------
| -------------
| -------------
| ------------
|

highest practical self
| Manages
| Lathers
| Transfers/
| Walks
| Prepares
| Scoops/
|

sufficiency – indicate ADL
| snaps,
| body (ex-
| positions
| throughout
| chair/bed
| spears
|

ability that is just above
| zippers,
| cept back)
| self
| building
| (locks
| food
|

those the client can now
| etc.
|
|
| (uses
| brakes,
| (uses
|

perform or participate in.
|
|
|
| elevator)
| moves
| fingers
|


|
|
|
|
| covers)
| when
|


|
|
|
|  (wc) ___
|
| needed)
|


| -------------
| --------------
| -------------
| -------------
| -------------
| ------------
|


| Puts on in
| Rinses
| Eliminates
| Walks
| Transfers
| Chews,
|


| correct
| body
| into
| outdoors
| (stands/
| drinks,
|


| order
|
| toilet
|
| sits/ lifts/
| swallows
|


|
|
|
|  (wc) ___
| turns)
|
|


| -------------
| --------------
| -------------
| -------------
| -------------
| ------------
|


| Grasps
| Dries with
| Tears/
| Walks on
| Reposi- 
| Repeats
|


| removes
| towel
| uses
| uneven
| tions/
| until food
|


| each item
|
| paper to
| surfaces
| arranges
| consum-
|


|
|
| clean self
|
| self
| ed
|


|
|
|
|  (wc) ___
|
|
|


| Replaces
|
| Flushes
|
|
| Uses
|


| clothes
|
|
|
|
| napkins,
|


| properly
|
|
|
|
| cleans
|


|
|
|
|
|
| self
|


| -------------
| --------------
| -------------
| -------------
| -------------
| ------------
|


|
|
| Adjusts
|
|
|
|


|
|
| clothes,
|
|
|
|


|
|
| washes
|
|
|
|


|
|
| hands
|
|
|
|


| -------------
| --------------
| -------------
| -------------
| -------------
| ------------
|

| --------------
| -------------
| -------------
| -------------
| ------------
|


CHART 2: ADL TASK
	Chart 3:   CAPACITY REVIEW — An Example
To assess capacity, complete the following type of review during your questioning of the client and family:

Step 1.  Is the client able to perform the ADL activity in the proper sequence, e.g., putting the food on a fork and bringing it to the mouth and eating it; putting on underwear before outerwear?  

•  Is the caregiver willing to provide “set-up” help, e.g., placing a plate of food and utensils in front of the client, laying out the proper clothing in a specified order that triggers client to properly sequence?  Would this permit the client to perform the activity without support?

Step 2.  Is the client able to complete the ADL activity without getting distracted?  

•  Is the caregiver willing to provide set up help or cuing to encourage self performance? 

Step 3.  Is the client able to follow a one-step command?  Can the client perform a simple task within his or her physical limits when given a one-step command?  For example, the client will drink when the caregiver says, “Would you please drink your juice now?”  

•  If “yes”, is the caregiver willing to provide verbal prompts? 

Step 4.  Is the client able to initiate an ADL task?  For example, if given a familiar object (e.g., fork, chopsticks) will the client handle it appropriately (e.g., bring fork or chopsticks to mouth)? 

•  If “no”, is a therapeutic evaluation warranted?

Step 5.  Is the client able to continue an activity once started?  For example, does the client continue to eat once started?  

•  If “yes”, is the caregiver willing to provide verbal and physical prompts?

Step 6.  Is the client able to imitate the caregiver’s gestures?  When the caregiver faces the client and makes eye contact, and then begins a simple familiar activity within the client’s physical capabilities (e.g., putting arm into sleeve, touching one’s mouth), can the client mimic the actions?  

•  If “yes”, is the caregiver willing to use gestures to help the client perform the activity?

Step 7.  Is the client able to continue an activity within his or her physical limits once the caregiver physically starts the activity?  For example, once the caregiver puts food on the fork, places the fork in the client’s hand, and then guides the client's hand and fork to his or her mouth does the client continue to eat?  

•  If “yes”, is the caregiver willing to provide physical guidance to help the client perform the activity?




When the individual can only partially complete an ADL activity, assess what methods or cues  seem to work best to help the client complete parts of an ADL task.  Examples of supportive activities include, but are not limited to, verbal instructions, physical assistance, breaking the activity into smaller components, encouraging rest periods between tasks, and providing sufficient opportunity to practice.  For these clients, the key to rehabilitative care is to work on specific ADL sub-tasks with family agreement and understanding of their role in supporting client involvement in the ADL.  This type of program has to be maintained on a consistent, daily basis.

Finally, if an activity requires too much time or effort for the client to complete independently, an assistive device may prove useful.  Problems with assistive devices are usually of three types.  First, the client may not have a device to help compensate for the deficit.  Second, the client may use a device that is inappropriate for the deficit.  Third, the client may not use the device all or most of the time, or uses it incorrectly.

(3) Maintenance of Current Self-Sufficiency Levels
Individuals with functional deficits are often at risk of receiving inappropriate, yet loving, care from well-meaning family caregivers.  By receiving either unnecessary help, or the wrong kind of assistance, elders are at risk of becoming dependent.  Additionally, caregivers are at risk of physical and emotional “burn-out.”  Thus, a key question is whether the client would be willing to do more on his or her own.  Is greater self-sufficiency of value to the client?  Alternatively, is the client someone whom the family or formal care system previously “abandoned” hope for improvement?  And if so, is the client motivated or interested in becoming more self-sufficient?  If either of these prior situations appears, complete the review described above using Charts 2 and 3.  In this situation, rather than focusing on specific ADLs, a more general exercise program should be considered.  Most elders can benefit from one or more of the following programs: 

•  If endurance is limiting, an exercise program that increases heart rate and breathing (e.g., walking, dancing, gardening) might be added to the regimen.

•  If range of motion (ROM) deficits limit function, assistive devices, or altered furniture might be helpful.  In addition, a program of stretching exercises may increase flexibility and range of motion. 

•  If a strength deficit is present an ongoing, progressive strength training program (e.g. weight lifting; muscle building) may be prescribed, with any necessary adjustments in nutritional intake.

•  If balance or postural control is limiting, practice sessions under supervision are likely to be considered.

•  Finally, if pain inhibits function, current interventions may need revision.  (See Pain Management CAP).
FURTHER READINGS
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INSTRUMENTAL ACTIVITIES OF DAILY LIVING

(IADLs)
OBJECTIVE

To identify interventions for restoring or replacing the individual’s impaired function.

TRIGGERS

	The IADL trigger has two overlapping components.  Clients can trigger on one or both components of this trigger.  

(1)  An increased probability for IADL improvement is present when ALL THREE of the following conditions are met:
(a)  Client understands or usually understands others 
[C3 = 0-2]
(b)  Client, caregiver or assessor believe that functional

improvement is possible 
[H7a, b, c = 1] 
(c)  AND one or more of the following situations are present:

•  Not independent in Meal preparation 
 [H1aA = 1-3]
AND Client involvement in meal preparation is possible 
[H1aB =0,1]
•  Not independent in Managing Finances
[H1cA = 1-3]
AND Client involvement in managing finances is possible 
[H1cB = 0,1]
•  Not independent in Managing Medications 
[H1dA = 1-3]
AND Client involvement in managing medications is possible 
[H1dB = 0,1]
(2)  A markedly higher prospect of requiring a significant increase in formal IADL care (i.e., meals, housework, home-health aides) is indicated when THREE OR MORE of the following conditions are met:
•  Some/great difficulty in meal preparation 
[H1aB=1,2]
•  Some/great difficulty in managing medication 
[H1dB=1,2]
•  Some/great difficulty in shopping 
[H1fB=1,2]
•  Some/great difficulty in transportation 
[H1gB=1,2]



BACKGROUND

A loss of self-sufficiency in instrumental activities of daily living (IADLs) is often the first manifestation of functional disability.  From 17% to 30% of community-dwelling elders are estimated to have such problems, with higher rates for those of advanced age while among home care clients, almost all will have some level of dependency in the completion of IADL activities.  IADLs typically include both household activities of daily living (e.g., shopping, meal preparation, housekeeping, transportation to places outside the house) and “advanced” or “cognitive” activities of daily living, which are thought to be more closely tied to mental functioning or cognitive capacity (e.g., using the telephone, and managing medications).  In fact, however, there are both physical and cognitive aspects of all IADLs, and difficulty performing IADLs may spring from a variety of sources.  

The potential for useful interventions is high.  In some instance, the cause of the impairment will be found to be a reversible or treatable condition.  Other causes may be amenable to relatively modest restorative programs.

GUIDELINES

Approaches to Care
The following discussion focuses on all clients who trigger on IADLs, although the probability of increased independence are most germain to the one-in-eight clients who will trigger on the impairment trigger.  For those who trigger in this area, three types of care strategies are possible.  Select the first one that applies from the ordered list below.  For some clients, the impairment will be temporary, while for others it will represent a long term condition.

(1)  Address health and mental health conditions.  Follow this approach when the client has an unstable or acute health problem.

(2)  Address functional impediments.  Follow this approach when the client has recently experienced a decline in self sufficiency levels and either or both of the following are present: NOT fully self sufficient in ADLs or has a problem in use of limbs (e.g., contracture, pain, etc.).

(3)  Seek opportunities for increased self-performance of IADLs.  Follow this approach when the prior two approaches do not apply.

(1)  Health and Mental Health Complications
•  Diseases — Among community-dwelling elders, hip fracture, osteoarthritis, Parkinson’s disease, osteoporosis, and stroke are the medical conditions associated with greatest risk for IADL impairment.  If such a condition is present, treatment of the underlying problem may result in restoration of IADL function (e.g., overcoming fear of falling).  Refer to the appropriate CAPs for such conditions as Dehydration, Cardiovascular-Respiratory Management, and Falls.  A variety of other health behaviors are also associated with greater risk for IADL impairment, including former heavy use of alcohol and obesity.  See the Nutrition and Alcohol Abuse CAPs.

•  Medications — Some drugs may produce side effects that result in IADL impairment.  Especially likely to do so are the anxiolytics, antipsychotics, antidepressants, hypnotics and others which may produce dizziness, hypotension, syncope, balance problems, gait disturbance, and falls.  Medication non-compliance may also contribute to IADL impairments.  Review the results of the Psychotropic Drug, Medication Management, and Adherence CAPs to determine whether there are remediable causes of the IADL impairment.

•  Mood — Depression can affect the elder's performance of IADL activities, because of  both withdrawal from activities and the fatigue often associated with this condition.  Refer to the Depression CAP.  It is also important to recognize that mood problems or decreased feelings of well-being may result from the elder’s decreased independence in IADLs, particularly when the care plan may introduce new assistive devices or help from another person.  Thus, the intervention may produce signs of depression, and review of the Depression CAP may be an appropriate adjunct to the IADL treatment intervention.

(2)  Functional Impediment
•  ADL Impairment — If the client has triggered for review under the ADL Rehabilitation CAP, that assessment should be completed as it may identify factors associated with both the ADL and IADL limitations that can be resolved.  In many instances, the ADL plan of care will be the primary strategy for initiating a program that will lead to IADL improvements.

•  Functional Impediments — These include postural dizziness, decreased neuromuscular performance (grip and muscle strength), reduced stamina, and loss of range of motion (e.g., bending, reaching).  Review the Pain and Health Promotion CAPs.

(3)  Opportunities for Increased Self Performance in IADL
Assessing IADL capacity involves issues of client motivation preferences and prior family involvement;  client capacity (sensory, cognitive, and physical), and the environmental situation.  Each of these issues is described below.

Motivation — Determine whether the client’s involvement in IADL activities is governed either by the needs of family members to be overly protective, or the need of the client to maintain maximal self control.

•  Family members may perform an IADL function for which the elder retains some capability (e.g., shopping, cooking, cleaning).  When this occurs, discuss with the family the importance of the client continuing to perform IADL activities.  Help the family to understand how to establish a better balance between the individual and family involvement.  Begin by asking why the family is “overly” involved — is it because they initiated the help or was it the client who sought the help?  In any case, is the client and family prepared to redefine who carries out which activities.  If there is a reciprocal helping pattern as would be typical for people who live together, identify opportunities for the client to share in IADL activities that are now performed by others.

•  Many elders seek to avoid the emotional costs of reliance on the personal assistance of others.  They may bear great physical pain or discomfort in completing IADLs or they may use special assistive aids and devices.  In addition, when they do need personal assistance, many elders prefer the privacy of family care.  In some cases, the elder’s preferences may run counter to the professional’s judgment about the client’s or family’s ability and need for assistance.  Such instances demand careful consideration of why these differences occur, whether common ground exists, and how to resolve the differences.  How the assessor should proceed is not always self evident.  Goals of improved self performance, minimal formal and informal service initiatives, and client well-being must all be considered.  The professional must recognize that not all clients are alike, and a motivation to be self sufficient can be an important factor in the design of the plan of care.

•  Not all elders are motivated to maintain their level of involvement in IADLs.  They may have extended themselves in the past and may now be requesting help with these activities.  It is important to assess IADL status even for persons known to be receiving assistance.  One quarter to one third of elders will report that they believe that they need more help than they are receiving.  Some will require training or services, while others may require only counseling and reassurance.  Premature substitution by others in current areas of client self involvement in IADLs must be avoided — doing for the client is not always the best approach to care.

Availability and adequacy of informal supports.  In some cases, the elder's IADL impairment may require significant assistance or full performance by others.  When personal assistance is required, elders often prefer the privacy of family care to formal support. 

•  The availability of a potential caregiver is not sufficient to ensure an engaged caregiving system.  For example, lack of financial resources, inadequate insurance coverage, competing employment and family obligations, or insufficient caregiving skills may prevent that person from providing care.  Further, potential caregivers may be unaware of the elder’s needs.  This frequently is true when the IADL impairment is new, the elder is not experiencing any obvious ADL impairment, the IADL impairment occurs in an area that was not part of the “traditional” role of the elder, or family visits are infrequent.  If this is the case, information exchange may be the most crucial role in invigorating the informal support system.  Finally, the potential informal caregiver may be unwilling to provide the needed assistance on an ongoing basis. 

Client capacity.  Individual capacity can involve several different dimensions — sensory, physical, and cognitive.

•  Sensory Impairment — Visual impairments may affect telephone use, shopping, meal preparation, and medication management.  Similarly, hearing or communication impairments hinder the elder’s ability to interpret verbal instructions about medication use or the performance of other IADLs.  Refer to the Communication and Visual Function CAPs.

•  Cognitive Impairment — Failure to appropriately manage financing may be the most serious problem manifested by those with cognitive problems.  Since there is a high risk of financial abuse, assistance in managing finance is needed, especially for those living alone.  If legal guardianship is available and appropriate, this should be discussed with the client (refer to Elder Abuse CAP).  For the IADL functions, skill training or retraining may be effective for persons with mild to moderate cognitive impairment, since many IADL activities represent tasks that are "overlearned," based on lifetime self-performance patterns, and may be recalled and performed more independently with special skill training and environmental adaptations.  Refer to the Cognition CAP.  

•  Assessing the Elder's Need for Assistive Devices and Environmental Modifications — Use of special equipment without any assistance from others is an approach that is frequently preferred and used by community-dwelling elders to deal with IADL difficulties.  Elders are generally willing to make use of such devices.  Thus, the assessment should focus on identifying the specific problems associated with IADL impairment, which will help identify assistive devices or environmental modifications that may contribute to improved function.

•  Assessing the client's detailed performance and the opportunities for increased involvement in IADL — Disaggregate each IADL with which the elder has difficulty into a series of subtasks.  For example, meal preparation can be broken down into retrieving food from storage, preparing each item, combining then as needed, cooking them and serving the meal.  Each subtask may then be fractionated into discrete actions (e.g., lifting), posture (e.g., bending), grips (e.g., precision), the product or object (e.g., the food item), and location (e.g., kitchen shelves). From this analysis, seek to identify the specific action or part of an IADL activity for which an assistive device or environmental modification is needed, or where skills retraining may be helpful (see ADL CAP).

•  House cleaning, shopping, and preparing meals are typically the first IADLs that are impaired because of a physical difficulty. The most frequent actions associated with the performance of these tasks are lifting, lowering and carrying objects, and also the need to stand for long periods of time when preparing meals.  Standing in line when grocery shopping may be especially difficult for older people with reduced stamina.  Thus, an effective intervention may involve scheduling shopping for times when waiting lines are short, devising some meals that involve minimal preparation time, or adding an environmental modification such as a microwave oven.  Similarly, in the typical kitchen, the height of the top shelves is higher than the reach of the average older woman and the strength needed to operate most sink and bath tub handles may be greater than the torque capacity of many older women.  In conducting this assessment, it is important to include information on the cognitive and sensory demands of IADL tasks.  

•  Assessing the Client's Knowledge/Skills — Sometimes, an IADL impairment is associated with a lack of skills or knowledge about performance of tasks previously performed by others, such as a spouse (who has recently died).  This is particularly germane to elderly men when required to carry out such IADLs as housekeeping, cooking, and shopping — tasks they may have seldom or never before performed. The same may be true for older women with such IADL activities as yard work or managing money (paying bills, balancing a checkbook).  In these circumstances, the assessment should focus on both the client's willingness and ability to learn new skills to achieve greater IADL independence.

Environmental Fit — Cultural mores, economic conditions, and living arrangements may result in different levels of IADL impairment.  The elderly poor may have higher levels of IADL impairment as a result of more difficult living conditions.  While in some cultures, different methods for performing IADL activities may result in higher levels of IADL impairment.  Thus, environmental barriers to the client’s functioning should be assessed to identify features that could be modified or adaptive equipment that could be used to enhance the client’s independent functioning or maximize the client’s functioning.
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HEALTH PROMOTION

OBJECTIVE

To promote well-being and independence through increased stamina and smoking cessation.

TRIGGERS

	A life style or stamina problem suggested when either of the two following sub-triggers are present:

(1) STAMINA is considered to be a potentially remedial stamina problem when both of following are present:
•  Some independence in decision making
[B2a= 0,1]

•  One or more of the following stamina problems present:

-  Out of house infrequently
[H6a=2 or 3]
-  Less than two hours of physical activity in last 3 days
[H6b=1]
-  Not able to climb stairs on own
[H5=1-2]
(2) SMOKING is triggered when both of following are present:
•  Some independence in decision making
[B2a = 0,1]

•  Smoked or chewed tobacco daily
[K7c=1]



BACKGROUND

Despite the growth of interest in health promotion as a positive approach to dealing with threats to population health, relatively little attention has been paid to the identification or response to health behaviors that threaten the well-being and independence of the elderly. This is particularly true for the frail elderly, who are generally not considered to be primary audiences for health promotion efforts.

Four faulty assumptions often lead to the exclusion of the elderly from health promotion programs. First, it is believed that declines in health are too advanced to be reversible and that older adults may no longer be able to benefit from changes like smoking cessation. Second, it is sometimes thought that the health practices of older people are intransigent, making it very difficult to change their behavior. Third, it is believed that older adults with poor health practices are a unique population that is resistant to the harmful effects of negative health practices. Finally, there is a concern that changes in smoking status would deny older adults one of the remaining pleasures of their lives.

Research into the quality of life effects of physical activity and smoking cessation for older adults is a relatively new area of inquiry. However, several things are clear from studies published to date. First, there are numerous health benefits to be gained from even modest increases in physical activity and from smoking cessation among older adults. However, the benefits relevant to older persons are not necessarily the same as those emphasized for younger populations. For example, improved respiratory capacity and stamina are outcomes that can be achieved in a short period of time whereas reversal of lung cancer risk occurs over many years. Second, many older persons are highly motivated to improve their level of well-being and autonomy but need support and guidance in how to pursue activity or health behavior change programs in a way that takes into account their current health status. Third, even in older or frail populations there are clear differences in the health of individuals who lead sedentary lives or who smoke compared with others who are even moderately active or who have stopped smoking. Finally, it is increasingly recognized that health promotion programs must pay careful attention to the reasons why people engage in certain behavior so that those motivating reasons can be addressed positively with alternative approaches that support well-being and independence.

For any initiative aimed at promoting changes in health behavior, it is essential that the approach being taken is supportive and respectful of individual autonomy. The aim of the health professional working with older clients should be to increase awareness of choices available, benefits of changing health practices and provision of support to the client as s/he decides on a course of action to improve stamina or change smoking behavior. Changes in health behavior should never be imposed on individuals because that fails to respect personal autonomy and it is unlikely to be successful in promoting health over the longer term.

GUIDELINES

Approach to the Client
The assessment visit to the client’s home provides an opportunity to enter into discussions with the client (or the client’s family)  about his/her level of stamina or smoking status. Care should be taken to be supportive and to not appear judgmental. A “low-key” approach is most likely to be effective in increasing the client’s (or family’s) awareness, receptiveness and readiness to change. This discussion should provide an opportunity for both parties to obtain insights and new possibilities for improving the persons well-being and independence. If the client is clearly opposed to discussing any of these subjects, it may be best to postpone further discussion to another visit.

If the client is willing to discuss life style factors, there may be an opportunity to provide useful advice on health benefits of changing behavior, recommendations for dealing with barriers to a more healthy life style and possible strategies for change in the home or in the community. 

The content of the preventive guided discussion at the home visit will include the following topics:

-  A structured conversation (see below for content areas)

-  Attention to possible risk factors that induce passive involvement

-  Joint development (with the client) of alternative action proposals

-  Follow-up of previous discussions and action steps.

At a suitable time, it is important to ask the elder questions about his/her perceptions about physical activity, smoking and other habits that may have an impact on health and social conditions. This discussion should be structured in a way that gives both parties the opportunity to talk about positive and negative aspects of the client’s life. It is extremely important to ascertain what aspects of current health practices are important or rewarding for the client (e.g., “what are the things you like about smoking?”) and what aspects cause the client concern (e.g., “how do you feel smoking affects your own health?” or “do you wish you could go outside more to enjoy the outdoors?”).  You should also identify the client’s level of readiness for change. For example, it may be most appropriate to provide only enough information to help the client understand the health risks of a sedentary lifestyle or smoking in order to raise the overall level of awareness. For other clients, it may be possible to encourage them to begin to think about engaging in a program to change activity levels or smoking patterns. Other clients will be fully ready to increase physical activity and/or stop smoking and they will need practical information on how to accomplish this given their current health status.

Older adults with limited involvement in self care may themselves undervalue their own efforts.  The home care professional should ensure that the client is not denied the opportunity to achieve even modest gains in independence, autonomy, or activity levels. As always, it will be important to provide support and guidance where appropriate.  Attention should be paid to slight changes in behavior and to respond positively to any efforts made by the client to engage in health practices that may improve independence and well-being.

A balance must always be struck between respecting individual autonomy and encouraging changes in health behavior by activating, motivating and supporting the elder. It is fundamental to realize that the conversation focused on health promotion can be an intervention in itself and it may not necessarily lead to actions for change. In addition to discussion with the client, it is important to facilitate personal support from family or friends or formal service providers dealing with the client. Changes in health practices are most likely to be achieved when there is a supportive social environment that can encourage the client in taking the steps needed to change activity levels or smoking patterns. 

The Conversation About Health Promotion Could Proceed as Follows.
•  Create a friendly, relaxed setting for the conversation

•  Give the client the opportunity to formulate and discuss his or her own life situation, daily habits, what he or she does, coping strategies for health and social concerns.  Include a discussion of everyday problems, activity levels, social participation and ADL/IADL performance issues.

•  Ask about which activities the client can perform independently; evaluate the elder’s functional capacity and possible need for increased support, and come to an agreement as to which activities should be supported by helpers.

•  Discuss the client’s health status and ask about symptoms, fears, pain, depression and use of medications.  Support the client’s feeling of self-esteem.

•  Discuss nourishment, exercise habits and tobacco consumption.

•  Talk about problems within the family and other social relationships as well as environmen​tal barriers including concerns about loneliness, dangerous neighborhoods, social isolation, and overprotection.

•  Listen for information pertinent to client motivation.  The issue of client motivation can be difficult to assess and there is a tendency to underestimate the inner drive of the frail elder. 

Care Planning Action Proposal
Physical activity choices — If the client is sedentary, consideration should be given to modifiable factors that reduce physical activity. If the client is motivated, a discussion of appropriate physical activities as a part of the daily routine in addition to individually tailored training programs in the home or community are often helpful. Recommendations for activities must take into account the client’s current abilities and to identify approaches that could be realistically implemented. It is important to recognize that modest increases in activity levels can have beneficial effects even for the frail elderly. Training programs that are too strenuous are unlikely to be adhered to and may pose immediate risks to the health of the client.

Exercise can prevent or delay the onset of many diseases (e.g., cardiovascular disease, osteoporosis, non-insulin dependent diabetes, obesity, low back pain) and improve functional abilities. Efforts to improve or maintain flexibility, coordination, gait and balance are all important components of a general physical fitness program.  Appropriate professional supervision is needed for this age group.

•  At all ages exercise must be undertaken sensibly to avoid injury and complications. It seems prudent to screen previously sedentary elderly persons before undertaking any significant exercise intervention. 

•  Exercise is best avoided when there may be an exacerbation of underlying chronic conditions such as diabetes or at the time of acute illnesses. Fluid and electrolyte balance must be assured.  

•  Musculoskeletal injuries are avoided by adequate time for warm-up and avoidance of potentially damaging movements (e.g., spinal flexion in osteoporosis). 

•  Group activities are recommended, if available in the neighborhood, as they include supervision by an instructor and encourage social interaction as well.  Physical training involving large muscle groups often entails brisk walking 20-30 minutes, 3-4 times a week or more at an intensity producing a pulse rate of about 90 beats/min.  Swimming is a possible alternative.

•  Muscle strength may be improved by standardized light weight training programs as seen on television. For example, a frail elder may start with a tomato can in each hand as a weight until lifting it 15 times is easily accomplished. Weights can also be applied to the ankles for exercising from the sitting position.  

•  The walking and muscle strength training should be concluded with a 10-minute cooling off period (e.g., slow walk, stretching).

Smoking cessation — Smoking cessation can reduce the risk of well-known smoking-related diseases (e.g., myocardial infarction, intermittent claudication, chronic bronchitis) in all age-groups and this is true in many cases even when disease symptoms are present. However, for older adults it is important to also emphasis the shorter term health benefits associated with stopping smoking. For example, the risk of sudden cardiac death can be reduced to the level of never smokers after only a few days because of the elimination of carbon monoxide in the blood system. Smoking is also an important risk factor for osteoporosis because it reduces maximal bone density in young adulthood and increases the rate of bone loss in later life. The effect of smoking on respiratory function are particularly important to emphasize because this has a direct impact on the client’s level of stamina and independence.

Determine the client’s readiness to change his/her smoking status. If the client is unwilling to consider change, take a very low key approach and offer to provide some basic information about how cessation might be beneficial in his/her particular case. If the client is doubtful about change but receptive to receiving information, engage in a more detailed conversation about the specific health benefits relevant to his/her situation. Also, encourage the person to begin to monitor the situations in which s/he smokes, the reasons for smoking, the concerns that the client or client’s family have about smoking, and the kinds of activities that his/her current health or stamina level makes it difficult to participate in. For clients who identify themselves as ready to quit smoking, the following steps should be considered. In all cases, it is helpful to discuss the risk of fires associated with dangerous smoking practices (e.g., smoking in bed).

•  Have the client monitor his/her smoking behavior over a two week time period to determine what factors seem to be associated with smoking. This should include a review of the time of day, mood patterns, activities and companions present when smoking. This information can provide helpful insights to the antecedents, consequences and rewards associated with smoking.

•  Help the client identify a plan for smoking cessation. This should consider what type of approach may be best suited to his/her reasons for smoking, support persons that can help cope with the difficult moments after cessation, and timing of cessation. Although some smokers do quit by the “cold turkey” method, it has a relatively low success rate compared with more carefully considered approaches.

•  The most important factors for success in smoking cessation are client motivation and the presence of a supportive environment.  It is helpful if everybody in the household stops smoking at the same time. 

•  There are a variety of strategies available to assist in cessation, but not all have been shown to be equally successful. It may be helpful to speak with a local group specializing in smoking and health to obtain information on recommended approaches. Aside from support groups and behavioral strategies for smoking cessation, there are pharmaceutical interventions available to provide nicotine replacement. In addition, a new approach involves the use of the antidepressant Zyban to counteract the addictive properties of tobacco. Whenever a pharmaceutical approach is used, even if available over the counter, it is extremely important to consult with the home care client’s physician to determine whether the approach poses any health risks.

•  Coughing and spitting in bronchitis may be increased during the first few months after stopping smoking and weight may increase modestly. There may also be some short term changes in mood related to the withdrawal of nicotine. It is important for the home care professional, family and friends to be highly supportive after the client has stopped smoking. However, care must also be taken to identify a network of individuals who can provide support to the client over the intermediate and longer term when the initial motivation for smoking may have worn down.
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I
NSTITUTIONAL RISK

OBJECTIVE

To identify persons with impaired functioning who are at high-risk of institutionalization in the coming months, and suggests support strategies to help these individuals remain in the community.
TRIGGERS

	The following sets of conditions suggest that the elder is at a relatively high risk of nursing home placement in the ensuing 3-month period. 
Four or more of the following are present - NH-Risk©:
•  Prior nursing home placement
[CC7 = 1]
•  Goes out one or fewer days a week
[H6a = 2,3]
•  Incontinent of urine at least occasionally
[I1 = 3-5]
•  Neurological diagnosis
[J1g-i,k = 1,2]
•  Functional decline past 90 days
[P6 = 2 or H3 = 1]
•  One or more early-loss ADL deficits (dressing,
[H2e,f,i,j = 2-6]
personal hygiene, bathing)
•  Sudden or new onset/change in mental functioning
[B3a = 1]
•  Meal preparation and shopping both did not 
occur in the prior 7-day period
[H1aA and H1fA = 8]


© Nursing-Home Risk (NH-Risk©) Copyright, HRCA, Boston, MA 1994, 1999
BACKGROUND

The incidence and prevalence of chronic illness requiring long-term supportive services increases with age.  The majority of those needing care are maintained in the community with help from informal or, for some, both informal and formal resources.  Nonetheless, placement in long-term care facilities (including nursing homes, hospitals for the chronically ill and physically impaired adults, and long-term stay units in acute care hospitals) is often required.

When appropriately targeted to at-risk elders, community intervention programs and
 “case management” can delay the necessity of institutionalization.  While some factors are far more important than others, combinations of characteristics generally enter into a placement decision.  Certain diagnoses, such as a variety of neurological conditions, and other indicators of poor health such as the number of recent hospitalization and a history of nursing home placement appear to predict placement.  Physical functioning predicts institutional placement as well, including the inability to perform both basic activities of daily living and instrumental activities of daily living.  Certain other conditions, particularly incontinence, sleep disturbing behavior, need for constant supervision and over-demanding behavior, are much less well tolerated by caregivers, rendering institutional care more likely.  Persons with impaired cognitive status are particularly at risk, especially those afflicted with dementia, and those who are disoriented to time and place or who are significantly mentally impaired.
Having a spouse, children (particularly children nearby), and regular contact with one or more family members appear to lessen the likelihood of institutional placement.  A positive relationship between caregiver and cared-for, an extended length of time for the caregiver relationship to develop and a large number of informal caregivers diminish the risk of institutionalization.
GUIDELINES

Problem Solving Through Other Triggered CAPs
For individuals considered to be at high risk of institutionalization, the goal is to identify those conditions that can be addressed in the community.  With this trigger you know who has such a risk and the next step is to consider this risk as you review the other CAPs triggered for the client.  Most, if not all of the major conditions that you might want to address, will be triggered under other CAPs — Cognition, Incontinence, Falls, ADLs and IADLs.  For this CAP, your primary task is to insure that institutional risk status is highlighted when you devise your plan of care in these other areas.  Knowing who is at risk of nursing home placement should ensure that the specific problems of these clients are addressed.
Role of Family
Your review should consider issues relating to informal caregivers.  Some informal networks will be poor (see Brittle CAP), others will be strong, and you can help families in both situations to better plan for their caring role.  For community interventions, care-planning involves an analysis of the needs of the impaired person, the interrelationship between the impaired person’s needs and caregiver needs, and the resources available.  Care planning should consider initiatives that can have long-range benefits to both the caregiver and the individual being cared for, particularly low-cost initiatives that draw upon the natural proclivities and strengths of the informal network.  
Prior to initiating services, it is important to determine what aspects of caregiving are most troublesome to the caregiver.  It is also important to evaluate the capabilities of the caregiver and determine whether the caregiver needs skills training to improve the individual's efficiency and personal satisfaction. 
Attention should be directed to training which could lessen the physical energy demands on the caregiver. The ADL and IADL CAPs can be helpful in this regard.  Formal care services may be especially important when the caregiver has health and functional status problems, as are respite services for caregivers who have 24-hour caregiving responsibilities.
Temporary services which may be called for urgently or from time to time.  On a temporary basis, when families are severely distressed, others may have to assume total care responsibility for the client.  In some instances, these services can be provided in the current home or in a day care program.  In other instances, the elder may have to be placed temporarily in another housing setting whether because of the unavailability of a caregiver due to illness or job considerations, or because the residence will no longer be available.   Attention should be directed to why such placements are necessary and helping informal caregivers set realistic expectations regarding their responsibilities, obligations and preferences once the client returns home. (Focused initiatives suggested in the Brittle Support System CAP are also relevant in this regard.) 
Specialized Housing Alternatives
To the extent that such resources are available in a community, specialized housing options should also be considered, particularly for persons without strong informal support networks.  Congregate housing (independent apartments with barrier free features and access to supportive services) can have a significant effect on reducing the necessity for institutionalization.  For impaired persons with informal support networks, assisted living options can be implemented in which individualized partnerships of formal and informal services can be arranged in planned retirement housing. 
Finally, housing modifications can facilitate functioning and ease caregiver responsibilities as well as increase the function of the elder.  (See the Environmental Assessment CAP). 
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CHAPTER 6:  CAPS RELATED TO SENSORY PERFORMANCE

Communication Disorder
Visual Function

COMMUNICATION DISORDERS

OBJECTIVE

To identify the communication problems of community-based elders, to suggest when referrals are needed for complete hearing and communication assessments and remedy, and to provide specific strategies to help facilitate effective communication between elders, their families and other caregivers.

TRIGGERS
	Communication problem suggested if one or more of following present:
•  Hearing difficulty
[C1 = 1-3]
•  Problem making self understood
[C2 = 1-4]
•  Problem understanding others
[C3 = 1-4]



DEFINITION

Communication skills — The ability to receive, interpret, and send messages through verbal and nonverbal means  includes speaking, listening, reading, writing, and nonverbal systems such as gesture.  Skill is dependent on the adequacy and coordination of individual components of speech and hearing, cognitive skills required for understanding and forming messages, and knowledge of the rules of interacting with others. 

Communication effectiveness — The success a person has in receiving and sending messages irrespective of communication skill itself; it depends on the use of alternative communication systems such as gesture, pointing, intonation, and assistive expressive and listening devices, and the skills of communication partners to repair communication difficulties.

Communication opportunity — The presence of desired partners, meaningful activities, and others who value the participation of the elder is a necessary component of meaningful communication.

Presbycusis — A symmetrical bilateral hearing loss that particularly affects high frequency sounds. Onset is insidious and results in difficulty distinguishing sounds and understanding speech. 
BACKGROUND
The prevalence of age related hearing impairment for elders in the United States is 27% for those 65-75 years and 40% for those 75 years and older.  Many people have mild hearing impairment in middle age which often worsens with increasing age.  It is often associated with tinnitus, a sensation of hissing, whistling, or ringing in the ears.  The prevalence of speech and language impairment in this population is about 1 percent for those 65-74 years and 2 percent for those 75 years and older.  In a Canadian study, the prevalence of communication problems tripled for those over 75 years.  It has been estimated that in 1990 there were about 1 million community elderly in the United States with speech problems. For frail home care clients, specific rates are even higher — for home care clients almost 6-in-10 will have such problems.

Effective communication involves the transmission and reception of verbal and nonverbal messages.  It involves receiving auditory and visual information, integrating this information, followed by formulation of a reply, and some combination of oral, written, or nonverbal expression.  At times there may be a breakdown somewhere in this process that creates difficulty for people to interact successfully.

The breakdown may stem from communication impairments or from the inability of family, friends or caregivers to use strategies that maximize existing communication abilities. It may also be due to a lack of opportunities for communica​tion where elders might participate in meaningful interactions.  Communication abilities of elders may change because of the aging process itself or as a consequence of a disease, e.g., stroke or dementia.  Communication problems are exacerbated by impaired vision, depression, and other health or social difficulties.

GUIDELINES

Awareness of Problem

Some clients and their families will be unaware of the presence or extent of a communication problem, even if significant. They may indicate that difficulties lie in unclear speech, mumbling, or the attitude of their communication partners.  Others may believe that there is nothing to be done about hearing or communication difficulties. Families may not realize that simple adjustments in their own communication style may facilitate functional interaction, even with more severely impaired clients.

If the client has difficulty hearing

• A complete otological assessment should have been carried out by or should be scheduled with a physician to determine if there is any contraindication to having a complete hearing evaluation or if there is wax in the ear.  Never suggest that a client or family do this themselves or insert any object in the ear canal to remove wax.

• A complete audiological assessment by a licensed or certified audiologist should be considered. This specialist will also advise on devices such as personal hearing aids, telephone amplifiers and environmental alerting devices for the hearing impaired.

• Counseling sessions should be considered if a hearing aid or assistive listening device is recommended.

If the client has a vision or hearing assistive device (e.g., glasses, vision aids, hearing aid, assistive listening device)
• Determine if it is easily accessible at all times.

• Ascertain if the device is functioning properly.

• Determine if the client or others are resistant to the elder using the device.

Elderly clients may expect the hearing aid to amplify only speech and not other background noises.  If the hearing aid is not working or will not be worn by the client, the use of a simple personal amplifier may facilitate communication.

• Many of the problems that occur in hearing aids are easily resolved.  Common problems and appropriate solutions are listed in Table 1 below.

Table 1
	Hearing Aids:  Common Problems and Solutions

	Problem
	Cause
	Solution

	Whistling or howling noise

	Ear mold inserted improperly 

Cracked or loose tubing
Improper ear mold fit

Hearing aid turned up too loud
	Reinsert ear mold
Check or replace tubing

Have ear mold replaced

Reduce volume 

	Scratchy sound; aid goes on and off
	Defective cord (body aids only)
Poor switch contact
	Replace cord
 Move switch back and forth several times

Remove and reinsert plug (body aid only)

	Weak sound
	Weak battery

Bent or blocked ear mold

Ear mold inserted improperly

Excessive cerumen (wax) in ear canal 
	Replace battery

Check tubing

Reinsert ear mold

Have ear examined

	No Sound
	Aid turned off

Clogged ear mold

Dead battery

Battery inserted improperly

Corroded battery contacts

Bent or blocked tubing

Cracked or broken cord (body aid only)
	Turn to ‘M’ or ‘on’

Clean ear mold

Replace battery

Reinsert battery correctly

Clean contacts, if previously instructed

Check or replace tubing

Replace cord 

	If the above solutions offer no relief or whenever in doubt, consult an audiologist.

Client should not attempt to repair the hearing aid.


Understanding
Clients may have difficulty understanding the meaning of what they hear or see. For individuals who have suffered a stroke or traumatic brain injury, comprehension may improve with time and therapy; for those with dementia, progressive decline is likely.  Even if a neurological disease exists, the client may have the capacity for improved communication and this warrants evaluation.

Expression

Expressive difficulties may take several forms, all of which require evaluation by a speech and language pathologist.  If such a plan is in place, family involvement and feedback to the professional should be reviewed.

•  Dysarthria — (difficulty producing speech sounds clearly) may affect the client’s respiratory support for speech, the quality of sound produced, and the ability to produce individual sounds clearly.  Speech is likely to have some combination of imprecise sounds, hoarseness, nasality, or be produced at a too rapid or reduced rate. 

•  Aphasia — (difficulty in understanding spoken or written language, retrieving specific words, or putting words into sentences) may be mild, resulting in varying degrees of difficulty with comprehension or spoken language, or severe, thereby seriously affecting speaking, listening, reading, and writing.

•  Apraxia — (difficulty in voluntarily combining sounds into words, even when the client knows the intended word) results in speech sounding groping and hesitant.

Some clients will have a combination of these problems, which may also be complicated by the presence of hearing loss, depression, vision impairment, or dementia.  It is important to recognize that individuals with aphasia are not necessarily demented.

Most clients with dementia, especially as the disease worsens, will have difficulty in communicating.  During the early stage of dementia, communication problems will often be subtle and consist of difficulties in thinking of specific words, following complex conversations, and understanding abstract language such as idioms, proverbs, and inferences. As the disease progresses, difficulties in word finding, understanding, reading, writing, and participating in a social conversation become more apparent. Meaningful communication becomes virtually nonexistent during the late stage of dementia.

Opportunity

In addition to having the basic skills to communicate, clients also need the physical and social opportunities to do so. It is therefore important to determine:

•  If there is easy access to activities and individuals where communication might occur.

•  If the physical environment limits the ability to communicate effectively, (e.g., because of poor illumination, background noise, or even the opportunity for private conversation).

•  If the social environment limits the ability to communicate effectively because the elder is not included in conversations.

•  If the elder is verbally abused, ridiculed, or restrained from talking.

General Strategies for Enhancing Communication

When advising on the management of communication problems, a number of strategies should be explained to the family and caregivers.

•  Do not shout or speak very loudly.  Use clear well-formed sounds and words.

•  Encourage communication with the elder.

•  Avoid showing verbal or nonverbal frustration in communicating with the individual.

•  Avoid talking for or repeatedly filling in or anticipating words.

•  Do not criticize the elder for communication problems.

•  Use adult intonation, vocabulary, conversation, style and topics. 

•  Never speak in the presence of a client and assume the individual does not understand.

•  Be fully visible to the person and alert the elder that you would like to talk.

•  Be sure there is adequate lighting for the elder to see your face while talking.

•  Eliminate or reduce background sounds that interfere with listening.

•  Use concrete, relevant vocabulary and avoid jargon.

•  Speak slowly and pause frequently to check for comprehension.

•  Clearly indicate when you are starting a new topic. Avoid changing topics abruptly.

•  Be prepared to repeat information or re-state it in different words.

•  Supplement speech with clear gestures, pointing, or demonstrations.

•  Provide clearly written versions of spoken information for review at a later time when indicated.

•  Encourage the elder to use other means of communication such as gesturing, pointing, writing, drawing, or an assistive communication device.

•  Encourage the elder to speak slowly and to pause between phrases. The elder may need to take a breath more often than expected to support speech.

•  Encourage the elder to keep talking about the topic if the individual cannot think of a specific word.

• Ask questions that can be responded to by yes-no or a nonverbal substitute, if speech is unintelligible.

•  Leave a topic for a while and return to it later rather than struggle to the point of frustration to find a word or produce a word intelligibly.

•   Encourage social communication and automatic speech such as greetings,    courtesies, and small talk.

•  Encourage family members and other caregivers to answer for the elder only when 

           absolutely necessary as they may discourage communication with the client.
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VISUAL FUNCTION

OBJECTIVE

To guide evaluation of clients having one or more of the following: 1.) new vision loss; 2.) long-standing, irreversible vision loss; or 3.) neglect by client in managing ocular regimens.

TRIGGERS
	Review is suggested if one or more of the following is present:
•  Vision impairment
[D1 = 1,2,3]
•  Any visual limitation/difficulty
[D2 = 1]
•  Worsening of vision
[D3 = 1]



BACKGROUND

As many eye conditions can be successfully treated or corrected, at least in part, it is important to detect treatable conditions.  When such efforts are not successful, low-vision rehabilitation is indicated.

With aging, many people experience gradual changes in visual acuity as a result of anatomical changes in the eye.  The cornea becomes thicker and more sensitive to glare, the lens becomes denser and less elastic thereby reducing focusing power, and the pupil becomes smaller, permitting less light to enter the eye. All reduce an elder's ability to see and especially to adjust to changes in light. In addition to changes with aging, many elders have ocular pathology, including cataracts, glaucoma, diabetic retinopathy, and macular degeneration.  Nevertheless, most elders can have sufficient good vision to function well. 

GUIDELINES

This discussion is organized according to the nature of the client's vision problem:  Decline in vision and low vision rehabilitation.

Identifying Clients with a Decline in Vision

Elders with untreated loss of vision should be thoroughly evaluated as many losses will improve or stabilize with treatment.   If the individual has experienced a recent rapid change in vision, has recent blurry or  double vision, has pain in the eyes, lids, or tissues surrounding the eyes, or has swelling, redness, or drainage in or around the eye, immediate medical attention is warranted.  

If the elder has suffered a gradual or long standing change in vision (that is for more than 90 days) and has not had a recent examination, arrangements should be made for a thorough ophthalmology examination.  Even long-standing impairment may be able to be improved or reversed with treatment of the underlying cause (e.g., correction of refractive errors; cataract removal; treatment of glaucoma and diabetic retinopathy).

Ask the client (and family caregivers) about the effects of vision impairment on daily function.  This trigger indicates that there is a problem.  The goal now is to understand if it is of recent onset and how it might be affecting the client’s functioning in other areas of life.  This is especially important as many elders get used to having impaired vision or believe that deterioration is a normal consequence of aging.  

Not infrequently, visual impairment is detected by observing declines in other areas of function. If the client does not readily communicate the nature of the problem, note if there has been recent decline in client’s level of participation in social, religious, or personal activities.  It is especially valuable to determine if the elder has cut back on visually intense activities (e.g., reading, knitting, sewing) or recently relied on others to read greeting cards or prescription bottles.  Sometimes a decline in vision is signalled by an inability to carry out housework with the usual degree of accuracy as evidenced by, for example, uncleaned spills on the floor.  If visual problems are severe, the client may find it difficult to ambulate even in familiar circumstances and may misjudge seating himself in a chair.  

Some special features of visual impairment require a more detailed medical evaluation.  For example a client who regularly leaves food on half the place may have a defect in one part of the visual field because of a disease or the central nervous system.  Poor eye-hand coordination may also suggest a neurological disorder as may a recent change in dressing performance as evidenced by mis-buttoning shirts, selecting soiled clothing, bad color coordination or matching outfits and poor application of make-up.  Men not infrequently miss the toilet when visually handicapped.  All such changes may be accompanied by fear of walking in unfamiliar or crowded locations.

Evaluate Client's Level of Adherence to a Prescribed Eye Treatment Regimen.  
Since visual acuity is of such great importance, most people would recommend that elders see an eye specialist at least every two years.  If an evaluation has taken place during this time period, evaluate the client’s follow through on recommendations.  If eye glasses were prescribed, determine if the client wears the glasses for the activities for which they were prescribed (e.g., distance glasses for driving).  If eye medications were prescribed, ascertain if they are currently being used as directed in particular, note should be made of the degree of the client's adherence to topical and systemic regimens for glaucoma treatment.

If the prescribed regimen is not being adhered to, review possible reasons for non-adherence (also see Adherence CAP).   For example, eyedrops may be difficult to administer.

Review all medications that might be the cause of visual difficulties.  Some drugs prescribed to treat non-ocular conditions can even cause irreversible visual changes. Often, side effects can be avoided by reducing the drug dosage or substituting an equally effective but better tolerated drug.  A review of the client's drug profile by an appropriate professional is indicated if there is any suggestion that the client’s vision may be being diminished by a pharmaceutical agent.

Identifying Clients for Low-Vision Rehabilitation.
Many clients with long-standing low-vision impairment will be able to negotiate their familiar, immediate environment and continue to do the things they want and need to do without having much difficulty.  They seem to "adjust" to low vision.  However, they may still be at risk for falls and other accidents such as taking the wrong pill dose when confronted with new situations.  Additionally, they are at risk for social isolation if they restrict themselves to habitual routines, avoiding new social and recreational opportunities.  Many clients can benefit from refraction for new glasses or other visual appliances (e.g., magnifying glass).  However, if vision remains significantly impaired even with optical correction, low-vision rehabilitation may be beneficial.

It may be especially valuable to maximize remaining visual function and emphasize feedback with the environment by means of hearing and touch.  Environmental adaptations such as large or raised numbered telephone, a phone with pre-programmed frequently used numbers, large print calendar, talking watches, and colored  toilet seats may enhance the elder’s safety and sense of security.  Also, low-glare floors and table surfaces, night lights which facilitate adjustment to changes in light, and a flexible, gooseneck reading lamp with 300 watt bulb may increase the elder’s function substantially.   All significantly visually impaired persons should cease driving, but with appropriate corrective appliances many elders can continue to drive.

Certain adaptive equipment or devices can markedly improve the ability of an individual to be independent (e.g., a talking scale, eye drop guides; syringe loader; pill organizers).
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CHAPTER 7:

CAPS RELATED TO MENTAL HEALTH
Alcohol Dependence and Hazardous Drinking
Cognition

Behavior

Depression and Anxiety

Elder Abuse

Social Function

ALCOHOL DEPENDENCE AND HAZARDOUS DRINKING

OBJECTIVE

To identify alcohol abuse or dependence.  Also reviewed is hazardous, non-excessive drinking that places the elder at risk of adverse consequences due to the decreased metabolism of alcohol with aging, to related health complications, or to drug interactions.  

TRIGGERS
	Alcohol dependence or an abuse  problem is suggested if either of the following is present:
•  lt need or been told by others to cut down on drinking, 

or others concerned with elder's drinking
[K7a=1]
• Client has to have drink first thing in the morning to 

steady nerves (i.e., an  "eye opener") or been in any

sort of trouble because of drinking
[K7b = 1]



DEFINITION

Alcohol Abuse and Dependency.  Alcohol abuse is any level of drinking which results in problems in physical or mental health or social or economic well being.  Alcohol dependency is characterized by an inability to control drinking behavior, a preoccupation with drinking, continued use of alcohol despite adverse consequences, or distortions in thinking, especially denial.

Early and Late Onset Alcohol Dependence.  Two groups of elders may be identified as being dependent on alcohol.  The first is composed of those who have a long history of dependence, are now elderly, and continue this pattern.  They are usually referred to as "early onset" problem drinkers.  The second is composed of those elderly who have not historically had a problem with alcohol, but who develop one after the age of 60.  They are usually referred to as "late onset" problem drinkers.  There is considerable dispute in the literature as to the prevalence of late onset problem drinking, but available research indicates that this group is more stable psychologically and remains in treatment longer than early onset alcohol abusers. 

Moderate Drinking.  One drink is defined as the consumption of 0.5 ounces (15 ml) of pure alcohol (ethanol).  This amount of ethanol is present in 12 ounces (350 ml) of beer, 5 ounces (140 ml) of wine, or 1.5 ounces (45 ml) of spirits.  Dietary guidelines in the United States define moderate drinking for men as no more than two drinks a day and for women as no more than one drink a day.  However, some U.S. authorities believe that given the special dangers of alcohol for the elderly, moderate drinking in this population should be defined as no more than one drink per day for both sexes.  In the United Kingdom, however, recommendations call for the use of no more than 21 drinks per week by men and 14 drinks per week for women.

BACKGROUND

Though there are indications that light controlled drinking may be beneficial, those who are dependent on alcohol tend to have multiple psychosocial and health problems. However, the detection of alcohol dependency or abuse is often difficult due to denial by the client.  In most cases, it is the family who become aware of the problem.  A family member may observe a flushed face or note empty bottles or cans in the home.  Fortunately, the prevalence of alcohol abuse or dependence among the elderly is relatively low.  Fifty to sixty percent of present day elderly Americans abstain from the use of alcohol.  Abuse or dependence among men age 60 and older is estimated at between two and five percent; among women, at roughly one-quarter of this.

However, the likelihood that an elder is engaged in “hazardous drinking” is much higher.  Non-abstainers can place themselves at considerable risk through behavior that most observers would characterize as light or moderate drinking with no element of dependence for three reasons.  First, a variety of physiological effects of aging make drinking potentially more hazardous for them than for younger adults.  Second, the elderly are more likely to have diseases that are adversely affected by alcohol.  Third, a number of medications taken by the elderly interact with alcohol in ways that place the elderly at risk for an adverse drug interaction.  

GUIDELINES 

If abuse or dependency is found, the global effects of the problem (e.g. physical, psychological, social economic) must be determined, the potential causes explored, and a treatment plan developed to deal with abuse, its physiological effects, and its psychological consequences.  

The next issue is to determine whether the elder is dependent on alcohol or not. If dependent, he (she) is unable to control the quantity and frequency of drinking. Even though the elder may be aware of the unfortunate consequences of drinking, he (she) will drink, and once started, cannot limit him (her) self to one or two drinks. If there is no evidence of dependence, the assessor should further explore the circumstances in which the problem drinking occurred. 

Additional assessment of abuse or dependency.   Areas to be probed include the following:

• Frequency and quantity of alcohol use, as well as alcohol use patterns

• Past history of treatment for alcohol abuse or dependence

• Degree to which alcohol abuse or dependency is affecting the elder’s life — physical health, psychosocial well-being, familial and social relationships, and financial status

• Elder’s interest in treatment for their alcohol problem

This review may require reconsideration of other sections of the MDS-HC, in light of the discovered alcohol abuse problem.  

Potential Problems Associated with Alcohol Dependence

1.  Psychosocial problems.  Alcohol dependence leads to alcohol abuse in a wide range of social, psychological, and economic problems which interact.  It may affect both the client and the formal and informal caregivers.  In particular, it can lead to a brittle support system.  Indications of alcoholism must be considered as each of the individual CAPs related to these areas are addressed.

2.  Health problems.   Many of these problems are more likely to occur in early onset drinkers.  Excessive alcohol use can have profound effects on the central nervous system, affecting short-term memory, abstract reasoning, and cognitive function, as well as the gastrointestinal and the cardiovascular systems.  Nutritional problems, cirrhosis, and cancer of the esophagus are also more prevalent.  There is also an increased risk of falling and injury.  Lastly, it should be noted that clients having alcohol abuse or dependence are at greater risk of abusing other substances.  

Potential Interventions for Alcohol Dependence

Potential interventions include inpatient treatment, the use of psychotropic medications, behavioral therapy and psychosocial interventions such as participation in Alcoholics Anonymous.

   • Short-term inpatient treatment may be necessary for “detoxification” or to deal appropriately with withdrawal symptoms.

   • Psychotropic medications are often a useful complement to “detoxification” although care must be taken in the use of these drugs with the elderly.

• A frequently used treatment is group therapy.  It creates opportunities to enhance self-        image, share anxieties, and restore the ability to enter into relationships.  Elder alcoholics participating in group treatment tend to fare better when the group is age-specific.  Some anecdotal evidence also suggests that the most successful groups may be gender-specific.

   • Alcohol dependency, especially for early onset alcoholics, is a chronic disease from which recovery is often a difficult, long-term process.  Referral to a substance abuse professional, especially one with experience with geriatric patients, may well be necessary.  

   • As in all substance use treatment, the involvement of family and the elder's support network in the treatment process is critical.  Indeed, the intervention may have to be focused at least initially on the family.  This is necessary not only for the treatment of the client, but also because family members may be suffering from serious psychological and sometimes physical trauma as a result of the client’s behavior.

Hazardous Drinking:   Adverse Drug-Alcohol Interactions

Even though there may be no evidence of abuse or dependence, the assessor should still determine how much alcohol the elder consumes because alcohol may interact with commonly used drugs resulting in serious problems. Therefore, whether there is a temporal relationship between the observed conditions, a medication, and altered alcohol use should be considered.  For example, impaired judgment, reduced alertness, confusion, or dementia-like symptoms can occur when alcohol is used in conjunction with minor tranquillizers (e.g., chlordiazepoxide), antipsychotics (e.g., chlorpromazine), barbiturates (e.g., phenobarbital), pain killers (e.g., Darvon, Demerol), and antihistamines.  Use of alcohol can also exaggerate responses to some drugs because it affects the speed with which these drugs are metabolized.  Alcohol in combination with aspirin can lead to gastrointestinal problems, while alcohol in combination with diuretics can, in some, reduce blood pressure and lead to dizziness.  More generally, any drugs metabolized in the liver may create problems for alcohol drinkers.  This is only a partial list of potential adverse drug-alcohol interactions.  Attention must be given to this issue as part of the Medication Management CAP.

Potential Interventions for Hazardous Drinking

Unlike abuse or dependency, substance abuse treatment is not usually necessary in instances of hazardous drinking.  Rather, the elder should be made aware that the clinician knows that he or she is not dependent on alcohol, and should be educated as to the interaction of his or her health problems and the use of alcohol.  

FURTHER READINGS
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Reviewed research literature on epidemiology and treatment of alcohol and the elderly.
	AUTHORS

Charles Phillips Ph.D., M.P.H1
Naoki Ikegami, M.D.


1 Charles Phillips’ work on this CAP was supported in part by an Alzheimer’s Association award #TRG-93-022, “Assessment and Outcomes for Community Based Cognitively Impaired Elderly.”

COGNITION

OBJECTIVE

To determine whether problems of cognition exist, whether they are acute or chronic, and, if chronic, whether measures may be necessary to compensate for the deficits.

TRIGGERS
	A cognition problem suggested if one or more of following present:
•  Short-term memory appears to be a problem
[B1a=1]
•  Minimally, moderately or severely impaired in making

decisions organizing the day
[B2a=2-4]
•  Sudden or new onset or change in mental function
[B3a=1]
•  In the last 90 days, client has become agitated or

disoriented such that his or her safety is endangered

or client requires protection by others
[B3b = 1]



DEFINITION

Impairments in cognition are characterized by a wide array of disabilities which affect virtually all aspects of life and function.  Included are forgetfulness for both recent and distant events, confusion, difficulty in finding words or understanding speech, and failure to function appropriately and normally in social circumstances.

Delirium. Acute confusional state is a condition of sudden onset (hours to days) marked by fluctuating periods of alertness and activity, coupled with disorganized thinking and short term memory impairment, disturbances in sleep-wake cycles and perception.  The underlying cause of delirium is usually related to an infection, drug side effect, dehydration or other acute medical condition. Recent research (Inyoue, SK et al., 1999) has demonstrated that addressing risk factors such as cognitive impairment, sleep deprivation, immobility, visual impairment, hearing impairment, and dehydration can reduce the risk of delirium.  Although the study was conducted among hospitalized elders, such prevention strategies hold promise for elders in all environments. 
A substantiated diagnosis requires an immediate referral to a physician.  Thirty-40% of persons with delirium experience agitation and other behavioral symptoms; 30-40% experience hallucinations or delusions.   

Dementias.  Dementias are irreversible and can be of long duration.  Dementia can be defined as a decline in multiple areas of cognition in a person who is awake and alert, and progressive dementias such as Alzheimer's disease are usually insidious in onset and gradual in progression.  Multi-infarct diseases usually progress in a step wise fashion, where each major level of decline is a noticeable event, with plateaus of little change in between.  Persons with dementia are at higher risk of also developing delirium.

BACKGROUND

It is not unusual for elders to take pride in their ability to think clearly, reason, learn new tasks, and make decisions for themselves.  Memory lapses may be excused as part of “just getting old” or due to the poor communication of others.  In fact, incidental failure to recall specific information (e.g., the name of a once visited location, the exact sequence of a prior event) is common in people of all ages.  The initial subtle changes of early onset dementia are difficult to detect.  It may only be after the fact that one can assign meaning to the early signs and symptoms of the unfolding neurological loss. 

At an early stage, many family members may deny or fail to notice the change in an elderly relative's cognitive status. Often, it is only when there has been a crisis and a clinician has identified the impairment that family may be prepared to address this issue. At that point, education, referral for a more complete diagnostic work-up, and practical guidance are crucial.

It is beyond the scope of this evaluation to determine either the extent or cause of cognitive impairment.  The importance of this initial screen is to determine if cognitive impairment exists, whether it represents a recent change, and how daily functioning is restricted.  If you note or others report to you that there is a new problem with cognition, your first priority is to determine if the elder has seen an appropriate health care professional to undergo sufficient evaluation to determine the likely causes. An immediate referral is warranted if there has been an acute (recent) change (or worsening) in cognitive state.  If deficits in cognitive function are more long-standing (noted for months or years) and are either stable or slowly progressing, it is still essential that the individual has been seen in the recent past.  If not, arrangements should be made to have the client evaluated, to attempt to prevent further deterioration and to determine if any contributing causes might be remediable (e.g., change in medication dosage).

GUIDELINES

Approaches to Care

If you determine that a client has a cognitive problem, first seek to determine whether an acute confusional state exists.  If not, review whether there is a substantial cognitive problem that has not been reviewed recently by a physician.  Finally, if there has been a recent review, the focus of care is on introducing adaptive steps to improve function and reduce client and family distress.

Identification of Delirium

Delirium is an acute confusional state and may be marked by inattention and fluctuating periods of alertness.  The two indicator trigger items are: 1) sudden change in mental function or 2) becoming more disoriented over prior 90 days.  In addition, the individual afflicted with this condition is likely to experience disorganized thinking and short-term memory loss as well as disturbances in sleep/wake cycles and perception.  If there is any indication that the elder suffers from delirium, immediate referral to a physician is indicated.  
The following questions adapted from the “Confusion Assessment Method” (Inyoue et al., 1990) help to identify clients who have symptoms of sudden, acute change in mental function and for whom a physician referral is warranted (it will be important to communicate the answers to these questions to the physician):

• Is there evidence of an acute change in mental status from the client's baseline?  Did this (abnormal) behavior fluctuate during the day, that is, tend to come and go, or increase and decrease in severity?

• Did the client have difficulty focusing attention, for example, being easily distractible, or having difficulty keeping track of what was being said?

• (If the client had difficulty focusing attention) Did this behavior fluctuate during your assessment, that is, to come and go or increase and decrease in severity?

• Was the client's thinking disorganized or incoherent, such as rambling or irrelevant conversation, unclear or illogical flow of ideas, or unpredictable switching from subject to subject?
• Overall, how would you rate this client's level of consciousness?  Alert (normal); Vigilant (hyperalert, overly sensitive to environmental stimuli, startled easily); Lethargic (drowsy, easily aroused); Stupor (difficulty to arouse); Coma (unarousable); Uncertain.

•  Was the client disoriented at any time during your assessment, such as thinking that he or she was somewhere other than home (or the place you were conducting the assessment), or misjudging the time of day?

• Did the client demonstrate any memory problems during your assessment, such as inability to remember recent events or difficulty remembering instructions?

• Did the client have any evidence of perceptual disturbances, for example, hallucinations, illusions, or misinterpretations (such as thinking something was moving when it was not)?

• At any time during your assessment, did the client have any unusually increased level of motor activity, such as restlessness, picking at bedclothes, tapping fingers, or making frequent sudden changes of position?

• At any time during your assessment, did the client have an unusually decreased level motor activity, such as sluggishness, staring into space, staying in one position for a long time, or moving very slowly?

• Did the client have evidence of disturbance of sleep — wake cycle, such as excessive daytime sleepiness with insomnia at night?

Review of Dementia Status

Dementia may take many forms.  Most dementing illnesses are progressive and are not manifested by dramatic abrupt changes in thinking, behavior and character.  Although all persons with a chronic dementia should be seen by a physician, even after a thorough evaluation it may not be possible to determine the exact cause of this cognitive defect If the client is moderately or severely impaired in decision making, and has not been seen by a physician for this condition for the past 12 months, a referral is warranted to be sure that all treatable causes have been uncovered and addressed insofar as possible.

Adaptive Strategies

Assuming that a thorough medical evaluation has been completed for those afflicted with a long-standing cognitive defect and that an acute cognitive impairment is not present, the assessor will find it especially helpful:

• To delineate, to the degree reasonable, particular self-care functions that are affected by cognitive deficits

• Identify a key task (e.g., dialling the phone) that the client now performs inconsistently, that he or she would like to be more proficient in, and help the client and family develop a plan to address this need — e.g., install a phone with frequently used numbers pre-programmed, or alternatively, remembering phone numbers or appointments, in which case aides such as schedule books, lists of commonly called phone numbers posted in large print near the phone can be helpful.

• To determine the effects of these impairments on both the elder and the caregiver.  In particular, complete the capacity review for the ADL CAP.

• To determine what may be done to maximize function and limit stress on the caregiver.  Enter into a discussion with family on the types of cues and aides that may help the elder get through the day.  Help family to devise a plan to apply these lessons consistently.

It is important to ascertain by questioning both the elder and the caregiver which functions the client is able to carry out or participate in.  It should be appreciated that short-term memory loss of a mild and only minimally dysfunctional degree is common in older persons and usually not progressive.  Such minimal cognitive changes may usually be managed with reassurance and minor memory aids (e.g., notebooks, calendars, standardized actions such as always leaving the keys to the house in a box by the door). Questions such as the following may be helpful to identify areas to be supported:

• How independent is the person in IADLs and ADLS?  It is important for the elder to maintain as much function as possible in the area of Activities of Daily Living, especially eating and toileting.  Both may be improved by a series of reminders designed uniquely for that individual (see ADL CAP).  

• Is the elder at significant risk of injury because of the cognitive impairment or the consequences of memory impairment as exhibited in disturbing behavioral symptoms such as wandering, physical abuse of others, fire setting, etc?  Should that be the case, in addition to the introduction of appropriate safety measures and education of the caregiver(s) as to risk, referral for evaluation of the environment (see Environmental CAP), assistance with ADL and IADL and the management of behavior symptoms (Behavior CAP) should be initiated.  

Additionally, it is not unusual for family members to “over-compensate” for cognitive deficits in the elder, thereby increasing the degree of dependence and diminishing the self-esteem.  Nonetheless because chronic cognitive impairment is often slowly progressive, there do come those moments when elders, previously confident in such matters as handling their own finances, are no longer able to do so.  Having the elder maintain as much functional as possible for as long as possible is of course the goal, although when a particular function is only normal intermittently, it may be necessary to introduce restrictions in certain activities.  Clearly this is true where safety is involved.  Most notably, persons with cognitive impairment are at risk for burns from stoves, self-injury in any number of situations and, of course, wandering and getting lost.  Driving while impaired is clearly dangerous to the elder and others and steps should be taken to prevent the elder who is impaired from driving, albeit as tactfully as possible.

Effects of cognitive impairment and maximizing function.  It is not unusual for individuals with mild or even moderate cognitive impairments to be angered, depressed or anxious about them.  The old adage that persons with Alzheimer's Disease are not aware of their decreasing capabilities has been shown to be false.  Attention should be directed to maximizing social function (see Social Function CAP) and minimizing stress (see Depression and Anxiety CAP).  Between 10 and 25% of persons with dementia also suffer from depression, usually earlier in the course than the manifestation of psychotic symptoms.  Almost all will have behavioral symptoms sometime during the course of the illness and many will experience hallucinations and/or delusions, including paranoia. 

Therefore attention to relieving, to the extent possible, the emotional component of these cognitive deficits may be well addressed by counselling, which at times may include the family members as well.

Supporting the family.  The initial task is to conduct a realistic appraisal of the elder’s behavior, capacity and the family's role, and with the family and patient, develop a plan of care.

If the elder's symptoms are severe, families may be at their “wit's end.”  They may feel that only extreme alternative actions are open to them (e.g. limiting elder's actions during the day, sending the elder to a nursing home, hiding the keys to the car).  One crucial task is to provide family members with an explanation of the particular disease process as it unfolds and the stage of the disease if it is a dementia.  For Alzheimer's and other progressive dementias, as well as for CVAs, families need information on what to expect, how to help the elder continue to use residual capacity, and in general to be informed regarding the nature of the condition and existing treatment possibilities for various symptoms.  In the case of multi-infarct dementia (MID), families need to

know that certain actions (e.g., blood pressure regulation, exercise and stress reduction) will help prevent continued decline.  

It is also important to stress the need for the primary caregivers to take care of themselves since the disease process can be a long one and they are vulnerable to illness themselves if they do not.  Because families who are required to oversee individuals with cognitive impairment may find such situations quite stressful, be certain caregivers have appropriate support and counselling.  This should entail both access to educational materials which are relevant and respite services if at all possible (see Brittle Support System CAP).

FURTHER READINGS
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BEHAVIOR

OBJECTIVE

To identify elders with behavioral symptoms distressing to themselves or to others and to suggest approaches to care. 

TRIGGERS
	Review of behavior status suggested if sum of following items equals one (1) or higher (where each item has a possible score range of 0, 1, 2):
•  Wandering
[E3a]
•  Verbally abusive
[E3b]
•  Physically abusive
[E3c]
•  Social inappropriate/disruptive
[E3d]
•  Resists care
[E3e]



DEFINITION

Wandering — Movement with no rational purpose, seemingly oblivious to needs or safety. Nocturnal wandering is often especially disconcerting to family members. 
Verbal abuse — Calling out, cursing, repetition of unrecognizable words, and nonsensical noises. 
Physical abuse — Hitting, biting, kicking, pinching, slapping. 
Socially inappropriate behavior — Screaming, making disturbing sounds, inappropriate sexual behavior or disrobing in public, smearing or throwing food or feces, hoarding, rummaging through the belongings of others. 
Resists care — Resists taking medications/injections, ADL assistance, help with eating, or change in position.  Does not include instances where client has made an informed choice not to follow a course of care.
BACKGROUND

Behavioral symptoms can be commonplace, although only a minority of home care clients (about 15%) have such symptoms; and of those who present with such symptoms at intake, we typically see only about 1-in-3 with unresponsive behavioral symptoms.  Fortunately, when present, remedial treatments are often possible. Such symptoms should not be presumed to be part of the normal aging process. In fact, successful intervention is largely dependent on the elder and family being aware that the behavioral characteristics can be addressed. 
Family and elders are likely to differ in their understanding and response to newly emerging or even existing behavioral problems.  Neighbors may be the first to complain about the odd hours the elder is keeping or any number of disruptive behaviors.  A visit from an adult child may also be the reason a behavioral pattern is recognized to be a problem.  Denial by the elder is not infrequent, often because of cognitive impairment, while other clients may offer a series of rationalizations for their behavior. 
Usually these symptoms come on gradually and are associated with a cognitive impairment, often Alzheimer's disease. Other factors associated with onset and more unresponsive patterns of symptom distress include being more severely limited in expressing oneself or in understanding others, being ill at ease around others, experiencing delirium,  delusions, hallucinations, or  fear of being abused by family.  
Families may fear the stigma associated with disruptive behaviors or may have difficulty accepting mental illness because of religious or cultural reasons.  They may also fail to see the problem or that their own actions may be key causative factors.
Typically, family members are referred by a friend when it is perceived that the family can no longer handle or tolerate the behavior. 
As behavioral symptoms become more frequent or disturbing, the client's involvement in meaningful activities is constrained and families often experience increasing degrees of stress.  They may come to question their capability to care for the elder. Recognition of the negative consequences of a behavior often facilitates the introduction of an appropriate program of care. 
GUIDELINES

Having an understanding of the elder's usual behavior is necessary both to allow for appropriate referral and to allow for an appreciation of changes which may be a consequence of an acute medical illness.  Thus, a family may report with a feeling of relief that a usually restless and anxious elder is now subdued and withdrawn and fail to link this change with the onset of a new illness.  Also, change occurring gradually may not be noted by family members. 
For behavioral symptoms, families have usually tried a series of interventions.  Therefore it is helpful to determine:
• What has succeeded or failed in relieving both symptoms and caregiver stress. 
• If the problem is getting worse.
• If family members' attitude toward the problem has changed.
• If there have been changes in family circumstances (e.g., change of jobs, caregiver moved away from area).
• If other major changes in the living situation are being considered.
• If the behaviors have only recently emerged following hospitalization for a new problem or exacerbation of an old problem.
It is often useful to have families and formal caregivers keep an around-the-clock log of behavioral symptoms over a period of a few days. This allows the assessor and family to note any association between symptom and availability of caregiver, time of day of other events preceding the event, where it occurred, and other circumstances. It may then be possible to design specific interventions based on identification of the causes for the behavior. 
General Causal Review
It is useful to note that many disruptive behaviors are triggered by an array of circumstances.  Note should be made of:
Health Status
• New medications
• Medication taken chronically whose adverse effects might now be noted because of its duration of use or a change in the clinical status of the client
• Any new acute medical problem that can cause pain or discomfort
• The state of fatigue of both the client and the family
• Dehydration
Discomfort
• Change in toileting status, especially if unable to toilet self
• Pain, especially daily or more intense pain
• Localized pain and pruritic rashes
• Improperly fitting shoes or clothing
• Hunger or thirst without ability to express need
• Disrupted sleep
Environmental factors
• The elder's response to children's visits
• The times when the elder is left alone (e.g., while a spouse or family member works)
• Any association of symptoms with the return of family members
• A new caregiver (homemaker)
• A noisy home
• Stress in the environment
• Inadequate lighting
• The temperature of the environment
Psychosocial factors
• Lack of structure for the elder's day
• The existence of hallucinations
• A new onset of delirium (this symptom requires immediate referral to a physician (See Cognition CAP)
• Paranoia
• Confusion — inability to understand directions, mistaking identity of person
• The type of response to elder's complaints and how satisfied the client appears   to be with it
• Use of physical restraints
• The degree of fear expressed by the client (or judged to be present if not expressed) — including surprise by sudden physical contact
• The amount of stimulation — over or under stimulated
• The degree of frustration experienced by the client with attempts to carry out necessary or desired activities. 
• Sensory overload from too many people, too much noise
It is, of course, first necessary to be sure any physical or mental illness which may be causing the behavioral symptom, be it acute or chronic, is identified and addressed to the extent possible by a physician.  Although a curative approach may not be possible, behavioral symptoms can be alleviated by the appropriate use of antipsychotics, antidepressants or other medications.  Consultation with a psychiatrist is recommended if they are to be prescribed. 
For many clients with behavioral problems, efforts can be made to refer the elder to the social programs, formal and informal, which most effectively might address the disruptive behavior. For example, it may be possible to enroll the client in a program specifically designed to address wandering.  The family might be advised to keep a recent photo of the elder and to provide the client with identification.  Also, decreasing the time the elder is left alone, changing door latches and disguising doors with curtains or screens may diminish the wandering behavior as may a daily exercise program and regular bedtime routine.  Verbal abuse is often very stressful to the caregiver and is not infrequently poorly responsive to intervention. To the extent possible, it is helpful to ensure that the elder understand the reason why things are done, that the tasks be simplified and that caretakers remain calm and redirect the client's attention when frustration, fear or inability provoke behavior symptoms.
Help the family develop a list of strategies to address or prevent the behavioral symptom.  The above review will have identified relevant causal factors.  Be sure to search for both immediate and more distant causal factors.  The goal is to prevent or lessen the occurrence of behavioral symptoms, or to help the family better tolerate symptoms that appear frequently and appear to be little affected by intervention programs.  The following are useful TIPS for families as they deal with these situations:
•  Ensure that client adheres to scheduled program of physical and mental health treatments
•  Take steps to avoid the onset of distress — e.g., toilet client before meals, ensure that client understands why things are being done, to the extent possible
•  Respond to questions being asked.  Make sure communications are clear and no false messages are given
•  Call for help when necessary
•  Be sure that all family and caregivers approach the client in a consistent fashion
•  Remove client from distressing situations, remove things from environment that can be used as weapons
•  Support activities that bring pleasure to client — walks in neighborhood, eating foods that bring pleasure, seeing the children
•  There are situations where it may be best to let some behavioral symptoms “pass.”  Treat the event in a calm, firm manner.  Try to redirect the client's attention.
FURTHER READINGS
Robinson Anne, Spencer Beth and White Laurie.  Understanding Difficult Behaviors. Geriatric Education Center of Michigan, Ypsilanti, Michigan, 1992.
Superior resource and teaching manual for caregivers of clients with behavior problem.
Bowlby Carol.  Therapeutic Activities with Persons Disabled by Alzheimer's Disease and Related Disorders.  Aspen Publishers, Inc., Gaithersburg, Maryland, 1993.
This book has many interventions for family caregivers to use with elders with a dementia.
Alzheimer's Association of Eastern Massachusetts Family Care Guide.  Alzheimer's Association, Cambridge, MA, 1992.
An excellent source book for family caregivers of clients with a dementia.
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DEPRESSION AND ANXIETY

OBJECTIVE

To help identify community-dwelling elders who suffer from the symptoms of anxiety or depression and identify possible treatment options. Symptoms of depression and anxiety are common among community-dwelling elders, although the full-blown syndrome of major depression appears to become less common with increasing age in community settings. 

TRIGGERS
	A mood problem requiring intervention is suggested if the sum of the following items equals TWO OR MORE (where each item is scored as 0, 1, 2):
• A feeling of sadness or depression.
[E1a]
•  Persistent anger with self or others
[E1b]
•  Expression of unrealistic fears
[E1c]
•  Repetitive health complaints
[E1d]
•  Repetitive anxious complaints, concerns
[E1e]
•  Sad, pained, worried facial expressions
[E1f]
•  Recurrent crying, tearfulness
[E1g]



BACKGROUND

The preva​lence of a major depression in elderly living in the commu​ni​ty is estimated to be about two percent. In the United States, ​while 15 percent have significant symptoms of depres​sion.  In addition, about six percent of men and 11 percent of elderly women report symptoms consistent with an anxiety disorder.  For home care clients, about 40% will trigger on this CAP. 

The importance of depres​sion in the elderly is empha​sized by the fact that the elderly, at least in the United States, have a disproportionately high rate of suicide. In addition, medically ill and functionally frail elders have an increased probability of developing depression.

While depression and anxiety disorders are often discussed separately, they frequently appear together.  

The assessment of both of these problems is complicated by a variety of factors.  First, the elderly may deny feelings of distress or depres​sion.  Second, many elders suffer from a series of physiologi​cal problems that may be mistaken for, or may mask, these problems. Depression, for example, is particularly common among elders with chronic medical illness and functional disability. In fact, these factors consistently emerge as the most significant risk factors for depression among community-dwelling elders.  Third, elders are often treated with medications that may produce symp​toms of depression or anxiety.  Fourth, the high prevalence of dementia in the elderly complicates diagnosis and treatment.  

Depression — Depression is a term used to describe everything from a transitory state of demoralization to an acute or chronic disorder, which may result in a range of consequences, from modest functional impairment to decisions to commit suicide. Depression is an illness that may have affective, physiological, and cognitive manifestations. A major depression generally requires that at least four of the following eight criteria are present in association with depressed mood or loss of pleasure for at least two weeks:

• Loss of interest in life and usual activities.

• Insomnia or increased periods of sleep.

• Decreased appetite or weight loss.

• Feelings of guilt or worthlessness.

• Fatigue or loss of energy.

• Diminished ability to think or concentrate or indecisiveness.

• Psychomotor agitation or retardation.

• Suicidal ideation including any plans for taking one’s own life. 

However, even if combinations of fewer symptoms occur, they should be evaluated for their seriousness and effect on the elders function and quality of life.

It should also be noted that physical symptoms may reflect a “masked” form of depression.  Especially noteworthy in this regard are symptoms of fatigue, weakness, weight loss, shortness of breath, dizziness, incontinence, diffuse pain, and memory disturbances. 

Anxiety — Anxiety is the term used to describe that state of apprehension and uncertainty which disrupts functioning of the affected individual. Such concern or fear is of special significance when it appears to be inappropriate in degree.  Anxiety may be a component of many disorders including phobias, panic attacks, post-traumatic stress disorders, and obsessive-compulsive disorders.  

In generalized anxiety, the anxiety and worry are associated with three (or more) of the following six symptoms (with at least some symptoms present for more days than not for the past six months):

• Restlessness or feeling keyed up or on edge

• Being easily fatigued 

• Difficulty concentrating or mind going blank

• Irritability 

• Muscle tension

• Sleep disturbance

Even if there is a failure to satisfy all of the requirements, the elder may be suffering from distress that can and should be addressed.

GUIDELINES

Perhaps the most significant challenge associated with the making of a diagnosis of depression and anxiety is the need to appreciate the interplay among the physical condition and the cognitive status of the elder and his/her medication regimen and social environment.

It is first essential to determine if the client might have a major depression or a degree of anxiety which precludes even simple functioning.  Urgent referral to a mental health profes​sional is then indicated. If there are indications that the person is suicidal, immediate medical attention is required.  Under other circumstances appropriate professional intervention should be arranged and physical and social factors that might be contributing to the condition identified and ameliorated where possible.

Problem Review

If is especially helpful to determine the duration of the symptoms and whether they can be associated temporally with a physical or social condition. Many home care clients will have had a recent hospitalization and there may be new or exacerbated health or functional problems that are contributory to depression.  Bereavement over a recent loss, including death of loved ones, loss of physical functioning ability, and loss of social roles are common causes of reactive depression in the elderly. Moving to a new neighbor​hood or a new residence may also produce depression or anxiety.  

Quite understandably, physical or functional decline is associated with depres​sive symptoms.  Progressive cognitive impairment may be associated with anxiety and, at times, panic attacks.  In many instances, however, no single event or change in well-being can be associated with the onset of the problem. 

Nonetheless, the following points of query may be of assistance in gaining information about these two conditions.

• Severity of symptoms.

• Duration of each symptom.

• Changes in health, treatments, or the environment which occurred at about the point of onset.

• Progression (or lack of it) of the symptoms during the past 90 days.

• Symptom-free periods are valuable to note.

•  Indications of suicidal ideation, such as the statement by the elder that he would be better off dead, that he had considered ways to kill himself or even had attempted it — no matter how seemingly minor.

• Psychotic symptoms, especially if not long-standing.

• A change in functioning, especially if abrupt, such as becoming bedbound without medical cause or reluctant to have conversation with others.

• Evidence of alcohol abuse.

• Causes of the symptoms as identified by the elder and the caregiver.

• Evidence of a decrease in appetite or food and water intake.

• Evidence of weight loss.

• Review Solutions” that have been tested in past, determine if they alleviated the symptoms.

• Is a qualified professional health care provider who is aware of problem areas addressing the symptoms?

Potential Interventions

Anxiety and depressive symptoms demand both an appreciation that the problem exists and an appropriate therapeutic plan.  If there is a plan in place, review issues of efficacy and adherence with client/family.  Depending on the response, this could require the education of the elder and the elder’s social network about the nature of the problem, and the advantages and disadvantages of any intervention.  If there is no plan in place, inquire why this is the case.  If the patient is distressed by their mood state and well being, consider contacting a mental health specialist — encourage the referral.  If not, begin a dialogue on the immediate steps that could be taken with the ultimate goal of a referral if possible.

It should be appreciated that for relatively minor symptoms, encouraging informal support can be most valuable.  If medications have not achieved their intended result, consider a referral for a medication review and possible psycho-therapy.

Concrete environmental and social modifications can play useful roles in addressing underlying causal problems. For example, if there has been a significant functional decline, modifications include altered visiting patterns, use of chair cars to bring to social activities, volunteer readers and talking books, and the introduction of new social roles.  Similarly, it can be helpful to address family questions on the disease and how they could best interact with the client.  Dealing with the depressed relative is both a challenge and is stressful and there are instances where the best way to treat the client is to treat the entire family unit.

FURTHER READINGS 

Blazer, D.G. (1990).  Anxiety Disorders.  in Abrams, W.B., Berkow, R., and Fletcher, A.J. (eds.) The Merck Manual of Geriatrics.  Rahway, NJ:  Merck Sharp & Dohme Research Laboratories.

Depression Guideline Panel (1993) Depression in Primary Care:  Volume 1.  Detection and Diagnosis.  AHCPR Publication No. 93-0550.  Rockville, Maryland:  U.S. Depart​ment of Health and Human Services, Public Health Service, Agency for Health Care Policy and Research. 

Depression Guideline Panel (1993) Depression in Primary Care:  Volume 2.  Treatment of Major Depression.  AHCPR Publication No. 93-0551  Rockville, Maryland:  U.S. Depart​ment of Health and Human Services, Public Health Service, Agency for Health Care Policy and Research., 

Fisher, J.E.,  Zeiss, A. M., and Carstensen, L.L. (1993) Psychopathology in the Aged. in Sutker, P.B. and Adams, H.E. (eds.) Comprehensive Handbook of Psycho​pathology.  New York, NY:  Plenum Press.

NIH Consensus Development Panel on Depression in Late Life. (1992).  Diagnosis and Treatment of Depression in Late Life.  Journal of the American Medical Associa​tion, 268:  1018-1024.
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ELDER ABUSE

OBJECTIVE

To help identify clients who are in situations of abuse or neglect or at significant risk of abuse and to help determine whether these situations require immediate action.  In some countries and communities reporting of such cases to a designated agency is required.  
TRIGGERS
	Review is suggested if one or more of the following is present:       
•  Fearful of a family member or caregiver
[K9a = 1]
•  Unexplained injuries, broken bones, burns
[K9c = 1]
•  Neglected, abused, or mistreated
[K9d = 1]
•  Physically restrained
[K9e = 1]



DEFINITION

In spite of the attention focused on elder abuse in recent years, it remains a poorly understood problem.  No simple definition can encompass its many dimensions.  Elder mistreatment may be an act of commission (abuse) or omission (neglect).  It may be an intentional act; that is, a conscious attempt to inflict suffering or it may be unintentional because of inadequate knowledge, infirmity, “burn-out,” or laziness on the part of the caregiver or abuser. 

BACKGROUND

The manifestations of elder mistreatment can be grouped under four main headings:  

Physical abuse:
The infliction of physical pain or injury, including sexual molestation 

Psychological abuse:
The infliction of inordinate mental anguish, including humiliation and intimidation 

Neglect:
The refusal or failure to fulfill a caretaking obligation, including the  denial of, for example, needed food, health related services, or eyeglasses, as well as abandoning the elder  

Financial abuse:
The illegal or improper exploitation or use of funds and assets

Risk factors that may explain why elder abuse occurs include:

•  The physical or cognitive condition of the victim.

•  The dependence of the victim on the caregiver (abuser). 

•  The dependence of the abuser (caregiver) on the victim, especially for financial support.

•  The psychological status of the abuser (e.g., a history of substance abuse or mental illness). 

•  The social isolation of the family.  

So far, evidence concerning two factors that are closely associated with child and spouse abuse, stressful life events and a history of violence, is inconclusive.  However, they remain important when considering the possible treatment intervention. 

GUIDELINES

Review of the Problem

Whether a behavior is labeled as abusive, neglectful, or exploitive can depend on its frequency, duration, intensity, severity, and consequences.  In making this determination, we are often dependent on the older person's perception of the behavior, if they see it as abusive, and if they are receptive to a corrective course of action.

In screening for abuse and neglect one needs to ask:

•  What is the presenting problem?

•  Is there risk of abuse, neglect, or exploitation?

•  Are the problems severe in character?   Do they occur frequently?

•  How immediate is the risk?  

•  Is the caretaker a potential abuser?

•  Is family care consistent and of high quality?

•  Is there a previous history of violence, abuse, neglect, or exploitation by the caretaker, including physical abuse of others?

•  Are formal services reliable?

•  Have formal agency staff taken steps to address the underlying problems?

•  Are family willing to work on correcting these problems?

•  Is substance abuse an issue, either by the alleged abuser or the client?

•  Is the situation on emergency?

The goal of this assessment is to determine 1) if neglect, or exploitation has occurred,  2) the capacity of the client to make decisions about his own welfare as well as to have an understanding of the consequences of those decisions, 3) the level of risk to the client, and 4) the need for immediate interventions, such as social services, medical care, law enforcement intercession, or court orders of protection.  The first phase of the assessment process is to substantiate the allegations of mistreatment.  You may find that the elder is suffering from persecution delusions despite the good intentions of the caregiver.  In this case, the client would require psychiatric treatment from a professional.

Interview the Client — In a manner that is non-threatening, the client is interviewed regarding the allegations or the observed indicators of possible abuse as evaluated by the MDS-HC triggered items.  It is important that the client be questioned alone (not in the presence of the alleged or possible abuser) although at first it may not be possible to do so.  The client's verification of the mistreatment is an important factor in determining whether further action should be taken in the case.  The client may deny  the allegation.  In this circumstance, a decision has to be made about the validity of the accusation.   
Determine the Competency of the Client — Not all persons who have memory impairment and functional problems are unable to make adequate decisions with respect to their safety.  Observing the client in this natural environment over a period of time may assist in estimating the client's decision-making ability.  A determination will have to be made regarding the victim's probable safety in the current environment.  If in danger, the courts may need to be petitioned to provide for a temporary guardian or to arrange for an involuntary mental health commitment. 

Investigate the Allegations or Implied Abuse — To obtain enough information to make a decision about the allegations and interventions or observed possible indicators of abuse, it may be necessary to approach medical professionals, relatives of the victim, or service providers.  Interview these collateral contacts as soon as possible.  An interview with the suspected abuser (if appropriate) may be helpful in developing a successful intervention strategy.  Explain to the caregiver that part of the regular interview process is to talk to the caregiver separately from the client.  When doing this, evaluate the good-will, health and competency of the care provider. A competent client  may refuse to consent to these contacts for many reasons.  The individual may feel the allegation is not justified, or the elder may have fear of retaliation, nursing home placement, loss of loved one's "support," independence or exposure of an embarrassing family problem.  Except in blatant cases, it may be difficult to assess the extent of financial abuse.  However, extortion of the elder by a care provider can lead to physical and psychological abuse.

Treatment

The proper response to abuse, neglect, or exploitation will vary according to individual cases and the laws of a country.  Often social service staff can work with the family to help defuse or mitigate factors contributing to possible abuse or neglect.  Homemaking services and respite care can be used to provide the potentially abusing or neglectful caregiver time away from the client.  However, the following issues should be addressed in all cases.  

•  Is the client in immediate physical danger?  If so, the assessor should take immediate steps to remove the elder from the present environment.

•  Will the client accept intervention?

•  Will the provision of (more) formal direct care services lead to an improvement in the situation?

•  Does the care provider need counseling, support, or medical treatment to help bear the present burden?

•  Does the client require further psychiatric assessment or treatment if the allegations appear to be unsubstantiated?

Periodic reassessment, including cases where the evidence of abuse was inconclusive, is needed in all cases.  If client refuses help, education and the provision of written information about emergency assistance numbers and appropriate referrals may be needed.  See Brittle Support CAP and IADL CAP for related issues.
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SOCIAL FUNCTION

OBJECTIVE

To help the individual maintain or restore satisfactory life roles, social relations or pleasurable activities, or to develop new ones. Social dysfunction can originate in the health, mental, spiritual, functional, or environmental domains as well as in problematic social exchanges among people.  These difficulties can result in unhappiness, anxiety, and loneliness.  To minimize discontent and dysfunction and maximize socialization opportunities, it is necessary to identify and modify, where possible, the problems that are causing difficulties and to compensate for those that are immutable.

TRIGGERS
	A social functioning problem is suggested if one or more of the following are present:
•  Distressed because of decline in last 90 days in subject's participation

in social, religious, occupational, or preferred activities                               [F2=2]
•  Feels lonely                                                                                              [F3b=1]




BACKGROUND

Social function refers to how an individual gets along with others, how other people react to that person, and how the client interacts with social institutions and societal mores.  Social functioning is usually measured through the performance of social roles.  These may be divided into those which encompass the person's occupation or usual daily activities, such as housework, and those which pertain to social, cultural and religious activities, as well as marital or parental relations.

Everyone has a personal pattern of social relations and activities which are more or less supportive.  Even relatively minor changes can produce marked loss of self-esteem and social well-being.  It is therefore valuable, especially for those undergoing significant change in their lives, to determine what resources will help the client live independently in the community, and which behavior patterns should be encouraged to this end. 

GUIDELINES

Approaches to Care

Problems that are either of recent origin or are immediately distressful to the client should be targeted.  Long-standing difficulties, that is, those that have characterized the client's social behavior during the person's adult life, are usually less amenable to change and therefore are given a lower priority.  You would address these factors only indirectly, through other CAPs (e.g., Brittle Support, ADLs).  Focus your assessment on:

•  Identifying whether feelings of loneliness or being ill at ease are long-standing characteristics.

•  Identifying roles and social engagements that have changed, if any.

•  Identifying, where possible, factors that may be associated with these changes.  Included herein are functional problems (e.g., anxiety in leaving the house), cognitive deficits, problems with vision or hearing, mood changes, spiritual issues (e.g., loss of meaning or value), as well as social environment changes. 

•  Reviewing “resources” that the person has previously demonstrated (past roles, initiative, pattern of involvement), around which remedial or altered relationships, roles and activities can be based. 

The goal is to explore the ways to compensate for lost roles and to promote opportunities for new roles and activities.

Review of Causal Factors that can be Addressed in Other CAPs

If a recent change in the level of social functioning is noted, consider possible remedies in your review for any of the following CAPs that are triggered.

•  ADL/IADL function — Review the sequencing of ADL/IADL and social functioning decline.  If ADL/IADL functional decline is primary, consider ways the family might re-engage the client in activities, e.g., transporting the elder to family events, enrolling in day care. Also consider specific strategies to compensate for specific ADL deficits, e.g., training in the use of a wheelchair to ensure that the client can participate in activities.

•  Communication — If receptive or expressive communication is limited, see Communication Disorders CAP.

•  Cognitive status — If there has been a recent change in cognitive status, see Cognition CAP.

•  Mood and behavior — The person may be withdrawn, sad, suspicious, aggressive, etc. (See Behavior and Depression CAPs). 

•  Potential abuse — The person may be neglected, exploited or restrained in a way that would inhibit his/her social functioning.  (See Elder Abuse CAP).

•  Physical environment — (See Environmental Assessment CAP).

•  Informal support system — (See Brittle Support CAP)

Potential for Improved Social Functioning

Review the resources and potential for improvement in social functioning.  Determine if the client expresses the wish to be useful to others and can be offered a role, responsibility or participation in social life.  Find out if family or close friends are willing and interested in establishing new relationships with the client.  The goal is to build from client strengths, whenever possible, and the individual's degree of motivation may be the determining factor.

•  Assumption of the Sick Role — This usually requires consideration of why the role was assumed and the extent to which its undesirable characteristics can be modified.  Examples include assumption of sick role or becoming a caretaker of an impaired spouse.

•  Involvement patterns — Determine if there is at least one trusting, supportive relationship with another person close at hand.  The opportunity to be involved may be all that is missing.  A purposeful program invites the elder back into the life of the family and can be a powerful force for change.

•  Sense of initiative — Ascertain if the client still makes decisions on at least some matters.  Develop a plan to extend this initiative, particularly into areas where the client seems to have lessened involvement.  For example, if loneliness or an absence of spiritual relations seem to be self-imposed (e.g., refused to go out) review opportunities of involvement in the local community.  

•  Spiritual Status — Changes in spirituality (e.g., loss of contact with religious or cultural identity, inability to attend religious services or activities) may result from depression (see Depression CAP).  These changes in spiritual status may be modified with appropriate counseling, particularly given the value most elders place on such activities.  For home-bound clients, try to arrange a visit by clergy, or by members of a church or synagogue group, or suggest that the client become involved with religious services on TV or the radio, or invite the client to participate in a monthly discussion group at a nearby church or synagogue.  Ensure that family are aware of these plans and carry out necessary coordinating activities.

•  Identification with past roles — Ask what has helped the client in the past.  Review family, social, religious, and sexual roles the client has had.

•  Activity preferences — Identify where possible, explicit preferences for distinct types of social activities, e.g., small vs. large groups, passive vs. active activities, customary vs. new types of activities, physical vs. more sedentary activities.

•  Fear — Fear is a potent reason for changes in social functioning.  Not infrequently fear may be initially denied as it often is directed to highly emotionally charged issues, e.g., fear associated with sexual intimacy following new onset of chest pains, fear of falling, or fear of leaving the house.  Often, the provision of accurate risk information can be the necessary stimulus to overcoming this type of problem. 

Simple solutions are preferred.  Begin with the client's interests and capacity.  Client motivation is a crucial factor; what is valued will be of more relevance than more abstract activities.  Involve key family members and friends in these efforts or those who have a natural tendency to wish to be with the client.  Simply increasing the opportunities for human contacts can be of considerable value.  Environmental modifications can present another less direct intervention strategy — changing living environments, providing transportation to outside events, and enrolling in new or lapsed programs (e.g., church, day care).

FURTHER READINGS
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This book presents a collection of tools for assessment, intervention, and education of home care clients.
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CHAPTER 8:  CAPS RELATED TO HEALTH PROBLEMS/SYNDROMES

Cardio-Respiratory
Dehydration

Falls

Nutrition

Oral Health

Pain

Pressure Ulcers

Skin and Foot Conditions 

CARDIO-RESPIRATORY

OBJECTIVE
To alert the home care professional to problems of the cardiovascular or respiratory systems that require medical management.  Many elders with cardio-respiratory difficulties will already be under the care of a physician. However, others may attribute symptoms to aging and therefore may not be receiving appropriate care.

TRIGGERS
	Review for cardio-respiratory problem when one or more of the following present:
•  Chest pains
[K3a = 1]
•  Shortness of breath
[K3e =1]
•  Irregular pulse
[J1e = 1,2]



BACKGROUND

The prevalence of heart disease increases rapidly with age over 65 in Western societies - 75% of all patients with heart failure are aged over 60.  Some studies report that as many as 20% of patients aged over 75 have a history of heart attack or angina.  Even though the incidence appears to be falling, particularly in the US, there can be no doubt about the importance of ischemic heart disease in the elderly population. 

Cardiovascular and respiratory disease in older people may or may not be under treatment.  Related limitations in functioning may not be noted or such changes may be attributed to the onset of old age.  Many symptoms, such as shortness of breath may be accepted and tolerated.  

It is important to ensure that cardio-respiratory symptoms be evaluated, as many therapeutic options are now available.  Heart failure, for example, responds well to treatment, leading to an improved quality of life in terms of exercise tolerance, reduction in fatigue and improved appetite, and even an increased life expectancy.  Some forms of heart disease cause symptoms that may not be immediately recognized as resulting from cardiovascular disease.  For example, blackouts on exertion or at rest may be the result of abnormalities of the heart valve or arrhythmias which may be amenable to medical or surgical intervention. 

Furthermore, although aging is associated with elevations in blood pressure, older people are especially susceptible to sudden drops in blood pressure such as may occur with a change in posture (standing up abruptly, following a meal, or the introduction of a new medication).   This can cause falls. 

Acute chest infections in older people may be more difficult to recognize and slower to resolve than in younger people.  Chronic lung disease, such as chronic bronchitis and emphysema, can severely restrict a person’s lifestyle and should be kept under regular medical review to maximize a person’s abilities.  Worsening of chronic symptoms or slow recovery from an acute chest infection is often due to infection which will respond to appropriate medical treatment.

GUIDELINES

There are five principal symptoms associated with cardio-vascular disease and six with respiratory disease, although there is considerable overlap and frequently persons may have both cardiovascular and respiratory illnesses which may or may not be related.

•  Cardio-vascular disease: Shortness of breath (dyspnea), chest pain, palpitations, swelling of the lower extremities, blackouts (syncope).

•  Respiratory disease: Shortness of breath, cough, sputum dysfunction, coughing up blood, wheezing and chest pain. Usually it is difficult to distinguish between cardiovascular and respiratory causes of a condition without a thorough medical examination.

Irregular pulse

An irregular pulse is associated with increased risk of stroke.  Where an elder has an irregular pulse, is not on aspirin or warfarin, and has not discussed this with a physician, they should be referred to a physician.

Cough, sputum production and wheezing

Cough, with or without sputum production,  is initiated when the lining of the respiratory tract is irritated and is by far the most common respiratory symptom. Cough sometimes occurs as a result of medication, especially some that are widely used for the treatment of hypertension and heart failure.  It is present in nearly all heavy smokers, but may be caused by infection (e.g., pneumonia, bronchitis), heart failure, tumors and allergens among other conditions.  It is also a symptom of mild asthma.  People with asthma or chronic lung disease such as emphysema may also complain of wheezing which is a sense of difficulty moving air, especially on breathing out. 

Sputum associated with coughing is present in only very small quantities in healthy subjects.  It is produced in larger quantities when disease is present.  The quantity and color of sputum is often a good indicator of the severity or progress of disease.

•  Sputum associated with infection, especially of a bacterial nature, is usually colored and is often thick and viscous.

•  Brown or dark coloration may be due to blood.  

•  Pink frothy sputum is often due to heart failure, although many other conditions may cause it.

•  White or clear sputum may occur in chronic bronchitis and asthma in the absence of infection

•  Sputum can be blood stained or even predominantly bloody.  Sometimes, individuals have difficulty distinguishing whether the blood has been coughed up or vomited.  Blood in the sputum may result from an acute infection, a chronic one (e.g., tuberculosis), a tumor, blood clots in the lungs and a lengthy list of other conditions.  

An increase in sputum production, a change in color from white sputum, or in viscosity from thin sputum;  or coughing up blood are all problems that need to be evaluated by a physician.

Chest pains

The typical pain of heart (ischemic) disease is a squeezing, gripping pain.  It is often felt in the center of the chest, but may be noted in the throat, one or both arms, the jaw and lower teeth or even the back.  The pain may be associated with exertion or palpitations and may recur under similar circumstances.  When severe it may be associated with a feeling of impending death, whereas when mild it may barely be noticed or attributed to indigestion.  It may persist (as is common in association with a heart attack) or be transient (as is usual when caused by angina).  There are many other causes of chest pain that may be confused with pain originating in the heart.  These include esophageal (gullet) spasm, chest infections, pulmonary embolism (blood clots lodging in the lung), dissecting aortic aneurysm (tearing of the wall of the major artery), arthritis in the neck or upper part of the spine and even a costochondritis (an inflammation of the cartilage of the ribs).  Chest pain therefore requires a medical evaluation.  Where chest pain is getting steadily worse over a period of a few days or a few weeks, urgent review by a physician is indicated.

Dizziness, light-headedness, syncope or blackout

Dizziness, lightheadedness, sudden collapse with loss of consciousness and spontaneous recovery (fainting or syncope) are nearly always caused by a cardiovascular problem.  Syncope (fainting) may occur without warning or be associated with palpitations which also have a cardiac cause.  The most common causes include hypotension due to posture change (especially standing up following a meal or prolonged period of sitting); a medication; a heart attack or abnormality of a heart valve; cardiac arrhythmias (with a fast or slow heart beat); or certain cardiovascular reflexes (carotid hypersensitivity, vasovagal reactions after cough or bowel motion).  Episodes of dizziness or lightheadedness when a person feels they may pass out or an actual syncope episode requires referral to a physician for medical investigation.  Sometimes it may be associated with weakness in the arms or legs, or disturbed speech, in which case it may be due to a “transient ischaemic attack”, a form of minor stroke.  When present, it always requires review by a physician.

Edema - swelling of the ankles and legs  

Swelling of the ankles or legs which can be indented by pressing with the finger can be caused by a number of medical conditions, including heart failure, venous insufficiency, and liver or kidney disease.  Typically it is less severe or absent at the beginning of the day and worse at the end of the day.  When due to heart failure it is usually associated with dyspnea (shortness of breath) or fatigue.  If of recent onset and associated with pain it may be due to infection or a blood clot in one of the veins – deep vein thrombosis.  If painful, unilateral (affecting one side only) or progressive, if it extends above the ankle or there is oozing of fluid, referral to a physician is indicated.  
Shortness of breath  -  Dyspnea

Everyone breathes more heavily on exertion but they do not necessarily feel short of breath.  This symptom is a feeling of labored, or unnaturally difficult breathing.  It is the commonest sign of heart and respiratory disease but is also related to poor physical fitness (deconditioning). 

A physician’s review is indicated if a person:

•  is short of breath such that it interferes with walking and ability to talk after walking 100 yards on level ground.

•  is newly short of breath after a given activity, such as climbing a flight of stairs.

•  is prevented from lying down because of dyspnea (the severity can be graded by the number of pillows required to permit sleep).

•  is awakened from sleep with shortness of breath. 

Other factors in relation to severe breathlessness

Severe breathlessness due to heart or chest disease can lead to poor appetite and under-nutrition. Severe breathlessness is naturally associated with reduced exercise.  However exercise remains important and regular exercise should be taken within limits of comfort.

Where people have chest disease, environmental factors such as damp, (cigarette) smoke, dust and allergens are extremely important aggravating factors, and should be reduced to a minimum.
Palpitations

This term refers to an awareness of the heart beat.  Almost always this symptom requires evaluation and if it is recent in onset, fast or associated with other symptoms such as syncope, feeling of faintness or chest pain, a referral is urgent.

High blood pressure

High blood pressure should be treated in older people as it associated with increased incidence of heart attack and stroke.  Where the blood pressure is greater than 160/90, referral for medical treatment is indicated.

Smoking

Smoking is a cause of heart disease and chest disease.  Stopping smoking immediately reduces the risk of heart attack and the rate of deterioration in people with chest diseases.  Persuading older people to stop smoking is often difficult.  However explaining the benefits of stopping and problems associated with continued smoking may help.  Many people believe that if they have smoked for many years, then it is too late or not worth stopping.  This is not true.  (See Health Promotion CAP) 
FURTHER READING
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DEHYDRATION

OBJECTIVE

To alert the home care professional to the existence of dehydration or risk factors that may predispose the client to dehydration, and to provide care planning recommendations for resolving the problem or minimizing the likelihood of its occurrence.
TRIGGERS
	Dehydration suggested if one or more of the following present:
•  Fever on at least 2 or more of last 3 days
[K2c = 1]
•  Decrease in food eaten
[L2b = 1]
•  Insufficient fluid
[L2c = 1]



DEFINITION

Dehydration — A condition in which water loss exceeds intake. Dehydration can present in three forms:
Hypertonic dehydration is caused by loss of more water than salt, which results in a high blood sodium level.  A client with a fever or who is living in a very hot environment, with considerable loss of water through the lungs and skin, might have this form.
Isotonic dehydration, with loss of both water and salt, results in normal blood sodium levels but with decreased blood volume. A person who has a loss of appetite with decreases in both food and fluid intake (decreased water and salt intake) or with symptoms of vomiting and diarrhea (excessive loss of water and salt) might have this form.
Hypotonic dehydration is a loss of more salt than water, or results when isotonic dehydration has been treated with replacement of water only, resulting in low blood sodium levels.
There is no way to distinguish these three forms without laboratory testing.  Also, the client's degree of water loss and the ability of that individual to compensate for dehydration depend on both kidney and other bodily functions and the degree of dehydration when first identified.
BACKGROUND

Water is necessary for countless complex metabolic processes including mechanical support of tissues, distribution of nutrients to cells, elimination of wastes, and regulation of body temperature.  Many distressing symptoms may result from dehydration, including dizziness on sitting or standing, dry mouth, and constipation.  Serious consequences include confusion,  decreased functional ability, skin breakdown, a predisposition to infections or falls, kidney failure, and death.  Dehydration frequently accompanies acute illness in old age and hospitalized elders with dehydration have a high mortality rate.
In the extracellular fluid compartment of the body, the concentration of salt (primarily sodium) and water is closely regulated by a series of hormonal, cardiac, and kidney responses.  Dehydration occurs when one or more aspects of these regulatory mechanisms fail and when fluid intake is inadequate.  In the elderly, dehydration is more often associated with inadequate intake of fluids than excessive water losses.
Several age-related changes in fluid regulation predispose the elderly to dehydration.
The kidney in an older person cannot produce as concentrated urine as that in a younger person.  When fluid intake is inadequate, or fluid losses are increased, the older person may not be able to retain sufficient amounts of water to prevent dehydration.
Thirst sensation decreases with age.  Thus, older people may not recognize the need to drink adequate quantities of fluid to replace that which has been lost.
Some medications taken by older adults may cause decreased appetite or nausea, further contributing to decreased fluid intake.
Some persons may deliberately limit their fluid intake in an attempt to alleviate swallowing problems or urinary incontinence.
The levels of many hormones that help to maintain the proper volume and constituency of body fluid decrease with age.
GUIDELINES

Indicators of Possible Dehydration
Many symptoms of dehydration do not appear until significant fluid has been lost.  In addition many early signs and symptoms tend to be unreliable and nonspecific.  Dry mouth  may be confounded by medication side effects or mouth breathing.  Poor skin turgor is difficult to assess in elderly due to loss of skin elasticity with normal aging.  Constipation may have causes other than dehydration.  About 20-30% of community dwelling elders have documented postural blood pressure changes that are not associated with dehydration.  However, virtually any deterioration in functional or mental status may be the first clue to the presence of dehydration.  Further, such a change may itself be a precipitating factor in developing dehydration, especially if the client is now dependent on caregivers for fluid intake.  When assessing the elderly for dehydration, a change in their usual condition is usually more significant than any single finding.
The following are possible indicators of dehydration:
•  A recent deterioration in cognitive status (a new onset of confusion or agitation; or an increased degree of confusion or agitation over what is usually seen in the client)
•  A dry or sticky mouth or the client reports his mouth is drier and stickier than usual
•  Unsteadiness, dizziness or lightheadedness when sitting or standing for longer than one minute (especially if this is a new or recent symptom)
•  Less frequent urination and smaller amounts of urine than usual
•  Constipation or hard, dry stools, especially if of recent onset
•  Complaints of feeling thirsty
•  Increased frequency of urinating or getting up at night to urinate more times than usual
•  (For the nurse assessor)  If a blood pressure and pulse can be taken, ask the client to lie down for five minutes.  Measure the blood pressure and pulse; then ask the client to stand quietly (sit if unable to stand) for one minute; measure the blood pressure and pulse again while the client is standing (sitting).  A systolic blood pressure drop 20 mmHg or more or a pulse rate increase of 20 or more beats per minute may indicate the presence of dehydration
Total body dehydration can be present even when a person has edema. In elderly people edema is most commonly seen as swollen feet and ankles.
Indicators of severe dehydration include marked lethargy (sluggishness) and stupor (decreased sensitivity to pain); rapid, weak heart rate greater than 90-100 beats per minute; rapid, shallow breathing greater than 24 breaths per minute.  Severe dehydration requires urgent medical treatment.
Factors that May Cause or Contribute to Dehydration
Extrinsic Factors — These may be remedied by discussion of the problem and implementation of solutions with the caregiver's assistance.
1. Access to fluids
•  Is the client able to obtain fluids for home supply?   For example, is the client able to go to the store?
•  Are fluids physically accessible to the client in the home?  Can the client get to the kitchen, reach the water faucet, open the refrigerator, unscrew container tops?  If the client is wheelchair-bound or bedfast, how does the client obtain fluids?
•  If the client cannot independently obtain and access fluids, who provides this for the client and what provisions are made when the caregiver is absent?
•  Does the client have sufficient financial resources to buy food and fluids (bottled juices, water)?
2.  Medications
•  Ask to see all medications the client is currently taking, including prescription medications, over-the-counter medications, home remedies, and other people's medications that the client may have recently tried.  Note discrepancies between what dosages and frequencies are prescribed versus what the client actually takes.
•  Determine what the client does when a regularly scheduled dose is missed; for example, does the individual take twice the amount later?
•  Determine whether prescription medications come from more than one pharmacy and different physicians.  Multiple sources of prescriptions may indicate the lack of a comprehensive review of medications.
•  Ask the client if any medications are causing a loss of appetite or nausea.
Referral to a physician is necessary if medications are possible contributors to dehydration.
3. 
Restriction of fluids
•  Ascertain if the client is aware of the need to ingest sufficient amounts of fluid.
•  Ask if the client understands the need to drink regularly and perhaps not only in response to thirst, especially if the weather is unusually hot.  The intensity of the thirst response may be reduced with aging.
•  Determine if the client or caregiver limits intake to avoid urinary incontinence or getting up at night to urinate.
•  Determine if fluids are restricted by order of the physician.  This may require checking with the physician.
•  Ask the client if fear of oral intake, due to choking or difficulty in swallowing, is limiting fluid intake.
4.  Environment
•  Be especially concerned about dehydration if the temperature in the community or the person's residence is excessively warm.
Intrinsic factors — These are likely to require an evaluation by a physician.
•  Evidence of infection, especially if associated with diarrhea, fever, vomiting, nausea, increased respirations, excessive sweating.
•  A history that demonstrates that the client is incapable of making the decision to ingest fluids and of obtaining them when needed.
•  Depression causing the client to refuse foods and fluids.
•  A communication problem such that the client cannot express the desire for fluids.
•  Insufficient hand to mouth coordination to ingest fluids independently.  An inability to open containers of fluids and pour fluids into a drinking container.  Excessive spilling of  food or fluids when attempting to eat or drink.
•  Difficulty with chewing, mouth movement or swallowing.
General Treatment Guidelines
The best defense against dehydration is prevention.  This can best be accomplished by identifying clients at high risk for dehydration and teaching them and their caregivers about the risk factors for dehydration.
It is important to instruct both the client (if able) and family about the necessity of adequate hydration.  As a general rule, a goal of 1000 to 1500 ml of fluid intake in addition to regular meals is required per day.  This, of course, may vary for medical reasons.
Some strategies to help the client receive adequate hydration include:
•  Keep an intake record for one or two days to help the professional, client, and family assess the client's intake. This may trigger a call to the appropriate professional if the hydration goals are not met.  An intake record can be a particularly useful tool when the client is being treated for dehydration with oral fluids at home.  In such a case, also record the type of fluid (juice, soup, water, etc.) to help evaluate the effectiveness of oral hydration.
•  Encourage the client to drink one or two full glasses of water or juice when taking medications.
•  Have a plan to increase fluid intake at first signs of an acute illness (fever, diarrhea, vomiting, loss of appetite).
•  If the client is dependent on a caregiver for receiving food and fluids, assist the family in devising a contingency plan for times when the caregiver may be unable to care for the client.
•   Consulting an occupational therapist when an adaptive device is needed to enhance independence in eating and drinking may be beneficial.
	AUTHORS
Loretta C. Fish, R.N., M.S.
Brant E. Fries, Ph.D.1
Kenneth L. Minaker, M.D.


FALLS

OBJECTIVE

To ascertain if falls have occurred recently and if the client is at risk of falling, and to provide care planning guidance for minimizing the risk of falls and limiting the extent of possible injury.
TRIGGERS
	Potential for additional falls or risk of initial fall suggested if one or more of following present:
•  Falls in the last 90 days
[K5=1 or more]
•  Sudden change of mental functioning
[B3a = 1]
•  Being treated for dementia
[J1g = 2]
•  Being treated for Parkinsonism
[J1l = 2]
•  Unsteady gait
[K6a = 1]
AND Does not limit going out
[K6b=0]



DEFINITION

Fall — An unintentional change in position where the elder ends up on the floor or ground.  A fall may result from intrinsic or extrinsic causes or both.  Falls represent an important geriatric syndrome, not only because of their prevalence, morbidity and mortality, but also because they can be the “tip of the iceberg” of significant but unrecognized underlying illness.  Falls provide an opportunity to identify undiagnosed illnesses and disabilities which when addressed may halt imminent functional decline.
BACKGROUND

Each year, one third of the elderly living in the community fall, with about half falling more than once. The risk of falls increases with age, as does morbidity and mortality. Up to 5% of falls result in fractures, of which one of the most serious is of the hip.  Significant soft tissue injuries occur in about 10% of falls.
Fear is an important consequence of falls, commonly resulting in a curtailment of activities.  Fear of falling is reported as characteristic of 40 percent or more of those who fall, while 41 percent of those persons can be expected to experience a restriction in activity over the ensuing 6-month period.
In some instances a single causal factor can explain the fall, more frequently multiple factors can be identified.  Many chronic conditions serve as a “substrate” for falls with the fall occurring when the environment poses a hazard or an acute illness sets in.
Five major “intrinsic” risk-factor categories for falls:
1.  Neuromuscular risk factors — Gait disorders (e.g., those seen in Parkinson's disease, multi-infarct dementia and both focal and generalized muscle weakness).
2.  Cardiovascular risk factors — Postural, postprandial, and drug-induced hypotension. [Note, Syncope can be considered a special case of falls].
3.  Orthopedic risk factors — Skeletal pain and deformities, podiatric difficulties, leg-length discrepancy, and a displaced centre of gravity secondary to orthopedic disease, fractures, or arthritis.
4.  Perceptual risk factors — Various combinations of visual and labyrinthine deficits as well as impaired position sense.
5.  Psychiatric and behavioral disorders — Depression, delirium and dementia which can cause poor judgment leading to unsafe behavior.
Three "Extrinsic" Risk Factors for Falls
1.  Medications — Sedatives, neuroleptics, antidepressants and cardiovascular medications which produce hypotension, extrapyramidal effects, or a decreased level of alertness.
2.  Alcohol use — Not only the alcoholic intoxication but the disabilities, such as peripheral neuropathy, associated with chronic excessive alcohol consumption.
3.  Various environmental hazards — Poor illumination, throw rugs, patterned carpets, stairways, slippery floors, and uneven surfaces (see Environmental CAP).
GUIDELINES

Problem Review
For those who have fallen, review relevant information on the fall and refer to a physician for detailed work up.  Review the circumstances under which the fall occurred.
•  Was the activity usual or unusual?
•  Was the environment usual or unusual?
•  What time of day did it occur?
•  Where there any symptoms at the time, such as urinary urgency or light-headedness?
•  What does the elder see as a logical preventive measure?
•  Did it occur from a standing or sitting position?
•  How does the elder assess the fall?
For all who have been triggered including those who have not fallen, complete the following evaluation to identify intrinsic and extrinsic risk factors, as well as any induced fear of falling.  Many of the procedures will require referral to the physician.  Appropriate safety precautions are essential among the elderly and the individual should be thoroughly evaluated first by a physician if there is any indication of a significant injury such as a fracture, concussion, or serious soft tissue injury from a fall which has already occurred.
A.  Review of Intrinsic Factor
Cardiovascular evaluation
•  (Nurse evaluators)  Measure blood pressure lying and standing, at one and three minutes.   Is there a postural systolic blood pressure reduction of 20 mm Hg or greater or a blood pressure level below 90 mm Hg standing?
•  Was there a sudden loss of consciousness or nearly so (syncope)?
Neuromuscular evaluation
•  (Nurse evaluators)  Modifications will be necessary if assistive devices are required.  Check for a focal weakness, increased tone, or loss of position sense. It is valuable to observe the elder's gait and balance and, if appropriate, to observe the elder perform the activity that may have led to a fall.
•  Are there new or worsening chest symptoms, such as chest pain or shortness of breath?  Refer to a physician if any of these abnormalities are found.
•  Have the person stand up from a chair with crossed arms at the chest, if possible. Inability to do this may be a sign of leg muscle weakness and a risk factor for falls.
•  Observe the elder's gait for characteristics of initiation, speed, step-height, step-length, step-symmetry, and arm swing. Watch the person increase and reduce gait speed.  Can the individual walk a straight path?
•  Watch for difficulties with balance while sitting, standing up from a chair, and turning.
•  Observe the person standing with legs together and eyes open and closed. Give the person a light nudge on the chest and observe the response.  Extra special attention to safety should be taken.
•  Observe the elder stand on one leg or walk in a straight line.
Make a note of difficulties and see tables at end of this CAP for possible solutions.
Special senses — For vision impairment, see CAP on Vision.
•  Question the elder as to the presence of dizziness or a sensation of loss of balance and if present, the circumstances of its occurrence.
Cognitive evaluation — See CAP on Cognition.
Mood evaluation — See CAP on Depression.
Evaluation for need for assistive devices — See CAP on ADLs.
Evaluation for the presence of acute illness — If any signs or symptoms of an acute illness are present, appropriate medical referral is indicated.
B.  Review of Extrinsic Factors
Medications — A complete review of medications should be undertaken in consultation with a physician with the goal of simplifying the regimen, eliminating drugs no longer needed and prescribing to lowest effective dose of each drug.  In addition, each medication should be assessed to determine if it may have contributed to a fall or risk of falling. (see CAP on Medication Management).
Alcohol — See Alcohol CAP.
Environmental hazards — See Environmental Assessment CAP and table at the end of this CAP.  Assess the environment with specific reference to the unique disabilities of the individual being screened.
C.  Since multiple factors may contribute to a fall, often in a summative manner, each intrinsic and extrinsic factor identified should be modified to the extent possible.  Several principles of rehabilitation with special focus to strengthening of the lower extremities and improving balance may be valuable.  Physical therapy referrals for advice as to the availability of assistive devices may be useful.  Ophthalmologic referral is indicated for visually impaired clients who have not been so evaluated in the recent past.
See following Tables for further guidance.
Table 1.  Intrinsic Risk Factors for Falling and Possible Interventions

	Risk Factor
	Range of Possible Interventions

	
	Medical
	Rehabilitative or Environmental

	Reduced visual acuity and

dark adaption
	Eye examination, refraction, cataract extraction
	Home safety assessment



	Vestibular dysfunction (dizziness)
	Avoidance of drugs affecting the vestibular system; neurologic or ear, nose, and throat evaluation,

if indicated


	Balance exercises



	Proprioceptive dysfunction, cervical degenerative disorders, and peripheral neuropathy
	Screening for vitamin B12 deficiency and cervical spondylosis
	Balance exercises; appropriate walking aid; correctly sized footwear with firm soles; home safety assessment

	Dementia
	Detection of reversible causes; avoidance of sedative or centrally acting drugs
	Supervised exercise and ambulation; home safety assessment

	Musculoskeletal disorders
	Appropriate diagnostic evaluation
	Bance-and-gait training; muscle-strengthening exercises; appropriate walking aid; home safety assessment

	Foot disorders (calluses, bunion, deformities)
	Shaving of calluses; bunionectomy
	Trimming of nails; appropriate footwear

	Postural hypotension
	Assessment of medications, rehydration; possible alteration in situational factors (e.g., meals, change of position)
	Dorsiflexion exercises; pressure-graded stockings; elevation of head of bed

	Use of medications (sedatives: benzodiazepines, phenothiazines, antidepressants; antihypertensives; others: antiarrhythmics; anticonvuilsants, diuretics, alcohol)
	Steps to be taken:
1. Attempted reduction in the total number of medications taken

2. Assessment of risks and benefits of each medication

3. Selection of medication, if needed, that is least centrally acting, least associated with postural hypotension, and has shortest action

4. Prescription of lowest effective dose

5. Frequent reassessment of risks and benefits
	


Table 2.  Elements in the Assessment of Balance and Gait

	Abnormality
	Possible Diagnoses
	Rehabilitative or Environmental Interventions 

	BALANCE

	Difficulty in getting up from and sitting down in chair 
	Myopathy; arthritis; Parkinson’s syndrome; postural hypotension; deconditioning
	Exercises to strengthen lower extremities; transfer training; high firm chairs with arms; raised toilet seats

	Unsteadiness during neck turning and extension
	Cervical degenerative disorder (e.g., arthritis, spondylosis)
	Neck exercises; cervical collar; appropriate storage of items in kitchen and bedroom

	Unsteadiness after nudge on sternum
	Parkinson’s syndrome; normal pressure hydrocephalus; other central nervous system disease; back problems
	Balance training; back exercises; obstacle-free environment;  appropriate walking aid; night light

	GAIT

	Decreased step height
	Central nervous system disease; multiple sensory deficits (visual; vestibular, proprioceptive); fear of falling
	Careful sensory evaluation; gait training; proper footwear; appropriate walking aid; low pile carpet or nonskid floor without throw rugs

	Unsteadiness on uneven surfaces
	Decreased proprioception; ankle weakness; balance disorders
	Gait training; appropriate footwear; appropriate walking aid; avoidance of thick carpet

	Unsteadiness while turning
	Parkinson’s syndrome; multiple sensory deficits; cerebellar disease; hemiparesis; loss of visual field
	Gait training proprioceptive exercises; appropriate walking aid; obstacle-free environment

	Increase path deviation
	Cerebellar disease; balance disorders; sensory or motor ataxia; multiple sensory deficits
	Gait training; appropriate walking aid


Table 3.  Environmental Factors Affecting the Risk of Falling in the Home
	Environmental Area of Factor
	Objective and Recommendations 

	Lighting
	Absence of glare and shadows; accessible switches at 

room entrances; night light in bedroom, hall, bathroom


	Floors
	Nonskid backing for throw rugs; carpet edges tacked 

down; carpets with shallow pile; nonskid wax on floors; 

cords out of walking path; small objects (e.g., clothes, 

shoes) off floor

	Stairs
	Lighting sufficient, with switches at top and bottom of 

stairs; securely fastened bilateral handrails that stand out 

from wall; top and bottom steps marked with bright, 

contrasting tape; stair rises of no more than 6 inches; 

steps in good repair; no objects stored on steps.


	Kitchen
	Items stored so that reaching up and bending over are not 

necessary; secure step stool available if climbing is 

necessary; firm, nonmovable table.


	Bathroom
	Grab bars for tub, shower, and toilet; nonskid decals or 

rubber mat in tub or shower; shower chair with hand-held 

shower; nonskid rugs; raised toilet seat; door locks 

removed to ensure access in an emergency


	Yard and Entrance
	Repair of cracks in pavement, holes in lawn; removal of 

rocks, tools, and other tripping hazards; well-lit walkways, 

free of ice and wet leaves; stairs and steps as above.


	Institution
	All the above; bed at proper height (not too high or low); 

spills on floor cleaned up promptly; appropriate use of 

walking aids and wheelchairs.


	Footware
	Shoes with firm, nonskid, nonfiction soles; low heels 

(unless person is accustomed to high heels); avoidance of 

walking in stocking feet or loose slippers.
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NUTRITION

OBJECTIVE

To detect persons with malnutrition and those at increased risk for development of nutritional problems.

TRIGGERS

	A nutrition problem is suggested if one or more of following is present:
•  Unintended weight loss of 5% or more in the last 30 days

or 10% or more in the last 180 days
[L1a = 1]
•  Decrease in food eaten
[L2b = 1]
•  Insufficient fluid
[L2c = 1]
•  Cancer
[J1x = 1,2]
•  Severe malnutrition
[L1b = 1]



BACKGROUND

Nutritional well-being is essential for community-dwelling elders.  Nutritional problems can be a risk factor for, a cause of, or the result of a spectrum of diseases, a decline in physical or mental function, as well as social problems.

Although adequate nutrition means the consumption of an adequate quantity of food and nutrients, eating is one of the fundamental components of most social structures.  In almost all cultures, eating together is a sign of good social interactions.  Thus adequate nutrition usually requires an appreciation of the social circumstances in which the elder lives. Good nutrition encompasses the following:

•  The motivation to eat

•  The ability to get food

•  The ability to prepare food

•  The ability to eat

•  The adequacy of the food consumed in terms of the energy requirements of the individual as well as the set of essential nutrients (e.g., minerals, vitamins, protein).

Factors Related to Poor Nutritional Status

Caloric requirements decrease with age, but there remains the need for adequate quantities of protein, vitamins, and minerals.

Poor nutrition may take several forms:

•  Insufficient caloric intake

•  Insufficient protein intake

•  Insufficient consumption of one or more nutrients

•  Excessive caloric intake

Although  some of the causes of poor nutrition cannot be easily managed, many are relatively amenable to a host of interventions, ranging from education to the provision of high-technology nutritional supplementation.  Severe nutritional problems require rapid and aggressive intervention, as they can be life threatening. Review for the following factors:

•  Appetite and motivation to eat are diminished by a chronic disease or a medication.

•  The pleasure of eating is altered because of impaired ability to smell and taste food or because there is no one to dine with.

•  The ability to obtain food is altered because of a dementing illness, an inability to shop or limited financial resources.

•  The ability to prepare meals is hindered by cognition, physical disabilities or inadequate kitchen environment.

•  The ability to eat is impaired by problems with cognition, vision, dexterity, dental disease or difficulties with swallowing.

GUIDELINES

Nutrition screening attempts to identify both present inadequacies in the diet of an elder and characteristics of the person, the diet, or the social situation which put that person at risk for a nutritional problem.  Screening may reveal the need for an in-depth assessment and a medical evaluation as well as specific intervention, including dietary changes and counseling.

A detailed dietary history requires one hour or more. However, a risk assessment or nutritional screening  performed in the home will identify those elderly which require the more detailed evaluation.  The nutrition screening has 3 components:  weight change and weight, dietary indicators, and other indicators of nutritional problems.

Weight Change

•  Did the elder gain or lose weight in the last half a year?  Acute weight loss merits immediate professional attention.  Severe cases of malnutrition are life-threatening.  Thus, those persons identified as having severe weight loss should be referred directly to a physician for evaluation.

•  Is the elder obese or very thin?  The presence of malnutrition is confirmed by a threshold on the Body Mass Index (BMI), the ratio of weight and height. It can be determined with the following nomograph.

Under nutrition is indicated if the BMI is 21 or lower or the individual has sustained a weight loss of 10% or more over the prior six months. A BMI of 21 or lower requires further investigation by a physician is indicated.  Even when a weight change is voluntary, the health consequences may be significant.  Consultation may be needed to modify the diet.

A BMI of 31 or higher suggests a striking degree of excess weight.  Persons with BMI above 27 are obese, which is a significant risk factor for multiple diseases. This level of obesity usually develops over a lifetime. Medical advice as to physical exercise and the proper dietary regimen should be sought

If the BMI is within normal limits, but there are dietary inadequacies, the problem may be able to be addressed with counseling. At the present time, many elderly fail to consume sufficient quantities of vegetables, fruits, and grains, and some eat excessive amounts of fat and free sugar. For some older persons, the consistency or texture of the food will need to be modified.  Help in the preparation of meals  or participation in home-delivered or other meal programs may also be beneficial. If, for any reason, the elder does not wish to change the diet, the addition of nutritional supplements or micronutrients may be valuable. Measure the weight and nutritional status of an elder after four weeks if the diet has changed.

Dietary Indicators

Dietary indicators are identified within food categories — grains, milk, etc.  For each category optional consumption patterns are referenced, reflecting difference across cultural groupings.  A nutritional problem is indicated when none of the optional items are consumed at the indicated level. Thus, if a nutritional problem is flagged in all subcategories for a heading, nutrition education is indicated in that area.

If the nutritional deficit is chronic, a more in-depth assessment of the individual’s eating habits is required as well as a variety of laboratory parameters, depending on the degree of malnutrition.

At the time of the survey, however, it may be valuable to talk about the meals consumed in the last day, to open the refrigerator and cupboards to determine what quantities and types of food are available. This does require permission of the elder or caregiver.

Meals

-  How many meals does the elder usually eat each day?  (Flag if less than 3.)

The number of meals must be sufficient to meet the energy requirements of that individual.  If fewer than three meals a day are consumed, a further detailing of the quantities and types of food eaten is helpful.

Grain Products

-  How many slices of bread does the elder usually eat each day?  (Flag if less than 3.)

-  How often does the elder eat breakfast cereals?  (Flag if less than once every 2 days.)

-  How many times a week does the elder eat potatoes?  (Flag if less than 4.)

-  How often does the elder eat rice or spaghetti?  (Flag if less than 3 times every week.)

Grain products are critical for energy, fiber and certain micronutrients.  In many cultures the most important item of those listed above is the amount of bread. The other types of food can be a substitute for the calories from bread. In cultures where rice is the principle source of grain products, individuals should be flagged if they consume rice less than once per day.

Milk Products

-  How many glasses of milk does the elder usually drink each day?  (Flag if less than 2.)

-  How many times a week does elder eat cheese?  (Flag if less than 3.)

-  Does elder eat other milk products, such as yogurt, quark, cottage cheese daily?  (Flag if less than daily.)

In many cultures milk products (preferably low fat) are the source of calcium. At the same time, even consuming two glasses of milk daily will fail to meet newly published recommendations for calcium intake for older persons.

[Note: In some cultures, and for people with lactose intolerance, sufficient calcium intake depends on certain vegetables (cabbage, spinach) or small fish bones from, for example, sardines.]

Fruit

-  How many times per week does the elder eat fresh fruit or drink fruit juices?  (Flag if less than 3.)

Certain fruits are rich in vitamin C. Some vegetables also are sources of this vitamin.

Vegetables

-  How many times per week does the elder eat cooked or raw vegetables?  (Flag if less than 4.)

Some vegetables are high in vitamin A and carotene, and many have large amounts of fibers.

Fish

-  How often does the elder eat fish?  (Flag if less than once every 2 weeks.)

Fish is rich in vitamin D.  In a few countries vitamin D is artificially added to milk. Exposure to sunlight or vitamin supplementation may also be required, especially in locations where daylight time is limited or there are long periods of overcast weather.

Other Indicators of Nutritional Problems

Poor nutrition can be caused by a variety of factors, ranging from medical illnesses to social isolation.  Many of the proximate causes will be identified and addressed by other CAPs including:

Diseases that can cause malnutrition

Symptom Management/recognition

Pain

End stage disease — e.g., cancer, AIDS

Multipathology causing anorexia, nausea, dysphagia

Apathy, malabsorbtion or increased metabolism

Palliative care

Polypharmacy

Medication management

Functional decline

Decline in status

Instrumental activities of daily living

Cognition

Oral health: pain in the oral cavity, poor fitting dentures

Bowel symptom management

Depression

Depression and anxiety

Social function: loneliness, isolation, bereavement

Alcohol abuse

Environment

Brittle support system

Poverty

Physical environment
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ORAL HEALTH

OBJECTIVES

To detect oral health problems that cause pain, inability to eat or speak, malnutrition, and problems of self-esteem or enjoyment of food.
TRIGGERS

	Oral Health Problem suggested if one or more of the following are present:
•    Problem in chewing (e.g., pain while eating)
[M1a = 1]
•    Problem in swallowing
[L3 = 1-4]
•    Mouth is "dry" when eating a meal
[M1b = 1]
•    Problem brushing teeth or dentures
[M1c = 1]




DEFINITION

The oral cavity is responsible for three essential functions:  chewing/swallowing; communication; and protection of the body against pathogens and dangerous substances.  The oral cavity is also intimately linked to the quality of life, through its association with tasting, smelling, absence of pain, chewing and, in a broader context, with self-image, appearance, and interpersonal relationships.
BACKGROUND

Oral diseases are prevalent among elders.  In the United Kingdom, tooth loss affects three out of four persons 65 years of age or older.  Two-thirds of elders in the United States have caries of the root surfaces, and 95% have lost bone support around the teeth due to periodontal disease.
Oral diseases are often initially asymptomatic, yet  if untreated, may progress to a painful state that will necessitate surgical management.  Since systemic diseases may have oral manifestations, the complaint of an oral problem may also suggest significant disease elsewhere in the body.  Therefore, complaints of discomfort or dysfunction require a comprehensive investigation.
Impaired oral health has multiple causes:  poor access to dental care; insufficient fiscal resources; diminished vision; declining manual dexterity; altered oral physiology; lack of awareness or interest in dental care and oral disease.  Common diseases include: dental caries, infected or damaged teeth, periodontal diseases, oral mucosal diseases, dry mouth, disorders of smell and taste, difficulty with chewing or swallowing, and oral facial pain.
Impaired oral function also has a number of troubling consequences:  difficulty eating, impaired nutritional intake, poor communication and interpersonal contacts, and ultimately a breakdown in the host's defense mechanisms.
Saliva is important to the maintenance of the health of the oral cavity because it provides a broad defense against numerous oral problems.  The lack of saliva can cause dental caries and predispose a person to periodontal problems, mucosal and taste disorders, difficulties swallowing, and a variety of serious diseases.  Salivary hypofunction is common in the elderly due to numerous medical problems and their treatments (e.g., medications, chemotherapy).
GUIDELINES

In most cases, oral health problems merit professional attention.  Yet professional care may not be available.  There are, however,  a variety of interventions that can be carried out by the client, possibly with the help of the informal caregiver.
For each problem discussed below, evaluate the following:
-  Nature of the difficulty (e.g., chewing problem, biting problem, swallowing problem);
-  Extent of the problem (e.g., affects whole face, only one side of face, whole mouth,  only upper or lower jaw, only one tooth)
-  Perceived cause of the difficulty (e.g., broken or fractured teeth, loose teeth, loose or painful denture, mucosal lesion, bleeding gums)
-  Onset and duration of the difficulty (e.g., spontaneous, only during meals, only when biting, only at night)
-  Consequences of the problem (e.g., minor inconvenience; significant impairment; or inability to eat, swallow, or speak)
Chewing or Swallowing Problems
Chewing and swallowing problems can impair the ingestion of foods and fluids, cause significant nutritional problems, and place the client at risk for aspirating food and beverages.  Causal factors include oral pain, broken or fractured teeth, bleeding gums, oral lesions, dry mouth, poor oral hygiene or denture use.  There are also neurological and medical causes for swallowing and chewing disorders.
Strategies for maintaining nutrition until the source of the oral problem is addressed by a dentist, physician, or speech language pathologist, include:
•  Chew foods carefully and  increase the use of fluids to help swallow foods.
•  Use foods that are soft, finely cut, and easy to chew.
•  Swallow twice, or cough and swallow, after each bite, to help avoid aspiration episodes.
Oral pain may be a result of a chewing or swallowing problem, broken or fractured tooth, bleeding gums, loose dentures, oral lesions, dry mouth, or generally poor oral hygiene. In considering treatment,
•  Over-the-counter topical pain-killers should be limited, so that the underlying dental problem does not get overlooked and progresses.
•  An aspirin tablet can be swallowed with sufficient water for its analgesic effect but must not be placed in the mouth next to the painful stimulus, as it may cause mucosal burns.
•  Pain associated with facial swellings, numbness, difficulty breathing or swallowing, fever, malnourishment, or dehydration warrants immediate professional attention.
Broken or Fractured Teeth
Teeth that are decreased in size because part of a tooth or filling is missing may be unable to contribute significantly to chewing.  Clients with broken teeth require professional attention.
Bleeding Gums
Bleeding from around the teeth can be due to inflammation of the gums (gingivitis) or destructive inflammation of the bone surrounding the teeth (periodontitis) as well as systemic illnesses or medications on occasion.  As a rule, both of the local conditions, resulting from the buildup of bacterial deposits and calcified materials on the teeth and roots, cause bleeding following oral hygiene (use of toothbrush, floss, or toothpick) or after chewing abrasive foods.  Spontaneous bleeding from the gums is generally a result of a systemic illness or a medication and professional attention is warranted.
Problems With Loose or Sore Dentures
Dentures are fabricated to fit the bony ridges that once held teeth,  but over time, with bone diminution, they will fit less securely.  Dentures causing soreness need to be evaluated by a dentist to determine whether they can be adjusted or if replacement is necessary.  Dentures should be cleaned using warm water, a brush, and a commercially available denture cleansing agent.  White, spotty deposits or diffuse redness in the gums beneath the denture may be due to a fungal infection harbored in the dentures.  If soreness is not an issue but the denture is loose and

makes chewing difficult, a commercially available denture adhesive (cream or powder) may temporarily be helpful until professional assistance is obtained.  If an adhesive is used, it must be thoroughly cleaned out of the denture at least daily.
Lip or Mouth Lesions (cold sores, fever blisters, canker sores, new lumps in mouth)
There are many lesions that occur in the lips and the mouth that affect adults, even those who are otherwise healthy.  Lesions that fail to completely heal within two weeks should be evaluated, by a dentist or physician.
Problems With Taste or Smell
The elderly frequently complain of difficulties with taste or smell, and of a decreased interest in eating.   One of the most common causes is poor oral hygiene.  Therefore, regular brushing of the teeth, roof of the mouth, and tongue performed after each meal with a fluoridated toothpaste may be beneficial.  If the complaint persists, a more comprehensive medical evaluation may be required.
Dry Mouth
This condition may be  caused by multiple medications and diseases as well as head and neck radiation, and dehydration.  The medications most commonly implicated include antihypertensives, anxiolytics, antidepressants, antipsychotics, anticholinergics, and antihistamines.  Mouth breathing and improperly fitting dentures can also contribute to the sensation of a dry mouth.  If a client has received head and neck radiation for cancer, consultation with a dentist is mandatory.
For older adults with dry mouth complaints, several suggestions can be made:
•  Oral hygiene performed after each meal and before bedtime with a fluoridated toothpaste.
•  Fluoridated mouth rinses after meals and before bedtime.
•  Frequent use of non-sugared fluids throughout the day and the use of sugarless candies, mints, and chewing gums.
•  Salivary substitutes (rinses, sprays, and ointments).
•  Increasing fluid intake with meals.

Difficulty Brushing Teeth or Dentures
Oral hygiene usually may be able to be improved with the use of toothbrushes with larger handles, electrical toothbrushes, and magnifying mirrors and improved bathroom lighting.  Clients with cognitive impairment may find verbal or written reminders helpful.
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PAIN

OBJECTIVE

Identify elders in whom pain limits their ability to function.  This may be a direct effect of pain or fear of pain or it may be that the pain is impairing the client’s interpersonal relationships or the analgesics are having deleterious effects. Although clear-cut distinctions may at times be difficult, most elders with pain can be classified as having acute or chronic pain.  The procedures for evaluation and management are different.  Those with acute pain require evaluation which likely will include diagnostic or therapeutic measures beyond history-taking, and there may be some urgency to carrying out such tests so that a specific therapy can be proposed.  Although individuals with chronic pain also require diagnostic evaluation, many have undergone such an evaluation and for these persons control of the pain with a minimum of side effects is a high priority.

TRIGGERS

	A pain problem is suggested if the following present:
•  Complains or shows evidence of pain
[K4a = 1-3]



DEFINITION

Pain is “an unpleasant sensory and emotional experience associated with actual or potential tissue damage or described in terms of such damage” (International Association for the Study of Pain).  The first dimension of pain is sensorial, followed by effects on emotion, cognition, behavior and function.  Being a subjective manifestation, pain is best described by the person and is not liable to objective measurement.  Therefore, professionals will have to listen to what the client says and take into consideration the person’s complaints, refraining from any value judgment.  Pain may be described as tightness, numbness, stiffness, coldness, heaviness, etc.  Observing the client’s behavior and function will be another source of useful information, particularly when the client is non-verbal or lacks the ability to adequately describe symptoms.

BACKGROUND

About 60% of home care clients declare that they suffer from pain and 30% to 40% say pain is significantly impairing the quality of their life.  Moreover, since for many the prevalence of pain tends to remain the same over time, it is clear that professionals do not pay sufficient attention to pain assessment and management.

Some older persons do not complain about pain, as they attribute this symptom to aging.  Many caregivers, both informal and professional, may therefore believe the elder required less analgesic effect than was actually needed.  Pain may cause multiple physical, functional, psychological or social impairments.  Pain may limit activities of daily living, interrupt sleep, affect appetite, alter mood, and cloud mental function.  It may induce the individual to withdraw from social activities and relationships. Finally, pain may restrict  mobility with resultant loss of muscular strength and increased risk of falls.

In most cases, effective pain relief is possible and can lead to improvements in multiple areas or functions, solve problems that were considered to be resistant to any intervention, and increase the client’s well-being and quality of life.
GUIDELINES

Given the nature of this problem, the evaluator must work in close collaboration with the family, a nurse and the attending physician.  In difficult situations, referral to a team specialized in pain treatment or palliative care, when such teams exist, is recommended.

Pain Description

Ask the client or family to describe the pain.

•  Onset — Determine if the onset of the pain is new (within last 3 days), recent (within last 3 months) or more distant (greater than 3 months ago).

•  Change — Ask if the pain has changed in character or intensity in the last 3 days.  Ask for a description of these changes.

•  Locate the pain — Determine as precisely as possible the areas or places of the body where the client feels the pain.

•  Type and frequency of pain — Ascertain if the pain is constant or intermittent. If it is intermittent, ask about its frequency, its duration, and the circumstances in which it occurred.

•  Intensity — Determine the severity of the pain by asking the client to grade it on a scale from ‘0’ (no pain) to ‘10’ (worst possible pain).  If the client is non-verbal or cannot adequately describe pain, ask family members about signs and symptoms in client’s behavior that may indicate the presence of pain (position, walking difficulty, tears, limitation of activities), and what appears to alleviate it.

•  Character — Assess the characteristics of the pain through the client’s perceptions.  Is it a pricking, pulsing, burning, cutting, etc.?

•  Worsening — Ask the client to tell you what things increase the pain and what makes it better.

•  Drugs — Obtain a list of what drugs the client is taking to alleviate pain (prescribed or not), how they are being used and if they alleviate the pain.

Some Simple and Immediate Measures

It is always important to determine, whenever possible, the etiology of a pain, either acute or chronic. This almost always requires a physician to be involved. Nonetheless, it should be appreciated that pain may be relieved by “fixing the cause”, medication and a lengthy list of appliances and other modalities (e.g., heat or cold, changing positions, massages,...).  Also  consideration as to appropriate furniture/devices may help relieve pain.

Consequences of Pain

It is often especially helpful not only to view and address the pain and its cause but the consequences of it. This may be helpful in assessing the value of an intervention which only partially relieves the pain. Be aware of the side effects (e.g., nausea, drowsiness) of many interventions. It is also essential to note that it is appropriate to reduce pain, whatever the etiology, even if the cause is not identifiable after an extensive evaluation. Teamwork with the doctor and nurse caring for the client in the prescription and timing of medications and other modalities may result in a dramatic degree of relief from suffering. If the pain is not relieved sufficiently in the projected period of time,  further evaluation and a change in management are likely necessary.
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PRESSURE ULCERS

OBJECTIVE

To assist home health care providers in identifying clients who are at risk for developing skin breakdown, (or require treatment for pressure ulcers that are present) and to provide care planning interventions for the prevention and treatment of pressure ulcers. Prevention of pressure ulcers is of vital importance in home health care.  Once manifest, these lesions can cause great discomfort, take enormous effort and time to heal, and lead to serious medical complications including increased mortality.

TRIGGERS

	Review if one or more of following present:
•  Bed mobility problem
[H2a = 3-6, 8]
•  Fecal incontinence
[I3 = 3-5]
•  Pressure ulcer present
[N2a= 1-4]
•  History of a previous pressure ulcer
[N4 = 1]



DEFINITION

Pressure ulcers result from ischemic damage and subsequent necrosis affecting the skin, the subcutaneous tissue, and often the muscle covering bony prominences, resulting from exertion of intense pressure for a short period of time or low pressure for a long period of time. A staging or classification system is used to describe the severity of skin breakdown:

Stage I: Nonblanchable erythema of intact skin; the heralding of skin ulceration. Reactive hyperemia should not be confused with a Stage I pressure ulcer. This stage is reversible.

Stage II: Partial thickness skin loss involving epidermis or dermis. The ulcer is superficial and presents clinically as an abrasion, blister, or shallow crater. This stage is also reversible.

Stage III: Full thickness skin loss involving damage or necrosis of subcutaneous tissue that may extend down to, but not through, underlying fascia. The ulcer presents clinically as a deep crater with or without undermining of adjacent tissue. This stage may be life threatening.

Stage IV: Full thickness skin loss with extensive destruction, tissue necrosis or damage to muscle, bone, or supporting structures (for example, tendon or joint capsule). Undermining and sinus tracts may also be associated with Stage IV pressure ulcers. Osteomyelitis or septic arthritis in contiguous joints may prove fatal.

BACKGROUND

In the United States, the prevalence of pressure ulcers range from 9% of patients in acute care facilities to a range of 8% to 15% in nursing home residents. Prevalence rates for persons living in the community are not known.  Although in home care rates of pressure ulcers tend to be within the same range seen for nursing homes — going from a low of about 5% to a high of about 25%.  Of those with a current pressure ulcer, many will have a history of having a cured pressure ulcer; and about 13% of those without a pressure ulcer have had one in the past.  

In addition to increasing the length of stay in acute care facilities and the time needed for rehabilitation, there is an increase in the mortality of frail elders with pressure ulcers.

Several risk factors have been correlated with the development of skin breakdown. These factors can be considered as both intrinsic and extrinsic to the individual.

Intrinsic Risk Factors:
Immobility — Decrease or lack of ability to change and control body position.

Inactivity — A diminution in the degree of physical activity.

Incontinence — Urinary or fecal.

Altered Mental States — Awareness and ability to respond meaningfully to pressure-related discomfort.

Poor  Nutrition — An imbalance between the nutrient intake and nutrient requirement.

Extrinsic Risk Factors:
Pressure — This is the most important external factor causing tissue ischemia and tissue necrosis. Normal capillary blood pressure at the arteriolar end of the vascular bed averages 32 mm Hg. When tissues are externally compressed, that pressure may be exceeded. For example, lying in bed can produce a pressure of 100 mm Hg, and sitting on an uncushioned chair can create pressures exceeding 500 mm Hg.

Friction — Loss of epidermal cells results from the rubbing of skin against another surface.  This may happen when a person slides down in bed or is pulled across a bed.

Shearing Forces — This occurs when two layers of skin slide upon each other, moving in opposite directions.  Can cause deep tissue damage. This may happen in the same situations that friction occurs.

Maceration — This is caused by excess moisture which softens the skin and reduces its resistance. This can occur from urinary or fecal incontinence, perspiration, or wound drainage.

Other complicating conditions may be associated with the above risk factors or may occur alone and predispose to pressure ulcer formation. These include: peripheral vascular disease, edema, diabetes mellitus, impaired tactile sensory perception, medications (especially drugs that impair cognition, ability to turn or reposition oneself, or detect pain), physical restraints, anemia, low body weight, and smoking.

GUIDELINES

Care Planning Suggestions

For those with a history of a previous pressure ulcer, a systematic assessment of intrinsic and extrinsic risk factors should be initiated.  This helps to  identify and rate potential risk factors such as poor sensory perception, incontinence, immobility, poor nutrition, friction, and shearing.

After risk factors have been identified and evaluated, a preventive regimen should be initiated. For those who have a pressure ulcer, in addition to the above, the ulcer should be staged using the classification system described and a treatment plan initiated and documented by a nurse or physician.  Most pressure ulcers can be improved or fully healed.  Healing can take from weeks to months.  Treatments prescribed by the physician include skin grafts, debridement, wound cleaning, dressings, and infection control. Refer the client to his or her physician if there has been no recent review, the stage has gotten worse, there has been no improvement over prior 30 days, or the client does not fully adhere to prescribed skin treatments.

For most of the following risk factors, you are referred to another Primary CAP for treatment related guidelines. The main role of this CAP is to note the need to make the link to pressure ulcer risk when completing these CAPs.

Intrinsic Risk Factors

Altered Mental Status — Assess for the presence of conditions that limit the individual’s general state of awareness and ability to respond meaningfully to pressure-related discomfort by changing body position. These include but are not limited to neurological disease (e.g., dementia), mental retardation, and medications. When present, develop a plan for family or client to change client’s position every two hours (at a minimum).

Immobility — Identify conditions that predispose elders to problems with mobility and the ability to change and control body position, especially in bed. These include, but are not limited to, neurological disease (e.g., stroke, multiple sclerosis), hip fractures, restraints, and medications (e.g., antidepressants, antipsychotics). (See ADL CAP)
Inactivity — Identify any condition that would limit the individual’s degree of physical activity or ability to walk. These include all of those listed above. (See Health Promotion CAP)
Incontinence.  Fecal and urinary incontinence in combination with immobility or inactivity may have an additive effect in predisposing the individual to skin breakdown. See Incontinence and Bowel CAPs.

Poor Nutrition — Malnutrition contributes to the formation of pressure ulcers and delays healing of ulcers already present. See Nutrition CAP.
Extrinsic Risk Factors

Pressure — (Nurse Evaluators) Examine all possible pressure points, especially those over bony prominences, in contact with chair or bed. The most common pressure points are the sacrum, greater trochanters, ischium, medial and lateral condyles, malleolus, and heels. Other sites include the elbows, scapulae, vertebrae, ribs, ears, and the back of the head. Ensure that family and client understand the need to monitor these points for those who are chairbound or bedbound.

Friction and Shearing Forces — Note if the elder is sliding down in the bed or chair, or in any other position predisposing the individual to shearing forces. Provide instruction to elder or family on how to move between surfaces.

Maceration — Assess the degree to which the individual’s skin is exposed to moisture. (See Bladder and Bowel Incontinence CAPs).

	AUTHORS

Marilyn Pajk, R.N.

Gary H. Brandeis, M.D.

Gunnar Ljunggren, M.D.


SKIN AND FOOT CONDITIONS

OBJECTIVE

To identify elders who have skin or foot problems or are at risk of developing them, and to provide care planning suggestions for the prevention and treatment of these conditions.
TRIGGERS

	Review if one or more of following present:
•  Any troubling skin conditions or changes
[N1=1]
•  Corns/calluses, structural problems, infections, fungi on feet     [N3e= 1]
•  Open lesions                                                                              [N3b= 1]



DEFINITION

Skin Conditions — Any disorder which affects one or more of the three principle functions of skin: protection against the environment, thermoregulation, and sensation (pain and pleasure).
Foot Conditions — Any disorder or lesion which compromises adequate foot strength and balance or provokes pain.
Macule — flat lesion <3 cm in diameter; papule: raised soiled superficial lesion<5 mm in diameter; plaque: same as papule but >5 mm in diameter; nodule: raised solid lesion of any size, deeper than a papule; vesicle: fluid filled lesion <5 mm in diameter; bulla: same as vesicle but >5mm in diameter; pustule: fluid filled lesion of any size containing pus. 
BACKGROUND
Many elderly clients consider skin problems as a consequence of the aging process and do not mention them even when they provoke relevant troubles. It has to be known that on examination almost all clients have one abnormal, frequently more than one, skin finding. Foot problems are also very common and even if not life-threatening they can limit mobility and diminish the quality of life of the client. 
It seems convenient to provide a definition of the terms more frequently used to describe skin lesions.
GUIDELINES

Any new skin eruption, changes in the pigmentation of a longstanding lesion, skin abnormality which is enlarging but not limited to those sun-exposed areas (e.g., the face), warrants evaluation by a physician.

(Nurse Evaluation).  A complete examination of the skin should be completed if possible, if it has not been carried out recently.  However, the elder or family may resist such a review. In this situation, an alternative procedure is to ask questions about any changes in existing skin lesions and any new ones. It may be helpful to encourage the family to complete a full examination and to report back to the doctor any abnormalities discovered. Painful problems of the feet are not only a cause of functional limitation but also a risk factor for falls. Questions about pain, and abnormal or lack of sensation in the foot, as well as any foot problems which limit function, are essential. As the sensation to temperature (both hot and cold) becomes more limited, clients should be warned to check the temperature of water with great care before bathing and to protect their feet from extremes of both hot and cold with proper socks and shoes.

Problem Review and Care planning Suggestions

Skin problems may range from minor and easily managed (e.g., small areas of fungal infection often encouraged by poor hygiene and excessive moisture, seborrheic dermatitis characterized by erythema and greasy scale) to truly life-threatening (e.g., sloughing of the skin over wide areas of the body, resulting from an adverse drug reaction or a serious disease of the skin). Any break in the integrity of the skin is a potential site for infection, both local and systemic, and thus every abnormality should be appropriately evaluated. Red streaking emanating from even a small lesion is of concern as it may suggest an infection which can spread with great speed, often over a few days or even hours. 

There are three major skin cancers in the elderly: melanomas, basal cell carcinomas and squamous cell carcinomas. Asymmetry, Border irregularity, Color variegation and Diameter greater than 6 mm are the ABCD of melanoma.  Round to oval lesions, firm with a border of papules are the characteristics of the basal cell carcinoma (BCC) which is the most common malignancy in humans. BCC is predisposed by sun exposure with 85% occurring in the head and neck region and a quarter in the nose alone. The lesion may have a crust or ulceration; a lesion anywhere in the skin characterized by a red-pink and well demarcated plaque, ranging from a few millimeters to many centimeters is typical in the case of the squamous cell carcinoma. Management by a physician is mandatory in all such circumstances.

Itching (pruritus) is a common problem, often associated with poor hygiene, fungal infection and even infestations with lice and scabies. Often it is a result simply of dry skin perhaps even aggravated by heating systems which lack humidification in winter months. It can, however, be a sign of both systemic disease (e.g., liver disease) and serious adverse drug reactions.  Finally, common inflammatory conditions among elders include venous ulcers, xerosis, and contact dermatitis.

Survey data reveal that foot symptoms are present in 80% of elders at home, with a higher prevalence in females. Foot pain may result from orthopedic conditions and dermatologic problems, often correctable, as well as poorly fitting shoes. If is important to stress to the client that foot pain warrants evaluation by an appropriate professional and that frequently determining its cause will result in marked alleviation of the pain.

Generally, if the pain results from ill-fitting shoes, a trip to a shoe and sneaker store may be helpful where multiple styles with both adequate support and ample toebox are available. It must also be noted that not  infrequently a client's feet are not mirror images of each other, thereby requiring slightly different thickness so as to attain maximal relief of pain. Nail trimming should not be taken lightly and should always be carried out with great care by a knowledgeable individual. This is true for all older persons but especially so for persons with diabetes. One of the most serious complications of this disease, disease of the foot and lower extremity, results from abnormalities in the peripheral nerves and the circulation and the proclivity of these persons to become infected. Diabetics require special and continuous attention to their feet.
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CHAPTER 9:  CAPS RELATED TO SERVICE OVERSIGHT

Adherence

Brittle Support System

Medication Management

Palliative Care

Preventative Health Measures: Immunizations and Screening

Psychotropic Drugs

Reduction of Formal Services

Environmental Assessment

ADHERENCE

OBJECTIVE

To review conditions which determine adherence to treatments and therapies. Numerous studies suggest that persons who adhere to treatment have better health outcomes.  Adherence activates nonspecific or concomitant features of the treatment or, at least, reveals the client's attitude and willingness to be cured. Thus, nonadherence is a risk factor. 

TRIGGERS
	Adherence problem suggested if individual not compliant all or most of the time with one or more of the following
•One or more of the selected list of
[P2a-p, t-z,=any 2, 3] 

 treatments or therapies

•Compliant less than 80% of the time with

medications prescribed by the physician
[Q4=2]



DEFINITION

Adherence — Adherence is defined as the extent to which a person's behavior (in terms of taking medications, following diets or executing lifestyle changes) coincides with medical or health advice — follows health care instructions without deviation.  It requires a collaborative relationship between client and provider in order to produce a preventative or therapeutic result. 

The theoretical background of this CAP will cover adherence to medications, treatments and programs.

BACKGROUND

Epidemiology of the Problem  
The prevalence of nonadherence to physician recommendations can range from 20% to 70%.  In the outpatient or postdischarge setting, about 40% of patients have been reported as not taking medications properly, while information on long-term medication adherence is limited.  Failure to adhere to a drug regimen is associated with the inability to read medication labels (but not with impaired visual acuity), the number of prescribed medications, the type of medication container lid, depression, cognitive impairment, perceived health status, and the cost of medications.

There is only limited information on adherence to nonpharmacological treatment in the elderly, no matter the setting. In the home setting, patients with chronic medical conditions who recall recommendations generally adhere to a drug therapy regimen (over 90%). But adherence declines with respect to diet therapy (47%-72%), exercise (around 20%), avoidance of tobacco and alcohol (5%-40%), and self-monitoring/self-care (53%-77%). These percentages decline much more when the patients do not recall recommendations.  Patients who perceive that they have access to transportation and to an accompanying person are more likely to comply to outpatient and community health center visits.  In home care, experience with the MDS-HC across a variety of countries suggests the following: when prescribed (and remember that with the exception of drugs, all other treatments and therapies are prescribed for only a minority — and in some instances only a small minority — of all home care clients), clients are least fully compliant with : special diets (18.0%), medication (17.4%), exercise (17.1%), use of medical alert bracelet (16.3%), respiratory therapy (13.4%), CPAP (12.5%), physical therapy (12.4%), occupational therapy (10.0%).  Of others, 4.8% are not fully adherent with keeping physician or clinic visits.

How to Measure Compliance  

Only drug compliance has been widely studied. Some of the methods adopted to measure drug compliance can be used for other treatment and programs.

Informed choice — Has the client made an informed choice not to follow course of treatment?  If this is the case, is this due to a lack of interest in the underlying problem or with an unwillingness to expose oneself to the anticipated side effect or duration of the treatment?  Are there alternatives?  

Behavioral measures — Widely used methods include counting pills or bottles and noting percentage of medication taken. These methods do not identify the erratic drug taker. 

Collateral reports — These include reports of physicians, nurses, other health professionals, friends and family members. The accuracy of collateral reports is usually a function of familiarity with the client.

Biochemical measures — Not every drug can be detected early in the blood or urine. This method depends on the metabolic pathways of a given drug (e.g., is it quickly cleared from the blood?), the time since the last dose was taken, and the health of the patient (e.g., is the person’s kidney function changing?). 

Clinical outcome — This is a possible indicator of client adherence. However even if clients do everything the health care providers recommend, their condition may deteriorate because of the natural history of the disease.

Self-report — Patients are capable of reporting adherence with a fair degree of accuracy.  This is enhanced when questions are clear, there is an established relationship between the interviewer and the client, and any written orders (e.g., the pill bottles) are reviewed with the client.  Nevertheless, there are clear limitations to client self-report, including a tendency to overestimate compliance. 

A combination of methods is often preferable. However if for practical reasons it is not feasible to gather information by multiple adherence measurements, the best way of finding out what a client has done is to ask the client directly. In a home setting, this can be extended to family or caregivers.

GUIDELINES

When a client does not adhere to a treatment/program, check with the elder, with the other professionals and with the physician if the prescribed treatment/program is (still) appropriate. If appropriate, the following factors which are known to affect compliance should be reviewed.

Client Issues
Impaired cognition — Clients with a diagnosis of mental retardation, Alzheimer disease, other adult-onset dementias or psychiatric disease are often dependent on family or caregivers in taking medications or following treatment programs. Review the etiology of the cognitive defect (see the Cognition CAP): 

•  Has the client demonstrated an ability to comply with treatment regimens? 

•  Is the family involved?  

•  Have they received information on medical prescriptions? 

•  Do they believe that they or the client are responsible for compliance monitoring?  If they have such a role, what do they perceive the barriers to be? 

•  If they do not see themselves as having such a monitoring role, are they willing to assume the role?

•  Is the client willing to agree to receive help from others?

•  Does the client believe he/she has the problem for which the treatment is prescribed or will benefit from that treatment.

Functional limitations — Many individuals suffering from poor coordination, limited range of motion, weakness, or problems in grasping and manipulating objects may experience difficulties in complying with prescribed treatments.  An elder with problems in walking outdoors could be discouraged about going to an outpatient clinic for physical rehabilitation, or a client with rheumatoid arthritis and hand deformities could be unable to open a child-proof box of pills.  Consider how best to assist the client in carrying out these activities (see ADL CAP). 

•  Is there a consistent program of assistance in place? 

•  Are barriers related to client denial/resistance or to the unavailability of helping resources? 

•  Can the client be helped to become more self-sufficient?

Psycho-social distress — Clients who show apathy and pessimism, a decline in social functioning (prefer to stay at home, don't want to receive visits), lack family support or financial resources, display  dissatisfaction with health care providers or have poor motivation are at risk of poor compliance. The goal is to enhance motivation. 

•  Ensure that the client understands the need and usefulness of a given treatment, as well as the importance of his or her collaboration.  

•  Recognize that poor adherence may be due to causes that the client is reticent to reveal:  lack of financial resources or family support.  A sensitive/tactful investigation will help to establish a good client-caregiver relationship, hopefully facilitating the client’s adherence. 

•  Seek family input into the monitoring process often as a short-term approach to a problem such as depression.  It is important to educate family (or involve the family physician in family education) regarding the nature of the problem, the therapeutic approach and the expected outcomes. 

•  Review the Guideline sections for the Mental Health CAPs that are triggered.

Sensory impairment — Clients with reduced visual acuity, blurred or double vision may not be able to manage drug therapy or follow treatments by themselves.  Sometimes it is possible to find remedies for the conditions causing visual impairment (see Visual Function CAP).  Whether or not causes are found, additional interventions, such as large calendars with scheduled treatments, and clear and easily readable labels, may promote adherence. 

Problems in receptive communication can also be responsible for poor adherence.  Especially important to consider are difficulties in hearing, speech discrimination, and vocabulary comprehension.  

When communication is limited, review for the underlying causes of impairment, the success of remedial procedures, and the ability of the client to compensate with non-verbal strategies (see Communication CAP).  Touch, facial expression, eye contact, tone of voice, all may be used.

Treatments and Programs Issues
Complexity of the treatment or program — Poor adherence may be due to excessive complexity of treatment regimen or recommendations.  

•  All prescribed treatments and programs should be evaluated to identify those that can be simplified.  For example, a client requiring antihypertensive and diuretic therapy can take advantage of long-acting preparations or tablets containing two or more medications. 

•  Is the client or caregiver capable of following the prescribed intervention?  A simple program which can be readily carried out is preferable to an ambitious one that is likely not able to be accomplished.

•  If the treatment is performed in an outpatient clinic or in a community health service, check for the availability of transportation and of an accompanying person.

The evaluation of the complexity of treatments must take into consideration the client's condition and the availability of support systems.  Therefore, it must be assessed in conjunction with the social and physical environment. This requires working with the client and family to compile a list of the treatments and asking the physician to review and simplify it if possible.

Characteristics of the treatment — Elder clients often are afraid to take a large number of different medications.  (See Medication Management CAP.)

•  Does the client really accept the treatment plan or is the individual concerned with the frequency, the number, the characteristics of medications (preparation form, color and taste of drugs), and their potential side effects?  

•  Are the written instructions and labels adequate? 

•  Are the containers adequate? 

•  Are safety lock containers a barrier?  When in doubt, refer to a physician for specific instructions.

•  Can the client/family afford the cost of medication and treatments?

Poor monitoring — Client's compliance with treatments should be checked on a regular basis.  It is  important that the family and staff have an encouraging attitude toward the treatment and adherence to it.
FURTHER READINGS
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BRITTLE SUPPORTS

OBJECTIVE

To identify families who can be expected to have difficulty in responding to the unfolding needs of impaired elders.  Identified families provide limited/minor care at baseline and can be expected to change little over the ensuing months.  These family systems are considered to be brittle.  In the extreme case, there are also a very small number of actively involved families for whom new demands for caregiving help can strain their response capacity and they may not be able to appropriately address the caregiving needs of the client.

TRIGGERS
	Review for probable brittle informal support system when client has some level of IADL dependence [H1aA through H1gA greater, one or more greater than 0] AND one or more of following are present:
(1)  Absence of identified primary caregiver who provides care

on a regular basis
[G1eA=2]
(2)  Two or more of the following are present:

•  Alone all of time during the day
[F3A = 3]
•  No IADL care from primary caregiver 
[G1hA = 1 or missing]
•  No ADL care from primary caregiver 
[G1iA = 1 or missing]



DEFINITION

Brittle Informal System.  For most frail elders, family and friends provide necessary help.  When needs increase, family-centered networks typically respond with an increasing range and intensity of services.  Sometimes, however, the response by the members of these informal networks becomes fragile and the ongoing provision of care becomes a problem.  Families are then not able to respond to the needs of the elder.  When this happens, the frail elder is "at risk" that care needs will not be met.
BACKGROUND

There is no simple formula for determining which actively involved families are experiencing strain and will become brittle.  An informal network of family and friends may experience higher levels of stress when high risk elders face uncertain futures or as death is approached or when a new disease manifests itself.  Caregiver strain may occur when care responsibilities become too arduous or complex for caregivers to handle by themselves.  In general, a complex and dynamic interplay of factors is involved, including:

•  Current and changing characteristics of the elder

•  Current and changing characteristics of the primary and secondary caregivers (e.g., deteriorating health of the primary caregiver, competing commitments such as child rearing or employment, availability of a backup support person)

•  Past history of relationships between the elder and the caregivers and their history of affectional ties

•  Changes in the needs of the elder that were or were not anticipated by caregivers

•  Availability of formal supports to share caregiving tasks

GUIDELINES

Multiple pathways can lead to increased strain in caregiving network.  With this trigger we identify families that are unlikely to be responsive providers of informal care.  For these families formal care services will be required to be more heavily involved that would otherwise be the case.  Without such care these clients would be hard pressed to have their needs addressed in an acceptable manner.  Having established this fact, the remainder of the approach referenced under this set of guidelines seeks to identify why families are unresponsive and what steps could be taken to reverse this situation.

Potential "risk" and "protective" factors need to be reviewed in the context of the capability of the network to address the elder's current and future long-term care needs. These factors are discussed below and it is your responsibility to determine whether there are too few counter balancing positive support factors given the network forces that are at work.  Often multiple negative factors are responsible for a change of a network to a state that is unable to provide effective support.  Less frequently, only one factor will be found to account for a dramatic shift in the responsiveness of the support network.

The appropriate care goal is to isolate factors that can be remedied or compensated for. (See Care Planning below)
Problem Review

This review is in two steps, both of which are intended to help you isolate those informal networks that are truly brittle.
Step 1.  Avoid misclassifying networks — Ask the following two questions. A positive response indicates that the family may be unaware of the needs of the client.

1.  Is the family unaware of the client’s problem(s)?  If currently unaware, is there a caregiver or caregivers in the network who would be willing to respond appropriately if made aware of the elder's need?

2.  Is the elder willing to receive help with overall ADL activities?  Some elders will refuse efforts to address their needs, whether from informal or formal sources.  Often all that the assessor or the family can do is to provide oversight and wait for an opportune time to offer informed counseling.  In such families you will find that the client has a history of refusing help in the past.

Step 2.  Evaluating warning signs and counter balancing protective factors — Make a list of these two types of factors. If there are multiple warning signs of caregiver strain, and only a few positive factors, consider the network to be brittle and initiate a corrective plan of care.

Warning signs.  Strain in an informal network is often most evident when the elder declines in status. It is always necessary to review for potentially counter-balancing positive factors (described below). In the presence of a variety of positive factors, warning signs may be neutralized, and family responsiveness will not be an issue. The warning signs to consider are:

1.  Family members express doubts about their ability to respond to unfolding needs.  They handled needs in the past but just think it is someone else’s turn, it is no longer their responsibility.

2.  Helpers unable to take on greater responsibilities.  For example, no one may be able to come every day or respond to a particular need (e.g., help administer and monitor the administration of a complex set of medica​tions), or assist with very personal ADL tasks such as toileting.

3.  Care responsibilities were fragmented among different types of people in the past.  What worked in the past may not be sufficient or even workable given the new types of needs of the client.

4.  Family members believe that the elder will continue to decline.  The advanced age of a frail elder may lead family members to believe that the elder will continue to decline rapidly and they therefore may question their ability to provide the help believed to be required.

5.  The elder exhibits disruptive behavioral symptoms.  Networks serving elders with disruptive mood or behavior problems are likely to become brittle at an early stage. Elders who behave bizarrely and scream, strike others, or demonstrate signs of hostility or paranoia are especially difficult to care for. The mental health of spousal caregivers especially may be affected although only a small number of caregivers experience debilitating mental health problems (e.g., clinical depression, anxiety, insomnia).

6.  The primary caregiver has negative perceptions concern​ing the adequacy of help provided by others.  Such views are related to a higher level of stress and general​ly poorer well-being of the caregiver.  There may be a concomitant fragility in the joint caregiver-care receiver relationship. There may also be open conflict among family members.

7.  The primary caregiver fails to provide a nurturing environment.  In these circumstances, caregivers are not committed to making  the elder's life happy, and they fail to address the "little" problems of the elder's everyday life.

8.  The client is severely functionally impaired.  Caregiver strain is much more common when the elder is severely physically and/or cognitively impaired.  This may be further exacerbated by the presence of communication impairments.  In addition to psychological strain, ask the caregiver about physical health concerns arising from caregiving tasks requiring exertion.

Counter-balancing positive (or protective) factors that are indicative of continued network stability.  Many families can manage on their own.  The needs of the elder will require no direct support by a home care agency.  In this instance, the home care agency might assume an oversight role.  A greater degree of security in the response capacity of the informal network can be had when the answers to many of the following questions are affirmative. When this is not the case, which will be the case for those triggered under this CAP, the above mentioned warning signs are key reference points for the formal care (case) manager.

1.  The elder is motivated to care for himself or herself.  Is the elder seen by himself and others as being capable of reasonable, safe self-care in the community?

2.  A spouse is present.
3.  One or more children, especially a daughter, are available to provide help.
4.  The elder lives with a spouse or children. The presence of such a living arrangement is an indicator of both affection and a feeling of responsibility.

5.  The informal support network consists exclusively of children.  The protective role of such relationships may be a function of commitment, or it may reflect superior lines of communication and shared expectations.

6.  The family provide help to the elder even in areas where the elder is not func​tionally impaired, (e.g., help with housekeeping or meal preparation when the elder is functionally capable of performing such tasks).  When the elder's health and functional status deteriorates, such families can be expected to provide more help than that received by other elders with similar functional deficits.

7.  Key informal helpers have knowledge of​ how ​to carry out needed sup​portive services for the elder (e.g., personal care tasks).
8.  Key informal helper have knowledge of how to negotiate with the community in-home service system.

9.  The primary caregiver reports that satisfaction with caregiving has increased as the degree of burden has increased.
10.  The primary caregiver has a personal belief structure that embraces the helping role.

11.  The primary caregiver has strong intergenerational family ties and a great affection for the impaired elder.
Care-planning

In addressing caregiver strain, some risk factors cannot be changed.  Service interventions may be required if informal support inputs are to be increased.  Such interventions need not be costly, although they may require major changes in support models and extensive formal care management and oversight.  Depending upon the risk factors identified, it is possible to:

•  Provide targeted formal services in areas that can relieve stress on the informal support system (e.g., bathing).

•  Weigh changes in the elder's living situation.

•  Provide community services primarily for the elder.

•  Focus changes primarily on the needs of the primary caregiver, or the larger informal network, or some combination of these.

The following more focused service initiatives may prove useful:

1.  Rehabilitative Services for Elders — Consider how the elder and family might take the next steps to help the elder become more self sufficient.  See Health Promotion and ADL CAPs.

2.  Informational or Mental Health Services
a.  For many of the current generation of primary caregivers who have had little practical experience in caring for the sick, especially husbands and, to a lesser extent, sons, direct hands-on instructions on care provision in an efficient manner (particularly personal care).

b.  Specific information about community resources and how to negotiate with the formal system.


c.  The provision of direct mental health services to the caregiver when it is apparent that the primary caregiver suffers from depression, at least in part because of the caregiving situation,

d.  Direct counseling and enrollment in support groups (e.g., those sponsored by the Alzheimer's Association) when primary caregivers believe the help received is inadequate.

3.  Respite Services — The provision of affordable in-home and respite services should be considered a priority for caregivers who have 24-hour surveillance and caregiving responsibilities.

4.  Formal Care Supplementation
a.  For elders without adequate help from informal sources, formal care can often stimulate or help to maintain informal care levels, which in many instances will continue even after formal care is withdrawn.

b.  In general, appropriate care planning should view the provision of formal care as an interim step, moving in and out as necessary to buttress the caregiving efforts of informal helpers.  For example, the need for interim formal care may be especially valuable when:

•  An individual is newly assuming the role of primary caregiver.

•  The primary caregiver is ill and secondary helpers are not available to temporarily take on the full spectrum of services needed by the impaired elder.

•  The primary caregiver needs specialized instruction and interim monitoring regarding specialized care tasks (e.g., how to deal effectively with new personal care needs, administering injections, or addressing emerging behavior problems of a demented elder).
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MEDICATION MANAGEMENT

OBJECTIVE

To compile a comprehensive list of all medications being taken and to have the client understand the need to have their medications continually evaluated so as to maximize efficacy and minimize hazards.

TRIGGERS

	Trigger if either of following are true:

(1) Taking 1 or more medications
[Q1 = 1+] 

AND   No doctor with whom elder has discussed all current  medications
[Q3 = 1]
(2) Taking 5 or more medications [Q1 = 5 or more]

AND potential for inappropriate drug therapy suggested if one or more of the following present:

•  Renal failure
[J1aa=1,2]
•  Extrapyramidal syndromes (e.g., Parkinsonism akathisia, 

tardive dyskinesia)
[J1l=1,2]
•  Diarrhea
[K2a = 1]
•  Dry mouth
[M1b = 1]
•  Constipation (no bowel movement in 3 days)
[K3b = 1]
•  Dizziness
[K3c = 1]
•  Rashes, itching, bruising
[N1 = 1]



DEFINITION

Medication Management.  The client’s use of prescribed and non prescribed medications. Drug therapy in the elderly is complicated by many factors unique to this age group. Multiple disease processes and environmental influences combine with the physiologic effects of aging to alter the response of elderly to drugs.

BACKGROUND

Since the elderly frequently suffer from a multitude of disorders, they are likely to be taking multiple medications.  60% to 80% use prescription medication and 50% to 75% use nonprescription medications. The most commonly prescribed drugs are cardiovascular agents and antihypertensives, analgesic and antiarthritic preparations, sedatives and tranquilizers, and gastrointestinal preparations such as laxatives and antacids.  About ten percent use five or more medications.   For home care client’s drug utilization rates are higher than in the population in general — over 90% will have used a medication in the prior week, the median user rate is 5 medications, approximately 20% of home care clients use 9 or more medications.

With an increasing number of medications there is an increased risk of drug interactions, adverse drug reactions (ADRs), noncompliance, and increased costs.  Many physiologic changes occur with aging that alter the response of the elderly to drugs and contribute to possible complications. 

•  There is a reduction in body size, with a decrease in lean body mass and an increase in body fat, thereby altering the distribution and bioavailability of some drugs.

•  Absorption (passage from the gastro-intestinal tract to blood) may be marginally slower in older persons as compared to young individuals for some compounds (although it is not usually a major factor).

•  The rate of metabolism by the liver of some compounds decreases.

•  The rate of excretion by the kidneys of some drugs is diminished.

•  The responsiveness of some tissues to a given pharmaceutical agent may be different in elderly persons than in those who are young.

The overall incidence of adverse drug reactions in the elderly is estimated to be at least two to three times that found in young adults. Adverse reactions are often less readily recognized by the elderly as they may believe the signs and symptoms are just a part of aging.  Factors relevant to a high risk status include: use of many medications, patient noncompliance, a greater severity of disease, the presence of multiple pathologic conditions, small body size, and hepatic or renal insufficiency.

GUIDELINES

Whenever a problem with medication management is triggered the main goal is to identify factors that may require remediation and compensation.  Conduct the following problem review:

Drug review

The greater the number of drugs taken, the greater the risk of an adverse effect.  Therefore, first ascertain the names of all drugs the client is actually taking as well as the reason each is used. Be sure to query the family as well, if in doubt.

It is essential that at least one physician knows all the drugs the client is taking, why each was prescribed and any potential adverse consequence of a drug or combination of drugs experienced.  Adverse consequences from pharmaceuticals range from confusion and kidney failure to rashes and constipation.

A number of medications are more likely to have adverse effects in elderly than in younger persons and therefore they should only be prescribed judiciously if at all. These medications should not given to elderly clients or should be administered under strict medical control.  A listing of some of these medications is shown in Table 1.

Drug interactions

Sometimes problems arise from the concurrent administration of different drugs. These interactions can reduce or increase an effect, desired or undesired, of a particular medication.  Therefore attention should be paid to potential drug interactions. Drug therapy should be reviewed by the doctor in order to identify all medications potentially interacting with each other. 
Client’s conditions that impair drug metabolism/excretion
Additionally, many acute and chronic illnesses may alter the response to drugs.  For example, dehydration associated with a fever may decrease the urine output and thereby increase the amount of a drug in the serum which might normally be excreted.  This might result in toxic levels being achieved.  Some diseases affect the absorption of some drugs (e.g., achlorhydria, diarrhea, gastrectomy, pancreatitis).  Other illnesses result in alterations in the way some drugs are distributed in the body (e.g., CHF, hepatic failure, renal failure, edema or ascites).  Diseases can also affect the metabolism of a drug (e.g., CHF, hepatic insufficiency, malignancy, thyroid disease, viral infection).

Adverse Drugs Reactions

Many drugs produce distressing and sometimes potentially disabling or life-threatening adverse reactions.  Because symptoms can be non-specific or mimic other illnesses, adverse drug reactions may be ignored or unrecognized.  As a rule of thumb, any change of recent onset must be regarded as a possible adverse drug reaction.  Ascertain the temporal relationship between the specific condition and the drug therapy initiation or modification, and make a physician referral when necessary.  Conditions to be reviewed include:

•  Confusion

•  Falls

•  Depression

•  Incontinence

• Constipation
• Restlessness
•  Extrapyramidal syndromes (e.g., Parkinsonism, akathisia, tardive dyskinesia)

•  Loss of memory

•  Dry mouth

•  Nausea

•  Dizziness

•  Rashes, itching, bruising

•  Diarrhea

•  Tiredness

Table 1
	Drug Name of Class

Sedative-hypnotics
  Long-acting benzodiazepines: chlordiazepoxide, diazepam, flurazepam

  
(Librium, Valium, Diazepam, Flurazepam, Dalmane)

  Oxazepam (Serax, Oxazepam)

  Short-acting benzodiazepines: oxazepam, triazolam, alprozolam (Serax, 

 Halcion, Xanax)

  Short-duration barbiturates: pentobarbital, secobarbital

  Triazolam (Nembutal, Seconal, Halcion)

Antidepressants
  Amitriptyline (Elavil, Etrafon, Limbitrol, Amitriptyline)

  Combination antidepressants-antipsychotic: amitriptyline+perphenazine (Triavil)

Antipsychotics
  Haloperidol (Haldol, Haloperidol)

  Thioridazine (Mellaril)

Antihypertensives
  Hydrochlorothiazide (Esidrix, Dyazide)

  Methyl-dopa (Aldomet)

  Propranolol (Inderal)

  Reserpine (Reserpine)

NSAIDs
  Indomethacin (Indocin)

  Phenylbutazone (Butazolidin)

Oral hypoglicemics
  Chlorpropamide (Diabinese, Chlorpropamide)

Analgesics
  Propoxyphene

  Pentazocine (Talwin, Talacen)

Dementia treatments
  Cyclandelate (Cyclandelate)

  Isoxsuprine (Isoxsuprine)

Platelet inhibitors
  Dipyridamole (Persantine, Dypiridamole)

Histamine2 blockers
  Cimetidine (Tagamet)

  Ranitidine (Zantac)

Antibiotics
  Oral antibiotics

Decongestants
  Oxymetazoline, phenylephrine, pseudoephedrine (Dristan, Codimal, Entex, Donatussin, Extendryl)

Iron
Muscle relaxants-antispasmodics
  Cyclobenzaprine, orphenidrate, methocarbomol, carlsoprodol (Flexeril,

  
Robaxin, Methocarbamol, Soma)

GI antispasmodics
Antiemetics
  Trimethobenzamide (Tigan)
	Should be avoided…

Except in those already addicted

Any single dose > 30

Nightly use for > 4 weeks

Except in those already addicted

Any single dose > 0.25mg

Doses > 3mg

Doses > 30mg

Doses > 50mg

Doses > 900mg and therapy beyond 12 weeks

Doses > 300mg and therapy beyond 12 weeks

Therapy > 4 weeks except when treating osteomyeli​tis, prostatitis, tuberculosis, or endocarditis

Daily use > 2 weeks

Doses > 325mg/d

Long-term use
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PALLIATIVE CARE

OBJECTIVE

To evaluate the need for comprehensive care to clients who wish to receive a palliative approach at home.

TRIGGERS
	Review for whether Palliative Care approach may be appropriate when one or both of the following are present:
•  End stage disease, with six or fewer months to live
[K8e = 1]
•  Hospice care
[P2s = 1,2,3]



DEFINITION

Palliative care refers to care across multiple domains for terminally ill persons, where the goal of care shifts from a curative mode to one of alleviating symptoms and improving the quality of life remaining to the elder.

BACKGROUND

The decision to move from a curative to palliative care approach often occurs during the later stages of a person's life, when death is expected within a few weeks or months.  Sometimes the need for palliative care exists prior to that time.  Determining exactly when a palliative approach is appropriate may be difficult and the separation of persons into those who are dying and those who are not is always an artificial one.  For those with limited curative treatment options, the distinction may be clear.  But for most persons, particularly those with one or more chronic diseases which may be slowed in their course, the moment when a palliative course of management should be followed primarily, is usually less obvious.

Under all circumstances, palliative care demands that care providers consider and anticipate a variety of client needs over multiple domains (e.g., symptomatic, functional, psychological, social, spiritual, financial, environmental).   The goal is to promote comfort and quality of life, and to maximize function in line with the client's wishes and physical limitations.  There should be open and continuing communication among the participants with the client and family being kept abreast of techniques that promote comfort and  quality of life, appropriate to each clinical circumstance.

GUIDELINES
The palliative care trigger indicates elderly clients for whom a palliative care program may be beneficial.  The first assessment task is to determine whether the elder with an end-stage disease has given an informed consent for a palliative approach to care.  When this decision has not been made, the family or the client may take this opportunity to consider such a program.  To help the individual clinician determine whether palliative care is indicated and to decide what components this care may consist of, guidelines have been devised with regard to general care and health care.  But it should be emphasized that before any form of palliative care can be considered, there always should be an informed consent for a palliative approach to care from the elder or surrogate.

How to Achieve Consensus for Palliative Care

The decision to proceed from cure to care usually may be initiated by the physician, caregivers, or the client.  It is to be hoped that clear communication among all concerned will follow.  However, at times, client may not know the severity of the affliction or may deny this knowledge.  On other occasions, the elder may not be competent to participate in the decision making process, because of a dementing illness or for other reasons.

It is possible that the elder has written a set of advanced directives in anticipation of this eventuality.  Clearly these directives should be followed, within the guidelines set down by law, whenever possible.

General Care

Palliative care involves the coordination of multiple domains of care as addressed in other CAPs as well.  However, approaches to assessment and care must always be individualized to the needs and preferences of the client whenever possible.  Prior to designing any plan of care, each elder must have the opportunity to learn the facts about his illness and possible therapies, the risks and the benefits of each care approach.

Although the care of each person must be in strict accord with that individual’s wishes, the following guidelines may be of general value.  They are intended to supplement other CAPs by placing each issue in the context of palliative care.

Appearance — Encourage the elder to maintain personal appearance, including such personal grooming rituals as shaving and applying fingernail polish.  Getting out of bed to dress and changing clothes provides some physical stimulation and may enhance the person’s sense of control if not associated with pain and fear.

Hygiene — Support the caregiver and elder in their attempt to maintain cleanliness.  This likely will help foster a sense of control.  In addition, the ritual of bathing may help organize the day and provide a diverting activity.  For those able to use the shower or bath, attention to fall prevention is, of course, necessary by the provision of grab bars and appropriate supervision.  Incontinence and diarrhea as well as poor hygiene and open wounds require special attention both to eliminate odor and to prevent their occurrence whenever possible.

Religiosity — Religious and spiritual wishes and needs are to be respected.

Sexuality — Couples may feel the need to continue their sexual relationship.  This should be respected by family members and caregivers.

Nutrition and hydration — Nourishing a dying person may be one of the most frustrating and upsetting tasks for the caregiver.  End-stage disease, pharmaceuticals, especially medication for pain, and added therapies can all contribute to poor nourishment by interfering with appetite, producing nausea and vomiting or being the cause of pain associated with eating.

Each person’s care must be individualized.  But as a rule, it may be helpful to identify food and fluid preferences and offer small, frequent feedings, avoid foods, fluids, and odors that trigger loss of appetite or nausea, assure that the client is as comfortable as possible prior to eating by timing the administration of medication and toileting, repositioning when necessary, and using anesthetic mouth washes for painful lesions prior to eating.

Urinary incontinence — Many terminally ill persons can remain continent when toileting is made easy and comfortable.  This may be facilitated by shortening the client’s distance to the toilet with the use of a bedside commode, urinal, or bedpan and by providing assistance as needed.  If the client is unable to remain continent, it is often advisable to insert an indwelling catheter in females or use an external catheter in males.

Diarrhea and Constipation — Persons taking a narcotic pain medication frequently become constipated and thus often a stool softener is recommended prophylactically.  Diarrhea from disease or in association may be especially troublesome to both the elder and caregiver.  These problems, if persistent, should therefore be brought to the attention of an appropriate health care professional.  In extreme cases the bowels may have to be disimpacted.

Mobility and Falls — Assistance with ambulation should be given as long as walking is possible, pain free, and desired.  Appropriate supervision is required as weakness supervenes and if medications impair judgment or mobility.

Skin Care — Most terminally ill people will eventually be unable to get out of bed by themselves.  Instructions about transferring should be provided to appropriately able-bodied persons who should be especially careful if the elder is heavy or lax.  Skin breakdown may be prevented by the use of special mattresses (e.g., air flow, water), frequent turning and repositioning (every one to two hours) and keeping the elder’s skin clean and dry.  Red areas where the skin overlies bone, or is subjected to greatest pressure, for example, the elbows, heels, and back of the head, warrant special attention.

Eye Care — Dying persons should have their visual appliances readily available to them.  In the advanced stages of some diseases, a person’s ability to blink may be impaired.  Eye patches and sterile artificial eye drops may be used to promote comfort.

Sleep — Sleeplessness may result from one or more of the following: the disease, pain, lack of exercise, anxiety about death, depression.  It may be advisable to confer with a physician about the use of a medication for sleep.

Cognitive impairment — Progressive cognitive impairment can be an especially terrifying experience for the terminally ill and their caregiver.  Caregivers need to reassure the elder that he is not “going crazy” but is experiencing a side effect to a drug or a progression of the disease.  To the extent possible, correct reversible causes, help the person feel safe and more organized by providing orientation, structure, familiar objects and frequent social contacts.

Agitation — Agitation, a fretful anxiety, fear, or anger associated with physical restlessness, may have a physical cause, such as pain or the inability to void or defecate.  Possible causes should be determined and treated as appropriate before drugs are utilized.

Breathing problems — Breathing problems can result from the disease and can be expected in the late stages of the dying process.  Breathing may become irregular, or it may cease for periods and then restart.  Breathing can also be very shallow.  Clients who are aware of these breathing patterns may become frightened and should be treated symptomatically.  If the client is comatose or semi-comatose it is best to inform the family that the client is comfortable and these symptoms are normal at the end of life.

Seizures — Seizures are not rare in persons who are dying.  They should be brought to the attention of a physician.

Treatment Procedures

Administering medication — As the body continues to shut down, the client may refuse to take or be unable to swallow medication. The client and family should be encouraged to request information from their physician concerning alternative modes of administration (e.g., liquid administration or injections rather than pills).  To treat pain the client requires large doses of medication continuously.  The person should then have a venous access device instead of a peripheral access (an access under the skin), in which the medication can infiltrate the surrounding tissue, a method that causes swelling and sometimes pain.  Pain medication can be delivered by a number of routes: oral, sublingual, rectal, intravenous, subcutaneous, intramuscular. When pain medication must be provided by other than the oral route, three kinds of venous access devices are frequently used: a peripheral intravenous catheter (PIC line), an external catheter and an implanted port.  The external catheter can be directly connected to IV tubing with a pump which allows for continuous administration of a pain-controlling drug under control of the client.  Pain medications are used to prevent pain rather than treat it and additional drugs are then prescribed for “breakthrough” pain.

Care for the caregivers or family members — During the dying process family will also be caregivers and they may experience a high level of stress associated with uncertainty, fear, grief and an inability to respond to the physical demands of the client.  Altered roles and life styles may be especially difficult to deal with.  Attention to the needs of the caregivers is an important part of the palliative care process.
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PREVENTIVE HEALTH CARE MEASURES:

IMMUNIZATION AND SCREENING

OBJECTIVE

To alert home health care workers of need to determine if client has unmet preventive health needs (e.g., blood pressure screening, immunizations)  and meet as many of them in the home as possible. It is preferable to prevent illness and disability rather than to be required to address them once they have occurred.  Although preventive health directives may often be best instituted before old age, there is increasing evidence that many can be introduced profitably even in the later years of life and a few are specifi​cally designed for use in that time period.  It has been suggested that the most reasonable approach to screening for unrecognized problems in the elderly would incorporate some screening activities often, but not always, within the context of routine, episodic patient encounters. 

TRIGGERS

	A preventative health follow-up review is required when one or more of following are present:
•  Failure to have Blood Pressure measurement
[K1a= 0]
•  Failure to receive Influenza vaccine
[K1b= 0]
•  Failure to have (if female [BB1 = 2] ) breast examination
[K1d= 0]
•  No test for blood in stool or screening endoscopy in

last 2 years
[K1c= 0]



DEFINITION

In general, preventive health measures include immunizations and screening for unrecognized health problems.  While immunizations are designed to prevent illness, screening is designed to detect unrecognized illness at an early and treatable stage.  The goal of both is to reduce morbidity and mortality.  Although the advantages of any preventive health intervention likely declines with advancing age if measured in years of morbidity saved, since the average 65 year old person has a life expectancy of approximately 15 years, prevention even in later years is clearly meritorious.  Furthermore, although many disorders of the elderly are chronic and not curable, early detection and treatment of problems that interfere with functioning may result in functional deficits being postponed or even prevented altogether.

BACKGROUND

The concept of providing preventive care in the home is not a new one.  Programs in many countries have been implemented to encourage the patient's participation in health prevention through the use of nurse practitioners or "health visitors" to call on the patient at home.  A home-based visiting service to persons 75 years of age and older in the post-hospital period has been shown to result in a reduced number of readmissions to hospitals and number of days spent there.  Also fewer patients required nursing home care.  Each home visit lasted from 30 to 90 minutes and problems encountered were brought to the attention of the patient's primary care physician.

It is clear that screening measures are especially valuable for those who are at high risk of having a disease, in circumstances where a therapy exists which can most favorably modify the condition if found early, and where the likelihood is high of the individual living and functioning well for a period of time.  Therefore, all screening procedures should be judged on this basis.  An intervention likely would not be appropriate, for example, if the individual was terminally ill.    

GUIDELINES

A negative response to any items noted in this CAP suggests poor preventive health care and further suggests the need for investigating whether or not the individual has sufficient access to high quality medical care.  Additionally, this person would be a candidate for a comprehensive health evaluation.  Elders who have not had specific tests should be recommended for those tests, although the potential benefit derived from the intervention must be balanced against the age and frailty of the client.

The vaccines and screening procedures commonly recommended in the care of the elderly are described below.  The prevalence of the illness or disability and effectiveness of a preventive measure in reducing morbidity and mortality are then provided.  We do not address preventive health measures which require the collection of laboratory data although unquestionably the comprehensive management of all older persons requires routinely obtaining some laboratory data both for screening and for establishing a "baseline" for future comparisons.  There are considerable data about but not absolute agreement on which tests are indicated at what age.  We do not consider preventive health items insofar as they are likely to be included in other CAPs (for example, items that are pertinent to the prevention of pressure ulcers or the problems related to alcohol consumption).

Vaccinations — Elderly persons are susceptible to a number of infectious diseases, especially those of the lower respiratory tract.  Influenza and pneumonia remain the fifth leading cause of death in this age group.

Influenza — Influenza epidemics usually occur annually and all elderly persons should be vaccinated each year before influenza season except under unusual circumstances (e.g., allergy to the vaccine). Influenza vaccination is one of the most cost-effective medical interventions available to the elderly.  The elderly have higher hospitalization and death rates from influenza than any other segment of the population and account for 80 - 90 percent of all influenza-related deaths.  Although there is considerable year-to-year variation, vaccines have been shown to be on average 70 percent effective in preventing influenza with the remaining 30 percent often having milder illness than unvaccinated persons.  

The U.S. Centers for Disease Control recommends that all elderly persons (and certain other frail individuals) receive influenza vaccine each year unless there is a specific contraindication (rare).  The American Geriatrics Society Position Statement of Prevention and Treatment of Influenza in the Elderly adopts the Public Health Service Immunization Practices Advisory Committees recommendation that high risk persons be vaccinated each year before influenza season. 

Other immunizations — Additionally, immunization programs to control both pneumococcal disease and hepatitis are recommended by many.  Also, tetanus immunization every ten years is recommended by many while others recommend just one booster injection if the individual has received the usual immunization program at an earlier age.

Screening — For screening to be effective the disease must have a reasonably high prevalence, be a common cause of significant morbidity and mortality, and be detectable at an early pre-symptom stage; also early intervention must be available, effective, and more efficacious than treatment provided at a later time.  There are now data that screening for some highly prevalent conditions satisfies these requirements.   

Hypertension — The prevalence of hypertension increases with age.  Between 30 and 50 percent of persons over the age of 50 have hypertension depending upon the definition of the condition.  Hypertension is a very significant risk factor for both coronary artery disease and cerebro-vascular disease.  

There is now compelling evidence that lowering blood pressure (including isolated systolic hypertension) is advantageous well into the later years.   Several major studies have demonstrated good outcomes when hypertension was controlled including a reduced incidence of stroke, congestive heart failure and mortality. 

Recommendations for screening vary by organization.  The Institute of Medicine in the United States suggests that persons aged 50 and older without known cardiovascular disease should have their blood pressure checked once every two years if there are no known risk factors.  The American College of Physicians does not have specific guidelines, but recommends that blood pressure be measured routinely when adults seek care.  

Breast Cancer — Breast cancer is the most common cancer in women (except skin).   Approximately one in nine women will develop breast cancer.  Several factors are associated with higher risk, such as a mother or sister having breast cancer.  There is excellent evidence that breast cancer screening with a combination of mammography and breast physical exams reduces mortality from breast cancer for women over 50 years of age.  Studies have demonstrated a 5 to 76 percent reduction in mortality among screened populations depending upon factors such as age at entry.  

For women over the age of 50, several organizations recommend physical exams and mammography, and there is no good evidence that it should be stopped at any point as the women continues to age.  Nonetheless the exact recommendations are not uniform.

•  For women over the age of 65 and less than 70 many groups recommend that a mammogram be performed every 1-2 years.  Data to support formal recommendations about mammography for those above age 70 are hard to come by.  However, if a woman has a life expectancy of greater than six years a case can be made to utilize mammography as a screening tool.  Primary care providers should perform breast examinations on their elderly female patients although data to support the efficacy of this recommendation alone as a screening measure are lacking.

Colorectal Cancer — The lifetime probability that a person will develop colorectal cancer is reported to be about six per hundred individuals.  Incidence rates increase with age.  Screening tests include digital rectal exam, fecal occult blood test, and flexible sigmoidoscopy.  Although the digital exam has limitations it is still widely recommended.  Flexible sigmoidoscopy is becoming the standard in prevention although at this time it is not uniformly recommended.  The value of periodic testing of the stool for blood is commonly accepted and more acceptable at present to patients.  While testing the stool for blood is recommended, there are large numbers of false positive results (e.g., the individual has a benign lesion which is the cause of the bleeding or the individual has consumed a large meat-containing meal in the recent past, or regularly uses aspirin).

The U.S. Preventive Services Task Force (USPSTF) recommends that persons who are at average risk and over age 50 have a fecal occult blood test (FOBT) or flexible sigmoidoscopic examination.  Which of the two is preferable or if both are necessary remains a debate.  There is some consensus that a FOBT should be carried out annually with a sigmoidoscopic examination every 3-5 years.  The Canadian Task Force on the Periodic Health Examination recommends a fecal blood test annually after age 46.  Also in the not very distant future, biomarkers (determined in blood specimens) are likely to alter recommendations for screening.

Gynecological (Cervical/uterus) Cancer — Although some groups have recommended a Pap smear every 1-3 years for older women, the upper age limit for screening remains a point of debate.  If a woman has been screened regularly and if she does not have numerous sex partners, the value of continuing screening beyond the mid-60's appears to be small assuming she is asymptomatic and has no menstrual bleeding.
Prostate cancer — Although some groups recommend yearly rectal examinations, the USPSTF does not.  It also does not recommend routine measurement of serum tumor markers (e.g., PSA) in part because of the high false positive rate.  Other groups however are more supportive of its routine use as a screening tool.

Sensory Impairments — Preventive strategies involving screening for early sensory losses are addressed in the Vision and Communica​tion CAPs.  It is clear that the provision of glasses and hearing aids as well as other assistive devices may produce dramatic improvement in function.

Osteoporosis — Approximately 20 - 25 million Americans are at increased risk for fractures because of low bone density.  More than one million fractures in the U.S. each year can be attributed to this condition.  Similar data are available for other nations especially those with large numbers of Caucasian women and those in Northern Europe where decreased exposure to sunlight over long periods of the year results in limited bio-availability of vitamin D.  This issue is addressed in the CAPs on Falls and Nutrition.  The use of screening x-rays is now common and there likely will be a recommendation to screen high risk persons (e.g., thin white females) in the near future.

Skin-testing for tuberculosis — is now a two-step process thereby making it highly unlikely that many persons will be tested properly.  It is generally recommended however.

Screening blood tests — There are a large number of screening blood tests which can and often are used in different age groups.  The merits of each is difficult to ascertain. Additionally, it is often impossible to obtain accurate information about what tests were carried out in the past. This should not be construed to mean that there is no merit in doing any number of blood tests, including the measurement of hemoglobin, B12 levels, and thyroid function, for example, but at present it is unclear when they should be done, how frequently, and under what circumstances. 

Prophylactic Aspirin Use — At present there is no formal recommendation for routine use of aspirin although such may be forthcoming (with certain caveats).  

Smoking — Smoking is clearly hazardous at any age both to those who smoke and those in the environment of the smoker.

Miscellaneous — Routine screening for other tumors, specifically ovarian cancer (serum tumor markers, ultrasound) and lung cancer (chest x-ray, sputum cytology) is not recommended at present by the USPSTF.
Screening for some diseases (e.g., thyroid disease, diabetes) is not routinely recommended by most groups although for some high risk populations (e.g., those with coronary heart disease) who have a reasonable life expectancy some special screening measures (e.g., a lipid profile) are frequently recommended.  Lastly, screening to determine if there is a need to counsel an elder about exercise is strongly recommended by most.

Screening of those with very early dementia to determine if they should be allowed to drive has been recommended by some.
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PSYCHOTROPIC DRUGS

OBJECTIVE

To identify persons taking psychotropic drugs who need a medical review of their medication regimen, or who might benefit from more or different medical monitoring of psychotropic drug effects.

TRIGGERS

	Further assessment is indicated when the client is taking a psychotropic drug and has one  [Q2a, b, or c =1] or more of the following conditions:
•  Indicators of delirium
[B3a=1 or B3b=1]
•  Indicators of cognitive or communication decline
[B2b=1 or C4=1]
•  Active and continual problems with
[2 or more of the items in E1a-g=2]

OR mood and behavior
any item E3a-e=2]
•  Worsening behavioral symptoms
[E4=1]
•  Locomotion
[H2c=2-6,8 or H2d = 2-6,8]
•  Incontinence
[I1=3-5 or I3=3-5]
•  Parkinsonism
[J1l = 1,2]
•  Delusions, hallucinations
[K3f or K3g = 1]
•  Falling in the past 90 days
[K5=1 or more]
•  Unsteady gait
[K6a=1]



BACKGROUND

Many older persons receive psychotropic medications to treat mental disorders or their symptoms, with the aim of optimizing function and well-being.  The choice of medication, dosage and  monitoring procedures must be individualized; the same treatment isn’t best for all persons with the same diagnosis.  Older people, especially those with chronic diseases, are vulnerable to adverse effects of commonly prescribed psychotropic medications and to interactions between psychotropic medications and other drugs. The most common problem in prescribing psychotropic drugs to older people is failing to individualize the treatment, and to take account of the effects of age and age-associated diseases on drug effects.  Another common problem is the prescription of medications that treat symptoms but do not address underlying problems, e.g., physicians prescribe elders hypnotic drugs for insomnia rather antidepressants for the depression responsible for the insomnia. A third problem is relief of mental or behavioral symptoms at the price of diminished physical, instrumental, or cognitive function.  For example, a person with dementia and hallucinations might receive an antipsychotic drug in a dose that impairs mobility, motivation, and continence, so that the person is not better off even though the hallucinations might be controlled.

Improving psychotropic medication prescribing and monitoring practices can lead to better clinical outcomes.  Efforts to do so should focus on:

•  Ensuring that people taking psychotropic drugs actually get relief from the mental and behavioral problems for which they were prescribed.

•  Ensuring that people who develop new symptoms or functional impairments while on psychotropic drugs are assessed adequately for psychotropic drug side effects as a cause or aggravating factor.

•  Ensuring that people taking psychotropic drugs are monitored systematically to minimize adverse effects.

Psychotropic drug prescriptions for elders should take into account the following concerns:

•  The client’s entire medical problem list

•  Other medications currently used or likely to be used in the future

•  The functional goals of therapy

•  What symptoms or signs are most distressing or relevant to impaired function

•  What has and has not succeeded in the past – including past adverse effects

•  The preferences of the client, or, where appropriate, the client’s family

•  Likelihood of adherence to the contemplated regimen of dosage and monitoring

Although there are dozens of psychotropic drugs and a huge literature of psychopharmacology, a relatively small number of basic principles can help organize the assessment of therapeutic effects and side-effects.

Therapeutic Effects

•  Most antidepressant drugs also have antianxiety effects.

•  Tricyclic antidepressants can serve as analgesics for certain types of pain.

•  Many antidepressants (specifically those that inhibit the reuptake of serotonin) can relieve symptoms of obsessive-compulsive disorder.

•  Tricyclic antidepressants are particularly helpful for relieving early morning awakening and loss of appetite.  Bupropion has stimulating effects that may be helpful in people with depression and prominent apathy. All antipsychotic drugs have some efficacy against delusions and hallucinations; risperidone, quetiapine, olanzapine or clozapine may help some clients who do not respond to other drugs.

•  The lower-potency antipsychotic drugs tend to have greater sedative and antianxiety effects.

•  Some agents (e.g., lithium, carbamazepine, and valproate) have mood-stabilizing effects that can be helpful in the treatment of manic-depressive illness and unstable mood disorders.

•  Benzodiazepines and stimulants usually have immediate therapeutic effects.  The other drugs generally take weeks to have their full effect, although the calming action of the antipsychotic medications may be immediate and some people get nearly immediate improvement of mood with antidepressants.  

•  Alprazolam and clonazepam are more effective for panic attacks than the others.

•  Buspirone, a non-benzodiazepine antianxiety drug, can relieve generalized anxiety, but is not generally effective for panic attacks and phobias.

Side Effects

•  Many antidepressants and antipsychotic drugs (e.g., bupropion, thorazine, chlorpromazine or thioridazine) may have anticholinergic effects, which are manifested by constipation, urinary hesitancy or retention, dry mouth, aggravation of gastroesophageal reflux and impotence.

•  The serotonin reuptake inhibitor (SSRI) antidepressants - fluoxetine, paroxetine, sertraline, citalopram, and fluvoxamine) can cause gastrointestinal side effects including nausea, diarrhea, and loss of appetite.

•  While all antidepressants rarely cause or aggravate seizures, this problem may occur more frequently with bupropion. 

•  Some antidepressants and antipsychotic drugs cause orthostatic hypotension resulting in a risk of fainting or falling.  The SSRI antidepressants do not cause orthostatic hypotension, but can impair gait and coordination, and thus cause falls on that basis.

•  The tricyclic antidepressants are unsafe in clients with certain types of cardiac conduction abnormalities.  

•  Benzodiazepine antianxiety agents can impair gait, coordination and memory.  Buspirone does not have these adverse effects.

•  Drug-Induced Extrapyramidal Syndromes (EPS) are antipsychotic-induced side effects with high incidence rates.  Some research shows that extrapyramidal symptoms from antipsychotics occur in about 75% of patients during the course of antipsychotic therapy.

•  Detection and appropriate treatment of these side effects are important, because they make clients experience uncomfortable feelings that affect quality of life and cause noncompliance with treatment recommendations

•  Drug-induced Parkinsonism is characterized by some combination of tremor, rigidity, bradykinesia, akinesia, unsteady gait, and apathy.

Tremor: This condition is characterized by a regular rhythmic movement.  The tremor is typically observed in the fingers, limbs, head mouth, or tongue.

Rigidity: This condition is characterized by an excessive firmness and tensing of muscle.  There are two types of rigidity, continuous and cogwheel rigidity.  Continuous rigidity (“lead pipe” rigidity) is the resistance to passive movements that is constant and independent of movement speed.  Cogwheel rigidity is a resistance that is rhythmically jerky.

Bradykinesia:  This condition is characterized by abnormally slow movement.  Walking, facial movements, and limb movements all appear to be done in slow motion.

Akinesia (bradykinesia): This condition is characterized by marked decrease in spontaneous movement, often accompanied by apathy.  The following symptoms are observed: a lack of facial expressions, gestures, speech or reduced body movement.

Apathy: This condition is characterized by some combination of decreased goal directed activity, decreased interest and motivation, and decreased emotional responsiveness.  Self-neglect and withdrawal from activities is a common consequence.

Unsteady gait:  The unsteady gait of parkinsonism usually involves shuffling of the feet, small steps, and difficulty starting, stopping, and turning.  Less severe cases may involve a non-specifically unsteady gait, or an increased tendency to stumble and fall.

Dystonia can also appear as a side effect.  This condition is characterized by sustained abnormal posture or muscle spasms of the head, neck, limbs or trunk.  One or more of the following symptoms are observed: abnormal positioning of the head and neck in relation to the body, spasm of the jaw muscles, impaired swallowing or breathing, tongue protrusion, eyes deviated up, and abnormal positioning of the distal limbs or trunk.

Akathisia is characterized by the subjective experience of restlessness accompanied by  observed movements, particularly in the lower extremities.  The client is aware of an inability to sit still, and experiences a desire to move.  The restless movements, such as fidgeting, swinging of the legs, rocking from foot to foot while standing, pacing, and/or inability to sit or stand still are observed.  Clients with akathisia often show symptoms of agitation or anxiety that are difficult to distinguish from those symptoms due to psychosis.

Tardive dyskinesia is characterized by the abnormal, irregular and involuntary movements.  Most typical are thrusting movements of the tongue, movements of the lips, or chewing or puckering movements.  Other variations of tardive dyskinesia include abnormal limb movements, such as peculiar and recurrent posturing of the hands and arms, or rocking or writhing trunk movements.  For assessment, it is important to note that tardive dyskinesia does not include tremor (regular movement).

•  Longer-acting agents can accumulate over several weeks, leading to progressively worsening side effects.  Shorter-acting drugs are less likely to accumulate, but withdrawal from the shorter-acting drugs is more intense.

•  As abrupt withdrawal of certain widely used drugs (e.g., benzodiazepines) after prolonged use may be associated with tremors, anxiety, confusion, and sometimes seizures, it is best to withdraw psychotropic drugs gradually in most circumstances.

•  Many psychotropic drugs can cause or aggravate tremors.  Typically, the tremors associated with antidepressants and with lithium are worse with action, while the parkinsonian tremors associated with antipsychotic drugs are worse at rest.

GUIDELINES

Once the triggers have identified a client as potentially having a problem that may be related to psychotropic drug therapy, the next step is to determine whether the problem is likely to be related to the specific psychotropic agents that the client is taking. It is mandatory that a physician be identified who will take responsibility for reviewing the elder’s medications and for making any changes that might be required.  This requirement can be difficult when several physicians have prescribed medications for a single client.  When the primary clinician caring for the elder is not a physician, the clinician can begin by collecting information from all of the prescribing physicians, and then approaching the principal physician with the full picture in hand.  The principal physician usually is a generalist (e.g., an internist or family physician), but clients with chronic diseases can have a specialist as their principal source of medical care.

Information-gathering

The process begins by gathering basic information about current psychotropic drug use:

•  List all medications, including over-the-counter medications, with their dosage, and who prescribed them.

•  For psychotropic medications, determine when and why they were prescribed.  Were they given for a diagnosed condition, such as a major depression or panic disorder, or were they given to relieve a symptom, such as insomnia or agitation?

•  Ascertain if the dose has been changed over time.

•  Does the client or family think the medication has helped the problem for which it has been  prescribed, and if so, to what extent.

•  Question the client or family about symptoms that might be associated with the use of any psychotropic medication. It is important to learn how much distress those symptoms cause and whether the client ever fails to take the medication as prescribed because of concern about them. Also, ask if the symptoms have been discussed with a physician who is aware that the client is taking a psychotropic agent.

•  Question whether the client has been strictly following the medication as prescribed, e.g., Has the client stopped taking, decreased or increased the medication?

•  Ascertain if there is one physician who knows all medications the client is taking.

Care Planning

In most cases the recommended intervention will be to ensure that a physician has relevant information regarding symptoms, medication use, or both. This may require direct communication with the physician, especially if the problem is acute, severe or progressive in nature.  The primary clinician should attempt to assemble on one page a list of all of the medications the client takes, including over the counter medications, their client’s functional state, current level of mental and behavioral symptoms, level of treatment adherence, and concerns of the client and family about the medications.  This page can then be sent, faxed or e-mailed to all of the physicians involve in the client’s care, to facilitate coordination of their efforts.

When a client appears medically unstable, acutely delirious, is falling increasingly or has acutely become incontinent since the introduction of a psychotropic drug, the client should be referred for urgent medical attention.

Specific Comments on Several of the Triggered Conditions

Delirium — Ensure that the physician is aware of: 1) modifications made in the use of medications prescribed; 2) whether the client is taking drugs with anticholinergic effects (see Background); or 3) whether the client has recently decreased or discontinued the use of an antianxiety drug, antipsychotic drug, or hypnotic drug.

Behavior or mood problem — If the psychotropic medications were given for a reason other than a mood or behavioral problem (e.g., insomnia, nausea, or pain), ensure that the physician is aware that the client now has a problem with mood or behavior.  If the drugs were given for the problem that is now troubling the client, and it has been at least four weeks since the last change in medication or dosage, ensure that the prescribing physician is aware that the problem has persisted despite the current psychotropic drug treatment.  If a follow-up visit is coming up, advise the client to mention the persistence of the problem with the physician.  If the client has trouble expressing their concerns, assist the client by preparing a written statement of those concerns that the client can bring to their next medical or psychiatric appointment.

Suspected alcohol problems — Clients with alcohol dependence are at increased risk for problems due to psychotropic medication.  While persons with mental and behavioral problems should not drink heavily regardless of their specific medication regimen, medical risks are greatest for the combination of alcohol with hypnotic drugs, benzodiazepine antianxiety drugs, and tricyclic antidepressant drugs.  Ensure that the physician prescribing the psychotropic drugs knows about the patient’s drinking pattern.

Difficulty walking — Attempt to determine whether the gait problem is one associated with psychotropic medication.

•  A generally unsteady, staggering gait can be a side effect of benzodiazepines, sedatives-hypnotics, lithium, or mood-stabilizing antiepileptic drugs.

•  A stiff, rigid, or shuffling gait can be a side effect of antipsychotic drugs.

•  Dizziness or faintness on standing up, leading to inability to walk safely, can be due to orthostatic hypotension (i.e., fall in blood pressure on standing), a side effect of a number of different psychotropic medication.  The psychotropic drugs most often implicated are the tricyclic antidepressant drugs.

Incontinence of urine — Assess whether the problem appears related to a common side effect of one of the drugs taken:

•  Incontinence associated with urinary retention can be a side effect of drugs with anticholinergic effects.

•  Incontinence associated with constipation, leading to pressure on the bladder, can also be an anticholinergic side effect.

•  Incontinence associated with a large volume of urine can be a lithium side effect.

•  Incontinence of stool and with diarrhea or increased bowel frequency can be a dose-related side effect of an SSRI antidepressant or of lithium.

•  Incontinence associated with frequent small bowel movements or oozing of stool preceded by several days of constipation can be due to impaction of stool high in the colon because of anticholinergic effects of medication.

Delusions, hallucinations, or excessive and unjustified suspiciousness — If any of these symptoms suggestive of psychosis appear and the client is not on antipsychotic drug, but is on a psychotropic drug of another category, the medication regimen needs review.

•  Hallucinations or extremely vivid dreams can be a side effect of tricyclic antidepressants.

•  Delusions, hallucinations, or suspiciousness can be in a symptom of delirium due to medication toxicity.

•  Delusions and hallucinations can develop as part of a manic syndrome that occurs when a depressed client receives an antidepressant drug and swings into the manic phase of a bipolar mood disorder.  Clients with no history of spontaneous manic episodes can nonetheless become manic when treated with antidepressants.

Weight change — Establish the relationship of weight changes, and any changes in appetite or eating habits, to the timing of psychotropic drug prescriptions or dosage changes.

•  Weight gain can be associated with tricyclic antidepressants, MAO inhibitor antidepressants, lithium, carbamazepine, valproate, and most antipsychotic drugs.  The atypical antipsychotic drugs risperidone, olanzapine, and clozapine are particularly likely to cause weight gain.

•  Weight loss can be associated with bupropion, the SSRIs, molindone, or a too rapid withdrawal of antipsychotic drugs.

Dry mouth — Dry mouth due to psychotropic medication is most often due to anticholinergic actions.  The antipsychotic drugs and the tricyclic antidepressants are most frequently implicated.  However, virtually all psychoactive drugs have been associated with dry mouth to some extent.  Dry mouth occurring with the initiation of psychotropic drug treatment can be temporary, remitting with continued treatment.  However, persistent dry mouth after the first month of treatment is likely to continue.  

Active management of anticholinergic side effects – Clients on psychotropic medications often will have multiple anticholinergic side effects including dry mouth, constipation, blurred vision, urinary hesitancy, and memory impairment.  Anticholinergic effects of several medications can add up, leading to severe side effects even though the dose of no one medication is excessive.  The first step in such situations is to reduce or eliminate medications with anticholinergic effects, if this is possible without a threat to the client’s health.  (Often, less anticholinergic medications are available.)  If this is insufficient, judicious treatment with a cholinergic drug (e.g., donepezil, bethanecol) may be appropriate.
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REDUCTION OF FORMAL SERVICES

OBJECTIVE

To evaluate the formal services currently being delivered with the goal of service reduction.  The concept of service reduction is not linked to benefit limits (the number of allowable visits) or to client eligibility requirements, rather it is based on an assessment of whether the treatment is warranted or the assistance still needed.

TRIGGERS

	Review for potential to reduce services when no indication that further improvement possible [H7d =checked] and where one or more of following occur:
•  An improvement in status — receives fewer supports
[P6=1]
•  One or more treatment goals met in the past 90 days
[P5=1]




BACKGROUND

The concept of reduction of services is closely linked to the practice of setting objective measurable goals for home care interventions.  At regular intervals, each person should be re‑assessed to determine the extent to which the treatment goals have been met and whether additional goals should be set.  There are also certain changes in the client's status, the environment, or the client's informal support system that need to be reviewed to assess their influence on the amount of treatment or intervention required.

This approach of setting measurable goals is consistent with practice standards in the health professions.  In the U.S., for example, to meet the standards for accreditation by various groups including the Joint Commission on Accreditation of Health Care Organizations (JCAHCO) and  Commission for the Accreditation of Rehabilitation Facilities (CARF), nurses, physical and occupational and speech therapists must document short term and long term goals that are client-centered.  Goals must include clear behavioral objectives that are to be met within a specific time-frame.

If clients are not showing improvement and not able to attain the goals within the projected time frame, it is assumed that professionals will re-evaluate the goals and treatments will not be continued without objective evidence of a benefit to the client.

However,  to cover instances when goals are being set inappropriately (i.e., too high or too low), it is necessary to determine the degree of improvement in status to indicate the need to reassess service intensity.

GUIDELINES

Review of Service Goals and Objectives

It is essential for the home health agency to monitor the client's progress and assure the efficient utilization of services.  The time frame for achieving short-term goals is negotiable and may depend on the type of services being delivered.

•  For skilled nursing or physical therapy and occupational therapy, goals should be reviewed within one month.

•  For homemaker, home health aide and other personal care services, 3 months is probably sufficient.

•  Any measurable change in functional status should trigger a re-assessment of the intensity of formal services provided.

When Service Reductions May be Appropriate

Met Prior Goals

Treatments and services should always be provided with a specific objective in mind and should be accompanied by well-defined goals.  Goals should:

•  Be individualized for and selected according to the wishes of the client and caregiver.

•  Have the client or family caregiver as the subject.

•  Have clear criteria by which they can be judged to be useful or not within a specific time frame.

Having attained the original goal and in the absence of other unmet needs a reduction in formal services should be considered.

Reduction in services may not be automatic and in fact, more instruction and education may be required.  In that case, new goals should address the proficiency of the informal caregivers in performing the required tasks so that formal services can be reduced at a later date.

While total self performance in activities in all functional areas may not have been achieved, if the rate of improvement has plateaued, some accommodation to the residual impairment is warranted.  Assuming a plateau has been reached, the following questions should be asked:

•  Is there an additional objective to be met by providing the current type and intensity of formal services?  If no, reduce services.
•  Are there additional objectives in other areas being addressed by formal home care services or due to a change in the medical status?   If yes, set goals.  If no, reduce services.

•  Does improved status indicate a greater potential for independence than previously believed?  If no, consider reducing services.  If yes, are other resources required to help attain the goal?  If yes, set new goal accordingly.
•  If the goal was related to maintenance activities and not to actual improvement in status, is the service still required?  If no, reduce services.  If yes, can the service be performed by others more efficiently (less costly and as effectively)?  If yes,  make appropriate referral.
Ability to perform ADLs has improved substantially.  This would be the case for the majority of individuals after an acute episode, such as a stroke or hip fracture for whom rehabilitative services and support services had been introduced at the point of hospital discharge.  Since improvement itself is not a sufficient indicator that services can be discontinued, a series of additional issues must be reviewed:

•  If there is further potential for improvement, can the client now perform the activity safely on own?  If no, what more needs to be accomplished and is such a goal realistic?  Set the new goal accordingly.  If yes, reduce the service.  If the persons’ improved performance status has revealed that the individual could improve in other areas, consideration should be given to additional, perhaps refocused, rehabilitative or therapeutic services.

•  Does the client or family believe that there is a potential for greater independence?  If yes, are other resources required to help attain the goal?  Set the new goal accordingly (see Health Promotion CAP).
A change in living conditions has occurred.  This might involve the individual moving in with a relative or having a relative move in with the person needing care.  This could enhance the amount of available social support from others and thereby reduce the need for formal services.

•  If either of these conditions prevails, a series of questions need to be asked to determine the willingness of the family member or the co-residents of the person to undertake necessary caregiving activities, which if true might merit a reduction in formal services
•  Does the family or client require further instruction to bring the new informal resources into play.  If yes, provide the instruction and initiate a plan to reduce formal services.

•  Given the changes, has the potential for independence changed?  (e.g., assistance in wheelchair mobility no longer required because of a change in architecture, wide doorways and more space in new residency).  If yes, set new goals.
•  Is the client now receiving assistance, determined to be proficient with daily activities and special treatments that are currently covered by home health staff and could be appropriately monitored and maintained by informal caregivers?  If yes, review services.
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ENVIRONMENTAL ASSESSMENT

OBJECTIVE

To identify environmental conditions that are hazardous, especially when there is a functional status problem that places the client at risk (i.e., relevant CAPs are triggered in these areas).

TRIGGERS

	Review for potential role of environmental factors in impeding function when one or more of the following factors are present that make the home environment uninhabitable or hazardous. 
•  Lighting
[O1a = 1]
•  Flooring and carpeting
[O1b = 1]
•  Bathroom environment
[O1c = 1]
•  Kitchen environment
[O1d = 1]
•  Heating and cooling
[O1e = 1]
•  Personal safety
[O1f = 1]



BACKGROUND

Most standard dwellings have been designed for active young adults, and consequently, may be limiting for frail older persons.  Features of the environment can even be hazardous.  Home accidents account for 43% of all fatalities in the home. In many countries falls, especially those that result in a fracture, are a leading cause of disability among older people. A significant portion of all falls are due to environmental hazards and interventions may significantly reduce their number and the subsequent injuries.  In a recent five year community study involving an environmental hazards intervention program, there was a resulting 26% reduction in the rate of fractures (Harstad, Norway) from falls in private homes. Another study estimates that hypothermia is a significant cause of death among elders living in the United States.  Elders may endanger themselves by trying to save money on heating and cooling.  This is particularly common among low income elders.  Finally, elders often occupy older housing units that are more likely to have poor insulation, which places them at even greater risk for mortality and morbidity associated with their environment. 

By assessing the physical environment, it may be possible to identify hazardous conditions which may be easily remedied.  Without question, a detailed survey of each room would be both time consuming and likely would need to be tailored to the specific functional deficits of the individual. Nonetheless, by noting significant and clearly hazardous conditions in each circumstance, it is likely that accidents, especially falls, will be diminished.

GUIDELINES

Please note that for most areas covered in this CAP, there is no presumption that a particular response is a problem that requires a care plan intervention. A degree of judgment is required in many circumstances as it is the combination of the environmental hazard and the individual's functional, cognitive or health status that determines both the degree of hazard and the urgency with which it should be addressed. Although some items are clear hazards (e.g., lack of railings on steep stairs), others may represent only a minimal hazard or impede function (e.g., narrow doorways and high doorsills for those restricted to wheelchairs).  Given these thoughts, the following should be addressed:

•  Heating and cooling.  It is important to note inadequacies in heating and cooling as all elderly are at unique risk for both hypothermia and hyperthermia.  They are at risk from dehydration and death when the ambient temperature is high and severe medical injury (e.g., frost bite) and death when the temperature is low.  Regrettably many elderly are not only unable to effectively adjust their temperatures when the environmental temperature is high or low, but they may not sense their degree of distress as well. Poor nutrition and excessive alcohol intake may contribute to the risk of serious injury due to cold.  Many communities offer weatherization services and financial assistance to help low-income homeowners and renters pay for fuel and utility costs.  The local senior center is usually a good resource for obtaining information about these services.

•  Lighting. Elders generally need more light than younger persons to see as well.  Higher wattage bulbs, extra light fixtures and having light switches easily accessible may prevent serious accidents.  As elders have difficulty adapting to changes in lighting, it is important to have as few sudden changes as possible from light to dark areas.  Elders are also susceptible to glare, so it is important to shield all exposed bulbs with shades.  To help prevent falls in the pathway from the bedroom to the bathroom, night lights should be used.

•  Flooring and Carpeting. As a general rule, scatter rugs should be avoided.  If a person is unwilling to remove the rugs, the assessor might recommend the use of double-sided tape to securely adhere the rug to the floor.  Complex patterns on the stairs should be avoided, for elders with problems in depth perception or dementia.  Slip-retardant flooring is recommended for use in areas that may become wet, especially in the bathroom.  If a bath mat is used, the assessor should check that the non-skid backing is still intact.  Shiny finishes on floors should be avoided.  Worn and hazardous flooring or floor coverings should be noted so that the elder can make appropriate repairs.  For individuals with mobility impairments, removal of doorsills may be warranted.

•  Railings and Grab Bars.  Fifty percent of serious falls occur in the bathroom. One reason is the lack of hand supports when entering and exiting the bathtub.  Where possible, tubs and showers should be fitted with grab bars.  Also, many frail elders find that grab bars on both sides of the toilet increase their ability to transfer independently.

•  Stairs.  All stairs should have railings, preferably on both sides.  As many falls occur during the descent, marking the bottom step with a contrasting color can help reduce the risk for a fall, especially for elders with low vision.  All stairwells and landings should have sufficient light.

•  Stoves. In the United States, the most common location for household fires is the kitchen, and the main reason is food left unattended on the stove.  Preventative measures, including the use of a timer, should be recommended.  Because elders with cognitive impairments are likely to be at special risk for leaving the stove on, caregivers of these persons should be directed to  give special attention to these hazards (see Cognitive Function CAP).  Suggestions may include removing the knobs of stove or using child-proof knobs.  For added protection on an electric stove, an electrician can install a hidden, remote switch in a nearby cabinet.  For general fire safety, knobs for gas or electric stoves (and all other electrical appliances) should be easily operated and the "off" position clearly identified.

•  Fire Prevention. Smoke alarms in working order, smolder-resistant bedding and upholstered furniture are significant fire deterrents.  In the United States, the main cause of home fire fatalities is smoking.  One study showed that 60% of smoking-related fire casualties were caused by abandoned or discarded smoking materials not fully extinguished.  If a person smokes in the house, fire officials recommend the use of a lighter (instead of matches) and a metal container with a lid to hold the ashes.

•  Water temperature. Older people have an increased risk for scald burns.  Also mobility impairments and slower reaction times make it difficult for some elders to remove themselves quickly from scalding water.  Scalds among older persons often occur when they are either put into bathtubs with excessively hot water or into showers that have wide fluctuations in water temperature.  The U.S. Consumer Product Safety Commission recommends that the water heater thermostat be set at a maximum temperature of 120o F.  If the temperature cannot be regulated, the installation of anti-scald valves into the showerhead and bathtub spout can help prevent scalding.

•  Furniture and Room Arrangements.  Many elders are able to transfer easier and safer when the chair has a firm seat and arms on both sides.  Furniture should be arranged so that pathways are not obstructed.  For adults with visual impairments, low cocktail tables and ottomans are not recommended.

•  State of Repair of the House. A general assessment of the state of repair of the house is valuable as it often reflects the cognitive and functional state of the client, as well as the elder's financial state and priorities. Frayed wiring, broken stairs and shattered windows almost certainly require repair. Other evidence of poor maintenance (e.g., peeling paint, shutters in need of repair) should be noted and consideration given as to how assistance might be provided.

•  Safety of Neighborhood. Some elders are unable to carry out IADLs because of hazards in the neighborhood which may range from traffic patterns precluding the elder from walking to the store with ease to a high prevalence of violent crime. The assessor may need to review the desirability of remaining in the current dwelling.  On the one hand it may have been the individual's home for a long period of time, while on the other hand functional improvement might result from moving to a new location, if that option is a reasonable possibility.

•  Emergency Communication. For frail elders living alone, especially those at high risk for falls, a personal emergency response system should be considered.  This allows a person to call for help by activating a pendant that sends an emergency signal to a monitoring service.  For elders who cannot afford the monthly service charge, a community agency may have special funds for this purpose.

There are any number of other environmental factors which might bear noting especially if the elder has difficulty with ambulation or transferring.  Thus pathways of sufficient breadth for the use of a walker may be needed as may raised toilet seats and tub chairs.  Also placing frequently used items on shelves such that neither climbing up nor reaching up to retrieve them is required may well prevent accidents.  Also, cats and dogs may trip elders, especially those who have difficulties with ambulation.

SUMMARY

In addition to reducing the high economic cost of preventable injuries, environmental modifications can have a major impact on quality of life.  The daily functioning of frail, older persons can be enhanced by minimizing the potential hazards or obstacles in the home dwelling.  For successful implementation of a home assessment, however, the client and the caregiver must be included in the decision-making process.  For some, acceptance of recommended changes is a process that occurs over time.  But if recommendations are not implemented in a given time period, the assessor should identify the reason(s) for noncompliance and endeavor to make an acceptable compromise with the individual.  It is important for the assessor to understand the person’s resistance to change, including feelings of loss or inadequacy, or the fear of 
living in a hospital-like environment.  Fortunately, many assistive products have been redesigned to blend  in with the home environment, offering consumers both greater choice and safety, along with better aesthetics.
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CHAPTER 10:  CAPS RELATED TO CONTINENCE

Bowel Management

Urinary Incontinence and Indwelling Catheter 

BOWEL MANAGEMENT

OBJECTIVE

To evaluate the problems and draw attention to bowel functioning and disorders of the gastrointestinal system.

TRIGGERS

	Review for bowel problem when one or more of the following present:
•  Bowel incontinence
[I3 = 2-5]
•  Diarrhea
[K2a = 1]

•  Constipation (no bowel movement in 3 days)
[K3b = 1]




DEFINITION

Fecal Incontinence — Loss of stool per rectum at inappropriate times.  May be secondary to constipation or accompanied by urinary incontinence.
Constipation — Passing two or fewer bowel movements a week or straining more than one out of four times when having a bowel movement.  Hard consistency and small quantity of feces are also characteristic of constipation.

Fecal Impaction — Severe constipation often involving a considerable portion of the colon, such that the bowel cannot be even partially emptied without manual or other intervention.

Diarrhea — The passing of semi-formed or liquid stools, usually at frequent intervals. Although a high roughage diet may result in bowel motions occurring three or more times daily.  However, when the stool is semi-formed or liquid, it must be regarded as abnormal whatever the frequency.

Change in Bowel Habit — When there is a change in the pattern that is “regular” or “normal” for a given person. This may be manifested by increased frequency of bowel movements, increased constipation, diarrhea or alternating constipation and diarrhea.  Many factors can cause this including changes in diet, exercise or even anxiety.  Alternating diarrhea and constipation or periodic episodes of diarrhea are especially likely to have a significant, often pathological cause.

BACKGROUND

90% of adults have a bowel action between three times daily and three times a week, although bowel habits outside this range are not necessarily abnormal.  In elders residing in the community, constipation is common.  In Western societies, diets frequently have a high proportion of  processed foods with a low fiber content, thereby contributing to the likelihood of constipation. There is also an over-reliance on the use of laxatives. Constipation may paradoxically result in diarrhea although there are many other causes of frequent or loose bowel movements.  Changes in diets or drugs are likely to disrupt the usual bowel pattern.

GUIDELINES

Followup Questions If Bowel Incontinence is Present 

Many elders may feel embarrassed to discuss problems of constipation, diarrhea and, in particular, incontinence of stool.  There may even be occasions where fecal incontinence is suspected or has been reported by a care-giver, but the elder denies its occurrence. Addressing the subject tactfully, assess:

1.  Is the stool formed or loose?

2.  If loose, is there a prior history of constipation? 

3.  The duration of incontinence.  

4.  The frequency of use of laxatives and the time period over which they have been used.

Fecal soiling of underclothes can be caused by prolapsed hemorrhoids (piles).  These are distended blood vessels that prolapse (protrude) through the anus. Often they can be reduced (pushed back) but may be troublesome because of pain, recurrent prolapse, large size, bleeding, or difficulty in controlling bowel movements.  If present and troublesome, or if there is a history of bleeding, the elder should be referred for further medical evaluation.

Small “external” piles are due to blood clotting in veins on the margin of the anus.  They may be painful and associated with small amounts of bleeding. They can be treated with over the counter medications, although it is mandatory to be certain the source of bleeding is external.  If recurrent or persistent, particularly if associated with persistent fecal soiling, incontinence, or frequent bleeding, the elder should be referred for further medical treatment.

Fecal incontinence may occur when a person who normally can control his bowels is not able to do so because of diarrhea.  Fecal incontinence with formed stool is more likely to be due to neurological causes.

•  Determine whether there has been a medical evaluation of the problem. If not, refer for medical investigation.

•  If the cause has been clearly explained following medical investigation, then an appropriate bowel management regime is indicated.

Passing of Blood in the Stool

Blood in the stool should always alert one to the possibility of bowel cancer, although there are many other causes.

Although blood on the outside of a hard stool present for no more than two or three days is frequently the result of hemorrhoids or a small tear and may resolve without treatment, it is impossible to know with certainty the cause of any bleeding noted in the stool without an appropriate medical evaluation.

Pain

Pain or discomfort in the rectal area can be due to a variety of causes.  Brief episodes of sharp pain may be caused by muscle cramps in the anus and may be associated with stress and anxiety.  Anal pain on defecation can be caused by an anal fissure, a small split in the lining of the bowel at the anus. Because of pain, an elder may be fearful to have a bowel movement, resulting in constipation.  If pain has been present for more than three days or if it is significant in degree, referral for medical management is required.

Diarrhea

Diarrhea may be due to a host of causes, including medications, fecal impaction, infection, diverticular disease, inflammatory bowel disease, cancer, irritable bowel syndrome and even thyroid disease.  It is important to determine the duration and pattern of diarrhea, whether there is alternating diarrhea and constipation, and whether there has been blood in the stool.  Medical investigation is required when:

•  Duration of diarrhea is greater than three days;

•  It is associated with a new medication, significant fluid loss, bleeding, pain, systemic symptoms or a change in well being; or 
•  There have been recurrent episodes of diarrhea.

Constipation and Fecal Impaction

These conditions may lead to the frequent (several times a day) passing of very loose or malodorous stools - spurious or overflow diarrhea.  Diarrhea of this type represents leakage of loose or watery stool around an area of impaction.  The elder may also experience abdominal discomfort or pain, fever and confusion.

The presence of constipation is usually determined by rectal examination though 'high' constipation or fecal loading of the bowel may require an abdominal X-ray or other evaluative procedure.  Where present, a bowel management regime is usually recommended, after serious causes, such as cancer, have been ruled out.  Depression, confusion and other mental status changes can be related to constipation, as both cause or effect.

Prevention of constipation

Several strategies can be employed to diminish the severity of or prevent constipation.  Primarily, these include an adequate daily intake of fluids and fiber. Medications may be necessary, especially on a temporary basis.  Long-term regular use of laxatives can gradually reduce the ability of the bowel to empty normally.  If this is the cause of the constipation, management may be especially difficult and usually requires the advice of a specialist in the management of bowel problems.   Physical activity also helps reduce the problems of constipation. 

FURTHER READINGS

Charlotte Elipoulos, Gerontological Nursing, Lipincott & Co, 1993.

Sally J Redfern, Nursing Elderly People, Churchill Livingstone, Edinburgh, 1991.

These two texts have specific details about nursing procedures involving bowel elimination.  
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1Pauline Belleville-Taylor's work on this CAP was supported in part by an Alzheimer's Association Award #TRG-93-022, “Assessment and Outcomes for Community Based Cognitively Impaired Elderly”.

URINARY INCONTINENCE AND

INDWELLING CATHETER
OBJECTIVE

To analyse potentially reversible causes of incontinence and to review possible treatment methods.

TRIGGERS
	A problem with urinary continence is suggested if:
•  Occasional, Frequent, or Frank Urinary Incontinence
[I1 = 3-5]
•  Use of Pads
[I2a = 1]
•  Use of Indwelling Catheter
[I2b = 1]
Exclusions for Triggers: Comatose or Explicit terminal prognosis.




DEFINITION

Urinary incontinence is the inability to control urination in a socially appropriate manner.

BACKGROUND

In the United States 15% of elders living at home and 50% of those who are homebound or receiving formal services are incontinent. These individuals are at increased risk of skin rashes, maceration and pressure ulcers (especially if limited in mobility), as well as falls and social isolation.  In addition, incontinence adds considerably to the burden of caring for an individual in the home, and increases the likelihood of institutionalization. 

Despite persistent beliefs to the contrary, urinary incontinence is curable in many elderly persons and can be improved significantly in most. Multiple approaches may be valuable including the use of medications, exercises, training, home adaptation and surgery. An indwelling catheter is only rarely indicated. It is important to convey to the client and family the need for adequate evaluation, often not especially difficult to carry out, which in turn will lead to the appropriate treatment. Often it is necessary to provide background information for the client and family

•  Although seen with increasing frequency with age, incontinence is not a normal consequence of aging. Neither is it a necessary consequence of bearing children.

•  Unlike babies who tend to have incontinence due to the same cause, when older people are incontinent there are many different causes. Determining the specific cause or causes will markedly increase the likelihood of successfully treating it.

•  Dementia does not invariably lead to incontinence.  While poor cognitive function can lead to loss of bladder control, an inability to be mobile may play as large a role in the development of incontinence.

GUIDELINES

Continence depends on many factors.  Urinary tract factors include a bladder that can store and expel urine and a urethra that can close and open appropriately.  Other factors include the individual’s ability  to reach the toilet on time and to adjust clothing so as to toilet (perhaps with family assistance), to be aware of the need to urinate in an appropriate place and to be motivated to do so. The integrity of the spinal cord and peripheral nerves are also essential to the maintenance of continence under normal circumstances. 

Difficulties with passing urine are common in older people, men and women.  In particular, difficulties with starting, stopping and dribbling after passing urine are symptoms of an enlarged prostate gland in men.  These problems are nearly always associated with frequency of passing urine (particularly more than three times during the night) and poor urine flow, with the person saying that the urine tends to ‘trickle’, and that they have difficulty controlling the flow.  If the prostate gland becomes very large, it can block the outflow from the bladder, causing chronic retention of urine.  People with these problems pass small volumes of urine very frequently, and in the worse cases they can become quite ill because of stretching of the bladder to accommodate the retained urine and back pressure on the kidneys.  In extreme cases, they develop a complete blockage of the outflow, go into acute retention of urine and need immediate hospital admission.

Potentially Reversible Causes of Incontinence

The treatment of incontinence will likely improve not only incontinence but functional status and quality of life to a remarkable degree.  Most causes can be identified by a nurse.  The eight potentially easily reversible causes of incontinence can be recalled with the mnemonic DIAPPERS (see below).  Only in the client who both has no memory recall and is bedbound, is it unlikely that identification and treatment of the causative factors of incontinence will be beneficial. Also because of the high prevalence of urinary obstruction due to an enlarged prostate gland in older men, they should be scheduled to see an appropriate health professional for evaluation.

Delirium — [D of DIAPPERS]
The delirious client is less aware of the need to void or where to find the toilet. Incontinence will usually abate with proper diagnosis and treatment. (See CAP on Cognition.)

Infection of the Urinary Tract — [I of DIAPPERS]
Urinary tract infections are especially common causes of incontinence, especially when of new onset. Pain on urination and a sense of urgency may prevent the elder from reaching the bathroom in a timely manner.  Most such infections are easily treated.

Atrophic Urethritis or Vaginitis — [A of DIAPPERS]
Atrophic urethritis, often associated with concurrent vaginitis, is very common in older women. They often complain of dryness and itching in the perineum as well as pain on urination and urgency. Elders suffering from dementia may appear agitated.  Both disorders are readily treated by estrogen administered either orally or locally. 

Pharmaceuticals — [P of DIAPPERS]
ALL medications need to be reviewed in order to identify the many agents (both prescribed and over-the-counter) that can cause or exacerbate incontinence. Included herein are sedatives, diuretics, antidepressants, antihistamines, antipsychotics, calcium-channel blockers, ACE inhibitors, among others. Each medicine which might be contributing, should be evaluated, both with respect to its need and the dose required.

•  Sedatives depress the central nervous system making the client unaware of the need to void.  Cautious tapering to avoid rebound of anxiety or depression can be helpful.

•  Diuretics leading to a brisk diuresis can induce polyuria, urgency, thereby overwhelming the ability to get to the toilet on time.  Non-medication alternatives (e.g., salt restrictions, gradient stockings, leg elevation), or slower acting diuretics (if they can be used) can be helpful.

•  Anticholinergic agents taken for the management of psychiatric symptoms, insomnia, colds, itchiness, etc., can result in urinary retention and overflow incontinence.  Some can be terminated (no longer needed), others can be switched.

•  Alpha-adrenergic agents can result in altered sphincter tone.  For women, a different type of antihypertensive medication can be considered (e.g., ACE inhibitors).  For men with a large prostate, combination drugs can be a problem since many contain strong alpha agonists.

•  ACE inhibitors can produce a cough that can exacerbate stress incontinence.  If it cannot be controlled, switching to other agents can be considered.

Psychological — [P of DIAPPERS]
Depression may be a factor in urinary inconti​nence (See Depression CAP).  When present, assume that motivation to stay dry is a problem.  A prompted voiding program can be initiated and a psychosocial consultation initiated.

Excess Urine Production — [E of DIAPPERS]
Excess urine production may contribute to incontinence.  Many clients will be identified with a large urine production over a fairly short period of time, especially at night, when the client will report needing to get up to pass urine three or more times.   There are many causes of excess urine production, and physician consultation is required in this area.  
Restricted Mobility — [R of DIAPPERS]
The toilet may be too distant, especially for a client who does not get adequate warning of the need to void. Arthritis, poor eyesight, Parkinson's disease, and orthostatic hypotension may contribute to the difficulty of reaching a bathroom.  Difficulty getting out of a chair or bed may be the sole cause of incontinence.  A commode placed closer to the elder and scheduled toileting can often help considerably.  To remain continent, clients may also require more family support such as more timely responses to requests for assistance.

Stool Impaction — [S of DIAPPERS]
Clients with constipation or stool impaction may have fecal incontinence as well, due to complex interactions in the spinal cord and pelvis. When impaction is the primary cause, disimpaction usually restores continence (see Bowel CAP).

Catheterization  

Indications for an indwelling catheter include coma, terminal illness, a stage 3 or 4 pressure ulcer in an area likely to be affected by incontinence, untreatable urethral blockage, and a history of being unable to void after having a catheter removed in the past. Even when these serious conditions exist, other means may be available to manage the individual’s care. Physician involvement is mandatory under these circumstances. 

Serious Conditions That Accompany or Cause Incontinence  

After the above causes of easily treatable incontinence have been eliminated and the most serious underlying conditions have been investigated, for the concerned patient a further referral is possible.  This evaluation will need to be made by a physician.  The physician will review how the bladder and urethra (the “tube” from the bladder to the outside) are functioning. Sometimes the bladder is unable to contract when it should and urine overflows (underactive bladder), and in other cases it contracts inappropriately (uninhibited bladder).  Similarly the urethra may be unable to close tight enough to prevent urine from leaking out or it may be blocked (e.g., a large prostate).  By doing a “stress test” and measuring the amount of urine that remains in the bladder after voiding (Post Void Residual-PVR), these conditions can be separated: the uninhibited bladder generally has little residual urine (<100 ml) and a negative stress test, while the atonic bladder has a much higher residual (> 400 ml).  Women with stress incontinence (it is rare in men) have < 100 ml residual urine and a positive stress test.  Men with a blocked urethra (rare in women) have > 100 ml residual urine and a negative stress test.  Treatment can then be appropriately directed.

Not infrequently a serious condition such as a bladder cancer or bladder stones, prostate cancer, spinal cord or brain lesions may cause or accompany urinary incontinence.  Therefore, all persons with incontinence require a comprehensive evaluation.
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History of interRAI group and the Minimum Data Set (MDS)
Throughout the world people are living longer and the birth rate is falling.  The population of persons over the age of 65 is rapidly growing both in numbers and as a proportion of the whole. In most developed countries the increase is particularly striking for those aged 80 and older.  Improving the ability of the health care delivery system to respond to the needs of the growing population of elders in a fiscally responsible manner, is one of the greatest challenges of our times.

A team of geriatric academics and practicing doctors and clinicians from around the world formed a formal group called International Resident Assessment Instruments (“interRAI”) to meet this challenge.  The interRAI group was established to research the elderly population of all their member countries and to determine if there could be a series of questions, the answers to which, would determine the type of care the client should receive. (i.e. institutional, home care, community care, etc.)

From this research, the Minimum Data Set (“MDS”) was generated.  It is a questionnaire that is used exclusively in every nursing home in the United States to determine the current status of the client.  The answers are analyzed and the results give indicators, or “triggers” that let the clinician know in what areas the client requires corrective procedures.

The Minimum Data Set – Home Care (“MDS-HC”) has been designed to be a usable, useful client assessment instrument that will inform and guide comprehensive care planning in the current home care environment across the world.  It highlights function and quality of life and allows for appropriate referrals when necessary.  When used at multiple occasions, it provides the basis for an outcome-based assessment of the client’s response to program of care.  The MDS-HC is designed to reference client complexity and provision of service issues for clients in a post-hospital or hospital at home environment.

There have been extensive developmental activities leading to the items, definitions, care-planning protocols, and training materials that constitute the MDS-HC system.  Initial development focused on identifying areas of function, health, and social support that are common to the provision of home care of elders in developed countries.  Then interdisciplinary teams of clinicians, researchers, and educators developed a problem-oriented protocol for each pertinent area (the Client Assessment Protocols or CAPs).  This group identified items to screen home care clients for these conditions, adopting and tailoring items from the Nursing Home MDS where appropriate.  Finally, only those items that were crucial for identifying clients who either have, or are at risk for, one of the key problem conditions were selected.

In a series of stages, now extending over two versions of the MDS-HC, these items and definitions were reviewed by home care clinicians, inter-assessor item reliability levels have been established, and several necessary revisions agreed to.  At the same time teams of clinicians and researchers have developed and revised the 30 CAPs included in the MDS-HC system.

The following is a list of those CAPs, arranged by broad topic areas:

Adherence
IADL

ADL
Institutional Risk

Alcohol Abuse
Medication Management

Behavior
Nutrition

Bowel Management
Oral Health

Brittle Support
Pain

Cardio – Respiratory
Palliative Care

Cognition
Pressure Ulcers

Communication Disorders
Preventive Health

Dehydration
Psychotropic Drugs

Depression
Reduced Services

Elder Abuse
Skin And Foot

Environment
Social Function

Falls
Urinary Incontinence

Health Promotion
Visual Function

Appendix A
	Commonly Prescribed Medications by Category and by Brand (Generic)Antipsychotics/Neuroleptics

Clorazil (Clozapine)

Compazine (Procholreperazine)

Haldol (Haloperidol)

Inapsin (Droperidol)

Loxitane (Loxapine)

Mellaril (Thioridazine)

Moban (Molindone)

Navane (Thiothixene)

Orap (Pimozide)

Proxlixin (Fluphenazine)

Risperdal (Risperdone) Serentil (Mesoridazine)
Serlect (Sertindole)

Seroquel (quetiapine)

Stelazine (Trifuluoperazine)

Taractan (Chlorpromazine)

Tindal (Acetophenazine)

Trilafon (Perphenazine)

Vesprin (Triflupromazine)

Zyprexa (Olanzapine)

Antidepressants

Adapin (Doxepin)

Asendin (Amoxapine)

Aventyl (Nortriptyline)

Celexa (Citalopram)

Cylert (Pemoline)

Depakote (Valproc Acid)

Desyrel (Trazodone)

Dexedrine (Dextroamphetamine)

Effexor (Fenlafaxine)

Elavil (Amitriptyline)

Ludiomil (Maprotiline)

Luvox (Fluvoxamine)

Marplan (Isocarboxazid)

Nardil (Phenelzine)

Norpramin (Desipramine)

Pamelor (Nortriptyline)

Parnate (Tranylcypromine)

Paxil (Paroxetine)

Porzac (Fluxetine) 
	Remeron (Mirtazapine)

Ritalin (Methylphenidate)

Serzone (Nefazodone)

Sinequan (Doxepin)

Surmontil (Trimipramine)

Tegretol (Carbamazepine)

Tofranil (Imipramine)

Vivactil (Protriptyline)
Wellbutrin (Bupropion)

Zoloft (Sertraline)

Antianxiety
(Phenobarbital)

Amytal (Amobarbital)

Atarax (Hydroxyzine)

Ativan (Lorazepam)

Benadryl (Diphenhydramine)

Buspar (Buspirone)

Centrax (Prazepam)

Doriden (Glutethimide)

Equanil, Miltown (Meprobamate)

Librium (Chlordiazepoxide)

Noctec (Chloral Hydrate)

Noludar (Methyprylon)

Paxipam (Halazepam)

Serax (Oxazepam)

Tranxene (Chlorazepate)

Valium (Hydroxyzine)

Vistaril (Hydroxyzine)

Xanax (Alprazolam)

Hypnotics

Alurate (Aprobarbital)

Ambien (Zolpidem)

Dalmane (Flurqzepam)

Doral (Quazepam)

Halcion (Trizolam)

Nembutal (Pentobarbital)

Placidyl (Ethchlorvynol)

ProSom (Estazolam)

Restoril (Temazepam)

Seconal (Secobarbital)


� Note to Louisiana users: Sections of the MDS-HC that reference clarification provided by inter-RAI, or that contain Louisiana specific content, appear in text boxes containing the LA icon noted in this text box.

















� 2.  Case Record Number: Louisiana currently does not use this MDS-HC item.  Assessors must not use this field to enter Agency specific Case Record Number.














�  Social Security Number must be noted on the MDS-HC Face sheet and MDS-HC Form.














�  “NA’ is not an option for LA assessors. If unable to determine educational level, leave blank and enter note in MDS-HC Notebook.














�  “Complete at Intake Only” means that the items in this Section are completed only during the very first time the individual came into the OAAS system. 














�  “Date Case Opened/Reopened” is the date the client was assessed for the very first time for OAAS services.














�Louisiana Assessors must choose between codes 4 – 


Eligibility for home care, 5 - Day Care (ADHC), or 6 - Program for All-


Inclusive Care for the Elderly (PACE). Other codes in this section


are not currently used in LA.














�  Clarification: Prior Nursing Home Placement in one or more nursing homes at anytime during 5 years prior to the date of the current MDS-HC Assessment (i.e., 5 years prior to the date noted in the “Assessment Reference Date”, item 1 in Section A of the current MDS-HC). This is not 5 years prior to the very first MDS-HC date recorded in Section CC.1. - Date Case Opened/Reopened. Item #7 – Prior NH Placement,  MUST BE ASKED AND RESPONSE DOCUMENTED EACH TIME AN MDS-HC IS CONDUCTED.  














�  MDS-HC assessments are completed within specific programmatic timelines, as applicable. 














�Currently, LA uses only items 1. Initial Assessment,  2. *Follow-up Assessment, 


3. Routine Assessment at fixed intervals (Annual), and 6. Change in Status


*Note: Follow-up assessment choice is to be used when a second assessment is performed to ensure care plan services are adequate, & for repeat assessments to assure accuracy.














� In situations where the client is unable to express his/her thoughts about possible increased functional independence, refer to the MDS-HC manual.  The intent of this MDS-HC item is “to describe likelihood that client may have capacity for greater independence and involvement in his or her care.  It is important to identify the client’s and caregiver’s belief and assess prospects from current disease or condition.  The process instructions in the MDS-HC manual clearly direct the assessor to take all information into consideration, and to talk to caregivers.  What is their perception of client’s capacity?  Has functional performance recently changed?  What is the likelihood that client will recover from the current disease or condition?” In these situations, the assessor would use best professional judgment after all information, observations, etc. have been considered.  





The MDS-HC assessor will enter a note in the MDS-HC notebook documenting factors observed, supporting documentation, etc. that lead to “best professional judgment” code.








�


  J. 2. Other Current or More Detailed Diagnosis and ICD-9 Codes:





Diagnosis of Quadriplegia must be listed in this section with ICD-9 Code of *344 if present 


Diagnosis of Cerebral Palsy with ICD-9 Code of *343 must be listed in this section if present





Do not add any other #s to these codes (e.g., 344.2, 343.9) – Must be just 344, or 343, otherwise, proper RUGs score will not be allocated. 





Failure to include these diagnosis and related ICD-9 codes, exactly as described above, 


in Section J. 2. of MDS-HC will result in an incorrect RUGs Score! 





										


												





� Section K3. Mental Health F. Delusions G. Hallucinations: If the subject is non-responsive and staff is unable to assess whether he/she experiences delusions or hallucinations.  “Intent of Section K3. Is “To record specific problems or symptoms that affect or could affect the client’s health or functional status, and to identify risk factors for illness, accident and functional decline.” ( MDS-HC Manual). Process-Ask client, ask family, review available clinical record.”  ( MDS-HC Manual): Use professional judgment to arrive at proper code. 





If there is no observable, or documented evidence that the subject has experienced delusions or hallucinations during the past 3 day look back period-Code as “0”-No for both f. and g.  A note would be entered in MDS-HC notebook documenting factors observed, supporting documentation, etc.  that lead to the “best professional judgment” code.








� Volunteer services would be considered formal support if supervised by an agency – code under P.1.E.  





Choose P1.a Home health aides, for both Personal Assistance Services (PAS), Personal Care Assistant (PCA), AND Home Health Aide Services. Choose Home making services for Council on Aging CHORE services. 








� P.2.c. Clarification: Section P.2.c is for formal paid services only; the respiratory treatment includes procedures that must be provided by a “qualified professional”. The intent is for skilled services provided by licensed personnel, not activities that the person or caregiver has been trained to carry out.





If a family member is a registered health care professional and performing nebulizer treatments, this constitutes care by a non-paid family member and would not be captured in section P.2.c.Time spent performing this task would be counted in Section G3.











											


												








�P.2.m Tracheostomy care- “includes cleansing of tracheostomy and cannula.”  Some PCA workers (with appropriate Physician Delegation authorization) and family members routinely provide this type of care.  In Section P1, include the time any PCA workers spent performing this task, but do not include the time of (unpaid) family members.  Their time spent performing this task would be counted in Section G3  





 











� P2z.  Special Diet-nutritionally supplemented or mechanically altered diet.  This section should be coded for ANY special diet (e.g., Diabetic Diet, Salt-Free diet, etc.).  





											


												








� Clarification: The definition of ostomy is a follows:  a surgically formed artificial opening that serves as the exit site to connections from the bowel, intestine, or urinary system to outside the body.” This would be inclusive of a colostomy, uterostomy, ileostomy or a gastrostomy.  





A PEG tube would be captured under section L.2d. Enteral tube feeding, this includes tube feedings via gastrostomy and jejunostomy tubes.  This would not be coded in Section P.3.d.





� Code Pain Pumps and Insulin Pumps under #5 – SQ. Do not code as 4. IV.








� 


The MDS-HC completion date entered in Section R1c must not be more than 3 days from the Assessment Reference Date entered in Section A.1. of the MDS-HC. 





Section R1d.-i. under “Other Signatures” are to record the name, title, section(s), and date that other trained and qualified MDS-HC assessors completed the MDS-HC (e.g., newly trained MDS-HC assessor is accompanied by his/her supervisors who completes some sections of the MDS-HC, while newly trained assessor completes the bulk of the assessment. In this case, the newly trained assessor’s name and title would be entered in Section R1a. and R1b., respectively, while the supervisor’s Name, Title, Section(s) and Date of MDS-HC he/she completed would be entered in Section R1d.). DO NOT include the name(s) of the client, and/or name(s) of individuals who participated in the care planning process in this section of the MDS-HC.    

















� Dr. Hirdes’ work on this CAP was supported through a Population Health Fund grant from Health Canada and Providence Centere Foundation. 
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