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Workshop Rules

Morning & After Lunch Sign-In
Turn off all mobile phones, or set them to vibrate
Restrooms/Breaks/Smoking Areas

Must stay for full training to receive MDS-HC Certificate
and Assessor Registration Number

Use index cards to jot down questions

Complete and return Evaluation Form at conclusion of
training

Enjoy The Workshop

01/25/10

TRAINING OBJECTIVES

Upon completion of this training, participants will be
able to:

Provide an overview of the RAI-MDS/HC, &
explain its various components, uses, & benefits

Demonstrate familiarity with the RAI-Home Care
(RAI-HC) Assessment Manual for Version 2.0 ©
MDS-HC forms, terminology, and coding
guidelines
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Updated 01/25/10

TRAINING OBJECTIVES (continued)

Demonstrate ability to accurately code sections of
the MDS-HC utilizing classroom Case Studies

List common coding errors and ways to avoid
them

Describe ways to improve proficiency in
completion of MDS-HC assessments

List State Agency contact information for on-going
technical assistance and support

01/25/10

BURDEN or BENEFIT?

“Information is a source of
learning. But unless it is
organized, processed, and
available to the right people
in a format for decision
making, it is a burden, not a
benefit.”

William Pollard - Business Leader, Author, Ethicist

01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

Resident
Assessment
Instrument (RAI)
Assessment/
Minimum Data Set-
Home Care (MDS-
HC)
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RAI/MDS-HC

Structured approach for applying a
problem identification process in Long
Term Care

Provides a comprehensive, accurate,
standardized, reproducible assessment
of a client’s functional status, strengths,
& weaknesses,

01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

RAI/MDS-HC:

Validity & Reliability Tested

MDS Target groups include older adults and
people with disabilities or chronic diseases

01/25/10

InterRAI

International group of 40+ researchers and
clinicians

Registered as not-for-profit corporation;
owns international copyright on RAI
instruments

Conducts multinational collaborative

research to develop, implement and evaluate
the instruments and their related applications

01/25/10
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Components of the MDS System
Minimum Data Set assessment form
Client Assessment protocols (CAPs

trigger issues to review in developing
client’s care plan)

01/25/10

Components of the MDS System

d  Resource Utilization Groups (RUGS):
case mix system of groups with
homogeneous resource requirements

01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10
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Key Outcome Scales

Cognitive Performance Scale (CPS)
Depression Rating Scale (DRS)
Activities of Daily Living (ADL)
Performance Scales

Instrumental Activities of Daily
Living (IADL)

\YIDNE [

Uses all possible sources of
information such as client,
formal/informal caregivers,
physician, medical record, etc.

Trained assessors decide when
sources are inconsistent, and when
more information is needed to code
each item appropriately (use best
clinical judgment)
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DHH/Office of Aging and Adult Services (OAAS)

Applications of MDS-HC

Funding

Care Plan Case-Mix Algorithm

(RUG-III/HC)

Evaluate

Best Practices ASSESSMENT Prevent

Gaming

Outcome Measures Quality Indicators

Quality Improvement
Accreditation

01/25/10

MDS-HC Benefits

For the .

Total assessment that focuses on needs
and capabilities (e.g., what can the
person do for him/herself)

Flags potential problems and benefits
Monitors existing risk factors

01/25/10

Updated 01/25/10


..\..\..\..\Documents and Settings\Pavilion 8575c\Local Settings\Temporary Internet Files\Local Settings\Program Files\TurningPoint\2003\Questions.html
..\..\..\..\Documents and Settings\Pavilion 8575c\Local Settings\Temporary Internet Files\Local Settings\Program Files\TurningPoint\2003\Questions.html
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MDS-HC Benefits

For care

Provides common language
Provides evidence-based knowledge
Guides the care planning process

Provides baselines that can be used to
monitor progress

01/25/10

MDS-HC Benefits

For

Provides consistent information that can
be used for identification of problem
areas, things that are working

Identifies training needs,

Focuses planning, and resource allocation
efforts
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Why do the MDS-HC?

Official assessment tool in Louisiana
for individuals elderly and disabled
adults seeking HCBS Long Term Care
Services

Mandatory requirement

When is a MDS-HC Assessment
Completed?

Upon initial assessment

When there is a Significant Change
in the person’s status (Status Change)

Annual Reassessment

10



DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10

Who may Complete an MDS-HC

Assessment?

Only individuals who have been trained
by DHH/OAAS on the MDS-HC
assessment process may complete
MDS-HC assessments. MDS-HC
assessments completed by untrained
staff will be considered invalid. On-
going assessor proficiency will be
continually monitored by the OAAS in
order to assure assessment accuracy,
quality care planning, and appropriate
resource allocation.

01/25/10

Review of
MDS-HC
Manual

01/25/10
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MDS-HC Manual — Chapter 3

W  Chapter 3 Item-by-Item Review provides
the authoritative instructions for
completing each MDS-HC item

MDS-HC Assessors are responsible for
reading, studying, and familiarizing
themselves with all sections of the
MDS-HC Manual, & other reference
materials as indicated by the OAAS

01/25/10

Standard Format for MDS-HC Items

Facilitates completion of MDS-HC
assessment and ensures consistent
interpretation of items

01/25/10

Updated 01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

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.

(Find & read an example of “Intent” item
in MDS-HC Manual)

01/25/10

Definition

Explanation of key terms

(Find & read an example of “Definition”
item in MDS-HC Manual)

01/25/10

Updated 01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

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

(Find & read an example of “Process” in
MDS-HC Manual)

01/25/10

Coding

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

(Find & read an example of “Coding” item in
MDS-HC Manual)

01/25/10

Updated 01/25/10
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Basic
Principles of
MDS-HC

(See page 17 of
MDS-HC Manual)

01/25/10
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Ordering the MDS-HC Assessment

consider the order in which the
items in the assessment will be
addressed

consider client’s cognitive status and
communication skills

no one “right order” in which the
MDS-HC sections should be
addressed

15
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\V/IDNE (@
Forms
Review &
Sample
Completion
Activity
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MDS-HC Face Sheet Overview

The Face Sheet is used to
prer— “create” the client record in

e e e TeleSys and is established one

T R time only at the point of the
Bl  Clicnt's initial contact. The

e | T Face Sheet should be

[—TD routinely reviewed to assure
all demographic info. is
current. If updates are made
to Face Sheet, enter a note in
the automated, TeleSys
“Notes Box” indicating

change(s) made.

ngg |B- Medcakt Numder {*1" fpendig. "I nct  Medcald recilent
o Frtate Insuranes Numiver and Name
4. Veterans Adminsiration Numer
. Madcare pumter | o camparatie ralrasg ngurance o

CCK

01/25/10
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*1. If client has no middle initial,

*2.

*3

MDS-HC Face Sheet - Section A.

leave 1c. Blank

Case Record No. —
Leave blank

Government Pension
& Health Insurance #s:

a. SSN

b. Medicaid # (leave blank

if no #)

c. Private Insurance #
d. Veterans Admin. #
e. Medicare #

f. Card Control Number

01/25/10

CLIENT FAGE SHEET

‘The Cizn Faze $heet oonfalng fundamantal Information aout the wlient.
In the faoe cheet nat an actark ¥
R ——

nextto

A, NAME AND ID NUMBERS

1. (Lastamiy Name) b (Frethame)

n b. Medicald Number { *1* f pending. "I° I not a Medicald reciplent

0. Frhate Insuranc: & Numioes and Name

. Veterans Administraion Number

. Medcare pumter | o camparatie ralrasg ngurance numoes

CCN

MDS-HC Face Sheet - Section B.

First Level: Select
appropriate response

Second Level: Region
Client resides in

Third Level: *Agency
Specific Code

Fifth Level: Where MDS-

HC Assessment was
conducted

Fourth Level: Assessor
Initials

01/25/10

B. ASSIGH ORGANIZATIONAL LEVELS RESPONSIBLE FOR CLIENT
Program Name/Zenice

0. Unassigned & LTRCE
. ADHC 6 PA3

1EDA 7. PACE
1 FCA 8 ARCP
4 FFER 3 N

Reghan Numder
Case ManapemendFrogam Agenzy
MOSHC Assessar

Where Conducted

1. Home 5. PACE
2. Kursing Home 6. ADHC
1, Hsphy 7. ARCP
4. ICF00 8. Teisphone

*Agency Specific Code is
assigned by OAAS at the

point of “linkage” to a Support
Coordination Agency/Contractors

DO NOT CHANGE/DELETE
THIS CODE! 3

17
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MDS-HC Face Sheet - Section C.

Gender:
1. Male, 2. Female

Birthdate: Take special care to
record & enter correct birthdate

Race/Ethnicity:

0. No, 1. Yes

Marital Status:

Language: Primary Language
Education: If completed

“Special Ed”, code 2. 8" grade
or less

Responsibility/Advanced
Directives: 0. No, 1. Yes —
a. Client has a legal guardian

b. Client has advanced

directives in place
01/25/10

C. PERSONAL INFORMATION

1 Femye

Marih ] ear
1. 1.8 | Anmer L}
Face: o Malhe Hawalan o o
) e— Fazhi ander
Hasean hathe & Wl

b s
Bty

0. Black/ Atlzan Amer £ Hepanlzerlathng

Markal 1. Newer married 3. Widowed £ Divorced
it 1. Mameg £ Zanaraled E. Ot

Language | Frimary Lanquage
0. Engleh 1, Goanish 2 French 31 Oher

Eduafion | 1. 2choalng £, Tachmical or fraze scnz
2 hrateariess . 3ome collps

18-gude 7. Bacralrs cagrss
4. Hgh ssheal 8. Craguate degres

.| Reepanel. | (Goce tor rsansinliiagvancad drectees)

ey !
0.No 1.Ye

Advanoed

Divoties | & Clenthaslegal gardan

b, Clentnas acvancas easiza drnciyes npace.
lr exarpie, 8 40 not hasplakze order)

MDS-HC Face Sheet
Sectlon D. (Complete at Intake Only)

Date Case Opened/Reopened

If this date is filled in at time of
your assessment — Leave date
as is.

*2 Reason for Referral:
*Choose from the following codes

only:
4. Eligibility for home care
5. Day Care (ADHC)
6. Other (PACE)
*Goals of Care: 0. No., 1. Yes

(Code the client/family
understanding of goals of care)

*4  Time since Last Hospital Stay

(Code for most recent instance
in Last 180 days)

0. GOALS{REFERRAL TEWS (Compesd af ke O

Monfh Cay Year
Fesion | 1. Posthosplal cae 4 Eigbiltyorhome cxye

2, Communiy chrori: cane 5, Dy Care
Rafarral | 3, Home placement srean 6. Cther
o for cllentfamlly understanding of goals of care)
Lo 1.¥s | Angier All )
1. Bl rarsing ements o, Clenitamly eguealon

b, Merifang b aved o Famlyresple
camglcaicns

1. Renablitin 1. Pallgive cye

Time sice dacharoe fom st it seting
(Caade for most recont instanoe in LAST 180 DAYE)

0, Mo hospltalzatir witln 180 day 3, Wirln 1510 30 o3
1, 1Wihin st weak £ Hore dan 30 dar e
LW &% 14 ds

*Louisiana does not use other
codes noted in MDS-HC Manual
for this section!

18
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MDS-HC Face Sheet
Section D. (Complete at Intake Only)

*5 Where Lived At T|me Of REferraI W Whare 1. Prtvate home!apt. whh na hame care senilces
Lived &t

H 1. Prtvate hame/apt. whh hame care senikces
(COde approprlate ly) 3. Board and care [ asstted Iveg  (CFDD

Who Lived With At Referral £ e

5, Oher
(code appropriately) o gy

2. Lhved whih spouse anfy
3. Lived whih spouse and ofherfs)
&, Lbied wiih chiid inot spouse)
Prior NH Placement (Resided in £ ein pap e bt
anu I'SI ng hOIT]e at anytl me d u I'I ng Resded mr:mnnn:mutanﬂm:nunn EYEARY prir o
e apenkg

5 year period ) : La_

Moved fo cument residence wibin last bwo years

0. No, 1. Yes l 1Mo 1.9

Residential History: Moved to
current residence within last two
years:

0. No, 1. Yes

01/25/10

MDS-HC Face Sheet - Section D.

9. Denial Date (Used by

OAAS Nursing Facility

Admissions Unit only. Not D e
currently used by HCBS ey coe g
programs)

Reasans for deniat

10. Denial Reason (Used by

OAAS Nursing Facility
Admissions Unit only. Not
currently used by HCBS
programs)

01/25/10

Updated 01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

MDS-HC Face Sheet -

Client Contact Info.
(Complete as Indicated).
Check this section to
assure all contact
information is current. If
update/correction is
warranted, the
SC/Assessor makes
correction, and places a
note in the Face Sheet
“‘Note Box” in TeleSys
indicating corrections

/changes made.

01/25/10

MDS-HC Face Sheet -

Emergency Contact Info.
(Complete as Indicated).
Check this section to assure
all contact information is
current. If update/correction
is warranted, the
SC/Assessor makes
correction, and place a note
in the Face Sheet “Note
Box” in TeleSys indicating
corrections

/changes made.

3. Physician Contact Info.

(Same as above)

01/25/10

Section E.

E. CONTACT INFORMATIOH

h FagerTel
| Eddal:
k. Directions:
I, Fazlity

m. Fars

Malling Ageress If Difterent From Frimary Adarses
n. N

0. Address 1;
B Aduness 2:

L

Section E.

b, Andress 1

0. Atiess 2

i oy

0 Home Tat

| FagerTat

I Emall

3. Nere

b. Andress 1

0. Atress 2

d. Gty . B
0 Home Tat R Werk Tt
I FagerTet ) FaTe:

k. Emal

20
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MDS-HC Face Sheet - Section E.

Othar Typa ol Othar Contast
Coatant 1. Personal Represeniafive

4. Contact Info. P s

L Cunlr
4. Power of Afomey

(Complete as Indicated). e
Check this section to assure —

all contact information is o

current. If update/correction n“““ -
is warranted, SC/Assessor , :T. n —
makes correction, and place - oE 2=
a note in the Face Sheet

“‘Note Box” in TeleSys

indicating

corrections/changes made.

k. Emal

01/25/10

MDS-HC Form
Section Review

- ‘\‘ ‘T
Y

L i M w

01/25/10

Updated 01/25/10



DHH/Office of Aging and Adult Services (OAAS)

1 Namsal
Gt

R
KegerD
Ha.

1 Bovem.
mant
Pansian

MDS-HC Form (6 pages)

MINIMUM DATA SET - HOME CARE (MD3-HC)

Unlees oéherwics nated, caore for laed 4 daye
Examples of axoaptians Inalude \ADLE | Gonbinenos | Servioss | Trasimants
whare clatis coarsd over st 7 day

SECTICH A%, NAME &HD IDENTIFICATION NUMBERS

4. {LastFanly Name] b, iFretNams) & (Mccle Nae)

& [Faralon {Bochal Becurlty) Number

Ang Hean

Ingurancg

01/25/1

b. Healf: Insurance rmber of iher comparabie Isurznce number)

0

Section AA. Name

MINIMUM DATA SET - HOME CARE (MDS-HC)
Unings oiherwiss noted, Gaare for last 3 days

Examplac of exoaptions Inoluds 1ADLe | Continenas | Sarvioss | Treatments

1 Hameof
Cleat

13 Caes
He0er
K.

1 Ooem.
mani
Pargian

ang sean

Inkrance

HUmDAT

whae it coored over lact 7 daye

SECTION A& NAME 2ND IDENTIFICATION NUMBERS

& (LastFamily Name) b. (Frst Name} 0. (Middl Name)

a. Penslon (Bachal Securtty) Number

b HeaMh Insurance pumEer (of other comparacie sUIaRce number)

01/25/10

Updated 01/25/10

The MDS-HC
assessment form is
used to collect
information for items

in Section AA—R.

and is completed by the

trained SC/Assessor

upon Initial, Annual,
enrollment/re-enrollment,
And when a Significant
Change in the client’s physical
functioning occurs.

& ldentification Number

Items on Client Face Sheet

that are designated with and

asterisk (*) next to the Section number
Are automatically populated

into this section of MDS-HC
Assessment form. If this section

of MDS-HC is blank = DO NOT

LEAVE items that should be populated
BLANK — Go to Face

Sheet and enter information for

the very first ever MDS-HC
assessment in TeleSys. This will
ensure that information designated
with an asterisk have only been
collected at INTAKE ONLY. Check all
information in this section for accuracy
(e.g., name spelled correctly, SSN #
correct, etc.)

22
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Section BB. Name & Identification Number
(Complete at Intake Only)

SECTION BE. PERSONAL TEMS (Complste at Intaka Only)

1. Male 1 Famae

Items on Client Face
v Sheet that are

Raos | .o .Y [ Angwer Al | . g
= o Nmeiarm o designated with and
4. Amercan indan’

i e asterisk (*) next to the

b. Askn
Bty _
0. Slack | Alrican Amer 1. Hispank or Lafing Sectlon number are

Harkal 1. Nevar mamisd 3 Widowed £ Divoread .
s | 2.hared & e . Other A utomatic al | y
Language Frimary Language

Lok f.Goweh Lenmh 0he popu lated

Edueation | 1. No 3chaaing £, Technical ortrace schod

Moot |2 Enerad ariess £ 2ome coleoe into this section of

Leve! 3811 grages 7. Barheiors cagre:
Compieted) | 4. Hgh schaal & Graduale degrez

. Racpongl- [Cade for responsibliviadvances cirecthes) M D S = H C A S S eS S m e n t

WO g e 192

il PRrr——— form. Check information

" e s for accuracy.

01/25/10

Section CC. Name & Identification Number
(Complete at Intake Only)

SECTION CC. REFERRAL TENS (Camplted fInfaka Only Items on Client Face Sheet
ey that are designated with and
— - - asterisk (*) next to the Section number

Raagon 1, Pasthesphyl care 4, Elgtitty for home cye
o | ot e i Are automatically populated
Godc O | (Coos for clenttarly uncerstaning o goxs of care)

oy s Fr— into this section of MDS-HC

& 3klied nreng ety . Clenutamiy ecucatien

Assessment form. If this section
b, Merltoring o aveid 0. Family respile:
i of MDS-HC is blank = DO NOT

0. Rengditaton L Falialie ce

Timeainoy | Time since decharae fom gt aten aeking LEAVE items that should be oulated

(Code for mast recent instance in LAST 180 DAYS)

et . e e BLANK - Go to Face

1. Wihin £ 1o 14 gays - _ .

S P Tamcar i e v Sheet and enter information for
1. Private homeiapt. with home care sendces

3Bt and caeiabed g raup hame the very first ever MDS-HC

wemima | £ Nursing name
<. o

T FyTe—. assessment in TeleSys. This will
With At 2, Liing with spowss anty

Rl | 3L i s nd e ensure that information designated

£ L with chid (ot spouse)

F it homs el st with an asterisk have only been
A et collected at INTAKE ONLY. Check all
R T information in this section for accuracy

L. (e.g., name spelled correctly, SSN #
correct, etc.)

01/25/10

Updated 01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

Section A. Assessment Information

Dot of accacemant

Marin Dy

Topt ol scamant

1, Ikl Agpagzment

3 Pl assessment

3 Roulie assessment ot faed rienvals

£ ey within 30-day parkd pricrt dscharge from program
5. Rewiei at retum from heshe

£, Change b sialus
7. Olher

Aecacemant

1 The | Hursherofdays or monthe untl nestaccasemart s s
Ta Nt

0 Foloh o asassment ol requred
ArGARGmAN

1 N £ S mons

1 Bdys £, §morifs
1 fdys 1. mats

4 & manfy Eipa

01/25/10

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 requires a 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.

Section A. Assessment Information

Tipe al esscemnt

1, Inal Agzegsmast

3 Feliotup 2sassiment

3, Raulpe assezsment ot ved pizrvds

&, Reyi it 35hay period prio o dchinge rm pgram
& Review af reum o Posplal

£, Change i stais

7.0

Aagssemant

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.

01/25/10

The following Definitions

describe the only codes
currently used in Louisiana:

1. Initial assessment. Assessment
should be completed within
nrogram guidelines

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).

6. Change in status (Significant
Change): 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. 48
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DHH/Office of Aging and Adult Services (OAAS)

Section B. Cognitive Patterns (MDS-HC Manual
page 31)

01/25/10

Updated 01/25/10

Section B. Cognitive Patterns (wvps-tc page 31)

SECTION B. COGNITIVE PATTERNS

{Cade for recall of what was leamed or known )
0 Memory 0K 1. Wemory proclem

8. Short-temn memery 0K - sezmalappears o recal aher S min.

b. Frocedural memary O - Can certorm all or simast ol sheps
8 MUBtasE sEqu8nce wihautcoes for ntian

8. How wel clant made daclsions about oraanizing e dav

{ &.0. when fa 0t up or have meuis, which ciothes i wear

aracthilies o de

0. (NDEFENDENT - Deciuions torslsientreasanatiasale

1. NODIFED INDEFENTENCE -~ Zome difficully In mew
whiathons only

2. MINIALLY IMPAIRED - In seechc shustons. dxcisons o
poor | ursale and Cuss/EupArHEn Neaded at hass tmes

3. WODERTELY MPARED - Dectslon consstentty paor or
Unzafe cuss/supentzion requied at ol mes

&, SEVERELY PAIRED - Neverirarely made dechlons

. Wiorsening of declsion making a5 comoared b status B0
DAY ABO (| o snce last assessmant f less fnan 50 oyt |

0.hg 1Yes

. 2utdan of e chance i mansalncten 1 LAIT 7 DAYS
1 Inclading ablf fo av atfention. awarenzss of surmcundings,
being coherent, unpredictable variafion over cowrse of day )
oNe 1¥es
AT 80 DAYA! orsice last assessment ff lass fhan
50 cavs 1. clent has become aalated or darienied such fhat
thair safety s encergered o they require proszetion by others

0o 1.Yes
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1. Memory /Recall Ability

Intent:

To determine the client's functional
capacity to remember recent events
(i.e., short-term memory).

a. Short Term Memory

Process: Ask client to tell you what
he/she had for breakfast, when last
pain medication was taken (validate
with information from
family/friends, use observation
skills). Use structured 3 item
recollection question (see example
on page 31 of MDS-HC Manual)
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Section B. Cognitive Patterns

1. a. short-term memory (see page 31 MDS-HC Manual)

Examples

Ask the client to describe the breakfast meal or an activity just completed.

Coding Exercise:
Mrs. A was able to
recall only 2 of 3

Ask the client to remember three items (e.q., book, watch, table) for a few minutes. items after 5

Aiteryou have stated all three items, ask the client to repeat them (to verify that you minutes. How would
were heard and understood). Then proceed to talk about something else — do not
be silent, do not leave the room. In five minutes, ask the client to repeat the name
of each item. If the client is unable to recall all three items, code "1."

you code B. 1. A
Short Term

Memory?

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

01/25/10

0 = Memory Ok
1= Memory Problem
CODE:

Section B. Cognitive Patterns

1. Memory/Recall Ability
b. Procedural Memory

2. This item refers to the
cognitive ability to
perform sequential
activities. For example
dressing, fixing a cup or
coffee, etc. Client must
remember to perform all
or most all of the steps in
order to score a “0”
Memory Okay.

01/25/10

Coding Exercise:

Mr. B indicated that he fixes
a cup of coffee every
morning for breakfast, but
he was unable to recall any
of the steps past putting
water in the coffee pot.
How would you code this
section B. 1. b.

Procedural Memory?

0 = Memory Ok
1= Memory Problem
Code:

26



DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10

Section B. Cognitive Patterns

2. Cognitive Skills for Daily Decision-Making

Intent:

To record the client's actual performance in
making everyday decisions about the tasks or
activities of daily living. This item is especially
important for further assessment and care planning
in that it 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.

01/25/10

Section B. Cognitive Patterns

2. Cognitive Skills for Daily Decision-Making
(see page 33 MDS-HC Manual)

a. How well client made decisions about
organizing the day.

Examples

Chaosing 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 limitations in regulating the day's events
(e.g., asks for help when necessary): making the corract decision conceming how
to go out of house; acknowledging need fo use a walker, and using it faithfully.

01/25/10

27



DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10

Sectio n B . Cog n itive Patte rn S (see page 33 & 34 MDS-HC Manual)

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

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

— The client's decisions were consistent, reasonable, and safe
(reflecting lifestyle, culture, values); the client organized daily routine and
made decisions in a consistent, reasonable, and organized fashion.
— 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.
— In specific situations, decisions become poor or

unsafe and cues/supervision necessary at those times.

- The client's decisions were consistently poor or
unsafe; the client required reminders, cues, and supervision in planning,
organizing, and correcting daily routines at all times.

— The client's decision-making was severely impaired;

the client never (or rarely) made decisions.

01/25/10

Section B. Cognitive Patterns

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

Coding Exercise:

Mrs. C. manages her daily routine well if she is in her own

home, but her daughter reports that she becomes very flustered and forgetful
when she is out of her home. Mrs. C’s daughter reported that Ms. C forgets to
use her walker when she goes to the doctor’s office, or when she goes to
grocery store. As a result, Mrs. C has almost fallen during those times. Mrs. C’s
daughter has to provide cues alerting her mother to use her walker, as well as
supervision to prevent her mother from falling during visits to doctor’s office, or
when they are at the grocery store.

How would you code this item for Mrs. C?

.2a.

01/25/10
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Section B. Cognitive Patterns

2. Cognitive Skills for Daily
Decision-Making:

b. Worsening of decision making as
compared to status of 90 days ago (or since

last assessment if less than 90 days)

Coding Exercise:

Mrs. C.’s family reports that her decision making has become
worse as compared to 90 days ago. When asked to explain,
Mrs. C’s daughter stated that her mother always made sure
to use her walker, especially when going out of doors, but has
not done so since being released from the hospital for

treatment of pneumonia 2 months ago.

How would you code Section 2.b. for Mrs. C?

0. No
1. Yes
CODE:

01/25/10

Section B. Cognitive Patterns

3. Indicators of Delirium

dlosiors | 0. Sudden orre change ety uncion InLART 7 DAYE

u Delirium { Ichoding 2l f oo afenon. awareness of sumoundings,
heiny oberent, unprelcabe vaadon ver curse o day |

[ 1.¥88

b, LAST S0 DAY orshice st aspasmact s
S0y |, hent has became aataled or dsarntad s et
ey 5 encargered rhey ey et chers

0k 1.¥88

3. Indicators of Delirium
a. Sudden or new onset/change in
mental function

Intent: Mental function can vary over
the course of the day (e.g., sometimes
better, sometimes worse; the behavior
manifestation will be present while at
other times they will not be present).
Many treatable illnesses are manifested as
an acute confused state, and when present
this can be an important clinical marker
that should be evaluated.

01/25/10

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, or
subsequent to a recent hospitalization.
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 regardless of
what you believe the cause to be.
Code:

0=NO

1=Yes
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Section B. Cognitive Patterns

3. Indicators of Delirium

3.
b.

Changes in client behavior
such that his or her safety is
endangered.

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).

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

01/25/10

3 Indlosters | & Budden orrewcharae mesiafuncicn nLABT 7 DAY
OfDelium | ching aolk o cay atenion. auareness o mundings,
being conerert, unoredictable variadon over course of day |

0Mo A1

B, LART S0 DAY orshe ast sssestmert a5 fvan
50 cavs . chant has become: satated ordsorieriad such rat
i salely s endangered o the requle prdectin by others

1] 1.Y8
(See page 35 in MDS-HC Manual)

Case Example 1

Mrs. K is @ 92 year old widow of 30 years who has severe functional dependency
secondary fo 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 fowhat she s doing. For example, a meals instead of eafing as she usually
tid, 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. Altematively, Mrs. K has been waking upat
night believing itto be dayime. She has been calling, demanding to be taken fo 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 B. Definition of Delirium

Delirium or acute confusional state is a transient global
disorder of cognition. The condition is a medical
emergency associated with increased morbidity and
mortality rates. Early diagnosis and resolution of
symptoms are correlated with the most favorable
outcomes. Therefore, it must be treated as a medical
emergency. Delirium is not a disease but a syndrome with
multiple causes that result in a similar constellation of
symptoms. Delirium is defined as a transient, usually
reversible, cause of cerebral dysfunction and manifests
clinically with a wide range of neuropsychiatric
abnormalities. The clinical hallmarks are decreased
attention span and a waxing and waning type of

confusion.

01/25/10
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Section C. Communication Patterns (pg. 35)

SECTION C. COMMURICATIONHEARING PATTERNS

1. | Hearing

1 Wt hearing appiance fused |

0. HEARS ACEQUATELY - Nomal talk, T, phane, doarcell

1. MNMAL DIFFICLLTY — Whan nok In quist setting

3. HEARS IN SFECIAL SITUATIONS OMLY - Craakerhas i
acjust foral qualty and speak disfinctly

3. HIGHLY RIFAIRED - Abtance of usaful hearing

1 Haking
falt
Undsretad
|
(Expraceion)

{ Exgreseing information canient - howaver abie |

0. UNDERSTOOD - Exprasses leas withaut dffcuty

1. USLALLYUNDERETCOD - Cificulty finding wards or finshing.
thcughls, LT, 1 giien time, [Fte orno promping requred

1. OFTEN UNCERETOQC - DHticuly finding words or fnishing
thoughts, prompting usually requires

3. EOUETILES UNDERSTOOD - Ablity I3 limited to making
concrele requests

4. RARELY!NEVER UNCERSTOOD

1 Ay Te
Ungsr-
stnn
Otners.

|
iCompre.
henclon)

| Undersiands verbal informadion - howeier able |

0. UNDERSTANDS -~ Clear comprahansion

1. UZUALLY UNDERSTANDS - Misses partintent of message,
BT, comprehands most conversafion with [/ prompting

1. OFTEN UNCERSTANDE - Mlsses some cartintent of
message; wih prompding can ofen comprehend conversaion

3. SOMETIES UNDERSTANDS - Responds sdsquatsly fo
simple, diect communicaton

4. RARELY/NEVER UNCERSTANDE

4. Comeup-
non
Declng

Warsening In communizadon [ making sef undersioed of
undersianidng athers | 22 comased 1o sates ¢ BO DAVE AGD
{or sinze [ast assessment Fless than 50 days |

0.ho 178
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To evaluate the client's
ability to hear (with
environmental adjustments, if
necessary)

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.

Section C. Communication Patterns

(Refer to MDS-HC Manual pages 36-38 for Hearing coding options)

C. 1. Hearing Coding Exercise:
Mr. D.’s family reports that they often

have to slow down their speech, lower
their voice, and face Mr. D. in order

for him to hear what they are saying.
How would you code Mr. D for this item?

C. 1. Hearing:
(What types of information might you
include in the MDS-HC Note Book?)

01/25/10
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Section C. Communication Patterns (pg. 36)

SECTION C. COMMUNICATIONHEARING PATTERNS

1. Hearng

{th hearing apolance fused |

0. HEARS ACEQUATELY Mol tal, TV, phane, doarial

1. MWINAL DIFFICULTY —When not In quist setfing

1. HEARS [N GRECIAL SITUATIONS ONLY - Zeakerhas o
acjust teral qualty and speak datincty

3. HIBHLY IFAIRED - Abserce of usatul hearing

fall
Underetood

|
(Expracelon)

{ Eirassing iformatien confent - homeir abi |

0. UNDERSTOOD - Expragsas bieas without difcusy

1. USLMALLY UNDERSTOOD -~ Dificulty finding words or finishing
Thoughts, BUT, f gien e, e o i pramping requres

2. OFTEN UNDERETOOC - Dificuly finding werds or fnishing
noughts, promptng usually requires

3. EQUETIHES LNDERZTOOD - Anllty Is Iimiked by making
concrefe reguests

4. RARELY/KEVER UNGERETOOD

1 AyTe
Ungar-
surn
Otaare

|
(Compre-

{ Undersiands verbal information = however able )

0. UNDERSTANDS - Ciearcomprehension

1. USUALLY UNDERSTANDS - Misses partintent of message,
ELT, comprehans most conversation with Ittisina promoting

2. OFTEM UNDERETANDS - Misses some carntent of
maszage: with prompfing can oken comprehend canversaion

Intent: To document the
client’s ability to express or
communicate request,
needs, opinions, urgent
problems, and social
conversation, whether in
speech, writing, sign
language, or combination of

Benelon) |3 coUETINES UNDERSTANDS - Ssspends adsqusiey i
Srpie, direct communizatian
4. RARELY/ NEVER UNDERSTANDS

these (includes use of word
board or key board).

4 Commun- | Worsening In communlcadon | maki sef understoed of
L) understandng oihers | 2 comoared fo sietes o B0 DAYE AGD
s { of since [ast assessment Fless than 30 days |

| .M 1Y
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Section C. Communication Patterns
(Refer to MDS-HC Manual pages 36-38 for Hearing coding options)

C. 2. Making Self Understood (Expression
The assessor noted that Mr. D. sometimes had
trouble finding the right word during normal
conversation, but if given time, he was
eventually able to communicate his needs with
little or no prompting. How would you code
Mr. D. for this item?

C. 2. Making Self Understood:
(What types of information might you
include in the MDS-HC Note Book?)

01/25/10
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Section C. Communication Patterns (pg. 37)

SECTION C. COMMUNICATIONHEARING PATTERNS

1. Hearing | i Wthhearing amplance (fused |

0. HEARE ADEGUATELY - Normal fakk, TV, phone, doortell
1. MUNIMAL DIFRICLLTY ~ When net In quiet setting

1. HEARS [N SFECIAL SITUATIONE ONLY - Epaakerhas o

e Intent: To describe the client’s
2 Making | Exgressing ifermation content - hoeer abie | ablllty tO Comprehend Verbal

um::fm 1. NDERSTO0D - Expesees e whout sty . .
1. USLWLLY UNDERSTGOD - OMcully Snding words or finshing
I e il information whether
ERRRGEON) | 3 GTEN UNGERSTOOE - Db g werds r frishing

ot g s communicated to the client

1. SOMETIES UNDERSTOCD ~ Ably s limited to making

Py e orally, by writing, or in sign
L S Bt e language or Braille. This item

UNGH- | \NDERSTANDS - Ciar comprebensian
ura

o | S ACERT: e e measures not only the client’s

BUT, comprehands most conversafion with Ittieina prompting
2. OFTEN UNGERSTAND - Mlzses some carirtent of

e | e wbgeepy o e aners ability to hear messages but

Panclon) | 3 SouETHES UNDERSTANDS ~ Respends adeauiey b

i A also to process and
4. Commun. | Worsening In communlcadon { making sef undersioed o u n d e rstan d | an g u ag e .

) undrstandna cthers | 85 camoared 1o siates o 80 DAY AGD
osme { or since fast assessment F less than 30 days |
| 1K 1.Yes
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Section C. Communication Patterns
(Refer to MDS-HC Manual pages 36-38 for Hearing coding options)

C. 3. Ability to Understand Others

Mr. D. often misses part or intent of message,
but with prompting, he often comprehends the
conversation. How you code this item for Mr.
D.?

C. 3. Ability to Understand Others:

(What types of information might you
include in the MDS-HC Note Book?)

01/25/10
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Section C. Communication Patterns (pg. 38)

SECTION C. COMMUNICATIONHEARING PATTERNS

1. Hearlng

1 #ith hearing applance used )

0. HEARE ADEGUATELY - Normal fakk, TV, phone, doortell

1. MUNIMAL DIFRICLLTY ~ When net In quiet setting

1. HEARS [N SFECIAL SITUATIONE ONLY - Epaakerhas o
acjustfzeal qually and speak distircty

1. HIBHLY WPAIRED - Alrsance af usehd hearng

L Making
balf
Understood

|
(Expracelon

{ Expragsing lnrmation conieni - howeser abie |

0. UNDERETOOO - Expreseas ideas without dHicuty

1. USLWLLY UNDERSTGOD - OMcully Snding words or finshing
moughts, BUT, I giien me, e of o cromptng requred

1. OFTEN UNGERSTOOL — Dificuly fincing words or dnizhing
Thoughis, prompting usuall requires

1. SOMETIES LNDERSTOCD -~ Ablly s limibed to making
cancrele requests

4. RARELY/NEVER UNDERETOOD

1 AEyTe

| Ungerstands vertal Information = howeyer able |

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

Updated 01/25/10

UNGH- | \NDERSTANDS - Ciar comprebensian
D | g USLALLY UNDERSTANDS - Mises pametof messaga,
Qters BUT, zomprenencs most convarsaton wih IHieina prempling
! 1. OFTEN UNDERSTANOS -~ Wlzses some carinlent of
(Comare- st Wi oA can ofen comprahand conersaton
Panclon) | 3 SouETHES UNDERSTANDS ~ Respends adeauiey b
rple, drec communizatn
4. RARELY/ NEVER UNERETANDS

Warsering In communicadan { maki seF undersiood or
undrstandna cthers | 85 camoared 1o siates o 80 DAY AGD
{ or since fast assessment F less than 30 days |

1K 1.Yes
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Section C. Communication Patterns
(Refer to MDS-HC Manual pages 36-38 for Hearing coding options)

C. 4. Communication Decline Coding
Exercise:

Mr. D’s family indicated that his ability to
communicate diminished greatly after he
experienced a stroke 9 months ago, but
otherwise, his ability to make himself
understood or to understand others, has been
pretty consistent since that time. How would
you code Mr. D. in this area?

C 4. Communication Decline:
(What types of information might you include in the MDS-
HC Note Book?)

01/25/10 68
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Section D. Vision Patterns (pg. 38)

SECTIOND, VSN BATTERNS To record the client's visual
et et i abilities and limitations over the

0. ADEQUATE - Zees fne defall inciuding regular pint i

1 APAED fs et et past three days, assuming adequate
: ;:ﬂo:'{nl::ge‘nnrnl::d.wzo L s s li g htin g an d assistance of visual

newspaper hasdines, but can dentty cbjects . .
T IGHLY NFARED ~ Dtec enicsion  ueston it app liances , if used.

2 dpper i alom ctjects

4. SEVERELY IMPAIREL - Novision or sees only Ight, calors,
or shapes; eyes do not appear to folow cjecls

2. Vkusl | Saw s orros sround Ights, CUnsrs over £yes,
Limitation/ | arfasres f Ights

U | s

1 Vel | Nowngofvson s copwedbsiisol BODAYIAGD To evaluate the client's
Dsoing for since last assessment ! less than 30 days) o . .
wm ability to see close objects in
adequate lighting, using the client's
customary visual appliances for
close vision (e.g., glasses,

magnifying glass).

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

01/25/10

Section D. Vision Patterns (Refer to MDS-HC Manual page 39 — 41 for

Vision coding options)

D. 1. Vision Coding Exercise:
Mrs. E reports that she wears glasses, but that she accidently

stepped on them a few weeks ago and has not been able to get

to the eye doctor to have them replaced. She was unable to

read written materials when presented to her, but could identify

objects in her environment such as her bed, chair, slippers, etc.

Mrs. E reports sometimes seeing flashes of light and rings around lights.
Mrs. E’s son reported that recently (within last 2 months) he has noticed that
his mother has had trouble seeing dark colored objects. When asked, Mrs.
E denies any such problems. Assessor notices that Mrs. E is wearing one
black and one brown shoe. How would you code the following

items in Section D. for Mrs. E?

D 1. Vision

D 2. Visual Limitations/Difficulties: 0. No, 1. Yes

D 3. Vision Decline: 0. No, 1. Yes

01/25/10
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Section D. Vision Patterns (pg. 38 - 40)

SECTIOND. VISIOH PATTERNS

Viclen (ABiRty fo see i adequate Kbt and wih glasses f usad)

0. ADEQUATE - Zees fne defall inciuding regular pint i
newspapers | books

1. IPAIRED - 3aes large print, but not regular print i
newspapers | books

L MODERATELY INPAIRED - Limbed vision; not abie fo see.

S Intent:
e — To document whether the
e T — client experiences
L limitations or difficulties
= related to diseases
common in aged persons
(e.g., glaucoma, cataracts,
macular degeneration,
diabetic retinopathy,

neurologic diseases).

01/25/10

Section D. Vision Patterns (Refer to MDS-HC Manual page 39 — 41 for

Vision coding options)

D. 2. Visual Limitation/Difficulty Coding
Exercise:

Mrs. E reports sometimes seeing flashes of
light and rings around lights. How would you
code this item?

Code: 0. No
1. Yes

01/25/10
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Section D. Vision Patterns (pg. 41)

SECTIOND. VISIOH PATTERNS

1. Viclen (ABiRty fo see i adequate Kbt and wih glasses f usad)

0. ADEQUATE - Zees fne defall inciuding regular pint i
newspapers | books

e Intent:
e s To document change in
e e client’s ability to see
e T — objects in adequate
L lighting using customary
el e ol visual appliances, as
compared to 90 days ago
(or since last assessment

if less than 90 days ago).
01/25/10

Section D. Vision Patterns (Refer to MDS-HC Manual page 39 — 41 for

Vision coding options)

D. 3. Vision Decline Coding Exercise:

Mrs. E’s son reported that recently (within last 2
months) he has noticed that his mother has had
trouble seeing dark colored objects. When asked,
Mrs. E. denies any such problems. Assessor notices
that Mrs. E is wearing one black and one brown
shoe. How would you code this item for Mrs. E?

Coding: 0. No
1. Yes

01/25/10
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Section E. Mood and Behavior Patterns (Refer to
MDS-HC Manual, page 42)

SECTION E. MOOD AKD BEHAVIOR PATTERNS

ndloatore | [ Cas for sosave neizators (maspaciv af assumed cause |
o of 0. Indicator noé exhbited In last 3 days
SEOE | ot 12t st das

GO0, | Eyhibies on each of st days
Anxety,
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e of would e clofing, réathnshlp e

e Relopui , irrespective of the
. Farsisnt Anger Factal Expressions--

s P assumed cause of the indicator
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(behavior).

anger ot care recened
. Expreszions of What Wilthdrawal From

Appear To Bt Unrea- Achites ot -

Isfic Fears =e.g. feare? . ro nterest it long

g Feelings of psychic

LSieiine e S Auced Bocl e~

oAty - 0. oervsienty " dlStreSS may be eXpreSSed

anekzmedlcal aenten
‘ceaesatve cancern afin

by o directly by the client who is
T | OB AS3 (e et depressed, anxious, or sad.
- : Distress can also be expressed
by non-verbal indicators.

. Recurent Crying,
Tearhiness
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Section E. Mood and Behavior Patterns (page 43)

SECTION E. MOOD AND BEHAVIOR PATTERNS
1 Indoatore | [ Code fr absanved ndeatos Imespecthe ofassumed cause |

. Indatr retextbitd n s 3 daps
1. Extlobed 1ot t days
GO0, | Eyhibies on each of st days

e Intent: To compare status

BadMood | 8. AFeelnaOf Zadness & Reosilive Anxcus Com-
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e of would e clofing, réathnshlp e 90 d y g
begesd . 3, Pained Wered S a u S a S a O :

. Farsisnt Anger Factal Expressions--
it B Or Ciners = . Fumoned brows
=g, exly amaed,
anger st cre recved

. Expressions of What [T ——
Apgear To B Unreal- .‘\‘:Ihn!; Prf—
s Feans -eg, fearct £0. o erst oy
being abandoned, stznding actlles or eing
lone, being wih cthers Wi faly frend

. Aeasithe Haah Com- e .
ity - &0 narvstenty ' ;ﬂ;l“mw'
anekzmedlcal aenten
‘ceaesatve cancern afin

body funclons
Mood Maad irglcaiors have became warse 33 comaared o status of
Daaling B0DAYE ADD (or since fast assessment fless fan 50 deys |

Depress-

. Recurent Crying,
Tearhiness

01/25/10
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Section E. Mood and Behavior Patterns (page 44)

4 Ghangeeln
Babarvlar
Hymptoms

01/25/10

Insfarces whan cleet exhinked behavioral svphonss, H Exhlatec
£252 ot allering he sgmpkom when £ ozumsd

0. Db mat ocowr infast 3 days

1. Corumed, easly abersd

2, Ceoumed, ot eaaly atered

. WANDERING = Moved witout ratoral pugoss, sesmingly
obllelous b needs or saisty

. VERBALLY ASUGIVE BEHANIORAL YMPTOME-
Threatened screamed af, cursed ot alers

. FHYSICALLY ASUZIVE BERAVIORAL EYMFTOME
Hit showed, sratched, senally abused oihers

. 0CIALLY NAFFROFRATE | DISRUFTIVE ERAVICRAL
YWPTOMS - Disnuptive sounds, rolsness, sreaming,
sethabushe aits, sevual ek 0 dobieg n puble,
smears/hrows foodfeces, nammaging, repefthe behavior,
Thies eary and causes disnpdan

o, REAATA CARE - Resksied taking medications | injections,
ADL asusiance, eating, or changes n pasitin

Befvasloral simoloms ke bacome warse or are a3 well
fnierated by tamly 2s compared o 80 DAYS AQE | orsinze
It assestment f eas than 30 days |

0. Mg, orea change 1.Yes

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. 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 easily
controlled or could be easily altered by
actions of the family.

Section E. Mood and Behavior Patterns (page 44)

4 Ghangeeln
Babarvlar
Hymptoms

01/25/10

Updated 01/25/10

Inséances when clent exhinked benavicral svphonss, H Exhlatec
£252 ot allering he sgmpkom when £ ozumsd

0. Db mat ocowr infast 3 days

1. Corumed, easly abersd

2, Ceoumed, ot eaaly atered

. WANDERING = Moved witout ratoral pugoss, sesmingly
obllelous b needs or saisty

. VERBALLY ASUGIVE BEHANIORAL YMPTOME-
Threatened screamed af, cursed ot alers

. FHYSICALLY ASUZIVE BERAVIORAL EYMFTOME
Hit showed, sratched, senally abused oihers

. 0CIALLY NAFFROFRATE | DISRUFTIVE ERAVICRAL
YWPTOMS - Disnuptive sounds, rolsness, sreaming,
sethabushe aits, sevual ek 0 dobieg n puble,
smears/hrows foodfeces, nammaging, repefthe behavior,
Thies eary and causes disnpdan

o, REAATA CARE - Resksied taking medications | injections,
ADL asusiance, eating, or changes n pasitin

Befvasloral simoloms ke bacome warse or are a3 well
fnierated by tamly 2s compared o 80 DAYS AQE | orsinze
It assestment f eas than 30 days |

0. Mg, orea change 1.Yes

Definitions:

: Moved about
with no discernible, rational
purpose, seeming oblivious
to needs or safety.
Differentiated from
purposeful movement (e.g., a
hungry person moving about
the apartment searching for
food). Wandering may be by
walking or by wheelchair.

Do not include pacing as
wandering behavior.
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Section E. Mood and Behavior Patterns (page 44)

4 Ghangeeln
Babarvlar
Hymptoms

01/25/10

Insfarces whan cleet exhinked behavioral svphonss, H Exhlatec
£252 ot allering he sgmpkom when £ ozumsd

0. Db mat ocowr infast 3 days

1. Corumed, easly abersd

2, Ceoumed, ot eaaly atered

. WANDERING = Moved witout ratoral pugoss, sesmingly
obllelous b needs or saisty

. VERBALLY ASUGIVE BEHANIORAL YMPTOME-
Threatened screamed af, cursed ot alers

. FHYSICALLY ASUZIVE BERAVIORAL EYMFTOME
Hit showed, sratched, senally abused oihers

. 0CIALLY NAFFROFRATE | DISRUFTIVE ERAVICRAL
YWPTOMS - Disnuptive sounds, rolsness, sreaming,
sethabushe aits, sevual ek 0 dobieg n puble,
smears/hrows foodfeces, nammaging, repefthe behavior,
Thies eary and causes disnpdan

o, REAATA CARE - Resksied taking medications | injections,
ADL asusiance, eating, or changes n pasitin

Befvasloral simoloms ke bacome warse or are a3 well
fnierated by tamly 2s compared o 80 DAYS AQE | orsinze
It assestment f eas than 30 days |

0. Mg, orea change 1.Yes

Definitions:

Others were
threatened, screamed at, or
cursed at.

Others were hit, shoved,
scratched, or sexually
abused.

Section E. Mood and Behavior Patterns (page 44)

4 Ghangeeln
Babarvlar
Hymptoms

01/25/10

Updated 01/25/10

Inséances when clent exhinked benavicral svphonss, H Exhlatec
£252 ot allering he sgmpkom when £ ozumsd

0. Db mat ocowr infast 3 days

1. Corumed, easly abersd

2, Ceoumed, ot eaaly atered

. WANDERING = Moved witout ratoral pugoss, sesmingly
obllelous b needs or saisty

. VERBALLY ASUGIVE BEHANIORAL YMPTOME-
Threatened screamed af, cursed ot alers

. FHYSICALLY ASUZIVE BERAVIORAL EYMFTOME
Hit showed, sratched, senally abused oihers

. 0CIALLY NAFFROFRATE | DISRUFTIVE ERAVICRAL
YWPTOMS - Disnuptive sounds, rolsness, sreaming,
sethabushe aits, sevual ek 0 dobieg n puble,
smears/hrows foodfeces, nammaging, repefthe behavior,
Thies eary and causes disnpdan

o, REAATA CARE - Resksied taking medications | injections,
ADL asusiance, eating, or changes n pasitin

Befvasloral simoloms ke bacome warse or are a3 well
fnierated by tamly 2s compared o 80 DAYS AQE | orsinze
It assestment f eas than 30 days |

0. Mg, orea change 1.Yes

Definitions:

Includes disruptive sounds,
excessive noise, screams, self-
abusive acts, or sexual behavior
or disrobing in public, smearing
or throwing food or feces,
hoarding, rummaging through
others' belongings, repetitive
behaviors, rising early and
causing distress to others.
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Section E. Mood and Behavior Patterns (page 44)

Insiances when clent exhibted behavioral sympioms. Hf Exhlbbed
‘eaze of allering ihe £ymptom hen It occumed

0. Did notazeur n st 3 0y

1, Qerurmes, easly atered

2. Occumed, roteasly alared

2. WANDEAING - Moved wirout rafcral purpose, seemingly
cllious to needs or sately

b. VERBIALLY ABLRZIVE SERAVICRAL 2YMPTOME
‘Threatened sarzames o) curied af alhers

0. PHYBICALLY ASUSIVE BEAVIORAL EYMPTOME-
L, shaved, scratche, senasly abused omers

. 30CIALLY NAPPROPRIATE | DIBRUPTIVE BEHAVIDRAL
SYMPTOMS - DiSNUpHee Sounds, Foisness, scrzamieg,
‘sefhabuz2 3ot SR4ual Deraylor o smbing n puble,
amearsirons foodfecas, nragng, recesfe oanaver,
Tt early ang cauies dangdon

8. REZIET3 CARE - Reshied faking megatins ! Injectans,

Definitions:

— Resists taking
medications/injections, pushed
caregiver during ADL assistance. This
category does not include instances
where client has made an informed
choice not to follow a course of care

AL avsienze, eating, o changes It psaen

(e.g., client has exercised his right to
refuse treatment, and reacts
negatively as others try to reinstitute
treatment).

Coding:

0. Did not occur in last 3 days

1. Occurred, easily altered

01/25/10 2. Occurred, not easily altered &

4 Changsein | EBenavioral simotoms ke become worse orare egs well
Bahwvigr | Iieraed by famly s compared i 90 DAYS AGQ | er sz
tymptame | It ancsnen ks o 31 s

| 1o, orrochange AC)

Section E. Mood and Behavior Patterns
(Refer to MDS-HC Manual page 46)

E. 3. Behavioral Symptoms Coding Exercise:

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 in the past 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. How would you code
the following items?

(6{0]D]=K

Wandering :

Verbally abusive:

Physically abusive :

Socially inappropriate :

Resists Care :

01/25/10

Updated 01/25/10
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Physically abusive:
Socially inappropriate:

Section E. Mood and Behavior Patterns
(Refer to MDS-HC Manual page 46)

Section E. 3. Behavioral Symptoms Coding Exercise:
The elder’s daughter states she has found her mother up and

going through her 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 shouted at her daughter. She accused
the daughter of stealing her things. How would you code the
following items?
6{0]D] =%
Wandering:
Verbally abusive:

Resists care:

01/25/10

1. Bahavioral
Tympioms

Section E. Mood and Behavior Patterns (ps. 46)

Instarcas whan cl auhinted bahavorsl svepioes, HfExblaes
£tz ¢t allering he £mpkom when £ ozzumsd

0. Db mat ocour n st 3 dags
1, erumeg, sasly stersd
2. Corumeg, ot aasly atersd

2. WANDERING - Movad wihout raforal purpose, seemingly
chilious to needs or safety

b. VERBALLY ABUGIVE SERAYIDRAL 2YMPTOME-
Threatened screamed af, cursed at ahers

0. FHYZIGALLY ASUZIVE SERANICRAL EYMPTOME-
it shoeed, sraiched, sensaly abused oiters

f. 20CIALLY NAFPROPRIATE | DIERUPTIVE BEHAVICRAL
ZYMPTOMS » Disnupie sounds, roisness, sreamig
sethabushe acfs, sevual bekailr or dlsroblng n publc,
smears/hncws foodfeces, nummaging, recesite behavar
rises =arty and causes danpdan

#. RE2I3T3 CARE - Reslsied takng medicatians | Injectians,
ADL asysiance, eating, or changes In pasition

4. Juhangsin

Ehastoral ¥imatoms hae Dcame wars or ane (22 well
Teraled gy famlly a5 compared i 80 DAVE ADC | orsie
It assessmant a3t than 30 dyys |

1. Mo, crra change 178

01/25/10

Updated 01/25/10

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).

Code:

0. No, or no change

1. Yes
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Section F. Social Functioning (pg. 47)

SECTIONF. 30CIAL FUKCTIONNG To document, describe the
8. Abease inferacting whh ofhers (e.0., enjoys fme with aihers) - - -
e client’s interaction patterns and

CAeas 1 Motateme
b Openly expresses condizt or anger wiin amly { frends adaptation to his or her SOCia/
et environment. To assess the

2 Chamgoln | Azcomoarsdto B0 OAYE AGC ( orsince last assessment fless

3olal fhan 30 davs a2a & gacing In e clants [2vel of paricication degree to which the Client is

Agtivitas | In3ecal. relleinus cccunatonal or other prefemed actitiss,

IF THERE WAG A DECLINE, cllend clstressed by s fact involved in social activities,

0. N decine

1 e, et meaningful roles, and daily

2. Decine, distrageed -
3 olabion | & Lenghoftme clentls aione curng day {maming, aflemoer) purSl”tS-

0 Never or handly sver
1. About one hour

e e 1. Involvement
b Clensay o Focaes et b she s ey a. Client At Ease
[} 1.¥es code:
0. At ease

1. Not at ease

b. Openly Expresses Conflict
Code:
0. No

01/25/10 1. Yes

Section F. Social Functioning
(Refer to MDS-HC Manual, page 48)

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).

01/25/10

Updated 01/25/10
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Changa In
Soulal
Agglvitiag

1 lolabion

01/25/10

L Changsln
Saolal
Aetivtise

01/25/10

Updated 01/25/10

Section F.

SECTION F. SOCIAL FUNCTIONING

8. Abease inferacting whh ofhers (e.0., enjoys fme with aihers)
0 Atease 1. Mot e

b. Openly expresses condizt or anger wifh family /friends
(4] 1.¥es

Ay comoarsd to 80 DAY AGE { or snce st assesiment Flesy
han 30 davs a0g 1 decine In e clerts level of caricication
Insecal. relious eecusational or other crefermed actilties,

IF THERE WA A DECLINE, clend cisiressed by inis fact

1. Ko deche

1, Decine, nat disireszed

2. Decine, distrageed

3. Length ofame dlent s aione curing day (maming, alemodn)
0 Never or handly sver
1. About one hour
2 Leng perieds of tme - e.g., 2l merming
3 Ale!te fme
b. Clentsays or olcates that he [ she dees lonely
Cha 1.¥es

Section F.

SECTION F. SOCIAL FURCTIONING

2. Aease ideracting i ofvers (2., enlcys me wih ofer

0 Abease 1. hot at e

b. Openty exoresses confltor anger afn amily frends
(L] 1¥es
As compared o 80 DAYS ABC o snce bt assessment fiess
han 30 davs aaa L. cacing Infne clent's leve! of pardcioatin
In'secal, rellious. cccuoational a ofher crefered acthes,
IF THERE WAS A DECLINE, cllant clsiessag by s fack
0. Ne decine
1. Decine, nat distressed
1, Declne, disiressad
a. Lengh of fims clent s alone durng day (moming, aflemeor]
0. Neser or hardly e
1. Aboutene hour
2 Long periogs of e - £, all marning
I Allet the fme
b. Clentsays or ncicates that he | she faels nely
(1] 1¥es

Social Functioning (pg. 43)

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: e The level of
participation refers to:

a. The quantity (how many) of
different types of social activities

b. The intensity (how frequently) of
the relationship

c. The quality (how deep the client’s
involvement is in the activity) of the

relationship
87

Social Functioning (pg 49)

Intent: To identify the actual
amount of time that the client is
alone, and his/her perception of
loneliness.

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.
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Section F. Social Functioning (pg. 49)

SECTIONF. SOCIAL FURCTIONING
2. Abease inderacting afn ofners .9, enjcys Sme wih hers)
0 Abease 1. hot at e
b. Openty exoresses confltor anger afn amily frends
(L] 1¥es

I Changaln | Ascomoaredto B0 DAYS ABC{orsnce bt assessment fiess
Soolal | han 30 davs a0a L cxcine I e chenks level of pardcivation
Aativitng | 500l reliious. ccuoatonal or other crefered acthifies.
IF THERE WAS A DECLINE, cllant clsiessag by s fack
0. Ne decine
1. Decine, nat distressed
1, Declne, disiressad
a. Lengh of fims clent s alone durng day (moming, aflemeor]
0. Neser or hardly e
1. Aboutene hour
2 Long periogs of e - £, all marning
I Allet the fme
b. Clentsays or ncicates that he | she faels nely

0. 1.¥es

01/25/10

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 their
were more visitors, or pets to interact
with?

Code 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

Section F. Social Functioning (e s0)

SECTIONF. SOCIAL FURCTIONING
2. Abease inderacting afn ofners .9, enjcys Sme wih hers)
0 Abease 1. hot at e
b. Openty exoresses confltor anger afn amily frends
(L] 1¥es

I Changaln | Ascomoaredto B0 DAYS ABC{orsnce bt assessment fiess
Soolal | han 30 davs a0a L cxcine I e chenks level of pardcivation
Aativitng | 500l reliious. ccuoatonal or other crefered acthifies.
IF THERE WAS A DECLINE, cllant clsiessag by s fack
0. Ne decine
1. Decine, nat distressed
1, Declne, disiressad
a. Lengh of fims clent s alone durng day (moming, aflemeor]
0. Neser or hardly e
1. Aboutene hour
2 Long periogs of e - £, all marning
I Allet the fme
b. Clentsays or ncicates that he | she faels nely

0. 1.¥es

01/25/10

b. Client says or indicates
he/she feels lonely.

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

0. No
1. Yes
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Section G. Informal Support Services (pg. 50-54)

wa ey
nformal

Halpsre

Primary (&)

and
snndary
&l

01/25/10

SECTION G. INFORMAL SUPPORT SERVICES
NAME OF FAIMARY AND SECONDARY HELFER3

3. | LastiFamily Name | b. {Fret)

. | LastiFamily Name | d. (Frst)

8. Lives wih cllent

0.Yes 1N 2. Ko suzh heloer [skio ather

Itams 1 the appregriats calorr]
L Feationsbip o dlent

0 Child o childHn-aw I Oiher Rlathve 4 Hong
1. 3pouse 3. Friend | neighber

0. Yes 1N
0. Advice or emcional support

h. [ADL care

I ADLcane

I needed, wiligrass | wiin a0l ) fo Increass keip:

0. Morz than 2 hours 1. 12 hours per day 2he

141

Prim  Sson

]

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.

Section G. Informal Support Services (pg. 50-54)

1 Twa ke
Irformal
Halpers

Frimary [&)
and
suandary
L]

01/25/10

Updated 01/25/10

SECTION G. INFORMAL SUPPORT SERVICES
NAMIE OF FRIMARY AND BECONDARY HELFER3

8. | Lasti Famiy Name | b. (Fiet)

0. | Last! Family Name | d. (Fist) m
Frim
8. Lves wilh cllent

OYes 1Mo I Nosuch heloer fskio ather

I1sms I the apprceriae coker]
L Relationship o cilent

(LA or chldAnaw 1 e Refath 4, Kane
1. Bpouse 3. Friend / neghber

0Yes 1M
0. Advice or emctional suppart

h. 1AL care

| ADLcar

1 neaded, wilngrass | i a5l% ) i Increase keip:

0. Mo fan 2 hours 1.2 howrs o dy ke

L]
baon

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.
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Section G. Informal Support Services (pg. 50-54)

1 TwolKay
Informal
Halpsre

SECTION G. INFORMAL SUPPORT SERVICES
NAME OF FAIMARY AND SECONDARY HELFER3

3. | LastiFamily Name | b. {Fret)

Primary (&)

Je0andany | g Last) Family ame | d. (Frs)

L]

8. Lives wih cllent

0.Yes 1N 2. Ko suzh heloer [skio ather
Itams 1 the appregriats calorr]

L. Aeatinskip o dlent

0 Child o childHn-aw I Oiher Rlathve 4 Hong
1. 3pouse 3. Friend | neighber

0. Yes 1N
0. Advice or emcional support

h. [ADL care

I ADLcane

I needed, wiligrass | wiin a0l ) fo Increass keip:

0. Morz than 2 hours 1. 12 hours per day 2he

01/25/10

L Carsgivar
e

8. Extedor
Informal Help
| Hears.
of Cars,
HOunasa)

& B
Prim  Sson

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.

Section G. Informal Support Services (pg. 50-54)

. Advice or emotional support

K. [ADL cane

. A careatver s unabie to confiree In carieg aciiviies-2a.
ecine In the helth of the careglier makes It dfficu o cantimu

b Frimary carsghiet s nat satisfed mHn suppor rcaived fom
farly and riends  2.7., other chidren of clent)

a. Frimary carsglier expresses disgess, anger or depression
For instumental and oersoral actvies of gallv Iving received oier fhe

LAT 7 DAYE. Indicate ertent of help from family, fends,
and neghbers

a. Zum of fime across fve weekdays

b. 3um of fime 3:ross feo Weekans cays

01/25/10

Updated 01/25/10

Caregiver G.1. m &
n questions

Ask if the
primary care giver
Is disabled. Collect
the date of birth for
both primary and
secondary
caregivers if any
identified in this
section.
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Section G. Informal Support Services (pg. 50-54)

Carslver
e

8. Extedor
Informal Help
| Hears.
of Cars,
HOunasa)

. Advice or emotional support
K. [ADL cane
I ADL cane
m. Disadied
0K 1.yee
n. Dafe of Sith
(LY
Manth Day
(B}
Month Day Year

0K 1.Yee

. A careatver s unabie to confiree In carieg aciiviies-2a.
ecine In the helth of the careglier makes It dfficu o cantimu

b Frimary carsghiet s nat satisfed mHn suppor rcaived fom
farly and riends  2.7., other chidren of clent)

a. Frimary carsglier expresses disgess, anger or depression
For instumental and oersoral actvies of gallv Iving received oier fhe

LAT 7 DAYE. Indicate ertent of help from family, fends,
and neghbers

a. Zum of fime across fve weekdays

b. 3um of fime 3:ross feo Weekans cays

01/25/10

2. Caregiver Status

Intent: To assess the
reserve of the informal
caregiver support
system.

Section G. Informal Support Services (pg. 50-54)

Carslver
e

8. Extedor
Informal Help
| Hears.
of Cars,
HOunasa)

. Advice or emotional support
K. [ADL cane
I ADL cane

m. Disadied
0K 1.yee

n. Dafe of Sith

(LY

Year

. A careatver s unabie to confiree In carieg aciiviies-2a.
ecine In the helth of the careglier makes It dfficu o cantimu

b Frimary carsghiet s nat satisfed mHn suppor rcaived fom
farly and riends  2.7., other chidren of clent)

a. Frimary carsglier expresses disgess, anger or depression
For instumental and oersoral actvies of gallv Iving received oier fhe

LAT 7 DAYE. Indicate ertent of help from family, fends,
and neghbers

a. Zum of fime across fve weekdays

b. 3um of fime 3:ross feo Weekans cays

01/25/10

Updated 01/25/10

2. Caregiver Status

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.
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Section G. Informal Support Services (pg. 50-54)

L Carsgivar
e

of Cars,
=OUng8a |

. Advice or emotional support
K. [ADL cane
I ADL cane
m. Disadied
0K 1.yee

n. Dafe of Sith

(LY

(B}
Month Day Year
0K 1.Yee

. A careatver s unabie to confiree In carieg aciiviies-2a.
ecine In the helth of the careglier makes It dfficu o cantimu

b Frimary carsghiet s nat satisfed mHn suppor rcaived fom
farly and riends  2.7., other chidren of clent)

a. Frimary carsglier expresses disgess, anger or depression
For instumental and oersoral actvies of gallv Iving received oier fhe

LAT 7 DAYE. Indicate ertent of help from family, fends,
and neghbers

a. Zum of fime across fve weekdays

b. 3um of fime 3:ross feo Weekans cays

01/25/10

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

Section G. Informal Support Services (pg. 50-54)

L Carsgivar
e

Extent O
Informal Help
| Hears.
of Cars,
HOunasa)

. Advice or emotional support
K. [ADL cane
I ADL cane
m. Disadied
0K 1.yee

n. Dafe of Sith

(LY

(B}
Month Day Year
0K 1.Yee

. A careatver s unabie to confiree In carieg aciiviies-2a.
ecine In the helth of the careglier makes It dfficu o cantimu

b Frimary carsghiet s nat satisfed mHn suppor rcaived fom
farly and riends  2.7., other chidren of clent)

a. Frimary carsglier expresses disgess, anger or depression
For instumental and oersoral actvies of gallv Iving received oier fhe

LAT 7 DAYE. Indicate ertent of help from family, fends,
and neghbers

a. Zum of fime across fve weekdays

b. 3um of fime 3:ross feo Weekans cays

01/25/10

Updated 01/25/10

3. Extent of Informal Help

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.
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Section H. 1. Physical Functioning: IADL In 7
Days — ADL Performance In 3 Days (pg. 55-68)

SECTION H. PHYSICAL FUNCTIONING
. I8DL PERFORMANCE IN 7 DAYS
. ADL PERFOMANCE IN 3 DAYS

Code for Aunctizning In routine actiities arcund the
hame a7 |n tne community durng the LAST 7 DAYS
[A) IADL SELF FERFORMANGCE CODE
{ Code for chenf's performance during LAST 7 DAVE)
0. INDEFENDENT - cid on own
El P same of fhe fme
rformed with heip al of the time.

oy
TY DG NOT GEOUR
FFICULTY COOE
{HiowW dTMeut ¥ if, o7 wauld [ ba, for Vant fo 50 actvity on oan)

"f eq\ n::n: :«—er:ln b very siow, or fatiguss
e or no Invcivement In the acivly s

& JIEAL PRERARATIOH o ke et
s cocking, azsemialng ingrederts,
seligauttoce cerata

b. CROINARY KOUSE WORK - How orainars wor anued fe
the house b5 Derformed (e.9., daing dishes, dusting, making
e, tidying up, launary]

0. MANAGING FIMANCE - How blls are nad. cheskbook 1z
baianced howseholc expenses are baiance:

d. MANAGINE MEDIZATION - How medicafions are managed

=.9., remambering ia taks mazizings, aoening bottie: taking
comectarug dosapes, g Injechans, applying antments

0. FHONE USE - How telzohane calls are mace of received
‘whh assisive devices such 23 large numbers on iziephane,
arpiEcation)

1. BHOPFING -How Shaoora Is Derfomed for food and
Pewsehake llems (e.9., selecing Kems, managing maney)

0. TRANGFORTATION - How Clent irave's by vehicle
(2.7, 815 2 places Deyard walkng clstance]

01/25/10

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.

Section H. 1. Physical Functioning: IADL In 7 Days —
ADL Performance In 3 Days (pg. 55-68)

SECTION H. PHYZICAL FUNCTIONING
. IADL PERFORMANCE IN 7 DAYS
. ADL PERFOMANCE IN 3DAYS
Code for furnctioning In routine actisities around the
hame ar In the community durng the LAST 7 DATS

{A) ADL SELF PERFORMANCE CODE
{ Cogs for clinfs parformance dung LAST 7 DAVS)
:| INGERENDENT - 6t on own
e tome atine tme
- perfurmed with help ai af e time:

8 .-u:Lc FIC ULTY CODE
1z, orwnuie b, for elent 1o 5o actity an own)

T¥ -, nesds soma ain, bt vary tiow, or fatigues
TV - £, iz o n Invaivemant n the actvty

weoE

2. MEAL PREFARATION - How meals are orecared
iz, zanning mess cocking, assemizing ngrederts,
sefting cut focd, wiensls |

b. ORDINARY HOUSE WORK - Hom oreinary work arcurd the
e house b oerformsd ie.g., doing dlshes, dusting, makig
bed, idying up, laurcry)

0. MARAGING FMANCE - How Dl are oad. creceboak ls
baianced housshokd expenses are balanced

d. MANAGING MEDICATION - How medications are managed
(£.4., remembering 13 take mecicines, aening botties kg
o=t drug dasages, gving Injsctions, applying araments

#. FHONE USE - How teleohane calls are mace or receved
(wiR aszisiue devices such 2z large numsers on tephane,
arpiEcaton)

1. IHOFFING - How shooora s oarores forfood and
Foesehals ilems (e.g., saiectng kems, managing maney)

0. TRANGFORTATION - How Clent irawe's by vehicle
(2.3, 9215 o places Deyord walking dlstance]

01/25/10

Updated 01/25/10

Process: The client is
guestioned directly about
his or her performance of
normal activities around
the home or in
the community in the

. 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.
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Section H. 1. Physical Functioning: IADL In 7 Days —

ADL Performance

SECTION H. PHYSICAL FUNCTIONING
. I8DL PERFORMANCE IN 7 DAYS

. ADL PERFOMANCE IN 3DA&YS
1. 1ADL Code far urctizeing In rmuline actiiities srcund the
hame or In tne communkty durng the LAST 7 DAYS
4] IADL SELF PERFORMANCE CODE
{ Code for clienfs performance duving LAST 7 DAYE)
0. INDEFENDENT - ol on cwn
SOME HELF - neip some of the fme
performed with heip a of the time
- perfomed by others

falf
wamermanas

¥ - €5, Needs some help, b very skow, or fatigues
TV - e.g., I or no Inveivemert n the acivly s
pozsivie

. MEAL PREEAS g
~Zanrinamess mh; assemiing kgrederd,

aling ot tece, Lienals

. ORDINARY HOUSE WORK - How oroinars work arund e
the house & Dertormed ie.g., daing clshes, dusting, making
b, tidying up, launcry)

. MANAGING FINANCE - How bl are oad. cnezsnok s
baiancec howsehols expense: ars balanced

. MANAGING MEDICATION - How medicaions are managed
(2.3, Temambering f faks mazizines, anenng botier takieg
comestdrug dosages, g Injections, applying ainiments

. FHONE UGE - How telenhans calls are mage o recswved
twkh aszislve devices such 23 large numbers an izephane,

. 3HOFFING - How ShoDORG 15 Deromed for food and
household llems (e.p., seiecing Kems, managing maney)

. TRANGFORTATION - How Clent irave’s by vehicle
(2.7, 815 2 places Deyard walkng clstance]

01/25/10

Section H. Physical Functioning: IADL In 7 Days

In 3 Days (pg. 55-68)

Definition:

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

— How
ordinary work around the house is

per-formed (e.g., doing dishes,
dusting, making bed, tidying up.)

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

— How
medications are managed (e.g.,
remember to take medicines, open
bottles, take correct dosage of
pills, injections, ointments.)
101

[EU

—ADL

Performance In 3 Days (pg. 55-68)

SECTION H. PHYSICAL FUNCTIONING
. IADL PERFORMANCE IN 7 DAYS
. ADL PERFOMANCE IN 3 DAYS

1 moL Code for fenclizeing In rautine acthites arcund the
salt homs or Inthe communlty durng the LART 7 DAYS
Famormance

[A) IADL SELF PERFORMANCE CODE
{ Code for chenfs parformance durng LAST 7 DAVE)
0. INDERENDENT - did on own
1. SOME HELF - he'p some of the tme
2 LP - performed with heip al of the time:
R

E - pevfarmed by ot
B AT D NOT OCCUR
B IADL DIFFICULTY COOE
{How difficult ¥ is, or would it be, for cient o do aciivly an onn)

T - &, needs some help, b very sk, or fatiguss
LTY - e.g., [8e o no Incivement In the activly b

posshie

A

. MEAL PREFARATION - ow meas ane orecared
(2.0, Danning meys cooking, assemzing ngredents,
sefling cutfoce, wtensls |

. ORDIKARY HOUZE WORK - Haw oreinan wor arouns e
fhe house is perfoemizd d2.0., doing cishes, dusting. makig
bed, tidying up, launcry)

. MANAGING FINANCE - Haw bl 2t oag. checkoask Iz
balanced howsehoks expenses are baianced

LM T oot e mmm

amecTarg :manu g njections, appiyng nrn—em

. FHONE USE - How teleohone Cails ane made or received
Wil aseisive devices such &3 large numbers on tziephane,
ampifcaten)

. GHOPFING - How shooona Is efommed for food and
howsehald ltems {e.., selecing fems, managing maney)

. TRANSFORTATION - How clen irave’s by vehicle
(23, 25 (o places Deyons walking cesarce)

01/25/10

Updated 01/25/10

Definition:

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

— How shopping is
completed for food and household
items (e.g., selecting items,
managing money.)

— How client
travels by vehicle (e.g., gets to
places beyond walking distance)
— includes driving vehicle
him/herself; travelling as a
passenger in a car, bus or subway.
Coding: Note-each item has two
codes Code A, and Code B



DHH/Office of Aging and Adult Services (OAAS)

Section H. Physical Functioning: IADL In 7 Days — ADL
Performance In 3 Days (pg. 55-68)

SECTION H. PHYSICAL FUNCTIONING
. 14DL PERFORMANRCE IN 7 DAYS
- ADL PERFOMANCE IN 3 DAYS
de iz oring In routine actfsies arcund the
Tiome or In the communky during the LAZT 7 DTS

Al IADL SELF PERFORMANCE CODE
{ Codie for chiens parftrmance duing LAST 7 DAVE)

0. INDEFENDENT - cid on own
1. SOME HELF - nep some of the tme

¥ GTHERS - perfomed by others
T VD NOT OCCUR

T TAr EVEnTIo 58 acvy on own)

LT¥ -2, nesds same beip, I very ziow, or fatiguss
LLTY - £.0., I#1E or no Invclvemant in the actuty is

A E

. MEAL PREFARATION - How meals are crecared
iz.a. oianning meat ooeking, assemzing bgradients,
setting cut food, uiersls |

. ORDINARY HOUSE WORK - HIw crainary work arurc e
fhe house 15 pertormed ie.g., doing dishes, dusting, making
bed, tidying up, launcry]

. MANAGNG FINANCE - How Dlls are 0. checkbonk Is
baianced howseholc expenses are balanced

. MANAGING MEDICATION - How medications ane managed
(2.9., remembenng o fake mecicines, apening bothes aking
comezt drug dosages, giing Injections, appiying ainfments

. FHONE USE - How telenhone calls are maze or recened
ik szste devices such a2 large numbers on teephane,
ampiicaton)

. ZHOPFING - How shoooig 15 erfored for fo0d and
Fosshois Items (e.0., seiectng fems, managing maney)

. TRANSFORTATION - How clent trave’s by vehicle
{£.2. 921 ko places beyond walking dlsiance)

01/25/10

Code for the client's
performance over the past

, did on own
— client involved
but received help from others
some of the time.

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

— client totally
dependent on others

Section H. Physical Functioning: IADL In 7 Days — ADL
Performance In 3 Days (pg. 55-68)

SECTION H. PHYSICAL FUNCTIONING
. |4DL PERFORMANCE I 7 DAYS
. ADL FERFOMANCE IN 3 DAYS

1 1ADL Code for fenclioring In rautiee actfvifes arcund the
sa home ar In the communky durng the LAST 7 DAYS
FOMOImande | (a) |ACL SELF PERFORMANCE CODE

{ Code for clenfs paormance durng LAST 7 DAVS)

3. INCEFENDENT - cid on cen

1. SOME HELP - hek some of iz fme

2 eriormed with hely al of the tme
peformed by others
0T OCCUR

- L COE
{How aiffcul! & 5, or would i be, for clent fo do activiy on onn)
0. wopu
1. SOME -, Needs some Reip, ks very show, or fatigues
2 & - e.g., I#le or no Inecivermer Inhe ackvity s
possloe

. MEAL FREFARATION - How meas are crepared
(2.0, panning meas cooking, assemaing gradents,
seiting cut feod, ueensis |

. CROINARY HOUSE WORK - How crainary werk arcund e
the house Is pertormed ie. (., doing cishes, dusing, making
bed. Hdying up, uncry)

. MANAGING FINANCE - How bil are 08, checkboak Is
balanced hesshak expenses are balanced

. MANAGING MEDICATION - How medications are managed
(2.3, Temembering fo fake macitines, oening botties taking
comezt drug dosages, gving Injactions, appiying akdments

. FHONE USE - How teleohane calls ans mage of receyed
ONER 33551 JEICEE SUCK 33 Iarge nUmBbers on teiephane,
ampification)

. S8HOPPING - How shoookna Is oerormed for food and
Fowsehakd ltems (=.g., seleciing kems, managing maney)

. TRANGFORTATICN - How cllent trave's Dy vehicle
(2.4, 92t o places beyenc walkng clzance)

01/25/10

Updated 01/25/10

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].

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

(e.g., little or no
involvement in the activity is
possible)
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H.1.a. - Meal Preparation

Code for functioning in routine activities
around the home or in the community

during the past 7 days: Meal preparation

— How meals are prepared (e.g., planning
meals, cooking, assembling ingredients,
setting out food, utensils)

01/25/10

H.1.a. - Meal Preparation — Test Your
Knowledge

» Ms. P fixes her meals when she is able to
do so. During the 7 day look-back period,
Ms. P’s neighbor cooked for her on two days
because Ms. P was feeling very weak.

01/25/10

Updated 01/25/10
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H.1.b. — Ordinary Housework

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

01/25/10

H.1.b. — Ordinary Housework — Test
Your Knowledge

» Ms. P was able to perform all task related to
doing the laundry on Monday, of the past
week (7 day look back period), but was only
able to assist with folding of the laundry on
Wednesday of same 7 day look back period.

‘.
*CODE: @@?

01/25/10

Updated 01/25/10 54
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H.1.c. — Managing Finances

How bills are paid, checkbook
Is balanced, household
expenses are balanced.

01/25/10

H.1.c. — Managing Finances — Test Your
Knowledge

Ms. P’s niece, Carla, helps her four
times a month to balance her check
book and to go over all her bills to
assure that they are paid timely. The
last time Carla assisted Ms. P. with this
task, was four days ago.

*CODE:

01/25/10

Updated 01/25/10 55
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H.1.d. — Managing Medications

 How medications are managed
(e.g., remembers to take
medicines, open bottl3es, take
correct dosage of pills,
Injections, ointments.)

01/25/10

H.1.d. — Managing Medications - Test
Your Knowledge

When Mr. N’s arthritis is not
flaring up he opens his pill
bottles by himself. During the 7
day look-back period, Mr. N
required help only two times
from his daughter in order to get
his pill bottle opened.

*CODE:

01/25/10

Updated 01/25/10
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H.1.d. — Managing Medications - Test

01/25/10

01/25/10

Updated 01/25/10

Your Knowledge

Ms. O is blind and is unable
to administer her own insulin
dosages to manage her
diabetes. During the 7 day
look-back period, Mrs. O’s
insulin was administered by
her sister at all times.

H.l.e.— Phone Use

How telephone calls are made
or received (with assistive
devices such as large numbers
on telephone, amplification as
needed.)
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H.1.e.— Phone Use - Test Your
Knowledge

During the 7 day look-back
period, Mr. N required help only
two times from his daughter-in-
law order to make a telephone
call. Mr. N. was able to answer
the telephone without assistance
during the entire 7 day look-
back period.

*CODE:

01/25/10

H.1.f. — Shopping

How shopping is performed
for food and household items
(e.g., selecting items,
managing money.)

01/25/10

Updated 01/25/10
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Updated 01/25/10

H.1. f. — Shopping — Test Your
Knowledge

Before Ms. Q broke her hip,
she shopped for her food
and household items
herself, but during the 7 day
look- back period, her son
shopped for her of all her
shopping needs.

*CODE:

01/25/10

H.1.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.

01/25/10
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Updated 01/25/10

2

H.1. g. — Transportation — Test Your
Knowledge

During the 7 day look-back
period, Mr. R did not leave
his home, other than to sit

on his back porch for a few
minutes each day.

*CODE:

01/25/10

Section H. 2. ADL Performance In Last 3 Days
(pg. 55-68)

ADL
st
FRTOmTANG

01/25/10

The folizwing address e clents chysical functoning in rautne cersonal
activities of dalfy M. for examole. dressing. &aing. efr. during e

LAST 3 DAY concloering all soisodes of thecs sctivtiss.

For clier®s who periormed an acthily Indecendenttv. be sure to delermine
AN reCan whether oinars ncouragad i il of WeTe prasentio
supersise or oversee e acthify.

{ MOTE - For bathing, code for most cependent shyie snlsode i
LASTTDAYS |

0. INDEPENDENT - No hely. satup. or oversian -~ OR - Helo. satup,
wverslght provided only 1 or 2 mes { wiih any tast or subtask |

1. SETUP RELF QMLY - Aricie or d&vice provkisd wikin reach of
clent 2.0r more fmes

. SUPERVISION -~ Oversight, Encouragement or cusng providsd
3 or more times during last 3 days -CR- Sup=nision (1 or more Smes|
pius physical assisiance provkded only 1 or 2 imes tor 2 ofal of 3
urmare eplaodes of P oF superilzion)

3. LMNTED AZEISTANCE = Clant higniy Imvalved In acouty; recaed
physical help In guided mansuvering of mbs or ofher non-aeight bearing
wsistance 3 or more fimes -OR- Comiination of nor-welght bzaring
i with mare helo provided only 1 of 2 mes durig perked
1 or a total of 3 or more eplsodes of physical heip |

. EXTENSIVE ASSISTANGE - Clent nerformed cart of aciity an own
{ 5% of mare of subtasks |, Eut Raip aTfalowing typais) were
cewided 3 or mare Smes:

- Wekkt-beaing succort - OR -
= Full performance by ancher duing part | but not all | of last 3 days

& MAXNTMAL ASSISTANCE -- Cllent invaived and completed less ihan
0% of ubtasts on AN | INcludes 2+ pamon assist | racaived weight
bearing help or full perfomance of certain subtasks 2 or more times.

E. TOTAL DEPENDENCE - Full pariormance of actilly by angiher

£ ACTIVITY DI NOT OCCUS | regandiess of aolky

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. (For bathing code
for most dependent single
episode in last 7 days)
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Updated 01/25/10

Section H. 2. Physical Functioning: ADL Coding
Definitions

Independent : NO
help or oversight,
OR help or oversight
was provided only 1
or 2 times in the last
3 days (with any task
or subtask).

01/25/10

Section H. 2. Physical Functioning: ADL Coding
Definitions

1. Setup Help Only — Article of 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 lying out on
bed; For bathing articles at tubside.)

01/25/10
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Updated 01/25/10

Section H. 2. Physical Functioning: ADL Coding
Definitions

2. Supervision — Qversight, encouragement,
or cueing 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 total of 3 or more
episodes of help or supervision).

01/25/10

Section H. 2. Physical Functioning: ADL Coding
Definitions

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 total of 3 or more
episodes of physical help).

01/25/10
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Updated 01/25/10

Section H. 2. Physical Functioning: ADL Coding
Definitions

4. Extensive Assistance — Client performed
part of activity on own (50% or more of
subtasks) BUT help of the following type
was provided 3 or more times:
Weight-bearing support (e.g., holding
weight of one or both lower limbs, trunk, or
arms)

Full staff performance of task (some of
time) or discrete subtask.

01/25/10

Section H. 2. Physical Functioning: ADL Coding
Definitions

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.

(Difference between Maximal & Extensive

is degree of client involvement in activity. If
less than 50% involvement — use this code.)

01/25/10
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Updated 01/25/10

Section H. 2. Physical Functioning: ADL Coding
Definitions

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

period.

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

01/25/10

Section H. Physical Functioning: IADL In 7 Days — ADL
Performance In 3 Days (pg. 55-68)

2. MOBILTY IN BED -~ Inchecing moving o and from I¥ing postion,
furning side fo side, and pastioning body while In bed

b. TRANGFER. - Intludia moving bo and batween surisces -
o ram Ded. chalr, whesichair. standing posfion
[ Note-Excludes o/ from baih / dalet|

0. LOCOMOTION IN HOME
[ Nate~4*In wheelchalr, s+suficiency once In cha |

d. LOCOMOTION QUTSIDE OF HOME
[ Nate~4*In wheelchalr, sesuficiency once In cha |

8. DREZ2ING UPPER BDDY - How client dresses | uncrasses
{ clraat clofhes. uncarwsar | aoove walst Includes prosinesas,
crlhalics, fasteners, pulcvers, stz

L DREZ3ING LOWER BODY -~ How clentdresses | uncresses
| wirugt ciodhac, underwear | rom ihe walst down, Incuges
proshheses, crihaties, beks, pants, skirts, shees, and fasizners

0 EATING = Inciuding taking In foed by any mathod, Induding
fube fezgings

h. TOILET UEE - Includng using the tolief or commede, bedpan
urkal. iraesfamna on | of tolst clearing seif afer tollet use or
Incantinent eclsode. chanang cag. manaaing soeck devices
requied | ostamy or catheter |, and agusing clines.

| FERICMAL HYSIENE - Inciuding combing b, brushing tezih,
shaving acolving makeus. washing/ drying face and hands
{ exclude bads and showers |

|. BATHING - How dient fakes full-bedy bath | shower or spange.
baf.i EXCLUDE washing of back and halr |, Includes how
ach partof ody 5 balhed: ams, upper and lower legs, chest
abdomen. perneal are.
ode for mosd dapendant spleods In LALT 7 DAYE
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Section H. Physical Functioning: IADL In 7 Days — ADL
Performance In 3 Days (pg. 55-68)

3. ADLDecline | ADL 2., Fow mane Impaired In et
performance ) 25 compared 10 sias 80 DAY AGO | ar skce
st aszesgmert f less an 50 35

0. No 1.Yes

Primary 0. No asziztve device. 2. Bcooter (5. Amiga |
1. Cane 4. Wheeichal
2 Walker / Cruich £ ACTIATY DIDHOT OCCUR
& Indeers

b. Cuidoors

Inthe LAST 3 DAYE. how clent went uo and down stals
Climbing | [ &5, Srgle or multpie siE2s, usig randral a3 raeced |

Stamina a

ihities inthe LART 3 DAYE
e, BierTist |

1. Less than tao hours

{ Ancwer all)

abiz of ncreased functions|

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

Definition: 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

0. B00d prospects o recovery from curment disesse or condtons,
Improved e siatus svpectss

01/25/10

Section H. 2. Physical Functioning:

Assessor must understand all IADL/ADL
definitions

Consider and assess all the aspects of
ADLs

Important to use various methods to
collect necessary information (direct
observation of client, ask family/friends,
caregivers, record review, etc.)

Must consider 24 hour period of each day
of the look-back/observation period

01/25/10

Updated 01/25/10
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Section H. 2. a. Bed Mobility

How the client turns from side to side
in bed

How the client lays down and sits up
when placed in bed

How the client positions himself in
bed, in a recliner or other type of
furniture the client sleeps in, rather
than a bed

Include all movement until the client
01/25/10 Ieaves the bed

H.2.a. - Bed Mobility- Test Your
Knowledge

* Mr. D is slowly regaining his strength as a
result of a recent surgery. Every day of the last
3 days, Mr. D’s caregiver assisted him from a
lying position to a sitting position by
physically supporting his weight (weight-
bearing) so he could sit up to eat all three of
his daily meals (breakfast, lunch and dinner).
Mr. D was able to perform less than 50% of
subtask on own.

* CODE:

Updated 01/25/10
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Section H. 2. b. Transfer

How the client moves between
surfaces:

» Bed to chair

» Chair to bed

»Bed to wheelchair

» Standing position

»Exclude movement to/from bath or
toilet, which is covered under Toilet
Use and Bathing

01/25/10

H.2.b. Transfer ADL — Test Your
Knowledge:

Mrs. H was recently placed on total bed
rest, and as a result, did not leave her

bed during the entire 3 day look-back

period.

* CODE:

Updated 01/25/10
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Updated 01/25/10

Section H. 2. c. Locomotion

Locomotion in (Walking or

wheeling once in W/C). How
client gets around in the home

environment. For example:
How does she/he get from the
bedroom to the bathroom, from

kitchen to living room, etc?
(excludes stairs)

01/25/10

H.2.c. Locomotion in Home — Test Your
Knowledge:
During the 3 day look-back period, Mr. A

ambulated independently around his
home during the day. At night, Mr. A
required his wife to walk by his side to
provide oversight and verbal
encouragement as he walked to the
bathroom at least 3 times during the 3
day look-back period.

* CODE:
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Updated 01/25/10

Section H. 2. d. Locomotion Outside
of Home

Locomotion Outside of Home

(Walking or wheeling once in

WI/C). How client gets around
outside of the home. How does
she/he get around when visiting
friends, neighbors, out in the
community, etc?

01/25/10

H.2.c. Locomotion Outside of Home — Test
Your Knowledge:

—During the 3 day look-back period, Mr.
B visited his neighbor on 2 days of the
3 day look-back period by wheeling
himself to and from his house to his
neighbor’s house in his wheelchair .
On the third day of the look-back
period, Mr. B’s neighbor wheeled Mr. B
back from his house to Mr. B’s house.

* CODE:
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Section H. 2. e. Dressing Upper Body

Dressing Upper Body —
How client dresses and
undresses (street clothes,
underwear) above the waist.
How the client puts on,

fastens and takes off all
items of clothing, including
donning /removing a
prosthesis, pullovers, etc.
(Code an “8” if not dressed in street clothes)

01/25/10

H.2.e.- Dressing Upper Body — Test
Your Knowledge:

* Ms. C’s caregiver provided non-weight
bearing, physical assistance by guiding
Ms. C’s arms through the opening of her
bra strap as she was getting dressed each
morning during the 3 day look-back
period.

* CODE:

Updated 01/25/10
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Section H. 2. f. Dressing Lower Body

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
an “8” if not dressed in street

clothes)

01/25/10

H.2.f. Dressing Lower Body — Test
Your Knowledge:

* Ms. C’s caregiver provided weight
bearing assistance by lifting Ms. C’s legs
in to the legs of her pajama pants each
morning after her bath. Ms. C did not
wear street clothes during the entire 3
day look-back period.

* CODE:

Updated 01/25/10
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Section H. 2. g. Eating

How client eats and drinks,

regardless of skill. The ability to
get food into his/her body.

Includes taking nourishment by
other means (i.e., tube feeding,
total parenteral nutrition, etc.).
Do not consider food prep here
Looking at how client consumes

/eats food.

01/25/10

H.2.g. Eating — Test Your Knowledge:
Mrs. D is fed by a feeding tube. No

food or fluids are consumed
through her mouth. Mrs. D’s

caregivers prepared and
administered all feedings via her

feeding tube during the 7 day look-
back period.

CODE:

Updated 01/25/10
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Section H. 2. h. Toilet Use

How the client uses bathroom, commode, bedpan or
urinal? How does the client transfer on/off toilet?
How much assistance is needed to clean
themselves afterwards? How much assistance is
needed when the client pulls down or pulls up
clothing? How much assistance is needed when the
client changes pads, manages ostomy or catheter?

Note: Do not limit assessment to bathroom use only -
Elimination occurs in many settings and includes
transferring on/off toilet, cleansing, changing
pads, managing ostomy or catheter and
adjusting clothing.

01/25/10

H.2.h. — Toilet Use — Test Your
Knowledge:

* Mr. E’s caregiver provided him with
weight-bearing assistance getting on
and off the toilet at least 5 times during
the 3 day look-back period.

* CODE:

Updated 01/25/10
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Section H. 2. i. Personal Hygiene

Includes combing hair,
brushing teeth, shaving,
applying makeup, washing/

drying face and hands.

Note: Excludes bath and
showers.

01/25/10

H.2.i. Personal Hygiene — Test Your
Knowledge

* \Ms. F’s caregiver provided verbal
cueing 4 times during the 3 day look-
back period to assist Ms. F in the
completion of her daily morning
hand and face washing, tooth
brushing, and hair combing.

* CODE:

Updated 01/25/10 74
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Updated 01/25/10

Section H. 2. . Bathing

How client takes full body
bath/shower or sponge bath
(EXCLUDE washing of back and
hair). Includes how each part of the
body is washed: arms upper and
lower legs, chest, abdomen, perineal
area. Code for most dependent
episode in last 7 days.

01/25/10

H.2.j. - Bathing — Test Your
Knowledge:

* Mr. G’s caregiver provided weight-
bearing assistance on one occasion
during the 7 day look-back period in
order to assist Mr. G with completing his
shower. Mr. G. participated in at least 50
% of subtasks on own.

* CODE:
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Section |. Continence In Last 7 Days (pg. 69-72)

1. Blagdar
Contl-
nencs

1 Blacdsr
Daviose

SECTICH I. CONTINENCE IN LAST 7 DAYS
. InLABT 7 DAYE coniral of uinars bladder fncion wth aoc-
Tances such a5 caineters of Rcontinence orooram emaioied)
[ote<F drbbies, volome InsuSfcient to soak ey wndepants]
0. CONTINENT ~ Complete contrel; DOES NOT U3E any type
of catheter er ather urnary calecfon device fhat

1. CONTINENT WiTH CATHETER - Compiste conirol win
use of any fype of caheder or wrinary calecion device
does ot leat urne

1 UBUALLY CONTINENT = Incaninent episodes ance 2
e or less

3. COCAZIONALLY INCONTINENT -~ Incontinent aniades
Zormare times & wesk butnat daly

4. FREQUENTLY INCONTINENT - Tends bo e Incaninent
daily, but some condral present

5. INCONTINENT - Inaiequate conirel, muliple daly episodes

& D NOT QCCUR -~ No wrine output from Liadder

b. Worsening of ladder Inzorinence 25 compered 1o sihis
B0DAYEAGD ( or snce ias! assesament ess that 50 days |

0.he 1.ves
0.He 1.8 { During Lagt 7 Daye )
3. Used pags or brefs &2 protect against wedness

b. \sed an Indweling winary catheter

01/25/10

1. Blagdar
Contl-
nencs

1 Blacdsr
Daviose

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: 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.

Section |. Continence In Last 7 Days (pg. 69-72)
Coding:

SECTICH I. CONTINENCE IN LAST 7 DAYS
. InLABT 7 DAYE coniral of uinars bladder fncion wth aoc-
Tances such a5 caineters of Rcontinence orooram emaioied)
[ote<F drbbies, volome InsuSfcient to soak ey wndepants]
0. CONTINENT ~ Complete contrel; DOES NOT U3E any type
of catheter er ather urnary calecfon device fhat

1. CONTINENT WiTH CATHETER - Compiste conirol win
use of any fype of caheder or wrinary calecion device
does ot leat urne

1 UBUALLY CONTINENT = Incaninent episodes ance 2
e or less

3. COCAZIONALLY INCONTINENT -~ Incontinent aniades
Zormare times & wesk butnat daly

4. FREQUENTLY INCONTINENT - Tends bo e Incaninent
daily, but some condral present

5. INCONTINENT - Inaiequate conirel, muliple daly episodes

& D NOT QCCUR -~ No wrine output from Liadder

b. Worsening of ladder Inzorinence 25 compered 1o sihis
B0DAYEAGD ( or snce ias! assesament ess that 50 days |

0.he 1.ves
0.He 1.8 { During Lagt 7 Daye )
3. Used pags or brefs &2 protect against wedness

b. \sed an Indweling winary catheter

01/25/10

Updated 01/25/10

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 Cather — Complete
control achieved with use of any type of
catheter or urinary collection device that
does not leak.

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 7 days). 152
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1.1. Bladder Continence — Test Your
Knowledge

* Mr. | had an indwelling
catheter in place during
the entire 7 day look-back
period. He was never found wet.

* CODE:

|.1. Bladder Continence — Test Your
Knowledge

* Although she is generally
continent of urine, Mrs. J
did not make it to the
bathroom in time during
one episode last week
causing her to wet on
herself.

* CODE:

Updated 01/25/10
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Section I. 2. Bladder Devices Used in last 7 Days (ps. 71)

1. Blagdar
Contl-
nencs

1 Blacdsr
Daviose

SECTICH I. CONTINENCE IN LAST 7 DAYS
. InLABT 7 DAYE coniral of uinars bladder fncion wth aoc-
Tances such a5 caineters of Rcontinence orooram emaioied)
[ote<F drbbies, volome InsuSfcient to soak ey wndepants]
0. CONTINENT ~ Complete contrel; DOES NOT U3E any type
of catheter er ather urnary calecfon device fhat

1. CONTINENT WiTH CATHETER - Compiste conirol win
use of any fype of caheder or wrinary calecion device
does ot leat urne

1 UBUALLY CONTINENT = Incaninent episodes ance 2
e or less

3. COCAZIONALLY INCONTINENT -~ Incontinent aniades
Zormare times & wesk butnat daly

4. FREQUENTLY INCONTINENT - Tends bo e Incaninent
daily, but some condral present

5. INCONTINENT - Inaiequate conirel, muliple daly episodes

& D NOT QCCUR -~ No wrine output from Liadder

b. Worsening of ladder Inzorinence 25 compered 1o sihis
B0DAYEAGD ( or snce ias! assesament ess that 50 days |

0.he 1.ves
0.He 1.8 { During Lagt 7 Daye )
3. Used pags or brefs &2 protect against wedness

b. \sed an Indweling winary catheter

01/25/10

i ool
Cont
L

Definition: Pads/brief used — Any
type of absorbent, disposable or
reusable undergarment or item,
whether worn by the client (e.qg.,
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.

Section |. Continence In Last 7 Days (pg. 69-72)

In LART T DAYBcdalof e mavement { al aplance
bawe o gy el |

0. CONTIKENT - Campiee confo, D02 NOT LZE nsiomy
[

1, CONTRERT WITH GETONY -~ Completz convl wlh use
ofcatimy k2 et does o ek sl

2. USUALLY CONTINENT  Eome]Inconfnent plioces less
fan ety

3, QCOARIONALLY INCONTIENT -~ Bowe icorthent
ey ez neek

&, FREQUENTLYINGONTINENT -~ Soe! et
epiodss 1+ 3fmas et

£, INCONTIRERT - Boae! meardnertalor aimast o of e

8. DD NOT DCCUR - o e meyement dutny erfre
Tty ez ered

01/25/10

Updated 01/25/10

8.

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 aresult of family
help.
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Section I. Continence In Last 7 Days (ps. 69-72)

Coding:
S Bl In LAAT 7 DAYS condrl o bows movament | alin aaplance o O Contlnent _ Complete COI’]tI"O| (InC|ud|ng
Contl. bowel cantnance prgram F ampinyed)

I O —— control achieved by care that involves

iz prompted bowel evacuation, habit training,
e it reminders, etc.). Does not use ostomy device
ofostom; el Hhatdoss ot eak sl l ) y :
LARALTEMY-te! cnderin o 1. Continent with Ostomy — Complete control
atl) - -
L OCCABONALLYMEONTIENT o Pt with use of ostomy device that does not leak
eqisades once 2 wesk St 00 I
4. FREQUENTLY (KCORTINENT -~ owe nconthent : . . .
it - 2. Usually Continent — Incontinent episodes
& INCONTINENT = Bawe! ncartrantall for aimost f ol tiee
£.000NOT OGCUR = o owl movemant g s el |ES_S than once a Week' .
T 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.

01/25/10 157

|.2. Bowel Continence — Test Your
Knowledge

* Mr. K. requires insertion
of a suppository every
day in order to prompt
bowel evacuation. During
the 7 day look-back
period Mr. K was never
found soiled on himself.

* CODE:

Updated 01/25/10 79
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Section J. Disease Diagnosis (pg 72-75)

SECTION J. DISEASE DIAGNOSES
5 Sresent ang aftects clent's stz

50 koclude I lsease Is monfored by 2
aiz3cn In LAZT 80 DATS
entar meritating by home care prafessional
w» proweszons)

5. Owecporass
sances
. camact
r. Gocoma
Peyshiairio [ Macd

& Any paychisivic dagnoss

SECTION K. KEALTH CONDITIONSIPREVENTIVE HEALTH MEASURES

01/25/10

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.

Section J. Disease Diagnosis (pg. 72-75)

SECTION J. DISEASE DIAGNOSES

et sizha,
e ontored by 2

satfect i facused ireatment ar meriianing by home care prafessional
a3 o ia3tes oy home cave protesziona)
- Dieasss | Heari| Ciraiation 5. Owecporass
sancas
. camact
r. Giascoms
Peyshiairio [ Macd

& Any paychisivic dagnoss

1 Hempiegi /raminarsst
K. s soemesis

1 Fauncezn
Mucowa | txsistal

A

SECTION K. KEALTH CONDITIONSIPREVENTIVE HEALTH MEASURES

01/25/10

Updated 01/25/10

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). 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!

160

80



DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10

Section K. Health Conditions/Preventive Health

Measures (ps. 75)

SECTION K. HEALTH CONDITIONS/PREVENTIVE HEALTH MEASURES

Prevantive | 0.N2 1.¥es [ During past 2 yaars } | Angwer all |
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(Fag W
BT |
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01/25/10

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 elder
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.

Coding:

0=No

1 = Yes (During past 2 years)

Section K. Health Conditions/Preventive Health
Measures (pg. 76 -77)

SECTION K. HEALTH CONDITIONSIPREVENTIVE HEALTH MEASURES
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01/25/10

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.

Coding:
0=No
1 =Yes (During 2 of last 3 days)
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Section K. Health Conditions/Preventive Health
Measures (pg. 77)

SECTION K. HEALTH CONDITIONS/PREVENTIVE HEALTH MEASURES
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3. Problem Conditions

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
163

Section K. Health Conditions/Preventive
Health Measures (pg. 77 - 80)
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Updated 01/25/10

4. Pain

Intent : To record the frequency and intensity
of the signs and symptoms of pain.

5. Falls Frequency

Intent: To determine the client’s risk of future
falls or injuries.

6. Danger of Falls

Definitions: Unsteady gait: A gait that places
client at risk of falling. Examples 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.
164
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Section L. Nutritional/Hydration Status (pg. 83-85)

SECTIONL. NUTRITIONHYDORATION STATUS
1.No 178

a. Urintended weight koss of 5% or more i the LAST 33 DAYS
[or D% ormore b e LAST 180 DAYE |

b. Severe mainubion ( Cachexts |
0. horbld Obesity

L.No 1.7

a. Inatleast 2 of the laet 3 days, ale one or fewer meais 3 day

b. inlactd dave. noficeabls decrease Inhe amownt of food
client usualy e or fulds Usualy cansumes

0. Ingufficlent fisid~did not consume all / aimosé ail fulds during
a5t 3 days

d. Entaralue fesding

3. Owallowing | 0. NORMAL - Dxe ang eMcient swalowing of 3 diet consstencies

1 ol
Ahatus

a1 spectlc focds anty |
ICATION T0 SWALLOW S0LD FO0DS
AN LIGUDS { puree, fickened hovds
1. CONEINED ORAL AND TUSE FEECING
4. NDORAL INTAKE (RO )

SECTION M. DENTAL STATUS [ORAL HESLTH)

1.No 178

2. Froblem chewing 'e.0.. ooor masfcation. Immable lzw. suroical
Fesection, Gecreased sensationimator canval, pin whie eadng)
b Nowh 5"ty when satng ameal

4. Froniem brushing iesf or dentures

01/25/10

1. Weight Change
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: Weight loss in
percentages (e.g., 5% or more
in last 30 days, or 10% or more
in last 180 days).

Coding:

0=No

1=Yes

Section L. Nutritional/Hydration Status (pg. 83-85)

Fwallewieg

onl
Ahatus

SECTIONL. NUTRITIONHYDORATION STATUS
1.No 178

a. Urintended weight koss of 5% or more i the LAST 33 DAYS
[or D% ormore b e LAST 180 DAYE |

b. Severe mainubion ( Cachexts |
0. horbld Obesity

L.No 1.7

a. Inatleast 2 of the laet 3 days, ale one or fewer meais 3 day

b. inlactd dave. noficeabls decrease Inhe amownt of food
client usualy e or fulds Usualy cansumes

0. Ingufficlent fisid~did not consume all / aimosé ail fulds during
a5t 3 days

d. Entaralue fesding

0. NORMAL - Zufe ang eficient swalowing of a1 diet conssiencies
3 b

o D TUEE FEEDIN
4. N ORAL INTAKE {NFO |

SECTICN M. DENTAL STATUS [ORAL HELTH)
1.Ho 1788

2. Froblem chewing 'e.0.. ooor masfcation. Immable lzw. suroical
Fesection, Gecreased sensationimator canval, pin whie eadng)
b Nowh 5"ty when satng ameal

4. Froniem brushing iesf or dentures

01/25/10

Updated 01/25/10

2. Consumption
Intent: Regardless of size of the meal,

persons eating only one or fewer meals
a day are unlikely to be deriving
sufficient nutrition. Any decrease in
overall consumption should be
considered noticeable.

Coding:

0=No

1=Yes

3. Swallowing:

Intent: This item details the diet
consistencies & modifications in place
to address swallowing difficulties
Coding: 0 =Normal, 1 = Requires diet
modifications to swallow solid foods,

2 = Requires modification to swallow
solid foods & liquids, 3 = Combined oral
& tube feeding, 4 = No oral intake
(NPO)
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Section M. Dental Status (Oral Health) (pg 85)

SECTION . DENTAL STATUR ORAL HEALTH)
LHe 1Yy

. Frencheuha (0, oo nascton male . oy
el e sl e e e
b Mol unenesinganey

0 Froem Enahng e ks

01/25/10

Section M. Dental Status (Oral Health) (pg 85)

SECTIONAL DENTAL TATUE [CRALHEALTH

L 118

. Frodem a0, mascekn 9, Sy
fegeon, Gareaged saneafommta ool pen able iy
b bouh " sten g amed

1, Fram Enating e ke

01/25/10

1. Oral Status

Intent: To record any oral
problems present in the last
three days.

Definition:

a. Chewing problem — 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. ;g

84



DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10

Section N. Skin Conditions (pg 86-89)
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1. Skin Problems
Intent: To document the
presence of skin
problems or changes.

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.

Section O. Environmental Assessment

1. Home Environment (Refer to

MDS-HC Manual, pages 90-
91 for definitions to the
following items:

a. Lighting

b. Flooring and Carpeting
c. Bathroom and toilet room
d. Kitchen

e. Heating and cooling

f. Personal Safety

g. Access to home

h. Access to rooms in house
Coding:

0=No

1=Yes
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Section P. Service Utilization (pg 92-93)

01/25/10

SECTION
Extent of ca

uatzIment sz an 7 o

. Home healih akdes
b. Visiting rurses

0. Homemaking servies

1. Fhysical herapy

0. Qccupatians theragy
N, Zpeech nay

1. Dy cave or gy hasgitsl

) Zocal warker In home

ILIZATION IN LAST 7 DAYS|

#rtin LASTTDAYS [ orsnce st
% | rhing

1. Formal Care

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

Section P. Service Utilization (pg 92-93)

01/25/10

SECTION P. SERVICE UTILIZATION (IN LAST 7 DAYS)

Extent of care or ca: manageman
e

agamantin LAYT T DAYS (arsnce st

asaezsment H sz an 7 ey ) muohi

. Home healih akdes

b. Vishng rurses

0. Homemaking servies
d. Meds

o, \ohmiear senices

1. Fhysical herapy

0. Qccupatians theragy
N, Zpeech nay

1. Dy cave or gy hasgitsl

) Zocal warker In home

waking

1. Formal Care = Paid
supports.

> Be sure to include care
provided by Home
Health provider if
present (Home Health
Plan of Care must be
submitted per program
protocols as applicable)
Do not list if service(s)
were not provided in 7
day look back period!
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Section P. Service Utilization (pg 92-93)

TN ot Definition: Care or care
e management includes both
= — ] the direct services
e provided to the client (both
ADL and IADL support)
S and the management of
e care received (e.g., making
e medication schedules,
planning for future needs).
This includes care or care
management provided by

any formal agency.

01/25/10

Section P. 2. Special Treatments, Therapies,
Programs (MDS-HC Manual pg 94-95)

Intent: To review prescribed treatments and
determine extent of client adherence to the
prescription. This section includes special
treatments, 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.

01/25/10
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Section P. 2. Special Treatments, Therapies,
Programs (MDS-HC Manual pg 94-95)

Treatments:

It is critical that you review the definitions on
page 95-97 of MDS-HC Manual regarding
treatments, therapies, Programs, and
special procedures done in the home for

this section of MDS-HC.

Important Note:
P2. c. All other respiratory therapy treatments includes only

those listed that are provided by a qualified professional
(e.q., Home Health Nurse). Do not code self administered,
or family administered care here.

01/25/10

Section P. 2. Special Treatments, Therapies,
Programs (MDS-HC Manual pg 94-95)

Important Note:

P2. c. All other respiratory therapy treatments includes
only those listed that are provided by a qualified
professional (e.g., Home Health Nurse). Do not

code self administered, or family administered
care here.

P2. m Tracheostomy care- Includes cleansing of
tracheostomy and cannula (Include self-care,
and/or care performed by family, others)

P2.z Special diet — Include all special diets (e.g.,
diabetic diet, low salt diet, etc.)not just
“nutritionally supplemented or mechanically

01/25/10 altered diet.”

Updated 01/25/10
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Section P. 3 Management of Equipment.
(MDS-HC Manual pg 97)

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.

It is critical that you review the definitions on
page 97 of MDS-HC Manual regarding this

section.

01/25/10

Section P. 4 Visits (MDS-HC Manual pg 99)

P. 4. 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).

Coding: Enter the number of hospital admissions in
the box. Enter “0” if not hospital admissions.

P. 4. 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 overnight
stay at the time

01/25/10
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Section P. 5. Treatment Goals (MDS-HC
Manual pg 99)

P. 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).

01/25/10

Section P. 6. Overall Change in Care Needs
(MDS-HC Manual pg 100 - 101)

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.

01/25/10

Updated 01/25/10
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Section P. 7. Trade Offs (MDS-HC Manual pg
101)

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.

01/25/10

Section Q. Medications (pg 101-105)

1. Number of Medications
L Intent: To determine the
number of different

i medications (over-the-

_— counter and prescription)

8. Antiosyhefic | newrglepic

e the client used in the past

Prysician reviewed clenf

7 days.

M = 2. Receipt of Psychotropic
Medications (Refer to
= Appendix A)

3. Medical Oversight
4. Compliance/Adherence

with Medications

01/25/10

Updated 01/25/10
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Section Q. Medications (pg 101-105)
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1, Complant 0% of e tme of more
2 Compliant le=s than 0% of the time, inchacing falur=

R prescription) the client
used in the past 7
days.

01/25/10

Section Q. Medications (pg 101-105)

Q. 1. 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, (note 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.

01/25/10
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Section Q. Medications (pg 101-105)

Q. 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
sever days. See appendix for list of drugs y
category. Includes any of these medications given
to the client by any route (p.o., IM, or IV) in any
setting (e.g., home, in a hospital emergency room)

01/25/10

Section Q. Medications (pg 102-103)

Q. 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 r deletions.

01/25/10 186
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Section Q. Medications (pg 103)

Q. 4. Compliance/Adherence
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.

01/25/10

Section Q. Medications (pg 103)

Q. 5. List of All Medications
Intent; To facilitate a mediation

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. .

01/25/10
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Section R. Assessment Information (pg 105)

SR A 1. Signature of Person Completing

. Assessment

Intent: Each individual (should

there be more than one) who

completes a portion of the

i ol B 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.

. Daie Assessment Coordinaior
signed 23 compietz

This section is not for attendees
of CPOC meeting.

01/25/10

Section R. Assessment Information (pg 105)

IMPORTANT NOTES:

> “Signing” Section R. 1. a. (i.e., entering the
assessors name in this section of the MDS-HC)
will automatically lock the MDS-HC assessment

and will not allow data entry past that point in
time.

Do not enter an incomplete MDS-HC assessment
in TeleSys for any reason.

MDS-HC Assessments must be entered in to the
TeleSys database within 10 business days from
the date of MDS-HC assessment completion date
in SectionR. 1. c.

Do not leave MDS-HC unsigned once you enter it
in TeleSys!

01/25/10
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A Word about
MDS-HC Data
Input & the OAAS
MDS-HC Systems
Software
WEENYY

01/25/10

From Assessment to Data Input to Person
Centered Care Planning

01/25/10
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Data Quality Monitoring & Correction to Assure
Assessment Quality & Timely Provision of Services

All sections of MDS-HC
Assessment Forms, Care
Plans, SMS forms, etc., must
be reviewed for accuracy and
consistency, first, by the
Support Coordinator/MDS-
HC Assessor, and secondly,
by his/her Supervisor PRIOR
to submission to OAAS.

01/25/10

MDS-HC Assessors are responsible for
accurate, timely completion of all assigned
assessments within applicable program
guidelines

MDS-HC Assessors & designated agency

supervisors are responsible for reviewing each
section of the MDS-HC to assure it has been
coded accurately as reflected in POC & other
supporting documentation, prior to submitted
to OAAS Regional Office.

01/25/10
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MDS-HC'’s Relationship to Care Planning

01/25/10

;

01/25/10

Purpose of the Assessment Process
The main purpose of the assessment process is to
generate a care plan. Information is collected for

the purpose of making a series of decisions regarding
the following areas:

Is help needed?

What help is needed?

Is the person eligible for the help offered through
OAAS programs/Other community resources?

Is the help needed available thorough OAAS
programs at a cost that does not exceed nursing home
care (a precondition of HCBS waiver funding)?

Will the individual accept the help OAAS programs can
offer, and finally,

What services need to be in place to assure the
individual’s needs and preferences are addressed.

196
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Client Assessment Protocols (CAPs) Inform and
Guide the Care Planning Process

MDS-HC Assessors use “triggered CAP”
information, along with other client-specific
information, to prepare an agreed upon

person centered Plan Of Care (POC)

The POC, Triggered CAPs, specified
supporting documentation (e.g., “Notes Page”
from automated MDS-HC), and other required
documentation are complete and accurate,
and submitted/available in Telesys with in
specified time lines, for OAAS Regional
Office/Contractor for review & processing

01/25/10

MDS —HC Manual - Chapter 4
Client Assessment Protocols (CAPs)
Guidelines Overview

Cleer §
L

01/25/10

Updated 01/25/10
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What are CAPs?

Care Pla

Client Assessment Guidelines
Protocols (CAPs) are a structured,  Tyiggers
problem-oriented framework for

organizing information collected 'MDS-HC .
During the MDS-HC Assessment

process

01/25/10

!9 3;2 CAP Process

CAPs are “Analyzed/Run” on all MDS-HC
Assessments, regardless of type of assessment
(e.g., Initial, Annual, Significant Change, etc.)
once entered in TeleSys in order to generate
triggered CAPS and RUGs Score for POC
planning;

Designated agency staff are responsible for
assuring that MDS-HC data is entered in TeleSys
within 10 working days of final completion date as
noted on MDS-HC, Section R. c.

01/25/10
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CAP Process

All Triggered CAPs must be identified in
the POC with clear
documentation/evidence that the
triggered CAPs were explained and
discussed with the individual, and his/her
support network, and that the person was
provided with timely information
necessary to make an informed choice
regarding his/her supports and services
preferences.

01/25/10

The Care Plan Meeting - Who
Participates?

Individual consumer Care Planning Team
Members whom:

The individual wants present (Direct

Service Providers do not participate in  the
initial planning meeting)

Have participated in the assessment

process;

» Have provided, or can provide direction,
education, resources, etc. for identifying &
care planning triggered CAPs

01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

Documentation
Focus on KEY Issues

Your rationale for your decision to Care Plan
or not to Care Plan:

» Client is at risk

* Improvement is possible

» Decline can be minimized

e Client could benefit from consultation,
referral, etc.

.

01/25/10

“Working” the CAPs

01/25/10
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DHH/Office of Aging and Adult Services (OAAS)

CAP Focus Example
Falls

01/25/10

Falls — Background

One third of elderly living in the
community fall annually, with 50%

falling more than once 10% of
these falls result in serious injury.

May be indicator of functional
decline. Leading cause of
morbidity and mortality in this
population.
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DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10

01/25/10
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Falls — Objective

To ascertain if falls 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

Falls — Definition

An unintentional change in position
where the elder ends up on the floor
or ground. A fall may result from
intrinsic (internal) or extrinsic
(external) causes or both
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DHH/Office of Aging and Adult Services (OAAS)

Falls — Triggers

» What triggered the CAP?

= [dentification of MDS-HC item(s) that
“triggered” CAP crucial link in developing an
individualized Care Plan

Potential for additional falls or risk of initial fall suggested
if one or more of the following is present (page 187):

Falls in the last 90 days — K5 =1 or more

Sudden change of mental functioning B3a = 1

Being treated fro dementia J1g = 2

Being treated for Parkinsonism J1 | = 2

Unsteady gait (K6a = 1) AND Does not limit going out
(K6b = 0)

01/25/10

> Mrs. Jones triggered the Falls CAP. You explained to her
and her family members that Mrs. Jones was at an
increased risk for falling because of one fall she
experienced in the last 90 days (K5 = 1), and a sudden
change of her mental functioning (B3a = 1).

» How would you state the Outcome/Goal in Section P of the
POC?

» What are some examples of strategies that would help
accomplish this goal/outcome?
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DHH/Office of Aging and Adult Services (OAAS)

Updated 01/25/10

Who do | call if | have questions
regarding MIDS-HC?

01/25/10

Timely and accurate completion of the MDS-

Contact your
OAAS Regional
Office (see
enclosed Regional
Office Contact List)

Your Regional
Office will contact
OAAS State Office
as needed

HC assessment by a DHH/OAAS trained

assessor is a critical first step in a person
centered planning process that informs and
guides the individual towards achieving or
maintaining his or her highest practicable

level of well-being.

01/25/10
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