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ABSTRACT

An integral concern across care settings is the prompt intervention for patients suffering
with pain. Long-term care (LTC) settings present with unique challenges to assess and manage
pain in resident populations. Pain assessment is especially challenging, because residents have
varying degrees of cognition to communicate their pain, and clinician/staff knowledge of pain
symptoms may be lacking. The purpose of this research was to improve the measurement of
pain and outcomes of care for the elderly residing in skilled nursing care, especially those with
cognitive-impairment. The specific aims of this study were to: 1) Determine the magnitude of
the relationship between pain behaviors and a measurement model hypothesized for pain; 2) Test
the construct validity of a pain measurement model; 3) Examine the concomitance of pain and
cognition in a three-year longitudinal analysis. The research questions answered: 1) Is there a
difference in the prevalence of pain in cognitively intact versus cognitively-impaired residents;
2) Can a theoretically derived model of pain aid in detecting pain across all cognitive levels; and
3) Do pain and cognitive status concomitantly correlate? The goal was to examine the
covariance model of concomitance of pain and cognition to more accurately construct theoretical
models of pain to then include additional resident care factors in future research.

Traditional self-reports of pain are often under-assessed and under-treated in the
cognitively-impaired (CI) elderly resident. Having additional measures to detect pain beyond
self-reports of pain intensity and frequency increases the likelihood of detecting pain in
populations with complex symptom presentation. Data collected from skilled nursing facilities
offer exceptional opportunities to study resident demographics, characteristics, symptoms,
medication use, quality indicators, and care outcomes. The Minimum Data Set-Resident

Assessment Instrument (MDS-RAI) 2.0, a nationally required resident assessment tool, must be
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completed on every resident in a Medicare LTC facility within 14 days of admission, quarterly,
annually and with significant changes in resident status. Because the MDS is widely used and
recognized in LTC settings, core items from MDS [i.e., pain frequency (J2a) and pain intensity
(J2b)] along with additional MDS items hypothesized to signify pain were analyzed in the pilot
measurement model. Ten core items from MDS were used: 1) Inappropriate behavior frequency
(E4da); 2) Repetitive physical movements; 3) Repetitive verbalizations (Elc); 4) Sad facial
expressions (E11); 5) Crying (E1m); 6) Change in mood (E3); 7) Negative statements (Ela); 8)
Pain frequency (J2a); 9) Pain intensity (J2b); and 10) Cumulative pain sites scores. All
indicators of pain were significant at the p<.01 level.

A longitudinal cohort design was used to answer if a concomitance exists between pain
and cognition. Data were collected from MDS annual assessments from 2001, 2002 and 2003
for residents across the United States. The sample consisted of 56,494 residents age 65 years and
older with an average age of 83 8.2 years. Descriptive statistics, ANOVA and a covariance
model were used to evaluate cognition and pain at the three time intervals.

ANOVA indicated a significant effect (p<.01) for pain and cognition with protected t-
tests indicating scores decreased significantly over time with resident measures of pain and
cognition. Results from this study suggest that: 1) Using only pain intensity and frequency, pain
prevalence was found in 30% of the pilot population, while 47.7% of cognitively intact residents
had documented pain and only 18.2% of the severely CI had documented pain, supporting
previous research that pain is potentially under-reported in the CI; 2) Parsimonious
measurements models of pain should include dimensions beyond self-reports of pain (i.e.,
cognitive, affective, behavioral and inferred pain indicators); 3) Model fit was improved by using

specific MDS items in the pain construct; 4) Longitudinal analysis revealed relative stability for
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pain and cognition measures over time (e.g., larger stability or consistency was found in
cognitive measures than the measures of pain over the three-year period); 5) Crossed-legged
effects between pain and cognition were not consistent; 6) A concomitant relationship was not
found between pain and cognition. The relationship was significant (p<.01), but associations
were weak (r=0.03 to 0. 08). Pain or cognition should not be used as a predictor of the other in
theoretical models for similar populations.

The MDS is a reliable instrument to follow resident attributes, quality of care, and patient
outcomes over time. The development of more accurate assessments of pain may improve
resident care outcomes. Ineffectively intervening on the pain cycle is posited to cause secondary
unmet needs that affect the resident’s quality of life. Findings support the importance of
improving clinical outcomes in the management of pain in the elderly residing in long-term care.
Deficits in the treatment of pain highlight the impetus to support health policy change that
includes pain treatment as a top health priority and a quality indicator for federally funded

programs supporting eldercare.



This dissertation is dedicated to my husband without whose love, support and patience, this
dissertation would not have been possible. Thank you also to my parents for their limitless

words of encouragement and believing that education beyond all else is so important.

vi



ACKNOWLEDGMENTS

Heartfelt thanks to my chair, Mary Lou Sole PhD, RN, CCRN, FAAN, Pegasus
Professor, the College of Nursing at the University of Central Florida, without whose support
and numerous edits, this dissertation would have not reached the final version. I am deeply
appreciative of her insight, dedication to student success, and her encouragement in the pursuit of
this doctoral degree.

This research could not have been possible without the generous time and efforts of
Seungchun Paek, M.S., PhD, Doctoral student and Graduate Research Assistant in Public Affairs
at the University of Central Florida, for running the dataset parameters and queries. Special
thanks to Dr. Thomas T.H. Wan, Professor and Director of Public Affairs and Health Services
Administration, College of Health and Public Affairs for access to the health services lab and
data, and his continuous support in the development of the theoretical models.

I would also like to express my thanks to the additional members of my committee. To
Steven Talbert, PhD for the many hours of assisting me with building algorithms in SPSS, and
Diane Andrews, PhD, RN for her critical eye and development of the theoretical frameworks.
This research was completed at the University of Central Florida, College of Nursing in

partnership with the College of Health and Public Affairs, Orlando, Florida.

Vil



TABLE OF CONTENTS

LIST OF FIGURES ...ttt e et e e e eaaa e e e eeaaaeeeeeaaeeeeenns X
LIST OF TABLES ... oottt e et e e e et e e e e e e e e eateeeseesaeeeesenaaseeeens X1
LIST OF ACRONYMS/ABBREVIATIONS ...ttt e xii
CHAPTER 1: INTRODUCTION .....ooititiiieiiiiee ettt eeae e e eeaaee e s s enaaeeessnaaeeeeanns 1
SPECITIC ATINS ....iiiiniieeiiieeiie ettt ettt e et e et e et e e e taeesbeessaeenbeesebeesseeesbeenseesnseenseassseenseas 2
STGNITICANCE. ... eeeeivieeeiieeeiee ettt et e ettt e et e e et e e s teeessteeessseeessseeessaeenssaeessseessssaeansseenssneenns 3
BacK@IOUNA......coouiiiiiiie ettt et et e b e b e e beeeabe e b e nnes 4
Theoretical FrameEeWOTK ............oouiviuiiiiiiiiiiieeiee et e e e e e e e e aaa e e e e e e s sennes 4
OVEIVICW ...ttt ettt e e et e e e e e e e et e e e e etaeeeeeeaaeeeeeeaaseeeeetseeeeeeteeeeeenasseeeeensssseeeearees 13
CHAPTER 2: HOW DO WE ENSURE PAIN IS PROPERLY ASSESSED AND TREATED IN
THE ELDERLY? A STATE OF THE SCIENCE REVIEW ......ccoooviiiiiiiiiiiiiieeeeeeeeeeeeee 15
| FR8 ¢ o6 10 o5 (o) o WU SR RR 15
BacK@rOUNd.......cc.oiiiiiiieieee e ettt st e b e e s nbeetaeenaaens 15
Significance to CliNICal PTaCtiCe.........ciiiuiiiiiiiiiiiiieciieeee et e 16
A 1S3 510 Yo U SRRSO R PP RPN 17
Search Terms and DefINitiOnNS..........eviiiiiiiiiiiiieiiee e e e e s e s e e e e e e e seaanes 18
RESULLS ...t e et e e e e e e et e e e e eaaeeeeeetaeeeeeeteeeeeeeaaseeeennraeeeeanes 18
PaIN TTAILS ..ottt e e e e e e e bbbt eeeeeeesesssataeeeeeeessesssaaarreeeeeeens 24
Pain @SSESSIMEIL........cceeiuiiieeeeieieeeeeieeeeeeete e e eeete e e et e e e eeetaeeeeeeaaeeeeeeaareeeeeetaeeeeeesaeeeeennnreeeas 25
Effectiveness of Pain INSTIUMENTS. .........uvviiiiiiiiiiiiieiiiee ettt eaareeee e 26
Challenges and Barriers to Pain Management.............cccocveeiieriieniieniienieenie e 29
Best Practices for Pain Management ...........cccueeecuiieiciieeeiiie e esieeesiee e eteeesneeesaeeesevee e 31
RECOMMENAATIONS........cuvviiiiieiiiie et eeee e ee e e e et eeeetae e e e eeaaeeeeeeeaneeeeeetneeeennes 32
Relevance to Clinical Practice and Further Research.........cccoccvvvviiiiiiiiiiiiieiiiiiieieeeeeeeeen 33
CONCIUSION ...ttt e et e e ettt e e e etaeeeeeeaaeeeeeaaeeeeeeaseeeeeesneseeeensreeeeennes 34
CHAPTER 3: A PILOT STUDY OF PAIN MEASUREMENT MODELS USING THE MDS-
RAT 2.0ttt e e e e e e e e e e et e e e e e tae e e e e ear e e e e eeaaeeeeeareeeeenarreaean 36
| FN8 ¢ o610 o5 (o) o WU SRR 36
STGNITICANCE. ...ttt ettt et et e et esate e bt e ssbe e beesabeesseesnseenseesnseenseennns 37
BacKgroUund.........ooouiiieiieeeeeeeee e e e e rb e e et e e e e e e enraeenanes 39
COZMILION. ...ttt ettt ettt ettt et e e e et e e bt e e et e enseesabeenseeeaseenseesaseenseessaeenseenssesnseensseenseannns 40
N {1 o1 AR 40
BERAVIOTAL.......oiiiieiiiieceeeee e e et e e e e e et e e e eearaa s 41
INTEITEA PAIN......eviieiiiiiiieeeee e e e e e e e e e s e e aee e e e e e 43
Nationally Required Nursing Home Quality Initiative..........ccoceeverienieninnienienciciecenee, 43
Theoretical FrameEeWOTK ............cooiiiiiiiiiiiii ettt eee e e e e e e esaaaae e e e e e e s sennes 44
IMLEEIOMS. ...t ettt e e et e e e e et e e e et e e e e eate e e e e aaaeeeenraaeeaana 45
Design and SAMPIE .......eeieiiiiiiiieeie et et e e e e e eeenreeenns 45
INSEIUIMICIIES ... eee e e e e e e e eeeeeeeeeeatarareeeeeeeesnnaarnreeeeeeens 47
| DE:R7: I O0) | To15 (o) o WO 49
StatiStICAl ANALYSIS...ccuiiiiiiiiieiieiie ettt ettt ettt e ebeesaae e bt e sbeeteeenbeenseennne 50
RESUILS ...t e e e e e e e e e e e e e s et e e e e e e e e e etbarrreeeeeeas 51
DISCUSSION ....iiiiiiiieeee ettt e e e e ettt et e e e e e ee st et et e e eeeessssaaaaaeeeesessesasaabsseeeesessassataaareeeeeenas 65



CONCIUSION ... 68
CHAPTER 4: A STUDY OF LONGITUDINAL DATA EXAMINING CONCOMITANCE OF

PAIN AND COGNITION IN AN ELDERLY LONG-TERM CARE POPULATION............... 69
B3T3 (e L To7 5 C) s DPRTS 69
STGNITICANCE. ....e.etieitieiie ettt ettt et et e et e e sate e bt e ssbeeaseesabeenseessseenseesnseenseennns 70
BacKgroUund.........oooiiieiie e e e e e e et e e e e e e enraeenanes 71
Theoretical framMEWOTK..........c.cocuiiiiiiiee et e e e ens 73
1\ (11 1 e (USSR 74

Design and SAMPIE ........oovviiiiiiiiiie e ettt en 74
INSEIUIMENLS . ...eeiieiiieee ettt e e et e e s ettt e e e enbeeeesennaaeeeeensaeeeeennseeeens 75
StatiStICAl ANALYSIS...ccuiiiiiiiieeiieeie ettt ettt ettt e et eesate bt e b e e teeenbeenaeennee 77
RESUILS ..ot e et e et e et e e e tb e e e aaeesaaeeesbaeeeaaeeeeaaeeenraaennnes 78
DISCUSSION ...ttt eite ettt et e e st e et e ette e bt e sateesbeessbeesbeessaeenseensseenseessseensaesseenseenssesnseennseans 82
L0707 T62 10 S 10 s PSSR 84

CHAPTER 5: CONCLUSION ....ouiiiiiiiiieiteeeiteeete sttt sttt sttt sttt et s 86
IMPlications fOT PTaCtiCe.......cccuiiiiiiiiiiiceiee ettt e e e e e e e e eens 86
IMPLICAtions fOr POLICY ...cc.uiiiiiiiieiiieie ettt ettt eneeens 86
Implications fOr RESEATCH ..........cooiiiiiiiieiie e e e 87

APPENDIX A: UNIVERSITY OF CENTRAL FLORIDA IRB APPROVAL.........cccceuveuvenneee. 89

APPENDIX B: DATA USER AGREEMENT ......oooiiiiiiiieeeeeeee et 91

APPENDIX C: DISSERTATION DEFENSE ANNOUNCEMENT ........cccciviiiiniieiieeeeieeeen 93

APPENDIX D: COPYRIGHT PERMISSION FOR KOVACH’S C-NDB.......cccceceniiiiene. 96

APPENDIX E: COPYRIGHT PERMISSION FOR ALGASE NDB MODEL ...........cccceeennee. 99

APPENDIX F: MINIMUM DATA SET- RESIDENT ASSESSMENT INSTRUMENT 2.0.. 101

REFERENCES ...ttt ettt st et sttt et s at e b e et saeenbesaeens 137

X



Figure 1.1.

LIST OF FIGURES

Reprinted with Permission, Algase et.al.”® Factors Affecting NDB ............ccoove.... 5

Figure 1.2. Reprinted with Permission, Kovach et. al.** Model of C-NDB .........cccoveeeevererrennnn. 6
Figure 1.3. Theoretical Framework©, Allison Burfield ............cccoocieiiiiiiiniiiiicieeeeee, 8
Figure 3.1. Sample MeEthod.........cccuiiiiiiiiiiecee e e e et aee e ebeeeseaee e e 46
Figure 3.2. Cognitive Performance Scale ™ ...........o.coviuimoieeoeeeeeeeeeeeeee e, 48
Figure 3.3. Latent Construct Pain ..........ccccuiiiiiiiiiiie et e e e e e snae e 50
Figure 3.4. Preliminary Indicators in Model...........c.ccoooiiiiiiiiiiiiiiieceeeeeee e 57
Figure 3.5. FINAl MOAEI ......ooooiiiieiieeeeee ettt e e e e eaae e enneesenae e e 61
Figure 3.6. Measurement Models by Cognitive Status with Correlations and Shared Error........ 65
Figure 4.1. Reprinted with Permission, Kovach’s et. al. ** Model of Consequences of Need-

Driven, Dementia Compromised Behaviors...........ccceeiuiiiiieiiiiiiiiiieeieeeeeeee e 74
Figure 4.2. Sample Method.........cccuiiiiiiiiiiieeie e ae e st aee e eaeeeenaee e e 75
Figure 4.3. Pain CONSIIUCE. .....ocouiiiiieiieeiieiie ettt ettt ettt et e et e e beesaeebeessbeessaeenseesaeesnseenseas 77
Figure 4.4. Covariance Model 1 of Three-Year Concomitance of Cognition and Pain ............... 81



LIST OF TABLES

Table 1.1. Example of Cascading Effects..........cccieriiiiiiiiiiiieiiee e 7
Table 2.1. Pain Tools Used to Assess Pain in the Elderly ..........ccccooovviieiiiiiiiiiieeceeeee 20
Table 2.2. Recommended Standards for Pain Instrument Dimensions to Consider for Use with

Cognitively-impaired RESIAENES. .......cc.eeiiiiiiiii ettt esaee e 27
Table 3.1. Theoretical Construct DefInItions™ 2 ..........o.veueeeeeeeeeeeeeeeeeeeeeeseeee s eesessesseereeeeenne 45
Table 3.2. Demographic Characteristics of Residents...........ccceecvieeiiiiieiiieiiie e 52
Table 3.3. Diseases/Events with Potential Pain Symptoms............cceccveviieiiieniiienieniieiiecieeiens 53
Table 3.4. Behavioral INAEX.........cccuiiiiiiiiiiieec et e 54
Table 3.5. Fries Pain Scale (PS) ' RAtNES .......v.veveeeeeeeeeeeeeeeeeeeeeeeee oo 56
Table 3.6. Preliminary Model Factoring Loadings...........ccccecvvieeiiieiiiieniie e 58
Table 3.7. Definitions of the INAICAtOrS .........c.coooiiiiiiiiicce e 59
Table 3.8. Correlation Matrix of the Indicators of Pain............cccccooooiiiiiiiiiiiiiiceee, 60
Table 3.9. Final Model Factor LOadings.........coeoieiiierieiiiieiieeieeite ettt sae e ieeeaeens 61
Table 3.10. Goodness of Fit Statistics for the Measurement Models .............ccocevveiiiiiiinieennnen... 62
Table 3.11. Goodness of Fit Statistical TEIrmMS.........cccveiiviiiieiiiieciie e e 63
Table 4.1. Pain SCOIe ILEIMS. .....cccouiiiiiiiiiee ettt e e e e et e e e e eeaaaeaeas 76
Table 4.2. Demographic Characteristics of ReSidents ............cccueeviiriiieniiniienieeieeieceeeeene 79
Table 4.3. Diseases/Events with Potential Pain Symptoms..........cccceccvveeiiiieiiienciiecie e 79
Table 4.4. Longitudinal Chart of the Cognitive and Pain Scores ..........ccccocvevieveniieninneneeneenne. 80
Table 4.5, COrTIAtiONS. .....cciiviiiiieeiieee ettt e ettt e e e et e e e e tte e e e e etaee e e eeataeeeeeenseeeeenseeaeas 81
Table 4.6. Goodness of Fit Statistics of the Covariance Model.............ccceeeeiiieiiieeiiiecieceeees 82

xi



ACRONYM

ADL
AGS
AHQA
ASPMN
CI

CMS

C-NDB
CPS

DRP
HR-QOL
IRB

LTC
MDS-RAI
MMSE
NDB
NHQI
NIH
NSAID
PS

QI

QOL
RAP

SNF

TIC

LIST OF ACRONYMS/ABBREVIATIONS

Definition of Acronym

Activities of Daily Living

American Geriatrics Society

American Health Quality Association

American Society for Pain Management Nursing
Cognitively-impaired

Centers for Medicare and Medicaid
Consequences of Need-Driven, Dementia-
Compromised Behavior

Cognitive Performance Scale

Drug-related Problem

Health Related Quality of Life

Institutional Review Board

Long-Term Care

Minimum Data Set-Resident Assessment Instrument
Mini-Mental State Examination (Folstein)
Need-Driven, Dementia-Compromised Behaviors
Nursing Home Quality Initiative

National Institute of Health

Nonsteriodal Anti-Inflammatory Drug

Pain Scale

Quality Improvement

Quality of Life

Resident Assessment Protocol

Skilled Nursing Facility

The Joint Commission; formally known as Joint
Commission on Accreditations of Healthcare
Organizations (JCAHO)

xii



CHAPTER 1: INTRODUCTION

The management of pain is a primary healthcare concern across all age groups and social
strata.' The goal of pain management is to lessen pain and relieve discomfort and suffering.
Pain management in nursing home residents is a major concern to policy makers and those who
care for the elderly, because despite efforts to improve care, pain continues to be under-assessed
and under-treated. It is estimated that 49-83 % of 1.8 million nursing home residents suffer with
chronic daily pain.** Cognitively-impaired individuals, who are confined to skilled nursing care,
are at the highest risk for inadequate pain management. Research on assessment and treatment
of pain for cognitively-impaired residents lacks consistent documentation and interventions.”*
Pain is not assessed consistently or well in the cognitively-impaired elderly, resulting in under-
treatment. Assessing pain in the elderly with advanced stages of cognitive decline is difficult
related to decreasing ability, or inability to communicate their pain verbally.

Action plans in fall 2008 from the Centers for Medicare and Medicaid (CMS) recognized
a system-wide inability to provide for appropriate pain relief measures for the elderly. Revisions
of the regulatory requirements for pain management were slated to change in the Interpretive
Guidance to Surveyors for Long Term Care Facilities to correct for these deficits.'” Essential in
strategic planning was the alignment of measures to match federal surveys and certification
priorities. Missing in care protocols was how to improve assessment and treatments with
common quality indicators, when vital pain information is lacking from these surveys. The
Minimum Data Set-Resident Assessment Instrument (MDS-RAI), used nationwide in Medicare
funded facilities, contains items to extrapolate pain states, but does not document interventions
taken to treat pain. A MDS-RAI instrument to measure pain in the cognitively-impaired resident

does not exist to date.



Specific Aims
The purpose of this study was to improve the measurement of pain and outcomes of care
for the elderly residing in skilled nursing care, especially those who are severely cognitively-
impaired. Pain behaviors will be analyzed using data from the MDS-RAI. Three specific aims
guided the study:

1) Determine the magnitude of the relationship between pain behaviors and a

measurement model hypothesized for pain.

2) Test the construct validity of a pain measurement model.

3) Examine the concomitance of pain and cognition in a three-year longitudinal analysis.
The research questions answered:

1) Is there a difference in the prevalence of pain in cognitively intact versus cognitively-

impaired residents?

2) Can a theoretically derived model of pain aid in detecting pain across all cognitive

levels?

3) Do pain and cognitive status concomitantly correlate?

This study obtained point-in-time resident data to develop a model assessing pain in the
elderly. A large dataset stratified by subgroups was to answer the research questions and
increase the generalizability of the findings beyond the smaller scale studies conducted to date on
pain behaviors. The long-term benefit to health policy offers quantifiable methods to measure
pain for this population, serving as a foundation to implement changes in care management, and

enable assessments that provide relevant data to determine treatment regimens for this vulnerable

population.



Significance

Care environments should strive to promote holistic, resident-centered care to ensure
quality of life.'® Negative behaviors in the care environment that can be correctly identified may
improve health outcomes and reduce complications to enable cost-savings from using
appropriate interventions, and help reduce caregiver burden and burnout.'” Understanding the
patterns and associations of pain behaviors improves the ability to more accurately anticipate
care needs and improve the resident’s quality of life. Pain is an abstract, intangible concept,
experienced by an individual. Multiple signs or indicators may be an expression of that pain.
Categorizing indicators of the latent construct, pain, would add significant value to assessing
pain more accurately.

Pain that is promptly identified and treated at an early onset may stop the pain cycle and
lessen the event of disruptive behaviors. If pain behaviors are intervened upon at an earlier
stage, suffering could be lessened and secondary co-morbid complications might not occur.
Decreasing pain and its associated behaviors could lessen disruptions to staff or other residents,
increasing unit/facility safety and improving group dynamics. Pain needs met with timely
interventions may decrease resident wandering or other physically aggressive behaviors, improve
resident safety and reduce the incident of falls."® Cost savings would occur by the use of more
efficacious interventions based on the resident’s needs, not just the needs of the staff to reduce
unit disruptions.'”** Behaviors managed with appropriate interventions might prevent transfer
of a resident to a higher level of care to regain unit order.”’ Staff can be empowered to correctly
interpret pain behaviors, which may reduce burnout from routinely dealing with combative

. 1
residents."”



Lacking are research findings based on large-scale data to gain general perspectives
across resident types to link pain behaviors. Research evaluating pain behaviors answers
valuable questions to form links between symptoms, behaviors, and resident quality of life to
study why gaps in care exist and to then discover patterns in secondary needs (e.g., depression,

. .. . . . . 22
weight loss, decreased activity, functional declines, or immuno-compromised states).

Background

Theoretical Framework

The theoretical framework defines and describes the presenting problem, and models the
processes producing the presenting problem behaviors related to assessment of pain in
cognitively-impaired elders. Using a theoretically-derived framework allows researchers to
incorporate background and proximal factors to explain pain behaviors.

This study integrated the Consequences of Need-Driven Behaviors as the theoretical
framework. Need-driven, dementia-compromised behaviors (NDB) are the behaviors a resident
displays to communicate underlying needs. Algase and colleagues ** developed the first model
of needs-driven behaviors (Figure 1.1). The expression of NDBs is specific to the individual and
dependent upon background and proximal factors. Background factors include neurological,
cognitive, psychosocial and general health causes. The proximal factors vary greatly and are
dependent upon environmental and personal causes, like unit staffing, or pain with movement.
Proximal factors are the most likely to cause NDBs. Using the NDB as the foundational
framework for this research enables one to draw a link between cognitively-impaired residents
(background factor) and proximal factors, like pain, to understand why NDBs occur. This

process allows the clinician to isolate actions with the highest probability of triggering the



behaviors.” From this knowledge, the most efficacious, targeted interventions for the need-

. . . . 1
driven, dementia-compromised behaviors can be made."’

PROXIMAL FACTORS | NDB
BACKGROUND FACTORS n I T
« PERSONAL » WANDERING
« NEUROLOGICAL » « PHYSICAL * * VOCALIZING
+ COGNITIVE ENVIRONMENT e PHYSICAL
« GENERAL HEALTH + SOCIAL AGGRESSION
* PSYCHOSOCIAL ENVIRONMENT

Figure 1.1. Reprinted with Permission, Algase et.al.”® Factors Affecting NDB

The Consequences of Need-Driven, Dementia-Compromised Behavior (C-NDB) extend
the original NDB adding secondary needs that arise from primary needs not being met.”* The
darkened circles of Figure 1.2 include Algase’s model with the additional concepts added by the
extension of C-NDB. Kovach expands the model to include outcomes or consequences of
NDBs. The resident expressing the needs behaviors (i.e. primary NDB) after a period have
additional needs stemming from the original needs not being met. The unmet needs affect
resolution of the primary NDB through additional care, personal, and contextual factors. Care
factors describe how the NDB influences the caregiver’s ability to anticipate resident needs and
can cause caregiver burnout. Personal factors describe resident characteristics like affect (facial
expressions), and the physical and functional status of the individual. Contextual factors clarify
how environmental stressors caused by unit disruptions might increase resident transfers to

higher levels of care in order to restore calm to care units.



Proximal
factors

Background
factors

Prirmary
WDEs

Primary need-driven,
Dementia-compromised
behaviors

Cars factor

Canlaxtual
factoms

- Componenis of original NDB model

Figure 1.2. Reprinted with Permission, Kovach et. al.** Model of C-NDB

Of primary interest in the C-NDB model are cascading effects. Cascading effects are not
shown in Kovach’s model, but are an integral aspect of explaining the connection between
proximal/background factors, primary needs, primary need-driven behaviors, outcomes of unmet
needs, secondary needs, and the arising secondary need-driven behaviors. Cascading effects are

a result of proceeding stages of unmet needs (Table 1.1).



Table 1.1. Example of Cascading Effects

Proximal or Primary Need Primary NDB Outcomes of Secondary need | Secondary NDB
background unmet needs
factors
Pain Analgesic Yelling, stated 1. Fall with 1. Analgesic 1. Loss of
pain, bracing fractured hip 2. Increased appetite, weight
affected area, 2. Loss of need for loss
hitting mobility assistance with 2. Irritability
ADLs
3. Pressure ulcer
Constipation 1. Increased Agitation, 1. Increased unit | 1. Increased Increased
activity wandering, disruption socialization wandering and
2. Fluids restlessness 2. Social 2. Medication aggression
3. Laxative isolation for anxiety and

4. High fiber diet

3. Abdominal
bloating and
discomfort

bloating

The primary problem is the caregiver’s inability to comprehend needs and the inability of

the person to make his/her needs known (Figure 1.3). Need driven behaviors are distracters to

the real problem of underlying pain. Because a standardized behavioral tool to assess pain does

not exist, the uniformity of skill to detect pain is quite difficult for clinicians and ancillary

support staff. The complexity of cascading behaviors, as an overlay of behavioral symptoms, is

a difficult problem to solve. The observer who is able to understand resident behaviors as sign of

needs that are not being met, could lessen interpreting these behaviors simply as an aggravating,

disruptive resident.
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Residents labeled as difficult are often physically or chemically restrained to control
unruly behaviors. The administration of antipsychotics or other psychotropic medications masks
pain behaviors and further dulls the resident’s ability to communicate their needs, which is
potentially the last line of defense the resident could use to express pain. Treatment planning for
residents requires multidisciplinary coordination and perseverance in finding underlying sources
of discomfort.'” Long-term neglect of pain from unmet needs without treatment results in the
resident progression to acute states of delirium, hallucinations, delusions, and further declines in

cognitive state.

Concepts of the Framework

The theoretical framework for this study integrated the NDB model and the C-NDB. In
the figure 1.3, pain is depicted as a proximal factor, and cognitive status describes the resident’s

background state. A combination of pain and the resident’s cognitive state influence the



intensity and method of communication. The staff interprets these factors, resulting in either
resolution of the resident’s pain, or incorrect interpretation of the pain behaviors. Incorrect
interpretation causes negative outcomes in the resident’s care and increased need driven
behaviors with a cascade of behaviors/effects. The resident’s pain remains unresolved, but pain
behaviors escalate. To manage the perceived difficult behaviors and unit disruptions, residents
are given antipsychotic medications, which further mask pain behaviors. Secondary needs-
driven dementia compromised behaviors (consequences) arise, because of the long-term effects

of underlying unresolved discomfort, decreasing the resident’s quality of life.

Pain

Starting at pain as the primary need in the proposed model (Figure 1.3), this symptom
describes a state of physical suffering or discomfort. Pain is a subjective experience, and it is
difficult for others to infer the qualities of pain that are felt by an individual. The treatment of
pain usually depends on one’s ability to express the magnitude of discomfort verbally and to
receive some type of intervention.”” Facial reactions to pain become increasingly important to
interpret as self-reporting abilities diminish with cognitive decline.”® Pain causes disruptive
behavioral outbursts in the severely cognitively-impaired.”” Residents who are more cognitively
intact use a progressive level of verbal cues to express pain.”” Evidence shows that as the
resident’s cognitive status declines, more physical behaviors start to occur to express pain. The
caregiver must not simply treat behaviors as disruptions to daily routines, but a deeper issue of
unmet needs.”® A better understanding of pain behaviors could assist in changing health provider
attitudes and responses from annoyance with “disruptive behaviors” to resident-focused,

symptom resolution.”’



Traditional tools like self-reporting pain scales are not effective as the sole means to
measure pain in individuals, who are unable to verbally communicate their pain, such as those
with cognitive impairment. Tools that incorporate self-reporting, observational, psycho-
affective, trace correlations to disturbances in activities of daily living, and are easy for the

clinician to use, have the most pragmatic utility as a standardized tool.>**

Cognition

Cognitive status is the condition of the resident’s conscious intellectual activity like
reasoning, remembering and thinking. The resident’s cognitive status determines the ability and
at what level the resident communicates with others. Cognitive decline often follows a close
association with functional decline, so adding information about the role of long-term unmet
needs can help clarify how proximal factors influence this relationship.>® Appropriate
interventions may result in the delay of functional disability and cognitive decline.”* The
antecedent and consequences in the triad of pain, cognitive status, and functional decline are
difficult to determine. Pain as a precipitating factor along with the resident’s cognitive status can
help explain why the resident communicates in they manner he/she does, and why caregivers

might infer these cues correctly or incorrectly.

Communication and Interpretation

Communication is a two-way process. The communicator sends information to the
receiver, who interprets verbal and nonverbal cues. In the absence of explicit verbal directions,

the individual uses body language and existing verbal sounds to infer meaning. The elderly with
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impaired cognition use behaviors to communicate in the absence of the ability to verbally state
their needs, because of a combination of impaired cognitive functioning and neurological

: . 35,36
damage from the progression of disease.™

Clinicians report difficulty in categorizing pain in cognitively-impaired residents.” 2% ">’
A recent state of the science report on pain management suggests that an increased awareness of
what pain is, would facilitate and improve the assessment and management of pain for this

population.40 Knowledge of pain behaviors enables the clinician to be able to more accurately

assess and interpret symptoms and intervene in the pain cycle.

Need-Driven Behaviors

Need-driven behaviors occur, because primary needs are not being met. Unresolved
pain, when not intervened, turns into a negative consequence by incorrectly interpreting
behavioral signals. Disruptive behaviors common in residents with dementia, lead to negative
consequences, like continued pain or the use of physical or chemical restraints.*’ Ideally,
identification of primary need driven behaviors would result in immediate action-resolution and
a decrease in dysfunctional behaviors. Personal factors may compound need driven behaviors
such as limitations in mobility, depressed mood, or declines in functional state. Additional care
factors may exacerbate ignored need driven behaviors like staffing levels, staff burnout, or other
unit disturbances. Caregiver burnout and an inability to provide anticipatory care occur on high
stress units.”® Contextual factors of the environment, like unit and caregiver stress, also
influence care given to other residents and may lead to a quicker transition of disruptive residents

to higher levels of care.
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Cascading Behaviors (Consequence)

Continued unmet needs result in secondary needs occurring. Cascading behaviors
(effects) happen when the resident’s individual needs have not been met, resulting in new needs
and behavioral symptoms.** Kolanowski and Litaker '’ have posited that treatments tailored to
meet individual needs can improve behavioral symptoms. This theory also explains why certain
factors produce behavioral symptoms and specific treatments resolve behavioral sources, not just

the symptoms.

Inappropriate Medication Use

Current black box warnings administered from the Food and Drug Administration
(FDA)* caution the use of antipsychotics in the elderly. The wide-spread administration of
antipsychotics in nursing homes can be an indicator of inadequate staffing and can trigger quality
of care concerns for facility-staff case mix.* Antipsychotics mask pain behaviors and also

18, 34, 44-46 . .
h. >°™ Evidence is

cause other co-morbid complications such as hospital admission or deat
lacking to support the use of antipsychotics to manage behavioral symptoms in the elderly.*® In
addition, the resident should also be monitored for polypharmacy to reduce medication side
effects. The focus becomes treating the real underlying problem and not perpetuating drug-
related problems (DRP) like polypharmacy from treating medication side effects, or continuing
incorrect medications.”’

The elderly residing in skilled care are vulnerable, because of their reliance on the
facilities to be able to deliver and anticipate their care needs. Serial trial interventions targeting
the use of accurate interventions resolve resident pain and pain behaviors in late stage

dementia.”® Public policy should sustain an ongoing evaluation of interventions targeted at

behavioral treatments. The use of the C-NDB model shows how behaviors are mediated through
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appropriate interventions, or exacerbated by inappropriately treating and interpreting

symptoms.24

Quality of Life Indicators

As the resident’s cognition declines, the incidence of secondary unmet needs is
postulated to increase from the inability of the resident to communicate needs. Primary and
secondary unmet needs decrease the resident’s quality of life, and cause disruptive behaviors
resulting in staff burnout and a toxic unit environment, affecting other residents. An innovative
aspect of this study is the investigation of associations between pain and quality of life measures,
validating a temporal sequence of events to improve the understanding of related, moderating,
and intervening variables.*® Indicators of poor outcomes for quality of life measures are
depression, gait disturbance, immune suppression, weight loss, decreased activity, and functional

decline.

Overview

This dissertation followed the University of Central Florida’s nontraditional format
developing three separate manuscripts focusing on a state of the science of pain management in
the elderly, a pilot of the pain measurement model, and a longitudinal study of the concomitance
of pain and cognition. The state of the science entitled, How Do We Ensure Pain is Properly
Assessed and Treated in the Elderly? A State of the Science Review, examined and synthesized
the literature for pain concepts, clinical practice guidelines, and the state of the science in the
assessment and management of pain in the elderly residing in LTC. The second manuscript, A
Pilot Study of Pain Measurement Models Using the MDS-RAI 2.0, evaluated the relationship

between hypothesized pain behaviors and a measurement model proposed for pain, derived from
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the Minimum Data Set-Resident Assessment Instrument (MDS-RAI) 2.0. The third manuscript
entitled, A Study of Longitudinal Data Examining Concomitance of Pain and Cognition in an
Elderly Long-Term Care Population, examined if a concomitant relationship exists between

cognition and pain in an elderly population residing in long-term care.
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CHAPTER 2: HOW DO WE ENSURE PAIN IS PROPERLY ASSESSED
AND TREATED IN THE ELDERLY? A STATE OF THE SCIENCE
REVIEW

Introduction

In 2006, a coalition of long-term care providers, caregivers, quality and medical
improvement experts, government agency representatives, and consumers launched a proposal to
promote Quality First, a Nursing Home Quality Initiative (NHQI).* Five of the eight NHQI
recommendations focus on pain management. The remaining items are a result of poorly
managed pain, or pain behaviors. A state of the science review examining pain in the elderly,
those most vulnerable, can clarify what science has achieved in building our knowledge of pain

management for the elderly and opportunities to advance care.

Background

Pain management is a common health concern across all ages. Of approximately 1.8
million residents living in skilled nursing care facilities, an estimated 49-83% experience chronic
pain.>*>" Despite decades of research on pain management in nursing homes, research findings
consistently indicate pain is poorly assessed and managed in long-term care, especially for those
with impaired cognition.

Pain negatively affects the individual’s ability to function, live independently and enjoy
an overall quality of life.”! Pain is linked to depression, decreased socialization, an inability to
sleep, weight loss, gait disturbances, immune suppression, and increased rates of morbidity.** >
Pain treatment in long-term care facilities is complex, because residents have varying degrees of

cognitive function. It is essential to implement correct interventions to manage pain. However,

healthcare providers must possess the knowledge of how to assess pain across a spectrum of
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residents with varying levels of cognitive competency. This review examines and synthesizes
the literature of pain concepts, clinical practice guidelines, and current assessment and

management strategies of the elderly residing in long-term care.

Significance to Clinical Practice

Considerable anecdotal evidence exists on pain in the older adult, but relatively few
studies focus on cognitively-impaired (CI) residents. Ethical and moral considerations should be
given to treating pain in those unable to communicate. Legal consequences are significant when
pain is not adequately assessed and treated.™>® The Joint Commission (TJC) requires the close
monitoring of pain management and evaluates institutions on the appropriateness of the
interventions taken. >"® The American Health Quality Association (AHQA) regularly publishes
plans for improving pain management developed by exemplary healthcare organizations. The
Centers for Medicare and Medicaid Services (CMS) collect data on all residents in Medicare
facilities, which has significant potential to monitor how pain is being assessed and managed.”

Performing a thorough assessment of pain in cognitively-impaired residents with
behavioral changes cannot be underestimated.® Cognitively-impaired residents may struggle
with communicating their needs. The use of verbal reports as the sole means of detecting pain,
can significantly lessen a clinician’s ability to accurately detect it.> *'*° The severely
cognitively-impaired are at the highest risk for untreated pain, because of an inability to give
responses to direct inquiries of their comfort. Even for those who are able to report pain,
analgesic interventions are still not consistently given, even with direct reports of pain.®’

Clinicians can determine the best guidelines for practice by identifying aspects of pain

assessment and treatment that exemplify quality patient outcomes.®’ This requires a synthesis of
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the most current information on successful methods to assess and manage pain to measure the

effectiveness of interventions taken.

Method

This review summarizes the assessment, treatment and management of pain in residents
living in long-term care, and addresses the factors contributing to the under-assessment and
under-treatment of pain, and behaviors linked with unresolved pain. Peer-reviewed journal
articles were found using database searches in Academic Search Premier, Blackwell Synergy,
CINAHL, MEDLINE with CSA, OVID, and PsychInfo. Additionally, online sources, review
articles and expert panel discussions were selected. The reference lists of the articles were also
used to identify additional sources. Search parameters were limited from January 1990 to
current journal articles. Setting search parameters for 1990 and onward gave a broad overview
of how pain research has evolved. Studies were included if pain management in a skilled
nursing setting was discussed. The articles chosen were evaluated for quality to be included in
the literature review. The articles must have met the following criteria:

e A clearly stated purpose and objective

e Pertinent and comprehensive sources cited in literature reviews

e A clear description of theoretical frameworks and/or a provision of background
information

e C(learly defined and identifiable variables

e Research designs that allowed a research question to be answered or a hypothesis tested

e Methods was clearly stated and appropriate to the type of study conducted

e Research design and methods described

e Evidence supported with appropriate statistical analysis or qualitative methods
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¢ Findings evaluated for reliability and validity issues

Search Terms and Definitions

Terms used to conduct the literature review were pain, assessment, dementia and
cognitive impairment. “Pain” is the state of physical suffering or discomfort. The terms
“discomfort” or “physical suffering” are used interchangeably throughout the literature review to
describe pain. “Assessment” is the use of a systematic method to evaluate and monitor pain.
The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV)®®'3) defines “dementia”
as “characterized by the development of multiple cognitive deficits (including memory
impairment) that are due to the direct physiological effects of a general medical condition, to the

2

persisting effects of a substance, or to multiple etiologies...”. “Cognitive impairment” is an
indication of a change in cognitive function caused by disease or trauma—damaging the thought
process, ability to learn and remember, react to emotions, and/or capacity to verbalize in later
stages of the disease process. Cognitive impairment defines related difficulties in how
individuals distinguish, encode, store, retrieve and use information.”” Certain medical conditions

increase the probability of experiencing or having a progressive onset of cognitive decline. Most

research studies examining cognitive decline center on dementia and Alzheimer’s disease.

Results

The articles were categorized into pain traits/behaviors, assessment strategies, the
efficacy of current pain tools, challenges and barriers to pain assessment, and evidence-based
care guidelines. The search query yielded over 800 relevant abstracts. One-hundred and seven

articles were kept for scientific relevancy to pain issues in the elderly residing in long-term care.
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A total of 35 instruments (Table 2.1) with uni-dimensional and multidimensional domains are

included in the review.
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Table 2.1. Pain Tools Used to Assess Pain in the Elderly

Name of tool

Description

Self-reporting or

Cited as

observational effective tool to
tool? assess pain in
severely CI?

Abbey Pain Scale’ Six item scale: Vocalization, facial expression, change in body language, Observational Yes

behavior change, physiological change, and physical changes
Assessment of Discomfort in Does not measure pain, but establishes a protocol to reduce the under- Combination Yes
Dementia (ADD) *"-7*"! detection/under-treatment of pain. Combines assessment and intervention methods and

strategies. Not tested on the experimental level. Protocol is structured in five protocol

steps that include a physical assessment, review of history, categorizing painful

conditions, affective assessment and implementation of non-pharmacological

measures °’
Checklist of Nonverbal Pain Identifies a pattern of behavior that reflects physical, emotional, psychosocial, Observational Yes
Indicators (CNPI) - 7% 7% 7 intellectual, cultural or spiritual distress. Can be used to monitor the

effectiveness of interventions. Six Pain Behavior categories: Revised from the

Alabama Pain Behavior Scale. Includes five nonverbal behavioral indicators:

nonverbal vocalizations (moans, groans, grunts, and cries), grimacing, bracing,

restlessness, rubbing the affected area.
Color Pain Analogue Scale (CS) ™ | Horizontal scale. Colored bar, the darker the pain the more intense the color. Self-reporting No
Colored Analogue Scale (CAS) or Self-reporting No
Colored Visual Analogue Scale Non-verbal scale that the patient points to pain level on vertical pain scale.
(CVAS): Assessment of Pain Original CAS was modified and used to assess the intensity of suffering ’°.
Intensity or Pain Affect' "> Degrees of pain coded by color. Vertical scale with severest pain on top. No

pain is listed at the bottom and maximum pain is at the top.
Comfort Checklist 7" Five domains of assessment: vocalization, motor signs, behavioral indicators, Observational Yes

facial expressions, and misc. symptoms
Discomfort Scale for Dementia of | Nine behavioral indicators of pain. Observational score of 0-3. Pain behaviors | Observational Yes
the Alzheimer's Type (DS-DAT) | are noisy breathing, negative vocalizations, content facial expression, sad facial
70.80.81 expression, frightened facial expression, relaxed body language, tense body

language and fidgeting. Based on the frequency and intensity of the behavioral

symptoms. Rater waits 15 minutes, repositions patient and re-assesses. Time

consuming. DS-DAT requires extensive training, and experience of others too

time intensive to be used in clinical settings, making DS-DAT too complicated

and difficult for routine use.
Doloplus-2 %% Pain assessment in the cognitively-impaired (CI) and rates somatic, Observational Yes

psychomotor and psychosocial behaviors as indicators of pain. Five somatic
items (somatic complaints, protective body posture adopted at rest, protection of
sore areas, facial expression and gaze, and sleep pattern), two psychomotor
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Name of tool

Description

Self-reporting or

Cited as

observational effective tool to
tool? assess pain in
severely CI?
items (based on observation of washing and/or dressing and mobility), and three
psychosocial items (communication, social interaction, and behavior).
Faces Pain Scale (Wong-Baker)"" Self-reporting Tool: Line drawings of faces. One neutral face and 6 faces that Self-reporting No
67.75,76. 78, 85-87 represent increasing degrees of pain. Consists of a line drawing of seven faces
which express increasing pain (no pain = 0, maximum pain = 6). Patient
chooses face which best demonstrates the individual’s degree of pain.
Facial Affective Scale (FAS) ” Aimed at assessing the affective components of pain. Line drawings of nine Self-reporting No
faces, ranging in expression from very happy (no pain) to very painful (most
severe pain). The original faces were 2 cm high, so they were enlarged up to 4
cm to aid in the visualization of each face. On the back of the faces, numerical
values are printed and rage from 0.04 (very happy: no pain) to 0.97 (very
painful: most severe pain).
Facial Grimace Scale’ Caregiver chooses face that represents patient’s pain stated from six faces. Observational Yes
Horizontal Visual Analogue Uni-dimensional, self-assessment pain scale, consists of a 10-cm line anchored Self- reporting No
(HVAS)” by two extremes of pain: no pain and extreme pain. Patients use a vertical
sliding marker.
Long Term Care Pain Assessment | Rates pain on 1-7 scale, 1=not at all and 7=most severe Observational Yes
Tool: Verbal Description ***
(Janssen Pharmaceutical and
Research Foundation, 2000)
McGill Pain Questionnaire (MPQ) | Used to determine pain severity. Only two parts used for Scherder’s * study, Self-reporting No
§7.90 the Pain Intensity Visual Analogue Scale 1 and Pain Affect.
Mobilization-Observation- Observational Yes
Behavior-Intensity-Dementia Pain | Developed for use in severe cognitive impairment this tool evaluates pain
Scale (MOBID) ! behaviors during standardized active guided movements to infer pain intensity.
Multi-dimensional Pain Inventory, | 7-point rating scale of affective distress. Self-reporting No
Dutch Language Version®
Non-Communicative Patient’s Pain | Six pain related behaviors are graphically depicted (pain words, pain noises, Both Yes
Assessment Instrument pain faces, rubbing, bracing and restlessness. Two dimensions of pain
(NOPPAIN) %2 evaluated—presence of pain and pain intensity.
Nottingham Health Profile” 2-point scale meant to measure quality of life. Includes 8 pain questions used to | Both For moderately
measure aspects of whether the patient experiences pain while ambulating. impaired
Number of Words Chosen- Affective pain scale consisting of five items, each of which contains three Observational No
Affective (NWC-A) of the McGill | affective adjectives. Items are arranged increasing intensity, which allows
Pain Questionnaire’® participants to indicate the nature of the pain (worry, depression).
Numerical Rating Scale (NRS) *- Self-assessment rating pain a scale of 0-10. One of the most difficult tools to Self-reporting No
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Name of tool

Description

Self-reporting or

Cited as

observational effective tool to
tool? assess pain in
severely CI?

617485 %Note also referred to as the | use due to the nuances of the degrees of pain. Pain scale of 0 to 10 rating; rated
Verbal Rating Scale (VRS) by Delphi study ®' as being one the best of three. Most commonly used pain

scale by nurses. Question whether this rated by the Delphi panel as being best

because it has it is accurate or has a long history of use.
Observed Pain Behaviors Scale * Seven domains: verbal response, facial expression, body language, Observational Yes
70.72 psychological change, behavioral change, feedback from others and conscious

state.
Pain Assessment Checklist for Subscales of the PACSLAC (Social/Personality/Mood Indicators, Facial Observational Yes
Seniors With Limited Ability to Expressions, Activity/Body Movement, and Physiological
Communicate (PACSLAC) Indicators/Eating/Sleeping Changes/Vocal Behaviors). No published findings

for testing with population.
Pain Assessment for the Contains 24 items and is divided into three domains. Part I, Physical Observational Yes
Dementing Elderly (PADE) 7*%* (observable facial expression, breathing pattern, and posture), Part II, Global

Assessment (allowing the care provider the chance to rate overall pain of the

resident they are caring for), and Part III, Functional, activities of daily living

(ADL's) such as dressing,
Pain Assessment in Advanced Takes elements from a 0-to-10 visual analogue scale; the Face, Legs, Activity, Observational Yes
Dementia (PAINAD) ' 709596 Cry, Consolability Scale; and the Discomfort Scale for Dementia of the

Alzheimer type, and wording from literature describing and defining behaviors.

Five items: breathing, negative vocalizations, facial expression, body language,

and consolability. Each element of the scale is scored, and the possible total

scores of 0 (no pain) to 10 (severe pain) are comparable to the traditional 0-to-

10 pain scale.
Pain Assessment in the Seven items: three measure specific facial movements or expressions, two Observational Yes
gogl;nmunicatively Impaired (PACI) | measure body movement, and two measure sounds and words associated with

) pain.

Pain Assessment in Uses a comprehensive list of pain symptoms based on systematic questioning of | Observational Yes
Noncommunicative Elderly direct caregivers. Validity suggests the tool could be useful in dementia patients.
Persons (PAINE) **
Philadelphia Geriatric Self-Reporting Scale patient reports a range of pain (Range 1=no pain to 5= Self-reporting No
Center—Pain Intensity Scale (PGC— | extreme pain).
PIS) *’
Pittsburgh Agitation Scale (PAS) ® | Used to measure agitation, but there is a moderate correlation between agitated Observational Yes

state and pain. PAS measure four distinct kinds of agitation: aberrant

vocalizations, motor agitation, aggressiveness and resisting care
Present Pain Intensity Scale (PPI)- | Self-reported, 6-point, word-number scale used to measure pain intensity at the Self-reporting No
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Name of tool

Description

Self-reporting or

Cited as

observational effective tool to
tool? assess pain in
severely CI?
subscale of McGill ** moment and ranges from 0 (no pain) to 5 (excruciating pain).
Proxy Pain Questionnaire (PPQ) " | Relies on report of caregiver that knows the patient well to determine changes Observational Yes
% indicative of pain. Asks three questions about the presence (i.e., “Within the last
week has the resident experienced pain?”), frequency (i.e., “How often does the
resident experience pain?”’), and intensity (i.e., “When this resident has pain,
how would you describe the extent of the pain?”). The first item is answered
with a yes or no, and the remaining items are rated on a 13-point horizontal
Likert-type scale (Never, occasionally, moderately often, often, and always for
frequency; mild, moderate, and severe for intensity).
Verbal Descriptor Scale®’ Patient is asked if they are experiencing mild, moderate or severe pain. Self-reporting No
Verbal Rating Scale (VRS) "+ % Rates pain from none, mild, moderate, to severe. Vertical picture with a Self-reporting No
continuum scale. None on the top and severe on the bottom. In Wynne, Ling
and Remsburg *” report as 1-10 scale, where patient rates pain to a numerical
value.
Verbal Rating Scale (VRS), 6- Consists of a list of adjectives, which describe different levels of pain. Patients Self-reporting No
Point®’ were asked to point to the adjective that best describes one’s current pain.
Vertical Visual Analogue Scale Similar to the HVAS scale but is presented vertically, and the line is replaced by | Self-reporting No
(VVAS)” a red triangle with its summit facing downward (no pain= 0) and its base at the
top (maximum pain =10)
Visual Analogue Scale (VAS) and | Operationally is a horizontal or vertical line, 100 mm in length with word Self-reporting No

Mechanical Visual Analogue Scale
(MVAs)74, 87,90

descriptors at each end. The patient marks on a line the point that represents the
level of pain that is being experienced. The VAS score is determined by
measuring in millimeters from the left hand end of the line to the point that the
patient marks. MVAS is a plastic version of the VAS with a slider pointer that
moves to the correct level of pain’*.
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Pain Traits

Most causes of pain in the elderly are attributed to osteoarthritis, osteoporosis, peripheral
neuropathies, recent fracture, or cancer.'” Pain is a subjective experience, difficult for outside
observers to measure. While the intensity of pain experienced from individual to individual is
poorly understood ', the mechanism of how pain is felt, is not. Pain is the communication of
peripheral nociceptive fibers to the parietal somatosensory cortex for interpretation in a return
circuit, causing a withdrawal reflex from the painful stimulus.’> Generally, residents who are
cognitively intact retract from a painful stimulus and give a clear indication of pain with verbal
statements. Initial research speculated that cognitively-impaired individuals felt pain to a lesser
degree.'” The ability to feel pain does not alter with age or the progression of diseases or

symptoms, like dementia; however, pain expectancy, perception and willingness to report it does

103, 104
vary.

Altered pain sensory occurs in dementia; however, this does not mean a lack of pain
sensory.>% % 767890 101105 R egearch provides no suggestion that patients with dementia
physiologically experience pain less than other geriatric patients. Conversely, this group of
patients may fail to anticipate sensations as painful, have poor recall of pain, and are not be able
to verbally communicate to caregivers.”> While sensory-discriminative parts of pain are
preserved even in advanced states of Alzheimer’s disease, the cognitive and affective functions
related to expectancy and autonomic activity are severely affected.'” Due to impaired memory,
the severe CI individual has no recall to anticipate pain and thus does not have an increased
reaction or anticipatory withdrawal to avoid a painful stimulus.

Many behaviors are manifested when a resident experiences pain. Particular verbal,

facial and behavioral actions are thought to indicate an individual is experiencing pain.'*®'%’
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Actions like rigidity, guarding, bracing, stopping, rubbing, shifting, grimacing, sighing/nonverbal
vocalizations, and verbal complaint are typical behavioral cues.'”® Additional behaviors like
rapid blinking, facial expressions, physical aggressiveness, agitation, crying, moaning, becoming
withdrawn/quiet, guarding, noisy breathing, negative vocalizations and fidgeting are also

identified in the research.’® '

Unfortunately, one set of signs or behaviors do not strongly
indicate pain in all residents. Noting deviations from “normal” behaviors for residents can be

key to initially detecting an underlying problem.''’

Pain assessment

Great variability exists in reported pain from nursing home to nursing home.”® Residents
in rural, for-profit and low occupancy facilities have less documented pain. It is not known if
pain is better managed in these types of facilities, or if it is simply underreported.

A lack of knowledge about pain assessment and management contributes to poor
assessment and treatment.” """ Clinicians report difficulty distinguishing between behaviors of
pain, anxiety, and agitation."' "'*"'* Solely using self-report of pain is difficult, because of the
fluctuating changes in mental status.”’ Pain assessment depends mainly on one's capability to
express the magnitude of pain to request some type of intervention.”> Misreading symptoms may
cause caregivers to assume a resident has a behavioral “problem,” or is agitated and belligerent.
The result of misreading behaviors leads to the incorrect prescribing of medications, increased
agitation and disorientation, or the risk for delirium.”” Residents may be unknowingly allowed to
suffer if alternative methods of pain assessment are not used beyond self-reports.> ¢ 2% 107- 112113
A multidisciplinary and multimodal approach is necessary to make effective assessments

and manage pain.''® It is recommended that pain assessment for CI adults use a combination of

physiological and behavioral cues.'” """ First identifying potentially painful chronic conditions
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and other sources of pain could lessen missing behaviors of pain, instead of attributing escalating
behaviors to another cause.'” Assessments should be completed after non-pharmacologic and
pharmacologic comfort measures are taken and then documented. Being aware of pain behaviors
during assessments and reassessments while weighing the effectiveness of interventions is

important to gauge the benefit of actions taken.'*®

Effectiveness of Pain Instruments

A pain tool does not exist to quantify and differentiate pain behaviors from mental health
problems. Research has been conducted on pain behaviors in cognitively-impaired individuals'”
27,6291 118119 "t the need exists to develop a standardized behavioral tool to measure pain in
this population. A comparison of organizational protocols against leading pain tools emphasizes
the opportunity to develop pain tools that integrate a multidimensional assessment (Table 2.2).
While recommendations from the American Geriatric Society (AGS) and the American Society
for Pain Management Nursing (ASPMN) incorporate, observational, self-reported and other gold
standard measures, knowledge about pain behaviors would be advanced by using multivariate
statistical methods (e.g., structural equation modeling) and larger samples to increase the power

and generalizability of the study findings.
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Table 2.2. Recommended Standards for Pain Instrument Dimensions to Consider for Use with Cognitively-impaired Residents

Observational | Self- Verbal Physical Facial Psycho- Ease of Use, Mobility as
Tool Report | Behavioral | Behavioral Behavioral | affective | requirements of Precipitating Event
Cues Cues Cues specialized training | or Noted Decline in
considered Mobility Globally

American Geriatrics
Society Panel on
Persistent Pain in Older
Adults ?* 12!

American Society for
Pain Management
Nursing (ASPMN)'#

MDS-RAI Impaired
Cognitions Pain Tool
(Pilot Tool)

Pain Scale (PS), MDS-
RAI 2.0 derived '*

Mobilization-
Observation-Behavior-
Intensity-Dementia Pain
Scale (MOBID)* !

Non-Communicative
Patient’s Pain
Assessment Instrument
(NOPPAIN) ***

Assessment of
Discomfort in Dementia
(ADD)** 37,71

Grayed areas are the recommended parameters.
*Limited use for those residents bed-bound
**Protocol includes an intervention
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Instruments (Tables 2.1 and 2.2) to assess pain ideally should include body language,
facial expressions, changes in behaviors, physical states or physiology, ability to console (i.e.,
behavior persistence), the occurrence of negative vocalizations, and labored breathing as signals
for pain.124 A successful standardized tool must be valid, reliable, brief and manageable for use
in the nursing home setting.'* Tsai and Chang'*® recommend using multiple forms of assessing
pain (reported and observational) to provide a timely intervention and treatment. When using an
observational pain tool, knowing the resident’s baseline behaviors is vital to assessing behavioral
changes.” Current studies recommend that clinicians use a standardized tool; however a gold
standard does not exist to assess pain in those unable to communicate.”” '*’ (See Table 2.2 for list
of available pain tools) General problems with existing instruments to assess pain include the
following:'*’

e Pain is a subjective experience; how can pain be accurately measured, when the
occurrence of pain is an individual event and expression?

e The variability in pain signals makes it difficult to establish uniform measures.

e Because a gold standard to assess pain does not exist for residents unable to
communicate, it is difficult to establish the validity of measures to detect pain in this
population.

e Inappropriate medication use may mask pain behaviors, or behaviors may be mislabeled
as pain cues, when in fact are related to medication side effects.

e It is difficult to discern pain behaviors from other sources of distress.

e Studies of pain tools often lack the sample size and replication of findings for

generalizability across care settings.
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Key concepts for using pain assessment tools are to ensure that the tool is understandable for the
resident and the healthcare provider. For the resident, the use of pictures, text size, matching the
tool with the resident’s cognitive level, and considering the resident’s ability to communicate
verbally are helpful in choosing a pain tool.

Proper education for clinicians regarding pain tools can include video training to increase
understanding of how to use the tool, and the importance of giving healthcare providers the time
to assess and document findings appropriately.** When using self-report tools, it is also
important for the assessor to allow the resident adequate time to answer and complete the
exercises. For residents that can not verbalize pain, observational tools should be used.” Facial
expressions are a valid measure for demented and healthy residents, and can serve as an alternate

tool to measure pain.”® '**

Research on Facial Action Coding System (FACS) of facial
expressions has emerged as an important instrument, regardless of the level of cognitive

impairment. The primary goal is the discovery of barriers and the facilitation of measures to

recognize pain more accurately.

Challenges and Barriers to Pain Management

In the literature, five categories of barriers exist hindering the effective management and
treatment of pain— resident characteristics, cultural influences, inability to understand/interpret
pain behaviors, lack of clinician training, and misconceptions of analgesic use. Residents may
present a barrier through their inability to report pain from impaired cognition, hearing, or sight;
a lack of dexterity; reluctance to complain; uncertainties about treatment; reluctance to bother
staff; and/or the nurse’s personality.”* '* Barriers influencing the experience and report of pain
are cognitive status, mood state, perception of control, expectations, and social and cultural

conditioning."*® A lack of education exists about the cultural aspects of pain presentation—

29



cultural factors like race, religion, educational background, sex or socio-economic status.®

Responses to pain are influenced by environmental or socio-cultural factors and may be
more pronounced in cognitively intact residents.”> A significant limitation to optimal pain
control measures is often related to family or prescriber resistance to follow treatment

recommendations.'*!

Health care provider bias and cultural beliefs are barriers to the recognition
and management of pain.''’” Differences in language may cause an inability to understand
resident needs and contribute to under-reporting of pain assessment, or cause difficulty using
rating scales.’’

There is a lack of communication among professionals, especially in care planning—all
healthcare professionals must be involved in treatment. Limited contact with physicians or the
nurse practitioner causes less interventions for chronic pain to be made." Nursing home
employees often have a lack of knowledge into several aspects of pain care for the elderly, even
though they report satisfaction with the way pain is assessed and treated.'”> Education and in-
services presenting formalized procedures for assessing and treating pain greatly improve

outcomes in the nursing home setting.

Educational level influences beliefs and knowledge
about pain. Having advanced education and training helps clinicians to dissuade myths about
appropriate pain control and what symptoms to look for to identify it. An increased awareness of
what pain is may facilitate and improve the assessment and management of pain in residents.*"
132 The clinician is better prepared to assess a myriad of symptoms with an increased knowledge
of pain and how interventions affect resident quality of life.

Symptoms of pain, like agitation, may be incorrectly treated with anti-psychotic

. . . . 19.134-137 .. . . . .
medications instead of analgesics. Achieving sufficient pain management is problematic

due to the risk of side effects, medication interactions, co-morbid diseases, and prescriber issues,
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such as reluctance to prescribe opioids and inadequate training into analgesic management.'®" '**

Barriers to analgesic treatment are failure to assess or report pain, fear of drug addiction, concern
about risks of falling (opioid), fear of gastro-intestinal concerns (i.e., with non-steroidal anti-
inflammatory drugs [NSAIDs]), and failure to use appropriate pharmacologic and non-

L . 9,10,61, 64,65, 104 o . . . )
pharmacologic interventions. Communication with family members including
medication information can help in correcting misunderstandings about analgesics and rationales

for pain treatment.

Best Practices for Pain Management

The American Geriatrics Society and American Society for Pain Management Nursing
(ASPMN) do not endorse specific tools for assessment of pain in the cognitively-impaired
patient.'?" %13 An expert based consensus statement makes the following recommendations
for assessing pain older adults:'* 1) physical exam 2) medication history review 3) assessment
of pain using self-reports 4) specialized tools for patients with dementia 5) functional status
assessment 6) emotional assessment and 7) focused documentation describing nociceptive and
neuropathic pain (i.e., location, onset, duration, previous effective interventions, and etiology if
possible).

Documentation should include a risk analysis for NSAID use, and show measures to
prevent constipation (i.e., hydration, ambulation, and diet) in patients using opioids. Pain should
be treated prophylactically (especially in residents with documented history of chronic diseases
like osteoarthritis, osteoporosis, cancer, or history of fractures), and finally there should be a
reassessment of pain control measures. As needed acetaminophen, if used regularly for two

weeks, should become a regularly scheduled medication.
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Participants following a pain protocol may reach a state of pain management and relief."*'
The American Geriatrics Society '*° suggest the following quality indicators:

1) Screen for persistent pain with qualitative and quantitative assessments, especially in

the cognitively-impaired with a standardized pain scale, behavioral assessment or proxy

report.

2) At a minimum, screen annually for pain.

3) Pain screening should occur at the same time as cancer care visits.

4) Treat severe pain expediently—severe pain scores of 5 or greater on a 1-10 scale, or

similar observational measures signify a need to adjust pain treatments to improve pain

control.

5) New complaints of moderate to severe pain should be recorded in the medical record

with an intervention and follow-up assessment of pain within 4 hours.

6) Educate new residents who have persistent pain, and document within 6 months of

resident education to re-review the information given into the causes of symptoms and

how to use medications or therapies.

7) Take steps to prevent constipation with opioid use (e.g., stool softener/laxative,

increased fiber, documentation of potential constipation and decisions about

interventions).

8) Reassess pain control with opioids for efficacy and side effects within 1 month.

Recommendations

A multidisciplinary and multimodal assessment approach is necessary to make effective
assessments and to manage pain.''” Cognitively-impaired individuals should receive holistic

. g, .. 1
assessments based on their abilities and background to make decisions about care needs.'*?
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Appropriate pain management is achieved through an individualized care plan that is ongoing,
well documented and accurately detects pain."' A comprehensive assessment should include
identification of relevant underlying conditions influencing pain, the perception of pain and
management.'** A quality indicator for assessing pain are screens for chronic pain with new
residents visits and at regularly scheduled intervals.'**'*" Assessments should be judiciously
documented with an extensive history and physical. Behavioral observations should occur as
one part of a comprehensive exam.'” Pharmacologic and non-pharmacologic interventions can

135 pain-control

reduce behavioral symptoms, and both could be attempted to relieve discomfort.
strategies beyond medication are supportive verbal communication, music therapy, therapeutic
massage, soothing/supportive touch, cold or heat therapy, and physical exercise or movement.”"
2 Of note, residents spent more time engaged in social activities when they received
acetaminophen as opposed to a placebo.'* Social engagement is an essential aspect of a healthy
mental status and should be a part of every resident’s care planning, despite cognitive

limitations.

Relevance to Clinical Practice and Further Research

Examining pain assessment and treatment plays a vital role in understanding the intricacy
of pain in the cognitively-impaired.” In an environment where nurses are at a shortage and skill
in caring for the elderly is often lacking, taking the time to understand pain in this population is
difficult. Further research of pain behaviors could enable affirmation of current knowledge, and
provide insight into resource allocation for training and setting pain protocols as a top health
priority. The Minimum Data Set-Resident Assessment Instrument (MDS-RALI) is a potential
source to evaluate ongoing pain control initiatives and serve as a method to grade facility

performance.
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From this information, clinicians can initiate evidence-based protocols, synthesize under-
investigated aspects of pain highlighting care delivery systems that are successful or fail in
recommended guidelines.”’ Systematic methods of pain assessment are vital to establish best
care practices.'* Using the MDS-RALI as a tool, this resident survey can be used as a cost- and
time-effective way to study residents at the unit and aggregate level, because the resident survey
is federally mandated, familiar, and readily used across nursing home settings. The development
of a MDS-RALI originated tool could be a serve as a valid measure of pain for residents that are
cognitively-impaired.

Evidence is lacking to show a link between pain and specific behaviors exclusive to
pain.'?” Further research is needed to define behaviors distinguishing between pain, fear, anger,
embarrassment or mental disorders '* to reduce polypharmacy, or misuse of antipsychotics.
Additional research of clinical sites using these tools could also integrate clinician perspectives

of ease of use, and time to administer the assessment.

Conclusion

Chronic pain is prevalent in long-term care. Pain in cognitively-impaired residents is
under-assessed and under-treated. Severely cognitively-impaired residents are at the high risk
for inaccurate pain assessment, unnecessary treatment with psychotropics, and not receiving
analgesic intervention. Failing to intervene can significantly affect the resident’s quality of
life.”> '** Resources must be allocated to educate healthcare providers and support staff, about
issues of resident care, appropriate means to assess, monitor and manage pain for this population,
and the consequences of failing to ensure pain management.

A significant gap in the research exists in defining the links between pain tools and

behaviors, accuracy of pain detection, decisions into healthcare provider’s choice of pain tool,
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and the allocation of resources needed to appropriately assess and document findings. Specific
care factors causing inadequate pain treatment should be more thoroughly examined to develop
resident-centered care solutions. Despite a large number of tools to assess pain, a standardized
behavioral tool does not exist for broad use.'*” Efforts should be made to develop a behavioral
tool with universal application across cognitive levels. A need exists for reflective discussions
with health professionals, describing how to perform systematic assessments of verbal and non-
verbal expressions of pain.'” Finding solutions to inadequate care requires an evaluation of
existing protocols for case-mix and resident acuity, root causes of insufficient care, and
alternative forms of long-term housing, like the Green House® projects designed to provide

. . . . . . 148
more homelike care, as an alternative to current institutional, long-term care settings.
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CHAPTER 3: A PILOT STUDY OF PAIN MEASUREMENT MODELS
USING THE MDS-RAI 2.0

Introduction

Pain affects from 49 to 83% of 1.8 million residents living in long-term care facilities.”™*

" The outcome of pain and long-term suffering influences psychological, physiological and
social aspects of an individual’s life. Chronic pain is associated with anxiety and depressive
symptoms'* and can have a serious adverse affect on quality of life, resulting in an inability to
sleep, clinical depression, weight loss, disturbances in gait, immune suppression, decreased

socialization, and increased morbidity. It also contributes to burgeoning healthcare costs.”> >

149

Behavioral and psychosocial factors play an important role in understanding the
experience, continuation and exacerbation of pain.'” Individuals display many different
behavioral cues making it difficult for the clinician to comprehend the patient’s needs. Specific
verbal, behavioral and facial expressions are documented in the research as being representative
of manifestations of pain.'*® '’

Pain is an individual, subjective experience. The complexity of assessing and
determining patient pain increases with cognitive decline. Cognitive decline progressively
hampers the individual’s ability to anticipate and verbalize pain, but pain is still felt."”! Decades
of research indicate pain is poorly assessed and managed in long-term care, especially for those
with moderate to severe cognitive impairment.® '* 14

Looking at underlying common characteristics of pain could clarify our understanding of

how to measure and identify pain more accurately. Basing detection of pain only on self-reports
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from the resident, fails to take into account other indicators that an individual could be
expressing for pain.

Research to date lacks a large-scale analysis of pain in long-term care that evaluates a
multi-dimensional construct of pain. The aims of this pilot study are to:

1) Determine the magnitude of the relationship between pain behaviors and a

hypothesized measurement model.

2) Compare theoretical models to existing pain scales.

3) Examine the construct validity of a pain measurement model.

Research Question: Can a theoretically derived model of pain aid in detecting pain across all
cognitive levels?

Multiple smaller scale studies have evaluated specific pain tools, recommending
additional research using larger samples to increase the generalizability across long-term care
settings and to include a more comprehensive analysis of residents most at risk, the severely
cognitively-impaired.** ** %% 11152 Data from existing nationwide assessment instruments, like
the Minimum Data Set (MDS), are an excellent source for evaluating resident pain and other
quality initiatives.'>® The goal of evaluating the dimensions and theoretical constructs of pain is
to clarify the validity of measures and the reliability of existing quality indicators from the MDS

to be able to accurately detect pain across all cognitive levels.

Significance
Nursing homes are under great scrutiny for adherence to regulations, quality
improvement actions and public reporting. Stakeholders and researchers have raised concerns
about the accuracy, usefulness, and timeliness of reports to describe care in skilled nursing

settings.”>* !> The Joint Commission (TJC) calls for the close monitoring of pain management
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5758 The American

in healthcare settings and evaluates the appropriateness of interventions.
Health Quality Association (AHQA) reports on healthcare entities that strive to improve pain
management through quality initiatives, and the Centers for Medicare and Medicaid Services
(CMS) encourage ongoing quality improvement (QI) in skilled care settings through resident
assessment surveys.” Multiple entities are working towards improving care for the elderly, but
large-scale research is needed to better understand pain behaviors and ensure pain treatment is
effective and ongoing in this population.

Pain has a significant impact on quality of life and resident outcomes. Higher levels of
comorbidities are reported with severe pain, along with increased depressive symptoms, reduced
activity and significant physical effect.'”® Chronic pain is attributed to diseases like
osteoarthritis, cancer, facture, and neuropathies—arthritis being the most common.'*

The study of pain, especially among those residents that are noncommunicative, could
significantly improve quality of life and the quality of care in nursing homes."”’ Residents with
advanced cognitive decline are at the highest risk for under-treatment because of an inability to
self-report and verbalize pain. Incorrectly assessing pain leads to a higher incidence of
inappropriate medication use, medication side effects and residents remaining in discomfort.
These outcomes fail to correctly apportion healthcare resources, provide optimal treatment, or
resolve the target issue of pain. Using evaluation tools to include a broader context of resident
symptoms might help recognize patterns and methods to improve care.

Evaluating aggregate resident care in points in time can highlight successes or failures,
and identify opportunities to improve treatments and outcomes. The integration and mechanisms

of information technology (IT)/information systems (IS) are helpful tools to combine healthcare

delivery networks to improve resident outcomes. Analysis of data sets can reveal statistical
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relationships between symptoms, diagnoses, treatments and outcomes.”® Using existing data
lessens difficulties in recruiting and retaining those with increasing inability to assent or

comprehend informed consent, offering important insights into resident care.

Background
Chronic pain in the elderly is most often felt in the feet, legs, back and major joints.'** '’
Other types of pain, like headache or visceral aches are less reported in the elderly. It is
estimated at least 1 in 4 older individuals suffers with chronic musculoskeletal pain.'* Pain is an
expression of underlying body damage, or peripheral nociceptive stimulation.'®® !

Pain is often communicated via behaviors.'®" '®* Cohen-Mansfield and Creedon "’
define pain behaviors as “observable nonverbal behaviors” to indicate pain to others. Broader
definitions include all forms of behaviors displayed by an individual thought to reflect the
existence of nociception, including facial expressions, speech, posturing, patterns of medication
use, seeking healthcare intervention, or changes in socialization.'®" Current studies suggest four
clusters of pain behaviors—altered ambulation (gait) or posture, negative affect, facial/audible
expressions, and avoidance of activities.'” A research study of nurses’ perceptions of pain
found that key behavioral indicators of pain were changes in behaviors, repetitive movements,
repetitive vocalizations, and physical symptoms."”’ Patients with severe dementia do not
experience less pain intensity, less painful sites, or have a lower incidence of pain causing
diseases, but pain often goes un-assessed and untreated in this population.'’

The responsiveness of caregivers to intervene is a primary quality of care concern,
especially for those institutionalized who rely upon others to interpret and meet their individual

needs. Difficult to an understanding of pain, is how to differentiate between pain behaviors and

the expected behaviors from a progression of a disease, such as memory impairment or the
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inability to communicate needs. Unique domains are used to explain concepts of pain, to

broaden how pain is recognized, especially in the cognitively-impaired resident.

Cognition

Cognition describes how individuals differentiate, encode, store, retrieve and use
information.”” The resident’s ability to reason, remember and think describes cognitive status.
Cognitive status influences a patient’s ability and how he/she communicates with others. A
distinction in increasing cognitive decline is how behaviors are communicated. In dementia,
wandering may involve an interruption in the individual’s ability to follow sequential mental
tasks to reach a destination or goal.”> The cognitively-impaired resident has increased difficulty
to stay on task and remain attentive to reach the goal. Cognitive impairment in conjunction with
pain is a significant factor in explaining why certain verbal or nonverbal behaviors occur, and
how the clinician could incorrectly interpret cues. Residents with severe cognitive impairment,
as with dementia, are at a high risk to suffer from pain, because of an inability to verbally report

., 151
1t.5

Affect

Affect and cognition are thought to be inextricably intertwined; however some see
emotion completely independent of cognition.'®* Beyond culture-bound affectations, the elderly
resident with severe cognitive impairment might have a flattened affect, or have limited verbal
capacity with an increased moodiness and crying. Affective domains include emotions and
feelings. In evaluating resident mood, depression may present as having generalized aches and
pains without a source of injury or disease, while chronic untreated pain may cause

depression.'® This makes discernment of pain especially difficult with residents with
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depression. Across cultures, the existence of multiple pain conditions is associated with anxiety

. 166
and mood disorders.

Patient mood is an important concept of the pain construct in modeling
whether depressed mood is an indicator of pain, or a consequence of long-term untreated pain.
Turk, Wack, and Kerns’ ' seminal work demonstrated dimensions of pain behaviors including a
negative affect and facial expressions of distress consistent with a pain behavior construct.
Multiple studies have found significant associations between pain and grimacing.'®” '%®
Research into Facial Action Coding Systems (FACS) has been used to confirm the existence of
pain in different levels of cognitive impairment.”* '’ Findings indicate facial expressions to
noxious stimulation is significantly increased in patients with dementia in comparison to
cognitively intact pa‘[ients.128 Research of facial expressions indicates basic primordial
expressions occur across cultures, gender and age along with learned “socially acceptable”
emotions and expressions of mood. If the patient reverts to lower cognitive functioning making
facial expressions instinctive and not a culturally bound expected reaction, universal expressions

of pain could exist. Considering a severe decline in cognition, this might explain facial

grimacing as a universal expression of pain.

Behavioral

A significant determinant of pain behaviors is the severity of pain.'®® Behaviors like
verbal complaints/negative vocalizations, sighing, moaning, agitation, crying, grimacing, rapid
blinking, shifting/fidgeting, rubbing, resistance, bracing, guarding and rigidity are common
indicators of pain from the literature.*” '°* 3® Aggressive behaviors in cognitively-impaired
residents are also indicated as a sign of pain.'”® Behavioral science indicates pain behaviors are
subject to the same changes and influences to alter actions, as other types of behaviors.'® Much

of the research into pain describes learned behaviors and operant conditioning, as a factor for
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continued behaviors of pain.'** !

This assumption might hold true for cognitively intact
residents, but is inadequate in explaining repetitive behaviors in the cognitively-impaired
resident—if pain needs are not being met, what would be the drive for continuing the behavior?

Behaviors that are not followed by positive consequences but have neutral or adverse
responses should diminish and end unwanted behaviors, thus describing the process of operant
conditioning. The behavior should be deterred if these actions are not eliciting the desired
response. Alternative behaviors would be attempted. The mechanism of operant conditioning
does not explain repetitive behaviors—why pain behaviors would not be eliminated if pain needs
were being ignored. This behavioral perspective makes it difficult to attribute behaviors to
progression of a disease and those of pain. Essential, in an understanding of pain in the elderly,
is not the isolation of certain affective characteristics, but those variables that correlate to actual
behaviors, i.e., what is the outcome (consequence) of the behaviors?

Disruptive behaviors common in dementia may lead to negative consequences like
continued untreated pain and the use of physical or chemical restraints to control the behavior.”!
Because one set of signs or behaviors do not uniformly detect pain at all cognitive levels,
examining the association of behaviors by cognitive groups would be valuable in advancing
research in this field. Turk, Wack and Kerns'®® characterize common problems in attempting to
accurately assess pain behaviors as:

1) Insufficient attention to the attributes of the construct

2) Precision and consistency in the characteristics of the methods of assessment (Are the

measures comprehensive and reliable?)
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Inferred Pain

Pain can be inferred from existing diseases (i.e., osteoarthritis, osteoporosis,
neuropathies, cancer) that are known to cause pain, and existing pain sites. Having multiple sites
of pain cause more severe and disabling effects than having a single-site of pain.'”' Pain
assessment tools most commonly ask residents to rate pain and/or report the frequency and
intensity. This aspect of pain assessment is essential, because even residents with cognitive
impairment should be engaged with eye contact and inquiries into their level of comfort and not
discounted as a reliable source.'> "> Additionally for cognitively-impaired residents, direct
observation of behaviors is the strongest evidence for ensuring pain is appropriately assessed and
intervened upon.** Inferred pain can be another valuable clue to examine and better capture
pain. When clinicians use reported pain as the only assessment tool, as a one-dimensional

measure, assessments often fall short of accurately detecting pain.

Nationally Required Nursing Home Quality Initiative

The Minimum Data Set- Resident Assessment Instrument 2.0 (MDS-RAI) comes from
the Nursing Home Quality Initiative (NHQI) and provides information about quality of care in
nursing homes to consumers.'”* An assessment must be completed on all Medicare residents
within 7 days of admission to the nursing facility. Current quality measures do not establish
guidelines or standards of care, but serve as a valid and reliable means to evaluate key quality
measures. Requirements for the completion of certain sections (i.e., Section U, Medications)
vary by state, but key items are included uniformly as quality indicators. Pain'” is included as a
quality measure, but not a Resident Assessment Protocol (RAP) triggering condition for care

planning. Health policy considerations are a vital component to weigh the viability of specific
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quality indicator assessment tools, like the MDS 2.0 and upcoming 3.0 versions, for the

provision of quality care to the elderly residing in long-term care.'**

Theoretical Framework

The theoretical foundation for this research incorporates the concept of need-driven
behaviors and consequences of need-driven, dementia-compromised behaviors (C-NDB) to
frame a person-centered approach to care.” 23> 41176177 (see Table 3.1 for definitions) Need-
driven, dementia compromised behaviors (NDB) are actions displayed to communicate an
underlying need.” Optimally, the immediate identification of primary need driven behaviors
would result in an action and resolution to decrease disruptive behaviors. Need-driven behaviors
produce behavioral symptoms and explain how certain interventions could mitigate disruptive
behaviors.'”

The concept of dementia-compromised behaviors aids in explaining why continued
behaviors are not lessened through the mechanisms of operant conditioning. Pain is one aspect
of the framework. The framework is helpful in identifying the primary problem (pain) and
developing antecedent and resulting consequences of unmet needs. The initial portion of the
theoretical framework is used in this pilot study to identify pain. The remaining structure of the
framework is integral to evaluate other aspects of the model like cognitive status, and outcomes
of untreated pain like depression, social isolation, comorbidities, effective/non-effective
interventions, and the cost-effectiveness of actions taken.?®

The construct of pain is thought to be multidimensional.'®*'® How NDBs are expressed,
is specific to the individual and dependent upon proximal and background factors. Proximal
factors are defined as “current situational issues or events” **®'*%; they varying greatly and are

dependent upon personal and environmental cues like staffing level, or pain with movement.
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Background factors involve cognitive, psychosocial, neurological, and general health causes.

These factors tend to be more constant. Need-driven behaviors aid in explaining why individuals

display certain behaviors, especially those with cognitive impairment from dementia.”> Need-

driven behaviors provide a foundational framework for this pilot study to draw theoretical links

between unique indicators obtained from the research, a state of the science, and clinical

practice.

Table 3.1. Theoretical Construct Definitions® *

Term

Definition

Need-driven behaviors

Expressions of unmet needs or goals.

Need-driven dementia compromised
behaviors (NDB)

The most meaningful response a dementia-compromised person can
give with the limitations of the disease process; disruptive behaviors
could be the only and base mechanisms of communication; reflect
the interaction of background and proximal factors.

Consequences of Need-Driven
Dementia-Compromised Behavior (C-

Explains the consequences of behavioral symptoms of individuals
with dementia; needs are expressed behaviorally and unmet needs

NDB) influences additional behavioral cues.
Antecedent A preceding cause.
Consequence Events/actions that results from inaction of the need or failing to

respond appropriately to the primary need.

Proximal factor

More changing aspect of a person’s physical status or social/physical
environment. Proximal factors are more likely to precipitate NDBs;
i.e. emotions, light level, noise, staff stability.

Background factor

Neurological, cognitive, general health or psychosocial factors that
produce NDBs; i.e. regional brain involvement, memory/language
skills, functional ability, affective state, behavioral response to
stress.

Primary need

Immediate need.

Secondary need

Needs that may arise from primary needs not being met.

Methods

Design and Sample

A cohort study was conducted in a secondary analysis of data from the Minimum Data

Set-Resident Assessment Instrument (MDS-RAI). A cross-sectional analysis was used to

determine pain prevalence. The first-year records of a longitudinal data collection were used for

the pilot study. A combined 14,435,847 subject observations was reduced to 806,977 (Figure
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3.1) by using annual assessments and applying inclusion criteria of an age limit of 65 and older.
Unconfirmed entry dates into the system were also excluded resulting in 252,513 subjects.
Residents discharged, duplications and transfers occurring over a three-year span were dropped
reducing the total to 56,798. Individuals coded as being comatose were excluded, because the
behavioral sections of B through F in the MDS are omitted per instrument instructions. The
behavioral indicators evaluated in this research are contained in this section. Schizophrenic
residents were excluded to gain a starting point of cognitive levels, reducing the probability of
fluctuating mental states due to psychosis. Data cleaning rules yield a final sample of 52,996
residents to evaluate trends in pain behaviors and associations between cognitive, affective,
behavioral, and inferred pain dimensions.

Total Subject Assessments

14,435 847

! - Only include annual assessments and
: age limits applied 65 =

A

BOG 97T

Exclude if missing entry date

252,513
l ‘ Exclude if discharged, duplicate or
= transferred to different facility
56,798

| ‘ Exclude comatose and schizophrenic
o~ subjects

52,996

Figure 3.1. Sample Method
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Instruments

The MDS is the most commonly used resident assessment document in nursing home
facilities. The MDS is not a comprehensive assessment, but a preliminary screening tool to help
identify potential problems, strengths and preferences for care. The MDS is a core set of items,
definitions, and response categories composed of two parts: the Minimum Data Set (MDS) and
the Resident Assessment Protocols (RAPs). The Resident Assessment Protocols provide a
section of the MDS-RAI providing problem-oriented frameworks for additional assessment.'”®
Key items that are problem-specific trigger assessment needs for specific conditions. The RAP
items provide a critical link to care planning. The MDS-RAI 2.0 version has 18 RAPs covering
the majority of areas addressed by a typical skilled nursing care facility in the care planning
process. The RAPs help staff to look for causal or confounding factors that may be reversible.
Goals are set to improve deficits where possible, or maintain and prevent avoidable decline.

The MDS has demonstrated good reliability and validity.'”*"®" MDS items have
excellent interrater and test-retest reliability in key areas of cognition and activities of daily
living (ADL) with an average weighted kappa of 0.80. MDS-RAI items met a standard for
superb reliability (i.e., intra-class correlation of 0.7 or higher) in key categories of functional
status, such as cognition, activities of daily living (ADLs), continence, and diagnoses.'**

1 184 . :
8318 (Figure 3.2) was used to assess resident

The Cognitive Performance Scale (CPS)
cognitive status. The CPS instrument is a MDS-RALI item scale derived from sections B, C and
G of the resident assessment form. Seven levels of cognitive functioning can be determined
ranging from a score of zero (intact) to six (severely cognitively-impaired). The scores are

obtained from five MDS items: one communication item (ability to make self-understood), three

cognitive items (short-term memory, if comatose, and decision-making), and one ADL item
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(eating). The CPS measure correlates highly (> 0.70) with the frequently used Folstein Mini-
Mental Status Examination (MMSE) '®, a tool frequently used to systematically assess mental

status. 186

Validation testing of the CPS scoring against the MMSE shows a sensitivity of 0.94,
and a specificity of 0.94. MMSE scores range from 0 to 30. A score of 0 to 9 indicates severe
impairment, 10-18 is moderate, 19-24 is mild, and scores greater than 24 indicate the
individual’s cognitive status is intact. The MMSE scores are converted CPS scores. A CPS
score of 5 or 6 correlates with severe impairment, 3 to 4 for moderate impairment, 2 for mild
impairment, and 0 to 1 as borderline intact to intact. The CPS scores are converted into average
MMSE values, i.e., 3 is a mean MMSE of 15.4 (moderate impairment) and a CPS score of 4 or 5
187

is a mean MMSE of 5-6 (severe cognitive impairment).

CPS SCORING RULES

Impairment Count | All Residents |
{Number of the following): 1
- Decision Making: Not Independent=1-2

- Understood: Not Independent=1-3
- Short-Term Memory: Not OK=1

No (0) Yes (1)

Coma?

Severe Impairment Count
(Number of the following):
- Decision Making: Mod. Impaired=2
- Understood: Sometimes/Never=2-3

Decision- Severely Impaired (3)

Not Making
Severely

Impaired
(0-2)

Total
Dependent
Eating?

Impairment 2ord No Yesy

Count?

Severe
Impairment
Count

3 L J

) {1 ] 13) 4 15} (6)
Average Intact Boarderline Mild Moderate Mod. Severe Severe Very Severe
e meata) Intact Impairment Impairment Impairment Impairment Impairment
score in 249 21.9 19.2 15.4 69 5.1 0.4

field trial where 30 is
best and 0 is worst

Figure 3.2. Cognitive Performance Scale '*
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The Pain Scale (PS) originating from Fries and colleagues uses two items from the MDS
instrument: Item J2a for pain frequency and item J2b, pain intensity. If pain frequency is
marked as no pain, subsequent pain intensity and pain sites are not scored. This Pain Scale '*
was validated against a standardized pain instrument, the Visual Analogue Scale (VAS) and has
shown validity in detecting pain in intact to moderately cognitively-impaired residents. The PS
was not performed with a validation sample for severely cognitively-impaired residents, because
residents were unable to perform the VAS. The limitation of using this tool in the significantly
cognitively-impaired was also indicated in Fries instrument validation study, indicating the
percentage of residents reporting no pain increased with increasing cognitive impairment.'* The
potential to use the PS in addition to other indicators was the impetus for testing a theoretical
construct to improve pain detection in those with severe cognitive impairment, because pain
frequency and intensity alone might not fully capture the pain spectrum in those with limited

capacity to verbalize pain.

Data Collection

Data from 2001, 2002 and 2003 were collected from the annual assessment of de-
identified residents residing in Medicare-certified nursing homes from across the United States

(http://www.resdac.umn.edu/MDS/data_available.asp). A proposed panel model was evaluated

for model fit through a series of steps using MDS-RAI data. The goal was to identify the
dimensions (indicators) of the measurement instrument, clarify the order of the measurement
levels, and examine the integrity of the measurement instruments. The pilot study was
conducted to compare statistical models of pain, while grouping residents by cognitive status.

The pilot model contains affective, behavioral and inferred pain traits grouped by cognitive
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status (See Figure 3.3). The model was compared to Fries existing pain instrument for utility.

The Pain Scale (PS) is widely used as a secondarily derived tool using MDS data.

Figure 3.3. Latent Construct Pain

Statistical Analysis

Descriptive statistics and factor analyses were run with SPSS 14.0. Advanced
multivariate techniques were used to build a measurement model and test the model fit with
structural equation modeling. A measurement model of pain was hypothesized based on current
research and literature of the domains and dimensions of pain in the elderly. Ordinal level
correlations were run with Spearman’s rho. A latent model of pain was built with AMOS 6.0 to
determine how well 12 indicators from the MDS-RALI represent the latent construct of pain.
Equality constraints were applied to compare four cognitive levels—intact, mild, moderate, and
severely cognitively-impaired residents. Construct validity was evaluated by the extent to which
the measurement of pain accurately represents the construct and assumes theoretical basis.

A critical step in building the model was hypothesizing associations based on conceptual
relationships, not simply on the data available. Content validity or logical validity was evaluated
in the model to determine if indicators represent all dimensions of the construct of pain. Fries '**
Pain Scale (PS) contains only two indicators—pain frequency (J2a) and pain intensity (J2b) in an
ordinal scale. These two indicators yield an under-identified model and cannot run as a stand-

alone model in AMOS. These items were highly correlated (=977, p=0.01, one-tailed);
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indicating one of these items could be dropped, because they closely measure the same aspect of
the inferred pain dimension. These core indicators of pain are included in the hypothesized
model for testing to define the dimension of inferred pain.

Confirmatory analysis was conducted to review factor loadings. Confirmatory factor
analysis (CFA) was used to reduce the factors and confirm factor groupings—inferred pain,
affect and behaviors. The measurement model was evaluated for validity and goodness of fit
statistics to improve the model to ensure the final prototype is parsimonious. Indicators with a
probability of 0.01 were included, non-significant items were not included in the model. The
specification of free and fixed elements represents the initial hypothesis that presumes indirect or
direct effects among latent variables.'®® The assessment of power in structural equation
modeling is complex, because there are substantially more parameters beyond a straight forward
procedure like the t-test or ANOVA, containing only a few parameters.'™ The sample size was
considerable (n=52,996), so power analysis was not critical to determining appropriate sample

size prior to the study to ensure statistical significance of the findings.

Results

Selected MDS items were collected on 52,996 residents. Overall, 80% of the sample was
women and the average age was 84+8.1 years (see Table 3.2). Of the medical conditions
selected, arthritis was the most prevalent (34.2%) with diabetes effecting around 20.9% (see

Table 3.3). The most common pain site was the joints (14.9%).
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Table 3.2. Demographic Characteristics of Residents

(n=52,996) Mean £S.D. Range
N (percent
Age 83.7 £8.1 65-112
Gender Male 10,798 (20.4%)
Female 42,198 (79.6% )
Cognitive Status | Mean CPS Score 2.9£1.9 0-6
Mean MMSE 14.448.0 0.4-24.5
Intact 7,428 (14.0%)
Mild 13,928 (26.3%)
Moderate 15,216 (28.7%)
Severe 16,424 (31.0%)
Marital Status Never married 12.7%
Married 15.5%
Widowed 62.3%
Separated 2.2%
Divorced 7.3%
Ethnicity American 0.3%
Indian/Alaskan Native
Asian/Pacific Islander 1.2%
Black, not of Hispanic
origin
Hispanic 11.4%
White, not of Hispanic
origin 2.9%
84.2%
Language English 94.6%
Spanish 2.4%
French 0.2%
Other 2.8%
Education Level | No Schooling 3.0%
8™ grade/less 30.8%
9-11 grade 14.2%
High school 33.2%
Technical or trade 4.2%
school
Some college 7.2%
Bachelor’s degree 4.2%
Graduate degree 1.8%
Not coded/missing 1.5%

Table 3.4 contains an index of behaviors, which with additional models could clarify
antecedents and consequences of pain. The PS items (see Table 3.5) indicated 68.8% of
residents reported no pain, while only 12.8% experienced pain daily. Pain frequency and

intensity declined as the residents’ cognitive status declined, indicating only 18.2% of severely
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impaired were experiencing pain, while 47.7% of the intact group experienced pain less than
daily or daily.

Table 3.3. Diseases/Events with Potential Pain Symptoms

Disease Number from Total | Percent of Total
(n=52, 996)
Diabetes 11,063 20.9%
Peripheral Vascular Disease 6,128 11.6%
*Arthritis 18,110 34.2%
Complaint of Joint Pain 7,703 14.5%
*Hip Fracture 2,113 4%
Multiple Sclerosis 440 .8%
Emphysema/COPD 6,423 12.1%
*Cancer 2,844 5.4%
Renal Failure 1,327 2.5%
*Pneumonia 472 9%
Respiratory Infection 1,213 2.3%
Septicemia 28 1%
TB 19 .0004%
*Urinary Tract Infection (UTI) 2,737 5.2%
Wound Infection 285 5%

*Key Diagnoses Used for Pain Diagnosis Scoring
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Table 3.4. Behavioral Index

COGNITIVE Intact Mild Moderate Severe
STATUS (n=7,428) (n=13,928) (n=15,216) (n=16,424)
CHANGE IN Improved 101 (1.4%) 348 (2.5%) 645 (4.2%) 821 (5%)
BEHAVIORAL | Deteriorated 110 (1.5%) 357 (2.6%) 792 (5.2%) 792 (4.8%)
SYMPTOMS
PAIN BEHAVIOR
Affect/ 751 (10.1%) 1,840 (13.2%) 2,839 (18.6%) 2,033 (12.4%)
Nonverbal Cues | (E1D) Persistent Anger
(E1K) Insomnia 197 (2.6%) 378 (2.7%) 595 (3.9%) 560 (3.4%)
(E1L) Sad Facial Expressions 173 (10.0%) 2,197 (15.8%) 3,558 (23.4%) 3,647 (22.2%)
(EIM) Crying 245 (3.3%) 715 (5.2%) 1,158 (7.6%) 1,452 (8.9%)
(E10) Withdrawal 107 (1.4%) 394 (2.8%) 574 (3.8%) 659 (4.1%)
(E1P) Reduced Social 196 (2.6%) 546 (3.9%) 744 (4.9%) 813 (4.9%)
Interaction
(E2) Persistence 1,742 (23.4%) 4,514 (32.4%) 6,895 (45.3%) 6,726 (40.9%)
Verbal Cues (E1A) Negative Statements 181 (2.4%) 489 (3.6%) 711 (4.6%) 307 (1.9%)
(E1B) Repetitive Questions 34 (0.4%) 426 (3.1%) 1,949 (12.8%) 1,085 (6.6%)
(E1C) Repetitive 68 (0.9%) 355 (2.5%) 1,306 (8.6%) 1,631 (9.9%)
Verbalizations
(E1E) Self Deprecation 79 (1.1%) 277 (2.0%) 312 (2.1%) 115 (0.7%)
(E1H) Health Complaints 776 (10.5%) 1,572 (11.3%) 1,386 (9.1%) 380 (2.3%)
(E1I) Anxious Complaints 693 (9.3%) 1,853 (13.3%) 2,524 (16.6%) 960 (5.9%)
(E4BA) Verbally Abusive 304 (4.1%) 943 (6.7%) 2,194 (14.4%) 1,915 (11.7%)
Frequency
Physical Cues (E4DA) Inappropriate 178 (2.5%) 857 (6.2%) 2,273 (14.9%) 3,344 (20.4%)

Behavior Frequency;
disruptive sounds, noisiness,
screaming, self-abuse acts,
sexual behavior or disrobing
in public, smeared/threw
feces, hoarding, rummaging
through other’s belongings

(E4DB) Inappropriate 108 (1.5%) 505 (3.6%) 1,420 (9.3%) 2,326 (14.2%)
Behavior Alterability
(B5D) Restlessness 65 (0.9%) 689 (4.9%) 3,023 (19.8%) 5,772 (35.1%)
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COGNITIVE
STATUS

Intact
(n=7,428)

Mild
(n=13,928)

Moderate
(n=15,216)

Severe
(n=16,424)

(EIN) Repetitive Physical
Movements; pacing, hand
wringing, restlessness,
fidgeting, picking

100 (1.4%)

621 (4.4%)

2,158 (14.2%)

3.855 (23.5%)

(E4AA) Wandering Frequency 5(0.1%) 187 (1.4%) 1,874 (12.3%) 2,755 (16.8%)
(E4AB) Wandering 2 (0.0%) 68 (0.5%) 900 (5.9%) 1,699 (10.3%)
Alterability

(E4CA) Physically Abusive 37 (0.5%) 223 (1.7%) 1,068 (7.1%) 2,094 (12.7%)
Frequency

(E4CB) Physically Abusive 23 (0.3%) 97 (0.7%) 617 (4.1%) 1,368 (8.3%)
Alterability

(E4EA) Resists Care 387 (5.1%) 1,417 (10.3%) 3,375 (22.2%) 4,934 (30.0%)
Frequency

(E4EB) Resists Care 287 (3.9%) 972 (7.0%) 2,244 (14.7%) 3,392 (20.7%)
Alterability
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Table 3.5. Fries Pain Scale (PS) ' Ratings

Total Intact Mild Moderate Severe
Population (n=7,428) (n=13,928) (n=15,216) (n=16,424)
(n=52,996)
Fries Pain
Indicators
Pain No pain 36,470 | 3,887 (52.3%) 8,411 (60.4%) 10,737 13,435
Frequency (68.8%) (70.6%) (81.8%)
(J2a)
Pain less 9,731 (18.4%) 1,869 (25.2%) 3,144 (22.6%) | 2,796 (18.4%) 1,922
than daily (11.7%)
Pain daily 6,795 (12.8%) 1,672 (22.5%) 2,373 (17.0%) | 1,683 (11.0%) 1,067
(6.5%)
Pain 16,526 | 3,541 (47.7%) 5,517 (39.6%) | 4,479(29.4%) 2,989
totals (31.2%) (18.2%)
Pain Mild pain 8, 046 (15.2% 1,514 2,608 | 2,295 (15.1%/ | 1,629 (9.9%/
Intensity of total ,or | (20.4%/42.8%) (18.7%/47.3%) 51.2%) 54.5%)
(J2b) 49% within
reported pain)
Moderate 7,946 1,873 2,731 | 2,065 (13.6%/ | 1,277 (7.8%/
pain (15.0%/48%) | (25.2%/52.9%) (19.6%/49.5%) 46.1%) 42.7%)
Horrible/ 534 (1%/3%) 154 | 178(1.3%/3.2%) 119 (0.8%/ 83
Excruciat- (2.1%/4.3%) 2.7%) | (0.5%/2.8%)
ing
Total 16,526 3,541 5,517 4,479 2,989

Initial and final models were built from the original pain model with the dimensions of

affective, behavioral and inferred pain grouped by cognitive status. Careful consideration was

given to what items to include in the initial model (see Figure 3.3 and Table 3.7, Definitions of

Indicators) based on current empirical findings of reported pain symptoms and behaviors. All of

the indicators in the measurement model were significant (p<.01) (see Table 3.8). Correlations

are used to test for association not causality. The inferences made should have a logical

connection to each other. It is important to examine both the degree of the relationship and the

p-value. Researchers often disregard weak correlations, but a linear relationship may have

meaning with current knowledge when examined in the context of other variables. The analysis

assumes one-tailed direction, as pain increases, so do other behavioral symptoms of pain.

56




Cumulative scores of five potential pain-causing diseases (arthritis, hip fracture, cancer,
pneumonia and urinary tract infection) were evaluated as an indicator for pain. While
cumulative pain diagnoses were significant at the 0.01 level, the correlation was low, r=.182. In
efforts to build a parsimonious model, the indicators of pain frequency, intensity and cumulative
pain sites scores were kept and potential pain diagnoses scoring were not included in the

preliminary model.
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Figure 3.4. Preliminary Indicators in Model.
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Table 3.6. Preliminary Model Factoring Loadings

Est. S.E. CR. P Label

Cum_Pain_Score 2001 <--- Pain 1.000

J2B PAIN INTENSITY <--- Pain 1.034  .003 311.057  *** k
J2A_ PAIN FREQUENCY  <--- Pain 943 .003 313.011  *** j
JIN_UNSTEADY GAIT <--- Pain .046  .003 15.931  #** i
E1A NEG STATE <--- Pain .019  .001 15.045  *** h
E3 MOOD CHANGE <--- Pain .046  .003 16.511  #** g
E1IM_CRYING <--- Pain 035 .002 21.770  *** f
E1L WORRIED FACE <--- Pain .085  .003 27.922  F** e
E1C REPEAT VERB <--- Pain .016  .001 11.887  *** d
E4CA PHYS ABUSIVE <--- Pain -.001 .001 -1.062 288 c
EIN_REPEAT MOVES <--- Pain 009 002 5000  *xx b
E4DA DIS BEHAVIOR <--- Pain .008  .003 2.794 .005 a

***Significantly different from zero at the 0.001 level (two-tailed)
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Table 3.7. Definitions of the Indicators

INDICATORS

Variable Description

Inferred/Reported Pain

(J2A) Pain Frequency Frequency resident complains or shows evidence of pain
(J2B) Pain Intensity Intensity of pain described or displayed by the resident

Pain Sites Score

Cumulative pain site index, items J2a-J3j, Klc; higher
scores indicates more pain sites

(JIN) Unsteady Gait Problem present in last 7 days; Resident appears
unbalanced, uncoordinated, jerking movements, careless
movements, slow gait, shuffling steps or wide-based gait
with halting steps.

Affect

(E1L) Sad Facial Expressions

Sad, pained, worried facial expressions, i.e. furrowed
brows

(EIM) Crying Indicator of distress. Behavior is recorded by frequency in
the last 30 days irrespective of the cause of the behavior
(indicator)

(E3) Change in Mood Refers to status of any symptoms described in section E

(mood); snapshot of current observation period, not just a
point in time.

(ETA) Negative Statements

Resident made negative statements, e.g. “Nothing matters,
would rather be dead, what’s the use, regrets having lived
so long.”

Behavioral

(E1C) Repetitive Verbalizations

Calling out for help, repeated statements

(E4DA) Inappropriate Behavior
Frequency

Disruptive sounds, noisiness, screaming, self-abuse acts,
sexual behavior or disrobing in public, smeared/threw
feces, hoarding, rummaging through other’s belongings

(EIN) Repetitive Physical Movements

Pacing, hand wringing, restlessness, fidgeting, picking.

(E4CA) Physically Abusive Frequency

Others are hit, shoved, scratched, sexually abused

Cognition

Grouping variable of the comparative models; Cognitive
performance algorithm scale

O=intact

1=mild

2=moderate

3=severe
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Table 3.8. Correlation Matrix of the Indicators of Pain

Indicators 1 2 3 4 5 6 7 8 9 10 11 12
1. Sad Facial 1.0

Expressions

2. Crying .339 1.0

3. Change in 167 | 131 1.0

Mood

4. Negative 199 | 150 | 115 1.0

Statements

5. Repetitive 213 | 154 | .086 | .153 1.0

Verbalizations

6. A51 1 114 | .064 | .086 | .316 1.0

Inappropriate

Behavior

7. Repetitive 254 | 145 092 | .059 | .239| .292 1.0

Physical

Movements

8. Physically 109 | 074 | .045 | 062 | .124 | .281 .188 1.0

Abusive

9. Unsteady .054 | .024 | .036 | .031 014 | .021 .057 .031 1.0

gait

10. Pain .090 | .073 | .060 | .067 | .032| -.025| -.027 | -.042 .075 1.0
Frequency

11. Pain 095 | .079 | .063 | .068 | .035| -.026 | -.026 | -.042 .073 977 1.0
Intensity

12. Cumulative | .095 | .078 | .061 | .072 | .035 | -.024 | -.025 | -.042 .082 965 | 964 | 1.0
Pain Site Score

Note: All correlation coefficients are significant at the .01 level (one-tailed)

Both models were recursive. The modification indices were examined for correlating
measurement errors to reduce the chi-square and degrees of freedom in the original model from

v’=305889.3, df=249, p<.01; to y’=4933.4, df=143, p<.01 in the corrected model (Figure 3.4).
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Figure 3.5. Final Model

Table 3.9. Final Model Factor Loadings

Est. S.E. CR. P Label

Cum_Pain_Site 2001 <--- Pain 1.000

J2B PAIN INTENSITY <--- Pain 1.024  .030 34.198 xx* i
J2A_PAIN FREQUENCY  <--- Pain 879 .026 33.856  *H* h
E1A NEG STATE <--- Pain 373 .022 16.645  *** g
E3 MOOD CHANGE <--- Pain .808  .051 15.860 *** f
E1IM_CRYING <--- Pain 951 .056 17.117  *** e
E1L WORRIED FACE <--- Pain 2.718  .152 17.913  *** d
E1C REPEAT VERB <--- Pain 2.137 117 18.289  *** c
EIN REPEAT MOVES <--- Pain 2216 .121 18.277  *** b
E4DA DIS BEHAVIOR <--- Pain 2.961 .160 18.532  *#* a

***Significantly different from zero at the 0.001 level (two-tailed)

The differences between the chi-square (sz) and the degrees of freedom (df) of the two

models were compared to assess the model improvement from the initial model with twelve

2 2
indicators to the final model with ten indicators: Ay’ = Lol

df 0 dfl
30589.3-4933.4/249-143=25655.9/106=242.04. Comparing the original model to the final
model shows a large gap and therefore increases the probability that the change model is

improved. Behavioral item physically abusive (E4CA) was dropped due to weak correlations
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and a non-significant factor loading (p=.288). Inferred pain component, unsteady gait (J1N),
was also dropped due to weak correlations and to improve the model parsimony for the inferred
dimension of pain. The final revised model allows measurement errors to be correlated with
each other and better capture shared measurement errors of more correlated items. Chi-square
values of the model were expected to be large, because of the sample size. Model fit statistics

are found in Table 3.10 (See Table 3.11 for Definitions of Goodness of Fit Statistics).

Table 3.10. Goodness of Fit Statistics for the Measurement Models

Goodness of Fit Stacked Original Model Stacked Revised Model
Statistics

r 30589.3 4933.4
Degrees of freedom 249 143
(df)

P .000 .000
Number of Free 63 77
parameters

y/df 122.849 34.45
RMR .024 011
GFI .887 981
TLI .820 .965
AGFI .859 970
RMSEA .048 .025
Hoelter (.05) 500 1850
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Table 3.11. Goodness of Fit Statistical Terms

Goodness of Fit
Statistics

Terms and understanding statistical output

x* (chi-square)

Best for models with sample sizes between 75-100; for n>100 chi-square is almost
always significant since the magnitude is affected by the sample size; also affected by
the size of correlations in the model, the larger the correlations the poorer the fit

Degrees of freedom

(df)

The number of degrees of freedom and equals p-q (the # of sample moments subtract
the # of parameters estimated)

P

The probability is ideally non-significant; however, significant models can still yield
valuable theoretical construct information

Number of Free

Multiple times 5-10 to estimate required sample size for the study

parameters

xz/df Use to compare models; this number should decrease from model to model; <5 is
good, but must have p>.05; close to 1.0 means it is a correct model.

RMR Root mean square residual is the square root of the average amount that the sample
variances and covariances differ from their estimates, smaller values are better.

GFI (also GOF) Slightly less than or equal (0-1) to 1 indicates a perfect fit; acceptable values are above
0.90; affected by sample size and can be large for poorly specified models.

TLI The Tucker-Lewis coefficient should be between 0-1, values close to 1 indicate a very
good fit.

AGEFI (also AGOF) | Adjusted goodness of fit index, takes into account the df available for testing the
model; AGFI is bound by 1, which indicates a perfect fit; however is not bound by 0.

RMSEA Should be less than 0.05; score of less than 0.05 indicates a close fit of the model in
relation to the df. Not definitive but the rule of thumb is a RMSEA of 0.01 is an exact
fit, a score of 0.08 or less indicates a reasonable error of approximation. A model with
an RMSEA of greater than 0.1 should not be used—indicates a poor fit.

Hoelter (.05) The largest sample size for which one would accept the hypothesis that the model is

correct; the index should only be calculated if the chi-square is statistically significant.
How small one’s sample size would have to be for chi-square to no longer be
significant. Hoelter recommends values of at least 200, values <75 indicate a poor fit.

The model fit was greatly improved from the initial to the final model. Reduced root

mean square residuals (RMR) were achieved and the goodness of fit (GFI) further approached
1.0 with the adjustments made. The TLI values should be between zero and one—the adjusted
model indicates a value of .965. Values close to 1.0 indicate a very good fit. Scores for RMSEA
are ideally below 0.05 and the changes made reduced this value to 0.025.

In comparing, the model fit by cognitive status with a side-by-side comparison (Figure
3.4), notable variations in correlations occur within inferred pain domains, especially comparing
intact/mild to moderate/severe cognitive states. The intact/mild groups and the moderate/severe

groups show similar values for associations and correlated errors for inferred pain items (i.e., J2a
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Pain Frequency, J2b Pain Intensity, and Cumulative Score of Pain Sites). This information is
helpful in understanding the relationship of resident cognition and how additional dimensions
(e.g., behavioral, affective and cognitive) add further detail to clarifying the pain construct. The
overall model fit indicates utility across all cognitive levels. Pain scores could be converted to a
standardized score, including all of the indicators to a converted t-score, the factorial scores
could be retained using a weighted score, or pain indicators could simply be added for a

cumulative score.
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Figure 3.6. Measurement Models by Cognitive Status with Correlations and Shared Error.

Discussion

The findings from this pilot study support the pragmatic utility of additional measures to
detect pain in the elderly, beyond self-reports of pain intensity and frequency. Research working

towards further defining dimensions of pain in the elderly increases our ability to understand and
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assess pain characteristics in this population. Findings of primary concern substantiate research
to date >’ on pain in those residents with severe cognitive impairment, along with the role
behavioral indicators add to identify pain beyond self-report measures.

The PS items (Table 3.5) indicated the majority of the sample (68.8%) were not
experiencing pain. When this total was broken down by cognitive status, as the cognitive state
declined, pain frequency and intensity also declined. Forty-eight percent of the cognitively intact
group was reported as experiencing pain, while only 18.2% of those with severe cognitive
impairment were assessed as having pain. These findings support other research to date

indicating pain is potentially under-reported in this population.*’ % 13! 189192

Prior models of pain have included cognitive, affective and behavioral components.** **

149.139.193. 194 e latent construct of pain could include these three dimensions as a discrete
measure in a model. Because this study was used as a stacked comparison, cognitive items were
used as the grouping variable and not as a separate measure in the pain model. The goal was to
gain an understanding of the overall all fit of the model by cognitive state. Future studies could
examine this construct using cognition, affect and behavior as separate measures.

Self-reported measures of pain could be further validated with more assessments that are
objective. From a theoretical perspective, the evaluation of the proposed models and indicators
is not exhaustive of all the potential cues within the dimensions of cognition, affect, behavioral
and inferred pain indicators that could explain the construct of pain. The research was limited to
the available items from MDS. Important in the use of large data sets is having a clear clinical
and evidentiary base to substantiate why certain indicators are used and not others.'*

Hypothesized indicators chosen from MDS were based on knowledge and research conducted to

this point. Theoretical modeling can start a dialogue of other indicators useful and shown from
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previous smaller-scale studies to indicate pain beyond self-reports from the resident.

Correlations between indicators can clarify the degree of association between the dimensions and
unique relationships between behaviors. As our understanding of pain increases, clinicians are
better equipped to measure quality initiatives in the assessment, treatment and prevention of
pain.

Focusing interventions only on the severely cognitively-impaired, those at high-risk for
untreated pain, fails to take in to account population-level factors, and would limit options to
reduce the burden of chronic pain for all of those residing in long-term care.'”® A need exists for
continued quality improvement and additional research to increase our understanding of pain
behaviors and the effect of treatments on the elderly. The goal is improving pain control at all

ig: 151
cognitive levels.

Using existing data, we can target specific behaviors and evaluate outcomes
to determine if uniformity of care is being applied across long-term care settings. In addition,
when constructing federally required assessments, it is important to assess what standards are
being applied in the use of key items as quality measures.

This pilot study adds insight into additional domains/dimensions that can be used to
improve pain assessment, and re-evaluation efforts to detect pain and improve pain outcomes.
Further evaluating concomitance between pain and cognitive status longitudinally would gain
additional perspective of the long-term relationship between these two constructs. Future
directions for research should include the persistence of behaviors. The MDS 2.0 contains
alterability of selected behavioral items in section E4. Persistence of behaviors could indicate

progression of the disease process, effectiveness of interventions to change behaviors, or an

unknown factor in behavioral response to multiple stimuli.
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Limitations of this study were the data distribution. The data were positively skewed.
Normality and equal group distribution were not assumed. Mahanalobis distance was not used to
eliminate outliers, because the majority (70%) of the population was initially reported as not
experiencing pain and was not evenly distributed. Removing these cases would have removed a
full spectrum of pain presentation of atypical symptoms of pain, the target of the study. Prior
studies question the reliability of mood and behavioral sections from rater to rater when using
MDS."* 17" Additionally, the majority of residents needing skilled nursing care have some level
of cognitive impairment, so intact groups were not proportionate to the mild, moderate and

severe groups.

Conclusion

A comprehensive plan for pain management should evaluate staffing patterns, staff
education, and examine differences in pain policies and procedures to ultimately use pain
management as a primary quality indicator in long-term care settings.'”® Modeling theoretical
constructs can serve as valuable tool to determine the fit between clinical knowledge, the
healthcare context and individual needs. Additional research examining a covariance model of
the relationship between pain and cognitive status over the long-term could reveal if concomitant
relationships exist. Evaluating covariance models including antecedents and consequences of
long-term suffering from unresolved pain would further support the significance of

understanding indicators and accurately assessing, documenting and treating pain.
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CHAPTER 4: A STUDY OF LONGITUDINAL DATA EXAMINING
CONCOMITANCE OF PAIN AND COGNITION IN AN ELDERLY LONG-
TERM CARE POPULATION

Introduction

Pain control is a primary concern across all care settings. Though a universal care

199

concern, pain is frequently viewed in the elderly as a normal process of aging.”~ Estimates of 49

to 83% of 1.8 million residents in long-term care have acute or chronic pain, yet the recognition

2-4, 50, 200 . .
o777 Recognizing a spectrum of pain

and treatment of pain still presents a challenge.
behaviors beyond traditional self-reports and increasing this knowledge with clinicians and
support staff is a significant challenge in the provision of care to the elderly.

Predominantly, pain and cognitive decline often coexist in the elderly, with
approximately 47% of residents in nursing homes having a diagnosis of dementia.” Pain
assessment and treatment is complex, because residents have varying degrees of cognitive
function, complicating how their needs are communicated. When these symptoms do coexist,
little is known about the interaction of pain and cognitive decline, beyond laboratory imaging of
the brain from a patho-physiological perspective.”’"***> Empirical studies both support and
refute poor neurocognitive performance in conjunction with increased pain intensity.'** 2%
Evaluating longitudinal data to assess if a relationship occurs between pain and cognitive decline
may assist in addressing these ambiguous findings.

The aim of this research was to examine if a concomitance exists between cognition and
pain in the elderly residing in long-term care.

Research Questions:

In a sample of nursing home residents,

69



1) Is cognitive decline a predictor of increased pain?

2) Is increasing pain a predictor of cognitive decline?

Research evaluating the theoretical constructs of pain and contributing factors is lacking.
Theoretical modeling using clinical data is a method to evaluate resident characteristics and
symptoms for inter-relationships between variables. Modeling if chronic pain leads to worsening
cognition, or declining cognition contributes to worsened pain, would test the theoretical
constructs of this relationship. The significance and correlations of these variables creates a
foundation for building additional models, with secondary needs and resident outcomes. Long-
term unresolved pain may lead to secondary symptoms and comorbidities. Information of the
relationship between pain and cognition adds to an understanding of how resident outcomes
occur, and how quality initiatives can be approached—all fundamental to determine if resident

care needs are being met.

Significance

Evaluating cognition in conjunction with pain helps to clarify if treating either symptom
lessens the severity of the other, or if the symptoms are independent. Organic brain disorders
cause a progressive process of cognitive decline.””’ It is not possible for individuals to regain a
normal level of functioning, the process is degenerative. Pain may potentiate symptoms of
cognitive decline. Understanding if concomitance exists helps to understand if treatments could
be targeted at symptoms to improve a resident’s condition, or quality of life.

Understanding the relationship between cognition and pain establishes how these two
variables could be included in a theoretical framework. This enables resident outcomes to be
more accurately measured through symptoms and treatments, determining the most effective and

cost-conscious actions. If pain and cognition were parallel and not an antecedent of the other, a
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symptom model would be inaccurate, making it difficult to determine where and what symptoms
could be treated. Neglecting to include variables as predictors of the others yields an incomplete
clinical picture and theoretical model, making it difficult to find and measure care solutions,
because the root causes were not fully described. Understanding the clinical pathways and
interrelationships of resident symptoms is essential to strategic planning and prioritizing resident
care needs. Pain and cognition could be independent factors or directly influenced through the
other.

Resource allocation in a struggling Medicare-funded system is a difficult process to
navigate. A new National Institute of Health (NIH) nursing home rating system incorporates
pain as a quality measure, previously neglected in long-term resident care assessments.'’* 2%
Staff assessments, resident nonverbal cues, verbal complaints, facial expressions and protective
body movements were added as additional assessment items to more fully capture pain in this
population.

The use of a federally mandated resident assessment surveys is a cost-effective, time-
efficient tool to gain insight into resident care needs, and provides an opportunity to increase our
understanding of resident symptom pathways and the effectiveness of interventions used. Using

existing clinical data to test theoretical constructs adds valuable information to the validity of the

models posited against real world, resident care data.

Background
Pain is an intricate sensory experience—involving physiological, pathological, social,
sg: . 209,210 . 14l 211-214
cognitive, and emotional factors. Sensory process is modulated by cognitive load.

Cognitive load helps to describe how hard it is for the individual to make sense of a stimulus.

Cognitive decline is progressive and may manifest as symptoms of aphasia (language), apraxia
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(perform directed acts), agnosia (recognize objects), and/or disturbances in global functioning
(planning, organizing, sequencing, and abstract thoughts). Considerable issues exist in the
detection of pain in residents with moderate to severe cognitive impairment. A lower incidence
of pain is reported as cognition declines, largely due to measurement and communication

215,216

issues. Informal and formal caregivers have noted differences in pain behavioral cues

depending on the resident’s cognitive status, especially with the interpretation of body
movements.>'”

A case report presented by Ashpole and Katz *” described a patient with a life-long
history of pain (somatoform pain disorder). The patient’s refractory pain was unresolved causing
daily verbal complaints of discomfort. After the onset of dementia, the patient’s self-reports of
pain sharply declined. The pain symptoms were posited to be presenting as an altered mood
(e.g., depression or irritability) and cognitive decline.

Chronic pain is attributed to increased risk of depression in the elderly.'>® '#%-218: 219
Depressive symptoms are linked to a decreased processing and motor function, but depression is
not a conclusive result of memory impairment.”** Chronic pain results in changes to the
resident’s personality, social interactions, lifestyle, and functional status, impacting his/her

% Unresolved pain may result in a decline of the resident’s quality of life causing

quality of life.
delirium, depression, weight loss, social isolation, decreased activities of daily living, impaired
gait, increased incidence of falls and comorbidities. Quality of life declines with chronic
untreated pain, especially as the intensity of pain increases.'™ To date, the relationship between

cognition and pain has been evaluated in case reports and patho-physiological studies, but not as

a large-scale analysis of concomitance.
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Theoretical framework

The concept of need-driven behaviors™ and the framework extending this model to
include the consequences of need-driven, dementia compromised behaviors ** (Figure 4.1) serves
as the theoretical framework for this research study. The need-driven behavior, pain, is a co-
existing symptom to cognitive state, a background factor. Proximal issues like a decline in
physical state, and social and environmental causes, precipitate improvement or exacerbation of
the original need, resolving the resident’s pain.

The long-term consequence of unresolved need-driven behaviors gives rise to additional
behavioral symptoms and secondary unmet needs. The primary relationship of cognition and
pain are evaluated for this study. Future theoretical constructs including the complete model,
would further evaluate the relationship of secondary needs (i.e., depression, weight loss, social
isolation, higher falls risks, decreased ADLs, impaired gait), and how appropriate interventions
mitigate the occurrence of secondary needs. Appropriate interventions to primary needs could
improve resident quality of life, use healthcare resources more efficaciously, and reduce staff
burden. The theoretical framework enables the clinician to translate a complex system of

resident, caregiver, environment, and outcomes, as a measurable tool to improve care.
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Figure 4.1. Reprinted with Permission, Kovach’s et. al. * Model of Consequences of Need-Driven, Dementia

Compromised Behaviors

Methods

Design and Sample

A longitudinal cohort design was used. Data were collected from 2001, 2002 and 2003

on residents residing in Medicare receiving nursing homes across the United States. Minimum

Data Set (MDS) 2.0 '™® annual assessments were used as the data source, including all residents

age 65 and older. Comatose residents were excluded from the sample, because key item sections

(Sections B-F) are not scored. These items are required for the pain index instrument used in this

study. Not filling out the cognitive, communications/hearing, mood and behavior, and

psychosocial well-being sections of MDS adheres to the instructions given to assessors

completing the resident assessment forms.

Data were extracted from a de-identified resident database containing the MDS items.

The sample yielded 56,494 subjects (see Figure 4.2 for Sample Methods). The University of
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Central Florida Institutional Review Board (IRB) assigned an exempt status to the study. Data

collection was retrospective and no interventions were tested.

Total Subject Assessments

14,435,847
_ﬂ_ Only include annual assessments and
S age limits applied 65 >

BO6.977
v:! Lr Exclude if missing entry date

252,513

] L Exclude if discharged, duplicate or

S transferred to different facility

56,798
rJ L7 Exclude comatose subjects

<

56,494

Figure 4.2. Sample Method

Instruments

The MDS is a nationally required assessment providing information on the quality of care
provided in nursing homes.'™ Core items from the MDS instrument are used for care planning
to trigger events or symptoms requiring intervention (e.g. pressure ulcers, delirium, cognitive

loss, falls, and mood state). Pain is not a care-planning trigger from the Resident Assessment

178

Protocol (RAP) however, it is a quality measure.””~ MDS items have demonstrated good to

179-181

excellent validity and reliability with interrater and test-retest reliability from 0.40 to 0.80

dependent on the item section.'” A composite score was used to detect pain from core MDS
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items (pain items analyzed are detailed in Table 4.1). The significance (p=.01) and validity of
the measures used in the pain index were established in a previous pilot study.*'® Pain scores
could range from 0 to 34. Score weighting is determined by the ordinal scoring used in the MDS

instrument. The pain index includes Fries’ Pain Scale'>

(PS) items (e.g. J2a for pain frequency
and item J2b, pain intensity). The PS items highly correlated with a pain sites summary score.*'®

Additional dimensions of affective and behavioral items are also included to aid in detecting pain

across cognitive states (Figure 4.3).

Table 4.1. Pain Score Items.

INDICATORS

Variable Description

Inferred/Reported Pain

(J2A) Pain Frequency Frequency resident complains or shows evidence of pain
(J2B) Pain Intensity Intensity of pain described or displayed by the resident

Pain Sites Score

Cumulative pain site index, items J2a-J3j, Klc; higher
scores indicates more pain sites

Affect

(E1L) Sad Facial Expressions

Sad, pained, worried facial expressions, i.e. furrowed
brows

(E1M) Crying Indicator of distress. Behavior is recorded by frequency in
the last 30 days irrespective of the cause of the behavior
(indicator)

(E3) Change in Mood Refers to status of any symptoms described in section E
(mood); snapshot of current observation period, not just a
point in time.

Behavioral

(E1A) Negative Statements

Resident made negative statements, e.g. “Nothing matters,
would rather be dead, what’s the use, regrets having lived
so long.”

(E1C) Repetitive Verbalizations

Calling out for help, repeated statements

(E4DA) Inappropriate Behavior
Frequency

Disruptive sounds, noisiness, screaming, self-abuse acts,
sexual behavior or disrobing in public, smeared/threw
feces, hoarding, rummaging through other’s belongings

(EIN) Repetitive Physical Movements

Pacing, hand wringing, restlessness, fidgeting, picking.

(E4CA) Physically Abusive Frequency

Others are hit, shoved, scratched, sexually abused
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Figure 4.3. Pain Construct.

The Cognitive Performance Scale (CPS) was used to determine resident cognitive state.
The CPS instrument uses key MDS items from section B, C and G of the resident assessment

183, 184
form. ™™

The CPS measure correlates highly (r> 0.70) with the Folstein Mini-Mental Status
Examination (MMSE)."® The MDS derived CPS scores were converted to MMSE average
totals. The averaged scores could range from 0.04 (severe impairment) to 24.9, an intact
cognitive state. A CPS score of 6 converts to an average MMSE of 0.4; a 3 to 15.4; and 0 score
to a MMSE of 24.9.'"® In validation testing of the CPS scores against the MMSE, a sensitivity of

0.94 and specificity of 0.94 were shown'®, indicating the utility of this instrument is viable in

determining resident cognitive status from MDS derived items.

Statistical Analysis

Descriptive statistics, correlations and repeated measures ANOVAs were completed
using SPSS 14.0. The SPSS statistical modeling program, AMOS 6.0, was used to build the
covariance model of pain and cognitive state at three different time intervals for 2001, 2002 and
2003. Pain and cognition scores were hypothesized to be inversely related. Increasing pain
score items indicated higher levels of pain. Cognitive decline was noted with a lower MMSE
score. The analyses were one-tailed.

The covariance model was evaluated for goodness of fit statistics; however, the model

was simplistic with only six discrete measures and five residual terms, so fit statistics would
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indicate a just identified model. Due to the required large sample size to run structural equation
modeling, assessment of statistical power is complex.'®®**! Sample size requirements generally
are the number of free parameters (n=17) times five to 10, to estimate sample size. The sample

total (n=56,494) far exceeds this rule.

Results

Select MDS items were colleted on 56,494 subjects with a mean age of 83 years. In total,
80% of the sample was female and 84% were Caucasian. The study demographics are in found
Table 4.2. The most prevalent diagnosis was arthritis (33.7%) with 14.2% of the sample
complaining of joint point at the first data collection (Table 4.3). Over the three year period, the
percent of residents diagnosed with arthritis increased by 8% and recorded joint pain dropped to

11.3%.
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Table 4.2. Demographic Characteristics of Residents

Mean +S.D/ Range
(n=56,494) Percent of Total
Age 83.3+8.2 | 65-112
Gender Male 20.4%
Female 79.6%
Marital Status Never married 14.7%
Married 14.9%
Widowed 60.2%
Separated 2.3%
Divorced 7.9%
Ethnicity American Indian/Alaskan Native 0.3%
Asian/Pacific Islander 1.2%
Black, not of Hispanic origin 11.7%
Hispanic 2.9%
White, not of Hispanic origin 83.9%
Language English 94.6%
Spanish 2.4%
French 0.2%
Other 2.8%
Education Level | No Schooling 3.0%
8™ grade/less 30.9%
9-11 grade 14.4%
High school 32.9%
Technical or trade school 4.1%
Some college 7.3%
Bachelor’s degree 4.2%
Graduate degree 1.7%
Not coded/missing 1.5%

Table 4.3. Diseases/Events with Potential Pain Symptoms

Disease Number from Total | Percent of Total
(n=56, 494)
Diabetes 11,885 21.0%
Peripheral Vascular Disease 6,459 11.4%
Arthritis 19,013 33.7%
Complaint of Joint Pain 8,018 14.2%
Hip Fracture 2,181 3.9%
Multiple Sclerosis 447 0.8%
Emphysema/COPD 7,021 12.4%
Cancer 3,031 5.4%
Renal Failure 1,382 2.4%
Pneumonia 498 0.9%
Respiratory Infection 1,277 2.3%
Septicemia 31 0.1%
Tuberculosis 20 0.0004%
Urinary Tract Infection (UTI) 2,865 5.1%
Wound Infection 295 0.5%
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Cognitive state did not fluctuate over the three measures observed. Cognition declined
slightly over the three-year period, as did pain (Table 4.4). The majority of the sample, 60 to

67%, was moderately to severely cognitively-impaired.

Table 4.4. Longitudinal Chart of the Cognitive and Pain Scores

Cognitive Status 2001 2002 2003

CPS Mean Score 29+£1.8 | 3.0£1.9 | 3.2+#19
MMSE Mean Score 14.5+7.8 | 13.748.1 | 12.8+£8.3
Intact 13.6% 12.2% 10.4%
Mild impairment 26.7% 24.4% 22.2%
Moderate impairment 29.4% 29% 28.4%
Severe impairment 30.3% 34.3% 39%
Pain Score 2.4£29 | 2.3442.8 | 2.1842.8
Mode 0 0 0
Range (Possible Range 0-34) 0-26 0-20 0-22
No reported pain symptoms 42% 43% 45%

A one-way repeated measure ANOVA was calculated for cognition and pain. Each
variable compared subject scores at three different time intervals: 2001, 2002, and 2003. A
significant effect was found for cognition (F(2,112986) = 5949.23, p<.01) and pain (F(2,
112986) =271.82, p<.01). Significant ANOVAs require a post hoc analysis. Follow-up
protected ¢ test with repeated measures was used, because of limitations of SPSS to run a post
hoc analysis for within-subject factors.””> A protected 7 test between each measure inflates the
risk of Type I errors, so a significance level of 0.017 was used (0.05/3 measures) instead of 0.05.
The follow-up protected 7 test revealed that cognition scores decreased significantly (p<.017) for
the 2001 cogntion] (m=14.5, sd=1.80) to 2002 cognition2 (m=13.7, sd=8.1) to 2003 cognition3
(m=12.8, sd=8.3) scores; and pain scores decreased significantly (p=.017) for painl (m=2.4,
$d=2.9) to pain2 (m=2.34, sd2.8) to pain3 (m=2.18, sd=2.8).

Regression weights of 1 were assigned to each residual variable. A residual term was not
attached to cognitionl (Figure 4.4), because there was no predictor for these variables. The

covariance models indicate pain (1-3) and cognition (1-3) measurements were stable over time
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with previous measures being a good predictor of subsequent measures. Higher stability was
observed with the cognitive measure than with the measure of pain. The cross-legged effect of
both cognitive and pain measure was not consistent. Little association was found between
cognition and pain variables, regardless of the time interval. A concomitant relationship was
significant (p<<0.01), but the associations were weak ranging from absolute values of 0.03 to 0.08

(Table 4.5).

Figure 4.4. Covariance Model 1 of Three-Year Concomitance of Cognition and Pain

Table 4.5. Correlations.

N=56,494 Mean | S.D. 1 2 3 4 5 6
1. Pain Score 2001 | 2.43 | 2.89 1.00
2. MMSE 2001 14.51 | 7.88 | .028** 1.00
3. Pain Score 2002 | 2.34 | 2.85 | .635** | .056** 1.00
4. MMSE 2002 13.59 | 8.20 | .022%* | .912** | .041** 1.00
5. Pain 2003 2.1 | 2.77 | 492** | .073** | .606** | .065%* 1.00
6. MMSE 2003 12.63 | 8.36 | .019%* | .851** | .036** | .913** | .052** | 1.00

**Correlation is significant at the 0.01 level (one-tailed)

The root mean square residual (RMR) is the averaged squared amount by which the
sample variances and covariances differ in their estimates.””' A smaller RMR is preferred with a
value of 0 indicating a perfect fit (see Table 4.6). The goodness of fit index (GFI), as it

approaches 1 indicates a perfect fit. The optimal values outputted by the model for the GFI, TLI
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and AGFI could be attributed to the simplicity of the model, even though all three were

approaching 1.0.

Table 4.6. Goodness of Fit Statistics of the Covariance Model

Goodness of Fit Model 1 Model 2
Statistics

Y 2524.9 2828.6
Degrees of freedom (df) 4 4
P .000 .000
Number of Free 17 17
parameters

y/df 631.224 707.158
RMR 332 205
GFI .986 .984
TLI .964 .959
AGFI .924 915
RMSEA .106 112
Hoelter (.01) 298 266

Discussion

The sample data do not confirm concomitance between pain and cognition in this long-
term care population. The theoretical construct does not support either measure as a predictor of
the other. These findings support Kovach’s model of Consequences of Need-Driven, Dementia
Compromised Behaviors (C-NDB). Cognition (background factor) and pain (proximal factor)
exist as co-contributing aspects of how need-driven behaviors are manifested and communicated.
Kovach’s ** C-NDB model serves as template to understand how symptoms and environmental
factors interact. This system contains environmental and contextual factors, affecting the
resident and care outcomes. Failing to identify resident care needs is not in isolation of the
resident, but is a complex system of clinician, support staff, environmental factors, and the
resident.

MDS can be used as a reliable tool to track resident characteristics and outcomes over
time. Reporting was consistent for cognition and pain over the three-year period—considerable

fluctuations in recorded values of cognition and pain did not occur. Because pain assessments
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were recorded annually, differences in pain would be anticipated. The findings showed a gradual
decline in recorded pain over the three-year period, as cognition also declined. This raises
concern, because these findings may support previous research, indicating pain is under-reported
and under-treated in residents with cognitive decline.*”***

Drops in pain scores at the third interval could also be attributed to residents having less
pain, or residents having received appropriate interventions for their pain. Differences in pain
would be expected with recent events like fracture, surgery, or falls. Partitioning this group of
residents into a separate cohort could evaluate the consistency of pain reporting, and pain
measures specific to these acute events. Until clinicians and support staff increase their
awareness of affective, cognitive, and behavioral indicators of pain, the reliability of MDS for
pain measures will be a concern.

Results suggest the importance of assessing memory function when managing residents
that are physiologically distressed, because this information aids in determining the best methods

: . 92,167,218
to assess resident pain.”” "

Over the three-year period, declines in cognitive status
occurred, consistent with the progression of organic brain disease. Acute declines in cognition
may be indicative of a change in mental status not attributed to the progression of a pre-existing
disease, but the onset of infection (i.e., urinary tract infection, pneumonia, or sepsis), or
psychiatric illness.

Further research could look at specific diagnoses and the consistency of cognitive decline
and pain measures over time. Additional variables like the use of multiple medications (e.g.,
polypharmacy), or certain classes of medications, (i.e., antipsychotics or hypnotics), could yield

valuable information about attributable factors causing resident decline, and create an index of

outcomes for pharmacoeconomic and clinical data to support resident care guidelines and health
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policy reform. Supplemental theoretical modeling could evaluate latent growth models with
predictors combining pain, cognition, age, gender, and facility characteristics gaining an
understanding of pain and cognition in the elderly beyond this concomitance study.
Additionally, research examining a growth curve model, plotting parallel points in time, would
give valuable information into trends in data distribution and would clarify if the model were
polynomial.

A limitation of this research was the data distribution. Normality and population
distribution were not equal. The majority of the population assessed was not experiencing pain,
and cognitive groups were not equal. While the population demographics are representative of
nursing home residents, very distinct population demographics (i.e., gender, race, educational
background, socio-economic factors) limit generalizability beyond this setting. Variability of the
reliability measures from rater to rater of the MDS sections for mood and behavior have been
reported.'® "7 The research was limited to the available items in MDS, and these items might
not capture, define or describe all pain symptoms. Even with the additional dimensions to
measure pain across cognitive states, there are still dimensions of pain yet to be defined or

discovered.

Conclusion

This research sought to gain preliminary insight into the relationship between pain and
cognition. Investigating if cognition is a predictor of pain in a concomitant relationship aided in
defining how secondary patient outcomes might be mediated. Further research should be used to
link cognition, resident ability to communicate, and levels of pain for significance with quality of
life measures like depression, disturbances in gait, weight loss, decreased activity, declines in

functional status, or social isolation. In the case of most organic brain diseases, there is not a
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return to a normal level of cognitive functioning, but a progressive decline. Pain is a cycle that
can be intervened upon, and symptoms can be lessened through medicinal and non-medicinal
treatments improving resident comfort. With an understanding of the role of cognition in
identifying how pain is communicated, we can improve pain detection and uniformity of
measures to ameliorate symptoms. The significance of confirming, theoretical frameworks with
advanced multivariate analysis is an opportunity to evaluate interactions of key variables.

A global assessment of concomitance between pain and cognition offers a unique insight to have
a better understanding of the relationship of pain and cognition in a general nursing home

population.

85



CHAPTER 5: CONCLUSION

In a longitudinal study of cognition and pain in the elderly residents of long-term care
facilities, it was found that measures of both pain and cognition decreased over a three-year
period. Decreasing reports of pain from this study support previous research that pain may be
underreported in those with impaired cognition. In the sample studied, neither pain nor cognition
was a predictor of the other; however, it is important to gain information into how these variables

co-exist and influence the occurrence of secondary needs and long-term patient outcomes.

Implications for Practice

Because pain was assessed and reported less frequently as cognition declined, it is
important to identify and use other methods of assessing pain in this population, so pain does not
go undetected causing suffering and exacerbation of additional secondary needs. Instead of
treating resident’s needs as a set of symptoms, we should anticipate the long-term consequence
and effect on resident quality of life. For example, care planning might reveal a resident at risk
for pain causing symptoms, and scores for the MDS-RAI would further substantiate pain through
indicated pain behaviors. Initial screening would include a risk analysis for care deficits, take a
prospective look at complications, and more closely monitor outcomes from interventions. We
would gain immense benefit from having a better understanding of the mechanism with which
resident state declines and how to increase resident quality of life in a cost-effective manner

through more accurate measures of pain and targeted interventions.

Implications for Policy

At a minimum, the MDS-RAI 2.0 is recorded annually on all residents under Medicare

coverage to evaluate the quality of care for reporting to consumers and providers. New
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admissions and changes in resident status require additional assessments of residents to note
changes in care needs. The MDS-RAI 2.0 does not use pain as a Resident Assessment Protocol
(RAP) trigger to indicate a problem from clinically relevant data about resident health problems
or functional status. Significant health policy concerns arise when pain, a fundamental care
need, is not being used as a quality measure to evaluate care being provided in nursing homes
across the United States. It is also argued that pain measures are a point in time from annual
assessments, and if pain items were used as a quality measure, how could this data be accurate to
gain an overall picture of resident care with only a 7-day review in an annual assessment. The
upcoming MDS-RAI 3.0 is slated for release in October 2009, and integrates additional pain
measures; however pain management should be a care priority in grading nursing home
performance to give an accurate picture of care to consumers and providers. Health policy on
pain management has a significant opportunity to improve care for this population, if the MDS-
RAI is used as a quality measure, than the inclusiveness and accuracy of reporting should include

pain as a health priority.

Implications for Research

The findings of this study add important details into the identification of additional
dimensions of pain beyond self-report measures, like pain intensity and pain frequency.
Identifying dimensions, such as affective, behavioral and cognitive factors work towards
building a solution to improve the assessment, detection and treatment of pain in the elderly.
Efforts defining additional dimensions of pain beyond the affective, behavioral and inferred
dimensions discussed are an opportunity to further research on residents living in long-term care.
Having an understanding of the antecedents of pain and cognitive decline enables clinicians to

identify which variables can be intervened to enable the most efficacious outcomes. Future
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research examining covariance models with added quality of life indicators and secondary needs,
such as delirium, functional status, social engagement, depression, or falls, would contribute
additional knowledge into patient outcomes, cost-effective measures, program planning for care
priorities, and clarify administrative factors (i.e., unit culture, staffing, non-medicinal
interventions) which improve or negatively effect patient care.

This was one of the first studies to look at the relationship of cognition and pain in long-
term care residents using a large dataset. While cognition is not concomitant with pain,
cognitive state is a key factor in how we approach measuring pain in the cognitively-impaired
resident. Pain is a symptom that can be intervened upon and changed, while cognition can be
used to determine the most appropriate method to assess pain in the elderly, improving the

accuracy of detecting pain in this population.
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MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
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STATUS B,
MRIDD with erganic condiion SIGNATURES OF PERSONS COMPLETING FACE SHEET:
Down's syndrome 3
. . & Sgretire ST Caaa Bas
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MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
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N RECALL |last7 days)
e ABILITY Curentsesson [ |
t i @ rursin o
a. (First) b (Micidle Enitial) C. {Last) d (Jri) Location ofown room [ | 9
2| RooMm Safnames/faces ™ NONE OF ABOVE are recaled
NUMBER I:l:l:l]:l 4.] COGNITIVE |(Mads dacisions regarding tasis of dady lif
ﬂlﬁ.‘lm’t 0. INDEPENDENT- i tireasonabl
1| ASSESS. bearvation penod X —dacisions consistent/frea: e
[l dy GOS0 el DEGISION- |1, MODIFIED INDEPENDENCGE=—some difficuilty in new sitsations
REFERENCE l | |_| | |_| | | [ l MAKING ngE i B
DATE 2. MODERATELY IMPRIRED POGT; CUES: rsiar
Marth Day Year
3 SEVERELYMEH.S\‘ED—nm:w mtds decisions
b. Criginal () or comected copy of form (enter umber of comecsion) A
4a.| DATEOF Dawutmrlrynunmwmemumaydbm:r? mm
REENTRY | last 90 days (or since last assessment or adm|ssl mmnmuuﬁ}
(0, Behavior not present
_l | | | | | | | 1. Bahavior pressnt, not of recent onsst
2. Behavior present, over last 7 days appears different fom resident’s usual
Year functioning {e g, new onset or worsening)
RITAL |1, Never maniad a Widcwed 5.Divorced a EASILY DISTRACTED—{e.g., difficuly paying attention; gets
ETATUS |2 Married 4 Saparated sidatracied)
b.PERIODS OF ALTERED PERCEPTION OR AMRENESSGF
meeons | [ [ 1 11 11111111 EORROINDIGE (6. ovesios o ks s
NO. prasant:balisves ha/she = somaewharn size; conflises night and
7.| CURRENT |(Bling Ofice to indcate; check &l that apply inlast 30 days) day)
PAYMENT c EPISODES OF DISORGANIZED SPEEC! LA h s
RCES |Medcaid per diam - i per diem incoh ical irrel or ‘.'!_lhgnsumhiactto
FORN.H it i
QE'U.Y [rE—— . Selfor Bmily pays for il per ciem subject; loses train of thought)
- d. PERICDS OF RESTLESSNESS—{e.q. fdgeting UHW.
Medicars ancilary - Medicaid re sident babilty or Medicare cicthing napkins, etc; frequent postion chan ges; repetiive p |
part & co-payment movements o caling out)
Medicare ancilary _ Private per diem (inchicling e. PERIODS OF LETHARGY—{e.g. sluggshness; staring nto space;
part B co-payment) diffcult to arause: e body moverment)
| ___JGHAMPUS pardiom [ Dibor p i i £ MENTAL FUNGTIONVARIES OVER THE COURSE OF THE
2| REASONS ﬂ-’“""')‘""“" for avsessmant DN-(. 9. sametrmes befier, somatimasworse; behaviors
FOR 1. ss\m assessment frequired by day 14)
ASSESS- 2 al assessment
CHANGE IN t's status, shills, or abilties have changed as
MENT 3 Wlﬂmmﬂmnmnmml & COGNITVE me‘uﬁ“ q;utumncela.stmesgﬁdwlflm
;. g&nmm carrection of prior ful aszezzmant STATUS  [than 80 days)
oI s 9 rtory review aesessment
e a clfect & Doect " ctorgl 10. No change 1.Improved 2. Detericrated
arreentry 7. Discharged—retum anticipated
& Dhehargad e g SECTION C. COMMUNICATION/HEARING PATTERNS
"'.‘1’.?”« 10, a‘?m fprior 1| HEARING |(VVEN howing appiance, Tused
msrg.:s 0. NONE OF ABOVE 0. HEAR S ADEQUATELY—n ormal tafk. TV, phone
need 1. MINIMAL DIFFICULTY when notin quiet selting
completed) b, Codes for assessments required for Medicare PPS or the Stafe 2 HEARS IN SPECIAL SITUATIONS i LY—epnlm has to adiust
1 H""ﬂ“ga assessmant i tonal quality and speak detinetly
. mm”: - “; Ghimpiniiio 3_HIGHLY MPAREDibsence of usefil hearing
;. m:w Wa;ynsssgm 2] cml- (Check ail that apply during last 7 clay =)
3 n Hetmg nid, present and used
& Othor state | od assessmant DEVICES/
7 Madicare 14 day azsessmant TECH- g aid present and notused reg
8 Othar Macicarasequired asseasment NIQUES Olhoruemvu eormim, technigues used (8., lip reading)
9.| RESPONSI- |(Check all that apply) Durable power attomey/Mnancial d %ONECEABC:!E e -
BILITY! | eqal quarcian ——— | 3] moDES OF [(Check all used by fesident fo make needs knawn
LEGAL B Famity member respansible
GUARDIAN |Cthariagal oversight A . [ Signsigesiures/sounds
Duulhlo of rEspol L] . e Cemmurcation board
yhealth NONE OF ABOVE &pmssg or clanily needs .
10.| ADVANCED [(Fer th il il ﬂ.ww " in the medical - |
DIRECTIVES |recore check all that apply) . zmmn Sign nguage L NONE OF ABOUVE
Living wil a Feading restrictions 1 [ ARG I aton cantent N3
Donot resuscitate b Medication resirictons SELF 0. UNDERSTOOD
Donat hospitaize [ ] UNDER- | (;sial (¥ UNDERSTOOD—dificutty finding werds of finishing
Crgan donation Cither treatment restrictions " m&?
o 2 MES UNDER STOOD—ability ks bmited to making cancrets
Butopsy request & MNONE OF ABOVE I, ests

SECTION B. COGNITIVE PATTERNS

3 R%E‘D‘MEVER W%ﬁfﬂoﬂ
-]

1.| COMATOBE (Parsalmf viagatakve sfale/o discernible conscousness)
1.Yas (If yes, skip to Section G}
2.| MEMORY Rl:lﬂ ofwhat was leamed o knowrl)

. Short4erm memory OK-—seemsfappaarsto recall after 5 minutes

0.Memary OK 1. Memary pr
b. Longerm memary Ok—ssemslappears to recal long past
0.Memory OK 1.Memory probiem

5| SPEECH
CLARITY 1o c1£4R SPEECH—distinet, Intelligtie words
1. UNCLEAR SPEECH—slurmed, mumbled words
2.NO .S‘PEEG‘H—al!unuofspdtonwo:ds
6.| ABILITYTO [(Undarstandi teni—h able)
‘fm‘ 0. UNDERSTANDS
oTHERS |1 USUALLY UNDERSTANDS—may miss some partintent of
messa

ge
2 SOMETIMES LUINDERS TAMDS—responds adequatsly to simp
direct commund

unication
3. RAREIY/NEVER UNDERSTANDS
CHANGE IN Iﬂoﬁdmlubqu muprm understand, or hoar information hag
14

ONMVIUNI-
CATION!
HEARING

H N B B N i

f 00 days ago (or since last
[-wﬁm ifless than ﬂﬂchyq
0.Nachangs proved 2. Deteriomted

[ =¥When bax biank, must enter number or letter (2| =\hen letter in bo, check f condition applies

104

MDS 2.0 September, 2000



SECTION D. VISION PATTERNS

1.

VISION

(Abiity to see in adequate high! and with gasses if used)

0. ADEQUATE—seas fne detall, inchuding regular print in
new

1. MAAURED—sees large print, but not regular print in newspapers/
boolks

- I‘DDERATHV IMPAIRED—limited vision: not able to see

owspaperheadinos, butcan identlfy abjects
1HIGHLYMMRED—oh1m identifation in question, but eyes

k%ﬂfmﬁﬁ.ﬂ?\—m vision or sees only light, colors, or
shapes, eyes do not appear fo Kilow chiects

VISUAL
[LIMITATIO!
DFFICULTI

NE/|on one sde of trary, dific

| Sida vision eazed peripheral vision (8.9, leaves bod
ulty travaling. bumps into peoplo and abjects,
misidges placament of chair whan saating saif)

Expailences any of following! sses halos of rings around lights; sees
fleshes :flnglzgms n.ni?rs OVEr eyes » ot

NONE OF ABOVE

VISUAL
JAPPLIANC

Glasses: contmct lenses; m-gl.lynngghs-;
0. Na

SE

CTION E.M

00D AND BEHAVIOR PATTERNS

.|INDICATORS
OoF

DEPRES-
SION,
ANXIETY,

SAD MOOD

(Code for indicators abserved in fast 30 days, imespective of the
asstnned

cause)
0. Indicator not eschibited in last 30 days
1. mmrumnmﬁmﬂupmhm.wug .

VERBAL EXPRESSIONS

h. Repetitive heakth
OF DISTRESS pes

tompiaints—eg.

long: Letms.

L3 ks attention/
i " 9. persistently se. al
'U\;J'ndn.'gn Whatdo |
do

reassurance regarding
schedules, meals, Inundry,
elothing, relationship issues

SLEEP-CYCLE ISSUES
K. Insormiachange in usual
. Persistent anger with self
9. easly slseppattern
annoyed, anger at

placementin mursing home;
anger st cans

SAD, APATHETIC, ANXIOUS
APPEARANCE

L Sad, pained worried Bcial
€. Selfdeprecabon—e.g.. */ expressions—e.g. fumowed
ampohing lam of nouse orows

fo anyone”

I. Expressions ofwhat
appoar to be unrealiztic

m. Crying, tearlilnass
. Repstitive physical
movements—e.g.,
restlessness,
picking
LOBE OF INTEREST

0. Withdrawai from activises of
interest—e.g., nointersutin
long stan |i'rg activities or

handwri

sppen—e.g. believes
hunr;hai;ahgmlln die,

} Unpleasantmood in morning|

5] CHANGE IN |

has o 3

status of 90
OR ommhﬂnmwml thmuun 90d
SYMPTOMS m; 1. k_ngrwadl &rﬂtaﬂ

1

SECTION F. PSYCHOSOCIAL WELL-BEING

1.

Al ease nieracting with others

LAk pase doing planned or structured activition

|&t eaze doing selfinitated activities

|Establishes own goals

Pursues involeemant in lle of facilty (0., makeskesps Hends,
in group activities; respor itteely to new actvibes;

|ngsists at refigious senvices)

. i

INONE OF ABOVE

SENSE OF

INIMATIVE/

INVOLVE-
MENT

o

T

UNSETTLED |Covertiopen conflict with or repeated criticism of staff
RELATION- |'nhappy with reommate
iiPe |Unhappy with residents other than roommate
| O peniy expresses confictanger with BmilyFiends
A of pr contact with r
Raceont loss of dose amily marmbat/friand
Doesnot adjust easily to change in routines
OF ABOW

TT

=

PAST ROLES|Sirong identification with past roles and ife status
Expresses sadnassiangerfemply lealing over lost rolesistatus

|Recident porceives that dally rouine (customary routine, acthvities) is
[very different from prior patiem in the community

NONE OF ABOVE

TTFIT

SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS

1.

o inciuding satum
during last

last7 days —0OR— Slpsyr:;lmﬁumm trmes) plus
1 or Ztimes duting last 7 days

(A) ADL SELF-PERFORMANG E— Code for resident's PERFORMANCE OVER ALL
SHIFTS during last 7 days—N,
0. NDEPEHG%?:N:M;W oversight —OR-— Halploversight provided only 1 or 2 timas.

1. SUPERVISION—Owversight, sncouragement or cueing provided 3 or more times durin
;ﬁyﬁn{l aswstance provided mqy

2. LIMITED ASSISTANCE—Resident highly imvolved In activity; recmd pnysnmap in

&M manauvering of limbs or other
—More help provided only 1 or 2 times during last 7 days

plﬂod ht‘z:lfnlmlypqsl provided 3 or mare imes
SI.W:I
— Fll atnff perfrmance during part (but mot alf) of last 7 deys
4. TOTAL DEPENDENCE—Full staff performance of activity dusing entire 7 days
8. ACTIITY DIDNOT OCCUR duting entire 7 days
(B} ADL SUPPORT PROVIDED—{ Code for MOS T SUPFORT
LL SHIFTS during last 7

3. EXTENSIVE ASSISTANCE=\hile resident perfomied part of acivity, over last T-day

PROVIDED
days; code regardiess of resident’s seit
perh'manm classificabion)

0. Mo sstup or physical help from staff
1. Seluphelponly
2 Onepcmmphmalms 8. ADL activity itseif didnot

hive 8 heart attack gwith family

. Reducad social intaraction

PERSIS-
TENCE

umoumrem:llcam uldapmsmd.udurmnbus mood were
up”,

orr

Ih-emlthmworm T
0. No mood w‘
indicators

2 Indicat -y

aae; abared not easiy attered

]

CHANGE
N MOOSD

o stafus has iged as compared to stabus of 80

dm ?uo(.clx wnce last mmmm-?lullhnn 90 days)
1.0 2. Deteciorated

BEHAVIORAL|
EYMPTOME

maﬂhmnm‘ammm:emymmﬂm
Behavior not edhibied in =t 7 days
1 . Behavlor of this type occummed 1 to 3 daye in last 7 doys
2. Bahavior of this type occumad 4 to 6 days, but less than daily
3. Behawior of this type occurred daily
(B) Behavioral symptom alterabiiity i last 7
0. Behavior nat present OR behavicr was
1. Bahavior was not easined

amared

(&)

{B)

awnsm od
ohiivious Inneods or sﬂam

b.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS {others
were threatened scresmed at, cursedat)

€. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS {cthers
were hit, shoved scratched sexually abused)

o SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL
SYMPTOMS (made d sounds
salfabusive acts sevual belmu':r dizrobing in public,
smearecihrew bodifeces, hoardng, rummaged through others'
belongings)

€. RESISTS CARE

purpose,

oy

taking Jons ADL

assistance, orslrlﬂ)

physical assict occur during entire 7 days

SELF-PERF |3

SUPPCRT

(How resident movesto undfrumhnngpo:i‘m twrns side to side,
MOBILITY

nndposiwnsbﬁ,rw

g

How Ibed, chair,

TRANSFER rasident moves: surfaces—tofrom;
lwheelcha, :hndngpadtbn(EltL UDE to/fom bathAclet)

WALKIN

ROOM  [How resident walks bebween locations in hisher room

d| WALKIN
CORRIDOR

|Hew rasidant walkis in comider on unk

s

LOCOMO-
TION
ON UNIT

{How resident moves between locations in hish erroom and
aclacent cormidor on same Boor. IFin wheslchair, seli-suficiency
lence in chair

LOCOMO-
TION
OFF UNIT

[Hiow resident r 1d returns from off unit |
arean set adide for dini mﬂsnalremmmlﬂmy a5
anly onefloor, how resident moves to and from distant areas on
the fioor, Ifin wheslchair, self sufficiency once in chair

.| DRESSING

(= ow resident puts on, Bstens, and takes offall items: of street
clothing, including donningfremoving prosthesis

EATING  [How resident eats and drinks (regardiess of skill). Includes intake of
Inourishrment by cther means (e.g.. tube keding, iotal parenteral

Inutriton)

TOILET USE |How rasident Lses the tailetroom (or conmoda, bedpan, U umll:
transier anfoff todet, ck

catheber, ldum clothes

PERSONAL
HYGIENE

How resident
|brushing tesath, shavi
(hands. and perneum|

personal hj'm ncudng l:u'rbrqhm
WE p. washing/drying face,
piel ERE baths anﬁ showers)

105

MDS 2.0 Soptermiber, 2000



Numeric identifier

How resident takes bath/shower, sponge bath, and 1 JaPrLIANCES]Any scheduled ofeting plan room/
A s kel wm“?..'?’.. (EXCLUDE washng o back andhai) AND o [ FRA LR TON '
Code formost de in self parforman ort, PROGRAMS | Bladder re¥raining program 4
(A) BATHING SELF-PERFORMANCE codes wgﬁm Lo L | |b___ | Padebriefs used e |
| Extemal (condom) catheter Eneensiskigation 1y
0. Independent—dlo help provided 1
1, Superviss Cwversight heip ondy | chevedling catheter d Ostomy present L
2. Physical el imited ko lranefer only It rrtter cabetes A NONE OF ABOVE
3. Physical help in part of bathing activity 4.| CHANGE IN | Residant's urinary continence has chan: lscurgjmmmd
4, Total dependence uglON"l#‘V B0 days 8o (or since lnet assessnmnt |
8. Acbw!ymlfdunot acaur during entirs 7 days NENCE |0.Mochange 1 Improved 2. Detoriomtad
| Bath, codes ara as dafinad in ftern 1, code B above)
.| TESTFOR [(Code br ahilty duning test in tha last 7 days) SECTION | DISEASE DIAGNOSES
BALANCE |n waintsined postion as required in tast Check only ﬁnsedlmhﬂﬁneardﬂom qu.l_rra_lADLs!nhls,
1, Unsteady, but nbie ton mmmwlwwlmmn mood and ior status, med rursing rmomitoring, o risk of dea ﬂdH
l&:htt;'g > Partial m,;md_, ring test. Inactive dagnoses)
anual or stands (sits) but does not Bllow directions for best
L SE e 0 ) does berpiy 1| DisEAsEs rtmwycnla(mumw:mm —
(0. Balancewhila standing U%WW Mﬂw s Hemiparesis lv |
b Balance while siting—position, bunk control P"'""" 3 o
3. FUNCTIONAL |(Code for fimialions duiring 1317 disys that inie Erad with dally funchions or Vbt malinie . npiage x|
LIMITATION |plac e resicent at risk of sy [Hypertiyroidsm b Parianzon’s divease ¥.
N RANGE OF|(A) RANGE OF MOTION (B) VOLUNTARY MOVEMENT IHypotyrokism " Ouadriplegia i
MOTION . Mo limiation 0. Moloss o —
Limitation on one side 1. Partial loss [HEARTICRCULATION Solzuro dsorder s
(see ing 3 Limitation on both sides 2 Fulloss @ teosdertic heart disease Transientischemic sftack (T4 [y,
manual) g Neck JUASHD) a Traumatic brain injury ce.
s - Seichackg St e ol i dysihythmias & | PEYCHIATRICMOOD
¢ Hand—Inchuding wrist or fingers |Congestive heart failure t Arvisty cizorder
; y |— dd,
d. Leg—Inchiding bip or nee |Doep vain thrombosis Depression 1
2 1 ee.
. Fool—Including anide o toes [Hypertensian h Manic = e}
1. Cahes limitabon of loss [Hypotension L dicease) "
5 I&BOF [ Check all that apply durng last 7 day's) - |Peripharalvaseular disease |} Schizophrenia e
mo'm Cane/walkercnutch 2 Wiheelchair primary mode of |, [Pther cardovascular dizesse [ PULMGNARY
Vnaelod self b | lecometion scuLoskeLeTal [ Asteno |
Ciher person wheeled e NOME OF ABOVE 0 riis | Emphysema/COPD i |
6.| MODES OF |(Check all that apply durnglast 7 days) - ip Facture o | sEnsory
TRANSFER |50 stact all or most oftime i Lited mechanically B hnnnl@te g amputation) n Cataracts N
Bod rails used for bod mability Transfer aid (e.g,, side board [ apchoms |o__| Diabelic retinopathy k|
or ransfer b rapeza cane walker, brace) s |Pathalogical bane fracture Glavcoma |
Litad manualy . |moneorasove 5 mmu::c:m h Macular degeneration E
7| G Same or al o ADL acthiies wer broken o ibtasks durmg 185t 7 - reehelion s cammss 1a__{ OTHER
SEGMENTA- | days zothat resident :nl.dpm‘trm am Pphasia 3 Allergies .
TION 0.MNo |Cenebral palsy Anemia an,
8| ADL |Resident believes heishe is capabie ofi dindependence in at R o _me —
[FUNC TIONALleast some ADLS 2 ﬁ:m: Ll ¢ S
REHABILITA- L Renal fallure aq.
TION Diecteare mﬂbmwm is capabie of increased independence b, |Dementia ctherthan NONE OF ABOVE oy
POTENTIAL |In atlonst some ADL: ermer's disease
Rudﬂlnhhhp«brmuskshcmhm:m:h» e 2 [INFECTIONS ulmmmmnﬂw&mm
Difiergnce in ADL Self-Perormance or ADL Support. comparing Anthictic resistant inlection [ ) Sepicema o
marnings to evenings i (0.9, Mothiilkn resiztant . Sexuslly ranemited dzsases |
NONE OF ABOVE b staph) TN —
cifperk Closbidium cifficile (c. dit)  |B . - = —|
9.| CHANGE N s ADL status has changed as compared
I'I.Il?l‘.;.-ﬂm tnﬁﬂnsclwﬂwsm(urwmhﬁmmilﬁsllmm Conjunchvits L_ﬂ:;;:whdmhcbonlnlﬂm
’.m_gm 1. Improved 2 Deteriorated HM nfecton 4 |\Viralhepattis i
Phisufiionia e Woundiniection L
SECTION H.CONTINENCE IN LAST 14 DAYS | Respintory infiaction 1 NONE OF ABOVE m
1.[CONTINENGE SELF-CONTROL GATEGORIES 1l otHER
(Cade for reskient’s PERFORMANCE OVER ALL SHFTS CURRENT [* Ll L 1] |
0. CONTINENT—Carrplete contrdl includes use ofindwalling wrinary cafheter o ostomy fedl i B T Y
dvice that does not leak wing or stool] DIAGNOSES |- | I S |
AND ICD-9
1. USUALLY CONTINENT—BLADDER. incontinend spr ance aweek or less; 1 .
ST s ' Loy
2. QCCASIONALLY INCONTINENT—BLADDER. 2 times aweek but not daily;
BOWEL, once a week S aty SECTION J. HEALTH CONDITIONS
3. FREQUENTLY INCONTINENT_-BLADDER, tendedo be ncontinent di, but s 1| PROELEM {Check S¥ e presms  lust cays umess s o Jame s
control present (e.g., en shifty; BOWEL, timas aweek " um—
e DICATORS OF FLUID Dizznessiertioo T
4. INCONTINENT—Hadin ate control BLADDER, multiple d Rodes. TATUS Edoma
BOWEL, 2 (or almost all) ofthe Sme Nple oy ap R
p——— = [Weight gain or loss of 3 or Fever n
a| BOWEL [Ci with of bowel continence mcee pouncs wihin 8 7 day Halkminations LI
CONTI- | programs, if employed |period - CE—
NENCE Interrial bleeding A
|Inabiity to e fiat due to 3 i
b.| BLADDER |Controlof urinary biadcler funchion (ifcribbles. velume nsuficient to Recurentiun, for
cou"nE- woak th m&ﬁmndromnmwﬂl el { jor |ehernass af breath hn"l!:.p g aspirafons in 1
NENC programs if employed Dahydrated; output exceads: N
2| BOWEL |Bowel ebmination pattern Diarthea m linput Shurlnlsmlfhﬁml h |
ELIMINATION| recular—at least one ) R Syncope (&inting) s
PATTERN | movernent evary thrae days Fecal impaction 4. 'h‘“ﬁc‘mﬁgg gnli;ms Unsieady gak n
-
Constioatio b MNONE OF ABCVE 2 |provided during last 3 days Vomiting
OTHER NONE OF ABOVE
MDS 20 September, 2000 Deltssi i

106




Resident

2. PAIN {Coda the highest level of pain present in tha last 7 day's)
MS 2
. FREQUENCY with which b. INTENSITY of pain
resident complains or i ¢
shows evidence of pain ; :::Pa':' =
0. No pain (skip fo ) 3'1_ “w:"“’"_ .
} - . Times when pain is
1. Pain less than daily horrible or excruciating
2. Pain daily
3.| PAINSITE |(/fpain present, check all sites that apply in last 7 days)
Back pain _ Incisional pain .
Bone pain o, | Joint pain (other than hip)
Chest pain while daing usual Softtissue pain (e.g., lesion,
activities muscle)
Headache Stomach pain
Hip pain Other
4.[ ACCIDENTS |(Check ailal appiyy
Fell in past 30 days o. | Hipfactureinlast 180 days  |c.
Fell in past 31-180 days Other fracture in last 180 days [4.
NONE OF ABCVE &
5.| STABILITY |Conditions/diseases make resident's cognitive, ADL, mood or behavior,
OF bl ing, p ious, or deteriorali a
CONDITIONS|

Resident experiencing an acute episode or a lare-up of a recurrent or

chronic problem

End-stage dizease, & or bwer months to live
NONE OF ABOVE

SECTION K. ORAL/NUTRITIONAL STATUS

1] oRAL [Chewingproblem
PROBLEMS | Swallowing problem
M cwith pain H
NONE OF ABCVE d.
2.| HEIGHT |Record(a) height in inches and(b.) weight in pounds. Base waight on mosf
AND recent maasure in last 30 days,; measure weight consistently in accord with
WEIGHT |standard Ecility prackice—e.g. in a.m. after voiding before meal, with shoes
off andin nightclathes
a.h‘\nll | b.WT;D.‘[ |
3| wWEIGHT |a-Weightloss—5% or more m last 30 days; or 10 % or more in last
CHANGE | 180days
0. Mo 1. Yes
b.Weight gain—S % or more in last 30 days: or 10 % or more in last
180 days
0.Mo 1.Yes
4. NUTRI- |Complains about the taste of Leaves 25% or more of food
TIONAL |many foods uneaten at most meals
PROE Regular or repetitive NONE OF ABOVE
inks of hunger b.
5, NUTRI-  |(Check all that apply in last 7 days)
APRONAL, . [Parenteraiin/ - | Dietary supplement between
ES  |Feedingtube mests
" : Plate guard, stabilized buit-up
Mechanicaly altered diet utensi, etc.
Syringe (oral feecing) On a planned weight change
Therapeutic diet _ program
NONE OF ABOVE
6. PARENTERAL|( Skip to Section L if neither 5a nor 5b is checked)
PRENTERAL, Cooie the proportion of total calories the resident received through
INTRKE arenteral or tube feedings in the last 7
. None 3.51%to 75%
1. 1% to 25% 4. 76% to 100%
2. 26% o 50%

b. Code the average fluid intake per day by IV or tube in last 7 days
0.Mone 3.1001 to 1500 coiday
1.1 to 500 celday 4.1501 to 2000 cciday
2.601 to 1000 cciday 5.2001 or more cciday

SECTION L. ORAL/DENTAL STATUS

1

ORAL
STATUS AND

DISEASE
PREVENTION

Debris (soft, easily movable substances) present in mouth prior to
going to bed at night

Has dentures or removable bridge

Some/all natural teeth lost—does not have or does not use dentures
{or partial plates)
Broken, loose, or carious teeth

Infamed gums {gingiva}; swollen or bleeding gums; oral abcesses;
ulcers or rashes

Dsi? cleaning of teeth/dentures or daily mouth care—by resident or
stal

NONE OF ABOVE

M ic [dentifier
SECTION M. SKIN CONDITION
1.| ULCERS |(Recordthe number of wicers af each weer stage—regardless of !
causa Ifnona prasent at a stags, record "0" (zara). Coda all that apply g g
(Due to any during last 7 days. Code 9 =9 or more,) [Requires full body exam.] 35
cause) zZ®
@ Stage 1. A persistent area of skin redness (without a break in the
=kin) that does not disappear when pressure is relieved.
b. Stage 2. A partial thickness loss of skin layers that presents 1
clinically as an abrasion, blister, or shallow crater.
c. Stage 3. A full thickness of skin i lost, exposing the subcutanecus.
tissues - presents as a deep crater with or without
undermining adjacent tissue.
d. Stage 4. Afull of skin and subecut; issueislost,
exposing muscle or bone,
2| TYPEOF |(Foreachtype ofulcer code forthe highest stage inthe last 7 days
ULCER using scale in tem Mi—ie, O=none/stages 1, 2 3 4)
a, Pressure ulcer—any lesion caused by pressure resulting in damage
of underlying tissue
bb. Stasis ulcer—open lesion caused by poor circulation in the lower
extremities
3.|HISTORY OF |Resident had an ulcer that was resolved or cured in LAST 90 DAYS
RESOLVED
ULCERS |0.No 1.Yes
4.|OTHER sk [(Check i that apply during last 7 days)
ggfgm Abrasions, bruises
PRESENT |Burns (second or third degree)
(Open lesions cther than ulcers, rashes, cuts (e.g., cancer lesions)
Rashes—e. g, intertrigo, eczema, drug rash, heat rash, herpes zoster
Skin desensitized to pain or pressure
Skin tears or cuts (other than surgery)
Surgical wounds
(NONE OF ABOVE
5| sKIN {Check ail that apply during 1ast 7 days)
TREAT | Pressure relieving device(s) for chair
MENTS Pressure relieving device(s) for bed
Turningfrepostioning program
Mutrition or ydration intervention to manage skin problems
Ulcer care
Surgical wound care
Application of dressings (with or withaut topical medications) other thal
to feet
Appli of ail imed {ather than to feet)
Other preventative or protective skin care {other than to feet)
NONE OF ABOVE
6. FooT |[(Checkaitnat apply duringlast 7 days)
PROBLEMS 2 L call
AND CARE Resident has one or more foot prot .., COTNS,

bunions, hammer toes, warlap'ping toes, pain, structural problems
Infaction ofthe foot—ae.g., cellulitis, purulent drainage

Open lesions on the oot

Mails/calluses trimmed during last 90 days

Received preventative or protective foot care (e.g., used special shoes,
inserts, pads. toe separators)

Application of dressings (with or without topical medications)
NONE OF ABOVE

SECTION N. ACTMTY PURSUIT PATTERNS

1

TINE
AWAKE

{Check appropriate time periods overiast 7 days)

Resident awake all or most oftime (i.e., naps no more than one hour
per time period) in the:
Morning

Afternoon

(Ifr

b |
esident is comatose, skip to Section O)

2| AVERAGE |{When awake and not receiving treatments or ADL care)
TINE
INVOLVED IN | 0. Most—more than 2/3 of time 2, Little—less than 1/3 of time
|| ACTMTIES }1. Some—from 1/3to 23 of time 3. MNone
3. |PREFERRED/|{ Check all settings in which actvibes are preferredy
ACTMTY  |Own room a : ’
SETTINGS Dayfactivity roam m Outside facilty
Inside NHAF unit [ NONE OF ABOVE
4| GENERAL [{Check all PREFERENCES whether or not actnaty is currently
ACTMTY ifebre to rasi D o
PREFER- |Cardsiother games T )
ENMCES Craftefarts Waking/wheeling outdoors
(adaptedto - \Watchina TV
resident's | Exercise/sports 9
current | pysic Gardening or plants
abilities) » . . .
Readingfwriting Talking or conversing
Spirtualirefigious Helpingothers.
activiies NONE OF ABOVE
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)

(Cioda for residant praferances in daly routnes

0. No change 1. Shaght change 2, Major change
a. Type of activities in which resident is cumrently invohed

ib. Extent of residant i metivities

EDICATIONS

(Record the number of different modications us ed in the kast 7 days,
anter T ifnone used)

{ Rasidlent cumantly recenving medications that were nitiated durning the
last 90 days)
0.No 1. Yes

{Record the number of DAY'S injactions of anmy lypa racaned duning
tha last 7 days: anter 0" ifnone used)

~

DAYS
RECENVED
THE
FOLLOWING
MEDICATION

{Record the mumber of DAYS dunng last 7 day's; entar T iinat
sad Note—anter =17 for longracting meds Lissd less Han weakly)

a Antipsychotc d. Hypnotic
I, Antharioty .
. Antidepressant ST

SECTION P. SPECIALTREATMENTS AND PROCEDURES

1

4.| DEVICES
IRESTRAINTS (1. Lised less than daiy

(Use the foflowing codes for last 7 days.
0, Not used e )

2, Usad dally
Bed rails

& — Full bedrails on all open sides of bed

b, = Other typas of side mils used (e.g., halfrai. one side)
& Trumk resiraint

d Limb restraint

&, Chair prevents rising

11

5| HOSPITAL

Racﬂpﬂmbaui;mg.somdmﬂw;sa?ﬂhd bhmlmﬁm
i in last of gince [ast avsessment
I.quMm Jmmm

B GENC'
ROOM (ER)
MISIT(E)

Racord number aftimas resident visited ER without an avemight stay
In ast 90 days (or since lest assessment ifless than B0 days).
(Enter 0 ifnio ER visis)

7.| PHYSICIAN
VISITS

I the LAST 14 DAY'S {or since admission ifless fan 14 daysin

facility) how m s the physician (or authorized assstant or
pm:ﬁ-m wduys ‘m’?{ﬂ!éﬂ]lﬁlmﬂ}

8. PHYSICIAN
ORDERS

In mus‘r 14 DAYS (nr om.e ndmlaedm mesatmn l-l days in
hiew: mamy d {oral or

.pnaﬁurllr} :hlnglthl rwdlrl" ordars? Do not inckida orcar

| renewals without change, {Enter 0 if none)

ABH
LAB VALUES

[Has the resid darry ob lab vakues during the I35t 90 days
(r since admission )7

|o.Ns 1.¥es

SECTION Q. D

ISCHARGE POTENTIAL AND OVERALL STATUS

1.|oiscHARGER. Resid e
POTENTIAL

retum Lo the community
0.No 1.Yes

b. Resident has a support person who is positive lowards discharge
0.No 1 Yeos

= Gtay projectedio be of a shorl duration T
wm:wMIMemmmmwmmM)

2 Within 31-80 d
1 M:Inwd_nys 3

d within

—
SPECIAL p.SPECIAL CARE—Check realments or programs recened dunng
TREAT | the last 14 days
MENTS,
PROCE-
DURES. AND TREATMENTS \entilater or resprator
PROGRAMS | Chiematherapy o PROGRAMS
Dialysss b, Alcoholfdnug seatment
W medication e program m
Intakeioutput 4 Alzhaimer'skdemantia special
Monitoring acute medical g -~
Montomgucitemedil | |\ coe -
Plnii ik 5 :ﬁa:: unit
; apite crre
l"‘: Trening in skils required to
Ractaticn n return to the community (e.g.,
Suctioning " mn medications. house
Tracheostomy care ] ADLE) "
Tranafusians Ik NONE OF ABOVE s

b.THERAPIES - Racord the number of days and total minutes sach of the
(for at least 15 minutes a day) in
the I'nlr.?cdmmean ifnone or fass than 15 min. daily)
[Note—count only post admission theraples]
(A} = # of days administered br 15 minutes or more DAYS MIN __ |
(B) = total # of minutes provided in last 7 days 1A B)

| Speech - language pathology and audiology services)
b. Occupational therapy

c. Physical therapy

| Residant's overall seif sufficency has changed significantly as
|compared to steius of 80 days ago (or since last assessment ifless
than 80 days)

0.Mach

Bwer 2 Deteriorated

U pports, needs less " more suppont
restrictive level of care
SECTION R. ASSESSMENT INFORMATION
1.| PARTICIPA- |a Resident 0.Mo 1.Yes
aFSs b, Family: O.Me 1.Yes 2 No famiy
As ©. Significant other: 0.MNo 1. Yas 2 None

0. Respiratory therapy
le. Psychological therapy (by any licensed mental
health professional)
TERVEN. | (Checkal entions or usedinlast 7
Z . mﬂl matter where received)
m’g Special bohavior symplom evaluation program i
BEHAVIOR, | Evaluation by a licensed mental health specialist in last 90 days s
COGNITIVE | &y oy tharpy c-
Resident-specific o chan ges i th 1Hoaddre -
moodibehavor pd-rrn—l g, promdﬂg bureauin which to rummage |4
Regrientation—e.g. cueing -
NONE OF ABOVE 1
3| NURSING Rumdl‘m NUMBER OF Mo uch ofﬂ:a loll owing rehabiitation o
IREHABILITA-r technigies o fo the far
TION/ more than or equal to 15 umrup-rdaym:mtnu! days
RESTOR- |(Entar 0 if none or less than 15 min. )
ATIVE CARE [a. Range of motion (passie) T. Wialking
b, Range of motion {active) 0 Dressing or grooming
c. Splint or brece assistance h Eating o swallowing
TRAINING AND BKILL :
PRACTICE IN: I. Amputationfprosthesis care
d. Bed mobily } Communication
&, Transfer k. Other

'.'u

RN A

Food

b. Date RN Assessment Coordinator
signed as complete

(#ign on sbove line)

I LT
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Resident

SECTIONT. THERAPY SUPPLEMENT FOR MEDICARE PPS

1.

SPECIAL |a RECREATION THERAPY—Enter number of days and fofal minutes of
TREAT- recreation therapy administerad (for af least 15 minutes a day) in the
mm%m last 7 days { Entar 0 if none) DAYS  MIN
DURES A) (B)

(A} = # of days administered for 15 minutes or more
(B} = total # of minutes provided in last 7 days ]

Skip unless this is a Medicare 5 day or Medicare readmission’
retuUrm assessment,

b. ORDERED THERAPIES—Has physician orderad any of
following therapias to bagin in FIRST 14 days of stay—physical
tharagy, occupahional theragy, or speech pathology saryice?

0. Mo 1. Yes

If not ordered, skip fo item 2

€. Through day 15 provide an estimate of the number of days
when at least 1 therapy service can be expected to have been
deliverad

d. Through day 15 provide an estimate of the number of
therapy minutes (across the therapiss) that can be
expected to be daliverad?

WALKING

WHEN MOST| (G. 1.b.4) /5 0.1,2, or FAND af least ovie of the following are
SELF present:
SUFFICENT | . Resident receied physical therapy involving gait training (P1.b.c)

item 2 FADL self; score for TRANSFER

= Physical therapy was ordered for the resident involving gast
training (T.1.b)
= Resident recetved nursing re habilitation for walking (P3.1
» Phyzicaltherapy Involving walking has besn discontinue d within
the past 180 days
Skip to ftem 3 If resitlent did not walk inlast 7 days
iFORFOLLMMG FIVE ITEMS, BASE CODING ON THE
WHEN THE RESIDENTWALKED THE FARTHEST
WITHOUT SITTING DOWN. NCLUDE WALKING DURING
REHABILITATION SESSIONS.)

a Furthest distance walked without sitting down during this
epmode,

Q. 150+ feat 3, 10-25 bt
1.51- 1435 fent . Lessthan 10 fest
2. 2550 fest

b. Time walked without sitting down during this episode.

0. 1-2minutes 3. 11-15 minutes
1. 3 ranutes A, 1630 minutes
2510 minutes 5,31+ minutes

c. Beif-Performance in walking during this episode,

0. NDEPENDENT—hohelp or oversight

1. SUPERVISION—COwversight, encouragement or cueing
provided

2. LIMITED ASSISTANC B—Resident highly imvohved in walking
received physical help in guided maneuvering of imbrs or other
nanweight bearing a ssstance

3. EXTENSIVE ASSISTANC E—Resident received waight
bearing s ssstance whie walking

d Waking support provided associated with this eplsade (code
mgurdn’u ofresident's self pesformance dnssi&n::im].

. No setup of physeal halp from stalf
1. Setup help only
2, One person phrysical mssist
3. Two + persons physical assist
€. Parallel bars used by resident in association with this episode.

0. No 1.Yes

CASE MiX
GROUP

o [ | ] ()] o] | J10 0]
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Numeric Identifier

MINIMUM DATA SET (MDS) - VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
SECTION W. SUPPLEMENTAL MDS ITEMS

1 | Enter for all assessments and tracking forms, if available.

S LITTTITITT]

I the ARD of this assessment or the discharge date of this discharge
tracking form s July 1 and 5 bar 30. skip ta W3,

2 | Influenza a . Did the resident receive the influenza vacone in
Vaccine this facity for this year's Influenza season
{October 1 through March 31)7

0. No (If No. go to item W2b)
1. Yes (If Yes, go to item W3)

b. If influenza vaccine not received, state reason:
Met in facility during this year's fu saason
Received outside of this facily

. Net sligible

Offered and declined

Not offered

Inability to obtain vaccne

R

coccal a. s the resident's PPV status up to date?
Ivaceine 0. Mo {If No, go to item W3b)
1. Yes (if Yes, skip jtem W3h)

b, I PPV not recelved, state reason
1. Not eligible
2. Offered and dec|ined
3. Not offered

MDS 2.0 May, 2005
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MDS QUARTERLY ASSESSMENT FORM

MNumeric Identifer

nothing. lam ofmo use o

Maadolmw‘ratwi
do ™ anyone”

A1.| RESIDENT Et[INCicAToRS [VERBAL EXPRESSIONS SLEEP-CYCLE/GSUES N
NANE OF  |OF DISTRESS Unpleasant mood in moming
a Fem B, (Middie Inial) ¢ iLast) o (i) DEPRER- |1 Bxressonsofwhit K. Insomniaichangein usual
AZ.| ROOM appearto be unrealstic
& T o B, gl
{cont) sbandoned, leR alone, SAD, APATHETIC, ANXIOUS
iy with e & NCE
Al, | Last day of MDS observation peniod
MENT . Recurrent staterments that
wmmcz | l |—| | |—| | I [ [ something terible is about
o happen—e.q. —
Morth Dy Yoar Mnrmlntgmmda
b, Criginal (0 o comected copy of form {enter number of comaciion) have & heart attack —
lia| DATEOF |Daeol Trom most recent temporary discharge o a in hmhm
REENTRY | last 80 days {or since last assessment or admission If less than 80 days) SL —_— hand wiinging, resiessness,
Bontion, Cosessie Hgthg pikng
LL-C LT - ot
functions
0. Withdrewal Fom activities of
Manth Dy Yoar B T m— intsrest—e.g. nomnh
(AG.| MEDICAL iaints/
meeoeo (| | [ [ [ [ [TTT]7T] i
MO,
B1.| comATOSE [Pmmrwgnmmmmcamﬂa conscipusnass) bugd
0.No 1.Yes (Skip to Section G) Sloiing. rom ;"hpi" %
B2.| MEMORY [(Recalofwhatwas Sy Mo EZ MOOD One or more indicators of depressed. sad or anxious mood were
A, Short-term memory DK—seemsfappears to ecall after & minutes PERSIS- |not easily altered by attempts to “cheer up”, console, or reassure
0.Memory OK 1.Memary problem TENCE  [the resident over last 7
1
b. Long oy OK- Jappesrs to recalllong past ELiomond :‘a’;‘“ ghatnl, <2 ::;:‘:;;ﬁ
0. Memory OK 1. Mamary problem A BE ) 3
B4.| COGNIMIVE | (Made dacisions ragardng fasks of day i) sYMPTOMS | 0. Behavior nct exnibitedin last 7 deys
SKILLS FOR 1. Bohavior of this type occurmad 1 badﬂshuu?dm
DALY 0. INDEPENDEN T—dacisions eonsstantkaasanabia 8, e 2 Behavior of this type occurmed 4 to 8 days, but less than daily
DECISION- |1 MODJF!EDWDEPENDENCE—MD difficuity in new stuations 3 Behavior ofthis type oocurmed dady
MAKING
2 H TELY IMPAIR ED—decisions poor; cuesfsupenision 1(B) Behavieral sympiom: infast 7
0. Bahavior not presant OR behavior was easity altered
a%ERELY IMPAIRED—neverfrazely rnﬂde decisons 1. Behavior was not easly altersd
B5.|INDICATORS [(Coda fr bahavior i tha last 7 I :Accurate assessmont n.'MNUERING {rrmdwlhno rational purpose, seemingy
OF reguires conversations Mmstmmmm who have direct knowiedge salsty)
= o et B.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
0. Behavior not pressnt d, screamad at, cursad at)
g‘é‘;ﬁ 1. Behador presais. nt of raose enast c. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
2. Behavior present. over fast 7 days appears diferent from resident's usual
‘m g“EaSB ncioning (2.4, new onset or worsening) were hil. shoved, seratched, sexually abused)
a EASILY DISTRACTED—(e.g, difficulty payng attention; gets d. SOCIALLY INAPPROPRIATEMDISRUPTIVE BEHAVIORAL
audetincked) i ieipig A SYMPTOME (made disruptive sounds, nominess, screamng,
self-abusive acts. sﬂmdbahmur o disrobing in puﬂ:
b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF hoarding rummag
SJRROLNDINGS—J_&Q maves Ip: ﬂmnesmsnmema not belongings)
hn‘hn i u
b i ¢. RESISTS CARE 9 ADL
assistance, or eating)
. ﬁﬁgﬁfﬁ;@gﬁﬂ,mﬁgﬁﬁh“ﬁ“ m o G ADLSELF PERFOMMCE—-—{M f resident’s PERFORMANCE OVER ALL
subject;lases train of thought) IFTS days—/ g sefupl
d PERIODS OF RESTLESSNESS—(eg. 'idyullnuwpldd m 0. rNDEFENDB\fT—No help or oversight —OR— Helploversight provided only 1 or 2 times|
clathing, napking, ste; ksguent position ch anges, repottve during last 7 days
movements of cafing out) 1 SJP]ER\JWS}GN——-D;\!;?d\L encouragement or cuungpvavdadﬁn(nmm\as dlm?,
lavst 7 dhnys —OR— Supervsion (3 or more physical an
e. PERIODS OF LETHARGY—(e.g. sluggishness, staring into space; L
difficult to arouse: fitle body movement) 1 or2times durng last 7 days
1. MENTAL RJNCTUNMES MRTHE C(IJRSEO‘FTHE % Lwﬁgzmﬂmg afflimbs wﬁwnww;a;:tl:llumg assistance 3 or rr;:mh.r‘v:i
Day. oyl ?R—Mmhahwmﬂdmlﬂwzmsmrlnguu?days
3. EXTENSIVE ASSISTANGE=\hile resident perbrmed part of activity, over lnst T-day
STOO0 period, hubnfiilm'nglyp-a{ provided 3 or more times:
i gﬂ‘“ LY UNDERSTOGO—difbesiky inding words or Sinishing ot i ot b e okic i ok Pl A e
2 SOMETIMES UNDERS TOOD—ability is limited to making concrete 4, TOTAL DEPENDENCE=Full staffp of ncthary during entire 7 days
® i S
R NBERE T 8. ACTMTY DIDNOT OECUR during enfire 7 days (A)
C6.| ABILITYTO |{Understanding verbal Informabon confent— oweves ablsy a BED  [How resident moves ko and from lying position, turns side to side, and
UNDER- |0 unpERSTANDS MOBILITY _|posisons badywhie n bed
o v USUALLY UNDERS TAND'S—mey iss some partitentof D.| TRANSFER |How resident moves betveen suces oo bed, chalr
oxiage [whesichais, standing pesition (EXCLUDE toffom bathAciiet)
2.50m E5 UNDERSTANDS—responds adequately to simple; ALK
direct communication = ROOM How resident walks bebween locations in hisfier room,
3 RAREIVNEVER LINDERSTANDS
i {Code for indicators abserved in fast 30 days, frespective of the d| WALKIN 2
E1. mf—;;mﬂﬂ I3 hdm ) ——— CORRIDOR [How resident walks in corridor on unit,
cator not exhibted in last
nﬁ.?&fs' 1. Inchicator u‘lh!ilyw whibited Up to five days a week e L'DC“M |How resident moves between locetions in hmh er rocen and adjscent
ANXETY, |2 Indi of this type exhibited or almost 67 OKIEI“}IT |corridar on =ame floor. ifin wheeichair self-sufficiency once in chair
s o | LOCOMO- [How resident movesio ar from offunit lecations (e.g., areas
TION asde for dning activities, or treatments). If Tacility has only one
&, Resident made negative Clcdhapme) OFF UNIT F“ hwmﬂ@r&mwmdmdmamtmmahz ifn
statements—e.g.. “Nothing - . Persistent anger with ssifor | wheslchai, self-sufficiency once in chair
matters; Woud rather be others—e.g., easily annoyed, 0.| DRESSING [How resident puts on, fastens, and takes off al ltems of street
anger at piacermentin iclothing, including donningfremoving prosthesis
nursing home; anger ol care =
recenved h.| EATING 1o d drinks ofskil). Includes intake of
curishment by other means tube bedng, otal parenteral
b, Repettive questions—a.q., €. Self deprecation—a.g., *fam “ utrition) o ©5. =
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

@ = One itern required b trigger
8= Two items required to trigger
% = One of these three items, plus al least one cther iterm
required totrigger
@=\When bolh ADL triggers present. maintenance takes
precedence

jmcamm RAP Review ance zdggmd|

MDS ITEM CODE
(73 [Short term memory

T
WM/K/% A

PP PPPLL AP

1 gofi i
A BB OB R A

A

M{ﬁr1ﬁ{lﬁﬁ{ﬁ fﬂ‘”/,,,,/"f 1’//// /" PAL PN A
3 L LAY,
1 e A A L T A A A 2
S5 T
A L f//////9/4/’/,////”7///4’///W’/ﬁ"ﬁ%%é’ - 2,
4 1 m FFTTE T FES I VEFI TV VI - A FFEVIFIFIY VIV VT FFFVIFIFIY. IIJP p’
] : LA LA A IS
?!III LL LR L ELE L LN LR LI L v :If/.f/l LA TP NIFIAFIT.

WIS s p 0 4 LL 2L,
; ///).’/W//////V/ﬂ”’m&’/ﬁ/f/ﬁ%'yz’//% HAIAPL NI VI AN FA R IS A
o W*W///////f/a/// 2}'////.‘ LWL AL L LV LRSS L Phd P
A o A e e o A A o o A o R A o I S o A
BhAALESMINIS, 1 1t 4 S PPP S Rt At et Attt At it bt p At e B A s . P0d SPA
5 e "wﬁfffjv///Z‘W/V/Zf/.//ff/Aé’/ﬁV/Vﬁ%////% A a4
B Change 1 hiehaviora symtoms g

PSR AAPIA L A //.?W////////ﬁ?/'%%%’//’///#//ﬁ/é’if/ AT,
G (Gl 'l s Ll el Fald (s A el T O
A
S AP A I I AT II NI T ’A‘%%’A‘J//’ I VA G0 TR IR VAT TD A,

(R T T I AL EEE Ll (105 A s Cali T Tl T T4 ek e i rrd EEd P e P

SHIH A III0 s S A 7. /’%Q{/f{{%’ AT UIRITH AT TN 70 70

Zh /
&i( PEFTITTFTITFTITFTIx f!ﬂ Fd S Gl s P S T s T FPTIFE T TIRTITTVTTATFEY

S AL A,

Ty .

: A A A /4///./4’%
1
#

£ Fd
53

P A e e e e e
A I IIITY. v IPP IV, yr.rry; Y IITAFYY IF IV VY.

A ST A AT T A A A A T AT
7 A A A A A AR A T A A s A Y A A A, Z
//w///’///}f/////f/////o/// CL XL LN LY L AL L LN L Pl ol L L XL LN L L L AL L L
A A A T A A A, S A A A A A Al .
J I EIIITEIIIIEIIEL I IR LIV I IEI IV I U AL LTI LI PN HIIAL PN F I RIS IV FIIIAS T LAV ’
I A A A o A A A 7 A A A o A0, A

////mf/////////////f SIPP77. I, /i/ LA AN PPPNIPa P02 PPN 222N P04%. P00

/ r

A L H U L T 7 2 2 e L L
Blaucoma

A A Ay A, A

{ 7Y ITAT I, PPz TIIP 77 AT7IP 7777, 77 A

[y G i i T o e

A A S A

R Tl il R

W

kTR GO G e
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L 5 EE T e s F i dsy fad FEF S P Pt Cardrd O P i i s 1",’:[{(,’,

J
:%’W/A’ﬂ/m{’[/ﬁ%(ﬂ’//A/Z///%V/A’dé’/&{{/ﬁ%/{};.% A,

/ a
T T RS AR T il ol W C A L s CE e PrRTTY T S e

A A A A e I A

7-flav TR rrrRprYYYYY Yy L L T o

L .l m T L £ Ll T Ed
A A A A A s T T Y e T A ST,

R e A e S e o S o o T S T S S T S S S S S S S S S S A T A TSI F AT
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDSVERSION 2.0)

@ = One itern required b trigger
8= Two items required to trigger
% = One of these three items, plus al least one cther iterm
required totrigger
@=\When bolh ADL triggers present. maintenance takes
precedence

|Proceed to RAP Review ance triggered|

MDS ITEM CODE f LP;
e et
ﬁW%ﬂﬂﬂmm/W/M/W/M/MN T,
55459577777, A A A A

Ccis W .’WII{IIIIIIIII{‘IA:I(II' FTE IRV ITIFFI VFFITIIFFT. I FIIFFF .V ITITIF VY. T
i e e e

i
.
£ LLLW AL,
: A A
4 9/}/} fﬂh WI!///III.‘.F/)///I PELLLS ;}J: VIV TS FFF VI FIFFIFSTIRFFI PIT NP TIIIIV
!

O I A I T A A A A A A A 9 A A A A o A 8

4 i IITI I VI T2 VT VT3 I 47 VI ¥d Ll /%// PILNIF2 IFT. IP P77 FII I $194 574
A A A A R L 7 A A A A 2,
2 s ://4 VPLd TLD VIR TLD FXLNIL s TIENT R s TIL LI LNTTL TFINILSTEL AP PPV TID T

: A A A B s e o A A L

G T T s e Gl e i L i L G L GG G Gl G i Gl (el

THLAAAIIAIII 1555 T T UL 0 FUL S T A L0 L L T A YA TA A A /A;g;}g//z/

¥ WI//////’I/ Tl Tl " o R i Caid Al A T T P s WS

TIAI 5 70,105 005 ¥ s 0 V. //47,-’{{7/,4’/}’/?/////2’/ L5 FAA A,

FFFIAFFF. VI Ll R AL yrs g

FFFIFFIVIFI VY]

N

o’
(s e rasd Cldd Sl s s ARl LrY gl Pt i o s ;'

i
A A A A A,

r.
rEard G i’ 7 2 7 2 P I I T T T IPAT I T FL T F I I T Clidd o P iy vy s FTFRFTT

AL TII LA ST L L AL I ST A AT I

%
s p‘n‘d?l( ALY rd's L d dad s rd 4 raa

A e A7,

L L L4 TRy

il
L7 A, Z
A

! PIFVIFLFIT I

LLL IR FFTFPTTTS T VFF 1’!’ .;.l‘ FIRFIFVIFE fn‘JI'I' 2 s j
AN, : 2 A A A A I T A A A A A AR A 9
v IIfIIIIIIIIIfI‘!‘ FAFTATEETTESTEES FEENEELTTTETTS TS TS P T3 TS T NETLTEE TS I T FTE TR TFTETT TS [
A A A A A T A % /%-Vfé%///[z%'yz 4,
A i o N A
N e o e e e b e e o e e o R L e b A A o e e i e A e e o
A o o o i r s [ A AN APIRIT A PID PP PAPNI P4 IR VI IS P

A A A A A A A T A A A A A F o v A A o
A A A e

T C i oy s LAY A Y T P i B R )//': VAL AAS PSP Ay

L A A T T T T T T T A T A TN A 2 S

A A A 7%

. F
:::::::::::::::: T L L e e S e i il L~

A A A A A A A s A A, A H A A A A A Ay A A A oA A AR A AN

rrrrrrr T }

Y e e e b i)

s T s A A A A A A A A A A A A Y A o v s T A A
VTP TITT I I IFIIFIIFI VT INI P TS VTS ITIFF T VIFIFTI VT XA T VIFITTITF) VT FFF VTN FF Y TV FFITTITFITI P
B A%, AW/A»/////A//%%%/ /,9491%///19%%'//%/,
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MDS QUARTERLY ASSESSMENT FORM

MNumeric Identifer

nothing. lam ofmo use o

Maadolmw‘ratwi
do ™ anyone”

A1.| RESIDENT Et[INCicAToRS [VERBAL EXPRESSIONS SLEEP-CYCLE/GSUES N
NANE OF  |OF DISTRESS Unpleasant mood in moming
a Fem B, (Middie Inial) ¢ iLast) o (i) DEPRER- |1 Bxressonsofwhit K. Insomniaichangein usual
AZ.| ROOM appearto be unrealstic
& T o B, gl
{cont) sbandoned, leR alone, SAD, APATHETIC, ANXIOUS
iy with e & NCE
Al, | Last day of MDS observation peniod
MENT . Recurrent staterments that
wmmcz | l |—| | |—| | I [ [ something terible is about
o happen—e.q. —
Morth Dy Yoar Mnrmlntgmmda
b, Criginal (0 o comected copy of form {enter number of comaciion) have & heart attack —
lia| DATEOF |Daeol Trom most recent temporary discharge o a in hmhm
REENTRY | last 80 days {or since last assessment or admission If less than 80 days) SL —_— hand wiinging, resiessness,
Bontion, Cosessie Hgthg pikng
LL-C LT - ot
functions
0. Withdrewal Fom activities of
Manth Dy Yoar B T m— intsrest—e.g. nomnh
(AG.| MEDICAL iaints/
meeoeo (| | [ [ [ [ [TTT]7T] i
MO,
B1.| comATOSE [Pmmrwgnmmmmcamﬂa conscipusnass) bugd
0.No 1.Yes (Skip to Section G) Sloiing. rom ;"hpi" %
B2.| MEMORY [(Recalofwhatwas Sy Mo EZ MOOD One or more indicators of depressed. sad or anxious mood were
A, Short-term memory DK—seemsfappears to ecall after & minutes PERSIS- |not easily altered by attempts to “cheer up”, console, or reassure
0.Memory OK 1.Memary problem TENCE  [the resident over last 7
1
b. Long oy OK- Jappesrs to recalllong past ELiomond :‘a’;‘“ ghatnl, <2 ::;:‘:;;ﬁ
0. Memory OK 1. Mamary problem A BE ) 3
B4.| COGNIMIVE | (Made dacisions ragardng fasks of day i) sYMPTOMS | 0. Behavior nct exnibitedin last 7 deys
SKILLS FOR 1. Bohavior of this type occurmad 1 badﬂshuu?dm
DALY 0. INDEPENDEN T—dacisions eonsstantkaasanabia 8, e 2 Behavior of this type occurmed 4 to 8 days, but less than daily
DECISION- |1 MODJF!EDWDEPENDENCE—MD difficuity in new stuations 3 Behavior ofthis type oocurmed dady
MAKING
2 H TELY IMPAIR ED—decisions poor; cuesfsupenision 1(B) Behavieral sympiom: infast 7
0. Bahavior not presant OR behavior was easity altered
a%ERELY IMPAIRED—neverfrazely rnﬂde decisons 1. Behavior was not easly altersd
B5.|INDICATORS [(Coda fr bahavior i tha last 7 I :Accurate assessmont n.'MNUERING {rrmdwlhno rational purpose, seemingy
OF reguires conversations Mmstmmmm who have direct knowiedge salsty)
= o et B.VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
0. Behavior not pressnt d, screamad at, cursad at)
g‘é‘;ﬁ 1. Behador presais. nt of raose enast c. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
2. Behavior present. over fast 7 days appears diferent from resident's usual
‘m g“EaSB ncioning (2.4, new onset or worsening) were hil. shoved, seratched, sexually abused)
a EASILY DISTRACTED—(e.g, difficulty payng attention; gets d. SOCIALLY INAPPROPRIATEMDISRUPTIVE BEHAVIORAL
audetincked) i ieipig A SYMPTOME (made disruptive sounds, nominess, screamng,
self-abusive acts. sﬂmdbahmur o disrobing in puﬂ:
b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF hoarding rummag
SJRROLNDINGS—J_&Q maves Ip: ﬂmnesmsnmema not belongings)
hn‘hn i u
b i ¢. RESISTS CARE 9 ADL
assistance, or eating)
. ﬁﬁgﬁfﬁ;@gﬁﬂ,mﬁgﬁﬁh“ﬁ“ m o G ADLSELF PERFOMMCE—-—{M f resident’s PERFORMANCE OVER ALL
subject;lases train of thought) IFTS days—/ g sefupl
d PERIODS OF RESTLESSNESS—(eg. 'idyullnuwpldd m 0. rNDEFENDB\fT—No help or oversight —OR— Helploversight provided only 1 or 2 times|
clathing, napking, ste; ksguent position ch anges, repottve during last 7 days
movements of cafing out) 1 SJP]ER\JWS}GN——-D;\!;?d\L encouragement or cuungpvavdadﬁn(nmm\as dlm?,
lavst 7 dhnys —OR— Supervsion (3 or more physical an
e. PERIODS OF LETHARGY—(e.g. sluggishness, staring into space; L
difficult to arouse: fitle body movement) 1 or2times durng last 7 days
1. MENTAL RJNCTUNMES MRTHE C(IJRSEO‘FTHE % Lwﬁgzmﬂmg afflimbs wﬁwnww;a;:tl:llumg assistance 3 or rr;:mh.r‘v:i
Day. oyl ?R—Mmhahwmﬂdmlﬂwzmsmrlnguu?days
3. EXTENSIVE ASSISTANGE=\hile resident perbrmed part of activity, over lnst T-day
STOO0 period, hubnfiilm'nglyp-a{ provided 3 or more times:
i gﬂ‘“ LY UNDERSTOGO—difbesiky inding words or Sinishing ot i ot b e okic i ok Pl A e
2 SOMETIMES UNDERS TOOD—ability is limited to making concrete 4, TOTAL DEPENDENCE=Full staffp of ncthary during entire 7 days
® i S
R NBERE T 8. ACTMTY DIDNOT OECUR during enfire 7 days (A)
C6.| ABILITYTO |{Understanding verbal Informabon confent— oweves ablsy a BED  [How resident moves ko and from lying position, turns side to side, and
UNDER- |0 unpERSTANDS MOBILITY _|posisons badywhie n bed
o v USUALLY UNDERS TAND'S—mey iss some partitentof D.| TRANSFER |How resident moves betveen suces oo bed, chalr
oxiage [whesichais, standing pesition (EXCLUDE toffom bathAciiet)
2.50m E5 UNDERSTANDS—responds adequately to simple; ALK
direct communication = ROOM How resident walks bebween locations in hisfier room,
3 RAREIVNEVER LINDERSTANDS
i {Code for indicators abserved in fast 30 days, frespective of the d| WALKIN 2
E1. mf—;;mﬂﬂ I3 hdm ) ——— CORRIDOR [How resident walks in corridor on unit,
cator not exhibted in last
nﬁ.?&fs' 1. Inchicator u‘lh!ilyw whibited Up to five days a week e L'DC“M |How resident moves between locetions in hmh er rocen and adjscent
ANXETY, |2 Indi of this type exhibited or almost 67 OKIEI“}IT |corridar on =ame floor. ifin wheeichair self-sufficiency once in chair
s o | LOCOMO- [How resident movesio ar from offunit lecations (e.g., areas
TION asde for dning activities, or treatments). If Tacility has only one
&, Resident made negative Clcdhapme) OFF UNIT F“ hwmﬂ@r&mwmdmdmamtmmahz ifn
statements—e.g.. “Nothing - . Persistent anger with ssifor | wheslchai, self-sufficiency once in chair
matters; Woud rather be others—e.g., easily annoyed, 0.| DRESSING [How resident puts on, fastens, and takes off al ltems of street
anger at piacermentin iclothing, including donningfremoving prosthesis
nursing home; anger ol care =
recenved h.| EATING 1o d drinks ofskil). Includes intake of
curishment by other means tube bedng, otal parenteral
b, Repettive questions—a.q., €. Self deprecation—a.g., *fam “ utrition) o ©5. =
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Resident

) r

dmace that does not leak wine or stool]

1. USUALLY CONTINENT—BLADDER. incontinent episodes on ce a week of less:
BOWEL. le<t than weekly

2 OCCASIONALLY INCONTINENT=—BLADDER, 2 or more times & week but not daily;
BOWEL once a week

3. FREQUENTLY WCONTINENT—BLADDER, tended to be incontnent daily, but some
control present (e.g., on day shifty, BOWEL 2-3 times a week

4. INCONTINENT—Hadn

ate control BLADDER, multipe daiy epiodes:

I. | TOILET UBE ermlm:hlhhtm{ofcmm b«ban. umul] [J5] STABILTY ndmnHmm-luh msident’s cognitve, ADL, mood o behamior|
transfer on/afftoilet. ¢l pad, OF tiss ), Precarious, or d .
i\ chon i [CONDITIONS 3. ctent expanencing an acute episode or a flare-up of a recurrent or _
i-| PERSONAL mmﬂm"ﬂm: ne, ncluding cambing har, ronic problem
HYGIENE hingteath, shaving, applying m&un mmmnu Bce, hands, L |
and perneumn (EXCLUDE baths and showers) Eﬁf‘ﬂ";g;:“’* 8 o fowar months o fhee
BATHING  |How resident takes full- bathfshower, sponge bath, and BOVE _ _
o hmshmnMthﬂs:ExcwDEwsﬁgmgdbukmdm} K3.| weieHT [2Weightloss—5 % ormore inlast 30 days: or 10 % ar mare in last
Code formost depandent in self-pesformance CHANGE 180 days
ta) BATHING SELF PERFORMANCE codes appear below @) 0.No 1.¥es
0. Independent—hlo help provided Jir. Wyt gain— % or more in last 30 days, or 10 % or more in kst
1. Supervision—0Oversight heip only 180 days
2 Physical help imited o ransfer only 0.Ho 1 Yes
3. Physical holp in part of bathing activity K5| NUTRI. [Feednghibe b
4. Total dapendence APPAL 4. [0n 2 planned veight changs program n
8. Actiity itsell did nol oecur during entire 7 days ES |NONE OF ABOVE i
3 1| uLcers |(Recordiha number of ulcers af each wieer stage—regardiess of =
G4 Mcﬂ%(c?d!‘amm&aryfmrmmuur-swmmtmw-m catica IFnane Sukighoulige v : allhat xg
JN RANGE OF|(A) RANGE OF MOTION 51 VOLUNTARY MOVEMENT (Due to any mwhﬂfﬂgﬂ-cmh 8=Hormare) [Requires full body exam.] E'
MOTION  |0. Mo limitation L Mo loss cause)
1. Limitation on one side 1. Partial loss a Stage 1. A persistent area of skin redness (without a break in the
2. Limitation on bofh sides 2 Fullloss A) (8) shin} that does not disappear when pressure i reieved
& Neck b. Stage 2. A partial Hhickness loas of skin layers that presents
b. Arm—Including shoulder or elbow elinically as an abrasion, blister, or shallow cratee.
€.Hand—Inchsding wrist of fingers €. Stage 3. A Il thickness of skin 1s lost, the subcutanecus
d. Leg—inchuding hip or knee “:;“ presents as a deep crater wih or
&. Foct—Including snkds or toes undpeining acgeoint Dekag,
I. Other imitaion orloss d Stage 4. A full thidmess of skin and subcutaneous Fssus is lost,
Check al that apply during last 7 days) Lttt 10
o5 MOnESOP I e | TYPEOF (Forench oo cfulce code forthe Pighes! stage i the ast 7 days vaing
Bedfast al of most oftima NONE OF ABOVE ULCER [scalein item MI—ie. O=nono stages 1,2, 3. 4)
i :
2 Pressure ulcer—any lesion caused by pressure resuling in damage
zl;r;z:wd for bed mability S ofunderdying tssue -
H1.|CONTINENCE SELF-CONTROL CATEGORIES b ans glw—qnn lesicn coused by poor circulation n the lower -
{Code for resident’s PERFORMANCE OVER ALL SHIFTS;
| =g N1 TINE 1axmw mme perfods overiast 7 days
0. CONTINENT—Complete control ss5@ of ) catheter or astomy AWAKE |Reskient BATESBII or merst oftime (i€ naps no more than one hour
tire partoch in the:
it d Evening
Alermoon b NONE OF ABOVT

NZ

{If resident is comatose, skip to Section Q)

AVERAGE
TIVE
INVOLVED IN
ACTIVITES

NUNBER OF
MEDICA-

(When awake and not recaiving treatments or ADL care)
, Most—mere than 273 of tme 2. Litle—less than 1/3ofime -
1_Some—irom /3o 2/3 oftime 3 None

e om0 S O e o0,
| (Record the number of différent medicabons vsed n the last 7 days
enter "0" fnone used

Fellin past 31-180days |, NONE OF ABOVE

Other fracture in last 180days [u |

115

BOWEL. all {or almost all) of the ime TIONS
BOWEL | Control of bowel movemant, with appliance or bowel continence 04| Dars  [(Recardthe number of DAYS during last 7 day's; enter "0* ifnat
ﬁg:cﬂé programs, il employed el RECEIVED |usad Note—anter 1" for long-acting mads usadless than waakly)
THE i
b BLADDER | Gonirol ofuinary Biaddis uneson (F driobies, volame nsufelent o FOLLOWING | ™ AiPsychotic d. Hypnobe
CONTI- underpants), with app {e.g- foley) or MEDICATION | b. Antianaaty o —
NENCE | progirs. [Femployed c. Antidepressant b
H2. m Fecal impaction L, |[FeREOrAROVE " Pa| DEVICES [Use o gma Codos for last 7 days.
PATTERN - RESTRANTS|! . Used fess than daily
H3. [APPLIANCES hed pan T 2 Lised daily
e Ay gplan fa g i o
TaNs
PROGRAMS | Bladder Oradorny t
Bladder mbreinkigpecgmm |y, s I & — Fullbed ik on all open sides of bed
Bxernal (condom) catheter | NONE OF ABOVE . — Other types of side mils used (.. hall rail one side)
INFECTIONS | Urinary iniast NONE OF ABOVE . Trunk restraint
::’dw‘ — d. Limb reszaint
chide ] - —
QSF.E;T relationship to currant ADL nfl.l;?:fnugm stahys mood or beh status, 8. Chalt prasvants tising
DIAGNOSES ants nursng or risk of claath) la2.| oVERALL |Resident's overslljevel of self suficiency has changed signifcantiy as
AND ICD-8 CHANGE IN |comparedto status of 00 days ago {or since lnst assessment (f fess
copes CARE NEEDS than 50 dm)
a L1 i s | 0.Mochange 1. I o 'm-m— 2. Dotariorate d—raceies
m needs mgq:porl
LL L 1.l 1 || rastrictive lovel of care
1. u?:l?nio::s frf”"‘" ot prolyems prasenth fax 7 deyw ) RZ SIGNATURE OF PERSON C NATING THE ASSESSMENT
output [
nput
NONE OF ABOVE -
= Codathe S TevEIof Dresaritinthe 1aST7 . Sighature of RN Assessment Coordinator (sign on above ling)
SYMPTONE |, FREQUENCY with which b.INTENSITY of pain B Com | I—[ I |-—| | ] I |
resident complains or i i
shews evidence of pain ;::::;. " izt Oy il
10. Mo pain { skip to M) % P
1. Pain less than dsily 3. Times when pain is horible
[2. Pain dady
J4.| ACCIDENTS |(Check all that appiy) Hip Facture in last 180 days
Foll in past 30 days

MDS 2.0 September, 2000



Numeric Identifier

MINIMUM DATA SET (MDS) - VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
SECTION W. SUPPLEMENTAL MDS ITEMS

1 | Enter for all assessments and tracking forms, if available.

S LITTTITITT]

I the ARD of this assessment or the discharge date of this discharge
tracking form s July 1 and 5 bar 30. skip ta W3,

2 | Influenza a . Did the resident receive the influenza vacone in
Vaccine this facity for this year's Influenza season
{October 1 through March 31)7

0. No (If No. go to item W2b)
1. Yes (If Yes, go to item W3)

b. If influenza vaccine not received, state reason:
Met in facility during this year's fu saason
Received outside of this facily

. Net sligible

Offered and declined

Not offered

Inability to obtain vaccne

R

coccal a. s the resident's PPV status up to date?
Ivaceine 0. Mo {If No, go to item W3b)
1. Yes (if Yes, skip jtem W3h)

b, I PPV not recelved, state reason
1. Not eligible
2. Offered and dec|ined
3. Not offered

MDS 2.0 May, 2005
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MDS QUARTERLY ASSESSMENT FORM

Numeric Identifer

E1.|INDICATO! /ERBAL EXPRESSIONS h. Repetitve heath
(OPTIONALVERSION FOR RUGHII) OF OF DISTRESS wm
FOm| DEPRES- m I
A1.| RESIDENT SION. |a Residentmade negative e
NANME ANXIETY, | statements—eg, Nothing wu bnw n.m:m
a. (First) b. Midde ki) c. {Last) d (Jo/Sn) SADMOOD | maftars; Wbuid rathar be
37 Rﬁ dead, Whal's the use; L Repefitve anxous
| MUMBER Regrats ha fved so cormplaintz/conc eme (hon-
long: Letme health related)e.g..
tly seeks attention/
[A3.| ASSESS- [a. Last day of MDG cbservalion period b. Repelitve quesions—e.g., mm’g:og;an?
VENT Wheradoyo; What de | schadulos, maalr, sundry
REFERENCE | [ |—| | |—| I [ [ l clothing relationship issues
DATE
€. Repetitive verbalzations— ELEEP-CYCLE IGEUES
S o ol 4. caling out for heip, } Unpleasant mood in mosning|
b, Original (0) or comectad copy of form (entes munber ol esmecion) (Gndhafpne) k. Insomnia/change in usual
A4.| DATEOF |Date of reentry from mest recent temp d. Persistent with seif 'ﬂpmn .
REENTRY |last 00 days (or since last assessment or mm{m-mnm d.-ys} others—a.g., saslly
annoyed, anger at N SAD, APATHETIC, ANXIOUS
placement in nursing home APPEARANCE
ENSEESEEEE A e
Y L Sad pained woried facal
o Dy Toar e Stlrdq:m_ c_-mn—c.g., (] exprassons—e.g. Rimowed
A ;n:m:n#i'l - lam of no use brows
mecoes | [ | | [ 1T T 11 111] e e nhg i
NO, rassions ofwl
n. Repeditive physical
B1.| COMATOSE tmiwgﬂmmﬂu discamible consciousnass) M h‘:":ﬁ:s movement s—e.q. pacing,
1Yes  (SkiptoSection G i o il hand wringing. resBessness,
B2.| MEMORY iﬁ 3l oFwiiat wa s l2amad or known) being with others na piclong
. Short-term memory OK—ssemsfappears 1o recall after 5 minutes £ Recurrent statements that LOSS OF INTEREST
0. Memory OK 1.Memory problem somathing temble is about 0. Withdrawal from activities of
toha ' interest—e.g.. o interestin
b. Lang '“YE: ppears torecalllong past he or she is about to die, tong standing activiies or
0:Meiory G Memory proble — have o heart attack bengwih fmiy/fends
B3 f‘mﬂ; };“lje?d:ﬂwramrws normally able fo recall during || p. Reduced socral interaction
A Curentseazen i £ PERSIS w!:ﬂm:wwwwb'du:;:'!:msxnwm
Lecalicn f own room QTR g, 1 TENCE [the resident overlast 7 days i
St es o | NONEOF ABOVEam recalled  |o. oimed 1 pdeainapmat, (Zhcciaameet
B4 g(olrggER (Made dacisions regardng fasks of dady ki) B4 VIORAL|(A) Behavioral o fre iniast 7 tiays
PALY . | S RDERENENT s SYNFTONE | Bamin oftis e st 13 deys it 7 s
il - Bvior 3 ocoyl
mﬂal 1 Mﬁﬂmﬂﬂﬂmﬂmmﬁﬁuﬁmmﬂlm 2 Buhovier ofthistype cccurred 4 1o 8 days, Bt less Bian dally
2 MODERATELY IMPAIR ET- SSIONS POOT CURSSUp 3. Behavior of this type occumed dady
requited haviorsl
3. SEVERELY MPAIRED—neverfarsly made datisions . Behadon Mmm‘nwqu“m:aﬂm Y
85, INDICATORS (Codo B bawior 1 e o hast 7 el 7 dars) [Note: Accurate assessment 1. Bohavior was not easdy alierod (A) (8)
OF rEqUIrEs conversations andfamily who have direct knowledge a VANDERING (moved with no rational purpase. seermngly
mnrfc_ of resfdent's behavior over this time]. obivious o nesds o safety)
P oo (- Batmdonclpowerk b VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
e 2. Behavior present. overlast 7 days appears dfierent from residents usuzl T
lawaRENESS| ncioning (e g, nmw onset o a) €. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
a EASILY DISTRACT ED—(e g., cificulty paying attention: gets rere i, shevect scratchec, sevualy abxrsed)
sidetracked) d. SOCIALLY INAPPROPRIAT EDISRUPTVE BEHAVIORAL
SYMPTOMS (made disruptive sounds, nosiness, screaming,
hPERIQDS OF ALTERED Eﬁ?? OR mﬁf&” self-abusive acts, sexual behavior o disrobing in public,
; DINGS —e.g. pE o Cook sihtand wwmﬂrmboﬁmhwdng rummaged through others’
day) i
. e. RESISTS CARE (resicted taki fi i ADL
 EPISODES OF DISORGAZED SPEECH-—{e0. speach s i vttt peiad o g
subject; loses train of thought) - G1.|(A) ADL SELF-PERFORMANCE—{Code br rasicant's PERFORMANCE OVER ALL
d. PERIODS OF RESTLESSNESS—(e.g, fidgeting or pickng at skin, - duringlast 7 atinglicking senpy
ddmardw.:ﬂ?iﬂ pesition changes; repetitive physical o ﬁﬂﬂmﬁ:;:hlo help or oversight —OR— Help/oversight provided only 1 or 2 imes|
movements ar 9 ring last
e.PERIODS OF LETHARGY—{e.g. sluggishness: staring into space; 1. SUPERVISION—Oversight, encouragement or cueing provided 3 or more times dunng
difficult to arouse; iithe body movermenty last? days —OR— Supervision (3 or more imes) plus physical assistance provided onky
1. MENTAL FUNCTION ARIES OVER THE COURSE OF THE Ve 20mascinglan ! s
DAY—{0,g. someatimes bottor, sometimes worse; behaviors 2, LIMITED ASSISTANCE—Rasidant highly imobved in activity:recoived physical help in
somelmes prasent, somelimes not) ‘quided maneuvering of limbs or other nonweight bearing assistance 3 or more fimes —
C4.| MAKING |{Exprassng avaler abia) OR=Maore halp provided only 1 or 2 times duringlast 7 days
U:Eé" _ |o.unpersToon 3 EXTENSNVE ASSISTANCE—While resident perirrmed part of activity, over last T-clay
e gﬂmw UNDERSTOOD—difficulty Inding words or Reilshing poriod, help of Blowing type(s) provided 3 or mere times:
ou = —\Neight-bearing support
2 S‘G\HUES UNDERS TOOD—ability ie limited to rmaking concrote — Full mllpeﬂhmcn during part (but not all) of last ?dtw
3 RARE Y NEVER UNDERSTOOD 4, TOTAL DEPENDENCE—Full staf of activity during entire 7 days
[C6.| ABILITYTO |{Um varbal informabon conteni—h owever abies B ACTMITY DIDNOT OCCUR dring entire 7 days
UNBER" |0 uNDERSTANDS _ B) ADL SUPPORT PROVIDED.—(Code for MOST SURFORTPROVIDED
OTHERE | !- USUALLY UNDERS TANDS—mey miss some partintent of miﬂ“ : mddrgfasr days: code reg nt'sseff (A} (B)
ZSOMEiMEEUHDERSWBS—mmmMmm P T -3 f
direct communicati 0. No sel'up o physr.'d help from staff w
- 3, RARELY/NEVER UMJERSMDS i Sewphsp A i ¥ §
7 T T 3 w'.‘oﬂ #esist 8 act mot o
Ef. m&m“ m'{;ﬂm} M ; ofthe 3. ‘Pun-o persons pﬁys.lcd agut occur during entire 7 deys E a
DEPRES- |0 Indicator not exhibded in last 30
BION, 1. Indicator of this type exhibited up o fve deys a week a mamifm d ""l:“ “;ni‘:"dgem"“omm tums sida to sid.
ANXETY, |2. indicator ofthis type exhibited caity or aimost daily (8, 7 days = week) nd positons Doy i
$AD 2 b.| TRANSFER [Mow resident moves between surfaces—to/from:bed, chair,
hwheslchas, standing position (EXCLUDE t/from bathAoilet)

117




Resident

) r

Gi. — A @] [H3|APPLIANCES[any scheculedicietingplan [ | Indhwelling catheter m
e ROGM  |How resident walks between locations In hiser room PROGRAMS | Bladder retraining program |, Osgtomy presont N
d. ﬁ'ﬁ"mlgn [How resident walks in comidor on unit |Extormal (condom) catheter |, NONE OF ABOVE
¢.| LOCOMO- [How resident maves between locations In hisfer room and Check only th thathave to current ADL status, cognitive status,
TION adjacent comdor on same floor, If in wheelchar, self-suficency meod and stalkis, L g g, or risk of (Do ot kst
ON UNIT _once in chair Inactive dagnoses)
1| LOCOMO- [How rese nt estoandrn Fom o unk locatons (£.9., 11.] DISEASES [ none apply, CHECK the NONE OF ABOVE box)
TION arcas sot a: for dining, activiios, or treatments), ULOSKELETAL inle sclerosis
OFFUNIT |enly one Noor, hmrﬁhlmh-mmdmﬁmﬂ-m Wﬂ: MM_‘ 4
= the floor Ifin wheelchair, selfsufficiency once in char |Hip facture | Cuadriplega
g.| DRESSING [How ru&dmlpul:m fastens, and takes off al e of street MNEURQLOGICAL PSYCHIATRICMOOD
clothing incluk g g peosth Aphasin lc___| Depression e,
h.| EATING |How resﬂnlellsmd drinks {regardess of =kil), Indudes intake of Cerebeal palsy m Maric de :
4 : pressive (bipclar
ﬂmﬁl’mwmrmm (®.g., tube keding total parentem Coradsi i - disoass) y
| {stroks;
I. | TOILETUSE [How rewdent uses the tolet room (or commode, bedpan, winal); ¢ ) OTHER
iransfer onfofftollet, cleances, changes pad, manages owtomy or Hemipleg/Hemparesis i NONE OF ABOVE
catheter, ar.iui';d:ﬂ'ln: 12.|INFECTIONS |(If none apply: CHECK the NONE OF ABOVE bax)
|| PERSONAL ntains o Antiiotic resistant infection Septicerria
HYGIENE bnnhlnglueh shvin rn:hur.\ wmﬁngﬁhhgfuco i pmied 3
hends, and perineum {QEKGW E beths and showers| :&E?""“m" resistant Sexually vansmitedcizeazes [n |
G2.| BATHING |How resent takes Lil-body bathishower, sponge h-m. and 5 dficie{e.d) _ Tuberculoss: !
transfers infout of tub/shower (EXCLUDE washing of back and hair.) lostnciuny e, Urinary bractiniection in last 30| |
Goﬂhrmdwmm salfparbymance Conjunctivitis - days
BATHING SELF PERFORMANCE codes appear bl . -
b ; <o ] HI afection e | \iral hepatiis K
0.  Independent—Nahelp provided i
e ' Preumania le. | Weoundintciion N
1. Sopanision—Cversight sk only Respiratoryinfction NONE OF ABOVE
2. Physicalhalp imied to transfer only s
13| omHER |iinclude only thase diseases Mmmﬂ days that have a
3. Physicalhaip in part of bathin g activity CURRENT |relationship to currant ADL status, cognitive status, mood or bahavior stafis
4. Totaldependence DIAGNOSES |medcal beatments, nursing monitoring, or nsk of deatf
'B Activity tself did not sccur during entre 7 days #glliﬁs
[G3.| TEBTFOR [(Code for abity curng ==t i the 1ast 7 days) iz I Y o |
BALANCE ] 1 1 ts] |
(0. Maintzined positon amnnd in test
{seetraining |1 Unsteady, but able (o rebalance seifwilhout physical support J1.| PROBLEM im”mwmm 7 days uniess ofar fime fame is
N0 1> Partial phvysical support during test; CONDITIONS|indicated
WA | o stands (sts) but does not Bilow directions for test OTHER
b5 Mot \TORS OF FLUID
F able to ttest without cal STATUS Dalirsinis M
. Balanc e while standing E =
b. Balance while siting—position, sk cantrol m@;wlwmf%a e
G4 FUN {Code kr limtations dun ;;;rurmm-mr-wmhdwmm |period i U
LIMTATION _n‘ncadra-sﬂm atrisk i R Hallucinatons I
N RANGE RANGE OF MOTION VOLUNTARY MOVEMENT al tol et ismal bleed —
MOTION Mo limitation Mo i iy N M “'mm"“ e 3
1. Limitstion on one side 1. Partial joss Recu g aspRians n
2. Liriation on beth sides 2 Fullloss [ ﬁmd—m.mum last 80 days "
o Mack e ik e Shortness of breath L
suficient
0. Arm—including shoulder or sibow e atifal ol liquids Unsteady gatt n
€. Hand—including wristor fingers |provided during last 3 days brriing a.
d. Leg—including hip or knee NONE OF ABOVE
€. Foot—including ankle or toes Jz PaiN '(Cnda the fughest fevel of pain present in the fast 7 days)
f. Oth e liritatbon of loss SYMPTOMS | FREQUENCY with which b, INTENSITY ofpain
G6.| MODES OF |(Check all that apply clunng fast 7 day's) 'mtw?w 1. Mid pairs
TRANSFER |5 g5t al or most of time NONE OF ABOVE A No" o “‘HP ;:"’"" 2 Moderate pain
3 Nopain ( )
d ity |
:ohrmudhh-dnnﬂuh . Pein less than daily J.Emmqnppalnunm
GT. TASK Some or all of ADL aclivithes were broken into subtasks during last 7 2. Pain clally
SEGMENTA- | days zothat resident could parfarm tham "
TION___|0.No 1.Yos J4.| ACCIDENTS Lammm p;rwms Hip Facture n fast 180 days o |
H1.|CONTMENCE SELF-CONTROL CATEGORES ; Other fracturein last 180 days ja. |
(Cade for resident's PERFORMANCE OVER ALL SHIFTS) Follinpast 31-180clays [, NONE OF ABOVE o,
ndiionskiseases make resident’s cognitve, maood or beh
D CONTINEN T—Complste control finchidas use of ndwailing uninary catheter or ostomy LY e O O s o ronmfoe]
device that doss notizak uine or stoof] CONDITIONS! —
Resident expenencing an acute episode or @ flare-up of a recurment or
1. USUALLY CONTINENT—BLADDER, incontinent episodes ance a week or less, ronic problem -
BOWWEL, less than weekly End-stnge disease, & or fewer menths to live T J
2. QCCASIONALLY INCONTINENT—BLADDER. 2 or more imes & week but not daily; NONE OF ABOVE d
BOWEL, cnce a waak K1.|] oraL [Chesngpoblem n
3. FRECUENTLY INCONTINEN T—BLADDER, tanded to b incontinant dady, but some PROBLEMS | Swatowing problem b,
contol present (e.g .. on day shity; BOWEL 2-3tmes a week NONE OF ABGVE
3. INCON TINENT—Had Inadequate control BLADDER, multiple daily episades: i MRyl et i i il b e s"'wm T
BOWVEL, aif {or simost all) ofthe Sme WEIGHT |standard Beility ractce—e g, in am, after voiding bmrmm with shoes
al BOWEL | Control of bowsl movernant, with appliance or bowel continence alf andin nightcicthes
ﬁgl':c“E. prograims, Ifemployed i """'-l | | b, WT § .:.\l |
b BLADDER | Corfrolof urnary Badder imcion (frbbies, vy safiiert o ka| welHT [aWeightloss—5% or moreinlast 30 days.or 10 % or more infast
CONTI- J, with app {e.g. foley) or CHANGE 180 days
MNENCE pmg-am iFermployed o 0.Na 1.Yes
H2.| BOWEL |[iarhes . NONE OF ABOVE y b Weigjhit gain—5 % or more in last 30 days; or 10 % or more in last
ELINENATION : 180 days
PATTERN | Fecalimpacton d 0.No 1.Yes
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k5| NuTRI- [(Check a that apply in fast 7 days) - p1.] sPECIAL |p. SPECIAL CARE—Check treatments or programs received during
TIONAL s TREAT- the last 14 days
APPROAGH- | Parenteraliv la__ | On aplanned weight change MENTS,
ES  |Feedngtube g 1, PROCE. _ | TREATMENTS \enkilator or respirator
NONE OF ABOVE | DURES, ARD
- PROGRAMS | Chematherapy B PROGRAMS
.| ULCERs |(Recordthe number ofulcers at each ulcer stage—r: ess of E = I
cause. ffnone presant at a stags, racord "G" (zerc). Code all that apply | 2 g Dialysis b, Alcoholidrugtreatment
(Dueto any during last 7 days. Code 9= 9 or move.) [Requires full body exam. ] ;2 IV medication . program
cause) — . : y
a. Stage 1. Apersistent area of skin redness (without a break in the Intake/output d gf;zrnrilteﬂbl'da’nenha special
skin} that does nat disappear when pressura is relieved. Menitering acute medical
— . Hospi
b. Stage 2. A parial thickness loss of skin layers that presents canditian L— osp::? ca',g
clinically as an abrasion, blister, or shallow crater. Ostomy care 1. Pediatric unit
c. Stage3. Afull thickness of skin iz lost, exposing the subcutaneous Oxygen therapy g Respite care
tissues - presents as a deep crater with or without . Trainingin shils required to
undermining adjacenttissue. Radiation h. return to the community (e.g.,
ioni i taking medications, h
d.Stage4. Afllthickness of skin and subcutanzaus tissue is lost, Suctioning i | ok shopping ransportation, ki
muscle or bone. Tracheostomy care L ADLs)
TYPEOF |(Foreach type of ulcer, code for the highest stage in the last 7 days Transfusions NONE OF ABOVE
ULCER wsing scale in tem M1—ie., O=none stages 1,2 3 4) 1k
. . 3 b.THERAPIES - Record the number of days and tofal minutes each o!
a Pressure p]cs[—any lesion caused by pressure resulting in damage the following therapies was administered (for at least 15 minutes a day)
of underlying tissue in the last 7 calendar days (Enter 0 if none or less than 15 min. daily)
o . " e — [Mote—count only post admission therapies]
B Stasis Wicet—opien I sion cai sl by pexon cHeLietion In s lower (B) = # of days administered for 15 minutes or more DAYS  MIN
- {B) = total # of minutes provided in last 7 days (&) (B}
R S [(hieck sl faf apnly ctiinglast7 ) |a Speech - language pathology and audiology services
é‘g?‘:m Abrasions, bruises a
PRESENT | Burns {second or third degree) b. |b. Occupational therapy
Open lesions other than ulcers, rashes, cuts {e.g., cancer lesions) c. le. Physical therapy
Ra.shes—e..g:, |mumg|?. eczema, drug , heat rash, herp d ld. Respiratory therapy
Zkin desensitized to pain or pressune e
i le. Peychological therapy (by any licensed mental
Ecln_laars arcuts {other than surgery) f. health professional)
Surgical wounds - - T
P3.| NURSING |Record the NUMBER OF DAYS each ofthe following rehabilitation or
NONE OF ABOVE h REHAEBILITA-|restorative techniques or practices was provided to the resident for
5. SKIN (Check all that apply during last 7 days) TION/ ng::e ﬂéra;'l or eq'l'.n'}a;lI tﬂt:'l.i m:];ufes g:r day i the last 7 days
TREAT  |Pressure relieving device(s) for chair a A%EVETI‘?AFEE (! Rer ! ;’“:: or less than 15 min. daily.) i
MENTS | prassure relieving device(s) for bed " : Rﬂﬂge Oimwm @amm} f. Waking
Turningfeposticning program . Sa'::e 0: i :sta ) 0. Dressing or grooming
Mutrition or hydration intervention to manage skin problems d coSpint ot brace ag nes |h. Eating or swallowing
Uleer care . T;QL'}%EQ?,‘QD SHILL i. Amputation fprosthesis care
Surgical wound care £ o Bed mobilty } Communication
Apgletahm ofdressings (with or without topical medications) other than| . Transfor K Other
o . . [P3.] DEVICES |Use the tollowmng codes for fast 7 days:
\pp of {other than to feet) AND 0. Mot used
Other preventative or protective skin care (other than to faet) ESTRAINTS 12 Hs:gg&ss than daily
NONE OF ABOVE o aily
Im6.| Foor |(Checkallthat apply duringfast 7 days) y .
PROBLEMS . o a — Full bed rails on all open sides of bed
Resident has one or more foot p a.g., corns, R i i
AND CARE | bynions, hammertoes, averiapping toes, pain, P b. — Other types of side rails used (e.g., halfrail, ane side)
Infection ofthe foat—e.q., celluliis, purulent drainage €. Trunk restraint
Open lesions on the bot . Limb restraint
Nailsfcalluses trimmed during last 90 days &. Chair prevents rising
e dp ive or p footcare (2.9, used special shoes, P7. PHJgIF'r.gN :;clhe L:?«T 14 md‘? (?lr SHI"I:B adrmssnor; if less than 14 daysin
insert: toe separat i many days has the or or
|nse. = Pﬂds‘ ol 2 EI:S} o " . pnli;?gorla] examined the resident? { Enter O ifnone)
Application ofdressings (with or without topical medications)
PE.| PHYSICIAN |In the LAST 14 DAYS (or since admission rfless than 14 days in
NONE OF ABCVE ORDERS | facility) how many days has the phy
- " hanged the resident's olden;7 Do nat include order
N1. TIME (Check appropriate time periods over last 7 days) practitioner) cl
AWAKE  |Resident awake BII or most oftime (i.e., naps no more than one hour renawalz wihout change: (Ender Oifncne) -
per time periodj in the: Evanin 02,| OVERALL |Resident's overall level of self sufficiency has changed significantly as
Morning 9 CHANGE IN |compared to status of 90 days ago (or since last assessment ifless
[CARE NEEDS] than 90 days)
ARerncon NONE OF ABOVE 0.Nachange 1.Improved—receives Bwer 2. Deteriorated—receives|
(If resident is comatose, skip to Section O) supports, needs less more support
NZ.] AVERAGE |(When awake and not g ADL care) 1 restictive level of care
TIVIE R2 SIGNATURE OF PERSON COORDINATING THE ASSESSMENT:
INVOLVED IN | 0. Most—more than 2/3 oftime 2. Litle—less than 1/3 oftime
ACTMTIES |1. Some—fom 1/3to 2/3 oftime 3.None
(01.|NUMBER OF rReco_:ggremero!mmm medications used in the last 7 days a. Signature of RN Assessment Coordinator (sign on above line)
MEDICA: | entar 2 dineneuasd b. Date RN Assessment Coordinator
LoD - |- T
03, | INJECTIONS fRecoMﬂ)emﬂIberameSmja\:ﬁunsufanyarpafecemedd.rmg = v
the last 7 days; enter "0"ifnone used) Menth Day Year
04, DAYS [Recarrfﬂ)emmberafmi‘s:bmgfasf 7 days; enter "0 ifnot
RECENED |used Note- ter "1™ for long-acting meds than weekly)
THE "
FoLLowNG | > Antipsychotic d. Hypnotic
MEDICATION | b. Antianxiety & el
¢. Antidepressant e LMIGRE
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Numeric Identifier

MINIMUM DATA SET (MDS) - VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
SECTION W. SUPPLEMENTAL MDS ITEMS

1 | Enter for all assessments and tracking forms, if available.

S LITTTITITT]

I the ARD of this assessment or the discharge date of this discharge
tracking form s July 1 and 5 bar 30. skip ta W3,

2 | Influenza a . Did the resident receive the influenza vacone in
Vaccine this facity for this year's Influenza season
{October 1 through March 31)7

0. No (If No. go to item W2b)
1. Yes (If Yes, go to item W3)

b. If influenza vaccine not received, state reason:
Met in facility during this year's fu saason
Received outside of this facily

. Net sligible

Offered and declined

Not offered

Inability to obtain vaccne

R

coccal a. s the resident's PPV status up to date?
Ivaceine 0. Mo {If No, go to item W3b)
1. Yes (if Yes, skip jtem W3h)

b, I PPV not recelved, state reason
1. Not eligible
2. Offered and dec|ined
3. Not offered

MDS 2.0 May, 2005
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MDS QUARTERLY ASSESSMENT FORM Numeric |dantifor
(OPTIONAL VERSION FOR RUG-IIl 1887 Update)
— E1.{INDICATO VERBAL EXPRESSIONS h. Repetitve heath
A1.| RESIDENT OoF OF DISTRESS
NANE DEPRES- p«m‘ mnd:ul
= = s d (Jrisr SION, A Resident made negative
a (Frst} b. Midde Initial) {Lash) {JoiSe) 2
ANXIETY, | swtements—e g, Nofing wu bnw n.m:m
AZ. ROOM SADMOCD |  matters; Wbuid rathar ba
NUMBER doad; iWhat's ho uss; i anxious
Regrets having fived so complaintsiconc ems (hon-
AJ.| ASSESS- [ Last dey of MDS observation period long: Letme health related) e.g.
MENT persistently seeks attention/
N i} - b. Rmummmm—cm reassumnce ragardng
“EIMER.I.. Wwen‘a o What de | schackins, meals, laundry
Morth Dy Year clothing, relation ship issues
b, Criginal () or corected copy of lrm (snter rumber of cormacsan) o E""‘g cawi'ngw M"'m"‘n"— SLEEP-CYCLE EH_-IEO )
(Ma| DATEOF | Date of reentry from most recent temporary ol 0 a hospital In (“God haip ma") §:Hnpismentinoodromiog
REENTRY |last 90 days (or since last assessment or admission If less than 90 days) d. Persisternt wilh self k. Insomniaichange in usual
sheap pattern
athars—a.g ., sasily
) L annoyed, anger et SAD, APATHETIC, ANXIOUS
| | | ' I | | | | I | pl.tcvn;wtmmmnn:mw APPEARANCE
Manth anger M eare receive
Dey Yot | Sad pained worried facial
AB.| MEDICAL e, Selfceprecation—e g, °/ exprassions—e.g. irowed
N0 it m. Crying teariness
B1.| COMATOSE [Pamblrmgﬁmmhndsmnﬂkcmmmess} L acsions ofwhat
1Yes  (SkiptoSection G) e n Repeihephysical
B2.| MEMORY Ruel‘ ofwhal was learned or kown) m—e-g-. i':f E‘fmhﬁ""! haed w-iag.?n_g,eg_ anf.‘,,‘
& Short-terrn memory OK—ssemsfappears to recall after S minutes being with d‘?ﬂf; 2 na pickng
0.Memory OK 1. Memory problem
¥ oy g Recurrent statements that LOSS OF INTEREST
b. Long-termmemory OK—seems/appears to recalllong past something temible is about 0. Withdrawal from activities of
0.Memory OK 1. Mamary problem rm P g, s maa—;g noinerest in
e or s about to stam activities or
Bl IREEme ﬂnﬁmmmrmsmwme Tarecall during icdedhy ek v betgwit g gtsady
ABLITY  |Cument season a | ; ; p. Reduced socral intera ction
Liocation of cin room That helshe is n a nursing home d [E2.| mooD B OF ToTe Sarl o BRaiars moad WeTe
Staffnames/ - NONE OF ABOVE sre recalled . P%gg. gﬂiﬁl m%ﬁmb ‘cheer up", console, or reassure
B4.| COGNIMIVE |(Mads decisions ragardng tasks of daiy k&) 0.Momood 1. indcators present,  2.indicators present.
SKILLS FOR oa notoasily aared
DALY 0. INDEFPENDEN T—decisions consistentteasonable
DECISION. | 1. MODIFIED NDEPENDENCE—somo dfcuty n now stuatns E4REHAVIORALIA) Benavioralsymptor requency inlast 7 diys
KING & i 1. Behavior ofthis type occurmed 1 o 3 days in fast 7 days
2 “Oﬂfg‘fﬂ"'”ﬂ"ﬂﬂ-‘ P 2. Bohavior of this type occurred 4 to 6 days, bt less thian daily
3 "?\J/EREU MPAIRED—nevaclre| de ma' SO TR e I oy
B5.|INDICATORS [|Code for behavior i the 15t 7 Accurale assessmem EMWM plom alterability in last 7 days
OF requires comversatiorts with st mdhnﬂym direct knowfedge 0. Bahavior nat present OR bahavior was sa siy alterad ®
DELIRIUM |ofresident’s behmvior over this time]. 1 ME:;NV;;! not n:rn‘ altered - A
PERIODIC a VAN {moved narabional purpose. seemmn
[0, Behavor not t "t
qu.g. i i P“m:“ = obivious (o needs or salty)
THHEII(INkmﬂ' 2, Behavior prasent. overlast 7 days appears dffarent from resident's usual b. VERBALLY ABLISIVE BEHAVIORAL SYMPTOME {others
lAWARENESS functioning (8.0, new onset orworsening) were th
A EASILY DISTRAGTED—(e.g, dificulty paying attention: gets €. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
sidetracked) were hit, shoved, scratched, sexually abused)
B.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF d. SOCIALLY INAPPROPRIATEDISRUPTIVE BEHAVIORAL
S.IRRDLNDiNGS—{sg. moves Ipsuttnlmn someona not SYMPTOMS (made disruptive sounds, nofsiness, screaming,
present b night and seif-abusive acts, sexual bahavior or disrobing in public,
day) smearedthrew odfeces, hearding rummaged through cthers”
¢ EPISODES OF DISORGANIZED SPEECH—(e g, speech is belongings)
incoherent nonsansical, imelevant, or remibling from subjectto e. RESISTS CARE (resicted taking fi i ADL
subject; loves train of thought) assistance, of eating)
4 PERIODS OF RESTLESSNESS—(p g, fidgeting ar picking at skin, G1.| {A) ADL SELF-PERFORMANC E—(Codle by rasidant’s PERFORMANCE OVER ALL
Mm.?‘fcln;:c zgum pesition changes; repetitve physical SHIFTS durimg last T days—~Not including salug)
micemants or ]
0, INDEPENDENT—No help or oversight —OR— Help/oversight provided only 1 or 2 imes
e :EHE:‘GDSDF LE::?RGV—{&; shiggrshness; stanng into space; during last T days
to avament
I Boctyen 1. SUPERVISION—Oversight, encouragement or cueing provided 3 or more times dunng
1. MENTAL FUNCTION \&RIES OVERTHE CCURSE QF'THE last7 days —OR— Supervision (3 or more imes) plus physical assistance provided only
! 1 or 2times during last 7 days
e 2, LIMITED ASSISTANCE—Rasidant highly imvelved in activityraceved physical help in
i ‘quided maneuvering of limbs or other nonweight bearing assistance 3 or more fimes —
0. UNDERSTOOD OR—More halp provided only 1 or 2 fimes duringlast 7 days
1, USUALLY UNDERSTOOD —difficulty inding words or finishing
3 EXTENSNE ASSISTANCE—\While resident parormed part of activity, over tast 7-day
TIMES UINDERS TOOD—abilhy is limited to miaking concrets period, help of blowing typeis) provided 3 or more time::
mcpesls —\eight-bearing support
- TOoD - anullpemmcn during part (but not all) of last ?dtw
Ch. ABI'I.‘JSRTD (Mﬁmwm confenft—howaver ablg) 4, TOTAL DEPENDENCE—Full staff of activity during entire 7 days
usmnl 0 UNDERSTANDS . B, ACTMTY DIDNOT OCCUR during entire 7 darys
OTHERS 1. USUALLY UNDERS TANDS—mary miss some partintant of
Oﬁﬁgw B) ADL -SIJPPDRT FRWDEHM for MOST SUPPOR Tm
2 SO0 ESUN’DERSWDS—tsmnds adequately to simple, OVERA IFTS durtng last 7 days: code reg Ent'sself  [A] (B)
direct plrhmmu classificason) o
a WELY;NEVER UNGERS‘BQNDS i |-
E1. | INDICATORE | (Cacle for indicators abserved in st 30 days, Irrespactive of the o mw“"’““ hip ot Wl g5
DEPRES: |0 Inheotor ek aaibied i fast 30 days [ Shepeon e G BLE nily taok oot |8
SION, | 1. Indicator ofthis type exhibited up o five days a week o+ pareons physical assist oceur during entirs 7deys | 15 | 5}
XETY, |2 Wndicator ofthis type exhibited daily or aimost daily (6, 7 days a week) a BED oW rasHoent Mows lonndtmlmono&lmn tums cida to sida,
SAD MOQD MOBILITY mdpcsll.msbudymno inbad
b.| TRANSFER [How resident moves between surfices—to/from: bed, chalr,
twheelchair, standing position (EXCLUDE to/from bathAoilet)
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Resident

) r

EJF

o

m

B FDOP-o

Totel dependence

g1, A @] [H3|APPLIANCES[any scheculedicietingplan [ | Indhwelling catheter m
| WALE! | How resident walks between locations In hismer room PROGRAMS | Blackder retraining prograrn |5 | Ostomy prosont F
e
| CORRIDOR |How resdentwalksin comidor on unk |Extormal (condom) catneter |, [NONE OF ABOVE
.| LOCOMO- [How resident maves between locations in hisfer room and Check only th thathave to current ADL status, cognitive status,
TION adjacent cormidar on same floor, If in wheekhar, self-sufficiency mood and stmbus, g g, o risk of . (Do not st
ONUNIT |once in chair Inactive dagnoses)
7] LOCOMO- [FHow roscen i e r u“m,r, r 11.] oiseases [ none apply; CHECK the NONE OF ABOVE box) -
TION areas set a for dining, activiies, or treatments), i has P . .
OFFUNIT |only one Moor, how ral:tgm trmoves o and from distant L’“‘J’--m Eaﬁwm wa_npm X
- the floor. Ifin wheelchair, selfsufficiency once in char Muliple sclerosis W
g.| DRESSING [How rusdmlpulsm tasiens, and ke off al e of Street Diabates melitus Cusdripleg L
inchud ULOSKELETRL
clothing g ngprosth PEYCHIATRICAMOOD =]
h.| EATNG |How resﬂnlellsmd drinks {regardess of =kil), Indudes intake of Hip fracture Depression
nourishment by other means (e.g., lube feeding total parentemnl NEUROLOGICAL
nutrdion) o Manic depressive (bipolar
I. | TOILETUSE [How rewdent uses the tolet room (or commode, bedpan, winal); dsease) .
transfer oniofftollet, cleanses, changes pad, manages ostomy or | Coretenl palsy OTHER
catheter ar.iui';d:ﬂm: Cersbrovancular accident NONE OF ABOVE
.| PERSONAL ntains | (stroke)
} HYGIENE bru:hl Tiaby thmis < rn:iuur.\w .ﬁng«tyh fn:o
ng - L A TION & |(If none apply, CHECK the NONE OF ABOVE
hasds, and perineum {gﬂlﬁm E beths and showers) 2. INFECTION® - m
Antiatic resistant i fection Septicemia
| BATMING |How reschant takes Ll bath/shower, sponge hw. and ’ |- S—
o transfers infout of tublshower (EXCLUDE washing of back and hair) (e.0. Methicilln resistant - Sexually ransmited dseasss [n
Code for most dependent in seif parbrmance staph) Tubereulosis y
{A) BATHING SELF PERFORMANCE codes appéar bélow ™ Clostridium dificle (c. diff) Urinary tract inlast 30
" y r infiection in
Inclependent—No help provided | Conjunctivigs - L |
Summm—Dvwslg'ﬂhnhmﬁl HN infection _ irad hepattis i
Pleyzical hislp bmited to transfer only | Preumania Nound infection :
Physicalhei in part of bathing activiy | Rexgiratory inflction T NONE OF ABOVE iy

1] oTHER |(include ondy those diseases rlg'msegh l'helasfm daygtf;ﬂm.a
Activity #self ciid not oceur during entire 7 days CURRENT |relationship to cutrent ADL atatus, ¢ s moad or ataus
edical traatments, NLrSing MONINInG o sk afda
G5 TESTTOR [[cote Tor ity oy oF 1 T TasT 7 Gy DUAGHIEES| - ok crcean
ul Murﬂanadpushu‘ramnndh CODES L I |
{seetraini 1. Unsteacly, but able to ance selfwithout phy sical support =
n"gz.mmmmmwm ringtest; Lo 1 lel |
by :l{::hh@h:w wt{t’::wn:nulrw d'::""" for test J1. cgggms mﬁ:‘mﬂmn present in last 7 days unless ofier fme Fame is
. Balanc e while standing OTHER
b». Balance while siting—position, tnstk control l:l TORE OF FLUD i -
Gi.Fun (Code fox Tirwiahons durng 1St 7 days thaf mierrod wi daly Rnchon ATUR i -
. it kerod w T3 E—
LIMTATION n‘mdrasﬁmarmﬂ':ﬁ [Weight gain or loss of 3 or Edema
N RANGE RANGE OF MOTION Ei VOLUNTARY MOVEMENT h"mrw“"‘“ o7 day Faver h.
MOTION No limitation Mo boss Eliaciaions rE—
1. Limitstion on one side 1. Partial joss inabiity to o flat due to L
2. Limitation on both sides 2 Fullloss 1A) (B it ok byl Internal blseding L
o Mack Recumsntlung aspimtionsin
b. Arm—Including shoulder or eibow iﬁ:}‘“‘"’i“"‘“"‘“‘d‘ MWW x
€. Hand—including wrist or fingers s kA NET Shortriess of breath I,
L 5u —
d. Leg—including hip or knee leonsume ailialmost ol liguids Unsteady gait n
€. Foot—including ankle or toes |provided during last 3 days \omiting a
1. Ot limitabon o loss NONE OF ABOVE
G6.| MODES OF |(Check all that apply cuning last 7 day's) J2| PAIN  |(Code the highest fevel of paln present in the last 7 days)
SYMPTOMS
TRANSFER |gedst af or most ofime NONE OF ABOVE s FREQUENCY with which . INTENSITY ofpan
Bod rails used br bed mobility| ; b ““'mm"'u};m 1. Mid pains
or transfer b 2. Moderste pa
pain
G7.| TABK | Some orall ol ADL acivibes were broken into subtasks during 1ast 7 0. Mo pain (sk1p to ) P T
SEGMENTA- | days sathat resident could perfarm tham 1. Pain less than daily i iliag
TIoN 0, Mo 1.Yos or excrutiating
H1|CONTINENCE S‘ELF—CCN TROL CATEGORES 2 Pain daily
‘|€ode for resident's PERFORMANCE OVER ALL SHIFTS, J4.| ACCIDENTS |(Check af thal appiy Hip facture in last 180 days  |e
. EMPUEN s 2| Other fracture in last 180 days
0 gmnggw—cm umymmsm of nowaling uninary cathatar or astony Fell in past 31-180 days _ NONE OF ABOVE "
Ja.| STRBILITY Camiﬁm:klmmnﬂh resident’s l:u;nihw ADL, nmodw behavior
1. USUALLY CONTINENT—BLADDER, incontinent episodes once a week or less; oF status urvstabl g, precarnious, of det 2.
8 Loty y RO Residant expanencing an acute epizcds or a flare-up nll recurrent or b
2. QCCASIONALLY INCONTINENT—BLADDER. 2 or more imes & week but not daily; ronic probiem —
BOWEL, ence a waak End-stage diseass 6 or fewer months to live =
3 FREQUENTLY INCON TINEN T—BLADDER, tendod to o incontinent daity, but some NONE OF ASOVE d
contol present {e.g.. on day shity, BOWEL 2-3tmes a week K1| ORAL |Chewingproblem 2
INGON TINENT—Had | | ELADDER, multiple daity episods: friew o i 2
4 nadequate control  miultiple % —
BOWEL, & (or imost all ofthe Sme :‘O"fd ?me — - d
BOW & K2| MEIGHT |Record(a)heightininches ) we jpoLincs. Base weight on i
® cm% Control of bowel movernent, with appliance or bowel continence AND recant meastre n last 30 -measura waight consistently in accord with
NENCE | Proumms, if employed WEIGHT |standard cilty practco—a g, i a.m afarvoiding bere meal with shoas
b BLADDER |Coroof uninary Iiadds Rincho (fdrbbes, wlarme nauiciert 1o e Sl 1 nightcioth s
CONTI- J, with apy (e g. foley) o u, ATy bW )
NENCE Wmlfﬂﬂﬂw e K3.| weigHT [aWeightloss—S5 % or mare iniast 30 days; or 10 % or mare in last
|E BOWEL | Disnhes NONE OF ABOVE e CHANGE | 180days
ELININATION h 0.Mo 1.¥es
TTER Fecal cion -
MTTERN | Foveimp L Welght gain—S % or mare in last 30 days; or 10 % or more in 1ast
180 days
0.Na 1.Yes
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Resid Numeric Identifier

K5 NUTRI- |(Check all that apply in fast 7 days)
Ap-{:g%". Parenteraly/ [ ] onaplannedweight change

P1.| SPECIAL B.SPECIAL CARE—Check treatments or programs recenved during
TREAT- the last 14 days

MEN
aram
Es Feedingtube prog PROCE. _|TREATMENTS \enilator o respirator
NONE OF A £ IIJ’IL'\I'EEG?!’:#ISD Chematherapy PROGRAMS
K6. PARENTERAL|( Skip to Section M if neither 5a nor 5b is checked) Dialysi L
IOR ENTERAL| " : ; Ll b, Alcoholidrugtreatment
& Code the proportion of total calories the resident received through .
INTAKE ™ harenteral or tube feedings in the last 7 IV medication . | Pogam
0.None 3.51%to 75% Alzheimer's/dementi ial
1.1%t0 25% 4. 76% to 100% Inkalia/outpt CI ot LS
2. 26% to 50% Monitering acute medical Hospice cara
e 2.
b. Gode the average fluid intake per da{v l:g IV or tube in last 7 days ecndiion ™ Pedatic unit
0.Mone 3.1001 to 1500 cc/day Ostony care 1. .
1.1t 500 celday 4. 1501 to 2000 cofday Respite care
2.501 to 1000 ce/day 5.2001 or more ce/day Cheygen therapy 1 Trainingin skils required o
IM1.| ULCERS |(Recordthe number ofulcers al each ulcer stage—regardiess of Radiation h. return to the community (e.g.,
cause. Ifnone present at a stage, record 0" (2ero). Code all that apply Suctioning i taking medications, house -
(Dueto any |duringlast 7 days. Code 8 =9 or more,) [Requires full body exam.] ——— work, shopping, transportation,
cause) Tracheostomy care s ADLs)
a, Stage 1. A persistent area of skin redness (without a break in the Transfish
skin) that does not disappear when pressure is releved. (EnsEns L3 NONE OF ABGVE
—— . b.THERAPIES - Record the number of days and tofal minutes each o!
b. Stage 2. A partial thickness loss of skin layers that presents the following therapies was administered (for at least 15 minutes a day)
clin 'calsr as an abrasion, blister, o shallow crater. in the last 7 calendar days (Enter 0 if none or less than 15 min. daily)
¢ Stage 3. A full ty of skin is lost, " [Note—count only post admission therapies]
B (R) = # of days administered for 15 minutes or more DAYS _ MIN
undermining adjacent tissue. {B) = total # of minutes provided in last 7 days (&) (B}
d. Stage4. ARllthick of =kin and subeut tissue is lost, |a Speech - language pathology and audiology services
exposing muscle or bone. lb. Oceupational therapy
IM2.| TYPEOF |{Foreach type ofulcer, code for the highest stage in the last 7 days|
ULCER using scale in item M1—ie., O=none, slages 1. 2 3. 4) |c. Physical therapy
2 Pressure ulcer—any lesion caused by pressure resulting in damage d. Respiratory therapy
ofundertying tissua
— . Psychological th li d tal
b. Stasis ulcar—open lesion caused by poor circulation in the lower i hgiﬁh p,nl-_?f::g,-ma:[}m Cyany Nrsrapd men
extremities
- — P3.| NURSING |Record the NUMBER OF DAYS each ofthe following rehabilitation or
.| OTHER SKIN |Abrasions, bruises REHABILITA- | restorative techniques or practices was provided to the resident for
PROBLEMS |Bums (second or third degree) TION/ more than or equal to 15 minutes per day in the last 7 days
OR LESIONS : . RESTOR- |(Enter O ifnone or lass n‘lan 15 min. daily.)
PRESENT |Cpen lesions other than ulcers, rashes, cuts (e.g., cancer lesions) ATIVE CARE [a Rangs ofmotion (pa ) T Wakin
Rashes—e.g,, intertrigo, eczema, drug rash, heat rash, herpes zoster |a. b. Range ofmotion (active) ) _g .
E.ggeg.g; Skin desensitized to pain or pressure 0. . Splint of brace assistance g.Dra.ssng o gmn:"ng
during fast 7 | Skin tears or cuts (other than surgery) 3 h. Eating or swallowing
days) Surgical ds TRAINING AND SKILL i. Amputati sthesi
urgical woun, g PRACTICE IN: . Amputation fprosthesis care
NONE OF ABOVE n d. Bed mobility | Communication
s, SKIN Pressure relieving device(s) for chair = e. Transfor k. Other
TREB[E Pressure reieving device(s) for bed b, P4.| DEVICES |Use the following codes for last 7 days:
Tumingfrepositioning program 5 AND 0. Motused )
= i 4 9 ESTRAINTS|1. Used less than daily
{Check all Mutrition or hydration intervention to manage skin problems d. 2. Used daily
mg k7 e care .. Tedrals
days) Surgical wound care . a. — Ful bed rails on all open sides of bed
Application of dressings {with or without topical medications) other than b. — Other types of side rails used (e.g., halfrail, one side)
o feet 1 €. Trunk restraint
Application of ointmentsimedication s (other than to feet) h A Limb restraint
Other preventative or protective skin care (other than to feet) i. e. Chairpr srising
NONE OF ABOVE .
= P7.| PHYSICIAN |In the LAST 14 DAYS (or since admission if less than 14 daysin
(16 FOOT Resident has one or mone foot p vISITS l‘wity] how many days has the phy for or
PROBLEMS | bunions, hammer toes, oveﬂapunghoes pem .-Rrudural problems L practitioner} examined the resident? { Enfer 0ifnone)
AND CARE nfaction ofthe oot—e.g, celluilis, purulent drainage 3 PE.| PHYSICIAN (In the LAST 14 DAY'S (or since admission rfless than 14 days in
0 lesi the foot c. ORDERS | facility) how many days has the
ggem PR RIS o7 WS 4 practitioner) changed the resm;l‘:s olden;7 Do nat include order
durine 1ast 7 Nailsicalluses trimmed during last 90 days ranawals without change. ( Enter 0 ifnans)
d&yﬂq i tative or protective foot care (e.g., used special shoes, || 102.| OVERALL |Resident's overall level of self sufficiency has changed significantly as
|nser1s pads. toe separatus} - CHANGE IN |compared to status of 90 days ago (or since last assessment ifless
" i Ir___| ICARE NEEDS{than 90 days)
Application of dressings {with or withouttopical medications) 0.Machange 1. I d—raceivas Bwar 2. Detariorat s
NONE OF ABOVE g supports, needs less more support
N1, TIME {Check appropriate time periods aver fast 7 days) || restrictive level of care
AWAKE |Resident awake all or most of time (i.e, naps no more than ane hour R2. SIGNATURE OF PERSON COORDINATING THE ASSESSMENT:
[per ime period) in the: ,
Maming Evening _
Afernaon b. NONE OF ABOGVE _ a. Signature of RN Assessment Coordinator (sign on above line)
(If resident is comatose, skip to Section O) b. Date RN Assessmant Coordinator
N2.| AVERAGE |(When awake and not receiving treatments or ADL care) signed as complete ] ] =1 | | |_ | | | | |
TIME Year
INVOLVED IN 0. Most—more than 2/3 oftime 2 Little—lessthan 1/3 oftime
ACTIVITIES |1.Some—from 1/3to 273 oftime 3.Mone
01, | NUMBER OF the number of different medications usedin the last 7 days
MEDICA- | enter "0"ifnone used)
TIONS
03. | INJECTIONS | {Record the number of DAYS injections of any type recaived during
the last 7 days; enter "0"ifnone used)
(04, DAYS (Record the number of DAYS during fast 7 days; enter "0” if not
RECEIVED | wsed Note—enter “1” for long-acting meds used less than weekly)
THE :
FOLLOWING | & Anipsycholic o Hypnotic
MEDICATION | b Antianxiety >
; e. Diuretic
¢. Anfidepressant MDS 2.0 September, 2000
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Numeric Identifier

MINIMUM DATA SET (MDS) - VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
SECTION W. SUPPLEMENTAL MDS ITEMS

1 | Enter for all assessments and tracking forms, if available.

S LITTTITITT]

I the ARD of this assessment or the discharge date of this discharge
tracking form s July 1 and 5 bar 30. skip ta W3,

2 | Influenza a . Did the resident receive the influenza vacone in
Vaccine this facity for this year's Influenza season
{October 1 through March 31)7

0. No (If No. go to item W2b)
1. Yes (If Yes, go to item W3)

b. If influenza vaccine not received, state reason:
Met in facility during this year's fu saason
Received outside of this facily

. Net sligible

Offered and declined

Not offered

Inability to obtain vaccne

R

coccal a. s the resident's PPV status up to date?
Ivaceine 0. Mo {If No, go to item W3b)
1. Yes (if Yes, skip jtem W3h)

b, I PPV not recelved, state reason
1. Not eligible
2. Offered and dec|ined
3. Not offered

MDS 2.0 May, 2005
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Mumarie identifier

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

DISCHARGE TRACKING FORM [do not use for temporary visits home]

SECTION AA. IDENTIFICATION INFORMATION

SECTION AB. DEMOGRAPHIC INFORMATION
[Complete only for stays less than 14 days] (AABa=8)

basls for mmhdmmh recelve appmprlln and qualty care, and as a basis for payment
from federal Imwmmdh dewmmmwmuwmmk
pation i the govemment-funded andtruthul
ness of this nformation, mdmtlmwbenmﬂywhaﬁham sub]ec{ organization to
substantial criminal, ch, udhr administrative penalties for submiting falte information, | also
certify that | am mthorzed to submi this mibmebon by this faciity on €5 behalf.

Signature and Tille Sections

Date

9= Fey Remns b computerized resident tradking

[ =¥When bax biank, must enter number or letter (2| =\Ahen letter in bo, check f condition applies

e’ T | s e e o
[aFrsy b. Midde Initah i) d7e) | ek Wiy g prir
2| GENDER® [4 male 2 Female | I -
T (-0
o 4 N [
s TMwenmmwwm 4. Hispanic m'rFEﬁh?"r*nn 13, Board and gigroup home
ETHNICITY®) 2. Asinn/Pucifc Islander 5 nt of Nursing home
5| SOCIAL :s;:;wwum'“ kol 3#21"";5-3 ﬁ.umnkiﬁy
“'i.“,,".f“" | ] ] ]—l I |—| l 7.?;:}%'”“'
m‘;ﬁ% . Medicare rumber {or comparable railroad insurance nurmber)
[C in 1* box | | I ] I ] | | [ I | l I | SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION
‘non med. no.] 6.| MEDICAL
o oLy Stetle recoes || | | [ ] [ [ 111 11]
wo | | ]
b, FederalNa SECTION R.ASSESSMENT/DISCHARGE INFORMATION
B2 B ‘ - 1 |DISCHARGE | a. Cods fbr fmpostion upon dscharg
NO. ["+"if STATUS 1. Private homafapartrmaent with ne home health services
mete (L | L L L LT 2 Private homelaparinentwi hame hesh envices
rmU !,Bowundu_muimll\mg
[ REASONS [Note—Oifarcodes da ot oy o 76 ] e
nstn!':‘ss- &. Primany reason e atsesciment 6 Paychiatric hopital, MR/DD facilty
MENT & Dickared—sats b 7. Rehabitation hospital
; mm&:r;a%glﬁﬂwm :;s::uad
_’ﬁi’d( of F who P aPortion of the Accompanying Assessment of| | | b. Optional State Coda
1 cartify that ma information y reflects resident assessment or racking| | * D“&#‘“ (Eabi of clbdly o cHchic M
“m“‘}z'mf“ﬂﬂ;‘:“mmmmﬂmu.,mi‘.';; (T T HHTT11]
WS?ijﬂd and o { that this Busedasa Weorth Dy Your

MDS52.0 Septemizer, 2000
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Numeric Identifier

MINIMUM DATA SET (MDS) - VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
SECTION W. SUPPLEMENTAL MDS ITEMS

1 | Enter for all assessments and tracking forms, if available.

S LITTTITITT]

I the ARD of this assessment or the discharge date of this discharge
tracking form s July 1 and 5 bar 30. skip ta W3,

2 | Influenza a . Did the resident receive the influenza vacone in
Vaccine this facity for this year's Influenza season
{October 1 through March 31)7

0. No (If No. go to item W2b)
1. Yes (If Yes, go to item W3)

b. If influenza vaccine not received, state reason:
Met in facility during this year's fu saason
Received outside of this facily

. Net sligible

Offered and declined

Not offered

Inability to obtain vaccne

R

coccal a. s the resident's PPV status up to date?
Ivaceine 0. Mo {If No, go to item W3b)
1. Yes (if Yes, skip jtem W3h)

b, I PPV not recelved, state reason
1. Not eligible
2. Offered and dec|ined
3. Not offered

MDS 2.0 May, 2005
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Mumarie identifier

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

REENTRY TRACKING FORM
SECTION AA. IDENTIFICATION INFORMATION SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION
F 4a| DATEOF |Dateof reeniry
NANE® REENTRY
CNiE) T P S HESEECEEEE
a > [1.e i I ab.| ADMITTED 1m:m+:1mp mmmhaah *:r
T [BIRTHDATE T L FROM zmwmm::mh,dmwi::s“
EREEEEEEEN ol
4, m%ﬂwo 1,American Indanifa: 3 mﬁx%m;)hw
5| SOCIAL _|a. Sacial Security Number ry
WMLIII—III—IIIII ""EE%[HTHHHHI

mn%en . Medicare rumber {or comparable railroad insuerance nurmber)
oot || | | [ 1 [ [T 1111

6| FACLITY |a.StateNo

PR
@ ] |
b, FederalMo.
7.| MEDICAID
e (TTTTTTTTTTTT1]
Ifnat a
Mediciid
recipien @
8| REASONS o o ot apply to i orm]
MFB%S- o, Primary reasan br assessment
MENT 9. Reentry
9 ures of Persons who Completed a Portion of the Accompanying Assessment or|
cing Form
I rhi thdlhs tely reflects resident t or rackn
ot 1 4t reachnt and ot | ol Ciad of coondnatad cotection o O RTERS mﬁ
s&mdl'ulhuhuﬁuf knowledge, I‘|5 i in
epplical o derst ‘Ihnti'lllhﬁrn-lmilundnl
basis for enmmgmﬂmumls receive appmpnm and came, and as a basis for payment
from fecleral funds. | further understand that payment of such ﬂhwﬂmuwmmk
pation in the govemment-funded CAre programs 5 conditi on the accuracy and truth
nass of this mformation, mdmlmwblpwmﬂmmum mbuu mﬂinnm
substantial efiminal, civl, andior administrative for st i mr | also

cu!hfyhat!uﬂmhuﬁmdhsdmltﬂ!snbmsﬁmbyﬂwhcﬁ;mhbd-ﬁ
Signaturs and Titke Sections

Cate|

3

9= Fey Rerns b computerzed resident tracking

[]="When biax blank, must enter number or letter [a.| = VWhen letter in box, check if condition applies

MDS 2.0 September, 2000
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N ic Identifier

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

SECTION W. SUPPLEMENTAL MDS ITEMS

National
Provider]
o

Entes for all assessments and tracking forms, if available.

LITTITTTTT]

¥ the ARD of this aszessment or the discharge dale of this discharge
tracking form is betwesn July 1 and September 30. skip to W3,

2

Influenza
Vaccine

a. Did tha residant recaive the Influsnza vaceine In
this facility for this year's Influenze season
{October 1 thraugh March 31)?

ﬂ 0. No o, go to itemn W2b)
aQH}! E ila
I ‘s vaccine nol ¢ hwod, slale Teason:

. Nat in facilty during this year's fu season
Received outside of this facility

INot efigible

Offered and dochnad

Not offered

. Inability to obtain vaceine

O s -

. | Pneumo-

coccal

&. Is the resident's PPV sialus up to date®
0. Ne (IfNo, go to item Wab)

W3 inactivé.ai reentry

1. Not eligible
2. Offered and dechned
3. Not offered

128
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MINIMUM DATA SET (MDS)— VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
Correction Request Form
Use this form (1) to request conectlon c! efror(s) in an MDS assessment record or emror{s) in an MDS Discharge or Reentry Tracking form recorr.l that has been

previously accepted into the State M
made to either MODIFY or 1NAC"I1\WI"E a record.

TO MODIFY A RECORD IN THE STATE DATABASE:

S database, (2) to Identify the Inaccurate record, and (3) to attest to the correcti

request. quest can be

1. Complete a new comecled assessment form or tracking form. Include all the ltems on the fnrm nnl Just those In need of correction;
2. Complete and attach this Correction Request Form to the comected assessment or tracki rg

3. Create a new electronic record Including the correcled assessment or tracking form AND the cmecuon Request Form; and

4. Electronically submit the new record (as in #3) to the MDS database at the State.

TO INACTIVATE A RECORD IN THE STATE DATABASE:
1. Complete this comrection request form;
Z. Create an electronic record of the Correction Request Form; and

3. Electronically submit this Comection Request racord to the MDS database at the State.

PRIOR RECORD SECTION.

THIS SECTION IDENTIFIES THE ASSESSMENT OR TRACKING FORM THAT IS IN
ERROR. (in this section, reproduce the informatfon EXACTLY as Il appeared In
tha arronaous racord, aven if tha information is wrong. This information is
necessary In order to locate the record in the Slale database.)

RESIDENT
al  NANVE
F;l w e . (e Initis) €. (Lash) LIS
i) GENDER |1 Male 2 Female |
e CL-C-C T
Manth Dy “oar
Prar] SOCWAL  |a& Socal Secusty Numbes
M LI - -C T
Frod]  REASONS Prirmary reason for assessment
g R A-SSESWEN‘I’(CW& Prior Diate itern Prior A3a ONLY)
|ASSESSVENT)| Adrrission assassmant (raquired by day 14)
?_ Annual assessment
3. Significant change in status assessment
4. Significant comection of prior full assessment
§. Cuarterly reviaw assessmant
10. ificant of prior qu
a. E OF ABOVE
DISCHARGE TRACKING (Gomplete Prior Diate kem Price Rd ONLY)
?. Mhnmd—rm::d_wd:plhd
REENTR'( delgﬂﬁ (Complate Pmlr gl itam P?l':nMc ONLY)
b. dnd&lfarmeunmm for Madicare PPS or the Stafe
1. Medicare 5 day assessment
2 Madicara 30 day assassmant
3 Meadicars 80 day assessmeant
4. Mod:n meulullnm
; m rﬁﬂ?‘ irad wssessmant
) g mr;:dcﬂa{;mdues:mmr
TSRS E;%iahﬁumwumryﬂum (Prior AASR) equals 1, 2.3, 4,
[Cormploth Pror Ada  renasy Roaton (et AA8%) Gaibsd. —
P:;ni\mmuslwydMDSobnwaﬁww
o [ ][ [ -[ T[]
Morth Day Year
I’:%E Date of discharge
LI LT
Morh Day Yeais
m nmful; Data of reantry
LI =T TT]
Morth Day Year

CORRECTION ATTESTATION SECTION.
COMPLETE THIS SECTION TO EXPLAIN AND ATTEST TO THE CORRECT
REQUEST

ATTESTRTION | Sty total numiber of aftestation s for this record, including tha
SEQUENGE |esent cneh ding

M.
ACTION |1 MODIFY recordin error (Afach end submit 8 COMPLETE assess-
REQUESTED |  ment or tracking frm. Do NOT submit the corrected dems ONLY

Proceed toitem ATJ below)
2. NACTIWVE recordin error. [ Do NOT submit &n assessment or back-
ing form. Submit the corraction request only Skip fo ftem AT4)

[ATa[ REASONS [(rar2=1, check at Jeast one of the following reasons; check ol
FOR _ | that apply, then skip to ATS)
TION a. Trnscrphon aror
I, Data entry eror
—_—
& . Sobware product emor
d, [tern coding amor
e, Otheremor
W Other® checked ploase specily;
AT REASSNS | (irAT222 check atleast one of - check af
2. Test record submitied as production record
|
b. Event did not occur
e Inadverent submission of neppropriate record
d,Omer reazon raquinng nactvation
1 “Other® checked pleasa spacify:
i RN COORDINATOR ATTESTATION OF COMPLETION
|ATS! ATTESTING
INDVIDUAL
NANE a(First) b, {Las) €. ( Tide}
BIGNATURE

Pdtﬂt‘ﬂ OFASMTO‘E?RMG I«IF{'.I!MA“ON
| certify that the accomganying Informaton a:nlrmly mlm red.dem assessment or tracking|

inforrmation for this resident and that | col far 4 call
dates fied. To the best of my knowledge, this information was collected in accordance with
applicable Medicare and Medcaid requirements. | understand that this information iz usedaz a
basis for mmm&hl residents receive appropriate and quality care, and as a basis br payment
from federal funds. | further understand that payment of such funds and contnued partice
patian in the government-Linded health care programs is conditionad on the accuracy and truth ful
ness of fiis informistion, and that | may be personally subject to or mey subject my organization io
substantiad criminal o, andlor administrative penalties for submittng false information. | alsol
certify that | mmnmmsmmgmmm by this facilty on its behalf.

Signature and Tila Attestation Date

ofthis information on the|

Fl M

el

=

MDS 2.0 September, 2000
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SECTION U. MEDICATIONS—CASE MIX DEMO

List all medications that the resident received during the last 7 days. Include scheduled medications that are used
regularly, but less than weekly

1. Medication Name and Dose Ordered. Record the name of the medication and dose ordered.
2. Route of Administration (RA). Code the Route of Administration using the following list:

1=by mouth (PO) S=subcutanecus (S0Q) 8=inhalation
2=sub lingual (SL) G=rectal (R) Y=enteral tube
J=intramuscular (IM) T=topical 10=other

4=intravenous (TV)
3. Frequency. Code the number of times per day, week, or month the medication is administered using the following
list:

PR~(PRN) as necessary 2D=(BID) two times daily QO=every other day

TH=(QH) every hour (includes every 12 hrs) 4W=4 times cach week
2H=(Q2H) every two hours 3D=(TID) three times daily SW=five times each week
3H=(QQ3H) every three hours AD=(QID) four times daily 6W=g1x times each week
4H~(Q4H) every four hours 5D five tmes daily IM=(QQ month) once every month
G6H=(Q6H) every six hours 1 W=(0QQ week) once each wk IM~twice every month
FH=(Q8H) every eight hours 2W=two times every week C=continuous

1D=(QD or HS) once daily 3W=three times every week O=pther

4. Amount Administered (AA). Record the number of tablets, capsules. suppositories, or liquid (any route) per dose
administered to the resident. Code 999 for topicals, eye drops, inhalants and oral medications that need to be dissolved
in water,

5, PRN-number of days (PRN-n), I the frequency code [or the medication 1s "PR", record the number of umes duning
the last 7 days each PRN medication was given Code STAT medications as PRINs given once.

6, NDC Codes, Enter the National Drug Code for each medication given, Be sure to enter the correct NDC code for
the drug name, strength, and form. The NDC code must match the drug dispensed by the pharmacy

1. Medication Name and Dose Ordered | 2. RA 3. Freq 4. AA 5. PRN:-n 6. NDC Codes

MDS 2.0 September, 2000
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[1.]

Mumarie identifier

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

BASIC ASSESSMENT TRACKING FORM
SECTION AA. IDENTIFICATION INFORMATION

nﬁlmanmmm Compieted a Portion of the Accompanying Assessment of

®

[I HEEEEEEEEEER

| "8.| REASONS [[Note—Other codes da not apply to it form)]

L® Pmn-y reason br assessment
AMSSI!'I assassment requirad by day 14)

ai assessment
3 Slgllﬂun! change in status assessment
4. Sign of pricr ful
5 Ounrhm-rm nesessment
10, ficant comecion ofprior quarterly assessment
Q ﬁa’;ﬁ OF ABOVE
Codes for assessmerts required for Medicare PPS or the Stafe
. Medicare § doy assesamant
Medicars 30 day assassmant
Mecicars 60 day assezsmeant
| Medicare 90 day assessment
. Madicars readmission/fefurn assassmant
. Cther stale required asssssment
. Medicare 14 day assessment
Mecicarerequiedassessment

b,

9= Fey Rerns b computerzed resident tracking

[]="When biax blank, must enter number or letter [a._| = VWhen letter in box, check if condition applies

NAMES

a(Frst) b. Middie initiad) €. (Lasl) daen | || eertily hat the accompan Inlnrmaaon aceurately reflecls resident assessment of tracking

2| GENDERD £ information for this resident m hon of this imformation on the|

1.Male 2.Female I dates specified. To the best dm hwlndge. this mhrmarum was collected in accordance with|

3 [BIRTHDA pricabie Medicare and Medcaid fmrwnm | mdocstmd that this nformation s used as a

__E _,_,I [ | | | basie for that residents receive - llzd;:mduablmtrpaym

from federal fundss. | further understand Hlnlpuymaﬂ of such federal funds and contrued partic:

Month Yer patian inthe govemmant-Linded health cara progr d
B RACE® Amencan IndanAe: Netve 7 ness of fis information, and that | may be personally subject toor =l
% ETHNICITY ;:Alhl'lﬁldﬁ |M.?m ;:H n},‘ﬂor I substartial criminal GI\N1 andior administrative penalies for subrmiftn m"d L“'!;::?Oﬂf-im |!k0
3, Black, not of Hispanic origin Hispanicorka cartify that | am authorized to subemit this information by this Flultydnrlshanlﬂ
5. SOCIAL _ [&. Socil Securty Number Sigrature and Titke Sections Date
SECURITY®

e LT =L ]=[ [ ]]] :
[gr‘m.mszn . Medicare number (or d urmber) L
1* box -
e (T L LTI :
8 FACLITY |2 Statefa. ;
PR o
T :
b, FederalN T

g9

h

T.

I

k.

I.

GENERAL INSTRUCTIONS

Complete this infermation for submission with alf full and guarterly assessmenis
f‘dﬂf;_!;og. e:m« cant Change, State or Medicare required assessments, or

MDS 2,0 September, 2000
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MDS MEDICARE PPS ASSESSMENT FORM

(VERSION JULY 2002) Nemadic BMr
[AEE| RESIDEN- | (Chwck all sutiirgs resclant lvwd in during & years prioe & data of aniry) [C1] MAKING | (Exprossmg mk: Fant—r ahia)
HIBTORY |2 Priorstay atthis nursing home UNDER- 0. LNDERSTOOD
SYEARS |b, Stay in other nursing hone STO0D 1, WEUALLY UNDERSTOOD—dfculty Ainding werds or fnshing
PRIOR TQ 3 a x . thoughts.
Cither residential lclty—board and b 3 ind | 3 ®
ENTRY & Cuphome i 2. SOWETMES UNDERSTOOD—abilty is imited to making
d. MHpsychiatric saiting concrote roquests
s MR/DD sattng 3, RARELYMNEVER UNDERSTOOD
1, NONE OF ABOVE lco.| ABILITY TO | (U verbal Perif—h abla)
AL| RESIDENT ne | 0.unoERSTINDS
NANE OTHERS | 1 USUALLY UNDER STAND S—may miss some partintent of
|_a iFirst) b. (Migide Inital) €. (Last) d. iJiSe message
AL 2 SOMETIMES UNDERSTAND S—responds a dequately to simple,
S [ 1] el
3 RARELYNEVER UNDERSTANDS
Al mners' . Last dey of MDS observation pariod 01l vison T0 568 n sdequale Tight and with glasses i use
REFERENCE | I |——| I |——[ I ] ] ] 0. ADEQUATE—=eoes fno datall, including regular printin
EAtE Morth D Year nevspapes/books
< 1. IMPAIRED—sews large print, but not reguiar print in newspapers/
Al Eg&zg{ Date of reentry from most recent lemporary discharge o a hospital In ek
mﬂmmrmelmaﬁmmwmlmﬂﬁsmnw 2 MODERATELY IMPAIRED il rick ik o ved
newspaper headlines, but canidentfy objects
l | J_[ I [_[ I | | | 3 HIGHLY MPIRED—object identifcation in questian, but eyes
Year appear to ollow objects
A5, | MARITAL |1 Never marned  Widowed T Divorced | 4 SEVERELY IMRA/RED—no vition or sees only Bght, colore. or
STATUS |2 Marred 4 Separated shapes: eyes do not appear to Bilow objects
AB.| MEDICAL E1-INDICRTORSI {Codefor bserved in fast 3 days. imesp f the ol cause)
RECORD | | | | | | | | | | | | | 0. Indicator not sxhibited i last 30 days
- e 1. Indicator of this type exhibted up to fve days a wesk
ADVANC or those fems wih & in the medical
i o ﬁ:mt probieWondisi i 2. Incester ofthis type exhibitad daiy or almost dady (6 7 cays a week)
b. Do natresusciate [ | ¢. Do not tospialize [ | 1 VERBAL EXPRESSIONS T Repettive healh
B1.| COMATOSE SM’!M vepslathe shteho discernible consciousness) sam
, No 1.Yes {If Yes, skip to Section G)
B2.| MEMORY | At was lamad o known)
A Shorttarm memary OK—ceemsfappears to recall after 5 minutes. k
0 Vemory O - Maemney geotiem Jong: Let me de” {non-healh relateh eg.
b. Longtarm memory OX—seems/appears to recall long past Pt peraistently seeks attenton/
0_M oK 1. RW":";‘T‘;\'W—;% reassurance regarding
ibe v Wihat whedules, meals, mundry,
BL némw rl:h-;kd!mnm‘dmrwu abln fo recail during last T do? ciothing, relationship & 59_,5;;
ABIUTY |4 Current season . Thiat he/she i in & nuirsing home . Repetitive varbalization y— SLEEP-CYCLE ISSUES
b, Location of own room| o. NOWE OF ABOVE are tad |- Unpleasant mood in
c. Safl namesces & Parsistent anger wits self i
[B.| COGNITIVE | Warke o Tagarchng tasks of dafy W) a.'m““_,mg‘ aatil K. Insemain/change in usual
m&f}oﬂ 0. INDEPENDEN T—dacisi 2 annoyed, anger at Seep pattem
facamant in nurnhq
. | 1- MODIFIED INDEPENDENCE—some Sfficulty in naw situations SAD, APATHETIC, AN XIOUE
nﬁ:f:'qﬂ i ﬁu‘m mgera care APPEARANCE
2. MODERATELY IMPAIRED—decisons poor; cuesisupenvision 1. Sad, pained womied facial
e Self —ag, " n
required am nothig. | am of 96 ute SpImamona-ag,
3. SEVERELY IMPANRED—never/rarely made decisions to anyong furrawed brows
B5.|INDICATORS | (Code for bahuvior in he last 7 ole: Accirale assessment m. Crying. tearfilness
oF requires conversations with m iy who have direct knowledge L _"—;’umr hb“.i: e 1 il
PERIODIC T : T ower e ] lears—e g fear ofbeing movemants—e.g. pacng,
DiaoR. [0 Behavor not pressnt abandoned, left alone, Fandwringing, e
n!‘smﬂll 1. Behavior present, not of recent onset being wih othaes firdgeting. picking
THINKING! |2 Behavior present overlast 7 days appears different fom recident’s usual g Recurrent stalements that LOSE OF INTEREST
AWARENESS) Lnctioning (e.q., new onget or wersening) :o::dhm temible is about 6. Withdrawal Fom achvities
a, EAS|LY DISTRACTED—(0.g, dificulty paying attention; gots hD., o she i m%ulwd:s ﬁﬂnwg‘umnug' :;m
sletracked) have a heart aitack being with famiy/ends
b. PERIODS OF ALTERED PERCEPTION OR AVWARENESS OF duced social interactio
SURROUNDINGS—{e.g., moves lips or talks o someone not i kel A
prasent; balevas hafshe s somewhere else; confusas night and E2z| MoOD | One or more lndkum:ﬂdepum,wor arvlows mood were
day) PERSIS- rl:lmﬂy red by altempts to “cheer up”, console, or reassure
TENCE | the resident over Iast 7 days
€ EPISODES OF DISORGANIZED SPEECH—{ag. speech i 0 MNomood 1. Indicators present. 2 Indicators presant
ntﬁ'lmlt mrﬂm:ﬂwl or mmbling fom subject o ndicaton wasily altered ot eatly alered
u.PEFuooa OF RESTLESSNESS—(o, 5, fidgating or picking et skin,
cisthing, napking, ate; frequent pastion changes: repattive phrysical
movemants ar caling out)
2. PERICDS OF LETHARGY—{e.g. sluggshness. staringinto
space; dificult to srouse, litle rravement)
I. MENTAL FUNCTION VARIES OVER THE COURSE OF THE
DaY=—{g.g. somstimes bette; sometimes worse, behaviors
somebmes present, sometimes nol)

OHME 08330738 expirafion date 12/31/2002
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Resident |dentifier.
[E4JeeravioraL] () @etaviont symptom fequency tn last 7 days G|
o Ly 0. Behavior not axhibéed in last 7 days
1. Behavior of this type occurred 1 to 3 days inlast 7 days

2. Behavior of this type occumed 4 1o 8 days, bt less than dady

3 of thiz type
(E) Bahaviori sympiom altembilty jn kst 7 days

0. Behavior not present OR behavior was eesily altered

1. Behavior was not sasly altered

duh

L B}

a. WANDERING {movedwith no raffional purpose, seermmngly
oblivieus to needs or safiety)

b. VERBALLY ABUSIVE BEHA/IORAL SYMPTOMS (cthers
were threatened screamed at, cursed af)

Jc. PHY SICALLY ABUISIVE BEHAVIORAL SYMPTMS (others
weore hit, shoved, scratched, sexually abu

o, SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHNIDRAL
SYMPTOMS (mede disruptive sounds,
selfabusive acts sexual behavior or dsmobing in public,
smearedMirew bodfeces, hoarding, rummaged through oth
belongings)

o, RESISTS CARE (rusisted taking med A
assistance or eatng)

ADL

[Ga| TESTFOR
BALANCE

(see training
i sal)

&, Foot—including ankle or ioes
——M—L'is.a e
ESOF | T charirg last | Gy

LOCOMO-
TION

Numeric ldentifier

(Cods for ability during tast i tha last T days)

0. Maintained ml:un as m.uredhlest
+ Unsteady, but nble mnce self without physical support
2. Partial physical

o stands (sts) hutdues nok uw mamns for tost
3, Mot able to

test without physical help

1. Limitaton on ane side 1
2, Limitafion on both sides

& Meck

b. Arm— cluding shoulder or elbow
¢, Hand—ncluding wrist o fingers
d. Leg—Including hip ot knee

|

b. Wheeled self D

G

| (A) ADL SELF-PERFORMANCE—(Code iy resident’s PERFORMANCE OVER ALL

during fast 7 days—Not inchiding satup)
INDEPENDEN T—Ho help or oversight —OR— Helploversight provided only 1 or 2
times during last 7 days

SUPERVISION—Ovarsight,
lagt 7 cloays
1 o6 2 tirmes during last 7 days

LMTEDASS!SW&CE—MtHﬂ imvolved in activty; received physical help
ansuvenng of limbs or other nonw bea
—f—uwhﬂpmﬁdm&;l or 2 times. during st 7

ENSIE ASSISTANCE—\Whils resident parformed part of sctivity over last 7-day
pmd helpofBloving ype() roveled 3 or mare e !

-_ Ful ﬂ-l‘p-rl:nr-nc. during part (but not al) oflast 7 days
TOTAL DEPENDENCE—Full staff performance of acivily dhifing entire 7 days
ACTMITY DND NOT OCCUR during sntire 7 days

o

1

encouragement or cusing providled 3 or more tmes during
—OR— Supanvision (3 or more imes) plus physical assistance providad onty|

assistance 3 or more mes

MODES OF
TRANBFER

z TASK
SEGMENTA- dnys 50 that resident could
Q.o

{Check all that apply duning last 7 days)
a. Bedfast all or most af ime :
. Bad rails used for bad

mobilty or transer

Some or sl ol ADL whdhnw--hrmnmnmmmmglu?
perform them

F

TIoN

H1J

(B} ADL SUPPORT PROVIDED—(Code for MOST SUPPORT PROVIDED OVER ALL
SHIFTS during

CONTINEMNCE SELF-CONTROL CATEGORIES
(Coda for msident's PERFORMANCE OVER ALL SHIFTS)

o

CONTINENT—Complste conbrol fincludes use of indwaling uinary catheler or ostormy
davice that doas nol lsak wine or sloal]

USUALLY CONTINEN T—BLADDER, ncontnen! episoden once & woek of |es;
BOWEL, less than weskly

OCCASIONALLY NCONTINENT—BLADDER, 2 or more times 2 week but not dady;
BOWEL, once o waek

FREQUENTLY INCON TINEN T—BLADDER. tended to be incontinent daily, but some
cantrol prasant (e.g, on day shift) BOWEL. 2-3 timas a wesk

GMB 0633-0730 expiration date 1231/2002
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: Fragi
SO T S faa 7 o okt ey o Fwatchsits walt s i 5 4. INGON TINEN T—Hnd inadequate control BLADDER, multipie daily episadies:
0 Nessupor jcal halp from stalff ﬁ = BOWEL, all {or aimostall) of the fme
1. Seupheponly N Ak a| BOWEL conrol ofbows with sppance or bowel conth
2 One parson physical assist 8 ADLackvityBselfdidnot | | S CONT  |orogams ifemployed
3 Twor persons physcal assist occur duing entire 7days | | NENCE i _ i i
= oy o = S romTym = T h | Gontrol of urimary bizdder function (if dribbles, volurne insuficient to
3 BED oW res moves to om culon, turms s wide, i 3.
MOBILITY | and postions bodly whie m be ap ﬁg:; | nl!:'lm‘ ;deunh}.mlwmaﬂ (e Glay) or continanca
b. | TRANSFER Hmuw rezidant moves batwesn Exw om: bed, chair, HZJ ﬁm% e, Diarrhea
eslchair, standin CLUDE bathkoilet) ELININA . 1
Il g possiion tolffrom PATTERN |dl Fecal impaction
= mnumuz'lll Hew residant walks between locations in hisher room H CES | Any schediied inlstng plan o. Indwelling cathater
AND b, Blacder rotrainin L Ostony prasant
4 | WALKIN : g program
| |corrinor How resident walks in comidor on uni le. External (condorm) cathet -
e, | LOCONO- | How resigant moves batween locations i his/her room and F " "
fi wml.chﬂmmdmuﬂhueammﬁpmmmkmm
PRl breip = kbbbl ot dombonionin/ coanilive stitus, mood and bahivior status ¢ s, nursing o rigk of
A W%Bnm How wﬁnﬁmmnmmmhnﬂmhhcmm deaih. (Do natReici dapnoes)
areas set r dining, activities, or treatments) s T 7 .
OFF UNIT | anly ome loor, how resident moves fo snd fom ditant areas on 11.| DISEASES | a Diabelesmeltus V. HemiplegiaMemiparesis
the Boor. If in wheelchalr, self-suficiency once n chair d. Arteriosclerctic heart w. Multiple sclerosis
. | DRESSING | How resident puts on, fstens, and takes of all items of clothing, diseaza (ASHD)
inchuding donningiremaving prosth esss 1, Congsiive heart luxs X Paraglogia.
1. | EATING | How resident eats and drinks (regardiess of skil), Includes intake of }, PodheivasAn e
nounshrment by other means (e.g, tube leding. total parenteral i3 ee. Depression
nutrsan) {17, Mank dopresshe ibipotar I
L Tu.ETUBEng&dmlmmegr{umm». usnal), m. Hip fracture &
ransfer onfoff toilet, ceanwes, changes pad, manages ostony or 3 i -
catheter, adusts cothes o e r rm-’:l 99. Schizop
i palsy
|- |PERSONAL | How resident. maintains personal hyw-m Including combing hair, i, Asthena
NYGIME | brushing teoh, shanieg spplyion make . washisteing fice, . Carabrovazeular accidant f. EmprysemalCOPD
hands, and perneum || E baths and {atioke)
THIN How resident takes fulH bathishowear, mb‘llﬁ and FECTIO NONE
G BATHIG - o e et L (EXCLUDE washing of back and L T sl CHED i HONE QO ABQHE iy
hair ) Code for mast dependent in salf-performan ce. a m g 8. Sep
A) BATHING SELF PERFORMANGE codes appear below ) staph) s Sl nneoied
?- SJWLMH"’M"’ b, Clastridum dficle (¢, diF) L Tub
] pu\l on—COversight help only <. Conjunclivitis 1 Urin i in
2 Physical help limited to transfar only dhm:kﬂ“m D Jactinfoction
3. Physical helpin part of bathing activity 5 Bin K. Vil he ot
4 Tl deparcence 1. Respiratiry action L Woundinfection
8, Activity itselfdid ot pecur during entire 7 days : s NONE BE A
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Resident ldentifier.

Nomenic ldentifer

13.| OTHER M2.| TYPEOF | (Foreach type of uicer, mwmwnmhmm 7 days using
CURRENT ULCER scale in femM1—ig, O=nong; stages 1.2 1 &)
AND ICD-8 I Y | A Pressum ulcer—any besion caused by pressure resulting in
cones b L1 1 lel | damage of underying bssue -
Ji.| PROBLEM |(hweckal 18 present in st 7 oays uniess ofhar bme fame is b, Stasis ulces—open lesian caused by poor crculabon in the lower
CONDITIONS | ndical atromition
CTHER
I?&%AJBRBOFFLWD ¢ Dalissicns - w2 mg :::}:Imt had an ulcer Ih::r:: resclved or cured in LAST 80 DAYS
a. Waight gain or loss of 3 or 9. Edema uLCERS i
more pounds wigin a 7- h Eever M4.| OTHER SKIN |a Abrasions, brujses
-y I, Halluenabons ﬂﬁl mmm""‘sa b. Burne (zecond o $ird degrea)
b.:lral:ihy ln‘:a fat due o |- internal Heeding PRESENT |¢. Open lesions other then ulcers. reshes. cuts (e.g., cancer lesions)
K. Recurrant ung aspirations n- (Chack af that . Reshes—eg., intertrigo. eczema. duigrash, heat rash, herpes ==
G Dehydmlest ?.ﬂwt last 00 days “""{“""’ aoster
SeReE I. Shortnass of breath lost T days) 2. Swin desensitwed bo pan of pressure
d.;wﬁclnem‘:’:l]m :HDT N, Unsteacly gait 1. Skin tears o cute (other than surgery)
Beuids provided during ka 0. Vomiting g. Surgical wounds
Jdays [ h. NONE OF ABOVE
o2 PAIN Code e highest el of pain present in the lnst 7 days) s, Tli-éll"T o, Prossure reboving device(s) Br chair
SYMPTOME |, FREQUENCY with which E b, INTENSITY of pain I MENTS | b Pressure refeving devics(s) for bed
resident Ggﬂ“h‘f"f 1. Mid pain ¢. Tuming/rapositioning program
SRS ot 2 Modersts paid (Check el thaf | 4 Nutrition or hycraion intervention fo manage skin prablems
10. Mo pain (ki to 28 mmns ; e
1 Pain lats than cady 3.Times when pain is horrible dayn) Uheer
> Pain caily of excruciating 1. Surgicel wound care
. Fain il
- Apphication of dressi with or without bo medications} othe
34| ACCIDENTS | (Check all that apply) C. Hip racture 1 1ast 180 0ys L i g paeal somer
. Fell in past 30 days o, Other Facture in last 180 h. Appilcation of i 1% {cEher than to feet)
b: Fell in past 31-180 days - L Other preventative of protective skin care (ther than Lo &et)
J5.| sTAl Condionsidiceases make daf::;:ifm ood b il
3 BILITY fa resi c mood or
OF behmvior patferns unstable—{lictusting, precarious, or delerionti e, FooT & Resident has cne or more m problems—ae.g., corng, uﬂwm -
l::CINDmnN.'iID‘ Resident - b of : PROBLEMS | bunions, hammer toes, apping toes. pan, P
pripmeredpsr ok s A AND CARE |1, 41 ction of the foot—e g, caluliis, purulent drainage
c. Enchitnge disease, 6 or fewer months to live (Check ol that | € Open lesions on the foot
i NONE OF ABOVE m:{;}"a d. Nailsicaluses trimmed during last 90 days
K1 l‘J_HAL i Chawing problem e. Racoived proventative or protective foct care (0. used special —
PROBLEVE b, Swallowing probiem shoes, inserts, pads, toe separators)
K2.| FEIGHT |Record a) heghtin iches and (b} weigii in pourds. Bass waight on most £ Appilation of cressinga (W th or \Wthout iopical madications)
AND recent maasure in last 30 days; mmsmwr:mﬁwhnmﬂm g NONE OF ABOVE
WEIGHT | standard baciity practice—e g. in am after vouding belbre meal with shoes Int TIVE [(Check appropriate Urme periods owerfast ) daysr |
off andin nightciothes AWAKE  |Resident awake all o most of ime (L.e,, naps no more than one hour
um-,l b an...-.l i:“'“‘;"‘:::m'" the. it
K3.| WEIGHT [a. Welght loss—6 % or mare i last 30 days; or 10 % o mare in last i iy lq & Cvariing
CHANGE 180 days: s b, Aftemoon d. NONE OF ABOVE
&.No 1.9es (If residont is comatose, skip (o Section Q)
1o, Weelght gain—5 % or more in last 30 days: o 10 % or more in last N2| AVERAGE |(When awake andnot recelving treatments or ADL care)
120 days TIVME |5 Most—mors than 23 ofime 2 Litde—less than 13 of me
o.Ne 1. ¥es '%Vr;-é"” 1. Some—fram 13t 23 oftime 3 Nene
. |(Check alf that. in fast 7 days] 0O1.| NUMBER OF | (Record the number of diffemnt medications used in the &ist 7 days; anter
K3, NUT'“L ( atapply ys) _ MEDICA- | ‘0" #nons used)
‘mucmlum A Parenteral™/ h. ?‘n: plannad weight TIONS
ES |y Feedngiube el 03 INIECTIONS | (ecerd e number i DAYS Injachons of any hype recened during Ba
st 7 days; anter "0 F none used)
K&, [PARENTERAL( Skip o Sectinn M I nesther Sa ior b is checked) 04| DAYS mmdmﬁmrmmrmomvimum
OR SHTERALLL. Codame propertan oftotal calores m rescart ecaed olign ECEAND or “1 o fongracting mads used fess than weeldy)
g‘a;anun be fpedings in the I;ﬂsl;‘:?ps?s% FOLLOWING | 2 Antipsychotic dH -
5 3
1. 1% to 25% 4. 78% o 100% MEDICATIONED. Ankisrsdaty e Diurstc
2 26% to 50% G, Anticdepressant
b. Cade fhe average Muid intake per day by IV or ube in fast 7 days P1.| SPECIAL |a SPECIAL CARE—Check reatmants or programs recafvad
0. None 3.1001 to 1500 cc/day TREAT- during the last 14 days
1.1 o500 ccfe 4.1501 to 2000
2 501 to 1000 cciday §.2001 or more coldsy Dl.;BE%.c.E.ND TREATMENTS - PROGRAMS
M1.| ULCERS |(Record the number of ucers af @ach uicer stnpe—agardess of ] + Chamotharao Aot oo
cause fnone pressat ot a staga recard 0° (2er0). (;?&'ﬂnl'marspp ] PROGRAMA | 8. Chemomarny o :I‘Q-::'.‘.‘TJII““’[“ aucal
Due to any [durng last 7 days. Code 9= 5 or meva,) [Requires 1Ll body exam. | §
cause) =5 X n VG R ENGR Special
a, Stage 1. A persstent area of skin radness (without 2 beeak in the it
whin) hat does not disappear when prossure is relieved, d. intakadnite
b, Stage 2. A partial thickness foss of skin layers that presents OEIORIng ACUle ARG
mm;al‘asmahlsm Hister, or shalow crater. col "
€. Stage 3. A Rll thickniess of =kin is lost, exposing the subcutanaous
tissues - presents a5 a deep erater with or without
undarmining acjacent tissus.
d. Stage4. A full thickness of skin and subcutaneocus tissue is lost,
musche or bone
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Identifier,

Nemeric |dentifier

[P1.] SPECIAL |b. THERAPIES B Efal Ates @ P8 PHYSICIAN [In the LAST 14 DAYS (or nce admisaion fless than 13 days I
TREAT- Sl (hers; 15 mtes B dey ORDERS fadli}ﬂ hmmﬂﬂydqs the physician (or authorized assistant or
calendar days | aly | the residenit's orders? Do not include orcler
DUFHRE‘B. l.ﬂ [Mote — count only post admission therapirs] 'enmdtwiﬁoﬁchrrgp {Entar 0ifnong)
(A} =% of days adrimttoned for 16 minutes or more DAYS MiN '—E. r
mmmnlmmuu # o wiiisbes providad in fast T days ] ®) QY- [OICHAROH Ja; Rgeick :‘::“""m‘ ":‘P"’“"“'ﬂ refum tothe comimunity
K. SEA s - IInGUADS RAthetogy And Sinligy saeacas oy o = 7]
b. Ocoupationst hetany mnwam {do not nclude expactad dischargs due to death)
0.No 2 Wikhis 91-80 days
1. Within 30 days 3. Discharge stahis uncertain
Q2| OVERALL Rmmsuwnﬂtwdofﬂdfwrﬁamcymuungwmgilm as
. ol IFretpi (D aly eansed meral naslin CHANGE IN | compared to satus of B0 days 8go (or wince last assessment fless
5 ICARE NEEDS] than 50 days)
73] NURSING | Recorci Brs NUMBER OF DAYS aiach of the blowing rehabitation o 0.Nachange 1.1 d—raca 2 Deteriorated
[REHABILITA-| retorative tachnigues or practcas was provided to the residents for fecsee supperts, needy o aipnof
TION/ more than or equal fo 15 mimute s per day in the last 7 days quremctwme
RESTOR- || (ENTER Qifnone or lass than 15 min. daife) L S
ATWECARE} R2 SIGNATURE OF PERGON COORDINATING THE ASGESSMENT.
b, Funga o1
¢, Sphri-or bracs a Sigr RN A Coordi (sign on above ine)
b. Date RN A i
TRUBING AMO KL sgnedas complete | | 1 | o L
PRACTICE IN Your
Ti| SPECIAL %mmmmswwm
Wt TREATMVEN
AND
P4| DEVICES | Lise the Bllowing codes & last 7 days: prROCE. | D WW!E‘I'HERAPEE—H« s physicinn ordered any of the
AND 0.Notusad DURES bllowing thempies to bagin in FIRST f-ln'ay:nfday—f.ﬁynaf
RESTRAINTS Marapy. occupationil therapy or speech pathalogy senice?
1. Used iess than daldy iNe 1Yes
il
2: o8 800 & Threugh day !5, provide an estimate of e number of days when
Bedrails at least 1 therapy service can be expected to have been deliversd
0, —Full bed rils on all open sides of bed . Through dayi 5, provide an estimats ofha of
b, —COther types of sde mils used (e.g., halfral, one side) fermpy minutes (across the therapies) Sat can be
©. Trunk restreint expecied to be defivered.
d. Limb restramt
T | “Crove ol [ [ 1] s [[[T]
PHYSICIAN | Inthe LAST 14 DAYS (or Snce admission I less than 14 GROus Wechours
visITS 5 has the physician (of authorized ass stuﬂtor
ptﬂfmet} wamﬂmemudgfﬁ ? (Enter O none)

GMB 09380730 suplration date 127312002
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Numeric Identifier

MINIMUM DATA SET (MDS) - VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
SECTION W. SUPPLEMENTAL MDS ITEMS

1 | Enter for all assessments and tracking forms, if available.

S LITTTITITT]

I the ARD of this assessment or the discharge date of this discharge
tracking form s July 1 and 5 bar 30. skip ta W3,

2 | Influenza a . Did the resident receive the influenza vacone in
Vaccine this facity for this year's Influenza season
{October 1 through March 31)7

0. No (If No. go to item W2b)
1. Yes (If Yes, go to item W3)

b. If influenza vaccine not received, state reason:
Met in facility during this year's fu saason
Received outside of this facily

. Net sligible

Offered and declined

Not offered

Inability to obtain vaccne

R

coccal a. s the resident's PPV status up to date?
Ivaceine 0. Mo {If No, go to item W3b)
1. Yes (if Yes, skip jtem W3h)

b, I PPV not recelved, state reason
1. Not eligible
2. Offered and dec|ined
3. Not offered

MDS 2.0 May, 2005
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