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CHAPTER 1: RESIDENT ASSESSMENT INSTRUMENT 
(RAI) 

1.1 Overview  
The purpose of this manual is to offer clear guidance about how to use the Resident Assessment 
Instrument (RAI) correctly and effectively to help provide appropriate care. Providing care to 
residents with post-hospital and long-term care needs is complex and challenging work. Clinical 
competence, observational, interviewing and critical thinking skills, and assessment expertise 
from all disciplines are required to develop individualized care plans. The RAI helps nursing 
home staff gather definitive information on a resident’s strengths and needs, which must be 
addressed in an individualized care plan. It also assists staff with evaluating goal achievement 
and revising care plans accordingly by enabling the nursing home to track changes in the 
resident’s status. As the process of problem identification is integrated with sound clinical 
interventions, the care plan becomes each resident’s unique path toward achieving or 
maintaining his or her highest practical level of well-being. 

The RAI helps nursing home staff look at residents holistically—as individuals for whom quality 
of life and quality of care are mutually significant and necessary. Interdisciplinary use of the RAI 
promotes this emphasis on quality of care and quality of life. Nursing homes have found that 
involving disciplines such as dietary, social work, physical therapy, occupational therapy, speech 
language pathology, pharmacy, and activities in the RAI process has fostered a more holistic 
approach to resident care and strengthened team communication. This interdisciplinary process 
also helps to support the spheres of influence on the resident’s experience of care, including: 
workplace practices, the nursing home’s cultural and physical environment, staff satisfaction, 
clinical and care practice delivery, shared leadership, family and community relationships, and 
Federal/State/local government regulations. 

Persons generally enter a nursing home because of problems with functional status caused by 
physical deterioration, cognitive decline, the onset or exacerbation of an acute illness or 
condition, or other related factors. Sometimes, the individual’s ability to manage independently 
has been limited to the extent that skilled nursing, medical treatment, and/or rehabilitation is 
needed for the resident to maintain and/or restore function or to live safely from day to day. 
While we recognize that there are often unavoidable declines, particularly in the last stages of 
life, all necessary resources and disciplines must be used to ensure that residents achieve the 
highest level of functioning possible (quality of care) and maintain their sense of individuality 
(quality of life). This is true for both long-term residents and residents in a rehabilitative program 
anticipating return to their previous environment or another environment of their choice. 

1.2 Content of the RAI for Nursing Homes 
The RAI consists of three basic components: The Minimum Data Set (MDS) Version 3.0, the 
Care Area Assessment (CAA) process and the RAI utilization guidelines. The utilization of the 
three components of the RAI yields information about a resident’s functional status, strengths, 
weaknesses, and preferences, as well as offering guidance on further assessment once problems 
have been identified. Each component flows naturally into the next as follows: 
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• Minimum Data Set. A core set of screening, clinical, and functional status elements, 
including common definitions and coding categories, which forms the foundation of a 
comprehensive assessment for all residents of nursing homes certified to participate in 
Medicare or Medicaid. The items in the MDS standardize communication about resident 
problems and conditions within nursing homes, between nursing homes, and between 
nursing homes and outside agencies. The required subsets of data items for each MDS 
assessment and tracking document (e.g., admission, quarterly, annual, significant change, 
discharge, entry, etc) can be found in Appendix H. 

• Care Area Assessment Process. This process is designed to assist the assessor to 
systematically interpret the information recorded on the MDS. Once a care area has been 
triggered, nursing home providers use current, evidence-based clinical resources to 
conduct an assessment of the potential problem and determine whether or not to care plan 
for it. The CAA process helps the clinician to focus on key issues identified during the 
assessment process so that decisions as to whether and how to intervene can be explored 
with the resident. The CAA process is explained in detail in Chapter 4. Specific 
components of the CAA process include: 
— Care Area Triggers (CATs) are specific resident responses for one or a combination 

of MDS elements. The triggers identify residents who have or are at risk for 
developing specific functional problems and require further assessment. 

— CAA Resources are a list of resources that may be helpful in performing the 
assessment of a triggered care area. These resources are included in Appendix C and 
represent neither an all-inclusive list nor government endorsement. 

— CAA Summary (Section V of the MDS 3.0) provides a location for documentation 
of the care area(s) that have triggered from the MDS and the decisions made during 
the CAA process regarding whether or not to proceed to care planning. 

• Utilization Guidelines. The Utilization Guidelines provide instructions for when and 
how to use the RAI. These include instructions for completion of the RAI as well as 
structured frameworks for synthesizing MDS and other clinical information (available 
from http://cms.gov/manuals/Downloads/som107ap_pp_guidelines_ltcf.pdf). 

1.3 Completion of the RAI 
Over time, the various uses of the MDS have expanded. While its primary purpose as an 
assessment tool is used to identify resident care problems that are addressed in an individualized 
care plan, data collected from MDS assessments is also used for the Medicare reimbursement 
system, many State Medicaid reimbursement systems, and monitoring the quality of care 
provided to nursing home residents. The MDS instrument has also been adapted for the hospital 
swing bed program. Swing bed providers are required to complete the MDS for reimbursement 
under the Skilled Nursing Facility Prospective Payment System (SNF PPS). 

• Medicare and Medicaid Payment Systems. The MDS contains items that reflect the 
acuity level of the resident, including diagnoses, treatments, and an evaluation of the 
resident’s functional status. The MDS is used as a data collection tool to classify 
Medicare residents into RUGs. The RUG classification system is used in the PPS for 
skilled nursing facilities, hospital swing bed programs, and in many State Medicaid case 
mix payment systems to group residents into similar resource usage categories for the 
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purposes of reimbursement. More detailed information on the SNF PPS is provided in 
Chapters 2 and 6. Please refer to the Medicare Internet-Only Manuals 
(www.cms.gov/Manuals/IOM/list.asp) for comprehensive information on SNF PPS, 
including but not limited to SNF coverage, SNF policies, and claims processing. 

• Monitoring the Quality of Care. MDS assessment data are also used to monitor the 
quality of care in the nation’s nursing homes. MDS-based quality indicators (QIs) and 
quality measures (QMs) were developed by researchers to assist: (1) State Survey and 
Certification staff in identifying potential care problems in a nursing home; (2) nursing 
home providers with quality improvement activities/efforts; (3) nursing home consumers 
in understanding the quality of care provided by a nursing home; and (4) CMS with long-
term quality monitoring and program planning. CMS continuously evaluates the 
usefulness of the QI/QMs which may be modified in the future to enhance their 
effectiveness. 

• Consumer Access to Nursing Home Information. Consumers are also able to access 
information about every Medicare- and Medicaid-certified nursing home in the country. 
The Nursing Home Compare tool (www.medicare.gov/nhcompare/home.asp) provides 
public access to nursing home characteristics, staffing and quality of care measures for 
certified nursing homes. 

As such, while nursing homes have flexibility in completion of the RAI, some aspects of the 
process are dictated by regulation. Federal regulations at 42 CFR 483.20 (b)(1)(xviii), (g), and 
(h) require that (1) the assessment accurately reflects the resident’s status, (2) a registered nurse 
conducts or coordinates each assessment with the appropriate participation of health 
professionals, and (3) the assessment process includes direct observation, as well as 
communication with the resident and direct care staff on all shifts. However, nursing homes are 
left to determine (1) who should participate in the assessment process, (2) how the assessment 
process is completed, and (3) how the assessment information is documented while remaining in 
compliance with the requirements of the Federal regulations and the instructions contained 
within this manual. 

Given the requirements of participation of appropriate health professionals and direct care staff, 
completion of the RAI is best accomplished by an interdisciplinary team (IDT) that includes 
nursing home staff with varied clinical backgrounds, including nursing staff and the resident’s 
physician. Such a team brings their combined experience and knowledge to the table in 
providing an understanding of the strengths, needs and preferences of a resident to ensure the 
best possible quality of care and quality of life. It is important to note that even nursing homes 
that have been granted a RN waiver under 42 CFR 483.30 (c) or (d) must provide a RN to 
conduct or coordinate the assessment. 

In addition, an accurate assessment requires collecting information from multiple sources, some 
of which are mandated by regulations. Those sources must include the resident and direct care 
staff on all shifts, and should also include the resident’s medical record, physician, and family, 
guardian, or significant other as appropriate or acceptable. It is important to note here that 
information obtained should cover the same observation period as specified by the MDS items 
on the assessment, and should be validated for accuracy (what the resident’s actual status was 
during that observation period) by the IDT completing the assessment. As such, nursing homes 
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are responsible for ensuring that all participants in the assessment process have the requisite 
knowledge to complete an accurate assessment. 

While CMS does not impose specific documentation procedures on nursing homes in completing 
the RAI, documentation that contributes to identification and communication of a resident’s 
problems, needs, and strengths, that monitors their condition on an on-going basis, and that 
records treatment and response to treatment, is a matter of good clinical practice and an 
expectation of trained and licensed health care professionals. Good clinical practice is an 
expectation of CMS. As such, it is important to note that completion of the MDS does not 
remove a nursing home’s responsibility to document a more detailed assessment of particular 
issues relevant for a resident. In addition, documentation must substantiate a resident’s need for 
Part A SNF-level services and the response to those services for the Medicare PPS. 

1.4 Problem Identification Using the RAI 
Clinicians are generally taught a problem identification process as part of their professional 
education. For example, the nursing profession’s problem identification model is called the 
nursing process, which consists of assessment, diagnosis, planning, implementation, and 
evaluation. All good problem identification models have similar steps to those of the nursing 
process. 

The RAI simply provides a structured, standardized approach for applying a problem 
identification process in nursing homes. The RAI should not be, nor was it ever meant to be, an 
additional burden for nursing home staff. 

The completion of the RAI can be conceptualized using the nursing process as follows: 

a. Assessment—Taking stock of all observations, information, and knowledge about a resident 
from all available sources (e.g., medical records, the resident, resident’s family, and/or 
guardian or other legally authorized representative). 

b. Decision Making—Determining with the resident (resident’s family and/or guardian or other 
legally authorized representative), the resident’s physician and the interdisciplinary team, the 
severity, functional impact, and scope of a resident’s problems. Decision making should be 
guided by a review of the assessment information and the CAA decision-making process. 
Understanding the causes and relationships between a resident’s problems and discovering 
the “whats” and “whys” of resident’s problems; finding out who the resident is and putting 
the needs, interests, and lifestyle choices of the resident at the center of care. 

c. Care Planning—Establishing a course of action with input from the resident (resident’s 
family and/or guardian or other legally authorized representative), resident’s physician and 
interdisciplinary team that moves a resident toward resident-specific goals utilizing 
individual resident strengths and interdisciplinary expertise; crafting the “how” of resident 
care. 

d. Identification of Outcomes—Determining the expected outcomes forms the basis for 
evaluating resident-specific goals and interventions to help residents achieve those goals. 
This also assists the interdisciplinary team in determining who needs to be involved to 
support the expected resident outcomes. Outcomes identification reinforces individualized 
care tenets by promoting residents’ participation in the process. 
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e. Implementation—Putting that course of action (specific interventions derived through 
interdisciplinary individualized care planning) into motion by staff knowledgeable about the 
resident’s care goals and approaches; carrying out the “how” and “when” of resident care. 

f. Evaluation—Critically reviewing individualized care plan goals, interventions and 
implementation in terms of achieved resident outcomes and assessing the need to modify the 
care plan (i.e., change interventions) to adjust to changes in the resident’s status, goals, or 
improvement or decline. 

The following pathway illustrates a problem identification process flowing from MDS (and other 
assessments), to the CAA decision-making process, to care plan development, to care plan 
implementation, and finally to evaluation. This manual will feature this pathway throughout the 
chapter discussions. 

Assessment Decision-Making Care Plan Care Plan Evaluation 
 (MDS) (CAA) Development Implementation 

If you look at the RAI process as solution oriented and dynamic, it becomes a richly practical 
means of helping nursing home staff gather and analyze information in order to improve a 
resident’s quality of care and quality of life. The RAI offers a clear path toward using all 
members of the interdisciplinary team in a proactive process. There is absolutely no reason to 
insert the RAI process as an added task or view it as another “layer” of labor. 

The key to understanding the RAI process and successfully using it is believing that its structure 
is designed to enhance resident care and promote the quality of a resident’s life. This occurs not 
only because it follows an interdisciplinary problem-solving model, but also because staff 
(across all shifts), residents and families (and/or guardian or other legally authorized 
representative) are all involved in its “hands on” approach. The result is a process that flows 
smoothly and allows for good communication and tracking of resident care. In short, it works. 

Since the RAI has been implemented, nursing home staff who have applied the RAI process in 
the manner we have discussed have discovered that it works in the following ways: 

• Residents Respond to Individualized Care. While we will discuss other positive 
responses to the RAI below, there is none more persuasive or powerful than good 
resident outcomes both in terms of a resident’s quality of care and quality of life. Nursing 
home providers have found that when care plans reflect careful consideration of 
individual problems and causes, linked with input from residents, residents’ families 
(and/or guardian or other legally authorized representative), an interdisciplinary team, 
and appropriate resident-specific approaches to care, residents have experienced goal 
achievement and either the level of functioning has improved or has deteriorated at a 
slower rate. Nursing home staff report that, as individualized attention increases, resident 
satisfaction with quality of life also increases. 

• Staff Communication Has Become More Effective. When staff members are involved 
in a resident’s ongoing assessment and have input into the determination and 
development of a resident’s care plan, the commitment to and the understanding of that 
care plan is enhanced. All levels of staff, including nursing assistants, have a stake in the 
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process. Knowledge gained from careful examination of possible causes and solutions of 
resident problems (i.e., from using the CATs) challenges staff to hone the professional 
skills of their discipline as well as focus on the individuality of the resident and 
holistically consider how that individuality must be accommodated in the care plan. 

• Resident and Family Involvement in Care Has Increased. There has been a dramatic 
increase in the frequency and nature of resident and family involvement in the care 
planning process. Input has been provided on individual resident goals, needs, interests, 
strengths, problems, preferences, and lifestyle choices. When considering all of this 
information, staff members have a much better picture of the resident, and residents and 
families have a better understanding of the goals and processes of care. 

• Increased Clarity of Documentation. When the approaches to achieving a specific goal 
are understood and distinct, the need for voluminous documentation diminishes. 
Likewise, when staff members are communicating effectively among themselves with 
respect to resident care, repetitive documentation is not necessary and contradictory notes 
do not occur. In addition, new staff, consultants, or others who review records have found 
that the increased clarity of the information documented about a resident makes tracking 
care and outcomes easier to accomplish. 

The purpose of this manual is to offer clear guidance, through instruction and example, for the 
effective use of the RAI, and thereby help nursing home staff achieve the benefits listed above. 

In keeping with objectives set forth in the Institute of Medicine (IOM) study completed in 1986 
(Committee on Nursing Home Regulation, IOM) that made recommendations to improve the 
quality of care in nursing homes, the RAI provides each resident with a standardized, 
comprehensive and reproducible assessment. This tool assesses a resident’s ability to perform 
daily life functions, identifies significant impairments in a resident’s functional capacity, and 
provides opportunities for direct resident interview. In essence, with an accurate RAI completed 
periodically, caregivers have a genuine and consistent recorded “look” at the resident and can 
attend to that resident’s needs with realistic goals in hand. 

Furthermore, with the consistent application of item definitions, the RAI ensures standardized 
communication both within the nursing home and between facilities (e.g., other long-term care 
facilities or hospitals). Basically, when everyone is speaking the same language, the opportunity 
for misunderstanding or error is diminished considerably. 

1.5 MDS 3.0 
In response to changes in nursing home care, resident characteristics, advances in resident 
assessment methods, and provider and consumer concerns about the performance of the MDS 
2.0, the Centers for Medicare & Medicaid Services (CMS) contracted with the RAND 
Corporation and Harvard University to draft revisions and nationally test the MDS Version 3.0. 
Following is a synopsis of the goals and key findings as reported in the Development & 
Validation of a Revised Nursing Home Assessment Tool: MDS 3.0 final report (Saliba and 
Buchanan, 2008).  
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Goals 

The goals of the MDS 3.0 revision are to introduce advances in assessment measures, increase 
the clinical relevance of items, improve the accuracy and validity of the tool, increase user 
satisfaction, and increase the resident’s voice by introducing more resident interview items. 
Providers, consumers, and other technical experts in nursing home care requested that MDS 3.0 
revisions focus on improving the tool’s clinical utility, clarity, and accuracy. CMS also wanted to 
increase the usability of the instrument while maintaining the ability to use MDS data for quality 
indicators, quality measures, and payment (resource utilization groups [RUGs] classification). 

In addition to improving the content and structure of the MDS, the RAND/Harvard team also 
aimed to improve user satisfaction. User attitudes are key determinants of quality improvement 
implementation. Negative user attitudes toward the MDS are often cited as a reason that nursing 
homes have not fully implemented the information from the MDS into targeted care planning. 

Methods 

To address many of the issues and challenges previously identified and to provide an empirical 
foundation for examining revisions to the MDS before they were implemented, the 
RAND/Harvard team engaged in a careful iterative process that incorporated provider and 
consumer input, expert consultation, scientific advances in clinical knowledge about screening 
and assessment, CMS experience, and intensive item development and testing by a national 
Veterans Health Administration (VHA) consortium. This process allowed the final national 
testing of MDS 3.0 to include well-developed and tested items. 

The national validation and evaluation of the MDS 3.0 included 71 community nursing homes 
(3,822 residents) and 19 VHA nursing homes (764 residents), regionally distributed throughout 
the United States. The evaluation was designed to test and analyze inter-rater agreement 
(reliability) between gold-standard (research) nurses and between nursing home and gold-
standard nurses, validity of key sections, response rates for interview items, anonymous feedback 
on changes from participating nurses, and time to complete the MDS assessment. In addition, the 
national test design allowed comparison of item distributions between MDS 3.0 and MDS 2.0 
and thus facilitated mapping into payment cells (Saliba and Buchanan, 2008). 

Key Findings for MDS 3.0 
• Improved Resident Input  
• Improved Accuracy and Reliability  
• Increased Efficiency  
• Improved Staff Satisfaction and Perception of Clinical Utility 

Improvements incorporated in MDS 3.0 produce a more efficient assessment instrument: better 
quality information was obtained in less time. Such gains should improve identification of 
resident needs and enhance resident-focused care planning. In addition, inclusion of items 
recognized in other care settings is likely to enhance communication among providers. These 
significant gains reflect the cumulative effect of changes across the tool, including: 
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• use of more valid items, 
• direct inclusion of resident reports, and 
• improved clarity of retained items.  

1.6 Components of the MDS 
The MDS is completed for all residents in Medicare- or Medicaid-certified nursing homes. The 
mandated assessment schedule is discussed in Chapter 2. States may also establish additional 
MDS requirements. For specific information on State requirements, please contact your State 
RAI Coordinator (see Appendix B). 

1.7 Layout of the RAI Manual 
The layout of the RAI manual is as follows: 

• Chapter 1: Resident Assessment Manual 

• Chapter 2: Instructions and Schedule for Completing the Mandated Clinical and 
Medicare Assessments 

• Chapter 3: Item-by-Item Guide to the MDS 3.0 

• Chapter 4: Care Area Assessment (CAA) Process and Care Planning 

• Chapter 5: Submission and Correction of the MDS Assessments 

• Chapter 6: Medicare Skilled Nursing Home Prospective Payment System (SNF PPS) 

APPENDICES 
• Appendix A: Glossary and Common Acronyms 

• Appendix B: State Agency and CMS Regional Office RAI/MDS Contacts 

• Appendix C: Care Area Assessment (CAA) Resources 

• Appendix D: Interviewing Techniques 

• Appendix E: Cognitive Performance Scale (CPS) Scoring Rules 

• Appendix F: MDS 3.0 Draft Matrix 

• Appendix G: References 

• Appendix H: Forms 
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Section Title Intent 

A Identification Information Obtain key information to uniquely identify each resident, nursing home, 
and reasons for assessment.  

B Hearing, Speech, and 
Vision 

Document the resident’s ability to hear, understand, and communicate 
with others and whether the resident experiences visual, hearing or 
speech limitations and/or difficulties. 

C Cognitive Patterns Determine the resident’s attention, orientation, and ability to register and 
recall information.  

D Mood Identify signs and symptoms of mood distress. 

E Behavior 
Identify behavioral symptoms that may cause distress or are potentially 
harmful to the resident, or may be distressing or disruptive to facility 
residents, staff members or the environment.  

F Preferences for Customary 
Routine and Activities 

Obtain information regarding the resident’s preferences for his or her 
daily routine and activities. 

G Functional Status Assess the need for assistance with activities of daily living (ADLs), 
altered gait and balance, and decreased range of motion.  

H Bladder and Bowel 
Gather information on the use of bowel and bladder appliances, the use 
of and response to urinary toileting programs, urinary and bowel 
continence, bowel training programs, and bowel patterns.  

I Active Disease Diagnosis 
Code diseases that have a relationship to the resident’s current 
functional, cognitive, mood or behavior status, medical treatments, 
nursing monitoring, or risk of death.  

J Health Conditions Document health conditions that impact the resident’s functional status 
and quality of life.  

K Swallowing/Nutritional 
Status 

Assess conditions that could affect the resident’s ability to maintain 
adequate nutrition and hydration.  

L Oral/Dental Status Record any oral or dental problems present. 

M Skin Conditions 
Document the risk, presence, appearance, and change of pressure 
ulcers as well as other skin ulcers, wounds or lesions. Also includes 
treatment categories related to skin injury or avoiding injury.  

N Medications Record the number of days that any type of injection, insulin, and/or 
select medications was received by the resident. 

O Special Treatments and 
Procedures 

Identify any special treatments, procedures, and programs that the 
resident received during the specified time periods. 

P Restraints Record the frequency that the resident was restrained by any of the 
listed devices at any time during the day or night.  

Q Participation in Assessment 
and Goal Setting 

Record the participation of the resident, family and/or significant others in 
the assessment, and to understand the resident’s overall goals. 

V Care Area Assessment 
(CAA) Summary 

Document triggered care areas, whether or not a care plan has been 
developed for each triggered area, and the location of care area 
assessment documentation.  

X Correction Request 
Indicate whether an MDS record is a new record to be added to the 
QIES ASAP system or a request to modify or inactivate a record already 
present in the QIES ASAP database.  

Z Assessment Administration Provide billing information and signatures of persons completing the 
assessment. 

 

July 2010                                                                                                                                         Page 1-12 



CMS’s RAI Version 3.0 Manual  CH 1: Resident Assessment Instrument (RAI) 
 

1.7 Protecting the Privacy of the MDS Data 
MDS assessment data is personal information about nursing facility residents that facilities are 
required to collect and keep confidential in accordance with federal law. The 42 CFR Part 483.20 
requires Medicare and Medicaid certified nursing facility providers to collect the resident 
assessment data that comprises the MDS. This data is considered part of the resident’s medical 
record and is protected from improper disclosure by Medicare and Medicaid certified facilities 
under the Conditions of Participation (COP). By regulation at CFR 483.75(l)(2)(3) and 
483.75(l)(2)(4)(i)(ii)(iii), release of information from the resident’s clinical record is permissible 
only when required by: 

1. transfer to another health care institution, 

2. law (both State and Federal), and/or 

3. the resident. 

Otherwise, providers cannot release MDS data in individual level format or in the aggregate. 
Nursing facility providers are also required under CFR 483.20 to transmit MDS data to a Federal 
data repository. Any personal data maintained and retrieved by the Federal government is subject 
to the requirements of the Privacy Act of 1974. The Privacy Act specifically protects the 
confidentiality of personal identifiable information and safeguards against its misuse. 
Information regarding The Privacy Act can be found at http://www1.cms.gov/PrivacyActof1974. 

The Privacy Act requires by regulation that all individuals whose data are collected and 
maintained in a federal database must receive notice. Therefore, residents in nursing facilities 
must be informed that the MDS data is being collected and submitted to the national system, 
QIES Assessment Submission and Processing and the State MDS database. The notice shown on 
page 1- 14 of this section meets the requirements of the Privacy Act of 1974 for nursing 
facilities. The form is a notice and not a consent to release or use MDS data for health care 
information. Each resident or family member must be given the notice containing submission 
information at the time of admission. It is important to remember that resident consent is not 
required to complete and submit MDS assessments that are required under OBRA or for 
Medicare payment purposes. 

Contractual Agreements 
Providers, who are part of a chain, may release data to their corporate office or parent company 
but not to other providers within their chain organization. The parent company is required to 
“act” in the same manner as the facility and is permitted to use data only to the extent the facility 
is permitted to do so (as described in the 42 CFR at 483.10(e)(3)). 

In the case where a facility submits MDS data to CMS through a contractor or through its 
corporate office, the contractor or corporate office has the same rights and restrictions as the 
facility does under the Federal and State regulations with respect to maintaining resident data, 
keeping such data confidential, and making disclosures of such data. This means that a contractor 
may maintain a database, but must abide by the same rules and regulations as the facility. 
Moreover, the fact that there may have been a change of ownership of a facility that has been 
transferring data through a contractor should not alter the contractor's rights and responsibilities; 
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presumably, the new owner has assumed existing contractual rights and obligations, including 
those under the contract for submitting MDS information. All contractual agreements, regardless 
of their type, involving the MDS data should not violate the requirements of participation in the 
Medicare and/or Medicaid program, the Privacy Act of 1974 or any applicable State laws. 

NURSING FACILITIES
PRIVACY ACT STATEMENT – HEALTH CARE RECORDS  

THIS FORM PROVIDES YOU THE ADVICE REQUIRED BY THE PRIVACY ACT OF 1974. THIS FORM IS NOT A CONSENT FORM 
TO RELEASE OR USE HEALTH CARE INFORMATION PERTAINING TO YOU.  

1. AUTHORITY FOR COLLECTION OF INFORMATION, INCLUDING SOCIAL SECURITY NUMBER AND WHETHER 
DISCLOSURE IS MANDATORY OR VOLUNTARY. 

 
Sections 1819(f), 1919(f), 1819(b)(3)(A), 1919(b)(3)(A), and 1864 of the Social Security Act. 
Medicare and Medicaid participating long-term care facilities are required to conduct comprehensive, accurate, standardized and 
reproducible assessments of each resident's functional capacity and health status. To implement this requirement, the facility must 
obtain information from every resident. This information also is used by the Federal Centers for Medicare & Medicaid Services (CMS) 
to ensure that the facility meets quality standards and provides appropriate care to all residents. For this purpose, as of June 22, 1998, 
all such facilities are required to establish a database of resident assessment information, and to electronically transmit this information 
to the HCFA contractor in the State government, which in turn transmits the information to HCFA. 
 
Because the law requires disclosure of this information to Federal and State sources as discussed above, a resident does not have the 
right to refuse consent to these disclosures. 
 
These data are protected under the requirements of the Federal Privacy Act of 1974 and the MDS Long-Term Care System of 
Records. 

2. PRINCIPAL PURPOSES FOR WHICH INFORMATION IS INTENDED TO BE USED 
The information will be used to track changes in health and functional status over time for purposes of evaluating and improving the 
quality of care provided by nursing facilities that participate in Medicare or Medicaid. Submission of MDS information may also be 
necessary for the nursing facilities to receive reimbursement for Medicare services. 

3. ROUTINE USES 
The primary use of this information is to aid in the administration of the survey and certification of Medicare/Medicaid long-term care 
facilities and to improve the effectiveness and quality of care given in those facilities. This system will also support regulatory, 
reimbursement, policy, and research functions. This system will collect the minimum amount of personal data needed to accomplish its 
Stated purpose. 
 
The information collected will be entered into the Long-Term Care Minimum Data Set (LTC MDS) system of records, System No. 09-
70-0528, published in the Federal Register at Vol. 72, no. 52/Monday, March 19, 2007. Information from this system may be disclosed, 
under specific circumstances (routine uses), which include: (1)To support agency contractors, consultants or grantees who have been 
engaged by the agency to assist in accomplishment of a CMS function; (2) assist another Federal or state agency to fulfill a 
requirement of a Federal statute that implements a health benefits program funded in whole or in part with Federal funds; (3) assist 
Quality Improvement Organizations to perform Title XI or Title XVIII functions; (4) assist insurance companies, underwriters, third party 
administrators, employers, group health plans for purposes of coordination of benefits with the Medicare Program; (6) the Federal 
Department of Justice, court, or adjudicatory body in litigation; (7) to support a national accrediting organization to enable them to 
target potential or identified problems with accredited facilities; (8) assist a CMS contractor in the administration of a CMS-administered 
health benefits program; (9) to assist another Federal agency that administers or that has the authority to investigate potential fraud, 
waste or abuse in a health benefits program funded in whole or part by Federal funds.  

4. EFFECT ON INDIVIDUAL OF NOT PROVIDING INFORMATION 
The information contained in the Long-Term Care Minimum Data Set is generally necessary for the facility to provide appropriate and 
effective care to each resident. If a resident fails to provide such information, for example on medical history, inappropriate and 
potentially harmful care may result. Moreover, payment for such services by third parties, including Medicare and Medicaid, may not be 
available unless the facility has sufficient information to identify the individual and support a claim for payment. 
 
    
Signature of Resident or Sponsor Date 
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CHAPTER 4:  CARE AREA ASSESSMENT (CAA) 
PROCESS AND CARE PLANNING 

4.1 Background and Rationale 
Background. The Omnibus Budget Reconciliation Act of 1987 (OBRA 1987) mandated that 
nursing facilities provide necessary care and services to help each resident attain or maintain the 
highest practicable well-being. Facilities must ensure that residents improve when possible and 
do not deteriorate unless the resident’s clinical condition demonstrates that the decline was 
unavoidable. 

Regulations require facilities to complete, at a minimum and at regular intervals, a 
comprehensive, standardized assessment of each resident’s functional capacity and needs, in 
relation to a number of specified areas (e.g., customary routine, vision, and continence). The 
results of the assessment, which must accurately reflect the resident’s status and needs, are to be 
used to develop, review, and revise each resident’s comprehensive plan of care.  

This chapter provides information about the Care Area Assessments (CAAs), Care Area Triggers 
(CATs), and the process for care plan development for nursing home residents.  

4.2 Overview of the Resident Assessment Instrument (RAI) 
and Care Area Assessments (CAAs) 

 

As discussed in Chapter 1, the updated Resident Assessment Instrument (RAI) consists of three 
basic components: 1) the Minimum Data Set (MDS) Version 3.0, 2) the Care Area Assessment 
(CAA) process, and 3) the RAI Utilization Guidelines. The RAI-related processes help staff 
identify key information about residents as a basis for identifying resident-specific issues and 
objectives. In accordance with 42 CFR 483.20(k) the facility must develop a comprehensive care 
plan for each resident that includes measurable objectives and timetables to meet a resident’s 
medical, nursing, and mental and psychosocial needs that are identified in the comprehensive 
assessment. The services that are to be furnished to attain or maintain the resident’s highest 
practicable physical, mental, and psychosocial well-being and any services that would otherwise 
be required but are not provided due to the resident’s exercise of rights including the right to 
refuse treatment. 

The MDS is a starting point. The Minimum Data Set (MDS) is a standardized instrument used to 
assess nursing home residents. It is a collection of basic physical (e.g., medical conditions, mood, 
and vision), functional (e.g., activities of daily living, behavior), and psychosocial (e.g., 
preferences, goals, and interests) information about residents. For example, assessing a resident’s 
orientation and recall helps staff complete portions of the MDS that relate to cognition (Section 
C), and weighing a resident and identifying his or her food intake helps staff complete portions 
of the MDS related to nutritional status (Section K). When it is completed, the MDS provides a 
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foundation for a more thorough assessment and the development of an individualized care plan. 
The MDS 3.0 manual explains in detail how to complete the MDS. 

The information in the MDS constitutes the core of the required State-specified Resident 
Assessment Instrument (RAI). Based on assessing the resident, the MDS identifies actual or 
potential areas of concern. The remainder of the RAI process supports the efforts of nursing 
home staff, health professionals, and practitioners to further assess these triggered areas of 
concern in order to identify, to the extent possible, whether the findings represent a problem or 
risk requiring further intervention, as well as the causes and risk factors related to the triggered 
care area under assessment. These conclusions then provide the basis for developing an 
individualized care plan for each resident.  

The CAA process framework. The CAA process provides a framework for guiding the review of 
triggered areas, and clarification of a resident’s functional status and related causes of 
impairments. It also provides a basis for additional assessment of potential issues, including 
related risk factors. The assessment of the causes and contributing factors gives the 
interdisciplinary team (IDT) additional information to help them develop a comprehensive plan 
of care.  

When implemented properly, the CAA process should help staff: 

• Consider each resident as a whole, with unique characteristics and strengths that affect his or 
her capacity to function;  

• Identify areas of concern that may warrant interventions; 

• Develop, to the extent possible, interventions to help improve, stabilize, or prevent decline in 
physical, functional, and psychosocial well-being, in the context of the resident’s condition, 
choices, and preferences for interventions; and 

• Address the need and desire for other important considerations, such as advanced care 
planning and palliative care; e.g., symptom relief and pain management.  

4.3 What Are the Care Area Assessments (CAAs)? 
The completed MDS must be analyzed and combined with other relevant information to develop 
an individualized care plan. To help nursing facilities apply assessment data collected on the 
MDS, previous MDS versions provided Resident Assessment Protocols (RAPs) that were 
triggered by MDS item responses specific to a resident that alerted the assessor to the resident’s 
possible problems, needs or strengths. For the MDS 3.0, the RAPs have been replaced by Care 
Area Assessments (CAAs). CAAs are identified by responses to items coded on the MDS.  
Specific “CAT logic” for each care area is identified under section 4.10 (The Twenty Care 
Areas). The CAAs reflect conditions, symptoms, and other areas of concern that are common in 
nursing home residents and are commonly identified or suggested by MDS findings. Interpreting 
and addressing the care areas identified by the CATs is the basis of the Care Area Assessment 
process, and can help provide additional information for the development of an individualized 
care plan. 
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Table 1. Care Area Assessments in the Resident Assessment Instrument, Version 3.0 

 1. Delirium  2. Cognitive Loss/Dementia 

 3. Visual Function  4. Communication 

 5. Activity of Daily Living (ADL) Functional / 
Rehabilitation Potential 

 6. Urinary Incontinence and 
Indwelling Catheter 

 7. Psychosocial Well-Being  8. Mood State 

 9. Behavioral Symptoms  10. Activities 

 11. Falls  12. Nutritional Status 

 13. Feeding Tubes  14. Dehydration/Fluid Maintenance 

 15. Dental Care  16. Pressure Ulcer 

 17. Psychotropic Medication Use  18. Physical Restraints 

 19. Pain  20. Return to Community Referral 

Care Area Assessment. The CAA process does not mandate any specific tool for completing the 
further assessment of the triggered areas, nor does it provide any specific guidance on how to 
understand or interpret the triggered areas. Instead, facilities are instructed to identify and use 
tools that are current and grounded in current clinical standards of practice, such as evidence-
based or expert-endorsed research, clinical practice guidelines, and resources. When applying 
these evidence-based resources to practice, the use of sound clinical problem solving and 
decision making (often called “critical thinking”) skills is imperative. 

By statute, the RAI must be completed within 14 days of admission. As an integral part of the 
RAI, CAAs must be completed and documented within the same time frame. While a workup 
cannot always be completed within 14 days, it is expected that nursing homes will make at least 
some initial care planning decisions and not wait the entire three weeks (i.e., until the required 
care plan completion date). Documentation of interim care planning decisions must be made 
along with the plan for further assessment and care planning, as indicated, through the CAA 
process. For example, the initial CAA review of urinary incontinence (CAA #6) may point out 
the need for a more extensive evaluation, which cannot be completed entirely within the required 
time period; however, some interventions (e.g., recording and evaluating frequency and times of 
incontinence and toileting and response to specific interventions) could be initiated without 
waiting. 

CAAs are not required for Medicare PPS assessments. They are required only for OBRA 
comprehensive assessments (Admission, Annual, Significant Change in Status, or Significant 
Correction of a Prior Full). However, when a Medicare PPS assessment is combined with an 
OBRA comprehensive assessment, the CAAs must be completed in order to meet the 
requirements of the OBRA comprehensive assessment.  
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4.4 What Does the CAA Process Involve? 
Facilities use the findings from the comprehensive assessment to develop an individualized care 
plan to meet each resident’s needs (42 CFR 483.20(b)). The CAA process discussed in this 
manual refers to identifying and clarifying areas of concern that are triggered based on how 
specific MDS items are coded on the MDS. The process focuses on evaluating these triggered 
care areas using the CAAs, but does not provide exact detail on how to select pertinent 
interventions for care planning. Interventions must be individualized and based on applying 
effective problem solving and decision making approaches to all of the information available for 
each resident.  

Care Area Triggers (CATs) identify conditions that may require further evaluation because they 
may have an impact on specific issues and/or conditions, or the risk of issues and/or conditions 
for the resident. Each triggered item must be assessed further through the use of the CAA 
process to facilitate care plan decision making, but it may or may not represent a condition that 
should or will be addressed in the care plan. The significance and causes of any given trigger 
may vary for different residents or in different situations for the same resident. Different CATs 
may have common causes, or various items associated with several CATs may be connected. 

CATs provide a “flag” for the IDT members, indicating that the triggered care area needs to be 
assessed more completely prior to making care planning decisions. Further assessment of a 
triggered care area may identify causes, risk factors, and complications associated with the care 
area condition. The plan of care then addresses these factors with the goal of promoting the 
resident’s highest practicable level of functioning: (1) improvement where possible or 
(2) maintenance and prevention of avoidable declines. 

A risk factor increases the chances of having a negative outcome or complication. For example, 
impaired bed mobility may increase the risk of getting a pressure ulcer. In this example, impaired 
bed mobility is the risk factor, unrelieved pressure is the effect of the compromised bed mobility, 
and the potential pressure ulcer is the complication.  

A care area issue/condition (e.g., falls) may result from a single underlying cause (e.g., 
administration of a new medication that causes dizziness) or from a combination of multiple 
factors (e.g., new medication, resident forgot walker, bed too high or too low, etc.). There can 
also be a single cause of multiple triggers and impairments. For example, hypothyroidism is an 
example of a common, potentially reversible medical condition that can have diverse physical, 
functional, and psychosocial complications. Thus, if a resident has hypothyroidism, it is possible 
that the MDS might trigger any or several of the following CAAs depending on whether or not 
the hypothyroidism is controlled, there is an acute exacerbation, etc.: Delirium (#1), Cognitive 
Loss/Dementia (#2), Visual Function (#3), Communication (#4), ADL Functional/Rehabilitation 
(#5), Urinary Incontinence (#6), Psychosocial Well-Being (#7), Mood State (#8), Behavior 
Symptoms (#9), Activities (#10), Falls (#11), Nutritional Status (#12), Dehydration (#14), 
Psychotropic Medication Use (#17), and Pain (#19). Even if the MDS does not trigger a 
particular care area, the facility can use the CAA process and resources at any time to further 
assess the resident. 

Recognizing the connection among these symptoms and treating the underlying cause(s) to the 
extent possible, can help address complications and improve the resident’s outcome. Conversely, 
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failing to recognize the links and instead trying to address the triggers or MDS findings in 
isolation may have little if any benefit for the resident with hypothyroidism or other complex or 
mixed causes of impaired behavior, cognition, and mood.  

For example, it is necessary to assess a resident’s orientation and recall in order to complete 
portions of the MDS that relate to cognitive patterns (Section C) and to obtain a resident’s weight 
and identify his or her food intake in order to complete MDS items related to nutritional status 
(Section K). A positive finding in Section C may trigger one or several CAAs, including 
Delirium (#1), Cognitive Loss/Dementia (#2), and ADL Functional/Rehabilitation Potential (#5). 
Additional evaluation is then required to identify whether the resident has delirium, dementia, or 
both; how current symptoms and patterns compare to their usual or previous baseline, whether 
potentially reversible causes are present, what else might be needed to identify underlying causes 
(including medical diagnoses and history), and what symptomatic and cause-specific 
interventions are appropriate for the resident. If the Nutritional Status (#12) CAA also triggered, 
due to weight loss and the resident being found to have delirium, then it is possible that both 
findings could have a common cause (e.g., an infection or medication side effects), that delirium 
resulted in impaired nutritional status, or that impaired nutritional status led to delirium, or still 
other possibilities. Thus, identifying the sequence of events is essential to understanding causes 
and choosing appropriate interventions. 

The RAI is not intended to provide diagnostic advice, nor is it intended to specify which 
triggered areas may be related to one another or and how those problems relate to underlying 
causes. It is up to the IDT, including the resident’s physician, to determine these connections and 
underlying causes as they assess the triggered care areas and any other areas pertinent to the 
individual resident.    

Not all triggers identify deficits or problems. Some triggers indicate areas of resident strengths, 
and can suggest possible approaches to improve a resident’s functioning or minimize decline. For 
example, MDS item responses indicate the “resident believes he or she is capable of increased 
independence in at least some ADLs” (item G0900A) may focus the assessment and care plan on 
functional areas most important to the resident or on the area with the greatest potential for 
improvement.  

In addition to identifying causes and risk factors that contribute to the resident’s care area issues 
or conditions, the CAA process may help the IDT: 

• Identify and address associated causes and effects; 
• Determine whether and how multiple triggered conditions are related; 
• Identify a need to obtain additional medical, functional, psychosocial, financial, or other 

information about a resident’s condition that may be obtained from sources such as the 
resident, the resident’s family or other responsible party, the attending physician, direct care 
staff, rehabilitative staff, or that requires laboratory and diagnostic tests; 

• Identify whether and how a triggered condition actually affects the resident’s function and 
quality of life, or whether the resident is at particular risk of developing the conditions; 

• Review the resident’s situation with a health care practitioner (e.g., attending physician, 
medical director, or nurse practitioner), to try to identify links among causes and between 
causes and consequences, and to identify pertinent tests, consultations, and interventions; 
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• Determine whether a resident could potentially benefit from rehabilitative interventions; 
• Begin to develop an individualized care plan with measurable objectives and timetables to 

meet a resident’s medical, functional, mental and psychosocial needs as identified through 
the comprehensive assessment.  

4.5  Other Considerations Regarding Use of the CAAs 

Assigning responsibility for completing the MDS and CAAs. Per the OBRA statute, the 
resident’s assessment must be conducted or coordinated by a registered nurse (RN) with the 
appropriate participation of health professionals. It is common practice for facilities to assign 
specific MDS items or portion(s) of items (and subsequently CAAs associated with those items) 
to those of various disciplines (e.g., the dietitian completes the Nutritional Status and Feeding 
Tube CAAs, if triggered). The proper assessment and management of CAAs that are triggered 
for a given resident may involve aspects of diagnosis and treatment selection that exceed the 
scope of training or practice of any one discipline involved in the care (for example, identifying 
specific medical conditions or medication side effects that cause anorexia leading to a resident’s 
weight loss). It is the facility’s responsibility to obtain the input that is needed for clinical 
decision-making (e.g., identifying causes and selecting interventions) that is consistent with 
relevant clinical standards of practice. For example, a physician may need to get a more detailed 
history or perform a physical examination in order to establish or confirm a diagnosis and/or 
related complications. 

Identifying policies and practices related to the assessment and care planning processes. Under 
the OBRA regulations, 42 CFR 483.75(i) identifies the medical director as being responsible for 
overseeing the “ implementation of resident care policies” in each facility, “and the coordination 
of medical care in the facility.” Therefore, it is recommended that the facility’s IDT members 
collaborate with the medical director to identify current evidence-based or expert-endorsed 
resources and standards of practice that they will use for the expanded assessments and analyses 
that may be needed to adequately address triggered areas. The facility should be able to provide 
surveyors the resources that they have used upon request as part of the survey review process.1  

CAA documentation. CAA documentation helps to explain the basis for the care plan by showing 
how the IDT determined that the underlying causes, contributing factors, and risk factors were 
related to the care area condition for a specific resident; for example, the documentation should 
indicate the basis for these decisions, why the finding(s) require(s) an intervention, and the 
rationale(s) for selecting specific interventions. Based on the review of the comprehensive 
assessment, the IDT and the resident and/or the resident’s representative determine the areas that 
require care plan intervention(s) and develop, revise, or continue the individualized care plan.  

• Relevant documentation for each triggered CAA describes: Causes and contributing factors; 
• The nature of the issue or condition (may include presence or lack of objective data and 

subjective complaints). In other words, what exactly is the issue/problem for this resident and 
why is it a problem; 

• Complications affecting or caused by the care area for this resident; 

                                                           
1  In Appendix C, CMS has provided CAA resources that facilities may choose to use but that are neither 

mandatory nor endorsed by the government. Please note that Appendix C does not provide an all-inclusive list.  
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• Risk factors related to the presence of the condition that affects the staff’s decision to 
proceed to care planning; 

• Factors that must be considered in developing individualized care plan interventions, 
including the decision to care plan or not to care plan various findings for the individual 
resident;  

• The need for additional evaluation by the attending physician and other health professionals, 
as appropriate; 

• The resource(s), or assessment tool(s) used for decision-making, and conclusions that arose 
from performing the CAA; 

• Completion of Section V (CAA Summary; see Chapter 3 for coding instructions) of the 
MDS. 

Written documentation of the CAA findings and decision-making process may appear anywhere 
in a resident’s record; for example, in discipline-specific flow sheets, progress notes, the care 
plan summary notes, a CAA summary narrative, etc. Nursing homes should use a format that 
provides the information as outlined in this manual and the State Operations Manual (SOM).  
If it is not clear that a facility’s documentation provides this information, surveyors may ask 
facility staff to provide such evidence.  

Use the “Location and Date of CAA Documentation” column on the CAA Summary (Section V 
of the MDS 3.0) to note where the CAA information and decision-making documentation can be 
found in the resident’s record. Also indicate in the column “Care Planning Decision – Addressed 
in Care Plan” whether the triggered care area is addressed in the care plan. 

4.6 When Is the RAI Not Enough? 
Federal requirements support a nursing home’s ongoing responsibility to assess residents. The 
Quality of Care regulation requires that “each resident must receive and the facility must provide 
the necessary care and services to attain or maintain the highest practicable physical, mental, and 
psychosocial well-being, in accordance with the comprehensive assessment and plan of care” (42 
CFR 483.25 [F 309]).  

Services provided or arranged by the nursing home must also meet professional standards of 
quality. Per 42 CFR 483.75(b), The facility must operate and provide services in compliance with 
all applicable Federal, State, and local laws, regulations, and codes, and with accepted professional 
standards and principles that apply to professionals providing services in such a facility. 
Furthermore, surveyor guidance within OBRA (e.g., F314 42 CFR 483.25(c) Pressure Sores and 
F329 42 CFR 483.25(l) Unnecessary Medications) identifies additional elements of assessment 
and care related to specific issues and/or conditions that are consistent with professional standards. 

Therefore, facilities are responsible for assessing and addressing all care issues that are relevant to 
individual residents, regardless of whether or not they are covered by the RAI (42 CFR 483.20(b)), 
including monitoring each resident’s condition and responding with appropriate interventions.  

Limitations of the RAI-related instruments. The RAI provides tools related to assessment 
including substantial detail for completing the MDS, how CATs are triggered, and a framework 
for the CAA process. However, the process of completing the MDS and related portions of the 
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RAI does not constitute the entire assessment that may be needed to address issues and manage 
the care of individual residents.  

Neither the MDS nor the remainder of the RAI includes all of the steps, relevant factors, 
analyses, or conclusions needed for clinical problem solving and decision making for the care of 
nursing home residents. The MDS may not trigger every relevant issue or concern for an 
individual resident and not everything that the MDS triggers is necessarily clinically significant 
or requires an intervention. 

Neither the MDS nor the CAA process are designed or intended to provide a diagnostic tool or a 
treatment selection guide. By themselves, they do not provide sufficient information to determine 
if the findings from the MDS are problematic or merely incidental, or if there are multiple causes 
of a single trigger or multiple triggers related to one or several causes. Although a detailed 
history is often essential to correctly identify and address causes of symptoms, the RAI was not 
designed to capture a history (chronology) of a resident’s symptoms and impairments. Thus, it 
can potentially be misleading or problematic to care plan individual MDS findings or CAAs 
without any additional thought or investigation. 

Although facilities have the latitude to choose approaches to the CAA process, compliance with 
various OBRA requirements can be enhanced by using additional relevant clinical problem 
solving and decision making processes to analyze and address MDS findings and CAAs. Table 1 
provides a framework for a more complete approach to clinical problem solving and decision 
making essential to the appropriate care of individuals with multiple and/or complex illnesses 
and impairments. 

4.7 The RAI and Care Planning 
As required at 42 CFR 483.25, the comprehensive care plan is an interdisciplinary 
communication tool. It must include measurable objectives and time frames and must describe 
the services that are to be furnished to attain or maintain the resident’s highest practicable 
physical, mental, and psychosocial well-being. The care plan must be reviewed and revised 
periodically, and the services provided or arranged must be consistent with each resident’s 
written plan of care. Refer to 42 CFR 483.20(d), which notes that a nursing home must maintain 
all resident assessments completed within the previous 15 months in the resident’s active record 
and use the results of the assessments to develop, review, and revise the resident’s 
comprehensive plan of care. Regulatory requirements related to care planning in nursing homes 
are located at 42 CFR 483.20(k)(1) and (2) and are specified in the interpretive guidelines (F 
tags) in Appendix PP of the State Operations Manual (SOM). The SOM can be found at: 
http://www.cms..gov/Manuals/IOM/list.asp.  

Good assessment is the starting point for good clinical problem solving and decision making and 
ultimately for the creation of a sound care plan. The CAAs provide a link between the MDS and 
care planning. The care plan should be revised on an ongoing basis to reflect changes in the 
resident and the care that the resident is receiving (see 42 CFR 483.20(k), Comprehensive Care 
Plans). This Chapter does not specify a care plan structure or format. 

http://www.cms..gov/Manuals/IOM/list.asp
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Table 2. Clinical Problem Solving and Decision Making Process Steps and Objectives  
 

Process Step / Objectives * Key Tasks **
Recognition / Assessment  
 
Gather essential information about the 
individual 

− Identify and collect information that is needed to identify an 
individual’s that enables proper definition of their conditions, 
strengths, needs, risks, problems, and prognosis 

− Obtain a personal and medical history 
− Perform a physical assessment 

Problem definition 
 
Define the individual's problems, risks, 
and issues 

− Identify any current consequences and complications of the 
individual's situation, underlying condition and illnesses, etc. 

− Clearly state the individual’s issues and physical, functional, 
and psychosocial strengths, problems, needs, deficits, and 
concerns  

− Define significant risk factors 
Diagnosis / Cause-and-effect analysis 
 
Identify physical, functional, and 
psychosocial causes of risks, problems, 
and other issues, and relate to one another 
and to their consequences 

− Identify causes of, and factors contributing to, the individual's 
current dysfunctions, disabilities, impairments, and risks 

− Identify pertinent evaluations and diagnostic tests  
− Identify how existing symptoms, signs, diagnoses, test results, 

dysfunctions, impairments, disabilities, and other findings 
relate to one another  

− Identify how addressing those causes is likely to affect 
consequences 

Identifying goals and objectives of care 
 
Clarify purpose of providing care and of 
specific interventions, and the criteria that 
will be used to determine whether the 
objectives are being met 
 

− Clarify prognosis 
− Define overall goals for the individual 
− Identify criteria for meeting goals 

Selecting interventions / planning care  
 
Identify and implement interventions and 
treatments to address the individual's 
physical, functional, and psychosocial 
needs, concerns, problems, and risks 

− Identify specific symptomatic and cause-specific interventions 
(physical, functional, and psychosocial) 

− Identify how current and proposed treatments and services are 
expected to address causes, consequences, and risk factors, and 
help attain overall goals for the individual  

− Define anticipated benefits and risks of various interventions 
− Clarify how specific treatments and services will be evaluated 

for their effectiveness and possible adverse consequences 
Monitoring of progress 
 
Review individual’s progress towards 
goals and modify approaches as needed 
 

− Identify the individual’s response to interventions and 
treatments 

− Identify factors that are affecting progress towards achieving 
goals  

− Define or refine the prognosis 
− Define or refine when to stop or modify interventions  
− Review effectiveness and adverse consequences related to 

treatments 
− Adjust interventions as needed 
− Identify when care objectives have been achieved sufficiently 

to allow for discharge, transfer, or change in level of care 
* Refers to key steps in the care delivery process, related to clinical problem solving and decision making  
** Refers to key tasks at each step in the care delivery process 
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The care plan is driven not only by identified resident issues and/or conditions but also by a 
resident’s unique characteristics, strengths, and needs. A care plan that is based on a thorough 
assessment, effective clinical decision making, and is compatible with current standards of 
clinical practice can provide a strong basis for optimal approaches to quality of care and quality 
of life needs of individual residents. A well-developed and executed assessment and care plan: 

• Looks at each resident as a whole human being with unique characteristics and strengths; 
• Views the resident in distinct functional areas for the purpose of gaining knowledge about the 

resident’s functional status (MDS); 
• Gives the IDT a common understanding of the resident;  
• Re-groups the information gathered to identify possible issues and/or conditions that the 

resident may have (i.e., triggers); 
• Provides additional clarity of potential issues and/or conditions by looking at possible causes 

and risks (CAA process); 
• Develops and implements an interdisciplinary care plan based on the assessment information 

gathered throughout the RAI process, with necessary monitoring and follow-up; 
• Provides information regarding how the causes and risks associated with issues and/or 

conditions can be addressed to provide for a resident’s highest practicable level of well-being 
(care planning); 

• Re-evaluates the resident’s status at prescribed intervals (i.e., quarterly, annually, or if a 
significant change in status occurs) using the RAI and then modifies the individualized care 
plan as appropriate and necessary. 

Following the decision to address a triggered condition on the care plan, key staff or the IDT 
should subsequently: 

• Review and revise the current care plan, as needed; and 
• Communicate with the resident or his/her family or representative regarding the resident, 

care plans, and their wishes.  

Care planning is a process that has several steps that may occur at the same time or in sequence. 
The following key steps and considerations may help the IDT develop the care plan after 
completing the comprehensive assessment: 

1. The RAI process (MDS and CAAs) and any other additional assessments as required by the 
resident’s condition are completed as the basis for care plan decision making. By regulation, 
this process may be completed solely by the RN Coordinator, but ideally the RAI is 
completed as a cohesive effort by the members of the IDT that will develop the resident’s 
care plan. 

2. The IDT uses clinical problem solving and decision making steps (Table 2) to make 
decisions. The team may find during their discussions that several problematic issues and/or 
conditions have a related cause. Or, they might find that they stand alone and are unrelated. 
Goals and approaches for each problematic issue and/or condition may overlap, and 
consequently the IDT may decide to address the problematic issues and/or conditions 
collectively in the care plan. 
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3. After assessing the resident, staff may decide that a triggered condition does not affect the 
resident’s functioning or well-being and therefore should not be addressed on the care plan. 

4. The existence of a care planning issue (i.e., a problematic issue and/or condition, need, or 
strength) should be documented as part of the CAA review documentation. There are 
various options for documentation; for example, it may be done by individual staff members 
who have completed assessments or have participated in care planning, or as a summary 
note by members of the IDT. 

5. Every effort should be made to include the input of the resident, family, or resident’s 
representative in creating the individualized care plan. They should also be invited to 
participate in team discussions in an ongoing manner, and be encouraged to share their 
perspectives on the delivery of care. . This can be accomplished by having individual team 
members discuss preliminary care plan ideas with the resident, family, or resident 
representative in order to get suggestions, confirm agreement, or clarify reasons for 
developing specific goals and approaches. 

6. In some cases, a resident may decline particular services or treatments that the IDT believes 
may assist him or her to attain the highest practicable level of well-being. In such cases, the 
resident’s wishes should be honored and documented in the clinical record and alternatives 
should be offered before the care plan is finalized. 

7. The IDT should identify and document the functional and behavioral implications of 
identified problematic issues and/or conditions, limitations, maintenance levels, 
improvement possibilities, and so forth (e.g., how the condition is a problem for the 
resident, how the condition limits or jeopardizes the resident’s ability to complete activities 
of daily living, or how the condition somehow affects the resident’s well-being). 

8. The IDT agrees on intermediate goal(s) that will lead to outcome objectives. 
9. The intermediate goal(s) and objectives must be pertinent to the resident’s condition and 

situation (i.e., not just automatically applied without regard for their individual relevance), 
measurable, and have a time frame for completion or evaluation. 

10. The parts of the goal statement should include: The subject (first or third person), the 
verb, the modifiers, the time frame, and the goal(s).  

EXAMPLE: 

Subject 
 

Verb 

 

Modifiers 

 

Time frame 

 

Goal 

Mr. Jones 
OR   I 

will 
walk 
 

fifty feet daily with 
the help of one 
nursing assistant 

 the next 30 days in order to maintain 
continence and eat 
in the dining area  

11. Depending upon the conclusions of the assessment, types of goals may include improvement, 
prevention, palliation, or maintenance of current status. 

12. The IDT, with input from the resident, family and/or resident representative, identifies 
specific, individualized steps or approaches that will be taken to help the resident achieve 
his or her goal(s). These approaches serve as instructions for resident care and provide for 
continuity of care by all staff. Precise and concise instructions help staff understand and 
implement interventions by consistently. 
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13. The resident has the right to participate in care planning and to refuse treatment, as found in 
42 CFR 483.10(d)(3). Unless adjudged incompetent or otherwise found incapacitated under 
the laws of the State, the resident has the right to participate in planning and/or modifying 
care and treatment. The final care plan should be agreed to and discussed with the resident 
or the resident’s representative. 

14. The goals and their accompanying approaches should be communicated to other direct care 
staffs who were not directly involved in developing the care plan. 

15. The effectiveness of the care plan must be evaluated from its initiation and modified as 
necessary. 

16. Changes to the care plan should occur as needed in accordance with professional standards 
of practice and documentation (e.g., signing and dating entries to the care plan). IDT 
members should communicate as needed about care plan changes. 

17.  A separate care plan is not necessarily required for each area that triggers a CAA. Since a 
single trigger can have multiple causes and contributing factors and multiple items can have 
a common cause or related risk factors, it is acceptable and may sometimes be more 
appropriate to address multiple issues within a single care plan segment or to cross-
reference related interventions from several care plan segments. For example, if impaired 
ADL function, mood state, falls and altered nutritional status are all determined to be caused 
by an infection and medication-related adverse consequences, it may be appropriate to have 
a single care plan that addresses these issues in relation to the common causes.  

The overall care plan should be oriented towards: 

1. Preventing avoidable declines in functioning or functional levels or otherwise clarifying 
why another goal takes precedence (e.g., palliative approaches in end of life situation).  

2. Managing risk factors to the extent possible or indicating the limits of such interventions.  
3. Addressing ways to try to preserve and build upon resident strengths. 
4. Applying current standards of practice in the care planning process. 
5. Evaluating treatment of measurable objectives, timetables and outcomes of care. 
6. Respecting the resident’s right to decline treatment. 
7. Offering alternative treatments, as applicable. 
8. Using an appropriate interdisciplinary approach to care plan development to improve the 

resident’s functional abilities. 
9. Involving resident, resident’s family and other resident representatives as appropriate. 
10. Assessing and planning for care to meet the resident’s medical, nursing, mental and 

psychosocial needs. 
11. Involving the direct care staff with the care planning process relating to the resident’s 

expected outcomes. 
12. Addressing additional care planning areas that are relevant to meeting the resident’s needs in 

the long-term care setting.  

4.8 CAA Tips and Clarifications 
The RN coordinator is required to sign and date the CAA Summary form after all triggered 
CAAs have been reviewed to certify completion of the comprehensive assessment (CAAs 
Completion Date, V0200B2). Facilities have 7 days after completing the RAI assessment to 
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develop or revise the resident’s care plan. Facilities should use the date at V0200B2 to determine 
the date at V0200C2 by which the care plan must be completed (V0200B2 + 7 days).  

The 7-day requirement for completion or modification of the care plan applies to the Admission, 
SCSA, SCPA, and/or Annual RAI assessments. A new care plan does not need to be developed 
after each SCSA, SCPA, or Annual reassessment. Instead, the nursing home may revise an 
existing care plan using the results of the latest comprehensive assessment. Facilities should also 
evaluate the appropriateness of the care plan at all times including after Quarterly assessments, 
modifying as needed.  

If the RAI (MDS and CAAs) is not completed until the last possible date (the end of calendar 
day 14 of the stay), many of the appropriate care area issues, risk factors, or conditions may have 
already been identified, causes may have been considered, and a preliminary care plan and 
related interventions may have been initiated. A complete care plan is required no later than 7 
days after the RAI is completed.  

Review of the CAAs after completing the MDS may raise questions about the need to modify or 
continue services. Conditions that originally triggered the CAA may no longer be present 
because they resolved, or consideration of alternative causes may be necessary because the initial 
approach to an issue, risk, or condition did not work or was not fully implemented.  

On the Annual assessment, if a resident triggers the same CAA(s) that triggered on the last 
comprehensive assessment, the CAA should be reviewed again. Even if the CAA is triggered for 
the same reason (no difference in MDS responses), there may be a new or changed related event 
identified during CAA review that might call for a revision to the resident’s plan of care. The 
IDT with the input of the resident, family or resident’s representative determines when a problem 
or potential problem needs to be addressed in the care plan.  

The RN Coordinator for the CAA process (V0200B1) does not need to be the same RN as the 
RN Assessment Coordinator who verifies completion of the MDS assessment (Z0500). The date 
entered in V0200B2 on the CAA Summary form is the date on which the RN Coordinator for the 
CAA process verified completion of the CAAs, which includes assessment of each triggered care 
area and completion of the location and date of the CAA assessment documentation section. See 
Chapter 2 for detailed instructions on the RAI completion schedule.  

The Signature of Person Completing Care Plan Decision (V0200C1) can be that of any person(s) 
who facilitates the care plan decision making. It is an interdisciplinary process. The date entered 
in V0200C2 is the day the RN certifies that the CAAs have been completed and the day 
V0200C1 is signed.  

4.9 Using the Care Area Assessment (CAA) Resources  
Based on the preceding discussions in this Chapter, the following summarizes the steps involved 
in the CAA process, for those facilities that choose to use the CAA resources in this manual. 

Step 1: Identification of Triggered CAAs. After completing the MDS, identify triggered care 
areas. Many facilities will use automated systems to trigger CAAs. The resulting set of triggered 
CAAs generated by the software program should be matched against the trigger definitions to 
make sure that triggered CAAs have been correctly identified. CMS has developed test files for 
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facility validation of a software program’s triggering logic. Generally, software vendors use these 
test files to test their systems, but the nursing home is responsible for ensuring that the software 
is triggering correctly.  

It is prudent to consider whether or not the software has triggered relevant CAAs for individual 
residents. For example, did the software miss some CAAs you thought should have been 
triggered? Do some of the CAAs seem to be missing and are there other CAAs triggered that you 
did not expect?  

For nursing homes that do not use an automated system, the CAT legend will provide the 
information necessary to manually identify triggered CAAs. The CAT Legend is a table that 
summarizes the MDS items that trigger the 20 (twenty) care areas. Facilities are not required to 
use this table or to maintain it in the resident’s clinical record. Rather, the table is a worksheet 
that may be used by the IDT members to determine which CAAs are triggered from a completed 
MDS. 

To identify the triggered CAAs manually using the CAT Legend: 

1. Compare the completed MDS with the CAT Legend to determine which CAAs have been 
triggered for review. A solid black circle is the primary method and requires only one MDS 
item to trigger a CAA.   

2. Look at the top row of the CAT Legend. The two left-most columns list the MDS item 
numbers and descriptions. The third column lists the specific codes that will trigger a CAA. 
The remaining columns list the individual CAA titles. To identify a triggered CAA, match 
the resident’s MDS item responses with the “Code” column. If a particular item response 
matches a code in the “Code” column, follow horizontally to the right until a trigger is 
indicated by a solid circle. If, for example, there is a solid circle in the column, the CAA 
titled at the top of that column is triggered. This means that further assessment using the 
CAA process is required for that particular item. 

3. Note which CAAs are triggered by particular MDS items. If desired, circle or highlight the 
trigger indicator or the title of the column. 

4. Continue down the left column of the CAT Legend matching recorded MDS item responses 
with trigger indicators until all triggered CAAs have been identified. 

5. When the CAT Legend review is completed, document on the CAA Summary which CAAs 
were triggered by checking the boxes in the column titled “Care Area Triggered.” 

Step 2: Analysis of Triggered CAAs. Review a triggered CAA by doing an in-depth, resident-
specific assessment of the triggered condition in terms of the potential need for care plan 
interventions. While reviewing the CAA, consider what MDS items caused the CAA to be 
triggered. This is also an opportunity to consider any issues and/or conditions that may 
contribute to the triggered condition, but are not necessarily captured in MDS data. Review of 
CAAs helps staff to decide if care plan intervention is necessary, and what types of intervention 
may be appropriate. 

Using the results of the assessment can help the interdisciplinary team (IDT) and the resident 
and/or resident’s representative to identify areas of concern that:  

• Warrant intervention; 
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• Affect the resident’s capacity to help identify and implement interventions to improve, 
stabilize, or maintain current level of function to the extent possible, based upon the 
resident’s condition and choices and preferences for interventions; 

• Can help to minimize the onset or progression of impairments and disabilities; and 
• Can help to address the need and desire for other specialized services (e.g. palliative care, 

including symptom relief and pain management).  

Use the information gathered thus far to make a clear issue or problem statement. An issue or 
problem is different from a finding (e.g., a single piece of information from the MDS or a test 
result). The chief complaint (e.g., the resident has a headache, is vomiting, or is not participating 
in activities) is not the same thing as an issue or problem statement that clearly identifies the 
situation. Trying to care plan a chief complaint may lead to inappropriate, irrelevant, or 
problematic interventions.  

For example, a chief complaint would be the resident falls repeatedly, while a problem statement 
related to the trigger might be, in the past two months, the resident has had the new onset of 
falling, which she did not have previously. In the past month, she has fallen more often, 
approximately 3-5 times per week. The falls are preceded by a feeling of lightheadedness and 
sometimes vertigo (she feels as though the room is spinning around her). Most of the falls 
occurred after she stood up and started to walk, and only rarely while she was trying to stand up 
from a sitting or lying position.  

While the CAAs can help the IDT identify conditions or findings that could potentially be a 
problem or risk for the resident, additional thought is needed to define these issues and determine 
whether and to what extent the care area issue and/or condition is a problem or issue needing an 
intervention (assessment, testing, treatment, etc.) or simply a minor or inconsequential finding 
that does not need additional care planning. For example, a resident may exhibit sadness without 
being depressed or may appear to be underweight despite having a stable nutritional status 
consistent with their past history. The IDT should identify and document the functional and 
behavioral implications of identified problematic issues/conditions, limitations, improvement 
possibilities, and so forth (e.g., how the condition is a problem for the resident; how the 
condition limits or impairs the resident’s ability to complete activities of daily living; or how the 
condition affects the resident’s well-being in some way). 

Identify links among triggers and their causes. CMS does not require that each care area 
triggered be care planned separately. The IDT may find during their discussions that several 
problematic issues and/or conditions have a related cause, or they might identify that those issues 
and/or conditions stand alone and are unrelated. Goals and approaches for each problematic issue 
and/or condition may overlap, and consequently the IDT may decide to address the problematic 
issues and/or conditions collectively in the care plan.  

For example, behavior, mood, cognition, communication, and psychosocial well-being typically 
have common risk factors and common or closely related causes of related impairments. Thus, 
the following CATs naturally coexist and could be combined, assessed through the CAA process, 
and care planned together as a starting point for any resident: Delirium (CAA #1), Cognitive 
Loss/Dementia (CAA #2), Communication (CAA #4), Psychosocial Well-Being (CAA #7), 
Mood State (CAA #8) Behavioral Symptoms (CAA #9), and Psychotropic Drug Use (CAA #17).  
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Usually, illnesses and impairments happen in sequence (i.e., one thing leads to another, which 
leads to another, and so on). The symptom or trigger often represents only the most recent or 
most apparent finding in a series of complications or related impairments. Thus, a detailed 
history is often essential to identifying causes and selecting the most beneficial interventions; 
e.g., the sequence over time of how the resident developed incontinence, pain, or anorexia. While 
the MDS presents diverse information about residents, and the CAAs cover various implications 
and complications, neither one is designed to give a detailed or chronological medical, 
psychosocial, or personal history. For example, knowing that the Behavioral Symptoms CAA 
(#9) is triggered and that the resident also has a diagnosis of UTI is not enough information to 
know whether the diagnosis of UTI is old or new, whether there is any link between the 
behavioral issue and the UTI, and whether there are other conditions such as kidney stones or 
bladder obstruction that might be causing or predisposing the resident to a UTI. 

It is the facility’s responsibility to refer to sources as needed to help with clinical problem 
solving and decision making that is consistent with professional standards of practice. It is often 
necessary to involve the attending physician to identify specific underlying causes of problems, 
including multiple causes of a single problem or multiple problems or complications related to 
one or more underlying causes.  

Steps 3 and 4: Decision Making and CAA Documentation. The care plan is driven not only by 
identified resident issues and/or conditions but also by a resident’s unique characteristics, 
strengths, and needs. The resident, family, or resident’s representative should be an integral part 
of the team care planning process. A care plan that is based on a thorough assessment, effective 
clinical decision making, and is compatible with professional standards of practice should 
support optimal approaches to addressing quality of care and quality of life needs of individual 
residents.  

Key components of the care plan may include; but are not limited to the following: 

• Specific interventions, including those that address common causes of multiple issues 
• Additional follow-up and clarification 
• Items needing additional assessment, testing, and review with the practitioner  
• Items that may require additional monitoring but do not require other interventions 

Staff who have participated in the assessment and who have provided pertinent information 
about the resident’s status for triggered care areas should be a part of the IDT that develops the 
resident’s care plan. In order to provide continuity of care for the resident and good 
communication with all persons involved in the resident’s care, information from the assessment 
that led the team to their care planning decision should be clearly documented. 

Documentation related to CAAs should include the items previously discussed in Section 4.5. 
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4.10  The Twenty Care Areas  

1.  Delirium 
Delirium is acute brain failure caused by medical conditions, which presents with psychiatric 
symptoms, acute confusion, and fluctuations in levels of consciousness. It is a serious condition 
that can be caused by medical issues/conditions such as medication-related adverse 
consequences, infections, or dehydration. It can easily be mistaken for the onset or progression 
of dementia, particularly in individuals with more advanced pre-existing dementia.  

Unlike dementia, delirium typically has a rapid onset (hours to days). Typical signs include 
fluctuating states of consciousness; disorientation; decreased environmental awareness and 
behavioral changes; difficulty paying attention; fluctuating behavior or cognitive function 
throughout the day; restlessness; sleepiness periodically during the day; rambling, nonsensical 
speech; and altered perceptions, such as misinterpretations (illusions), seeing or feeling things 
that are not there (hallucinations), or a fixed false belief (delusions). 

Delirium is never a part of normal aging, and it is associated with high mortality and morbidity 
unless it is recognized and treated appropriately. Staff who are closely involved with residents 
should report promptly any new onset or worsening of cognitive impairment and the other 
aforementioned symptoms in that resident. 

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. 

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
A0310 Federal OBRA reason for 

assessment 
3, 4, 5 Mood State 

Falls 
C0500 BIMS resident interview: 

summary score 
00 - 15 Cognitive Loss/Dementia 

ADL 
Functional/Rehabilitation 

C1600  Acute mental status change 1  
V0100D BIMS resident interview: 

summary score (prior assessment) 
00 - 15  

The information gleaned from the assessment should be used to identify and address the 
underlying clinical issue(s) and/or condition(s), as well as to identify related underlying causes 
and contributing and/or risk factors. The next step is to develop an individualized care plan based 
directly on these conclusions. The focus of the care plan should be to address the underlying 
clinical issues/conditions identified through this assessment process (e.g., treating infections, 
addressing dehydration, identifying and treating hypo- or hyperthyroidism, relieving pain and 
depression, managing medications, and promoting adaptation and a comfortable environment for 
the resident to function. Other simple preventive measures that can be applied in all settings 
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include addressing hearing and visual impairments to the extent possible (e.g., with the use of 
glasses and hearing aids) and minimizing the use of indwelling urinary catheters.  

2.  Cognitive Loss/Dementia 
Cognitive prerequisites for an independent life include the ability to remember recent events and 
the ability to make safe daily decisions. Although the aging process may be associated with mild 
impairment, decline in cognition is often the result of other factors such as delirium, another 
mental health issue and/or condition, a stroke, and/or dementia. Dementia is not a specific 
condition but a syndrome that may be linked to several causes. According to the Diagnostic and 
Statistical Manual, Fourth Edition, Text Revision (DSM-IV-TR), the dementia syndrome is 
defined by the presence of three criteria: a short-term memory issue and/or condition and trouble 
with at least one cognitive function (e.g., abstract thought, judgment, orientation, language, 
behavior) and these troubles have an impact on the performance of activities of daily living. The 
cognitive loss/dementia CAA focuses on declining or worsening cognitive abilities that threaten 
personal independence and increase the risk for long-term nursing home placement or impair the 
potential for return to the community. 

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident has evidence of cognitive 
loss.  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
C0500 BIMS resident interview: 

summary score 
00-15 Delirium 

ADL Function/Rehabilitation
C0700 Staff assessment mental status: 

short term memory OK 
1  

C0800 Staff assessment mental status: 
long term memory OK 

1  

C1000 Cognitive skills for daily decision 
making 

1, 2, 3 ADL 
Functional/Rehabilitation 

C1300A Signs of delirium: inattention 1, 2   
C1300B Signs of delirium: disorganized 

thinking 
1, 2  

C1300C Signs of delirium: altered level of 
consciousness 

1, 2  

C1300D Signs of delirium: psychomotor 
retardation 

1, 2  

E0200A Physical behavioral symptoms 
directed toward others 

1, 2, 3 Psychosocial Well-Being 

E0200B Verbal behavioral symptoms 
directed towards others 

1, 2, 3 Psychosocial Well-Being 
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
E0300C Other behavioral symptoms not 

directed toward others 
1, 2, 3  

E0800 Rejection of care: presence and 
frequency 

1, 2, 3  

E0900  Wandering: presence and 
frequency 

1, 2, 3 Behavioral Symptoms Falls 

The information gleaned from the assessment should be used to evaluate the situation, to identify 
and address (where possible) the underlying cause(s) of cognitive loss/dementia, as well as to 
identify any related possible contributing and/or risk factors. The next step is to develop an 
individualized care plan based directly on these conclusions. It is important to define the nature 
of the impairment; e.g., identify whether the cognitive issue and/or condition is new or a 
worsening or change in existing cognitive impairment—characteristics of potentially reversible 
delirium—or whether it indicates a long-term, largely irreversible cognitive loss. If the issue 
and/or condition is apparently not related to reversible causes, assessment should focus on the 
details of the cognitive issue/condition (i.e., forgetfulness and/or impulsivity and/or behavior 
issues/conditions, etc.) and risk factors for the resident presented by the cognitive loss, to 
facilitate care planning specific to the resident’s needs, issues and/or conditions, and strengths. 
The focus of the care plan should be to optimize remaining function by addressing underlying 
issues identified through this assessment process, such as relieving pain, optimizing medication 
use, ensuring optimal sensory input (e.g., with the use of glasses and hearing aids), and 
promoting as much social and functional independence as possible while maintaining health and 
safety. 

3. Visual Function 
The aging process leads to a decline in visual acuity; for example, a decreased ability to focus on 
close objects or to see small print, a reduced capacity to adjust to changes in light and dark and 
diminished ability to discriminate colors. The safety and quality consequences of vision loss are 
wide ranging and can seriously affect physical safety, self image, and participation in social, 
personal, self-care, and rehabilitation activities.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident has a diagnosis of 
glaucoma, macular degeneration or cataracts or B1000 is coded 1-4.  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
B1000 Vision 1, 2, 3, 4  
I6500 Cataracts, glaucoma, or macular 

degeneration 
Checked  
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The information gleaned from the assessment should be used to identify and address the 
underlying cause(s) of the resident’s declining visual acuity, identifying residents who have 
treatable conditions that place them at risk of permanent blindness (e.g., glaucoma, diabetes, 
retinal hemorrhage) and those who have impaired vision whose quality of life could be improved 
through use of appropriate visual appliances, as well as to determine any possibly related 
contributing and/or risk factors. The next step is to develop an individualized care plan based 
directly on these conclusions. The focus of the care plan should be to prevent decline when 
possible and to enhance vision to the extent possible when reversal of visual impairment is not 
possible, as well as to address any underlying clinical issues and/or conditions identified through 
the CAA or subsequent assessment process. This might include treating infections and glaucoma 
or providing appropriate glasses or other visual appliances to improve visual acuity, quality of 
life, and safety. 

4. Communication 
Normal communication involves related activities, including expressive communication (making 
oneself understood to others, both verbally and via non-verbal exchange) and receptive 
communication (comprehending or understanding the verbal, written, or visual communication 
of others). Typical expressive issues and/or conditions include disruptions in language, speech, 
and voice production. Typical receptive communication issues and/or conditions include changes 
or difficulties in hearing, speech discrimination, vocabulary comprehension, and reading and 
interpreting facial expressions. While many conditions can affect how a person expresses and 
comprehends information, the communication CAA focuses on the interplay between the 
person’s communication status and his or her cognitive skills for everyday decision making.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident’s ability to hear, to 
express ideas and wants, or to understand verbal content may be impaired. 

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
B0200 Hearing 1, 2, 3  
B0700 Makes self understood 1, 2, 3  
B0800 Ability to understand 1, 2, 3  

The information gleaned from the assessment should be used to evaluate the characteristics of 
the problematic issue/condition and the underlying cause(s), the success of any attempted 
remedial actions, the person's ability to compensate with nonverbal strategies (e.g., the ability to 
visually follow non-verbal signs and signals), and the willingness and ability of caregivers to 
ensure effective communication. The assessment should also help to identify any related possible 
contributing and/or risk factors. The next step is to develop an individualized care plan based 
directly on these conclusions. The focus of the care plan should be to address any underlying 
issues/conditions and causes, as well as verbal and nonverbal strategies, in order to help the 
resident improve quality of life, health, and safety. In the presence of reduced language skills, 
both caregivers and the resident can strive to expand their nonverbal communication skills; for 
example, touch, facial expressions, eye contact, hand movements, tone of voice, and posture.  
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5. ADL Functional/Rehabilitation Potential 
The ADL Functional/Rehabilitation CAA addresses the resident’s self-sufficiency in performing 
basic activities of daily living, including dressing, personal hygiene, walking, transferring, 
toileting, changing position in bed, and eating. Nursing home staff should identify and address, 
to the extent possible, any issues or conditions that may impair function or impede efforts to 
improve that function. The resident’s potential for improved functioning should also be clarified 
before rehabilitation is attempted. 

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident requires assistance to 
improve performance or to prevent avoidable functional decline. 

The information gleaned from the assessment should be used to identify the resident’s actual 
functional deficits and risk factors, as well as to identify any possible contributing and/or risk 
factors related to the functional issues/conditions. The next step is to develop an individualized 
care plan based directly on these conclusions. The focus of the care plan should be to address the 
underlying cause or causes, improving or maintaining function when possible, and preventing 
additional decline when improvement is not possible. An ongoing assessment is critical to 
identify and address risk factors that can lead to functional decline. 

6. Urinary Incontinence and Indwelling Catheter 
Urinary incontinence is the involuntary loss or leakage of urine or the inability to urinate in a 
socially acceptable manner. There are several types of urinary incontinence (e.g., functional, 
overflow, stress, and urge) and the individual resident may experience more than one type at a 
time (mixed incontinence).  

Although aging affects the urinary tract and increases the potential for urinary incontinence, 
urinary incontinence itself is not a normal part of aging. Urinary incontinence can be a risk factor 
for various complications, including skin rashes, falls, and social isolation. It is often at least 
partially correctable. Incontinence may affect a resident’s psychological well-being and social 
interactions. Incontinence also may lead to the potentially troubling use of indwelling catheters, 
which can increase the risk of life-threatening infections. 

This CAA is triggered if the resident is incontinent of urine or uses a urinary catheter. When this 
CAA is triggered, nursing home staff should follow their facility’s chosen protocol or policy for 
performing the CAA.  

TRIGGERS:    
Item Item Description Code Other CAAs Triggered 
G0110I1 ADL: toilet: self-performance 1, 2, 3, 4 ADL 

Functional/Rehabilitation 

H0100A Appliances: in-dwelling bladder 
catheter 

1  
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TRIGGERS:    
Item Item Description Code Other CAAs Triggered 
C0500 BIMS resident interview: 

summary score 
00-15 Delirium 

Cognitive Loss/Dementia 
C1000 Cognitive skills for daily 

decision making 
1, 2, 3  Cognitive Loss/Dementia 

G0110A1 ADL: bed mobility: self-
performance 

1, 2, 3, 4, 7, 8 Pressure Ulcer 

G0110B1 ADL: transfer: self-
performance 

1, 2, 3, 4   

G0110C1 ADL: walk in room: self-
performance 

1, 2, 3, 4  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
G0110D1  ADL: walk in corridor: self-

performance 
1, 2, 3, 4  

G0110E1 ADL: locomotion on unit: 
self-performance 

1, 2, 3, 4  

G0110F1 ADL: locomotion off unit: 
self-performance 

1, 2, 3, 4  

G0110G1 ADL: dressing: self-
performance 

1, 2, 3, 4  

G0110H1 ADL: eating: self-
performance 

1, 2, 3, 4  

G0110I1 ADL: toilet: self-performance 1, 2, 3, 4 Urinary 
Incontinence/Catheter 

G0110J1 ADL: personal hygiene: self-
performance 

1, 2, 3, 4  

G0120A ADL: bathing: self-
performance 

1, 2, 3, 4  

G0300A Balance: moving from seated 
to standing position 

1, 2 Falls 

G0300B Balance: walking (with 
assistive device if used) 

1, 2 Falls 

G0300C Balance: turning around while 
walking 

1, 2 Falls 

G0300D Balance: moving on and off 
toilet 

1, 2 Falls 

G0300E Balance: surface to surface 
transfer 

1, 2 Falls 
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TRIGGERS:    
Item Item Description Code Other CAAs Triggered 
G0900A Resident believes capable of 

increased independence 
1  

G0900B Staff believes resident capable of 
increased independence 

1  

TRIGGERS:    
Item Item Description Code Other CAAs Triggered 
H0100B Appliances: external (condom) 

catheter 
1  

H0100D Appliances: intermittent 
catheterization 

1  

H0300 Urinary continence 1, 2, 3 Pressure Ulcer 

Successful management will depend on accurately identifying the underlying cause(s) of the 
incontinence or the reason for the indwelling catheter. Some of the causes can be successfully 
treated to reduce or eliminate incontinence episodes or the reason for catheter use. Even when 
incontinence cannot be reduced or resolved, effective incontinence management strategies can 
prevent complications related to incontinence. Because of the risk of substantial complications 
with the use of indwelling urinary catheters, they should be used for appropriate indications and 
when no other viable options exist. The assessment should include consideration of the risks and 
benefits of an indwelling (suprapubic or urethral) catheter; the potential for removal of the 
catheter; and consideration of complications resulting from the use of an indwelling catheter 
(e.g., urethral erosion, pain, discomfort, and bleeding). The next step is to develop an 
individualized care plan based directly on these conclusions. 

7. Psychosocial Well-Being 
Involvement in social relationships is a vital aspect of life, with most adults having meaningful 
relationships with family, friends, and neighbors. When these relationships are challenged, it can 
cloud other aspects of life. Decreases in a person’s social relationships may affect psychological 
well-being and have an impact on mood, behavior, and physical activity. Similarly, declines in 
physical functioning or cognition or a new onset or worsening of pain or other health or mental 
health issues/conditions may affect both social relationships and mood. Psychosocial well-being 
may also be negatively impacted when a person has significant life changes such as the death of 
a loved one. Thus, other contributing factors also must be considered as a part of this assessment. 

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident exhibits minimal interest 
in social involvement. 
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
D0200A1 PHQ resident mood interview: 

little interest or pleasure in doing 
things – presence 

1 Activities 

D0500A1 PHQ staff assessment of resident 
mood: little interest or pleasure in 
doing things – presence 

1 Activities 

E0200A Physical behavioral symptoms 
directed toward others 

1, 2, 3 
 

 

E0200B Verbal behavioral symptoms 
directed toward others 

1, 2, 3  

E0200C  Other behavioral symptoms not 
directed toward others 

1, 2, 3  

F0500A Resident interview: how 
important is it to you to have 
books, newspaper, magazines to 
read 

4, 5 Activities 

F0500B Resident interview: how 
important is it to you to listen to 
music 

4, 5 Activities 

F0500C Resident interview: how 
important is it to you to be around 
animals/pets 

4, 5 Activities 

F0500D Resident interview: how 
important is it to you to keep up 
with the news 

4, 5 Activities 

The information gleaned from the assessment should be used to identify whether their minimal 
involvement is typical or customary for that person or a possible indication of a problem. If it is 
problematic, then address the underlying cause(s) of the resident’s minimal social involvement 
and factors associated with reduced social relationships and engagement, as well as to identify 
any related possible contributing and/or risk factors. The next step is to develop an individualized 
care plan based directly on these conclusions. The focus of the care plan should be to address the 
underlying cause or causes in order to stimulate and facilitate social engagement. 

  



CMS’s RAI Version 3.0 Manual CH 4: CAA Process and Care Planning 
 

June 2010 Page 4-25 

TRIGGERS:    

Item Item Description Code Other CAAs Triggered
F0500E Resident interview: how 

important is it to you to do 
things with groups of people 

4, 5 Activities 

F0500F Resident interview: how 
important is to you to do 
your favorite activities 

3, 4, 5 Activities 

F0500G Resident interview: how 
important is it to you to go 
outside in good weather 

4, 5 Activities 
 

F0500H Resident interview: how 
important is it to you to 
participate in religious 
practices 

4, 5  Activities 

F0600 Primary respondent: 
daily/activities preferences 

1  

F0800Q Staff assessment: 
participating in favorite 
activities 

Not checked Activities 

I4200 Alzheimer’s disease Checked,  
not checked 

 

I4800 Dementia Checked,  
not checked 

 

8. Mood State 
Sadness and anxiety are normal human emotions, and fluctuations in mood are also normal. But 
mood states (which reflect more enduring patterns of emotions) may be become as extreme or 
overwhelming as to impair personal and psychosocial function. Mood disorders such as 
depression reflect a problematic extreme and should not be confused with normal sadness or 
mood fluctuation.  

The mood section of the MDS screens for—but is not intended to definitively diagnose—any 
mood disorder, including depression. Mood disorders may be expressed by sad mood, feelings of 
emptiness, anxiety, or uneasiness. They may also result in a wide range of bodily complaints and 
dysfunctions, including weight loss, tearfulness, agitation, aches, and pains. However, because 
none of these symptoms is specific for a mood disorder, diagnosis of mood disorders requires 
additional assessment and confirmation of findings. In addition, other problems (e.g., lethargy, 
fatigue, weakness, or apathy) with different causes, which require a very different approach, can 
be easily confused with depression.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered if the Resident Mood Interview, Staff 
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Assessment of Mood, or certain other specific issues indicate a mood issue and/or condition may 
be present.  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
A0310A Federal OBRA reason for 

assessment 
3, 4, 5 Delirium 

Falls 
D0200I1 PHQ resident mood interview: 

thoughts better off dead - 
presence 

1  

D0300 PHQ resident mood interview: 
total mood severity score 

00-27  

D0500 I1 PHQ staff assessment: thoughts 
better off dead _ presence 

1  

D0600 PHQ staff assessment: total mood 
score 

00-30 
 

 

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
V0100E  PHQ resident mood interview: 

total mood severity score (prior 
assessment) 

00-27  

V0100F PHQ staff assessment: total mood 
score (prior assessment) 

00-30  

The information gleaned from the assessment should be used as a starting point to assess further 
in order to confirm a mood disorder and get enough detail of the situation to consider whether 
treatment is warranted. If a mood disorder is confirmed, the individualized care plan should in 
part focus on identifying and addressing underlying causes, to the extent possible.  

9. Behavioral Symptoms 
In the world at large, human behavior varies widely and is often dysfunctional and problematic. 
While behavior may sometimes be related to or caused by illness, behavior itself is only a 
symptom and not a disease. The MDS only identifies certain behaviors, but is not intended to 
determine the significance of behaviors, including whether they are problematic and need an 
intervention.  

Therefore, it is essential to assess behavior symptoms carefully and in detail in order to 
determine whether and why behavior is problematic and to identify underlying causes. The 
behavior CAA focuses on potentially problematic behaviors in the following areas: wandering 
(e.g., moving with no rational purpose, seemingly being oblivious to needs or safety), verbal 
abuse (e.g., threatening, screaming at, or cursing others), physical abuse (e.g., hitting, shoving, 
kicking, scratching, or sexually abusing others), other behavioral symptoms not directed at others 
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(e.g., making disruptive sounds or noises, screaming out, smearing or throwing food or feces, 
hoarding, rummaging through other’s belongings), inappropriate public sexual behavior or public 
disrobing, and rejection of care (e.g., verbal or physical resistance to taking medications, taking 
injections, completing a variety of activities of daily living or eating). Understanding the nature 
of the issue/condition and addressing the underlying causes have the potential to improve the 
quality of the resident’s life and the quality of the lives of those with whom the resident interacts.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when the resident is identified as 
exhibiting certain troubling behavioral symptoms. 

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
E0300 Overall presence of behavioral 

symptoms 
1  

E0800 Rejection of care presence and 
frequency 

1, 2, 3  Cognitive Loss/Dementia 
 

E0900 Wandering: presence and 
frequency 

1, 2, 3 Cognitive Loss/Dementia 
Falls 

E1100 Change in behavioral or other 
symptoms 

2  

The information gleaned from the assessment should be used to determine why the resident’s 
behavioral symptoms are problematic in contrast to a variant of normal, whether and to what 
extent the behavior places the resident or others at risk for harm, and any related contributing 
and/or risk factors. The next step is to develop an individualized care plan based directly on these 
conclusions. The focus of the care plan should be to address the underlying cause or causes, 
reduce the frequency of truly problematic behaviors, and minimize any resultant harm.  

10.  Activities 
The capabilities of residents vary, especially as abilities and expectations change, illness 
intervenes, opportunities become less frequent, and/or extended social relationships become less 
common. The purpose of the activities CAA is to identify strategies to help residents become 
more involved in relevant activities, including those that have interested and stimulated them in 
the past and/or new or modified ones that are consistent with their current functional and 
cognitive capabilities.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when the resident may have evidence of 
decreased involvement in social activities.  
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
D0200A1 PHQ resident mood interview: 

little interest or pleasure in doing 
things – presence 

1 Psychosocial Well-being   

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
D0500A1 PHQ staff assessment thoughts 

better off dead- presence 
1  

F0500A Resident interview: how 
important is it to you to have 
books, newspaper, magazine to 
read 

4, 5  Psychosocial Well-Being 

F0500B Resident interview: how 
important is it to you to listen to 
music 

4, 5 Psychosocial Well-Being 

F0500C Resident interview: how 
important is it to you to be around 
animals/pets 

4, 5  Psychosocial Well-Being 

F0500D Resident interview: how 
important is it to you to keep up 
with news 

4, 5 Psychosocial Well-Being 

F0500E Resident interview: how 
important is it to do things with 
groups of people 

4, 5 Psychosocial Well-Being 

F0500F Resident interview: how 
important is it to you to do your 
favorite activities 

3, 4, 5 Psychosocial Well-Being 

F0500G Resident interview: how 
important is it to go outside in 
good weather 

4, 5 Psychosocial Well-Being 

F0500H Resident interview: how 
important is it to you to 
participate in religious practices 

4, 5 Psychosocial Well-Being 

The information gleaned from the assessment should be used to identify residents who have either 
withdrawn from recreational activities or who are uneasy entering into activities and social 
relationships, to identify the resident’s interests, and to identify any related possible contributing 
and/or risk factors. The next step is to develop an individualized care plan based directly on these 
conclusions. The care plan should focus on addressing the underlying cause(s) of activity 
limitations and the development or inclusion of activity programs tailored to the resident’s interests 
and to his or her cognitive, physical/functional, and social abilities and improve quality of life. 
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
F0800L Staff assessment: reading books, 

newspapers, magazines 
Not checked 
 

 

F0800M Staff assessment: listening to 
music 

Not checked  

F0800N Staff assessment: being around 
animals/pets 

Not checked  

F0800O Staff assessment: keeping up with 
news 

Not checked  

F0800P Staff assessment: doing things 
with groups 

Not checked  

F0800Q Staff assessment: participating in 
favorite activities 

Not checked  

F0800R Staff assessment: spend time 
away from nursing home 

Not checked  

F0800S Staff assessment: spend time 
outdoors 

Not checked  

F0800T Staff assessment: participate 
religious activities 

Not checked  

11.  Falls 
A “fall” refers to unintentionally coming to rest on the ground, floor, or other lower level but not 
as a result of an external force (e.g., being pushed by another resident). A fall without injury is 
still a fall. Falls are a leading cause of morbidity and mortality among the elderly, including 
nursing home residents. Falls may indicate functional decline and/or the development of other 
serious conditions, such as delirium, adverse medication reactions, dehydration, and infections. A 
potential fall is an episode in which a resident lost his/her balance and would have fallen without 
staff intervention.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA.  

The information gleaned from the assessment should be used to identify and address the 
underlying cause(s) of the resident’s fall(s), as well as to identify any related possible causes and 
contributing and/or risk factors. The next step is to develop an individualized care plan based 
directly on these conclusions. The focus of the care plan should be to address the underlying 
cause(s) of the resident’s fall(s), as well as the factors that place him or her at risk for falling.  
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
A0310A Federal OBRA reason for 

assessment 
3, 4, 5 Delirium 

Mood State 
E0900 Wandering: presence and 

frequency 
1, 2, 3 Cognitive Loss/Dementia 

Behavioral Symptoms 
G0300A Balance: moving from seated to 

standing position 
1, 2 ADL 

Functional/Rehabilitation 
G0300B Balance: walking (with assistive 

device if used) 
1, 2 ADL 

Functional/Rehabilitation 
G0300C  Balance: turning around while 

walking 
1, 2 ADL 

Functional/Rehabilitation 
G0300D Balance: moving on and off toilet 1, 2 ADL 

Functional/Rehabilitation 
G0300E Balance: surface to surface 

transfer 
1, 2 ADL 

Functional/Rehabilitation 
J1700B Fall history: fall 2 to 6 months 

before entry 
1  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
J1800 Falls since admit/prior 

assessment: any falls 
1  

N0400 B Medications: antianxiety 1 Psychotropic Medication Use
N0400C  Medications: antidepressant 1 Psychotropic Medication Use
P0100B  Restraints used in bed: trunk 

restraint 
1, 2 Pressure Ulcer 

Physical Restraints 
P0100E Restraints in chair/out of bed: 

trunk restraint 
1, 2 Pressure Ulcer 

Physical Restraints 

12.  Nutritional Status 
Undernutrition is not a response to normal aging, but it can arise from many diverse causes, often 
acting together. It may cause or reflect acute or chronic illness, and it represents a risk factor for 
subsequent decline.  

The Nutritional Status CAA process reflects the need for an in-depth analysis of residents with 
impaired nutrition and those who are at nutritional risk. This CAA triggers when a resident has or 
is at risk for a nutrition issue/condition. Some residents who are triggered for follow-up will 
already be significantly underweight and thus undernourished, while other persons will be at risk 
of undernutrition. This CAA may also trigger based on loss of appetite with little or no 
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accompanying weight loss and despite the absence of obvious, outward signs of impaired 
nutrition.   

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
J1550C Problem Conditions Checked Dehydration/Fluid 

Maintenance 
K0200A Height BMI (18.5 -24.9)  
K0200B Weight BMI (18.5 -24.9)  
K0300 Weight loss 1, 2 Pressure Ulcer 
K0500A Nutritional approaches: 

parenteral/IV feeding 
1 Dehydration/Fluid 

Maintenance 
K0500C  Nutritional approaches: 

mechanically altered diet 
1  

K0500D Nutritional approaches: 
therapeutic diet 

1  

M01300B Number of Stage 2 pressure 
ulcers  

0-9 Pressure Ulcer 

M0300C1  Number of Stage 3 pressure 
ulcers 

0-9 Pressure Ulcer 

M0300D1 Number of Stage 4 pressure 
ulcers 

0-9 Pressure Ulcer 

M0300E1 Number of un-staged 
pressure ulcers due to 
dressing 

0-9 Pressure Ulcer 

M0300F1 Number of pressure ulcers 
un-staged due to 
slough/eschar 

0-9 Pressure Ulcer 

M0300G1 Number of pressure ulcers 
un-staged – deep tissue 

0-9 Pressure Ulcer 

13. Feeding Tubes 
This CAA focuses on the long-term (greater than 1 month) use of feeding tubes. It is important to 
balance the benefits and risks of feeding tubes in individual residents in deciding whether to 
make such an intervention a part of the plan of care. In some acute and longer term situations, 
feeding tubes may provide adequate nutrition that cannot be obtained by other means. In other 
circumstances (for example, in individuals with advanced dementia), feeding tubes may not 
enhance survival or improve quality of life. Also, feeding tubes can be associated with diverse 
complications that may further impair quality of life or adversely impact survival. For example, 
tube feedings will not prevent aspiration of gastric contents or oral secretions and feeding tubes 
may irritate or perforate the stomach or intestines.  
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When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA.  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
K0500B Nutritional approaches: feeding 

tube  
1 Dehydration/Fluid 

Maintenance 

The information gleaned from the assessment should be used to identify and address the 
resident’s status and underlying issues/conditions that necessitated the use of a feeding tube. In 
addition, the CAA information should be used to identify any related risk factors. The next step 
is to develop an individualized care plan based directly on these conclusions. The focus of the 
care plan should be to address the underlying cause(s), including any reversible issues and 
conditions that led to using a feeding tube.  

14.  Dehydration/Fluid Maintenance 
Dehydration is a condition in which there is an imbalance of water and related electrolytes in the 
body. As a result, the body may become less able to maintain adequate blood pressure and 
electrolyte balance, deliver sufficient oxygen and nutrients to the cells, and rid itself of wastes. In 
older persons, diagnosing dehydration is accomplished primarily by a detailed history, laboratory 
testing (e.g., electrolytes, BUN, creatinine, serum osmolality, urinary sodium), and to a lesser 
degree by a physical examination. Abnormal vital signs, such as falling blood pressure and an 
increase in the pulse rate, may sometimes be meaningful symptoms of dehydration in the elderly. 

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. 

The information gleaned from the assessment should be used to identify whether the resident is 
dehydrated or at risk for dehydration, as well as to identify any related possible causes and 
contributing and/or risk factors. The next step is to develop an individualized care plan based 
directly on these conclusions. The focus of the care plan should be to prevent dehydration by 
addressing risk factors, to maintain or restore fluid and electrolyte balance, and to address the 
underlying cause or causes of any current dehydration.  
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
H0600 Constipation 1  
I1700 MRSA/VRE/clostridium diff. 

infection/colonization 
Checked  

I2000 Pneumonia Checked  
I2100 Septicemia Checked  
I2200 Tuberculosis Checked  
I2300 Urinary tract infection (UTI) Checked  
I2400 Viral Hepatitis (includes type A, 

B, C, D, and E) 
Checked  

I2500 Wound infection (other than foot) Checked  
J1550C  Problem conditions: dehydrated Checked Nutritional Status 
J155D Problem conditions: Checked  
K0500A  Nutritional approaches: 

parenteral/IV feeding 
 Nutritional Status 

K0500B Nutritional approaches: feeding 
tube 

1 Feeding Tubes 

M1040A Other skin problems: other 
foot/lower extremity 

1  

15.  Dental Care 
The ability to chew food is important for adequate oral nutrition. Having clean and attractive 
teeth or dentures can promote a resident’s positive self-image and personal appearance, thereby 
enhancing social interactions. Medical illnesses and medication-related adverse consequences 
may increase a resident’s risk for related complications such as impaired nutrition and 
communication deficits. The dental care CAA addresses a resident’s risk of oral disease, 
discomfort, and complications.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident has indicators of an 
oral/dental issue/condition.  

The information gleaned from the assessment should be used to identify the oral/dental issues 
and/or conditions and to identify any related possible causes and contributing and/or risk factors. 
The next step is to develop an individualized care plan based directly on these conclusions. The 
focus of the care plan should be to address the underlying cause or causes of the resident’s issues 
and/or conditions.  
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
L0200A Dental: broken or loosely fitting 

denture 
Checked  

L0200B Dental: no natural teeth or tooth 
fragment(s) 

Checked  

L0200C Dental: abnormal mouth tissue Checked  
L0200D Dental: cavity or broken natural 

teeth 
Checked  

L0200E Dental: inflamed/bleeding gums 
or loose teeth 

Checked  

L0200F Dental: pain, discomfort, 
difficulty chewing 

Checked  

16.  Pressure Ulcer 
A pressure ulcer can be defined as a localized injury to the skin and/or underlying tissue, usually 
over a bony prominence, as a result of pressure or pressure in combination with shear and/or 
friction. Pressure ulcers can have serious consequences for the elderly and are costly and time 
consuming to treat. They are a common preventable and treatable condition among elderly 
people with restricted mobility.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. 

The information gleaned from the assessment should be used to draw conclusions about the 
status of a resident’s pressure ulcers(s) and to identify any related causes and contributing and/or 
risk factors. The next step is to develop an individualized care plan based directly on these 
conclusions. If a pressure ulcer is not present, the goal is to prevent them by identifying the 
resident’s risks and implementing preventive measures. If a pressure ulcer is present, the goal is 
to heal or close it. 
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TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
G0110A1 ADL: bed mobility: self-

performance 
1, 2, 3, 4, 7, 8 ADL 

Functional/Rehabilitation 
H0300 Urinary continence 1, 2, 3 Urinary 

Incontinence/Catheter 
H0400 Bowel continence 2, 3  
K0300 Weight loss 1, 2 Nutritional Status 
M0150 Is resident at risk of developing 

pressure ulcer 
1  

M0300A  Number of Stage 1 pressure 
ulcers 

0-9  

M0300B1  Number of Stage 2 pressure 
ulcers 

0-9 Nutritional Status 

M0300C1 Number of Stage 3 pressure 
ulcers 

0-9 Nutritional Status 

M0300D1 Number of Stage 4 0-9 Nutritional Status 
M0300E1 Number of un-staged pressure 

ulcers due to dressing 
0-9 Nutritional Status 

M0300F1  Number of pressure ulcers un-
staged due to slough/eschar 

0-9 Nutritional Status 

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
M0300G1 Number of pressure ulcers un-

staged – deep tissue 
0-9 Nutritional Status 

M0800A Worsened since prior assessment: 
Stage 2 pressure ulcers 

0-9  

M0800B Worsened since prior assessment: 
Stage 3 pressure ulcers 

0-9  

M08000C Worsened since prior assessment: 
Stage 4 pressure ulcers 

0-9  

P0100B Restraints used in bed: trunk 
restraint 

1, 2 Falls 
Physical Restraints 

P0100E Restraints in chair/out of bed 
trunk restraint 

1, 2 Falls 
Physical Restraints 

17.  Psychotropic Medication Use 
Any medication, prescription or non-prescription, can have benefits and risks, depending on 
various factors (e.g., active medical conditions, coexisting medication regimen). However, 
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psychotropic medications (medications that are prescribed primarily to affect cognition, mood, or 
behavior) are among the most frequently prescribed agents for elderly nursing home residents. 
While these medications can often be beneficial, they can also cause significant complications 
such as postural hypotension, extrapyramidal symptoms (e.g., akathisia, dystonia, tardive 
dyskinesia), and acute confusion (delirium).  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA.  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
N0400A Medications: antipsychotic 1  
N0400B Medications: antianxiety 1 Falls 
N0400C Medications: 

antidepressant 
1 Falls 

N0400D Medications: hypnotic 1  

The information gleaned from the assessment should be used to draw conclusions about the 
appropriateness of the resident’s medication (in consultation with the physician and the 
consultant pharmacist) and to identify any adverse consequences, as well as any related possible 
causes and contributing and/or risk factors. The next step is to develop an individualized care 
plan based directly on these conclusions. Important goals of therapy include maximizing the 
resident’s functional potential and well-being, while minimizing the hazards associated with 
medication side effects. 

18. Physical Restraints 
A physical restraint is defined as any manual method or physical or mechanical device, material, 
or equipment attached or adjacent to the resident’s body that the individual cannot remove easily 
and that restricts freedom of movement or normal access to one’s body. The important 
consideration is the effect of the device on the resident, and not the purpose for which the device 
was placed on the resident. This category also includes the use of passive restraints such as chairs 
that prevent rising.  

Physical restraints are only rarely indicated, and at most, should be used only as a short-term, 
temporary intervention to treat a resident’s medical symptoms. They should not be used for 
purposes of discipline or convenience. Before a resident is restrained, the facility must determine 
the presence of a specific medical symptom that would require the use of the restraint and how 
the use of the restraint would treat the medical symptom, protect the resident’s safety, and assist 
the resident in attaining or maintaining his or her highest practicable level of physical and 
psychosocial well-being. 

Restraints are often associated with negative physical and psychosocial outcomes (e.g., loss of 
muscle mass, contractures, lessened mobility and stamina, impaired balance, skin breakdown, 
constipation, and incontinence). Adverse psychosocial effects of restraint use may include a 
feeling of shame, hopelessness, and stigmatization as well as agitation.  
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The physical restraint CAA identifies residents who are physically restrained. When this CAA is 
triggered, nursing home staff should follow their facility’s chosen protocol or policy for 
performing the CAA. This CAA is triggered when a resident used a physical restraint during the 
look-back period.  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
P0100A Restraints used in bed: bed rail 

any type 
1, 2  

P0100B Restraints used in bed: trunk 
restraint 

1, 2 Falls 
Pressure Ulcer 

P0100C Restraints used in bed: limb 
restraint 

1, 2  

P0100D  Restraints used in bed: other 1, 2  
P0100E Restraints in chair/out of bed: 

trunk restraint 
1, 2 Falls 

Pressure Ulcer 
P0100F Restraints in chair/out of bed: l: 

limb restraint  
1, 2  

P0100G Restraints in chair/out of bed: 
chair stops rising  

1, 2  

P0100H Restraint in chair/out of bed: 
other 

1, 2  

The information gleaned from the assessment should be used to identify the specific reasons for, 
and the appropriateness of the use of, the restraint and any adverse consequences caused by or 
risks related to restraint use.  

The focus of an individualized care plan based directly on these conclusions should be to address 
the underlying physical or psychological condition(s) that led to restraint use. By addressing 
underlying conditions and causes, the facility may eliminate the medical symptom that led to 
using restraints. In addition, a review of underlying needs, risks, or issues/conditions may help to 
identify other potential kinds of treatments. The ultimate goal is to eliminate restraint use by 
employing alternatives. When elimination of restraints is not possible, assessment must result in 
using the least restrictive device possible.  

19. Pain 
Pain is “an unpleasant sensory and emotional experience associated with actual or potential 
tissue damage.” Pain can be affected by damage to various organ systems and tissues; e.g., 
musculoskeletal (e.g., arthritis, fractures, injury from peripheral vascular disease, wounds), 
neurological (e.g., diabetic neuropathy, herpes zoster), and cancer. The presence of pain can also 
increase suffering in other areas, leading to an increased sense of helplessness, anxiety, 
depression, decreased activity, decreased appetite, and disrupted sleep. 
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As with all symptoms, pain symptoms are subjective and require a detailed history and additional 
physical examination, and sometimes additional testing, in order to clarify pain characteristics 
and causes and identify appropriate interventions. This investigation typically requires 
coordination between nursing staff and a health care practitioner. 

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident has active symptoms of 
pain. 

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
J0400 Resident pain interview: 

frequency 
1, 2   

J0500A Resident pain interview: made it 
hard to sleep 

1  

J0500B Resident pain interview: limited 
daily activities 

1  

J0600A Resident pain interview: pain 
numeric intensity rating scale 

4-10, 7-10  

J0600B Resident with pain interview: 
pain verbal descriptor scale 

2, 3, 4  

J0800A  Staff pain assessment: non-verbal 
sounds 

1  

J0800B Staff pain assessment: vocal 
complaints of pain 

1  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
J0800C Staff pain assessment: facial 

expressions 
1 
 

 
 

J0800D Staff pain assessment: protective 
movements/postures 

1 
 

 

The information gleaned from the assessment should be used to identify the characteristics and 
possible causes, contributing factors, and risk factors related to the pain. The next step is to 
develop an individualized care plan based directly on these conclusions. The focus of the care 
plan should be to alleviate symptoms and, to the extent possible, address the underlying 
condition(s) that cause the pain.  

Management of pain may include various interventions, including medications and other 
treatments that focus on improving the person’s quality of life and ability to function. Therefore, 
it is important to tailor an individualized care plan related to pain to the characteristics, causes, 
and consequences of pain in the context of a resident’s whole picture, including medical 
conditions, cognitive capabilities, goals, wishes, and personal and psychosocial function.  
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20. Return to Community Referral 
All individuals have the right to choose the services they receive and the settings in which they 
receive those services. This right became law under the Americans with Disabilities Act (1990) 
and with further interpretation by the U.S. Supreme Court in the Olmstead vs. L.C. decision in 
1999. The ruling stated that individuals have a right to receive care in the least restrictive (most 
integrated) setting and that governments have a responsibility to enforce and support these 
choices.  

An individual in a nursing home with adequate decision-making capacity can choose to leave the 
facility and/or request to talk to someone about returning to the community at any time. The 
return to community referral CAA focuses on residents who want to talk to someone about 
returning to the community and promotes opening the discussion about the individual’s 
preferences for service settings. 

Individual choices related to returning to the community living will vary; e.g., return to a former 
home or a different community home. Or, the individual may choose to stay in the nursing home. 
The discharge assessment process requires nursing home staff to apply a systematic and 
objective protocol so that every individual has the opportunity to access meaningful information 
about community living options and community service alternatives, with the goal being to assist 
the individual in maintaining or achieving the highest level of functioning. This includes 
ensuring that the individual or surrogate is fully informed and involved, identifying individual 
strengths, assessing risk factors, implementing a comprehensive plan of care interventions, 
coordinating interdisciplinary care providers, fostering independent functioning, and using 
rehabilitation programs and community referrals.  

When this CAA is triggered, nursing home staff should follow their facility’s chosen protocol or 
policy for performing the CAA. This CAA is triggered when a resident expresses interest in 
returning to the community.  

TRIGGERS:    

Item Item Description Code Other CAAs Triggered 
Q0600 Has referral been made to the 

local contact agency?  
1 

 

The information gleaned from the assessment should be used to assess the resident’s situation 
and begin appropriate care planning, discharge planning, and other follow-up measures. The next 
step is to develop an individualized care plan based directly on these findings.  

The goal of care planning is to initiate and maintain collaboration between the nursing facility 
and the local contact agency to support the individual’s expressed interest in being transitioned to 
community living. This includes facility support for the individual in achieving his or her highest 
level of functioning and the involvement of the designated contact agency providing informed 
choices for community living. This collaboration will enable the State-designated local contact 
agency to initiate communication by telephone or visit with the individual (and his or her family 
or significant others, if the individual so chooses) to talk about opportunities for returning to 
community living. 
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4.11 Care Area Trigger (CAT) Legend  

Please note: Because MDS 3.0 trigger logic is complex, this CAT Legend notes 
minimally which items are involved in triggering a CAA, but does not provide the entire 
CAT logic. Please refer to the Trigger tables within each CAA description (Section 4.10) for 
detailed information on triggers. 
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Item 

A0310A Federal OBRA reason 
for assessment 

3,4,5 •       •   •          A0310A 

B0200 Hearing  1,2,3    •                 B0200 

B0700 Makes self 
understood  

1,2,3    •                 B0700 

B0800 Ability to understand 
others  

1,2,3    •                 B0800 

B1000 Vision  1,2,3,4   •                  B1000 

C0500 BIMS resident 
interview: summary 
score  

00-15 • •   •                C0500 

C0700 Staff assessment 
mental status: short-
term memory OK  

1  •                   C0700 

C0800 Staff assessment 
mental status: long 
term memory OK  

1  •                   C0800 

C1000 Cognitive skills for 
daily decision making  

1,2,3  •   •                C1000 

C1300A Signs of delirium: 
inattention  

1,2  •                   C1300A 

C1300B Signs of delirium: 
disorganized thinking  

1,2  •                   C1300B 

C1300C Signs of delirium: 
altered level of 
consciousness  

1,2  •                   C1300C 
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C1300D Signs of delirium: 
psychomotor 
retardation  

1,2  •                   C1300D 

C1600 Acute mental status 
change 

1 •                    C1600 

D0200A1 PHQ resident mood 
interview: little 
interest or pleasure in 
doing things - 
presence  

1       •   •           D0200A1 

D0200I1 PHQ resident mood 
interview: thoughts 
better off dead - 
presence  
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1        •             D0200I1 

D0300 PHQ resident mood 
interview: total mood 
severity score  

00-27        • 
 

            D0300 

D0500A1 PHQ staff assessment 
of resident mood: 
little interest or 
pleasure in doing 
things - presence  

1       •   •           D0500A1 

D0500I1 PHQ staff 
assessment: thoughts 
better off dead - 
presence  

1        •             D0500I1 

D0600 PHQ staff 
assessment: total 
mood score  

00-30        •             D0600 

2
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E0200A Physical behavioral 
symptoms directed 
toward others 

1,2,3  •     •              E0200A 

E0200B Verbal behavioral 
symptoms directed 
toward others 

1,2,3  •     •              E0200B 

E0200C Other behavioral 
symptoms not 
directed toward 
others 

1,2,3  •                   E0200C 

E0300 Overall presence of 
behavioral symptoms  

1         •            E0300 

E0800 Rejection of care: 
presence and 
frequency  

1,2,3  •       •            E0800 

E0900 Wandering: presence 
and frequency  

1,2,3  •       •  •          E0900 

E1100 Change in behavioral 
or other symptoms  

2         •            E1100 

F0500A Resident interview: 
how important is it to 
you to have books, 
newspaper, 
magazines to read  

4,5       •   •           F0500A 

F0500B Resident interview: 
how important is it to 
you to listen to music  

4,5       •   •           F0500B 
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F0500C Resident interview: 
how important is it to 
you to be around 
animals/pets  

4,5       •   •           F0500C 

F0500D Resident interview: 
how important is it to 
you to keep up with 
news  

4,5       •   •           F0500D 

F0500E Resident interview: 
how important is it to 
you to do things with 
groups of people  

4,5       •   •           F0500E 

F0500F Resident interview: 
how important is it to 
you to do your 
favorite activities  

3,4,5       •   •           F0500F 

F0500G Resident interview: 
how important is it to 
you to go outside in 
good weather  

4,5       •   •           F0500G 

F0500H Resident interview: 
how important is it to 
you to participate in 
religious practices  

4,5       •   •           F0500H 

F0600 Primary respondent: 
daily/activities 
preferences  

1       •              F0600 
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Item 

F0800L Staff assessment: 
reading books, 
newspapers, 
magazines  

Not 
checked 

         •           F0800L 

F0800M Staff assessment: 
listening to music  

Not 
checked 

         •           F0800M 

F0800N Staff assessment: 
being around 
animals/pets  

Not 
checked 

         •           F0800N 

F0800O Staff assessment: 
keeping up with 
news  

Not 
checked 

         •           F0800O 

F0800P Staff assessment: 
doing things with 
groups  

Not 
checked 

         •           F0800P 

F0800Q Staff assessment: 
participating in 
favorite activities  

Not 
checked 

      •   •           F0800Q 

F0800R Staff assessment: 
spend time away 
from nursing home  

Not 
checked 

         •           F0800R 

F0800S Staff assessment: 
spend time outdoors  

Not 
checked 

         •           F0800S 

F0800T Staff assessment: 
participate religious 
activities  

Not 
checked 

         •           F0800T 

G0110A1 ADL: bed mobility: 
self-performance 

1,2,3,4,7,8     •           •     G0110A1 
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Item 

G0110B1 ADL: transfer: self-
performance 

1,2,3,4     •                G0110B1 

G0110C1 ADL: walk in room: 
self-performance  

1,2,3,4     •                G0110C1 

G0110D1 ADL: walk in 
corridor: self-
performance  

1,2,3,4     •                G0110D1 

G0110E1 ADL: locomotion on 
unit: self-
performance  

1,2,3,4     •                G0110E1 

G0110F1 ADL: locomotion off 
unit: self-
performance  

1,2,3,4     •                G0110F1 

G0110G1 ADL: dressing: self-
performance  

1,2,3,4     •                G0110G1 

G0110H1 ADL: eating: self-
performance  

1,2,3,4     •                G0110H1 

G0110I1 ADL: toilet: self-
performance  

1,2,3,4     • •               G0110I1 

G0110J1 ADL: personal 
hygiene: self-
performance  

1,2,3,4     •                G0110J1 

G0120A ADL: bathing: self-
performance 

1,2,3,4     •                G0120A 

G0300A Balance: moving 
from seated to 
standing position  

1,2     •      •          G0300A 
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Item 

G0300B Balance: walking 
(with assistive 
device if used)  

1,2     •      •          G0300B 

G0300C Balance: turning 
around while walking  

1,2     •      •          G0300C 

G0300D Balance: moving on 
and off toilet  

1,2     •      •          G0300D 

G0300E Balance: surface to 
surface transfer  

1,2     •      •          G0300E 

G0900A Resident believes 
capable of increased 
independence  

1     •                G0900A 

G0900B Staff believes 
resident capable of 
increased 
independence  

1     •                G0900B 

H0100A Appliances: 
indwelling bladder 
catheter  

1      •               H0100A 

H0100B Appliances: external 
(condom) catheter  

1      •               H0100B 

H0100D Appliances: 
intermittent 
catheterization  

1      •               H0100D 

H0300 Urinary continence  1,2,3      •          •     H0300 

H0400 Bowel continence  2,3                •     H0400 

H0600 Constipation  1              •       H0600 
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I1700 MRSA/VRE/clostridiu
m diff. 
infection/colonization  

Checked              •       I1700 

I2000 Pneumonia  Checked              •       I2000 

I2100 Septicemia  Checked              •       I2100 

I2200 Tuberculosis  Checked              •       I2200 

I2300 Urinary tract infection 
(UTI)  

Checked              •       I2300 

I2400 Viral hepatitis 
(includes type A, B, 
C, D, and E)  

Checked              •       I2400 

I2500 Wound infection 
(other than foot)  

Checked              •       I2500 

I4200 Alzheimer's disease Checked, 
Not 
checked 

      •              I4200 

I4800 Dementia  Checked, 
Not 
checked 

      •              I4800 

I6500 Cataracts, glaucoma, 
or macular 
degeneration  

Checked   •                  I6500 

J0400 Resident pain 
interview: frequency  

1,2                   •  J0400 

J0500A Resident pain 
interview: made it 
hard to sleep  

1                   •  J0500A 
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Item 

J0500B Resident pain 
interview: limited 
daily activities  

1                   •  J0500B 

J0600A Resident pain 
interview: pain 
numeric intensity 
rating scale  

4-10,7-10                   •  J0600A 

J0600B Resident pain 
interview: pain 
verbal descriptor 
scale  

2,3,4                   •  J0600B 

J0800A Staff pain 
assessment: non-
verbal sounds  

1                   •  J0800A 

J0800B Staff pain 
assessment: vocal 
complaints of pain  

1                   •  J0800B 

J0800C Staff pain 
assessment: facial 
expressions  

1                   •  J0800C 

J0800D Staff pain 
assessment: 
protective 
movements/postures  

1                   •  J0800D 

J1550A Problem conditions: 
fever  

Checked              •       J1550A 

J1550B Problem conditions: 
vomiting  

Checked              •       J1550B 

J1550D Problem conditions: 
internal bleeding  

Checked              •       J1550D 
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Item 

J1550C Problem conditions: 
dehydrated  

Checked            •  •       J1550C 

J1700A Fall history: fall 
during month before 
entry  

1           •          J1700A 

J1700B Fall history: fall 2 to 
6 months before 
entry  

1           •          J1700B 

J1800 Falls since 
admit/prior 
assessment: any 
falls  

1           •          J1800 

K0200A Height BMI  
(18.5-
24.9) 

           •         K0200A 

K0200B Weight BMI  
(18.5-
24.9) 

           •         K0200B 

K0300 Weight loss  1,2            •    •     K0300 

K0500A Nutritional 
approaches: 
parenteral/IV feeding  

1            •  •       K0500A 

K0500B Nutritional 
approaches: feeding 
tube  

1             • •       K0500B 

K0500C Nutritional 
approaches: 
mechanically altered 
diet  

1            •         K0500C 
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Item 

K0500D Nutritional 
approaches: 
therapeutic diet  

1            •         K0500D 

L0200A Dental: broken or 
loosely fitting 
denture  

Checked               •      L0200A 

L0200B Dental: no natural 
teeth or tooth 
fragment(s)  

Checked               •      L0200B 

L0200C Dental: abnormal 
mouth tissue  

Checked               •      L0200C 

L0200D Dental: cavity or 
broken natural teeth  

Checked               •      L0200D 

L0200E Dental: 
inflamed/bleeding 
gums or loose teeth  

Checked               •      L0200E 

L0200F Dental: pain, 
discomfort, difficulty 
chewing  

Checked               •      L0200F 

M0150 Is resident at risk of 
developing pressure 
ulcer  

1                •     M0150 

M0300A Number of Stage 1 
pressure ulcers  

0-9                •     M0300A 

M0300B
1 

Number of Stage 2 
pressure ulcers 

0-9            •    •     M0300B1 

M0300C
1 

Number of Stage 3 
pressure ulcers 

0-9            •    •     M0300C1 
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Item 

M0300D1 Number of Stage 4 
pressure ulcers 

0-9            •    •     M0300D1 

M0300E1 Number of un-staged 
pressure ulcers due 
to dressing 

0-9            •    •     M0300E1 

M0300F1 Number of pressure 
ulcers un-staged due 
to slough/eschar 

0-9            •    •     M0300F1 

M0300G1 Number of pressure 
ulcers un-staged – 
deep tissue 

0-9            •    •     M0300G1 

M0800A Worsened since prior 
assessment: Stage 2 
pressure ulcers  

0-9                •     M0800A 

M0800B Worsened since prior 
assessment: Stage 3 
pressure ulcers  

0-9                •     M0800B 

M0800C Worsened since prior 
assessment: Stage 4 
pressure ulcers  

0-9                •     M0800C 

M1040A Other skin problems: 
other foot/lower 
extremity  

1              •       M1040A 

N0400A Medications: 
antipsychotic  

1                 •    N0400A 

N0400B Medications: 
antianxiety  

1           •      •    N0400B 

N0400C Medications: 
antidepressant  

1           •      •    N0400C 
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N0400D Medications: 
hypnotic  

1                 •    N0400D 

P0100A Restraints used in 
bed: bed rail (any 
type)  

1,2                  •   P0100A 

P0100B Restraints used in 
bed: trunk restraint  

1,2           •     •  •   P0100B 

P0100C Restraints used in 
bed: limb restraint  

1,2                  •   P0100C 

P0100D Restraints used in 
bed: other  

1,2                  •   P0100D 

P0100E Restraints in 
chair/out of bed: 
trunk restraint  

1,2           •     •  •   P0100E 

P0100F Restraints in 
chair/out of bed: 
limb restraint  

1,2                  •   P0100F 

P0100G Restraints in 
chair/out of bed: 
chair stops rising  

1,2                  •   P0100G 

P0100H Restraints in 
chair/out of bed: 
other  

1,2                  •   P0100H 

Q0400A Active discharge 
plan for return to 
community 

0                    • Q0400A 

Q0400B Determination 
regarding discharge 
to community 

1                    • Q0400B 
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Q0500B Resident response 
about returning to 
community 

1                    • Q0500B 

V0100D BIMS resident 
interview: summary 
score (prior 
assessment) 

00-15 •                    V0100D 

V0100E PHQ resident mood 
interview: total 
mood severity score 
(prior assessment) 

00-27        •             V0100E 

V0100F PHQ staff 
assessment: total 
mood score (prior 
assessment) 

00-30        •             V0100F 
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APPENDIX A: GLOSSARY AND COMMON ACRONYMS 
Glossary 

Term Abbreviation Definition 

Ability to 
Understand Others 

 Comprehension of direct person-to-person communication 
whether spoken, written, or in sign language or Braille. 
Includes the resident’s ability to process and understand 
language.  

Active Assisted 
Range of Motion 

 A type of active range of motion in which assistance is 
provided by an outside force, either manually or mechanically 
because the prime mover muscles need assistance to complete 
the motion. This type of range of motion may be used when 
muscles are weak or when joint movement causes discomfort; 
or for example, if the resident is able to move his or her 
limbs, but requires help to perform entire movement. 

Active Disease 
Diagnosis  

 An illness or condition that is currently causing or 
contributing to a resident's complications and/or functional, 
cognitive, medical and psychiatric symptoms or impairments. 

Active Range of 
Motion 

 Movement within the unrestricted range of motion for a 
segment, which is produced by active contraction of the 
muscles crossing that joint. This type of range of motion 
occurs when a resident can move his or her limbs without 
assistance. 

Activities of Daily 
Living 

ADLs Activities of daily living are those needed for self-care: 
bathing, dressing, mobility, toileting, eating, and transferring. 
The late-loss ADLs (eating, toileting, bed mobility, and 
transferring) are used to classify a patient into a RUG-IV 
group. 

Acute Change in 
Mental Status 

 Alteration in mental status (e.g., orientation, inattention, 
organization of thought, level of consciousness, psychomotor 
behavior, change in cognition) that was new or worse for this 
resident, usually over hours to days. 

ADL Aspects  Components of ADL activities. These are listed next to each 
ADL in the item set. For example, the aspects of G0110H 
(Eating) are eating, drinking, and intake of nourishment or 
hydration by other means, including tube feeding, total 
parenteral nutrition, and IV fluids for hydration. 

(continued) 
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Term Abbreviation Definition 

ADL Self-
Performance Items 

 Measures what the resident actually did (not what he or she 
might be capable of doing) within each ADL category 
according to a performance-based scale. 

ADL Support 
Provided  

 Measures the highest level of support provided by staff, even 
if that level of support only occurred once, according to a 
support-based scale. 

Adverse 
Consequence 

 An unpleasant symptom or event that is caused by or 
associated with a medication, impairment or decline in an 
individual’s physical condition, mental, functional or 
psychosocial status. It may include various types of adverse 
drug reactions (ADR) and interactions (e.g., medication-
medication, medication-food, and medication-disease). 
Note: ADR is a form of adverse consequence. It may be 
either a secondary effect of a medication that is usually 
undesirable and different from the therapeutic effect of the 
medication, or any response to a medication that is noxious 
and unintended and occurs in doses for prophylaxis, diagnosis 
or treatment. The term “side effect” is often used 
interchangeably with ADR; however, side effects are but one 
of five ADR categories, the others being hypersensitivity, 
idiosyncratic response, toxic reactions, and adverse 
medication interactions. A side effect is an expected, well-
known reaction that occurs with a predictable frequency and 
may or may not constitute an adverse consequence. 

Assessment Period  The time period during which the assessment coordinator 
starts the assessment until it is signed as complete. 

Assessment 
Reference Date 

ARD The specific end point for look-back periods in the MDS 
assessment process. Almost all MDS items refer to the 
resident’s status over a designated time period referring back 
in time from the ARD. Most frequently, this look-back 
period, also called the observation or assessment period, is a 
7-day period ending on the ARD. Look-back periods may 
cover the 7 days ending on this date, 14 days ending on this 
date, etc. 

Assessment 
Submission and 
Processing System 

ASAP The CMS system that receives submissions of MDS 3.0 data 
files, validates records for accuracy and appropriateness, and 
stores validated records in the CMS database. 

Assessment 
Window 

 The period of time defined by Medicare regulations that 
specifies when the ARD must be set.  

 (continued)
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Term Abbreviation Definition 

Audiology Services  Audiology services include the testing of hearing and 
balance; recommending assistive listening equipment; 
managing hearing screening programs; providing education 
regarding the effects of noise on hearing and the prevention 
of hearing loss; managing cochlear implants; and providing 
counseling and aural rehabilitation. Audiologist is defined in 
regulation (42 CFR 484). 

Autism  A developmental disorder that is characterized by impaired 
social interaction, problems with verbal and nonverbal 
communication, and unusual, repetitive, or severely limited 
activities and interests. 

Baseline  An individual's usual, customary, initial, or most common 
(depending on the item) range or level of something; for 
example, behavior, laboratory values, mood, endurance, 
function, vital signs, etc. "Baseline" information is often used 
as a basis for comparing findings or results over time. 

Bladder 
Rehabilitation/ 
Bladder 
Retraining  

 A behavioral technique that requires the resident to resist or 
inhibit the sensation of urgency (the strong desire to urinate), 
to postpone or delay voiding, and to urinate according to a 
timetable rather than to the urge to void. 

Body Mass Index  BMI Number calculated from a person's weight and height. BMI is 
a reliable indicator of body fat. BMI is used as a screening 
tool to identify possible weight problems for adults.  

Brief Interview for 
Mental Status 

BIMS The BIMS is a brief screener that aids in detecting cognitive 
impairment. It does not assess all possible aspects of 
cognitive impairment. 

Broken Tooth   A tooth with a crack, chip, or other loss of structural integrity. 

Browser  A program that allows access to the Internet or a private 
intranet site. A browser with 128-bit encryption is necessary 
to access the Centers for Medicare & Medicaid Services 
(CMS) intranet to submit data or report retrieval. 

Care Area 
Assessment 

CAA The review of one or more of the twenty conditions, 
symptoms, and other areas of concern that are commonly 
identified or suggested by MDS findings. Care areas are 
triggered by responses on the MDS item set.  

(continued)
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Term Abbreviation Definition 

Care Area 
Triggers 

CAT A set of items and responses from the MDS that are indicators 
of particular issues and conditions that affect nursing facility 
residents.  

Case Mix Index CMI Weight or numeric score assigned to each Resource 
Utilization Group (RUG-III, RUG IV) that reflects the 
relative resources predicted to provide care to a resident. The 
higher the case mix weight, the greater the resource 
requirements for the resident. 

Case Mix 
Reimbursement 
System 

 A payment system that measures the intensity of care and 
services required for each resident, and translates these 
measures into the amount of reimbursement given to the 
facility for care of a resident. Payment is linked to the 
intensity of resource use. 

Cavity  A tooth with a hole due to decay or other erosion.  

CMS Certification 
Number 

CCN Replaces the term “Medicare/Medicaid Provider Number” in 
survey and certification, and assessment-related activities.  

Centers for 
Medicare & 
Medicaid Services 

CMS CMS is the Federal agency that administers the Medicare, 
Medicaid, and Child Health Insurance Programs. 

Check and Change  Involves checking the resident’s dry/wet status at regular 
intervals and using incontinence devices and products. 

Code of Federal 
Regulations 

CFR A codification of the general and permanent rules published 
in the Federal Register by the Executive departments and 
agencies of the Federal Government. The CFR is divided into 
50 titles that represent broad areas subject to Federal 
regulation. Each title is divided into chapters that usually bear 
the name of the issuing agency. Each chapter is further 
subdivided into parts covering specific regulatory areas. 
Large parts may be subdivided into subparts. All parts are 
organized in sections, and most citations to the CFR will be 
provided at the section level. 

Cognitive 
Performance Scale 

CPS A measure of cognitive performance used in the MDS. 

Colostomy  A surgical procedure that brings the end of the large intestine 
through the abdominal wall.  

(continued) 
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Term Abbreviation Definition 

Comatose (Coma)  Pathological state in which neither arousal (wakefulness, 
alertness) nor awareness exists. The person is unresponsive 
and cannot be aroused; he or she may or may not open his or 
her eyes, does not speak, and does not move his or her 
extremities on command or in response to noxious stimuli 
(e.g., pain). 

Comprehensive 
Assessment 

 Requires completion of the MDS and review of CAAs, 
followed by development or review of the comprehensive 
care plan. 

Confusion 
Assessment 
Method 

CAM An instrument that screens for overall cognitive impairment 
as well as features to distinguish delirium or reversible 
confusion from other types of cognitive impairments. 

Constipation  A condition of more than short duration where someone has 
fewer than three bowel movements a week or stools that are 
usually hard, dry, and difficult and/or painful to eliminate.  

Continence  The capacity to hold urine or stool until it can be eliminated 
in a socially appropriate manner and location (e.g. commode, 
urinal, bedpan).  

Daily Decision 
Making 

 Includes: choosing clothing; knowing when to go to 
scheduled meals; using environmental cues to organize and 
plan (e.g., clocks, calendars, posted event notices); in the 
absence of environmental cues, seeking information 
appropriately (i.e. not repetitively) from others in order to 
plan the day; using awareness of one’s own strengths and 
limitations to regulate the day’s events (e.g., asks for help 
when necessary); acknowledging need to use appropriate 
assistive equipment such as a walker. 

Delirium   Acute onset or worsening of impaired brain function resulting 
in cognitive and behavioral symptoms such as worsening 
confusion, disordered expression of thoughts, frequent 
fluctuation in level of consciousness, and hallucinations.  

Delusion  A fixed, false belief not shared by others that the resident 
holds even in the face of evidence to the contrary. 

(continued) 
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Term Abbreviation Definition 

Designated Local 
Contact Agency 

 Each state has designated a local contact agency that will be 
responsible for contacting the individual with information 
about community living options. This local contact agency 
may be the State Medicaid Agency, a single entry point 
agency, an Aging/Disabled Resource Center, an Area Agency 
on Aging, a Center for Independent Living, or other state 
contractor.  

Disorganized 
Thinking  

 Having thoughts that are fragmented or not logically 
connected.  

Dose  Total amount/strength/concentration of a medication given at 
one time or over a period of time. The individual dose is the 
amount/strength/concentration received at each 
administration. The amount received over a 24-hour period 
may be referred to as the “daily dose.” 

Down Syndrome  A common genetic disorder in which a child is born with 47 
rather than 46 chromosomes, resulting in developmental 
delays, mental retardation, low muscle tone, and other 
possible effects. 

Dually Certified 
Facilities 

 Nursing facilities that participate in both the Medicare and 
Medicaid programs. 

Duplicate 
Assessment Error 

 A fatal record error that results from a resubmission of a 
record previously accepted into the CMS MDS database. A 
duplicate record is identified as having the same target date, 
reason for assessment, resident, and facility. This is the only 
fatal record error that does not require correction and 
resubmission. 

Entry Date  The initial date of admission to the nursing facility, or the 
date when the person is admitted or reenters the facility. 

Epilepsy  A chronic neurological disorder that is characterized by 
recurrent unprovoked seizures, as a result of abnormal 
neuronal activity in the brain.  

External 
(Condom) 
Catheter 

 Device attached to the shaft of the penis like a condom and 
connected to a drainage bag. 

(continued) 
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Term Abbreviation Definition 

Facility ID FAC_ID The facility identification number is assigned to each nursing 
facility by the State agency. The FAC_ID must be placed in 
the individual MDS and tracking form records. This normally 
is completed as a function within the facility’s MDS data 
entry software. 

Fall  Unintentional change in position coming to rest on the ground 
or onto the next lower surface (e.g., onto a bed, chair, or 
bedside mat).  

Fatal File Error  An error in the MDS file format that causes the entire file to 
be rejected. The individual records are not validated or stored 
in the database. The facility must contact its software support 
to resolve the problem with the submission file. 

Fatal Record 
Error 

 An error in MDS record that is severe enough to result in 
record rejection. A fatal record is not saved in the CMS 
database. The facility must correct the error that caused the 
rejection and resubmit a corrected original record. 

Fecal Impaction  A mass of dry, hard stool that can develop in the rectum due 
to chronic constipation. Watery stool from higher in the 
bowel or irritation from the impaction may move around the 
mass and leak out, causing soiling, often a sign of a fecal 
impaction. 

Federal Register  The official daily publication for rules, proposed rules, and 
notices of Federal agencies and organizations, as well as 
Executive Orders and other Presidential Documents. It is a 
publication of the National Archives and Records 
Administration, and is available by subscription and online. 

Feeding Tube  Presence of any type of tube that can deliver food/nutritional 
substances/fluids directly into the gastrointestinal system. 
Examples include, but are not limited to, nasogastric tubes, 
gastrostomy tubes, jejunostomy tubes, percutaneous 
endoscopic gastrotomy (PEG) tubes. 

Fever  A fever is present when the resident’s temperature (°F) is 2.4 
degrees greater than the baseline temperature. 

(continued) 
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Term Abbreviation Definition 

Final Validation 
Report 

FVR A report generated after the successful submission of 
MDS 2.0 assessment data. This report lists all of the residents 
for whom assessments have been submitted in a particular 
submission batch, and displays all errors and/or warnings that 
occurred during the validation process. An FVR with a 
submission type of “production” is a facility’s documentation 
for successful file submission. An individual record listed on 
the FVR marked as “accepted” is documentation for 
successful record submission. 

First Time in This 
Nursing Home 

 Newly admitted resident who has not been admitted to this 
nursing home before. 

Fiscal 
Intermediary 

FI In the past, an organization designated by CMS to process 
Medicare claims for payment that are submitted by a nursing 
facility. Fiscal intermediaries (FIs) are now called Medicare 
Administrative Contractors (MACs). 

F-Tag  Numerical designations for criteria reviewed during the 
nursing facility survey. 

Functional 
Limitation in 
Range of Motion 

 Limited ability to move a joint that interferes with daily 
functioning (particularly with activities of daily living) or 
places the resident at risk of injury. 

Grace Days  Predetermined additional days that may be added to the 
assessment window for Medicare scheduled assessments 
without incurring financial penalty. These may be used in 
situations such as an absence/illness or reassignment of the 
registered nurse (RN) assessment coordinator, or an unusually 
large number of assessments due at approximately the same 
time. Grace days may also be used to more fully capture 
therapy minutes or other treatments. 

Gradual Dose 
Reduction (GDR) 

 Step-wise tapering of a dose to determine whether or not 
symptoms, conditions, or risks can be managed by a lower 
dose or whether or not the dose or medication can be 
discontinued. 

Habit Training/ 
Scheduled Voiding 

 A behavior technique that calls for scheduled toileting at 
regular intervals on a planned basis to match the resident’s 
voiding habits or needs. 

(continued) 
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Term Abbreviation Definition 

Hallucination  A perception in a conscious and awake state, of something in 
the absence of external stimuli. May be auditory or visual or 
involve smells, tastes, or touch. 

Healthcare 
Common 
Procedure Coding 
System 

HCPCS A uniform coding system that describes medical services, 
procedures, products, and supplies. These codes are used 
primarily for billing. 

Health Insurance 
Portability and 
Accountability Act 
of 1996 

HIPAA Federal law that gives the Department of Health and Human 
Services (DHHS) the authority to mandate regulations that 
govern privacy, security, and electronic transactions standards 
for health care information. 

Health Insurance 
Prospective 
Payment System 

HIPPS Billing codes used when submitting claims to the MACs 
(previously FIs) for Medicare payment. Codes comprise the 
RUG category calculated by the assessment followed by an 
indicator to indicate which assessment was completed.  

Hierarchy  The ordering of groups within the RUG Classification system 
is a hierarchy. The RUG hierarchy begins with groups with 
the highest resource use and descends to those groups with 
the lowest resource use. The RUG-IV Classification system 
has eight hierarchical levels or categories: Rehabilitation Plus 
Extensive Services, Rehabilitation, Extensive Services, 
Special Care High, Special Care Low, Clinically Complex, 
Behavioral Symptoms and Cognitive Performance, and 
Reduced Physical Function. 

Hospice Services  A program for terminally ill persons where an array of 
services is provided for the palliation and management of 
terminal illness and related conditions. The hospice must be 
licensed by the state as a hospice provider and/or certified 
under the Medicare program as a hospice provider. 

Ileostomy   A stoma that has been constructed by bringing the end or loop 
of small intestine (the ileum) out onto the surface of the skin. 

Inactivation  A type of correction allowed under the MDS Correction 
Policy. When an invalid record has been accepted into the 
CMS database, a correction record is submitted with 
inactivation selected as the type of correction. An inactivation 
will remove the invalid record from the database. 

(continued) 
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Term Abbreviation Definition 

Inattention  Reduced ability to maintain attention to external stimuli and 
to appropriately shift attention to new external stimuli.  

Indwelling 
Catheter 

 A catheter that is maintained within the bladder for the 
purpose of continuous drainage of urine. 

Intermittent 
Catheterization  

 Sterile insertion and removal of a catheter through the urethra 
into the bladder for bladder drainage. 

Internal 
Assessment ID 

 A sequential numeric identifier assigned to each record 
submitted to the CMS MDS Assessment Submission and 
Processing System. 

International 
Classification  
of Diseases – 
Clinical 
Modification 

ICD-CM Official system of assigning codes to diagnoses and 
procedures associated with hospital utilization in the United 
States. The ICD-CM contains a numerical list of the disease 
code numbers in tabular form, an alphabetical index to the 
disease entries, and a classification system for surgical, 
diagnostic, and therapeutic procedures.  

Invalid Record  As defined by the MDS Correction Policy, a record that was 
accepted into the CMS MDS Assessment Submission and 
Processing System that should not have been submitted. 
Invalid records are defined as: a test record submitted as 
production, a record for an event that did not occur, a record 
with the wrong resident identified or the wrong reason for 
assessment, or submission of an inappropriate non-required 
record. 

Item Set Code ISC A code based upon combinations of reasons for assessment 
(A0310 items) that determines which items are active on a 
particular type of MDS assessment or tracking record.  

Java-Based 
Resident 
Assessment 
Validation and 
Entry System 

jRAVEN Data entry software supplied by CMS for nursing facilities 
and hospital swing beds to use to enter MDS assessment data.

Legal Name  Resident’s name as it appears on the Medicare card. If the 
resident is not enrolled in the Medicare program, use the 
resident’s name as it appears on a government-issued 
document (i.e., driver’s license, birth certificate, social 
security card). 
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Term Abbreviation Definition 

Level of 
Consciousness 

 Alert: startles easily to any sound or touch.  

Drowsy/Lethargic: repeatedly dozes off when you are asking 
questions but responds to voice or touch.  

Stuporous: very difficult to arouse and keep aroused for the 
interview. 

Comatose: cannot be aroused despite shaking and shouting. 

Login ID  A State-assigned facility identifier required to access the 
CMS MDS Assessment Submission and Processing System. 
This may or may not be the same as the Facility ID. 

Look-Back Period  A timeframe defined by counting backwards from the ARD 
that is used when coding each item on the MDS. 

Major Error  As defined by the MDS Correction Policy, an error in an 
MDS OBRA assessment in which the resident’s overall 
clinical status has been misrepresented causing the current 
care plan to not suit the resident’s needs. When a major error 
is detected in a previous assessment, then the facility must not 
only correct this assessment in the CMS MDS database with a 
Modification record but also perform a new OBRA 
significant correction assessment to insure an appropriate care 
plan. 

Makes Self 
Understood 

 Able to express or communicate requests, needs, opinions, 
and to conduct social conversation in his or her primary 
language, whether in speech, writing, sign language, gestures, 
or a combination of these. Deficits in ability to make one’s 
self understood (expressive communication deficits) can 
include reduced voice volume and difficulty in producing 
sounds, or difficulty in finding the right word, making 
sentences, writing, and/or gesturing. 

MDS Completion 
Date 

 The date at which the RN assessment coordinator attests that 
all portions of the MDS have been completed. This is the date 
recorded at Z0500B. 

Mechanically 
Altered Diet 

 A diet specifically prepared to alter the texture or consistency 
of food in order to facilitate oral intake. Examples include 
soft solids, pureed foods, ground meat, and thickened liquids. 

(continued) 
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Term Abbreviation Definition 

Medicaid  A Federal and State program subject to the provisions of 
Title XIX of the Social Security Act that pays for specific 
kinds of medical care and treatment for low-income families. 

Medicare  A health insurance program administered by CMS under 
provisions of Title XVIII of the Social Security Act for 
people aged 65 and over, for those who have permanent 
kidney failure, and for certain people with disabilities. 

Medicare Part A: The part of Medicare that covers inpatient 
hospital services and services furnished by other institutional 
health care providers, such as nursing facilities, home health 
agencies, and hospices.  

Medicare Part B: The part of Medicare that covers services of 
doctors, suppliers of medical items and services, and various 
types of outpatient services. 

Medicare 
Administrative 
Contractor 

MAC An organization designated by CMS to process Medicare 
claims for payment that are submitted by a nursing facility. 
MACs were previously called Fiscal Intermediaries (FIs). 

Medicare Covered 
Stay 

 Skilled Nursing Facility stays billable to Medicare Part A 
when specific requirements and criteria are met for an 
individual.  

Medicare Data 
Communications 
Network 

MDCN A secure dial-up connection that is used to transmit MDS data 
to the National repository. A user ID and password is issued 
and maintained by the MDCN Help Desk for each person 
who requires access to the CMS MDS intranet through this 
network. 

Medicare Number  
(or Comparable 
Railroad 
Insurance 
Number)  

 A number assigned to an individual for participation in 
national health insurance program. The first 9 characters must 
be numbers. The Medicare Health Insurance number may be 
different from the resident’s social security number (SSN). 
For example, many residents may receive Medicare benefits 
based on a spouse’s Medicare eligibility. 

Medication 
Interaction 

 The impact of medication or other substance (such as 
nutritional supplements including herbal products, food or 
substances used in diagnostic studies) upon another 
medication. The interactions may alter absorption, 
distribution, metabolism, or elimination. These interactions 
may decrease the effectiveness of the medication or increase 
the potential for adverse consequences. 

(continued)
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Term Abbreviation Definition 

Minimum Data Set MDS A core set of screening, clinical assessment, and functional 
status elements, including common definitions and coding 
categories that form the foundation of the comprehensive 
assessment for all residents of long-term care facilities 
certified to participate in Medicare and Medicaid and for 
patients receiving SNF services in non-critical access 
hospitals with a swing bed agreement. 

Modification  A type of correction allowed under the MDS Correction 
Policy. A modification is required when a valid MDS record 
has been accepted by the CMS MDS database, but the 
information in the record contains errors. The modification 
will correct the record in the CMS database. A modification is 
not done when a record has been rejected. 

Monitoring  The ongoing collection and analysis of information (such as 
observations and diagnostic test results) and comparison to 
baseline and current data in order to ascertain the individual’s 
response to treatment and care, including progress or lack of 
progress toward a goal. Monitoring can detect any 
improvements, complications or adverse consequences of the 
condition or of the treatments; and support decisions about 
adding, modifying, continuing, or discontinuing, any 
interventions. 

Most Recent 
Medicare Stay 

 For an admission: day 1 of Medicare Part A stay. 

For a reentry: day 1 of Medicare Part A coverage after 
returning to facility following a discharge return anticipated 
and resident returns within 30 days. 

Music Therapy  Music therapy is an intervention that uses music to address 
physical, emotional, cognitive, and social needs of individuals 
of all ages. Music therapy interventions can be designed to 
promote wellness, manage stress, alleviate pain, express 
feelings, enhance memory, improve communication, and 
promote physical rehabilitation. In order for music therapy to 
coded on the MDS, the service must be provided or directly 
supervised by a qualified staff. 

(continued) 
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National Drug 
Code 

NDC A unique 10-digit number assigned to each drug product 
listed under Section 510 of the Federal Food, Drug and 
Cosmetic Act. The NDC code identifies the vendor, drug 
name, dosage, and form of the drug. 

National Provider 
Identifier 

NPI A unique federal number that identifies providers of health 
care services. The NPI applies to the nursing facility for all of 
its residents. 

Nephrostomy Tube  A catheter inserted through the skin into the kidney or its 
collecting system.  

Non-medication 
Pain Intervention  

 An intervention, other than medication, used to try to manage 
pain which may include, but are not limited to: bio-feedback, 
application of heat/cold, massage, physical therapy, nerve 
block, stretching and strengthening exercises, chiropractic, 
electrical stimulation, radiotherapy, ultrasound, and 
acupuncture.  

Non-
pharmacological 
Intervention 

 Approaches that do not involve the use of medication to 
address a medical condition. 

Nursing Facility NF A facility that is primarily engaged in providing skilled 
nursing care and related services to individuals who require 
medical or nursing care or rehabilitation services for the 
rehabilitation of injured, disabled, or sick persons, or on a 
regular basis, health related care services above the level of 
custodial care to other than mentally retarded individuals. 

Nutrition or 
Hydration 
Intervention to 
Manage Skin 
Problems 

 Interventions related to diet, nutrients, and hydration that are 
provided to prevent or manage specific skin conditions (e.g., 
wheat-free diet to prevent dermatitis, increased calorie diets 
to meet basic standards for daily energy requirements, 
vitamin or mineral supplements for specifically identified 
deficiencies.) 

(continued) 
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Occupational 
Therapy 

OT Services that are provided or directly supervised by a licensed 
occupational therapist. A qualified occupational therapy 
assistant may provide therapy but not supervise others (aides 
or volunteers) giving therapy. Includes services provided by a 
qualified occupational therapy assistant who is employed by 
(or under contract to) the nursing facility only if he or she is 
under the direction of a licensed occupational therapist. 
Occupational therapist and occupational therapy assistant are 
defined in regulations (42 CFR 484.4). Occupational therapy 
interventions address deficits in physical, cognitive, 
psychosocial, sensory, and other aspects of performance in 
order to support engagement in everyday life activities that 
affect health, well-being, and quality of life.  

Omnibus Budget 
Reconciliation Act 
of 1987 

OBRA ’87 Law that enacted reforms in nursing facility care and provides 
the statutory authority for the MDS. The goal is to ensure that 
residents of nursing facilities receive quality care that will 
help them to attain or maintain the highest practicable, 
physical, mental, and psychosocial well-being. 

Oral Lesions  An abnormal area of tissue on the lips, gums, tongue, palate, 
cheek lining, or throat. This may include ulceration, plaques 
or patched (e.g. candidiasis), tumors or masses, and color 
changes (red, white, yellow, or darkened).  

Pain Medication 
Regimen 

 Pharmacological agent(s) prescribed to relieve or prevent the 
recurrence of pain. Include all medications used for pain 
management by any route and any frequency during the look-
back period. Include oral, transcutaneous, subcutaneous, 
intramuscular, rectal, intravenous injections, or intraspinal 
delivery. This item does not include medications that 
primarily target treatment of the underlying condition, such as 
chemotherapy or steroids, although such treatments may lead 
to pain reduction. 

Passive Range of 
Motion 

 Movement within the unrestricted range of motion for a 
segment, which is provided entirely by an external force. There 
is no voluntary muscle contraction. This type of range of 
motion is often used when a resident is not able to perform the 
movement at all; no effort is required from them. 

Patient Health 
Questionnaire  
9-Item 

PHQ-9© A validated interview that screens for symptoms of 
depression. It provides a standardized severity score and a 
rating for evidence of a depressive disorder. 

(continued)
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Persistent 
Vegetative State 

PVS PVS is an enduring situation in which an individual has failed 
to demonstrate meaningful cortical function but can sustain 
basic body functions supported by noncortical brain activity. 

Physical Therapy PT Services that are provided or directly supervised by a licensed 
physical therapist. A qualified physical therapy assistant may 
provide therapy but not supervise others (aides or volunteers) 
giving therapy. Includes service provided by a qualified 
physical therapy assistant who is employed by (or under 
contract to) the nursing facility only if he or she is under the 
direction of a licensed physical therapist. Physical therapist and
physical therapist assistant are defined in regulation 42 CFR 
484.4. Physical therapists (PTs) are licensed health care 
professionals who diagnose and manage movement dysfunction 
and enhance physical and functional status for people of all 
ages. PTs alleviate impairments and activity limitations and 
participation restrictions, promote and maintain optimal fitness, 
physical function, and quality of life, and reduce risk as it 
relates to movement and health. Following an evaluation of an 
individual with impairments, activity limitations, and 
participation restrictions or other health-related conditions, the 
physical therapist designs an individualized plan of physical 
therapy care and services for each patient. Physical therapists 
use a variety of interventions to treat patients. Interventions may
include therapeutic exercise, functional training, manual therapy
techniques, assistive and adaptive devices and equipment, 
physical agents, and electrotherapeutic modalities. 

Physician 
Prescribed 
Weight-loss 
Regimen 

 A weight reduction plan ordered by the resident’s physician 
with the care plan goal of weight reduction. May employ a 
calorie-restricted diet or other weight-loss diets and exercise. 
Also includes planned diuresis. It is important that weight 
loss is intentional. 

Program 
Transmittal 

 Transmittal pages summarize the instructions to providers, 
emphasizing what has been changed, added, or clarified. They 
provide background information that would be useful in 
implementing the instructions. Program Transmittals can be 
found at the following Web site: 
http://www.cms.hhs.gov/Transmittals/2010Trans/list.asp 

Prompted Voiding  Prompted voiding is a behavioral intervention to maintain or 
regain urinary continence and may include timed verbal 
reminders and positive feedback for successful toileting. 

(continued) 
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Term Abbreviation Definition 

Prospective 
Payment System 

PPS A payment system, developed for Medicare skilled nursing 
facilities, which pays facilities an all-inclusive rate for all 
Medicare Part A beneficiary services. Payment is determined 
by a case mix classification system that categorizes patients 
by the type and intensity of resources used. 

Psychological 
Therapy 

 The treatment of mental and emotional disorders through the 
use of psychological techniques designed to encourage 
communication of conflicts and insight into problems, with 
the goal being relief of symptoms, changes in behavior 
leading to improved social and vocational functioning, and 
personality growth. 

Psychomotor 
Retardation  

 Visibly slowed level of activity or mental processing in 
residents who are alert. Psychomotor retardation should be 
differentiated from altered level of consciousness (i.e. stupor) 
and lethargy. 

Quality 
Improvement and 
Evaluation System 

QIES The umbrella system that encompasses the MDS and Swing 
Bed (SB)-MDS system, other systems for survey and 
certification, and home health providers. 

Quality 
Improvement 
Organization 

QIO A program administered by CMS that is designed to monitor 
and improve utilization and quality of care for Medicare 
beneficiaries. The program consists of a national network of 
fifty-three QIOs responsible for each U.S. State, territory, and 
the District of Columbia. Their mission is to ensure the 
quality, effectiveness, efficiency, and economy of health care 
services provided to Medicare beneficiaries. 

Quality Indicator QI The QIs represent common conditions and important aspects 
of care, and are markers that indicate either the presence or 
absence of quality of care practices and outcomes. QI reports 
reflect a measure of the prevalence or incidence of conditions 
based on MDS assessment data.  

Quality Measure QM Information derived from MDS data, that provides a numeric 
value to quality indicators. These data are available to the 
public as part of the Nursing Home Quality Initiative (NHQI), 
and are intended to provide objective measures for consumers 
to make informed decisions about the quality of care in 
nursing facilities.  

(continued) 
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Recreational 
Therapy 

 Services that are provided or directly supervised by a 
qualified recreational therapist who holds a national 
certification in recreational therapy, also referred to as a 
Certified Therapeutic Recreation Specialist.” Recreational 
therapy includes, but is not limited to, providing treatment 
services and recreation activities to individuals using a variety 
of techniques, including arts and crafts, animals, sports, games, 
dance and movement, drama, music, and community outings. 
Recreation therapists treat and help maintain the physical, 
mental, and emotional well-being of their clients by seeking to 
reduce depression, stress, and anxiety; recover basic motor 
functioning and reasoning abilities; build confidence; and 
socialize effectively. Recreational therapists should not be 
confused with recreation workers, who organize recreational 
activities primarily for enjoyment.  

Reentry  When a resident returns to a facility following a temporary 
discharge (return anticipated) and returns within 30 days of 
the discharge.  

Registered Nurse 
Assessment 
Coordinator 

RNAC An individual licensed as a registered nurse by the State 
Board of Nursing and employed by a nursing facility, and is 
responsible for coordinating and certifying completion of the 
resident assessment instrument. 

Religion  Belief in and reverence for a supernatural power or powers 
regarded as creator and governor of the universe. Can be 
expressed in practice of rituals associated with various 
religious faiths, attendance and participation in religious 
services, or in private prayer or religious study.  

Resource Use  The measure of the wage-weighted minutes of care used to 
develop the RUG classification system.  

Resource 
Utilization Group, 
Version IV 

RUG-IV A category-based classification system in which nursing 
facility residents classify into one of 66 or 57 or 47 RUG-IV 
groups. Residents in each group utilize similar quantities and 
patterns of resource. Assignment of a resident to a RUG-IV 
group is based on certain item responses on the MDS 3.0. 
Medicare Part A uses the 66-group classification.  

(continued) 
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Respiratory 
Therapy 

 Services that are provided by a qualified professional 
(respiratory therapists, respiratory nurse). Respiratory therapy 
services are for the assessment, treatment, and monitoring of 
patients with deficiencies or abnormalities of pulmonary 
function. Respiratory therapy services include coughing, deep 
breathing, heated nebulizers, aerosol treatments, assessing 
breath sounds and mechanical ventilation, etc., which must be 
provided by a respiratory therapist or trained respiratory 
nurse. Does not include hand-held medication dispensers.  

Respite  Short-term, temporary care provided to residents to allow 
family members to take a break from the daily routine of care 
giving. 

Skilled Nursing 
Facility 

SNF A facility that primarily engaged in providing skilled nursing 
care and related services to individuals who require medical 
or nursing care or rehabilitation services of injured, disabled, 
or sick persons. 

Sleep Hygiene  Practices, habits, and environmental factors that promote 
and/or improve sleep patterns. 

Social Security 
Number 

 A tracking number assigned to an individual by the U.S. 
Federal government for taxation, benefits, and identification 
purposes. 

Speech-Language 
Pathology and 
Audiology Services 

 Services that are provided by a licensed speech-language 
pathologist and/or audiologist. Rehabilitative treatment 
addresses physical and/or cognitive deficits/disorders 
resulting in difficulty with communication and/or swallowing 
(dysphagia). Communication includes speech, language (both 
receptive and expressive) and non-verbal communication 
such as facial expression and gesture. Swallowing problems 
managed under speech therapy are problems in the oral, 
laryngeal, and/or pharyngeal stages of swallowing. 
Depending on the nature and severity of the disorder, 
common treatments may range from physical strengthening 
exercises, instructive or repetitive practice and drilling, to the 
use of audio-visual aids and introduction of strategies to 
facilitate functional communication. Speech therapy may also 
include sign language and the use of picture symbols. Speech-
language pathologist is defined in regulation 42 CFR 484.4. 
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State Operations 
Manual 

SOM A manual provided by CMS that provides information 
regarding the how the State comes into compliance with 
Medicare and Medicaid requirements for survey and 
certification of all entities and appendices that provides 
regulatory requirements and related guidance. 

State Provider 
Number 

 Medicaid Provider Number established by a state. 

State Resident 
Assessment 
Instrument (RAI) 
Coordinator 

 A state agency person who provides information regarding 
RAI requirements and MDS coding instructions (See 
Appendix B). 

Submission 
Confirmation Page 

 The initial feedback generated by the CMS MDS Assessment 
Submission and Processing System (ASAP) after an MDS 
data file is electronically submitted. This page acknowledges 
receipt of the submission file, but does not examine the file 
for any warnings and/or errors. Warnings and/or errors are 
provided on the Final Validation Report. 

Submission 
Requirement 

SUB_REQ A field in the MDS electronic record that identifies the 
authority for data collection. CMS has authority to collect 
assessments for all residents (regardless of their payer source) 
who reside in Medicare- and/or Medicaid-certified units. 
States may or may not have regulatory authority to collect 
assessments for residents in non-certified units. 

Suprapubic 
Catheter 

 An indwelling catheter that is placed into the bladder through 
the abdominal wall above the pubic symphysis. 

Swing Bed  A rural hospital with fewer than 100 beds that participates in 
the Medicare program that has CMS approval to provide post-
hospital SNF care. The hospital may use its beds, as needed, 
to provide either acute or SNF care. 

System of Records SOR Standards for collection and processing of personal 
information as defined by the Privacy Act of 1974. 

Temporal 
Orientation 

 In general, the ability to place oneself in correct time. For 
BIMS, it is the ability to indicate correct date in current 
surroundings. 
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Therapeutic Diet  A nutritional intervention (e.g. diet or supplement) ordered to 
try to manage a health condition or prevent a complication. 
Examples include calorie-specific, low-salt, low-fat, lactose-
free, no added sugar diets, and supplements. 

Tooth Fragment  A remnant of a tooth. 

Total Severity 
Score 

 A summary of the Patient Health Questionnaire frequency 
scores that indicates the extent of potential depression 
symptoms. The score does not diagnose a mood disorder, but 
provides a standard of communication between clinicians and 
mental health specialists. 

Urostomy  A stoma for the urinary system, intended to bypass the 
bladder or urethra.  

Utilization 
Guidelines 

 Instructions concerning when and how to use the RAI. These 
include instructions for completion of the RAI as well as 
structured frameworks for synthesizing MDS and other 
clinical information.  

V Codes  A supplementary classification of ICD codes used to describe 
the circumstances that influence a resident’s health status and 
identify the reasons for medical visits resulting from 
circumstances other than a disease or injury. 

Vomiting  The forceful expulsion of stomach contents through the 
mouth or nose.  
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Common Acronyms 

Acronym  Definition 
ADLs Activities of Daily Living 
AHEs Average Hourly Earnings 
ARD Assessment Reference Date 
ASAP Assessment Submission and Processing System 
BBA-97 Balanced Budget Act of 1997 
BBRA Medicare, Medicaid, and SCHIP Balanced Budget Refinement Act of 1999 
BEA (U.S) Bureau of Economic Analysis 
BIMS Brief Interview for Mental Status 

BIPA Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act 
(BIPA) of 2000  

BLS (U.S.) Bureau of Labor Statistics 
BMI Body mass index 
CAA Care Area Assessment 
CAH Critical Access Hospital 
CAM Confusion Assessment Method 
CAT Care Area Trigger 
CBSA Core-Based Statistical Area 
CFR Code of Federal Regulations 
CLIA Clinical Laboratory Improvements Amendments (1998) 
CMI Case Mix Index 
CMS Centers for Medicare and Medicaid Services 
CNN CMS Certification Number 
COTA Certified Occupational Therapist Assistant 
CPI Consumer Price Index 
CPI-U Consumer Price Index for All Urban Consumers 
CPS Cognitive Performance Scale (MDS) 
CPT (Physicians) Current Procedural Terminology 
CR Change Request 
CWF Common Working File 
DME Durable Medical Equipment 
DMERC Durable Medical Equipment Regional Carrier 
DOS Dates of Service 
ECI Employment Cost Index 
ESRD End Stage Renal Disease 
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Acronym  Definition 
FAC_ID Facility ID (for MDS submission) 
FI Fiscal Intermediary 
FMR Focused Medical Review 
FR Final Rule 
FVR Final Validation Report (MDS submission) 
FY Fiscal Year 
HCPCS Healthcare Common Procedure Coding System 
HIPAA Health Insurance Portability and Accountability Act of 1996 
HIPPS Health Insurance PPS (Rate Codes) 
ICD International Classification of Diseases 
ICD-CM International Classification of Diseases, Clinical Modification  
IFC Interim Final Rule with Comment 
IOM Internet-Only Manual 
ISC Item Set Code 
jRAVEN Java-Based Resident Assessment Validation and Entry System 
LOA Leave of Absence 
MAC Medicare Administrative Contractor 
MDCN Medicare Data Communications Network 
MDS Minimum Data Set 
MEDPAR Medicare Provider Analysis and Review (File) 
MIM Medicare Intermediary Manual 
MRI Magnetic Resonance Imaging 
NCS National Supplier Clearinghouse 
NDC National Drug Code 
NDM Network Data Mover 
NF Nursing Facility 
NPI National Provider Identifier 
NSC National Supplier Clearinghouse 
OBRA Omnibus Budget Reconciliation Act of 1987 
OMB Office of Management and Budget 
OMRA Other Medicare-required Assessment 
OT Occupational Therapy/Therapist 
PCE Personal Care Expenditures 
PHQ-9 Patient Health Questionnaire 9-Item 
PIM  Program Integrity Manual 
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POS Point of Service 
PPI Producer Price Index 
PPS Prospective Payment System 
PRM Provider Reimbursement Manual 
PT Physical Therapy/Therapist 
PTA  Physical Therapist Assistant 
Pub.100-1 Medicare General Information, Eligibility, and Entitlement IOM  
Pub.100-2 Medicare Benefit IOM 
Pub.100-4 Medicare Claims Processing IOM 
Pub.100-7 Medicare State Operation IOM 
Pub.100-8 Medicare Program Integrity IOM 
Pub.100-12 State Medicaid IOM 
PVS Persistent Vegetative State 
QI Quality Indicator 
QM Quality Measure 
QIES Quality Improvement and Evaluation System 
QIO Quality Improvement Organization 
RAI Resident Assessment Instrument 
RNAC Registered Nurse Assessment Coordinator 
RUG Resource Utilization Group 
SB-PPS Swing Bed Prospective Payment System 
SCSA Significant Change in Status Assessment 
SNF Skilled Nursing Facility 
SNF PPS Skilled Nursing Facility Prospective Payment System 
SLP (or ST) Speech Language Pathology Services 
SOM State Operations Manual 
SOR Systems of Records 
STM Staff Time Measure 
SUB_REQ Submission Requirement 
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APPENDIX D: INTERVIEWING TO INCREASE 
RESIDENT VOICE IN MDS 
ASSESSMENTS 

All residents capable of any communication should be asked to provide information 
regarding what they consider to be the most important facets of their lives. There are several 
MDS 3.0 sections that require direct interview of the resident as the primary source of 
information (e.g., mood, preferences, pain). Self-report is the single most reliable indicator 
of these topics. Staff should actively seek information from the resident regarding these 
specific topic areas; however, resident interview/inquiry should become part of a supportive 
care environment that helps residents fulfill their choices over aspects of their lives. 

In addition, a simple performance-based assessment of cognitive function can quickly 
clarify a resident’s cognitive status. The majority of residents, even those with moderate to 
severe cognitive impairment, are able to answer some simple questions about these topics. 

Even simple scripted interviews like those in MDS 3.0 involve a dynamic, collaborative 
process. There are some basic approaches that can make interviews simpler and more 
effective. 

• Introduce yourself to the resident. 
• Be sure the resident can hear what you are saying. 

— Do not mumble or rush. Articulate words clearly. 
— Ask the resident if he or she uses or owns a hearing aid or other communication 

device. 
— Help him or her get the aid or device in place before starting the interview. 
— The assessor may need to offer an assistive device (headphones). 
— If the resident is using a hearing aid or other communication device make sure 

that it is operational. 
• Ask whether the resident would like an interpreter (language or signing) if the 

resident does not appear to be fluent in English or continues to have difficulty 
understanding. Interpreters are people who translate oral or written language from 
one language to another. If an interpreter is used during resident interviews, he or she 
should not attempt to determine the intent behind what is being translated, the 
outcome of the interview, or the meaning or significance of the interviewee’s 
responses. The resident should determine meaning based solely on his or her 
interpretation of what is being translated. 

• Find a quiet, private area where you are not likely to be interrupted or 
overheard. This is important for several reasons: 
— Background noise should be minimized. 
— Some items are personal, and the resident will be more comfortable answering in 

private. The interviewer is in a better position to respond to issues that arise. 
— Decrease available distractions. 
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• Sit where the resident can see you clearly and you can see his or her 
expressions. 
— Have your face well lighted. 
— Minimize glare. 
— Ask the resident where you should sit so that he or she can see you best. Some 

residents have decreased central vision or limited ability to turn their heads. 
• Establish rapport and respect. 

— The steps you have already taken to ensure comfort go a long way toward 
establishing rapport and demonstrating respect. 

— You can also engage the resident in general conversation to help establish 
rapport. 

— If the resident asks a particular question or makes a request, try to address the 
request or question before proceeding with the interview. 

• Explain the purpose of the questions to the resident. 
— Start by introducing the topic and explain that you are going to ask a series of 

questions. 
— You can tell the resident that these questions are designed to be asked of 

everyone to make sure that nothing is missed. 
— Highlight what you will ask. 
— End by explaining that their answers will help the care team develop a care plan 

that is appropriate for the resident. 
— Suggested explanations and introductions are included in specific item 

instructions. 
• Say and show the item responses. 

— It is helpful to many older adults to both hear and read the response options. 
— As you verbally review the response options, show the resident the items written 

in large, clear print on a piece of paper or card. 
— Residents may respond to questions verbally, by pointing to their answers on the 

visual aid or by writing out their answers. 
• Ask the questions as they appear in the questionnaire. 

— Use a nonjudgmental approach to questioning. 
— Don’t be afraid of what the resident might say; you are there to hear it. 
— Actively listen; these questions can provide insights beyond the direct answer. 

• Break the question apart if necessary. If the resident has difficulty understanding, 
requests clarification, or seems hesitant, you can employ unfolding or disentangling 
techniques. (Do not, however, use these techniques for the memory test). 

1. Unfolding refers to the use of a general question about the symptom followed by 
a sequence of more specific questions if the symptom is reported as present. This 
approach walks the resident through the steps needed to think through the 
question. 



CMS’s RAI Version 3.0 Manual  Appendix D: Interviewing to Increase Resident Voice 
 
 

May 2010 Appendix D-3 

Example: Read the item (or part of the item) to the resident, then say, “Do you 
have this at all?” If yes, then, “Do you have it every day?” If no, then, “Did you 
have it at least half the days in the past 2 weeks?” 

2. Disentangling refers to separating items with several parts into manageable 
pieces. The type of items that lend themselves to this approach are those that 
include a list and phrases such as “and” or “or.” The resident is given a chance to 
respond to each piece separately. If a resident responds positively to more than 
one component of a complex item, obtain a frequency rating for each positive 
response and score that item using the frequency of the component that occurred 
most often. 

Example: An item asks about “Poor appetite or overeating.” Disentangle this 
item by asking, “Poor appetite?”; pause for a response and then ask, “Or 
overeating?” If neither part is rated positively by the resident, mark no. If either 
or both are rated positively, then mark yes. 

• Clarify using echoing. If the resident appears to understand but is having difficulty 
selecting an answer, try clarifying their response by first echoing what they told you 
and then repeating the related response options. 
— Echoing means simply restating part of the resident’s response. This is often 

extremely helpful during clinical interviews. If the resident provides a related 
response but does not use the provided response scale or fails to directly answer 
the question, then help clarify the best response by repeating the resident’s own 
comment and then asking the related response options again. This interview 
approach frequently helps the resident clarify which response option he or she 
prefers. 

• Repeat the response options as needed. Some residents might need to have 
response choices repeated for each item on a given list. 

• Move on to another question if the resident is unable to answer. 
— Even if the interview item cannot be completed the time spent is not wasted. The 

observation of resident behaviors and attention during the interview attempt 
provide important insights into delirium, cognition, mood, etc. 

• Break up the interview if the resident becomes tired or needs to leave for 
rehabilitation, etc. 
— Try to complete the current item set and then offer to come back at another time 

to complete the remaining interview sections. 
— It is particularly important to complete the performance-based cognitive items in 

one sitting. 
• Do not try to talk a resident out of an answer. If the resident expresses strong 

emotions, be nonjudgmental, and listen. 
• Record the resident’s response, not what you believe they should have said. 
• If the resident becomes deeply sorrowful or agitated, sympathetically respond to 

his or her feelings. 
— Allowing emotional expression—even when it is uncomfortable for you as the 

interviewer—recognizes its validity and provides cathartic support to residents. 
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— If the resident remains agitated or overly emotional and does not want to 
continue, respond to their need. This is more important than finishing the 
interview at that moment. You can complete this and other sections at a later 
point in time. 

• Resident preferences may be influenced by many factors in a resident’s 
physical, psychological and environmental state, and can be challenging to truly 
discern. 
— Residents should be encouraged to articulate their desires and not be strictly 

limited by their physical limitations and perceived environmental restrictions. 
— When a resident is unable to communicate information about his or her 

preferences, a family member, close friend, or other representative must be used 
to complete preference questions. In this case, it is important to emphasize that 
this person should try to answer based on what the resident would prefer. The 
resident’s preferences while in the nursing home and the resident’s current 
responses when the particular item is offered or provided should form the basis 
for these responses. 
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APPENDIX E: CPS AND PHQ-9 SCORING RULES 
AND INSTRUCTION FOR BIMS 
(WHEN ADMINISTERED IN WRITING) 

Scoring Rules: Cognitive Performance Scale 

 

NOTE: Values are denoted as (0-2,-); the dash signifies missing data. 

The CPS scale is used in the RUG-IV classification system to measure a resident’s 
cognitive performance. The RUG-IV Classification system uses the CPS scale to identify 
residents who demonstrate moderate to severe cognitive impairment as a basis for 
classification in the Impaired Cognition RUG-IV groups. 
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Scoring Rules: Resident Mood Interview Total Severity 
Score D0300 

• Item D0300 is used to store the total severity score for the Resident Mood Interview.  
The score in item D0300 is based upon the sum of the values that are contained in 
the following nine items: D0200A2, D0200B2, D0200C2, D0200D2, D0200E2, 
D0200F2, D0200G2, D0200H2, D0200I2. These are referred to as the "items in 
Column 2", below. 

• The following rules explain how to compute the score that is placed in item D0300. 
These rules consider the "number of missing items in Column 2" which is the 
number of items in Column 2 that are either skipped or are equal to dash.  An item in 
Column 2 could be skipped if the corresponding item in Column 1 was equal to 9 (no 
response).  An item in Column 2 could be equal to dash if the item could not be 
assessed for some other reason (e.g., if the resident was unexpectedly discharged 
before the assessment could be completed). 

• If all of the items in Column 2 have a value of 0, 1, 2, or 3 (i.e., they all contain non-
missing values), then item D0300 is equal to the simple sum of those values. 

• If any of the items in Column 2 are skipped or equal to dash, then omit their values 
when computing the sum. 

• If the number of missing items in Column 2 is equal to one, then compute the simple 
sum of the eight items in Column 2 that have non-missing values, multiply the sum 
by 9/8 (1.125), and place the result rounded to the nearest integer in item D0300. 

• If the number of missing items in Column 2 is equal to two, then compute the simple 
sum of the seven items in Column 2 that have non-missing values, multiply the sum 
by 9/7 (1.286), and place the result rounded to the nearest integer in item D0300. 

• If the number of missing items in Column 2 is equal to three or more but at least 
one of these items is not equal to dash, then item D0300 must equal [99]. 

If all of the items in Column 2 are equal to dash, then enter dash in item D0300. 
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Scoring Rules: Resident Mood Interview Total Severity 
Score: D0300 (cont.) 

Example 1: All Items in Column 2 Have Non-missing Values 
The following example shows how to score the resident interview when all of the items 
in Column 2 have non-missing values: 

Item Value 

D0200A2 0 
D0200B2 1 
D0200C2 2 
D0200D2 2 
D0200E2 3 
D0200F2 0 
D0200G2 1 
D0200H2 3 
D0200I2 2 

D0300 14 

In this example, all of the items in Column 2 have non-missing values (i.e., none of the 
values are skipped or equal to dash).  Therefore, the value of D0300 is equal to the 
simple sum of the values in Column 2, which is 14. 

Example 2: One Missing Value in Column 2 
The following example shows how to score the resident interview when one of the items 
in Column 2 has a missing value: 

Item Value 

D0200A2 0 
D0200B2 1 
D0200C2 2 
D0200D2 2 
D0200E2  
D0200F2 0 
D0200G2 1 
D0200H2 3 
D0200I2 2 

0300 12 
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Scoring Rules: Resident Mood Interview Total Severity 
Score: D0300 (cont.) 

In this example, one of the items in Column 2 (D0200E2) has a missing value (it is blank 
or skipped) and the other 8 items have non-missing values.  D0300 is computed as 
follows: 

1. Compute the sum of the 8 items with non-missing values.  This sum is 11. 
2. Multiply this sum by 1.125.  In the example, 11 x 1.125 = 12.375. 
3. Round the result to the nearest integer.  In the example, 12.375 rounds to 12. 
4. Place the rounded result in D0300. 

Example 3: Two Missing Values in Column 2 
The following example shows how to score the resident interview when two of the items 
in Column 2 have missing values: 

Item Value 

D0200A2 0 
D0200B2 1 
D0200C2 2 
D0200D2 2 
D0200E2  
D0200F2 0 
D0200G2 1 
D0200H2 - 
D0200I2 2 

D0300 10 

In this example, two of the items in Column 2 have missing values: D0200E2 is blank or 
skipped, and D0200H2 is equal to dash.  The other 7 items have non-missing values.  
D0300 is computed as follows: 

1. Compute the sum of the 7 items with non-missing values.  This sum is 8. 
2. Multiply this sum by 1.286.  In the example, 8 x 1.286 = 10.288. 
3. Round the result to the nearest integer.  In the example, 10.288 rounds to 10. 
4. Place the rounded result in D0300. 
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Scoring Rules: Resident Mood Interview Total Severity 
Score: D0300 (cont.) 

Example 4: Three or More Missing Values in Column 2 
The following example shows how to score the resident interview when three or more of the 
items in Column 2 have missing values and at least one of the values is not equal to dash: 

Item Value 

D0200A2 0 
D0200B2 1 
D0200C2 2 
D0200D2 2 
D0200E2  
D0200F2  
D0200G2 1 
D0200H2 - 
D0200I2 2 

D0300 99 

In this example, three of the items in Column 2 have missing values: D0200E2 and 
D0200F2 are blank or skipped, and D0200H2 is equal to dash.  The other 6 items have 
non-missing values and at least one of these items is not equal to dash.  Because three or 
more items have missing values, D0300 is equal to 99. 

Example 5: All Items in Column 2 Have Dashes 
The following example shows how to score the resident interview when all of the items 
in Column 2 have dashes: 

Item Value 

D0200A2 - 
D0200B2 - 
D0200C2 - 
D0200D2 - 
D0200E2 - 
D0200F2 - 
D0200G2 - 
D0200H2 - 
D0200I2 - 

D0300 - 
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Scoring Rules: Resident Mood Interview Total Severity 
Score: D0300 (cont.) 

In this example, all of the items in Column 2 contain dashes.  In this special case, enter a 
dash in D0300 (enter a single dash in the leftmost space of D0300 and leave the second 
space blank). 

Scoring Rules: Staff Assessment of Resident Mood Total 
Severity Score: D0600 

• Item D0600 is used to store the total severity score for the Staff Assessment of 
Resident Mood.  The score in item D0600 is based upon the sum of the values that 
are contained in the following ten items: D0500A2, D0500B2, D0500C2, D0500D2, 
D0500E2, D0500F2, D0500G2, D0500H2, D0500I2, D0500J2. These are referred to 
as the "items in Column 2", below. 

• The following rules explain how to compute the score that is placed in item D0600. 
These rules consider the "number of missing items in Column 2" which is the 
number of items in Column 2 that are equal to dash (an item could be equal to dash if 
the it could not be assessed – for example, if the resident was unexpectedly 
discharged before the assessment could be completed). 

• If all of the items in Column 2 have a value of 0, 1, 2, or 3 (i.e., they all contain non-
missing values), then item D0600 is equal to the simple sum of those values. 

• If any of the items in Column 2 are equal to dash, then omit their values when 
computing the sum. 

• If the number of missing items in Column 2 is equal to one, then compute the simple 
sum of the nine items in Column 2 that have non-missing values, multiply the sum 
by 10/9 (1.111), and place the result rounded to the nearest integer in item D0600. 

• If the number of missing items in Column 2 is equal to two, then compute the simple 
sum of the eight items in Column 2 that have non-missing values, multiply the sum 
by 10/8 (1.250), and place the result rounded to the nearest integer in item D0600. 

• If the number of missing items in Column 2 is equal to three or more, then enter a 
dash in item D0600. 



CMS’s RAI Version 3.0 Manual  Appendix E: Cognitive Performance Scale (CPS)  
 
 

May 2010 Appendix E-7 

Scoring Rules: Staff Assessment of Resident Mood Total 
Severity Score: D0600 (cont.) 

Example 1: All Items in Column 2 Have Non-missing Values 
The following example shows how to score the resident interview when all of the items 
in Column 2 have non-missing values: 

Item Value 
D0500A2 0 
D0500B2 1 
D0500C2 2 
D0500D2 2 
D0500E2 3 
D0500F2 0 
D0500G2 1 
D0500H2 3 
D0500I2 2 
D0500J2 1 
D0600 15 

In this example, all of the items in Column 2 have non-missing values (i.e., none of the 
values are skipped or equal to dash).  Therefore, the value of D0600 is equal to the 
simple sum of the values in Column 2, which is 15. 

Example 2: One Missing Value in Column 2 
The following example shows how to score the resident interview when one of the items 
in Column 2 has a missing value: 

Item Value 
D0500A2 0 
D0500B2 1 
D0500C2 2 
D0500D2 2 
D0500E2 - 
D0500F2 0 
D0500G2 1 
D0500H2 3 
D0500I2 2 
D0500J2 1 
D0600 13 
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Scoring Rules: Staff Assessment of Resident Mood Total 
Severity Score: D0600 (cont.) 

In this example, one of the items in Column 2 (D0500E2) has a missing value (it is equal 
to dash) and the other 9 items have non-missing values.  D0600 is computed as follows: 

1. Compute the sum of the 9 items with non-missing values.  This sum is 12. 
2. Multiply this sum by 1.111.  In the example, 12 x 1.111 = 13.332. 
3. Round the result to the nearest integer.  In the example, 13.332 rounds to 13. 
4. Place the rounded result in D0600. 

Example 3: Two Missing Values in Column 2 
The following example shows how to score the resident interview when two of the items 
in Column 2 have missing values: 

Item Value 
D0500A2 0 
D0500B2 1 
D0500C2 2 
D0500D2 2 
D0500E2 - 
D0500F2 0 
D0500G2 1 
D0500H2 - 
D0500I2 2 
D0500J2 1 
D0600 11 

In this example, two of the items in Column 2 have missing values: D0500E2 and 
D0500H2 are equal to dash.  The other 8 items have non-missing values.  D0600 is 
computed as follows: 

1. Compute the sum of the 8 items with non-missing values.  This sum is 9. 
2. Multiply this sum by 1.250.  In the example, 8 x 1.286 = 11.250. 
3. Round the result to the nearest integer.  In the example, 11.250 rounds to 11. 
4. Place the rounded result in D0600. 
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Scoring Rules: Staff Assessment of Resident Mood Total 
Severity Score: D0600 (cont.) 

Example 4: Three or More Missing Values in Column 2 
The following example shows how to score the resident interview when three or more of 
the items in Column 2 have missing values: 

Item Value 
D0500A2 0 
D0500B2 1 
D0500C2 2 
D0500D2 2 
D0500E2 - 
D0500F2 - 
D0500G2 1 
D0500H2 - 
D0500I2 2 
D0500J2 1 
D0600 - 

In this example, three of the items in Column 2 have missing values: D0500E2, 
D0500F2, and D0500H2 are equal to dash.  Because three or more items have missing 
values, enter a dash in D0600 (enter a single dash in the leftmost space of D0600 and 
leave the second space blank). 

Instructions for BIMS When Administered in Writing 
When staff identify that the resident’s primary method of communication is in written 
format, the BIMS and Category Cues can be administered in writing. The administration of 
the BIMS in writing should be limited only to this circumstance. 

1. Interview any resident not screened out by Should Brief Interview for Mental 
Status Be Conducted? item (C0100). 

2. Conduct the interview in a private setting.  
3. Residents with visual impairment should be tested using their usual visual aids. 
4. Minimize glare by directing light sources away from the resident’s face and from 

written materials. 
5. Provide a written introduction before starting the interview. 

Suggested language: “I would like to ask you some questions, which I will show you 
in a moment. We ask everyone these same questions. This will help us provide you 
with better care. Some of the questions may seem very easy, while others may be 
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more difficult. We ask these questions of everyone so we can make sure that our care 
will meet your needs.” 

6. Directly provide the written questions for each item in C0200 through C0400 at one 
sitting and in the order provided. 
• For each BIMS question, show the resident a sheet of paper or card with the 

instruction for that question from the form clearly written in a large enough font 
to be easily seen.  

• The resident may respond to any of the BIMS questions in writing. 

• Show separate sheets or cards for each question or statement.   

• For C0200 items, instructions should be written as:  

— I have written 3 words for you to remember. Please read them. Then I will 
remove the card and ask you repeat or write down the words as you 
remember them. 

— Category cues should be provided to the resident in writing after the 
resident’s first attempt to answer. Written category cues should state: “sock, 
something to wear; blue, a color; bed, a piece of furniture.” 

• For C0300 items, instructions should be written as:  

— C0300A:  “Please tell me what year it is right now.” 
— C0300B:  “What month are we in right now?” 
— C0300C:  “What day of the week is today?” 

• For C0400 items, instructions should be written as: 

— “Let’s go back to an earlier question. What were those three words that I 
asked you to repeat?” 

— If the resident is unable to remember a word, provide Category cues again, 
but without using the actual word. Therefore, Category cues for: 

o C0400A should be written as “something to wear,”  
o C0400B should be written as “a color,” and 
o C0500C should be written as “a piece of furniture.” 

7. If the resident chooses not to answer a particular item, accept his or her refusal and 
move on to the next questions. For C0200 through C0400, code refusals as incorrect. 

8. Rules for stopping the interview are the same as if for administering the BIMS 
verbally. 

The following resources may be used, or the facility may develop their own. If the facility 
develops their own, they must use the exact language as in these resources. 
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Written Introduction Card – BIMS – Items C0200 – C0400 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Written Instruction Cards – Item C0200 – Repetition of 
Three Words 

 

 

 

 

 

 

 

 

 

 

 

 

 

I would like to ask you some questions, which I will show 
you in a moment.  
 
We ask everyone these same questions.  
 
This will help us provide you with better care.  
 
Some of the questions may seem very easy, while others 
may be more difficult.  
 
We ask these questions so that we can make sure that our 
care will meet your needs. 

I have written 3 words for you to remember.  

Please read them.   

Then, I will remove the card and ask you 
repeat or write down the words as you 
remember them. 
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Word Card – Item C0200 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Category Cue Card – Item C0200 
 

 

 

 

 

 

 

 

 

 

 

 

 

SOCK, something to wear   

BLUE, a color  

BED, a piece of furniture 

SOCK  

BLUE  

BED 
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Written Instruction Cards – Item C0300 – Temporal 
Orientation 

Statement Card – C0300A - Year 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Question Card – C0300B - Month 
 

 

 

 

 

 

 

 

 

 

 

 

 
What month are we  

in right now? 

 
Please tell me what 
year it is right now. 
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Question Card – Item C0300C - Day 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Written Instruction Card – Item C0400 - Recall 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
What day of the  
week is today? 

Let’s go back to an  
earlier question.  

What were those three words 
that I asked you to repeat? 
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Category Cue Card – Item C0400A - Sock 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Category Cue Card – Item C0400B - Blue 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Something to wear 

 
 

A color 
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Category Cue Card – Item C0400C 
 

 

  
 

A piece of furniture 
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APPENDIX F: MDS 3.0 DRAFT MATRIX 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 

 



CMS’s RAI Version 3.0 Manual  Appendix F: MDS 3.0 Draft Matrix 
 
 

November 2009 Appendix F-2 

Matrix Version (09/16/09) Based on MDS 3.0 v30 
Data Specifications Version: RUG-IV version 1.00 
MDS 3.0 Item "DRAFT" Matrix 

Record Type Codes Used: Application Codes Used: 

T = Tracking Record RG = RUG-IV Case Mix Classification  

C = Comprehensive Assessment (Admission, Annual, 
Significant Change, Significant Correction of Prior Full)  

QI = Quality Indicators 

CT = Care Area Triggers (CATs) 

Q = OBRA Quarterly (Significant Correction of Prior 
Quarterly) 

QM = Quality Measures  

PQ = Potential Quality Items 

P = PPS MPAF  

D = Discharge   

O = OMRA   

S = OMRA SOT stand-alone  

W = PPS Swingbed  
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
A0100A National Provider Identifier x x x x x x x x   x  x 
A0100B CMS certification number x x x x x x x x   x  x 
A0100C State provider number x x x x x x x x   x    
A0200 Type of provider x x x x x x x x x x  x 
A0310A Federal OBRA Reason for Assessment/Tracking x x x x x x x x x x x x 
A0310B PPS Assessment x x x x x x x x x x  x 
A0310C  PPS Other Medicare-required Assessment (OMRA) x x x x x x x x       
A0310D  Swing bed clinical change assessment x x x x x x x x   x  x 
A0310E First assessment since most recent admission x x x x x x x x       
A0310F Entry/discharge reporting x x x x x x x x       
A0410 Submission requirement x x x x x x x x       
A0500A First name x x x x x x x x       
A0500B Middle initial x x x x x x x x       
A0500C Last name x x x x x x x x       
A0500D Suffix x x x x x x x x       
A0600A Social security number x x x x x x x x       
A0600B Medicare number x x x x x x x x       
A0700 Medicaid number x x x x x x x x       
A0800 Gender x x x x x x x x   x    
A0900 Birth date x x x x x x x x   x    
A1000A American Indian or Alaska Native x x x x x x x x       
A1000B Asian x x x x x x x x       
A1000C Black or African American x x x x x x x x       
A1000D Hispanic or Latino x x x x x x x x       
A1000E Native Hawaiian or Other Pacific Islander x x x x x x x x       
A1000F White x x x x x x x x       
A1100A Need/want interpreter   x              
A1100B Preferred language   x              
A1200 Marital status x x x x x x x x       
A1300A Medical record number x x x x x x x x       
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
A1300B Room number x x x x x x x x       
A1300C Name that resident prefers x x x x x x x x       
A1300D Lifetime occupation(s) x              
A1500 Preadmission Screening and Resident Review (PASSR)   x              
A1550A Down syndrome   x              
A1550B Autism   x              
A1550C Epilepsy   x              
A1550D Other organic condition related to MR/DD   x              
A1550E MR/DD with no organic condition   x              
A1550Z None of the above—MR/DD status   x              
A1600 Entry date x x x x x x x x   x  x 
A1700 Type of entry x              
A1800 Entered from x x x x x x x x   x  x 
A2000 Discharge date x x x x x x x x   x  x 
A2100 Discharge status x x x x x x x x   x  x 
A2200 Previous ARD for significant correction   x x x x           
A2300 Assessment reference date   x x x x x x x   x  x 
A2400A Medicare stay since most recent entry x x x x x x x x       
A2400B Start date of most recent Medicare stay x x x x x x x x       
A2400C End date of most recent Medicare stay x x x x x x x x       
B0100 Comatose   x x x x x  x x x  x 
B0200 Hearing    x x x x   x    x x 
B0300 Hearing aid   x x x x   x     x 
B0600 Speech clarity   x x x x   x     x 
B0700 Makes self understood   x x x x x  x x  x x 
B0800 Ability to understand others   x x x x   x    x x 
B1000 Vision   x x x x   x    x x 
B1200 Corrective lenses   x x x x   x     x 
C0100 Should BIMS be conducted?   x x x x x  x       
C0200 Repetition of three words   x x x x x  x x  x x 
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
C0300A Able to report correct year   x x x x x  x x  x x 
C0300B Able to report correct month   x x x x x  x x  x x 
C0300C Able to report correct day of week   x x x x x  x x  x x 
C0400A Able to recall "sock"   x x x x x  x x  x x 
C0400B Able to recall "blue"   x x x x x  x x  x x 
C0400C Able to recall "bed"   x x x x x  x x  x x 
C0500 Summary Score—BIMS   x x x x x  x       
C0600 Should staff assessment for mental status be conducted?   x x x x x  x       
C0700 Short-term memory OK   x x x x x  x x  x x 
C0800 Long-term memory OK   x x x x   x    x x 
C0900A Current season   x x x x   x     x 
C0900B Location of own room   x x x x   x     x 
C0900C Staff names and faces   x x x x   x     x 
C0900D That he/she is in a nursing home   x x x x   x     x 
C0900Z None of the above were recalled   x x x x           
C1000 Cognitive skills for daily decision making   x x x x x  x x  x x 
C1300A Inattention   x x x x   x    x x 
C1300B Disorganized thinking   x x x x   x    x x 
C1300C Altered level of consciousness   x x x x   x    x x 
C1300D Psychomotor retardation   x x x x   x    x x 
C1600 Acute onset mental status change   x x x x   x    x x 
D0100 Should resident mood interview be conducted?   x x x x x  x    x   
D0200A1 Little interest/pleasure in doing things—presence   x x x x x  x    x   
D0200A2 Little interest/pleasure in doing things—frequency   x x x x x  x x x x x 
D0200B1 Feeling down, depressed, or hopeless—presence   x x x x x  x       
D0200B2 Feeling down, depressed, or hopeless—frequency   x x x x x  x x x x x 
D0200C1 Trouble falling/staying asleep, sleeping too much—presence   x x x x x  x       
D0200C2 Trouble falling/staying asleep, sleeping too much—frequency   x x x x x  x x x x x 
D0200D1 Feeling tired or having little energy—presence   x x x x x  x       
D0200D2 Feeling tired or having little energy—frequency   x x x x x  x x x x x 
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
D0200E1 Poor appetite or overeating—presence   x x x x x  x       
D0200E2 Poor appetite or overeating—frequency   x x x x x  x x x x x 
D0200F1 Feeling bad about yourself—presence   x x x x x  x       
D0200F2 Feeling bad about yourself—frequency   x x x x x  x x x x x 
D0200G1 Trouble concentrating on things—presence   x x x x x  x       
D0200G2 Trouble concentrating on things—frequency   x x x x x  x x x x x 
D0200H1 Moving/speaking slowly or being fidgety/restless—presence   x x x x x  x       
D0200H2 Moving/speaking slowly or being fidgety/restless—frequency   x x x x x  x x x x x 
D0200I1 Thoughts you would be better off dead—presence   x x x x x  x    x   
D0200I2 Thoughts you would be better off dead—frequency   x x x x x  x x x x x 
D0300 Total Severity Score—PHQ-9   x x x x x  x       
D0350 Safety Notification—PHQ-9   x x x x x  x       
D0500A1 Little interest/pleasure in doing things—presence   x x x x x  x    x   
D0500A2 Little interest/pleasure in doing things—frequency   x x x x x  x x x x x 
D0500B1 Feeling down, depressed, or hopeless—presence   x x x x x  x       
D0500B2 Feeling down, depressed, or hopeless—frequency   x x x x x  x x x x x 
D0500C1 Trouble falling/staying asleep, sleeping too much—presence   x x x x x  x       
D0500C2 Trouble falling/staying asleep, sleeping too much—frequency   x x x x x  x x x x x 
D0500D1 Feeling tired or having little energy—presence   x x x x x  x       
D0500D2 Feeling tired or having little energy—frequency   x x x x x  x x x x x 
D0500E1 Poor appetite or overeating—presence   x x x x x  x       
D0500E2 Poor appetite or overeating—frequency   x x x x x  x x x x x 
D0500F1 Indicating that s/he feels bad about self—presence   x x x x x  x       
D0500F2 Indicating that s/he feels bad about self—frequency   x x x x x  x x x x x 
D0500G1 Trouble concentrating on things—presence   x x x x x  x       
D0500G2 Trouble concentrating on things—frequency   x x x x x  x x x x x 
D0500H1 Moving/speaking slowly or being fidgety/restless—presence   x x x x x  x       
D0500H2 Moving/speaking slowly or being fidgety/restless—frequency   x x x x x  x x x x x 
D0500I1 States that life isn't worth living—presence   x x x x x  x    x   
D0500I2 States that life isn't worth living—frequency   x x x x x  x x x x x 
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
D0500J1 Being short-tempered, easily annoyed—presence   x x x x x  x       
D0500J2 Being short-tempered, easily annoyed—frequency   x x x x x  x x  x x 
D0600 Total Severity Score—PHQ-9-OV   x x x x x  x       
D0650 Safety Notification—PHQ-9-OV   x x x x x  x       
E0100A Hallucinations   x x x  x  x x     
E0100B Delusions   x x x  x  x x     
E0100Z None of the above—psychosis   x x x  x          
E0200A Physical behavioral symptoms directed toward others   x x x  x  x x  x   
E0200B Verbal behavioral symptoms directed toward others   x x x  x  x x  x   
E0200C Other behavioral symptoms not directed toward others   x x x  x  x x     
E0300 Overall presence of behavioral symptoms   x x x        x x   
E0500A Put resident at significant risk for physical illness/injury   x              
E0500B Significantly interfere with resident's care   x              
E0500C Significantly interfere with resident's participation in activities   x              
E0600A Put others at significant risk for physical injury   x              
E0600B Significantly intrude on the privacy or activity of others   x              
E0600C Significantly disrupt care or living environment   x              
E0800 Rejection of care—presence & frequency   x x x  x  x x x x   
E0900 Wandering—presence & frequency   x x x  x  x x x x   
E1000A Wandering resident at significant risk to dangerous place   x              
E1000B Wandering significantly intrude on privacy/activities others   x              
E1100 Change in behavior or other symptoms   x           x   
F0300 Should interview for preferences be conducted?   x              
F0400A Choose what clothes to wear   x              
F0400B Take care of your personal belongings or things   x              
F0400C Choose between tub bath, shower, bed bath, or sponge bath   x              
F0400D Have snacks available between meals   x              
F0400E Choose your own bedtime   x              
F0400F Have family/close friend involved in discussions about care   x              
F0400G Be able to use the phone in private   x              
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
F0400H Have a place to lock your things to keep them safe   x              
F0500A Have books, newspapers, and magazines to read   x           x   
F0500B Listen to music you like   x           x   
F0500C Be around animals such as pets   x           x   
F0500D Keep up with the news   x           x   
F0500E Do things with groups of people   x           x   
F0500F Do your favorite activities   x           x   
F0500G Go outside to get fresh air when weather is good   x           x   
F0500H Participate in religious services or practices   x           x   
F0600 Daily and activity preferences primary respondent   x           x   
F0700 Should staff assessment of preferences be conducted?   x              
F0800A Choosing clothes to wear   x              
F0800B Caring for personal belongings   x              
F0800C Receiving tub bath   x              
F0800D Receiving shower   x              
F0800E Receiving bed bath   x              
F0800F Receiving sponge bath   x              
F0800G Snacks between meals   x              
F0800H Staying up past 8:00 p.m.   x              
F0800I Family or significant other involvement in care discussions   x              
F0800J Use of phone in private   x              
F0800K Place to lock personal belongings   x              
F0800L Reading books, newspapers, or magazines   x           x   
F0800M Listening to music   x           x   
F0800N Being around animals such as pets   x           x   
F0800O Keeping up with the news   x           x   
F0800P Doing things with groups of people   x           x   
F0800Q Participating in favorite activities   x           x   
F0800R Spending time away from the nursing home   x           x   
F0800S Spending time outdoors   x           x   
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
F0800T Participating in religious activities or practices   x           x   
F0800Z None of the above—staff assessment of preferences   x              
G0110A1 Bed mobility—self-performance   x x x x x x x x x x x 
G0110A2 Bed mobility—support   x x x x x x x x x  x 
G0110B1 Transfer—self-performance   x x x x x x x x x x x 
G0110B2 Transfer—support   x x x x x x x x x  x 
G0110C1 Walk in room—self-performance   x x x x   x   x x x 
G0110C2 Walk in room—support   x x x x   x   x  x 
G0110D1 Walk in corridor—self-performance   x x x x   x   x x x 
G0110D2 Walk in corridor—support   x x x x   x   x  x 
G0110E1 Locomotion on unit—self-performance   x x x x   x   x x x 
G0110E2 Locomotion on unit—support   x x x x   x   x  x 
G0110F1 Locomotion off unit—self-performance   x x x x   x   x x x 
G0110F2 Locomotion off unit—support   x x x x   x   x  x 
G0110G1 Dressing—self-performance   x x x x   x   x x x 
G0110G2 Dressing—support   x x x x   x   x  x 
G0110H1 Eating—self-performance   x x x x x x x x x x x 
G0110H2 Eating—support   x x x x x x x x x  x 
G0110I1 Toilet use—self-performance   x x x x x x x x x x x 
G0110I2 Toilet use—support   x x x x x x x x x  x 
G0110J1 Personal hygiene—self-performance   x x x x   x   x x x 
G0110J2 Personal hygiene—support   x x x x   x   x  x 
G0120A Bathing—self-performance   x x x x   x   x x x 
G0120B Bathing—support provided   x x x x   x   x x x 
G0300A Balance—moving from seated to standing position   x x x x   x   x x x 
G0300B Balance—walking   x x x x   x   x x x 
G0300C Balance—turning around while walking   x x x x   x   x x x 
G0300D Balance—moving on and off toilet   x x x x   x   x x x 
G0300E Balance—surface-to-surface transfer   x x x x   x   x x x 
G0400A Range of motion—upper extremity   x x x x   x   x  x 
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
G0400B Range of motion—lower extremity   x x x x   x   x  x 
G0600A Cane/crutch   x x x x   x   x  x 
G0600B Walker   x x x x   x   x  x 
G0600C Wheelchair (manual or electric)   x x x x   x   x  x 
G0600D Limb prosthesis   x x x x   x   x  x 
G0600Z None of the above—mobility devices   x x x x           
G0900A Resident believes capable of increased independence   x x x         x   
G0900B Direct care staff believe capable of increased independence   x x x         x   
H0100A Indwelling catheter   x x x x   x    x x 
H0100B External catheter   x x x x   x    x x 
H0100C Ostomy   x x x x   x     x 
H0100D Intermittent catheterization   x x x x   x    x x 
H0100Z None of the above—appliances   x x x x           
H0200A Has a trial of toileting program been attempted   x              
H0200B Response to trial toilet program   x              
H0200C Current toileting program or trial   x x x  x x x x     
H0300 Urinary continence   x x x x   x   x x x 
H0400 Bowel continence   x x x x   x   x x x 
H0500 Bowel toileting program   x x x  x x x x     
H0600 Bowel patterns   x           x   
I0100 Cancer   x              
I0200 Anemia   x              
I0300 Atrial fibrillation and other dysrhythmias   x              
I0400 Coronary artery disease   x              
I0500 Deep venous thrombosis/pulmonary embolus/PTE   x              
I0600 Heart failure   x              
I0700 Hypertension   x              
I0800 Orthostatic hypotension   x              
I0900 Peripheral vascular/arterial disease   x              
I1100 Cirrhosis   x              
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
I1200 Gastroesophageal reflux disease/ulcer   x              
I1300 Ulcerative colitis/Crohn's disease/inflammatory bowel disease   x              
I1400 Benign prostatic hyperplasia   x              
I1500 Renal insufficiency or failure/end-stage renal disease   x              
I1550 Neurogenic bladder   x x x x   x     x 
I1650 Obstructive uropathy   x x x x   x     x 
I1700 Multidrug-resistant organism   x x x         x   
I2000 Pneumonia   x x x x x  x x  x x 
I2100 Septicemia   x x x x x  x x  x x 
I2200 Tuberculosis   x x x x   x    x x 
I2300 Urinary tract infection (last 30 days)   x x x x   x   x x x 
I2400 Viral hepatitis   x x x         x   
I2500 Wound infection    x x x x   x    x x 
I2900 Diabetes mellitus   x x x x x  x x   x 
I3100 Hyponatremia   x              
I3200 Hyperkalemia   x              
I3300 Hyperlipidemia   x              
I3400 Thyroid disorder   x              
I3700 Arthritis   x              
I3800 Osteoporosis   x              
I3900 Hip fracture   x x x x   x   x  x 
I4000 Other fracture    x x x x   x   x  x 
I4200 Alzheimer's disease   x x x         x   
I4300 Aphasia   x x x            
I4400 Cerebral palsy   x x x  x  x x     
I4500 Cerebrovascular accident/transient ischemic attack/stroke   x x x x   x     x 
I4800 Dementia    x x x x   x    x x 
I4900 Hemiplegia/hemiparesis   x x x x x  x x   x 
I5000 Paraplegia   x x x x   x     x 
I5100 Quadriplegia   x x x x x  x x   x 
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
I5200 Multiple sclerosis   x x x x x  x x   x 
I5250 Huntington's disease   x x x x   x     x 
I5300 Parkinson's disease   x x x x x  x x   x 
I5350 Tourette's syndrome   x              
I5400 Seizure disorder or epilepsy   x              
I5500 Traumatic brain injury   x x x x   x     x 
I5600 Malnutrition   x              
I5700 Anxiety disorder   x x x x   x   x  x 
I5800 Depression (other than bipolar)   x x x x   x   x  x 
I5900 Manic depression (bipolar disease)   x x x x   x   x  x 
I5950 Psychotic disorder (other than schizophrenia)   x x x x   x   x  x 
I6000 Schizophrenia   x x x x   x   x  x 
I6100 Post-traumatic stress disorder   x x x            
I6200 Asthma/COPD/chronic lung disease   x x x x x  x x x  x 
I6300 Respiratory failure   x x x  x  x x     
I6500 Cataracts, glaucoma, or macular degeneration   x           x   
I7900 None of the above—active diagnoses   x              
I8000A Additional active diagnoses   x x x            
I8000B Additional active diagnoses   x x x            
I8000C Additional active diagnoses   x x x            
I8000D Additional active diagnoses   x x x            
I8000E Additional active diagnoses   x x x            
I8000F Additional active diagnoses   x x x            
I8000G Additional active diagnoses   x x x            
I8000H Additional active diagnoses   x x x            
I8000I Additional active diagnoses   x x x            
I8000J Additional active diagnoses   x x x            
J0100A Been on a scheduled pain medication regimen   x x x x   x   x  x 
J0100B Received PRN pain medications   x x x x   x   x  x 
J0100C Received non-medication intervention for pain   x x x x   x   x  x 
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Item Description
Item Required on Record Type 

Item Included 
in Application 

T C Q P D O S W RG QI CT QM 
J0200 Should pain assessment interview be conducted?   x x x x   x       
J0300 Pain presence   x x x x   x   x  x 
J0400 Pain frequency   x x x x   x   x x x 
J0500A Has pain made it hard for you to sleep at night   x x x x   x   x x x 
J0500B Have you limited your day-to-day activities because of pain   x x x x   x   x x x 
J0600A Pain intensity—numeric rating scale   x x x x   x   x x x 
J0600B Pain intensity—verbal descriptor scale   x x x x   x   x x x 
J0700 Should staff assessment for pain be conducted?   x x x x   x       
J0800A Non-verbal sounds   x x x x   x   x x x 
J0800B Vocal complaints of pain   x x x x   x   x x x 
J0800C Facial expressions   x x x x   x   x x x 
J0800D Protective body movements or postures   x x x x   x   x x x 
J0800Z None of these signs observed or documented—pain   x x x x   x       
J0850 Frequency of indicator of pain or possible pain   x x x x   x   x  x 
J1100A Shortness of breath, trouble breathing with exertion   x x x x   x   x  x 
J1100B Shortness of breath, troubled breathing when sitting at rest   x x x x   x   x  x 
J1100C Shortness of breath, trouble breathing when lying flat   x x x x x  x x x  x 
J1100Z None of the above—shortness of breath   x x x x           
J1300 Current tobacco use   x              
J1400 Prognosis   x x x x   x   x  x 
J1550A Fever   x x x  x  x x  x   
J1550B Vomiting   x x x  x  x x  x   
J1550C Dehydrated   x x x         x   
J1550D Internal bleeding   x x x         x   
J1550Z None of the above—problem conditions   x x x            
J1700A Resident fall one or more last month prior to admission   x x x x   x   x x x 
J1700B Resident fall one or more last 2-6 months prior to admission   x x x x   x   x x x 
J1700C Resident fracture related to fall 6 months prior to admission   x x x x   x   x  x 
J1800 Any falls since admission or prior assessment   x x x x   x   x x x 
J1900A Number of falls—no injury   x x x x   x   x  x 
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T C Q P D O S W RG QI CT QM 
J1900B Number of falls—injury (except major)   x x x x   x   x  x 
J1900C Number of falls—major injury   x x x x   x   x  x 
K0100A Loss of liquids/solids from mouth when eating or drinking   x x x            
K0100B Holding food in mouth/cheeks, residual food in mouth after meals   x x x            
K0100C Coughing/choking during meals, when swallowing medications   x x x            
K0100D Complaints of difficulty or pain with swallowing   x x x            
K0100Z None of the above—swallow disorder   x x x            
K0200A Height   x x x x   x   x  x 
K0200B Weight   x x x x   x   x  x 
K0300 Weight loss   x x x x x  x x x x x 
K0500A Parenteral/IV feeding   x x x  x  x x  x   
K0500B Feeding tube   x x x  x  x x  x   
K0500C Mechanically altered diet   x x x         x   
K0500D Therapeutic diet   x           x   
K0500Z None of the above—nutritional approaches   x              
K0700A Total calories (%) through parenteral or tube feedings   x x x  x  x x     
K0700B Average fluid intake per day by IV or tube feeding   x x x  x  x x     
L0200A Broken or loosely fitting full or partial denture   x x x         x   
L0200B No natural teeth or tooth fragment(s)   x           x   
L0200C Abnormal mouth tissue   x           x   
L0200D Obvious or likely cavity or broken natural teeth   x           x   
L0200E Inflamed or bleeding gums or loose natural teeth   x           x   
L0200F Mouth or facial pain, discomfort or difficulty with chewing   x x x         x   
L0200G Unable to examine   x              
L0200Z None of the above were present—dental   x              
M0100A Resident stage 1 or greater/scar/non-removable dressing/device   x x x x   x   x  x 
M0100B Formal assessment instrument/tool   x x x x   x   x  x 
M0100C Clinical assessment   x x x x   x   x  x 
M0100Z None of the above—pressure ulcer risk   x x x x           
M0150 Risk of pressure ulcers   x x x x   x   x x x 
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Item Description
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T C Q P D O S W RG QI CT QM 
M0210 Unhealed pressure ulcer(s)   x x x x   x   x  x 
M0300A Number of Stage 1 pressure ulcers   x x x x   x   x x x 
M0300B1 Number of Stage 2 pressure ulcers    x x x x x  x x x x x 
M0300B2 Number of Stage 2 that were present admission/reentry   x x x x   x   x  x 
M0300B3 Date of oldest Stage 2 pressure ulcer   x x x x   x   x  x 
M0300C1 Number of Stage 3 pressure ulcers   x x x x x  x x x x x 
M0300C2 Number of Stage 3 that were present admission/reentry   x x x x   x   x  x 
M0300D1 Number of Stage 4 pressure ulcers   x x x x x  x x x x x 
M0300D2 Number of Stage 4 that were present admission/reentry   x x x x   x   x  x 
M0300E1 Number of unstageable pressure ulcers, non-removable dressing   x x x x   x   x x x 
M0300E2 Number of unstageable present admission/reentry, dressing   x x x x   x   x  x 
M0300F1 Number of unstageable pressure ulcers, slough/eschar   x x x x x  x x x  x 
M0300F2 Number of unstageable present admission/reentry, slough/eschar   x x x x   x   x  x 
M0300G1 Number of unstageable pressure ulcers, suspected deep tissue injury   x x x x   x   x  x 
M0300G2 Number of unstageable present admission/reentry, sdti   x x x x   x   x  x 
M0610A Pressure ulcer length   x x x x   x   x  x 
M0610B Pressure ulcer width   x x x x   x   x  x 
M0610C Pressure ulcer depth   x x x x   x   x  x 
M0700 Most severe tissue type for any pressure ulcer   x x x x   x   x  x 
M0800A Worsening in pressure ulcer status—# of Stage 2   x x x x   x   x x x 
M0800B Worsening in pressure ulcer status—# of Stage 3   x x x x   x   x x x 
M0800C Worsening in pressure ulcer status—# of Stage 4   x x x x   x   x x x 
M0900A Healed pressure ulcers present on the prior assessment   x x x x   x       
M0900B Healed pressure ulcers—# of Stage 2   x x x x   x   x  x 
M0900C Healed pressure ulcers—# of Stage 3   x x x x   x   x  x 
M0900D Healed pressure ulcers—# of Stage 4   x x x x   x   x  x 
M1030 Total number of venous/arterial ulcers   x x x x x  x x x  x 
M1040A Infection of foot   x x x x x  x x x  x 
M1040B Diabetic foot ulcer(s)   x x x x x  x x x  x 
M1040C Other open lesion(s) of foot   x x x x x  x x x x x 
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in Application 

T C Q P D O S W RG QI CT QM 
M1040D Open lesion(s) other than ulcers, rashes, cuts   x x x x x  x x x  x 
M1040E Surgical wound(s)   x x x x x  x x x  x 
M1040F Burn(s) (second or third degree)   x x x x x  x x x  x 
M1040Z None of the above—other ulcers, wounds and skin problems   x x x x x          
M1200A Pressure reducing device for chair   x x x x x  x x x  x 
M1200B Pressure reducing device for bed   x x x x x  x x x  x 
M1200C Turning/repositioning program   x x x x x  x x x  x 
M1200D Nutrition or hydration intervention   x x x x x  x x x  x 
M1200E Ulcer care   x x x x x  x x x  x 
M1200F Surgical wound care   x x x x x  x x x  x 
M1200G Application of nonsurgical dressings other than feet   x x x x x  x x x  x 
M1200H Applications of ointments/medications other than feet   x x x x x  x x x  x 
M1200I Application of dressings to feet   x x x x x  x x x  x 
M1200Z None of the above—skin and ulcer treatments   x x x x x          
N0300 Injections—number of days   x x x            
N0350A Insulin injections—number of days   x x x  x  x x     
N0350B Orders for insulin—number of days   x x x  x  x x     
N0400A Antipsychotic   x x x x   x   x x x 
N0400B Antianxiety   x x x x   x   x x x 
N0400C Antidepressants   x x x x   x   x x x 
N0400D Hypnotic   x x x x   x   x x x 
N0400E Anticoagulant   x              
N0400F Antibiotic   x              
N0400G Diuretic   x              
N0400Z None of the above were received—medications   x              
O0100A1 Chemotherapy—not resident   x x x            
O0100A2 Chemotherapy—resident   x x x  x  x x     
O0100B1 Radiation—not resident   x x x            
O0100B2 Radiation—resident   x x x  x  x x     
O0100C1 Oxygen therapy—not resident   x x x            
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T C Q P D O S W RG QI CT QM 
O0100C2 Oxygen therapy—resident   x x x  x  x x     
O0100D1 Suctioning—not resident   x x x            
O0100D2 Suctioning—resident   x x x            
O0100E1 Tracheostomy care—not resident   x x x            
O0100E2 Tracheostomy care—resident   x x x  x x x x     
O0100F1 Ventilator or respirator—not resident   x x x            
O0100F2 Ventilator or respirator—resident   x x x  x x x x     
O0100G1 BiPAP/CPAP machine—not resident   x              
O0100G2 BiPAP/CPAP machine—not resident   x              
O0100H1 IV medications—not resident   x x x            
O0100H2 IV medications—resident   x x x  x  x x     
O0100I1 Transfusions—not resident   x x x            
O0100I2 Transfusions—resident   x x x  x  x x     
O0100J1 Dialysis—not resident   x x x            
O0100J2 Dialysis—resident   x x x  x  x x     
O0100K1 Hospice care—not resident   x              
O0100K2 Hospice care—resident   x x x x   x     x 
O0100L2 Respite care—resident   x              
O0100M1 Isolation/quarantine for active infectious disease—not resident   x              
O0100M2 Isolation/quarantine for active infectious disease—resident   x x x  x x x x     
O0100Z1 None of the above—special treatments—not resident   x              
O0100Z2 None of the above—special treatments—resident   x              
O0250A Influenza vaccine received   x x x x   x   x  x 
O0250B Date vaccine received   x x x x   x   x  x 
O0250C Influenza vaccine not received, state reason   x x x x   x   x  x 
O0300A Pneumococcal vaccination up to date   x x x x   x   x  x 
O0300B Pneumococcal vaccine not received, state reason   x x x x   x   x  x 
O0400A1 Speech-language pathology/audiology services individual minutes   x x x  x x x x     
O0400A2 Speech-language pathology/audiology services concurrent minutes   x x x  x x x x     
O0400A3 Speech-language pathology/audiology services group minutes   x x x  x x x x     
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T C Q P D O S W RG QI CT QM 
O0400A4 Speech-language pathology/audiology services days   x x x  x x x x     
O0400A5 Speech-language pathology/audiology services therapy start date   x x x  x x x x     
O0400A6 Speech-language pathology/audiology services therapy end date   x x x  x x x x     
O0400B1 Occupational therapy individual minutes   x x x  x x x x     
O0400B2 Occupational therapy concurrent minutes   x x x  x x x x     
O0400B3 Occupational therapy group minutes   x x x  x x x x     
O0400B4 Occupational therapy days   x x x  x x x x     
O0400B5 Occupational therapy start date   x x x  x x x x     
O0400B6 Occupational therapy end date   x x x  x x x x     
O0400C1 Physical therapy individual minutes   x x x  x x x x     
O0400C2 Physical therapy concurrent minutes   x x x  x x x x     
O0400C3 Physical therapy group minutes   x x x  x x x x     
O0400C4 Physical therapy days   x x x  x x x x     
O0400C5 Physical therapy start date   x x x  x x x x     
O0400C6 Physical therapy end date   x x x  x x x x     
O0400D1 Respiratory therapy minutes   x              
O0400D2 Respiratory therapy days   x x x  x  x x     
O0400E1 Psychological therapy minutes   x              
O0400E2 Psychological therapy days   x x x            
O0400F1 Recreational therapy minutes   x              
O0400F2 Recreational therapy days   x              
O0500A Restorative nursing program—ROM passive   x x x  x x x x     
O0500B Restorative nursing program—ROM active   x x x  x x x x     
O0500C Restorative nursing program—splint or brace   x x x  x x x x     
O0500D Restorative nursing program—bed mobility   x x x  x x x x     
O0500E Restorative nursing program—transfer   x x x  x x x x     
O0500F Restorative nursing program—walking   x x x  x x x x     
O0500G Restorative nursing program—dressing and/or grooming   x x x  x x x x     
O0500H Restorative nursing program—eating and/or swallowing   x x x  x x x x     
O0500I Restorative nursing program—amputation/prostheses   x x x  x x x x     
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Item Required on Record Type 
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T C Q P D O S W RG QI CT QM 
O0500J Restorative nursing program—communication   x x x  x x x x     
O0600 Physician examinations   x x x            
O0700 Physician orders   x x x            
P0100A Bed rail   x x x x   x   x x x 
P0100B Trunk restraint—bed   x x x x   x   x x x 
P0100C Limb restraint—bed   x x x x   x   x x x 
P0100D Other restraint—bed   x x x x   x   x x x 
P0100E Trunk restraint—chair or out of bed   x x x x   x   x x x 
P0100F Limb restraint—chair or out of bed   x x x x   x   x x x 
P0100G Chair prevents rising   x x x x   x   x x x 
P0100H Other restraint—chair or out of bed   x x x x   x   x x x 
Q0100A Resident participated in assessment   x x x x           
Q0100B Family or significant other participated in assessment   x x x x           
Q0100C Guardian/legally authorized representative participated    x x x x           
Q0300A Resident's overall goal established during assessment process   x x x            
Q0300B Resident's information source   x x x            
Q0400A Active discharge plan in place   x x x             
Q0400B Determination made to return to community   x x x         x   
Q0500A Resident asked about returning to community   x x x            
Q0500B Ask resident—do you want to talk to someone   x x x         x   
Q0600 Referral made to local contact agency   x x x         x   
V0100A CAA—Prior OBRA Assessment   x              
V0100B CAA—Prior PPS Assessment   x              
V0100C CAA—Prior ARD   x              
V0100D CAA—Prior BIMS Summary Score   x           x   
V0100E CAA—Prior PHQ-9 Total Severity Score    x           x   
V0100F CAA—Prior PHQ-9-OV Total Severity Score   x           x   
V0200A01A Delirium—Care Area triggered   x           x   
V0200A01B Delirium—addressed in care plan   x           x   
V0200A02A Cognitive loss/dementia—Care Area triggered   x           x   
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T C Q P D O S W RG QI CT QM 
V0200A02B Cognitive loss/dementia—addressed in care plan   x           x   
V0200A03A Visual function—Care Area triggered   x           x   
V0200A03B Visual function—addressed in care plan   x           x   
V0200A04A Communication—Care Area triggered   x           x   
V0200A04B Communication—addressed in care plan   x           x   
V0200A05A ADL functional/rehabilitation potential—Care Area triggered   x           x   
V0200A05B ADL functional/rehabilitation potential—addressed in care plan   x           x   
V0200A06A Urinary incontinence/indwelling catheter—Care Area triggered   x           x   
V0200A06B Urinary incontinence/indwelling catheter—addressed in care plan   x           x   
V0200A07A Psychosocial well-being—Care Area triggered   x           x   
V0200A07B Psychosocial well-being—addressed in care plan   x           x   
V0200A08A Mood state—Care Area triggered   x           x   
V0200A08B Mood state—addressed in care plan   x           x   
V0200A09A Behavioral symptoms—Care Area triggered   x           x   
V0200A09B Behavioral symptoms—addressed in care plan   x           x   
V0200A10A Activities—Care Area triggered   x           x   
V0200A10B Activities—addressed in care plan   x           x   
V0200A11A Falls—Care Area triggered   x           x   
V0200A11B Falls—addressed in care plan   x           x   
V0200A12A Nutritional status—Care Area triggered   x           x   
V0200A12B Nutritional status—addressed in care plan   x           x   
V0200A13A Feeding tube—Care Area triggered   x           x   
V0200A13B Feeding tube—addressed in care plan   x           x   
V0200A14A Dehydration/fluid maintenance—Care Area triggered   x           x   
V0200A14B Dehydration/fluid maintenance—addressed in care plan   x           x   
V0200A15A Dental care—Care Area triggered   x           x   
V0200A15B Dental care—addressed in care plan   x           x   
V0200A16A Pressure ulcer—Care Area triggered   x           x   
V0200A16B Pressure ulcer—addressed in care plan   x           x   
V0200A17A Psychotropic drug use—Care Area triggered   x           x   
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T C Q P D O S W RG QI CT QM 
V0200A17B Psychotropic drug use—addressed in care plan   x           x   
V0200A18A Physical restraints—Care Area triggered   x           x   
V0200A18B Physical restraints—addressed in care plan   x           x   
V0200A19A Pain—Care Area triggered   x           x   
V0200A19B Pain—addressed in care plan   x           x   
V0200A20A Return to community referral—Care Area triggered   x           x   
V0200A20B Return to community referral—addressed in care plan   x           x   
V0200B1 CAA Process—RN coordinator signature   x              
V0200B2 CAA—RN coordinator date signed   x              
V0200C1 Care plan—person completing signature   x              
V0200C2 Care plan—person completing date signed   x              
X0100 Correction—type of transaction x x x x x x x x       
X0200A Correction—resident first name x x x x x x x x       
X0200B Correction—resident middle initial x x x x x x x x       
X0200C Correction—resident last name x x x x x x x x       
X0200D Correction—resident suffix x x x x x x x x       
X0300 Correction—gender x x x x x x x x       
X0400 Correction—birth date x x x x x x x x       
X0500 Correction—social security number x x x x x x x x       
X0600A Correction—Federal OBRA Reason for Assessment/Tracking x x x x x x x x       
X0600B Correction—PPS assessment x x x x x x x x       
X0600C Correction—PPS Other Medicare-required Assessment (OMRA) x x x x x x x x       
X0600D Correction—swing bed clinical change assessment x x x x x x x x       
X0600F Correction—Entry/discharge reporting x x x x x x x x       
X0700A Correction—assessment reference date x x x x x x x x       
X0700B Correction—discharge date x x x x x x x x       
X0700C Correction—entry date x x x x x x x x       
X0800 Correction number x x x x x x x x       
X0900A Reasons for modification—transcription error x x x x x x x x       
X0900B Reasons for modification—data entry error x x x x x x x x       
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X0900C Reasons for modification—software product error x x x x x x x x       
X0900D Reasons for modification—item coding error x x x x x x x x       
X0900Z Reasons for modification—other error requiring modification x x x x x x x x       
X1050A Reasons for inactivation—event did not occur x x x x x x x x       
X1050Z Reasons for inactivation—other error requiring inactivation x x x x x x x x       
X1100A Correction—completion—attesting individual's first name x x x x x x x x       
X1100B Correction—completion—attesting individual's last name x x x x x x x x       
X1100C Correction—completion—attesting individual's title x x x x x x x x       
X1100D Correction—completion—attesting individual's signature x x x x x x x x       
X1100E Correction—completion—attestation date x x x x x x x x       
Z0100A Medicare Part A HIPPS code   x x x  x x x       
Z0100B Medicare RUG version code   x x x  x x x       
Z0100C Medicare Short Stay Assessment   x x x  x x x       
Z0150A Medicare Non-Therapy Part A HIPPS code   x x x  x x x       
Z0150B Medicare RUG version code   x x x  x x x       
Z0200A State Medicaid RUG Case Mix group   x x x           
Z0200B State Medicaid RUG version code   x x x           
Z0250A Alternate State Medicaid RUG Case Mix group   x x 

 

x           
Z0250B Alternate State Medicaid RUG version code   x x x           
Z0300A Insurance billing RUG Case Mix group   x x x           
Z0300B Insurance billing RUG version code   x x x           
Z0400A Attestation signature, title, sections, date completed   x x x x x x x       
Z0400B Attestation signature, title, sections, date completed   x x x x x x x       
Z0400C Attestation signature, title, sections, date completed   x x x x x x x       
Z0400D Attestation signature, title, sections, date completed   x x x x x x x       
Z0400E Attestation signature, title, sections, date completed   x x x x x x x       
Z0400F Attestation signature, title, sections, date completed   x x x x x x x       
Z0400G Attestation signature, title, sections, date completed   x x x x x x x        
Z0400H Attestation signature, title, sections, date completed   x x x x x x x       
Z0400I Attestation signature, title, sections, date completed   x x x x x x x       
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Z0400J Attestation signature, title, sections, date completed   x x x x x x x       
Z0400K Attestation signature, title, sections, date completed   x x x x x x x       
Z0400L Attestation signature, title, sections, date completed   x x x x x x x       
Z0500A RN assessment coordinator signature—assessment completion x x x x x x x x       
Z0500B RN assessment coordinator date signed—assessment completion x x x x x x x x       
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http://www.cms.hhs.gov/NursingHomeQualityInits/25_NHQIMDS30.asp
http://www.cms.hhs.gov/NursingHomeQualityInits/25_NHQIMDS30.asp
http://www.cms.hhs.gov/manuals/iom/List.asp
http://www.cms.hhs.gov/manuals/iom/List.asp
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