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Nurse Competence in Aging (NCA)

¢
4 | This project was funded by an implementation grant from NCA. NCA is
improving the quality of health care older adults receive by enhancing the geriatric
competence—the knowledge, skills and attitudes—of the 400,000 nurses who are
professionally identified as members of approximately 57 specialty nursing associations.

NCA is committed to:

Enhancing geriatric activities of national specialty nursing associations.
Associations apply for grant funding and receive technical assistance to move forward with
geriatric best-practice initiatives. Funded associations are designated ANA—-SNAPGs
(American Nurses Association—Specialty Nursing Association Partners in Geriatrics).

Promoting gerontological nursing certification to encourage specialty nurses to
obtain dual certification and validate their geriatric competence along with their specialty
expertise. Scholarships are available.

Providing a Web-based, comprehensive geriatric nursing resource center.
GeroNurseOnline is a comprehensive Web site providing current best-practice information
on care of older adults. Soon, Specialty Nurse Web Fellows will be designated to customize
resources addressing geriatrics and specialty nursing practices such as oncology, critical care,
medical, surgical, and many other specialties.

Nurse Competence in Aging is a five-year initiative funded by the Atlantic
Philanthropies (USA), Inc., awarded to the American Nurses Association (ANA) through
the American Nurses Foundation. It represents a strategic alliance between ANA, the
American Nurses Credentialing Center, and the John A. Hartford Foundation Institute for
Geriatric Nursing, New York University, The Steinhardt School of Education, Division of
Nursing.
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The American Association of Nurse Assessment
Coordinators (AANAC)

Founded in 1999, AANAC is a nonprofit professional association representing nurse
assessment coordinators and all members of the interdisciplinary team involved in resident
assessment using the Resident Assessment Instrument (RAT)/Minimum Data Set (MDS).
AANACs series of educational training manuals, The AANAC MDS Education Program,
provides all members of the interdisciplinary team with a source for application-based
MDS training.

* Business hours: Monday through Friday, 8:00 a.m. to 5:00 p.m. (mountain
standard time)

* Calls after business hours: Leave a message and your call will be returned on the next
business day.

* Comments and questions are welcome via phone at (800) 768-1880 or e-mail at
info@aanac.org.

For more information about AANAC membership and benefits, turn to the last page of this
training manual or visit our website at http://www.aanac.org.

The MDS Education/Certification Program

Our course materials are written by the foremost national leaders in RAT/MDS policy and
coding and are reviewed by national experts in clinical assessment, completion of the
RAI/MDS, and the regulatory process surrounding RAI/MDS completion. The
correspondence and online courses are self-paced, convenient, and accessible 24 hours a day,
7 days a week. Our workshops are taught by some of the most knowledgeable and dynamic
instructors in the country. Our master teachers must meet strict criteria to qualify and be
approved to teach the AANAC program.

Who the Program Is For

AANAC is committed to an interdisciplinary team approach to resident care. Therefore, this
program is specifically written for all members of the interdisciplinary team involved in the
resident assessment and care-planning process, including: registered nurses, licensed practical
nurses, licensed vocational nurses, nurse assessment coordinators, administrators, billing
professionals, physical therapists, occupational therapists, speech therapists, social workers,
health information professionals, activities professionals, dieticians, and anyone else who is
interested in learning more about the MDS process.

How the Certification Program Works

All courses are available through AANAC for contact hours in nursing, and some courses
are approved for administrator contact hours. However, those wishing to complete the
AANAC certification program and become a resident assessment coordinator—certified
(RAC—CT) must meet the following criteria:
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* Be a clinician/professional involved in the completion of the RAT in the long-term
care field.

* Complete ten AANAC courses, seven of which must be the core curriculum, which

consists of:

* Omnibus Budget Reconciliation Act (OBRA) Timing and Scheduling and the
MDS 2.0

* Prospective Payment System (PPS) Timing and Scheduling and the MDS 2.0

* Resident Assessment Protocols (RAPs) and the MDS 2.0

¢ Care Planning and the MDS 2.0

* Resource Utilization Groups III (RUGs) and the MDS 2.0

* Billing and the MDS 2.0 for Clinicians

* MDS 2.0 Coding for OBRA and PPS

* Complete three electives from among the following:
* Accurately Assessing Skin Condition and the MDS 2.0
* Accurately Assessing for Nutrition/Hydration and the MDS 2.0
* The Expanded Quality Indicators and the MDS 2.0
* Medications and the MDS 2.0
¢ Accurately Assessing Pain and the MDS 2.0
* Accurately Assessing for Activities of Daily Living (ADLs) and the MDS 2.0
* Accurately Assessing for Incontinence and the MDS 2.0
* Accurately Assessing for Restorative Nursing and the MDS 2.0
* Accurately Assessing for Physical Restraints and the MDS 2.0
* Quality Measures and the MDS 2.0
* The Administrative Team and the MDS 2.0
* MDS 101: A Course for Beginners
* MDS 2.0: Updates and Common Coding Errors

¢ Pass the final exam for each course with a score of 80% or better. Participants must
pass the final exam within three months of purchasing the course; three attempts
are permitted.

* Individuals who do not pass the final exam after three attempts can pay an additional
administrative fee of $25 and take the exam three more times within a 30-day period.

www.aanac.org
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Foreword

The seeds of culture change in a nursing home can take root at any level. How this happens
can be as diverse as the varied paths that different homes may take on their culture change
journeys. Regardless of how that seed is first planted, nothing will grow from it unless the
leadership team ultimately takes up the cause. This chapter will examine the critical roles
played by the management team in general and the administrator in particular in successfully
introducting and implementing culture change.

First Steps

This discussion places special emphasis on the introductory phase of culture change, under
the theory that a culture change process that is propetly introduced into an organization
should ultimately take on a life of its own. In other words, the most critical role that
leadership can play is to lay the groundwork for the process. Once culture change becomes
fundamental to the running of the organization, the administrator’s role should be one of
mentoring, while the staff really adopt the model and run with it.

This concept fits in well with Eden Alternative’s definition of culture change:

Person-Directed Model of Care—A world in which Elders truly direct their own care
and make their own choices about how they spend their time. A world in which
Caregivers are highly involved in decisions that are relevant to their jobs and the people
they care for. The Elders, their families, and the staff are part of a thriving, independent
community where relationships matter.

Or as the Pioneer Network states:

The new culture of aging involves a transformation based on person-directed values
and person-directed practices, where the voices of elders and those working closest
with them are honored and respected. We promote a grassroots movement where new
ways of de-institutionalizing services and individualizing care are shared freely.

The Seed Is Planted

Borrowing from the Eden Alternative’s use of the garden metaphor to describe the culture
change process, we now look at how the seed is planted.

Perhaps it is a social worker who went to a seminar; maybe the human resources
director read an article on different models of nursing home management; it could be unit
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staff who have decided that there has to be a better way of managing behaviors for the
residents on the dementia unit. There is the administrator who feels burned-out after years
of fighting what often seems an uphill battle and decides that there must be a better way.
Any of these could be the first step that eventually leads a facility down the road of culture
change if fellow team members, particularly the administrator, also catch the vision.

Is Culture Change Radical Change?

The answer is both yes and no.

To the extent that a radical change implies a sudden upheaval, culture change should
not be looked at as such. You cannot rush the process. The other metaphor frequently used
in culture change is that of a journey, and the culture change process is a gradual journey.

On the other hand, culture change does represent change that is radical in the sense of
returning to the roots or origins. Somewhere along the line, with all good intentions, our
society decided that the best way to care for our institutionalized elders was in an
environment based on a treatment model of care. Culture change seeks to take the radical
step of taking our elders out of the treatment or institutional model of care and returning
them to the fundamentals of what makes a human habitat. This radical idea is based on a
very common-sense, fundamental notion that the basics of life that make us feel
comfortable, happy, and fulfilled should not disappear once we enter the nursing home.

With that in mind, it becomes easy to look around your nursing home and find
individual departments or staff that may have actually begun some culture changes without
even knowing it:

* The bookkeeper who brings her own dog in for pet visits
* The supervisor who decides to experiment with staffers’ self-scheduling

* The dietary supervisor who tries to give residents more individualized choices in their
meal selections and bakes cookies on the unit

* The charge nurse who adopts a “bathing without battle” practice or orders that a meal
schedule accommodate a resident who sleeps late

0See the Need, Take the Leadyd

Regardless of what that initial first step was, no facility’s culture change journey can be
considered officially begun until administration recognizes the need and takes the lead.

Therefore, your first job as an administrator who is considering taking your
organization down the path of culture change is to be sensitive to what is already happening.
You need to ask yourself the following sometimes-difficult questions and answer them as
honestly as you possibly can. Among the questions to ask could be:

* Is something missing? Is there something more this facility could be doing to enhance
the quality of life for residents?

* Are the residents telling me through listlessness, “slumping,” or other behaviors,
expressions, or body language that there is something more they need?
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\";"er_gm The Softer Side of the MDS

—

* Are staff telling me indirectly through personnel problems, complaints, or turnover that
things need to change?

* Are we “passing” survey, but still not providing our residents a daily existence worth
living?
* What is really behind many of the families’ complaints?

 Are we creating an environment for residents and staff that encourages continued
growth and development?

* Do we treat the residents as “patients” or people?
* Have we taught staff to be task-oriented or person-oriented?
¢ Is the facility home-like or is it a true home?

If, as an administrator, you are willing to take the time to seriously consider these and
similar questions about your facility, then you are likely ready to consider implementing
culture change. You may be considering this for the first time or revisiting a process that you
tried and felt frustrated by in the past.

This self-examination process, or seeing the need, is the critical first step that leadership
must take. Leadership must decide whether to move toward a formal culture change process,
and it is up to the leadership to provide the administrator with the vision needed to take the
facility in a radical new direction. The direction is toward home and a better quality of living
for residents, and a better working environment for staff.

From Vision to Mission

If you have come this far, then you have a vision, however vague at this point, of wanting to
change. Culture change is as much a personal journey as an organizational transformation.
On a personal level, it can be argued that the administrator faces the most challenges. The
job of transforming mission to vision falls most directly on the administrator, more than on
anyone else. Regardless of how good or bad a current situation is, no one likes change. As
administrator, once you have convinced yourself of the need for change, then you have the
responsibility of convincing the board or ownership, the management team, the staff in
general, residents, and families.

It is critical at this point that you have a clear personal vision of what can be
accomplished. The administrator more than anyone else has to be willing to answer the hard
objections and questions:

* We’ve been doing fine for 25 years—why change now?
* How much is this going to cost?

* What about survey?

* How is my job going to change?

* You name it—someone’s allergic to it.

e What if we fail?
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* How long is it going to take?

* We don’t have the staff to do this.

* What if the residents are negatively impacted?

¢ What if the staff or union becomes upset?

* I'm already swamped—I don’t have time to take on something new.

¢ Isn’t culture change kind of “out there”?

* We don’t have the physical layout to do this.

* I'm not interested in doing anything other than the job I’'ve been doing for 20 years.

The list goes on. Most culture change models have addressed these numerous concerns,
and the administrator has to be prepared to respond. Therefore, the critical first step is for
you, the administrator, to educate yourself. The number of culture change resources and
training opportunities is ever-growing. The Eden Alternative associate training is also a good
first step. Educating yourself is critical not only to being prepared to address the many
comments from all the various stakeholders, but also to developing a personal vision. This
vision is a first spark to igniting an organizational vision and mission, one created by all
those living and working in your home.

Step 1A Learn All You Can About Culture Change

You Can’t Do It Alone

At this stage, the administrator will need to develop some key stakeholders to help spread
the message. For the most part, you can identify those individuals who are already on board
or most likely to be so. Be prepared for surprises, however. Sometimes the people you think
least likely to be supportive can turn out to be your best allies, and vice versa.

Look for key people on your board, management team, and general staff, and among
your residents and their families. Start informal meetings and sharing of ideas. Begin to
gauge how “warm the soil is”—how receptive your stakeholders are to culture change. Now
is the time to begin creating together a draft culture change vision and mission statement, to
begin an exciting educational process.

Step 2ii Assemble Key Support Personnel

Education, Education, Education

With some key personnel on board and with a draft vision and mission statement in hand,
now is the time to start educating all of the stakeholders. Be prepared. The objections, as
noted above, are going to come. The answer is not to force the issue. The answer is patience,
understanding, and more education. Stay true to your vision. Keep the metaphor of the
journey in mind.

People will argue against culture change. Most of their objections will arise out of a lack
of understanding. This is why it is critical to do your homework. Collect resource materials
from outside sources that can help you to objectively present your case. If you have already
adopted a particular model of culture change, tap into the educational resources that model
offers.
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Again, be prepared to be surprised. There will be people who jump on board right
away. These can be people you didn’t expect would do so. There will be those who are
cautiously supportive. There will be those who take more time to warm up. And there may
be those who never come on board. Many culture change leaders have had to invite staff
members to consciously choose between getting on board and working elsewhere.

Step 3 Find a Model That Fits Your Organization

Gleaning from Others

While not mandatory, it is helpful to adopt a model of culture change. The Pioneer Network,
the Eden Alternative, and Wellspring are three prominent names associated with culture
change. As noted above, these organizations can assist with educational resources as well as
provide you with specific guidelines and steps to follow. Organizational assessment tools,
training tools, and moral support are also available. Don’t reinvent the wheel or wing it
alone—take advantage of the experience of others.

Step 41 Celebrate Past Success

Review Y our Accomplishments
If you are part of a nursing home that has managed to survive and be successful over the
years, then realize that you are already experts in managing change. The organization needs
to look back on what has already been accomplished and use it as a foundation to build on.
Celebrate what you have accomplished before you move forward.

Each facility has achieved different milestones. Identify with your team’s successes and
take time to discuss the successes. Sometimes we do not recognize what is good in our work.
Below is a partial list of areas where you may find positive outcomes:

* Restraint-free environment

* OBRA 1987 changes

* Increased competition from other nursing homes, assisted living, and home care
* Ergonomic standards and safer working environments

* Innovative staffing ideas in response to a tighter labor market

* Innovative dementia care standards

* Reduction in poly-pharmacy

* Prospective payment, MDS implementation, and more

We discussed above whether culture change is radical change. The reality is that radical
change is something that any successful facility has already learned to manage. Once an
organization has learned to manage change, it moves from being revolutionary to
evolutionary. In this regard, culture change is simply the next step in the development and
evolution of nursing home care.

It is critical for administrators to take a positive view of where the facility has been in
the past, how far the facility has come to date, and how past successes can be applied to the
ongoing evolution toward culture change.
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The administrator must recognize the need for change, but that change should build on
successes already achieved. If you start from a foundation of success, the culture change
journey will seem much less daunting.

Step 5 Build on Past Successes

Change the Paradigm

It is something of a cliché in current business-speak, but thinking outside the box is a critical
piece of the culture change process. Taking a past accomplishment like adopting a restraint-
free environment, and reframing that as part of the evolution of nursing home care toward
culture change, is an example of changing the paradigm. Another example is when people
who don’t like change recognize that in fact they have been living with and successfully
managing change for years.

We are perfectionists in long-term care: In everything we do, every i is dotted and t
crossed, and that is how it should be. But it is also true that, as in most areas of life, our
greatest successes often arise out of lessons learned in failure. The fear in changing the
paradigm is the fear of failure. The administrator has to set a tone that says it is acceptable to
think outside the box and try something new even if we fail.

Step 6 Throw Away the Box
Dispel the Myths

Unfortunately, the image of culture change may have accumulated some baggage from its
early years. It is critical for administration to make clear that the nursing home will always
remain a responsible and professional organization dedicated to the highest standards of
nursing and medical care. We are not in any way diminishing that role; indeed, we are
enhancing it. The administrator does not need to turn in the business suit for a tie-dyed T-
shirt. This is a critical part of the education piece. From the very start, people need to
understand what culture change is and, just as importantly, what it is not.

Step 7fi Develop an Accurate Understanding of Culture Change

Administrator as Mentor
At this stage, you have:

* A culture change vision and mission

¢ Key stakeholders committed to that vision and mission

* An educational process in place

* Adopted a model of culture change or created your own model

* Recognized past successes and change processes that you can build on
* Thrown away the box

* Dispelled the myths
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You have accomplished a lot. The journey, however, is just beginning. A lot of
challenges still remain. From this point on, your organization’s journey should be guided by
the vision, mission, and whatever culture change guide or model you have chosen.

Hopefully, as the organization continues to make steady progress along the road to
culture change, the administrator can take a step back and change from actively
administering the process to mentoring the process. You will know that you have done your
job and set your organization down the right path when staff take over your role as the
prime mover in the process. Every once in a while, of course, you may have to put the
administrator cap back on and redirect the process. But not too often. Every once in a while,
you will need to reassess your progress and maybe even take a step or two back.

If eventually you are spending most of your time mentoring rather than directing the
process, and it has taken on a momentum of its own, then you will know that you have done
your job as administrator. At that point, congratulate yourself, because you have
accomplished something truly meaningful for your organization, for your staff, and—what is
most important—for the current and future generations who will be cared for in your
nursing home.

Culture Change and the Resident Assessment Instrument

This workbook was developed to assist long-term care professionals in understanding how
the medical and psychosocial models can coexist and create true resident-directed care. The
focus is on the assessment and care-planning processes, which have traditionally stood
outside the culture change movement. We believe that with any culture change journey,
success begins with committing to and adopting person-directed assessment techniques.

Many long-term care facilities have maintained “old-fashioned” nursing-care practices
that do not make much sense in today’s world. Assessment and care-planning are practices
that the culture change movement is attempting to influence. Care plans can be voluminous;
they do not have much meaning if they sit on a shelf unused. Many MDS coordinators
report that it is very discouraging to work so hard on a care plan only to see it sit untouched.
Culture change enthusiasts are pushing strongly to adopt a new and meaningful approach to
the assessment and care-planning process.

Setting the Stage: A Personal History of the MDS

I was working in a small, rural, community-owned nursing home back in the early 1990s
when the MDS was introduced. Prior to that time, every department in our nursing home
had its own unique assessment process. There was no assessment coordination between one
department and another. Each had its own specialties and its own assessment tools to
determine the abilities, strengths, and disabilities of a resident. Likewise, each department
had its own schedule for completing its assessments. The regulations for all departments
required that an initial assessment be completed upon admission and a quarterly review
process begin three months later. Some departments created a schedule based on resident
admission date, some did a third of their resident reviews each month, and others created
other systems. As a part-time social worker, I would chart briefly on each resident at the end
of every month. For quarterly reviews, each resident was placed on a consistent schedule.
During one week out of every twelve, I would sit down and chart on the progress of every
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resident in my care. Thus the required quarterly review on each resident was considered
finished until it was due again twelve weeks later.

Care conferences were scheduled on a quarterly basis but the care conference schedule
was not coordinated with any department’s quarterly reviews. As you can guess, the flow of
the conference and multidisciplinary discussion was not ideal. I may have done my quarterly
assessment the previous week, the nurse may have done hers three weeks before, and the
dietician may have done his seven weeks prior. Of course we all kept up with our residents’
progress, but when every department was doing its assessments at different times,
information on which recommendations were based may not have been as up-to-date as
possible. We also had difficulty making use of other disciplines’ assessment information
because it did not coordinate with our own work.

When the MDS was first introduced, it did not fit into our well-established,
disconnected system. We were forced to look at our broken system and come up with a way
to coordinate our assessment processes. We thought of the MDS as additional work added
to the assessments we were already doing, making our jobs more difficult and pulling us
away from our residents.

It took several years for all of this to gradually change. Not only did our assessment
periods become synchronized but our assessment tools became coordinated as well. Over
the next several years we redesigned our individual assessments so that they became a
supportive part of the MDS information-gathering process. The MDS tool itself collected
coherent data from other departments that was usable and directly impacted the work each
of us was doing. We began to think with a systems perspective. It became natural to question
how weight loss might indicate depression, how behavior triggers might be related to blood-
sugar levels, and how skin problems might correlate with poor nutrition or lack of
ambulation. Gradually, as the Resident Assessment Protocol (RAP) process improved, we
discovered on a deeper level how the interdisciplinary process enhanced evaluation.

Many in the field of long-term care continued to look at the MDS as nothing but added
paperwork. It was considered duplicative to an already thorough assessment process. The
industry was becoming buried in data collection. How much data could be collected and still
used effectively? It was inevitable that we initially thought of the MDS system as a paper
compliance process. We were always rushing to that target deadline. We would scuttle about
our work trying to gather the information we needed, all the while making the center of our
efforts the MDS instead of the resident. I can remember myself on more than one occasion
entering a resident’s room and interrupting a conversation between a resident and family
member by saying, “Excuse me, I’'m so sorry to bother you, I'm the social worker and I have
a few quick questions. How many years of school did you complete? Have you had any
memory problems? And what are your plans for going home?” During the first few days of
their stay, residents met with such a barrage of questions from caregiver after caregiver that
they were left feeling objectified. The more we improved on the mechanical use of the MDS
as our primary assessment tool, the more we began to ask ourselves, “Does this really
improve resident care?”

Despite my efforts at being kind, the impressions I made were not always of a warm
and welcoming nature. It could only have left these residents feeling like specimens to be
analyzed for scientific study or, worse yet, interruptions to my own very important work. I
know it left me questioning if there were a better way. I began to challenge myself to make
the process meaningful. I reminded myself that the purpose of the MDS was not just to
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gather data within a specific time frame. The purpose of an accurate interdisciplinary
assessment was to encourage deeper analysis (using the RAP process), which should lead to
a better interdisciplinary care plan. With a better care plan we all hoped to improve our daily
care and in turn enhance our residents’ quality of life. But could I conduct interdisciplinary
assessment to meet MDS criteria in a less mechanical, more meaningful way? Could the
assessment techniques not only provide good medical data but also be used to enhance the
well-being of those engaged in the process? These and similar questions drove me to take
action. This is when my teammates and I began to explore a person-directed assessment, an
individualized RAP process, and a person-directed care-planning method. It was also when
some of the following ideas began to take form.

The Story of Irene and Sarah

Read the following story and ask yourself if you know a resident who has experienced
something much like this.

Irene is an 89-year-old woman who lives alone in her home in the city. Four days ago
she fell and broke her hip. After a short hospitalization for corrective surgery, she
sought rehabilitation by moving to “Institutional Care,” a skilled-care nursing facility
that has served the city for over 40 years. Irene has read about the nursing home over
the years in the newspaper. She has never really wanted to go there but, because it is
close to her home, she agrees to the transfer.

Irene is transported to Institutional Care by wheelchair taxi. The driver unloads her
from the van and wheels her through the doors. As Irene is pushed toward the
receptionist desk, she thinks, “This is the first day of the rest of my life. I've got to
make the best of it.” The receptionist greets the driver with a curt smile, then seeks
confirmation from a social worker walking by: “The lady with the fractured hip goes in
1006, doesn’t she?” With a point of her arm she directs the driver to room 106 down the
hall. He calls back over his shoulder, “I’ll need help with a transfer.”

A short distance farther, Irene and her transporter reach an unmarked room. “This
must be it,” he mumbles half to himself. As he wheels Irene through the door, she gets
her first look at the place she will be living in for the next six weeks. The walls are
painted light beige. There is a strip of wallpaper trim near the ceiling. “A little out of
style,” Irene thinks, “but I can get used to it.” The windows on the far side of the room
have the blinds pulled so she is unable to quite get her bearings. “I hope that view is of
the yard,” she muses. She looks around the room and sees two standard-sized hospital
beds with their plastic-laminate headboards against the wall. A fluorescent strip-light is
strategically placed above each bed. Irene notices the bed closest to her has a thin pink
bedspread over the top of a thin white blanket. She wonders if she will be cold at night
here. The pillow appears hard and flat and is covered, as she can see through the open
end of the pillowcase, with a durable plastic. “So it can be sanitized and reused,” she
remembers from her years as a nurse. A far cry from the handmade quilt and two
feather pillows she has at home.

Her eyes ponder the nightstand for a moment and she smiles to herself. “That looks
like it’s seen a few too many years.” There are nicks and scratches in the surface. It
reminds her of the furniture they had at St. Grace Hospital during her days working
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there in the 1970s right before retirement. She spies a large, empty, brown cork bulletin
board on the wall opposite the bed. “I’ll have to do something with that soon or I'll be
staring at a blank space for weeks,” she comments to herself. Near the bulletin board is
a sink that is shared with the other occupant of the room. It has been designed to ADA
standards. Irene wonders if her petite frame will allow her to see in the mirror when she
is sitting to wash her hands or brush her hair. A little bit of fear begins to creep into her
thoughts: “Will I be all right here?” Her anxiety grows as the pain medicine she took at
the hospital starts to wear off, and she becomes increasingly uncomfortable. She shifts
in her chair as she tries to wait patiently with the van driver for a person who will help
get her into bed.

After five minutes the van driver glances at his watch. “I gotta get going,” he says
under his breath as he sticks his head out the door and flags a passing aide. A nice-
looking young man saunters into the room and takes a look. “I think I can do it,” he
says. Irene winces as the aide quickly transfers her from her chair to her bed. “I’ll check
with the therapist so the next transfer is a little more comfortable,” he says, half to
himself. Pulling the rails up on her bed, both men quickly exit the room, leaving Irene
alone.

Twenty minutes later, a woman wearing scrubs and no name tag enters the room.
She has a pen and a form in one hand, a stethoscope in another. “Hello, Irene, I'm your
nurse. I'll have to undress you for a quick look at your skin.” Thus begins Irene’s
assessment process during her stay at Institutional Care.

Over the next five days, Irene is shuffled in and out and here and there at the facility.
She is assessed by a multitude of people whom she does not get to know, and some she
never sees twice. She is asked a myriad of questions. Sometimes she feels that if one
more person were to enter her room with one more form and one more list of
questions, she would burst. Irene hasn’t really developed a relationship with anyone.
The workers all seem so rushed to get the information they need and move on to their
next task, that she is just one of many tasks they have that day. Irene is unable to get
around in her wheelchair or care for herself without assistance. And although she is
busy with her therapy, trips to meals, and an occasional recreational group, boredom is
overtaking her. The visits from her daughter don’t really seem to help. Even her
favorite puzzle books, which she enjoyed so much at home, aren’t interesting to her
anymore.

Lying in her bed this evening, Irene thinks back to the question the social worker
asked her today. It was during something called a Geriatric Depression Scale, which the
social worker explained was required as part of her assessment. “If anything can make a
person depressed, that set of questions will,” Irene thought. One of the questions
struck Irene right in the heart. She cannot forget the social worker asking, “Are you
feeling worthless the way you are right now?” At the time, Irene was so taken aback
that she didn’t take time to think before answering a quick no. She just wanted to get
the current barrage of intrusive questions over with as quickly as possible.

Now, alone in her bed, tossing and turning without a sign of sleep, Irene wishes she
would have answered how she truly felt. She imagines the scene. She would have sat up
in her chair, waved her arms, and yelled in her loudest voice, “Of course I feel
worthless! I’'m away from my home, my belongings, my friends, my family, and
everything I know. I have the same schedule of uncomfortable and unfamiliar activities
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every day. I depend on strangers for all of my needs, even for the simplest of tasks. I
haven’t met anyone in the past week who I know by name or could truly call my friend.
On top of it all, I have this bed I'm not used to, with a stiff pillow that crinkles in my
ear every time I move, and blankets that barely keep me warm. I have a phone but no
address book, and television but very little reception. I can’t even choose to wear my
own pajamas at night! Wouldn’t anyone feel worthless in my situation?”

Irene feels a lump begin to swell in her throat as she wonders, “Is this all there is to
my life now? Is this as good as it gets?” And she softly weeps.

If we are really honest with ourselves, we have to admit that this scenario is not much
different from what takes place in over 16,000 nursing homes across the country every day.
If those of us who work in long-term care settings don’t take it upon ourselves to make
some changes in our clinical processes, this scenario will continue to repeat itself over and
over again. If statistics hold true, as many as half the people in the country over the age of 60
will go through an event like this at some time in their lives. It is up to us to make it change.

Imagine, instead, this scenario.

Sarah is a woman in her late 80s. Like Irene, she fell at home and fractured her hip.
After a four-day stay at the local hospital for a joint replacement, she is offered the
opportunity to choose a place to complete her six-week rehabilitation stay. Sarah
considers her options. The hospital social worker provides her with a brochure from
“Quality Care.” She has read about Quality Care over the past ten years in the local
newspapers and magazines and thought, “Quality Care sounds like a nice place, if you
have to be in a place like that.”” Sarah is attracted by the woman hugging a dog on the
cover of the brochure. The dog reminds her of her dog Skippy. “This is the place I
want to be,” she tells the social worker.

Shortly after Sarah’s stay at Quality Care is arranged, Sarah’s daughter receives a
phone call. “Hello, I'm Pam, a member of the community at Quality Care. Your
mother has arranged to stay in our community while she recovers from her surgery. I
spoke with the hospital and they told me she’s not up for an interview by telephone yet.
To make her stay more comfortable with us, I’d like to learn more about her.” Pam
then asks questions about Sarah’s life, her daily routines, her moods, and her fears. She
finds out her favorite foods and daily pleasures. She invites the daughter to bring
Skippy in for a visit after her mother settles in. She also tells her about a care
conference that will be set up according to Sarah’s and her daughter’s schedules, shortly
after Sarah arrives. Pam asks the daughter to let her mother know she called. Pam
wants Sarah to know that the members of the community at Quality Care are looking
forward to meeting her.

When Sarah enters the doorway of the nursing home for the first time, her unspoken
tension is instantly eased. Before she has a chance to think about her emotions, a
golden retriever saunters up to greet her. “This shouldn’t be too bad,” she thinks as she
pats him on the head.

Next Sarah is greeted by the receptionist, who provides a warm community
welcome. “Hello, Mrs. Smith—or should I call you Sarah? Welcome to Quality Care.
We have your bed turned down and waiting for you. You’ll be in North 106 Sparrow
Lane. Turn left and follow the street signs.” Sarah giggles at the direction but quickly
understands what the receptionist is referring to. There are awnings over the office
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doors to represent businesses, the doorways into the resident rooms are decorated with
house fronts, and Sarah recognizes the green-and-white street signs which say things
like Parakeet Parkway and Sunshine Conrt. They are much like what she saw on the streets
and roadways in her neighborhood growing up.

Before she is a few feet down the hall, she is greeted by her community care
coordinator. “Mrs. Smith, I’'m Pam, your care coordinator. I'll be helping you get the
things you need to make your stay a pleasant one. Welcome to Quality Care! I've
worked here for 23 years. We’ve seen a lot of changes in that time and I think you’ll
really enjoy your stay.” Pam walks Sarah and her van driver to her room. She points out
to Sarah the direction to the gym, the dining room, and the recreation room. Pam
knows that this beginning orientation will help Sarah to learn her way around.

Because Pam is a trained nursing assistant, she has conferred with the therapist, who
meets her at Sarah’s doorway. “Hello, Mrs. Smith, I’'m Chris. I'll direct your therapy
while you’re here. I have a team of six therapists, and two of them have been especially
chosen to work with you for the next six weeks. If everything goes as well as we expect,
you’ll be home in no time. I've read your surgical report and reviewed your orthopedic
doctor’s orders. Are you ready to get into bed? Pam and I will assist you.” Sarah is
confident that Chris and Pam can transfer her safely. “These seem like people who
really enjoy their work. I’'m going to like getting to know them better,” she thinks. A
nurse pops her head in the door for a moment. “Mrs. Smith—"" she begins, but Sarah
interrupts her. “Oh, please call me Sarah. Everyone is so nice here, I feel right at
home.” “Sarah,” the nurse begins again, “you can call me Tami. I’'m sure you won’t
remember my name yet, but I'll remember yours—my mother’s name was Sarah. You
remind me of her, the way your hair cutls around your face. Sarah, I’d like to make a
thorough exam. Would you like me to do this now, or come back in about 15 minutes?
We could schedule a sponge bath right after so you feel fresh. I have this wonderful
lavender lotion that really relaxes the muscles. It will make you feel refreshed after four
days in the hospital.” “That sounds wonderful,” Sarah responds. Pam suggests that
Sarah share a cup of coffee with her while they wait for the nurse. Together they chat
about some of Sarah’s favorite things. Pam forms her questions to supplement the
information she already received from the daughter. Sarah can’t help but smile as she
settles into her first day at Quality Care.

Helping Sarah become a member of the community at Quality Care seems to be the
top priority for Sarah’s care providers over the next week. She meets Shane, a physical
therapist who is married and has three children. She enjoys seeing him in the morning
for their daily walk. She works extra hard to stand up straight because she can tell by his
look how proud he is to see her succeed. Pam is in almost every day. Sarah meets Pam’s
shadow, Roly, a shy greyhound. Eatrly in her stay, Pam gives Sarah some healthy, low-
fat dog treats for her drawer. Sometimes Roly visits Sarah on his own, late in the
afternoon, for a dinner treat. A day after Sarah arrives, Josephine moves in to share her
room. Sarah attends meals with Jo and they sit at the same table. They see each other in
the gym and offer each other encouragement when the going gets tough. Lately they
have been watching Jegpardy together in the evenings before going to bed. Sarah’s
daughter looks forward to coming every evening after work to see her mother; she, too,
is making friends with the residents and care providers. Sarah believes an active mind is
important to her healing process. She decides to go with Jo down to the sitting room to
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the poetry group, which has been working on a project. Sarah begins writing a poem
about Shane’s children.

Lying in her bed this evening, Sarah thinks back on the question Patty, the social
worker, asked her today while they were enjoying a fresh cup of hot coffee together.
“Do you think it’s wonderful to be alive right now?” Sarah thought, “What an unusual
question to ask.” She reflected on it a moment, then answered from her heart. “Yes I
do!” She thinks now, “I never imagined I would fall and break my hip. I never imagined
I would come to stay in a nursing home. I really never imagined I would enjoy my time
in the nursing home so much. I really do think, all things considered, it is wonderful to
be alive right now!”

Stop and think about these two residents and their stories. Both have had a hospital
stay. Both have fractured a hip. Both have come for a stay in a skilled-care facility for
rehabilitation. But their stories take different paths.

In Irene’s case, the institutional model of care drives the organization in which she is
staying, and the residents suffer. As data collectors and assessors, we can argue that by the
nature of our institutional systems, we are mere pawns in a situation that is out of our
control. The system is driven by data gathering and assessment, in the center of which is the
MDS. We fill out our forms, we meet our deadlines, and we fulfill our job duties. Our
success is measured by our accuracy and our ability to reach the next deadline. If a behavior
decreases, a wound heals, or a weight gain is obtained in the allotted time, then we are
considered even more successful.

To become better at what we do, we go to workshops on how to better fill out our
forms for more accurate data collection. We design computer programs to make the process
more efficient. We even have quality improvement organizations to help us improve our
data-collection techniques. But do good-quality outcomes really equate to an improved
quality of life?

In the person-directed model of care that Sarah enters, quality of care and quality of life
share a place at the table. Data collection is started not only to complete an accurate medical
assessment in an allotted time period, but the focus is also to enhance the quality of her stay.
It is done in a humanistic way, requiring relationship development. Sarah is left with the
feeling that she is in control of her situation, respected as a person, and a part of a larger
community.
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Striving for Excellence
The following is a collection of principles provided by nurses across the country who have
fully embraced resident-directed care.
Principles of Excellence in Assessment and Care-Planning
1. My assessment process begins before a resident enters my care.
2. I take steps to make a new resident feel welcome.
3. Iapproach the resident in a warm and friendly manner.
4

. T assess the resident’s ability to participate in the interview. I offer the resident choices
about the interview time and process. I will reschedule if the resident is fatigued.

5. Privacy and comfort are priorities during the interview process. I ensure ADL needs are
taken care of prior to the interview. Food and drink are offered when appropriate.

6. I go beyond the MDS to identify the resident’s specific needs, strengths, and
preferences, which later become part of her plan of care.

7. Tallow plenty of time for the interview. I allow the resident plenty of time to respond
to questions. I verbally and nonverbally communicate to the resident that he is my only
concern.

8. Medical and psychosocial issues are equally important when I ask assessment questions.

9. I work diligently to interview family members and friends as appropriate, and to help
identify resident preferences if the resident is unable to speak for herself.

10. I'locate a translator for a resident whose primary language is not English.
11. I have effective systems in place to communicate my findings to all team members.

12. T use my assessment information to develop a written care plan that clearly
communicates the resident’s specific needs, strengths, and preferences.

13. I have systems in place which support writing the resident’s care plan as directed by the
resident, even if his choices are contraindicated.

14. The resident, resident’s family, and all care providers have access to the written care
plan at any time and can suggest changes in the plan to improve care provision.

15. The resident always has a final say in the approaches and goals of her plan of care.

Exercise

Evaluate your feelings about these statements. Some nurses report that they believe in these
principles but have not been able to implement them effectively. Can you answer yes to all
of these principles, and are they apparent in your everyday practice? If not, use the tool
below to brainstorm with your staff to get closer to yes on the Principles of Excellence.
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Principles of Excellence
1. My assessment process begins before a resident enters my care.

My Current Practice:

Ideas for Improvement:

2. I take steps to make a new resident feel welcome.

My Current Practice:

Ideas for Improvement:

3. T approach the resident in a warm and friendly manner.

My Current Practice:

Ideas for Improvement:

4. T assess the resident’s ability to participate in the interview. I offer the resident choices
about the interview time and process. I will reschedule if the resident is fatigued.

My Current Practice:

Ideas for Improvement:
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5. Privacy and comfort are priorities during the interview process. I ensure ADL needs are

24

taken care of prior to the interview. Food and drink are offered when appropriate.

My Current Practice:

Ideas for Improvement:

I go beyond the MDS to identify the resident’s specific needs, strengths, and
preferences, which later become part of her plan of care.

My Current Practice:

Ideas for Improvement:

. T allow plenty of time for the interview. I allow the resident plenty of time to respond

to questions. I verbally and nonverbally communicate to the resident that he is my only
concern.

My Current Practice:

Ideas for Improvement:

Medical and psychosocial issues are equally important when I ask assessment questions.

My Current Practice:

Ideas for Improvement:
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9. I work diligently to interview family members and friends as appropriate, and to help
identify resident preferences if the resident is unable to speak for herself.

My Current Practice:

Ideas for Improvement:

10. I'locate a translator for a resident whose primary language is not English.

My Current Practice:

Ideas for Improvement:

11. I have effective systems in place to communicate my findings to all team members.

My Current Practice:

Ideas for Improvement:

12. T use my assessment information to develop a written care plan that clearly
communicates the resident’s specific needs, strengths, and preferences.

My Current Practice:

Ideas for Improvement:
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13. I have systems in place which support writing the resident’s care plan as directed by the

resident, even if his choices are contraindicated.

My Current Practice:

Ideas for Improvement:

14. The resident, resident’s family, and all care providers have access to the written care

plan at any time and can suggest changes in the plan to improve care provision.

My Current Practice:

Ideas for Improvement:

15. The resident always has a final say in the approaches and goals of her plan of care.

26

My Current Practice:

Ideas for Improvement:
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Regulatory Review

Take a moment to review the federal regulations that pertain to assessment. The following
regulatory review boxes have been placed throughout this workbook to encourage you to
reread the actual regulations. Know the regulations and thoroughly analyze your process
with the entire interdisciplinary team to ensure you meet each regulation’s intent.

Tag F272: Comprehensive Assessment

From the Guidance to Surveyors:

The facility is responsible for addressing all needs and strengths of residents regardless of whether the issue is
included in the MDS or RAPs. The scope of the RAI does not limit the facility’s responsibility to assess and
address all care needed by the resident. Furthermore, the facility is responsible for addressing the resident’s
needs from the moment of admission.

Tag F273: Assessment is 1o be completed 14 days from admission. (Many state regulations and
facility or corporate policies require assessment to be completed within 7 days, but the
federal regulation gives staff more time to get to know the resident.)

Tag F241: Dignity

The facility must promote care for residents in a manner and in an environment that maintains or enbances
each resident’s dignity and respect in_full recognition of his or her individnality.

The Softer Side of the MDS

At times, the MDS may seem to be a cold, harsh tool filled with boxes and code numbers.
The advent of computerized software programs has compounded the mechanical feel of the
process. The goal of this chapter is to reflect on the assessment process, re-evaluate how
resident information is gathered, and challenge ourselves to soften the institutional practice
of assessment—making it closer to getting to know a new neighbor.

Prior to even beginning the assessment process, it is important to give the resident
some control over the process. Set up an appointment in advance and let the resident know
how long it will take and what information you will be gathering. Consider interviewing the
resident in two or three shorter meetings rather than one long one. To begin, review the
following excerpts from CMS’s RAI Manual to brush up on some good interviewing
techniques.
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Interviewing Techniques

(The following excerpts are taken from the Long-Term Care Facility Resident Assessment
Instrument User’s Manual, published by the Centers for Medicare & Medicaid Services,
December 2002.)

Performing an accurate and comprehensive assessment requires that the assessor
communicate effectively with a number of individuals. An individual assessor may use
the following suggestions to obtain information from residents, facility staff and
resident families. There are other possible models for resident data collection and
interviewing, especially when conducted by a team, which you may want to consider in
your specific facility. When conducting any interview to collect information in the RAI
process, there are some general concepts that you should consider.

First, emphasize to all individuals that during your interview (i.e., residents, families
and staff) that the RAI process is a way to “get to know the resident.” You should
explain that the RAI assessment provides valuable information that will be used by
facility staff to develop the resident’s care plan. This is an opportunity to bring
residents and families into the assessment and care-planning process.

Second, be flexible as to how you conduct the RAI process with each resident. It is
not necessary for you to complete the assessment in the same order sequence as
sections appear on the MDS form. The MDS is not a questionnaire; it is a set of
common items and definitions for assessment, which provides a structure for
systematically recording the information you obtain. You should let the resident’s needs guide

you during the assessment process.

You may wish to use the following general techniques, if appropriate, when
conducting interviews:

To elicit complete and satisfactory answers, you will often need to ask neutral or
nondirective questions. Examples are:

* “What do you mean?”

¢ “Tell me what you have in mind.”
* “Tell me more about that.”

* “Please be more specific.”

* “Give me an example.”

Repeat a question if you think it has been misunderstood or misinterpreted. Pause or
hesitate to indicate that you are listening and need more or better information. This is a
good technique to use while you are determining the individual’s response pattern.

Some respondents may be eager to talk with you and will stray from the topic at
hand. When a person strays, you should gently guide the conversation back to the
topic. For example you may say:

* “That’s interesting.”

* “Now I need to know ...”
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Validate your understanding of what a respondent is saying. Be careful that you do
not appear to be challenging a respondent when clarifying a statement. For example
you may say:

* “I think I hear you saying that . ..”
* “Let’s see if I understood you correctly.”
* “You said . . . Is that right?”

When respondents (resident/family/caregivers) disagree or when a resident (who
you believe is capable of rational judgment) says something contrary to information
contained in the record, you should clarify the information. Ultimately, use your best
clinical judgment to weigh all information.

Consider developing and using a printed questionnaire to help residents and families
contribute important information (e.g., Customary Routine).

Finally and most importantly, validate with the resident, through observations or
interview, what you have heard from other facility staff, family members or what you
have read in the medical record.

Section Review

Section AC1. Customary Routine

Unfortunately, the Customary Routine section is often overlooked as an important section.
In many cases, staff question the family instead of the resident. If family members have not
been involved with the resident, however, they may not be aware of what the current routine
is and will answer based on a routine from years earlier. This section can significantly impact

the care plan. The information obtained should reflect and influence daily living. The
Customary Routine items must be incorporated into the plan of care if a true resident-
directed plan of care is desired.

Section ACT Intent (RAI Manual, p. 3-22)

These items provide information on the resident’s usual community lifestyle and daily
routine in the year prior to DATE OF ENTRY (AB1) to your nursing facility. If the
resident is being admitted from another nursing facility, review the resident’s routine
during the last year the resident lived in the community. The items should initiate a
flow of information about cognitive patterns, activity preferences, nutritional
preferences and problems, ADL scheduling and performance, psychosocial well-being,
mood, continence issues, etc. The resident’s responses to these items also provide the
interviewer with “clues” to understanding other areas of the resident’s function. These
clues can be further explored in other sections of the MDS that focus on particular
functional domains. Taken in their entirety, the data gathered will be extremely useful in
designing an individualized plan of care.

Section AC is the first MDS section presented, and one that can really help the assessor

get to know a person. Consider conducting this part of the MDS as close to a normal
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getting-to-know-your-neighbor conversation as possible. Also consider asking open-ended
questions instead of closed questions, for example:

¢ “Tell me how you spend your average day.”
* “What was your evening routine like at homer”
* “Describe your typical bathing routine to me.”

Allow the resident to fully answer the question; if necessary, redirect back to the topic.
Focus on usual habits, interaction with others, and specific activities that are of personal
importance. Filling in the MDS item is not the goal; the goal is obtaining information to
develop the resident’s individualized care plan. Even though this section does not trigger a
RAP, move the information forward to the plan of care.

SECTION AC_ CUSTOMARY ROUTINE
1.| CUETORARY| [ Chaok ai dhad appiy. if a¥ informadion LSWAONVDUMN, crischr \ast o i)

ROUTINE
CYCLE OF DALY EVENTS
[ pear prior
ﬁ}Eﬂ:EE: Etays up fale &2 night (e, aftsr S pm) -
fo this i
mvEing | MRS regulary during cay {8t mast 1 hour
home, or ]
Ingt I Soes out 1+ days aweek =
oo i
nmm Soys biesy with hobbiss, peading, or e daly rordne | EN—
admitted fon] _ ,
anoérar | SPeEncs mostof e slone orwaiching T =
NG

[— Licves ind=pendently indoors (wiih appliances, Fuoss) |

Uee of whacoo products af least daly B

NONE OF ASOVE
EATING FETTERME

Diziinct food preferences !

Eais betwvmen meals al or most days i

Uze of alcohclc bevemgeis) aklezsi wesiky i
WOWE OF ASCAVE i
| A0L FATTERKE

I Deedckothes: mraach of day .
Vwakens to odsf allor most nights n

Hars Iregralar Dowel movement pabem o
Bhowers for baning Jp |
Eaining InFM q
NOWE OF ASCAE r

INVOLVERIENT FATTERNE

Dy comisc with relatheesicinss Hends

Jsually Fends cheorch, iempie, spnagogue dets ) L
Finds strength Infakh [
Daly arimeal comzenionioresancs W
rviived In group aciiviles .

NOWE OF ASCVE .
UINFHOWN—Resicenttamly unabie io provide Information L

Many nurses complete this section of the MDS with a clinical focus in mind. Consider
the psychosocial implications these items have. For example:

Stays up late at night—What activities is the resident engaged in at night? Are there
television programs that he enjoys watching? How does late-night TV watching affect
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roommate choices? Is being a night owl a lifelong habit or is it due to insomnia or pain? Did
a job or career impact this practice? How did this affect his morning routine and waking
schedule?

Most of the items in this section should create more questions in the interviewer’s
mind.

Section B. Cognitive Patterns

This section may be problematic from the perspective of resident dignity. A resident who is
fully alert and oriented may find such basic questions demeaning. A resident who is aware of
some degree of cognitive loss may find being put to the test very uncomfortable; in a self-
tulfilling prophecy, stress may prevent her from answering appropriately.

This section should be woven into a more conversational, chat-over-coffee style of
interview. Questions about weather, politics, caregivers, or family can take the place of
questions like “Are there fish in the ocean?” The questions should also be camouflaged. For
example: “I have to complete this form and I forgot my calendar. Do you know today’s
date?” Other possible questions: “If I need to call your loved one, do you have a name and
phone number?” “Who was that aide who was just in here? I see her all the time, but I can
never remember her name.” Anything that makes this part of a more natural conversation
would put the resident at ease and probably give a more accurate picture of his abilities.

An additional concern with this section is that it comes right at the very beginning of
the assessment. If this section puts the resident ill at ease, other responses later on may be
impacted as well. This section should perhaps be conducted separately from the rest of the
more clinical assessment.

Section B Intent (RAI Manual, p. 3-41)

To determine the resident’s ability to remember, think coherently, and organize daily
self-care activities. These items are crucial factors in many care-planning decisions.
Your focus is on resident performance, including a demonstrated ability to remember
recent and long-past events and to perform key decision-making skills.

Questions about cognitive function and memory can be sensitive issues for some
residents who may become defensive or agitated or very emotional. These are not
uncommon reactions to performance anxiety and feelings of being exposed,
embarrassed, or frustrated if the resident knows he or she cannot answer the questions
cogently.

Be sure to interview the resident in a private, quiet area without distractions—i.e.,
not in the presence of other residents or family, unless the resident is too agitated to be
left alone. Using a nonjudgmental approach to questioning will help create a needed
sense of trust between staff and resident. Be cognizant of possible cultural differences
that may affect your perception of the resident’s response. After eliciting the resident’s
responses to the questions, return to the resident’s family or others, as appropriate, to
clarity or validate information regarding the resident’s cognitive function over the last
seven days. For residents with limited communication skills or who are best understood
by family or specific caregivers, you will need to carefully consider their insights in
this area.
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* Engage the resident in general conversation to help establish rapport.

* Actively listen and observe for clues to help you structure your assessment.
Remember—repetitiveness, inattention, rambling speech, defensiveness, or
agitation may be challenging to deal with during an interview, but they provide
important information about cognitive function.

* Be open, supportive, and reassuring during your conversation with the resident
(e.g., “Do you sometimes have trouble remembering things? Tell me what happens.
We will try to help you”).

If the resident becomes really agitated, sympathetically respond to his or her feelings
of agitation and STOP discussing cognitive function. The information-gathering
process does not need to be completed in one sitting but may be ongoing during the
entire assessment period. Say to the agitated resident, for example, “Let’s talk about
something else now,” or “We don’t need to talk about that now. We can do it later”.
Observe the resident’s cognitive performance over the next few hours and days and
come back to ask more questions when he or she is feeling more comfortable.

It is often difficult to accurately assess cognitive function, or how someone is able to
think, remember, and make decisions about their daily lives, when they are unable to
verbally communicate with you. It is particularly difficult when the areas of cognitive
function you want to assess require some kind of verbal response from the resident
(e.g., memory recall). It is certainly easier to perform an evaluation when you can
converse with a resident and hear responses from them that give you clues to how the
resident is able to think (judgment), if he understands his strengths and weaknesses
(insight), whether he is repetitive (memory), or if he has difficulty finding the right
words to tell you what he wants to say (aphasia).

To assess an aphasic resident it is very important that you hone your listening and
observation skills to look for non-verbal cues to the person's abilities. For example, for
someone who is unable to speak with you but seems to understand what you are saying
(expressive aphasia), the assessor could ask the resident the necessary questions and
then ask him to answer you with whatever non-verbal means he is able to use (e.g,,
writing the answer; showing you the way to his room; pointing to a calendar to show
you what month/season it is). Observe the resident at different times of the day and in
different types of activities for clues to their functional abilities. Solicit input from the
observations of others who care for the resident.

In all cases code the cognitive items with answers that reflect your best clinical
judgment, realizing the difficulty in assessing residents who are unable to communicate.
MDS Items B1, B4, B5 and B6 can be successfully coded without having to get verbal
answers from the resident. Interdisciplinary collaboration will be helpful in conducting
an accurate assessment.

Section C. Communication and Section D. Hearing and Vision Patterns

Many of the items in these sections require a conversational process rather than direct
questioning. Observation is also required to see how the resident is managing
communication within the environment. If hearing is affected, the resident may not be able

to participate in group discussions, and withdrawal and isolation may be noted.

32
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Section E. Mood and Behavior Patterns
Section E Intent (RAI Manual, p. 3-60)

Mood distress is a serious condition and is associated with significant morbidity.
Associated factors include poor adjustment to the nursing facility, functional
impairment, resistance to daily care, inability to participate in activities, isolation,
increased risk of medical illness, cognitive impairment, and an increased sensitivity to
physical pain. It is particularly important to identify signs and symptoms of mood
distress among elderly nursing facility residents because they are very treatable.

In many facilities, staff has not received specific training in how to evaluate residents
who have distressed mood or behavioral symptoms. Therefore, many problems are
under diagnosed and under treated. In facilities where such training has not occurred,
an in-service program under the direction of a professional mental health specialist is
recommended. At a2 minimum, staff in such facilities has found the various mental
health RAPs (e.g., Mood, Behavior) to be helpful and these should be carefully

reviewed.

The process for gathering information should include direct observation of the
resident, communication with the resident’s direct caregivers across all shifts, review of
relevant information in the resident’s clinical record, and, if possible, consultation with
family members or friends who have a direct knowledge of the resident’s behavior in the
observation period. If the person completing the MDS did not observe the behavior but
others report that it occurred, the behavior must be considered to have occurred and should
be so documented. It is important to document chronic symptoms as well as those with new
onset. As always, the medical record should support the resident’s status as reported in the
MDS. It is important to note that coding the presence of indicators in Section E does not
automatically mean that the resident has a diagnosis of depression or anxiety.

Assessors do not make or assign a diagnosis in Section E; they simply record the
presence or absence of specific indicators and behaviors. It’s important that facility
staff recognize these clinical indicators and consider them when developing the resident’s
care plan.

Section F. Psychosocial Well-Being
Section F Intent (RAI Manunal, p. 3-71)

To determine the resident’s emotional adjustment to the nursing facility, including his
ot her general attitude, adaptation to surroundings, and change in relationship patterns.

This section may be best approached from a customer-service perspective. Again, separate it
from the clinical assessment process and ask the questions in such terms as these: “We want
to make things as comfortable as possible for you. Tell me, how would you like to spend
your day in-between your therapy and meals? Is there anything you need from us to
accomplish that activity?” While questioning will obtain needed information, information
alone is not enough; observation by staff is also critical. Ensure the resident has the
opportunity to be a part of planned and structured activities so that you have the chance to
observe how she responds in these situations. Additionally, set the resident up so she can do
some individual, self-initiated activities; once again, observe her response to these situations.
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Assessing the resident’s sense of involvement, relationships with others, and past roles
will contribute significantly to the individualized plan of care.

Section G. Activities of Daily Living

Most people living in a nursing home have experienced a physical decline prior to moving in
and that decline may indeed be what prompted the move. To complicate matters, most long-
term and many short-term residents also have multiple chronic illnesses and are subject to a
variety of other factors that impact self-sufficiency. Physical illnesses and psychological
factors can adversely affect a resident’s motivation, stamina, muscle tone, balance, and bone
strength. An individualized plan of care can be achieved only when a resident’s self-
performance and support needs have been accurately assessed. A resident and his family will
often underestimate his functional abilities, so accurate assessment is critical. During the
assessment process, consider a different line of questioning that may draw out information
that is more pertinent to the plan of care. For example, if the resident hopes to resume
playing golf after rehabilitation for his hip fracture, the plan of care should include
approaches to help achieve the goal. However, it is very important to capture the resident’s
overall picture of his condition over the past year in order to determine whether the goal is
realistic. If a resident’s goal is to be able to play golf again, but he has not been able to play
for over a year, the goal may be unrealistic.

The question on increased independence (G8a) should be asked in the context of the
resident’s goals:

* “Right now you’re having some difficulty walking long distances. Do you have any
thoughts about how you might like to do better in this arear”

* “Do you think you might be able to play golf again in the future?”
* “Do you think you might be able to dress yourself if you were given more time?”

* “If you could participate in any activity or sport right now, what would it be? What will
you need to do to return to that activity?”

Section J2. Pain Symptoms

Pain management and quality of life go hand in hand. It is common for residents to
minimize the report of pain so as to not burden their caregivers. Additionally, many will not
use the word pain but will choose words like wncomfortable, sore, stiff, and achy. Staff
observations are vital to identifying pain symptoms and staff should be well trained in order
to make these observations.

This section should be approached in the same conversational way. If the resident
describes personal limitations, ask what is getting in the way of participating in favorite
activities. For example, a woman who has quilted all her life may not be able to do so
anymore due to stiffness in her hands. Arthritic pain can be perceived and described
as stiffness.

In order to assist the resident in managing the pain, we want to get a sense of what
degree of pain she is experiencing and what choices are acceptable to her in managing that
pain. Giving the resident a sense of decision-making and control over the pain-management
process may help her to better cope with the overall situation. If the resident is the one
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making the trade-off between a drug’s optimal effectiveness and a tolerable level of side-
effects, she may be more accepting of living with some degree of pain.

Section N. Activity-Pursuit Pattern

For many of us, pursuing activities of interest may be one of the most important aspects of
our lives. But we still do not emphasize strongly enough the need for activities as a key to
quality of life. The resident is in the facility due to a nursing care need, and tending to
physical needs has been our primary focus. However, if we stop and think about our own
lives, we will quickly recognize that the activities we pursue are what feel most important to
us. We don’t obsess about the allergy or cholesterol medicine we take. Medications are
important to us and we want to make sure we take them as directed. But as our day unfolds,
we stay busy with work or family life or household activities. These activities help us feel
satisfied, content, and useful. Our lives have value because we can contribute.

To fully evaluate this MDS section, it is imperative that rapport be established. It
should never just be a checklist of likes and dislikes of activities. Engage in a meaningful
conversation with the resident. Help him identify ways to participate in desired activities
despite limitations. Be creative! There are many types of adaptive equipment available to help
overcome physical limitations. The resident may not know this, but, as experts, we can help.

Section N Intent (RAI Manual, p. 3-169)

To record the amount and types of interests and activities that the resident currently
pursues, as well as activities the resident would like to pursue that are not currently
available at the facility. Activity pursuits refer to any activity other than ADLs that a
resident pursues in order to enhance a sense of well-being. These include activities that
provide increased self-esteem, pleasure, comfort, education, creativity, success, and
financial or emotional independence.

Tag F240: Quality of Life

A facility must care for its residents in a manner and in an environment that promotes maintenance or
enhancement of each resident’s quality of life.

From the Guidance to Surveyors:
The intention of the quality of life requirements is to specify the facility’s responsibilities toward creating and
sustaining an environment that humanizes and individualizes each resident.

The Softer Side of the Geriatric Depression Scale

The Geriatric Depression Scale can be one of the most difficult assessments to complete,
both for the person being assessed and for the assessor. Although it is a standardized tool
that has been validated by research done worldwide, the thirty-question GDS (GDS30) often
leaves the person being evaluated with feelings of unhappiness and sometimes despair. It is
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not unusual for an elder or a family member to request not to have a GDS assessment done
“ever again” because of the emotional distress repeated use of the tool can cause.

Opver the years, many practitioners have chosen to use a pared-down version of the
GDS, referred to as the “short form” or the GDS15. This tool has also been proven to be
statistically reliable. Even at half the size, the form includes such questions as Do you fee/
worthless? Have you dropped your activities? Do you think people are better off than yon? and can elicit
feelings of anguish. (Those not familiar with this assessment can see a copy in the forms
section of this workbook.)

Because of the questionnaire’s length and its potentially negative emotional effects,
researchers have continued to try to shrink the tool so that fewer questions can achieve the
same statistically valid results. The outcomes from these attempts have resulted in what is
known as the GDS5, GDS4 and even the GDSI1.

At one time it was proposed that the GDS5 become an actual part of a future version
of the MDS Assessment. Even with only five simple questions, we still need to consider: “Is
there a softer side to the GDS? Can a GDS, like an MDS, be completed through a dialogue
between two people who are just getting to know each other, without contributing further to
a depressed moodr” The following is the beginning of a conversation over coffee used to
complete a GDS5 assessment. See what you think.

Vickie Donaldson recently experienced a right-sided CVA resulting in left-sided
weakness. After four days in the hospital to stabilize her condition, she moved into
Royal Place, the local skilled-care rehabilitation center. Susan, the social worker who
met Vickie on her first day at Royal Place, has set up an appointment today to meet her
in her room for coffee. Vickie has been anticipating the visit. She is sitting in her new
wheelchair at her bedside table when Susan arrives.

Susan knocks on the door and peeks in. “How are you feeling today, Vickie? Is now
a good time for coffee?” she asks.

Vickie responds, “Now is as good of time as any. I have nothing better to do.”

As Susan enters the room she notes the weariness in Vickie’s voice. “Are things
getting monotonous for you here? Do you need something purposeful to do?” she
wonders with audible concern.

“Well, ’'m usually very busy at home. But since my stroke, all I seem to do is eat and
sleep,” Vickie replies.

“Should we go for a stroll in the garden instead of sitting here in your room?” Susan
inquires. “I can push you in your wheelchair. It would give a little variety to your day.”
“I’d rather stay here where things are familiar. I just wish I had something I could
accomplish on my own without the help of caregivers or therapists. Everything I try to

do, I need help with. I can’t even dial my phone,” Vickie says with a sigh.

Susan continues to speak as she pulls up a chair. “With all the changes you’ve gone
through in such a short time, it’s natural for you to feel dissatisfied with your life.”

“Dissatisfied is really not how I'm feeling. I know I'll get much better. I'm already
showing some progress. I'm just zemporarily frustrated,” Vickie says with a bit of a smile.

Susan picks up on the cue. “So, something must be going right to get a grin out of
you. Tell me, what makes you feel worthwhile right now?”

“Good question.” Vickie contemplates her response. “I would have to say it’s the
relationship I have with my daughter,” she says with reflection. “She’s been in to see
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me every day to offer encouragement. She even spent a night at the hospital with me
to make sure I wasn’t alone. These extra hours together have meant a lot to both

ofus...”

This dialogue has given Susan the opportunity to develop a relationship on a closer
level with Vickie. It has also allowed her to complete a standard geriatric assessment without
the sterile use of a questionnaire. Without Vickie being aware of it, she has answered the
questions of the five-item GDS5. The tool includes the five most difficult questions on the
Geriatric Depression Scale (GDS15):

* Are you dissatistied with your life? (Vickie’s answer: NO)
* Do you get bored often? (Vickie’s answer: YES)
* Do you often feel helpless? (Vickie’s answer: YES)
* Do you prefer to stay home rather than go out? (Vickie’s answer: YES)

* Do you feel pretty worthless the way you are right now?  (Vickie’s answer: NO)

If two or more of these questions are answered Yes, further screening for depression
should be done and the last ten questions of the GDS15 should be completed. Susan has
asked the questions in a way that is therapeutic for Vickie and has lifted her mood rather
than caused further mood decline. Susan will make a second appointment with Vickie to talk
more about her feelings and to complete the last ten questions.

The next day, while sitting in a quiet area of the garden, Vickie and Susan engage
further in their discussion.

“You sure are in good spirits today, Vickie,” Susan observes. “Do you feel like this
often?

“Not since my stroke. I wonder sometimes if it’s just the changes in my life or if
something is physically wrong with me. I just don’t feel like doing the things I used to
do. I feel like my life is a big void, a black hole. You know, I’'m surprised you could pry
me out of my room to get me here,” Vickie replies. (6,8)

“Getting out is a positive step in the right direction. Just staying in your room all day
could make you feel worse instead of better. What makes you hesitant to come outside?
Are you afraid something bad is going to happen to you?r” asks Susan.

“No.” Vickie hesitates for a moment while she collects her words. “I really haven’t
thought about that. I just don’t have the energy I usually have to try to make my
situation better. And my memory is so bad! Can you believe I can’t remember my
grandchildren’s names?” Vickie lets out a deep breath. “I shouldn’t feel sorry for
myself; there are others worse off than me. My roommate can’t even remember her
own name. At least I have a say in what goes on and can make my own decisions.”

“I hear you saying that your situation is not hopeless.” Susan paraphrases Vickie’s
response.

“Not hopeless, but I wonder: Is all the effort worth it? I look around and it seems
like I have so far to go. No one has as many problems as I have. I would like to just
cutl up in my bed and sleep, but I know that isn’t the right thing to do . . .” Vickie says
this without expression.
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Susan continues the therapeutic discussion helping Vickie to reflect on the positive
aspects of her life since her stroke and to decide on the first steps she will take to
improve her situation.

Susan has used the art of therapeutic conversation to help Vickie verbalize her feelings
about her current circumstances. Not only can Susan comply with regulations requiring her
to complete her mood assessment and with the Royal Place policy of using the GDS to
validate mood status, but she can also continue counseling Vickie to help her through this
difficult time. A relationship of trust is being formed. Vickie is participating in a
conversation and beginning to feel some control over her situation where none was present.
She is taking the first baby steps of her healing process. In this way, the GDS is used as a
tool to create a foundation for future growth, instead of as an emotionally painful form to be
filled out and placed in a medical record, never to be reviewed again.

O RAPhgoO Pieectesl Cane

Resident Assessment Protocols (RAPs) provide structured, problem-oriented frameworks
for organizing information gathered from the MDS and other assessment tools about an
individual’s health and functional status. The process the team goes through to “work a
RAP?” is really the critical-thinking stage of the assessment.

The questions to be answered are:

* What are the problems that require immediate attention?
* What are the important risk factors?

* Are there issues that might cause you to proceed in an unconventional manner for the
RAP in question?

Clinical staff are responsible for answering questions such as these. The information
from the MDS and RAPs forms the basis for individualized care-planning. Decisions made
during this evaluation process as to whether or not to proceed to care-planning are
documented on the RAPs summary form. There is no mandated format for working the
RAPs; thus, each facility has latitude to develop a tool or process that works for it.

Tag F279: Comprehensive Care Planfi RAPs

From the Interpretive Guidance:
The interdisciplinary team should show evidence in the RAP summary or clinical record of the following:
The resident’s status in triggered RAP areas;
The facility’s rationale for deciding whether to proceed with care planning;
Evidence that the facility considered the development of care planning interventions for all RAPs triggered
by the MDS.
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Here is a sample RAP from a facility that has been working very hard to improve its process
to bring about person-centered care, including the RAP portion of the assessment process.

<

RIVERVIEW

RETIREMENT COMMUNITY

RIVERVIEW CARE CENTER
RAP Summary Worksheet

A) What triggered the problem? Is it a problem for the resident?

B) What is the nature of the problem?

C) What factors complicate the problem? What are the risk factors? What are the strengths?

D) How does the problem affect functioning?

E) Is there a need for a referral?

F) What plan can be developed/tevised to improve the status, maintain the status, ot prevent decline?

GDS Score:  MMSA Score: 2/10
Cognitive Stage: 3 on Global Detetioration Scale
Depression Scale Score: 9/15 indicating probable depression

RAP: Cognition and Delirium
DISCIPLINE: Social Services

SUMMARY:

RAP #1 and 2 have triggered because Alice is easily distracted. She has episodes of
disorganized speech and confusion off and on throughout the day, which are new for her.
Alice also has both short-term and long-term memory loss and a decreased decisional
capacity. Her overall cognitive status has declined in the past 90 days.

Alice came to Riverview Care Center from the Deaconess Medical Center Emergency
on August 8th of this year. Prior to her hospital visit she was living at Riverview Assisted
Living in a small apartment. She has lived in Assisted Living since September of 2004. Over
the past six months she has fallen frequently while alone in her apartment. She was not
happy at first, but did agree with her daughters to come to RLCC for a long-term stay
for increased supervision and safety. She resides in a private room, which overlooks the
Legacy Garden.

Alice is alert and generally oriented. When asked a question, she responds rapidly. Her
vision is adequate and she has a slight hearing loss. “Most of my decline has come over the
past two months,” she reports. The pattern of decline began with her falling frequently. She
saw her physician in July because of the decline, went to the emergency room in August, and
now has been admitted to the care center. Because of her change in health, Alice has become
very depressed. “I attend therapy every day but I think I’'m getting worse instead of better,”
she states. This is complicated by multiple medical problems. Alice has a pacemaker and a
valve replacement in her heart. She also has hypertension and edema. She is incontinent of
bladder, which is disturbing to her. Her history indicates problems with diverticulosis and
constipation. She takes medication for depression and reports, “My change in health and
ability to think clearly has contributed to my depressed mood.”
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Alice is at risk for falls but she is working in therapy to improve her strength. She is
also at risk for further cognitive and mood decline (see also: Mood RAP). A long-time
strength is her ability to openly communicate her feelings and especially her fears. Because
she is able to learn new things she is becoming oriented to her room, her care providers, and
her situation. This cognitive problem impacts her overall functioning, increasing her risks for
falls. Alice has been referred to the mental wellness team (see multi-disciplinary notes). She
has been referred to her physician for a medication review, and a request for new lab work
has been made. She has been offered counseling services and is considering them. The
recreational therapist has agreed to see her 2 times a week for 1:1 exercise in the swimming
pool. Alice used to be a lifeguard and enjoys the water. Please refer to her care plan for
further plans to maintain or improve cognitive status and prevent further decline.

SIGNATURE:

DATE:
RESIDENT:
PHYSICIAN:

MRN#:
ROOM:

A blank copy of this form is available in the resource section.
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Nurse Assessmont
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Person-Directed Care-Planning

Here we will highlight and break down the federal regulations to show you how much
freedom you have and how the regulations actually require that care-planning . The care plan
used today in nursing homes was taken from the acute-care model and does not necessarily
work for the long-term care setting. First, let’s review the regulations.

Tag F279: Comprehensive Care Plan

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 comprebensive assessment . ..

Tag F280: Care plan is 7o be completed 7 days from assessment (21 days from admission).

The regulation requires measurable objectives. Probably every care plan has at least
one goal which is (or should be) a measurable objective. There can be more than one goal—
that is no problem—but all goals must be measurable, according to this regulation.

Measurable Goals

Some things are easier to measure than others. Many medical conditions or legitimate health
problems, such as diabetes, tend to have easily identifiable desired measurable outcomes. In
diabetes, a person’s optimal blood-sugar range tends naturally to be the goal and is a
measurable one. Regarding a potential for falls or skin breakdown, the goal is usually to have
no falls or no skin breakdown; 70 and zero are definitely measurable.

Psychosocial issues tend to be harder to measure. We often identify as a goal for a
person with depression that she will have decreased signs and symptoms of depression such
as insomnia or sadness. This is a measurable goal, but a hard-to-measure one, so you need
to have good monitoring in place to substantiate decreased with specifics such as amounts
of sleep.

Regarding activity interests, the number of groups attended has frequently been used as
a measurable goal. This probably came about because attendance and groups are easy to
measure. However, it has nothing to do with a resident’s activity interests or highest
practicable level of well-being. The new CMS interpretive guidelines for Tag F248, Activities,
implemented June 1, 2000, also state that goals which identify only the quantity of group
activities attended are “outdated and old-fashioned.”
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Here are some tips on creating measurable outcomes and goals:

Frequency Carmen will scrapbook daily.
Conrad will read to fellow residents once a week.

Numbers/totals ~ Carmen will complete one scrapbook page per week.
Conrad will read at least one book out loud to a volunteer weekly.

Duration Carmen will scrapbook for at least an hour daily.
Conrad will read out loud to an activity staff member for at least 5
minutes during 1:1 visits which are planned for 4 times per week.

A Goal Is a Goal

“What if a goal isn’t met?” “What will the surveyors say?” “Will we be cited?” “What kind of
documentation is needed?” Don’t panic. We all need to remember, surveyors included, that a
goal is a goal. There is never a guarantee that a goal will be met, and surveyors cannot hold a
person or a facility to making sure goals are met. A goal is a goal. How many of us have
goals we have not met?

What a surveyor can hold us to is that there is a goal, that it is measurable, and that it
fits the person. All the more reason to have each resident set his own goals. Who are we to
set goals for other people, anyway?

The regulation also requires measurable timetables. Probably every care plan has
identified a measurable timetable such as “over the next 90 days” or “within the next
quarter.” So this requirement is usually easily met. Here is a gift for you. Some culture
changing homes are simply putting into policy that, unless otherwise stated, every goal on
every care plan for every resident is always for the next quarter. This frees staff from having
to write or type that statement for every single goal, it is easy because staff is already used to
setting goals for the next 90 days, and it meets the requirement at Tag F279.

Do you see what is #of required? The tradition of identifying or creating “problems” is
not required by this regulation. Free your activity and recreation staff, in particular, from
having to create problems ot problem statements. Encourage them to care-plan resident zuzerests—
as that is what zs required and always has been by Tag 248, Activities.

F248: Activities

The facility must provide for an ongoing program of activities designed to meet, in accordance with the
comprebensive assessment, the INGEIESts and the physical, mental, and psychosocial well-being of
each resident.

“Problem” is usually the first column on a typical care plan. It might also be entitled
“Strengths and Needs.” But according to the regulation, activities are to be based on
interests. Keep in mind that strengths and needs are not the same as interests.

‘ Problem ‘ Goal ‘ Approaches
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The columns above represent a traditional nursing care plan taught in nursing school
and adopted by nursing homes. However, although this tradition was adopted by most
nursing homes, we do not have to use it. The federal regulation Tag 279 tells us that all we
must have are two things: measurable objectives and measurable timetables. The rest is up
to us!

This is why “I”” care plans, which speak in the voice of the resident, and narrative care-
planning, which tell the resident’s story within the care plan in order to personalize it, are
permissible.

| Care Plans and Narrative Care-Planning

Sample Narrative Format

NAME: Julianne Wellington ROOM#: 24-1 DATE: 10/05/2004

PREFER TO BE CALLED: Julia BIRTHDATE: Jan 8, 1927

ADMIT DATE:  August 17, 2006

All About Me: My Social History

I was born on a farm in Dunbar, WV in 1927. My parents were both immigrants from
Scotland. I am very proud of my heritage and like to talk about it with people who have a
similar background. My father took up farming and odd jobs to support the family. My
mother stayed home to raise my five brothers and sisters. I was the oldest of the children
and often helped my mother take care of the younger ones. Growing up in WV was
wonderful. I feel like my childhood was simple and fun. Although life was tougher then, it
just didn’t seem like it. After high school, I went on to college and, after graduating, went to
teach at the local college in my hometown. I enjoyed my students a great deal. My husband
and I met shortly after the war. I married Peter Wellington in 1946 and we had four children
together. Peter was an attorney. He passed away in 1988. We were married over 42 years! My
children all live nearby in the city and visit me often. I am very close to them and they are
very good to me. I have seven grandchildren, and my first great-grandchild is on the way.

Communication/Memory

I have trouble with my hearing and hear better in my left ear. Make sure you look at me
when you speak to me. I like eye contact; it helps me follow your conversation better. My
memoty is pretty good. I sometimes forget the details of recent events and I don’t mind if
you remind me what is going on. I like discussing current news events, so feel free to ask me
my opinion. I usually love to share it with you.

Goal: I want to understand your communication with me so I can answer your questions
and converse daily over the next 90 days. I want to keep my mind stimulated and maintain
my memory as much as possible (as measured by my MMSE scores) over the next 90 days.
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Well-Being

I sometimes get discouraged and may feel like keeping to myself. Don’t take this as a
problem unless it lasts for longer than a week or so. You can help by inviting me to meals
and group activities, letting me know my friends are missing me, and giving me positive
encouragement. Invite me to get involved in a project that will help others. I sometimes
benefit from talking my feelings out with the social worker. I will ask to talk with her when I
feel it will help. When I become overwhelmed I might get anxious or angry. During these
times, make sure I have everything I need and then give me some time of solitude. I
appreciate having a Do Not Disturb sign on the door and having the door shut during these
times. Usually answering my e-mail or making cards for my grandkids will pull me out of my
funk. The thing that makes me happy is spending one-on-one time out in the garden. I
appreciate getting out for a few minutes with you in the late afternoon. My family visits are
very important, so make sure I can participate in all visits. Don’t schedule appointments or
baths during these times.

Goals for the next 90 days: I want to get out of my room at least twice every day for meals
and/or groups. I want to contact my family by phone, e-mail, or visits three times a week.

Mobility

Walking: I can walk with a front-wheeled walker; you can assist by standing by me. I use my
wheelchair to get around most of the time and I can propel it myself for short periods of
time. You may need to help me later in the afternoon when I get tired.

Transfers: I can transfer with one person to assist and I can bear some weight on my right
leg. Make sure I transfer using my strong leg—my right leg (R)—toward the side I am
transferring to.

Positioning: Please assist me to reposition every hour. I get really stiff due to my
fibromyalgia and start to hurt. When I am in bed, keep the head of my bed elevated to 30
degrees because I don’t like lying flat. I know this puts more pressure on my tailbone, but if I
you assist me to change position every hour, the likelihood of a pressure ulcer should be
lessened. I understand that there is a risk. I don’t have bed rails but use a trapeze to help
with repositioning.

Goals for the next 90 days: I want to rebuild my strength over the next 90 days so I can
transfer myself safely. I want to be able to get out of my room in my wheelchair without
your help whenever I choose.

Personal Care/ADLS

Vision: I wear contact lenses every day but use my glasses at night. I keep my glasses in the
nightstand drawer. If I am having trouble, please offer them to me. I like to see the people
with whom I am visiting.

Hearing: My hearing is good.

Oral Care: Help me in the morning after breakfast at around 9 a.m. and before bedtime. I
wear dentures, so I need both denture cream and toothpaste.

A.M. Care: I can do most of the work if you put my basket down on the sink each morning;
otherwise, I can’t reach it. Let me know if I am running low on supplies, and my daughter
will go buy them for me.
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Dressing: Most days, I can sit on the side of my bed and get dressed. I will need help with
my shoes and socks as well as removing my bra or getting shirts over my head. You will have
to get the clothes out of my closet for me because I can’t reach the upper rack.
Self-Feeding: I can feed myself once you prepare my meal. You might have to help me with
containers or plastic wrap.

Goal: T want to maintain my abilities to do as much of my care as I can for myself every day
over the next 90 days, so I will not need help from you once I am set up.

Bladder Management: I don’t have any problems for the most patt but, after four kids, I
may leak a bit when I sneeze or cough. I do take Ditropan for bladder spasms.

Bowel Management: My bowel movements are pretty regular. I get a stomachache if I am
constipated, but that is rare.

Goal: I want to remain continent of bowel and bladder over the next 90 days.

Safety Notes: I am a bit clumsy sometimes and may drop something. I fell out of my chair
once when I leaned over to pick something up.
Goal: I don’t want to have any falls over the next 90 days.

SKin: I know that I am at risk for bedsores and I may need a reminder to shift my weight.
My skin is dry and sometimes my legs get itchy. I like to use Eucerin lotion on my legs
each night.

Goal: I want to be comfortable and remain free of skin breakdown over the next 90 days.

Nutrition

Diet: I am on a regular diet and beverages. I really like a Diet Pepsi with lunch and dinner. I
take a multivitamin every morning, and sometimes the anti-inflammatory medication (Advil)
that I take every day makes me nauseous. My weight is stable, so I am not concerned with it
at this time.

Goal: I want to remain within my ideal weight range, which is somewhere between 140 and
160 pounds, over the next 90 days.

Pain Management

I am stiff when I get up in the morning; wrap me in a warm blanket from the dryer to loosen
my shoulders and relieve some of my discomfort. After a warm cup of coffee in bed, I am
ready to get up for the day. If I wince when you touch me, this usually means I am going to
have a rougher day. I am receiving anti-inflammatory medication every day and pain
medication occasionally for the fibromyalgia, so please let my nurse know if I am
uncomfortable. Offer to arrange a warm soak in the tub if I am not getting good relief by
late afternoon. Sometimes a swim in the pool loosens me up because the water is so warm.
Goal: T want to feel pain relief within 20-30 minutes after receiving pain medication. I want
to be as pain free and as comfortable as possible so I can go on outings and enjoy family
visits. I want to keep my pain level at or below a 3 at all times.
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Activities

During our married life, my husband and I traveled a lot, and I have lots of photo albums
and home videos that I like to look at. You can help me set these up in my room. I keep my
albums under the phone book in my bedside stand. One of my favorite things to do is shop.
It is harder to do now with my physical limitations, but I like to look at catalogs and shop
online if I can’t get out. I keep my computer in my closet. I may need your help to turn it on
and to get started. Offer me the option to go to the mall on outings. I want to go with the
group that stays for four hours. Holidays and birthdays are important to my family, and 1
would like to participate in these events if possible. Be sure to offer me the option to invite
my family to the care center for dinner if I am not well enough to go to my daughter’s home.
I like watching evening TV shows but not much during the day other than The Today Show at
7 a.m. I am social by nature and like to know what activities are going on every day so I can
choose the ones I like. Make sure I have an activity calendar in my room.

Goal: I want to go out at least once per week. I want to have some time of solitude in my
room each day over the next 90 days.

Spirituality

My faith is a very important part of my life. I was raised Catholic and have a very strong
faith. This faith gets me through the tough times in life. I want to make sure I get
Communion each week. Invite me to visit with the Catholic volunteers when they are here.
My daughter will take me to church in town each Sunday. I will need your help to be ready at
11:00 a.m. each Sunday.

Goal: I want to participate fully in my faith. I want to receive Communion every week and
go to church every Sunday over the next 90 days.

My Daily Pleasures

I'love visits with my family and my dogs. Make sure I have a stash of dog biscuits in my
drawer for them when they visit. I also enjoy visits from the dogs that live here. In the
morning, I like coffee and a newspaper before I get out of bed. Make sure you offer me a
cup every morning. My computer is my connection to the outside world, so make sure it’s
always on.

Discharge Plan

Before living here I was living in my own home. I fell and broke my hip, making it necessary
for me to get more help. After completing my therapy I realized I needed ongoing care. My
children are supportive of my decision to continue working with the rehab team in hopes
that I will regain more of my strength. I am realistic about the fact that I may need to stay
here long-term. Because of my physical condition, I cannot live alone anymore. I still need
help with dressing, walking, and getting to the bathroom. I know that I need to be here, but
I want to continue to build up my strength. The pneumonia I had two months ago took a
tremendous toll on me. I feel much better now, but I think it will take me a few more weeks
or maybe even another month to feel ready to be more independent. I may consider assisted
living when the time comes to consider my future. I am afraid to be at home alone again.
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Highest Practicable

Are you identifying each resident’s highest practicable level of well-being as Tag 279 actually
requires us to do? And are you creatively care-planning how the resident can maintain or
attain this highest practicable level?

We’re good at identifying a person’s highest practicable when it comes to physical well-
being. For example, if a person has potential for skin breakdown, her highest practicable
level of well-being regarding skin might be to have no skin breakdown. If a person has
diabetes, his highest practicable level of well-being for diabetes may be for blood-sugar levels
to remain within safe limits. So you see, we are very good at identifying highest practicable
when it comes to physical needs.

Psychosocial well-being is where we fall short. Again, identifying how many activities
per week a resident will attend, for instance, has nothing to do with her highest practicable
level of well-being. But if she is an avid reader, you can bet her highest practicable level of
well-being has something to do with reading, no matter what her functioning level is. The
avid reader who is at a very high-functioning level could perhaps give book reviews to her
fellow residents and to staff members. Even the avid reader who is at a low-functioning level
may be able to use his long-term life skill of reading to read aloud to other residents. Every
person has a highest practicable level of well-being no matter what his or her functioning
level is; it just has to be discovered.

Highest Practicable
Highest Practicable: another well-kept secret. This is the “second paragraph” to Tag F279

that no one seems to know about:

The care plan must describe the following: The services that are to be furnished to attain or maintain the
resident’s highest practicable physical, mental and psychosocial well-being.

Highest Practicable Level of Well-Being: Examples

Fairy: The Flower Arranger
Fairy is not able to participate in group activities but she continues to love flowers and to be
very interested in arranging them as she always has. (Inerests are identified, 7ot problems.)
Staff identified her highest practicable level of well-being as being able to arrange flowers
independently and determined with Fairy that she will arrange flowers at least two times per
week, hopefully more, over the next quarter. (Measurable Goal; Measurable Timetable;
Highest Practicable Identified)

Staff invite and set up Fairy in the activity room at times conducive to her schedule,
including during other group activities. Fairy is notified when fresh flowers are brought to
the home; silk flowers are always on hand. (Approaches)

Chris: The French Teacher
Chris has many interests and attends most group activities. Chris has also expressed an
interest in teaching people the French language. (Interests identified, not problems.)
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Chris accepts the staff’s invitation to become the in-house French teacher/consultant.
She agrees to provide a new French word- or phrase-of-the-week and announce it daily to
residents and staff over the next three months. (Measurable Goal; Measurable Timetable;
Highest Practicable Identified)

Staff will approach Chris for the word or phrase at the beginning of each week and
assist to use the pager for the announcement daily. Staff remind her of activities. Her
favorites are intellectual activities, especially crossword puzzles. In response to her poor
vision, activity staff assist her in the group crossword-puzzle activity by describing the visual
clues such as the number of letters or which letters are present. (Approaches)

Kent: The Flirt
Kent is younger than most of the residents at his home. He loves to people-watch, flirt,
laugh at riddles and jokes, and watch movies. Kent is at a very low-functioning level.

Kent will smile, kick his legs, or blink at Seniors Alive (a small sensory-stimulation
group) twice a week, and during one-to-ones three times a week, over the next 90 days.
(Measurable Goal; Measurable Timetable; Highest Practicable Identified)

Staff will invite and escort Kent to Seniors Alive. All staff are very good about assisting
him to sit in the lobby area to people-watch. Activity staff will offer one-to-ones at least
three times a week, to include going outdoors, reading, and sharing jokes and riddles.
Activity staff will invite him to sit on the outskirts of some group activities of interest, such
as Let’s Laugh and Fitness Fun. Kent is sensitive to light and sound. If he shows signs of
overstimulation such as agitation, staff will offer to assist him to move from the area, leave
an activity, of, if possible, adjust the lighting and sound. Certain staff, who are comfortable
doing so, give and receive kisses to and from Kent with his permission. In his room, Ken
has numerous movies that staff offer whenever he is there for extended periods.

(Approaches)

Highest Practicable Level of Well-Being: Past Roles

Identifying the highest practicable level of well-being often involves examining the person’s
past role or roles.

Thus, it is imperative to identify each resident’s past role or roles and whether she
continues to strongly identify with it or them. Tap into them. Care-plan creative approaches
so that a resident may continue life roles.

Examples:

¢ The resident with dementia who “cleans” and “dusts” with her hand is invited to clean
with the housekeeper every morning at 10:30.

* The resident who introduces himself as an electrician is invited by maintenance staff to
work on electrical projects he and staff deem safe.

Strong ldentification with Past Roles

We should be used to recognizing whether a person still identifies with a past role. The MDS
2.0, in Section F, Psychosocial Well-Being, asks us to observe:
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Item a. Strong identification with past roles and life status, and
Item b. Expresses sadness/anger/empty feeling over lost roles/status.

Hopefully you are investigating each person you care for thoroughly enough to discover the
important role-identification issues. If not, we would highly recommend that you do so.

Tag F280: Resident Participation in Care Planning

A comprebensive care plan must be ... prepared by an interdisciplinary team ... and to the extent
practicable, [with] the participation of the resident, the resident’s family or the resident’s legal representative.

Resident Participation in Care-Planning

How well do you involve each resident in creating his own plan of care? Even if you do a
good job of inviting and accommodating his attendance at his care conference, how well do
you involve him in driving his own care or even his life? He used to be much more in
control of his existence. How could you better support every resident in truly being in charge
of his own life?

Ask a resident what her goals are, or if she is unable to state these goals, ask family
members to think it through for her. Keep in mind that the goals at issue are psychosocial
and activity pursuits. Medical conditions and true physical problems usually have goals
already in place—certain blood-sugar levels for diabetes, for example. Staff should develop
care plan goals for a resident on/y if she or her family cannot. Then give the resident
homework. Ask her, or family if she is unable, to come with thought-out goals. This gives
her something to do, elevates the importance of the care plan, and most important, stresses
that these goals are her own, not anyone else’s.

Tag F242: Self-Determination and Participation

The resident has the right to:

1) Choose activities, schedules, and health care consistent with his/ her interests, assessments and plans
of care;

2) Interact with members of the community both inside and ontside the facility; and

3) Make choices about aspects of his or her life that are significant to the resident.

Working with Surveyors

What are you going to do when a surveyor says, “I've never seen that type of care-
planning?” Will you stand up for the changes you’ve made? Will you show how you’ve
studied the regulations and how you believe you are in compliance with them? Stories
abound about surveyors who do not like any type of care plan but the traditional problem—
goal—approaches style. It is critical to have the surveyor distinguish between a personal
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opinion and a regulation. We’ve reprinted regulation text throughout this manual and given
you tag numbers to look up as well.

Many people working in long-term care, including surveyors, do not realize that the
federal care plan regulation really only requires two things: measurable objectives and
timetables. Thus, surveyors cannot make you do your care-planning any certain way, not as
long as you have measurable objectives and timetables. This is why many homes around the
country are care-planning differently—and finding that staff are actually using the care plan.
Don’t be another casualty, running the other way the minute the surveyor raises a question.
Listen to what her concerns are and then, if you are indeed in compliance, defend your
practice!

A Reminder: The Reason Behind All This

Remember, the real reason we might change care-planning is to benefit the individual for
whom that care plan stands: the person who wants to be honored for who he is. That person
might be you or me someday. We strongly encourage you to embark upon or continue a
journey to put the person first and all the medical and institutional rules and schedules to the
wayside. Individualize, not institutionalize!

Creative Ideas to Improve Your Process
Communicating the Care Plan

* Use a flip-it Rolodex or Cardex with “all staff” care plan approaches, planned care that
all staff should know about for each resident.

* In order to avoid generic approaches, ask yourselves: If you tossed all the care plans on
the floor and picked one up, would you know which resident it describes?
Visual Information Profiles

Some homes are experimenting with what have been called visual care plans. They have
created PowerPoint presentations that explain to staff what an individual resident needs and
prefers and tell a lot about who that resident is. The presentations can be set to music and
may make you cry. Some homes have used them to help staff for whom English is a second
language, with a narrator speaking the printed words. (These are available from It’s Never 2
Late; see Web resources, page 52.)

Getting-to-Know-Your-Residents Ideas

* Post or share with all staff a “Who Am I?” fact sheet prior to the resident moving into
your home.

* Ask “Who Am I?” trivia questions at staff meetings about individual residents, and
reward staff who know these details about their residents.

* Review social histories at regular staff meetings.
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¢ Offer your staff a 30-question “treasure hunt” quiz—for example, “Which resident was
on the Chicago Bears?” Throw in a few questions that are not answered on the care
plans so that staff have to find out from the residents themselves (and can win a prize).
Residents get excited, too, and have permission to either answer or pass.

* Discover each resident’s life story. Having staff or volunteers discover a person’s life
stoty, or inviting the resident and/or family members to write it, is becoming a valued
new trend.
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Resources
Web Resources
Action Pact, Inc., http://www.culturechangenow.com/

Almost Home: Changing Aging in America, http://www.almosthomedoc.org

American Association of Homes and Services for the Aging (AAHSA), http://www.aahsa.org/default.as

American Health Care Association, http://www.ahca.org

American Health Quality Association, http://www.ahga.org

And Thou Shalt Honor, http://www.andthoushalthonot.org

Better Jobs Better Care (BJBC), http://www.bjbc.org

Center for Excellence in Assisted Living, http://www.theceal.org/about.shtm

Centers for Medicare & Medicaid Services, Long-Term Care Facility Resident Assessment Instrument User’s Manual,
http://www.cms.hhs.gov/nursinghomequalityinits /20 nhqimds20.as

Direct Care Alliance (DCA), http://www.directcarealliance.org/
The Eden Alternative, http://www.edenalt.com/welcome.htm
The Elder Cohousing Network, http://www.cldercohousing.org/

The Gerontological Society of America, http://www.geron.org

The Green House Project, http://www.thegreenhouseproject.com

Health Professions Press, http://www.healthpropress.com/index.htm

IDEAS Institute, http://www.ideasinstitute.org

Institute for Caregiver Education, http://www.caregivereducation.org

Institute for the Future of Aging Services (IFAS), http://www.futureofaging.org/

International Association for People—Environment Studies Environmental Design Research Association:

Environment & Gerontology Network, http://arch.knu.ac.kr/~gero

It’s Never 2 Late, http://www.IN2I..com

Mather Lifeways, http://www.matherlifeways.com

National Citizen’s Coalition for Nursing Home Reform, http://www.ncenhr.org

National Clearinghouse on the Direct Care Workforce, http://www.directcareclearinghouse.org/
Nursing Center, http://www.nursingcenter.com/home/index.asp

Palliative Care in Nursing Homes: Steps for Success, http://www.scherviercares.org/pc_booklet.pdf

Paraprofessional Healthcare Institute, http://www.paraprofessional.org

Pioneer Network, http://www.pioneernetwork.net

Second Wind Dreams, http://www.secondwind.org

Texas Long Term Care Institute, http://Itc-institute.health.txstate.edu/
Untie the Elderly, http://www.ute kendal.org/default.aspx
Vital Aging Network, http://www.van.umn.edu/
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http://www.pioneernetwork.net/
http://www.secondwind.org/
http://ltc-institute.health.txstate.edu/
http://www.ute.kendal.org/default.aspx
http://www.van.umn.edu/
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Tools and Workbooks

The Artifacts of Culture Change tool was codeveloped by Karen Schoeneman of the Centers for Medicare &
Medicaid Services and Carmen S. Bowman of Edu-Catering, LLP. The full report, Development of the Artifacts
of Culture Change Tool, as well as the tool itself, are both available at http://www.siq.air.org. For more
information, contact Carmen S. Bowman at carmen@edu-catering.com or Karen Schoeneman at

karen.schoeneman(@cms.hhs.gov.

Eden Warmth Survey questionnaires ate used with elders, families, and employees to rate from strongly agree to

strongly disagree such items as participation in decision making, choices, and whether work has meaning and
purpose. Available at http://www.edenalt.com.

The Culture Change Indicators Survey, developed by the Institute for Caregiver Education, indicates to
what degree there is a commitment to culture change. For the domains of environment, organizational
procedures, resident involvement, and staff empowerment, indicators such as consistent staff assignments,
involvement of residents in the day-to-day operations of the home, first-person care-planning, and kitchen
accessibility are rated by staff on a five-point scale from nof even considered to fully implemented. Available at
http://www.caregivereducation.org.

The Porch Swing Series of workbooks from Action Pact, Inc. is available at http://www.actionpact.com.
Titles include: Life Happens ... in the Kitchen; Champions for Care: The Wellspring Model for Building Teams; Quality
of Life—Deficient, Common and Culture Change Practices; Living Life to the Fullest: A Match Made in OBRA '87;
Lighting the Way: Building Coalitions for Culture Change; Regulatory Compliance in Culture Change; Leadership;
Storytelling; and Changing the Cultnre of Care Planning: A Person-Directed Approach.
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Video Tapes/DVDs

Action Pact, Inc. (Producer). Bathing without a battle. Available for purchase at
http://www.culturechangenow.com/videos.html

Action Pact, Inc. (Producer). Becoming who they were. Available for purchase at
http://www.culturechangenow.com/videos.html

Action Pact, Inc. (Producer). Champions of change: The longest journey. Available for purchase at
http://www.culturechangenow.com/videos.html

Action Pact, Inc. (Producer). A tale of transformation. Available for purchase at
http://www.culturechangenow.com/videos.html

Action Pact, Inc. (Producer). The ten principles of Eden. Available for purchase at
http://www.culturechangenow.com/videos.html

Action Pact, Inc. (Producer). A way back home. Available for purchase at
http://www.culturechangenow.com/videos.html

Centers for Medicare & Medicaid Services (Producer). (2002). Innovations in quality of life—the pioneer network.
Available at http://www.pioneernetwork.net

KCTS (Producer). A brave new home. Available online, with resource guide, from Qaulis Health,
http://www.qualishealth.or

Nursing care of older adults: A new look at the old. (Broadcast series based on the content of current articles found in
American Journal of Nursing, with additional content. Funded by Atlantic Philanthropies.) Available from

Nursing Center at http://www.nursingcenter.com/library/static.aspPpageid=527873

Sloane, P., Barrick, A. L., & Honn, V. (Producers). Solving bathing problems in persons with Alzheimer's disease and
related dementias. Available from Health Professions Press, http://www.healthproptress.com/store/sloane-

TN10/index.htm

371 Productions (Producer). Almost home: Changing aging in America. Information available at

http://www.almosthomedoc.org/index.cfm

Whiteford-Hadary Productions, University of Maryland School of Medicine (Producer). Nursing home
confessions—flashpoints. Available from Health Professions Press,
http://www.healthpropress.com/store/whiteford-hadary-TN16/index.htm

Zgola, J., & Bordillon, G. (Producers). (2001). Bon appetit! The joy of dining in long-term care. Available from Health
Professions Press, http://www.healthpropress.com/store/zgola-TN14/index.htm
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AANAC Membership

The American Association of

What iS AANAC? Nurse Assessment Coordinators

S —

* A not-for-profit professional association representing nurse assessment coordinators
and others involved in resident assessment in long-term care.

* AANAC provides easy access to accurate and timely information on clinical
assessment, regulatory requirements, reimbursement, computer automation, research,
and the law.

Benefits of AANAC Membership

* Networking opportunities for MDS/PPS beginners
* NAC News—a weekly online newsletter

* Online discussion group

* Weekly online regulatory updates and postings

* Easy access to recognized experts

* Management and in-service aids—forms, protocols, and tools to assist with job
responsibilities and materials for training staff

* Searchable online archive of most frequently asked questions (FAQs)
* Reasonably priced conferences and regional workshops

¢ Continuing education credit for nurses

* Career recognition and development

* Curriculum development for NACs

* Online education and certification program

* Quarterly newsletters and bulletins

* Membership certificate

AANAC membership helps you meet the challenges of:

* Achieving a strong clinical voice in the regulatory policy decision-making arena
* Increasingly complex and new regulations

* Expanded professional liability and job responsibilities

* Gaining easy access to accurate and consistent information

* Obtaining resources necessary for providing high-quality care

Membership Fees

$110 annually

Membership in AANAC follows the individual clinician and is not transferable.

AANAC is an internet-based membership organization and official communication with the membership is
electronic. By providing your e-mail address you agree to receive e-mail blasts and other communications. Caf/
(800) 768-1880 or e-mail info@aanac.org if you wish to unsubscribe to regular e-mail blasts. Contact us

if you do not have e-mail, and we can suggest how you can get a free account
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