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Disclaimer:

This presentation is not a substitute for reading and reviewing the 

Long-Term Care Resident Assessment Instrument 3.0 User’s Manual

Version 1.18.11, October 2023

Item Sets Version 1.18.11 v6 October 2023

or

State Operations Manual Appendix PP 

Revised 2/3/23



Objectives:

Review Section C- Cognitive Patterns

Review Section D- Mood

Review Section E- Behavior

Review Section Q- Participation in Assessment and Goal Setting

Review Related Regulations



Section C: Cognitive Patterns

• C0100: If the resident is ever understood, the interview needs to be attempted. 
Use the resident’s preferred language or primary method of communication.     
DO NOT consult B0700 to decide to do the interview or not. 

• If the interview is not possible, the resident is rarely or never understood, then 
skip to the staff assessment. 

• If the assessment should have been done during the look back period and WAS 
NOT, code C0100 as YES and dash (-) the information. 

• C0500: Enter “99” if the resident was unable to complete the interview, do not 
dash.

• Score: 13- 15 cogitatively intact, 8-12 moderately impaired, 0-7 severely impaired. 

*Need documentation of examples



Section C (continued)

• C0600: Staff assessment should only be completed if the resident 
refuses, has nonsensical responses or is rarely/never understood.

• DO NOT complete a staff assessment if the resident interview should 
have been done and was not. 

• C1310: Signs and Symptoms of Delirium: This may alert you to a 
problem. Probe and document what was said, then make a decision 
about notifying the physician. 



Section C Coding Tips from page C-2

• Because a PDPM cognitive level is utilized in the speech language 
pathology (SLP) payment component of PDPM, assessment of 
resident cognition with the BIMS or Staff Assessment for Mental 
Status is a requirement for all PPS assessments. 

• As such, only in the case of PPS assessments, staff may complete the 
Staff Assessment for Mental Status for an interviewable resident 
when the resident is unexpectedly discharged from a Part A stay prior 
to the completion of the BIMS. 

• In this case, the assessor should enter 0, No in C0100: Should Brief 
Interview for Mental Status Be Conducted? and proceed to the Staff 
Assessment for Mental Status. 





Section D: Mood

• D0100 Should Resident Mood Interview be Conducted?

• D0100: If the resident is ever understood, the interview needs to be 
attempted. Use the resident’s primary method of communication. DO 
NOT consult B0700 to decide to do the interview or not. 

• If the interview is not possible, the resident is rarely or never 
understood, then skip to the staff assessment. 

• If the resident refuses, make several attempts.

• If the assessment should have been done during the look back period 
and WAS NOT, code D0100 as YES and dash (-) the information. 



Section D (PHQ-9)

• D0150: Symptom presence and frequency may alert you to a problem. 
Probe and document what was said during the interview. Then make a 
decision to notify the physician or not. 

• D0150 I: Thoughts that would be better off dead- you must ask this 
question. If yes, find out why. Feeling ready to die is not the same as 
better off dead.

• D0160 Total Severity Score: 1-4 Minimal depression, 5-9 Mild, 10-14 
Moderate, 15-19 Moderately Severe, 20-27 Severe depression.



Section D (continued)

• D0500: Staff assessment should only be completed                  
if the resident refuses, has nonsensical responses                  
or is rarely/never understood.

• DO NOT complete a staff assessment if the                   
resident interview should have been done                              
and was not. 



MDS 1.18.11 
Section D

If D0150A2 or 
D0150B2 
is coded 2 or 3, 
continue questions 
below.  

If not, end the 
PHQ interview



D0600 
Staff 
Assessment



D0700 Social Isolation

• Resident self-reported item

• A social determinant of health (SDOH)

• What other risks are associated with 
feeling isolated for this resident?
• Nutrition?

• Incontinence?

• Accidents?

• Help the resident identify activities 
they enjoy and implement.

• Help connect them with others



Section E: Behavior

• This section is based on observations during the look back period. 

• An increase in behaviors should be discussed with the physician, 
consider PASRR notification, or a possible SCSA.

• Should seek to understand why the behavior is being exhibited: lonely, 
meaningless, helpless, boredom.

*Need documentation of dates and behaviors.



Section E (continued)

• E0800 Rejection of Care: If the resident understands the                        
ramifications of the lack of care, this would not be rejection.

• When surveyors look at ADL care, facial hair, long nails, the rejection of 
care section of the MDS is also reviewed. 

• E0900 and E1000: Wandering. If the resident is out of the building without 
staff knowledge=elopement.

• Not talking about alert and oriented who have been assessed as safe to go 
outside. Or confused residents who are allowed to wander into an 
enclosed, secured area. 

• If the resident has exit seeking behaviors, and this was prior knowledge, 
the facility is liable. 





Code of Federal Regulations (CFR)

• State Operations Manual Appendix PP revised 
2/3/23: https://www.cms.gov/medicare/provider-
enrollment-and-
certification/guidanceforlawsandregulations/downl
oads/appendix-pp-state-operations-manual.pdf

• Resident Rights
• F550-F586

• Discharge Planning 
• F660

• Behavioral Health 
• F740-F745

https://www.cms.gov/medicare/provider-enrollment-and-certification/guidanceforlawsandregulations/downloads/appendix-pp-state-operations-manual.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/guidanceforlawsandregulations/downloads/appendix-pp-state-operations-manual.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/guidanceforlawsandregulations/downloads/appendix-pp-state-operations-manual.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/guidanceforlawsandregulations/downloads/appendix-pp-state-operations-manual.pdf


F552 Right to be Informed/
Make Treatment Decisions

• The resident has the right to be informed of, and participate in, his or her treatment, 
including: 

• The right to be fully informed in language that he or she can understand of his or her 
total health status, including but not limited to, his or her medical condition. 

• The right to be informed, in advance, of the care to be furnished and the type of care 
giver or professional that will furnish care. 

• The right to be informed in advance, by the physician or other practitioner or 
professional, of the risks and benefits of proposed care, of treatment and treatment 
alternatives or treatment options and to choose the alternative or option he or she 
prefers. 



F561 Self Determination

• The resident has the right to and the facility must promote and facilitate resident 
self-determination through support of resident choice...

• The resident has a right to choose activities, schedules (including sleeping and 
waking times), health care and providers of health care services consistent with his 
or her interests, assessments, and plan of care and other applicable provisions…

• The resident has a right to make choices about aspects of his or her life in the facility 
that are significant to the resident. 

• The resident has a right to interact with members of the community and participate 
in community activities both inside and outside the facility. 

• The resident has a right to participate in other activities, including social, religious, 
and community activities that do not interfere with the rights of other residents in 
the facility. 



F561 Self Determination (continued)

During interviews with residents or their family and/or representative(s), determine 
if they are given the opportunity to choose and whether facility staff accommodate 
his or her preferences for: 

• Activities that interest them; 

• Their sleep cycles; 

• Their bathing times and methods; 

• Their eating schedule; 

• Their health care options; and 

• Any other area significant to the resident. 



F578 Request/Refuse/Discontinue Treatment; 
Formulate Advanced Directive
• The right to request, refuse, and/or discontinue treatment, to participate in or refuse to 

participate in experimental research, and to formulate an advance directive. 

• These requirements include provisions to inform and provide written information to all adult 
residents concerning the right to accept or refuse medical or surgical treatment and, at the 
resident’s option, formulate an advance directive. 

• GUIDANCE 

Facility staff should periodically review with the resident and resident representative the decisions 
made regarding treatments, experimental research and any advance directive and its provisions, as 
preferences may change over time. 

*Surveyors are looking for evidence of Residents/RP being given information and the opportunity to 
formulate an Advanced Directive.



F656 Comprehensive Care Plan

• The facility must develop and implement a comprehensive person-centered care plan 
for each resident… The comprehensive 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 as required

• Any services that would otherwise be but are not provided due to the resident's 
exercise of rights, including the right to refuse treatment. 

• Any specialized services or specialized rehabilitative services the nursing facility will 
provide as a result of PASARR recommendations. 



F656 Comprehensive Care Plan (continued)

• In consultation with the resident and the resident’s representative(s)—

• The resident’s goals for admission and desired outcomes. 

• The resident’s preference and potential for future discharge. Facilities 
must document whether the resident’s desire to return to the 
community was assessed and any referrals to local contact agencies 
and/or other appropriate entities, for this purpose. 

• Discharge plans in the comprehensive care plan, as appropriate, in 
accordance with the requirements set forth in paragraph (c) of this 
section



F660 Discharge Planning Process

• The facility must develop and implement an effective discharge planning 
process that focuses on:

• the resident’s discharge goals, 

• the preparation of residents to be active partners

• and effectively transition them to post-discharge care, 

• and the reduction of factors leading to preventable readmissions. 

• The facility’s discharge planning process must be consistent with the 
discharge rights as applicable…



F740 Behavioral Health Services

• Each resident must receive, and the facility must provide the 
necessary behavioral health care and services to attain or maintain 
the highest practicable physical, mental, and psychosocial well-
being, in accordance with the comprehensive assessment and plan of 
care. 

• Behavioral health encompasses a resident’s whole emotional and 
mental well-being, which includes, but is not limited to, the 
prevention and treatment of mental and substance use disorders. 



F740 Behavioral Health Services (continued) 

GUIDANCE

• Providing behavioral health care and services is an integral part of the 
person-centered environment. 

• This involves an interdisciplinary approach to care, with qualified staff 
that demonstrate the competencies and skills necessary to provide 
appropriate services to the resident. 

• Individualized approaches to care (including direct care and activities) 
are provided as part of a supportive physical, mental, and psychosocial 
environment, and are directed toward understanding, preventing, 
relieving, and/or accommodating a resident’s distress or loss of 
abilities. 



F743 No Pattern of Behavioral Difficulties 
Unless Unavoidable

• A resident whose assessment did not reveal or who does not have a 
diagnosis of a mental or psychosocial adjustment difficulty or a 
documented history of trauma and/or PTSD does not display a pattern of 
decreased social interaction and/or increased withdrawn, angry, or 
depressive behaviors, unless the resident's clinical condition 
demonstrates that development of such a pattern was unavoidable…



F743 No Pattern of Behavioral Difficulties 
Unless Unavoidable
Facility staff must: 

• Monitor the resident closely for expressions or indications of distress; 

• Assess and plan care for concerns identified in the resident’s 
assessment; 

• Accurately document the changes, including the frequency of 
occurrence and potential triggers in the resident’s record; 

• Share concerns with the interdisciplinary team (IDT) to determine 
underlying causes, including differential diagnosis; 

• Ensure appropriate follow-up assessment, if needed; and 

• Discuss potential modifications to the care plan. 



Section Q: Participation in Assessment
and Goal Setting
• Intent: The items in this section are intended to record the 

participation and expectations of the resident, family members, or 
significant other(s) in the assessment, and to understand the 
resident’s overall goals.

• Section Q ensures all individuals have the opportunity to learn 
about home and community-based services and to receive long 
term care in the least restrictive setting possible. 

• This is also a civil right for all residents. Interviewing the resident 
or designated individuals places the resident or their family at the 
center of decision-making. 



Section Q

• Interviewing the resident or designated individuals places the 
resident or their family at the center of decision-making.



Office of Civil Rights-
May 2016 Guidance to SNFs

• When coding Q0310 Resident’s Overall Expectation, the 
response selected must reflect the resident’s perspective if 
they are able to express it, even if the opinion of family 
member/significant other or guardian/legally authorized 
representative differs.

• Coding other than the resident’s stated expectation is a 
violation of the resident’s civil rights. 

• Unjustified segregation can include nursing home placement 
when a resident could live in a more integrated setting. 7/5/23



Q0110, Q0310, Q0400

• Q0110 Participation in Assessment 
and Goal Setting

• Q0310 Resident’s Overall Goal

• Q0400 Discharge Plan (within 3 
months)



Q0310B, Q0500C, Q0550C Coding Instructions

• Code 1, Resident: if the resident is the source for completing this item.

• Code 2, Family: if a family member is the source for completing this item because 
the resident is unable to respond.

• Code 3, Significant other: if a significant other of the resident is the source for 
completing this item because the resident is unable to respond.

• Code 4, Legal guardian: if a legal guardian of the resident is the source for 
completing this item because the resident is unable to respond.

• Code 5, Other legally authorized representative: if a legally authorized 
representative of the resident is the source for completing this item because the 
resident is unable to respond.

• Code 9, None of the above: if the resident cannot respond and the family or 
significant other, or guardian or legally authorized representative does not exist or 
cannot be contacted or is unable to respond (Q0310A = 9).



Q0400:
Discharge Plan

• Is active discharge planning already occurring for the resident 
to return to the community?

• The current care plan has goals specific to 
discharge

• DC is in the near future (within 3 months)

• Staff are taking active steps to accomplish discharge

• If special equipment, money, etc. is needed then a referral may 
still be necessary –or-

• Skip pattern if it is an uncomplicated/expected discharge



Q0490 
and 
Q0500

• Q0490 Resident’s Preference to Avoid Being Asked Question Q0500B 
(must be documented in the resident’s record)
• Completed for quarterly, SCPQ or A0310A=99- none of the above

• Q0500B Return to Community
• Q0500C Indicate Information Source for Q0500B



Q550

• Q0550A Does resident want to be asked about returning to the 
community on all assessments?



Section Q

• Q0610 Referral

• Q0620 Reason Referral to LCA 
Not Made

• Documentation in the record 
is necessary



Q0610: Referral

• Has a referral been made to the Local Contact Agency (LCA)?

• For additional guidance, see CMS’ Planning for Your 
Discharge: A checklist for patients and caregivers preparing 
to leave a hospital, nursing home, or other health care 
setting. 

• Available at: https://www.medicare.gov/pubs/pdf/11376-
discharge-planning-checklist.pdf

Q0620 Reason Referral to LCA Not Made

https://www.medicare.gov/pubs/pdf/11376-discharge-planning-checklist.pdf
https://www.medicare.gov/pubs/pdf/11376-discharge-planning-checklist.pdf


Discharge Planning Collaboration

• Nursing home staff are expected to contact Local Contact 
Agencies for those residents who express a desire to learn about 
possible transition back to the community and what care options 
and supports are available.

• Local Contact Agencies expected to respond to nursing home 
staff referrals by providing information to residents about 
available community-based, long-term care supports and 
services.

• Nursing home staff and Local Contact Agencies expected to 
meaningfully engage residents in their discharge and transition 
plan, and collaboratively work to arrange for all of the necessary 
community-based, long-term care services.



The Office of Civil Rights
Recommends…

• Review/Revise/Develop policies/procedures on Discharge 
Planning, MDS administration, and LCA referral process

• Train all members of the IDT on Section Q, and what the area 
LCA has to offer

• Invite the LCA and community-based service systems in to 
provide training



Discharge Planning Process 
should…

• Identify the needs and goals of this resident 

• Include the resident as an active partner

• Emphasize value in moving back to the community

• Ensure a referral is made to the LCA if the resident indicates 
interest 

• Include documentation if discharge to the community is not 
feasible

• Who decided and why

• Be re-evaluated and updated as necessary



For NC statewide LCA questions:
North Carolina Medicaid 
LTSS Resource Center

Phone Numbers:
• 919-568-1717
• 919-855-4340
• 833-522 5429
• 866-271-4894

Money Follows the Person 
•MFPinfo@dhhs.nc.gov
• or call 1-855-761-9030 

mailto:MFPinfo@dhhs.nc.gov


Contact Information

• Janet Brooks, RAI Education Coordinator

• 919-909-9256

• janet.brooks@dhhs.nc.gov

• Sandra McLamb, IT Automation Coordinator

• 919-855-3352

• sandra.mclamb@dhhs.nc.gov

mailto:janet.brooks@dhhs.nc.gov


Thank you!
• Thank you for all the work you do to ensure the care, 

comfort and safety of our most vulnerable in society. This is 
not an easy job you do, and it must come from the heart. 
Weariness and frustration can easily become your best 
friends, but don’t let them take over! Know that you are not 
alone in your work. Reach out, make friends and contacts 
who will encourage your soul. 
Please know that you are welcome to call or email me 
anytime.

• Sincerely, Janet
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