IOWA FOUNDATION FOR MEDICAL CARE

ASSESSMENT AND SERVICES EVALUATION

A.S.E.


TOPIC

Cognitive, Mood and Behavior Patterns



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	INTERMEDIATE (A - F)
	1. Short/long term memory OK.  (B - 2)

2. No behavioral symptoms exhibited.  (E - 4)

3. Danger to self or others.  Severity and frequency must be documented.  Refer to physician reviewer.


	The following circumstances exist:

A. Short/long term memory problem.  (B - 2)

B. Moderately/severely impaired cognitive skills for daily decision making.  (B - 4)

C. Devices and/or restraints used.  Documentation reflects assessment for the least restrictive restraint.  (P - 4)

D. Behavioral symptoms, i.e., wandering, verbally/physically abusive, socially inappropriate/disruptive, and/or resists care.  A behavior management program is addressed on care plan.  (E - 4)

E. Comatose (persistent vegetative state/no discernible consciousness).  (B - 1)

F. Indicators of depression, anxiety, or sad mood exhibited.  (E - 2)



	SKILLED CARE  (R)
	
	R. Formal, supportive psychiatric services.  Condition is not stable.  Documentation reflects daily assessment and evaluation by professional nursing staff.  Structured environment provided for resident’s/other’s safety.  (Refer to physician reviewer if this is the only skilled criterion used.  Review in 7 days for continued stay at this level of care.)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Physical Functioning - Mobility



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	INTERMEDIATE  (A - F)
	1. Independent in bed mobility, transfer, walking in room and corridor, and locomotion on/off unit without aid.  (G - 1)

2. Independent in bed mobility, transfer, walking in room and corridor, and locomotion on/off unit with aid of a device (e.g., slide board, trapeze, cane, walker, brace, prosthesis, wheelchair).  No set-up or physical help from staff.  (G - 1)


	The following circumstances exist:

A. Transfer, walking, and/or locomotion performance requiring supervision/set-up help by staff with/without device (e.g., slide board, trapeze, cane, walker, brace, prosthesis, wheelchair).  (G - 1, G - 5, P - 3)

B. Transfer, walking, and/or locomotion performance requiring limited assistance by staff through set-up help or physical assistance with/without device.  

(G - 1, G - 5, P - 3)

C. Transfer, walking, and/or locomotion performance requiring extensive assistance by staff through set-up help or physical assistance with/without device.  

(G - 1, G - 5, P - 3)

D. Transfer, walking, and/or locomotion performance requiring total assistance by staff through set-up help or physical assistance with/without device.  

(G - 1, G - 5, P - 3)

E. Bedfast all or most of the time.  (G - 6)

F. Quadriplegia



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Physical Functioning - Mobility
(Page 2)



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	SKILLED CARE  (R - X)
	1.  Ambulate more than 100 feet.  (P - 1)
	R. Physical therapy program with restorative goals (i.e., strengthening, gait training, stair climbing, transfer techniques) provided daily by or under the direction/ supervision of a licensed physical therapist.  Daily documentation indicates progress.  (P - 1)

S. Continuous skin/skeletal traction.  (P - 1)

T. Physical therapy with restorative goals for muscle retraining and strengthening (i.e., active/passive range of motion, weights, electric or tactile stimulation, resistive exercises, etc.) provided daily by or under the direction/ supervision of a licensed physical therapist.  Daily progress notes must be present.  (P - 1)

U. Occupational therapy with restorative goals for gross/fine motor muscle retraining including upper extremity, sitting, balance, etc., provided on a daily basis by an occupational therapist.  Daily progress notes must be present.

V. Physical therapy with maintenance goals provided daily by or under the direction/supervision of a licensed physical therapist.  Evidence that without this maint-enance therapy, the resident’s functional status would deteriorate.  (P - 1)

W. Physical therapy program provided less than daily by or under the direction/supervision of a licensed therapist.  (If this is the only skilled criterion met refer to physician reviewer.)  (P - 1)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Physical Functioning - Mobility  (Page 3)



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	skilled care  (r - x)
	
	X. Other services provided by physical therapy, i.e., ROM testing, evaluation, stretching, ultrasound, shortwave, microwave, diathermy, hot packs, infrared treatment, paraffin bath, whirlpool bath.  (If only criterion met, it must be performed on a daily basis.  If not, refer to physician reviewer.)  (P - 1)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Skin Condition



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (a - d)
	1.  Skin is intact.  (M - 4, M - 5)
	The following circumstances exist:

A. Non-blanchable erythema of intact skin.

B. Pressure/stasis ulcer(s), skin lesion(s), or surgical wound(s) present with partial thickness skin loss involving epidermis and/or dermis.  Licensed nursing staff administers treatment(s) as prescribed by the physician.  (M - 1, M - 2, M - 4, M - 5, M - 6)

C. Pressure/stasis ulcer(s), skin lesion(s), or surgical wound(s) present with full thickness skin loss involving damage or necrosis of subcutaneous tissue which may extend down to underlying fascia, and/or extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting structure (tendon, joint capsule, etc.).  Licensed nursing staff administers less than daily treatment(s) as prescribed by the physician.  

(M - 1, M - 2, M - 4, M - 5, M - 6)

D. Other skin problems or lesion(s) present.  Licensed nursing staff administers treatment(s) as prescribed by the physician.  (May include drainage tubes, incisions, psoriasis, etc.)  Area is not open.  (M - 4, M - 5)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Skin Condition  (Page 2)



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	skilled care  (r - t)
	
	R. Wide spread skin disorder, pressure/stasis ulcer(s), skin lesion(s), or surgical wound(s) present with full thickness skin loss involving damage or necrosis of subcutaneous tissue which may extend down to underlying fascia, and/or extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting structure (tendon, joint capsule, etc.).  Licensed nursing staff administers daily treatment(s) as prescribed by the physician until skin is intact.  (M - 1, M - 2, M - 4, M - 5, M - 6)

S. Strict isolation due to contagious infection, disease, or immune deficiency requiring professional monitoring and evaluation for prevention of cross-contamination.

T. Individualized teaching and training program initiated by licensed nursing staff to enable resident/caregiver to learn dressing change techniques, wound care procedures, and/or preventive skin care.  Review for response to teaching in 7 days if this is the only criterion met.  (P - 3)

Individualized preventative/rehabilitative plan of care for A - T should include:

· protective/preventive skin care

· turning/repositioning schedule

· pressure reduction devices

· nutritional/hydration program

· daily skin inspection

· weekly assessment of healing process  (M - 5)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Pulmonary Status



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (A - e)
	1. No respiratory distress.  (J - 1)

2. Cares for own respiratory needs.
	The following circumstances exist:

A. Experiences respiratory distress and oxygen administered by nursing staff on a PRN basis or at specified time intervals.  (J - 1, P - 1)

B. Experiences respiratory distress and oxygen administered by nursing staff on a continuous basis.  (J - 1, P - 1)

C. Inhalative treatments, incentive spirometer, IPPB treatments, or chest percussion therapy administered by nursing staff as prescribed by the physician.  (P - 1)

D. Suctioning by licensed nursing staff on a PRN basis (less than daily).  (P - 1)

E. Routine tracheostomy care by licensed nursing staff for resident in stable condition.  (P - 1)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Pulmonary Status  (Page 2)



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	skilled care  (R - U)
	
	R. Naso-pharyngeal and/or tracheostomy suctioning by licensed professional staff provided daily or more frequently.  (P - 1)

S. Respiratory therapy required for maintenance of the resident’s respiratory status provided daily by or under the direction of a licensed respiratory therapist.  Evidence that without this maintenance therapy, the resident’s functional status would deteriorate.  (P - 1)

T. Ventilator/respirator is required on an intermittent or continuous basis for maintenance of the resident’s pulmonary status.  (P - 1)

NOTE:  To qualify for use of T, documentation must include:

· ventilator-dependent at least 6 hours daily

· inappropriate for home care

· failed attempts at weaning or inappropriate weaning

· the facility is on the DHS ventilator-dependent unit list

U. Individualized teaching and training program initiated by licensed professional staff to enable resident/caregiver to learn to use and care of respiratory equipment and/or administration of treatment (i.e., oxygen, tracheostomy care, ventilator, etc.).  Review for response to teaching in 7 days if this is the only criterion met.  (P - 3)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Continence



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (a - f)
	1. Is continent/usually continent of bladder.  (H - 1)

2. Is continent/usually continent of bowel.  (H - 1)

3. Is incontinent and cares for own toileting and hygiene needs.  (G - 1)

4. Care for own ostomy.  (G - 1)

5. Cares for own catheter/catheter irrigations. (G - 1)

6. Performs own continuous ambulatory peritoneal dialysis (CAPD).
	The following circumstances exist:

A. Occasionally or frequently incontinent and/or involuntary requiring staff assistance.  (H - 1)

B. Totally incontinent and/or involuntary requiring staff assistance.  (H - 1)

C. Daily nursing care and evaluation of elimination status for resident with ostomy/ileal conduit.  (P - 1)

D. Indwelling urethral/suprapubic catheter requiring less than daily irrigation by licensed nursing staff as ordered by the physician.  Daily perineal and catheter care provided by nursing staff.  (H - 3)

E. Intermittent catheterization performed less than daily by licensed nursing staff as ordered by the physician.  (H - 3)

F. CAPD performed by licensed nursing staff as ordered by the physician.  (P - 1)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Continence  (Page 2)



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	skilled care  (r - w)
	
	R. Intermittent catheterization performed daily by licensed nursing staff as ordered by the physician.  (H - 3)

S. Indwelling urethral/suprapubic catheter present requiring daily irrigation by licensed nursing staff as specifically ordered by the physician.  (H - 3)

T. Nephrostomy tube(s) present requiring daily dressing change(s), stoma care, and monitoring of tube position by licensed nursing staff.  (H - 3)

U. Suprapubic catheter present in early post-operative period requiring daily care and evaluation by licensed nursing staff.  After initial 7 days, refer to physician reviewer for continued stay approval.  (H - 3)

V. Colostomy/ileostomy/ileoconduit present in early post-operative period requiring daily care and evaluation by licensed nursing staff.  After initial 7 days, refer to physician reviewer for continued stay approval.  (P - 1)

W. Individualized teaching and training program initiated by licensed nursing staff to enable resident/caregiver to learn care of bowel/bladder appliances and equipment and/or administration of treatment (i.e., catheterization, dialysis, stoma care, etc.).  Review for response to teaching in 7 days if this is the only criterion met.  (P - 3)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Dressing and Personal Hygiene - ADLs



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (A - E)
	1. Independent - no set-up or physical help from staff.  (G - 1)

2. Set-up help only (i.e., taking clothes from closet, getting water ready for grooming, etc.).  (G - 1)
	The following circumstances exist:

A. Supervision and/or oversight with verbal encouragement or cueing by staff to ensure adequate and appropriate dressing and personal hygiene.  Refer to physician reviewer if no other topic area 1 - 8 are identified as qualifiers.  (G - 1)

B. Limited assistance - resident receives physical assistance by staff of guided maneuvering of limbs or other non-weight bearing assistance.  (G - 1, G - 2)

C. Extensive assistance - resident is able to perform part of the activity, staff physical assistance is necessary to complete adequate and appropriate dressing and personal hygiene skills.  (G - 1, G - 2, G - 3)

D. Total dependence - full staff performance of activities.  

(G - 1, G - 2, G - 3, G - 4)

E. Independence due only to the supervision, structure, and ongoing individualized plan of care provided at this level.  Physician documentation indicates a transfer would be detrimental to the resident’s mental or physical health.  Refer to physician reviewer.



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Dressing and Personal Hygiene - ADLs  (Page 2)



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	skilled care  (R)
	
	R. Occupational therapy - daily intervention by a licensed therapist or under the direct supervision of the therapist for rehabilitation/restoration in any of the following areas:

· active/passive range of motion

· splint/brace application

· bed mobility

· transfers

· dressing/hygiene skills

· amputation/prosthesis care

Daily progress notes by the therapy staff should be present with resident progress indicated.  Notes should support ongoing resident teaching to maintain skills.



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Physical Functioning - Eating



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (A - e)
	1. Independent in eating without set-up or physical assistance.  (G - 1)

2. Independent in eating with set-up help only.  

(G - 1)
	The following circumstances exist:

A. Supervision with set-up help required with eating.  (G - 1)

B. Limited assistance with eating.  (G - 1)

C. Extensive assistance with eating.  (G - 1)

D. Total assistance with eating.  (G - 1)

E. Professional assessment and intervention for oral problems, weight changes, or nutritional problems.  

(K - 1, K - 3, K - 4)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Physical Functioning - Eating  (Page 2)



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	skilled care  (r - v)
	
	R. Occupational or speech therapy plan to retain or establish new skill patterns in eating.  Services provided daily by or under the direction/supervision of occupational or speech therapist.  Review for progress within 7 days with a physician reviewer if only skilled criterion met.  

(P - 1, P - 3)

S. Physician ordered plan to remove feeding tube and reintroduce oral foods.  Review for progress within 7 days.

T. Hyperalimentation administered by licensed nurses.  

(K - 5)

U. Nutritional status maintained through intravenous infusions administered by licensed nurses.  (K - 5)

V. Naso-gastric, gastrostomy, pharyngotomy, or jejunostomy tube feedings provided for resident when oral intake is inadequate to meet the resident’s nutritional needs, including 26 percent of daily calories and minimum of 501 ml. fluid per day.  (K - 5)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Medications



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (A - d)
	1. No routine medications.  (O - 1)

2. Routine medications administered by nursing staff.  (O - 1)

3. Self-administration of routine medications.
	The following circumstances exist:

A. Insulin administered by nursing staff with set dosages.  

(O - 3)

B. Central or peripheral venous line or port in place.  Irrigated less than daily.  Licensed nursing staff available on a 24-hour basis to assess for complications.

C. Insulin administered per sliding scale with set parameters.

D. Medications administered subcutaneously (excluding insulin) at least daily.



	skilled care  (R - v)
	
	R. Medications administered intravenously at least daily.  

(P - 1)

S. Medications administered intramuscularly at least daily.  (O - 3)

T. Insulin administered requiring at least daily adjustment determined by blood glucose levels and contact with physician.

U. Medications administered requiring physician monitoring and appropriate frequent lab values.  If this is the only skilled criterion met, refer to physician reviewer. 

V. Medications, chemotherapy, or blood products administered daily via central venous line(s) or port(s).  

(P - 1)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Communication/Hearing/Vision Patterns



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (A - d)
	1. No problems noted or communication, hearing, and/or vision deficits adequately corrected (i.e., glasses, hearing aids, communication devices).  (C - 1, C - 4, D - 1)


	The following circumstances exist:

A. Hearing impaired and appliances (if used) are not helpful.  (C - 1)

B. Unable to communicate needs adequately without communication devices.  (C - 3, C - 4, C - 5, C - 6)

C. Vision impaired and glasses (if used) are not helpful.  

(D - 1)

D. Speech therapy is provided on a less than daily basis.  

(P - 1)



	skilled care  (R)
	
	R. Speech - language pathology and/or audiology services are provided at least daily and in conjunction with other skilled services.  If this criterion is used alone, refer to physician reviewer.  (P - 1)



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.


TOPIC

Prior Living Circumstances - Psycho-Social



	LEVEL OF CARE
	SCREEN
	EVALUATION OF SERVICES PROVIDED

	intermediate  (A - d)
	1. No criteria met.


	The following circumstances exist:

A. Spouse, mother, father, son, daughter, brother, or sister reside in the same facility and meet medical criteria.  Family members had resided together prior to nursing facility admission.

B. Resident unable to manage at home or at a lower level of care with or without supportive services.  Demonstrated on more than one occasion and documented as such by the attending physician.

C. Age of 80 years of age or older and in the facility over one year at intermediate or skilled level of care.

NOTE:  This information is collected for data purposes only.  These do not constitute current criteria for level of care determination.

D. At the time of a Medicaid continued stay review, the resident’s condition has improved to less than intermediate care, but the resident’s spouse, mother, father, son, daughter, brother, or sister resides in the same facility and meets medical criteria.  Family members had resided together prior to nursing facility admission.



	
	THESE CRITERIA DO NOT CONSTITUTE PHYSICIAN STANDARDS OF CARE. THEY ARE FOR USE BY REVIEW PERSONNEL.
	Individualized care plan addresses identified deficit areas.
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