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C0800: Long-term Memory OK (cont.) 
3. Observe if the resident responds to memorabilia or family members who visit. 
4. Observations should be made by staff across all shifts and departments and others with close 

contact with the resident. 
5. Ask direct care staff across all shifts and family or significant others about the resident’s 

memory status.  
6. Review the medical record for clues to the resident’s long-term memory during the look-back 

period. 

Coding Instructions  
• Code 0, memory OK: if the resident accurately recalled long past information. 
• Code 1, memory problem: if the resident did not recall long past information or did 

not recall it correctly. 
Coding Tips 

• If the test cannot be conducted (resident will not cooperate, is non-responsive, etc.) and 
staff were unable to make a determination based on observation of the resident, use the 
standard “no information” code (a dash, “-”), to indicate that the information is not 
available because it could not be assessed. 

C0900: Memory/Recall Ability 

 

Item Rationale 
Health-related Quality of Life 

• An observed “memory/recall problem” with these items may indicate: 
— cognitive impairment and the need for additional support with reminders to support 

increased independence; or 
— delirium, if this represents a change from the resident’s baseline. 
Planning for Care 

• An observed “memory/recall problem” with these items may indicate the need for: 
— Exclusion of an underlying related medical problem (particularly if this is a new 

observation) or adverse medication effect; or 
— possible evaluation for other problems with thinking;  
— additional signs, directions, pictures, verbal reminders to support the resident’s 

independence;  
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C0900: Memory/Recall Ability (cont.) 
— an evaluation for acute delirium if this represents a change over the past few days to 

weeks; 
— an evaluation for chronic delirium if this represents a change over the past several 

weeks to months; or 
— additional nursing support;  
— the need for emotional support, reminders and reassurance to reduce anxiety and 

agitation. 

Steps for Assessment 
1. Ask the resident about each item. For example, “What is the current season? Is it fall, winter, 

spring, or summer?” “What is the name of this place?” If the resident is not in their room, 
ask, “Will you show me to your room?” Observe the resident’s ability to find the way. 

2. For residents with limited communication skills, in order to determine the most 
representative level of function, ask direct care staff across all shifts and family or significant 
other about recall ability. 
• Ask whether the resident gave indications of recalling these subjects or recognizing them 

during the look-back period.  
3. Observations should be made by staff across all shifts and departments and others with close 

contact with the resident. 
4. Review the medical record for indications of the resident’s recall of these subjects during the 

look-back period. 

Coding Instructions  
For each item that the resident recalls, check the corresponding answer box. If the resident 
recalls none, check none of above. 

• Check C0900A, current season: if resident is able to identify the current season 
(e.g., correctly refers to weather for the time of year, legal holidays, religious 
celebrations, etc.). 

• Check C0900B, location of own room: if resident is able to locate and recognize 
own room. It is not necessary for the resident to know the room number, but they should 
be able to find the way to the room. 

• Check C0900C, staff names and faces: if resident is able to distinguish staff 
members from family members, strangers, visitors, and other residents. It is not necessary 
for the resident to know the staff member’s name, but they should recognize that the 
person is a staff member and not the resident’s child, etc. 

• Check C0900D, that they are in a nursing home/hospital swing bed: if 
resident is able to determine that they are currently living in a nursing home. To check 
this item, it is not necessary that the resident be able to state the name of the nursing 
home, but they should be able to refer to the nursing home by a term such as a “home for 
older people,” a “hospital for the elderly,” “a place where people who need extra help 
live,” etc. 

• Check C0900Z, none of above was recalled.   
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C1000: Cognitive Skills for Daily Decision Making 

 

Item Rationale 
Health-related Quality of Life 

• An observed “difficulty with daily decision making” 
may indicate: 
— underlying cognitive impairment and the need for 

additional coaching and support or 
— possible anxiety or depression. 

Planning for Care 
• An observed “difficulty with daily decision making” 

may indicate the need for: 
— a more structured plan for daily activities and 

support in decisions about daily activities, 
— encouragement to participate in structured activities, 

or 
— an assessment for underlying delirium and medical 

evaluation. 

Steps for Assessment 
1. Review the medical record. Consult family and direct care staff across all shifts. Observe the 

resident. 
2. Observations should be made by staff across all shifts and departments and others with close 

contact with the resident. 
3. The intent of this item is to record what the resident is doing (performance). Focus on 

whether or not the resident is actively making these decisions and not whether staff believes 
the resident might be capable of doing so. 

4. Focus on the resident’s actual performance. Where a staff member takes decision-making 
responsibility away from the resident regarding tasks of everyday living, or the resident does 
not participate in decision making, whatever their level of capability may be, the resident 
should be coded as impaired performance in decision making. 

  

DEFINITION 

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


