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option of placement in a home and
community-based services waiver pro-
gram, but for which the inpatient care
would be required;

(3) If inpatient care is appropriate
and desired, the NF is an appropriate
institutional setting for meeting those
needs in accordance with §483.126; or

(4) If the inpatient care is appro-
priate and desired but the NF is not the
appropriate setting for meeting the in-
dividual’s needs in accordance with
§483.126, another setting such as an
ICF/MR (including small, community-
based facilities), an IMD providing
services to individuals aged 65 or older,
or a psychiatric hospital is an appro-
priate institutional setting for meeting
those needs.

(b) Determining appropriate placement.
In determining appropriate placement,
the evaluator must prioritize the phys-
ical and mental needs of the individual
being evaluated, taking into account
the severity of each condition.

(c) Data. At a minimum, the data re-
lied on to make a determination must
include:

(1) Evaluation of physical status (for
example, diagnoses, date of onset, med-
ical history, and prognosis);

(2) Evaluation of mental status (for
example, diagnoses, date of onset, med-
ical history, likelihood that the indi-
vidual may be a danger to himself/her-
self or others); and

(3) Functional assessment (activities
of daily living).

(d) Based on the data compiled in
§483.132 and, as appropriate, in §§483.134
and 483.136, the State mental health or
mental retardation authority must de-
termine whether an NF level of serv-
ices is needed.

§483.134 Evaluating whether an indi-
vidual with mental illness requires
specialized services (PASARR/MI).

(a) Purpose. The purpose of this sec-
tion is to identify the minimum data
needs and process requirements for the
State mental health authority, which
is responsible for determining whether
or not the applicant or resident with
MI, as defined in §483.102(b)(1) of this
part, needs a specialized services pro-
gram for mental illness as defined in
§483.120.
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(b) Data. Minimum data collected
must include—(1) A comprehensive his-
tory and physical examination of the
person. The following areas must be in-
cluded (if not previously addressed):

(i) Complete medical history;

(ii) Review of all body systems;

(iii) Specific evaluation of the per-
son’s neurological system in the areas
of motor functioning, sensory func-
tioning, gait, deep tendon reflexes, cra-
nial nerves, and abnormal reflexes; and

(iv) In case of abnormal findings
which are the basis for an NF place-
ment, additional evaluations con-
ducted by appropriate specialists.

(2) A comprehensive drug history in-
cluding current or immediate past use
of medications that could mask symp-
toms or mimic mental illness.

(3) A psychosocial evaluation of the
person, including current living ar-
rangements and medical and support
systems.

(4) A comprehensive psychiatric eval-
uation including a complete psy-
chiatric history, evaluation of intellec-
tual functioning, memory functioning,
and orientation, description of current
attitudes and overt behaviors, affect,
suicidal or homicidal ideation, para-
noia, and degree of reality testing
(presence and content of delusions) and
hallucinations.

(5) A functional assessment of the in-
dividual’s ability to engage in activi-
ties of daily living and the level of sup-
port that would be needed to assist the
individual to perform these activities
while living in the community. The as-
sessment must determine whether this
level of support can be provided to the
individual in an alternative commu-
nity setting or whether the level of
support needed is such that NF place-
ment is required.

(6) The functional assessment must
address the following areas: Self-moni-
toring of health status, self-admin-
istering and scheduling of medical
treatment, including medication com-
pliance, or both, self-monitoring of nu-
tritional status, handling money,
dressing appropriately, and grooming.

(c) Personnel requirements. (1) If the
history and physical examination are
not performed by a physician, then a
physician must review and concur with
the conclusions.
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(2) The State may designate the men-
tal health professionals who are quali-
fied—

(i) To perform the evaluations re-
quired under paragraph (b) (2)-(6) of
this section including the—

(A) Comprehensive drug history;

(B) Psychosocial evaluation;

(C) Comprehensive psychiatric eval-
uation;

(D) Functional assessment; and

(if) To make the determination re-
quired in paragraph (d) of this section.

(d) Data interpretation. Based on the
data compiled, a qualified mental
health professional, as designated by
the State, must validate the diagnosis
of mental illness and determine wheth-
er a program of psychiatric specialized
services is needed.

§483.136 Evaluating whether an indi-
vidual with mental retardation re-
quires specialized services
(PASARR/MR).

(a) Purpose. The purpose of this sec-
tion is to identify the minimum data
needs and process requirements for the
State mental retardation authority to
determine whether or not the applicant
or resident with mental retardation, as
defined in §483.102(b)(3) of this part,
needs a continuous specialized services
program, which is analogous to active
treatment, as defined in §§435.1009 and
483.440 of this chapter.

(b) Data. Minimum data collected
must include the individual’s com-
prehensive history and physical exam-
ination results to identify the fol-
lowing information or, in the absence
of data, must include information that
permits a reviewer specifically to as-
sess:

(1) The
lems;

(2) The level of impact these prob-
lems have on the individual’s inde-
pendent functioning;

(3) All current medications used by
the individual and the current response

individual’s medical prob-

of the individual to any prescribed
medications in the following drug
groups:

(i) Hypnotics,

(i) Antipsychotics (neuroleptics),

(iii) Mood stabilizers
antidepressants,

(iv) Antianxiety-sedative agents, and

(v) Anti-Parkinson agents.

and

§483.136

(4) Self-monitoring of health status;

(5) Self-administering and scheduling
of medical treatments;

(6) Self-monitoring of nutritional
status;

(7) Self-help development such as
toileting, dressing, grooming, and eat-
ing;

(8) Sensorimotor development, such
as ambulation, positioning, transfer
skills, gross motor dexterity, visual
motor perception, fine motor dexterity,
eye-hand coordination, and extent to
which prosthetic, orthotic, corrective
or mechanical supportive devices can
improve the individual’s functional ca-
pacity;

(9) Speech and language (communica-
tion) development, such as expressive
language (verbal and nonverbal), recep-
tive language (verbal and nonverbal),
extent to which non-oral communica-
tion systems can improve the individ-
ual’s function capacity, auditory func-
tioning, and extent to which amplifi-
cation devices (for example, hearing
aid) or a program of amplification can
improve the individual’s functional ca-
pacity;

(10) Social development, such as
interpersonal skills, recreation-leisure
skills, and relationships with others;

(11) Academic/educational develop-
ment, including functional learning
skills;

(12) Independent living development
such as meal preparation, budgeting
and personal finances, survival skills,
mobility skills (orientation to the
neighborhood, town, city), laundry,
housekeeping, shopping, bedmaking,
care of clothing, and orientation skills
(for individuals with visual impair-
ments);

(13) Vocational development, includ-
ing present vocational skills;

(14) Affective development such as in-
terests, and skills involved with ex-
pressing emotions, making judgments,
and making independent decisions; and

(15) The presence of identifiable
maladaptive or inappropriate behaviors
of the individual based on systematic
observation (including, but not limited
to, the frequency and intensity of iden-
tified maladaptive or inappropriate be-
haviors).
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