
6/30/2021

1

Social Services and the RAI 
Process

Agenda

• Overview of the RAI Process

• Conducting Resident Interviews

• Additional Clarifications
• BIMS

• Mood

• Return to Community

• Section E: Coding Resident Behaviors

• Care Area Assessments

• Person Centered Care Planning
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The Resident Assessment Instrument (RAI)

• Federally required assessment process resulting from OBRA ‘87

• Requires periodic assessments on a mandated schedule:
• Admission comprehensive assessment (within 14 days of admission)

• Quarterly review (at least once every 92 days)

• Annual comprehensive review (at least once every 366 days)

• Significant change in status comprehensive review (when clinical criteria are 
met)

• Care Area Assessments are required with all comprehensive 
assessments

• Care plans must be reviewed with each assessment and as needed

Uses of Assessment Data

• Resident assessment and care planning

• Case mix reimbursement systems
• Medicare: Patient Driven Payment Model (PDPM)

• Medicaid: Resource Utilization Groups (RUGS)

• Quality measurement
• Care compare

• 5 Star

• Facility quality assurance activities
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RAI User’s Manual Version 3.0

• Source for completion of MDS

• 6 chapters plus appendices and index
• Chapter 1:  Overview of the RAI

• Chapter 2: Assessments for the RAI
• Schedules for completion

• Significant Change in Status

• Tracking forms

5

RAI User’s Manual

• Chapter 3: Item-by-item guide to MDS

• Chapter 4: CAA Process and Care Planning

• Chapter 5: Submission and Correction

• Chapter 6: Medicare SNF/PPS

• Appendices and Index:
• Glossary, State contact information, CAA Resources, Interviewing tips, 

PHQ-9 Scoring rules and instructions for administering the BIMS in 
writing, MDS Item Matrix Resources, References, Forms
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Overview
• Federal regulations require that 

• (1) the assessment accurately reflects the resident’s status 

• (2) a registered nurse conducts or coordinates each assessment with the 
appropriate participation of health professionals 

• (3) the assessment process includes direct observation, as well as 
communication with the resident and direct care staff on all shifts. 

• Nursing homes are left to determine 
• (1) who should participate in the assessment process 

• (2) how the assessment process is completed 

• (3) how the assessment information is documented while remaining in 
compliance with the requirements of the Federal regulations and the 
instructions contained within this manual.

Overview
• An accurate assessment requires collecting information from multiple 

sources, some of which are mandated by regulations. 

• Those sources must include the resident and direct care staff on all shifts, 
and should also include the resident’s medical record, physician, and 
family, guardian, or significant other as appropriate or acceptable. 

• It is important to note here that information obtained should cover the 
same observation period as specified by the MDS items on the assessment, 
and should be validated for accuracy (what the resident’s actual status was 
during that observation period) by the IDT completing the assessment. 

• As such, nursing homes are responsible for ensuring that all participants in 
the assessment process have the requisite knowledge to complete an 
accurate assessment.
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Overview
• While CMS does not impose specific documentation procedures on nursing 

homes in completing the RAI, documentation that contributes to 
identification and communication of a resident’s problems, needs, and 
strengths, that monitors their condition on an on-going basis, and that 
records treatment and response to treatment, is a matter of good clinical 
practice and an expectation of trained and licensed health care 
professionals. 

• Good clinical practice is an expectation of CMS. As such, it is important to 
note that completion of the MDS does not remove a nursing home’s 
responsibility to document a more detailed assessment of particular issues 
relevant for a resident. 

• In addition, documentation must substantiate a resident’s need for Part A 
SNF-level services and the response to those services for the Medicare SNF 
PPS.

Social Services and the RAI Process

• While it is up to each facility to determine who should complete 
which items in the RAI, social services is often involved in the 
following sections:
• Section C: Cognitive Patterns

• Section D: Mood

• Section E: Behaviors

• Section Q: Participation in Assessment and Goal Setting
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Social Services and the RAI Process

• While it is up to each facility to determine who should complete 
which items in the RAI, social services is often involved in the 
following Care Area Assessments (CAA):
• 02: Cognitive Loss/Dementia

• 04: Communication

• 07: Psychosocial Well-Being

• 08: Mood State

• 09: Behavioral Symptoms

• 17: Psychotropic Drug Use

• 20: Return to Community Referral

Appendix D: Conducting Resident 
Interviews
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• Introduce yourself to the resident

• Be sure the resident can hear you
• Don’t mumble or rush
• Ask if they own a hearing aid, other device
• Help get the device in place before the interview
• May need to offer headphones/hearing amplifier

• Ask if the resident would like an interpreter

• Find a quiet, private area where you are not likely to be 
interrupted or overheard
• Background noise, distractions should be avoided
• Privacy of personal information being asked

Conducting the Resident Interview

13RLH Consulting

• Sit where the resident can see you clearly and you can see his 
or her expression
• Have you face well lighted

• Minimize glare

• Ask the resident where you should sit so they can see you best

• Establish rapport and respect
• Can engage in general conversation to help

• If the resident asks a question or makes a request, try to address the 
question or request before moving on to next question

Conducting the Resident Interview

14RLH Consulting
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• Explain the purpose of the questions 
• Introduce the topic and explain you are going to ask a series of questions

• Explain that the questions are asked of every one to make sure that nothing is 
missed

• Highlight what you will ask

• End by explaining that their answers will help develop an appropriate care 
plan

• Each interview item contains suggested explanations and introductions – see 
the MDS manual instructions in Chapter 3

Conducting the Resident Interview

15RLH Consulting

• Say and show  the item responses
• Prepare cue cards in large, clear print and show the resident while 

you verbally review the response options

• Residents can respond verbally, by pointing to the response on the 
cue card, or by writing it down

• Ask the questions exactly as the appear in the questionnaire
• Use non-judgmental approach

• Don’t be afraid of the answers – you are there to hear it

• Actively listen –greater insight beyond direct answer

Conducting the Resident Interview

16RLH Consulting
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• Break the question apart if necessary (not to be used for the memory 
test)
• Unfolding – ask a general question about the symptom followed by a 

sequence of more detailed questions if they report the symptom as present

• Disentangling – separating item with several parts into smaller pieces and 
allowing the resident to respond to each piece

• See examples that follow

Conducting the Resident Interview

17RLH Consulting

• Unfolding example:
• Read the item to the resident and ask if they have it at all.  I they say yes, then 

ask “Do you have it every day?” If no, then “Did you have it at least half the 
days in the last two weeks?”

• Disentangling example:
• An item asks about poor appetite and overeating – ask “poor appetite?” and 

pause for response, then ask “overeating?” and wait for response.  If either 
are rated positively, code for yes.  Code for highest frequency of the two.

Conducting the resident Interview

18RLH Consulting
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• Clarify using echoing
• Echoing = repeating part of the resident’s response

• Can be very helpful in the clinical items

• Resident gives a related response, but doesn’t respond directly or use the 
response scale provided

• Echoing can help you try to clarify the response by allowing another 
opportunity to provide the appropriate responses

• Repeat the response options as needed

• Move on to another question if the resident is unable to answer

Conducting the Resident Interview

19RLH Consulting

• Do not try to talk a resident out of an answer
• If they express strong emotions, be nonjudgmental and listen

• Record the resident’s actual response!

• Coding instructions – if a resident could have been interviewed but 
the interview was not conducted, the resident interview and the staff 
assessment items should both be dashed 

Conducting the Resident Interview

20RLH Consulting
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Section C: Cognitive Patterns

Brief Interview for Mental Status (BIM)

• Suggested language: “I would like to ask you some questions. We ask 
everyone these same questions. This will help us provide you with 
better care. Some of the questions may seem very easy, while others 
may be more difficult.”  

• If the resident expresses concern that you are testing his or her 
memory, he or she may be more comfortable if you reply: “We ask 
these questions of everyone so we can make sure that our care will 
meet your needs.”
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BIMS

• Repetition of Three Words

• Temporal Orientation

• Recall

• Scores from a carefully conducted BIMS assessment where residents 
can hear all questions and the resident is not delirious suggest the 
following distributions: 
• 13-15: cognitively intact 

• 8-12: moderately impaired 

• 0-7: severe impairment

Staff Assessment for Mental Status

• Short-term Memory

• Long-Term Memory

• Memory/Recall Ability

• Cognitive Skills for Daily Decision Making
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C1310: Signs and Symptoms of Delirium

• A. Acute Onset Mental Status Change

• B. Inattention

• C: Disorganized Thinking

• D: Altered level of Consciousness

Section D: Mood
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Resident Mood Interview (PHQ-9©)

• Explain the reason for the interview before beginning. 

• Suggested language: 
• “I am going to ask you some questions about your mood and feelings over the 

past 2 weeks. I will also ask about some common problems that are known to 
go along with feeling down. Some of the questions might seem personal, but 
everyone is asked to answer them. This will help us provide you with better 
care.” 

Resident Mood Interview (PHQ-9©)

• Explain and /or show the interview response choices. A cue card with 
the response choices clearly written in large print might help the 
resident comprehend the response choices. 

• Suggested language: “I am going to ask you how often you have been 
bothered by a particular problem over the last 2 weeks. I will give you 
the choices that you see on this card.” (Say while pointing to cue 
card): “0-1 days—never or 1 day, 2-6 days—several days, 7-11 days—
half or more of the days, or 12-14 days—nearly every day.” 

• Interview the resident. Suggested language: “Over the last 2 weeks, 
have you been bothered by any of the following problems?” 

27
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Chapter 3: Coding Instructions Related to 
PHQ-9©
• If the resident uses his or her own words to describe a symptom, this 

should be briefly explored. If you determine that the resident is 
reporting the intended symptom but using his or her own words, ask 
him to tell you how often he or she was bothered by that symptom.

• If the resident has difficulty selecting between two frequency 
responses, code for the higher frequency. 

Chapter 3: Coding Instructions Related to 
PHQ-9©
• Noncommittal responses such as “not really” should be explored. 

• Residents may be reluctant to report symptoms and should be gently 
encouraged to tell you if the symptom bothered him or her, even if it 
was only some of the time. 

• This is known as probing. 

29
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Chapter 3: Coding Instructions Related to 
PHQ-9©
• Probe by asking neutral or nondirective questions such as:  

• “What do you mean?”  

• “Tell me what you have in mind.”  

• “Tell me more about that.”  

• “Please be more specific.”  

• “Give me an example.

• Additional coding tips, examples and clarifications can be found in 
Chapter 3

Interpreting the PHQ-9©

• Responses to PHQ-9© can indicate possible depression. Responses 
can be interpreted as follows: 
• Major Depressive Syndrome is suggested if:

• Of the 9 items—5 or more items are identified at a frequency of half or 
more of the days (7-11 days) during the look-back period AND 

• At least one of these, (1) little interest or pleasure in doing things, or (2) 
feeling down, depressed, or hopeless is identified at a frequency of half or 
more of the days (7-11 days) during the look-back period.  

• NOTE: This is the definition of “depression” that triggers the quality 
measure
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Interpreting the PHQ-9©

• Responses to PHQ-9© can indicate possible depression. Responses 
can be interpreted as follows: 
• Minor Depressive Syndrome is suggested if 

• Of the 9 items, 

• (1) feeling down, depressed or hopeless, or

• (2) trouble falling or staying asleep, or sleeping too much, or 

• (3) feeling tired or having little energy 

• are identified at a frequency of half or more of the days (7-11 days) during the look-
back period 

• and at least one of these, 

• (1) little interest or pleasure in doing things, or 

• (2) feeling down, depressed, or hopeless 

• is identified at a frequency of half or more of the days (7-11 days). 

Interpreting the PHQ-9©

• Responses to PHQ-9© can indicate possible depression. Responses 
can be interpreted as follows: 
• In addition, PHQ-9© Total Severity Score can be used to track changes in 

severity over time. Total Severity Score can be interpreted as follows: 
• 1-4: minimal depression 
• 5-9: mild depression 
• 10-14: moderate depression 
• 15-19: moderately severe depression 
• 20-27: severe depression

• NOTE: For reimbursement, “depressed” is a PHQ-9© summary 
score of 10 or higher
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Staff Assessment of Resident Mood: 
PHQ-9-OV ©
• Steps for Assessment Look-back period for this item is 14 days. 

• 1. Interview staff from all shifts who know the resident best. Conduct 
interview in a location that protects resident privacy. 

• 2. The same administration techniques and Interviewing Tips & Techniques 
should also be followed when staff are interviewed. 

• 3. Encourage staff to report symptom frequency, even if the staff believes the 
symptom to be unrelated to depression. 

• 4. Explore unclear responses, focusing the discussion on the specific symptom 
listed on the assessment rather than expanding into a lengthy clinical 
evaluation. 

• 5. If frequency cannot be coded because the resident has been in the facility 
for less than 14 days, talk to family or significant other and review transfer 
records to inform the selection of a frequency code.

Section Q: Participation in 
Assessment and Goal Setting
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Section Q: 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.

• Discharge planning follow-up is already a regulatory requirement (CFR 
483.21(c)(1)). 

• Section Q of the MDS uses a person-centered approach to ensure that 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.

Health related Quality of Life

• Residents who actively participate in the assessment process and in 
development of their care plan through interview and conversation 
often experience improved quality of life and higher quality care 
based on their needs, goals, and priorities.
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Planning for Care

• Each care plan should be individualized and resident driven.

• Whenever possible, the resident should be actively involved—except 
in unusual circumstances such as if the individual is unable to 
understand the proceedings or is comatose. 

• Involving the resident in all assessment interviews and care planning 
meetings is also important to address dignity and self-determination 
survey and certification requirements 

• During the care planning meetings, the resident should be made 
comfortable and verbal communication should be directly with him or 
her.

Planning for Care

• Residents should be asked about inviting family members, significant 
others, and/or guardian/legally authorized representatives to 
participate, and if they desire that they be involved in the assessment 
process.  

• If the individual resident is unable to understand the process, his or 
her family member, significant other, and/or guardian/legally 
authorized representative, who represents the individual, should be 
invited to attend the assessment process whenever possible. 

• When the resident is unable to participate in the assessment process, 
a family member or significant other, and/or guardian or legally 
authorized representatives can provide information about the 
resident’s needs, goals, and priorities.
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Section E: Behavior

Section E: Intent

• The items in this section identify behavioral symptoms in the last seven 
days that may cause distress to the resident, or may be distressing or 
disruptive to facility residents, staff members or the care environment.

• These behaviors may place the resident at risk for injury, isolation, and 
inactivity and may also indicate unrecognized needs, preferences or illness. 

• Behaviors include those that are potentially harmful to the resident himself 
or herself. 

• The emphasis is identifying behaviors, which does not necessarily imply a 
medical diagnosis. 

• Identification of the frequency and the impact of behavioral symptoms on 
the resident and on others is critical to distinguish behaviors that 
constitute problems from those that are not problematic. 
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Section E: Intent

• This section focuses on the resident’s actions, not the intent of his or 
her behavior. 

• Because of their interactions with residents, staff may have become 
used to the behavior and may underreport or minimize the resident’s 
behavior by presuming intent (e.g., “Mr. A. doesn’t really mean to 
hurt anyone. He’s just frightened.”). 

• Resident intent should not be taken into account when coding for 
items in this section.

E0800: Rejection of Care

• Did the resident reject evaluation or care that is necessary to achieve 
the resident’s goals for health and well-being?

• Residents have the right to refuse treatment – that is not a behavior 
problem

• Do not code refusing care that has been determined to be consistent 
with the resident values, preferences or goals
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E0800: Rejection of Care
• Goals for health and well-being reflect the resident’s wishes and objectives for 

health, function, and life satisfaction that define an acceptable quality of life for 
that individual. 

• The resident’s care preferences reflect desires, wishes, inclinations, or choices for 
care. Preferences do not have to appear logical or rational to the clinician. 
Similarly, preferences are not necessarily informed by facts or scientific 
knowledge and may not be consistent with “good judgment.” 

• It is really a matter of resident choice. When rejection/decline of care is first 
identified, the team then investigates and determines the rejection/decline of 
care is really a matter of resident’s choice. Education is provided and the 
resident’s choices become part of the plan of care. On future assessments, this 
behavior would not be coded in this item.  

• A resident might reject/decline care because the care conflicts with his or her 
preferences and goals. In such cases, care rejection behavior is not considered a 
problem that warrants treatment to modify or eliminate the behavior. 

E0800: Rejection of Care

• A resident’s rejection of care might be caused by an underlying 
neuropsychiatric, medical, or dental problem. This can interfere with 
needed care that is consistent with the resident’s preferences or 
established care goals. In such cases, care rejection behavior may be a 
problem that requires assessment and intervention. 

• Care rejection may be manifested by verbally declining, statements of 
refusal, or through physical behaviors that convey aversion to, result 
in avoidance of, or interfere with the receipt of care.
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Care Area Assessments

The RAI Process

• The RAI-related processes help staff identify key information about residents 
as a basis for identifying resident-specific issues and objectives. 

• In accordance with 42 CFR 483.21(b) 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 comprehensive assessment. 

• The services that are to be furnished to attain or maintain the resident’s 
highest practicable physical, mental, and psychosocial well-being and any 
services that would otherwise be required but are not provided due to the 
resident’s exercise of rights including the right to refuse treatment.
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MDS is a Starting Point

• The information in the MDS constitutes the core of the required CMS-
specified Resident Assessment Instrument (RAI). 

• Based on assessing the resident, the MDS identifies actual or potential areas 
of concern. 

• The remainder of the RAI process supports the further assessment of these 
triggered areas of concern in order to identify, to the extent possible, 
whether the findings represent a problem or risk requiring further 
intervention, as well as the causes and risk factors related to the triggered 
care area under assessment. 

• These conclusions then provide the basis for developing an individualized 
care plan for each resident.

The CAA Process Framework

• The CAA process provides a framework for guiding the review of 
triggered areas, and clarification of a resident’s functional status and 
related causes of impairments. 

• It also provides a basis for additional assessment of potential issues, 
including related risk factors. 

• The assessment of the causes and contributing factors gives the 
interdisciplinary team (IDT) additional information to help them 
develop a comprehensive plan of care

49

50



6/30/2021

26

The CAA Process Framework

• When implemented properly, the CAA process should help staff:  
• Consider each resident as a whole, with unique characteristics and strengths 

that affect his or her capacity to function; 

• Identify areas of concern that may warrant interventions;  

• Develop, to the extent possible, interventions to help improve, stabilize, or 
prevent decline in physical, functional, and psychosocial well-being, in the 
context of the resident’s condition, choices, and preferences for 
interventions; and  

• Address the need and desire for other important considerations, such as 
advanced care planning and palliative care; e.g., symptom relief and pain 
management

What are Care Area Assessments?

• To help nursing facilities apply assessment data collected on the MDS, 
Care Area Assessments (CAAs) are triggered by responses to items 
coded on the MDS specific to a resident’s possible problems, needs or 
strengths. 

• The CAAs reflect conditions, symptoms, and other areas of concern 
that are common in nursing home residents and are commonly 
identified or suggested by MDS findings. 

• Interpreting and addressing the care areas identified by the CATs is 
the basis of the Care Area Assessment process, and can help provide 
additional information for the development of an individualized care 
plan.
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The Care Areas

1. Delirium

2. Cognitive Loss/Dementia
3. Visual Function

4. Communication

5. ADL Functional/Rehab Potential
6. Urinary Incontinence/Catheter

7. Psychosocial Wellbeing

8. Mood State
9. Behavioral Symptoms

10. Activities

• 11.  Falls

• 12.  Nutritional Status
• 13.  Feeding Tube

• 14.  Dehydration/Fluid 
Maintenance

• 15.  Dental Care
• 16.  Pressure Ulcer

• 17.  Psychotropic Drug Use

• 18.  Physical Restraints
• 19.  Pain

• 20.  Return to Community Referral

The Care Area Assessment Process

• The CAA process refers to identifying and clarifying areas of concern 
that are triggered based on how specific MDS items are coded on the 
MDS. 

• The process focuses on evaluating these triggered care areas using 
the CAAs, but does not provide exact detail on how to select 
pertinent interventions for care planning. 

• Interventions must be individualized and based on applying effective 
problem solving and decision making approaches to all of the 
information available for each resident.
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The Care Area Assessment Process

• Care Area Triggers (CATs) identify conditions that may require further 
evaluation because they may have an impact on specific issues and/or 
conditions, or the risk of issues and/or conditions for the resident. 

• Each triggered item must be assessed further through the use of the 
CAA process to facilitate care plan decision making, but it may or may 
not represent a condition that should or will be addressed in the care 
plan. 

• The significance and causes of any given trigger may vary for different 
residents or in different situations for the same resident. 

• Different CATs may have common causes, or various items associated 
with several CATs may be connected.

The Care Area Assessment Process

• CATs provide a “flag” for the IDT members, indicating that the triggered care area 
needs to be assessed more completely prior to making care planning decisions.

• Further assessment of a triggered care area may identify causes, risk factors, and 
complications associated with the care area condition. 

• The plan of care then addresses these factors with the goal of promoting the 
resident’s highest practicable level of functioning: 
• (1) improvement where possible or 
• (2) maintenance and prevention of avoidable declines. 

• A risk factor increases the chances of having a negative outcome or complication. 
For example, impaired bed mobility may increase the risk of getting a pressure 
ulcer/injury. In this example, impaired bed mobility is the risk factor, unrelieved 
pressure is the effect of the compromised bed mobility, and the potential pressure 
ulcer is the complication.
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The Care Area Assessment Process

• A care area issue/condition (e.g., falls) may result from 
• a single underlying cause (e.g., administration of a new medication that 

causes dizziness) or 

• from a combination of multiple factors (e.g., new medication, resident forgot 
walker, bed too high or too low, etc.). 

• There can also be a single cause of multiple triggers and impairments. 
For example, hypothyroidism is an example of a common, potentially 
reversible medical condition that can have diverse physical, 
functional, and psychosocial complications. (see next slide)

The Care Area Assessment Process

• Thus, if a resident has hypothyroidism, it is possible that the MDS 
might trigger any or several of the following CAAs depending on 
whether or not the hypothyroidism is controlled, there is an acute 
exacerbation, etc.: 
• Delirium Cognitive Loss/Dementia, Visual Function, Communication, ADL 

Functional/Rehabilitation, Urinary Incontinence, Psychosocial Well-Being, 
Mood State, Behavior Symptoms, Activities, Falls, Nutritional Status, 
Dehydration, Psychotropic Medication Use, and Pain. 

• Even if the MDS does not trigger a particular care area, the facility can 
use the CAA process and resources at any time to further assess the 
resident.
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The Care Area Assessment Process

• Recognizing the connection among these symptoms and treating the 
underlying cause(s) to the extent possible, can help address complications 
and improve the resident’s outcome. 

• Conversely, failing to recognize the links and instead trying to address the 
triggers or MDS findings in isolation may have little if any benefit for the 
resident with hypothyroidism or other complex or mixed causes of 
impaired behavior, cognition, and mood.

• The RAI is not intended to provide diagnostic advice, nor is it intended to 
specify which triggered areas may be related to one another or and how 
those problems relate to underlying causes. It is up to the IDT, including the 
resident’s physician, to determine these connections and underlying causes 
as they assess the triggered care areas and any other areas pertinent to the 
individual resident.

The Care Area Assessment Process

• Not all triggers identify deficits or problems. Some triggers indicate 
areas of resident strengths, and can suggest possible approaches to 
improve a resident’s functioning or minimize decline. 

• For example, MDS item responses indicate the “resident believes he 
or she is capable of increased independence in at least some ADLs” 
(Item G0900A) may focus the assessment and care plan on functional 
areas most important to the resident or on the area with the greatest 
potential for improvement.
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The Care Area Assessment Process

• The CAA process may help the IDT: 
• Identify and address associated causes and effects; 

• Determine whether and how multiple triggered conditions are related; 

• Identify a need to obtain additional medical, functional, psychosocial, 
financial, or other information about a resident’s condition that may be 
obtained from sources such as the resident, the resident’s family or other 
responsible party, the attending physician, direct care staff, rehabilitative staff, 
or that requires laboratory and diagnostic tests; 

• Identify whether and how a triggered condition actually affects the resident’s 
function and quality of life, or whether the resident is at particular risk of 
developing the conditions; (Continued on next slide)

The Care Area Assessment Process

• The CAA process may help the IDT: 
• Review the resident’s situation with a health care practitioner (e.g., attending 

physician, medical director, or nurse practitioner), to try to identify links 
among causes and between causes and consequences, and to identify 
pertinent tests, consultations, and interventions; 

• Determine whether a resident could potentially benefit from rehabilitative 
interventions; 

• Begin to develop an individualized care plan with measurable objectives and 
timetables to meet a resident’s medical, functional, mental and psychosocial 
needs as identified through the comprehensive assessment.
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Assigning Responsibility for Completing the 
MDS and CAAs
• Per the OBRA statute, the resident’s assessment must be conducted or 

coordinated by a registered nurse (RN) with the appropriate participation 
of health professionals.

• It is common practice for facilities to assign specific MDS items or 
portion(s) of items (and subsequently CAAs associated with those items) to 
those of various disciplines

• The proper assessment and management of CAAs that are triggered for a 
given resident may involve aspects of diagnosis and treatment selection 
that exceed the scope of training or practice of any one discipline involved 
in the care

• It is the facility’s responsibility to obtain the input that is needed for clinical 
decision making (e.g., identifying causes and selecting interventions) that is 
consistent with relevant clinical standards of practice. 

CAA Documentation

• CAA documentation helps to explain the basis for the care plan by 
showing how the IDT determined that the underlying causes, 
contributing factors, and risk factors were related to the care area 
condition for a specific resident; 
• for example, the documentation should indicate the basis for these decisions, 

why the finding(s) require(s) an intervention, and the rationale(s) for selecting 
specific interventions. 

• Based on the review of the comprehensive assessment, the IDT and 
the resident and/or the resident’s representative determine the areas 
that require care plan intervention(s) and develop, revise, or continue 
the individualized care plan.

63

64



6/30/2021

33

CAA Documentation

• Required documentation:

• Relevant documentation for each triggered CAA describes: 
• Causes and contributing factors; 
• The nature of the issue or condition (may include presence or lack 

of objective data and subjective complaints). In other words, what 
exactly is the issue/problem for this resident and why is it a 
problem; 

• Complications affecting or caused by the care area for this 
resident; 

• Risk factors related to the presence of the condition that affects 
the staff’s decision to proceed to care planning;

CAA Documentation

• Required documentation (continued)

• Factors that must be considered in developing individualized care 
plan interventions, including the decision to care plan or not to 
care plan various findings for the individual resident; 

• The need for additional evaluation by the attending physician and 
other health professionals, as appropriate; 

• The resource(s), or assessment tool(s) used for decision-making, 
and conclusions that arose from performing the CAA; 

• Completion of Section V (CAA Summary; see Chapter 3 for coding 
instructions) of the MDS.
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CAA Documentation

• Written documentation of the CAA findings and decision making 
process may appear anywhere in a resident’s record; for example, in 
discipline-specific flow sheets, progress notes, the care plan summary 
notes, a CAA summary narrative, etc. 

• If it is not clear that a facility’s documentation provides this 
information, surveyors may ask facility staff to provide such evidence.

• facilities are responsible for assessing and addressing all care issues 
that are relevant to individual residents, regardless of whether or not 
they are covered by the RAI (42 CFR 483.20(b)), including monitoring 
each resident’s condition and responding with appropriate 
interventions.

CAA Documentation

• By themselves, neither the MDS nor the CAA process provide 
sufficient information to determine if the findings from the MDS are 
problematic or merely incidental, or if there are multiple causes of a 
single trigger or multiple triggers related to one or several causes. 

• Although a detailed history is often essential to correctly identify and 
address causes of symptoms, the RAI was not designed to capture a 
history (chronology) of a resident’s symptoms and impairments. Thus, 
it can potentially be misleading or problematic to care plan individual 
MDS findings or CAAs without any additional thought or investigation. 
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CAA Documentation

• The RAI does not constitute the entire assessment that may be 
needed to address issues and manage the care of individual residents.

• The MDS may not trigger every relevant issue 

• Not all triggers are clinically significant 

• The MDS is not a diagnostic tool or treatment selection guide 

• The MDS does not identify causation or history of problems

Care Planning
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The Comprehensive Care Plan

• As required at 42 CFR 483.21(b), the comprehensive care plan is an 
interdisciplinary communication tool. 

• It must include measurable objectives and time frames and must 
describe the services that are to be furnished to attain or maintain 
the resident’s highest practicable physical, mental, and psychosocial 
well-being. 

• The care plan must be reviewed and revised periodically, and the 
services provided or arranged must be consistent with each resident’s 
written plan of care.

The Comprehensive Care Plan

• Good assessment is the starting point for good clinical problem 
solving and decision making and ultimately for the creation of a 
sound care plan. 

• The CAAs provide a link between the MDS and care planning. 

• The care plan should be revised on an ongoing basis to reflect 
changes in the resident and the care that the resident is receiving (see 
42 CFR 483.21(b), Comprehensive Care Plans). 

• The regulation does not specify a care plan structure or format.
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Care Plans

• A well developed and executed assessment and care plan: 
• Looks at each resident as a whole human being with unique 

characteristics and strengths; 
• Views the resident in distinct functional areas for the purpose of 

gaining knowledge about the resident’s functional status (MDS); 
• Gives the IDT a common understanding of the resident; 
• Re-groups the information gathered to identify possible issues 

and/or conditions that the resident may have (i.e., triggers); 
• Provides additional clarity of potential issues and/or conditions by 

looking at possible causes and risks (CAA process); (continued on 
next slide)

Care Plans
• A well developed and executed assessment and care plan (continued): 

• Develops and implements an interdisciplinary care plan based on the 
assessment information gathered throughout the RAI process, with 
necessary monitoring and follow-up; 

• Reflects the resident’s/resident representative’s input, goals, and desired 
outcomes; 

• Provides information regarding how the causes and risks associated with 
issues and/or conditions can be addressed to provide for a resident’s 
highest practicable level of wellbeing (care planning); 

• Re-evaluates the resident’s status at prescribed intervals (i.e., quarterly, 
annually, or if a significant change in status occurs) using the RAI and then 
modifies the individualized care plan as appropriate and necessary.
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Care Plans

• The overall care plan should be oriented towards: 
• 1. Assisting the resident in achieving his/her goals. 
• 2. Individualized interventions that honor the resident’s preferences. 
• 3. Addressing ways to try to preserve and build upon resident strengths. 
• 4. Preventing avoidable declines in functioning or functional levels or otherwise 

clarifying why another goal takes precedence (e.g., palliative approaches in end 
of life situation). 

• 5. Managing risk factors to the extent possible or indicating the limits of such 
interventions. 

• 6. Applying current standards of practice in the care planning process. 
• 7. Evaluating treatment of measurable objectives, timetables and outcomes of 

care.

Care Plans

• The overall care plan should be oriented towards (continued):
• 8. Respecting the resident’s right to decline treatment. 

• 9. Offering alternative treatments, as applicable.

• 10. Using an interdisciplinary approach to care plan development to improve 
the resident’s abilities. 

• 11. Involving resident, resident’s family and other resident representatives as 
appropriate. 

• 12. Assessing and planning for care to meet the resident’s goals, preferences, 
and medical, nursing, mental and psychosocial needs. 

• 13. Involving direct care staff with the care planning process relating to the 
resident’s preferences, needs, and expected outcomes.

75

76



6/30/2021

39

Care Planning Tips and Clarifications

• Care Plan goals should be measurable. The IDT may agree on intermediate 
goal(s) that will lead to outcome objectives. Intermediate goal(s) and 
objectives must be pertinent to the resident’s goals, preferences, 
condition, and situation (i.e., not just automatically applied without regard 
for their individual relevance), measurable, and have a time frame for 
completion or evaluation.

• Care plan goal statements should include the subject (first or third person), 
the verb, the modifiers, the time frame, and the goal(s).

• The resident’s care plan must be reviewed after each assessment, as 
required by §483.20, except discharge assessments, and revised based on 
changing goals, preferences and needs of the resident and in response to 
current interventions.

Care Planning Tips and Clarifications

• A separate care plan is not necessarily required for each area that 
triggers a CAA. Since a single trigger can have multiple causes and 
contributing factors and multiple items can have a common cause or 
related risk factors, it is acceptable and may sometimes be more 
appropriate to address multiple issues within a single care plan 
segment or to cross reference related interventions from several care 
plan segments. 
• For example, if impaired ADL function, mood state, falls and altered 

nutritional status are all determined to be caused by an infection and 
medication-related adverse consequences, it may be appropriate to have a 
single care plan that addresses these issues in relation to the common causes.
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Care Planning Tips and Clarifications

• Residents’ preferences and goals may change throughout their stay, 
so facilities should have ongoing discussions with the resident and 
resident representative, if applicable, so that changes can be reflected 
in the comprehensive care plan.

• Review of the CAAs after completing the MDS may raise questions 
about the need to modify or continue services. Conditions that 
originally triggered the CAA may no longer be present because they 
resolved, or consideration of alternative causes may be necessary 
because the initial approach to an issue, risk, or condition did not 
work or was not fully implemented

Care Planning Tips and Clarifications

• On the Annual assessment, if a resident triggers the same CAA(s) that 
triggered on the last comprehensive assessment, the CAA should be 
reviewed again. 

• Even if the CAA is triggered for the same reason (no difference in MDS 
responses), there may be a new or changed related event identified 
during CAA review that might call for a revision to the resident’s plan 
of care. 

• The IDT with the input of the resident, family or resident’s 
representative determines when a problem or potential problem 
needs to be addressed in the care plan.
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Baseline Care Plans

§483.21(a) Baseline Care Plans

• Not discussed in the RAI Manual, but also a regulatory 
requirement

• Developed with 48 hours of admission 

• Must include the minimum healthcare information necessary 
to properly care for a resident including, but not limited to—

▪ Initial goals based on admission orders 

▪ Physician orders, dietary orders, therapy services, social services 
and PASARR (if applicable)
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§483.21(a) Baseline Care Plans

• A written summary must be delivered to the resident 
and the representative, if applicable by completion of 
the comprehensive care plan

• Must be in a language and worded in a manner that can 
be understood by the resident and/or representative. 
The summary must include:
• Initial goals for the resident

• Summary of medications and dietary instructions

• List of services and treatment to be administered by 
personnel of the facility /on the facility’s behalf

• Notification of updated information based on the details 
of the comprehensive care plans as necessary
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