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• 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. 

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. Nursing homes should use a format that 
provides the information as outlined in this manual and the State Operations Manual (SOM). 

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

Use the “Location and Date of CAA Documentation” column on the CAA Summary (Section V 
of the MDS 3.0) to note where the CAA information and decision making documentation can be 
found in the resident’s record. Also indicate in the column “Care Planning Decision” whether the 
triggered care area is addressed in the care plan. 

4.6 When Is the RAI Not Enough? 
Federal requirements support a nursing home’s ongoing responsibility to assess residents. The 
Quality of Care regulation requires that “each resident must receive and the facility must provide 
the necessary 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” (42 
CFR 483.25). 

Services provided or arranged by the nursing home must also meet professional standards of 
quality. Per 42 CFR 483.70(b), the facility must operate and provide services in compliance with 
all applicable Federal, State, and local laws, regulations, and codes, and with accepted 
professional standards and principles that apply to professionals providing services in such a 
facility. Furthermore, surveyor guidance within OBRA (e.g., 42 CFR 483.25(b)(1) Pressure 
Ulcers and 42 CFR 483.45(d) Unnecessary Medications) identifies additional elements of 
assessment and care related to specific issues and/or conditions that are consistent with 
professional standards. 

Therefore, 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. 

Limitations of the RAI-related instruments. The RAI provides tools related to assessment 
including substantial detail for completing the MDS, how CATs are triggered, and a framework 
for the CAA process. However, the process of completing the MDS and related portions of the   
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RAI does not constitute the entire assessment that may be needed to address issues and manage 
the care of individual residents. 

Neither the MDS nor the remainder of the RAI includes all of the steps, relevant factors, 
analyses, or conclusions needed for clinical problem solving and decision making for the care of 
nursing home residents. 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. 

• 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 

Although facilities have the latitude to choose approaches to the CAA process, compliance with 
various OBRA requirements can be enhanced by using additional relevant clinical problem 
solving and decision making processes to analyze and address MDS findings and CAAs. Table 2 
provides a framework for a more complete approach to clinical problem solving and decision 
making essential to the appropriate care of individuals with multiple and/or complex illnesses 
and impairments. 

4.7 The RAI and Care Planning 
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. Refer to 42 CFR 483.20(d), which notes that a nursing home must maintain 
all resident assessments completed within the previous 15 months in the resident’s active record 
and use the results of the assessments to develop, review, and revise the resident’s comprehensive 
plan of care. Regulatory requirements related to care planning in nursing homes are located at 42 
CFR 483.20(b)(1) and (2) and are specified in the interpretive guidelines (F tags) in Appendix PP 
of the State Operations Manual (SOM). The SOM can be found at: 
https://www.cms.gov/regulations-and-guidance/guidance/manuals/internet-only-manuals-ioms-
items/cms1201984. 

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). This Chapter does not specify a care plan structure or format.   
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