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CHAPTER 4: CARE AREA ASSESSMENT (CAA) 
PROCESS AND CARE PLANNING 

4.1 Background and Rationale 
The Omnibus Budget Reconciliation Act of 1987 (OBRA 1987) mandated that nursing facilities 
provide necessary care and services to help each resident attain or maintain the highest 
practicable well-being. Facilities must ensure that residents improve when possible and do not 
deteriorate unless the resident’s clinical condition demonstrates that the decline was unavoidable. 

Regulations require facilities to complete, at a minimum and at regular intervals, a 
comprehensive, standardized assessment of each resident’s functional capacity and needs, in 
relation to a number of specified areas (e.g., customary routine, vision, and continence). The 
results of the assessment, which must accurately reflect the resident’s status and needs, are to be 
used to develop, review, and revise each resident’s comprehensive plan of care. 

This chapter provides information about the Care Area Assessments (CAAs), Care Area Triggers 
(CATs), and the process for care plan development for nursing home residents. 

4.2 Overview of the Resident Assessment Instrument (RAI) 
and Care Area Assessments (CAAs) 

 

As discussed in Chapter 1, the updated Resident Assessment Instrument (RAI) consists of three 
basic components: 1) the Minimum Data Set (MDS) Version 3.0, 2) the Care Area Assessment 
(CAA) process, and 3) the RAI Utilization Guidelines. 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. 

The MDS is a starting point. The Minimum Data Set (MDS) is a standardized instrument used 
to assess nursing home residents. It is a collection of basic physical (e.g., medical conditions, 
mood, and vision), functional (e.g., activities of daily living, behavior), and psychosocial (e.g., 
preferences, goals, and interests) information about residents. For example, assessing a resident’s 
orientation and recall helps staff complete portions of the MDS that relate to cognition (Section 
C), and weighing a resident and identifying their food intake helps staff complete portions 
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of the MDS related to nutritional status (Section K). When it is completed, the MDS provides a 
foundation for a more thorough assessment and the development of an individualized care plan. 
The MDS 3.0 manual explains in detail how to complete the MDS. 

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 efforts of nursing 
home staff, health professionals, and practitioners to further assess 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. 

When implemented properly, the CAA process should help staff: 

• Consider each resident as a whole, with unique characteristics and strengths that affect 
their 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. 

4.3 What Are the Care Area Assessments (CAAs)? 
The completed MDS must be analyzed and combined with other relevant information to develop 
an individualized care plan. To help nursing facilities apply assessment data collected on the 
MDS, Care Area Assessments (CAAs) are triggered responses to items coded on the MDS 
specific to a resident’s possible problems, needs or strengths. Specific “CAT logic” for each care 
area is identified under section 4.10 (The Twenty Care Areas). 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.   


