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Table 1. Care Area Assessments in the Resident Assessment Instrument, Version 3.0 

 1. Delirium  2. Cognitive Loss/Dementia 

 3. Visual Function  4. Communication 

 5. Activity of Daily Living (ADL) Functional / 
Rehabilitation Potential 

 6. Urinary Incontinence and 
Indwelling Catheter 

 7. Psychosocial Well-Being  8. Mood State 

 9. Behavioral Symptoms  10. Activities 

 11. Falls  12. Nutritional Status 

 13. Feeding Tubes  14. Dehydration/Fluid Maintenance 

 15. Dental Care  16. Pressure Ulcer/Injury 

 17. Psychotropic Medication Use  18. Physical Restraints 

 19. Pain  20. Return to Community Referral 

The CAA process does not mandate any specific tool for completing the further assessment of 
the triggered areas, nor does it provide any specific guidance on how to understand or interpret 
the triggered areas. Instead, facilities are instructed to identify and use tools that are current and 
grounded in current clinical standards of practice, such as evidence-based or expert-endorsed 
research, clinical practice guidelines, and resources. When applying these evidence-based 
resources to practice, the use of sound clinical problem solving and decision making (often called 
“critical thinking”) skills is imperative. 

By statute, the RAI must be completed within 14 days of admission. As an integral part of the 
RAI, CAAs must be completed and documented within the same time frame. While a workup 
cannot always be completed within 14 days, it is expected that nursing homes will assess resident 
needs, plan care and implement interventions in a timely manner. 

CAAs are not required for Medicare PPS assessments. They are required only for OBRA 
comprehensive assessments (Admission, Annual, Significant Change in Status, or 
Significant Correction of a Prior Comprehensive). However, when a Medicare PPS 
assessment is combined with an OBRA comprehensive assessment, the CAAs must be 
completed in order to meet the requirements of the OBRA comprehensive assessment. 

4.4 What Does the CAA Process Involve? 
Facilities use the findings from the comprehensive assessment to develop an individualized care 
plan to meet each resident’s needs (42 CFR 483.20(d)). The CAA process discussed in this 
manual 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   
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effective problem solving and decision making approaches to all of the information available for 
each resident. 

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. 

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. 

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. 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 (#1), Cognitive 
Loss/Dementia (#2), Visual Function (#3), Communication (#4), ADL Functional/Rehabilitation 
(#5), Urinary Incontinence (#6), Psychosocial Well-Being (#7), Mood State (#8), Behavior 
Symptoms (#9), Activities (#10), Falls (#11), Nutritional Status (#12), Dehydration (#14), 
Psychotropic Medication Use (#17), and Pain (#19). 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. 

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. 

For example, it is necessary to assess a resident’s orientation and recall in order to complete 
portions of the MDS that relate to cognitive patterns (Section C) and to obtain a resident’s weight 
and identify their food intake in order to complete MDS items related to nutritional status 
(Section K). A positive finding in Section C may trigger one or several CAAs, including 
Delirium (#1), Cognitive Loss/Dementia (#2), and ADL Functional/Rehabilitation Potential (#5).   
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Additional evaluation is then required to identify whether the resident has delirium, dementia, or 
both; how current symptoms and patterns compare to their usual or previous baseline, whether 
potentially reversible causes are present, what else might be needed to identify underlying causes 
(including medical diagnoses and history), and what symptomatic and cause-specific 
interventions are appropriate for the resident. If the Nutritional Status (#12) CAA also triggered, 
due to weight loss and the resident being found to have delirium, then it is possible that both 
findings could have a common cause (e.g., an infection or medication side effects), that delirium 
resulted in impaired nutritional status, or that impaired nutritional status led to delirium, or still 
other possibilities. Thus, identifying the sequence of events is essential to understanding causes 
and choosing appropriate interventions. 

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. 

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, Section F identifies the resident’s preferences for customary routine and activities and 
Section Q captures information about the resident’s desire to talk to someone about the 
possibility of leaving this facility and returning to live and receive services in the community. 
These and other MDS items can help focus the assessment and care plan on what is most 
important to the resident and areas with the greatest potential for functional improvement. 

In addition to identifying causes and risk factors that contribute to the resident’s care area issues 
or conditions, 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; 

• 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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4.5 Other Considerations Regarding Use of the CAAs 
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 (e.g., the dietitian completes the Nutritional Status and Feeding 
Tube CAAs, if triggered). 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 (for example, identifying 
specific medical conditions or medication side effects that cause anorexia leading to a resident’s 
weight loss). 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. For example, a physician may need to get a more detailed 
history or perform a physical examination in order to establish or confirm a diagnosis and/or 
related complications. 

Identifying policies and practices related to the assessment and care planning processes. 
Under the OBRA regulations, 42 CFR 483.70(h)(1) identifies the medical director as being 
responsible for overseeing the “implementation of resident care policies” in each facility, “and 
the coordination of medical care in the facility.” Therefore, it is recommended that the facility’s 
IDT members collaborate with the medical director to identify current evidence-based or expert- 
endorsed resources and standards of practice that they will use for the expanded assessments and 
analyses that may be needed to adequately address triggered areas. The facility should be able to 
provide surveyors the resources that they have used upon request as part of the survey review 
process.1 

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. 

• 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;   

 
1  In Appendix C, CMS has provided CAA resources that facilities may choose to use but that are neither 

mandatory nor endorsed by the government. Please note that Appendix C does not provide an all-inclusive list. 


