1.1 Overview

The purpose of this manual is to offer clear guidance about how to use the Resident Assessment
Instrument (RAI) correctly and effectively to help provide appropriate care. Providing care to
residents with post-hospital and long-term care needs is complex and challenging work. Clinical
competence, observational, interviewing and critical thinking skills, and assessment expertise
from all disciplines are required to develop individualized care plans. The RAI helps nursing
home staff gather definitive information on a resident’s strengths and needs, which must be
addressed in an individualized care plan. It also assists staff with evaluating goal achievement
and revising care plans accordingly by enabling the nursing home to track changes in the
resident’s status. As the process of problem identification is integrated with sound clinical
interventions, the care plan becomes each resident’s unique path toward achieving or maintaining
their highest practical level of well-being.

The RAI helps nursing home staff look at residents holistically—as individuals for whom quality
of life and quality of care are mutually significant and necessary. Interdisciplinary use of the RAI
promotes this emphasis on quality of care and quality of life. Nursing homes have found that
involving disciplines such as dietary, social work, physical therapy, occupational therapy, speech
language pathology, pharmacy, and activities/recreational therapy in the RAI process has
fostered a more holistic approach to resident care and strengthened team communication. This
interdisciplinary process also helps to support the spheres of influence on the resident’s
experience of care, including: workplace practices, the nursing home’s cultural and physical
environment, staff satisfaction, clinical and care practice delivery, shared leadership, family and
community relationships, and Federal/State/local government regulations. !

Persons generally enter a nursing home because of problems with functional status caused by
physical deterioration, cognitive decline, the onset or exacerbation of an acute illness or
condition, or other related factors. Sometimes, the individual’s ability to manage independently
has been limited to the extent that skilled nursing, medical treatment, and/or rehabilitation is
needed for the resident to maintain and/or restore function or to live safely from day to day.
While there are often unavoidable declines, particularly in the last stages of life, all necessary
resources and disciplines must be used to ensure that residents achieve the highest level of
functioning possible (quality of care) and maintain their sense of individuality (quality of life).
This is true for both long-term residents and residents in a rehabilitative program anticipating
return to their previous environment or another environment of their choice.

' Healthcentric Advisors: The Holistic Approach to Transformational Change (HATCh™). CMS NH QIOSC Contract.
Providence, RI. 2006.
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