2.7 The Care Area Assessment CAA Process and Care Plan
Completion

Federal statute and regulations require nursing homes to conduct initial and periodic assessments for all
their residents. The assessment information is used to develop, review, and revise the resident’s plans
of care that will be used to provide services to attain or maintain the resident’s highest practicable
physical, mental, and psychosocial well-being.

The RAI process, which includes the Federally mandated MDS, is the basis for an accurate assessment
of nursing home residents. The MDS information and the CAA process provide the foundation upon
which the care plan is formulated. There are 20 problem-oriented CAAs, each of which includes MDS-
based “trigger” conditions that signal the need for additional assessment and review of the triggered
care area. Detailed information regarding each care area and the CAA process, including definitions and
triggers, appear in Chapter 4 of this manual. Chapter 4 also contains detailed information on care
planning development utilizing the RAlI and CAA process.

CAA(s) Completion

* |srequired for OBRA-required comprehensive assessments. They are not required for non-
comprehensive assessments, PPS assessments, Discharge assessments, or Tracking records.

e After completing the MDS portion of the comprehensive assessment, the next step is to further
identify and evaluate the resident’s strengths, problems, and needs through use of the CAA
process (described in detail in Chapter 3, Section V, and Chapter 4 of this manual) and through
further investigation of any resident-specific issues not addressed in the RAI/CAA process.

* The CAA(s) completion date (item V0200B2) must be either later than or the same date as the
MDS completion date (item Z0O500B). In no event should either date be later than the
established time frames as described in Section 2.6.

* Itisimportant to note that for an Admission assessment, the resident enters the nursing home
with a set of physician-based treatment orders. Nursing home staff should review these orders
and begin to assess the resident and to identify potential care issues/ problems. Within 48
hours of admission to the facility, the facility must develop and implement a Baseline Care Plan
for the resident that includes the instructions needed to provide effective and person-centered
care of the resident that meets professional standards of care (42 CFR §483.21(a)). In many
cases, interventions to meet the resident’s needs will already have been implemented to
address priority issues prior to completion of the final care plan. At this time, many of the
resident’s problems in the 20 care areas will have been identified, causes will have been
considered, and a baseline care plan initiated. However, a final CAA(s) review and associated
documentation are still required no later than the 14" calendar day of admission (admission
date plus 13 calendar days).

¢ Detailed information regarding each CAA and the CAA process appears in Chapter 4 of this
manual.

Care Plan Completion



* Care plan completion based on the CAA process is required for OBRA-required comprehensive
assessments. It is not required for non-comprehensive assessments
(Quarterly, SCQA), PPS assessments, Discharge assessments, or Tracking records.
However, 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.

e After completing the MDS and CAA portions of the comprehensive assessment, the next step is
to evaluate the information gained through both assessment processes in order to identify
problems, causes, contributing factors, and risk factors related to the problems. Subsequently,
the IDT must evaluate the information gained to develop a care plan that addresses those
findings in the context of the resident’s goals, preferences, strengths, problems, and needs
(described in detail in Chapter 4 of this manual).

e The care plan completion date (item V0200C2) must be either later than or the same date as
the CAA completion date (item V0200B2), but no later than 7 calendar days after the CAA
completion date. The MDS completion date (item Z0500B) must be earlier than or the same
date as the care plan completion date. In no event should either date be later than the
established time frames as described in Section 2.6.

* For Annual assessments, SCSAs, and SCPAs, the process is basically the same as that described
with an Admission assessment. In these cases, however, the care plan will already be in place.
Review of the CAA(s) when the MDS is complete for these assessment types should raise
questions about the need to modify or continue services and result in either the continuance or
revision of the existing care plan. A new care plan does not need to be developed after each
Annual assessment, SCSA, or SCPA.

* 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.

Detailed information regarding the care planning process appears in Chapter 4 of this manual.
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