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 CAA:s, 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. !

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.
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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;

e 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.



