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Minimum Data Set (MDS) 3.0

Instructor Guide

Section V
Care Area Assessment
(CAA) Summary

Objectives

State the purpose of Section V Care Area Assessment
(CAA) Summary.

List prior assessment data required for Section V.

Describe how to document Care Area Assessments for
Section V.

Code Section V correctly and accurately.

State the purpose of Chapter 4 of the RAI Manual.
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Section V Care Area Assessment (CAA) Summary

Methodology

This lesson consists of a lecture.

Training Resources

Instructor Guide

Slides 1 to 39

Instructor Preparation
Review the Instructor Guide.
Review learning objectives for the lesson.

Rehearse with slide presentation.
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Section V Care Area Assessment (CAA) Summary

ﬁ S9]10N ﬁ

SLIDES INSTRUCTIONAL GUIDANCE
& Instructor Notes
(%]
% Direct participants to turn to Section V in the MDS 3.0 instrument.
z
E Instructor Notes
[. Introduction/ Objectives
A. The MDS does not constitute a
! comprehensive assessment.
Section V : ,
B. Itis a preliminary assessment to
identify potential resident problems,
Care Area Assessment strengths, and preferences.
(CAA) Summary C. This section assembles scores and
provides Care Area Assessment
Summaries to provide a holding
place for these preliminary results.
Slide 1
Objectives / D. Objectives

State the purpose of Section V

* State the purpose of Section V' Care Area Care Area Assessment (CAA)
Assessment ([LAA) Summary
Summary.

»  Lislpnor assessment dala requined for Sechon V
+ Describe how lo documen] Cane Area - List prior assessment data
Assessments for Section V . .
required for Section V.

« Code Sechon V cormectly and accuralsly

» Siale the pupose of Chapler 4 of the RAIManual . Describe how to document Care
Area Assessments for Section V.
Y B AABETIY bV sem 1 -'\é - Code Section V correctly and
Slide 2 accurately.

State the purpose of Chapter 4 of
the RAI Manual.

Centers for Medicare & Medicaid Services June 2010 IGV-5



Minimum Data Set (MDS) 3.0

SLIDES

Overview of Care Area
Assessment (CAA)

Slide 3

Care Area Assessment (CAA) /
7

+ MDS does not constitute a
comprehensive assessment.

+ CAAs provide fora more comprehensive
assessment.

+ CAA process provides further
assassmentoftriggered care areas.

!
Mo Dlla e DT 3.2 Briliwa ¥ Jussr B " \%

Slide 4

CAA Purpose and Goals /

» Purpose 1o dnve the developmant of an
indnvidualized care plan forthe resident

» (Goals

o Promate the highest practicabie level of funclioning
far aresident theough an assasement af inggered cam
arpas from b WMOS

o Detemmine if thede 13 & problam and wnderstand e
causes cantributing Tactors

« Triggered care areas form a criical link between
MDS and care planning decisions

cAars | Jé
Wi Dela BADTAE  Desbien¥  Juse 00 (I

Slide 5

INSTRUCTIONAL GUIDANCE

[I. Overview of Care Area
Assessment (CAA)

A. The CAA process provides:

1. Starting point for guiding the
review and clarification of a
resident’s functional status and
related causes of impairments.

2. Basis for additional assessment
of potential issues, including
related risk factors.

3. Interdisciplinary team (IDT) a
baseline of clinical information
to help them develop a
comprehensive plan of care.

B. Care Area Assessment (CAA)

1. MDS does not constitute a
comprehensive assessment.

2. CAA:s provide for a more
comprehensive assessment.

3. CAA process further assesses
triggered care areas and guides
staff to look for causal or
confounding factors, some of
which may be reversible.

C. CAA Purpose and Goals

1. Purpose: to drive the
development of an individualized
care plan.

Goals:

3. Promote the highest practicable
level of functioning for a resident
through an assessment of
triggered care areas from the
MDS.

4. Determine if there is a problem
and understand the causes /
contributing factors.

IGV-6 June 2010
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Section V Care Area Assessment (CAA) Summary

SLIDES INSTRUCTIONAL GUIDANCE

5. Assessed triggered care areas
form a critical link between
MDS and care planning

decisions.
CAAs and RAPs / D. CAAs and RAPs
1. CAAs (MDS 3.0) replace RAPs
» CAAS (MDS 30) replace RAPs (MDS 2.0 (|\/| DS 2.0).
= There are 20 CAAs inVersion 3.0 of the RAL ) .
8 New Fan & Relum 12 the Communiy Halemral 2' There are 20 CAAS In VerSIOn
« CAMAs cover magonty of problem areas known to 3.0 of the RAL
e problemabc for nursing home residents .
o Ciher areas may Nk aEsasEment as well 3. NeW: Paln & Return to the
+ Triggered CAA must be assessed 3 may of Community Referral
may nol warrani bamg addmessed by care plan
; 4. CAAs cover the majority of
_._F:'.'fj Wi Data B R 30 Biliwn ¥ Juse FAE i I -:b-é' prObIem al:eas knOWf:] tO be
Slide 6 problematic for nursing home
residents.

5. Other areas may need assessment
as well.

6. Triggered CAA must be assessed
as they may or may not warrant
being addressed by care plan.

Triggering a / E. Triggering a Care Area Assessment
Care Area Assessment .
7 1. Care Area Trigger (CAT):
« Care Area Trigger (CAT
g vl 2. Alerts assessor to problem/ need/
a5 ASSe problem’ need’ strength
o Directs assessor fo conduct furiher strength.
assessment acivilies A
o dentifies a specific MDS ilem{s) and 3 DII’eCtS assessor to CondUCt
rERaneEs! further assessment activities.
+ MDS items target (“trigger”) care areas for . . .
additional assessment and review. 4. ldentifies a specific MDS item(s)
P and response(s).
TS A ﬁ H (179 77
S MmO IAMONIE  bebed el 7N 5. MDS items target (“trigger”)
Slide 7 care areas for additional

assessment and review.

Centers for Medicare & Medicaid Services June 2010 IGV-7



Minimum Data Set (MDS) 3.0

SLIDES

CAA Process

/

o Simulario RAPs process

o Review MDS and gathered dala
o Decmon-making and cars planning

= Different from RAPS process

o Mo mandsied assessment locl piolocal

endarasd rescurcos

CAFY

Wem i Data B DT 2 2 Briliwn ¥ Juss FINE

o Documenlabion (medical recond & Sechon V)

/

o Datormine inggeted cate amas and assess furher

o Use CAA resaurces (Appendix C) snd' or curmsm
standards of practice, svidence-hased or sxpan-

Slide 8

CAA(s) and Care Planning /

prociss 1o wentify cane amas necding fsthir
asgessment

wach of tha tnggered care areas

on B CAA process and deyvelopmant of an
midrndeskied care plan

CAFY

Wem i Data B DT 2 2 Briliwn ¥ Juss FINE

« The mterdacphnary beam (I0T) idertifies relevart
assessment information regarding the resident’s satus

» Mursing homes wee results of the MDS and the CAA

« DT decides whether or nod 1o develop B care plan lor

= Chapter 4 of MOS masual provides detailed instictions

Slide 9

INSTRUCTIONAL GUIDANCE
F. CAA Process

1.
2.

Similar to RAPs process:

Determine triggered care areas
and further assess.

Review MDS and gathered data.

Decision-making and care
planning

Documentation (medical record
& Section V)

Different from RAPS process:
No mandated protocol

Use CAA resources (Appendix
C) and/ or current standards of
practice, evidence-based or
expert-endorsed resources.

G. CAAs and Care Planning
1. Nursing homes use results of the

MDS and the CAA process to
identify care areas needing
further assessment.

The interdisciplinary team (IDT)
identifies relevant assessment
information regarding the
resident’s status.

IDT decides whether or not to
develop a care plan for each of
the triggered care areas.

Chapter 4 of MDS manual
provides detailed instructions on
the CAA process and the
development of an individualized
care plan.

IGV-8

June 2010
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Section V Care Area Assessment (CAA) Summary

SLIDES

Goal of Care Planning, /

« MDS identifies actual or potential
issues,

+ GAA process provides forfurther
assessmentof tiggered areas.

+ Important that CAA documentation
include causal/ confounding nsk factors
fordecline/improvement.

TS 5
s ima Mo Dala Bl DT 22 Briliwa ¥ Jussr B L] .

Slide 10

Goal of Care Planning, /

+ Flanofcare then addressesthese
factors.

+ Goalis to promote resident’s highest
practicahle level of functioning:

o Improvement where possible

o Maintenance prevention of avoidable
dechnes

TS 5
s ima Mo Dala Bl DT 22 Briliwa ¥ Jussr B L] .

Slide 11

CAA & Care Planning
Documentation, /

« May occuranywhers in medical record.

+ Adequacy: “If | was a newly hired
caregiverforthis resident, would | be
able to find and understand the
assessmentand decision-making
process’?

TS 5
s ima Mo Dala Bl DT 22 Briliwa ¥ Jussr B L .

Slide 12

INSTRUCTIONAL GUIDANCE

H. Goal of Care Planning

1. MDS identifies actual or
potential issues.

2. CAA process provides for further
assessment of triggered areas.

3. Important that CAA
documentation include causal/
confounding risk factors for
decline/ improvement.

4. Plan of care then addresses these
factors.

5. Goal is to promote resident’s
highest practicable level of
functioning:

6. Improvement where possible

7. Maintenance/ prevention of
avoidable declines

I. CAA and Care Planning
Documentation

1. May occur anywhere in medical
record

2. Adequacy: “If | was a newly
hired caregiver for this resident,
would I be able to find and
understand the assessment and
decision-making process?”

Centers for Medicare & Medicaid Services

June 2010 IGV-9



Minimum Data Set (MDS) 3.0

SLIDES INSTRUCTIONAL GUIDANCE
CAA & Care Planning / J. Relevant documentation for each
Documentation, triggered CAA describes:

/

= Causes, contributing/ risk factors, complications

»  Mature of issued condition

» Meed for referrals and’ or further evaluation
» Consideraton facions in developing cane plan

= Resources used - Facliies may have written
policies! protocols! standards of practice

1. The nature of issue or condition
a. What is the problem?
b. Why is it a problem?

2. Causes and contributing/ risk
factors, complications.

. ./f? 3. Need for further evaluation by
i i attending physician and other
Slide 13 health professionals as

appropriate

4. Factors that must be considered
in developing individualized
resident-centered care plan
interventions, including to care
plan or not to care plan

5. The resource(s), or assessment
tool(s) used for decisions and
conclusions that arose from
performing the CAA.

a. Facilities may have written
policies/ protocols/
standards of practice

Purpose of SectionV

/ K. Purpose of Section V

 [Documenis keyin fermaticn o Suppor e
CAA pIoCess
o Type of the most recend pror mssessment
& ARD for thi mos recant prdi A58 a58men!
& Summany Scons forthe BIMS from1hs most necoent
pRor asgassment

o Total Sewsity Scom for the Resident Mood Intendes
or Sall Assessment of Resident Mood for the most
recent poor assEssment

o CAA summany for tha cument assesamant

1. Section V documents key
information to support the CAA
process:

a. Type of the most recent
prior assessment

b. Assessment Reference Date
for the most recent prior

{ _,f? assessment
_._Ffj Wisimum Dola BT 18 Brubign ¥ Juse J0E u ."_"b"

STide 14 c. Summary Score for the
BIMS from the most recent
prior assessment

IGV-10 June 2010 Centers for Medicare & Medicaid Services



Section V Care Area Assessment (CAA) Summary

SLIDES INSTRUCTIONAL GUIDANCE

d. Total Severity Score for the
Resident Mood Interview or
Staff Assessment of
Resident Mood for the most
recent prior assessment

e. CAAs summary for the
current assessment

[ll. ltem V0100 Items from the Most
Recent Prior OBRA or PPS
Assessment
Item V0100 L
A. The items in V0100 are used to
determine whether to trigger several
Items From the of the CAAs that compare a
Most Recent Prior resident’s current status with their
OBRA or PPS Assessment prior status.
Slide 15
V0100 Guidelines, / B. V0100 Guidelines
7 1. The values of items V0100 A, B,
* Values are denved from a prior OBRA or C, D, E, and F are derived from a
e ﬂ“!:’f:?:’n%:ﬁ:i&‘ﬁ:‘&i’?ﬂ:ﬁi.ﬂ”““ prior OBRA or scheduled PPS
:ll::.lileal;:: mosl recent enbry of reentry), of one s assessment that was performed
TRk since the most recent admission
» SkipVo1D0A B, C, D, E and F on the firsl Of any klnd (I'e" since the most
assessment (OBRA or PPS) following the most recent entry or reentry), if one is
recent admission of any kand .
available.
o ADAT0E s coded 1. Yes r
S i S S -{f a. AO310E is coded 0. No.
Slide 16 2. Items VO100A, B, C,D,Eand F
are skipped on the first

assessment (OBRA or PPS)
following the most recent
admission of any kind.

a. AO0310E is coded 1. Yes.

Centers for Medicare & Medicaid Services June 2010 IGV-11



Minimum Data Set (MDS) 3.0

SLIDES

V0100 Guidelines, /
!/

o Complete VOO0 ondy if

o A phorassessment has been completed sinca the
mosl recen! adrmssion {o the Tacikty

o Tho pnar assessment was & Foderal OBRA
assessment (R a PPS assessmant

© Mol thal pror dischangs or aniry reconds & ot
considensd or incladed in this ket

CATrs | -ff?_
C——oi Wi Dala BRI L8 Brbiem ¥ e 20 " -}

Slide 17

V0100A Coding Instructions /

» Recood ihe value for A03104A from the mosl
recent pnor QBRA or scheduled PPS assessment

» Dne ol the available values (01 throogh 08 or 99)
musibe selected

A Froe fisedsment Fodersl CRRA Beauin fid Lisessmanl o000
k priguni] by i 1)

 BegrlRLERE CorrRn e | peier pETErehen e 5
L

Mot DPRA sequived & ’ F --ﬁ
CArs | -
Pt Wi Dela BAMET LS Bebien¥  Juse FIN Ll -}

Slide 18

INSTRUCTIONAL GUIDANCE

3. So complete V0100 only if:

a. A prior assessment has been
completed since the most
recent admission of any
kind to the facility.

b. A0310E =0.No

c. Refer to example in graphic.
If this is coded as 1, do not
complete item V0100.

AND

d. The prior assessment was a
Federal OBRA assessment
OR a PPS assessment.

A0310A =01 through 06
OR
A0310B = 01 through 06

If such an assessment is
available, the values of
VO0100A, B, C, D, E,and F
should be copied from the
corresponding items on that
prior assessment

S @ oo

I. Note that prior discharge or
entry records are not
considered or included in
this list.

C. VO0100A Coding Instructions

1. Record the value for AO310A
from the most recent prior
OBRA or scheduled PPS
assessment.

a. If there is no prior
assessment, code this item
as 99.

2. One of the available values (01
through 06 or 99) must be
selected.

3. Do not leave this field blank.

IGV-12 June 2010

Centers for Medicare & Medicaid Services



Section V Care Area Assessment (CAA) Summary

SLIDES

V0100B Coding Instructions /

» Recordihe value for AQ3108 froam the most
recent pnor QBRA or scheduled PPS assessment

» Dne ol the available values (01 throogh 07 or 99)
musibe selected

W &7 Umahashded as e weed fes FFS GHR )

Havi PFL -é
CAFS ; -
Pt Wi Dela BAMET LS Bebien¥  Juse FIN I .~

Slide 19

V0100A & V0100B Coding /
/

+ Complats ke tam far the moet recent pnor DERA or PPS

= WO100A and VO100E cannod bath be 53

Oy
——n Wi Data B R 30 Biliwn ¥ Juse FAE t

J,% )

Slide 20

INSTRUCTIONAL GUIDANCE

D. V0100B Coding Instructions

1. Record the value for A0310B
PPS Assessment from the most
recent prior OBRA or scheduled
PPS assessment.

2. One of the available values (01
through 07 or 99) must be
selected.

3. Do not leave field blank.

E. VO0100A and VV0100B Coding

1. The values for VO100A and
V0100B cannot both be 99,
indicating that the prior
assessment is neither an OBRA
nor a PPS assessment.

2. If the value of VO100A is 99 (not
an OBRA assessment), then the
value for V0100B must be 01
through 07, indicating a PPS
assessment.

3. If the value of V0100B is 99 (not
a PPS assessment), then the
value for VO100A must be 01
through 06, indicating an OBRA
assessment.

4. Complete this item for the most
recent prior OBRA or PPS
assessment only.

Centers for Medicare & Medicaid Services

June 2010 IGV-13



Minimum Data Set (MDS) 3.0

SLIDES

V0100C Coding Instructions /

+ Racord the value of AZI00 Assessment Relerence
[raté Tecum the mosd rkcant prdd OBRA or schaduled PPS
agsesnment

Toen WOIAOOC for the curront assessmoent

[ Az300, Ausesement Beterence Date

CTE1-GTE-GTRTHE
w23 Ty | ’
Thern AZEM hrom the prior assessmend i i _é
__:ﬂj Wemimae Dala B DT 2 2 Bniliwn ¥ Juss FIOE " '-\.-:'l‘.q,

Slide 21

V0100D Coding Instructions /
!

* Racord the value for 00500 Trom the mosi
macent priar OBRA or schoduled PPS asseasmaent

« Ussdio #valuaie resident improvamam of declne m 1he
Dalrum came anea

e

Item VOVBO0 for the cumend assessmend

ham CO500 from the mest recent prior sssessmant

L L
__;_._" Misimam Dola BAMDTAE  Brbiem ¥ Juse 2N o NN

Slide 22

V0100E Coding Instructions /
!

+ Racord the value for DOJ00 Trom the mosi
racent priar OBRA or schoduled PPS asseasmaent

+ Used lo evaluate resident dechine in Mood Stale care area

] et i i i ey e

Toem VOO for the cimment asssasment

Ibem D300 from the most recent prior Asssssment

__:ﬂj Wem i Data B DT 2 2 Briliwn ¥ Juss FINE E ] '_-‘_}—é
Slide 23

INSTRUCTIONAL GUIDANCE

F. V0100C Coding Instructions

1. Record the value of A2300
Assessment Reference Date from
the most recent prior OBRA or
scheduled PPS assessment.

G. V0100D Coding Instructions

1. Record the value for C0O500
Summary Score (for the BIMS)
from the most recent prior
OBRA or scheduled PPS
assessment.

2. This item will be compared with
the corresponding item on the
current assessment to evaluate
resident improvement or decline
in the Delirium care area.

H. V0100E Coding Instructions

1. Record the value of D0300
(Resident Mood Interview
[PHQ-9°] Total Severity Score)
from the most recent prior
OBRA or scheduled PPS
assessment.

2. Complete this item if a resident
interview for Section D Mood
was conducted on the most
recent prior assessment.

3. This item will be compared with
the corresponding item on the
current assessment to evaluate
resident decline in the Mood
State care area.

IGV-14 June 2010
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Section V Care Area Assessment (CAA) Summary

SLIDES

V0100F Coding Instructions /

/

* Racord the value for DOG00 Trom the mosi
macent priar OBRA or schoduled PPS asseasmaent

+ Used lo evaluate resident dechine in the Mood 31ato care
aea

E:m- Fim S B et ke Bt P03 0 P by = o

Heen VOTHE For tha currenl assessmaont

Item QOG0 from the mast recent prion assessmanl

-= f:'_f.f Wi Data Bl M TY 38 Iriien ¥ Juse BN 4 --}-é

Iltem V0200

CAAs and Care Planning

Slide 25

V0200 CAAs and Care Planning /

/

« Documents the following:

o Which caré areas tnqgoered and require
furtheer assasemeant

o Whelher or nol a care anea 15 addressed
in the resident care plan

o Location and date of CAAINTomation
+ Reflects the IDT and resident’s decisions

onwhich triggered conditions will be
addressed in the care plan.

TS 5
= Mo Dala Bl DT 22 Briliwa ¥ Jussr B M .

Slide 26

INSTRUCTIONAL GUIDANCE

I.  V0100F Coding Instructions

1. Record the value for item D0600
(Staff Assessment of Resident
Mood Interview [PHQ-9-OV©]
Total Severity Score) from the
most recent prior OBRA or
scheduled PPS assessment.

2. Complete this item if a staff
assessment for Section D Mood
was conducted on the most
recent prior assessment.

3. This item will be compared with
the corresponding item on the
current assessment to evaluate
resident decline in the Mood
State care area.

IV. Item V0200 CAAs and Care

Planning

A. V0200 CAAs and Care Planning

1. Items VO200A 01 through 20
document:

a. Which care areas have
triggered & require further
assessment

b. Whether or not a care area is
addressed in the resident
care plan

c. Location and date of CAA
documentation

Centers for Medicare & Medicaid Services
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Minimum Data Set (MDS) 3.0

SLIDES

INSTRUCTIONAL GUIDANCE

2.

V0200A Column A Care Area
Triggered Coding Instructions
» Facility uses the RALnggenng mechanismio 1
determine which problem cane areas reguir
review and addiional assessment
= Tnggered care areas ane checked in Column A,
— ; o il
= . : 2.
./ A Dela BAMETIAE  Debiem¥ Juse 200 r __}_ff_
Slide 27 3.
4,
o.

The CAA Summary reflects the
IDT and resident’s (including
resident’s family or
representative) decisions on
which triggered conditions will
be addressed in the care plan.

B. VO0200A Column A Care Area
Triggered Coding Instructions

Facility staff uses the RAI
triggering mechanism to
determine which care areas
require review and additional
assessment.

The triggered care areas are to be
checked in Column A Care Area
Triggered in the CAA section.

For each triggered care area, use
the CAA process and current
standards of practice, evidence-
based or expert-endorsed clinical
guidelines and resources to
conduct further assessment of the
care area.

Document relevant assessment
information regarding the
resident’s status.

Chapter 4 of the RAI manual
provides detailed instructions on
the CAA process, care planning,
and documentation.

IGV-16 June 2010
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Section V Care Area Assessment (CAA) Summary

SLIDES

V0200A Column B Addressed In
Care Plan Coding Instructions /

o Check Column B o imdicate a decsion o
dovielop a new care plan, revise a cane plan
or canfinusg a cument care plan o address the
problem(s) enlihed

* Musibe
completed b s | i |
within ¥ days = 2
ol completing “=———— .
the RAI

il

cAes — -ff?.
——n Wi Data B R 30 Biliwn ¥ Juse AR t ! -_‘b

Slide 28

V0200 Location and Date of CAA
Information Coding Instructions /

» Indicaie date and location of the CAA documentation

« Chapter 4 of the RAl Manual prowides dataded instruchons
on the CAA process, cane planmmg, and documentation

cArs ' -ff?.
——n Wi Data B R 30 Biliwn ¥ Juse FAE ] . -}

Slide 29

INSTRUCTIONAL GUIDANCE

C. V0200A Column B Addressed in
Care Plan Coding Instructions

1. For each triggered care area,
check Column B Care Planning
Decision - Addressed in Care
Plan.

2. Indicates that a new care plan,
care plan revision, or
continuation of current care plan
is necessary to address the
issue(s) identified in the
assessment of that care area.

3. The Care Planning Decision -
Addressed in Care Plan column
must be completed within 7 days
of completing the RAI.

4. As indicated by the date in
\0200C2

5. Date that the care planning
decisions were completed, and
that the resident’s care plan was
completed.

D. VO0200A Location and Date Coding
Instructions

1. For each triggered care area,
indicate the date and location of
the CAA documentation in the
“Location and Date of CAA
Documentation” column.

2. Chapter 4 of the RAI Manual
provides detailed instructions on
the CAA process, care planning,
and documentation.

Centers for Medicare & Medicaid Services
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Minimum Data Set (MDS) 3.0

SLIDES

V02008 Signature of RN Coordinator &
Date Signed Coding Instructions /

o VOROODET Signature al the RN coordinaling
thie CAA DIDCE 55

» VD2NEZ Date thal the BN coordinating the
Calprocess cantifies thal the CAAs have been
completed

| & igramime of #4 Eocrdimncs far 48 Frocens macl Cort Sigmed

. Syt brltt Sttt

1 Nt

fanlastonns

cArs ' -/f?.
Wi Data B R 30 Biliwn ¥ Juse FAE tH . -\

Slide 30

V0200C Sig. of Person...Care Plan Decision
& Date Signed Coding Instructions /

« V0200C1: Signature of staffperson
facilitating care planning decision-making.

« VO200C2: Date on which a staff member
completes care planning decision calumn.

. Sogruatiars o Pt soms Commpheting ate Flan ssd Clate Sigaed
B = E—— =

o janjsalanas

TS 5
s ima Mo Dlla e DT 3.2 Briliwa ¥ Jussr B n Sy

Slide 31

INSTRUCTIONAL GUIDANCE

E. V0200B Signature of RN
Coordinator for CAA Process and
Date Signed

1. V0200B1 allows for the
signature of the RN coordinating
the CAA process.

2. VV0200B2 documents the date
that the RN coordinating the
CAA process certifies that the
CAA s have been completed.

3. This date is considered the date
of completion for the RAI.

F. V0200C Signature of Person
Completing Care Plan Decision and
Date Signed

1. V0200C1 allows for the
signature of the staff member
facilitating the care planning
decision-making.

2. Person signing should be the
appropriate person as permitted
under state law.

3. V0200C2 documents the date on
which a staff member completes
V0200A Column B (care
planning decision column).

4. Column B is filled out after the
care plan is completed.

5. The signatures at V0200B1 and
V0200C1 can be provided by the
same person, if the person
actually completed both
functions.

6. Itis notarequirement that the
same person complete both
functions.

IGV-18 June 2010
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Section V Care Area Assessment (CAA) Summary

SLIDES

CAA Timeline

CAFY

Crmpirits Cary Flan oo (VIIR0CH]

MG U DAL Sempieton Dabe (WEIRERE)

Wi Data Bet DT 28 Briliwn ¥ Juss FINE

¢

Slide 32

INSTRUCTIONAL GUIDANCE

G. CAA Timeline

1. The CAA process must be
completed within the following
timeframes:

a.

No later than the 14" day of
admission (admission date +
13 days) for an Admission
assessment

Within 14 days of the
Assessment Reference Date
(A2300) for:

Annual assessment

Significant Change in
Status assessment

Significant Correction to
Prior Full assessment

The care plan must be
completed within 7 days of
the completion of the
comprehensive assessment.

After completing the MDS
and CAAs

As indicated by the date in
\0200B2

2. The MDS 3.0 comprehensive
assessment record must be
transmitted to the QIES
Assessment Submission and
Processing (ASAP) system
within 14 days of the V0200C2
date.

Centers for Medicare & Medicaid Services
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CAA Resources,

« CAAprocess and resources provide

cause, contribute to, orexacerbate the
triggered condition.

+ Assisis the IDT in determining:

o Ifspacial care must be taken o maintain a
resident at cumant level of functioning
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o Ifthe problem can be eliminated or reversed

/
7

information forevaluating factors thatmay
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V. Chapter 4 of the RAI Manual

A. Goal of CAAs is to guide the IDT
through a structured comprehensive
assessment of a resident’s
functional status.

B. Functional status differs from
medical or clinical status in that the
whole of a person’s life is looked at
with the intent of assisting that
person to function at his or her
highest practicable level of well-
being.

C. Going through the RAI process will
help staff set resident-centered
measurable objectives in order to
meet the physical, mental, and
psychosocial needs of residents.

D. Chapter 4 of the RAI Manual gives
instructions on using the CAAs to
assess conditions identified by the
MDS triggering mechanism.

E. CAA Resources

1. The 20 CAAs in RAI cover the
majority of areas that are
addressed in a typical nursing
home resident’s care plan.

2. The triggers identify one or a
combination of MDS item
responses specific to a resident
that alert the assessor to the
resident’s possible problems,
needs, or strengths.

3. Also, indicates that clinical
factors are present that may or
may not represent a condition
that should be addressed in the
care plan.

IGV-20 June 2010
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CAA Resources, /

« |DT makes the finaldecision as to
procesd,

« |DT should:

o Develop a care plan with residant-specific
measurable objectinves and imetables

o Review and revise the cument care plan as
appropnale
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4.

The CAA process and resources
provide information for
evaluating factors that may
cause, contribute to, or
exacerbate the triggered
condition.

Assists the IDT in determining if
the problem can be eliminated or
reversed, or if special care must
be taken to maintain a resident at
his/ her current level of
functioning.

The IDT, including the resident,
family, or resident representative,
makes the final decision as to
proceed to address the
“triggered” condition on the care
plan, which is clearly
documented in the resident’s
record.

Following decision to address a
triggered condition, the IDT
should develop a care plan with
resident-specific measurable
objectives and timetables and
review and revise the current
care plan as appropriate.

Staff may choose to combine
related “triggered” conditions
into a single care plan problem
that will address the initial set of
causal problems and related
outcomes indentified in the CAA
review.

Centers for Medicare & Medicaid Services
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Appendix C Resources /

CAFS

/

o Stall should follow their facility's chosen

profocol or policy for performing the CAs,

»  Resources provaded in Appendee G are nol

mandated

= CMS does not endorse the use of any particular

resource(s) including those in Appendix C

»  Ensure thal the resounce(s) used are current

evidence-based or experl-endorsed research and
clinical practice guidelines/ resources
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F. Appendix C Resources
1.

The specific resources or tools
are found in Appendix C of the
RAI manual.

a. Includes web-based & tool
components

Following completion of the
MDS, items and responses are
reviewed to determine
“triggered” care areas.

An additional/ further assessment
of the care area(s) triggered is
conducted using the care area(s)
specific resource(s)

Staff should follow their
facility’s chosen protocol or
policy for performing the CAA.

The resources provided in
Appendix C are not mandated
nor does CMS endorse the use of
any particular resource(s)
including those provided in the
appendix.

However, nursing homes should
ensure that the resource(s) used
are current, evidence-based or
expert-endorsed research and
clinical practice guidelines/
resources.

Care Area General Resources
found at the end of Appendix C
are not specific to any particular
care area, they provide a general
listing of known clinical practice
guidelines and tools that may be
used in completing the RAI CAA
process.

IGV-22
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Section V Summary, /
!/

»  Most Receni Frior DORA or Scheduled FP3
Agseaamant

= MD3Z 3,0 Section V{100 #oms are used 1o detorming
whether loingged several of the CAAs (hal compane &
resiclant's curment stabus with their prcr status frema
prid DORA 6 PPS assesamant that was pedfommad
sance the most recent admigsion of any kind, (e @nce
the mosl recent eniry or reaniry), if one |3 avalsbde

= DA summary Tormindcales which CAAS wene

inggered. where documentation can b found. End
whather a care plan has been developad
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+ In addition, provides the signatures (V020001 and
WVIZICTand dates(VI200B2 and WOIIODCT)

= Conifies that the MO, CAls and the cane planning
decision-maling i compleled

= M regident g discharged pror to completsan of Secton Y
the faciity may complete and submit the assessment
wsing guideines noted in Chapter 1, Secton V

= [ash fill all af ke "Care Planning Decision-Addnessed n
Care Plan nems in VI200A, Colurmn B. which mdscales

that the decrssans are unknoen
.

CAFY

Wi Data Bet DT 28 Briliwn ¥ Juss FINE H

Slide 39

INSTRUCTIONAL GUIDANCE

VI. Section V Summary

A. Most Recent Prior OBRA or
Scheduled PPS Assessment

B. MDS 3.0 Section V0100 items are
used to determine whether to trigger
several of the CAAs that compare a
resident’s current status with their
prior status from a prior OBRA or
PPS assessment that was performed
since the most recent admission of
any kind, (i.e. since the most recent
entry or reentry), if one is available.

C. CAA summary form indicates
which CAAs were triggered, where
documentation can be found, and
whether a care plan has been
developed.

D. In addition, provides the signatures
(V0200B1 and VV0200C1)and
dates(V0200B2 and VV0200C2)

E. Certifies that the MDS, CAAs and
the care planning decision-making
is completed.

F. If resident is discharged prior to
completion of Section V, the
facility may complete and submit
the assessment, using guidelines
noted in Chapter 3, Section V.

Centers for Medicare & Medicaid Services
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G. Dash fill all of the “Care Planning
Decision-Addressed in Care Plan
items in VO200A, Column B, which
indicates that the decisions are
unknown.

IGV-24 June 2010 Centers for Medicare & Medicaid Services
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