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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 in gathering 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 his or her highest
practical level of well-being.

1.2

Minimum Data Set (MDS). A core set of screening, clinical, and
functional status elements, including common definitions and
coding categories, which forms the foundation of a comprehensive
assessment for all residents of nursing homes certified to
participate in Medicare or Medicaid. The items in the MDS
standardize communication about resident problems and
conditions within nursing homes, between nursing homes, and
between nursing homes and outside agencies. The required subsets
of data items for each MDS assessment and tracking document

(e.g., admisstorComprehensive, Quarterly, guarterhysannual;

significant change, significant correction, dischargeDischarge,
entry-tTracking, PPS assessments;item sets-ete:) can be found in

Appendix H.

11

— Care Area Assessment is the further investigation of triggered
areas, to determine if the care area triggers require
interventions and care planning. The CAA resources are
provided as a courtesy to facilities in Appendix C. These
resources include a compilation of checklists and Web links
that may be helpful in performing the assessment of a triggered
care area. The use of these resources are is not mandatory and
represent-the list of Web links is neither an all-inclusive Hst nor
government endorsedment.

1.1

1-6

e Utilization Guidelines. The Utilization Guidelines provide
instructions for when and how to use the RAI. These include
instructions for completion of the RAI as well as structured
frameworks for synthesizing MDS and other clinical
information (available from http://cms.hhs.gov/Regulations-
and-Guidance/Guidance/Manuals/downloads/som107ap_r.pdf
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Over time, the various uses of the MDS have expanded. While its
primary purpose is an assessment tool is used to identify resident
care problems that are addressed in an individualized care plan,
data collected from MDS assessments is also used for the Skilled
Nursing Facility Prospective Payment System (SNF PPS)
Medicare reimbursement system, many State Medicaid
reimbursement systems, and monitoring the quality of care
provided to nursing home residents. The MDS instrument has also
been adapted for use by non-critical access hospitals with a swing
bed agreement. They are required to complete the MDS for

reimbursement under the-Skiled-Nursing-FacHity-Prospective
Payment System-(SNF PPS).

1.4

Identification of Outcomes—Determining the expected outcomes
forms the basis for evaluating resident-specific goals and
interventions that are designed to help residents achieve those
goals. This also assists the interdisciplinary team in determining
who needs to be involved to support the expected resident
outcomes. Outcomes identification reinforces individualized care
tenets by promoting the resident’s> active participation in the
process.

14

1-10

The key to successfully using the RAI process is to understanding
that its structure is designed to enhance resident care, increase a
resident’s active participation in care, and promote the quality of a
resident’s life. This occurs not only because it follows an
interdisciplinary problem-solving model, but also because staff
(across all shifts), residents and families (and/or guardian or other
legally authorized representative) and physicians (or other
authorized healthcare professionals as allowable under state law)
are all involved in its “hands on” approach. The result is a process
that flows smoothly and allows for good communication and
tracking of resident care. In short, it works.

1.5
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[ thus facilitated . s (Sa I
Buchanan, 2008).

The national validation and evaluation of the MDS 3.0 included 71
community nursing homes (3,822 residents) and 19 VHA nursing
homes (764 residents), regionally distributed throughout the
United States. The evaluation was designed to test and analyze
inter-rater agreement (reliability) between gold-standard (research)
nurses and between nursing home and gold- standard nurses,
validity of key sections, response rates for interview items,
anonymous feedback on changes from participating nurses, and
time to complete the MDS assessment. In addition, the national
test design allowed comparison of item distributions between
MDS 3.0 and MDS 2.0 and thus facilitated mapping into payment
cells (Saliba and Buchanan, 2008).

1-14

Identify any special treatments,
procedures, and programs that the
resident received during the specified time
periods.

Special Treatments,
(0] Procedures and
ProceduresPrograms
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