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ABSTRACT. The objective of the paper is to review
e cffects of the implementation of the Resident
Amsessment Instrument (RAI) on process measures
{uality of care plans and staff satisfaction) and
yiitcome measures (health problems and quality of
llle) in nursing homes. All available publications on
I cffects of the RAI were included in the review.
Ile most positive effects of the RAT were found in
|mprovements in the comprehensiveness and accu-
ticy of the care plans. As regards outcome quality,
e RAI method had most positive effects on the
henlth condition of nursing home residents with
llminished physical and mental functioning. In
puychosocial areas of assessment, fewer positive
llects were found. We concluded that positive effects
lwve been found, based on pre-test—post-test non-
(ontrolled designs. Control-group designs are needed
I future evaluation studies to determine if these
positive results will hold.
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ijunlity of care; care plans; staff satisfaction; health problems;
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INTRODUCTION

Ihe Resident Assessment Instrument (RAI) was origin-
illy developed in the United States in response to poor
(uality nursing-home care that gave rise to public
concern (17). In 1986, the Institute of Medicine reported
on the quality of care in nursing homes. To improve the
(uality, the need for a uniform assessment instrument
wis identified as a key component (14). In 1987, the U.S.
(longress mandated the use of a comprehensive validated
\ssessment instrument for nursing homes as part of the
Omnibus Budget Reconciliation Act (OBRA ’87). The
ealth Care Financing Administration contracted a
tescarch consortium to design the system, which is

now known as the Resident Assessment Instrument
(RAI) (10).

The RAI describes a nursing home resident on
multiple domains of function and is derived from
caregiver observations (see Appendix). These data (the
Minimum Data Set or MDS) can identify (“trigger”)
potential problems in 18 different areas. Special
Resident Assessment Protocols (RAPs) have been
designed for each of these areas. These RAPs provide
directional aids for the analysis and optimal management
of each problem. The MDS, triggers and RAPs lead to
individual care plans formulated on the basis of a
structured assessment (18, 20).

The contribution of the RAI to quality assurance and
improvement is expected on the basis of the following
thesis: Patient assessment by means of the RAI will
provide more accurate information about patients’ needs.
Client-tailored care plans will be formulated on the basis
of this information (MDS and RAPs), which will
diminish the gap between patients’ needs and the care
provided, and, consequently, quality of care will be
improved. In this article, the effects of the implementa-
tion of the RAI in nursing homes are subdivided into
process measures (effects on quality of the care process)
and outcome measures (effects on health and quality of
life) (4, 22).

The objective of this article is to review evaluation
studies on the effects of the RAI on process and outcome
measures of guality of care. The research question is:
What are the effects of the RAI on: (a) process measures
(the quality of care plans and staff satisfaction), and (b)
the outcome measures of health problems and patient
quality of life?

METHODS
The databases of Medline, Online-Current Contents, CINAHL
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and Psychlit were searched using the key-words “Resident
Assessment Instrument” and “Minimum Data Set”. Further,
members of the group working on cross-national implementa-
tion of the RAI (interRAI) were asked for manuscripts and work
in progress. It is almost certain that all publications evaluating
the effects of the RAI on nursing home populations or other
elderly populations in long-term care facilities have been
covered.

Nine publications were found, three of which concerned the
same study (see Table I for methodological characteristics). We
will discuss the U.S. and Japanese studies in more depth because
of their complexity. In Canada and the European countries,
several RAl-evaluation studies are in progress and the first
publications are expected in 1999,

RESULTS

The evaluation study in the U.S. had a longitudinal
cohort pre-implementation—post-implementation design,
with four waves of data collection: two before im-
plementation (fall 1990 and 6 months later). and two
after (spring 1993 and 6 months later) (6,9, 11, 16,
23,27). The pre-RAI cohort consisted of 2,170 nursing
home residents from 268 institutions in 10 states (the
states were carefully selected to minimize bias). The
post-RAL implementation cohort included 2,088 patients
from 254 (out of the pre-test 268) nursing homes. The
data were collected by specially trained research nurses.
The sample was representative of U.S. nursing homes
(23).

In Japan, the evaluation of the RAI implementation
was carried out in 15 geriatric hospitals, 7 health
facilities for the elderly and 5 special homes for the
aged (13). The facilities were not representative of
Japanese long-term care settings. The chosen facilities
were selected by the research group on the basis of their
high quality. However, even in these facilities, imple-
mentation was erratic, to the point that 9 facilities had to
be excluded from the analysis. Data on the care plans
were available from 7 geriatric hospitals, 6 health
facilities for the elderly and 5 special homes for the
aged. The evaluation consisted of two parts: first, cross-
sectional samples from 90 care plans were compared at
the time of their introduction with 92 care plans one year
later, on the percentage of triggered RAP’s addressed:
second, 135 care plans at introduction were examined
and compared with 147 care plans one year after
introduction, using selected standards.

Process measures: quality of care plans and staff
satisfaction

In the U.S. study, residents’ care plans and the facilities’
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medical records were evaluated for accuracy of infor

tion and comprehensiveness of information (numby
RAPs addressed in the care plan) (Table 1) (9). For ¢
resident in the pre- and post-implementation cohort, (
in the medical record collected by specially trai
research nurses were compared on 23 critical M|
items. In the post-RAI records, the information on M|
items was more accurate: the percentage of residents |
had >90% of the 23 items accurate increased (i
17.6% to 48.6% after RAI implementation. There ¢
also a significant increase in the number of care plil
addressing 12 out of 18 RAP areas: cognitive loss, visl
function, communication, ADL rehabilitation, incol
nence—catheter, mood state, behaviour, falls, nutritig
status, dehydration, dental care and psychotropic |
use. Pressure ulcer was significantly addressed less,
In the same study, other process measures of quality
care were evaluated. In the post-RAI group there wi
fewer residents™ using physical restraints (9.5% declis
and indwelling catheters (29%); and increases in the 4
of toiletting programs (5.1%). behaviour managen
programs (5.9%) and hearing aids (9.6%) for those w|
seemed to need it. There was also an increase in |
presence of advanced directives (64%). Changes on |
following indicators were not statistically significa
“preventive skin care”, the use of antidepressives |
antipsychotics—hypnotics, the number of residents wi

programs for urine incontinency and residents wi
mood problems who receive therapy. |

In Japan, the evaluation study showed that one v
after the implementation of the RAI the following RA
were at least 10% more frequently addressed in the
care plans: falls (13.3%). nutritional status (14.0%) a
dental care (10.9%) (13). Interestingly, a number |
psychosocial RAPs were less often addressed: mal
state (36.8% less), behaviour problem (27.5%) al
psychosocial well-being (12.5%) (Table I). An improy
ment in the quality of the contents of the care plans w
found with respect to a number of selected standards [
were derived from an expert panel: “relationshi
between problems taken into account” (21.1% increas
“specific, individualized contents” (20.3%), “role
each member of staff” (19.5%), “future risks, optiof
prognosis taken into account™ (17.1%), “improving aj
maintaining ADL and quality of life” (11.1%), ai
“enliven daily through activities” (7.4%) (13).

As a second indicator of process quality, we examin
the available studies to determine if the RAIT
appreciated by the professionals who worked with
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Table | Methodoloriosd chormererismcs of effecT ovclinmiewes oF AT

Effects
Study Design n Dependent variable Measuring instruments Process Outcome
Hawes et al. (9) quasi experimental ca. 2100 patients - care plans accuracy and - analyses of patient dossiers - improved accuracy
(Us) repeated measure comprehensiveness careplans
- quality of care process - more comprehensiveness in
indicators 12 out of 18 RAPs
- improvement on quality
indicators
Fries et al. (6) (US) id. id. - selected health conditions - MDS items lower prevalence of
and problems - RAPs dehydration and static
- CPS ulceration
- ADL - higher prevalence of pain
- less decline and less
improvement of vision,
nutrition, falls, decubitus
Mor et al. (16) id. id. -transitions to hospital - analysis of records - lower hospitalisation rate
(US) - mortality - no effect on mortality or
- transition to home home discharge
Phillips et al. (27) id. id. - 9 physical, mental and - MDS items - less decline in all but sad-
(Us) social functional areas - anxious mood and unsettled
behaviour
Phillips et al (24)  posttest 236 DONs - satisfaction with RAI - telephone interviews - resistance to
(US) implementation
- assessment and care
planning qualitatively
- better - more involvement
resident and family
Dorman-Marek (5) posttest 191 (staff and - staff and residents - structured and open end - improvement quality of
(Us) residents) perceptions of progress interviews care
since OBRA '87
Ikegami et al. (12) pretest—posttest 18 facilities - quality of care plans - analyses of patient dossiers - improvement process - lower prevalence of falls
(Japan) - address of RAPs - MDS quality nutrition and dental
- 4 RAP areas more problems
addressed - decrease in psychosocial
- 3 RAP areas less addressed  well-being, mood and
behaviour

ADL = activities of daily living, CPS = Cognitive Performance Scale (derived from MDS-items), DON = Director of Nursing, MDS = Minimum Data Set, RAI = Resident Assessment
Instrument, RAP = Resident Assessment Protocol.
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Evaluation studies of staff satisfaction have been carried
out in the U.S., where RAI was mandatory, A post-
implementation telephone survey assessed the opinions
of Directors of Nursing and facility administrators about
the RAI (Table 1) (11,24,25). On the basis of 236
interviews, it was found that 63% of Directors of Nursing
said clinical staff had strongly opposed RAI during RAI
implementation, and 43% said that staff was still
resistant to using the RAI after implementation. Al-
though 68% of the administrators thought RAI presented
an excessive paperwork burden, 64% said it was worth
the time and effort spent by staff. The vast majority of
Directors of Nursing thought that the RAI was an
improvement compared to the former assessment
instrument, that assessment and care planning were
qualitatively better and that the ability of the staff to
assess the functional as well as cognilive status had
improved after the implementation of the RAL

In another study, 191 structured and open interviews
were held in 18 nursing homes in 6 states in the U.S.
(none of which were involved in the large evaluation
study) (5). The sample included 132 professionals (21
administrators, 36 licensed nurses, 18 certified nursing
assistants, 15 advocates, 15 professional associations, 27
regulators) and 59 residents (Table I). The interview
contained 27 items about the changes in quality of care
and quality of life after the OBRA 87 regulations,
Ninety-six out of 132 professionals (73%) said the MDS
was the most helpful component of OBRA ’87. The
MDS was described as a tool able to give a “whole
picture” of the resident, allowing nurses to “know the
resident better”, and it was seen by care providers as a
practical instrument for providing better care. Of 132
professionals, 86 (65%) stated that working with RAPs
improved assessment, analysis and care plans. However,
only 10 professionals indicated that it was a “major

improvement”; others were less enthusiastic.

Outcome measures: health problems and quality of life

In the U.S., the prevalence and changes (improvement or
decline) of eight selected health conditions and problems
were studied in the evaluation cohorts (6). Dehydration
had a lower prevalence after RAI implementation (2%
pre vs 1% post), and the same applied for “static ulcers”
(which showed a decline from 4.5% to 3%) (Table I).
The prevalence of “daily pain” however had a higher
prevalence after implementation (13.4% pre vs 17%
post). Significant changes in the prevalence of “falls”,
“malnutrition”, “decubitus”, “vision” and “poor teeth”
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Table I1. Effects of RAI on quality of life indicators

Difference in decline
divided by difference |
improvement (in pre-R

Indicator and post-RAI cohoris)’

Physical functioning

ADL index 202

Bowel incontinence 1.05

Urinary incontinence 1.57
Mental functioning

Cognitive Performance Scale 1.92

Sad or anxious mood 0.10

Unsettled Behaviour Scale —*
Social functioning

Social Engagement Scale 1.89
Being understood 0.95
Understanding others 0.63

This table is based on the results published by Phillips et
(27).

Ratio >1 means reductions in decline outweigh the reductiy
in improvement.

* Increase of decline and decrease of i Improvement, no
could be computed.

were not observed. For “malnutrition”, “vison™, “falls
and “decubitus” there were reductions in both
6-month rate of decline and improvement.

In the large U.S. evaluation study, several quality
life indicators were assessed twice in each of the pre- alj
post implementation waves (Table 1) (19, 27). Basc |
differences for these two groups cxisted only in tl
incidence of urinary-incontinence (in the post-RA
cohort there was more incontinence). In this study,
hypothesis was tested that residents in the post-RA
group improved more and declined less on severl
functions. It was found that in all three functional are
residents in the post-RAI cohort were less likely
decline, but also less likely to improve. To compa
change in decline to change in improvement, estimate
were generated of the differences in the number ¢
residents who declined and improved in the pre-RAT an|
post-RAIL cohort. With these estimates, ratios wer

outweighted reductions in improvement. However,

“understanding others”, “sad mood” and “unsettls
behaviour” the reduction in improvement outweighted
the reduction in decline. It should be noted that th
changes were not the same for all groups of patients: fo)
example, the residents who scored better on ADL an
cognition in particular showed less improvement, and thy

R




ot impaired residents showed less decline after RAI
lnplementation.

Analysis of the two cohorts revealed that the RAI had
i significant effect on mortality (6.8% vs 7.5%) or
lome discharge (1.9 vs 1.1%) (Table I) (16). However,
i overall 28% decline in transfers to hospitals was
iiliced. Hospitalization in those with severe cognitive
lipairment declined from 20.1% to 13.5%. Furthermore,
14,99 of survivors with stable ADLs were hospitalized
1 1990 while in 1993 the hospitalization rate declined to
119%. For those who declined in ADL, there was an
lierease in hospitalization from 25.2% in 1990 to 40.6%
I 1993 after RAT implementation. These results suggest
(it there is better selection of those residents who will
lenefit most from hospitalization.

DISCUSSION

Ihe most important effects of the RAI are found in
Idicators of the care process. The comprehensiveness
and accuracy of the care plans improved, especially in
(he U1.S. From a methodological point of view, one could
(bject that the standard by which these care plans were
vompared was itself derived from the MDS items or
ILAPs. The research into the development and testing of
(e MDS and RAPs created a standard for quality of care
i the U.S. (21). In Japan, improvements were found in
lie quality of care too. However, these results must be
Iterpreted carefully, because of the selection-bias and
lill-out of the participating facilities. In interviews with
Directors of Nursing in the U.S., resistance to the
Implementation of the RAI was found. This may be
ielated to the fact that the implementation of the RAT was
mandzatory and that the RAI training programmes offered
by the nursing home management differed greatly from
ine nursing home to another (personal communications).

As regards outcome indicators of care, the implemen-
lution of the RAI showed encouraging general effects.
The RAI method appears to have the most positive
effects on the most impaired residents, since they
tleclined less rapidly in function. Residents who score
hetier on physical and mental functioning improved less
ifter the RAT implementation. This could be due to a
satistical ceiling effect. Another explanation could be
that there is a shift in care to those who seems to need it
most, potentially a result of the RAI's objective to assess
patient needs. The overall effects showed a stabilization
ol the sample, with fewer residents declining and fewer
Improving.

Positive effects on specific health problems were
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found, particularly on dehydration and pressure ulcers.
An interesting fact was that more daily pain was
registered. Perhaps this is because there is no RAP for
pain. This result suggests that assessment with the RAI is
strongly guided by the other RAPs.

In general, the psychosocial areas of assessment
showed few positive effects. Indeed, in the U.S. study
three indicators of psychosocial functioning showed a
net negative result (Table II). The lower impact of the
RAI on psychosocial outcomes deserves more study.

An important positive effect was the decline in
hospital admissions in the U.S. and the shift in residents
who were hospitalized. This can be attributed partly to a
trend in the U.S. towards death occurring in nursing
homes rather than in hospitals (2, 16, 29). However, the
increase in the proportion of deaths occurring in nursing
homes was small in comparison to the decline in
hospitalization. It seems possible that the RAI helped
reduce the incidence of serious conditions, or exacerba-
tions of chronic diseases, and may have been helpful in
selecting residents who could benefit most from
hospitalization.

With regard to the methodological soundness of the
evaluation studies, it should be noted that the positive
effects found in the U.S. studies were based on a non-
controlled design. Although the interrupted time series
design (with large representative cohorts) that was used
is a powerful approach, without control groups it is
difficult to attribute the observed effects solely to the
implementation of the RAIL Because the RAI was
nationally implemented, a randomized controlled trial
was impossible. Furthermore, as one part of a set of
regulations (OBRA ’87) for improving the quality of
care, one could argue that these regulations highlighted
the flaws and were an incentive to provide better care.
The research design of the Japanese evaluation study
also lacked a control group. With regard to the outcome
measures of the RAI, some have argued that the
perspective of the residents has received little attention
in the evaluation studies (30, 33).

The lack of randomized controlled trials and the lack
of information on residents’ experiences has prompted
the call for a definitive evaluation study, with control
groups, in the Netherlands. This evaluation includes
studies on process measures of quality of care plans and
staff satisfaction, as well as process and outcome
measures of perceived quality of life.

For future research, the implementation of the RAI in
different countries on different continents provides
excellent opportunities. Data sets with identical patient
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records have become available, since in each country the
standardized RAI method is being implemented in a
similar manner, a process that is monitored by the
interRAI group with members in all participating
countries (1,3,7,8,12, 15,28, 31, 32). However, inter-
national comparisons have their drawbacks. Because of
bascline differences (e.g. patient populations, local
health policies) and contextual factors (e.g. accredita-
tion, reimbursement, quality assurance) for the imple-
mentation of the RAI in the different countries, the
impact of the RAI cannot be expected to be inter-
nationally consistent, and also needs to be considered
from national and local perspectives.

Improving quality of care and quality of life in long-
term elderly care is a major challenge worldwide, and the
implementation of the RAI has shown it to be a very
promising scientific and practical instrument for these
improvements (26).

REFERENCES

- Berg, K., Sherwood. S., Murphy, K., Carpenter, G. 1.,
Gilgen, R. & Phillips, C. D.: Rehabilitation in nursing
homes: a cross-national comparison of recipients. Age
Ageing 26 Suppl 2: 37-42, 1997.

- Bergman, H. & Clarfield. A. M.: Appropriateness of patient
transfer from a nursing home to an acute-care hospital: a
study of emergency room visits and hospital admission. J
Am Geriatr Soc 39: 1164-1168, 1991

3. Carpenter, G. L, Ikegami, N., Ljunggren, G., Carrillo, E. &
Fries, B. E.: RUG-IIT and resource allocation: com paring the
relationship of direct care time with patient characteristics
in five countries. Age Ageing 26 Suppl 2: 61-65, 1997.

4. Donabedian, A. Explorations in quality assessment and
monitoring (vol. 3): The methods and findings of quality
assessment and monitoring: An illustrated analysis. Ann
Arbor, Michigan: Health Administration Press, 1985,

5. Dorman-Marek, K., Rantz, M. 1., Fagin, C. M. & Wessel-
Krejei, J.: OBRA '87: Has it resulted in better quality of
care? Gerontol Nurs, October: 28-36, 1996,

6. Fries, B. E., Hawes, C., Morris, J. N., Phillips, C. D. & Mor.
V.: Effect of the national RAT on selected health conditions
and problems. J Am Geriatr Soc 45: 994-1001, 1997.

7. Fries, B. E., Schroll, M., Hawes, C., Gilgen, R., Jonsson, P.
V. & Park. P.: Approaching cross-national comparisons of
nursing home residents. Age Ageing 26 Suppl 2: 13-18,
1997.

8. Frijters, D. H., Mor. V., DuPaquier, J. N., Berg, K.,
Carpenter, G. I. & Ribbe, M. W.: Transitions across various
continuing care settings. Age Ageing 26 Suppl 2: 73-76.
1997.

9. Hawes, C., Mor, V., Phillips, C., Fries, B. E.. Morris, I. N..

Fogel, B., Hirdis, J.. Spore, D., Steele-Friedlob, E. &

Nennstiel, M.: The OBRA-87 nursing home regulations and

implementation of the resident assessment instrument:

elfects on process quality. J Am Geriatr Soc 45: 977-985,

1997.

[\

Scand J Rehab Med 31

10.

2

22.

23.

24.

25.

26.

27:

28.

Hawes, C., Morris, J. N., Phillips, C. D., Fries, B,
Murphy, K. & Mor, V.: Development of the nursing he
resident assessment instrument (RAI) in the U.S. A
Ageing 26 Suppl 2: 19-27, 1997.

- Hines, M., Mor, V_, Phillips, C. D.. Morris, J. & Fries, B.|

Development of Resident Assessment system and data b
for nursing home residents: Postimplementation Telepho
survey report. Providence. RI: Center for Gerontology i
Health Care Research, Brown University, 1994,

- Ikegami, N., Morris, J. N. & Frics, B. E.: Low-care cas

long-term care settings: variation among nations.
Ageing 26 Suppl 2: 67-71, 1997.

- Tkegami, N., lgarashi, C., Takagi. Y., Kato, T. & Mor,

The impact of the Minimum Data Set and Residl
Assessment Instrument on quality of care plans in Japi
Can J Qual Health Care /4: 23-28. 1998.

- Institute of Medicine Improving the quality of care

nursing homes. National Academic Press: Washingld
D.C., 1986.

- Ljunggren, G., Phillips, C. D. & Sgadari, A.: Comparis

ol restraint use in nursing homes in eight countries. Al
Ageing 26 Suppl 2: 43-47, 1997,

. Mor, V., Intrator, O., Fries, B. E., Phillips, C. D., Teno,

Hiris, J., Hawes, C. & Morris, J. N.- Changes
hospitalization associated with introducing the  resid
assessment instrument. J Am Geriatr Soc 45: 1002-10]
1997.

. Morris, J. N., Hawes, C. & Fries, B. E.: Designing 1l

National Resident Assessment Instrument for Nursi
Homes. Gerontologist 30: 293-307, 1990.

- Morris, J. N., Hawes, C., Murphy, K. M. & Nonemaker, §

Resident assessment instrument: training manual
resource guide, Natick (MA): Elliot Press, 1991,

- Morris, J. N., Fries, B. E., Murphy, K. M., Hawes, €

Phillips, C. D. & Mor, V.: The impact of the RAT on reside
quality of life. Research Triangle 1994. GSA 1994,

. Morris, 1. N., Murphy, K. M. & Nonemaker, §.: Long tef

care facility Resident Assessment Instrument (RAI)
manual version 2.0, Baltimore: HCFA., 1995.

- Quslander, J. G.: The resident assessment instrument

promise and pitfalls. J Am Geriatr Soc 45: 975-976, 19
Ovretveit, J.: Health service quality: An introduction |
quality methods for health services. Oxford: Blackwel
1992.

Phillips, C. D., Hawes, C., Fries, B. E., Morris, J. N, y
V., lanncchione, V. & Nennstiel, M.: Evaluating the effg
of the RAIL methodological issues and approaches. N
Research Triangle, GSA 1994,

Phillips, C. D., Mor, V., Hawes, C., Fries, B. E. & Morri A
N.: Development of RAI and data base for nursing honi
residents. NC: Research Triangle., 1994. implementatigf
report.

Phillips, C. D., Hawes, C., Mor, V., Fries, B. E. & Morris
N.: Evaluation of the nursing home resident assessmel
instrument-executive  summary. Health Care Financin
Administration. NC: Research Triangle, 1996. 1
Phillips, C. D.. Zimmerman, D., Bernabei, R. & Jonsson, |
V.: Using the resident assessment instrument for qualil
enhancement in nursing homes. Age Ageing 26 Suppl 2: 71
81, 1997.

Phillips, C. D, Morris, J. N., Hawes, C., Fries, B. E., Mg
V., Nennstiel, M. & Iannacchione, V.: Association of th
resident assessment instrument (RAI) with changes
function, cognition, and psychosocial status. J Am Gerid
Soc 45: 986-993, 1997.

Ribbe, M. W., Ljunggren. G., Steel, K., Topinkova, B



Hawes, C., lkegami, N., Henrard, J. C. & Jonnson, P. V.:
Nursing homes in 10 nations: a comparison between
countries and settings. Age Ageing 26 Suppl 2: 3-12, 1997.
W Super, M. A, Easterling, D. V., Kindig, D. A. & Anderson,
(). W.: Changes in the location of death after passage of
medicare’s prospective payment system: a national study.
NEIM 320: 433-439, 1989.

Schnelle, J. F.: Can nursing homes use the MDS to improve
quality? J Am Geriatr Soc 45: 1027-1028, 1997.

Schroll, M., Jonsson, P. V., Mor, V., Berg, K. & Sherwood,
5.0 An international study of social engagement among
nursing home residents. Age Ageing 26 Suppl 2: 55-59,
1997.

W Spadari, A., Topinkova, E., Bjornson. J. & Bernabei, R.:
Urinary incontinence in nursing home residents: a cross-
national comparison. Age Ageing 26 Suppl 2: 49-54, 1997,
W, Uman, G. C.: Where's Gertrude? J Am Geriatr Soc 45:
1025-1026, 1997.

M

i

Avcepted November 25, 1998
Aililress for offprints:

W. P. Achterberg

Verpleeghuis Rosendael

fidluscreef 5

NI.-3564 GV Utrecht

Il Netherlands

|mail: WP.Achterberg.gpnh@med.vu.nl

APPENDIX 1.THE RESIDENT ASSESSMENT
INSTRUMENT FOR NURSING HOMES

Ihe Resident Assessment Instrument (RAI) is a method for
tomprehensive functional assessment of nursing home resi-
dents. with the object to guide the development of individua-
lzed care plans.

RAI consists of:

® o Minimum Data Set (MDS)

¢ un identification of problem arcas

¢ specific Resident Assessment Protocols (RAPs)
® o user’s manual

The MDS is a core of assessment items that provides a
wninprehensive picture of each resident’s functional, cognitive
und cmotional status and a variety ol other areas, including
inident’s strengths, preferences and needs (see MDS sections in
ble below). The full MDS assessment is repeated yearly. In
uldition, a quarterly review is done with a subset of MDS
iwkessment items. This review is intended to monitor the
ienident’s response to the care plan and determine whether
willicient change has occurred to trigger a more comprehensive
fssessment.

I’roblem areas are identified by applying a set of algorithms to
i resident’s MDS data, that will suggest problems, risks for
(levelopment of a problem, or potentials for improved function.

The 18 condition-focused RAPs (see table below) specify
uddivional  assessment of identified problem areas in the
jnident’s status. The protocols are intended to more directly
link the MDS information to care plan decisions. Facility staff
(len use the more specialized assessment guidelines found in the
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RAPs to identify potentially treatable causes and focus decisions
about the resident’s plan of care and services.

The user’s manual provides detailed specifications about how
to complete the MDS and RAP assessment process {(e.g.
interviewing staff, residents and family members, reviewing
records). and contains item definitions, examples of coding
options and clinical guidelines for using the RAPs to develop
care plans.

Minimum Data Set items (MDS)

e Background and customary routines
e Communication-hearing patterns

® Physical functioning and structural problems
e Mood and behaviour patterns

e Disease diagnoses

e Oral-nutritional status

e Skin condition

e Special treatments and procedures
e Cognitive patterns

e Vision patterns

e Continence

e Activily pursuit patterns

e Health conditions

e Oral-dental status

o Medication use

Resident Assessment Protocols (RAP’s)

e Delirium

e Visual function

o ADL functional-rehabilitative potential
e Psychosocial well-being

@ Behaviour problem

» Falls

e Feeding tubes

e Dental care

e Psychotropic drugs

e Cognitive loss—dementia

e Communication

e Urinary incontinence and indwelling catheter
e Mood state

e Activities

e Nutritional status

e Dehydration—fluid maintenance

e Pressure ulcers

e Physical restraints

In the U.S., the RAI is mandated for all Medicare—Medicaid
nursing homes. In Europe, Canada and Japan the RAI has been
implemented in the assessment of institutionalized, frail elderly
people on a more voluntary basis. In Japan, RAI is recom-
mended (not mandated) by the Ministry of Health and Welfare
for three types of long-term care facilities for the elderly:
geriatric hospitals, health facilities for the elderly and special
homes for the aged. In several European countries (Iceland,
Denmark, Sweden, United Kingdom, France, the Netherlands,
Germany and ltaly), local initiatives have been taken to start
implementation of RAl in a restricted number of nursing homes.
In Teeland, RAI is mandatory and used in all nursing homes.
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