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How Does a Person Become Medically Eligible? 

• All participants are assessed when they start the program and 
then again annually. 

• The assessment is completed by a trained Local Health 
Department nurse and/or social worker. 
– An assessment can be requested by DHMH, the MAP site or a 

supports planner using the LTSSMaryland system. 

• The assessment is used to: 
– Determine if the person meets a nursing facility level of care (required 

for CO/CFC/MDC). 

– Determine if the person meets a CPAS level of care (fewer needs than 
NF LOC). 

– Provide information to develop a plan of service. 



What is the Assessment Like? 

• Typically, the assessment takes between two and three hours 
(depending on the person). 

• A LHD nurse will schedule the assessment in the participant’s 
home. 

• It involves some physical activity and certain parts are hands-
on. 

• The nurse will assess the person, the person’s support system 
and the home itself. 

• The nurse will write a recommended plan of care to go along 
with the InterRAI. 
– The recommended plan of care is not developed in conjunction with 

the participant. It tends to be medically-based. 



InterRAI Information Collected 

Section A – Identification Information 
– To collect basic information including name, birth date, MA number as 

well as reason for assessment, living status and arrangement 

Section B – Intake and Initial History 
– Captures ethnicity and race, language and residential history 

Section C – Cognition 
– Cognitive skills assessed using the Cognitive Performance Scale (CPS) 

and Brief Interview for Mental Status (BIMS) 

Section D – Communication and Vision 
– Making self understood, understanding others as well as hearing and 

vision questions 



InterRAI Information Collected 

Section E – Mood and Behavior 
– Looks for indicators of possible depressed, anxious, or sad mood; self 

reported mood and behavior symptoms assessed as well 

Section F – Psychosocial Well-Being 
– Social relationships and activities, time spent alone and life stressors 

are recorded in this section 

Section G – Functional Status 
– To measure IADL and ADL performance, locomotion, activity level, and 

physical function improvement potential 



InterRAI Information Collected 

Section H - Continence 
– Collects information on bladder and bowel continence and devices 

used 

Section I – Disease Diagnosis 
– Captures all health diagnoses with ICD codes 

Section J – Health Conditions 
– Collects data on health and mental health related symptoms including 

problem frequency and pain scale 

Section K – Oral and Nutritional Status 
– Records current height and weight and assess nutritional issues, mode 

of intake, and dental issues 



InterRAI Information Collected 

Section L – Skin Condition 
– To determine ulcers, pressure ulcers skin tears/cuts, changes in skin 

condition and any other major skin issues 

Section M – Medications 
– Listing name, dose, units, route of administration, frequency of 

medications along with drug allergies and compliance  

Section N – Treatment and Procedures 
– Determining medical tests performed in last 1-5 years, treatments and 

programs received in last 3 days, formal care provided in 
days/minutes and any recent hospital stay 



InterRAI Information Collected 

Section O – Responsibility 
– Determines Legal Guardian 

Section P – Social Supports 
– Identifies informal helpers, type and hours of help provided, and 

relationship with family 

Section Q – Environmental Assessment  
– Assesses the condition and accessibility of the home and begins 

financial questioning; Employment; Education Level 



InterRAI Information Collected 

Section R – Discharge Potential and Overall Status 
– Gathers info on goals met, status changes and relationship to IADLs 

and ADLs 

Section S - Discharge 
– Collects date of last stay and living status at the time of the 

assessment 

Section T – Assessment Information 
– Signature and date required; Length of time to complete; 

professional degree, addition recommendations to include. 
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Sample Nurse Recommended Plan of Care 



How Should a Supports Planner  
Use the InterRAI? 

• Review the InterRAI, recommended plan of care and 
summary page before meeting the participant. 

• Discuss the findings and recommendations made by the 
nurse. 

• Reference findings in the InterRAI, the nurse’s notes or the 
plan of care when completing the Plan of Service. 

– The Department relies on the InterRAI assessment and 
nurse’s recommendations when it approves services. 

– If the Department feels that service requests aren’t 
supported by medical documentation, the participant’s 
Plan of Service may be denied or additional information 
may be requested. 


