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DEPARTMENT OF SOCIAL AND HEALTH SERVICES
Developmental Disabilities Administration * P.O. Box 45310 * Olympia, WA  98504-5310

DDA MANAGEMENT BULLETIN
D14-004 – Procedure
February 26, 2014

	TO:
	All Lakeland Nursing Facility Employees (Core Staff and Management)

	FROM:
	Don Clintsman, Deputy Assistant Secretary
Developmental Disabilities Administration

Tony DiBartolo, Superintendent
Lakeland Village

	SUBJECT:
	NURSING FACILITY PRACTICES AND EXPECTATIONS

	PURPOSE:
	To provide clear expectations for use of the Nursing Facility Practice Checklist to be implemented at Lakeland Village.

	BACKGROUND:
	In November 2013, Lakeland Village (LV) Nursing Facility (NF) received findings from the Centers for Medicare and Medicaid (CMS) related to preadmission screening and nursing home practices for 25 LV residents who were transferred from the Intermediate Care Facility (ICF) to the NF in 2011.

	WHAT’S NEW, CHANGED, OR CLARIFIED
	· The health, safety, well-being and quality of life of LV residents have been and will continue to be the paramount concern for LV services and supports.

· The NF management’s role is to develop, establish and enforce standards for NF practices to ensure that LV meets compliance with CMS standards.  This memorandum provides expectations to all NF employees who are involved in the care, supports and services for the identified NF residents. 

· To ensure compliance to NF requirements, LV plans to implement a NF Practices Checklist.  The checklist will be placed in the charts of the residents who were transferred to the NF in 2011.  A draft copy of the checklist is available for review in the Attachments section below. 

· More detailed instructions for implementation of the NF Practices Checklist will be published as soon as possible.

	ACTION:
	Effective immediately, all NF core staff and management employees must follow the process and requirements described below. 

· Use of the checklist is mandatory.  The checklist must be completed as accurately and as completely as possible.  Proper completion of the checklist will be monitored by DDA personnel not associated with the LV facility.

· Employees who are expected to complete the checklist will receive a formal orientation to its content and purpose.

· A report must be made to the appropriate supervisor, the NF Administrator, or other LV management team member of any failure by a NF employee to use the checklist, add the checklist to the client record, and/or accurately complete the checklist.

	RELATED REFERENCES:
	N/A

	ATTACHMENTS:
	
[bookmark: _GoBack][bookmark: _MON_1454922835]   

	CONTACT(S):
	Ward Tappero, LV Nursing Facility Administrator
Ward.tappero@dshs.wa.gov
509/299-1930

Carol Kirk, RHC Program Manager
carol.kirk@dshs.wa.gov
360/725-3450

Terry Hehemann, PASRR Program Manager
hehemtl@dshs.wa.gov
360-725-3456
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		CLIENT NAME:

     

		REVIEWER (name/title):

[bookmark: Text2]     



		DDA ID NUMBER 

     

		REVIEW DATES

		FROM:

     

		TO:

     



		RESIDENCE/ADDRESS:      



		DD= Developmental Disability              NFLOC = Nursing Facility Level of Care                   

ID = Intellectual Disability                      RC = Related Condition

PAN = Planned Action Notice                NF = Nursing Facility (nursing home) 



		PART ONE:  PREADMISSION SCREENING and RESIDENT REVIEW (PASRR)







		A

		PASRR I:  Level One PREADMISSION SCREENING AND RESIDENT REVIEW  

42 CFR 483.100, 483.102, 483.104, 483.106, 483.108, 483.128, 483.130, 483.134, 483.136.





		

		Contents

		Status

		Date Completed

		Completed by

		Comments

Document reasons/explanation for missing/incomplete items 



		1.

		Does PASRR I identify possible DD/ID or MI?

		[bookmark: Check1]|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2.

		If yes, is there evidence of referral to the regional DDA PASRR Coordinator and/or DBHR for PASRR II? Note: If dual diagnosis of DD/ID/OC and MI exists, both referrals must be made.

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     







		3.

		Has a physician signed the PASRR I for Advanced Categorical Determinations?   List/describe in Comments.

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		4.

		Has the short term stay panel in CARE been completed for respite less than 30 days?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		5.

		Does the PASRR I form include referring person (source) name, professional title, contact information, and date?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		6.

		Is there evidence in SER that a copy of the PASRR I has been provided to individual, legal representative, admitting or retaining NF, attending physician, and discharging hospital? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     












		B

		NFLOC:  NURSING FACILITY LEVEL OF CARE  

42 CFR:  483.116, 483.118,  483.126, 483.128, 483.130, 483.132





		

		Contents

		Status

		Date Completed

		Completed by

		Comment 

Provide reason/explanation



		1

		Has the NFLOC screen been completed and the person meets NFLOC?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2

		Has the person been living at the NF for less than 30 months?

If yes, complete next series of questions.

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		a

		If the person does not require NFLOC or specialized services, is there evidence in SER of planning for discharge?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		If the person does not need NFLOC, but does need specialized services, is there evidence in SER that planning for specialized services occurred as part of planning for discharge?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		If the person does not meet NFLOC and chooses to leave the NF, is there evidence in SER that the individual and legal representative or NSA received information about how this decision could affect Medicaid eligibility, including readmission?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		If the person does not need NFLOC but does need specialized services, is there evidence that assistance was provided to individual/legal representative to transition to community residential alternatives;  or provided the individual choice and either referred to DDA for a PASRR II, or arranged for specialized services needed in a community setting?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e









		If the person has lived in the NF for at least 30 months and does not need NFLOC but does need specialized services, is there documentation in SER that the assessor talked to the person and family/representative about community and institutional options, gave the individual choice, and either referred to DDA for a PASRR II, or arranged for specialized services needed in a community setting?  (This includes referrals to other agencies or community resources help to arrange informal supports, etc.)

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     





Notes: 


		
C

		PASRR II:  Level Two Preadmission Screening and Resident Review  

42 CFR 483.112, 483.116, 483.120, 483.126, 483.128, 483.130, 483.132, 483.136





		

		Contents

		Status

		Date Completed

		Completed by

		Comment 

Provide reason/explanation



		1

		Is there documentation in SER that the individual, legal representative or NSA, and family (if individual or guardian wants family present) have been invited to participate (in person or by phone) in the assessment?  

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2

		Does the PASRR Level II narrative document the assessor’s explanation of the findings against Lakeland Village and a discussion of whether Lakeland Village can meet the individual’s needs?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		3

		Does the PASRR Level II narrative contain an attestation that the assessor is not associated with Lakeland Village and is a client advocate whose role is to provide information about community options so the person can make an informed choice?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		4

		Does the PASRR Level II contain a determination whether this person’s needs can be met in an appropriate community setting?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		5

		If Lakeland Village is unable to meet the individual’s needs, were other options offered, including ICF/ID, other nursing facilities, and community alternatives?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		6

		Is there evidence in the PASRR II Narrative that Field Services staff explained community services specific to the individual’s needs and offered assistance to transition to community alternatives?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		7

		Does the PASRR Level II narrative list the documents reviewed and the people interviewed?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		8

		Was the PASRR II completed within 7-9 working days of PASRR I?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		9

		Is there evidence that the PASSR Level II assessor obtained and considered  information from all available sources of the following:  

|_|  Medical status and impact on the person's functioning 

|_|  All current medications/response to medications 

|_|  Ambulation and mobility 

|_|  Use of or need for medical equipment 

|_|  Communication 

|_|  Social and interpersonal skills 

|_|  Educational and learning skills

|_|  Strengths and support needs regarding ADLs and IADLs

|_|  Vocational development and skills

|_|  Decision making ability

|_|  Behavioral issues 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		      





		10

		Was a determination made whether the individual has reached maximum achievable functional level in each of the above areas?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		      





		11

		Is there evidence that the PASSR Level II assessor obtained and considered  information from all available sources regarding inability to:  

|_|  Take care of most personal care needs 

|_|  Understand simple commands 

|_|  Communicate basic needs and wants

|_|  Be employed at a productive wage level without systematic long term supervision or support

|_|  Learn new skills without aggressive and consistent training

|_|  Apply skills learned in a training situation to other environments or settings without aggressive and consistent training

 |_|  Demonstrate behavior appropriate to the time, situation, or place without direct supervision

|_|  Make decisions requiring informed consent without extreme difficulty



		|_|  Yes

|_|  No

|_|  NA

		     

		     

		      





		12

		Is there evidence that the PASSR Level II assessor obtained and considered  information from all available sources regarding:  

|_|  Demonstration of severe maladaptive behavior(s) that place the person or others in jeopardy to health and safety; and

|_|  Presence of other skill deficits or specialized training needs that necessitate the availability of trained IID personnel, 24 hours per day, to teach the person functional skills



		|_|  Yes

|_|  No

|_|  NA

		     

		     

		      





		13

		For each area in which the individual has not reached maximum achievable functional level, has a goal been determined?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		14

		Are identified goals designed to help the individual increase independence and work toward greater community involvement?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		15

		Has the assessor prioritized the goals and made recommendations for NF services or specialized services to address the most important goals?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		16

		Is there documentation of the individual’s decision or choice of placement?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		17

		Does the individual refuse specialized services?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		18

		Does the PASRR II verify/confirm that the person has been diagnosed with DD/ID by a licensed psychologist?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		19

		Is the PASRR II form complete with the assessor's name, professional title, contact information, and date?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		20

		Has the PASRR Level II form and the Specialized Services Assessment been sent to the individual, legal representative or NSA, admitting or retaining NF, attending physician, and discharging hospital?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		D

		PAN:  PLANNED ACTION NOTICE  

CFR: 483.13





		

		Contents

		Status

		Date Completed

		Completed by

		Comment 

Provide reason/explanation



		1

		Has a PAN been sent within 5 working days of completion of PASSR I, II and Specialized Services Assessment?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2

		Does the notice state eligibility for NFLOC?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		3

		Does the notice state if specialized services are recommended/needed?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		4

		Has the PAN been signed by the assessor?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		5

		Is mailing of PAN documented in a SER note?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     





Notes: 






		CLIENT NAME:

     

		REVIEWER (name/title):

     



		DDA ID NUMBER 

     

		REVIEW DATES

		FROM:

     

		TO:

     



		RESIDENCE/ADDRESS:      

		Purpose of Review:        



		PART TWO:  NURSING FACILITY ADMISSION PROCESSES AND CARE PLANNING



		IPOC – Individual Plan of Care

CMRN – Case Managing Registered Nurse 

		RAI – Resident Assessment Instrument 

IDT – Interdisciplinary Team 

		MDS – Minimum Data Set

NF – Nursing Facility (nursing home)

		CAA – Care Area Assessments 

ICF – Intermediate Care Facility 



		E

		NURSING FACILITY ADMISSION AND ASSESSMENTS 

CFR 483.20



		

		Contents

		Status

		Date Completed

		Completed by

		Comment 

Provide reason/explanation



		1

		Preadmission materials are provided to the NF from the DDA Regional PASRR Assessors, including at least:  PASSR I & II, Support Need (Specialized Services) Assessments and associated narratives, NFLOC, RCL materials and PAN.



		

		a

		Is there evidence that the regional packet of PASRR materials was received by the NF? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Is there evidence the NF CMRN reviewed the PASSR materials? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Is there evidence the NF primary care provider (MD/ARNP/PA) reviewed the PASRR materials? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Is there evidence the NF IDT reviewed and analyzed all PASRR materials? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Other element (write in): 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2

		NF must conduct initial and/or periodic comprehensive, accurate, standardized reproducible assessment of resident's functional capability.  

Determine if there is evidence/documentation as follows:



		

		a

		Has the Washington State 'Resident Assessment Instrument' (RAI) been used for assessment?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Is the information from the RAI/CAAs used to develop the NF care plan?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Was the individual’s legal representatives and/or the family present or represented for admission assessments/RAI?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Was the individual’s participation in admission assessment/RAI documented? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Was any observation of or communication with the individual documented?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Was communication with licensed/non-licensed staff from all the NF workers from all areas/all shifts documented?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g

		Was any discussion with the physician, family, outside consultants, or other evaluators documented?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		h

		Is there evidence the individual’s record was reviewed/consulted?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		i

		Is there evidence of a complete team and appropriate involvement of the NF IDT? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		j.

		Is there evidence the regional DDA PASRR Assessor was invited, attended or otherwise participated in the NF IDT admission processes?  

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		k. 

		Is there evidence that the NF IDT specifically discussed and analyzed the PASRR identified needs and recommendations for specialized services? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		l.

		Is the current version of the RAI/MDS appropriately dated, electronically signed or otherwise identifies who completed it? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		m. 

		Other element (write in):

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		3

		RESIDENT ASSESSMENT CONTENTS:  RAI contents are standardized.  Was each area comprehensively included in the assessment records?



		

		a

		Was identification and demographic information completed and accurate?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Was customary routine completed that reflects the individual’s interests?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Were cognitive patterns assessed and functional impacts identified?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Was communication fully assessed, including those with non-verbal forms of communication? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Was vision assessed and functional impacts identified?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Were mood and behavior patterns fully assessed and reflect who the individual is?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g

		Does the RAI reflect an assessment of psychological well-being?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		h

		Is the individual’s physical functioning and structural problems identified?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		i

		Has continence of bladder and bowel been reviewed? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		j

		Are disease diagnoses and health conditions accurately identified?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		k

		Are dental and nutritional status assessed for any impacts on function?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		l

		Is the assessment of skin condition accurate, timely and complete? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		m

		Are activity pursuits identified to reflect the individual’s choices and interests?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		n

		Does the medication assessment also reflect effects and side effects?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		o

		Is the special treatments (therapies) and procedures review complete? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		p

		Does the assessment reflect discharge potential and specific content of discussions with person and legal representative/family? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		q

		Is there evidence of additional information for care areas if warranted to explain, prioritize, characterize or identify other needs? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		4

		Was the admission assessment was completed within 14 days of admission date?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		5

		Optional:  Did the NF identify if a person experienced a significant change in health or other circumstances?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		6

		If yes, did the NF reassess person with RAI within 14 days when significant change occurred? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		7

		Is there evidence that the NF gathered supplemental assessment information based on identified care areas prior to establishing care plan? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		8

		Is there evidence that the RAI information corresponds with information from observations/interviews with the individual, staff, and relatives?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		9

		Is there evidence that the RAI/MDS was updated to include the information and analysis of PASRR materials and specialized services? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		10

		Does the CAA problem list or CAA summary incorporate and/or otherwise address how the team reviewed/assessed every PASRR- specialized service that was identified as a need or recommendation? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		11 

		Other element (write in): 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		12

		RESIDENT ASSESSMENT PROCESS:  The assessment process followed by the NF has to meet the following elements (CFR 483.20 (g, h).





		

		a

		Is there clear documentation that each assessment was conducted or coordinated by a designated RN? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Did the designated RN certify the assessment has been completed either by signature or electronic authentication?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Based on the individual’s needs, did the appropriate health professionals assess the person?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		If a person’s medical status, functional abilities, or psychosocial status declined and the decline was clinically unavoidable, did the appropriate health professionals assess (or re-assess) the individual? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Based on your total review of the individual, is each portion of the assessment accurate?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Other element (write in): 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

13

		

NURSING FACILITY RECORDS REVIEW:  Review the person’s active chart or record.



		

		a

		Are all the individual’s assessments, which were completed in the last 15 months, filed in the client’s active chart?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		If the NF does not maintain electronic signatures, is there a hard copy of RAI assessment signature pages for every assessment conducted in the resident’s active clinical record for 15 months?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Is assessment information, paper or electronic, kept in a central location and accessible for all professional staff and reviewers?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Other element (write in):

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     







Notes: 


		

F

		

IPOC – INDIVIDUALIZED PLAN OF CARE - CFR 483. 20 (d) (k) F279 – F282

must be based on assessment, including:





		

		Contents

		Status

		Date Completed

		Completed by

		Comment

Provide reason/explanation



		1

		IPOC CONTENT



		

		a

		Are objectives outcome focused, behavioral or measurable objectives, and include timelines?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Are any services identified to attain a higher practicable physical, mental, and psychosocial well-being (optimizing functional abilities)?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Are services identified that would be required but not provided due to the person exercising rights (i.e., the right to refuse treatment)?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Is there evidence that care planning is connected to, linked to or associated with identified RAI/MDS or CAA care areas?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		??

		Is there evidence that shows how the team considered the PASRR assessment identified needs and recommendations for specialized services as part of developing, prioritizing and creating the overall plan? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Are the person’s desires documented?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		F

		Does the care plan address the needs, strengths and preferences identified in the RAI?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g

		Is the care plan oriented toward preventing avoidable declines in functioning or functional levels?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		h

		Does the care plan manage risk factors?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		I

		Does the care plan build on resident strengths?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2

		IPOC PROCESSES are standardized following CFR 483. 20 (d) (k)  and F 279 – F 282   



		

		a

		Was the IPOC developed within 7 days after the completion of the comprehensive assessment?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Was IPOC prepared by the IDT? – including at least the primary care provider, case managing RN, and other disciplinary staff as determined by needs; the person, legal representative or family?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Is there evidence the IPOC is periodically reviewed and revised by a team of qualified persons after each assessment?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Is there evidence that interdisciplinary expertise was used to develop a plan to improve function?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Is there evidence staff involved the person, family, surrogates, legal representatives in care planning?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Is there evidence that NF staff attempt to make the process understandable to the person/family?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     







		G

		SPECIALIZED SERVICES -   CFR 483.120;  also related to CFR 483.440 ICF/ID Active Treatment  

are incorporated into the IPOC and identified for cost reporting as needed





		

		Contents

		Status

		Date Completed

		Completed by

		Comment

Provide reason/explanation



		1

		IPOC  CONTENT related to specialized services 



		

		a

		Are goals and objectives for specialized services are clearly linked to PASRR assessments?  

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Are any new goals labelled/ identified in IPOC? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Have the plans to carry out specialized services been created, written, and developed by the person assigned responsibility? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		If services are to be implemented by facility staff, is there evidence that employees have been trained to implement specialized services? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Is there evidence that the identified specialized services have been implemented? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Is there a clear, written or identified system to track completion, status, performance and/or progress towards the specialized service objectives? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g

		Is there a system to review and monitor progress towards specialized service goals? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		h

		Is there evidence of a system in place to track the expected/actual schedule of implementation?  

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		i

		Is there evidence of monitoring of the specialized services goals/objectives by the CMRN? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		j

		Is there evidence that the CMRN monitoring and review have resulted in program change or revision to facilitate progress or correction? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		k

		Is there evidence of Quality Assurance activity by designed NF personnel to independently review/monitor specialized services outcomes? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		l

		Other element (write in): 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     







Notes: 
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		Section H and I are used under the specific circumstances that a person has been discharged or transferred from an NF;  or a significant change in condition has occurred.



		CLIENT NAME:

     

		REVIEWER (name/title):

     



		DDA ID NUMBER 

     

		REVIEW DATES

		FROM:

     

		TO:

     



		H

		TRANSFERS AND DISCHARGES CFR:  483.12 

NOTE:  complete this section only for individuals who will/have been transferred or discharged

Transfers:  NF to NF moves 

Discharge:  Moving out of a certified, licensed or other residential placement/home; services, eligibility and/or service level are typically terminated

Note:  moving from an Intermediate Care Facility (ICF) into a Nursing Facility requires a discharge from the ICF and an admission into the NF. 



		

		Contents

		Status

		Date Completed

		Completed by

		Comment

Provide reason/explanation



		1

		Is there evidence in the records that reflect that the NF has discussed home and community residential options and/or provided information to the person (and/or legal representative) about home and community living? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2

		NF must have procedures/practices in place to permit a person to remain at the NF and not transfer or discharge them without specific reason.  Overall, does the facility have clear procedures in place?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		a

		Is there documentation that if the transfer or discharge is necessary for the person’s welfare and their needs cannot be met by the NF?  and/or 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Is there documentation that the transfer or discharge is appropriate because the person’s health has improved sufficiently so they no longer need NF?  and/or

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Is there documentation that the safety of other individuals in the facility is endangered?  and/or,

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Is there documentation that the health of others in the facility would be endangered?  and/or

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Is there evidence the person has not paid?  and/or

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Is there document that the NF is closing?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g

		Are any medical/clinical reasons for a transfer documented by the person’s primary care provider?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		h

		Other element (write in): 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		3

		WRITTEN NOTICE CONTENTS:  Review the records of any letters or written notice to resident, family member/legal representative/guardian or NSA, regarding transfer or discharge.  



		

		a

		Is the reason for transfer or discharge documented?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		


		b

		Is the effective date of transfer or discharge documented?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Is the location to which the person is transferred or discharged documented? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		Did the NF provide a statement that the person has the right to appeal the action to the State?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Did the NF provide the name, address and telephone number of the State long term care ombudsman?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Did the NF provide the name/address/phone for DRW to the person?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		4

		Did the NF provide preparation or an orientation to person for an orderly transfer/discharge (which may have involved counseling)?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		5

		Is there a discharge document or summary?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		a.

		Does the discharge document include a recapitulation of the person’s stay?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b.

		Is there a final summary of the person’s status? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c.

		Does the summary describe any significant changes? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d.

		Does the summary include the comprehensive assessment using RAI?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e.

		Does the summary include any supplemental assessment information based on triggered Care Area Assessments (CAAs)?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f.

		Does the summary include Information obtained during individual observations and interviews?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g.

		Was the summary made available at the time of discharge?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		h.

		Was the summary released to authorized persons/agencies with the person’s legal representative and/or family consent?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g

		Other element (write in):  

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     





 Notes: 










		CLIENT NAME:

     

		REVIEWER (name/title):

     



		DDA ID NUMBER 

     

		REVIEW DATES

		FROM:

     

		TO:

     



		I

		SIGNIFICANT CHANGE CFR:  483.10  F 274 

NOTE:  complete this section only for individuals who have been identified as having a significant change in physical or mental condition. 



Significant change:  major decline or improvement in the person’s status that will not normally resolve itself without further intervention by staff or by implementing standard disease-related clinical interventions;  that has an impact on more than one area of the person’s health status and requires interdisciplinary review or revision of the care plan, or both. 

 



		

		Contents

		Status

		Date Completed

		Completed by

		Comment

Provide reason/explanation



		1

		Is there evidence that the NF requested new/updated PASSR Level II assessments when a significant change occurred? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		2

		Is there evidence the PASSR Level II reassessment was completed within 7 to 9 days of request? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		3

		Is there evidence that a referral for Mental Health PASRR Level II assessment was made for individuals who demonstrate new symptoms of mental illness (not related to dementia); increased behavioral, psychiatric or mood-related symptoms; or individuals with behavioral, psychiatric, or mood related symptoms that have not responded to ongoing treatment?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		4

		Is there evidence that decline of function has occurred?   Note: review the most current MDS/RAI; Mark which item(s) describes the decline below. 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		a

		Any decline in activities of daily living (ADL) assistance where the person is newly coded as 3, 4 or 8 Extensive Assistance, Total Dependence, or other evidence  

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Change in behavior or other symptoms coded as “worse”

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		The person’s decision-making changes from 0 or 1, to 2 or 3

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		The person’s incontinence pattern changes from 0 or 1 to 2 or 3, or placement of an indwelling catheter

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		Emergence of sad or anxious mood as a problem as indicated by symptom presence and frequency or total severity score on the MDS. 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		Emergence of an unplanned weight loss problem (5% change in 30 days or 10% change in 180 days)

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		g

		Begin to use trunk restraint or a chair that prevents rising for a person when it was not used before

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		h

		Emergence of a condition/disease in which the person is judged to be unstable

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		i

		Emergence of a pressure ulcer at Stage II or higher when no ulcers were previously present at Stage II or higher 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		j

		Overall deterioration of person’s condition (e.g., the person needs more support in ADLs or decision making or other area) 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		k

		If a person’s status is changed to or from hospice or palliative care, was a significant change assessment completed within 14 days? 

		

		

		

		



		5

		Is there evidence that a significant improvement of function has occurred?   Note: review the most current MDS/RAI; Mark which item(s) describes the improvement(s) below.

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		a

		Any improvement in ADL assistance where a person is newly coded as 0, 1, or 2 when previously scored as a 3, 4, or 8

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		b

		Change in behavior or other symptoms is coded as “improved”



		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		c

		Decrease in the areas indicating sad or anxious mood as a problem as indicated by symptom presence and frequency  or total severity score on the MDS 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		d

		The person’s decision making changes from 2 or 3, to 0 or 1



		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		e

		The person’s incontinence pattern changes from 2 or 3 to 0 or 1 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		

		f

		There is an overall improvement of the person’s condition, or the person receives fewer supports

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		6

		Is there evidence that the NF IDT reassessed the person within 14 days of the significant change in status?  

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		7

		Did the NF identify the significant change in a timely manner? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		8

		Did the NF update the RAI/MDS within 14 days after identifying the change was significant?

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		9

		Did the NF IDT gather and use supplemental assessment information based on any triggered CAAs prior to establishing the IPOC or care plan? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		10

		Does information in the MDS/RAI correspond with information obtained during observations and/or interviews with the person, NF staff, legal representative and family? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     



		11

		Was the IPOC or care plan completed within 7 calendar days after the CAA was completed? 

		|_|  Yes

|_|  No

|_|  NA

		     

		     

		     





Notes:
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