GUIDE FOR RN’s

Nurse Review – Regulation requires a nurse review be completed every 90 days when the program provides health care professional directed care and/or medication administration.  Health care professional directed care is considered to be ADLs.  The 90 day nurse review should review the following:  tenant’s health status, review of what has been going on with tenant over the last evaluation cycle, review of interventions, medication review which includes:  verification that physicians’ orders have been followed; any medication interactions or ill-effects, medications changes, therapies, etc.
Change in Condition – A RN is required to complete assessments when there is a change in condition.  When there is a change in condition, the RN must complete a nurse review, assessment (health, cognitive, and functional), and update the service plan with appropriate interventions.

EVALUATION OF TENANT

An evaluation is required to be completed prior to the tenant moving in.  This evaluation must be completed by a RN.  An evaluation consists of completing a health, functional, and cognitive evaluation.  If a tenant scores MODERATE or higher, a global deterioration scale is to be completed.

An evaluation is required within 30 days of move-in.  Count the dates on the calendar to ensure the evaluation is not greater than 30 days.  Give yourself a 3-5-7 day window to complete the evaluation.  An LPN can complete this evaluation.  If the LPN notices a potential change in condition, the RN must take over and complete the evaluation.

An evaluation is required annually.  This can be completed by a LPN.
The purpose of the evaluation is to evaluate if the tenant meets occupancy criteria AND to evaluate the tenant’s identified needs and/or requests for service.
SERVICE PLAN

The service plan follows the same schedule as the evaluation.  The service plan is completed AFTER the completion of evaluations (health/functional/cognitive).  Service plans must be completed prior to move-in, within 30 days of move-in, and annually.

The service plan cannot stand alone and must be supported by a nurse review, OR a health/functional/cognitive evaluation OR a nurse review AND a health/functional/cognitive evaluation.

The service plan shall be individualized and shall indicate, at a minimum:
a.
The tenant’s identified needs and preferences for assistance;

b. 
Any services and care to be provided pursuant to the occupancy agreement;

c. 
The service provider(s), if other than the program, including but not limited to providers of hospice care, home health care, occupational therapy, and physical therapy;

d. 
For tenants who are unable to plan their own activities, including tenants with dementia, planned and spontaneous activities based on the tenant’s abilities and personal interests; and

e.
 Preferences, if any, of the tenant or the tenant’s legal representative for nursing facility care, if the need for nursing facility care presents itself during the assisted living program occupancy.

The service plan must be signed by the RN and the tenant as well as others involved in the development of the service plan.
The service plan should direct staff what to do for the tenant; how to approach the tenant; and how to interact and/or redirect the tenant.  Staff cannot self-direct.  The service plan will be specific enough to meet the tenant’s needs.

CHANGE IN CONDITION

A nurse review, evaluation (health/functional/cognitive) and service plan are required to be updated when a tenant has a significant change in condition.

NURSE REVIEW
A nurse review is required to be completed every 90-day if a tenant is receiving assistance with ADLs or medication administration.  The nurse review will assess and document health status, make recommendations or referrals, review interventions and review adverse reactions to prescriptions medications, ensure prescription medication orders are current and administered consistent with such orders.  

SCRIPT for a nurse review.

Why are you doing the nurse review?

Document the current health condition.

What has been going on with the tenant over the last evaluation cycle?

What services does the tenant receive?

Are your interventions successful?

Review medications (are orders current, any issues with meds, etc).

Is the tenant appropriate for assisted living?

A nurse review is required to be completed when a tenant has a significant change in condition.  Always complete the nurse review FIRST.  This process (following the script) will help you to develop the service plan.

A nurse review is a clinical review of what is going on with the tenant.  

A “situational” nurse review should be used when TRIGGERS are identified.  Possible triggers which cause the DIA monitor to look for a significant change in condition include the following:

Triggers

Increase/Decrease in ADL status

Increase/Decrease in Behaviors

Hospitalization

Treatments

Falls (two or more falls in a short period of time)

New medications

Increase in behavior medication

PRN usage (pain/behavior/diarrhea) 

The script above can be used for the RN to evaluate if the TRIGGER is a significant change in condition.  The very last question that should be documented in the nurse review is whether or not this situation is a significant change in condition.  If the RN writes, this is not a significant change in condition; documentation in the nurse review should support this decision.

A RN must complete a change in condition nurse review.

If you are still puzzled whether or not this is a significant change…ask yourself, “how has this changed the tenant’s daily routine?” 

OTHER

The move-in process must be in this order:

1. Evaluation

2. Service Plan

3. Occupancy Agreement

4. Move-In

