Kansas Department for Aging and Disability Services                                                                                                                                                                                  Survey, Certification, and Credentialing Commission                                                                                                                                                                           Residential Licensed Only Adult Care Homes  (Licensed under NF)

RESIDENT REVIEW

Date: 				Surveyor:									
Facility Name:						Type of Facility ALF/RHCF:____________________	
Resident Name:									  Resident Identifier#: 		 Admission Date: 		         Birth Date: ____________ Diagnosis:																			
28-39-256(c)(2)(B)(ALF/RHCF); 28-39-437(i)(2): Water temperature between 98 and 120 degrees F (3420)

Yes ___ No ___	-	Resident toilet room sink 								
Yes ___ No ___	-	Resident toilet room shower/tub 								
Yes ___ No ___	-	Resident apartment kitchen sink 							

Request copies of Functional Capacity Screen (FCS), Negotiated Service Agreement (NSA) and Healthcare Service Plan (HCSP) and review them for all Items Triggered (Checked) on Resident Roster. 

201 FCS

Yes ___ No ___(a)	-	The FCS conducted on or before admission. (3080)
Yes ___ No ___(b)	-	The FCS signed by a licensed nurse if health services were warranted. (3080)
Yes ___ No ___(c)	-	The FCS conducted at least annually, following a significant change in condition, or quarterly 		if receiving assistance from paid nutrition assistance. (3081)
Yes ___ No ___(d)	-	The FCS accurately reflects the resident’s status. (3082)

202 NSA

Yes ___ No ___(c)	-	The NSA developed at admission. (3090)
Yes ___ No ___(a)(1)	-	The NSA based on the FCS and describes the services to be provided. (3085)
Yes ___ No ___(a)(2)	-	The NSA identifies the provider of the service or services. (3085)
Yes ___ No ___(a)	-	NSA based on service needs or preferences of the resident. (3085)
Yes ___ No ___(a)	-	NSA developed in collaboration with the resident, resident’s legal representative, the case 		manager, and if agreed to by the resident or resident’s legal representative, the resident’s 		family. (3085)
Yes ___ No ___(d)	-	The NSA reviewed at least annually and revised as necessary, following significant change, 		quarterly if receiving assistance from paid nutrition assistant. (3092)
Yes ___ No ___(h)	-	The NSA assigned by each individual involved in the development of the NSA. (3101)
	Yes ___ No ___ By resident	 		Yes ___ No ___ By resident’s legal representative 
	Yes ___ No ___ By administrator/operator	Yes ___ No ___ By case manager, if applicable
	Yes ___ No ___ By family member	 	Yes ___ No ___ By licensed nurse if health services 	required

Yes ___ No ___(j)(3)	-	If services are provided by outside, providers are monitored for professional standards of 
		practice. (3105)

204 Health Care Service Plan

Yes ___ No __(b)	-		If the resident’s FCS indicated the need for health care services, a health care service plan 			was developed and included in the negotiated service plan. (3156)
Yes ___ No __(i)	-		Are health care services provided in accordance with acceptable standards of practice? (3171)


105 Resident Records
Yes ___ No ___(f)(10)	-	The resident’s record contains records of medications, biological and treatments 				administered. (3260)
205 Medication Management: Administration

		Self-Administration of medication (SAM)
Yes ___ No ___(a)(1)	-	Resident self-administers ___ all ____ some of medication.  If self-administered:  An        			assessment has been completed initially, significant change, and annually by a licensed 			nurse to determine that the resident can perform SAM safely and accurately without staff			assistance. N/A ____ (3175)
Yes ___ No ___(a)(2)	-	The assessment included an evaluation of the resident’s physical cognitive and functional 		ability to SAM, manage medications or by using prefilled medication container or prefilled 			syringe. N/A ____ (3177)
Yes ___ No ___(a)(3)	-	Resident’s clinical record contains documentation of assessment and determination of SAM. (3178)
Yes ___ No ___(h)(2)	-	Self-administrated medications are stored in a place only accessible to the resident and 			persons authorized to administer medications. N/A ____ (3215)

Note to surveyors: If self-administered there is no need to look for physician’s orders or MAR documentation.

		Facility Administration of medication 
Yes ___ No ___(b)	-	If resident self-administers and selects medications to be administered by facility, does the 		NSA reflect this service and identify who is responsible for management of selected 			medication? N/A ____ (3186)
Yes ___ No ___(d)	-	All medications managed by the facility are administered in accordance with a physician’s 		written order. (3200)
Yes ___ No ___(e)	-	Verbal medication orders from physicians, advanced registered nurse practitioners and 			physician assistants are given only to a licensed nurse or licensed pharmacist. The 			licensed nurse shall ensure all verbal orders are signed by the medical care provider 			within 7 working days of receipt of the verbal order. N/A ____ (3210)
		Resident’s record/MAR contains following information:
Yes ___ No ___(k)(3)	-	If any known medication allergies. (3220)
Yes ___ No ___(k)(4)	-	The date and 12 hour or 24 hour clock time medications were administered. N/A ____(3220)

205 (l) – Medication Regimen Review 

Yes ___ No ___(l)	-	If the resident’s medications are managed by the facility, was the medication regimen review conducted by a licensed pharmacist at least quarterly and each time they experienced a significant change in condition? N/A ____ (3225)
Yes ___ No ___(4)	-	If the resident self-administers medications, were they offered a medication regimen review 		by a licensed pharmacist at least quarterly and each time they 			experienced a significant change in in condition? N/A ____ (3229)
Yes ___ No ___(1)	-	The medication regimen review identifies any potential or current medication-related 			problem. (3226)
	Yes ___ No ___	(A) Lack of clinical indication for use of medication
	Yes ___ No ___	(B) the use of a sub therapeutic dose of any medication
	Yes ___ No ___	(C) failure of the resident to receive an ordered medication
	Yes ___ No ___	(D) medications administered in excessive dosage, including duplicate therapy
	Yes ___ No ___	(E) medications administered in excessive duration
	Yes ___ No ___	(F) adverse medication reactions
[bookmark: _GoBack]	Yes ___ No ___(G) medication interactions
	Yes ___ No ___(H) lack of adequate monitoring
Yes ___ No ___(2)	-	Each variance identified in the medication regimen review has been reported to the 			resident’s physician immediately if required or within the time specified by the pharmacist; 		licensed nurse seeks response from medical care provider within 5 working days of 			notification of the medical care provider. (3227)
Yes ___ No ___(3)	-	The medication regimen reviews are maintained in the resident’s record. (3228)
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