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This visit was for a fundamental W 0000
recertification and state licensure survey.
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2015.
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The following federal deficiency also
reflects state findings in accordance with
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NURSING SERVICES
Bldg. 00 Nursing services must include, for those
clients certified as not needing a medical
care plan, a review of their health status
which must be on a quarterly or more
frequent basis depending on client need.
Based on record review and interview for W 0336 As of 06/05/2015 the residential 06/24/2015
1 of 3 sampled clients (#1), the facility nurse has completed a head to
. . toe assessment on all clients in
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assessment of the client at least quarterly. nurse has created a schedule and
spreadsheet to follow to ensure
Findings include: all assessments are completed.
’ Director will follow up monthly
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Record review for client #1 was
completed on 6/23/15 at 1:40 PM. Client
#1's medical record indicated his annual
physical, including a head to toe
assessment, was completed on 3/11/15.
Quarterly nursing assessments were
completed on 1/6/15 and 9/29/14. There
was no quarterly nursing assessment for
April, May or June of 2014.

Interview with the facility's Registered
Nurse (RN) on 6/23/15 at 2:30 PM
indicated there was no quarterly nursing
assessment completed on client #1 during
the months of April, May or June of
2014. The RN stated "a quarterly nursing
assessment should have been completed
on [client #1] during that time. Another
nurse was employed here at that time and
was in charge of completing his nursing
assessments."

9-3-6(a)

with the nurse to oversee that this
is being done.
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