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A recertification survey was conducted by
Healthcare Licensing and Surveys from 3/20/23
to 3/23/23. Also reviewed in the course of the
survey was complaint intake WY00003530.

The following common abbreviations are used
throughout this document:

DON- Director of Nursing

GDR- gradual dose reduction

MDS- Minimum Data Set

MAC- Medication Aide-Certified

MAR- Medication Administration Record
mg-  milligrams

Less commonly used abbreviations will be
annotated in each deficiency.

F 623 Notice Requirements Before Transfer/Discharge F 623 4/13/23
SS=E | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 04/13/2023

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) Aresident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 057811 Facility ID: WY0023 If continuation sheet Page 2 of 32



PRINTED: 04/21/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
535024 B. WING 03/23/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4305 S POPLAR

CASPER MOUNTAIN REHABILITATION AND CARE CENTER CASPER, WY 82601

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 623 | Continued From page 2 F 623

telephone number of the Office of the State
Long-Term Care Ombudsman,;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff PREPARATION AND EXECUTION OF
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interview, the facility failed to provide a written
transfer notice to the resident and/or the
resident's representative for 3 of 6 sample
residents (#6, #47, #51) who were hospitalized.
The findings were:

1. Review of nursing notes showed on 2/3/23
resident #51 was found on the floor and told the
facility s/he fell. The resident was sent to the
emergency room. Further review of nursing notes
showed the resident returned from the hospital on
2/9/23. Review of the hospital discharge
summary showed the resident was admitted to
the hospital on 2/3/23 and discharged back to the
facility on 2/9/23. The following concerns were
identified:

a. Review of the medical record showed no
evidence a written transfer notice was provided to
the resident or the resident's representative.

b. Interview with the administrator on 3/22/23
at 5:10 PM confirmed the facility could not
provide evidence of a transfer notice for this
resident's hospitalization.

2. Review of the medical record for resident #47
showed the resident was sent to the hospital on
8/22/22, with a return to facility on 8/25/23. The
resident was again sent to the hospital on
11/27/22 and returned on 11/30/22. Lastly, the
resident was sent to the hospital on 12/1/22 and
returned to the facility on 12/16/22. The following
concerns were identified:

a. Further review of the medical record
showed no evidence a written transfer notice was
provided to the resident or the resident's
representative for any of the resident's hospital
transfers.

3. Review of the medical records for resident #6

THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. §488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

¢

I. CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Residents #6, #47 and #51 did not receive
transfer notice prior to discharge to
hospital. Residents #6, 47 and #51 were
re-admitted back to the facility.

II. HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

All residents who are transferred to the
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showed the resident went to the hospital on hospital are at risk for deficient practice.
2/15/23 and returned on 2/20/23. The following
concerns were identified: lll. MEASURES OR SYSTEMIC
a. Further review of the medical record CHANGES MADE TO ENSURE THE
showed no evidence a written transfer notice was DEFICIENT PRACTICE WILL NOT
provided to the resident or the resident's OCCUR AGAIN:
representative.
Education completed with all Nurses by
4. Interview with the DON on 3/20/23 at 4:29 PM 04/13/2023 by the DON/designee on
confirmed the facility did not provide written providing written notice to resident and or
notices of transfer. The facility relied on phone resident representative with transfer to
call communication to relay transfer information. hospital and ensuring it is documented in
Further interview revealed the facility did not have the medical record.
a policy regarding resident transfer notification. DON/Designee will complete weekly

audits x 4 weeks, then monthly for 2
additional months to ensure compliance of
written transfer notice provided and
documented in medical record. Any
concerns will be addressed immediately.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The DON/designee will be responsible to
report to the monthly Quality Assurance
Performance Improvement (QAPI)
Committee a summary of findings for
review and recommendations for three
months. QAPI Committee will evaluate
and determine the effectiveness of the
plan to ensure substantial compliance is
achieved and determine if further
monitoring and evaluation is required. The
DON/Designee will be responsible to
follow up on any recommendations made
by the QAPI Committee.
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Date of Compliance: 04/13/2023
F 625  Notice of Bed Hold Policy Before/Upon Trnsfr F 625 4/13/23
SS=E | CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permitted to
return and resume residence in the nursing
facility;

(ii) The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e)(1) of this section, permitting a
resident to return; and

(iv) The information specified in paragraph (e)(1)
of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.
This REQUIREMENT is not met as evidenced

by:

Based on medical record review, staff interview, PREPARATION AND EXECUTION OF
and policy review, the facility failed to provide THIS RESPONSE AND PLAN OF
written notice of the bed-hold policy to the CORRECTION DOES NOT
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resident and the resident's representative for 3 of
6 sample residents (#6, #47, #51) who were
hospitalized. The findings were:

1. Review of nursing notes showed on 2/3/23
resident #51 was found on the floor and stated
s/he fell. The resident was send to the emergency
room. Further review of nursing notes showed the
resident returned from the hospital on 2/9/23. The
following concerns were identified:

a. Review of the medical record showed no
evidence written notice of the bed-hold policy was
provided to the resident or the resident's
representative.

b. Interview on 3/22/23 at 5:10 PM with the
administrator confirmed the facility did not have
documentation pertaining to the bed-hold notice
for this resident's hospitalization.

2. Review of the medical record for resident #47
showed the resident was sent to the hospital on
8/22/22 the resident was sent to the hospital. The
resident returned to the long term care facility on
8/25/23. The resident was again sent to the
hospital on 11/27/22 and returned on 11/30/22.
Finally, the resident was sent to the hospital on
12/1/22 and returned on 12/16/22. The following
concerns were identified:

a. Further review of the medical record
showed no evidence the facility provided a written
notice of bed hold policy to the resident or the
resident's representative.

3. Review of the nursing progress notes for
resident #6 showed the resident was sent to the
hospital on 2/15/23 and returned to the facility on
2/20/23. The following concerns were identified:
a. Further, review of the medical records
showed no evidence the facility provided a written

CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. §488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

¢

|. CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Residents #6, #47 and #51 did not receive
Bed Hold Policy prior to discharge to
hospital. Residents #6, #47 and #51 were
re-admitted back to the facility.

II. HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

All residents who are transferred out of
the facility for hospitalization or
therapeutic leave are at risk for this
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notice of the bed hold policy to the resident or the deficient practice.

resident's representative.
lll. MEASURES OR SYSTEMIC

4. Interview with the DON on 3/20/23 at 4:29 PM CHANGES MADE TO ENSURE THE
revealed the facility did not provide written bed DEFICIENT PRACTICE WILL NOT
hold notices. The facility relied on phone call OCCUR AGAIN:

communication to relay transfer information.
Education completed with all Nurses by

5. Review of the policy "Bed-Holds and Returns" 04/13/2023 by the DON/designee on
revision dated 2022 showed "All providing written notice to resident and or
residents/representatives are provided written resident representative on Bed Hold
information regarding the facility bed-hold Policy prior to leaving the facility and
policies, which address holding or reserving a ensuring it is documented in the medical
resident's bed during periods of absence record.

(hospitalization or therapeutic leave). Residents DON/Designee will complete weekly

are provided written information about these audits x 4 weeks, then monthly for 2
policies at least twice: a. well in advance of any additional months to ensure compliance of
transfer (e.g., in the hospital packet); and b. at the written Bed Hold Policy provided and
time of transfer (or, if the transfer was an documented in medical record. Any
emergency, within 24 hours)." concerns will be addressed immediately.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The DON/designee will be responsible for
reporting to the monthly Quality
Assurance Performance Improvement
(QAPI) Committee a summary of findings
for review and recommendations for three
months. QAPI Committee will evaluate
and determine the effectiveness of the
plan to ensure substantial compliance is
achieved and determine if further
monitoring and evaluation is required. The
DON/Designee will be responsible to
follow up on any recommendations made
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by the QAPI Committee.

Date of Compliance: 04/13/2023
F 656 | Develop/Implement Comprehensive Care Plan F 656 4/13/23
SS=E | CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
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whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff interview,
and policy review, the facility failed to ensure a
person-centered care plan was developed for 4 of
27 sample residents (#2, #21, #60, #76). The
findings were:

1. Review of the 1/18/23 quarterly MDS
assessment showed resident #2 had diagnoses
that included non-Alzheimer's dementia, anxiety
disorder and depression. The resident received
an antianxiety medication and an antidepressant
medication on 7 days during the look-back period.
Review of the physician orders showed
citalopram (antidepressant) 20 mg everyday
(ordered 11/3/22), buspirone (antianxiety)10 mg 3
times per day (ordered 10/22/22) and alprazolam
(antianxiety) 0.25 mg as needed every 6 hours
(ordered 9/14/22). The following concerns were
identified:

a. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed the resident
received Buspirone for anxiety. The care plan
listed the target behaviors as "Anxiety, verbal
aggression, restlessness." Anxiety was not further
defined and the plan lacked specific behaviors

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. §488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

¢
|. CORRECTIVE ACTION FOR THOSE
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that staff could monitor. RESIDENTS FOUND TO HAVE BEEN
b. Review of the care plan provided by the AFFECTED BY THE DEFICIENT
facility on 3/22/23 at 9:20 AM showed the resident PRACTICE:
received citalopram for depression. The care plan
listed the target behaviors as "Depression, Resident # #2 has care plan updates
sadness, isolation." Depression was not further completed to reflect target specific
defined and the plan lacked specific behaviors behaviors and interventions.
that staff could monitor. Resident # 21 care plan has been
c. During an interview on 3/23/23 at 9:02 AM personalized to address target behaviors
the administrator, DON, and social services and personalized interventions to
director all confirmed that the behavior monitoring prevent/redirect the behavior.
for psychotropic medications needed Resident #60 care plan has been
improvement. The administrator confirmed the personalized to address target behaviors
care plans contained vague terms and should be and personalized interventions to
more defined for each resident. prevent/redirect the behavior. Resident
#60 care activities care plan has been
2. Review of the 2/17/23 quarterly MDS updated to reflect meaningful activities
assessment showed resident #21 had diagnoses that are person centered and based on
that included Alzheimer's dementia and residents’ personal preferences.
depression and received an antipsychotic Process has been established on the
medication and an antidepressant medication for frequency of behavior monitoring, who
7 days during the look-back period. Review of assesses the behavior and who
physician orders showed the following orders: implements the interventions. Process
sertraline (antidepressant) 50 mg everyday also defines what to do if interventions are
(ordered 7/15/21), quetiapine (antipsychotic) 300 not successful.
mg twice per day (ordered 3/11/23), and Trileptal
(anticonvulsant) 150 mg 3 tablets twice per day II. HOW THE FACILITY IDENTIFIED
(ordered 9/27/22). The following concerns were OTHER RESIDENTS HAVING THE
identified: POTENTIAL TO BE AFFECTED BY THE
a. Review of the care plan provided by the SAME DEFICIENT PRACTICE:
facility on 3/22/23 at 9:20 AM showed the resident
received Trileptal for anxiety. The care plan listed Residents who require behavior
the target behaviors as "Anxiety, Behavior monitoring and interventions are at risk
management, grabbing, hitting." Anxiety and due to deficient practice.
behavior management were not further defined The facility completed an audit of
and the plan lacked specific behaviors that staff residents with behaviors and residents’
could monitor. care plan were updated as needed.
b. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed the resident [ll. MEASURES OR SYSTEMIC
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received quetiapine for behaviors. The care plan CHANGES MADE TO ENSURE THE
listed the target behaviors as "Behavior DEFICIENT PRACTICE WILL NOT
management, grabbing, hitting." Behavior OCCUR AGAIN:
management was not further defined and the
plan lacked specific behaviors that staff could Education completed by 4/13/23 with IDT
monitor. and with facility staff on behavior

c. Review of the care plan provided by the monitoring/interventions and management
facility on 3/22/23 at 9:20 AM showed the resident process by the DON/designee. Education
received sertraline for depression. The care plan completed with Nurses on care plan
listed the target behaviors as "Depression, updates and assessments when a
sadness, behavior/mood management." concern of this nature is identified
Depression and behavior/mood management requiring interventions.
were not further defined and the plan lacked The DON and/or designee will complete
specific behaviors that staff could monitor. an audit 5 x per week for 4 weeks, then

d. During an interview on 3/23/23 at 9:02 AM weekly for 2 additional months during
the administrator, DON, and social services morning clinical meeting ensuring
director all confirmed that the behavior monitoring significant change and or alerts are
for psychotropic medications needed communicated with the provider/POA as
improvement. The administrator confirmed the indicated and are documented in the
care plans contained vague terms and should be medical record.

more defined for each resident.

3. Review of the 2/14/23 admission MDS

assessment showed resident #76 had a IV. HOW THE FACILITY PLANS TO
diagnosis of Alzheimer's dementia. The resident MONITOR PERFORMANCE TO MAKE
received an antipsychotic medication and an SURE THE SOLUTIONS ARE
antidepressant medication on 7 days during the SUSTAINED:
look-back period. Review of physician orders
showed trazadone (antidepressant) 50 mg at The DON/designee will be responsible to
bedtime (ordered 2/7/23), and Zyprexa report to the monthly Quality Assurance
(antipsychotic) 5 mg twice per day (ordered Performance Improvement (QAPI)
2/7/23). The following concerns were identified: Committee a summary of findings for

a. Review of the care plan provided by the review and recommendations for three
facility on 3/22/23 at 9:20 AM showed the resident months. QAPI Committee will evaluate
had a mood problem. The care plan instructed and determine the effectiveness of the
staff to "Observe/record/report to MD prn mood plan to ensure substantial compliance is
patterns s/sx of depression, anxiety, sad mood as achieved and determine if further
per facility Behavior Monitoring protocols." monitoring and evaluation is required. The
Depression and anxiety were not further defined DON/Designee will be responsible to
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and the plan lacked specific behaviors that staff
could monitor.

b. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed
antipsychotic use was not addressed. There
lacked target behaviors for staff to monitor in
order to determine the effectiveness.

c. During an interview on 3/23/23 at 9:02 AM
the administrator, DON, and social services
director all confirmed that the behavior monitoring
for psychotropic medications needed
improvement. The administrator confirmed the
care plans contained vague terms and should be
more defined for each resident.

4. Review of the 12/15/22 quarterly MDS
assessment showed resident #60 had diagnoses
which included dementia, anxiety, depression,
and had a BIMS score 11 (moderate cognitive
impairment). The resident routinely took an
antipsychotic medication and an antidepressant
medication. Review of the care plan, last revised
12/29/22, showed a care area for behavior
problem related to dementia. The interventions
included administer medications as ordered,
nursing staff to educate regarding the indwelling
catheter, and to explain why yelling was
inappropriate. Further review of the care plan
showed a care area for medication use for
anxiety and dementia. The interventions included
to administer medications as ordered and
observe for side effects and effectiveness.
Review of the Treatment Administration Record
(TAR) from 3/1/23 to 3/21/23 showed behavior
monitoring and interventions were documented.
The following concerns were identified:

a. Review of the care plan, with a revision
date of 12/29/23, failed to show individualized
person-centered interventions related to
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follow up on any recommendations made
by the QAPI Committee.
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redirection, and meaningful activities based on
personal preference.

b. Interview on 3/23/23 at 9:29 AM with the
social services director confirmed the care plan
was not individualized. He stated he made rounds
with the nursing staff to see if resident behaviors
have changed. He further stated they did not
have care planning meetings and confirmed the
meetings would help evaluate the resident's
behaviors and make changes to the care plan as
needed.

5. Interview with the administrator on 3/23/23 at
9:35 AM revealed the electronic medical record
did not allow an area to make the behavior
monitoring personalized, but the staff knew the
interventions that work best.

6. Review of the facility policy, "Care Plans,
Comprehensive Person Centered," last revised
12/16, showed, "...7. the care planning process
will: a. facilitate the resident and/or representative
involvement; b. include an assessment of the
resident's strengths and needs; and c.
incorporate the resident's personal and cultural
preferences in developing the goals of care".

F 657 Care Plan Timing and Revision F 657 4/13/23
SS=E CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) Aregistered nurse with responsibility for the
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resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(ii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

Based on resident interview, medical record
review, and staff interview, and policy review, the
failed to ensure care plans were revised after
each MDS assessment and included the
participation of the resident/resident
representative for 3 of 27 residents (#46, #63,
#77) reviewed. The findings were:

1. Review of the 2/8/23 quarterly MDS
assessment showed resident #46 was admitted
on 12/18/20, with a BIMS score of 15 out of 15
(cognitively intact), and had diagnoses which
included diabetes mellitus, anxiety, and manic
depression. The following concerns were
identified:

a. Interview on 3/21/23 at 1:54 PM with the
resident revealed s/he had never been invited to
a care planning meeting.

b. Review of the medical record failed to

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
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show evidence of any care planning meetings or
resident input into the care plan development.

2. Review of the 2/7/23 annual MDS assessment
showed resident #63 was admitted on 5/7/21 with
a BIMS score of 13 out of 15 (cognitively intact),
and had diagnoses which included asthma,
chronic pain, and pressure ulcers. The following
concerns were identified:

a. Interview on 3/21/23 at 11:54 AM with the
resident revealed s/he had never been invited to
a care planning meeting. S/he further stated they
have not evaluated the non-pharmacological pain
interventions for her chronic pain.

b. Review of the medical record failed to
show evidence of care planning meetings or
resident input into the care plan development.

3. Review of the annual MDS assessment dated
2/2/23 showed resident #77 was admitted on
1/27/22 with diagnoses which included
hypertension, thyroid disorder, anxiety disorder,
bipolar disorder, post traumatic stress disorder,
suicidal ideations, sleep terrors, insomnia and
chronic pain. Further review showed the resident
had a BIMS score of 15 out of 15 which indicated
an intact cognitive ability. Review of the
Medication Administration Record (MAR) for
March 2023 showed medications for resident #77
included lemborexant (treatment for insomnia) 5
mg at bedtime, desvenlafaxine (antidepressant)
ER 100 mg daily, diazepam (anti-anxiety) 2.5 mg
at bedtime, , ropinirole HCI (dopamine promoter)1
mg three times a day, cariprazine HCI
(anti-psychotic) 1.5 mg each day, and
carbidopa-levodopa (dopamine promoter) 50-200
mg three times a day for the treatment of
insomnia, tremors, depression, anxiety and
suicidal ideation. The following concerns were
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COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. §488.18 AND
SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

é

. CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

The care plan meetings for residents #
46, #63, #77 were completed and care
plans reviewed and revised as needed.

II. HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

All residents are at risk due to deficient
practice.

lll. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
OCCUR AGAIN:

Education completed on 04 /05/2023 with
IDT on Care Conference planning and
timing, care conference regulation and
facility policy.

Formalized process established with the
facility IDT including a medical provider,
nursing staff, social services, nutrition
services, and to the extent practicable, the
resident and the resident’s representative.
This will include any other staff or
professional requested by the resident.

The SSD and/or designee will complete
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identified:

a. Review of the care plan for resident #77
showed under the subject of Activities initiated on
3/24/22 and revised on 3/22/23 "[resident] is
dependent on staff for meeting emotional,
intellectual, physical, and social needs related to
cognitive deficits."

b. Review of the current care plan revised on
3/23/23 showed the care plan for medications
indicated "[resident] receives sedative/hypnotic
therapy Lunesta related to insomnia." (Note:
Lunesta was not ordered for resident.)

c. Interview with the DON on 3/20/23 at 4:29
PM revealed they were not aware the care plans
were not updated after each annual or quarterly
MDS assessment

4. During an interview on 3/22/23 at 4:35 PM the
social services director stated they have not been
having care planning meetings. He stated his
assistant was supposed to make arrangements
for the care conferences and send out invitations;
however, he has not been doing that. He further
stated since the Covid public health emergency
there have not been any formal care conferences
with the Interdisciplinary group, residents or
family. He stated when the resident's MDS
assessment is due, the MDS coordinator sends
out a list of the residents to each discipline and
they individually update the care plans or change
them.

5. Review of the facility policy "Care Planning-
Interdisciplinary Team," last revised 3/22, showed
"...2. Comprehensive, person-centered care plans
are based on resident assessments and
developed by an interdisciplinary team (IDT)...4.
The resident, the resident's family and/or the
resident's legal representative/guardian or
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an audit 3 x per weekly for 4 weeks, then
monthly for 2 months during morning
clinical meeting ensuring care conference
schedule is being followed and
communicated as indicated and is
documented in the medical record.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The DON/designee will be responsible to
report to the monthly Quality Assurance
Performance Improvement (QAPI)
Committee a summary of findings for
review and recommendations for three
months. QAPI Committee will evaluate
and determine the effectiveness of the
plan to ensure substantial compliance is
achieved and determine if further
monitoring and evaluation is required. The
DON/Designee will be responsible to
follow up on any recommendations made
by the QAPI Committee.

¢
Date of Compliance: 04/13/2023
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surrogate are encouraged to participate in the
development of and revisions to the resident's
care plan. 5. Care plan meetings are scheduled
at the best time of the day for the resident and
family when possible...:

F 758 Free from Unnec Psychotropic Meds/PRN Use F 758 4/13/23
SS=E CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

Based on a comprehensive assessment of a
resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record,;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
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in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced

by:
Based on medical record review, staff interview, PREPARATION AND EXECUTION OF
and policy review, the facility failed to ensure THIS RESPONSE AND PLAN OF
residents were free from unnecessary CORRECTION DOES NOT
medications for 7 of 8 residents (#2, #19, #21, CONSTITUTE AN ADMISSION OR
#24, #46, #76, #77). The findings were: AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
1. Review of the 2/8/23 quarterly MDS OR CONCLUSIONS SET FORTH IN THE
assessment for resident #46 showed the resident STATEMENT OF DEFICIENCIES. THE
had diagnoses which included anxiety, PLAN OF CORRECTION IS PREPARED
depression, and manic depression (bipolar AND/OR EXECUTED SOLELY BECAUSE
depression). Review of March 2023 MAR showed IT IS REQUIRED BY THE PROVISIONS
the resident received divalproex sodium OF FEDERAL AND STATE LAW. FOR
(anti-convulsant) 500 mg in the morning and at THE PURPOSES OF ANY ALLEGATION
bedtime, with an order date 7/23/21, trazodone THAT THE FACILITY IS NOT IN
(antidepressant) 100 mg at bedtime, with an SUBSTANTIAL COMPLIANCE WITH
order date 12/3/21, and Lexapro (antidepressant) FEDERAL REQUIREMENTS OF
10 mg daily, with an order date 12/13/21. The PARTICIPATION, THIS RESPONSE AND
following concerns were identified: PLAN OF CORRECTION CONSTITUTES
a. Review of the Psychotropic Medication THE FACILITY'S ALLEGATION OF
Management Review dated 12/13/22 showed the COMPLIANCE IN ACCORDANCE WITH
resident was stable with no changes. Interview on SECTION 42 C.F.R. §488.18 AND
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3/23/23 at 9:29 AM with the social services
director confirmed neither a GDR nor
contraindication statement was done.

b. Review of the 9/23/22 annual MDS
assessment and the 2/8/23 MDS assessment
showed a GDR was not performed, nor was there
a physician contraindication statement. Interview
on 3/23/23 at 9:29 AM with the social services
director confirmed neither a GDR or
contraindication statement was done.

2. Review of the 1/18/23 quarterly MDS
assessment showed resident #2 had diagnoses
including non-Alzheimer's dementia, anxiety
disorder and depression. The resident received
an antianxiety medication and an antidepressant
medication on 7 days during the look-back period.
Review of the physician orders showed
citalopram (antidepressant) 20 mg everyday
(ordered 11/3/22), buspirone (antianxiety)10 mg
three times per day (ordered 10/22/22) and
alprazolam (antianxiety) 0.25 mg as needed
every 6 hours (ordered 9/14/22). The following
concerns were identified:

a. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed the resident
received buspirone for anxiety. The care plan
listed the target behaviors as "Anxiety, verbal
aggression, restlessness." Anxiety was not further
defined and lacked specific behaviors that staff
could monitor. Review of the behavior monitoring
task in the electronic medical record (EMR)
showed "anxiety" was not listed as a choice for
staff to monitor.

b. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed the resident
received citalopram for depression. The care plan
listed the target behaviors as "Depression,
sadness, isolation." Depression was not further
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SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

¢

I. CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Resident #46 has a new drug regimen
review with GDR recommendations and
rational in place with plan of care updated.
Resident #2 has resident specific
behavior tracking in place with
interventions for anxiety and depression.
The care plan has been updated
accordingly.

Resident #21 has had a medication
review with a GDR/Contraindication in
place. Resident specific behavior tracking
with interventions are in place. Care plan
updated accordingly.

Resident #76 has resident specific
behavior and interventions in place with
plan of care updated accordingly.
Resident #24 has had medication review
completed with a GDR/Risk benefit
statement placed. Plan of care updated
accordingly.

Resident #19 has had a medication
review and has a GDR/Risk benefit
statement in place. Plan of care updated
accordingly.

Resident #77 has had a medication
review and has a GDR/Risk benefit
statement in place. Plan of care updated
accordingly.

II. HOW THE FACILITY IDENTIFIED
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defined and lacked specific behaviors that staff
could monitor. Review of the behavior monitoring
task in the electronic medical record (EMR)
showed "depression" was not listed as a choice
for staff to monitor.

c. During an interview on 3/23/23 at 9:02 AM
the administrator, DON, and social services
director all confirmed that the behavior monitoring
for psychotropic medications needed
improvement. The DON stated she needed to
check with the EMR company to see if they could
make changes to the behavior monitoring task.
The administrator stated the target behaviors
should not be vague and should be more defined
for each resident.

3. Review of the 2/17/23 quarterly MDS
assessment showed resident #21 had diagnoses
including Alzheimer's dementia and depression
and received an antipsychotic medication and an
antidepressant medication for 7 days during the
look-back period. Review of physician orders
showed the following orders: sertraline
(antidepressant) 50 mg everyday (ordered
7/15/21), quetiapine (antipsychotic) 300 mg twice
per day (ordered 3/11/23), and Trileptal
(anticonvulsant) 150 mg 3 tablets twice per day
(ordered 9/27/22). The following concerns were
identified:

a. Review of the medical record showed no
evidence a GDR for the sertraline was attempted
or a statement from the physician showing why a
GDR was contraindicated. On 3/23/23 at 8:51 AM
the administrator stated she could not find
evidence of a GDR for the sertraline or physician
statement saying a GDR was contraindicated.

b. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed the resident
received Trileptal for anxiety. The care plan listed
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OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

Resident who receives psychotropic
medications are at risk due to deficient
practice. An audit was completed by the
DON/designee to identify any additional
residents who receive psychotropic
medications. Audit ensured GDR/Risk
benefit statements in place as indicated,
resident centered behavior tracking and
interventions in place and plan of care
updated accordingly.

lll. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
OCCUR AGAIN:

Education completed by 4/13/23 with IDT
team for all nursing staff by the
NHA/designee on process that has been
established for the frequency of behavior
monitoring, who assesses the behavior,
and who implements the interventions.
Process also defines what to do if
interventions are not successful.
Education completed by 4/13/23 with the
SSD on GDR and Risk benefit Statements
and tracking.

SSD/Designee will review all psychotropic
medications at the start of medication, any
dose change, and at least quarterly
through the order listing report and MDS
calendar. Audit will be completed daily
Mon-Fri for 4 weeks, then monthly for 2
months during clinical meeting until
substantial compliance is achieved.
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the target behaviors as "Anxiety, Behavior
management, grabbing, hitting." Anxiety and

behavior management were not further defined IV. HOW THE FACILITY PLANS TO

and lacked specific behaviors that staff could MONITOR PERFORMANCE TO MAKE

monitor. Review of the behavior monitoring task SURE THE SOLUTIONS ARE

in the electronic medical record (EMR) showed SUSTAINED:

"anxiety" and "behavior management" were not

listed as choices for staff to monitor. The DON/designee will be responsible to
c. Review of the care plan provided by the report to the monthly Quality Assurance

facility on 3/22/23 at 9:20 AM showed the resident Performance Improvement (QAPI)

received quetiapine for behaviors. The care plan Committee a summary of findings for

listed the target behaviors as "Behavior review and recommendations for three

management, grabbing, hitting." Behavior months. QAPI Committee will evaluate

management was not further defined and lacked and determine the effectiveness of the

specific behaviors that staff could monitor. plan to ensure substantial compliance is

Review of the behavior monitoring task in the achieved and determine if further

electronic medical record (EMR) showed monitoring and evaluation is required. The

"behavior management" was not listed as a DON/Designee will be responsible to

choice for staff to monitor. follow up on any recommendations made
d. Review of the care plan provided by the by the QAPI Committee.

facility on 3/22/23 at 9:20 AM showed the resident

received sertraline for depression. The care plan Date of Compliance: 04/13/2023

listed the target behaviors as "Depression,
sadness, behavior/mood management.”
Depression and behavior/mood management
were not further defined and lacked specific
behaviors that staff could monitor. Review of the
behavior monitoring task in the electronic medical
record (EMR) showed "depression" and
"behavior/mood management" were not listed as
choices for staff to monitor.

e. During an interview on 3/23/23 at 9:02 AM
the administrator, DON, and social services
director all confirmed that the behavior monitoring
for psychotropic medications needed
improvement. The DON stated she needed to
check with the EMR company to see if they could
make changes to the behavior monitoring task.
The administrator stated the target behaviors
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should not be vague and should be more defined
for each resident.

4. Review of the 2/14/23 initial MDS assessment
showed resident #76 had a diagnosis of
Alzheimer's dementia. The resident received an
antipsychotic medication and an antidepressant
medication on 7 days during the look-back period.
Review of physician orders showed trazadone
(antidepressant) 50 mg at bedtime (ordered
2/7/23), and Zyprexa (antipsychotic) 5 mg twice
per day (ordered 2/7/23). The following concerns
were identified:

a. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed the resident
had a mood problem. The care plan instructed
staff to "Observe/record/report to MD prn mood
patterns s/sx of depression, anxiety, sad mood as
per facility Behavior Monitoring protocols."
Depression and anxiety were not further defined
and lacked specific behaviors that staff could
monitor. Review of the behavior monitoring task
in the electronic medical record (EMR) showed
"anxiety" and "depression" were not listed as
choices for staff to monitor.

b. Review of the care plan provided by the
facility on 3/22/23 at 9:20 AM showed
antipsychotic use was not addressed. There
lacked target behaviors for staff to monitor in
order to determine the effectiveness. On 3/18/23
the care plan was revised due to "...has a
behavior problem of trying to push furniture such
as chairs around the main common area in the
SCU while in [his/her] wheelchair." However,
review of the behavior monitoring task in the EMR
showed that specific behavior was not an option
for staff to monitor.

c. During an interview on 3/23/23 at 9:02 AM
the administrator, DON, and social services
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director all confirmed that the behavior monitoring
for psychotropic medications needed
improvement. The DON stated she needed to
check with the EMR company to see if they could
make changes to the behavior monitoring task.
The administrator stated the target behaviors
should not be vague and should be more defined
for each resident.

5. Review of the annual MDS assessment dated
3/11/23 showed resident #24 was readmitted on
7/15/16 with diagnoses that included arthritis,
non-Alzheimer's disease, depression, psychotic
disorder, and psychophysiologic insomnia.
Further review showed the resident had a BIMS
score of 9 out of 15 indicating moderately
impaired cognition. Review of the Medication
Administration Record (MAR) for the month of
January 2023 showed fluoxetine HCI
(antidepressant) ordered on 3/7/22, risperidone
(anti-psychotic) ordered on 3/7/22, and trazodone
(antidepressant) ordered on 3/7/22 had been
administered daily. The following concerns were
identified:

a. Review of the medication regimen reviews
for the resident showed "no current
recommendations and/or comments and
recommendations" for the time periods 12/28/22 -
12/31/22, 1/30/23 - 1/31/23, and 2/26/23 -
2/28/23.

b. Review of the 12/13/22 "psychotropic
medication management review" of fluoxetine 10
mg, risperidone 0.5 mg and trazodone 200 mg
showed "needs benefit/risks assessment for
psychotropic medications", however, risk/benefit
assessments for the psychotropic medications
were not available.

6. Review of the quarterly MDS assessment
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dated 1/18/23 showed resident #19 was admitted
on 7/20/22 with diagnoses that included renal
insufficiency, viral hepatitis, malnutrition,
schizophrenia, respiratory failure, paroxysmal
atrial fibrillation, and alcohol abuse. Further
review showed the resident had a BIMS score of
14 out of 15 indicating intact cognition. Review of
the MAR for the month of February 2023 showed
quetiapine fumarate (anti-psychotic) ordered on
712122, and buspirone HCI (anti-anxiety) ordered
on 7/26/22 had been administered. The following
concerns were identified:

a. Review of the medication regimen reviews
for the resident showed "no current
recommendations and/or comments and
recommendations" for the time periods 12/28/22 -
12/31/22, 1/30/23 - 1/31/23, and 2/26/23 -
2/28/23.

b. The "psychotropic medication
management review" (being used to document
GDR) were not available for the resident.

7. Review of the annual MDS assessment dated
2/2/23 showed resident #77 was admitted on
1/27/22 with diagnoses which included
hypertension, thyroid disorder, anxiety disorder,
bipolar disorder, post traumatic stress disorder,
suicidal ideations, sleep terrors, insomnia and
chronic pain. Further review showed the resident
had a BIMS score of 15 out of 15 which indicated
an intact cognitive ability. Review of the MAR for
March 2023 showed medications ordered
included lemborexant (insomnia treatment) 5 mg
at bedtime ordered on 11/28/22, desvenlafaxine
ER (antidepressant) 100 mg daily ordered on
6/13/22, diazepam (anti-anxiety) 2.5 mg at
bedtime ordered on 2/15/22, and cariprazine HCI
(anti-psychotic) 1.5 mg each day ordered on
8/10/22 for treatment of insomnia, depression,
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anxiety and suicidal ideation. The following
concerns were identified:

a. Review of the medication regimen reviews
for the resident showed "no current
recommendations and/or comments and
recommendations" for the time periods 12/28/22 -
12/31/22, 1/30/23 - 1/31/23, and 2/26/23 -
2/28/23.

b. The "psychotropic medication
management review" (being used to document
GDR) were not available for the resident.

8. Review of the "Tapering Medications and
Gradual Drug Dose Reduction" policy, last
revised 4/07, showed, "...2. The attending
physician and staff will identify target symptoms
for which a resident is receiving various
medications. The staff will monitor for
improvement in those target symptoms, and
provide the physician with that information...4.
The staff and practitioner will consider tapering
under certain circumstances, including when: ¢
nonp-pharmacological interventions, including
behavioral interventions have been effective in
reducing symptoms, d. a resident's condition has
not responded to treatment or has declined
despite treatment...5. The physician will review
periodically whether current medications are still
necessary in their current doses..."

F 761 Label/Store Drugs and Biologicals F 761 4/13/23
SS=D CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
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applicable.
§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and policy
and procedure review, the facility failed to ensure
medications were not expired for 1 of 4
medication storage units ( 400 hall medication
cart). The findings were:

1. Observation on 03/22/23 9:30 AM of the 400
hall medication cart with MAC #1 showed the
following concerns:

a. One insulin glargine 100 unit/ milliliter flex
pen without an open date.

b. One insulin Lispro 100 unit/milliliter kwik
pen without an open date.

2. Interview with the MAC on 3/23/23 at 9:30 AM
revealed the medications were for resident use,
and would be administered as ordered. She
confirmed the insulins were not dated and she
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PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
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was not sure of the open date. She revealed the THE FACILITY'S ALLEGATION OF

label on the pens showed the insulins would COMPLIANCE IN ACCORDANCE WITH

expire in 2024. SECTION 42 C.F.R. §488.18 AND
SECTION 7317A OF THE STATE

3. Interview with the DON on 3/22/23 at 11:55 OPERATIONS MANUAL.

AM confirmed it was the facility expectation for é

insulin pens to be dated with an open date when . CORRECTIVE ACTION FOR THOSE

they come out of the refrigerator. RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT

4. Reviewed of the policy and procedure "Storage PRACTICE:

of Medications" hand delivered by the DON on

3/22/23 at 12:05 PM showed "...4. Drug The two identified insulin pens were

containers that have missing, incomplete, removed from the cart.

improper, or incorrect labels are returned to the

pharmacy for proper labeling before storing. IIl. HOW THE FACILITY IDENTIFIED

Discontinued, outdated, or deteriorated drugs or OTHER RESIDENTS HAVING THE

biologicals are returned to the dispensing POTENTIAL TO BE AFFECTED BY THE

pharmacy or destroyed." SAME DEFICIENT PRACTICE:

5. Review of the policy "Labeling of Medication All residents receiving insulin are at risk

Containers" hand delivered by the Administrator due to this deficient practice. All

on 3/23/23 at 9:01 AM showed "...3. Labels for medication carts have been audited by the

individual drug containers shall include all DON/designee to ensure that medication

necessary information, such as: ...f. The date that that require and open date/use by date

the medication was dispensed; ...h. The are clearly dated.

expiration date when applicable..."
lll. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
OCCUR AGAIN:
By 4/13/23 education was completed with
all Nurses/MAC by the DON/designee on
drug storage and ensuring medication
requiring an open/use by date are clearly
dated.
DON/Designee will complete weekly
audits across all shifts weekly for 4
weeks, then monthly for 2 additional
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months until substantial compliance is
achieved. Any concerns will be addressed
immediately.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:

The DON/designee will be responsible to
report to the monthly Quality Assurance
Performance Improvement (QAPI)
Committee a summary of findings for
review and recommendations for three
months. QAPI Committee will evaluate
and determine the effectiveness of the
plan to ensure substantial compliance is
achieved and determine if further
monitoring and evaluation is required. The
DON/Designee will be responsible to
follow up on any recommendations made
by the QAPI Committee.

Date of Compliance: 04/13/2023
F 803 | Menus Meet Resident Nds/Prep in Adv/Followed F 803 4/13/23
SS=E | CFR(s): 483.60(c)(1)-(7)

§483.60(c) Menus and nutritional adequacy.
Menus must-

§483.60(c)(1) Meet the nutritional needs of
residents in accordance with established national
guidelines.;

§483.60(c)(2) Be prepared in advance;

§483.60(c)(3) Be followed;
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§483.60(c)(4) Reflect, based on a facility's
reasonable efforts, the religious, cultural and
ethnic needs of the resident population, as well as
input received from residents and resident
groups;

§483.60(c)(5) Be updated periodically;

§483.60(c)(6) Be reviewed by the facility's
dietitian or other clinically qualified nutrition
professional for nutritional adequacy; and

§483.60(c)(7) Nothing in this paragraph should be
construed to limit the resident's right to make
personal dietary choices.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of the menus,
production sheets, and diet order reports, and
staff interview, the facility failed to ensure the
menu was followed during 1 of 1 observation of
trayline service. The findings were:

1. Review of the "daily spreadsheet" menu and
production sheet for the evening meal on 3/22/23
revealed the regular diet consisted of sweet and
sour chicken, steamed white rice, and stir fry
vegetable blend. Further review showed the
mechanical soft diet was supposed to have
ground sweet and sour chicken minus the tomato
and pineapple and seasoned broccoli instead of
the stir fry vegetables. The pureed diet was
supposed to have pureed sweet and sour chicken
minus the pineapple and pureed seasoned
broccoli instead of the stir fry vegetables. The
following concerns were identified:

a. Observation on 3/22/23 at 3:54 PM
showed dietary aide #1 was dishing up resident

PREPARATION AND EXECUTION OF
THIS RESPONSE AND PLAN OF
CORRECTION DOES NOT
CONSTITUTE AN ADMISSION OR
AGREEMENT BY THE PROVIDER OF
THE TRUTH OF THE FACTS ALLEGED
OR CONCLUSIONS SET FORTH IN THE
STATEMENT OF DEFICIENCIES. THE
PLAN OF CORRECTION IS PREPARED
AND/OR EXECUTED SOLELY BECAUSE
IT IS REQUIRED BY THE PROVISIONS
OF FEDERAL AND STATE LAW. FOR
THE PURPOSES OF ANY ALLEGATION
THAT THE FACILITY IS NOT IN
SUBSTANTIAL COMPLIANCE WITH
FEDERAL REQUIREMENTS OF
PARTICIPATION, THIS RESPONSE AND
PLAN OF CORRECTION CONSTITUTES
THE FACILITY'S ALLEGATION OF
COMPLIANCE IN ACCORDANCE WITH
SECTION 42 C.F.R. §488.18 AND
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meals at the steam table. Further observation
showed residents with mechanical soft diets
(residents #4, #67, #76, #82) received ground
chicken (with no tomato and pineapple).
However, the dietary aide then poured sweet and
sour sauce with tomatoes and pineapples over
the ground meat. Those residents with
mechanical soft diets also received stir fry
vegetables. Additional observation showed a
resident with a pureed diet (resident #48)
received pureed stir fried vegetables.

b. During an interview on 3/22/23 at 4:19 PM
the dietary manager stated residents on
mechanical soft diets and pureed diets should
have received broccoli instead of stir fry
vegetables. He also confirmed the mechanical
soft sweet and sour chicken should not have
contained tomatoes and pineapple.

c. On 3/22/23 at 4:26 PM dietary aide #1
confirmed she poured sauce which contained
tomatoes and pineapples over the mechanical
soft chicken.

d. Review of the Diet Type Report showed 15
residents had mechanical soft or ground diets
and 3 residents had pureed diets.

SECTION 7317A OF THE STATE
OPERATIONS MANUAL.

¢

I. CORRECTIVE ACTION FOR THOSE
RESIDENTS FOUND TO HAVE BEEN
AFFECTED BY THE DEFICIENT
PRACTICE:

Resident #4, 67, 76, 82, and 48 received
items that did not follow the daily menu.
. HOW THE FACILITY IDENTIFIED
OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THE
SAME DEFICIENT PRACTICE:

All residents are at risk due to deficient
practice.

Ill. MEASURES OR SYSTEMIC
CHANGES MADE TO ENSURE THE
DEFICIENT PRACTICE WILL NOT
OCCUR AGAIN:

Dietary staff were educated by 04/13/2023
regarding following the production and
diet orders.

The Dietary Manager and/or designee will
complete random observation 3 x per
weekly for 4 weeks, then monthly for 2
months to ensure menus are being
followed.

IV. HOW THE FACILITY PLANS TO
MONITOR PERFORMANCE TO MAKE
SURE THE SOLUTIONS ARE
SUSTAINED:
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The DM/designee will be responsible for
reporting to the monthly Quality
Assurance Performance Improvement
(QAPI) Committee a summary of findings
for review and recommendations for three
months. QAPI Committee will evaluate
and determine the effectiveness of the
plan to ensure substantial compliance is
achieved and determine if further
monitoring and evaluation is required. The
DM/Designee will be responsible to follow
up on any recommendations made by the
QAPI Committee.

¢
Date of Compliance: 04/13/2023
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