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E 000 | Initial Comments E 000

RECEI

An unanhounced Emergency Preparedness

08/31/23. The facility was in substantial

Requirement for Long-Term Care Facilities. No
emergency preparedness complaints were
investigated during the survey.

F 000 | INITIAL COMMENTS F 000

An unannounced Medicare/Medicaid standard
survey was conducted 08/28/23 through
08/31/23. Correctlons are required for compliance
with 42 CFR Part 483 Federal Long Term Care
requirements. The Life Safety Code survey/report
will follow,

The census in this 25 certified bed facility was 17
at the time of the survey. The survey sample
consisted of 16 current Resident reviews and 2
closed record reviews.

F 7566 | Drug Regimen Review, Report Irregular, Act On F 758
§8=F | CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.

§483.45(c)(2) This review must include a review
of the resident's medical chart,

§483.45(¢)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical director and director of nursing,
and these reports must be acted upon.

(i) Irregularities Include, but are not limited to, any
drug that meets the criteria set forth in paragraph

LABORATORY D.FRECTQR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Direclor of Gerialric Servicas September 20, 2023
ich the institution may ba excused from correcling providing it is detsrmined that
other Bafeguards provide sufficient protection to the patients . (See instruclions.) Excepl for nureing homes, the findinge slated above are disclosabla 90 days
following the date of survey whether o nt a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days fallowing the dete ihese documents are made available o the facility. If deficiencies are cited, an approved plan of corrsetion is requisite to contined
pragram paricipation,
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Continued From page 1

(d) of this seclion for an unnecessary drug.

(i) Any Irregularities noted by Ihe pharmacist
during this review must be documented on a
separate, written report that Is sent to the
attending physician and the facility's medical
direclor and director of nursing and lists, at a
minimum, the resident's name, the relevant drug,
and the irregularily the pharmacist identified.

(I} The attending physician must document in the
resident’s medical record that the identified
irregularity has been reviewed and what, if any,
action has been taken 1o address It. If there ig to
be no change in the medication, the attending
physician should document his or her rationale in
the resident's medical record.

§483.45(c)(5) The facility must develop and
maintain policies and procedures for the monthly
drug regimen review that include, but are not
limited 1o, time frames for the different staps in
the process and steps the pharmacist must take
when he or she identifies an irregularity that
requires urgent action to protect the resident,
This REQUIREMENT e not met as evidenced
by:

Based on staff interview, ciinical record review
and facility document review the facility staff failed
to ensure that monthly medication regimen
reviews were reviewed by the physician and/or
the director of nursing and that pharmacigt
recommendations were acted upon for all
residents of the facility.

The findings included:

While reviewing the monthly *Medication
Regimen Review" (MRR) forms for five residents
selected for review of psychotropic medication
use, it was found that the MRR forms were not

F 756
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F 756 | Continued From page 2 F 768 | Pharmacist and Psychiatrist will identify those
; . 09/20/2023
being reviewed by the physician and/or the L‘,,T,‘dﬁ,ﬂﬂ‘;‘,f:;':ﬁgﬁs ‘;'3,“}'.,‘3.’;’,.?"‘““““ regimen. | &on going
director or nursing and that pharmacist Beabian Hr's seier lok s smdiog
. - en ordger for pm ication was

fecommendations were not being acted upon, discontinued on 9!8/202.??. Palien; was discharged
on no prn medications.

Surveyor spoke with the unit manager on : ;

: A Pharmacisl and Psychiatrist will review medication 08/20/2023

08/30/23 at 11:30 regarding MRR's. Unit manager regimans cumplete‘é by pharmacy for the Gerlatric | & on going

stated they get an email notification thal the MRR ard and (dentify those that are non-compliant,

has been completed, and they raview it. Unit Paychlatrist will sign off or chart the medication

manager staied the pharmacist elther emails or regimen reviews of the residents affected.

¢all the physician with recommendations.

Surveyor spoke with the facility pharmacist on z&oedication Regimen Reviews will continue to 08/20/2023

- mpleted by pharmacist, monthly or as needed or & on goin,

06/30/23 at 3 pm regarding MRR's and how they raquested per,;:,anutly Policy 3086, "Pharmacist .

communicate recommendations to the physician. Medication Regimen Review".

Pharmacist stated they put their After completion of the Medication Regimen Review

recommendations into the form for each resident, an ghmiﬂ_v:ifl continue“ to b:d Tan: o mo olrdari'ng

. = 5 1atnsy, nurse unit coordinator, diractor o

then send a monthly email to the physician, nursing, adminisiator, and medioa! director with a

psychiatrist, administrator, and unit manager summary of the physician's Medication Regimen

once aach unit Is complete, with a summary of Review with any deficlencies.

recommendations. Pharmacist stated most

MRR's go to the psychiatrist. Pharmacist stated Education will be provided lo staff pertaining to

they sometimes call the psychiatrist to let them §32‘§’ ?Pnﬁarmac}smgh ar,‘j'::';g;m] evm"

know what the reacommendations are.

’ e . Ensure all proper communication from Millennium

Surveyor spoka with the administrator and unit is working correctly.

manager on 08/30/23 regarding MRR's. Surveyor

asked how they know if the physician has

reviewed andlor followed up on pharmacy

recommendations, and adminigtralor stated they

look the next month, and if not changed, they '

“send it back." 100% of ali residants will be reviewed by the facility 09/20/2023
pharmaa/ to ensure compliance and zero & on going
deficlancies for six consecutive months.

Surveyor spoke with the psychiatrist on 08/31/23

at 8:25 am. Psychiatrist stated they make a

regular monthly note, but it is not specifically Facility pharmacy director Is responsible for the

related to the MRR, and thal they had never 'c’:“o'}'r‘:’g?o';}a”"“ of this slement of the Plan of

made & specific response to an MRR. Psychiatrist '

Stated that until recently, they were never sure

when a MRR was completed. Psychialrist stated,
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F 756 | Continued From page 3 F 756

"They have started putting them under expiring
meds, until then | had to hunt for them.”

On 08/31/23 at 10:20 am, the unit manager
slated the procedure for conducting MRR's was
done through the Message Center, in the
electronic health record, The MRR was to be
completed by the pharmacist, then sent ta the
physician/psychiatrist in the message center.
Physiclan/psychiatrist can read the MRR, make
notes, and save thelr response, Then it should
automatically be put into the clinical record, Unit
manager stated they don't know if the psychiatriet
Is doing that,

Surveyor requested and was provided with a
facility policy entilled "Pharmacist Medication
Regimen Review” which read in part,
"Procedures: E. The pharmacist shall document
the review and provide this original to the
altending madical professional for review and
response. G. If Iregularities are identified, they
are deemed either Insignificant or significant. 1.
For clinically Insignificant irregularities, the
pharmacist will refer it for review by the attending
medical professional, who will take action by the
time of the subsequent review and return the
form to the program director. 2. For clinically
significant irregularities or those requiring
immediate attention, the pharmacist will contact
the atlending medical professional in person or by
telephone, who will review the findings and take
action, If the aftending medical professional is
unavailable, the pharmacist will notify the medical
director. All documentation regarding
communication shall be noted on the review form,
if necessary."

The concern of the physician/psyehiatrist/director

FORM CNM5-:2667(02-98) Previous Versions Obsolale Event (D: VYT Facility ID: VAOZ48 If continuation sheet Page 4 of &
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contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychatropic drugs pursuant to a PRN order
unless that medication i necessary to treat a

“Medicalion Raview and Siop Dates."

100% of all residents will be reviewed by the facllity
pharmacy to snsure compliance and zero
deficiericies for six consecutive months.

Facility pharmacy director is responsible for the
implementation of this element of the Plan of
Correction.
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F 756 | Continued From page 4 F 756
of nursing not reviewing and/or acting upon
pharmacist recommendations was discussed with
the administrator and unit manager on 08/31/23
at 1:30 pm.
No further information was provided prior to exit,
F 758 | Free from Unnec Psycholropic Meds/PRN Use F 758 Phaninacist wil review medioation regitien for U ——
P " n men -]
§3=D | CFR(s): 483.45(c)(3)(e)(1)-(5) (Gerlatric Ward and identify affected resident's & on going
medication orders that are deficient,
§483.45(e) Psychotropic Drugs. S —_ 4
Pharmacist will nofi chiatrist of the residents
§483.45(c)(3) A psychotropic drug is any drug that affacted aftzrtatho ﬂqﬁ: ic:li&n rla‘gilmul?tr:eview ga i
affects brain activities associated with mental been completed, The peychiatrist will then update a
procasses and behavior. These drugs include, defilent orders for the resident within 24 hours.
but are not limited to, drugs in the following e il oo TNV‘ _— 1
categoiies; armecist will review monthly medication regimens 00/20/2023
: . (o identify psychotropic medications ordered prm :
(i) Anti-psychotic; greater Eap:u day£ ¥ & on going
(ii) Anti-depressant; s See
. A Pharmacist will notify psychiatrist of the order that
(iii) Anti-anxiety; and is greater than 14 d;yys. .
(iv) Hypnotic S a— 5
Psychiatrist will review and make appropriate
changes to the medication ordar within 24 hours of
Based on a comprehensive assessment of a nolification from the pharmacist.
resident, the facility must ensure that-— Pharmacist will report to Facillty Quality Risk
Management psychotrople prn orders grealer than
§483.45(8)(1) Residents who have not used 14-days.
peycholropic drugs are not given these drugs Pharmacist will include the residents MRN, gty
unless the medication is necessary to treat a and ordering psychiatrist who was notll.lﬁed of the X on going
specific condition as diagnosed and documented S:ﬁg%fdgﬁgﬁagﬁ fﬂéﬂf‘iﬁﬁ" i the
in the ¢linical record: the number of correclions or changes were
complelad by the psychiatriat after notification of a
; . need for corrective action.
§483.45(e)(2) Residents who uge psychotropic
drugs receive gradual dose reductions, and Education will be provided to staff about policy and EGIZOIZ?%
behavioral interventions, unless clinically procedures, including Facility Policy 3034, on geing
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diagnosed specific condition that is documented
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 altending physician or
prescribing praclitioner believes that it is
appropriate for the PRN order o 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 pracitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT ie not met as evidenced
by:

Based on staff interview and elinleal record
review the facility staff failed to ensure one of 16
residents was frée from unnecessary
psychotropic medications, Resident #17.

The findings included:

For Resident #17, the facility feiled to provide &
discontinue date or re-evaluate the resident for
continued use for the as needed (prm) medication
Zyprexa. Zyprexa is an antipsychotle medication
used to treat severe agitation associated with
schizophrenia andfor bipolar mania.

Resident #17's clinical record listed diagnoses
which included but not limited to major
neurocognitive disorder due to probable
Alzheimer's disease, severe, with other
behavioral disturbances, adjustment disorder with
anxious mood, and Alzheimer's dementia,
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Resident #17's most recent minimum data set
with an assessment reference date of 08/07/23
assigned the resident a brief interview for mental
status score of 0 out of 15 in section C, cognitive
patterns. This Indicates that the resident is
severely cognitive impaired,

Resident #17's comprehensive care plan
contained a plan for "Behavioral symptoms.”
Interventions for this plan included *administer
medications per order."

Resident #17's clinical record was reviewed and
contained physician's order summary which read
in part, "Olanzapine (Zyprexa Zydis) 5 mg= 1 tab,
Oral, Tab-Dis, every 8 hr for 365 days, PRN,
agitation..." This order had a stop dale of
06/04/24,

Resident #17's medication administration record
(MAR) for the month of August 2023 was
reviewed and indicated the prn Zyprexa was
administered 2 times. The MAR's for June and
July 2023 indicated the resident did not recelve
any prn Zyprexa.

Resident #17's clinleal record contained "Drug
Regimen Review" forms for the months of June,
July, and August 2023, Each of these forms read
in part, "Medication Regimen Review Findings:
Duration of medication review needed. Drug
Regimen Comments From Findings: Patient has
PRN Olanzapine > (greater than) 14 days. Please
evaluate conlinued need and limit to 14 days if
still needed."

The concern of nol providing a discontinue date
andfor re-svalualing the resident for continued

F 758
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use of PRN Zyprexa was discussed with the
administrator and unit manager on 08/31/23 at
1:30 pm.

No further information was provided prior to exit.
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