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PASARR screening for Mental disorders or Intellectual Disabilities
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on medical record review and staff interview, the facility failed to ensure a pre-admission screening and resident
 review (PASARR) was completed timely for 1 of 2 sample residents (#1) reviewed for PASARR screening. The findings were: 1:
 Medical record review showed resident #1 was admitted to the facility on [DATE] with a goal to remain at the facility for
 long-term care, and did not have a psychiatric [DIAGNOSES REDACTED]. Further review showed the resident was given a
 [DIAGNOSES REDACTED]. The following concerns were identified: a. Review of the PASARR Level I showed it was not
completed
 until 12/2/19 and a PASARR Level II was not completed until 1/8/20. b. Interview with the Social Services Director (SSD) on
3/12/20 at 10:54 AM revealed the resident should have had a PASARR completed after s/he was given the psychiatric
 diagnosis. Further interview revealed the need for a PASARR was identified on 12/2/19, and it was completed that day. Upon
 identification, the SSD, director of nursing (DON), and minimum data sef (MDS) coordinator received training to ensure all
 of them could meet the requirements for PASARR completion. c. Interview with the DON on 3/12/20 at 11:55 AM revealed the
 previous Business Office Manager (BOM) was responsible for PASARR completion until she left the position in October 2019.
 Further interview revealed when the facility identified the untimely completion of the previous PASARRs at the start of
 December 2019, they developed a plan to identify and correct any other PASARRs that were not completed correctly and
 prevent future errors in PASARR completion. d. Review of the facility ' s Project Improvement Project (PIP) Guide, showed
 the facility developed a plan on 12/23/19 to identify all residents needing PASARR completion and began developing a system to
prevent future errors in PASARR timeliness. Further review of facility-maintained PASRR audits showed the facility
 maintained an audit process to ensure timely PASARR completion; however, the facility had not successfully completed all
 needed PASARRs and LT101 Assessments by the survey date of 3/12/20.
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