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Develop and implement a complete care plan that meets all the resident's needs, with

timetables and actions that can be measured.
*NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

. Based on medical record review and staff interview, the facility failed to develop a comprehensive person centered care

plan with nonpharmacological interventions for a resident receiving [MEDICAL CONDITION] medications. This was found for one
(2) of five (5) residents reviewed for unnecessary medications. Resident identifier: #10. Facility census: 25. Findings

included: a) Resident #10 Review of the medical record on 03/09/20, revealed Resident (R) #10 was receiving [MEDICATION
NAME] an antidepressant and [MEDICATION NAME] an anti-anxiety medication daily. The current care plan, with arevision date
of 02/25/20, identifies R #10's problem/focus of psychosocia needs, but lacks person centered nonpharmacol ogical

interventions. In addition, the care plan fails to identify the use of an antidepressant and/or anti-anxiety medication.

Skilled Care Coordinator/Registered Nurse (RN) #60 reviewed R #10's care plan during an interview on O[DATE] at 8:45 AM. RN
#60 confirmed the care plan lacks nonpharmacological interventions and does not identify the use of an antidepressant and
anti-anxiety medication. .

Ensurealicensed pharmacist perform a monthly drug regimen review, including the medical

chart, following irregularity reporting guidelinesin developed policies and procedures.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

. Based on policy review and staff interview, the facility failed to develop and maintain policies and procedures for the
monthly drug regimen review that include, but are not limited to, time frames for the different steps in the monthly
medication regimen review (MRR) process. In addition, the Registered Pharmacist failed to identity and report an
irregularity in aresidnet's MRR. Resident identifier: #10. Facility census: 25. Findings include: a) MRR policy On
03/09/20 at 2:45 PM, review of the facility policy titled Medication Regimen Review with areviewed date of 09/18 states
(typed as written): The Medication Regimen Review (MRR) of each resident must be reviewed at least once amonth by a
licensed pharmacist . --Paragraph 4. The pharmacist must report any irregularities to the attending physician and the
facility's medical director and director of nursing and the reports must be acted upon . This statement is followed by the
different steps in the process taken by the pharmacist. --Paragraph 7. Upon completion of the MRR, the facility designee
and/or physician will respond to the recommendations within 10 days of the recommendeation. --Paragraph 8. If the pharmacist should
identify an irregularity and communicates to the facility that it requires urgent action to protect aresident, it

will be acted upon immediately, preferably by paging the physician at the time it is discovered . **Except for the
identified urgent irregularities, the policy lacks specific time frames for the various stepsin the process. After review

of the facility MRR policy on 03/09/20 at 03:20 PM, the Administrator verified specific time frames and steps the
pharmacist must take if an urgent irregularity isidentified is lacking in the policy. He reported, Agree there is nothing

in there if the physician does not answer the immediate page. .

. b) Resident (R) #10 1) [MEDICAL CONDITION] medication Review of the medical record on 03/09/20, revealed Resident (R) #10
has received the antidepressant [MEDICATION NAME] twice aday since admission. The physician orders written and
electronically signed by Medical Doctor (MD) #84 on 02/04/20 includes [MEDICATION NAME] ([MEDICATION NAME] SR)
sustained

release tablet 150 milligrams (mg) twice aday. The associated [DIAGNOSES REDACTED].#10 but is silent for the [DIAGNOSES
REDACTED] .#85 prescribed [MEDICATION NAME] ([MEDICATION NAME]) tablet 0.5 mg nightly. The associated
[DIAGNOSES

REDACTED].#10's medical record but is silent for the [DIAGNOSES REDACTED)]. The Director of Nursing (DON) and Registered
Pharmacist (RPh) #83 reviewed R #10's medical record during an interview on 03/09/20 at 4:00 PM, and confirmed the
MEDICATION ORDERS FOR [REDACTED)]. RPh #83 reported MD #84 copies and pastes all of the resident's[DIAGNOSES
REDACTED]. The DON and RPh #83 confirmed the [DIAGNOSES REDACTED]. RPh #83 reported the concern with MD #84 not
writing the appropriate

[DIAGNOSl]ES REDACTED]. RPh #83 acknowledged he was aware MD #84's medication orders lack appropriate [DIAGNOSES
REDACTED].

RPh #83 stated he attends the quarterly QAPI meetings and noted he has not brought this concern to the meeting and/or

reported it to the Medical Director or facility Administrator. 2) Pain medication Review of the medical record on 03/09/20, revealed
Resident (R) #10 was admitted to the facility on [DATE] with [CONDITION] (an infection in the bone). Admission

medication orders dated 02/04/20 include the following pain medications: [REDACTED]. [MEDICATION NAME]
([MEDICATION NAME])

50 mg every six (6) hours as needed for moderate pain (pain scale 4-6). * The orders lack directions for which pain

medication to administer. During an interview on 03/09/20 at 3:25 PM, the Director of Nursing (DON) reviewed R #10's

medical record and agreed the pain scale parameters for both the [MEDICATION NAME] and the[MEDICATION NAME] are the
same.

The DON acknowledged there are no directions for staff to utilize in determining which pain medication to administer. At

4:00 PM on 03/09/20, Registered Pharmacist (RPh) #83, agreed the pain scale references were the same for both pain

medications and the physician orders lack directions for nursing to utilize when administering the pain medications. In

addition, RPh #83, acknowledged he completed medication regimen reviews on R #10 on 02/04/20 and 02/08/20 and did not
identify this concern. .

Implement gradual dose reductions(GDR) and non-phar macological inter ventions, unless

contraindicated, prior toinitiating or instead of continuing psychotropic medication;

and PRN ordersfor psychotropic medications are only used when the medication is

necessary and PRN useislimited.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

. Based on medical record review and staff interview, the facility failed to ensure physician orders [REDACTED]. Thiswas

true for one (1) of five (5) residents reviewed for unnecessary medications. Resident identifier: #10. Facility census: 25. Findings
included: a) Resident #10 Review of the medical record on 03/09/20, revealed Resident (R) #10 has received the

antidepressant [MEDICATION NAME] twice aday since admission. The physician orders[REDACTED].#84 on 02/04/20 includes
[MEDICATION NAME] ([MEDICATION NAME] SR) sustained release tablet 150 milligrams (mg) twice a day. The associated
[DIAGNOSES REDACTED].#10 but is silent for the [DIAGNOSES REDACTED)] .#85 prescribed [MEDICATION NAME]
([MEDICATION NAME])

tablet 0.5 mg nightly. The associated [DIAGNOSES REDACTED].#10's medical record but is silent for the [DIAGNOSES
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REDACTED].#83 reviewed R #10's medical record during an interview on 03/09/20 at 4:00 PM, and confirmed the MEDICATION
ORDERS FOR [REDACTED]. RPh #83 reported MD #84 copies and pastes all of the resident's[DIAGNOSES REDACTED]. The
DON and

RPh #83 confirmed the [DIAGNOSES REDACTED]. .

Set up an ongoing quality assessment and assurance group to review quality deficiencies

and develop corrective plans of action.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

. Based upon record review, staff interview, and policy review, the facility quality assurance committee failed to identify and correct
quality deficiencies issues of which they had knowledge or should have had knowledge. The facility failed to

develop and maintain policies and procedures for the monthly drug regimen review that include, but are not limited to, time frames
for the different stepsin the process and steps the pharmacist must take when he or she identifies an irregularity

that requires urgent action to protect the resident. The Registered Pharmacist failed to identity and report an

irregularity in aresident's MRR. In addition, the facility failed to ensure physician orders [REDACTED)]. This practice has the
potential to affect al residents. Resident identifier: #10. Facility census: 25. Findingsincluded: a) Cross reference findings at F756 b)
Cross reference findings at F758 .
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