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F 0645 PASARR screening for Mental disordersor Intellectual Disabilities

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on medical record review and staff interview, the facility failed to ensure a pre-admission screening and resident
harm or potential for actual | review (PASARR) was completed timely for 1 of 2 sample residents (#1) reviewed for PASARR screening. The findings were: 1:
harm Medical record review showed resident #1 was admitted to the facility on [DATE] with agoal 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
Residents Affected - Few [DIA|G’;dOSES REDACTED]. The following concerns were identified: a. Review of the PASARR Level | showed it was not
complet

until 12/2/19 and aPASARR Level |1 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 reveaed 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 devel oping a system to
prevent future errorsin PASARR timeliness. Further review of facility-maintained PASRR audits showed the facili

maintained an audit process to ensure timely PASARR completion; however, the facility had not successfully completed all
needed PASARRSs and L T101 Assessments by the survey date of 3/12/20.
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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
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