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C#: [ST] 560 [ST] 624 Based on interviews, and record review, as well as review of pertinent facility documents on 3/12/20

and 3/13/20, it was determined that the facility failed to consistently document for behavioral symptoms for Residents on
Antipsychotic medications for 3 of 4 Residents (Residents #1, #2 and #3) reviewed for behavioral symptoms. These deficient
practices are evidenced by the following: 1. According to the Admission Record (AR) form, Resident #2 was admitted to the facility
with [DIAGNOSES REDACTED]. According to the Minimum Data Set (MDS), an assessment tool, dated 12/23/19, showed

that Resident #2 was severely cognitively impaired and required extensive assistance from staff with Activities of Daily

Living (ADL). The Care Plan (CP) initiated on 10/3/19 showed that Resident #2 had been on Antipsychotic medication for
[MEDICAL CONDITION] Disorder. The intervention included but was not limited to: monitor the Resident's behavior for any
escalation. The physician's orders [REDACTED].#2 had an order for [REDACTED]. The Resident's Routine Medication (RM) form
for 12/2019 and 3/2020 showed the administration of the aforementioned medication. The Global RxPh (Registered Pharmacist)

The Clinician's Ultimate Reference (GTCUR) dated [DATE] showed that [MED] was an Antipsychotic medication. The BEHAVIOR
MONITORING FORM (BMF) dated 12/2019 for Resident #2 showed that there was no documentation to indicate that the Resident
was monitored for physically and verbally aggressive and territorial behavioral symptoms on 12/22/19, 12/23/19,

12/2[DATE]9, 12/26/19, [DATE], 12/28/19, 12/29/19 and 12/31/19 during the evening (3:00 pm to 11:00 pm) shift, on 12/26/19,
[DATE], 12/28/19, 12/29/19 and 12/31/19 during the day (7:00 am to 3:00 pm) shift and on 12/26/19, [DATE], 12/28/19 and
12/31/19 during the night (11:00 pm and 7:00 am) shift. The BMF for Resident #2 for 3/2020 showed that it was not

documented on the form to indicate that the Resident was monitored for the aforementioned behavioral symptoms on 3/2/20

during the day shift, on 3/2/20, 3/6/20, 3/9/30, [DATE] and 3/11/20 during the evening shift and on 3/11/20 during the

night shift. Resident #2's Progress Notes (PN) and INTERDISCIPLINARY PROGRESS NOTES (IPN) dated 12/2019 and 3/2020
showed

that there was no documentation that the Resident was monitored for the aforementioned behavioral symptoms on the
aforementioned dates and shifts. 2. According to the AR form, Resident #1 was admitted to the facility with [DIAGNOSES
REDACTED]. According to the MDS, dated [DATE], showed that Resident #1 was severely cognitively impaired and required
extensive assistance from staff with ADL. The CP initiated on 11/7/19 and revised on 1/20/20 showed that the Resident was

on [MEDICAL CONDITION] medications . The intervention included but was not limited to: monitor for the effectiveness of the
medications every shift. The POF for 12/2019 showed that Resident #1 had an order dated 10/26/19 for [MED] 5 mg tablet by

mouth once daily for [MEDICAL CONDITION] and [MED] 25 mg tablet by mouth at bedtime for [MEDICAL CONDITION]. The
RM form

for 12/2019 showed an administration of the aforementioned medications. The GTCUR form dated [DATE] showed that the [MED]
was an Antipsychotic medication. The BMF for Resident #1 for 12/2019 showed that there was no documentation to indicate

that the Resident was monitored for grabbing and touching at people, wandering and yelling outburst behavioral symptoms on
12/20/19, 12/21/19, 12/22/19 and 12/25/19 during the day, evening and the night shifts. Resident #1's PN and IPN dated

12/2019 showed that there was no documentation that the Resident was monitored for the aforementioned behavioral symptoms

on the aforementioned dates and shifts. 3. According to the AR form, Resident #3 was admitted to the facility with

[DdIAGNOSES REDACTED]. According to the MDS, dated [DATE], showed that Resident #3 was moderately cognitively impaired
an

required limited assistance from staff with ADL. The CP initiated on 10/[DATE]9 showed that the Resident had been on
[MEDICAL CONDITION] medication related to Disease Process. The intervention included but was not limited to: monitor for

the side effects and effectiveness of the medication every shift. The POF for 12/2019 and 3/2020 showed that Resident #3

had an order dated 10/1/19 for [MEDICATION NAME] ([MEDICATION NAME]) 20 mg tablet by mouth twice aday for
[MEDICAL

CONDITION] and Aggression. The RM form for 12/2019 and 3/2020 showed an administration of the aforementioned medication.
The GTCUR dated [DATE] showed that [MEDICATION NAME] was an Antipsychotic medication. The BMF for Resident #3 dated
3/2020

showed that there was no documentation to indicate that the Resident was monitored for agitation, aggression, and wandering
behavioral symptoms on 3/2/20 during the day shift, on 3/2/20, 3/6/20, [DATE], [DATE] and 3/11/20 during the evening shift, and on
3/3/20, 3/4/20, 3/5/20 and 3/11/10 during the night shift. Resident #1's PN and IPN for 3/2020 showed that there was no
documentation that the Resident was monitored for the aforementioned behaviors on the aforementioned dates and shifts.
Furthermore, Resident #3's medical records showed that there was no BMF for the month of December 2019. The surveyor
conducted an interview with Registered Nurse (RN #1, primary nurse for Residents #2 and #3 on 3/6/20 during the day shift)

on 3/13/20 at 10:50 am. The RN stated that BMFs have to be signed every shift by the nurses. RN #1 further stated that if

there was no signature, it meant that behavior monitoring was not done. Th surveyor conducted an interview with Director of Nursing
(DON) on 3/13/20 at 10:37 am. The DON revealed that BMFs have to be signed every shift by the nurses. She further

stated that if there was no signature, it meant that behavior monitoring was not done. The facility's JOB DESCRIPTION for
Registered Nurse revised on 8/2014 showed that: .E. Documents Correctly.3. Records findings accurately and completely. The
facility's policy titled BEHAVIOR MONITORING showed that: .1t isthe policy of (Facility) to assess and monitor the

resident's behavioral symptoms and implement appropriate interventions before and after the resident begins taking
psychotherapeutic medications.8. The behavior monitoring form will be completed every shift with/for those residents

receiving [MEDICAL CONDITION] anti-anxiety, anti-depressants, anti-[MEDICAL CONDITION].b. Such datawill be reviewed by
Psychiatry to determine effectiveness and possible GDR (gradual dose reduction). [ST]AC 8:39-27.1(a)
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