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The following reflects the findings of the
California Department of Public Health during the
investigation of a complaint. :

Complaint number: CA00484808 Substantiated
Representing the-Depariment of Public Health:

Evaluator #36202 HFEN :
The inspection was limited to the specific This plan of comaction constitutes tha facility's
compaints investigated and does not represent Preperaton andlor sxecuion. of 1hs. lan of
the findings of a full inspection of the facility. Corraction does not constifute admission or
agreement by the provider of the truth of the
One deficiency was written as a.result of entity facts alleged or the conclusian 5$.Lf°“h Jnthe
reported incidents: CA00484808 ?;e:z(r;:;rrl‘t i:‘;arg)ea’g‘g n;ne;'or‘;exe'c'?neg Bf;:ﬂe?y
F 329 | 483.25(]) DRUG REGIMEN IS FREE FROM : F 329/because required by the provisions of the
8$=g | UNNECESSARY DRUGS }é?_%dz 8%nd safety code section 1280 and 42
Each resident’s drug regimen must be free from
unnecessary drugs. " An unnecessary drug.is any
‘drug when used in excessive dose (inclyding - r~ e
duplicate therapy); or for excessive duration; or = ==
without adequate monitoring; or without adequate o =
indications for its use; or in the presence of S I
adverse consequences which indicate the dose phl M Pirten
should be reduced or discontinued; or any m w Y53
combinations of the reasons above. < =
R
Based on a comprehensive assessment of a , © o
resident, the facility must ensure that residents : d.,
~J

who have not uged antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically

ECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

- /ﬁ\/d/ﬂﬁ--—- Bl u st 4;/ R Il

\ny deficiancy statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that™
tther safeguerds provide sufficlent protaction to the patlents. (See Instructions.) Except for nursing homes, the findings stdted above are disclosablo 80 days
ollowing tha date of survey whether or not a plan of comection is provided. For nursing hemes, the abovs findings and plans of corraction are disclosable 14

lays following the data these documents are made available to the facility. If deficiencies are cited, an approved plan of cgrrection Is requisite to continued

wregram participation. .
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contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by: : :
Based on interview and record review, the facility
failed fo ensure that one of one sampled resident

(Resident 1) was free from unnessary drug.
Resident 1 was receiving Pristlq (anti-depressant)
and Quetiapine (antipsychotic medication to treat
mental iliness and for behavior control) without
.adequate indication.

This deficient practice reguited in Resident 1
receiving unnecessary drugs and placed the
resident at risk for side effect.

Findings:

A review of record indicated Resident 1 was
admitted to the facifity on 4/13/15 with diagnoses
including unsteady gait, right hip fracture (broken
hip bone), dementia (decline in reasoning and
memory), End Stage Renal Disease (ESRD-
kidney no longer functioning).

A review of Admission Minimum Data Set (MDS-
standardized assessment and care planning tool)
dated 4/20/15 indicated Resident 1 was assessed
as able to make self-understood and was able to
understand others. Resident 1 was assessed with
no evidence psychosis and no behavioral
‘symptoms exhibited. Resident 1 requires
extensive assistance (resident involve in activity,
staff provide weight bearing support) with
lecomotion on and off unit and with dressing, and

F Taq identifler: F 329

Immediate ¢corrective action(é) for those
Residents affected by the deficlent practice:

Resident was discharged 07/06/2015
: ompletion

16:6/30/16

‘gn

Plan/Process to ldontify other residents
potentially affected by the same deficient
practice and corractive action(s) to be taken:

Residents receiving psychotroplc medications
have the potentlal to be affected. )

RN Supervisors/designee completed a facility ™ °
* chan audit between 5/16/16-5/20/16 to Identliy
residents receiving psychotropics who were due
for a gradual dose raduction and reviewed for
those madications that were given without
adequata Indications. There were no other

|| " resldents affected by the deficlent practice, .

Licensed Nursing staff of three shifts was
Inserviced by the DON on 5/16/16 & 6/24/16
regarding importance of gradual dose .
reductions as well as the importance of giving
medications with adequate indications.

Licensed Nursing staff of all three shifts was
inserviced by contracted Pharmacy Congultant
on 6/27/18 regarding time frame of gradual
dose reductions and the importance of giving
medications with an adequate Indication.

Interdisciplinary Team was also inserviced by
the administrator regarding Gradual Dose
Reduction and Behavioral Management
Meetlings on 5/16/16. :

RM CMS-2567(02-68) Previous Versions Obsolete - EventiD:PSZS11
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| sadness, Quetiapine 150 milligrams daity for

| featurs such as hallucinations every shift and tally

.| giverr b Re-episedes. of depresslon mahifésted

total dependence (full staff performance on bed
mobility, transfer and tollet use,

Areview of physician’s drder dated 4/13/15
indicated to administer Pristiq tablet sustained
release 24 hours 50 milligrams daily for -
depression (persistent feeling of sadness and
loss of interest) manifested by verbalization of

bipolar disorder (is an illness that causes extreme
mood changes from manic episodes of very high
energy to depression). On 4/14/15 physician's
order indicated to monitor episcdes of depression
manifested by verbalization of sadness every shift
and tally with hash mark and to monitor episodes
of bipolar disorder manifested by psychotic

with hash mark,

A review of Medication Administration Record
dated 4/13/15 thru 4/30/15 Pristiq 50 milligrams
daily and Quetiapine 150-milligrams daily were.
by verbalization of sadness and no episodes of
bipolar disorder manifested by psychotic features
such as hallucinations was observed as indicated
by no tallies hash marks every shift . The
Medication Administration Record datsd 5/1/15
thru 5/31/16 and 6/1/15 thry 6/30/16 indicated
that there were no episcdes of depression and no
episodes of bipolar disorder were observe as
indicated by no tallies hash marks every shift.

Areview of Weekly Progress Notes dated
6/20/15, 5/27/15, 6/3/15 and 6/10/15 indicated no
behavioral problem. '

The Interdisciplinary Team Notes (IDT) dated
7/2/15 indicated no documented evidence that

Facility measures and systemic changes to
ensure the deflclent practice does not rocur:

Pharmacy Consultant will d6 monthly
medication regimen reviews and continue to
recommend gradual dose reductions and make
recommendations for those who need an
adequate indication for medications.

Behavioral Management committes will review
all psychotherapy medlcation and will
recommend to psychlatrist or following
physiclan for possible drug dose reduction or
for clarification of medicatlons for those
medications not given with an adequate
indication on -a quarterly basis. Behavioral
Management committee will also review new
admission’s psychotherapy medication within 2
weeks for possible drug dose reductlon or
_clarifications necessary for adaquate
indications.

Charge nurses, RN Supervisar and/or MDS .
coordinator will complete bahavleral summaries
on a monthly basis for the Behavioral
Management Commiltee to review according to
OBRA/MDS schedulé or as needed.. Medical
Records Director and/or designee will do a
monthly audit to be sure the bsahavioral
summaries are updated.

A member of the Behavloral Management
Committee will also review the. Medication
Regimen Review with Psychlatrist or with the
following physlclan monthly to ensure that
guideina for Gradugl Dose Reductions and
medications that need proper or adequate
indications are followed. : ’
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the Resident 1 was assessed for the risk and
benefits of continue use of Pristiq and Quetiapine.
There were no physician progress notes
indicating that the Resident 1 will benefit for .
continue use of Pristiq and Quetiapine and or ‘ s
contraindication on tapering or discontinue of the :
antipsychotic drugs. Facllity plan to monitor cortective actions
and sustain compliance; Intagrate QA
An interview with the Registered Nurse (RN 1) on Process:
4/29/16 at 2:10 p.m., RN 1 stated that there was ) ‘ .
i : lity- 1Beh I
no psychiatric consult because there was no Managoment Gommmios Eamommmo ol Jor
physician's order and the resident will only be the supervision of the Director of Nursing to
referred if necessary. RN 1 stated "we don't have monitor rasidents for unnecessary medications
IDT meeting for Resident 1's psychotropic with no adequata Indlcation or gradual dose
medications”. RN 1 stated that the facility conduct ;‘eiﬁuclcon. Tha Dlrector_of Nurse or designee-.
. . perform the systemic change of auditing or
an IDT for gradual reduction, and for Resident 1 : monitoring of resident’s physician’s orders for
they did not conduct an IDT meeting regarding psychotherapy medications. Audits schedule is
the psychotropic drugs use because there were based new admission and whisn new order is
no episades of behavior observed and the initiated, '
l‘%ideﬂt was Stable Wﬁh the psychotmplc dmgs Al'ly deficlencles will be comrectad on the spot,
| RN 1 stated "there was no behavior it means - and the findings of the quality-assurance
she's stablg and why discontinue”. RN 1 stated o :hﬁwmm gle tgcﬁwxg;n&:“:ﬂ;iﬂed to
Resident 1 was monitored for bipolar disorder : 0 the y Qua > &
manifested by hallucination for Quetiapine use o ommance improvement Mestings for further
and she was not sure what kind of hallucination
behavior the facility was observing for Resident 1. Completion Date:6/30/16
On 5/4/16 at 9:20 a.m. an interview with the
Director of Nursing (DON) via telephone, the
DON stated that there was no IDT meeting
regarding psychotropic drugs use and Resident 1
was stable. The DON stated that the resident
was admitted to the facility with psychotropic
drugs.
A review of facility's policy and procedures titled,
"Antipsychotic Medication Use” dated February
2014, indicated, residents who are admitted from
‘ORM CMS-2567(02-99) Previous Versions Gbsolete Event ID:PSZ511 Facility ID: CA940000023 If continuation sheet Page 4 of 5
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| resident's symptoms and overall situation, the

Continued From page 4

the community or transferred from a hospital and
who are already receiving antipsychotic
medications wlll be evaluated for the
appropriateness and indications for use. The
interdisciplinary team will: (b) Re-evaluate the use
of the psychetic medication at the time of
admission and or within two weeks (at the initial
MDS assessment) to consider whether or not the
medication can be reduced, tapered or -
discontinued. (c) Based on assessing the

Physiclan will determine whether to continue,
adjust, or stop existing antipsychotic medication.

F 329
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