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medications are only used when the medication is necessary and PRN use is limited.

43408

Based on interview and record review, it was determined that the facility failed to ensure residents receiving 
antipsychotic medications had appropriately identified behaviors for the continued use of antipsychotic 
medications for 2 of 5 residents reviewed for unnecessary medications in a final survey sample of 20 
residents. (Resident identifiers are #61 and #86).

Findings include:

Review on 9/12/24 of the facility's policy titled, Medication - Psychoactive, last revised 1/31/20, revealed: .1. 
The attending physician or consulting psychiatrist will do a comprehensive assessment of a resident 
according to OBRA requirements for dose reduction. Residents who use psychotropic drugs receive gradual 
dose reductions and behavioral interventions, unless contraindicated, in an effort to discontinue these drugs. 
A progress note documenting the decision with supporting rationale shall be written by the physician. 2. 
Residents who have not used psychotropic drugs are not given these drugs unless the medication is 
necessary to treat a specific condition as diagnosed and documented in the clinical record .6. The 
medication administration nurse/ LN [Licensed Nurse] will be responsible for documenting frequency of 
targeted behaviors and side effects of antipsychotic, hypnotic and anxiolytics medications, on the 
psychoactive flow record .

Review on 9/12/24 of the facility's policy titled, Behavior Monitoring, initiated 8/8/18, revealed: .It is the policy 
to provide the necessary behavioral health care and services to attain or maintain the highest practicable 
physical, mental and psycho-social well being. Behaviors monitoring and documentation will be appropriate 
to allow the healthcare provider the ability to target acceptable behaviors and provide the necessary 
behavioral health care and services. Procedure: 1. Behavior Monitoring Flowsheets/notes are completed for 
all residents presenting behaviors. Documentation is to be completed by a Licensed Nurse. All other staff 
should report behaviors immediately to the Licensed Nurse .

Resident #86

Review on 9/12/24 of Resident #86's physician orders revealed the following order: Seroquel Oral Tablet 
(Quetiapine Fumarate) Give 12.5 mg [milligram] by mouth at bedtime for psychosis, with a start date of 
2/8/24.
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Further review on 9/12/24 of Resident #86's medical record revealed there were no identified target 
behaviors or psychotic symptoms monitored to support the use of an antipsychotic medication. Resident #86 
was not receiving psychiatric services. Resident #86 did not have a care plan for behavior monitoring or any 
non pharmological interventions. 

Interview on 9/12/24 at approximately 11:30 a.m. with Staff A (Nurse Practitioner) and Staff B (Director of 
Nursing) confirmed the above findings. 

Resident #61

Observation on 9/10/24 at approximately 9:30 a.m. of Resident #61 revealed them to be in bed with eyes 
closed, not responding to verbal stimuli and with bilateral hand contractures.

Review on 9/10/24 of Resident #61's physician orders revealed an order for Abilify 2mg once a day for 
unspecified psychosis that was started on 12/6/21.

Review on 9/11/24 of Resident #61's medical record revealed the last documented behavior was on 8/22/22. 
Further review of Resident #61's medical record revealed that there was no care plans for behavior 
monitoring or any non pharmological interventions. 

Review on 9/11/24 of Resident #61's Psychiatry notes for January and April 2024 revealed no active 
behaviors. Further review of Resident #61's psychiatry notes revealed a note dated 4/15/24 that stated 
Gradual Dose Reduction (GDR) clinically contraindicated for one year as decrease in these medications can 
worsen patient's clinical condition. 

Interview on 9/12/24 at approximately 9:00 a.m. with Staff C (Licensed Practical Nurse) revealed Resident 
#61 was on end of life care, was unable to stand and was dependant on staff for all activities of daily living. 
Staff C stated they were unaware of any current or recent behaviors for Resident #61.

Interview on 9/12/24 at approximately 9:21 a.m. with Staff B confirmed the last known or documented 
behavior for Resident #61 was 8/22/22. 
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