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F 000 INITIAL COMMENTS F 000

 On 3/12, 3/13, 3/14 and 3/15/18, a standard 
survey was completed at your facility 

A recertification survey was conducted 3/12, 3/13, 
3/14 and 3/15/18 by the Minnesota Department of 
Health to determine the facility's compliance with 
requirements of 42 CFR Part 483, Subpart B, 
Requirements for Long Term Care Facilities.

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 680

SS=C

Qualifications of Activity Professional
CFR(s): 483.24(c)(2)(i)(ii)(A)-(D)

§483.24(c)(2) The activities program must be 
directed by a qualified professional who is a 
qualified therapeutic recreation specialist or an 
activities professional who-
(i) Is licensed or registered, if applicable, by the 
State in which practicing; and
(ii) Is: 
(A) Eligible for certification as a therapeutic 
recreation specialist or as an activities 
professional by a recognized accrediting body on 
or after October 1, 1990; or
(B)  Has 2 years of experience in a social or 

F 680 4/24/18

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

04/06/2018Electronically Signed

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 date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 680 Continued From page 1 F 680

recreational program within the last 5 years, one 
of which was full-time in a therapeutic activities 
program; or
(C) Is a qualified occupational therapist or 
occupational therapy assistant; or
(D) Has completed a training course approved by 
the State.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview, the facility failed to ensure a 
qualified activity director was in charge of the 
activity program. This had the potential to impact 
all 43 residents of the facility.

Findings include:

On 3/14/18 at 10:07 a.m. the administrator 
reported the facility did not have a qualified 
activity professional in charge of the activity 
program. The administrator stated the 
receptionist currently made out an activity 
schedule, and social workers on each floor 
conducted resident activity assessments. The 
administrator further stated residents were 
admitted for the purpose of rehabilitation and did 
activities on their own.

A policy identifying the qualifications of an activity 
professional was requested but not provided.

 The preparation of the following plan of 
correction does not constitute and should 
not be interpreted as an admission nor an 
agreement by the facility of the truth of the 
facts alleged on conclusions set forth in 
the statement of deficiencies.  The plan of 
correction prepared for these deficiencies 
was solely executed because it is required 
by provisions of State and Federal law. 
Without waiving the foregoing statement, 
the facility states:

The facility has developed a policy and 
procedure to ensure a "qualified" 
professional per CMS definition will 
provide oversight of the activity 
programming for transitional care units.

The Administrator and/or designee will be 
responsible for ensuring compliance and 
will audit monthly to ensure ongoing 
compliance.

Compliance will be reviewed and 
discussed during facility QAPI meetings 
for three months.  The QAPI committee 
will make the decision/recommendation 
regarding any necessary follow-up.
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Corrective action will be completed by 
April 24, 2018.

F 758

SS=D

Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.  
§483.45(c)(3) A psychotropic drug is any drug that 
affects brain activities associated with mental 
processes and behavior.  These drugs include, 
but are not limited to, drugs in the following 
categories:
(i) Anti-psychotic; 
(ii) Anti-depressant; 
(iii) Anti-anxiety; and
(iv) Hypnotic

Based on a comprehensive assessment of a 
resident, the facility must ensure that---

§483.45(e)(1) 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;

§483.45(e)(2) Residents who use psychotropic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs;

§483.45(e)(3) Residents do not receive 
psychotropic drugs pursuant to a PRN order 
unless that medication is necessary to treat a 
diagnosed specific condition that is documented 
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs 

F 758 4/24/18
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are limited to 14 days.  Except as provided in 
§483.45(e)(5), if the attending physician or 
prescribing practitioner believes that it is 
appropriate for the PRN order to be extended 
beyond 14 days, he or she should document their 
rationale in the resident's medical record and 
indicate the duration for the PRN order.    
 
§483.45(e)(5) PRN orders for anti-psychotic 
drugs are limited to 14 days and cannot be 
renewed unless the attending physician or 
prescribing practitioner evaluates the resident for 
the appropriateness of that medication.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure antipsychotic medications 
were used only when there was a specific 
indication for use, for 1 of 2 residents (R7) 
reviewed who had been prescribed an 
antipsychotic medication.

Findings include: 

R7's most recent minimum data set (MDS) dated 
1/21/18, indicated R7 was moderately cognitively 
impaired.  The MDS further indicated R7 was 
using an antipsychotic medication daily, but was 
not diagnosed with a psychotic disorder.

R7's physician order summary report dated 
3/14/18, included orders for: "Haloperidol (also 
referred to as Haldol- a major psychotropic 
medication) tablet 0.5 MG [milligrams] give 1 
tablet by mouth two times a day for psychosis" 
with a start date of 1/14/18. 

R7's psychotropic drug use care area 
assessment (CAA) dated 1/21/18, indicated: 

 The facility policy for the use of 
Unnecessary Drugs and Psychotropic 
medication was reviewed and remains in 
effect and unchanged.  With respect to 
R7; R7's plan of care was updated based 
on interview to include, "Monitor 
occurrence for target behavior symptoms 
(seeing cats on ceiling, being confused 
about location and thinking I am being 
kidnapped)" and documented per facility 
policy on 3/15/2018.  R7 was evaluated by 
a medical provider on 3/15/2018.  Nurse 
Practitioner (NP) note identifies evaluation 
of Haldol in HPI and Assessment/Plan 
related to Wernicke-Korasakoff psychosis 
with specific hallucinations, duration of 
medication and that medication had been 
effective and R7 declines tapering.  R7 
was discharged on 3/30/2018 to home.

All guests receiving psychotropic 
medication currently in facility were 
reviewed on 4/3/2018 to ensure specific 
target behaviors are being monitored.  All 
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"Triggered due to antidepressant received. Pt 
[patient] is on scheduled Effexor for depression 
and Haldol for psychosis. Pt [patient] scored 5/27 
on PHQ-9 [depression screening] assessment 
indicating s/s [signs/symptoms] of depression. Pt 
is recovering from hepatic encephalopathy. Staff 
are monitoring targeted behaviors and s/s of drug 
side effect. Pt has been stable within this ARD 
[assessment reference date] period. Pt is at risk 
for psychotropic drug side effect."  The CAA 
worksheet included no information on the resident 
and/or family representative's thoughts about the 
medication, and provided no historical or current 
information related to R7's specific symptoms, 
cause of psychosis, or historical information 
related to use of the Haldol.

R7's psychotropic medication assessment dated 
1/21/18, included: "1/14/18 Haloperidol 0.5 mg 
BID [twice daily] for psychosis...Monitor for target 
behaviors of antipsychotic: hallucinations and 
delusions." The assessment directed staff to 
document on non-pharmacological interventions 
used and the effectiveness of them. There were 
no specific symptoms identified to identify how R7 
displayed delusions and hallucinations. The 
assessment provided no historical or current 
information related to R7's specific symptoms, 
cause of psychosis, or historical information 
related to the use of the Haldol.. 

Multiple provider progress notes were reviewed 
for information related to the use of the Haldol 
and R7's current and historical psychiatric 
condition. 

On 12/28/17, a nurse practitioner (NP) had 
documented, "HX of hallucinations...Haldol." 

guests currently in facility and receiving 
anti-psychotic medications were also 
reviewed on 4/3/2018 to ensure historical 
information and specific symptoms were 
present to support ongoing use, and these 
medications will be reviewed by the 
primary care providers to determine if 
there are adequate indications present 
and document, or a plan for gradual dose 
reduction will be initiated.  Medical 
Director consulted and verified that MD 
and NP, as primary care providers, are 
active members of the inter-disciplinary 
team (IDT).

The facility will ensure that new 
admissions to the facility will have these 
areas addressed prior to the completion of 
their comprehensive care plan.

Education will be provided to licensed 
staff, Licensed Social Workers and 
primary care providers by 4/24/2018 
regarding Psychotropic and Unnecessary 
Medication Use Policy, specifically to 
ensure adequate indications for use of 
medication is present, specific symptoms 
are being monitored, target behaviors are 
being monitored and that the IDT is 
reviewing the ongoing need for these 
medications and documentation is present 
to support that ongoing need.

Clinical Administrator and/or designee will 
audit 20 percent of guests weekly who 
use psychotropic medication per facility 
policy and report outcomes to QAPI 
Committee.  The data will be reviewed 
and discussed during monthly QAPI 
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On 1/9/18 a NP had documented R7 had 
Wernicke-Korsakoff psychosis with use of Effexor 
and "plan: supportive cares." [ 
Wernicke-Korsakoff syndrome is a brain disorder, 
due to thiamine deficiency.] 

On 1/22/18 a physician note indicated R7 had a 
diagnosis of  Wernicke-Korsakoff psychosis from 
5/11/14. 

Other physician and nurse practitioner notes were 
reviewed with no further information related to 
R7's use of the Haldol, current and historical 
psychiatric conditions, or specific symptoms of 
psychosis including notes dated: 1/13/18, 
1/16/18, 1/23/18, 1/24/18, 1/29/18, 1/31/18, 
2/2/18, 2/6/18, 2/15/18, 2/20/18, 2/28/18, and 
3/7/18. 

Review of R7's Behavior Monitoring data for 
January, February and March 2018, revealed 
target behaviors including: 1.) isolation 2.) little 
interest in doing things 3.) hallucinations-seeing 
cats on the ceiling, confused about current 
location and thinking he's being kidnapped. 4.) 
delusions. The behaviors were noted as not 
occurring.

On 3/13/18 at 9:43 a.m., R7's nurse practitioner 
(NP) was interviewed at the facility. The NP 
stated she did not want to discuss R7's 
medication regimen and stated, "My manager 
said I do not have to talk with you."  The NP 
stated she was aware persons with 
Wernicke-Korsakoff could experience 
hallucinations related to the thiamine deficiency, 
and stated she had no further information related 
to R7's psychiatric history, specific symptoms or 
use of Haldol. Further, the NP stated she did not 

meetings for three months.  The QAPI 
committee will make the 
decision/recommendation regarding any 
necessary follow-up and auditing 
frequency.

Corrective action will be completed April 
24, 2018.
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address R7's use of psychiatric medications 
because historically, primary providers would not 
approve of changes to anti-psychotic medications 
however, confirmed she had not contacted R7's 
primary provider regarding the Haldol use. The 
NP acknowledged she was aware the use of 
Haldol had the potential for serious side effects. 

On 3/13/18 at 1:19 p.m., the director of nursing 
(DON) stated the assessment completed for 
psychotropic medication use, and CAAs for 
psychotropic medications, were the only 
assessments related to R7's use of Haldol or 
psychiatric history related to psychosis. The DON 
stated he was unable to find any documentation 
as to when the psychosis had occurred, nor 
additional history regarding R7's delusions and 
hallucinations. At 2:31 p.m., the DON reported R7 
had been on the Haldol "for awhile" and stated 
the providers at the nursing home would not 
address it since R7 was a short stay resident. 
The DON acknowledged the root cause of the 
psychosis should have been identified. 

On 3/14/18 at 1:10 p.m., the social worker was 
interviewed and reported she was not aware of 
R7's history of psychosis or why he was on 
Haldol.
 
On 3/14/18 at 2:17 p.m. R7 stated he was on the 
Haldol due to hallucinations. R7 stated that while 
he was in the hospital about 2 years ago, he'd 
seen cats running around the ceiling and had 
been adamant they were there even though staff 
told him they were not. R7 stated he'd had no 
further hallucinations after starting the Haldol. R7 
further stated no one had ever discussed with him 
the potential to discontinue the Haldol, but stated 
he'd be open to having that conversation.  
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On 3/15/18 at 8:39 a.m., the DON reported there 
was no evidence any facility staff had ever 
spoken with R7 about his use of Haldol. The DON 
again reported he was unable to find any history 
or current status regarding R7's specific 
symptoms, cause of psychosis, or historical 
information related to the use of the Haldol. The 
DON added that Haldol may be prescribed as a 
supportive treatment for Wernicke-Korsakoff 
psychosis. However, when documentation on this 
was requested, it was not provided. The DON 
stated staff were suppose to follow facility policies 
regarding unnecessary and/or psychiatric 
medications. 

On 3/15/18 at 4:42 p.m., the DON stated he had 
amended the documentation for charting target 
behaviors for R7 after having spoken to the 
resident earlier that day. The DON stated he'd 
changed the Behavior Monitoring tool by adding a 
section for "seeing cats on the ceiling, confused 
about current location and thinking he's being 
kidnapped." The DON confirmed prior to that 
addition, there were no specific symptoms noted 
related to delusions or hallucinations.

The facility's Psychotropic and Unnecessary 
Medication Use Policy last revised 9/2017, 
included:  "New Admissions: 1. Review of the use 
of psychotropic medications should be 
re-evaluated by the ARD [Assessment Reference 
Date] of the admission MDS [minimum data set] 
assessment. 2. Residents with a medication for 
an undocumented reason or without clear 
indication for the medication requires the facility 
to document if continuing the medication is 
justified by evaluating the condition, risks and 
existing medication regime. 3. The IDT 
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[interdisciplinary team] is responsible to ensure 
that the physician, in collaboration with the 
pharmacist, re-evaluates all psychotropic 
medications and considers whether or not the 
medication can be reduced or discontinued upon 
admission or soon after admission. 4. The IDT 
will update the admission plan of care with the 
indication for use of psychotropic medication, and 
interventions within 48 hours of admission." The 
policy further indicated: "Specific target behaviors 
will be monitored for psychotropic medications. 
Antipsychotic medications may be prescribed for 
expressions or indications of distress, the IDT 
must first identify and address any medical, 
physical or psychological causes and/or 
social//environmental triggers. Doses must be 
administered at the lowest possible dose for the 
shortest time period. 2. Diagnoses alone do not 
necessarily warrant the use of of an antipsychotic 
medication. Antipsychotic medications may be 
indicated if: a. Behavioral symptoms present a 
danger to the resident or others. b. Expressions 
or indications of distress that are significant 
distress to the resident. c. If not clinically 
contraindicated, multiple non-pharmacological 
approaches have been attempted but did not 
relieve the symptoms which are present a danger 
or significant distress and/or d. GDR [gradual 
dose reduction] was attempted but clinical 
symptoms returned. "
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