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{E 000} | Initial Comments {E 000}

An onsite revisit was conducted on 6/22/2022
and the facility is back into compliance with CFR
483.73, Emergency Preparedness effective
6/22/2022.

{F 000} | INITIAL COMMENTS {F 000}

An onsite revisit was conducted on 6/22/2022.
Tags E0001, F550, F553, F580, F582, F607,
F641, F645, F655, F688, F692, F697, F761 and
F812 were corrected as of 6/22/2022. However,
a new tag was cited during the revisit. The
facility is in substantial compliance.

0 of 4 complaint allegations were substantiated.
F 644 | Coordination of PASARR and Assessments F 644
SS=B | CFR(s): 483.20(e)(1)(2)

§483.20(e) Coordination.

A facility must coordinate assessments with the
pre-admission screening and resident review
(PASARR) program under Medicaid in subpart C
of this part to the maximum extent practicable to
avoid duplicative testing and effort. Coordination
includes:

§483.20(e)(1)Incorporating the recommendations
from the PASARR level |l determination and the
PASARR evaluation report into a resident's
assessment, care planning, and transitions of
care.

§483.20(e)(2) Referring all level 1l residents and
all residents with newly evident or possible
serious mental disorder, intellectual disability, or a
related condition for level Il resident review upon
a significant change in status assessment.

This REQUIREMENT is not met as evidenced
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by:

Based on record reviews and staff interviews, the
facility failed to develop a care plan after Level Il
Pre-admission screening and resident review
(PASARR) for 2 of 2 residents reviewed for Level
Il PASARR care planning (Resident #12 and
#44).

Findings included:

1. Resident #12 was admitted to the facility
9/18/2017 and readmitted 12/3/2018. Diagnoses
for Resident #12 included traumatic brain injury,
schizophrenia, major depression, and adjustment
disorder.

An annual Minimum Data Set (MDS) assessment
dated 5/13/2022 assessed Resident #12 to be
cognitively intact without behaviors or rejection of
care. The MDS documented Resident #12 was
Level Il PASARR.

A PASARR Level Il determination dated
5/16/2022 determined nursing facility placement
was appropriate for 90 days. The PASARR
expiration date was noted to be 8/14/2022.

A review of Resident #12 ' s care plans revealed
no care plan was developed for the new, limited
Level Il PASARR approval.

The Social Worker (SW) was interviewed on
6/21/2022 at 3:16 PM. The SW reported he was
responsible for initiating a care plan related to
PASARR. The SW reported he had arranged for
the PASARR screening for Resident #12 and a
care plan that addressed Level 1| PASARR should
have been added to Resident #12 ' s medical
record.
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The Administrator was interviewed on 6/21/2022
at 7:14 PM. The Administrator reported that he
did not know why the SW would not have initiated
a care plan for Resident #12 ' s new Level
PASARR.

2. Resident #44 was admitted to the facility
9/21/2017 and his most recent readmission was
5/6/2022. Diagnoses for Resident #44 included
stroke, schizo-affective disorder, and major
depression.

A PASARR Level Il determination dated
5/26/2022 determined nursing facility placement
was appropriate and the Level Il PASARR
determination had no expiration date.

A significant change of condition Minimum Data
Set (MDS) assessment dated 6/6/2022 assessed
Resident #44 to be moderately cognitively
impaired without behaviors or rejection of care.
The MDS documented Resident #44 was Level Il
PASARR.

A review of Resident #44 ' s care plans revealed
no care plan was developed for the new Level Il
PASARR approval.

The Social Worker (SW) was interviewed on
6/21/2022 at 3:16 PM. The SW reported he was
responsible for initiating a care plan related to
PASARR. The SW reported he had arranged for
the PASARR screening for Resident #12 and a
care plan that addressed Level 1| PASARR should
have been added to Resident #12 ' s medical
record.

The Administrator was interviewed on 6/21/2022
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at 7:14 PM. The Administrator reported that he
did not know why the SW would not have initiated
a care plan for Resident #12 ' s new Level
PASARR.
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