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SS=D

483.25(l) DRUG REGIMEN IS FREE FROM 
UNNECESSARY DRUGS

Each resident's drug regimen must be free from 
unnecessary drugs.  An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy); or for excessive duration; or 
without adequate monitoring; or without adequate 
indications for its use; or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued; or any 
combinations of the reasons above.

Based on a comprehensive assessment of a 
resident, the facility must ensure that residents 
who have not used 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 
contraindicated, in an effort to discontinue these 
drugs.

This REQUIREMENT  is not met as evidenced 
by:

F 329

 Based on interview, and record review the facility 
failed to evaluate behavioral interventions for 
effectiveness, implement interventions that are in 
place, develop new interventions, and evaluate 
target behaviors for 1 of 5 residents, (R7) 
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reviewed for behaviors  in the sample of 13.
Findings include: 
 R7's Physician's Order Sheet for 12/2015, 
includes diagnoses of Neuroacanthocytosis, 
Movement Disorder, Seizure Disorder, Anxiety, 
and Depression and an order for Celexa 10 
milligrams twice a day.
R7's Behavior Monitoring Records for the months 
of September through December 12/10/2015 all 
list the Target Behavior for R7 as Self Isolation 
related to Depression. The September, 2015  
record for R7  documents the behavior of spitting 
in floor, and throwing things across the room 
occurred on 5 days during this month.  No other 
behaviors were noted. This same record 
documents the only intervention implemented 
was  "Redirected to Other Areas"  and the 
outcome of the intervention was the behavior was 
unchanged. 
R7's Behavior Monitoring Record for 10/2015, 
documents the behavior of throwing things in 
room and spitting occurred on 9 days, and on 8 of 
these days the only intervention used was, 
Redirected to other areas, and the outcome was 
evaluated as the behavior was not changed. On 
10/17/2015, this same behavior was documented 
and the interventions used were 1. Allow venting 
of feelings   2. Remove from situation 3. Maintain 
eye contact at resident's level.   The outcome of 
these interventions was documented as the 
behavior improved.
R7's Behavior Monitoring Record for 11/2015 
documents the behaviors of throwing things 
across the room and spitting in the floor, occurred 
on 8 days during the month.  The only 
intervention attempted on each of these days was  
"orient to reality of situation". The outcome of this 
intervention was documented for all 8 days as the 
behavior was  " unchanged " . 
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R7 ' s Behavior Monitoring for December, 2015, 
documents the behavior of spitting and throwing 
things across the floor for 6 days of the month, 
along with the intervention of   "orient to reality of 
situation"  being used for each day with the 
outcome again being that the behavior was 
unchanged for each of these attempts. 
Documentation on this same record indicates that 
on 12/9/2015, R7 exhibited self-isolation and that 
5 interventions were attempted but there is no 
documentation of the outcome.  On 12/10/2015, 
self isolation is again documented for R7 with the 
following interventions being attempted: Remove 
from situation, Direct to Activities or Social 
Service, Diversion Tactics, and Maintain Eye 
Contact. The outcome of these interventions was 
documented as the behavior was unchanged.
New interventions were not added to any of these 
Behavior Monitoring Records, until 12/16/2015.
On 12/16/2015 at 1:40 pm, E3, Social Services 
Designee, stated that E3 monitors R7's Behavior 
Monitoring Records monthly to check for 
completeness of documentation and to review the 
behaviors being exhibited by R7. After reviewing 
R7's Behavior Monitoring Records for the past 3 
months, E3 acknowledged that the records 
showed that intervention being used with R7 was 
not effective, other interventions listed on the 
Behavior had not been attempted  regularly and 
new interventions had not been added to these 
records.   E3 added that R7 has admitted to  staff 
that R7 engages in these behaviors for attention 
and that E3 checks in on R7 several times 
throughout the day as her office is just a couple of 
doors down.  
On 12/17/2015 at 9:00 am, E1, Administrator, 
stated that the Certified Nurses Aides were 
provided with an inservice on 12/16/2015, 
addressing behavior interventions for R7 and that 
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new interventions have now been added to R7's 
current Behavior Monitoring Record. E1 added 
that the CNA's were trying other things but were 
not charting them.
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