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FO000  |INITIAL COMMENTS F0000
SS=
Evergreen Health And Rehabilitation Center was
surveyed for an Abbreviated survey on 2/20/25.

Intake(s): M100149676, M100149838,
M100150047, & MI00150187.

Census= 162.

F0551 Rights Exercised by Representative F0551
sSS=D §483.10(b)(3) In the case of a resident who
has not been adjudged incompetent by the
state court, the resident has the right to
designate a representative, in accordance
with State law and any legal surrogate so
designated may exercise the resident's rights
to the extent provided by state law. The
same-sex spouse of a resident must be
afforded treatment equal to that afforded to
an opposite-sex spouse if the marriage was
valid in the jurisdiction in which it was
celebrated. (i) The resident representative
has the right to exercise the resident's rights
to the extent those rights are delegated to
the representative. (ii) The resident retains
the right to exercise those rights not
delegated to a resident representative,
including the right to revoke a delegation of
rights, except as limited by State law.
§483.10(b)(4) The facility must treat the
decisions of a resident representative as the
decisions of the resident to the extent
required by the court or delegated by the
resident, in accordance with applicable law.
§483.10(b)(5) The facility shall not extend the
resident representative the right to make
decisions on behalf of the resident beyond
the extent required by the court or delegated
by the resident, in accordance with
applicable law. §483.10(b)(6) If the facility
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has reason to believe that a resident
representative is making decisions or taking
actions that are not in the best interests of a
resident, the facility shall report such
concerns when and in the manner required
under State law. §483.10(b)(7) In the case of
a resident adjudged incompetent under the
laws of a State by a court of competent
jurisdiction, the rights of the resident devolve
to and are exercised by the resident
representative appointed under State law to
act on the resident's behalf. The court-
appointed resident representative exercises
the resident's rights to the extent judged
necessary by a court of competent
jurisdiction, in accordance with State law. (i)
In the case of a resident representative
whose decision-making authority is limited by
State law or court appointment, the resident
retains the right to make those decisions
outside the representative's authority. (ii) The
resident's wishes and preferences must be
considered in the exercise of rights by the
representative. (iii) To the extent practicable,
the resident must be provided with
opportunities to participate in the care
planning process.

This REQUIREMENT is not met as
evidenced by:

This citation pertains to intake #MI100150187.

Based on interview and record review the
facility failed to ensure a consent for
psychotropic medications were obtained
from a legally authorized resident
representative for one resident (R303) of
three residents reviewed for rights of legally
authorized representatives. Findings include:
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On 2/19/25, a concern submitted to the State
Agency was reviewed with alleged R303 was
provided psychotropic medications without
the consent of their legally authorized
representative (Durable Power of Attorney for
healthcare-DPOA-H).

On 2/19/25 the medical record for R303 was
reviewed and revealed the following: R303
was initially admitted to the facility on 1/5/23
and had diagnoses including Alzheimer's
disease, Fall from bed and Cerebral Infarction
and had expired on 2/16/25. A review of
R303's MDS (minimum data set) with an ARD
(assessment reference date) of 1/3/25
revealed R303 needed assistance from facility
staff with their activities of daily living. R303's
BIMS score (brief interview of mental status)
was 12 indicating moderately impaired
cognition.

A Physician Certification of Capacity dated
1/6/23 that was signed by two Physicians
revealed R303 was deemed "Incompetent to
participate in medical treatment, care and
custody decision-making. The reason that the
resident is unable to participate is Dementia
and Visual Hallucinations..."

A "Durable Power of Attorney for Healthcare"
(DPOA-H) form signed by R303 on 11/11/22
was reviewed and revealed that R303's wife
was their appointed DPOA-H.

A review of R303's Medication Orders
revealed R303 was ordered Sertraline on
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multiple dates including the following:

"(Anti-depressant) Zoloft Oral Tablet 25 MG
(Sertraline HCI) Give 1 tablet by mouth in the
morning for depression-Start date: 3/15/24..."

Sertraline HCI Tablet 50 MG Give 1 tablet by
mouth one time a day for Depression-Start
date 3/29/24.."

Sertraline HCl Oral Tablet 25 MG (Sertraline
HCI) Give 1 tablet by mouth one time a day
for depression-Start date 4/6/24..."

Sertraline HCI Tablet 50 MG Give 1 tablet by
mouth one time a day for Depression-Start
date 6/18/24.."

Sertraline HCI Oral Tablet 25 MG (Sertraline
HCI) Give 1 tablet by mouth one time a day
for Depression Give in addition to 50mg to
equal 75mg Daily-Start date 7/25/24..."

Sertraline HCl Oral Tablet 25 MG (Sertraline
HCl) Give 1 tablet by mouth one time a day
for Depression-Start date 9/14/24.."

Sertraline HCI Oral Tablet 25 MG (Sertraline
HCI) Give 1 tablet by mouth one time a day
for

ANTIDEPRESSANTS, CHEMICALS-Start date
2/14/25.."

(Anti-Anxiety)LORazepam Oral Tablet 0.5 MG
(Lorazepam) Give 1 tablet sublingually every
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6 hours for anxiety crush tablet-Start date
2/14/25.."

A review of R303's UDA (User defined
assessment) psychotropic consent and
education forms was conducted and revealed
the following: 9/20/24 was struck
out...9/19/24-Consent and education
provided to R303 [Note-deemed
incapacitated on 1/6/23] without the DPOA-
H. 8/5/24-Education/Consent field was blank.
4/4/24-DPOA-H [declined consent for
Sertraline.]

Further review of R303's psychotropic
medication consent forms did not reveal
R303's legally authorized representative-
DPOA-H had provided consent for either the
Sertraline or the Lorazepam.

On 2/19/25 at approximately 1:04 p.m., Social
Worker "C" (SW "C") was queried regarding
the psychotropic medication consent forms
for R303. SW "C" indicated that residents
have to consent for their psychotropic
medications. SW "C" was queried regarding
R303's DPOA-H of not consenting for R303
to be provided Zoloft/Sertraline and they
indicated that they were aware of R303's
DOPA-H not consenting to the medication.
At that time, a request for the psychotropic
consent forms that R303's DPOA-H had
provided consent for their psychotropic
medications was requested.

On 2/20/25 at approximately 9:42 a.m.,
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during a follow-up conversation with SW "C",
SW "C" indicated they did not have any
documentation that R303's DPOA-H had
provided consent for their psychotropic
medications. SW "C" was queried as to why
and they indicated nobody had brought it to
their attention that it needed to be done.

On 2/20/25 a facility document titled "Policy
and Procedures-Psychotropic Medication
Use" was reviewed and revealed the
following: "It is the policy of the facility to
only prescribe psychotropic medications
when it is necessary to treat a specific
diagnosed condition and the medication is
deemed as beneficial to the resident. The
facility will identify when a resident is
prescribed a psychotropic medication and
will obtain informed consent from the
resident or authorized representative for each
psychotropic medication ordered....Informed
Consent-For any resident taking a
psychotropic medication, the Social Service
employee or designee will obtain informed
consent from the resident and/or authorized
representative using the Psychotropic
Medication Consent UDA in [electronic
medical record]...The Social Service
employee, or designee, will review the
medication prescribed, dosage, side effects,
and risks versus benefits of the medication,
which are outlined on the psychotropic
informed consent evaluation. The Social
Service employee, or designee, will discuss
any Black Box Warnings associated with the
psychotropic prescribed to the resident or
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F0925
SS=D

authorized presentative <sic>so that they are
aware of the potential risks. After review, the
resident and/or authorized representative will
either consent or refuse the psychotropic
medication. The consent or refusal of the
psychotropic medication may be obtained in
person or verbally via a telephone
conversation. If the resident and/or
authorized representative refuses to consent
to the psychotropic medication, the
physician/medical practitioner will be notified
so that the medication can be
discontinued...."

On 2/20/25 the facility Administrator
provided a copy of R303's UDA form dated
4/4/24 that indicated R303's DPOA-H had
declined consent for sertraline.

No other documentation was provided by the
end of the survey that indicated R303's
DPOA-H had provided consent for R303's
psychotropic medications including the
multiple dose increases of sertraline or the
lorazepam.

Maintains Effective Pest Control Program
§483.90(i)(4) Maintain an effective pest
control program so that the facility is free of
pests and rodents.

This REQUIREMENT is not met as
evidenced by:

This citation pertains to intake #MI100150047

Based on interview, and record review, the

F0925
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facility failed to follow pest control
procedures for one resident (R305) of three
residents reviewed for pest control. Findings
include:

On 2/19/25 a concern submitted to the State
Agency was reviewed which alleged staff
were not utilizing effective procedures to
maintain pest control resulting in an infection
of bed bugs.

On 2/19/25 at 10:03 a.m., during a
conservation with Maintenance Director "A"
(MD "A"), MD "A" was queried regarding
allegation of a bed bug infestation in the
facility. MD "A" reported they did have
multiple rooms in where bugs were found
and that the facility pest control provider had
been out multiple times to inspect and treat
the rooms. MD "A" indicated that the rooms
with alleged infestation were 414 and 409. A
request for documentation of the bed bug
procedures and treatments were requested.

On 2/19/25 a review of the facility's
investigation into the bed bug infestation
revealed the following: "Bed Bug
Investigation 2/6/2025... On 2/5/25 sister of
resident, [Name of resident] in (room) 414L
visited resident. At that time, she brought in
resident's clothing and belongings that were
from her old apartment before admission to
Evergreen. Bed bugs were noted on resident
[Name of resident] in 414L after her sister
[name of sister] had visited her. Before sister
left, she hugged resident's roommate [R305].
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Bed bug policy and procedures initiated. Both
residents were showered. Resident's rooms
were moved and orientated to their new
bedrooms. Families notified. [Name of
roommate] moved to 416 and [R305] moved
to 409. All linen and clothing from bedroom
414 bagged and sent to laundry. Room
cleaned, UV'd (ultra violet light) and
exterminator contacted. Items that were
unable to be thoroughly cleaned or washed
were inspected by the exterminator and UV'd.
Both resident's wheelchairs were also
inspected and UV'd. On 2/6/25, bed bugs
were noted in [R305's] hair. Resident voiced
that CENA (Certified Nursing Assistant)
showered her yesterday and put her old
clothes back on her. Facial edema and lip
swelling noted. Per UM (Unit Manager)
EpiPen was administered. Facial edema
occurred by an unknown reason. Provider
notified. No new orders at this time. Bed bug
policy and procedure started over. Resident
showered and provided a gown. All clothing
and linens were sent to laundry. Resident's
room was cleaned and UV'd. CNA "B" was
educated and disciplined regarding bed bug
policies and procedures.

On 2/19/25 at approximately 12:48 p.m., CNA
"B" was queried regarding being disciplined
as result of R305 having bed bugs in their
hair on 2/6/25 after being showered on
2/5/25. CNA "B" reported that they were
unaware that putting on the same clothes
that R305 was in previous to the shower was
wrong and that they thought they were fresh
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clothes. CNA "B" reported they were
disciplined and educated on the bed bug
procedures after the incident.

On 2/19/25 at approximately 1:50 p.m.,
during a conversation with the Director of
Nursing (DON), the DON was queried
regarding the bed bug investigation and CNA
"B" placing the potentially infested clothing
back on R305 after being showered. The DON
indicated that they re-educated CNA "B" on
the correct procedures when bed bugs are
found on a resident and that all the
education was completed as of 2/6/25 and
they have not had any more bed bug
occurrences.

A review of CNA "B"'s re-education on the
facility bed bug procedures was reviewed and
revealed the following: "Employee
Counseling and Corrective Action
Record....Date: 2/6/25...CENA assist resident
with shower secondary to suspected bed
bugs. After completing shower, CENA
assisted patient with same clothes patient
was wearing before shower...."

An education in-service attendance record
for CNA "B" dated 2/6/25 revealed the
following: "Topic-Bed Bug Policy and
Procedures...Objective/Outline-Resident to be
fully showered with hair washed and
new/clean outfit to be put on resident after
shower..."

On 2/19/25 the medical record for R305 was
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reviewed and revealed the following: R305
was initially admitted to the facility on 2/4/25
and had diagnoses including Bipolar disorder
and Post traumatic stress disorder. A review
of R305's MDS (minimum data set) with an
ARD (assessment reference date) of 2/9/25
revealed R305 needed assistance from facility
staff with their activities of daily living. R305's
BIMS score (brief interview for mental status)
was 15 indicating intact cognition.

A Physician progress note dated 2/6/25
revealed the following: "...Pt (patient) alert
and conversive upset as had to evacuate
room d/t (due to) bedbugs. Reports bed bugs
found in hair and few small bites observed on
inner thighs. Pt was thoroughly showered. All
belongings cleaned, clothes washed..."

On 2/20/25 A review of the facility policy
pertaining to bed bugs was reviewed and
revealed the following: "Policy-Bed
Bug...Policy Overview: The purpose of this
policy is to provide guidelines for the
identification and treatment of bed bugs...The
resident(s) should be thoroughly bathed and
changed into a fresh gown. The resident(s)
should be moved to a different room using a
new wheelchair, walker, cane, etc. per their
plan of care and given fresh clean linens and
personal care products...."

During the onsite survey, past noncompliance
(PNC) was cited after the facility implemented
actions to correct the noncompliance which
included staff specific education,
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implementation of the current policy and
follow through after interventions (showers,
linen change, room treatments). The facility
was able to demonstrate monitoring of the
corrective action and maintained compliance.
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