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{N 000} Initial Comments {N 000}

On 08/18/2026, Surveyor conducted a verification
visit and complaint (x2) investigation at Primrose
Memory Care Of Wausau. Data was collected
through 08/19/2026.

Seven of 8 deficiencies identified in Statement of
Deficiency (SOD) 3LD711, dated 04/27/2026,
were corrected.

The complaints (x2) were unsubstantiated.
One deficiency was identified.

The deficiency was a repeat deficiency. See SOD
3LD711, dated 04/27/2026.

Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee is being assessed.

Census: 25

{N 408} 83.37(1)(i) PRN psychotropic medication. {N 408}

As needed (PRN) psychotropic medication.

When a psychotropic medication is prescribed on
an as needed basis for a resident, the CBRF

shall do all of the following: 1. The resident's
individual service plan shall include the rationale
for use and a detailed description of the
behaviors which indicate the need for
administration of PRN psychotropic medication.

2. The administrator or qualified designee shall
monitor at least monthly for the inappropriate use
of PRN psychotropic medication, including but not
limited to, use contrary to the individual service
plan, presence of significant adverse side effects,
use for discipline or staff convenience, or contrary
to the intended use. 3. Documentation in the
resident ' s record shall include the rationale for
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{N 408} Continued From page 1 {N 408}

use, description of behaviors requiring the PRN
psychotropic medication, the effectiveness of the
medication, the presence of any side effects, and
monitoring for inappropriate use for each PRN
psychotropic medication given.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure the individual service plan
(ISP) for each resident that was prescribed a
PRN (as needed) psychotropic medication
included the rationale for use and a detailed
description of the behaviors which indicate the
need for administration of PRN psychotropic
medication for 1 of 2 (Resident 1) residents
reviewed.

The provider did not ensure the administrator, or
designee, monitored at least monthly for the
inappropriate use of the PRN (as needed)
medications and for presence of any adverse
effects from the medications, for 1 of 2 residents
reviewed (Resident 1) with orders for PRN
psychotropic medications that resided at the
facility for longer than a month.

The deficiency was a repeat deficiency, cited for
the 2nd time. See Statement of Deficiency (SOD)
3LD711, dated 04/27/2026.

Findings include:

On 08/18/2026, Surveyor reviewed Resident 1's
record.

Resident 1 was admitted on 11/27/2024. S/he
had the following diagnoses: hypertension,
osteopenia, and carotid stenosis.
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{N 408} Continued From page 2 {N 408}

His/her physician's order and medication
administration record (MAR) indicated s/he had
the following PRN psychotropic medication
ordered: Lorazepam 0.5 milligrams (mg) - Take 1
tablet, by mouth, every 4 hours as needed, for
terminal restlessness. Start date: 01/29/2026.

Resident 1's ISP, dated 02/19/2026, read, in part:
Need - "Controlled substances and/or PRN
medications"

Goal - "My medications will be administered in
accordance with physician's orders by staff."
Intervention - "Staff will administer all medications
in accordance with physician's orders for
controlled substances and/or PRN medications ...
Nurse to notify PCP (primary care provider) of
any changes."

Need - "Anti-Psychotic Medications"

Goal - "My anti-psychotic medication regimen will
be administered safely and per physician's
orders."

Intervention - "Staff to be aware of resident's
anti-psychotic medications ... Nurse to notify PCP
of any changes."

Resident 1's ISP did not include a rationale for
use and a detailed description of the behaviors
which indicate the need for administration of
lorazepam.

Surveyor did not locate documentation of monthly
reviews for Resident 1's PRN psychotropic
medication.

On 08/18/2026 at approximately 2:45 PM,
Surveyor interviewed Assistant Director of
Nursing (ADON) A. Surveyor asked about
Resident 1's PRN psychotropic medication.
ADON A indicated that Resident 1 did not have
monthly PRN psychotropic medication reviews.
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{N 408}

Continued From page 3

On 08/19/2026 at approximately 9:42 AM.,
Surveyor interviewed ADON A via telephone.
Surveyor reviewed requirements for residents on
PRN psychotropic medications. Surveyor asked
about Resident 1's PRN psychotropic medication
and addressing the rationale and detailed
description of the behaviors which indicate the
need for a PRN psychotropic medication on the
ISP. ADON A confirmed s/he did not have the
monthly reviews for PRN medications. ADON A
confirmed that Resident 1's ISP did not reflect the
rationale and detailed description of the behaviors
which indicate the need for a PRN psychotropic
medication. ADON A indicated that s/he would
update Resident 1's ISP and would ensure PRN
psychotropic medications would be reviewed
monthly moving forward.
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