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Stockton Nursing Center 4545 Shelley Court
Stockton, CA 95207

F 0686

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Based on observation, interview, and record review, the facility failed to ensure necessary doctor's orders 
and equipment monitoring were in place for an implemented pressure ulcer/injury (PU/PI; refers to localized 
damage to the skin and/or underlying soft tissue usually over a bony prominence) intervention for one of 
three residents (Resident 4) when, Resident 4 did not have an order for a Low Air Loss Mattress (LAL - 
alternating pressure and air circulation, which improves blood flow) to include equipment settings (typically 
based on the patient's weight, pressure sore risk, and skin condition) specific to Resident 4 and there was no 
documented monitoring to ensure the proper overall function and correct settings of the LAL mattress 
Resident 4 was using.This failure had the potential for Resident 4 to experience further skin breakdown.
Findings:During a review of Resident 4's admission RECORD, the record indicated Resident 4's admission 
diagnosis included acute respiratory failure with hypoxia (a condition wherein the lungs cannot adequately 
transfer oxygen to the blood), dysphagia (difficulty swallowing food and liquids), PU of sacral region that was 
unstageable (a deep wound near the buttocks that cannot be given a severity rating because it's covered by 
dead tissue), PU of left lower back stage 3 (a deep hole that has gone through the top layers of skin and into 
the fatty tissue underneath), hemiplegia (significant or complete inability to move and control muscles on one 
side of the body), and pressure induced deep tissue damage of other sites.During an observation on 8/20/25, 
at 2:50 p.m., Resident 4 was observed resting on a LAL mattress.During a concurrent interview and record 
review on 8/20/25, at 3:15 p.m., with Treatment Nurse (TN- a nurse who provides wound care treatment) 1, 
Resident 4's Treatment Administration Record (TAR - an account of treatment orders, dates and times 
wound care was performed), dated 8/25, was reviewed. TN 1 verified Resident 4's TAR did not indicate a 
LAL mattress was in place and the TAR also did not indicate a LAL mattress was being monitored for 
effectiveness. TN 1 verified Resident 1 was using a LAL mattress and stated there should have been a 
physician's order for nursing staff to check Resident 4's LAL mattress each shift to ensure the LAL was being 
used correctly. TN 1 further stated when the LAL mattress was not monitored for proper function and 
settings, it could have caused the development of new wounds or worsening of older wounds.During an 
interview on 8/20/25 at 4:27 p.m., with the Assistant Director of Nursing (ADON), the ADON stated a LAL 
mattress was an external device tool used to manage and prevent ulcers, and the LAL mattress required a 
physician's order. The ADON further stated the physician's order for a LAL mattress was important because 
the LAL mattresses settings had to be adjusted for each resident to ensure proper use (settings customized 
based on things such as the resident's weight, pressure sore risk, and skin condition in order to reduce 
pressure on bony parts of the body).During a review of an undated facility's policy and procedure (P&P) 
titled, Pressure Ulcers/Skin Breakdown - Clinical Protocol, the P&P indicated, .the nurse shall describe and 
document/report the following.Current treatments, including support surfaces. The P&P also indicated, .
Current approaches should be reviewed for whether they remain pertinent to the resident/patient's medical 
conditions, are affected by factors influencing wound development or healing, and the impact of specific 
treatment choices made by the resident or substitute decision-maker.
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Stockton Nursing Center 4545 Shelley Court
Stockton, CA 95207

F 0742

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide the appropriate treatment and services to a resident who displays or is diagnosed with mental 
disorder or psychosocial adjustment difficulty, or who has a history of trauma and/or post-traumatic stress 
disorder.

(continued on next page)
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055201 08/21/2025

Stockton Nursing Center 4545 Shelley Court
Stockton, CA 95207

F 0742

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview, and record review, the facility failed to provide appropriate behavioral 
health treatment and services to meet the psychosocial needs for one of three sampled residents (Resident 
1) when: 1. Resident 1 displayed episodes of anger, and repeated resident to resident altercations, and 
Resident 1's Psychiatric Initial Eval, (a comprehensive evaluation focused on the diagnosis, treatment and 
prevention of mental, emotional and behavioral disorders) dated 12/10/24, included treatment goals and 
recommended follow-up psychiatric visits were not provided, nor documented in Resident 1's clinical health 
record; 2. Resident 1's Physician Progress Notes, dated 3/14/25, 4/1/25, 4/29/25, 5/9/25, and 5/30/25 
indicated an assessment and plan for monitor and follow-up with psychiatry, and Resident 1 was not 
provided psychiatry consultation or visits until 6/9/25; 3. Resident 1's PASRR Individualized Determination 
Report (PASRR - a federally required screening process designed to ensure that individuals with serious 
mental illness (SMI), intellectual disability (ID), or related conditions are not inappropriately placed in nursing 
facilities) recommended specialized add-on services, dated 6/10/25, were not implemented, or followed up 
on and there was no record of them being reviewed with the medical doctor, which resulted in specialized 
services including psychotherapy/counseling (a form of talk therapy where a trained professional helps 
patients address problematic thoughts, feelings, and behaviors to improve emotional well-being and mental 
health), psychology consultation, psychiatry consultation (a medical appointment with a mental health 
professional, such as a psychiatrist or psychologist to diagnosis mental health conditions, create treatment 
options, and provide support and guidance) and/or follow-up care, and neuropsychology (studies the 
physiological processes of the nervous system and relates them to behavior and cognition) consultation not 
being provided; and, 4. Resident 1's mental health consult note, via telehealth care (use of technology, 
video, or phone to provide long distance mental health care), dated 6/9/25, included a plan and 
recommendations of cognitive therapy, psychiatric evaluation, and medication recommendations, and the 
consultation note was not communicated to medical doctor and the licensed nursing staff to make the 
medication adjustments or provide the recommended evaluation and therapy. These deficient practices had 
the potential to negatively affect Resident 1's psychosocial (the mental, emotional, social, and spiritual 
effects of a disease) well-being and removed Resident 1's right to receive recommended care and services.
Findings: Review of Resident 1's admission RECORD, indicated Resident 1 was originally admitted to the 
facility in the spring of 2024 with diagnoses which included paranoid schizophrenia (persistent delusions of 
persecution, grandeur, or jealousy, often accompanied by hallucinations), major depressive disorder 
(persistent feelings of sadness, loss of interest, and other symptoms that significantly interfere with daily life), 
anxiety disorder (feelings of worry, anxiety, or fear that are strong enough to interfere with one's daily 
activities), and psychosis not due to a substance or known physiological condition (psychotic symptoms, 
such as hallucinations or delusions, are present, but they do not meet the criteria for a specific disorder or 
when a definitive cause is not identified). During a concurrent observation and interview on 8/20/25, at 4:17 p.
m., Resident 1 stated Certified Nursing Assistant (CNA) 1 was here to watch him. Resident 1 stated the bells 
bothered him and they were supposed to ring the bell when they needed the nurse. Resident 1 stated he 
was annoyed by the bells and so he went into another resident's room to tell them to stop ringing their bell, 
and the resident yelled at him, so he hit the resident. Resident 1 stated prior to coming to the facility he was 
receiving mental health services through county behavioral health. Resident 1 stated he was living by 
himself, but people called the police on him because he was crazy, and the police took him and then he had 
to stay at the hospital. During a concurrent observation and interview on 8/21/25, at 3:53 p.m., in Resident 
1's room, Resident 1 was observed sitting on his bed, with the television on, and a staff member was 
observed to be sitting on a chair inside his room next to the doorway. Resident 1 stated he would like to have 
mental health therapy. Resident 1 stated he used to talk to someone before coming here and he was not 
sure how long he was receiving mental health services. Resident 1 stated they put a call light in his room so 
there was no more bell. Resident 1 stated it was better because it would not make noise, and he liked the 
new call light. During an interview on 8/21/25, at 3:58 p.m., CNA 2 stated she was working as Resident 1's 
one-on-one (ONO) for the day and was often his ONO. CNA 2 stated Resident 1 liked to have someone to 
talk to and would take him for smoke breaks. CNA 2 stated she was able to persuade Resident 1 to stay out 
of conflict with other residents. CNA 2 stated Resident 1 seemed lonely, was paranoid, and had trust issues. 
CNA 2 stated Resident 1 would hold on to a grudge and keep it to himself and then would eventually get his 
revenge against the person even if it was later. During an interview on 8/20/25, at 3:58 p.m., Licensed Nurse 
(LN) 1 stated she was working as a One-on-One Aid (ONO) for Resident 1. LN 1 explained Resident 1 was 
supervised 24 hours a day. LN 1 further explained Resident 1 could do anything he wanted to do and go 
anywhere he wanted to go, and she just followed him around. LN 1 stated Resident 1 had a sitter because 
he had good days and bad days and anything could trigger him. LN 1 stated the call lights used by other 
residents especially triggered him because they would ring and he would go out to find who was ringing 
them. LN 1 stated his last incident involving a resident-to-resident altercation was last night when he was 
involved in an altercation with another resident. LN 1 stated Resident 1 went into another resident's room 
and confronted them. LN 1 stated she had not heard from Social Services (SS) regarding last night's 
incident. LN 1 stated she had no knowledge of Resident 1 meeting with a psychiatrist or receiving mental 
health services. LN 1 stated Resident 1 one hundred percent needed his mental health issues addressed. 
LN 1 explained this applied to all residents who have a psychiatric diagnosis. LN 1 further explained SS did 
not listen or respond to the nurses regarding their concerns with residents with mental health needs such as 
Resident 1. LN 1 stated Resident 1's mental health information had not been shared with her or other 
nurses. LN 1 stated Resident 1's aggression and agitation towards other residents was a concern and he did 
not trust anyone. LN 1 explained that if a resident said something to Resident 1, he would get upset. LN 1 
stated Resident 1 had been at the facility for over a year. LN 1 stated staff just followed him around and tried 
to tell him not to do something and redirected him, but he would only listen to certain nurses and staff. LN 1 
stated staff would have to move other residents away from Resident 1's line of sight and get them out of his 
area. LN 1 explained it would be helpful for Resident 1 to receive mental health services, so he could get his 
feelings off his chest and to better manage his behavior. During a review of Resident 1's Psycho-Social 
Distress care plan, initiated on 1/27/25 and revised on 6/9/25, the document indicated, .Resident with 
potential/risk to exhibit Psycho-Social distress related to the following.Resident served in Vietnam War.Hx 
[history] of Homelessness.Dx [diagnosis] of Schizophrenia and hx [history] of stroke.Physical Aggression 
triggered by paranoia r/t [related to] name calling, staring, being within close proximity with another person. 
Resident 1's care plan further indicated Resident 1 was involved in resident to resident altercations on the 
following dates: 1/24/2025, 1/29/2025, 2/26/2025, 3/5/2025, 3/10/2025, 3/19/2025, 3/24/2025, 4/17/25, 
4/23/25, 5/9/25, and 6/7/2025. Resident 1's care plan document further indicated, .Goal.Resident will reduce 
or decrease episodes of PTSD [post-traumatic stress disorder, mental health condition that's caused by an 
extremely stressful or terrifying event] triggered by altercations and drug use.Interventions.Psych services as 
indicated or needed.Psychologist-TBI [traumatic brain injury provides comprehensive support to individuals 
and families, offering neuropsychological assessments to identify cognitive, emotional, and behavioral 
changes post-injury].Psychiatrist-Behaviors.Resident to have 1:1 staff support as indicated and as needed. 
1. Review of Resident 1's Order Recap Report, [a report that listed all active, complete, and discontinued 
orders], indicated, .MAY HAVE PSYCH [psychiatric] EVAL [evaluation]. Active.Order Date.1/14/2025.On 
1on1 [sic, one-to-one staff supervision] supervision for 24 hour.Active.Order Date. 06/08/2025. Review of 
Resident 1's [name redacted] Psychiatric Visit Progress Report, dated 12/10/24, written by psychiatric Nurse 
Practitioner (NP, psychiatric Nurse Practitioner, medical practitioner who specializes in mental health) 2, 
indicated the following, .[Resident 1] was seen today at facility's request following a resident to resident 
altercation.Plan.Psychiatry team will continue to assess resident's behavior in future visits and 
appropriateness of current psychotropic medications [medications that affect a person's mental state, 
emotions, and behavior]. Further review of the document indicated a Medication Order as follows, .#Continue 
current medication/s and nonpharmacologic [any treatment or intervention that does not involve the use of 
drugs or medications] measures #Psychiatric MD or NP will follow up within 2-4 weeks or PRN [as needed] 
while in the facility. During a concurrent interview and record review on 8/21/25, at 4:11 p.m., the Assistant 
Director of Nursing (ADON) stated Resident 1 had recurrent behaviors including altercations with other 
residents. The ADON stated Resident 1 was usually the perpetrator but had also been the victim in 
resident-to-resident altercations. The ADON stated they have adjusted schedules such as making his 
smoking time 30 minutes before or after the other residents and provided him with a twenty-four-hour 
one-on-one aid (ONO) to provide him with supervision. The ADON stated Resident 1 liked playing cards and 
his ONO was who he will primarily interact with and talk to. The ADON stated Resident 1 was spending a lot 
of time in his room and could be triggered by noise and busyness. The ADON stated the ONO was 
established in June of 2025 after an altercation involving another resident and was implemented for his 
safety and the safety of others. The ADON stated she was not sure if Resident 1 was receiving mental health 
services prior to coming to the facility and thought he would benefit from mental health services or any other 
services he could qualify for. Through review of Resident 1's Psychiatric Initial Eval, dated 12/10/24, the 
ADON confirmed the Plan included .Psychiatric MD or NP will follow up within 2-4 weeks or PRN while in the 
facility. The ADON stated it was her expectation that the resident would be seen within the 2-4 weeks 
timeline or prior if Resident 1 required it. The ADON explained Resident 1 continued to have behaviors and 
the psychiatric consultation could have helped him. Review of the Resident 1's electronic medical record 
indicated there were no follow up mental health consult notes included in Resident 1's medical chart or 
progress notes to indicate he was seen within 2-4 weeks or PRN while in the facility. 2. Review of Resident 
1's Physician Progress Note, written by Medical Doctor (MD) 1, dated 3/14/25, indicated, .Patient was seen 
during rounds for follow-up. Upon walking into the facility around 4 PM, noted that patient was just outside of 
the facility front door in his wheelchair with social services. Had not been informed previously of any events 
today. His belongings were being brought out to him. Inquired what was happening, and social services 
explained that the patient apparently left the facility this morning against medical advice in a taxi that he 
called himself in an attempt to leave the facility and live with his family in the area. He apparently was denied 
by his family and then returned to the facility. He then appears to have been found smoking in his room 
against instiution [sic] policy which puts himself and other patients at risk. The patient left the facility against 
medical advice. Social services informed that the patient would have to be readmitted to the facility via an 
emergency department. This appears to have been reviewed with the patient by staff. Later checked with 
staff, and the patient was allowed back in his room. The patient appears to have been seen by psychiatry on 
2/6/25 with recommendations to start [Valproate; a medication to treat manic episodes (periods of 
abnormally elevated mood, energy, and activity) related to bipolar disorder (extreme shifts in mood, energy, 
and behavior)] 125 mg [milligrams, a unit of measurement] twice daily for mood lability [a condition 
characterized by rapid and unpredictable shifts in mood]. Handwritten order reviewed. There does not 
appear to be a progress note available at this time to review. Previously, patient was seen by psychiatry on 
12/10/24. Psychiatry recommended increasing aripiprazole [medication used to treat schizophrenia] from 5 
mg to 10 mg due to paranoid thoughts.ASSESSMENT AND PLAN.Nonadherence.patient appears to have 
left the facility AGAINST MEDICAL ADVICE and then was smoking within the facility. It appears that the 
patient has been allowed back to his room, and he will be monitored and encouraged to follow policy for his 
and others' safety.Paranoid schizophrenia.Monitor and follow up with psychiatry. Review of Resident 1's 
Social Service Progress Notes, written by Social Service Director (SSD) 1, on 3/18/25, indicated, .SSD and 
Admin [administrator] met with resident at bedside. Resident appeared to be resting in his bed listening to 
music. Resident stated that he can recall the incident with the other resident telling SSD that the other 
resident called him a monkey. He said that he got upset and he struck out at the other resident. SSD 
reeducated resident on the facilities zero tolerance for violence and resident showed no signs of remorse. 
SSD will continue to monitor resident's behaviors and psychosocial wellbeing and assist with any SS [social 
service] needs that may arise. Review of Resident 1's Physician Progress Note, written by MD 1, dated 
4/1/25, indicated, . ASSESSMENT AND PLAN.Agitation.history noted. Patient's mood appears to be stable 
at this time. Monitor. Psychiatry follow-up has been requested.Paranoid schizophrenia.Monitor and follow up 
with psychiatry. Review of Resident 1's Social Service Progress Notes, written by SSD 1, on 4/24/25, 
indicated, .Follow-up completed with [Resident 1] to assess ongoing behaviors and emotional status. 
Resident was alert and oriented during the visit, though he continued to show poor insight into the incident. 
When asked to reflect, he stated, He deserved it. I've told you guys he's a problem. Resident was resistant to 
redirection and deflected responsibility. We reviewed behavior expectations and facility policy on physical 
aggression. Psychoeducation [information and support to better understand and cope with illness] provided 
on verbal de-escalation [the use of communication skills and techniques to reduce tension, prevent conflicts 
from escalating into violence, and encourage cooperation] and use of staff as a resource. Behavior 
monitoring to continue. Review of Resident 1's Social Service Progress Notes, written by SSD 1, on 4/25/25, 
indicated, .Resident was observed in room, calm and watching TV. During check-in, he was cooperative and 
stated, I'm staying in my room now. Less drama that way. Resident denied further thoughts of aggression 
and verbalized that he's trying to keep to himself. While he continues to show limited remorse, he did 
demonstrate some awareness of his triggers. Encouraged continued communication with staff and positive 
use of coping skills. 1:1 remains in place. Review of Resident 1's Physician Progress Note, written by the MD 
1, dated 4/29/25, indicated, .ASSESSMENT AND PLAN.Paranoid schizophrenia.Monitor and follow up with 
psychiatry.Anxiety.Monitor.Agitation.Patient's mood appears to be stable at this time. Monitor. Psychiatry 
follow-up has been requested. Further review of Resident 1's Physician Progress Notes, dated 5/9/25 and 
5/30/25, indicated an Assessment and Plan for monitor and follow-up with psychiatry. Review of Resident 1's 
clinical record did not include any psychiatry progress notes for that period of time. During a concurrent 
telephone interview and record review on 8/25/25, at 2:30 p.m., the Assistant Director of Nursing (ADON) 
reviewed Resident 1's Physicians Progress note, dated 3/7/25, and confirmed the plan of monitor and follow 
up with psychiatry. The ADON stated this was the physician progress note following Resident 1's 
readmission from the hospital. The ADON stated it seemed like the MD wanted Resident 1 to have a 
psychiatric consult and acknowledged Resident 1 had an active order for psychiatric consultations. The 
ADON confirmed there was no psychiatry progress notes in Resident 1's clinical record for all of 2025 and 
confirmed the last consultation note uploaded into his record was from 12/24. The ADON stated she thought 
Resident 1 was seen by the psychiatrist earlier in the year but acknowledged there was no record of the visit 
in the clinical record. The ADON stated psychiatric consultations were normally uploaded in the resident's 
electronic clinical record and explained they might have been emailed to the previous DON and SSD but 
they were no longer employed at the facility, and she did not have access to them. The ADON stated her 
expectation was nursing staff would review the Physician Progress Notes including the plan of care and 
would notify the management team of new orders. The ADON explained that the management team would 
reach out to psychiatric services for scheduling. The ADON stated the expectation was that all consultation 
notes were to be updated in the residents' clinical record and shared with the MD and nursing team. The 
ADON explained the psychiatric provider recommendations should have been discussed in a care 
conference and implemented as an attempt to manage Resident 1's behaviors. During a review of Resident 
1's mental health progress note, dated 6/9/25, the ADON stated the visit was a psychiatric consult and not a 
psychiatric evaluation. The ADON explained that the psychiatrist was to perform Residents 1's psychiatric 
evaluation later that week and acknowledged it was not completed. The ADON confirmed the psychiatric 
evaluation had not taken place for Resident 1 and stated 6/9/25 was the last mental health visit for the 
resident. During an interview on 9/8/25, at 9:36 a.m., MD 1 stated he was familiar with Resident 1. MD 1 
stated he was not aware Resident 1 was seen by psychiatry on 6/9/25, nor had he seen any consultation 
notes from that visit or was made aware of new medication orders for a nighttime dose of Valproate, 
cognitive therapy, and follow-up visits. MD 1 stated he would have wanted to be made aware of the visit, the 
recommendations, and would have implanted the new medication orders and recommendations from 
psychiatry. MD 1 stated the expectation was for Resident 1 to be seen every two to four weeks as 
recommended by psychiatry in Resident 1's consultation note from 12/10/24 and for a new psychiatrist 
provider to have been found if the original provider was not available. MD 1 stated for residents with 
schizophrenia, which Resident 1 had, the diagnosis would need to be managed by a psychiatrist because of 
the higher level of mental health management required for that diagnosis. MD 1 stated he would want to see 
the consultation notes as soon as possible, within at least two weeks, and that the facility had no real 
process of how the consultation notes were shared with him. MD 1 stated the risk to Resident 1 when the 
psychiatrist recommendations were not implemented were unstable mood, lack of medication monitoring, 
and continued behaviors or escalating behaviors. 3. During a concurrent interview and record review 
8/20/25, at 4:36 p.m., the SSD stated she was new to the position and the previous SSD (SSD 1) no longer 
worked at the facility. The SSD stated Social Services (SS) served residents in need of or have mental 
health services and would refer them out and contact the provider for scheduling. The SSD stated the facility 
currently had a mental health contract with a telehealth provider (MD 2). The SSD stated Resident 1 was a 
long-time patient and had a history of altercations with other residents, had a lot of triggers, and was very 
attention seeking. The SSD stated Resident 1 had psychiatric issues, used to be a prison guard, and had 
experienced a lot of trauma. The SSD stated Resident 1 took a few medications to treat his paranoid 
schizophrenia and his mood. The SSD explained Resident 1 was suspicious of everything and everyone. 
Through review of Resident 1's electronic clinical record, the SSD confirmed there were two psychiatric 
consultation progress notes dated 7/8/24 and 12/10/24. The SSD stated these were performed as telehealth 
visits and confirmed these were the only visit consult notes she could locate in Resident 1's clinical record. 
Through review of Resident 1's Psycho-Social Distress care plan dated 6/8/25, the SSD confirmed an 
intervention was listed to complete a PASRR. During a concurrent interview on 8/20/25, at 5:37 p.m., the 
Minimum Data Set Coordinator (MDS, standardized assessment tool that measures health status in nursing 
home residents) stated she was responsible for completing residents' PASRR's and they were normally 
completed upon admission and resubmitted if there were behavioral changes, psychiatric medication 
changes and/or added psychiatric diagnosis with a resident while at the facility. The MDS stated the purpose 
of the PASRR was to make sure if a resident had an intellectual deficit or a psychiatric illness they could be 
cared for in the facility. The MDS stated she was somewhat familiar with Resident 1 and had resubmitted his 
PASRR this last June due to changes in his behavior. The MDS stated she had received a call from the 
PASRR representative to go over Resident 1's information. The MDS stated the business manager must 
have uploaded Resident 1's PASRR letters and recommendations in his electronic clinical chart. The MDS 
stated was not aware there were recommendations and was not aware what the process should be in terms 
of follow- up with the recommendations or who was responsible. The MDS stated the expectation should 
have been the recommendations were implemented timely. The MDS stated she was present at most of the 
IDT meetings held for Resident 1 regarding his resident-to-resident altercations. The MDS stated the 
recommended services were important for Resident 1 in terms of managing his behaviors, engaging in 
activities, and referral to psychiatric consultation. The MDS explained the recommendations could help 
address Resident 1's triggers, his psychiatric medications, and would have provided an outlet for him to 
speak to someone with more mental health expertise such as mental health doctor or clinician. The MDS 
stated the risk to Resident 1 if these were not provided timely would be continuation of behaviors and 
aggression to other residents. During Review of Resident 1's Department of Health Care Services Letter, 
dated 6/10/25, the letter indicated, .In the event of a positive SMI Level I Screening, a SMI [serious mental 
illness] Level II Evaluation is required. The SMI Level II Evaluation is conducted by an independent clinician 
contracted with DHCS. The results of the SMI Level II Evaluation are reviewed by a licensed consulting 
psychologist at DHCS and determinations are made regarding the appropriate nursing facility services and 
specialized add-on services.Your Level 1 Screening was conducted at [facility name redacted], followed by a 
SMI Level II Evaluation on 6/10/25, by a PASRR Level II SMI evaluator. The results of this SMI Level II 
Evaluation are provided in the PASRR Determinization Report attached to this letter. Facility staff will receive 
this PASRR Determinization Report, will discuss the results with you in a timely manner, and will incorporate 
the determination into your care plan. During Review of Resident 1's PASRR Individualized Determination 
Report, dated 6/10/25, the letter indicated, .This Determination Report is based on a review of the applicant's 
medical and social history, which reveals a significant medical condition with mental stressors that require 
nursing care.Personal goals were considered in making recommendations for specialized services, including 
to improve dentition, improve mobility, stop smoking, reduce anxiety, reduce depression and improve 
wellbeing.Recommended Specialized Services Add -on Services: Services and supports that supplement 
nursing facility care to address mental health needs.Medication Education and Training.
Psychotherapy/Counseling.Individual and/or group and/or family treatment by a licensed mental health 
professional.Psychology Consultation.Provides diagnostic assessment of psychological and emotional 
functioning and maladaptive behavior. These services include the evaluation of mental status, diagnosis, and 
treatment direction and may include therapeutic intervention, development of a behavioral management plan, 
and/or referral for pharmacological intervention.Neuropsychology Consultation.Services to gain a better 
understanding of cognitive functioning, clarify the primary diagnosis, and provide treatment direction.
Psychiatry Consultation and/or Follow-up Care.Services to provide psychopharmacological intervention and 
monitoring of mental conditions. These providers will evaluate the efficacy and necessity of psychiatric 
medications, review lab profiles, make adjustments as needed, consider side effects and clarify diagnosis.
Safety Monitoring.Behavior Monitors. During a concurrent interview and record review 8/20/25, at 4:36 p.m., 
Resident 1's PASRR Level I, PASRR Level II letter, and Individualized Determination Report, dated 6/10/25, 
was reviewed with the SSD. The SSD stated the Recommended Specialized Services Add -on Services 
should have been followed up on and completed including the mental health consults. The SSD explained 
she was not aware follow-up was needed nor was she aware the documents were in Resident 1's electronic 
clinical record. The SSD further explained that the MDS and business office were responsible for the 
PASSR. The SSD stated the MDS was responsible for notifying SS and creating the mental health referral 
and/or notifying the MD to obtain the necessary orders such as psychiatrist consult and/or behavioral therapy 
consult. Through review of Resident 1's SS progress notes from present through 1/2025, the SSD confirmed 
there were no notes regarding psychiatric consults or follow-up visits. The SSD stated her expectation was 
the PASRR recommendations were followed up on. The SSD explained the importance of the 
recommendations was to manage behavior, manage psychiatric medications, and Resident 1 to get 
appropriate needed support. The SSD stated the risk if not done was worsening behavior, continued resident 
to resident altercations. The SSD indicated that Resident 1's BIMS (Brief Interview for Mental Status; a 
cognitive screening tool to assess thinking, reasoning, or remembering ability) score was 13 (a score 
between thirteen to fifteen points suggests intact cognition). The SSD stated that Resident 1 could make his 
own healthcare decisions. The SSD explained due to Resident 1's high cognition and his ability to make his 
needs known, it was more reason for him to be seen by mental health and get him the interventions and help 
he needs. During a concurrent interview and record review on 8/21/25, at 4:11 p.m., the ADON stated 
Resident 1 had recurrent behaviors of altercations with other residents. The ADON stated Resident 1 was 
usually the perpetrator but had also been the victim. The ADON stated there was an incident in the early 
morning of 8/20/25 involving Resident 1 being involved in a Resident-to-Resident altercation. The ADON 
stated she was not sure if Resident 1 was receiving mental health services prior to coming to the facility and 
thought he would benefit from mental health services or any other services he could qualify for. Regarding 
Resident 1's PASRR II and determination letter dated, 6/7/25, the ADON stated it was uploaded to the 
residents' electronic clinical record by the business office without being reviewed by clinical staff. The ADON 
stated the expectation was that the document was to be reviewed in an IDT (interdisciplinary team) meeting 
and care conference and then a determination made of what services needed to be implemented for 
Resident 1. The ADON acknowledged Resident 1 did not have any of the recommended services followed 
up on, nor shared with the medical doctor, ordered and carried out. The ADON stated Resident 1 could 
receive referrals and services from the county and the facility could help arrange this. The ADON stated the 
importance of the Individualized Determination Report was to help the facility manage Resident 1's behavior 
and care. The ADON stated the risk to Resident 1 was ultimately lack of services that could help him and 
potentially assist in providing him with behavioral management. During an interview on 9/8/25, at 9:36 a.m., 
MD 1 stated he was not aware of Resident 1's PASRR recommendations and stated the expectation was it 
was shared with him so orders could have been placed and for Resident 1 to receive the follow up mental 
health consultations and therapy. During a review of an undated facility policy and procedure (P&P) titled, 
Behavioral Health Management, the P&P indicated, .The facility will provide and residents will receive 
behavioral health services as needed to attain or maintain the highest practicable physical, mental and 
psychosocial well-being in accordance with the comprehensive assessment and plan of care.Behavioral 
symptoms will be identified using facility-approved behavioral screening tools and the comprehensive 
assessment.Behavioral health services will be provided by qualified staff who have the competencies and 
skills necessary to provide appropriate services to the residents. Residents will have minimal complications 
associated with the management of altered or impaired behavior.The facility will comply with regulatory 
requirements related to the use of medications to manage behavioral changes.Assessment.As part of the 
initial assessment, the nursing staff and Attending Physician will identify individuals with a history of impaired 
cognition, altered behavior, substance use disorder, or mental disorder.All residents will receive a Level I 
PASARR screen prior to admission.If the level I screen indicates that the individual may meet the criteria for 
a mental disorder, intellectual disability or related condition he or she will be referred to the state PASARR 
representative for the Level II (evaluation and determination) screening process.The Level II evaluation 
report will be used when conducting the resident assessment and developing the care plan.New onset or 
changes in behavior that indicate newly evident or possible serious mental disorder, intellectual disability, or 
a related disorder will be referred for a PASARR Level II evaluation.Current Level II residents will be referred 
for an additional PASARR Level II evaluation upon a s
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