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Ensure each resident must receive and the facility must provide necessary behavioral health care and
services.

Based on interview and record review, the facility failed to refer one of two sampled residents (Resident 1)
to a psychiatrist (a medical doctor who can diagnose and treat mental health conditions) as recommended
by the Interdisciplinary Team (IDT, a group of professionals who have a role in the Resident's care) and
ordered by the physician after Resident 1 had a behavioral manifestation of agitation during an altercation
with another resident (Resident 2) on 10/24/25.This failure could potentially result in increased agitation
episodes for Resident 1 and a risk of getting involved in another altercation incident.A review of Resident
1's admission RECORD, indicated Resident 1 was admitted with diagnoses which included muscle
weakness and difficulty walking.A review of Resident 1's medical record titled IDT Care Conference dated
10/27/25, indicated, Resident 1 had an altercation with another resident (Resident 2) and the IDT
recommended a psychiatric evaluation and treatment for episodes of agitation.A review of Resident 1's
Order Summary, dated 10/29/25, indicated, .Psych Evaluation and Treatment # [number of] agitation
.During a concurrent interview and record review on 12/26/25, at 2:40 PM, with the Assistant Director of
Nursing (ADON), Resident 1's IDT care conference note was reviewed. The ADON stated an IDT meeting
was held after the altercation incident and the team recommended a psychiatric evaluation and treatment
for episodes of agitation for Resident 1. The ADON stated she was not sure if the psychiatric referral was
done. The ADON stated that when a resident was referred for a psychiatric evaluation, they needed to
inform the social services department.During a concurrent interview and record review on 12/30/25, at 9:23
AM, with the Social Service Assistant (SSA), Resident 1's electronic health record (EHR) was reviewed.
The SSA confirmed that there was an IDT meeting after the altercation incident and it was recommended
that Resident 1 was to be referred for a psychiatric evaluation. The SSA stated they had a psychiatrist that
would come to the facility. The SSA stated that the Social Services department was responsible for sending
the referrals. The SSA stated she was not sure if Resident 1 was seen by the psychiatrist. The SSA stated
they had a portal with the contracted company where the psychiatrist made their notes from the visit, but
she did not have access to it. The SSA stated that the psychiatrist did not send the notes to the facility and
confirmed Resident 1's EHR did not contain any notes from the psychiatrist. During a concurrent interview
and record review on 12/30/25, at 10:33 AM, with the Director of Nursing (DON), Resident 1's EHR was
reviewed. The DON stated Resident 1 had a history of agitation. The DON further stated that Resident 1
had a verbal argument with Resident 2 and tried to hit Resident 2. The DON confirmed that there was an
order for a psychiatric evaluation from the physician for Resident 1 dated 10/29/25. The DON stated it was
the responsibility of social services to send the referrals for psychiatric consultations. The DON stated she
was not sure if Resident 1 was seen or not, and she did not have access to the psychiatrist's portal. The
DON stated that the psychiatrist usually emailed the social services department the visit notes and the
social services would upload them into the resident's chart. The DON confirmed she did not see any
psychiatric notes in the medical
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chart of Resident 1. The DON stated that it was important for the facility to know what the recommendations
of the psychiatrist were. The DON further stated that the psychiatrist should at least tell the facility what the
recommendations were for the resident after their visit. The DON stated that if the facility was not aware of
the recommendations of the psychiatrist, the facility would not be compliant with the psychiatric services,
and it would affect the resident's psychosocial health.
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