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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49337

Based on interview, observation and document review, the facility failed to review a progress note from a 
physician's appointment for 1 of 4 residents (R1). The progress note identified suicidal ideation and physical 
abuse allegations, putting R1 at risk for harm from self or others. 

Findings include:

R1's face sheet dated 6/7/24, indicated R1 had diagnoses of adult failure to thrive, cirrhosis of liver, 
neoplasm of breast, depression, unspecified symptoms and signs involving cognitive function, cognitive 
communication deficit and dementia. 

R1's 5-day Minimum Data Set (MDS) assessment dated [DATE] identified R1 was significantly cognitively 
impaired and required assist of 1 to 2 staff for activities of daily living. 

R1's patient health questionnaire (PHQ-9) dated 6/3/24 indicated R1 had little interest or pleasure in doing 
things, was feeling down, depressed, or hopeless, was feeling tired and had thoughts that she would be 
better off dead or hurting herself in some way over the past two weeks. 

R1's care plan dated 6/7/24 indicated R1 expressed suicidal ideation without a plan. Interventions dated 
6/3/24 indicated administer medications as ordered, educate family members regarding expectation of 
treatment, concerns with side effects and to monitor mood to determine if the problem seems to be related to 
external causes. 

R1's Endocrinology Clinic note dated 6/5/24 was uploaded to the facility's electronic health record system 
(EHR) on 6/6/24. The note indicated an assessment of suicidal ideation and R1 was provided an urgent 
mental health evaluation. R1 indicated in the note that staff at the facility hit her and won't let her go the 
bathroom. R1 stated she will kill herself if the clinic staff send her back to the facility. R1 was crying during 
parts of the appointment. 

On 6/7/24 at 10:03 a.m., R1 was observed in her room at the facility. She did not open her eyes and was 
unable to answer any questions. At 10:16 a.m., paramedics arrived and transported her to the hospital. 
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On 6/7/24 at 10:12 a.m., registered nurse (RN)-A was interviewed and stated R1 started to decline the night 
of 6/6/24, was not eating and was sleepy. The nurse practitioner assessed R1 that morning and gave orders 
to send her to the hospital. R1 did not make any comments about abuse or suicidal ideation to RN-A. 

On 6/7/24 at 12:08 p.m., the licensed social worker (LSW)-A was interviewed and stated she completed R1's 
patient health questionnaire on 6/3/24. R1 told LSW-A she would feel better if she was not at the facility and 
that she did not have a plan to commit suicide. LSW-A updated her care plan on 6/3/24. LSW-A was not 
aware of the endocrinology clinic note. 

On 6/7/24 at 2:20 p.m., the administrator and director of nursing were interviewed. Neither staff were aware 
of the endocrinology clinic note. They stated nurses would be responsible for reviewing clinic notes. 

On 6/7/24 at 2:42 p.m., RN-B, for R1's unit was interviewed and stated she was not aware of the 
endocrinology clinic note. She stated the health unit coordinators are responsible for scanning paperwork 
into the EHR. If a resident comes back from an appointment with a clinic note, the floor nurse would be 
responsible for reading it and entering new orders. 

On 6/7/24 at 3:00 p.m., the health information manager (HIM) was interviewed. The HIM indicated he 
uploaded the endocrinology clinic note but did not read it. The clinical team should read it which includes the 
nurses, nurse manager and physicians. The HIM indicated R1 did not come back from the appointment with 
a hard copy of the clinic note and R1's physician requested a copy. The HIM downloaded the note from the 
clinic's EHR and uploaded to the facility's EHR on 6/6/24. 

On 6/7/24 at 3:17 p.m. RN-C was interviewed. RN-C was assigned to R1 when R1 returned from the 
endocrinology appointment. RN-C stated R1 did not have a hard copy of the clinic note and she did not 
receive a call from the clinic. R1 did not make any comments about abuse or suicidal ideation to RN-C. RN-C 
stated the health unit coordinators would upload any papers and notify the nurse managers of anything 
urgent. RN-C said she was not notified of anything urgent by her coworkers. 

The facility policy, Suicide Threats, last reviewed 9/2023 indicated staff should report any threats of suicide 
immediately to the nurse manager. A staff should stay with the resident until the nurse manager evaluates 
the patient. The attending physician should be notified and if the physician chooses for the resident to remain 
at the facility the care plan should be updated accordingly.
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