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F 0742 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

Level of Harm - Actual harm stress disorder.

Residents Affected - Some *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

record review and interview, the facility failed to ensure residents with diagnosed mental health
disorders, psychosocial distress, and/or suicidal ideation received appropriate behavioral health
treatment and services for 3 (R #5, R #89, and R #131) of 4 (R #5, R #9, R #89, and R #131) residents
reviewed for behavioral-emotional health, when the facility failed to provide or obtain
psychotherapy/counseling for R #5 and R #131,; failed to notify the Psychiatric Mental Health Nurse
Practitioner (PMHNP) of R #89's hallucinations; and failed to follow through with psychiatric
referral/consultation for R #131.The facility's failure resulted in residents' identified mental health
needs remaining unaddressed while residents continued to express psychosocial distress,

depression, and suicidal ideation, and placed residents at risk for not attaining or maintaining their
highest practicable mental and psychosocial well-being. The findings are:R #5

A. Record review of R #5's admission record, no date, revealed the following:
1. An admission date of 11/21/24.
2. The following diagnoses:

a. Post traumatic stress disorder (PTSD; a mental health condition triggered by experiencing or
witnessing terrifying, life-threatening events).

b. Major depressive disorder (a serious mental health condition characterized by persistent low mood,
loss of interest, and fatigue which last at least two weeks).

c. Anxiety disorder (excessive, persistent, and uncontrollable fear, worry, or dread that interferes with
daily life).

B. Record review of R #5's Psychotropic Evaluation, dated 10/23/25, revealed the non-pharmacologic
care provided to R #5 was music and psychotherapy. The record did not contain any other
psychotropic evaluations.

C. Record review of R #5's care plan, revision date 01/06/26, revealed R #5 had a diagnosis of PSTD.
R #5 had the potential to plan on ending his life because of the pain he was in. R #5 did not want to
continue. Refer to psychiatry (the branch of medicine focused on diagnosing, treating, and preventing
mental, emotional, and behavioral disorders) and or psychology as indicated.

D. Record review of R #5's staff progress notes revealed the following:
(continued on next page)
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F 0742

Level of Harm - Actual harm

Residents Affected - Some

1. Dated 01/06/26, R #5 stated he was struggling with pain and does not want to carry on. Staff will
schedule an appointment with psych, so he can talk about his depression and suicidal thoughts. Staff
will get him scheduled for a psych evaluation.

2. Dated 02/11/26, R #5 cried during a visit with the Chaplain, because he was tired of being in pain
and in his bed. The Chaplain encouraged him to get out of bed more so he could enjoy life outside. The
Chaplain prayed for R #5.

E. On 04/16/26 at 9:07 AM, during an interview, R #5 stated he was very depressed and did not want
to go on. R #5 stated staff offered counseling and he accepted. He stated no one ever showed up for
the counseling sessions. R #5 stated the Chaplain occasionally visited with him, but the Chaplain was
not qualified or useful for the help he needed. R #5 stated he needed help processing his life. R #5
stated he needed a good psychiatric therapist to help him process his feelings and what he has been
through. R #5 stated he needed someone trained in PTSD. R #5 stated he has not had any counseling
or therapy to help him. R #5 stated staff knew he was depressed, had suicidal thoughts and PTSD.

F. On 04/16/26 at 9:16 AM, during an interview, the Chaplain stated he talked to R #5 for spiritual and
emotional assistance. The Chaplain stated he tried to help the residents that were suicidal and
supported them. The Chaplain stated R #5 reported to him that he had suicidal ideation. The Chaplain
stated he believed there was a difference between not wanting to live and wanting to kill yourself.

The Chaplain stated he believed R #5 did not want to live because of the pain he was in. The Chaplain
stated if he knew a resident was suicidal, then he would report it to his Supervisor. The Chaplain

stated he did not have a formal degree in mental health. The Chaplain stated he could diagnose mental
health disorders or determine if a resident was considered suicidal. The Chaplain stated he took
classes regarding PTSD, but he did not have any formal training for treating residents with PTSD.

G. On 04/16/26 at 1:32 PM, during an interview, the Nurse Practitioner (NP) stated she was trained in
psychiatric and mental health. The NP confirmed R #5 had depression, PTSD, and suicidal ideation.
The NP stated she treated R #5 under the supervision of the Medical Director. The NP stated she and
the provider reviewed R #5's medication and treatment when R #5 felt sad or suicidal. She stated they
decided if R #5's treatment needed to be adjusted and what medications were best for the resident.
The NP stated if R #5 needed therapy, then she provided it. The NP stated if R #5 did not complain of
any issues, then she did not provide counseling. The NP stated residents knew how to contact her
and could reach out if they needed. The NP stated she did not have consistent counseling sessions
with R #5. The NP stated if a resident was suicidal, then they would send them out to the hospital.
She stated they did not have the medication to help suicidal residents. The NP stated if she provided
counseling services to a resident, then she documented it in the resident's medical record. The NP
stated R #5's medical record did not contain any documentation to show she provided counseling to R
#5. The NP stated if it was not documented, then it did not happen.

H. On 04/16/26 at 2:44 PM, during an interview, R #5 stated the NP did not provide therapy or
counseling for him. R #5 stated he needed consistent counseling, not just on bad days. R #5 stated
they stayed on top of his antidepressants, but mental health was not just about medication. R #5
stated he needed counseling.

I. On 04/16/26 at 4:38 PM, during an interview, R #5's wife stated R #5 used to be very active. R #5's
wife stated he struggled with not being able to do what he used to do and with constant pain. R #5's
wife stated the facility sent him out to the hospital when R #5 was suicidal. She stated the facility did
not provide R #5 any therapy or counseling, other than visits with the Chaplain. R #5's wife thought
(continued on next page)
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F 0742 the Chaplain was a social worker. R #5's wife stated if R #5 was the husband she knew before the
stroke, that he would not want to live.

Level of Harm - Actual harm
J. On 04/21/26 at 1:05 PM, during an interview, the Administrator stated her expectation was for
Residents Affected - Some residents to receive therapy if they needed it. She stated therapy was a continuous need for residents
and not just needed in crisis. The Administrator stated the NP was psychiatric and mental health
trained, and they hired the NP to provide psych services for the residents. The Administrator stated
facility residents did not receive crisis management, therapy, or counseling. The Administrator stated
facility residents received a medication review for mental health.

R #89
K. Record review of R #89's admission record, no date, revealed the following:
1. An admission date of 11/21/24.

2. Diagnosis of bipolar disorder (a chronic mental health condition characterized by intense,
alternating mood swings between extreme highs (mania or hypomania) and lows).

L. Record review of R #89's progress note, dated 02/19/26, revealed R #89 reported to his nurse
there were moles in his room, and they get under his covers. The nurse listened to R #89 and
acknowledged his concerns. R #89 told the nurse he let housekeeping know also. The nurse stated
housekeeping confirmed and told her it was not the first time R #89 had seen moles.

M. Record review of R #89's Psychotropic Evaluations, revealed an evaluation was completed on
01/30/25. The record did not contain any other psychotropic evaluations.

N. Record review of R #89's comprehensive MDS, dated [DATE], revealed staff did not document
hallucinations or delusions.

O. Record review of R #89's care plan, dated 10/16/25, revealed staff did not document R #89 had
hallucinations.

P. Record review of R #89's medical record revealed there were not any referrals for a psychiatric
consult.

Q. On 04/14/26 at 9:11 AM, during an interview, R #89 stated there were moles in his bed, and they
crawled up his bed to his face. R #89 stated he told staff, and they tried to get the moles out of his
room. R #89 was fixated on the moles would not answer other questions.

R. On 04/14/26 at 9:18 am, during an interview, CNA #8 stated she knew R #89 thought moles were in
his room. She stated sometimes he thought they were squirrels. She stated housekeeping will go into
R #89's room, shake his sheets, and tell him the moles are gone. She stated she let her nurse know
that R #89 was seeing moles in his room. She stated that the resident had been seeing them for a
couple of months but did not know the exact date.

S. On 04/16/26 at 1:51 PM, during an interview, the NP stated she did rounds (a structured, daily
process where healthcare teams visit inpatients to assess their progress, review care plans, and
(continued on next page)
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F 0742

Level of Harm - Actual harm

Residents Affected - Some

discuss updates) every Wednesday, and she was not aware R #89 saw moles. The NP stated she
would have discussed R #89's medication with the provider if she was aware the resident saw moles.
The NP stated they monitored R #89's medication and made changes, if needed. The NP stated she
did not provided counseling for R #89, because he did not state he needed it. The NP stated a mental
health assessment was done for R #89 on 01/31/26. She stated the assessment indicated R #89 was
not satisfied with his life, he dropped many activities and interest, he was often bored, and he was
not in good spirits most of the time.

R #131

T. Record review of R #131's admission Record, no date, revealed R #131 was admitted to the facility
on [DATE] and discharged from the facility on 02/03/26. R #131 had the following diagnoses:

1. Major depressive disorder (MDD, mood disorder that causes a persistent feeling of sadness and
loss of interest).

2. Paranoid schizophrenia (a chronic mental health condition characterized by intense, irrational
distrust (paranoia) and symptoms of psychosis, such as delusions and auditory hallucinations, often
focusing on themes of persecution).

3. Unspecified dementia (a progressive syndrome caused by abnormal brain changes, resulting in
cognitive decline (memory loss, language difficulties, poor reasoning) that interferes with daily life)
without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety.

4. Generalized anxiety disorder (GAD, a mental health condition characterized by persistent,
excessive, and uncontrollable worry about various daily, routine, or future events for at least 6
months).

5. Suicidal ideations (SI, thinking about, considering, or planning suicide, ranging from fleeting
thoughts to detailed plans).

U. Record review of R #131's physician's orders revealed the following:

1. Order dated 07/08/25 to send to the emergency room (ER) per resident request.

2. Order dated 08/06/25 for a psychiatry consult.

3. Order dated 09/11/25 to send to ER for psychiatric evaluation.

4. Order dated 11/25/25 to send to local hospital to expedite transfer to psychiatric facility.

5. Order dated 01/28/26 to send to the ER for psychiatric treatment.

V. Record review of R #131's nursing progress notes revealed the following:

1. Dated 07/08/25, R #131 called crisis hotline (a free, confidential 24/7 phone or text service
providing immediate, trained counselor support for people experiencing acute mental health,

emotional, or suicidal distress) stating he was depressed, the treatment at the facility was not

working, and he wanted to go to another city to receive treatment.
(continued on next page)
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F 0742 2. Dated 07/08/25, R #131 called 911 and requested to be taken to the hospital due to his
schizophrenia.
Level of Harm - Actual harm

3. Dated 07/09/25, R #131 called the crisis hotline, and the Emergency Medical Transportation (EMT)
Residents Affected - Some arrived for R #131. R #131 refused to be transferred to the hospital.

4. Dated 07/11/25, R #131 called the crisis hotline multiple times, and staff talked to R #131 about
this behavior.

5. Dated 07/27/25, R #131 told staff he was unhappy and wanted to transfer to another facility.

6. Dated 08/03/25, R #131 had increased anxiety, stated he wanted to transfer to another facility, and
dreads waking up here.

7. Dated 08/15/25, R #131 stated the facility PMHNP was not a doctor.

8. Dated 08/18/25, R #131 called the crisis hotline and reported suicidal thoughts. EMTs arrived, and
the resident refused to be transferred to the hospital.

9. Dated 08/28/25, the crisis hotline reported R #131 called the crisis hotline and reported suicidal
ideation. When nursing staff talked to R #131, he stated, Not every crisis is about suicide. | just want
to know when I'm going to see an actual psychiatrist. R #131 refused to go to the hospital and did not
understand why everyone thought he was suicidal. 10. Dated 09/05/25, R #131 continued to request
to leave the facility because he did not receive any psychiatric treatment.

11. Dated 09/09/25, R #131 left a voicemail stating, Something has to be done about my depression. It
is getting unbearable, and | have been two or three suicide risk since I've been here and it's getting
worse.

12. Dated 09/10/25, R #131 was seen by the Medical Director, PMHNP, and the RN. R #131 denied
suicidal ideation. Requested to be transferred to a psychiatric facility in another state. R #131 was
encouraged to attend music therapy.

13. Dated 09/11/25, R #131 was sent to the ER for suicidal ideation and requested more help for
mental health issues.

14. Dated 09/12/25, R #131 was accepted to a behavioral health hospital for suicidal ideation.
15. Dated 10/10/25, R #131 returned to the facility from the behavioral health hospital.

16. Dated 10/22/25, R #131 refused all medications. R #131 demanded to be sent to a facility in
another state.

17. Dated 10/23/25, R #131 refused all medications and said the medications were poison.
18. Dated 10/24/25, R #131 requested a psychiatrist.
19. Dated 11/01/25, R #131 repeatedly pressed call light and asked to speak to the Psychiatric

Doctor. Staff told R #131 he talked to the PMHNP.
(continued on next page)
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F 0742 20. Dated 11/07/25, R #131 told staff he was not okay and felt like he could not go anywhere.

Level of Harm - Actual harm 21. Dated 11/10/25, the crisis hotline notified nursing staff that R #131 had called the crisis hotline
multiple times over the previous few days. R #131 told the crisis hotline staff he felt his mental health

Residents Affected - Some needs were not being met. He stated the crisis hotline was going to put in a referral for a Crisis

Coordinator.

22. Dated 11/13/25, the Crisis Hotline notified the nurse R #131 called the crisis line three times. R
#131 refused the answer the crisis lines questions about suicidal ideation.

23. Dated 11/18/25, the Crisis Hotline notified the nurse R #131 reported suicidal ideation.

24. Dated 11/19/25, R #131 refused care and had refused to change his clothes for a couple of days.
25. Dated 11/24/25, R #131 refused medications.

26. Dated 11/25/25 at 7:03 AM, the nurse and a police officer made a wellness check on R #131 due
to him calling the Crisis Hotline. R #131 told them he had a schizophrenic brain and had been asking
the SSW to get him out of the facility.

27. Dated 11/25/25 at 8:21 AM, R #131 refused to take his medications and told the nurse he needed
to go to a mental health hospital. R #131 refused to go to the ER for evaluation. Staff explained to R
#131 that if he wanted to go to a mental health hospital, then he would need to be evaluated at the
local ER to get a referral. R #131 still refused.

28. Dated 12/09/25, R #131 refused his medications.

29. Dated 12/30/25, R #131 reported feeling depressed.

30. Dated 01/03/26 at 9:21 AM, staff documented the resident sat up in bed and told the nurse he had
been looking for an alternative to suicide.

31. Dated 01/03/26 at 12:10 PM, the nurse was notified R #131 called the Crisis Hotline and
mentioned suicide. R #131 said he did not trust anyone except two night nurses or the doctor.

32. Dated 01/05/26, R #131 said he did not want to live anymore.
33. Dated 01/26/26, R #131 told the nurse he wanted to die.

34. Dated 01/28/26, R #131 reported having a psychiatric dream and requested to be sent to the
hospital. R #131 was sent to the hospital.

W. Record review of R #131's Chaplain progress notes revealed the following:
1. Dated 07/10/25, R #131 stated he had depression and lack of sleep.
2. Dated 07/17/25, R #131 wanted to debate the difference between a psychiatrist and a Chaplain

(provide spiritual and emotional support, focusing on meaning, faith, and crisis presence).
(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 325092 Page g of 11



Department of Health & Human Services Printed: 07/30/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
325092 B. Wing 05/14/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
New Mexico State Veterans Home 992 South Broadway
Truth OR Consequences, NM 87901

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0742 3. Dated 08/08/25, R #131 told the Chaplain he was lonely and needed someone to talk to about his
illness.

Level of Harm - Actual harm
4. Dated 08/20/25, R #131 wanted to talk to someone about his emotional and spiritual mind.

Residents Affected - Some
5. Dated 09/10/25, R #131 told the Chaplain he was depressed.
6. Dated 09/11/25, R #131 told the Chaplain he wanted to be free from his depression.

7. Dated 10/27/25, R #131 told the Chaplain he was lonely and wanted to talk with someone
spiritually about his life.

8. Dated 10/28/25, R #131 was agitated about how things were for him at the facility. R #131 became
irrational in his thoughts.

9. Dated 10/31/25, R #131 told the Chaplain he was depressed and felt God had left him.

10. Dated 11/13/25, R #131 told the Chaplain the facility was not good at handling psychiatry.
11. Dated 11/24/25, the Chaplain documented R #131 was declining more in his mental health.
12. Dated 12/02/25, the Chaplain documented R #131 was declining in his mental health.

13. Dated 12/09/25, R #131 talked to the Chaplain about his views on psychiatric care. The Chaplain
documented R #131 was declining in his mental health and was confused.

14. Dated 12/18/25, R #131 told the Chaplain he wanted to see the psychologist (licensed
doctoral-level mental health professionals who study cognitive, emotional, and social processes to
diagnose and treat behavioral disorders through psychotherapy) to see if that could help him. The
Chaplain documented R #131 was declining in his mental health.

15. Dated 12/29/25, R #131 called the Chaplain three times to discuss the decline in his mental
health. R #131 told the Chaplain he wanted the staff to work with him in a more productive way.

16. Dated 12/31/25, R #131 told the Chaplain the facility should have more psychology-based
programs for him.

17. Dated 01/05/26, R #131 told the Chaplain he was lonely, and it helped to be able to talk about
what is going on in his mind.

18. Dated 01/07/26, R #131 talked to the Chaplain about wanting to go to a facility nearby town.
19. Dated 01/14/26, the Chaplain documented R #131 was lonely and needed someone to talk to.

20. Dated 01/30/26, R #131 told the Chaplain he wanted to be surrounded by a culture of behavioral
health professionals.

X. Record review of R #131's Social Services progress notes revealed the following:
(continued on next page)
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F 0742 1. Dated 08/07/25, R #131 said he would be better off dead. R #131's mood was all over the place. R
#131 stated he wanted to go to a psychiatric facility.

Level of Harm - Actual harm
2. Dated 08/27/25, R #131 requested to be transferred to a psychiatric facility in another state.
Residents Affected - Some Stated he felt he was not receiving the appropriate psychiatric care at the facility, and he was
satisfied with the care he received at the facility he was requesting to transfer to. The Social
Services Worker (SSW) told R #131 the facility could not transfer him to a psychiatric facility, and he
would need to go to an acute care setting (Emergency Room) to get a referral to be admitted to a
psychiatric facility.

3. Dated 09/04/25, R #131 called the SSW several times and left voice messages. The resident stated
he wanted specialty psychiatric care and was convinced he had to go to a specific psychiatric facility
in another state. The SSW told R #131 psychiatric hospitals were usually temporary, and R #131 said
he thought he could live at a psychiatric facility permanently. The PMHNP saw R #131, but R #131 felt
he needed inpatient psychiatric care to receive the appropriate services.

4. Dated 11/07/25, R #131 told the SSW he was depressed and felt like he needed to get out of the
facility. R #131 stated he felt like he needed to go to the mental health hospital in [state name] since
they understood his mental health problems.

5. Dated 11/10/25, the SSW documented, he stated that he was only existing and not living. R #131
told the SSW the mental health treatment he received at the facility was not working and his previous
treatments involved therapy. R #131 requested to see a psychiatrist.

6. Dated 11/13/25 at 10:36 AM, R #131 appeared to be hallucinating about God. R #131 rocked side to
side and stated he wanted to get out of the facility.

7. Dated 11/13/25 at 4:36 PM, R #131 told the SSW he was not happy at the facility, because he was
not getting the psychiatric care he needed.

8. Dated 11/19/25, R #131 reported being isolated, lonely, and his socialization needs were not met.
9. Dated 01/26/26, R #131 told the SSW he felt he had nothing to live for, but he was not suicidal.
Y. Record review of R #131's provider progress notes revealed the following:

1. Dated 07/09/25, the provider documented R #131 had worsening depression, had made suicidal
ideation statements, and behavioral issues. R #131 requested to see psychiatry daily. The provider
documented the plan for R #131 was to monitor his behaviors and redirect behavior issues
appropriately.

2. Dated 08/06/25, the provider documented R #131 was depressed and was taking a lot of
psychiatric medications. The plan was to have R #131 evaluated by a psychiatrist.

3. Dated 08/20/25, the provider documented R #131's depression was still present, R #131 did not
take his medications as prescribed, and R #131 requested to be transferred to another state to see a
psychiatrist. The provider documented the plan for R #131 was to refer him to a local psychiatrist and
work on getting him transferred per R #131's wish.

(continued on next page)
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F 0742 4. Dated 09/10/25, the provider documented R #131 refused treatment and medications. The plan for
R #131 was to redirect R #131 and reassure him.

Level of Harm - Actual harm
5. Dated 09/19/25, the provider documented R #131 was transferred to the psychiatric hospital due to
Residents Affected - Some suicidal ideation.

6. On 10/15/25, the provider documented R #131 was seen and treated by the psychiatric hospital for
suicidal ideation. The plan for R #131 was to prescribe new medications, monitor, and redirect R #131.

7. Dated 11/05/25, the provider documented a referral would be placed for R #131 to see VA psych.
8. Dated 11/19/25, the provider documented R #131 still needed to see a psychiatrist.

9. Dated 11/26/25, the provider documented R #131 refused medications, had behavior issues and
altered mental status. The plan for R #131 was to consider Depot injectable (antipsychotic
medication) for schizophrenia. The provider documented R #131 was on the list to see a psychiatrist.

10. Dated 01/21/26, the provider documented that staff were reporting R #131 had more behavior
issues, was talking too much, and his behavior was worse. The plan for R #131 was to increase his
psychotropic medication and redirect behavioral issues.

11. The provider did not document any additional progress notes related to R #131's psychiatric
conditions.

Z. Record review of R #131's PMHNP progress notes revealed the following:

1. Dated 08/07/25, R #131 was seen. Staff notified her that R #131 had suicidal ideation. R #131
stated 1980 was the last time he had a plan to kill himself. Recommended R #131 be sent out for
evaluation and treatment.

2. Dated 08/28/25, R #131 expressed suicidal ideation but refused to be sent to the ER. Staff were
instructed to monitor R #131 for safety and comfort.

3. The PMHNP did not document any other progress notes for R #131.

AA. Record review of R #131's Psychotropic Evaluation, dated 08/28/25, revealed the
non-pharmacological interventions for R #131 were constant redirection and psychotherapy (talk
therapy, a collaborative treatment based on the relationship between an individual and a trained
mental health professional).

BB. Record review of R #131's Mental Health Assessments revealed the following:

1. Dated 07/10/25, staff documented R #131 was irritable, not cordial, angry, and his cognition
(includes thinking, knowing, remembering, judging, and problem-solving) was mixed up. Staff
documented the plan was to monitor R #131 for safety and comfort.

2. Dated 08/08/25, staff documented R #131 was depressed. Staff documented the plan was to
monitor R #131 for safety and comfort.
(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Some

CC. Record review of R #131's behavioral health hospital discharge documents, dated 10/10/25,
revealed if R #131 felt overwhelmed, unable to cope, extremely anxious, or had suicidal ideation or
thoughts of wanting to harm someone else, then he was to call his psychiatrist or therapist
immediately.

DD. Record review of R #131's medical record, no date, revealed staff did not document R #131 was
seen by a psychiatrist or psychotherapy notes.

EE. On 04/16/26 at 11:23 AM, during an interview, the PMHNP stated the following:

1. She completed weekly rounds with the MD to discuss resident's needs and adjust medications if
needed.

2. She did psychotherapy with residents if there was a need.

3. She documented psychotherapy notes in a paper progress note.

4. She would see R #131 if the nurses told her there was a concern or when he would escalate.
5. She did not meet with R #131 on a regular basis, only if an issue would come up.

6. If residents were calm and there were no safety issues, she would only see them for weekly rounds
with the MD.

7. She stated there were no concerns with R #131 after he returned from the behavioral health
hospital on [DATE].

FF. On 04/16/26 at 1:11 PM, during an interview, the Social Services Director stated the following:
1. He was not aware R #131 was not happy with the psychiatric services provided by the facility.

2. If residents were not happy with the psychiatric services at the facility, then they were able to go
to [name of agency in another town)].

3. The facility did not have any social workers trained to do therapy.

4. The only person in the facility qualified to do psychotherapy was the PMHNP.

5. He confirmed R #131's medical record did not have any psychotherapy notes.

GG. On 04/16/25 at 2:26 PM, during an interview, the ADON stated the following:

1. The PMHNP did psychotherapy with residents.

2. R #131 voiced not wanting to see the PMHNP and wanted to see a psychiatrist.

3. R #131 voiced not being happy with the psychiatric services he was being provided at the facility.

4. She was not aware the provider ordered for R #131 to be referred to a psychiatrist.
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5. Staff documented psychotherapy was one of R #131's non-pharmacological interventions on R
#131's psychotropic evaluation, dated 08/28/25.

6. Psychotherapy was expected to be performed on a regular basis.
7. R #131's medical record only had two progress notes from the PMHNP.

8. R #131's progress notes completed by the PMHNP appeared to be in response to R #131 having
suicidal ideation.

9. R #131 was not seen by a psychiatrist.

HH. On 04/16/26 at 3:18 PM, during an interview, the Administrator confirmed the following:
1. The facility did not have a psychiatrist.

2. R #131 did not want to see the PMHNP, because he wanted to see a psychiatrist.

3. R #131 voiced not being happy with his psychiatric care.

4.
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