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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 - Immediate stress disorder.

jeopardy to resident health or

safety *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, staff, Medical Director, and family member interviews, the facility failed to ensure

Residents Affected - Few Resident #1 received a mental health evaluation and monitoring, failed to implement suicide

precautions and failed to heighten awareness amongst all staff after Resident #1 had disclosed
suicidal ideations. On 6/8/26 at 10:00pm, Resident #1 was found in his bed with the cord to the bed
control wrapped around his neck tight with no breath or pulse. Nurse #2 called a code blue (a facility
wide announcement that a resident was not breathing and without a pulse) and began
Cardiopulmonary Resuscitation (CPR) while Nurse Aide (NA) #1 called for emergency medical
services. The Emergency Medical Services (EMS) arrived and after performing CPR for 45 minutes,
pronounced Resident #1 deceased . This deficient practice was for 1 of 1 resident reviewed for
mental health services (Resident #1). The findings included:The hospital admission dated 5/27/26
revealed Resident #1 had fallen at home and fractured his left prosthetic hip. The hospital records
indicated Resident #1 had tested positive for opioids and fentanyl (pain medications). Resident #1
also had a blood alcohol level of 15 (8 and below are considered within normal limits).Resident #1 was
admitted to a private room in the facility on 5/29/26 with multiple diagnoses that included
non-operable fracture of the left hip, acute pain due to trauma, and moderate protein calorie
malnutrition. Resident #1 did not have any mental health diagnoses. Resident #1's baseline care plan
dated 5/29/26 revealed no goals or interventions for depression or mental health.Physician order
dated 5/29/26 revealed an order for Resident #1 to have a pain evaluation every shift.Review of
Resident #1's Medication Administration Record (MAR) from 5/29/26 to 6/8/26 revealed Resident
#1's pain ranged from 0 (no pain) to a 10 (severe pain). On 6/8/26 during the 7:00am to 7:00pm shift
Resident #1's pain was documented as an 8.Physician order dated 5/31/26 and discontinued on
6/4/26 revealed an order for Resident #1 to receive oxycodone (pain medication) 5 milligrams (mg)
every 4 hours as needed.Physician order dated 6/3/26 revealed Resident #1 was to receive morphine
(pain medication) 0.5 milliliters (ml) (10mg) every 2 hours as needed for pain greater than 6.Physician
order dated 6/3/26 revealed an order for Resident #1 to receive morphine extended release 30mg
twice a day for pain. Review of Resident #1's Medication Administration Record (MAR) from 5/29/26
to 6/8/26 revealed Resident #1had received his scheduled morphine as ordered and received his as
needed morphine 4 times on 6/4/26, 3 times on 6/5/26 and 6/6/26, 1 time on 6/7/26, and 2 times on
6/8/26. Review of the Patient Health Questionaire-9 (PHQ9) for depression dated 5/31/26 completed
by the Social Worker (SW) revealed Resident #1 (who was [AGE] years old) had thoughts over the
last 2 weeks that he would be better off dead. There was also a written comment on the PHQ9 that
Resident #1 had told the SW right now I'd be better off dead because of the amount of pain Resident
#1 was experiencing. The PHQ9 score was a 10 which indicated moderate depression. There were no
directions or guidance on the PHQ9 as to what should be done if a resident scored at a certain level.
The Director of Nursing (DON) was interviewed on 6/17/26 at 3:11pm. She stated the SW never
informed management of Resident #1's suicidal statements made on 5/31/26.The SW was
(continued on next page)
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interviewed on 6/18/26 at 2:40pm. The SW stated he met with Resident #1 on 5/31/26 to complete
the PHQ9 depression screening. He confirmed while completing the PHQ9 the resident had told him
that he had been having thoughts of wanting to die over the last 2 weeks and that he felt he would be
better off dead because of the amount of physical pain Resident #1 had been feeling. The SW stated
he documented Resident #1's comment in the electronic medical record along with the PHQ9
responses but had not notified administration or the Medical Director of Resident #1's
comments/responses and had not informed the nurse about Resident #1's pain. The SW stated he did
not begin any monitoring or make a referral to mental health services. The SW was unable to provide a
response as to why he did not begin monitoring and/or make a referral for mental health services. He
stated he would stick his head in Resident #1's room [ROOM NUMBER]-3 times a week to see how he
was doing. The SW stated when he stuck his head in to see Resident #1, he would ask how he was
doing and Resident #1 would respond that he was ok. The SW stated he would leave Resident #1's
doorway and continue with other residents' visits. He discussed not knowing that he needed to inform
administration and the Medical Director if any resident scored a 10 or above on the PHQ9 or voiced
suicidal ideations. Review of Certified Occupational Therapy Assistant (COTA) #1's progress notes
for Resident #1 dated 6/1/26 revealed she had a co-therapy session with Physical Therapy Assistant
(PTA) #1. The note documented that during the session Resident #1 had told her that he would kill
himself if he had the means. The progress note indicated that COTA #1 informed the Therapy
Manager, Nurse #1, and completed a Stop and Watch form (a form that can be filled out by any staff
member that has identified any change in a resident's condition). Review of the Stop and Watch form
provided by the Administrator and allegedly completed on 6/1/26 by COTA #1 revealed no date on the
form and a written statement | would take my own life. PTA #1 was interviewed on 6/17/26 at

2:28pm. PTA #1 confirmed she had performed a co-therapy session with COTA #1 on 6/1/26 with
Resident #1. PTA #1 stated Resident #1 was in a lot of pain and that Resident #1 voiced being
frustrated over the amount of pain he was experiencing. The PTA discussed Resident #1 telling her
that he was suicidal and wanted to die. PTA #1 stated she encouraged Resident #1 to get out of his
room and not to isolate. She also stated COTA #1 filled out a Stop and Watch form. PTA #1 stated she
did not do anything about the suicidal statement because COTA #1 was informing the nurse and
management. The PTA stated after 6/1/26, Resident #1 had not voiced any suicidal ideations and
was more invested in his therapy. She also stated she would inform the nurse on duty if Resident #1
complained of pain.During an interview with COTA #1 on 6/18/26 at 8:27am, COTA #1 confirmed she
was performing a co-therapy session with PTA #1 on 6/1/26 with Resident #1. She stated Resident

#1 was refusing therapy on 6/1/26 so she discussed with the resident the importance of therapy.
COTA #1 stated it was at this point Resident #1 told her he would kill himself if he had the means.
She stated she immediately went and informed the Therapy Manager who instructed her to inform
Nurse #1 and fill out a Stop and Watch form. COTA #1 stated she told Nurse #1 of the suicidal
statements made by Resident #1 and leaving a copy of the Stop and Watch form in the therapy office
for the Therapy Manager. She stated she could not remember if she ever gave a copy of the Stop and
Watch form to Nurse #1 or administration as she had been taught. COTA #1 stated she would report
Resident #1's pain to the nurse on duty. The Therapy Manager was interviewed on 6/18/26 at 8:37am.
The Therapy Manager confirmed Resident #1 was admitted to the facility for rehabilitation services.
The Therapy Manager indicated she was informed by COTA #1 that Resident #1 had made suicidal
statements. She stated she instructed COTA #1 to inform Nurse #1 and fill out a Stop and Watch form.
The Therapy Manager could not remember if she had instructed COTA #1 to provide Nurse #1 with a
copy of the Stop and Watch form. The Therapy Manager explained a copy of the Stop and Watch form
was to be provided to Nurse #1 and the other copy she kept in her desk. The Therapy Manager stated
she did not follow up with nursing or administration related to any interventions or monitoring for
Resident #1. She stated that residents were discussed in the management morning meetings and that
Resident #1 had been discussed on 6/2/26, 6/3/26, 6/4/26 and 6/5/26. The Therapy Manager stated
(continued on next page)
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she could not remember what was discussed specifically regarding Resident #1 until 6/5/26 when
she informed administration that Resident #1 had made suicidal statements on 6/1/26. The Therapy
Manager did not have an explanation as to why she had not mentioned Resident #1's suicidal
statement before 6/5/26 and stated she did not know what caused her to mention the statements on
6/5/26. She stated the SW was instructed to assess Resident #1 immediately on 6/5/26. A telephone
interview occurred with Nurse #1 on 6/17/26 at 2:35pm. Nurse #1 confirmed he was assigned to
Resident #1 from 7:00am to 7:00pm on 6/1/26. Nurse #1 stated he was made aware verbally of
Resident #1's suicidal statement by therapy on 6/1/26. Nurse #1 indicated he told the Staff Educator
of Resident #1's suicidal statements and asked the Staff Educator to please inform the Director of
Nursing (DON). Nurse #1 stated he asked the Staff Educator several times if she had informed the
DON of Resident #1's suicidal statements and Nurse #1 stated the Staff Educator told him she had. He
stated he asked the Staff Educator several times because he wanted to make sure the DON would
complete an assessment of Resident #1. Nurse #1 stated he did not go and assess Resident #1 after
being made aware of the suicidal statements because he believed the DON would be assessing
Resident #1. Nurse #1 stated he never informed administration or the Medical Director himself of
Resident #1's suicidal statement. The Staff Educator was interviewed on 6/17/26 at 2:44pm. The
Staff Educator discussed never being informed on 6/1/26 of Resident #1's suicidal statement. She
explained Nurse #1 never mentioned to her to inform the DON of the suicidal statements reported for
Resident #1. The Staff Educator discussed never receiving a copy of the Stop and Watch form or
having a conversation with the DON related to Resident #1's suicidal statements.The DON was
interviewed on 6/17/26 at 3:11pm. The DON discussed the Stop and Watch form. She stated the form
was typically filled out by therapy and a copy was provided to the nurse on duty. She stated she was
unsure if Nurse #1 had received a copy of the Stop and Watch form on 6/1/26. The DON confirmed she
had not been made aware of Resident #1's suicidal statements made on 6/1/26 until 6/5/26. The
Medical Director's note dated 6/3/26 revealed Resident #1 was miserable and having difficulty with
pain. The Medical Director documented Resident #1 was upset, distraught, out of control with pain.
The documentation also noted that Resident #1 had a long-term depression history and alcohol use.
The document noted that Resident #1 was a widow and had been depressed at home for some time
with severe economic limitations that were limiting his ability to obtain medications, medical help,

and even food. The Medical Director documented that he was going to change Resident #1's pain
medication from oxycodone to morphine. He also documented that getting Resident #1's pain under
control was the number one concern and that Resident #1's depression would be addressed later once
Resident #1's pain was controlled.During a telephone interview with the Medical Director on 6/18/26
at 10:07am, the Medical Director confirmed he had seen Resident #1 on 6/3/26. He stated he knew
Resident #1 for many years on an outpatient basis. The Medical Director described Resident #1 as
always being depressed and miserable. He stated he had tried to start Resident #1 on mental health
medications when he saw him outpatient but Resident #1 refused. The Medical Director also stated he
tried to have Resident #1 see a counselor for his depression and grief related to the death of his wife
but Resident #1 refused. The Medical Director indicated when he saw Resident #1 on 6/3/26 in the
facility, Resident #1 was in severe pain, miserable, very upset and distraught due to his pain. He
stated he felt Resident #1's pain needed to be addressed first and did not believe Resident #1 would
agree to mental health services. while the resident was in pain. The Medical Director stated he was
never informed of Resident #1 voicing suicidal ideations on 5/31/26 and 6/1/26. He stated if he had
known on 6/3/26 when he saw Resident #1, he would have pursued mental health services. The DON
was interviewed on 6/17/26 at 3:11pm. She explained Monday through Friday administration had a
morning meeting where all residents were discussed. The DON stated it was not until 6/5/26 when
the Therapy Director informed the administration team of Resident #1's suicidal statements on

6/1/26. The DON indicated after the morning meeting on 6/5/26, she sent the SW to Resident #1's
room to discuss his suicidal statements he had made on 6/1/26. The DON stated she felt the SW was
(continued on next page)
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most qualified because he had a background in mental health. She stated she was informed by the SW
that Resident #1 was no longer feeling suicidal, so no further actions were taken. Another interview
occurred with the SW on 6/17/26 at 1:45pm. The SW stated he attended the morning administration
meetings Monday through Friday. The SW discussed on 6/5/26 he was informed to see Resident #1
after the administration had learned that Resident #1 had made suicidal statements. He stated he did
not know when Resident #1 had made the statement, but he went to see Resident #1 on 6/5/26 and
felt Resident #1 was doing well. The SW stated Resident #1 told him he was no longer intending to
hurt himself. The SW explained he did not perform any type of assessment on 6/5/26. He also stated
he was unaware of Resident #1's history of depression but was aware of the resident's history of
alcohol abuse. The SW stated he informed administration that Resident #1 was no longer suicidal and
was unaware of any follow up. He also stated he did not feel a referral to mental health was

warranted because Resident #1 was no longer suicidal. The admission Minimum Data Set (MDS) dated
[DATE] revealed Resident #1 was cognitively intact and feeling depressed for 2-6 days. Resident #1
did not have any behaviors documented. During an interview with Nurse #4 on 6/17/26 at 3:51pm,
Nurse #4 confirmed she had been assigned to Resident #1 on 6/6/26 during the 7:00pm-7:00am shift.
The nurse stated Resident #1 took his medications, did not have any complaints of pain or suicidal
ideations. Nurse #4 stated Resident #1 was not cheerful or unpleasant. The nurse stated she was
unaware of Resident #1's previous suicidal statements.Nurse #3 was interviewed on 6/17/26 at
3:29pm. Nurse #3 confirmed she was assigned to Resident #1 during the 7:00am to 7:00pm shift on
6/8/26. The nurse stated that Resident #1 had gone to a follow up orthopedic appointment that
morning (6/8/26) and upon return refused his medication. Nurse #3 explained while Resident #1 was
at the orthopedic appointment, the resident became upset because the Physician wanted to perform
an x-ray and Resident #1 had informed the Physician, he was in pain and did not want to complete the
x-ray. Nurse #3 stated she was told by the nurse at the orthopedic office that Resident #1 attempted
to bite the Physician when the Physician tried to make Resident #1 have the x-ray. Nurse #3 also
stated Resident #1 was ordered a urinalysis the morning of 6/8/26 however could not be completed
on her shift due to Resident #1 being in pain. Nurse #3 clarified Resident #1's pain was in his left hip
from the fracture. The nurse stated Resident #1 was alert and oriented, never conveyed any suicidal
thoughts on 6/8/26 but did complain of not being able to handle his pain. Nurse #3 stated she was
unaware of Resident #1's previous suicidal ideations made on 5/31/26 and 6/1/26. An interview with
Occupational Therapist (OT) #1 occurred on 6/18/26 at 9:42am. OT #1 stated she had seen Resident
#1 on 6/8/26 after he had returned from his appointment. She stated Resident #1 was irritated and
refused therapy. OT #1 indicated this was the first time she had ever seen Resident #1 and was not
informed about his previous suicidal statements. She stated on 6/8/26 Resident #1 requested to
speak with the SW about going home. OT #1 stated she informed the SW that Resident #1 would like
to speak with him and that Resident #1 was wanting to be discharged . During an interview with the
SW on 6/18/26 at 10:02am, the SW stated he had seen Resident #1 on 6/8/26 after OT #1 had
informed him that Resident #1 wanted to speak with him. The SW stated he discussed with Resident
#1 the safety and care concerns of him discharging before he was ready. He stated Resident #1 told
him he would stay. The SW stated Resident #1 did not have any complaints and did not appear
depressed to him. During an interview with Nurse Aide (NA) #2 on 6/18/26 at 9:45am, NA #2
confirmed she had been assigned to Resident #1 during the 7:00am-7:00pm on 6/8/26. NA #2 stated
she was familiar with Resident #1 and on 6/8/26 the resident did not appear any different from
previous encounters. The NA stated Resident #1 did not voice any suicidal ideations to her. NA #2
explained she had not been made aware of Resident #1's prior suicidal statements.An interview was
conducted with NA #1 on 6/18/26 at 11:12am. NA #1 confirmed she had been assigned to Resident #1
from the 7:00pm to 7:00am shift on 6/8/26. NA #1 explained this was the first evening she had been
assigned to Resident #1. NA #1stated she entered Resident #1's room around 7:30pm. She discussed
the resident being irritated (short with his answers, not looking at her) and appeared uncomfortable
(continued on next page)
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(shifting in his bed). NA #1 stated she had asked Resident #1 if there was anything she could help him
with, and the NA stated Resident #1 told her that he wanted to be left alone. NA #1 stated she left
Resident #1's room and reported to Nurse #2 that she felt Resident #1 was irritated and had asked to
be left alone. The NA stated around 8:00-8:15pm, Nurse #2 had asked her to check on Resident #1
because the resident's daughter was trying to call him and he was not answering the phone. NA #1
stated when she arrived at Resident #1's room, his phone was ringing. She stated she asked the
resident if he wanted help answering his phone and Resident #1 replied that he did not want to talk to
anyone and asked for the phone to be unplugged. NA #1 stated she unplugged his phone and left his
room. The NA stated she did not return to Resident #1's room until the code- blue was announced. NA
#1 indicated she did not inform the nursing staff of Resident #1's request to unplug his phone and
refused to talk with family.During a telephone interview with Nurse #2 on 6/17/26 at 4:12pm, Nurse

#2 confirmed he had been assigned to Resident #1 from 7:00pm to 7:00am on 6/8/26. Nurse #2 stated
she had been assigned to Resident #1 previously and that Resident #1 was usually agitated and in a
lot of pain. Nurse #2 stated Resident #1 never made any suicidal statements to him and was unaware
of Resident #1's previous suicidal statements on 5/31/26 and 6/1/26. The nurse explained he had
received report from Nurse #3 when he arrived at work at 7:00pm. Nurse #2 stated the report
consisted of Nurse #3 telling him that Resident #1 had been combative at an appointment earlier in the
day and that he would need to perform an in and out catheterization on Resident #1 to test for a
possible urinary tract infection. Nurse #2 stated he had not performed a walking round on his assigned
residents, so he had not seen or spoken to Resident #1 until he entered Resident #1's room around
10:00pm. Nurse #2 stated when he entered Resident #1's room, the resident was on his back in the
bed, unresponsive and not breathing. The nurse stated he saw the bed controller's cord wrapped
tightly around Resident #1's neck. Nurse #1 stated he immediately called for help and activated a
code blue. The nurse explained he performed CPR while NA #1 called for an ambulance.A follow-up
telephone interview occurred with Nurse #2 on 6/18/26 at 12:32pm. Nurse #2 stated NA #1 had
informed him on 6/8/26 at 7:30pm that Resident #1 was wanting to be left alone but stated he was

not informed that Resident #1 had requested to have his phone unplugged. Nurse #2 stated if he had
known that information, he would have checked on Resident #1 earlier because requesting his phone
to be unplugged was unusual for Resident #1.The Emergency Medical Services (EMS) report dated
6/8/26 revealed EMS was answering a call from the facility for a cardiac arrest. The report stated

upon EMS arrival the [NAME] fire department was performing chest compressions with an automatic
external defibrillator (AED) attached to Resident #1. Upon assessment EMS learned the cardiac arrest
was associated with intentional self-harm by hanging. The report indicated, once EMS consulted the
hospital physician, lifesaving efforts were discontinued and death was pronounced at 10:48pm.The
death certificate dated 6/9/26 revealed the manner of death was suicide at 10:48pm on 6/8/26. The
description of injury was self-strangulation with bed control cord. The Medical Examiner was
interviewed by telephone on 6/18/26 at 11:04am. The Medical Examiner stated she was called to the
facility by the police department but stated she could not answer any further questions.The Medical
Examiner's report was not available at the time of the investigation. A follow-up interview was
conducted with the DON on 6/18/26 at 9:30am. The DON stated the process at the change of shift
was for the on-coming nurse to go room to room and check on all the residents prior to starting their
medication pass. She stated she was unaware that Nurse #2 did not perform this task until after the
incident with Resident #1. The DON stated NA #1 had been in Resident #1's room twice prior to the
incident. She also stated herself and the Administrator had spoken to the Medical Director on 6/5/26
but could not remember whether either of them reported Resident #1's suicidal statements to the
Medical Director. The Administrator was interviewed on 6/18/26 at 1:52pm. The Administrator
discussed the Stop and Watch form and stated she should have been given a copy of the form
regarding any changes in the residents' condition. The Administrator stated she was not made aware
of Resident #1's suicidal statements until 6/5/26. She explained that the SW went and spoke with
(continued on next page)
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Resident #1 on 6/5/26 and she was informed that Resident #1 was no longer suicidal so there was no
need for a mental health consult or monitoring. She stated the SW was sent to talk with Resident #1
on 6/5/26 because he had experience in mental health. The Administrator stated she did not
remember meeting with the Medical Director on 6/5/26 and that she had not informed him of Resident
#1's suicidal statements made on 6/1/26. She also stated she was unaware of Resident #1's suicidal
statements made on 5/31/26 to the SW until after the incident. The Administrator was notified of
immediate jeopardy on 6/18/26 at 4:19pm.The facility provided the following corrective action
plan:How will corrective action be accomplished for those residents found to have been affected by
the deficient practice?Resident#1 was admitted status-post non-repairable fracture to his left
prosthetic hip. Social worker evaluated him on 5/31/26 and performed a PHQ-9 which is a
questionnaire for depression screening. He responded that he felt like he would be better off dead.
The Social Worker did not escalate his findings to the Director of Health Services, Administrator or
Medical Director. There was no psychiatric referral made with these findings. On 6/1/26 resident #1
voiced suicidal ideations to the Physical Therapy Assistant and Occupational Therapy Assistant who
reported it to the floor nurse and the Therapy Manager. This statement was not communicated to
Administration, Director of Health Services or the Physician. On 6/3/26 Resident #1 was seen by the
Medical Director who documented that the resident was depressed, anxious, distraught and reported
that his pain was not controlled. The Medical Director only made changes to the resident's pain
medication and did not address his depression or anxiety. On 6-5-26 the Therapy Manager stated in
morning meeting that the resident had voiced suicidal ideation on 6-1-26. The Social Worker
immediately went and met with the resident who stated that he was no longer suicidal. There were

not any additional evaluations of the resident's mood/depression, and no referrals were made for
psychiatric services. Medical director was not notified of suicidal ideations on 6-1-26 or 6-5-26. On
6-8-26 resident was found around 10PM by Nurse #2 lying in bed with a cord wrapped around his neck,
not responsive, not breathing, and without a pulse. Nurse #2 immediately called for help and initiated
CPR. Crash cart was obtained and other staff supported in CPR until EMS arrived. Physician,
family/responsible party, and appropriate authorities notified by the Director of Health Services (DHS)
immediately on 6-8-26. Comprehensive investigation completed by DHS and administrator from 6-8-26
to 6-10-26. Medical records reviewed and secured by medical records on 6-9-26. Crisis counseling and
support offered to residents and staff affected by the event by [NAME] Health Hospice Chaplain on
6-9 and 6-11 at 2pm and 8pm. Social Worker received one to one education from the Administrator on
6/10/2026 on escalation of PHQ-9 scores of 10 or higher, resident stating that they would be better

off dead, sign and symptoms of depression or suicidal ideation. Social worker educated to report
these findings to the Director of Health- Services or Administrator immediately so they can be
escalated to the Medical Director and Psychiatric Services. The Therapy Manager was educated on
6/10/26 by the Administrator and Director of Health Services on the importance of escalating
resident's suicidal ideation(s) to the charge nurse, Director of Health Services and the Administrator.
The nurse received disciplinary action from the Director of Health Services on 6/10/2026. The

Director Health Services had one-to-one education with Medical Director on notifying the Director of
Health Service and Administrator immediately when concerns for severe depression are identified.
How will the facility identify other residents having the potential to be affected by the same deficient
practice?All residents in the facility had a PHQ-9 performed on 6-9-26 by Clinical Competency
Coordinator and the Infection Preventionist. All residents PHQ-9 were reviewed by the Director of
Health Services, Senior Care Partner, Clinical Competency Coordinator, and Infection Preventionist on
6-10-26. Three residents were found to have a PHQ-9 score of 10. No resident scored higher than 10
or answered yes to the gquestion Life is not worth living, wishes for death, or attempts to harm- self -
presence. All resident's records were reviewed for a diagnosis of depression by Senior Care Partner
and the Infection Preventionist utilizing the PHQ-9 questionnaire for accuracy 6/9/2026. The

Physician was notified of these results by Director of Health Services and Senior Care Partner. The
(continued on next page)
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three residents with a score greater than 10 were immediately referred to psychiatric services per
physician order on 6-10-26. The Psychiatric Services Provider was notified by the Infection
Preventionist and Senior Care Partner via email or phone on 6/10/2026. All responsible parties were
notified of the referral and reason for the referral on 6/10/2026. All Resident's records were reviewed
for diagnosis of depression by Infection Preventionist and Senior Care Psychiatric services were
provided on 6-10-26 to the one resident who agreed to receive services, no new medication ordered
continue to monitor per psychiatric response. What measures will be put into place or systemic
changes made to ensure that the deficient practice will not occur?On 6/10/2026, the Interdisciplinary
team(IDT) (Medical Provider, Administrator, Director of Health Services, Therapy Manager, Social
Worker, Senior Care Partner, Infection Preventionist, Dietary Manager, Maintenance Director,
Activities Director, Medical Records, Financial Counselor , Human Resources, Case Mix Director,
Housekeeping Manager, Pharmacist and Unit Managers) reviewed the suicide risk management
process to ensure timely identification, assessment, communication, and interventions for resident
exhibiting depression and suicidal ideations. After the review it was determined the education would
be initiated.Clinical Competency Coordinator educated 100% of staff to include dietary, housekeeping,
nursing, administrative, maintenance, medical director, therapy, consultant pharmacist and activities
on recognition and monitoring for suicidal warning signs, depression screening, PHQ-9 review,
reporting requirements for suicidal ideation, Physician and IDT team notification, documentation
expectation and referral process for psychiatric services. This education was completed by the
Clinical Competency Coordinator on 6/15/2026. All new hires will be educated on this process in new
hire orientation by the Clinical Competency Coordinator. On 6/10/2026 the IDT decided that all
residents will receive a PHQ-9 questionnaire review a minimum of every quarter. On 6/10/2026 the
Administrator directed the Social Worker, Senior Care Partner and all licensed nurses, that a
questionnaire will be completed immediately if changes in depressive behaviors or suicidal behaviors
as outlined below. Findings will be reported to the Charge Nurse who will then report to the Provider,
Director of Health Services, Responsible Party and Administrator. Depressive or Suicidal
BehaviorsDepressive symptoms:Disheveled appearance - poor personal hygienelncreased
anxietyLack of concentration Isolation from family or friendsUnexplained fatigueChange in sleep
patternsChange in appetite Suicidal behaviors:Giving away personal itemsObsession with
deathMaking suicidal remarksMaking a suicide planWriting a suicide noteAttempting suicide Suicide
Risk:History of suicide attempt(s)Family history of suicideFamily history of child abuse or
neglectHistory of domestic violence or sexual abuseHistory of mental disorders, particularly clinical
depressionHistory of alcohol/drug abuse and/or addictionimpulsive/aggressive tendencies, limited
self-regulation skillsExperiencing a traumatic, triggering event such as the death of a loved one or
receiving a terminal diagnosisChronic illness or unmanage painAccess to lethal means to complete
suicideThe Medical Director and Responsible Party will be notified.On 6/10/2026 the IDT determined
all newly admitted residents with a PHQ-9 score greater than 10 will be referred to psychiatric
services on admission or if they answer yes to the question of Life is not worth living, wishes for
death, or attempts to harm- self - presence, the Medical Director/Provider will be notified immediately
for further orders. The party responsible will be notified of the change in condition and any new orders
by the Senior Care Partner, Director of Health Services, and Social Worker. On 6/10/2026 the
Administrator directed the Social Worker and Senior Care Partner that will be responsible for all
admission PHQ-9s. This Plan of Correction was discussed in our Ad Hoc QAPI meeting on 6-10-26.
How will the facility monitor its corrective actions to ensure the deficient practice will not
recur?Effective 6/9/2026 The Director of Health Services was directed by the Administrator to
complete an audit of residents with the diagnosis of depression, PHQ-9 screening questionnaire score
of 10 and greater, and suicidal ideations. This audit will include monitoring for physician notification,
social service follows up, psychiatric referrals, and care plan revision. This audit will be completed
weekly x 4 weeks and then monthly x 3 months. All PHQ-9 will be reviewed during clinical meetings
(continued on next page)
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by the Director of Health Services. The Consultant Pharmacist in collaboration with the Medical
Director will continue to do a monthly review of all residents' medications for a potential medication
adjustment. This will be audited by The Director of Health Services monthly x 3 months or until a
pattern of compliance is obtained.The Administrator will interview a sample of 10 staff

safety mem[TRUNCATED)]
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