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F 0645 PASARR screening for Mental disorders or Intellectual Disabilities

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm interview and record review, the facility failed to ensure Preadmission Screenings and Resident
Reviews (PASRR, a mental disorder and intellectual disabilities screening) were completed prior to

Residents Affected - Some admission as required for 3 of 9 sampled residents (Residents 26, 34 and 36) reviewed. Additionally, 1

of 9 sampled residents (Resident 30) reviewed were not referred for an evaluation after a 30-day
hospital exemption (when the resident was expected to be at the facility less than 30 days) expired
and the resident remained at the facility. These failures placed the residents at risk of not having
their behavioral health needs met and possible decline in their mental health.Findings
included.<Resident 26>A review of the record showed Resident 26 was admitted on [DATE] and had
diagnoses that included depression and anxiety.A PASRR Level | screen (which screens for possible
serious mental disorders or intellectual disabilities) dated [DATE], documented Resident 26 had
indicators of serious mental illness. A Level Il evaluation (an evaluation that is conducted by a state
designated authority to determine if the resident meets nursing facility criteria and/or specialized
behavioral health or rehabilitative services) was required and was not completed.<Resident 34>A
review of the record showed Resident 34 was admitted on [DATE] and had diagnoses that included
major depressive disorder.A PASRR Level | Screen dated [DATE] documented Resident 34 had
indicators of serious mental illness. A Level Il evaluation was required and was not
completed.<Resident 36>A review of the record showed Resident 36 was admitted on [DATE] and
had diagnoses that included depression and anxiety.Further review of the record showed a PASRR
Level | screening was not completed until [DATE], after Resident 36 had been at the facility several
weeks.<Resident 30>A review of the record showed Resident 30 was admitted on [DATE] and had a
diagnosis of depression.A PASRR Level | screen dated [DATE] showed Resident 30 had indicators of
serious mental illness. A Level Il evaluation was not indicated. Resident 30 had a 30-day hospital
exemption and was expected to be at the facility less than 30 days. Resident 30 remained a resident
of the facility as of [DATE], but a new PASRR screening and Level Il evaluation had not been
completed.During an interview on [DATE] at 1:00 PM, Staff H, Social Services Director, stated they
began their employment at the facility in July of 2025. Staff H stated they were not aware the PASRR
screens and Level Il evaluations were required to be completed before the residents were admitted .
Staff H stated it would be important for any recommendations made by the evaluator to be added to a
resident's plan of care, and it was important to provide behavioral health services to the
residents.Reference: WAC 388-97-1915(1)(2)(a-c)
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