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Level of Harm - Minimal harm 
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Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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Riverside Health Care Center, Inc. 745 Main St
East Hartford, CT 06108

F 0656

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the clinical record, facility documentation, facility policy, and interviews for one (1) of three (3) 
residents (Resident #3) reviewed for behaviors, the facility failed to ensure the care plan was reviewed and 
revised with appropriate interventions to manage behaviors for a resident who expressed suicidal ideations 
with intent. The findings include:Resident #1 had diagnoses that included suicidal ideation, paranoid 
schizophrenia, bipolar disorder, hallucinations, psychosis, anxiety, and depression.The physician's orders 
dated 6/7/2025 directed to monitor the number of behavior occurrences of restlessness, withdrawn, sadness, 
agitation, intervention, and outcome every shift.The 5-day Minimum Data Set (MDS) assessment dated 
[DATE] identified Resident #1 had intact cognition (BIMS score of 15), was occasionally incontinent of bowel, 
presence of an indwelling foley catheter, dependent with personal hygiene, toileting, required substantial 
assistance with eating, toileting, required touching assistance with transfers, and independent with bed 
mobility.The Resident Care Plan (RCP) plan dated 6/18/2025 identified Resident #1 has a behavior problem 
with suicidal ideation related to paranoia history of multiple hospitalizations due to homicidal and suicidal 
ideations. Interventions directed to administer medications as ordered, monitor and document side effects 
and effectiveness, encourage the resident to express feelings appropriately, anticipate and meet the 
resident's needs, approach and speak in a calm manner, divert attention, remove from an overstimulating 
environment, caregivers provide the opportunity for positive interaction, attention, stop and talk with h/her as 
passing by, and assist the resident to develop more appropriate methods of coping and interacting. The care 
plan failed to identify a concern related to Resident #1's suicidal ideations with intent and include 
personalized interventions to manage behaviors.The nurse's note dated 6/29/2025 at 11:42 P.M. written by 
Registered Nurse (RN) #2 identified that Resident #1 verbalized that h/she wanted to hurt h/herself with 
h/her a weighted silverware knife. RN #2 indicated Resident #1 was alert, verbal, with no evidence of 
distress and handed the knife over. RN #2 identified the on-call provider was notified and Resident #1 was 
transferred to the ER for a Psych evaluation.The nurse's note dated 6/30/2025 at 2:01 P.M. written by 
Licensed Practical Nurse (LPN) #4 identified Resident #1 returned from the hospital with no acute issues 
noted.Review of the clinical record failed to identify any revisions to the plan of care for Resident #1 on 
6/30/2025.Review of APRN #1's note dated 7/1/2025 at 8:00 A.M. identified Resident #1 was seen for follow 
up visit h/she is back from a recent acute hospitalization for suicidal ideations. APRN #1 indicated Resident 
#1 exhibits attention seeking behaviors which include placing self on the floor and claiming seizure activity. 
APRN #1 identified Resident #1 would likely benefit from a structured psychiatric therapeutic environment.
The nurse's note dated 7/9/2025 at 11:16 P.M. written by LPN #3 identified at approximately 10:50 P.M. 
Resident #1 notified LPN #3 that h/she was hearing voices in h/her head telling h/her to kill people. LPN #3 
indicated he notified the supervisor, RN #4. The nurse's note dated 7/10/2025 at 12:31 A.M. written by RN 
#4 identified that Resident #1 was a danger to self or others and a suicidal potential.The nurse's note dated 
7/10/2025 at 10:29 P.M. written by RN #2 identified Resident #1 returned to the facility from the hospital post 
evaluation due to suicidal ideation. RN #2 indicated the psychiatrist cleared Resident #1 and Resident #1 
has no intent to harm self or others.Review of the clinical record failed to identify revisions to the plan of care 
for Resident #1 on 7/10/2025.Interview and clinical record review with the Director of Nursing (DNS) on 
8/13/2025 at 10:51 A.M. identified on 6/29/2025 and 7/9/2025 following Resident #1's expressions of suicidal 
ideations with intent to harm self the care plan was not revised to address and manage the behavior. The 
DNS identified she was not sure Resident #1's care plan needed to be updated with new intervention and if it 
needed to be updated, she was not sure why it was not updated.Review of the facility 
baseline/comprehensive person-centered care plan policy dated 3/2023; in part, identified the 
comprehensive person-centered care plan will be reviewed and revised episodically, as the plan of care 
changes, and at the time of hospital readmission to ensure that the plan reflects resident's current status.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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 stress 
disorder.
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Riverside Health Care Center, Inc. 745 Main St
East Hartford, CT 06108

F 0742

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the clinical record, facility documentation, facility policy, and interviews for one (1) of three (3) 
residents (Resident #1) reviewed for accidents, the facility failed to remove environmental hazards and 
implement safety interventions for a resident with expressed suicidal ideation and intent. The resident was 
transferred to the emergency department (ED) 4 times over a 38-day period for expressions of suicidal 
ideations with intent. The findings include:Resident #1 had diagnoses that included suicidal ideation, 
paranoid schizophrenia, bipolar disorder, hallucinations, psychosis, anxiety, and depression. Review of the 
undated Kardex Report identified Resident #1 requires supervision and assistance with self-feeding after 
set-up with intermittent verbal cues for attention to task with one staff. The physician's orders dated 6/7/2025 
directed to monitor the number of behavior occurrences of restlessness, withdrawn, sadness, agitation, 
intervention, and outcome every shift. The 5-day Minimum Data Set (MDS) assessment dated [DATE] 
identified Resident #1 had a Brief Interview for Mental Status (BIMS) score of fifteen (15) indicative of intact 
cognition, was occasionally incontinent of bowel, presence of an indwelling foley catheter, dependent with 
personal hygiene, toileting, required substantial assistance with eating, toileting, required touching 
assistance with transfers, and independent with bed mobility.The Resident Care Plan (RCP) plan dated 
6/18/2025 identified Resident #1 had a behavior problem with suicidal ideation related to paranoia history of 
multiple hospitalizations due to homicidal and suicidal ideations. Interventions directed to administer 
medications as ordered, monitor and document side effects and effectiveness, encourage the resident to 
express feelings appropriately, anticipate and meet the resident's needs, approach and speak in a calm 
manner, divert attention, remove from an overstimulating environment, caregivers provide the opportunity for 
positive interaction, attention, stop and talk with h/her as passing by, and assist the resident to develop more 
appropriate methods of coping and interacting. The nurse's note dated 6/29/2025 at 11:42 P.M. written by 
Registered Nurse (RN) #2 identified Resident #1 verbalized that h/she wanted to hurt h/herself with a 
weighted silverware knife. RN #2 indicated Resident #1 was alert, verbal, with no evidence of distress and 
handed the knife over. RN #2 identified the on-call provider was notified and Resident #1 was transferred to 
the ER for a Psych evaluation. The nurse's note dated 6/30/2025 at 2:01 P.M. written by Licensed Practical 
Nurse (LPN) #4 identified Resident #1 returned from the hospital with no acute issues noted. Review of the 
clinical record failed to identify any revisions to the plan of care or mitigation of the environmental risk factors 
for Resident #1 on 6/30/2025. Review of APRN #1's note dated 7/1/2025 at 8:00 A.M. identified Resident #1 
was seen for follow up visit secondary to a recent acute hospitalization for suicidal ideations. APRN #1 
indicated Resident #1 did not exhibit any evidence of acute psychosis. APRN #1 indicated Resident #1 
exhibits attention seeking behaviors which includes placing self on the floor and claiming seizure activity. 
APRN #1 identified Resident #1 would likely benefit from a structured psychiatric therapeutic environment. 
The nurse's note dated 7/9/2025 at 11:16 P.M. written by LPN #3 identified at approximately 10:50 P.M. 
Resident #1 notified LPN #3 that h/she was hearing voices in h/her head telling h/her to kill people. LPN #3 
indicated he notified the supervisor, RN #4. The nurse's note dated 7/10/2025 at 12:31 A.M. written by RN 
#4 identified Resident #1 as a danger to self or others and a suicidal potential. RN #4 identified that Resident 
#1 was sent out to the emergency room. The nurse's note dated 7/10/2025 at 10:29 P.M. written by RN #2 
identified Resident #1 returned to the facility from the hospital after an evaluation due to suicidal ideation. RN 
#2 indicated the psychiatrist cleared Resident #1 and Resident #1 has no intent to harm self or others. 
Review of the clinical record failed to identify any revisions to the plan of care or mitigation of the 
environmental risk factors for Resident #1 on 7/10/2025.The facility's accident and incident report dated 
7/22/2025 at 8:05 P.M. identified Resident #1 exited h/her room holding a butter knife and observed rubbing 
it against h/her wrist while stating h/she wanted to harm h/herself. Resident #1 was immediately placed on 
one to one, an order obtained to transfer Resident #1 to the ED for evaluation. Review of the clinical record 
failed to identify the safety risk of Resident #1 having access to knives or silverware on 7/22/2025. The 
nurse's note dated 7/23/2025 at 1:43 P.M. written by LPN #1 identified Resident #1 returned to from the 
hospital with a no harm letter. Review of APRN #2's note dated 7/23/2025 at 8:30 A.M. identified Resident #1 
was evaluated today after a hospital visit for increased suicidal ideation and self-harm by attempting to cut 
h/herself with a butter knife as evidenced by superficial scratches to h/her arms. APRN #2 indicated Resident 
#1 denies any suicidal ideation and was able to commit to safety. APRN #2 identified Resident #1's 
medications were not changed in the emergency department, will continue current medication regimen, and 
monitor for any changes in mental status and behavior. The social service assessment note dated 7/24/2025 
at 2:52 P.M. written by Social Worker (SW) #3 identified Resident #1 was readmitted to the facility from the 
hospital due to active thoughts of suicidal ideation. SW #3 identified Resident #1's suicidal ideation behaviors 
have increased. SW #3 indicated she sent a referral regarding Resident #1 to explore options for higher level 
of mental health treatment. The facility's summary dated 7/28/2025 identified on 7/22/2025 Resident #1 was 
seen rubbing the knife against h/her wrist and verbalized intent to harm h/herself citing distress related to the 
lack of contact with h/her brother, a nursing assessment revealed no evidence of skin breakdown, redness, 
or injury to the wrists or surrounding area. Resident #1 was transferred to the ED, returned to the facility with 
documentation indicating ‘no harm' determination, no injuries were noted, no additional treatment or 
recommendations were provided by the hospital. During follow-up at the facility Resident #1 acknowledged 
taking the butter knife from h/her roommate's meal tray. The plan of care was updated with interventions that 
included, staff were directed to retrieve and secure all silverware from Resident #1 and h/her roommate, 
following meals to prevent access.Review of APRN #2's note dated 8/6/2025 at 9:30 A.M. identified Resident 
#1 was seen today due to reported increased hallucinations and suicidal ideations. APRN #2 identified 
Resident #1 reported after a phone call h/she started having auditory hallucinations commanding h/her to kill 
h/herself with a plastic knife and Resident #1 expressed a desire to go to the hospital. APRN #2 indicated 
that Resident #1 was placed on a one-to-one observation until h/she was transferred to the hospital for 
further evaluation. The nurse's note dated 8/6/2025 at 2:39 P.M. written by RN #5 identified Resident #1 
reported h/she had auditory hallucinations telling h/her to hurt self by cutting h/her wrist with a knife. RN #5 
identified Resident #1 was transferred to the hospital. The nurse's note dated 8/7/2025 at 3:05 P.M. written 
by RN #5 identified Resident #1 returned from the emergency room with a no harm letter after being sent out 
for suicidal ideations with auditory hallucinations that told h/her to hurt h/herself. RN #5 indicated Resident #1 
feels h/she is in a better place and the auditory hallucinations have subsided. Interview with the Director of 
Nursing (DNS) on 8/13/2025 at 10:51 A.M. identified that after Resident #1 returned from the 7/22/2025 
hospitalization for expressions of suicidal ideations, Resident #1's roommate's room was changed (per the 
roommate's request) and all cords and phone charger were removed from Resident #1's room. The DNS 
identified that Resident #1 had access to silverware including butter knives because it did not pose a safety 
risk despite prior expressions of suicidal ideations because Resident #1 had never acted h/her suicidal 
ideations. Observation of Resident #1's room on 8/13/2025 at 11:50 A.M. identified a corded call light was 
present in Resident #1's room. A follow-up interview with the DNS on 8/13/2025 at 12:13 P.M. identified 
Resident #1's corded call light had not been removed. The DNS identified that the cords and phone charger 
were removed due to an increase in Resident #1's suicidal ideations, but it was not indicated to remove the 
corded call light.Interview with APRN #2 on 8/13/2025 at 12:33 P.M. identified on 7/23/2025 she observed 
superficial scratches on Resident #1's arms that may have been from Resident #1 rubbing the butter knife on 
h/her arms. APRN #2 indicated Resident #1 having access to knives and metal silverware did not pose a 
safety risk despite prior expressions of suicidal ideations and visible scratches to Resident #1's arms.
Interview and review of Resident #1's meal ticket with the Dietary Director on 8/13/2025 at 2:05 P.M. 
identified that on 7/30/2025 Resident #1's meal ticket was revised to include no knives but he did not know 
why he was notified to stop sending knifes up on Resident #1's meal tray.Observation of Resident #1's room 
on 8/14/2025 at 6:40 A.M. identified the corded call light was removed from Resident #1's room and a 
handheld bell was on the table. Observation of Resident #1's room on 8/14/2025 at 6:40 A.M. identified the 
corded call light was removed from Resident #1's room and a handheld bell was on the table. Interview with 
NA #6 on 8/14/2025 at 9:50 A.M. identified she notified the Dietary Supervisor on 7/30/2025 to stop providing 
knives for Resident #1 as h/she frequently tells her that h/she does not need knives to eat h/her meals.
Interview with MD #1 (Medical Director) on 8/14/2025 at 7:33 A.M. identified that Resident #1 having access 
to metal silverware including butter knives did not pose a safety risk despite Resident #1's expressions of 
suicidal ideations.Subsequent to surveyor inquiry, the DNS identified on 8/13/2025 she removed Resident 
#1's corded call light, Resident #1 was provided with a handheld bell, and on 8/13/2025 Resident #1's care 
plan was revised with a new intervention that directed no knives with meals. Review of the facility behavioral 
management program policy dated 10/2022; in part, identified the goal is to provide a person-centered 
approach to care that maintains a safe/supportive environment and is directed toward understanding, 
preventing, and relieving a resident's emotional distress.
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