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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review, staff interviews and policy review, the facility failed to fully review and revise the
Residents Affected - Few comprehensive Care Plan for 1 of 3 residents (Resident #2) who were sampled for care plan review. The

facility reported a census of 49 residents. Findings include:According to the Minimum Data Set (MDS)
dated [DATE], Resident #2 had a Brief Interview for Mental Status (BIMS) score of 2, which indicated
severe cognitive impairment. Resident #2 had diagnoses to include Non-Alzheimer's dementia and
depression. The MDS documented the resident's current behavior status was worse compared to the prior
assessment and the resident sometimes felt lonely or isolated from those around him. Review of the
Electronic Health Record (EHR) revealed the following Progress Notes:a. Progress Note dated 5/31/25,
titled Health Status Note: Resident upset this AM due to unable to leave, and not safe to leave in room
alone. Staff attempted to engage in activities, distract with meals and assist to converse with peers. When
on the phone with his family, resident stated that he would just kill himself since he could not leave,
overheard by staff in common room with phone on speaker. Resident on 15 minute checks following phone
conversation at 1000 to family. Spoke with resident, no plan or attempts, and denies even saying the above.
Primary Care Physician (PCP) made aware and advised to keep 15-minute checks until at least Monday
and follow up with psychiatry, if family allows, to evaluate for depression. b. Progress Note dated 12/5/25,
titled Health Status Note: At HS (hour of sleep), it was brought to nurse attention that resident picked up a
screwdriver and self-inflicted a small skin tear to his dorsal/the back of his left hand stating that he wants to
un-alive (kill) himself. His family was notified immediately. He also refused to relinquish the screwdriver and
threatened to harm anyone who try to take the screwdriver from his hand. He is currently sitting in the
common area with the device in his hand while nurse and staff trying to deescalate the situation.The Care
Plan for Resident #2 lacked a focus area, goal and interventions for staff regarding the resident's suicidal
statements, ideations and self harm. The Kardex Care Plan from the household where Resident #2 resided,
a hard copy document for staff use to know the care plan for each resident, did not contain any information
related to the resident's suicidal ideations or self harm attempt, or interventions for staff. During an interview
on 2/9/26 at 9:55 AM, the Director of Nursing (DON) stated the suicidal ideations and what to do should
have been in Resident #2's Care Plan and she expected the Care Plan be updated after each suicidal
statement and self harm incident. The DON acknowledged the Care Plan was not updated. During an
interview on 2/9/26 at 11:50 AM, the Administrator stated an expectation the Care Plan be updated and
acknowledged the Care Plan was not updated in May of 2025 or in December of 2025 after Resident #2
made comments of suicidal thoughts and self harmed. Review of the facility policy Care Plan and Care
Conference Policy, revised 3/1/21, documented the Comprehensive Care Plan will be reviewed and revised
on a quarterly basis, with a significant change in condition and as needed.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review, family interview and staff interviews, the facility failed to appropriately supervise and
Residents Affected - Few maintain an environment free of potential hazards for 1 of 1 residents reviewed (Resident #2) after a

resident made suicidal statements and self harmed. The facility reported a census of 49 residents. Finding
include:According to the Minimum Data Set (MDS) dated [DATE], Resident #2 had a Brief Interview for
Mental Status (BIMS) score of 2, which indicated severe cognitive impairment. Resident #2 had diagnoses
to include Non-Alzheimer's dementia and depression. The MDS documented the resident's current
behavior status was worse compared to the prior assessment and the resident sometimes felt lonely or
isolated from those around him. The Care Plan, revised on 6/18/25, documented Resident #2 used
antidepressant medication related to a depression diagnosis and instructed staff under interventions to
administer antidepressant medications as ordered by the physician and document/report an needed
adverse reactions to antidepressant therapy, including social isolation and suicidal thoughts. Review of the
Electronic Health Record (EHR) revealed the following Progress Notes:a. Progress Note dated 12/5/25 at
10:50 PM, titled Health Status Note: At HS (hour of sleep), it was brought to nurse attention that resident
picked up a screwdriver and self-inflicted a small skin tear to his dorsal/the back of his left hand stating that
he wants to un-alive (kill) himself. His family was notified immediately. He also refused to relinquish the
screwdriver and threatened to harm anyone who try to take the screwdriver from his hand. He is currently
sitting in the common area with the device in his hand while nurse and staff trying to deescalate the
situation.b. Progress Note dated 12/6/25 at 10:01 AM, titled Health Status Note: Assisted Manager on Duty
(MOD), Social Services Director (SSD) to search resident's room for any potential weapons to harm self or
others from resident's room and removed call light to replace with bell to call for help. Removed items were
placed in a basket and taken to the nurses station. 15 min check sheet initiated to monitor, direct care staff
aware and verbalized understanding.c. Progress Note dated 12/6/25 at 12:00 PM, titled Social Services:
Met with resident this morning to assess psychosocial needs and risk of self-harm. Resident was in the
common area upon my arrival. He appeared in good spirits throughout my visit, with friendly mannerisms to
include smiling and a pleasant tone of voice. He was alert to self only, was disoriented to time and place
and spoke about how he's busy at work on his airplanes. He was asked if he had any safety concerns and
he stated his line of work has several safety concerns because if he doesn't do his job correctly then others
are placed at risk. Asked resident about events last night and gestured towards resident's laceration on the
back of his hand. Resident stated, Oh, | was just playing around. | asked if he was attempting to hurt
himself last night and he stated that a lot of people can be hurt if he doesn't do his job correctly. Validated
the important work he does ensuring airplanes are operating correctly, agreeing this is a very important
task. After speaking about airplanes for a little while | later oriented resident to facility and asked if he had
any safety concerns regarding his living environment. He looked around the room before answering that no,
he has no safety concerns. He stated he feels he's in a nice place. Resident was asked if he was having
any current thoughts of hurting himself or anyone else and he denied this.During an interview on 2/4/26 at
1:45 PM, a family member stated a recollection of the night of 12/5/25, she received a call from the facility,
from Staff A, Licensed Practical Nurse (LPN), at around 8:45 PM. Staff A advised her Resident #2 had a
screwdriver and was upset and trying to harm himself, he hurt his hand with the screwdriver. She couldn't
remember for sure, but he might have said he wanted to kill himself. She arrived at the facility approximately
30 minutes later. When she arrived, Resident #2 still had the
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F 0689 screwdriver in his hand and did not want to release the tool. She noted he cut his hand with the screwdriver.
Resident #2 was in his room with Staff B, Certified Nursing Aide (CNA), when she arrived. Staff B said

Level of Harm - Minimal harm Resident #2 did not want to let go of the screwdriver. She was able to get the screwdriver from Resident #2

or potential for actual harm and stayed in his room with him until he was calm. When she left the facility, around 10-10:30 PM, Resident
#2 was not on a one on one watch and the facility had not taken any action yet, to her knowledge, to keep

Residents Affected - Few him safe. The facility did not tell her what they were doing to keep him safe until the next day. The facility did

not go through his bedroom to remove potential hazardous items until the next day. A formal psychological
evaluation was not completed, just an informal assessment with the facility Social Worker. She stated in
May of 2025 Resident #2 was upset and might have made a comment of wanting to hurt himself, she
believed he had a tool of some kind then as well. Resident #2 admitted to the facility in April of 2025, he did
not have suicidal ideations prior to his admission. During an interview on 2/4/26 at 2:15 PM, Staff B, CNA,
stated he recalled working on the 5th of December, 2025. He worked the 2:00 PM to 10:30 PM shift on the
hall where Resident #2 resides. That night, after dinner, he noticed Resident #2 had something in his hand
and had a cut on his hand. He had what appeared to be a small screwdriver in his hand. Resident #2 was
yelling out and agitated. Resident #2 had been in his room after dinner, he then came out of his room with
the screwdriver and said he wanted to kill himself. He did not want to let go of the screwdriver. Staff B
stated he called the floor charge nurse, Staff A, LPN. Staff A came over to the unit within a few minutes.
Resident #2 said he cut his hand with the screwdriver and said again that he wanted to kill himself. Staff A
then called Resident #2's family who came to the facility and calmed the resident down. Staff B stated he
believed the incident started around 7:30 PM and when he left his shift at 10:30 PM Resident #2 appeared
to be calm. Staff B stated he remained with Resident #2 until the family arrived. Staff B stated he is not
aware of any other steps taken that night, other than calling the family. During an interview on 2/4/26 at 2:30
PM, Staff C, LPN, stated she recalled working on the 5th of December, 2025. Her shift was from 10:15 PM
to 6:15 PM and she was the charge nurse for the entire building, all 6 households. She received a verbal
report from Staff A, LPN, as to how the residents were on the previous shift and Staff A advised her that
Resident #2's family came to the facility to help with his routine at bed time. She did not receive a report
and was not advised that Resident #2 had a tool or that he cut his hand with the tool. Staff A advised her
Resident #2 was upset earlier in the night and made a statement of wanting to kill himself. Staff C stated
the family was not at the facility with the resident when she arrived for her shift. Staff C stated Resident #2
slept through the night and she checked on him as often as she could. During an interview on 2/4/26 at
2:45 PM, Staff A, LPN, stated he recalled working on 12/5/2025 as the floor nurse. He worked the 2:00 PM
to 10:30 PM shift, covering 3 units, including the unit where Resident #2 resided. Staff A recalled being at
the nurse's station, which is located in the main hallway in between the 3 units, when Staff B called him and
told him Resident #2 was upset. Staff A went to the unit where Resident #2 resided and Resident #2 had a
short screwdriver in his hand and he said he wanted to kill himself. Resident #2 would not relinquish the
screwdriver and was agitated. Resident #2 cut his hand with the screwdriver. Staff A stated he called the
resident's family who came to the facility to help calm the resident down. The incident started after dinner,
around 7:30 PM. Resident #2 still had the screwdriver in his hand and the family was able to get the
screwdriver and helped him with his bed routine. When Staff A left the facility at 10:30 PM the family was no
longer at the facility. Staff A stated he did not call management that night and did not implement any safety
measures for Resident #2. Staff A stated he received a written reprimand for not contacting management
that night and
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F 0689 informing management of Resident #2's suicidal statement and self harm. Staff A stated safety measures
were not put in place until the following day. Staff A stated he gave a verbal report to Staff C, LPN, when

Level of Harm - Minimal harm Staff C came on duty that night, he advised Staff C of the statement Resident #2 made of wanting to kill

or potential for actual harm himself. Staff A advised he documented the incident in the Electronic Health Record (EHR) for Resident #2.
During an interview on 2/4/26 at 3:30 PM, Staff D, LPN, stated she recalled working on 12/6/25, the 6:00

Residents Affected - Few AM to 2:00 PM shift. She was the floor nurse for 3 units, including the unit where Resident #2 resided. Staff

D stated when she started her shift, she received a verbal report from Staff C, LPN, about each resident.
Staff D did not recall if the verbal report included Resident #2 making a suicidal statement or self harmed
the night before. Staff D advised there were no safety precautions or measures in place for Resident #2
when she arrived for her shift. Staff D stated she read the 24 hour report for each resident when she came
on duty. She could not recall if she learned of Resident #2's incident the night before through reading the 24
hour report or if it came verbally from Staff C. Staff D stated as soon as she became aware of the incident
with Resident #2 she contacted management as it is their policy and procedure to contact management
right away if a resident makes a statement of suicidal intention or if a resident self harmed. Staff D stated
no steps were put in place to protect the resident after he self harmed and made a statement of wanting to
kill himself. The steps that should have been taken immediately would have been to remove all dangerous
items from his room and start 15 minute checks. Staff D stated she and the facility Social Worker, Staff H,
started the interventions on 12/6/25, the day after the incident. Staff D advised Resident #2 was sleeping
when she arrived for her shift at 6:00 AM on 12/6/25. Staff D stated Resident #2 made verbal comments
previously about wanting to hurt himself, in May of 2025. The resident was placed on 15 minute checks
immediately at that time.During an interview on 2/9/26 at 7:00 AM, Staff E, CNA, stated she recalled
working on 12/5/25 from 10:15 PM to 6:00 AM the following day on the unit where Resident #2 resided.
When she arrived for the start of her shift, she was advised Resident #2 made a suicide attempt earlier that
night and had a screwdriver. Resident #2's family was there when she arrived for her shift and left by 10:30
PM. Staff E stated she was the only CNA working the overnight shift on the unit where Resident #2 resided,
this is normal staffing for overnight shifts. Staff E stated no one told her Resident #2 was on 15 minute
checks that night and she did not complete 15 minute checks. Staff E stated she checked on the resident
as often as she could. Staff E stated she did try to keep an eye on him throughout the night. Staff E recalled
the resident had a hard time falling asleep that night, she sat with him while he ate a snack and then he fell
asleep. Staff E did not check on Resident #2 every 15 minutes, but did try to check on him often. During an
interview on 2/9/26 at 9:25 AM, Staff H, Social Worker (SW), advised she worked a shift at the facility on
12/6/25 (Saturday), beginning at around 5:45 AM until around 2:30 PM. Staff H stated she was not informed
of Resident #2's suicide statement or self harm when she arrived at the facility on 12/6/25, she became
aware of the incident by reading the 72 hour report, a report pulled from Progress Notes for the past 72
hours for each resident. Staff H read in the report that Resident #2 was suicidal and inflicted an injury on
his hand and wanted to kill himself. The Progress Note was written by Staff A, LPN. Staff H stated she went
to check on Resident #2 at around 8:00 AM that morning. Resident #2 was at the breakfast table, Staff H
asked the CNA on duty, Staff G, how he was doing. Staff G advised Staff H she did not know anything
about what happened the night before. Staff H informed Staff G what she read in the 72 hour report. Staff H
then went to find Staff D, the floor nurse. Staff D advised Staff H she did not know about what happened
with Resident #2 the night before. Staff H told her what happened. Staff G advised the resident was fine
that morning and there were no issues
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F 0689 overnight that she was aware of. Staff G started her shift at 6:00 AM. Staff H stated she returned to her
desk around 9:30 AM and reached out to the Director of Nursing (DON) to see if any staff had informed her

Level of Harm - Minimal harm of what took place the night before with Resident #2. Staff H stated the facility's policy and process is to

or potential for actual harm contact the DON or the nurse on call to inform them of any suicidal attempt. The DON was not aware of
what happened. The DON instructed Staff H to remove any hazardous items from the resident's room and

Residents Affected - Few start 15 minute checks. Staff H, along with Staff D, went into the resident's room that morning, around 9:45

AM, and removed hazardous items. The items removed included an iPhone cord, phone cord, his call light
cord, his lamp, beaded necklaces, and a disposable razor blade located in his drawer. The resident had a
bell to use as a call light. Staff H stated she talked to the resident later that morning after his nap and
completed a safety/suicide assessment. Staff H observed marks on his left hand and asked him about the
marks, he said he did that to himself, but did not know why. The resident was placed on 15 minute checks
at around 10:00 AM on 12/6/25. During an interview on 2/9/26 at 9:55 AM, the Director of Nursing (DON)
stated she was not aware of Resident #2 making a suicidal statement or self harm until Saturday morning,
the 6th of December. The DON stated she read the 24 hour report that morning and saw the Progress
Note, this was at around the same time Staff H called her, around 9:30 AM. She was on call that weekend
as the DON. The DON stated she instructed Staff H to put the resident on 15 minute checks, go through his
room and then talk to him. The 15 minute checks started that morning, and potentially harmful things were
removed from his room. The DON stated when a resident makes a self harm statement the floor nurse
should be notified right away. The floor nurse should notify the DON or Assistant DON (ADON) on call right
away and the resident's Primary Care Physician (PCP). Residents should be put on 15 minute checks right
away and their room should be emptied of anything harmful. The DON stated an expectation the floor nurse
to have notified her immediately that night of Resident #2's suicidal statement and self harm. The DON
stated an expectation the resident be put on 15 minute checks immediately and his room searched
immediately and items that could be used to self harm be removed from the room. The DON acknowledged
a delay in these steps to protect the resident from further self harm. The DON stated the facility does not
have a policy on suicidal ideations/statements or resident self harm. During an interview on 2/9/26 at 10:35
AM, Staff G, CNA, stated she recalled working on 12/6/25 from 6:00 AM to 2:30 PM on the unit where
Resident #2 resided. Staff G stated someone, she is not sure whom, informed her that morning that
Resident #2 made statements of wanting to kill himself the night before. Later that morning items were
removed from his room that could be dangerous to him and 15 minute checks were started later that
morning. Resident #2 was sleeping when she began her shift, she was not aware at that time of the
incident the night before. During an interview on 2/9/26 at 11:15 AM, Staff |, CNA, stated she recalled
working on 12/5/25 from 2:00 PM to 10:30 PM on the unit where Resident #2 resided. She remembered
after dinner Resident #2 coming out of his room with a screwdriver in his hand and he said he wanted to kill
himself. He cut his hand with the screwdriver and did not want to give the screwdriver to staff. Staff B called
the floor nurse, Staff A, and Staff A came to the unit. Resident #2 still did not want to release the
screwdriver from his hand and was agitated. Staff A called the resident's family and the family came to the
facility and helped to calm the resident. Staff | stated nothing was put in place that night to keep the
resident safe from further self harm. Review of facility hard copy document titled 15-Minute Checks
revealed 15 minute checks were not started on Resident #2 until 12/6/25 at 10:00 AM, the incident of self
harm and statement made by Resident #2 of wanting to kill himself took place on 12/5/25 at approximately
7:30 PM. During an interview on 2/9/26 at 11:50 AM, the Administrator stated the facility does not have a
policy on self harm or suicidal
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F 0689 ideation, they use standard practice of care.

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few
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