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Based on interview and record review, the facility failed to provide adequate supervision, when the facility 
staff did not provide ordered 1 on 1 supervision in direct line of sight per policy for one sampled resident 
(Resident #2) who had a known history of self-harm. On 9/19/25, the resident was able to self-harm by 
cutting him/herself on the left arm with scissors which resulted in a 7cm x 3-centimeter (cm) laceration. The 
resident was afraid because he/she could not get the bleeding to stop and the laceration required 8 sutures. 
The facility census was 108 residents.The Administrator was notified on 10/8/25 at 11:30 A.M. of the Past 
Non-Compliance Immediate Jeopardy (IJ) which occurred on 9/19/25. The facility immediately completed 
education on one-to-one staff observations, documentation for one-to-one, including where to be in 
relationship to the resident and never closing resident doors while outside the resident's room, and 
implemented audits to ensure compliance. The deficiency was corrected on 9/24/25. Review of the facility's 
Intensive Monitoring Policy, revised 4/30/24, showed:-The purpose of the policy was to ensure a system was 
in place for residents who required increased monitoring for crisis, behavioral, and/or psychiatric issues.
-Residents who required more intensive monitoring due to crisis, behavioral/psychiatric symptoms were to be 
monitored by the facility staff.-Intensive monitoring was defined as periodic (hourly, every two hours, or every 
shift) check completed on a resident by a facility staff member.-One-to-one monitoring was completed by a 
designated employee assigned by a Facility Supervisor for residents who required intensive monitoring of a 
dedicated staff member within eyesight of the resident.-Residents who were showing poor impulse control 
including crisis, behavior and/or psychiatric issues may be placed on intensive monitoring or 
one-to-one/two-to-one monitoring at the discretion of the administrative staff or Facility Supervisor.-Based on 
the assessment of the resident, either intensive monitoring or one-to-one/two-to-one monitoring was to be 
implemented.-Resident on any type of intensive monitoring was to have an assigned employee within 
eyesight of the resident until the resident stabilized or returned to prior level of function.-Education on the 
reasoning of the intensive monitoring, including resident triggers and interventions.-The employee was to 
therapeutically interact with the resident while monitoring the resident.-The facility's Interdisciplinary Team 
was to address the resident's behavioral concerns and ensure interventions were in place to address the 
resident's needs including psychiatry follow-up, counseling, and any medical needs.-Once the resident 
stabilized and/or returned to prior level of function, the facility's Interdisciplinary Team was to meet and 
discuss whether to continue or discontinue the intensive monitoring.-The facility staff was to document all 
completed intensive monitoring. 1. Review of Resident #2's Preadmission Screening and Resident Review 
(PASRR, a federal requirement to help ensure that individuals are not inappropriately placed in nursing 
homes for long term care), dated 12/19/24, showed:-He/she had the following diagnoses:--Schizophrenia (a 
severe psychiatric disorder with symptoms of emotional instability, detachment from reality, and withdrawal 
into the self).--Anxiety Disorder (a psychiatric disorder causing feelings of persistent anxiety).
--Schizoaffective Disorder (a mental condition that causes loss of contact with reality and mood problems).
--Bi-Polar Disorder (a disorder associated with episodes of mood swings ranging from depressive lows to 
manic highs).--Borderline Personality Disorder (BPD - a mental illness marked by an ongoing pattern of 
varying moods, self-image, and behavior).--Mood Disorder (a variety of conditions characterized by a 
disturbance in mood as the main feature).--Major Depressive Disorder (a state of intense sadness or despair 
that has advanced to the point of being disruptive to an individual's social functioning and/or activities of daily 
living).--Obsessive Compulsive Disorder (OCD, an anxiety disorder characterized by intrusive thoughts that 
produce uneasiness, apprehension, fear, or worry; by repetitive behaviors aimed at reducing the associated 
anxiety; or by a combination of such obsessions and compulsions).--Autism or Autism Spectrum Disorder (a 
neurological and developmental disorder that affects how people interact with others, communicate, learn, 
and behave).-He/she had behavioral difficulties and/or mental illness symptoms requiring 24-hour 
monitoring/management.-He/she had a history of hitting the wall in his/her last facility, breaking his/her hand, 
as well as taking a razor to his/her arm and making a deep laceration.-The resident had a history of 
numerous placement situations and hospitalizations usually for self-harm or threatening harm to others.
-He/she also had multiple suicide attempts including overdosing and cutting himself/herself.-The resident's 
family voiced concerns the resident would kill himself/herself while cutting.-He/she had a long history of 
medication non-compliance along with his/her self-harming behaviors, erratic behaviors with multiple 
psychiatric hospitalizations.-The resident had shown that his/her cutting were not suicidal, but instead to 
relieve emotional pain, irritability, and agitation.-He/she had cut as recently as December 2024.-He/she had 
behaviors of running down a hallway and slamming himself/herself into walls and doors at the previous 
placement as well as jumping into the Mississippi River in order to self-harm.-He/she had one-to-one 
supervision as well when inpatient.-The resident showed poor insight and poor decision-making skills, 
difficulty with expressing his/her emotions, as well as difficulty with interpersonal relationships.-The final 
determination stated the resident required close supervision and monitoring to maintain his/her safety due to 
his/her long history of self-harm and suicidal ideations.-He/she remained at a high risk for self-injury requiring 
24-hour monitoring and staff intervention to prevent self-harm, monitor eating, mutism, limited 
overstimulation, providing a quiet, supervised space away from others to de-escalate in times of increased 
anxiety/agitation.-The resident was to have a structured environment with low stimulation, minimum 
visual/auditory distractions, a level of supervision required to prevent harm to himself/herself or others, 
personal space with a daily schedule of tasks and activities. Review of the resident's quarterly Minimum Data 
Set (MDS-a federally mandated assessment tool completed by facility staff and used for care planning), 
dated 9/8/25, showed he/she:-Was cognitively intact.-Had moderate issues with his/her mood.-Had shown 
no negative behaviors throughout the look-back period. Review of the resident's Physician's Order, dated 
9/13/25, showed the resident was to be placed on one-to-one staff monitoring 24 hours per day until 
behaviorally stable per the Interdisciplinary Team (IDT) decision. Review of the resident's Individualized 
Service Care Plan (ICSP), dated 9/13/25, showed:-The facility staff was to begin behavior monitoring.-The 
resident became upset when he/she felt no one was listening to him/her.-The facility staff was to stop and 
listen to him/her when he/she was trying to speak.-He/she enjoyed animals, especially dogs.-When the 
resident felt anxious, the facility staff was to discuss with him/her dogs/animals, show him/her videos; have 
him/her watch a dog movie and speak with him/her about his/her pets.-The facility staff was to engage in 
conversation and let him/her speak and tell his/her story. -The resident had a history of cutting 
himself/herself with sharp objects, so the staff was to supervise him/her when he/she had sharp objects like 
razors and ensure he/she gives it back and it is disposed of properly.-The facility staff was to never leave 
him/her alone with a razor or any other sharp objects. -He/she was to remain on one-to-one staff observation 
to attempt to prevent any self-harm until further notice. Review of the resident's one-to-one staff observation 
documentation, dated 9/18/25 to 9/19/25 from 7:00 P.M. to 7:00 A.M., showed Certified Nurse Aide (CNA) A 
had been assigned as the resident one-to-one and had marked the sheet every 15 minutes with his/her 
initials. Review of the resident Nurse's Notes, dated 9/19/25 at 2:30 A.M., completed by Licensed Practical 
Nurse (LPN) A, showed:-Resident #2 came out of his/her room and went to the far end of the hallway.-LPN A 
asked the resident if he/she was okay and the resident said he/she was fine.-A few minutes later, Resident 
#2 requested an as needed (PRN) medication when LPN A noticed the resident had what appeared to have 
been a pillowcase over his/her left arm.-LPN A further investigated, a 7 cm by 3 cm laceration on the 
resident's left forearm. Review of the resident's self-harm Registered Nurse Investigation (RNI), dated 
9/19/25 at 2:30 A.M., showed: -The resident had a self-inflicted injury.-The facility had placed the resident on 
one-to-one staff observation on 9/13/25 during an IDT after Licensed Counselor (LC) A raised a concern 
over future possible self-harming incidents. -The resident had been seen by the Psychiatric Nurse 
Practitioner (NP) on the day leading up to the incident.-The Psych NP had directed the resident to reach out 
to facility staff when feeling overwhelmed or when having thoughts of self-harm.-The resident did not say 
anything to the person doing the one-to-one or any other staff the night of the incident.-Although staff were 
present for the resident, he/she self-harmed while speaking with LC A, not telling LC A what he/she was 
doing. Review of the resident's hospital emergency room (ER) note, dated 9/19/25 at 4:08 A.M., 
showed:-He/she presented to the ER with a laceration approximately 7 cm by 3 cm on his/her left forearm.
-The laceration was cleaned and eight staples were placed to close the wound, covered by gauze. -The 
resident was to keep the dressing dry for the next seven to ten days when the staples could be removed. 
Review of the written statement, dated 9/19/25 completed by CNA A , showed: -At around 2:00 A.M., the 
resident came out of his/her room and went to the nurse's station, never saying anything to him/her.-CNA A 
was sitting outside the resident's room so the next thing he/she knew, LPN A asked him/her to keep an eye 
on the resident.-At that point, he/she noticed the resident had a cut on his/her arm.-He/she was asked by the 
Director of Nursing (DON) why he/she was not sitting in the room with the resident, to which he/she 
responded that he/she had been off a couple of days and when he/she returned, he/she asked if he/she was 
supposed to sit inside the room and he/she was told no, so that was why he/she sat outside the room.
-He/she could not recall who told him/her that he/she did not have to sit inside the resident's room. Review of 
the Mental Status Exam, dated 9/25/25 completed by the Psych NP, showed:-The resident was seen for 
changes in mood, anxiety, psychosis, cognition, sleep, appetite, motivation, energy, and safety, including 
both suicidal and homicidal ideations.-The resident had stitches in place to left wrist from self-harm.-The 
resident would not disclose where he/she got the scissors that caused the self-harm. His/her mood was flat 
and down, but he/she was writing hopeful quotes on his/her board.-The resident was encouraged to use 
his/her coping skills and report any changes in his/her mood to the staff as well as if he/she was 
experiencing any increase in anxiety.-The staff were encouraged to actively monitor the resident for changes 
in condition and worsening behaviors. Review of the resident's Focus Interview, dated 9/29/25 at 4:47 P.M. 
completed by the facility Social Worker, showed:-He/she did not intend to hurt himself/herself, but he/she 
needed an emotional release as he/she was upset with his/her roommate who had been watching his/her TV 
and using his/her personal items.-The resident was also upset as his/her roommate had also used his/her 
tablet and had been communicating and playing on-line games with the resident's closest family member. 
During an interview on 10/7/25 at 11:00 A.M., the resident said:-He/she had been out with his/her family for 
his/her birthday and everything went well.-He/she had gotten a birthday gift from a family member that had 
very small, sharp scissors in it and the scissors were stored in the very bottom of the box under a hard 
plastic cover, so no staff would find the scissors.-During the night of 9/19/25 he/she had been talking to 
his/her closest family member who had been the one to give him/her the birthday present.-He/she had also 
had a lot of issues with his/her roommate taking his/her things which really agitated him/her.-His/her 
roommate had taken his/her tablet and was playing games on it with his/her closest family member which 
hurt his/her feelings as the tablet and playing games was one of his/her coping skills. -When he/she started 
feeling triggered, he/she texted LC A around midnight that he/she was distressed.-LC A did not reply due to 
the time of night.-He/she was very upset the night of 9/19/25 and remembered the scissors were in the box, 
so before he/she could really think about it, he/she cut his/her arm.-He/she got scared when he/she couldn't 
get the bleeding to stop, so around 1:30 A.M. he/she called LC A but didn't tell him/her what happened, only 
that he/she was distressed.-He/she then went out to get a PRN from LPN A and that was when LPN A found 
the cut.-He/she had CNA A doing the one-to-one, but he/she was sitting outside the door and the room door 
was closed. During an interview on 10/7/25 at 12:20 P.M., CNA A said:- He/she had been employed by the 
facility for four months and he/she was sitting as the one-to-one staff observation for Resident #2 on the 
night of 9/19/25.-He/she was sitting outside the resident's room during the night of the self-harming incident 
which occurred inside the resident's room.-The door was kept shut throughout the night of 9/19/25.-He/she 
was told by an unknown staff member that it was okay to sit outside the room and that the resident wanted 
the door closed at night, so it was okay to keep the door closed even though the resident required 
one-to-one staff observation.-He/she was told by the DON after the incident on 9/19/25 there was some 
education done prior to him/her sitting one-to-one with the resident, but he/she was a night shift staff person 
and did not know when the education was so he/she missed it.-He/she was told to open the door and check 
on the resident every 30 minutes and document it.-He/she had never seen the resident's door open during 
one-to-one staff observations. During an interview on 10/7/25 at 1:30 P.M., LPN B said:-He/she was called 
by LPN A from another unit to assist as a resident had self-harmed.-When he/she got to the unit, he/she saw 
Resident #2 sitting in a wheelchair with blood dripping from his/her arm down onto his/her legs.-The resident 
appeared to be alert and oriented, but had obviously self-harmed by cutting his/her left arm.-He/she called 
911 to have the resident transported to the hospital while LPN A tended to the wound on the resident's arm. 
Review of the written statement completed on 9/19/25 at 1:18 P.M., by Licensed Counselor (LC) A 
showed:-On 9/19/25 at 12:44 A.M., the resident sent LC A a text saying, I'm breaking.-As it was a text 
message and so early in the morning, LC A did not respond as he/she did not hear the message.-At 2:19 A.
M., Resident #2 called LC A and stated he/she had not reached out to any staff letting them know he/she 
was in distress.-The resident did not share with LC A that he/she had self-harmed.-LC A told the resident to 
reach out to the Charge Nurse to get help with his/her distress he/she was feeling, per his/her safety plan, 
which the resident did while on the phone with LC A.-It was then, that LPN A discovered the resident had 
self-harmed. During an interview on 10/7/25 at 5:40 P.M., LC A said:-He/she had been seeing the resident 
for a couple of months.-He/she believed the resident's family was a trigger for the resident; however, the 
resident had also shown escalation when unable to speak with them or see them.-The staff was aware of the 
resident's family member could have been a trigger for the resident.-He/she had no idea the resident had 
already harmed himself/herself when the resident called the night on 9/19/25.-The resident only said he/she 
was in distress.-He/she was so glad the resident followed directions to go to the nurse for help as he/she 
was afraid the resident could have bled out had the resident not gotten scared of the bleeding.-He/she would 
have expected the CNA sitting as the one-to-one staff observation to have known to keep the resident in 
sight the entire time and never close the door. During an interview on 10/7/25 at 12:30 P.M., CNA B 
said:-When sitting as one-to-one staff observation, he/she was to be within arm's length with the resident 
always in his/her sight.-He/she was never to close the resident's door unless he/she was in the room with the 
resident. -If the resident got up and walked around, he/she was to follow the resident wherever they went.
-He/she was to converse with the resident, encourage the resident to use their coping skills if escalating and 
interact with the resident. During an interview on 10/7/25 at 2:07 P.M., CNA C said:-He/she had sat 
one-to-one with the resident in the past.-The staff was to always keep the resident close, preferably within 
arm's length.-Staff were to at least keep them within close sight, close enough that if the resident tried to 
harm themselves or escalated to the point of self-harm they were to have been able to stop the resident.-The 
staff were never to close a resident's door unless they were in the room with the resident and close by the 
resident.-If the resident acted like they wanted to talk, the staff was supposed to talk with them, engage them 
in activities to keep them busy.-If the resident did not want to talk, the staff was not to force them. During an 
interview on 10/7/25 at 3:36 P.M., the Psych NP said:-Resident #2 had been doing so well for so long, 
he/she was really upset that the resident self-harmed.-He/she had not been working with the resident for 
long as he/she just picked up the facility in August 2025, but he/she had seen him/her recently and the 
resident was very proud of going so long without self-harming.-The resident had a small behavior and the 
Psych NP saw him/her on 9/19/25 briefly, just to let the resident vent.-The resident had been using his/her 
coping mechanisms well, drawing and voicing his/her feelings to staff.-He/she did not see anything alarming 
when they spoke the day of 9/19/25.-He/she did not make a note that day as they just spoke briefly, and 
things seemed to be good.-The staff did notify him/her of the incident.-He/she was not aware the CNA sitting 
one-to-one with the resident on 9/19/25 kept the door shut during the night.-He/she would have expected the 
CNAs keep the door open and be able to see the resident at all times, documenting per the policy. During an 
interview on 10/8/25 at 1:45 P.M., the facility Administrator and DON said:-CNA A was sitting with the 
resident on the night he/she self-harmed and knew better than to keep the door closed.-CNA A should have 
followed the resident out of the room when he/she left the room to go get help from LPN A.- LPN A and CNA 
A did not handle the situation or the resident as expected and were both terminated. -The expectation was 
that CNA A remained inside the resident's room at all times during one-to-one staff observation, followed the 
resident out of the room when he/she left the room, and that LPN A would have shown more urgency when 
the resident stated he/she was in distress, including asking questions of the resident, providing 
non-pharmacological interventions and more closely assessing the resident's physical state. -Given the 
resident had told LPN A he/she was in distress, the DON and Administrator would have expected LPN A to 
have noticed the resident had a pillowcase wrapped around his/her arm and immediately intervened instead 
of preparing a PRN medication.-CNA A had been educated on staying with the resident inside the room and 
never closing the door when on one-one staff observation. There was no reason CNA A should have closed 
the door and/or not had the resident within his/her sight at all times. MO002621570
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