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F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to immediately consult with the resident's physician when there 
was a significant change in the resident's mental and psychosocial status (that is, a deterioration in health, 
mental, or psychosocial status in either life-threatening conditions or clinical complications) for one (Resident 
#1) of four residents reviewed for notification of changes.

The facility failed to immediately notify the physician/provider when Resident #1 was found with the belt of 
her robe around her neck and tied to her bed rail on 05/31/2025. 

This failure could result in decreased continuity of care, and a delay in needed treatment and services.

Findings include:

Review of Resident #1 face sheet dated 06/02/2025 reflected a 52- year-old woman re-admitted on [DATE] 
with original admission date of 02/25/2025 with diagnoses of bipolar disorder (mental health condition 
characterized by extreme mood swings), generalized anxiety disorder (mental health condition characterized 
by persistent and excessive worry), mild cognitive impairment (condition where individuals experience 
noticeable but not severe memory and thinking problems), paranoid schizophrenia (mental health condition 
characterized by delusions and hallucinations), schizoaffective disorder (bipolar type) (mental health 
condition with symptoms of both schizophrenia and bipolar disorder), paranoid personality disorder (mental 
health condition characterized by pattern of distrust or suspicion of others as have malicious intentions), and 
legal blindness. 

Review of Resident #1 discharge MDS date 05/25/2025 reflected Resident #1 had a memory problem and 
had moderately impaired daily decision making. 

Review of Resident #1 psychological service progress note reflected Resident received initial diagnostic 
assessment on 03/12/2025 and established treatment goals. 

Review of Resident #1 social services assessment dated [DATE] reflected Resident #1 was re-referred to 
psychiatric and psychological services for medication management and emotional support following 
readmission from hospital stay. 
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Residents Affected - Few

Review of Resident #1 care plan dated 04/03/2025 reflected Resident #1 had a potential for psychosocial 
well-being problem related to paranoid schizophrenia and schizoaffective disorder with intervention added 
06/01/2025 that Resident #1 was placed on 1:1 for self-harm attempt. Resident #1 care plan dated 
06/02/2025 reflected Resident had ineffective coping related to bipolar, schizophrenia and depression. 
Interventions included psych services as indicated and ordered. 

Review of Resident #1 progress note by RN A dated 05/31/2025 at 11:43 PM reflected a CNA called RN A 
into Resident #1's room and that Resident #1 had tied her neck with belt of her nightgown and tied it to the 
bed rail and applied slight traction and stated she did not want to live. RN A's note read that the belt was 
removed, and Resident #1 was assessed with no changes in her vital signs. RN A's note read that on-call 
(ADON) was contacted and Resident #1 was put on 15-minute checks. 

Further review of Resident #1 progress note, by DON dated 06/01/2025 reflected that 1:1 was initiated, and 
DON notified NP at 8:32 AM. 

Review of 15-minute check sheet for Resident #1 dated 05/31/2025 to 06/01/2025 reflected Resident #1 had 
no further incidents and remained on 15-minute checks until 8:30 AM on 06/01/2025 and was put on 1:1 
supervision. 

Review of Resident #1's PHQ-9 assessment date 05/30/2025 reflected she had no signs or symptoms of 
depression or thoughts she would be better off death. 

Review of Resident #1's psychological progress note date 05/23/2025 reflected Resident #1 indicated no risk 
factors of suicide or self-injury. 

Review of statement by CNA B dated 06/01/2025 reflected that CNA B reported RN A placed CNA B on 1:1 
with Resident #1 after her self-harm attempt. CNA B reported that she remained on 1:1 with Resident #1 
throughout her shift and during her 30-minute break RN A was 1:1 with Resident #1. 

During an interview on 06/02/2025 at 1:20 PM, LVN F stated that she did not observed any changes or signs 
or symptoms of depression or anxiety with Resident #1. LVN F stated that during her shift on 06/01/2025 
Resident #1 stated she was okay and appeared relaxed. LVN F stated that she assessed Resident #1 for 
suicidal ideation and Resident #1 stated she would never do it again. 

An interview was attempted with CNA B on 06/02/2025 at 1:35 PM, but no call was returned on 05/30/2025. 

During an interview on 06/02/2025 at 2:02 PM, CNA C stated he worked with Resident #1 stated that 
Resident #1 was pleasant during his shift and denied that Resident #1 was tearful. 

During an interview on 06/02/2025 at 2:18 PM, LVN D stated that Resident #1 was not tearful during her shift 
on 05/29/2025. LVN D stated Resident #1 returned from the hospital on this day. LVN D stated that Resident 
#1 was alert and talkative during her shift. LVN D stated that Resident #1 did not mention wanting to harm 
herself and did not mention not wanting to live during her shift. 
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During an interview on 06/02/2025 at 2:26 PM CNA E stated that she worked with Resident #1 on 
06/01/2025 following the incident. CNA E stated Resident #1 was in a good mood and CNA E asked 
Resident #1 how she was feeling and what happened the evening before (05/31/2025). CNA E stated that 
Resident #1 stated that she wanted to harm herself last night but no longer felt that way. CNA E stated that 
she felt Resident #1 was sad when she talked about her family. CNA E stated Resident #1 was not tearful or 
crying during their conversation. CNA E stated that she and LVN F alternated 1:1 with Resident #1. CNA E 
stated that someone was in the room with Resident #1 at all times and if other residents had needs she and 
LVN F would switch. 

During an interview on 06/02/2025 at 2:43 PM, NP stated that she saw Resident #1 on 05/30/2025 and there 
were no indications of suicidal ideation or self-harm. NP denied that the facility reached out to the on-call 
provider on 05/31/2025 after Resident #1 was found with a belt around her neck. NP stated if there was a 
self-harm attempt, she would have expected the facility to communicate to the provider, but not for suicidal 
ideation. 

During an interview on 06/02/2025 at 2:58 PM, RN A stated that the CNA reported that Resident #1 had the 
belt from the nightgown around her neck and the bed rail. RN A stated that the belt was loose around 
Resident #1's neck and he assessed Resident #1 for any injuries, and none were noted. RN A stated 
Resident #1 had no redness or bruising on her neck and her vitals were normal. RN A stated he contacted 
on-call nurse manager who was ADON. RN A stated he did not contact the NP or MD and was instructed by 
ADON to initiate 15-minute checks. RN A stated that MD or NP is contacted when anything happens with a 
resident or if there was an emergency or change of condition. RN A stated in the moment he did not consider 
what happened with Resident #1 an emergency because she was stable, the belt was loose and there were 
no injuries. 

During an interview on 06/02/2025 at 3:10 PM, ADON stated that he received a call from RN A regarding 
suicidal ideation of Resident #1 and instructed RN A to initiate 15-minute checks. ADON stated that he 
understood that Resident #1 expressed suicidal ideation with no plan or action. ADON stated that RN A did 
not report that Resident #1 had a belt around her neck. ADON stated that he expected that RN A would have 
called the provider due to Resident #1's actions. ADON stated that 911 was contacted on 06/01/2025 and 
Resident #1 was declined to be taken by EMS. ADON stated that 911 was called again and Resident #1 
wanted an evaluation, so she was sent out for further evaluation. 

During an interview on 06/02/2025 at 3L25 PM, SW stated that after a resident is readmitted from the 
hospital they were re-referred to psychiatric or psychological services. SW stated that Resident #1 struggled 
with depression and anxiety. SW stated that Resident #1 did not express wanting to harm herself or that she 
wanted to harm herself. SW stated she last saw Resident #1 on 05/23/2025 when she was re-referred to 
psych services after she returned from the hospital. 

During an interview on 06/02/2025 at 3:34 PM the DON stated that she was notified of the incident with 
Resident #1 the morning of 06/01/2025 after she checked in with ADON and ADON stated there was suicidal 
ideation with Resident #1. The DON stated she reviewed the notes and saw it was more than ideation at that 
point. The DON stated that upon investigation with RN A and CNA B that CNA B remained in the room with 
Resident #1 and RN A remained outside of Resident #1's room throughout the remained of their shifts. The 
DON stated she would have expected RN A to notify the provider that Resident #1 was found with a belt 
around her neck and tied to her bed. 
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During interviews on 06/02/2025 between 2:00 PM and 4:12 PM, 4 CNAs, 2 LVNs and 1 RN stated that they 
received an in-service on signs and symptoms of depression, recognizing signs or symptoms of suicidal idea 
and in-service on what to do if a resident has suicidal ideation or suicidal attempt. Interviewed staff listed 
changes in behavior, isolation, stating someone wished they were no long here as signs or symptoms to look 
for. Interviewed staff stated that they would report any of these symptoms or signs to the charge nurse, 
ADON, DON and ADM immediately. Interviewed LVNs and RN stated they would notify the physician 
immediately, as well as the DON and ADM, initiate 1:1 with the resident, remain with the resident and call 
911 for any attempted self-harm displayed by a resident. 

During an interview on 06/02/2025 at 4:54 PM, the ADM stated that the difference between suicidal ideation 
were thoughts, loneliness, sadness and stating one did not want to be here versus a self-harm attempt was 
to have a plan and going from emotion to action. The ADM stated even if a resident could not execute the 
plan, even if they were bed bound, if the resident expressed they had a plan it would be considered an 
attempt. The ADM stated he expected staff to notify the provider for a self-harm attempt. 

Review of in-services reflected in-services was completed with staff on what to do if a resident had suicidal 
ideation and suicidal attempt each dated 06/01/2025. In-service reflected any attempt or suicidal ideation 
need to notify the proper channels and included the resident's nurse, on-call provider, DON and ADM. 

Review of QAPI meeting sign-in dated 06/01/2025 reflected NP, DON, ADON, ADM and corporate leaders 
was held to discussed incident with Resident #1. 

Review of facility policy titled Change in Condition with revision date of 04/2025 reflected [t]here will be 
certain circumstances where immediate attention will be warranted, and nursing will be responsible for 
notifying the appropriate department for evaluation. The nurse shall use his / her clinical judgment and shall 
contact the physician based on the urgency of the situation. The Medical Director shall be notified in the 
event that the Attending Physician or on-call Physician cannot be reached.
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