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Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50363

 Based on observation, interview and record review, the facility failed to update the care plan with a 1:1 
monitor (where one staff member is assigned to continuously monitor a single resident for behaviors, needs, 
etc) for one of four residents (Resident 1) when Resident 1 walked past Resident 2 and hit him in the back of 
his head.

This failure had the potential to result in physical and/or psychosocial harm to other residents.

Findings:

A record review of facility policy titled Care Plan Revisions Upon Status Change copyright 2024 indicated the 
care plan will be reviewed, and revised as necessary, when a resident experiences a status change. Facility 
policy further indicated the Interdisciplinary Team (IDT - a group of facility healthcare professionals who 
collaborate to provide comprehensive care to residents) will discuss the resident condition and collaborate on 
intervention options and the care plan will be updated with the new or modified interventions. 

A record review of Resident 1's Admission Record indicated she was readmitted to the facility on [DATE] with 
diagnoses that included bipolar disorder (a mental illness characterized by extreme shifts in mood, energy, 
and activity levels, including both high and low periods), schizoaffective disorder (a mental health condition 
characterized by symptoms of both schizophrenia (like hallucinations and delusions) and a mood disorder 
(like depression or mania), adjustment disorder with mixed anxiety and depressed mood (a mental health 
condition where an individual experiences an excessive emotional or behavioral reaction to a stressful life 
event or change), and parkinsonism (symptoms can include tremor, bradykinesia (slowed movement), rigidity 
(stiffness), and postural instability).

During a record review of Progress Notes SBAR Note for Providers dated 4/22/25 4:40 pm, indicated 
provider was notified of incident between Resident 1 and Resident 2. Provider recommended a 1:1 until 
further notice. 

During a record review of IDT - Interdisciplinary Post Event Note dated 4/23/25 11:50 am, indicated IDT team 
met and discussed the incident between Resident 1 and Resident 2 on 4/22/25. IDT note further indicated a 
1:1 will be in place until behaviors are decreased. 
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A record review of Resident 1's Care Plan dated 1/31/25 indicated Resident 1 had a history of being the 
aggressor in resident-to-resident altercations. Care plan further indicated interventions included allow 
Resident 1 to express concerns, approach Resident 1 in a calm manner, do not argue with Resident 1, 
attempt to de-escalate, and psychiatry consultation as needed. Care plan did not indicate a 1:1 monitor as an 
intervention for Resident 1.

During a concurrent observation and interview with Certified Nursing Assistant (CNA) A on 4/23/25 at 11:07 
am, CNA A stated she was designated to sit outside of Resident 1's room as her 1:1 monitor after incident 
between Resident 1 and Resident 2 on 4/22/25. CNA A stated Resident 1 had a history of aggressive 
behaviors towards other residents. Observed Resident 1 resting on her side in her bed. CNA A stated she 
did not read or verify interventions in Resident 1's care plan.

During an interview with Director of Nursing (DON) on 4/23/25 at 11:36 am, DON stated Resident 1's 1:1 
monitor should have been updated in her care plan during the IDT meeting that occurred on 4/23/25 in the 
morning. DON stated the 1:1 monitor intervention should have been in Resident 1's care plans each time 
Resident 1 had an aggressive event with another resident. DON confirmed facility should have updated 
Resident 1's care plan to reflect 1:1 monitor intervention as current plan of care. DON confirmed facility did 
not update Resident 1's care plan per facility policy and expectation.

22055612

06/26/2025


