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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to ensure that the attending physician was notified of a 
change in condition ([COC] a sudden, clinically important deviation from a patient's baseline in physical, 
cognitive (ability to think, understand, learn, and remember) behavioral, or functional status which without 
immediate intervention, may result in complications or death ) for one of three sampled residents (Resident 
1), after Resident 1 reported being struck and expressed fear, indicating a psychosocial change ( shifts in a 
person's thoughts, feelings, behaviors, and relationships) in condition. This failure had the potential to delay 
or prevent medical and mental health evaluation, resulting in unaddressed psychosocial distress, continued 
fear, lack of appropriate interventions, and increased risk to resident safety and well-being.Findings:During a 
review of Resident 1's admission Record, the admission Record indicated Resident 1 was initially admitted to 
the facility on [DATE] and readmitted on [DATE] with diagnoses including major depressive disorder (a 
serious mood disorder causing persistent sadness, hopelessness, and loss of interest in activities). During a 
review of Resident 1's History and Physical (H&P) dated 10/18/2025, the H&P indicated Resident 1 had the 
capacity to understand and make own decisions. During a review of Resident 1's Minimum Data Set 
([MDS]resident assessment tool) dated 11/19/2025, the MDS indicated Resident 1 had moderate cognitive 
impairment (problems with memory and thinking and dependent (helper does all of the effort, resident does 
none of the effort to complete the activity) for oral care, toileting hygiene, and shower/bathe self. During an 
interview on 12/16/2025 at 8:32 a.m. with Resident 1, Resident 1 stated that he could not recall the allegation 
of an unknown black male striking him in the stomach and was unable to provide additional details related to 
the reported incident. Resident 1 stated I feel safe while you were here, but I won't feel safe when you leave, 
because he believes nothing will be done to address his concerns when surveyor leave. During a concurrent 
interview and record review on 12/16/2025 at 10:10 a.m. with License Vocational Nurse (LVN) 1, Resident 
1's Care Plan was reviewed, the Care Plan indicated that there was no documentation indicating Resident 
1's care plan was reviewed or updated in response to the resident's reported allegation of unknown black 
male striking him in the stomach. LVN 1 stated that he was first made aware of the alleged allegation on 
12/9/2025 at approximately 9:00 a.m. to 10:00 a.m. by the ombudsman (an official appointed to investigate 
individuals' complaints). LVN 1 stated that the ombudsman informed him that Resident 1 reported that an 
unknown black man struck him, in the stomach, and that the date of the alleged incident could not be 
verified. LVN 1 stated that if a resident reports being struck and expressing fear, it would be considered a 
change in condition including a psychosocial change. LVN 1 stated that when a resident experiences a 
change in condition, the primary physician should be notified, the notification should be documented, and the 
resident's care plan should be reviewed and updated to address the identified concern. LVN 1 stated that 
failure to notify the physician and update the care plan could result in the residents' needs not being 
addressed, including unresolved fear, psychosocial distress, and lack of appropriate medical or mental 
health interventions. LVN 1 stated that he did not notify Resident 1's physician or document the incident 
because he believed it was not required, explaining that the resident has a history of making similar 
statements or allegations and that he therefore did not feel documentation was necessary. During an 
interview on 12/16/2025 at 10:30 a.m. with Registered Nurse Supervisor (RNS), the RNS stated that she was 
first made aware of the alleged incident on 12/9/2024 at approximately 2:00 p.m. by the Social Service 
Director (SSD). The RNS stated that the SSD stated that Resident 1 had reported that a black man came 
into his room and hit him in the stomach. The RNS stated that a resident reporting being struck and 
expressing fear would be considered a change in condition, including a psychosocial change. The RNS 
stated that when a resident experiences a change in condition, residents' physician should be notified, the 
notification should be documented, and the resident's care plan should be reviewed and updated to reflect 
the identified needs. The RNS stated that failure to follow these procedures could result in the residents' 
needs not being appropriately addressed, including continued fear, unresolved psychosocial distress, delay 
in medical or mental health evaluations, and staff being unaware of interventions necessary to ensure the 
resident's safety and well-being. The RNS stated that it was her role and responsibility to ensure that staff 
review and update resident's care plans. During an interview on 12/16/2025 at 11:00 a.m. with the Director of 
Nursing (DON), the DON stated that her role and responsibilities includes oversight of nursing operations, 
including supervision of nursing staff, ensuring compliance with facility policies and procedures, and ensuring 
appropriate follow-up when residents experience a change in condition. The DON stated that if a resident 
reports being struck and expressing fear a change in condition would be considered, including a 
psychosocial change. The DON stated that when a resident has a change in condition, physician should be 
notified, the notification should be documented, and the resident's care plan should be reviewed and updated 
to reflect the identified needs. The DON acknowledged that the change in condition was not documented, 
Resident 1's physician was not notified, and the resident's care plan was not reviewed or updated as 
required. The DON stated that these actions should have occurred in accordance with the facility's policies 
and procedures. The DON stated that she believed this represented a system failure, rather an isolated 
individual failure, due to a breakdown in communication and follow-through among nursing staff. The DON 
stated that failure to document a change in condition, notify the physician, and update the care plan could 
result in delayed medical or mental health evaluation, unaddressed psychosocial distress, lack of appropriate 
interventions, and increased risk to resident safety and well-being. During a review of Resident 1's 
Psychological Consultation, dated December 2025, the Psychological Consultation, indicated that Resident 1 
shared that he feels unsafe and persecuted by others based on race. Resident 1 shared that he believes that 
people of a darker skin color were conspiring against him to harm him. During a review of the facility's policy 
and procedure (P&P) tilted, Change in a Resident's Condition or Status, [undated], the P&P indicated, Our 
facility shall promptly notify the resident, his or her Attending Physician, and representative (sponsor) of 
changes in the resident's medical/mental condition and/or status (e.g., changes in level of care, 
billing/payments, resident rights etc.).
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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.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to ensure the comprehensive care plan (a personalized, 
written guide detailing a patient's health status, specific needs, goals, and the nursing actions [interventions]) 
was developed and implemented for one of three sampled residents (Resident 1) following a change in 
condition ([COC] a sudden, clinically important deviation from a patient's baseline in physical, cognitive 
(ability to think, understand, learn, and remember) behavioral, or functional status which without immediate 
intervention, may result in complications or death), when Resident 1 reported being struck and expressed 
fear, indicating a psychosocial change ( shifts in a person's thoughts, feelings, behaviors, and relationships) 
in condition. This deficient practice had the potential to result in staff being unaware of the residents' 
psychosocial and safety needs leading to inconsistent care, lack of protective interventions, continued fear, 
unaddressed psychosocial distress, and increased risk to resident safety and well-being. Findings: During a 
review of Resident 1's admission Record, the admission Record indicated Resident 1 was initially admitted to 
the facility on [DATE] and readmitted on [DATE] with diagnoses including major depressive disorder (a 
serious mood disorder causing persistent sadness, hopelessness, and loss of interest in activities). During a 
review of Resident 1's History and Physical (H&P) dated 10/18/2025, the H&P indicated Resident 1 had the 
capacity to understand and make own decisions. During a review of Resident 1's Minimum Data Set 
([MDS]resident assessment tool) dated 11/19/2025, the MDS indicated Resident 1 had moderate cognitive 
impairment (problems with memory and thinking and dependent ( helper does all of the effort, resident does 
none of the effort to complete the activity) for oral care, toileting hygiene, and shower/bathe self. During an 
interview on 12/16/2025 at 8:32 a.m. with Resident 1, Resident 1 stated that he could not recall the allegation 
of an unknown black male striking him in the stomach and was unable to provide additional details related to 
the reported incident. Resident 1 stated I feel safe while you were here, but I won't feel safe when you leave, 
because he believes nothing will be done to address his concerns when surveyor leave. During a concurrent 
interview and record review on 12/16/2025 at 10:10 a.m. with License Vocational Nurse (LVN) 1, Resident 
1's Care Plan was reviewed, the Care Plan indicated that there was no documentation indicating Resident 
1's care plan was developed and implemented after Resident 1's reported allegation of an unknown black 
male striking him in the stomach. LVN 1 stated that he was first made aware of the alleged allegation on 
12/9/2025 at approximately 9:00a.m. to 10:00 a.m. by the ombudsman (an official appointed to investigate 
individuals' complaints). LVN 1 stated that the ombudsman informed him that Resident 1 reported that an 
unknown black man struck him, in the stomach, and that the date of the alleged incident could not be 
verified. LVN 1 stated that if a resident reports being struck and expressing fear that it would be considered a 
change in condition including a psychosocial change. LVN 1 stated Resident 1's care plan should be 
reviewed and updated to address the identified concern. LVN 1 stated that failure update the care plan could 
result in the residents' needs not being addressed, including unresolved fear, psychosocial distress, and lack 
of appropriate medical or mental health interventions. During an interview on 12/16/2025 at 10:30 a.m. with 
Registered Nurse Supervisor (RNS), the RNS stated that she was first made aware of the alleged incident on 
12/9/2024 at approximately 2:00 p.m. by the Social Service Director (SSD). The RNS stated that the SSD 
stated that Resident 1 had reported that a black man came into his room and hit him in the stomach. The 
RNS stated that a resident reporting being struck and expressing fear would be considered a change in 
condition, including a psychosocial change. The RNS stated that when a resident experiences a change in 
condition, resident's care plan should be reviewed and updated to reflect the identified needs. The RNS 
stated that failure to follow these procedures could result in the residents' needs not being appropriately 
addressed, including continued fear, unresolved psychosocial distress, delay in medical or mental health 
evaluations, and staff being unaware of interventions necessary to ensure the resident's safety and 
well-being. The RNS stated that it is her role and responsibility to ensure that staff review and update 
resident's care plans. During an interview on 12/16/2025 at 11:00 a.m. with the Director of Nursing (DON), 
the DON stated that if a resident reports being struck and expressing fear a change in condition would be 
considered, including a psychosocial change. The DON stated that when a resident has a change in 
condition, resident's care plan should be reviewed and updated to reflect the identified needs. The DON 
acknowledged that the change in condition was not documented, and the residents' care plan was not 
reviewed or updated as required. The DON stated that failure to update the care plan could result in delayed 
medical or mental health evaluation, unaddressed psychosocial distress, lack of appropriate interventions, 
and increased risk to resident safety and well-being. During a review of Resident 1's Psychological 
Consultation, dated December 2025, the Psychological Consultation, indicated that Resident 1 shared that 
he feels unsafe and persecuted by others based on race. Resident 1 shared that he believes that people of a 
darker skin color were conspiring against him to harm him. During a review of the facility's policy and 
procedure (P&P) titled, Reviewing and Revising the Care Plan, [undated], the P&P indicated, The purpose of 
this procedure is to provide a consistent process for reviewing and revising the care plan for those residents 
experiencing a status change.
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