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Beadles Nursing Home 916 Noble
Alva, OK 73717

F 0656

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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** Based on
observation, record review, and interview, the facility failed to ensure comprehensive care plan was
developed for 1 (#14) of 23 sampled residents reviewed for care plans.The administrator identified 45
residents resided in the facility. Findings: On 01/12/26 at 12:54 p.m., Resident #14 was observed to
be unable to hear what was being said. Hearing aides were observed on their table. A comprehensive
care plan policy, dated 05/25/23, read in part, [NAME] Nursing Home will develop and implement a
comprehensive person-centered care plan for each resident, consistent with the resident rights set
forth in the section on resident's rights, which includes measurable objectives and timeframes to
meet a resident's medical, nursing, and mental and psychosocial needs that are identified in the
comprehensive assessment. An admission assessment, dated 12/12/25, showed Resident #14 was
admitted on [DATE]. The care planning decisions showed delirium, cognitive loss/dementia,
communication, urinary incontinence and indwelling catheter, falls, nutritional status, dental care,
pressure ulcer, and psychotropic drug use. There was no care plan developed for the care areas
within seven days of completion of the admission assessment for Resident #14 located in the clinical
record. On 01/13/26 at 1:31 p.m., minimum data set coordinator #1 stated they missed completing the
comprehensive care plan for Resident #14.
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