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Myrtle Point Rehabilitation & Care 637 Ash Street
Myrtle Point, OR 97458

F 0600

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

25504

Based on interview and record review it was determined the facility failed to follow care plan interventions to 
ensure residents were free from physical abuse for 1 of 6 sampled residents (#2) reviewed for abuse. This 
placed residents at risk for physical abuse. Findings include:

Resident 2 was admitted to the facility in June 2019 with diagnoses including dementia.

Resident 1 was admitted to the facility in June 2022 with diagnoses including dementia with agitation.

Review of a progress note dated 7/17/23 at 4:45 PM, stated Resident 1 was observed to slap a resident on 
the left hand.

Review of Resident 1's care plan updated 7/17/23, stated Resident 1 was to be at arms length away from 
other residents.

Review of a facility investigation dated 7/21/23, stated Resident 1 had a history of striking out at other 
residents, verbal comments and aggression. The investigation indicated Resident 1's care plan would be 
updated to keep Resident 1 at arms length away from other residents and abuse was ruled out. 

Review of a Facility Reported Incident (FRI) dated 7/24/23, stated on 7/23/23 Resident 2 was wheeled past 
Resident 1 in front of the nursing station when Resident 1 struck Resident 2 on the left side of the face. No 
injuries were noted to Resident 2. The report indicated the residents were separated and staff was instructed 
to ensure Resident 1 was not to close to other residents.

Review of the facility's incident investigation dated 8/3/23, stated Resident 1 struck Resident 2 while passing 
by the nursing station. The investigation indicated abuse was ruled out and the incident was closed. The 
investigation did not indicate whether Resident 1's care plan interventions were followed or not.

Review of Resident 1 and Resident 2's progress notes revealed no documentation of the incident.
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Myrtle Point Rehabilitation & Care 637 Ash Street
Myrtle Point, OR 97458

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

In an interview on 9/4/24 at 11:30 AM, Staff 1 (Administrator) and Staff 2 (DNS) indicated they were not 
employed at the facility when the incident on 7/23/23 occurred. Staff 1 and Staff 2 acknowledged Resident 2 
was struck in the face by Resident 1 on 7/23/23. Staff 1 and Staff 2 also acknowledged Resident 1's care 
plan was not followed after the 7/17/23 incident, which led to the incident on 7/23/23.
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