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Kearsley Rehabilitation and Nursing Center 2100 North 49th Street
Philadelphia, PA 19131

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** 47973

Based on review of clinical records, observations, and staff interviews, it was determined that the facility did 
not complete a comprehensive care plan for one of five residents reviewed (Resident CL1).

Findings include:

Interview with Resident R1 conducted on March 13, 2024, at 10:00 a.m. revealed that at nighttime, someone 
screams in the hallway and wakes me up every night.

Interview with Resident R2 on March 13, 2024, at 10:05 a.m. revealed that at approximately 3:00 a.m. a 
resident yells and disturbs everyone's sleep. Resident R2 stated, it is impossible to sleep through the 
screaming.

Interview with Resident R4 on March 13, 2024, at 10:20 a.m. revealed that Resident CL1 screams every 
night, waking everyone up. It is unbearable.

Review of Resident CL1's clinical record revealed that Resident CL1 was admitted to the facility on [DATE], 
with diagnoses including cardiogenic shock (heart cannot pump enough blood and oxygen to the brain and 
other vital organs) and dementia (a group of thinking and social symptoms that interferes with daily 
functioning).

Further review revealed a progress note, dated February 16, 2024, resident slept in bed quietly with signs of 
agitation and yelling this night.

Interview with Charge Nurse on the 7-3 p.m. shift, Employee E3, on March 13, 2024, at 12:33 p.m. revealed 
that, several times, the night charge nurse reported that Resident CL1 was being disruptive during the 
nighttime. Further interview confirmed that Resident CL1 did not have a care plan in place for his disruptive 
behaviors.

Interview with the Nurse Supervisor on the 7-3 p.m. shift, Employee E4, on March 13, 2024, at 12:35 p.m. 
revealed that the nighttime nurse, Employee E5, previously reported that Resident CL1 was agitated at 
nighttime and screams. Further interview confirmed that Resident CL1 did not have a care plan in place for 
his disruptive behaviors.

(continued on next page)
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Kearsley Rehabilitation and Nursing Center 2100 North 49th Street
Philadelphia, PA 19131

F 0656

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Interview with the Nurse Supervisor on the 11-7 a.m. shift, Employee E6, on March 13, 2024, at 12:41 p.m. 
revealed that some nights, [the Resident CL1] screams, this is how we know it was time to take him to the 
nursing station and give him a snack. Then he would calm down and go back to bed. Employee E6 
confirmed that a care plan was not developed for Resident CL1's nighttime disruptive behaviors.

Review of Resident CL1's Care Plan date initiated, January 22, 2024, revealed that there were no focus, 
interventions, and outcomes (goals) care planned for Resident CL1's disruptive nighttime behaviors. 

28 Pa Code 211.10 (c)(d) Resident care policies
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