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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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

45174

Based on record review and staff interview the facility failed to develop and implement a comprehensive 
person-centered care plan with measurable objectives for each resident related to resident's behaviors. This 
is true for two (2) of two (2) residents reviewed for behavioral care plans. Resident Identifiers: Resident #43 
and Resident #6. Facility Census: 59

Findings Include:

a)Resident #43 

During a review of the reportable dated 04/08/24, Resident #43's incident was as follows: 

Reported to this nurse per restorative aide that resident was sitting in quiet lounge beside another resident 
(2935) touching her, when he put his hand in her face and she bit him on the pointer finger. Residents 
separated, small red bite mark to pointer finger on 2935 has since dissipated. (Physician name) made aware 
and verbalized understanding. POA( Power of Attorney) (name) contacted and verbalized understanding.

Further review of the care plan with an initiated date 12/20/22 and revision date 01/11/13 no behavioral 
focus, goal or interventions were implemented after the 04/08/24 incident. 

During an interview on 05/06/24 at 11:40 AM,the Administrator acknowledged the care plans did not reflect 
appropriate behavioral interventions. 

b) Resident #6

A review of the reportable dated 04/30/24, reported the following:

CNA reported to this nurse that while resident was in A hallway by clean linen door, she punched resident 
#52 in the right stomach/hip area. Per report from CNAs resident #6 stated after she punched the other 
resident that They are thieves. Residents were immediately separated. Residents went separate directions 
down the hall. Resident sitting in wheelchair in quiet lounge conversing with another resident at this time, will 
continue with current plan of care. Residents' hands assessed at this time and noted to be per baseline for 
resident. No increased pain or swelling noted at this time, will continue with current plan of care.
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Further review of the care plan initiated on 08/24/22 and revised on 02/22/24, found there were no behavioral 
focus, goal or interventions were implemented after the 04/30/24 incident.

During an interview on 05/06/24 at 11:40 AM, the administrator acknowledged the care plans did not reflect 
appropriate behavioral interventions.
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