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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to develop and implement a comprehensive 
person-centered care plan for each resident, consistent with the resident rights, that includes measurable 
objectives and timeframes to meet a resident's medical, nursing, and mental and psychosocial needs that 
are identified in the comprehensive assessment for 1 of 4 residents (Resident #1) reviewed for care plans: 
The facility failed to ensure Resident #1's comprehensive care plan was completed in a timely manner and 
included behaviors she had refusing care or being combative during care. This deficient practice could cause 
confusion for staff members responsible for providing direct care to the residents and place residents at risk 
of receiving improper care and services. The findings included:The findings included: Record review of 
Resident #1's admission record, dated 11/26/25, revealed a [AGE] year-old female resident was admitted to 
the facility on [DATE] with diagnoses including lack of coordination, dementia, and adult failure to thrive. 
Record review of Resident #1's admission MDS assessment, dated 11/07/25, revealed Resident #1's 
cognition was severely impaired. Record review of Resident #1's Comprehensive Care Plan, initiated on 
11/01/25, last revised on 11/18/25, did not contain a focus or interventions for when the resident became 
combative during care. Record review of Resident #1's progress note, dated 11/05/25, stated .Pt (patient) 
aggressive with staff, pending psych eval. written by the physician. Record review of Resident #1's progress 
note, dated 11/05/25, stated Resident refused a.m shower. Multiple attempts made x3 to shower resident. 
Final attempt to shower resident continued to refuse and became combative by scratching and punching 
staff members. RP was notified, vm left. Plan of care continues. Written by RN A. Record review of Resident 
#1's progress note, dated 11/07/25, stated Resident refused scheduled showers for a.m shift. Multiple 
attempts made x3 to get resident to comply with showers but was unsuccessful. Resident did comply with 
peri-care after multiple attempts. RP was notified, VM left. No distress noted. Plan of care continues. Written 
by RN A. Record review of Resident #1's progress note, dated 11/12/25, stated RP returned phone call to 
this nurse. RP stated that resident was resistant of care and forcefully pulling hands away when RP was 
attempting to provide nail care and trim residents very long nails. RP stated resident pulled her hands away 
several times and in the process hit herself in the face. RP was notified of the bruise to this residents face as 
well as the skin tear to residents hand. Resident denies pain when asked and shows no signs of distress. 
She is resting peacefully in bed at this time. Written by MDS Coordinator. Record review of Resident #1's 
psych noted, dated 11/12/25, stated Staff report Patient is aggressive, combative during care. She is refusing 
her PO meds. She is not eating good as well. [AGE] year-old female with h/o Dementia with agitation. 
Written by PMHNP C. Record review of Resident #1's progress note, dated 11/12/25, stated Resident 
refused scheduled shower. Multiple attempts made by staff to shower but was unsuccessful. Bed bath was 
offered and was also refused. Written by RN A. Record review of Resident #1's progress note, dated 
11/24/25, stated This nurse was doing treatment; resident was combative with this nurse and CNA that was 
helping. Resident scratched, hit and bit this nurse, and was hitting CNA. Dressing was changed and intact. 
Told residents nurse to monitor behaviors. Written by Treatment Nurse B. During an interview on 11/26/25 at 
2:32 p.m. Treatment Nurse B stated Resident #1 was sometimes not calm during care and would fight staff. 
She stated 2 staff went into the residents room for care. She stated the aides would call the nurse to come 
talk to the resident if she was refusing care like a shower and if she became combative they would stop care 
and return at a later time to try again. She stated the resident had recently bit and scratched her. The nurse 
raised her arm to show a purplish raised area on her forearm. During an interview on 11/26/25 at 3:00 p.m. 
Resident #1's RP stated she was a difficult patient because she will scratch and lash out at staff. Resident 
#1's RP stated she does a lot of self-inflicting scratches due to her long nails and behaviors. Resident #1's 
RP stated she experienced trauma in the past, had anxiety, and would pick at herself or lash out. The RP 
stated they would redirect Resident #1 and ask her to rub her hands to warm them up instead. During an 
observation on 11/26/25 at 3:16 p.m. Resident #1 was laying in bed scratching her arm, constantly rubbing 
her arms together, and picking under her nails. During a joint interview on 11/26/25 at 4:15 p.m. The SW and 
the MDS Coordinator stated they would normally complete a care plan meeting and comprehensive care 
plan for residents within 21 days of them being admitted to the facility. They stated they added a focus area 
on 11/26/25 day for the resident resistance to care and behaviors because they had not done it prior and 
should have. They stated there was an incident on 11/12/25 where the resident was being combative and hit 
herself in the face while her nails were being trimmed. The SW stated she was busy working between two 
buildings and just had not had a chance to add the focus area. They stated the care plan should be updated 
to help staff know what the interventions were to care for the resident. During an interview on 11/26/25 at 
4:27 p.m. the DON stated Resident #1 was known to be combative with staff during care. The DON stated 
they had psychiatry visit the resident and she was on anti-anxiety medication for about 1 week. The DON 
stated the care plan should have been updated after the incident on 11/12/25. The DON stated it was 
important to update the care plan so the interdisciplinary team would all be on the same page of how to care 
for the resident. Record review of the facility's policy, titled Care Plans, Comprehensive Person-Centered, 
dated 12/2020, stated Policy Statement: A comprehensive, person-centered care plan that includes 
measurable objectives and timetables to meet the resident's physical, psychosocial and functional needs is 
developed and implemented for each resident. 8.The comprehensive, person-centered care plan will: g. 
Incorporate identified problem areas; h. Incorporate risk factors associated with identified problems. 13. 
Assessments of residents are ongoing and care plans are revised as information about the residents and the 
residents' conditions change.
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