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§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to develop a plan of care that included an
assessment and documentation of an incident for
one of two sampled residents (Resident 1) after
being struck accidentally on the shoulder by
another resident (Resident 2). This dsficient
practice had the potential to place the resident at
risk for lack in continuity of care.

Findings:

During an unannouncead visit for an Entity
Reported Incident (ERI) on September 26, 2016
at 10:15 a.m,, it was reported to the Department
that Resident 2 struck Resident 1's shoulder
while agitated, which took place in front of
Nurse's station 1.

A review of the facility's incident investigation
form indicated Resident 2 became very agitated,
tried to leave the facility, and she began to strike
out by swinging her arms. According to the
investigation, Resident 2 accidentally made
contact with Resident 1's shoulder. Resident 1
remained in the facility. Resident 2 was
transferred to the acute care hospital for further
evaluation.

During an interview and record review with the
Director of Nursing (DON), dated September 26,

- this deficlency does not recur:
Under the supervision of the DON, Licensed Nurses
were in-serviced regarding facility policy for resident
care plans and importance of hursing assessments and
documentation which are to be done on care plans in
a timely manner.

Medical Records will audit on a daily basls for any
change of conditions to ensure that ¢are plans are all
done and completed.
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2016 at 2:56 p.m., indicated there was no injuries
to either of the residents. However, Resident 1's
care plans did not include documentation about
the incident that took place between him, and
Resident 2. The DON stated she did not initiate a
care plan for Resident 1 after the incident
because Resident 1 was okay.

Areview of the facility's undated policy titled
"Reporting Accidents/Incidents” indicated

i incidents and accidents shall be reported to the

charge nurse and documentation on the
accident/incident report as soon as they occur.
The charge nurse handling the report shall be
responsible for the completeness and accuracy of
the information contained in the report. Nursing
assessment and documentation of incident shall
be done on care plan entry.
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