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INITIAL COMMENTS

The following reflects the findings of the
Department of Public Health during a facility
reported incident investigation.

Complaint #: CA00482411 ^ Substantiated
CAG04822g7' Substantiated

Category: Resldent/Patient/CIient Abuse

Representing the Department of Public Health:
28074
36602

36635

This inspection was limitedto the specific
components investigated and does not represent
the findings of a full inspection of the facility.
483.20(d), 483.20(l<)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
m^ical, nursing, and mental and psychosocial
needs that are Identified In the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
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1.) Resident1 and the alleged abuser
were Immediately separated bystaff.
Licensed Nurse performed physical
assessment, no injury noted.
Physician and Conservator of resident
1 and alleged abuser notified. Close
monitoring of resident 1 was indicated
times 72 hours and completed
including Neuro checksfor further
complications. Alleged abuser was
placed on 1:1 continuous observatior^
for two hours then on Q15 ttltioVos
observation for two hours to prevent
further escalation of behavior. The

Physician ordered new medication to
decrease Assaultive behavior of
alleged abuser on 3/31/16.
Resident 2 was newly admitted from
an acute Psychiatric Facility. Resident
2 and alleged abuser were
Immediately separated. Licensed staff
performed physical assessment to
Resident 2, no injury noted. Resident
2 was put on Neuro Checks for 72
hours for safety precaution and
monitored for further complication.

Alleged abuser was placed on 1:1
continuous observation times two

hours then Q15 fortwo l^gurs to
prevent further e?<^SSons of
behavior. The Physician ordered new
medication to decrease assaultive

behavior of alleged abuser on
3/29/16.
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Any deficiency ending with an asterisic (*) denotes a deficiency which tlie institution may beexcused from correcting providing itisdetermined that
other safeguards provide sufficient protection to thepatients. (See instructions.) I:xcept for nursing homes, the findings stated above are dlsdosable 90days
following thedate ofsurvey whether ornot e plan ofcorrection is provided. For nursing homes, theabove findings and plans ofcorrection are disdosabie 14
days following thedate these documents arcmade available tothefacility. If deficiencies arecited, anapproved plan ofcorrection is requisite tocontinued
program partldpdtion.
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