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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**
 Based on observation, interview and record review, the facility failed to develop a comprehensive person-centered plan of
 care for two of two sampled residents (1, 2) involved in an altercation. This failure had the potential risk for the safety of both
residents (1, 2) and not meeting their needs. Findings: On 8/4/2020 at 2:21 P.M., the Department received a
 reported incident, which indicated, an altercation between two residents, which involved Resident 2 pouring juice on
 Resident 1. On 8/11/2020, at 10:14 A.M., an unannounced visit to the facility was conducted. 1. Resident 1 was admitted to
 the facility on [DATE] with [DIAGNOSES REDACTED]. 2. Resident 2 was admitted to the facility on [DATE] with [DIAGNOSES
 REDACTED]. A concurrent observation and interview was conducted with Resident 1 on 8/11/2020 at 2:23 P.M. Resident 1 was
 reclining in bed, and had a calm demeanor. Resident 1 stated, I feel ok, I don't remember the incident, I am not hurt. I
 feel safe here. There was no opportunity to observe or interview Resident 2 as the Resident was not in the facility. A
 review of Resident 1's medical record was conducted on 8/11/2020 at 11:34 A.M. There was no care plan developed for
 Resident 1 related to the altercation. A review of Resident 2's medical record was conducted on 8/11/2020 at 11:36 A.M.
 There was no care plan developed for Resident 2 related to the altercation. A concurrent record review and interview was
 conducted with the Quality Assurance Nurse (QA Nurse) on 8/11/2020 at 12:15 P.M. The QA Nurse stated, There is no care plan for
either resident about the altercation; there should be, it is a method of communicating to staff. A review of the
 facility's policy, dated, 9/2013, titled, Care Planning-Interdisciplinary, indicated, .Our facility's Care
 planning/Interdisciplinary Team is responsible for the development of an individualized comprehensive care plan for each
 resident . A review of the facility's policy, dated, 12/2016, titled, Resident-Resident Altercations, indicated, .Policy
 Interpretation and Implementation .2. If two residents are involved in an altercation, staff will .f. make any necessary
 changes in the care plan approaches to any or all of the involved individuals .
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