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jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, facility staff failed to ensure the doors on the Tiger Medical Unit, a 
secured unit, were monitored during a fire alarm test which resulted in one resident (Resident #27) eloping 
from the facility at approximate 3:00 P.M. In addition, staff failed to complete hourly face checks for the 
resident, did not check on the resident after he/she missed dinner and smoke breaks, and did not notice the 
resident was missing until 9:00 P.M. Facility staff further failed to properly complete a thorough head count to 
ensure all residents were in the facility after the fire drill when staff were made aware two residents (Resident 
#116 and #112) had left the facility when the unit doors were left unattended and unlocked. Facility staff 
failed to properly store and lock medications to ensure resident safety for six residents (Resident #163, #211, 
#233, #74, #86, and #39) of a sample of 45 residents. The facility census was 231.The administrator was 
notified on 12/5/25 at 6:06 P.M., of an Immediate Jeopardy (IJ) which began on 12/4/25. The IJ was removed 
on 12/5/25, as confirmed by surveyor onsite verification. Review of the facility's Elopement policy, dated 
06/12/24, showed residents who are at risk for elopement receive adequate supervision to prevent accidents, 
and receive care in accordance with their person-centered plan of care addressing the unique factors 
contributing to wandering or elopement risk. Elopement occurs when a resident leaves the premises or a 
safe area without authorization and/or any necessary supervision to do so. The facility is equipped with door 
locks/alarms. Alarms are not a replacement for necessary supervision. Review of the facility's Fire Drill 
Policy, dated 12/27/24, showed the policy did not contain staffing assignments during drills for secured units. 
Further review showed the policy did not address monitoring of doors during fire alarm drills or emergencies. 
1.Review of Resident #27's Medicare 5-Day Minimum Data Set (MDS), dated [DATE], showed staff 
assessed the resident had verbal behaviors towards others, and required supervision or touch assistance 
with eating, walking, transfers, personal hygiene, and bathing. Diagnoses of Anxiety Disorder, Schizophrenia 
(a serious brain disorder causing abnormal reality interpretation, with symptoms like hallucinations (hearing 
voices), delusions (false beliefs), disorganized speech, and impaired thinking), Schizo-affective Disorder 
(Bipolar Type) (a serious mental illness blending symptoms of schizophrenia (psychosis like 
hallucinations/delusions) with bipolar disorder (manic highs and depressive lows), where psychotic 
symptoms occur alongside or even without significant mood episodes), Asthma, and Chronic Obstructive 
Pulmonary Disease (COPD). Review of the resident's care plan, dated 07/23/25, showed staff documented 
the resident had explosive anger, extreme emotional swings, fear of being left alone, impulsive, had 
self-destructive behaviors, concerns for self-harm, and skilled nursing to complete face checks. Review of 
the resident's Elopement Assessment, dated 11/14/25, showed the resident scored a zero, not at risk for 
elopement. Review of the facility's surveillance video showed on 12/4/25 at 2:53 P.M., staff for the Tiger 
Medical Unit could not be observed in the hallway or at the fire exit, during the fire drill. Resident #27 exited 
his/her room and walked straight out the fire exit door by the Business Office. At 2:53:44 P.M., the exterior 
camera footage showed the resident crossed the back parking lot of the facility and entered the woods 
behind the facility.Review of Resident #116's care plan, dated 10/23/25, showed staff documented the 
resident has a history of behavioral challenges that require protective oversight in a secure setting; is at risk 
of elopement; and expresses a desire to leave facility. Eloped from his/her personal window on 10/23/25 at 
12:24 P.M. Monitor resident's location frequently and initiate face-checks if/when necessary. Review of 
Resident #116's Quarterly Elopement Assessment, dated 11/5/25, showed staff assessed the resident as a 
high risk for elopement. Review of Resident 112's Quarterly Elopement Assessment, dated 10/16/25 showed 
staff assessed the resident as not a risk for elopement. Review of Resident #112's care plan, dated 11/3/25, 
showed staff documented staff should provide protective oversight and assist where needed. Observation on 
12/4/25 at 3:00 P.M., showed Dietary Aide (DA) B yelled out the back dining room door Get back in here. 
Observation showed Resident #116 held open the exit door attached to the enclosed fence on Tiger Lane 
and Resident #112 outside the door and fence. Review of Resident #27's hourly face checks, dated 
12/04/25, showed face checks were completed at the following times: 00:43 AM, 02:33 AM, 03:32 AM, 04:43 
AM, 05:04 AM, and 19:50 (7:50 PM). Six hourly face checks were completed out of a possible 24 checks. 
One hourly check was documented as competed after the resident eloped from the facility. Review of the 
resident's Medication Administration Record (MAR), dated December 2025, showed the following for 
12/04/25:- Melatonin Oral Tablet 10 milligrams (mg), Give 10 mg by mouth at bedtime related to insomnia, 
unspecified, at 8:00 P.M., ordered 11/18/25; not administered;- Vitamin D3 Oral Tablet (Cholecalciferol), give 
1000 unit by mouth at bedtime for low vitamin D related to vitamin D deficiency, unspecified; at 8:00 P.M., 
ordered 11/18/25, not administered; - Antipsychotic medication - monitor for dry mouth, constipation, blurred 
vision, disorientation/confusion, difficulty urinating, hypotension, dark urine, yellow skin, nausea/vomiting, 
lethargy, drooling, tremors, disturbed gait, increased agitation, restlessness, involuntary movement of mouth 
or tongue; document every shift related to schizoaffective disorder, bipolar type, started 9/16/24; review 
showed staff documented the assessment was completed for the night shift;- Assess for pain every shift 
every shift, started 09/16/24, review showed staff documented the assessment was completed for the night 
shift;- Behaviors - monitor for the following: itching, picking at skin, restlessness (agitation), hitting, increase 
in complaints, biting, kicking, spitting, cussing, racial slurs, elopement, stealing, delusions, hallucinations, 
psychosis, aggression, refusing care, every day shift and night shift; review showed staff documented the 
assessment was completed for the night shift;- Check mouth after giving medications to observe for cheeking 
meds every shift, started 09/16/24; review showed staff documented the assessment was completed for the 
night shift. Review of the resident's progress notes, dated 12/4/25 at 9:12 P.M., showed staff reported the 
resident did not come to get his/her snack at 9:00 P.M., after a thorough check of the facility the resident 
could not be found. Another resident reported the resident walked out the door/fire exit around 3:00 P.M. 
when the fire alarm went off. Staff documented the Administrator, Director of Nursing (DON), Assistant DON, 
911, and physician had been notified. Staff documented the guardian could not be reached. Review of the 
resident's progress notes, dated 12/4/25 at 10:00 P.M., showed staff documented the police were present 
when the DON arrived at the facility at 10:00 P.M., and confirmed by facility cameras the resident left the 
facility though the unlocked exit door at approximately 3:00 P.M. The police reported that a citizen called and 
said they had picked up a man/woman with the same name, who was walking, and gave him/her a ride to the 
public library. Review of the resident's progress notes, dated 12/5/25 at 1:43 A.M., showed staff documented 
the resident had been found at 1:33 A.M. and had been taken to the emergency room for psychiatric 
evaluation, as he/she reported he/she would not go back to the facility because Jesus had given his/her 
guardianship back. The DON instructed a Certified Nurse Aide (CAN) to take the resident's paperwork to the 
emergency room and sit with the resident per emergency room staff request. Review of the website 
https://forecast.weather.gov showed the temperature to be 19 Degrees Fahrenheit on 12/05/25 at 1:45 A.M. 
During an interview on 12/5/25 at 7:53 A.M., the DON said he/she found Resident #27 around 1:30 A.M. in 
the downtown area and had approached the resident to get him/her back to the facility. The resident refused 
to return and was picked up by law enforcement around 1:45 A.M. and transported to the local hospital for 
psychiatric evaluation and is currently in the hospital. During an interview on 12/5/25 at 9:09 A.M., DA B said 
there had not been any staff assigned to the doors of the unit that the two residents went out of. He/She said 
the facility doesn't usually assign staff to the back door or the back gate during fire drills. The DA said he/she 
knows the doors are unlocked during fire drills. As far as he/she knows, when the fire drill occurred there was 
not a staff member assigned to watch the back door. He/she happened to be walking down the hall, when 
he/she heard the residents (#112 and #116) say let's go, and saw them go out the back door, so he/she 
opened the door and saw the two residents open the door to the fence and start to go through it. He/she 
yelled at the residents to get back in the building. The DA said a staff member did not come and talk to 
him/her after the fire drill. The DA said staff did not watch the exterior locked fence exit, just the inside doors. 
He/she said the administrative staff did not come talk to him/her about the two residents who tried to go 
through the back gate. The DA said he/she did not know another resident got out as well. He/she did not 
report to anyone the two residents got out, or that no staff watched the back exits. During an interview on 
12/5/25 at 9:35 A.M., Resident #116 said it was him/her and Resident #112 that were at the open door 
during the fire drill. He/she knew the fence door would unlock during the fire drill. The resident said staff told 
him/her to come back in the door, so he/she did. The resident said there were not any staff at the dining 
room door, or at the exit door at the fence when the fire alarm went off. During an interview on 12/5/25 at 
9:40 A.M., Resident #112 said it was him/her that went out the fence door when the fire alarm went off. 
He/she did not see any staff. During an interview on 12/5/25 at 9:45 A.M., Resident Care Coordinator (RCC) 
HH said the fire drill notification was sent by text and he/she knew about the drill before the alarm sounded. 
He/She didn't assign a staff member to monitor the exit doors before the alarm went off, but did ask staff to 
watch the doors while the alarm sounded. The RCC said he/she just started asking people to watch doors 
and had to use housekeepers and he/she did not assign anyone to watch the dining room door. There was 
not a staff member available to watch the exit door. The DON did not talk to him/her after the drill. The RCC 
was not aware Resident #27 was missing until 9:26 P.M., when staff told him/her they could not find the 
resident to give him/her a snack. Staff did not notify him/her the resident had missed his/her dinner or 8:00 P.
M., medications. The RCC said the resident missed his/her smoke breaks last night which was not normal. It 
was cold last night when the resident walked down the highway without a shoulder. It can be difficult to 
create a safe and secure environment with two Nurse Aides (NAs) and one Certified Medication Technician 
(CMT). Staff should have completed hourly face checks on the resident. Staff documented the checks were 
completed, and they were not, because the resident was not there. During an interview on 12/5/25 at 10:46 A.
M., the Receptionist said he/she announced the fire drill on the intercom at 2:45 P.M. on 12/4/25. During an 
interview on 12/5/25 at 11:00 A.M., the DON said as soon as the state surveyor came and reported the two 
residents (#112 and #116) outside to him/her, he/she looked at the Medical Records staff and told him/her to 
complete a head count on the unit. The DON said the medical records staff ran to the unit, completed head 
checks and told him/her all residents were accounted for. During an interview on 12/5/25 at 11:26 A.M., the 
Medical Record staff said he/she was not assigned to a door during the drill. The DON came and told 
him/her to contact the two other residents who tried to go out the back gate. The DON told him/her to lay 
eyes on the two residents and to do a bit of a count. He/She can't say that he/she went to each individual 
resident and he/she did not have any other staff count residents with him/her. He/She did not contact RCC 
HH or the aides on the floor, to see if they had completed a resident count and he/she did not see Resident 
#27. During an interview on 12/5/25 at 11:17 A.M., the Business Office Manager (BOM) thought he/she had 
been assigned to the door Resident #27 went out, but did not think he/she got there in time. He/She was not 
notified before the fire drill happened. Typically the aides on the hall monitor the doors. The BOM did not see 
any residents go out the doors, but was not down there exactly at that time. He/she got to the area after the 
fire drill started. During an interview on 12/8/25 at 12:05 P.M., NA D said he/she was the staff over Resident 
#27's unit, the day of the resident's elopement. He/She went on lunch break and was not on the hall during 
the fire alarm test. He/She told CMT C and NA W he/she went to lunch, before the fire drill went off. During 
interviews on 12/5/25 at 11:50 A.M. and 12/8/25 at 12:46 P.M., CMT C said there should be staff by each 
exit door when a fire alarm drill/test is announced to ensure residents do not try to elope. CMT C said NA D 
came and asked to take a lunch on 12/4/25 and he/she told the NA to wait for NA W to get back. NA W 
should have been on the resident's unit if NA D was on break. During the fire drill he/she had to use 
housekeepers to watch the exits, because there was not enough nursing staff to monitor the exits. During an 
interview on 12/5/25 at 11:20 A.M., Resident #165 said Resident #27 was in the dining room on the Tiger 
Lane Medical unit when the fire alarm went off. He/She said after the alarm went off Resident #27 walked out 
the back door by the offices. The resident said there was not any staff by the exit door while the fire alarm 
sounded. During an interview on 12/5/25 at 5:21 P.M., the DON said during a true fire drill, staff should 
monitor the doors and complete a head count afterwards. He/She would have to check on the education 
provided during orientation, but he/she knows education regarding fire drills is provided throughout the year. 
The expectation would be to monitor the doors. He/She could understand why staff didn't during this 
experience. The DON said that since they were just testing to make sure the doors unlock it was not the 
same as when they run true fire drills where staff have to mock evacuate, get fire extinguishers, etc. He/She 
expected if the doors are unlocked, they should be monitored. During an interview on 12/5/2025 at 5:24 P.M.
, the administrator said he/she would expect if a door to a secured unit is unlocked a staff member would be 
present to monitor the door. He/She doesn't know why staff were not at the door. Staff receive education 
regarding fire drills, but he/she does not know if the education covers egress doors. He/She could not find a 
policy for locked secured doors. Staff are expected to ensure doors close, grab a fire extinguisher, evaluate 
the situation, monitor the doors and complete a head count to make sure everyone was safe. Staff should 
have gone downstairs and completed a head count and he/she does not know why they did not. The 
administrator said, We failed, we just failed. 2. Review of the facility's Medication Storage Policy, dated 
05/18/25, showed it is the policy of this facility to ensure all medications housed on our premises will be 
stored in the medication rooms according to the manufacturer's recommendations and sufficient to ensure 
proper sanitation, temperature, light, ventilation, moisture control, segregation, and security. All drugs and 
biologicals will be stored in locked compartments (i.e., medication carts, cabinets, drawers, refrigerators, 
medication rooms) under proper temperature controls. Only authorized personnel will have access to the 
keys to locked compartments. During a medication pass, medications must be under the direct observation 
of the person administering medications or locked in the medication storage area/cart. Observation on 
12/01/25 at 1:14 P.M., showed an unattended pill cup with several medications sat on the counter in 
Resident #163's room. Resident #211, #233, #74 & #86 wandered the hall outside the resident's room and 
Resident #74 and Resident #86 wandered into other residents' rooms. The unattended pill cup contained the 
following medications:-One 150 milligram (mg) Seroquel (antipsychotic medication);-Two tablets of melatonin 
three mg (used to induce sleep);-Two tablets of 500 mg Valproic Sodium (mood stabilizer);-One tablet of 200 
mg Clozapine (antipsychotic medication);-One tablet of 300 mg Clindamycin (antibiotic);-One tablet of 50 mg 
Hydroxyzine (anti-anxiety medication);-Two tablets of 325 mg Acetaminophen. During an interview on 
12/1/25 at 1:30 P.M., RCC 1 said the medications were from the night shift medication pass. CMT C was the 
CMT that administered the medications, and he/she documented the resident received them. During an 
interview on 12/1/25 at 1:43 P.M., CMT C said he/she gave the resident his/her medications last night. 
He/She never takes medications to the resident's room, he/she catches the resident when he/she goes out 
to smoke and gives him/her medications then. He/she must watch the resident, because he/she likes to 
cheek the medications. The CMT said he/she watches the resident swallow his/her medications. If the 
resident had night medications in his/her room, it was not from last night. During an interview on 12/2/25 at 
2:50 P.M., Resident #163 said CMT C left the medications on the sink in his/her room. He/She fell asleep 
before he/she could take them. During an interview on 12/05/25 at 12:14 P.M., NA I said three residents 
wander the unit where the pills were found, and two residents go in and out of residents' rooms. Observation 
on 12/8/25 at 10:37 A.M., showed medications sat on top of the 300 hall medication cart without staff 
present. Five unidentified residents were around the cart with the following medications:-Dulera 
(inhaler);-Albuterol (inhaler);-Flonase (nasal spray);-Duloxetine (antidepressant);-Ventolin 
(inhaler);-Fluticasone (nasal spray). During an interview on 12/8/25 at 10:38 A.M., Resident #39 said staff 
always leave those medications out for resident's that use inhalers as needed in case of an emergency. That 
way the residents do not have to wait on staff, and they can grab them themselves. During an interview on 
12/8/25 at 10:40 A.M., CMT FF said the medications left out are from the morning medication pass, and 
he/she just forgot to put them up. During an interview on 12/8/25 at 1:28 P.M., CMT GG said it is important to 
never leave medications unlocked, because the residents will steal them. During an interview on 12/8/2025 
at 2:44 P.M., RCC HH said staff should make sure residents swallow their medications. Staff should make 
sure the residents don't walk away from the medication cart with the medications. The unit has residents who 
wander in and out of rooms and it is dangerous to have unattended pills on the hall with residents who 
wander. During an interview on 12/8/25 at 4:29 P.M., the DON said staff should watch residents take their 
medications. There is a concern for other residents taking unattended medications. The DON said the unit 
has wanderers who go in and out of other residents' rooms. During an interview on 12/9/25 at 1:28 P.M., the 
administrator said he/she expected the CMTs to watch the residents take their medications. Staff should 
report immediately if they find medication that is unattended. The administrator said that unit does have 
residents that wander. NOTE: At the time of the survey, the violation was determined to be at the immediate 
jeopardy level J. Based on observation, interview and record review completed during the onsite visit, it was 
determined the facility had implemented corrective action to remove the IJ violation at the time. A final revisit 
will be conducted to determine if the facility is in substantial compliance with participation requirements. At 
the time of exit, the severity of the deficiency was lowered to the E level. This statement does not denote that 
the facility has complied with State law (Section 198.026.1 RSMo.) requiring that prompt remedial action to 
be taken to address Class I violation(s). Complaint 2685059
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Ensure that the facility has sufficient staff members who possess the  competencies and skills to meet the 
behavioral health needs of residents.
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potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, facility staff failed train their staff on how to adequately care for 
residents behavioral health needs and two residents, with behavioral health needs, were involved in a 
resident to resident altercation (Resident #22 and #44) and failed to educate staff on resident specific 
behaviors and interventions for seven residents (Resident #170, #19, #27, #116, #129, #163, and #211) of 
35 sampled residents on two units, the women's behavioral health unit and Tiger Lane. The facility census 
was 231. 1. Review of the facility's Behavioral Health Services Policy, revised 10/31/24, showed it is the 
policy of the facility to ensure all residents receive necessary behavioral health services to assist them in 
reaching and maintaining their highest level of mental and psychosocial functioning. Behavioral health 
encompasses a resident's whole emotional and mental well-being, which includes, but is not limited to, the 
prevention and treatment of mental and substance use disorders, psychosocial adjustment difficulty, and 
trauma or post-traumatic stress disorders. The facility will consider the acuity of the resident population. All 
facility staff, including contracted staff and volunteers, shall receive education to ensure appropriate 
competencies and skill sets for meeting the behavioral health needs of residents. Education shall be based 
on the role of the staff member and resident needs identified through the facility assessment. This includes 
residents with mental disorders, psychosocial disorders, or substance use disorders (SUDs), and those with 
a history of trauma and/or post-traumatic stress disorder (PTSD), as reflected in the facility assessment. The 
facility will ensure that necessary behavioral health care services are person-centered and reflect the 
resident's goals for care, while maximizing the resident's dignity, autonomy, privacy, socialization, 
independence, choice, and safety. The facility will ensure that a resident who, upon admission was not 
assessed or diagnosed with a mental or psychosocial adjustment difficulty or a documented history of trauma 
and/or PTSD does not develop patterns of decreased social interaction and/or increased withdrawn, angry, 
or depressive behaviors while residing in the facility. Behavioral health care and services shall be provided in 
an environment that is conducive to mental and psychosocial well-being. Conditions that are frequently seen 
in nursing home residents and may require the facility to provide specialized services and support based 
upon residents' individual needs, include, but are not limited to:-Depression: It is not a natural part of aging, 
however, older adults in the nursing home setting are more at risk than older adults in the community; 
-Anxiety and Anxiety Disorders: There are many types of anxiety disorders, each with different symptoms. 
The most common types of anxiety disorders include Generalized Anxiety Disorder, Social Anxiety Disorder, 
Panic Disorder, Phobias and Post-Traumatic Stress Disorder; -Schizophrenia: Is a serious mental disorder 
that may interfere with a person's ability to think clearly, manage emotions, make decisions and relate to 
others. It is uncommon for schizophrenia to be diagnosed in a person younger than 12 or older than 
40;-Bipolar Disorder: Is a mental disorder that causes dramatic shifts in a person's mood or energy and may 
affect the ability to think clearly.Assessment /Care Planning: The facility utilizes the comprehensive 
assessment process for identifying and assessing a resident's mental and psychosocial status and providing 
person-centered care. The assessment and care plan will include goals that are person-centered and 
individualized to reflect and maximize the resident's dignity, autonomy, privacy, socialization, independence, 
choice, and safety. Staff will: obtain history from medical records, the resident, and as appropriate the 
resident's family and friends, regarding mental, psychosocial, and emotional health; monitor the resident 
closely for expressions or indications of distress; evaluate whether the resident's distress was attributable to 
their clinical condition and demonstrate that the change in behavior was unavoidable; assess and develop a 
person-centered care plan for concerns identified in the resident's assessment; share concerns with the 
interdisciplinary team (IDT) to determine underlying causes of mood and behavior changes, including 
differential diagnosis; accurately document the changes, including the frequency of occurrence and potential 
triggers in the resident's record. -Mental Disorder is a syndrome characterized by a clinically significant 
disturbance in an individual's cognition, emotion regulation, or behavior that reflects a dysfunction in the 
psychological, biological, or developmental processes underlying mental functioning. Mental disorders are 
usually associated with significant distress or disability in social, occupational, or other important 
activities;-SUD is defined as recurrent use of alcohol and/or drugs that causes clinically and functionally 
significant impairment, such as health problems, disability, and failure to meet major responsibilities at work, 
school, or home;-Non-Pharmacological Intervention refers to approaches to care that do not involve 
medications, generally directed towards stabilizing and/or improving a resident's mental, physical, and 
psychosocial well-being;-Trauma results from an event, series of events, or set of circumstances that is 
experienced by an individual as physically or emotionally harmful or life threatening and that has lasting 
adverse effects on the individual's functioning and mental, physical, social, emotional, or spiritual 
well-being;-PTSD occurs in some individuals who have encountered a shocking, scary, or dangerous 
situation. Symptoms usually begin early, within three months of the traumatic incident, but sometimes they 
begin years afterward. Symptoms must last more than a month and be severe enough to interfere with 
relationships or work to be considered PTSD;-Mental Disorder and Psychosocial Adjustment Difficulty refers 
to the development of emotional and/or behavioral symptoms in response to an identifiable stressor(s) that 
has not been the resident's typical response to stressors in the past or an inability to adjust to stressors as 
evidenced by chronic emotional and/or behavioral symptoms. 2. Review of Resident #22's Annual Minimum 
Data Set (MDS), a federally mandated assessment tool, dated 10/08/25, showed staff assessed the resident 
as cognitively intact with diagnoses of schizophrenia, mood disorder, and impulse disorder. Review of the 
resident's care plan, dated 01/13/25, showed staff documented the resident had a long history of mental 
illness and frequent psychiatric hospital admissions; twenty plus years of serious mental illness diagnoses 
and treatment. The resident had a history of mental, physical and sexual abuse. History of aggressive 
behavior, self-harm, easily frustrated and irritable, auditory and visual hallucinations. Staff documented the 
interventions as long-term psychiatric counseling, guardian and IDT team involvement as necessary, use 
CALM techniques (Connect, Affirm, Learn, Manage: use of mindful connection and structured steps to 
manage emotions and situations, often involving deep breathing, self-awareness, and positive reframing. A 
skills-based method for managing impulsive behavior) and behavior programs as needed, and one on one 
interventions as needed. Review showed the resident had the potential to be verbally aggressive related to 
impulse disorder. Staff documented the interventions were for staff to intervene before agitation escalates 
and guide the resident away from source of distress. Review of Resident #44 Quarterly MDS, dated [DATE], 
showed staff assessed the resident as cognitively intact with diagnoses of schizophrenia and post-traumatic 
stress disorder.Review of the resident's care plan, dated 08/11/25, showed staff documented the resident 
was at risk for signs/symptoms related to the diagnosis of Schizophrenia: aggression, anxiety, cannot make 
decisions, delusions (fixed false beliefs that can't be reasoned with), eyes dart back and forth, fearful, 
hallucinations (hearing, seeing, feeling, smelling things that are not there), hard time focusing or showing no 
interest in activities/projects, irritability, poor hygiene, self-isolation and talking to him/her self. Staff 
documented the resident's interventions as notifying charge nurse if staff observed the resident experiencing 
any of the following signs/symptoms of Schizophrenia: hallucinations, delusions, hard time focusing or 
showing no interest in activities/projects, cannot make decisions, poor hygiene, fearful, stays to self, 
irritability, talks to self, mumbles, makes hand gestures as if having a conversation, eyes may dart back and 
forth, anxiety, and aggression. Respect the resident's personal space, residents who hallucinate are often 
fearful of people coming near them. Watch resident closely for signs of anxiety and work with him/her to 
reduce anxiety. Hallucinations are often triggered by anxiety. The resident was at risk for the following signs 
and symptoms due to his/her anxiety diagnosis: cursing, yelling, leg shaking, moving around in or frequently 
getting up and down from his/her chair, nail biting, nervousness, pacing on the unit, restlessness, shaky 
voice, sweating and toe tapping. Staff documented the resident's interventions were to watch for signs before 
the resident loses control, offer activities and offer medication before behavioral outburst. Review of Resident 
#44's nurses notes, dated 12/04/25 at 5:01 A.M., showed the resident continuously agitated and yelling out 
and struck in the head by another resident. Observation on 12/02/25 at 8:40 A.M., showed Resident #22 and 
Resident #44 in a verbal altercation. Both residents used profane language. While the residents continued to 
argue Certified Nurse Aid (CNA) T allowed the residents to go outside together to smoke and supervised the 
residents through a window. The residents continued to yell at each other outside as other residents became 
agitated over the arguments and verbalized their input. CNA T did not intervene or implement interventions 
from either resident's care plan to de-escalate the argument. Observation on 12/02/25 at 9:33 A.M., showed 
the residents' verbal argument escalated inside in the main hallway and CNA T stepped between the 
residents as Resident #44 struck Resident #22 over CNA T. Certified Medication Technician (CMT) GG 
radioed on his/her walkie talkie for the Residential Care Coordinator (RCC), but the RCC did not respond or 
come to the unit. CMT GG did not intervene or implement any interventions after he/she radioed for the 
RCC. CNA T placed Resident #22 in another resident's room to protect him/her from Resident #44. Resident 
#44 knocked medication cups of the medication cart and knocked over a soiled laundry bin cart in the 
hallway then flailed his/her arms and legs at CNA T and attempted to push CNA T out of the way to enter the 
room. CNA T stated to CMT GG he/she needed a break and left the unit. Resident #44 followed CNA T off 
the locked hall and through another locked unit and continued to yell and scream, CMT GG then called a 
code green (is a facility-specific emergency alert for a behavioral/mental health crisis). The DON took 
Resident #44 to his/her office to calm down. CNA T and CNA GG failed to implement any behavior 
interventions from either resident's care plan to de-escalate each resident's behaviors. Review showed 
facility staff did not provide an investigation regarding the incident between Resident #22 and Resident #44 
on 12/2/25. Review of Resident #22's nurses notes, dated 12/02/25 through 12/5/25, showed staff did not 
document the incident that occurred on 12/2/25. Review of Resident #44's nurses notes, dated 12/02/25 
through 12/5/25, showed staff did not document the incident that occurred on 12/2/25.During an interview on 
12/05/25 at 11:27 A.M., Resident #22 said staff always wait until residents start fighting to do anything. 
He/She said, staff just let us yell and then we fight. During an interview on 12/05/25 at 11:32 A.M., CNA T 
said Resident #22 was not baseline because he/she was usually redirectable, but he/she was not this day. 
CMT GG should have helped him/her earlier and called a code green to help deescalate the situation 
because the residents ended up getting physical and Resident #44 walked through two locked units without 
permission. Code greens are subjective because they are different for different people, and it causes an 
issue because they are called too much or not in time. He/She was scared to call codes because 
management had gotten upset because the residents has behaviors every day. He/She was trained on 
de-escalation but not interventions for each resident. During an interview on 12/05/25 at 11:46 A.M., 
Resident #44 said staff refuse to keep us safe, none of us feel safe here. He/She said, I was told by staff to 
fend for myself when I was scared because fights continue to occur. During an interview on 12/08/25 at 1:28 
P.M., CMT GG said a code green should have been called earlier that day, when the situation escalated but 
he/she did not because the RCC did not come to the unit. Resident #44 had behaviors of yelling at other 
residents which was not at his/her baseline so the code should have been called then. He/She does not 
know either resident's interventions only to call a code green. During an interview on 12/08/25 at 3:22 P.M., 
CMT GG said he/she sometimes looks at the care plans but had to figure out how because it was not a 
normal occurrence. He/She said staff are not provided training on how to access the care plans and 
management does not communicate when interventions are updated. He/She does not know Resident #22 
or Resident #44's interventions for de-escalation. During an interview on 12/08/25 at 4:12 P.M., the Crisis 
Prevention Intervention (CPI) educator said he/she does not teach staff when to call codes he/she believed a 
code should be called when staff are fearful, or the situation is not deescalating. He/She said codes should 
be called prior to physical altercation, if it has gotten physical then the situation has gone too far. During an 
interview on 12/09/25 at 9:52 A.M., the Administrator said Code Green should be called when a resident is 
identified to be a threat to themselves or others, when the staff feels there is about to be a behavior crisis, or 
the resident is not at their baseline. Code greens should be called prior to the situation turning physical. In 
this situation a code green should have been called earlier because the resident's behavior was 
argumentative, physical, and not redirectable which is not Resident #44's and the situation had escalated 
and got physical. Any staff can call a code green and to his/her knowledge has not been reprimanded for 
calling a code green. 3. Review of Resident #170's admission MDS, dated [DATE], showed staff assessed 
the resident as cognitively intact with a diagnoses of schizophrenia - bipolar type, attention deficit disorder, 
mood disorder, bipolar disorder, anxiety and major depressive disorder.Review of the resident's care plan, 
revised 10/28/25, showed the resident had a history of behavioral challenges that required protective 
oversight on a secured unit. Staff documented the residents' interventions as staff one on one as needed 
and pharmaceutical interventions as needed. Review showed the resident was at risk for signs/symptoms 
related to the diagnoses of Schizoaffective disorder, bipolar type: aggression, anxiety, cannot make 
decisions, delusions (fixed false beliefs that can't be reasoned with, fearful, hallucinations (hearing, seeing, 
feeling, smelling things that are not there), hard time focusing or showing no interest in activities/projects, 
irritability, poor hygiene, self-isolation and talking to him/her self. Staff documented the resident's 
interventions were notifying charge nurse if you observe the resident experiencing any of the following 
signs/symptoms of Schizophrenia: hallucinations, delusions, hard time focusing or showing no interest in 
activities/projects, cannot make decisions, poor hygiene, fearful, stays to self, irritability, talks to self, 
mumbles, makes hand gestures as if having a conversation, eyes may dart back and forth, anxiety, and 
aggression. Respect the resident's personal space, resident's that hallucinate are often fearful of people 
coming near them. Watch resident closely for signs of anxiety and work with him/her to reduce anxiety. 
Hallucinations are often triggered by anxiety. Review of the resident's admission note, dated 10/17/25, 
showed staff documented the resident had a history of visual and auditory hallucinations. The resident 
believed spirits are after him/her, he/she was irritable and had poor insight. Review of the facility's 
investigation, dated 11/15/25, showed the resident became physical when he/she wanted another residents 
food. Review of the facility's investigation, dated 11/29/25, showed the resident became physical with 
another resident and the resident received treatment at the hospital. Review of the resident's progress notes, 
dated 11/30/25, showed staff documented the resident was the aggressor in the incident. Staff documented 
the resident feels safe and does not have any staff he/she feels safe to share his/her thoughts. Staff 
documented the resident said he/she had no after affects from the incident. Review of the facility's 
investigation, dated 12/04/25, showed the resident became physical with another resident and the resident 
received treatment at the hospital. Review of the resident's progress notes, dated 12/04/25 at 4:19 A.M., 
showed staff documented the resident assaulted Resident #44 and hit him/her in the head multiple times. 
Review of the resident's progress notes, dated 12/04/25 at 5:01 A.M., showed staff documented the resident 
struck another resident in the head four times. The resident had no apparent injuries or complaints. Officer 
arrived with EMS for Resident #44. Review of the resident's progress notes, dated 12/04/25 at 5:50 A.M., 
showed staff documented the resident was delusional and hallucinating about being tormented about 
demons/evil spirits. Verbally and physically aggressive towards others whom he/she believed are evil spirits. 
Extremely hard to redirect. PRN Thorazine 50mg given IM right deltoid. Per psych transported to hospital via 
facility van with a 1:1 escort.Observation on 12/02/25 at 9:26 A.M., showed the resident in his/her room 
alone. The resident yelled out multiple times about the demons getting him/her. Observation showed staff on 
the unit and they did not to assist the resident or implement any care planned interventions for the resident. 
Observation on 12/03/25 at 9:43 A.M., showed the resident in the dining room, using profanities and 
threatening staff and resident's because he/she wanted more juice. The resident had three cups of juice at 
table. Observation showed staff did not assist the resident or implement care planned interventions to 
address the resident's behaviors of yelling out. Observation on 12/05/25 at 11:22 A.M., showed the resident 
in the dining room, alone. The resident yelled out multiple times to get him/her the fuck away from me. 
Observation showed staff did not assist or implement care planned interventions for the resident. During an 
interview on 12/03/25 at 12:13 P.M., Resident #1 said he/she moved off the unit where Resident #170 
resided because of the continuous fighting on the unit. He/She couldn't come out of his/her room because it 
was too chaotic, and he/she was becoming depressed and anxious. The residents are always fighting, 
yelling, and cussing and staff never intervene. Resident #170 sees and talks to demons and has had multiple 
altercations with other residents. Staff allow people to mouth each other and then acts surprised when it 
turns physical even though staff have watched it the whole time. During an interview on 12/05/25 at 11:22 A.
M., an unidentified resident said residents and staff fear the resident, staff allow him/her to do whatever 
because they cannot control him/her. Residents are getting hurt because staff won't control the resident. 
During an interview on 12/05/25 at 11:32 A.M., CNA T said he/she feared the resident and was very 
intimidated by him/her. The resident was very aggressive and had hurt multiple residents. Staff cannot care 
for him/her here, residents and staff are not safe. CNA T said staff are not trained for his/her level of needs, 
staff are just trained on how to handle when residents when they get physical. He/She did not feel like he/she 
was trained on mental health, personal interventions, or how to deescalate situations before they turn 
physical. During an interview on 12/08/25 at 3:22 P.M., CMT GG said he/she does not know the residents 
care plan interventions for de-escalation. He/she knew how to look at care plans but had to figure out how 
because it was not a normal occurrence. He/She usually lets the resident use the phone when he/she was 
upset but did not know what other intervention to do if his/her contacts do not answer. During an interview on 
12/09/25 at 9:52 A.M., the Administrator said the resident was very delusional and hears demons that tell 
him/her to do things. The interventions for the resident right now are that he/she was in a single room 
because privacy was very important to him/her and he/she enjoyed makeup and the facility had bought 
makeup. If staff cannot deescalate a residents behaviors, staff need to call a code green. He/She was not 
aware that residents and staff feel unsafe with the resident. He/She felt that facility staff could meet the 
resident's needs but will investigate further and find placement if staff felt they are scared of the resident. 4. 
Review of Resident #19's care plan, last revised on 08/29/25, showed the following diagnoses, behaviors, 
and staff interventions:-Diagnoses of Bipolar Disorder, Schizoaffective Disorder, Bipolar Disorder, 
Generalized Anxiety Disorder, and Post Traumatic Stress Disorder (PTSD);-Resident at risk for the following 
signs and symptoms related to diagnosis of Bipolar Disorder, which included changing clothes multiple times 
a day, displaying high and low emotions, and an increase in signs of symptoms of depression. Interventions 
include to assist resident with staying on tasks, avoid giving attention when the resident starts boasting, 
decrease stimulation around the resident when showing high anxiety, and use short and clear explanations 
or directions for the resident;- Resident at risk for the following signs and symptoms related to diagnosis of 
anxiety, which included cursing, leg shaking, moving around in or frequently getting up and down for the 
chair, nail biting, nervousness, pacing on unit, and restlessness. Interventions include to be aware of body 
stance and facial expressions when approaching the resident, watch closely for signs of anxiety and act 
before the resident loses control, do not argue with the resident when he/she becomes upset, offer activities 
to keep the resident from getting bored, and offer medication before the resident has a behavioral outburst;- 
Resident at risk for the following signs and symptoms related to diagnosis of Schizophrenia, which includes 
aggression, cannot make decisions, fearful, hallucinations, irritability, makes hand gestures as if having a 
conversation, mumbles, and talks to self. Interventions included to avoid arguing or getting defensive with the 
resident, be respectful at all times towards the residents, notify the charge nurse if the resident is 
experiencing any of the signs and symptoms of Schizophrenia, residents who hallucinate are often fearful of 
people coming near them, so be careful when using reassuring touch, and when talking about hallucinations, 
focus the resident on how the hallucination makes them feel rather than the content of the hallucination, and 
do not argue with the resident that their hallucinations are not real; - The resident had a history of PTSD and 
symptoms may flare up without any known trigger, and alterations in reactivity from the traumatic event 
including aggressiveness and self-destructive behavior. Interventions included remind the resident to use 
coping skills, move the resident to a quiet place, stay with the resident until calm, and talk to the resident in a 
calm and steady voice. 5. Review of Resident #27's care plan, dated 11/20/25, showed staff documented the 
following:-Diagnoses of Paranoid Schizophrenia, Paranoid Personality Disorder, Bipolar Disorder, Inhalant 
Abuse Uncomplicated, Brief Psychotic Disorder, Other Psychoactive Substance Abuse, Insomnia, 
Schizophrenia Unspecified, Schizoaffective Disorder Bipolar Type;-The resident was admitted to facility for 
long term care due to mental illness management. The resident had refused to take medications at times, 
causing psychosis to escalate, makes false statements that staff, family, police are molesting 
him/her;-History of hyperactive, suspicious, confused withdrawn and combative, causes management 
problems. Sexually inappropriate, non-compliant history of delusions and aggression, history of sexually 
inappropriate and requires structure, incapable of self-direction, required prompts incapable of self-care, 
fears God and hears angles, uses religion to justify his/her behaviors;-Non-Pharmaceutical interventions, one 
on one interventions as needed, Pharmaceutical Interventions as needed;-May have smoking privilege held 
due to negative behaviors at staff's discretion, per legal guardian;-The resident felt like his/her warning signs 
are, not listed; -His/her past crisis moments include, not listed;-The following are ways he/she can be 
distracted, or methods that comfort him/her, not listed;-The following worked well for him/her during his/her 
past crisis moments, not listed; -These are steps the resident wants to take to make his/her environment 
safer, not listed;-Be aware of your body stance and facial expressions when you approach the resident, 
closely watch the resident for signs of anxiety and act before he/she loses control, Do not argue or tell the 
resident that he/she is wrong when he/she upset, do not get into a power struggle with the resident, don't get 
to close and remember personal space, offer activities to keep the resident from getting bored and provide 
an opportunity to release energy in a healthy way, offer medication before the resident has a behavioral 
outburst, offer non-invasive coping mechanisms, first to try to reduce the resident's anxiety level, assist the 
resident with finding the cause of the anxiety;-Assist with helping resident stay on task, avoid giving attention 
to resident when he/she starts boasting about himself/herself. Selves, be consistent, keep routine as much 
as possible, calmly redirect the resident's inappropriate behavior, decrease stimulation around resident when 
he/she displays signs of anxiety, offer warm baths or soothing music to decrease restlessness;- Please notify 
charge nurse if you observe the resident experiencing any of thefollowing signs/symptoms of Schizophrenia: 
hallucinations, delusions, hard timefocusing or showing no interest in activities/projects, cannot make 
decisions, poorhygiene, fearful, stays to self, irritability, talks to self, mumbles, makes hand gestures as if 
having a conversation, eyes may dart back and forth, anxiety, and aggression;- Skilled nursing to increase 
frequency of assessment of behavior monitoring(aggressive/hostile behavior, harm to self or suicidal 
ideation), behavior monitoring will increase with frequency during the skilled timeframe;-Skilled Nursing to 
complete face checks, definition of skillednursing face checks are clinical symptom changes, respiratory 
assessment, sideeffects from medication administration, monitoring of adverse conditions, change in affect 
or changes in resident condition.6. Review of Resident #116's care plan, last revised on 09/29/25, showed 
the following diagnosis's, behaviors, and staff interventions:-Diagnosis of Schizoaffective Disorder, Bipolar 
Disorder, Anxiety Disorder, and abuse of other non-psychoactive substance;-The resident had a history of 
behavioral challenges that required protective oversight in a secure setting. Interventions included to use 
CALM technique if needed, implement plans to change inappropriate behavior, 1:1 intervention as 
needed;-The resident was at risk for the following signs and symptoms related to diagnosis of anxiety, which 
includes cursing, leg shaking, moving around in or frequently getting up and down for the chair, nail biting, 
nervousness, pacing on unit, and restlessness. Interventions included to be aware of body stance and facial 
expressions when approaching the resident, watch closely for signs of anxiety and act before the resident 
loses control, do not argue with the resident when he/she becomes upset, offer activities to keep the resident 
from getting bored, and offer medication before the resident has a behavioral outburst;-The resident was at 
risk for the following signs and symptoms related to diagnosis of Schizoaffective Disorder, which included 
aggression, cannot make decisions, fearful, hallucinations, irritability, made hand gestures as if having a 
conversation, mumbles, and talks to self. Interventions include to notify the charge nurse if you observe the 
resident experiencing any of these signs and symptoms, avoid arguing or getting defensive with the resident, 
be careful when using reassuring touch, and watch the resident closely for signs of anxiety due to 
hallucinations often triggered by anxiety;-The resident was at risk for the following signs and symptoms 
related to diagnosis of Bipolar Disorder, which included changing clothes multiple times a day, and displaying 
high and low emotions. Interventions included to assist resident with staying on tasks, avoid giving attention 
when the resident starts boasting, decrease stimulation around the resident when showing high anxiety, and 
use short and clear explanations or directions for the resident;-The resident was an elopement risk related to 
history of attempts and to monitor the resident's location frequently and initiate face checks when necessary. 
7. Review of Resident #129's care plan, last revised on 06/17/25, showed the following diagnosis's, 
behaviors, and staff interventions:-Diagnosis of Anxiety Disorder, Extrapyramidal and Movement Disorder, 
Impulse Disorder, and Delusional Disorders;-The resident had a history of behavioral challenges that 
required protective oversight in a secure setting. Interventions included to use CALM technique if needed, 
implement plans to change inappropriate behavior, 1:1 intervention as needed;-The resident was an 
elopement risk related to history of attempts and to monitor the resident's location frequently and initiate face 
checks when necessary;-The resident was at risk for the following signs and symptoms related to diagnosis 
of Schizoaffective Disorder, which included aggression, cannot make decisions, fearful, hallucinations, 
irritability, makes hand gestures as if having a conversation, mumbles, and talks to self. Interventions 
included to notify the charge nurse if you observe the resident experiencing any of these signs and 
symptoms, avoid arguing or getting defensive with the resident, be careful when using reassuring touch, and 
watch the resident closely for signs of anxiety due to hallucinations often triggered by anxiety;-The resident 
was at risk for the following signs and symptoms related to diagnosis of anxiety, which includes cursing, leg 
shaking, moving around in or frequently getting up and down for the chair, nail biting, nervousness, pacing 
on unit, and restlessness. Interventions include to be aware of body stance and facial expressions when 
approaching the resident, watch closely for signs of anxiety and act before the resident loses control, do not 
argue with the resident when he/she becomes upset, offer activities to keep the resident from getting bored, 
and offer medication before the resident has a behavioral outburst. 8. Review of Resident #163's care plan, 
dated 04/8/25, showed staff documented the following:-Diagnoses of Undifferentiated Schizophrenia, 
Insomnia, Major Depressive Disorder, Borderline Personality Disorder, History of Traumatic Brain Injury, Mild 
Intellectual Disabilities;- Administer PRN medication for anxiety or hallucinations per physici

44265149

02/25/2026


