
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

265237 12/15/2025

Maple Lawn Nursing Home 1410 West Line Street
Palmyra, MO 63461

F 0744

Level of Harm - Actual harm

Residents Affected - Few

Provide the appropriate treatment and services to a resident who displays or is diagnosed with dementia.

(continued on next page)

265237 2

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

265237 12/15/2025

Maple Lawn Nursing Home 1410 West Line Street
Palmyra, MO 63461

F 0744

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review the facility staff failed to ensure a resident with dementia (Resident 
#14), in a review of 17 sampled residents received high-quality, compassionate, and individualized care that 
supports his/her dignity, well-being, and independence, while addressing the unique challenges posed by 
dementia. The facility failed to find the root cause and triggers for a resident's behavior and initiate 
non-pharmacological Interventions, use effective communication strategies, and provide appropriate 
guidance to staff for managing behavioral symptoms. The resident experienced lethargy, weight loss, 
physical altercations, agitation, and new skin breakdown. The facility census was 59. Review of the facility's 
policy, Dementia Care for Long-Term Care Facility, undated, showed the following:-The purpose of this 
policy is to ensure that all residents with dementia in this long-term care facility receive high-quality, 
compassionate, and individualized care that supports their dignity, well-being, and independence, while 
addressing the unique challenges posed by dementia;-This policy applies to all residents diagnosed with 
dementia or related conditions such as Alzheimer's disease, vascular dementia, and other 
neurodegenerative diseases in this facility. It is intended for use by all staff members, including nursing, 
medical, therapy, dietary, and activity staff, to guide the provision of care for residents with dementia.
-Person-Centered Care Approach:The facility is committed to providing person-centered care for all 
residents, with special emphasis on those with dementia. This approach recognizes and respects the 
individuality of each resident and seeks to maintain their dignity, autonomy, and quality of life. Care plans will 
be developed in partnership with the resident, their family members, and/or legal representatives.-Key 
Components of Person-Centered Care:Individualized Care Plans: Each resident will have a personalized 
care plan that addresses their specific needs, preferences, and abilities. This plan will be updated regularly 
to reflect changes in the resident's condition and abilities.Resident Preferences: Care plans will incorporate 
the resident's history, preferences, likes, and dislikes, including their previous lifestyle, routines, and cultural 
practices.Involvement of Family and Caregivers: Family members and caregivers will be encouraged to 
participate in the care planning process and ongoing decision-making. They will also be provided with 
educational resources and support regarding dementia care.-Staff Training and Education:Staff members 
involved in the care of residents with dementia will receive ongoing training on best practices for dementia 
care. The training will cover, but not be limited to, the following:Understanding Dementia: Types, stages, 
symptoms, and progression of dementia.Non-Pharmacological Interventions: Techniques for managing 
behavior without the use of medications, including redirection, environmental modifications, and structured 
activities.Communication Strategies: Methods to improve communication with residents who have cognitive 
impairments, including using simple language, non-verbal communication, and patience.Managing 
Behavioral Symptoms: How to address common dementia-related behaviors, such as wandering, 
aggression, agitation, and sundowning, in a safe and respectful manner.Person-Centered Care Practices: 
Ensuring that care is individualized, consistent, and compassionate;-Staff will undergo this training upon hire 
and at regular intervals, and training will be updated as new best practices or evidence-based approaches 
emerge.-Behavioral and Pharmacological Interventions:The facility will focus on non-pharmacological 
interventions to manage dementia-related behaviors, in line with CMS guidelines. When behavioral 
interventions are insufficient, medications may be considered, but only as a last resort and in accordance 
with the following:Behavioral Interventions First: Staff will prioritize non-medication approaches, such as 
redirection, individualized activity programs, and modifications to the environment, to address behaviors like 
agitation or aggression.Minimizing Medication Use: Antipsychotic medications and other sedatives will not be 
used as a primary method of managing dementia symptoms unless absolutely necessary. When medication 
is prescribed, it will be closely monitored for effectiveness and side effects, and dosage will be minimized.
Regular Review: The use of medications, particularly antipsychotics, will be regularly reviewed by a 
physician and a multidisciplinary team to ensure they are still necessary and that non-pharmacological 
interventions are being utilized.-Resident and Family Rights:Residents with dementia have the same rights 
as other residents, including:Right to Autonomy: To the extent possible, residents will be allowed to make 
choices about their care and daily activities. Staff will encourage participation in decision-making, even if the 
resident cannot fully express themselves.Right to Privacy and Dignity: Residents will be treated with dignity 
and respect at all times. This includes respecting their personal space and ensuring confidentiality regarding 
their medical and personal information.Right to Participate in Care Planning: Family members and legal 
representatives will have the opportunity to participate in care planning and review. Any changes to care 
plans will be communicated to families regularly.Right to a Safe Environment: The facility will provide a safe 
and supportive environment that is free from abuse, neglect, and mistreatment. All allegations of 
mistreatment will be promptly investigated.-Evaluation and Continuous Improvement:The facility will 
continuously assess the effectiveness of its dementia care practices. This will include:Regular Care Plan 
Reviews: Care plans for residents with dementia will be reviewed and updated at least quarterly, or more 
frequently if needed.Resident and Family Feedback: The facility will actively solicit feedback from residents 
and their families about their satisfaction with the care provided. This input will be used to refine care 
practices and ensure that the facility is meeting residents' needs.Quality Assurance and Audits: The facility 
will conduct regular audits of care practices, safety procedures, and resident outcomes to ensure compliance 
with this policy and best practices in dementia care. Review of the facility's policy, Dementia Behavioral 
Symptom Flowchart, undated, showed the following:Step 1: Identify Behavior:Examples: Agitation, 
aggression, wandering, shouting, refusal of care, repetitive actions, sleep disturbances.Document behavior: 
type, frequency, severity, triggers.Step 2: Ensure Safety:Immediate risk to resident or others?Yes: Intervene 
to prevent harm, remove hazards, call for assistance.No: Proceed to Step 3.Step 3: Assess for Causes / 
Triggers (ABC Approach)A - Antecedent: What happened before the behavior? (environment, interaction, 
unmet needs);B - Behavior: Describe the behavior objectively;C - Consequence: How did staff or others 
respond?Common Triggers to Evaluate:Pain, hunger, thirst, fatigue;Infection, constipation, urinary 
retention;Environmental overstimulation or under stimulation;Change in routine or caregivers;Emotional 
needs (loneliness, anxiety).Step 4: Implement Non-Pharmacological Interventions First:Redirection, 
reassurance, and calm communication;Structured activities, music, or reminiscence therapy;Adjust 
environment (lighting, noise, seating, personal items);Offer comfort measures (hydration, snack, toileting, 
repositioning).Step 5: Evaluate Effectiveness:Behavior improved?Yes: Document interventions and continue 
monitoring;No: Proceed to Step 6.Step 6: Consider Medical / Pharmacologic Evaluation:Consult nurse or 
physician for potential medical causes (infection, pain, medication side effects);Medications for behavior only 
if non-pharmacologic interventions fail, with:Physician order;Monitoring plan;Documentation of rationale.Step 
7: Update Care Plan:Record behavior, interventions, triggers, and outcomes in the resident's care 
plan;Share updates with interdisciplinary team and family;Revise strategies as needed.Key Notes:Always 
prioritize safety and dignity.Use consistent documentation for regulatory compliance.Involve family in care 
planning whenever possible. Review of drugs.com shows the following:-Risperidone, an antipsychotic 
medication, is used to treat schizophrenia (chronic brain disorder that disrupts how a person thinks, feels, 
and behaves, causing them to lose touch with reality (psychosis) through symptoms like hallucinations 
(hearing voices/seeing things), delusions (false beliefs), disorganized speech, and unusual motor behavior), 
bipolar (a mental health condition causing extreme mood swings between emotional highs 
(mania/hypomania) and lows), and agitation related to autism (neurodevelopmental disorder effecting social 
interaction and communication). Risperidone carries a warning for increased risk of death in elderly patients 
with dementia-related psychosis. Risperidone is not approved for use in older adults with dementia-related 
psychosis.-Seroquel, and atypical antipsychotic medication, is used to treat schizophrenia, mania or manic 
disorders, depression with bipolar disorder. Seroquel warnings include Increased mortality in elderly patients 
with dementia-related psychosis. Elderly patients with dementia-related psychosis treated with antipsychotic 
drugs are at an increased risk of death. Seroquel is not approved for the treatment of patients with 
dementia-related psychosis.-Haloperidol, and atypical antipsychotic medication, is used for schizophrenia, to 
treat motor control and speech ticks for Tourette's Syndrome (neurologic disease that presents with multiple 
tics). Warnings include Elderly patients with dementia-related psychosis treated with atypical antipsychotic 
drugs are at an increased risk of death compared to placebo. Haloperidol injection is not approved for the 
treatment of patients with dementia-related psychosis. 1. Review of Resident #14's face sheet shows the 
resident had diagnoses of Alzheimer's, dementia, and anxiety. Review of the resident's Physician's Orders, 
dated 09/16/24, showed an order for Lexapro (an antidepressant medication) 10 mg daily for anxiety 
disorder. Review of the resident's Care Plan, last updated 11/13/24, showed the following:-The resident has 
cognitive deficits related to diagnosis of dementia;-Goal: maintain cognitive levels for Activities of Daily Living 
(ADLs), safety and quality of life through next review;-Encourage resident to attend activities so he/she can 
socialize with other residents;-Ask one question at a time and give him/her time to respond before asking 
another question;-Encourage him/her to come to the dining room for meals;-Psychotropic drug use: Potential 
for Adverse Drug Reactions:-Resident is on medication for anxiety;-Goals: Resident will not experience 
adverse reaction to medication thru next review.-Interventions:-Encourage verbalization of feelings;-Monitor 
for changes in behavior and mood (e.g., lethargy, change in gait or balance problem);-Observe for any signs 
of decline in functional or cognitive status, notify nurse of any findings;-Significant side effects of 
psychotropic drug therapy may include any of the following: low blood pressure, uncontrolled mouth 
movements, continual body movements, cognitive and behavioral changes. Report to nurse any declines 
with activities of daily living (ADLs) or mental status;-Report increased sleeping or restlessness;-Monitor for 
side effects of psychotropic medication to include any of the following: Drowsiness, dizziness, dry mouth, 
blurred vision, tiredness, nausea, constipation, weight gain, trouble sleeping or muscle or nervous system 
problems (anxiety, agitation, jitteriness, drooling, trouble swallowing, restlessness, shaking or stiffness). 
Review of the resident's annual Minimum Data Set (MDS), a federally mandated assessment completed by 
staff, dated 05/22/25, showed the following:-Moderate cognitive impairment;-No behaviors, hallucinations, 
delusions, or rejection of care;-Snacks between meals was very important to the resident;-Walker 
use;-Weighs 186 pounds (lbs.), therapeutic diet;-Independent with transfers, and ambulation 150 feet;-Set up 
or clean up assistance from staff for eating; -Antidepressant medication daily. Review of the resident's 
Physician's Orders, dated 07/17/25, showed an order for Seroquel (an antipsychotic medication for 
hallucinations and delusions) 25 milligrams (mg) daily for anxiety disorder. (Anxiety is not an approved use 
for Seroquel and is not approved for elderly residents with dementia. Review of the resident's Care Plan, 
updated 08/11/25, showed the following:-Behavior Management program:-Resident requires ongoing 
redirection, monitoring and structured activities to alter behavior problems;-Smacks staff and peers on 
buttocks, hits staff on arms, and goes into linen room for washcloths numerous times;-Refuses to go to 
meals at times and then wants snacks and fluids;-Refuses incontinent care at times;-Resident takes handfuls 
of napkins out of holders and puts them in his/her pants;-Resident will respond to redirection from staff when 
behavior occurs thru next review;-Resident will engage in on and off unit programs to maintain current 
sensory awareness thru next review;-Encourage family involvement in care and visits;-Provide structured 
programs appropriate for the resident's cognitive status;-Social Service intervention and evaluation as 
needed;-Prompt resident to not smack or hit staff;-Re-approach with refusal of incontinent care and meals by 
different staff members;-Medication changes;-Gentle approaching and re-direction;-Staff will monitor the 
resident closely when around peers;-Moved into a room by himself/herself due to resident-on-resident 
altercations. The care plan did not include staff evaluated the root cause of the resident's behaviors and 
interventions were planned as a result of this evaluation. Review of the resident's quarterly MDS, dated 
[DATE], showed the following:-Moderate cognitive impairment;-Physical behavioral symptoms directed 
towards others one to three days;-Diagnosis of Alzheimer's/dementia;-New Antipsychotic medication 
daily;-Antidepressant medication daily;-Weighs 184 lbs.;-No pressure ulcers. Review of the resident's 
Progress Notes, dated 8/25/2025 at 2:40 P.M., showed the following: -Quarterly Registered Dietitian nutrition 
review;-Consistent carbohydrate, regular diet; -Meal intake varies, does like snacks; -2500 ml fluid restriction; 
-Labs: 08/06/25: basic metabolic panel (BMP - a common blood test that checks your body's chemical 
balance, metabolism, and kidney function) all within normal limits, except glucose (blood sugar) 176 (history 
of diabetes) (normal glucose range on a BMP is 70 - 100); -Skin: No pressure injuries; -Height: 64 inches, 
weight 184.4 pounds;-Weight stable/no significant changes in the past quarter;-Diet order remains 
appropriate and adequate to meet needs;-No changed advised continue plan of care. Review of the 
resident's Nurses Note, dated 09/03/25, at 8:29 A.M., showed staff received a fax back from the physician 
about increased behaviors and the physician increased Seroquel to 25 mg twice daily. Review of the 
resident's medical record, including nurses' notes and resident documents, did not identify what behaviors 
were reported or what interventions had been attempted and failed related to the resident's behaviors. 
Review of the resident's Physician's Orders, dated 09/03/25, showed an order to increase Seroquel) 25 mg 
daily to two times per day, diagnosis of dementia. (dementia is not an approved use for Seroquel). Review of 
the resident's Nurses Note, dated 09/04/25, at 10:03 P.M., showed the resident continues obsession with 
hoarding of napkins and washcloths. Becomes aggressive with staff intervention. Resident smacked a staff 
member on his/her bottom. When resident told to keep his/her hands to himself/herself, he/she laughed. 
Review of the resident's medical record showed no documentation staff attempted to find the root cause of 
the resident hoarding napkins and washcloths, or provide accommodations to the resident to address the 
behavior (providing own supply of napkins etc. Review of the resident's Nurses Note, dated 09/07/25, at 
10:15 A.M., showed the resident continues with behaviors such as yelling and hitting staff while attempting to 
get him/her up to use the restroom. After numerous attempts made to get him/her to use restroom finally 
used restroom but refused his/her breakfast. Review of the resident's medical record showed no 
documentation staff attempted to determine the root cause of the resident not wanting to use the bathroom, 
but showed staff repeatedly attempted to get the resident to use the bathroom which triggered physical and 
verbal behaviors. when the resident refused breakfast; the record showed no attempts by staff to offer 
alternatives like snacks to ensure the resident received nutrition. Review of the resident's Nurses Note, dated 
09/08/25, at 9:00 P.M., showed the resident continues obsession with hoarding of napkins and washcloths. 
Has smacked and shoved staff three times so far this shift. Currently has multiple napkins and washcloths 
shoved in the side of his/her recliner and in the cup holder next to recliner. Review of the resident's weight 
record, dated 09/10/25, showed the resident weighed 180.8 lbs. Review of the resident's Nurses Note, dated 
09/13/25, at 8:45 P.M., showed at supper the resident walked by a peer and pulled his/her hair unprovoked. 
Immediate staff intervention and separation of residents. Resident then re-approached the peer's table and 
was bothering them while they were trying to eat, again requiring staff intervention. At this time the resident 
swung at a nurse, attempting to hit her. Resident was very difficult to redirect and has been aggressive each 
time with staff intervention. Review of the resident's medical record showed staff no documentation staff 
attempted to identify what triggered the resident's physical behaviors, or what interventions were attempted 
besides redirection when redirection was not successful (i.e. pain, thirst, hunger, boredom). Review of the 
resident's Nurses Note, dated 09/17/25, at 8:06 P.M., showed the resident smacked the nurse when the 
nurse took his/her cup from his/her walker. The nurse had just provided 1/2 cup of ice water five minutes 
prior, and the resident took cup to the bathroom and filled it with water. Explained to the resident that he/she 
was on a fluid restriction and staff had to keep track of his/her intake. Review of the resident's medical record 
showed no evidence the resident was consuming a fluid amount contrary to his/her restriction. Staff 
documented this triggered the resident's behavior. Staff confronted the resident than adding the amount to 
the resident's intake and adjusting later if needed. Review of the resident's Nurses Note, dated 09/18/25, at 
10:23 P.M., showed the resident was not cooperative with staff during this shift. He/She made repeated 
efforts to take napkins out of the holders and hide them. He/She continued to try to put the shades down, 
although the other residents asked him/her not to do so. He/She yelled at another resident (about taking the 
napkins when the other resident tried to stop him/her). He/She made repeated attempts to obtain beverages 
and would not take redirection (including trying to pour water from the pitcher on the med cart). At 
approximately 10:00 P.M., he/she sat in a recliner near the television and appeared to calm down. Review of 
the resident's medical record showed no evidence staff attempted to identify what triggered the resident's 
hoarding of napkin, or why the resident was closing the shades. When the resident was taking fluids from 
other resident's and the medication cart, staff did not document what interventions were attempted to 
alleviate the resident's thirst. Review of the resident's Nurses Note, dated 09/24/25, at 4:07 P.M., showed the 
resident refused breakfast or to get up to the bathroom. At lunchtime he/she screamed at staff numerous 
times. Once he/she was up he/she was obsessed with getting wash cloths and napkins which he/she put 
inside his/her incontinence brief, so he/she did not have to get up to go to the bathroom. The resident gets 
angry at staff when he/she was redirected and will hit staff. Updated physician on the resident's behaviors. 
Review of the resident's Nurses Note, dated 09/26/25, at 6:02 P.M., showed the physician's response to the 
fax about behaviors was I just increased Seroquel last week, gently redirect for now. Review of the resident's 
Nurses Note, dated 09/28/25, at 10:35 A.M., showed notified by staff this resident was becoming physically 
aggressive toward other residents. This resident was noted to bend another resident's left index finger back 
after the resident placed his/her hand over the napkin dispenser on his/her table to prevent this resident from 
taking it. This resident smacked another resident in the face on the left side. Resident hits staff unprovoked 
when he/she passes by them. Resident was unable to be redirected. Call placed to on call nurse practitioner 
to update on behavior. Requested order to possibly send to emergency room for evaluation. Order received 
for Haldol (antipsychotic medication) 5mg IM one time if resident continues to be physically aggressive 
toward other residents. Review of the resident's Physician's Orders, dated 09/28/25, showed an order for 
haloperidol lactate (an antipsychotic medication for hallucinations and delusions) 5 mg/milliliter (ml), inject 
intramuscularly (IM) for one dose for dementia. (dementia is not an approved use for haloperidol). Review of 
the resident's Nurses Note, dated 09/28/25, at 1:20 P.M., showed the resident continued to be physically 
aggressive toward staff and raised a hand to slap another resident again when the resident stopped this 
resident from removing napkins from his/her tray. Staff intervened and no contact made between residents. 
Haloperidol 5 mg given IM in right gluteal (muscle in the buttocks). Review of the resident's Nurses Notes, 
dated 09/28/25, at 4:55 P.M., showed staff updated the resident representative about the resident's 
behaviors and administration of Haldol today. Resident's representative states what am I supposed to do 
about it? Informed him/her we will be talking to the resident's primary care physician about resident 
behaviors and other possible interventions and will keep him/her updated. Review of the resident's Nurses 
Note, dated 09/28/25, at 7:06 P.M., showed at 5:30 P.M. the resident was walking back from the bathroom 
and approached a staff member. Resident shoved his/her walker into the back of staff very hard. Resident 
said he/she will do what he/she wants. Review of the resident's Nurses Note, dated 09/28/25, at 7:07 P.M., 
showed the resident again rammed his/her walker into a staff member. Review of the resident's medical 
record showed staff did not identify what possibly triggered the resident or the root cause of the behavior. 
The staff also did not document attempted interventions to alleviate the resident's triggers. Review of the 
resident's Nurses Note, dated 09/28/25, at 7:17 P.M., showed resident walked by a peer and smacked 
him/her on the bottom. Immediate staff intervention and separation of residents. Resident instructed to keep 
his/her hands to himself/herself. The resident laughed and walked away. Review of the resident's Nurses 
Note, dated 09/28/25, at 8:25 P.M., showed the resident approached this nurse asking for a drink and 
another snack, chocolate milk provided to the resident. The resident asked for another cookie. The resident 
has had three cookies and a snack in the last two hours, when another snack was not provided, the resident 
smacked this nurse. Instructed to keep his/her hands to himself/herself. Review of the resident's medical 
record showed staff did not show any dietary restrictions or the resident had a limit on snacks. Review of the 
resident's Nurses Note, dated 09/29/25, at 3:41 P.M., showed a representative for the resident visited and 
was updated on resident's behaviors, i.e. taking wash cloths and napkins and putting in his/her pants and 
hitting staff. Resident moved to a different room to prevent resident to resident issues. Resident 
representative requested to test for urinary tract infection, fax sent to the primary physician. Review of the 
resident's Nurses Note, dated 10/01/25, showed the physician responded with an order for a urinalysis with a 
culture and sensitivity. Review of the resident's Nurses Note, dated 10/01/25, at 5:52 A.M., showed urine 
sample obtained. Review of the resident's Nurses Note, dated 10/01/25, at 2:39 P.M. showed the physician 
ordered Rocephin (antibiotic) 1 gram IM one time and Cefdinir (antibiotic) 300 mg, by mouth twice a day for 7 
days for a urinary tract infection. Review of the resident's urinalysis dated 10/01/25, showed the resident was 
positive for nitrates and bacteria, which indicated a urinary tract infection. Review of the resident's weight 
record, dated 10/02/25, showed the resident weighed 177.6 lbs. (2% weight loss in one month, 4.5% weight 
loss in six months). Review of the resident's Nurses Note, dated 10/10/25, at 9:36 P.M., showed the resident 
taking napkins from the dining room and stuffing them down his/her pants. Review of the resident's care plan 
showed no evidence of review or added interventions to address the resident's dementia or behaviors. 
Review of the resident's Nurses Note, dated 10/12/25, at 9:56 P.M., showed the resident was very 
demanding and verbal this shift, constantly asking for snacks and drinks. He/She was not taking redirection 
well. He/She made numerous attempts to obtain wash cloths and napkins and became loud and belligerent 
when staff attempted to take them from him/her. Review of the resident's medical record showed staff did not 
identify any food restrictions, or that the resident drank over his/her fluid restriction. The resident expressed 
being hungry and thirsty and wanted washrags and napkins and had behaviors when the staff did not meet 
his/her needs. Review of the resident's Nurses Note, dated 10/17/25, at 8:19 P.M., showed the resident 
continued with fixation with collecting napkins and washcloths. Has been extremely aggressive with staff 
intervention. Resident smacked this nurse when caught in linen closet shoving five washcloths down his/her 
pants. Resident later walked by nurse and hit him/her on his/her bottom unprovoked. Resident picked up fly 
swatter, swung it at nurse and said, I'll smack you. Fly swatter taken from resident and resident retreated to 
his/her recliner in the common area. Review of the resident's Nurses Notes, dated 10/31/25, at 7:23 P.M., 
showed the resident swung at another resident but did not make contact. Review of the resident's weight 
record, dated November 2025, showed no weight was documented for the resident. Review of the resident's 
Nurses Note, dated 11/01/25, at 3:47 A.M., showed the following:-Resident request snacks and water when 
awake constantly;-Hides wash cloth and napkins in his/her recliner;-Hoarding wash cloths and napkins. 
Review of the resident's Nurses Note, dated 11/01/25, at 11:23 A.M., showed the following:-Resident cursing 
or verbally aggressive;-Scratching or hitting others;-Screaming. Review of the resident's medical record 
showed staff did not identify what possibly triggered the resident or the root cause of his/her verbal or 
physical behaviors There were no documented interventions to alleviate the resident's triggers and prevent 
physical harm to other residents. Review of the resident's Nurses Note, dated 11/02/25, at 3:46 A.M., 
showed the following:-Resident yells when awakened to go use the bathroom;-Hoarding napkins and 
washcloths. Review of the resident's Nurses Note, dated 11/03/25, at 3:29 A.M., showed the 
following:-Resident yells when awakened to go use the bathroom, yells I don't gotta go and is usually already 
incontinent;-Hoarding napkins and washcloths. Review of the resident's Nurses Note, dated 11/03/25, at 
2:22 P.M., showed the resident makes constant request for attention or help. Review of the resident's 
medical record showed staff did not identify what possibly triggered the resident or the root cause of why the 
resident was trying to get attention (bored, lonely, etc.). The staff also did not document attempted 
interventions to alleviate the resident's triggers. Review of the resident's Nurses Note, dated 11/04/25, at 
3:50 A.M., showed the following:-Resident yells when encouraged to use the bathroom;-Hoarding napkins 
and washcloths. Review of the resident's Nurses Note, dated 11/07/25, at 6:17 A.M., showed the resident 
rammed his/her walker into a peers chair. Resident asked to walk away and hit nurse in the stomach, 
educated resident. Review of the resident's Nurses Note, dated 11/08/25, at 8:10 P.M., showed the resident 
observed in linen closet shoving washcloths down his/her pants. The resident also had about 10-15 
washcloths in basket of his/her walker. The resident became aggressive with staff intervention and hit a staff 
member in the stomach when staff asked the resident to exit the linen room. Review of the resident's medical 
record showed staff did not identify what possibly triggered the resident or the root cause why the resident 
did not want to go to the bathroom (pain, physical limitation, environment like cold bathroom etc.), or why the 
resident hoarded napkins or washcloths (or provide the number of napkins/washcloths the resident wanted to 
discourage him/her taking other residents'). The staff also did not document attempted interventions to 
alleviate the resident's triggers. Review of the resident's Nurses Note, dated 11/15/25, at 3:50 A.M., showed 
the following:-Resident had aggression;-Scratching or hitting others. Review of the resident's Nurses Note, 
dated 11/16/25, at 6:15 A.M., showed the resident complained of chest pain. Vital signs showed temperature 
99.0 degrees Fahrenheit, pulse 75 and regular, respirations 21, and blood pressure was 126/63, oxygen 
saturation 126/63 (all within normal limits). When resident complained of his/her chest pain he/she pointed to 
his/her mid sternal/epigastric region and stated, I feel like I am going to throw up. The resident described the 
discomfort as aching. The resident did not want to go to the hospital at this time, Tylenol (medication for 
pain/fever) 325 mg 2 tabs administered, and Zofran (medication for nausea) 4 mg administered. Resident 
later said his/her epigastric discomfort/chest pain was no better. Again, asked her if he/she wanted to go to 
the hospital and he/she replied, I think I better. Notified resident's representative of resident's complaints of 
chest pain and he/she was OK with sending him/her to the hospital. On call for physician notified. (Resident 
returned with medication to decrease acid production). Review of the resident's Nurses Note, dated 
11/16/25, at 3:03 P.M., showed the following:-Resident was complaining;-Constant request for 
attention/help;-Cursing/verbal aggression;-Grabbing on to people. Review of the resident's medical record 
showed the resident did not feel well in the morning and went to the hospital. Staff document the resident 
was complaining and requesting attention/help, then had increased behaviors including cursing/verbal 
aggression and grabbing people. There was no evidence staff attempted to identify the root cause for the 
resident's continuing request for help or respond with interventions to assist the resident to prevent further 
behaviors. Review of the resident's Nurses Note, dated 11/25/25, at 2:58 P.M., showed the resident has 
redness in his/her abdominal folds. Left side measured 15 centimeters (cm) in length x 4 cm in width and 
right side measures 10 cm in length x 4.5 cm in width. The resident also has an excoriated area to the right 
buttock measuring 4.5 cm in length x 2.5 cm in width. Review of the resident's Nurses Note, dated 11/26/25, 
at 1:11 P.M., showed the resident has refused both meals this shift. He/She also refused to get up from the 
recliner and go to the bathroom. Received return fax from Physician R with order to discontinue Seroquel 
and switch to risperidone 0.5 mg two times daily. Review of the resident's medical record 
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