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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure one resident (Resident #2), in a review of 12 
residents, was free from abuse when Resident #1, who was being monitored by staff one on one, entered 
Resident #2's room by the connecting bathroom and took a power strip cord, labeled with Resident #2's 
name. Resident #2 confronted Resident #1 about the missing power strip cord. Both residents' voices were 
raised and Hall Monitor A, the one on one staff, said he/she stood in front of Resident #2 to prevent him/her 
from entering Resident #1's room. Hall Monitor C entered the room to assist, pulled the power strip cord out 
from underneath Resident #1's leg and gave it back to Resident #2. Hall Monitor C left the room to locate a 
cord for Resident #1. Hall Monitor A said Resident #1 sat on the side of his/her bed rocking back and forth, 
looking down at the floor with pinched lips and appeared angry, Resident #1 abruptly jumped up, ran into the 
hall and into Resident #2's room, and punched Resident #2 multiple times in the head and arm. Hall Monitor 
A called a Code [NAME] (behavioral emergency). Hall Monitor B, who was in Resident #2's room (providing 
1:1 monitoring for another resident) and Hall Monitor A grabbed Resident #1's arms and tried to pull him/her 
off Resident #2. Resident #2 was sent out to the hospital for a medical evaluation. The facility census was 
177.Based on interview and record review, the facility failed to ensure one resident (Resident #2), in a review 
of 12 residents, was free from abuse when Resident #1, who was being monitored by staff one on one, 
entered Resident #2's room by the connecting bathroom and took a power strip cord, labeled with Resident 
#2's name. Resident #2 confronted Resident #1 about the missing power strip cord. Both residents' voices 
were raised and Hall Monitor A, the one on one staff, said he/she stood in front of Resident #2 to prevent 
him/her from entering Resident #1's room. Hall Monitor C entered the room to assist, pulled the power strip 
cord out from underneath Resident #1's leg and gave it back to Resident #2. Hall Monitor C left the room to 
locate a cord for Resident #1. Hall Monitor A said Resident #1 sat on the side of his/her bed rocking back 
and forth, looking down at the floor with pinched lips and appeared angry, Resident #1 abruptly jumped up, 
ran into the hall and into Resident #2's room, and punched Resident #2 multiple times in the head and arm. 
Hall Monitor A called a Code [NAME] (behavioral emergency). Hall Monitor B, who was in Resident #2's 
room (providing 1:1 monitoring for another resident) and Hall Monitor A grabbed Resident #1's arms and 
tried to pull him/her off Resident #2. Resident #2 was sent out to the hospital for a medical evaluation. The 
facility census was 177. Review of the facility's policy titled, Abuse and Neglect, revised on 6/12/24, showed 
the following:-Abuse is the willful infliction of injury, unreasonable confinement, intimidation or punishment 
with resulting physical harm, pain or mental anguish, which can include staff to resident abuse and certain 
resident to resident altercations. Instances of abuse of all residents, irrespective of any mental or physical 
condition, cause physical harm, pain or mental anguish. It includes verbal abuse, sexual abuse, physical 
abuse, and mental abuse including abuse facilitated or enabled through technology;-Verbal abuse means the 
use of oral, written or gestured language that willfully includes disparaging and derogatory terms to residents 
or their families, or within their hearing distance regardless of their age, ability to comprehend, or disability. 
This includes profanity or speaking in a demeaning, nontherapeutic, undignified, threatening or derogatory 
manner in a resident's presence. Examples include harassing a resident; mocking, insulting ridiculing; yelling 
at a resident, with the intent to intimidate; threatening residents, including to but not limited to, depriving a 
resident of care or withholding a resident from contact with family and friends; and isolating a resident from 
social interaction or activities;-Physical abuse is purposefully, beating, striking, wounding, or injuring any 
resident or any manner whatsoever mistreating or maltreating a resident in a brutal inhumane manner. 
Physical abuse includes handling a resident with any more force than is reasonable for a resident's proper 
control, treatment or management; -The facility will identify events, occurrences, patterns and trends that 
may constitute mistreatment, exploitation, neglect, abuse, including injuries of unknown source and 
misappropriation of resident property. Review of the facility's policy, Intensive Monitoring, revised 4/30/24, 
showed the following:-To ensure a system is in place for residents who required increased monitoring for 
crisis, behavioral, psychiatric issues.-Residents who require more intensive monitoring due to crisis, 
behavioral/psychiatric symptoms will be monitored by the facility staff;-One on one monitoring due to crisis, 
behavioral/psychiatric symptoms will be monitored by facility staff;-Residents who are showing poor impulse 
control including crisis, behavioral, psychiatric issues such as verbal/physical aggression, elopement 
ideations, suicidal/homicidal ideations, and decompensation mentally or crisis may be placed on intensive 
monitoring or one to one or two to one (within eyesight of staff) monitoring at the discretion of the 
administrative staff or facility supervisor;-Residents who require intensive monitoring of one to one will have 
an assigned employee within eyesight until resident has been stabilized or returned to proper level of 
function. Educated on the reasoning for the intensive monitoring, including triggers and interventions for that 
specific resident. The employee will interact with the resident throughout to receive therapeutic interventions.
1. Review of Resident #2's face sheet, undated, showed the following:-The resident admitted to the facility 
on [DATE];-The resident had a legal guardian;-Diagnoses included bipolar disorder (a mental health 
condition characterized by extreme mood swings), Post-Traumatic Stress Disorder (PTSD, is a mental health 
condition that can develop after experiencing or witnessing a traumatic event) and autistic disorder 
(persistent deficits in social communication and social interaction across multiple contexts, and restrictive, 
repetitive patterns of behavior, interests or activities) and impulse disorder(a condition where people struggle 
to resist urges to act, even when those actions are harmful to themselves or others). Review of the resident's 
Preadmission Screening and Resident Review (PASARR) Mental Illness Level II Evaluation, dated 11/19/24 
showed the following:-Diagnoses included oppositional defiant disorder, attention deficit hyperactivity 
disorder (ADHD, a mental health condition that makes it difficult to resist urges, which can lead to harmful or 
socially unacceptable behaviors), bipolar disorder, borderline intellectual functioning, Rett's disorder (a 
condition where a child's early development appears normal, but then they lose skills and abilities, 
particularly communication and movement), pervasive developmental disorder (a group of developmental 
delays that affect social and communication skills), anxiety disorder, impulse disorder, autistic disorder, 
PTSD;-Overt behaviors included frequent continuous yelling, destroys property, verbally threatening, 
cursing/swearing, disturbing other residents, injuries self and physically threatening;-Reason for nursing 
home continued stay included behavioral difficulties and mental illness requiring 24 monitoring and 
management and inadequate community/family support;-The resident was easily agitated and unable to 
regulate his/her emotions appropriately which causes outbursts when participating in activities. He/She has 
difficulties maintaining relationships as he/she does not relate well to others;-Maintain environment with low 
stimulation;-Maintain environment with a minimum of visual/auditory distractions, provide instructions at the 
resident's level of understanding;-Assess and plan for the level of supervision required to prevent harm to 
self or others. Provide individual personal space;-Establish consistent routines. Review of the resident's Care 
Plan, revised on 3/27/25, showed the following:-The resident was at risk for signs and symptoms of autism, 
failing or slow to respond to someone calling his/her name or to other verbal attempts to gain attention. The 
resident may have an unusual tone of that sound sing song or flat like a robot, havening difficulties with 
back-and-forth conversation. Having facial expressions, movements and gestures that do not match what 
was said.Review of the resident's Nursing Note, dated 7/1/25 at 8:25 P.M., showed the resident was involved 
in a physical altercation brought on by another resident (Resident #1). Resident #2 was punched in the head 
a couple of times and his/her right forearm twisted. The nurse observed a slight bump and redness on the 
forearm. The resident was sent to the hospital for evaluation. Review of the resident's Care Plan, revised on 
7/1/25, showed the following:-The resident was involved in a physical altercation with another resident;-The 
residents were separated; Code [NAME] was called. Skin assessment showed small slight bruising on right 
forearm. Review of the resident's quarterly Minimum Data Set (MDS), a federally mandated assessment 
instrument, completed by the facility staff, dated 7/2/25, showed the following:-Understood and understands 
others;-Cognitively intact;-No physical or verbal behaviors exhibited;-Other behaviors not directed at others 
(such as hitting, scratching self, pacing, rummaging, and disruptive sounds) occurred one to three 
days;-Supervision with ADLs. During an interview on 7/10/15 at 3:20 P.M. Resident #2 said the 
following:-He/She left his/her room and came back and noticed his/her power strip cord was missing;-He/She 
confronted Resident #1 about the cord. NA C told Resident #1 to give his/her (Resident #2's) cord 
back;-Resident #1 hit him/her multiple times in the head and arm. He/She had a bruise on his/her right arm 
and lump on his/her forehead;-He/She was upset and wanted to press charges against Resident #1. 2. 
Review of Resident #1's undated face sheet showed the following:-Original admission date 
4/30/24;-Diagnoses included autistic disorder, bipolar disorder, attention deficit hyperactivity disorder 
unspecified and generalized anxiety. Review of the resident's PASARR Mental Illness Level II Evaluation, 
dated 8/1/24 showed the following:-Reason for continued stay in nursing facility included dementia 
symptoms requiring 24-hour monitoring/management. Behavioral difficulties and or mental illness symptoms 
requiring 24-hour monitoring/management. Lack of community /family supports;-Diagnoses included ADHD, 
predominately hyperactive, impulse disorder, oppositional defiant disorder (a behavioral disorder 
characterized by a pattern of angry, irritable mood, argumentative behavior, defiance, and vindictiveness, 
particularly towards authority figures), bipolar disorder, conduct disorder (a mental health condition in 
children and adolescents that involves a persistent pattern of aggressive and antisocial behaviors), 
unspecified mood disorder, pervasive developmental disorder and autistic disorder;-Behavioral assessment 
showed unsafe smoking behavior, refuses activities, intrusive/invades others space, wandering, destroys 
property, verbally abusive, verbally threatening, uncooperative with medical/nursing care or treatments, 
cursing/swearing, disturbs other residents, physically threatening, and strikes others unprovoked;-The 
resident was frequently aggressive. He/She does not know how to appropriately express emotions which 
leads to frustration, irritability, and physical aggression/property destruction;-Assess and plan for the level of 
supervision required to prevent harm to self or others. Provide individual personal space. Review of the 
resident's quarterly MDS, dated [DATE], showed the following:-Understood and understands 
others;-Cognitively intact;-No psychosis exhibited;-No behavioral symptoms exhibited in the last seven 
days;-The resident required supervision with ADLs. Review of the resident's Care Plan, revised 5/9/25, 
showed the following:-The resident had a lack of impulse control related to ADHD and autism;-Caregivers to 
provide opportunity for positive interaction. If reasonable discuss the resident's behaviors;-Explain/reinforce 
why behavior was inappropriate and or unacceptable to the resident;-Intervene as necessary to protect the 
rights and safety of others. Approach/speak in a calm manner. Divert attention. Remove from the situation 
and take to alternate location as needed. Review of the resident's Nursing Note, dated 7/1/25, at 9:40 P.M. 
showed the following:-The resident was on one on one monitoring, went into Resident #2's room and 
grabbed a power strip from Resident #2 and brought it back to his/her room. Resident #2 came into Resident 
#1's room and asked for the power strip back. Resident #1 said no, but staff noticed Resident #2's name on 
the cord and returned it to Resident #2; -Resident #2 went back to his/her room. Resident #1 sat calmly for a 
few minutes then jumped up and ran towards the hallway, NA B ran after him/her yelling code green to other 
staff. Resident #1 ran into Resident #2's room, striking him/her several times while staff tried to get in 
between them. Staff got the residents separated and escorted Resident #1 back to his/her room. Resident 
#2's legal guardian wanted to press charges against Resident #1. During an interview on 7/10/25 at 11:10 A.
M. Resident #1 said the following:-He/She got into it with Resident #2 because he/she (Resident #2) took 
his/her power cord and put his/her (Resident #2's) name on it;-He/She ran out of his/her room and attacked 
Resident #2. Staff got in between them. Review of the facility investigation, dated 7/2/25, showed the 
following:-Date of incident was 7/1/25;-Type of incident was physical aggression involving the 
head;-Resident #1 and Resident #2 involved;-Investigative Narrative Note showed it was reported that 
Resident #1 had a physical altercation with Resident #2. It was reported Resident #1 thought Resident #2 
had a cord that belonged to him/her;-While on one on one monitoring Resident #1 went through his/her 
bathroom into the connecting room and grabbed Resident #2's cord. The one on one staff thought it was ok 
since there was another resident in the connecting room on one on one monitoring in the connecting room. 
Since the one on one staff in the connecting room didn't say anything. Hall Monitor A thought it was alright 
for him/her to get the cord. Resident #2 was not in his/her room. As a result, Resident #2 returned to his/her 
room and voiced his/her cord was missing. Staff retrieved the cord and gave the cord back to Resident #2. 
Resident #1 sat on his/her own bed, remained and appeared calm and continued on one on one. Resident 
#1 jumped up and ran past staff and began striking Resident #2 in the arm and head. As Resident #1 was 
running towards Resident #2 Hall Monitor A was yelling, code green, and attempting to prevent Resident #1 
from getting to Resident #2. The one on one staff in the connecting room with Resident #2's roommate 
stepped between the two residents as it was occurring and separated the two residents. Resident #1's 
behavior continued until staff were able to redirect him/her off of the unit;-Criteria for self-reporting was 
affirmative the incident was a result of abuse. During an interview on 7/14/25 at 2:30 P.M. Hall Monitor A said 
the following:-On 7/1/25 he/she worked the night shift;-He/She was moved to Resident #1's hall around 
10:45 P.M. and assigned Resident #1's one on one monitoring;-He/She was in Resident 1's room for just a 
few minutes and Resident #1 said he/she was missing his/her power strip cord, Resident #2 had it and 
he/she was going to go take it. Hall Monitor A told the resident it wasn't a good idea to take the 
cord;-Resident #2 walked through the connecting bathroom to Resident #2's room and returned with a power 
strip cord labeled with Resident #2's name;-Resident #2 came into Resident #1's room and said the cord was 
his/hers and he/she wanted it back, Resident #2 was upset and yelling;-Hall Monitor C came into the room 
and pulled the cord out from under Resident #1's leg, as he/she was sitting on the cord and gave the cord 
back to Resident #2;-Resident #1 appeared irritated, and his/her lips were pinched shut as though 
angry;-Hall Monitor C went to check the nurse's station for another cord for Resident #1. Approximately, five 
minutes went by, Resident #1 was rocking back and forth on his/her bed and appeared to be upset. Resident 
#1 jumped up and ran out into the hall and into Resident #2's room and attacked Resident #2. Resident #1 
punched Resident #2 multiple times in the head and arm;-Hall Monitor A yelled out Code Green;-The one on 
one staff in Resident #2's room and Hall Monitor A grabbed Resident #1's arms and tried to pull him/her off 
of Resident #2. During an interview on 7/16/25 at 8:30 A.M. Hall Monitor B said the following:-He/She was 
1:1 with Resident #2's roommate when Resident #1 came through the connecting bathroom from his/her 
room into Resident #2's room. Resident #1 was screaming and yelling;-Resident #1 started punching and 
hitting Resident #2. He/She (Hall Monitor B) tried to get in between the two residents; During an interview on 
5:30 P.M. the Director of Nursing said the following:-Resident #2's guardian wanted to press charges against 
Resident #1 after the recent altercation;-The resident was on one on one at the time of the altercation and 
remained on one on one after the altercation. During an interview on 7/10/25 at 5:15 P.M. the Administrator 
said the altercation was considered abuse.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure the safety of two residents (Resident # 9 and #10) 
who resided on a locked behavioral unit when a physical altercation occurred between the two residents. Hall 
Monitor D said Resident #9 came at his/her with fists up and tried to attack him/her. Resident #10 told 
Resident #9 to leave Hall Monitor D alone. Resident #9 turned around and went after Resident #10 and 
shoved him/her. Resident #10 shoved Resident #9. The residents shoved each other a second time. Staff 
working on the hall did not have walkie talkies available, or a functioning intercom system to call a Code 
[NAME] (behavioral health crisis) to access help. Hall Monitor D had to open the locked door to the unit and 
yell for assistance. The facility census was 177.Based on interview and record review, the facility failed to 
ensure the safety of two residents (Resident # 9 and #10) who resided on a locked behavioral unit when a 
physical altercation occurred between the two residents. Hall Monitor D said Resident #9 came at his/her 
with fists up and tried to attack him/her. Resident #10 told Resident #9 to leave Hall Monitor D alone. 
Resident #9 turned around and went after Resident #10 and shoved him/her. Resident #10 shoved Resident 
#9. The residents shoved each other a second time. Staff working on the hall did not have walkie talkies 
available, or a functioning intercom system to call a Code [NAME] (behavioral health crisis) to access help. 
Hall Monitor D had to open the locked door to the unit and yell for assistance. The facility census was 177. 
Review of the facility's policy, Behavioral Emergency Policy, dated 6/26/25, showed the following:-To provide 
safe treatment and humane care to the resident in a behavioral crisis, to outline steps to follow to correctly 
care for the resident in a behavioral crisis, to ensure that the resident is not being coerced, punished, or 
disciplined for staff convenience;-Care will be guided by the resident's plan of care and based on strategies 
taught by Crisis Prevention Institute Non-violent crisis intervention, or the current company guidance, and will 
help to respond to difficult behaviors in the safest and most effective way possible;-Proactive management 
for our residents is the best plan. All staff should recognize when the resident has become or can become a 
danger to themselves or someone else. De-escalation techniques should be utilized first;-The licensed 
nursing staff/and or nursing administration will assess the resident who is displaying crisis, ensuring safety of 
resident and others is priority. Monitoring of the resident will be initiated, if appropriate. 1. Review of Resident 
#9's undated Face Sheet showed the following:-The resident admitted to the facility on [DATE];-Diagnoses 
included mild intellectual disabilities, bipolar disorder (a mental health condition characterized by extreme 
mood swings), and attention deficit hyperactivity disorder (ADHD, a mental health condition that makes it 
difficult to resist urges, which can lead to harmful or socially unacceptable behaviors). Review of the 
resident's quarterly Minimum Data Set (MDS), a federally mandated assessment instrument, completed by 
the facility staff, dated 4/14/25 showed the following:-The resident understood others and made 
self-understood;-The resident was cognitively intact;-The resident had clear speech;-No behavioral 
symptoms exhibited;-Required supervision or touching assistance with activities of daily living (helper 
provides verbal cues or touching/steading assistance as resident completes activity). Review of the 
resident's Care Plan, revised 7/2/25, showed the following:-The resident was at risk for alteration in mood 
related to diagnosis of mood disorder, bipolar disorder, and ADHD. The resident had a history of trouble with 
concentrating, irritability and rapid mood fluctuations. His/Her behaviors related to mental illness include 
verbal/physical aggression and can potentially affect others;-Assist the resident, family, caregivers to identify 
strengths, positive coping skills and reinforce these;-Per the resident's Preadmission Screening and 
Resident Review (PASARR) Mental Illness Level II Evaluation, the resident reported onset of symptoms 
when he/she was young which included angry outburst, irritability, difficulty concentrating racing thoughts 
physical aggression towards others, feelings of worthlessness, threats to harm others, rapid mood 
fluctuations, mild irritability and increased anxiety;-Intervene as necessary to protect the rights and safety of 
others. Approach and speak in a calm manner. Divert attention. Remove from the situation and take to 
alternate location as needed;-Minimize potential for the resident's disruptive behaviors by offering tasks 
which divert attention;-The resident had a history of behavioral challenges that required protective oversight 
in a secure setting. Current behaviors: threatens to harm others, angry outbursts, physical aggression. 
Review of the resident's Nursing Note, dated 7/10/25 at 4:13 P.M., showed the following:-Code [NAME] was 
called on the resident, when staff got to the unit the resident was standing at the nursing desk talking very 
loudly and was upset;-When asked what was going on, the resident began to get louder. Staff walked with 
the resident to his/her room to have more calm and private communications;-The resident was upset he/she 
was not on the counselors list to be seen that day and was loud with staff, when another resident asked 
him/her to not talk like that to staff, the resident got upset and pushed the other resident with open hands on 
his/her shoulders. The residents were separated immediately, and a Code [NAME] was called;-Asked the 
resident if he/she was upset and need an as needed (PRN) medication and he/she agreed. The resident was 
taken off the unit and placed on one on one monitoring until the investigation was completed. No marks or 
injuries. During an interview on 7/10/25 at approximately 5:40 P.M. Resident #9 said the following:-He/She 
got upset with staff because he/she couldn't see the counselor;-He/She shoved Resident #10 and staffed 
moved him/her to another hall. 2. Review of Resident #10's face sheet showed the following;The resident 
admitted to the facility on [DATE];-Diagnoses included schizophrenia (a disorder that affects a person's 
ability to think, fell, and behave clearly) and schizoaffective disorder (a mental health condition characterized 
by schizophrenia and mood disorder symptoms (like depression or mania). Review of the resident's quarterly 
MDS dated [DATE] showed the following:-The resident understood and makes self-understood;-The resident 
was cognitively intact;-The resident had clear speech;-No behavioral symptoms exhibited;-Required 
supervision or touching assistance with activities of daily living (Helper provides verbal cues or 
touching/steading assistance as resident completes activity). Review of the resident's Care Plan, dated 
7/2/25, showed the following:-The resident had a diagnosis of schizophrenia. Encourage participation in 
self-calming behaviors;-Encourage times of rest and relaxation between care and activities. Evaluate verbal 
expressions of fear. Review of the resident's Nursing Note, dated 7/10/25 at 10:30 A.M., showed the 
following:-Resident #10 heard Resident #9 yelling at staff. He/She asked Resident #9 not to yell and 
Resident #9 pushed Resident #10. Resident #10 pushed Resident #9 back. Staff yelled Code Green, 
instructing residents to stop. Staff escorted the other resident away. Head to toe skin assessment completed 
with no open areas or bruising noted. During an interview on 7/10/25 at 2:00 P.M. Resident #10 said the 
following:-Resident #9 was mad about counseling and came at Hall Monitor D;-He/She told Resident #9 to 
leave Hall Monitor D alone;-Resident #9 shoved him/her and he/she shoved Resident #9 back, and they both 
shoved each other a second time;-Hall Monitor B opened the locked door to the unit and yelled for a Code 
Green. Review of the facility's investigation, dated 7/11/25, showed the following-Type of incident was 
physical aggression not involving the head;-Witnesses: Certified Nurse Aide (CNA) F and Hall Monitor 
D;-Residents involved: Resident # 9 and Resident #10;-Code [NAME] was called to the unit. It was reported 
there was a physical altercation between Resident #9 and Resident #10;-Resident #9 was speaking with Hall 
Monitor F about not having counseling that day. Resident #9 became upset about not having counseling. 
Resident #10 told Resident #9 to not talk to staff like that. Resident #9 responded by pushing with open 
hands towards Resident #10. Resident #10 pushed Resident #9 back. They both pushed each other as staff 
separated them. Both residents said they weren't trying to hurt each other;-Root Cause: Resident #9 had 
diagnoses of ADHD, mild intellectual disabilities, bipolar disorder and as a result, when Resident #10 told 
him/her not to talk to the staff member like that, Resident #9 responded and pushed Resident #10. The 
facility substantiated the incident. There was no lead up to the incident. Staff did not have walkie talkies. 
When staff came on their shift, they were told there was no walkie talkies. Staff notified the unit next to them 
to call a Code Green. Followed up with the receptionist who handed out the walkie talkies and was told there 
were not enough. The facility intercom was not working. During an interview on 7/10/25 at 2:10 P.M. CNA F 
said the following:-He/She yelled for Resident #9 to stop when Resident #9 shoved Resident #10;-The 
intercom was down and there were no walkie talkies;-Hall Monitor D opened the locked door to the hall and 
yelled for help;- There was no way for staff to call for help. During an interview on 7/10/25 at 2:00 P.M. and 
7/22/25 at 9:19 A.M. Hall Monitor D said the following:-On 7/10/25, at the beginning of his/her shift, he/she 
went to the receptionist and asked for a walkie talkie. Receptionist G said there were no walkie talkies to give 
Hall Monitor D to use during his/her shift. The facility intercom system was also down;-On 7/10/25 during 
his/her shift Resident #9 came up and asked to see the counselor and he/she told the resident he/she wasn't 
on the list to be seen that day;-Resident #9 came at him/her with his/her fists up and tried to attack him/her 
(Hall Monitor D);-Resident #10 told Resident #9 to leave Hall Monitor D alone. Resident #9 turned around 
and went after Resident #10 and shoved him/her. Resident #9 yelled at Resident #10 and Resident #10 
shoved Resident #9 back;-He/She knew there was no intercom or walkie talkie available to call for help so 
he/she had to open the locked door to the unit and yell for help down another hall. It just happened that 
another staff was coming around the corner and heard him/her yelling;-Staff were educated to call a Code 
[NAME] if a resident tried to hurt themselves or another resident. He/She was to notify staff of a Code 
[NAME] by either the intercom or by a walkie talkie. During an interview on 7/16/25 Hall Monitor B said the 
following:-Walkie talkies were seldom available in the facility;-Either the receptionist said they were missing, 
or they were not charged. Some of the walkie talkies didn't work and it was hard to hear what was said over 
the walkie talkie;-If he/she needed to call a Code [NAME] he/she yelled for help. During an interview on 
7/22/25 at 8:40 A.M. Hall Monitor H said the following:-Walkie talkies were not always available and he/she 
had concerns not being able to call for help or assistance;-Staff were to call a Code [NAME] by using a 
walkie talkie. If staff didn't have a walkie talkie to call for assistance, a resident could be injured. During an 
interview on 7/10/25 at 2:48 P.M. Receptionist G said the following:-The walkie talkies were kept in a cabinet 
in the front office where the receptionist was located;-In the past, the facility had a system for signing out 
walkie talkies to each of the staff who were working on the halls. Many of the walkie talkies were missing or 
were not charged when staff requested one;-He/She did not have a walkie talkie to give to each staff that 
were working on the halls. Staff used the walkie talkies or used the intercom to call a Code Green. The 
intercom was also down;-He/She had reported his/her concerns with administration about not having enough 
walkie talkies multiple times;-Hall Monitor D requested a walkie talkie at the beginning of his/her shift on 
7/10/25 but there was none available;-Staff communicated through walkie talkies to him/her if he/she needed 
to call a Code [NAME] over the intercom. During an interview on 2:45 P.M. the Assistant Administrator said 
the following:-The intercom system was down and had been since 7/6/25. A part had been ordered to repair 
the intercom system;-He was not aware there was an issue with walk talkies not being available for staff to 
use during their shifts. During an interview on 7/10/25 at 5:15 P.M. the Administrator said the following:-The 
facility's intercom system had been down since 7/6/25;-A part had been ordered to repair the intercom 
system;-He was not aware there was an issue with walk talkies not being available;-He would expect staff to 
have either a walkie talkie or access to the intercom to be able to call for assistance on each hall.
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