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Residents Affected - Few

Based on observation, interview, and record review the facility failed to ensure one resident, Resident #5, in 
a review of 17 sampled residents, was free from abuse when staff physically took the resident down to the 
ground and caused injury. The resident sustained injuries including a bruised chin, a swollen sprained right 
ankle, and bruising to the right knee. The resident felt staff abused him/her. The facility census was 177. 
Review of the facility's Abuse and Neglect Policy, last revised 06/12/24, 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 and resident to resident altercations;-Instances of 
abuse of all residents, irrespective of any mental or physical condition, cause physical harm, pain, or mental 
anguish;-Physical abuse: Purposefully beating, striking, wounding, or injuring any resident or any manner 
whatsoever mistreating or maltreating a resident in a brutal or inhumane manner;-Physical abuse includes 
handling a resident with any more force than is reasonable for a resident's proper control, treatment, or 
management;-Physical abuse also includes but is not limited to hitting, slapping, punching, biting, and 
kicking;-Physical abuse also includes corporal punishment, which is physical punishment used to correct or 
control behavior. Review of the facility's policy Behavioral Emergency Policy, dated 06/26/24, showed the 
following:-The facility is to provide safe treatment and humane care to the resident in a behavioral 
crisis;-Staff is to follow steps to ensure they correctly care for the resident in a behavioral crisis to ensure that 
the resident is not being coerced, punished, or disciplined for staff convenience;-Any emergency 
interventions have the potential for (re)traumatizing individuals;-Despite best intentions, decisions concerning 
the use of physical holds, and the administration of medication are necessarily made under less-than-ideal 
circumstances (i.e., emergencies), and involve the urgent weighing of significant risks versus the benefits of 
physical safety;-Therefore, such emergency interventions as the use of physical holds and the administration 
of medication are to be avoided as possible.-Use of physical holds and the administration of medication is 
seen as a safety intervention of last resort, rather than a treatment intervention per se, and its usage should 
be a crisis event;-An organizational philosophy of giving the highest priority to all non-violence is to be 
articulated in all policies, procedures, and practices;-Practices that are sensitive to those with a history of 
trauma are to be in place;-Non-Physical interventions are the first choice as an intervention unless safety 
issues demand immediate physical intervention;-The facility's approved early intervention crisis prevention 
techniques will be used to de-escalate conflict when possible;-Care will be guided by the resident's plan of 
care and based on the 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. Review of the facility's Crisis Assessment Linkage and Management (CALM) training manual, 
undated, showed the following:-Before beginning a discussion on the use of restraints it is important to 
consider the potential negative outcomes;-When it becomes necessary to physically control a client, the risk 
of physical and emotional trauma to both the resident and staff member was significant;-Without question the 
therapeutic relationship would suffer;-Careful consideration was necessary before involving the use of 
restraints;-Methods to prevent the use of restraint needed to be included in the policies as well as the 
expected behaviors of staff members;-Control positions, Seclusion or Restraint are never to be used for 
punishment. Review of the facility's Crisis Prevention Institute (CPI) training manual, dated 2023, showed the 
manual included no direction for staff to physically take a resident to the floor. 1. Review of Resident #5's 
Preadmission Screening and Resident Review, dated 09/14/21, showed the following:-Diagnoses included 
watershed brain damage (occurs when blood flow is reduced or blocked in the border zones between the 
major arteries supplying the brain) from seizures at the age of five years old, bipolar disorder (periods of 
mania and depression), anxiety, impulse control disorder, major depressive disorder, attention deficit and 
hyperactivity disorder (ADHD), oppositional defiant disorder (ODD is a condition where a person is 
defiant/argumentative), borderline intellectual functioning (having a low IQ);-The resident had self-harming 
behaviors and was aggressive with staff;-The resident has poor impulse control;-The resident can be verbally 
and physically aggressive towards the staff and others and required supervision;-The resident required 
behavioral therapy two times per week;-The resident required a Crisis Plan that should identify clear steps 
that will be taken to support individual during a crisis, specify who to contact for assistance, how staff should 
work together with individual during the crisis, as well as identify when the physician, emergency medical 
services and/or law enforcement should be contacted.-The facility may also wish to utilize DMH Behavioral 
Health Crisis Hotline: https://dmh.mo.gov/mentalillness/progs/acimap.html Review of the resident's quarterly 
Minimum Data Set (MDS), a federally mandated assessment completed by staff, dated 04/13/25, showed the 
following:-Cognitively intact;-Moderate symptoms of depression;-No hallucinations, delusions, behaviors, or 
rejection of care;-Required supervision from staff for Activities of Daily Living (ADL);-Resident was 63 inches 
in height and weighed 139 pounds. Review of the resident's Care Plan, updated 04/22/25, showed the 
following:-The resident had a history of behavioral challenges that required protective oversight in a secure 
setting;-Can be verbally and physically aggressive;-CALM technique, if needed;-Coping skills included 
karaoke, bingo, yoga, and calls from family;-Non pharmaceutical interventions: One-on-one;-Pharmaceutical 
interventions as needed;-Behaviors include anxiety, poor decision-making, bad judgement, depression, 
agitation, and suicidal ideation;-If you see the resident exhibiting any behaviors listed in the current behaviors 
section, refer to preferred coping skills immediately;-Warning signs for the resident included the resident may 
start popping off at the mouth, saying I don't care, saying mean things to hurt others;-His/Her crisis moments 
are triggered when he/she was told no;-The resident can be distracted and comforted with sleeping, playing 
cards, or taking a shower;-The resident can expand his/her learning and work toward his/her goals by 
listening and coping;-During past crisis moments listening to music and watching the Golden Girls helped the 
resident;-Coping skills included watching television, listening to music, taking naps, word searches, and 
talking to his/her parent. Review of a facility surveillance video from 07/16/25 of an incident with the resident 
and staff showed the following:-The resident is seen standing and not showing signs of agitation; the resident 
appeared calm. The resident was not moving his/her body or displaying any type of threatening behavior with 
his/her body. The resident stood still. There was no sound, but there was no indication the resident was 
yelling or resisting staff in any way;- Night Shift Supervisor (NSS) D stood on the resident's left side next to 
the resident and had his/her right arm under the resident's left arm, NA G stood on the resident's right side 
with his/her left arm under the resident's right arm;-NA F came up behind the resident, knelt and held the 
resident's left leg (placement of his/her hands was not visible on the video);-Licensed Practical Nurse (LPN) 
H stood behind the resident and was not touching the resident.-NSS D looked behind the resident and 
nodded to NA F, then turned his/her head back around and nodded again;-At this time NSS D, NA G, and 
NA F moving quickly, all with hands on the resident, took the resident face down to the floor. The resident's 
head and right leg were not secured or protected by staff;After NSS D, NA G and NA F took the resident to 
the floor, LPN H quickly moved toward the resident. Review of the resident's Physician's Order Sheet, dated 
07/16/25, at 10:45 P.M., showed an order for Chlorpromazine 25 milligrams/milliliter, inject 25 milligrams 
intramuscularly every 24 hours as needed for increased agitation/irritation for 14 days. During an interview 
on 08/06/25, at 1:43 P.M., the resident's family member said he/she met the resident at his/her physician 
appointment on 07/17/25. When the resident arrived at the appointment, the resident had a large bruise on 
his/her chin. The physician asked the resident about it several times and the resident seemed afraid to 
answer. The resident kept saying he/she didn't know how it happened. The resident told him/her later that 
NSS D did it when he/she took the resident to the floor and that the resident's right leg and ankle hurt. 
Review of the resident's Nursing Progress Notes dated 07/19/25, at 1:44 P.M., showed the resident had a 
new bruise on his/her chin that was acquired in house, it was unknown how long it had been present. 
Observation on 07/19/25, at 11:30 A.M., showed the resident in his/her room. The resident had a quarter to 
half dollar sized purple bruise on his/her chin; his/her right ankle was swollen from the lower shin to halfway 
down the resident's foot, his/her malleolus (ankle bone) was not visualized because of the swelling and 
his/her shoe caused an indentation into his/her skin due to swelling. During an interview on 07/19/25, at 
11:30 A.M. the resident said the following:-He/She was mad and threw the cigarette box on the floor;-Staff 
called a code green (behavioral emergency);-NSS D, NA F, NA G, and LPN H were there;-The resident said 
NSS D told him/her, I dare you to do it again, and so he/she threw the cigarette box on the floor again 
because it made him/her angry;-That made NSS D angry;-NSS D and NA F took him/her down to the 
ground;-He/She hit the ground hard;-Staff did not protect his/her head or right leg;-When he/she went down it 
hurt his/her chin, right leg, and ankle because they put him /her down hard and he/she hit the floor 
hard;-He/She felt like NSS D did the take down hard on purpose, like he/she tried to hurt him/her to teach 
him/her a lesson;-He/She felt staff did not try to prevent his/her injury and that they were abusive to him/her. 
During an interview on 07/19/25, at 11:40 A.M. Resident #6 said the following:-He/She saw staff take 
Resident #5 to the floor, but was not close enough to hear what staff said;-Staff slammed the resident to the 
floor;-Staff used excessive force, and they didn't do it the right way;-Staff did not have hold of Resident #5's 
head and did not have one of the resident's legs;-It was too rough. During an interview on 07/19/25, at 11:44 
A.M. Resident #7 said the following:-He/She saw NSS D, LPN H, NA F, and NA G take Resident #5 to the 
ground;-It looked like Resident #5 hit the floor hard. During an interview on 07/21/25, at 4:05 P.M., NA G said 
the following:-On the night of 07/16/25 the resident got upset because he/she wanted to smoke another 
cigarette;-The resident threw the cigarette box off the medication cart;-The resident threatened to throw the 
cigarette box and was yelling, he/she did not hear the resident threaten staff or other residents, just to throw 
stuff;-Someone called a code green;-NSS D and LPN H responded, NA G and NA F were already 
there;-He/She did not hear anyone attempt to offer the resident any of his/her coping mechanisms but he/she 
could not hear everything;-NSS D instructed staff to take the resident down;-NSS D had the resident's left 
arm and he/she had the resident's right arm;-LPN H and NA F were behind him/her to get the resident's legs 
but he/she could not visualize their position;-They are supposed to have five staff members to do a proper 
take down but there were four, there was no staff to secure the resident's head;-The resident went down 
faster than he/she was used to and might have hit the ground harder compared to other times h/she had 
been involved in a takedown maneuver;-He/She and NSS D, LPN H, and NA G held the resident on the 
ground for one minute;-The resident had not made a threat against other residents or staff. During an 
interview on 07/21/24, at 7:40 A.M., NSS D said the following:-He/She was called to the unit for a code 
green;-Staff reported Resident #5 wanted another cigarette and was throwing things;-When he/she arrived 
on the unit the resident attempted to go back into the smoke room, so he stood in front of the door;-The 
resident threated to knock off the cigarette box again;-That is when he/she took the resident's left arm, NA G 
took the resident's right arm;-They did a five person procedure and took the resident face first to the 
ground;-They held the resident on the ground for about a minute until the resident calmed down;- NA F, NA 
G, and LPN H were the other staff that performed the take down with him/her; five employees were not 
available for the procedure;-The team lead was supposed to secure the resident's head, but they did not 
have five staff;-The resident had not threatened staff or residents, but had a history of physical behaviors so 
he felt like the resident needed to be taken down for safety;-LPN H should have had the resident's right leg, 
NA F was expected to have the resident's left leg;-He/She did not think the resident hit his/her chin on the 
floor;-During the code green he/she was the only one speaking to the resident;-He/She was not aware of the 
resident having any type of crisis program and did not know what the resident's care plan directed for 
de-escalating behaviors. During an interview on 07/19/25, at 2:26 P.M. the Assistant Administrator (AADM) 
said the following:-He reviewed the video of staff taking the resident to the floor on 07/16/25;-Staff did not 
report to administration the code green or that they had physically taken the resident to the ground;-Review 
of the video showed three staff touching the resident during the take down;-He felt like staff did not execute 
the CALM five person take down as instructed in CALM training;-Staff are supposed to use CPI techniques 
but all the training was not done. During an interview on 07/19/25, at 3:07 P.M., and 07/24/25, at 10:25 A.M., 
the Administrator (ADM) said the following:-Staff had not reported the code green or take down;-NSS D said 
the resident had two cigarettes and wanted a third cigarette and, when staff denied the resident getting a 
third cigarette, the resident knocked the cigarette box off the medication cart;-NSS D made the call to take 
the resident to the ground;-LPN H then gave the resident an injection of Thorazine (antipsychotic 
medication);-Staff are expected to report code greens and use of physical and chemical restraints;-The staff 
did not report this incident to administration. Complaint #2565905 and #2570073
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to follow physician's orders and administer 
medications for three residents (Resident #15, #12, and #17) in a review of 17 residents. Resident #15 had 
diagnosis of congestive heart failure (CHF) and missed several doses of medications for fluid retention prior 
to a hospitalization for fluid overload. Resident #12 experienced increased pain from missing ordered pain 
medications. The facility reported their pharmacy had not supplied the medications. Many of the medications 
were available in the facility's eKit (emergency medication supply), but staff did not use the available 
medications to ensure resident's received administration of ordered medications. The facility census was 
177. Review of the facility's policy Transcription of Orders/Following Physician's Orders, dated 05/18/24, 
showed the following:-The purpose of this policy is to outline procedures in accurately transcribing 
physician's orders and to ensure that all physicians' orders are followed. To ensure a process is in place to 
monitor nurses in accurately transcribing and following physician's orders;-Upon receiving a physician's order 
via telephone, fax, written order, verbal order, transcribed order or other, it will be documented in residents' 
electronic medical records in orders section;-The Licensed/Registered Nurse will check the emergency kit to 
verify if the medication is present in the facility to begin immediately. If the medication is not available, the 
facility may contact the backup pharmacy to deliver the medication sooner. If the medication is unable to be 
started within 24 hours of the order, the prescribing physician will be notified, and further orders will be 
obtained. If a stat medication is ordered, the physician will be made aware of facility availability in the case 
that an alternative is needed;-The Licensed Nurse will review electronic Medication Administration Records 
(MARs) &electronic Treatment Administration Records (TARs) on a routine basis to monitor formedications 
that were not administered to the resident due to unavailability, refusal, omission, etc.-If a medication is 
marked as not given, the reasoning for not being given should beexplained in the progress notes and the 
RCC, the DON/ADON/RN, and the Administrator must be notified. The Physician and Legal Guardian (if 
applicable) must also be notified. The nurse's progress notes must document the plan/solution because of 
the medication not being administered and any adverse reactions that the resident may have.-For Electronic 
MARS/TARS: The medication will be documented as not given byselecting the corresponding chart code for 
the reason why it was not given, and aprogress note will be written.-If the medication is unavailable, the 
Licensed Nurse will contact the pharmacy and have the medication delivered. If the resident is not going to 
receive their scheduled medication per Physician's Order, the Licensed Nurse will contact the Director of 
Nursing, The Administrator, Physician and Legal Guardian, if applicable. The RCC/Unit Manager/Designated 
Nurse will then follow any further orders that may be provided by the Physician.-The facility may utilize a stat 
or emergency medication kit or back up pharmacy todeliver the medication to the resident before the primary 
pharmacy can deliver.-The Nurse or CMT in charge of medication administration must review all their 
designated MARs and TARs prior to the end of their shift to ensure that all medications/treatments scheduled 
to be given on their shift were administered according to the physicians' order and that all necessary 
interventions were taken in the event of an omission.-The RCC/ Unit Manager/Designated Nurse will review 
all electronic MARs/TARs and compare all medications to the medications available for each resident in the 
facility weekly to ensure availability. Review of the facility's Emergency medication list (E-kit) inventory dated 
07/24/25, showed the following available medications:- Bupropion (medication for depression) 75 milligram 
(mg) one on hand;- Cardizem (medication for blood pressure, irregular heartbeat) 30 mg six on 
hand-Clonazepam (medication for seizures and anxiety) 0.5 mg seven on hand;-Clonazapine (antipsychotic 
medication) 0 on hand;-Depakote Sprinkles (medication for seizures sometimes used as a mood stabilizer): 
DR 250 mg five on hand, ER 250 mg six on hand, ER 500 mg five on hand, sprinkles 125 mg six on hand 
and DR 500 mg seven on hand;-Farxiga (medication for heart failure, diabetes, and kidney failure) not 
available;-Furosemide (medication used to remove excess fluid) 20 mg eleven on hand;-Lyrica (medication 
used for nerve pain) 50 mg 15 on hand;-Metformin (medication used to control blood sugar) 500 mg seven 
on hand;-Metolazone (medication used to removed excess fluid) not available;-Montelukast (medication to 
treat seasonal allergies) not available;-Pantoprazole Sodium (medication to reduce stomach acid) not 
available;- Potassium (medication to replace potassium) 10 milliequivalent (mEq) six on hand;-Pravastatin 
(medication used to lower cholesterol) not available;-Spironolactone (medication which helps the kidneys 
remove excess salt and water from the body while retaining potassium) not available;-Sacubitril-Valsartan 
(medication used to treat congestive heart failure by reducing strain on the heart, and improved blood flow to 
the heart), not available;-Terazosin HCL (medication used for high blood pressure or enlarged prostate), not 
available;-Trazodone (antidepressant medication) 50 mg six on hand;-Vrayfar (antipsychotic medication for 
hallucinations, delusions, and mood stability), not available. 1. Review of Resident #15's Care Plan, updated 
06/24/24, showed the following:-Resident is his/her own guardian;-Resident is highly functional and can take 
care of most of his/her needs;-Diagnosis include major depression, diabetes mellitus (inability to regulate 
blood sugar), high blood pressure, chronic ischemic heart disease, congestive heart failure;-Potential for fluid 
deficit related to diuretic (fluid medication) use;-Resident will be free of symptoms of dehydration and 
maintain moist mucous membranes, good skin turgor;-Administer medications as ordered;-Monitor fluid 
intake and output per facility policy;-Monitor vital signs as ordered;-Notify physician of significant 
abnormalities;-Resident has impaired circulation related to edema;-Will be free from signs and symptoms of 
complications of poor circulation through next review. The resident's care plan did not include possible 
complications from fluid overload, or how to monitor fluid overload including giving diuretics as ordered. 
Review of the resident's annual Minimum Data Set (MDS), a federally mandated assessment completed by 
staff, dated 05/14/25, showed the following:-Cognitively intact;-Diagnoses included heart failure, high blood 
pressure, diabetes mellitus (inability to regulate blood sugar), depression, shortness of breath, swelling 
(edema), pain in ankle and foot, and chronic ischemic heart disease (a condition where the heart muscle 
doesn't receive enough blood flow due to narrowed or blocked coronary arteries); -Moderate to severe 
depression symptoms;-No hallucinations, delusions, behaviors, or rejection of care;-Requires supervision 
from staff for Activities of Daily Living (ADL). Review of the resident's Physician's Order Sheet (POS), dated 
07/01/25, showed the following:-Metformin (medication used to manage blood sugar levels in people with 
type 2 diabetes) 1000 mg capsule two times daily morning and bedtime;-Metformin 500 mg capsule two 
times daily in the evening.-Spironolactone (medication which helps the kidneys remove excess salt and 
water from the body while retaining potassium) 50 mg daily for high blood pressure and heart 
failure;-Sacubitril-Valsartan (medication used to treat congestive heart failure by reducing strain on the heart, 
and improved blood flow to the heart) 24-26 mg one tablet every 12 hours for heart failure;-Bupropion 
(medication for depression) 300 mg capsule daily. Review of resident's weight record, dated 
07/01/25-07/03/25, showed the following: -7/01/25 no weight;-7/02/25 498.2 pounds (lbs.);-7/03/25 501.2 lbs. 
Review of the resident's POS, dated 07/03/25, showed metolazone (medication used to treat fluid retention), 
2.5 mg one time (administered on 07/04/25). Review of the resident's POS, dated 07/03/25, showed 
metolazone 2.5 mg 1 tablet by mouth before meals for weight gain for two days. Review of resident's weight 
record, dated 07/04/25-07/05/25, showed the following:-7/04/25 502.6 lbs.;-7/05/25 505.4 lbs. Review of the 
resident's Medication Administration Record (MAR), dated 07/05/25, showed the following:-Metolazone 2.5 
mg capsule 12:00 P.M. dose not administered and marked 5 (hold/see progress note);-Metolazone 2.5 mg 
capsule 5:00 P.M. dose not administered 5 (hold/see progress note); Review of the resident's Nurses Note, 
dated 07/05/25 at 5:11 P.M., showed waiting on the pharmacy for the resident's metolazone. Review of the 
resident's POS, dated 07/06/25, showed metolazone 2.5 mg one time. Review of resident's weight record, 
dated 07/06/25-07/08/25, showed the following:-07/06/25 502.2 lbs.;-07/07/25 498.4 lbs.;-07/08/25 502.1 lbs. 
Review of the resident's Nurses Note, dated 07/08/25, at 5:23 P.M., showed notified the cardiologist of the 
resident's weight gain, received orders for labs. Resident is compliant with medications. Review of the 
resident's weight record showed staff documented no weight for 07/09/25. Review of the resident's MAR, 
dated 07/09/25, showed the following:-Metformin 1000 mg capsule 7:00 A.M. dose not administered 5 
(hold/see progress note);-Metformin 500 mg capsule 5:00 P.M. dose not administered 5 (hold/see progress 
note);-Spironolactone 50 mg 7:00 A.M. dose not administered 5 (hold/see progress 
note);-Sacubitril-Valsartan 24-26 mg 9:00 A.M. dose not administered 5 (hold/see progress note); Review of 
the resident's Nurses Note, dated 07/09/25 at 11:00 A.M., showed waiting on the pharmacy for delivery of 
the resident's spironolactone, Metformin, and Sacubitril-Valsartan. Review of the resident's Nurses Note, 
dated 07/09/25, at 2:07 P.M., showed the primary care physician was notified that medications were 
currently not available in the facility due to a delay from the pharmacy. Contact made with pharmacy, who 
reported the medications were expected to arrive today. Director of Nursing, administration, management 
have been made aware. Review of the resident's Nurses Note, dated 07/09/25 at 4:15 P.M., showed waiting 
on the pharmacy for delivery of the resident's Spironolactone, Metformin, and Sacubitril-Valsartan. Review of 
the resident's weight record, dated 07/10/25, showed the resident weighed 503.4 lbs. Review of the 
resident's MAR, dated 07/10/25, showed bupropion 300 mg capsule 7:00 A.M. dose not administered 5 
(hold/see progress note). Review of the resident's Nurses Note, dated 07/10/25 at 10:54 A.M., showed 
waiting on the pharmacy for delivery of the resident's bupropion. Review of the resident's Nurses Note, dated 
07/10/25 at 11:19 A.M., showed the resident has been medication compliant. Review of the resident's weight 
record, dated 07/11/25, showed two weights documented for the resident 502.1 lbs. and 493.8 lbs. Review of 
the resident's weight record, dated 07/12/25, showed the resident weighed 504.4 lbs. Review of the 
resident's weight record, dated 07/13/25, showed the resident weighed 508.6 lbs. Review of the resident's 
Nurses Note, dated 07/13/25 at 9:13 A.M., showed the resident was short of breath while talking, with 
movement oxygen saturation dropped to the 7O's (normal oxygen saturations range from 95-100%). 
Resident refused oxygen. Resident has had significant weight gain in the last two days. Notified primary care 
physician and received orders to send out to be evaluated. Review of the resident's Nurses Note, dated 
07/13/25 at 5:10 P.M., showed the resident was admitted to the hospital for fluid overload. Review of the 
resident's Hospital Physician Discharge summary, dated [DATE] at 10:05 A.M., showed the following;-Date 
of admission [DATE];-Presented with four-pound weight gain over his/her set limit of 505 lbs.;-admitted to 
cardiology service for treatment of his CHF exacerbation;-Received intravenous (medication give via a tube 
in a vein) medication to remove fluid;-Obtain weight daily taking weight at same time each day;-Continue 
medications for fluid;-Report any increase in symptoms or rapid weight gain;-Added medication for related to 
weight gain. Review of the resident's Nurses Note, dated 07/16/25 at 1:42 P.M., showed the resident 
returned to the facility. During an interview on 07/24/25, at 3:15 P.M., the resident said the facility kept 
running out of his/her medications. He/She had severe CHF, and the facility had been running out of the 
medications that keep the fluid off or had to wait a long time to get new medications ordered. He/She was 
hospitalized for CHF. It was miserable when he/she could not breathe from not having his/her medications. 
2. Review of Resident #13's quarterly MDS, dated [DATE], showed the following:-Cognitively 
intact;-Diagnoses included bipolar disorder (a mood disorder), high blood pressure, anxiety, depression, 
post-traumatic stress disorder, chronic obstructive pulmonary disease, thyrotoxicosis (a condition in which 
there is an excessive amount of thyroid hormone in the body), pain, atrial fibrillation, and shortness of 
breath;-Moderate depressive symptoms;-No hallucinations, delusions, behaviors, or rejection of 
care;-Requires supervision from staff for Activities of Daily Living (ADL).-No scheduled pain medication, PRN 
medications used for pain, the resident denied having pain on the pain interview. Review of the resident's 
Care Plan, last updated 07/02/25, showed the following:-Diagnosis include fibromyalgia (chronic disorder 
characterized by widespread pain and other symptoms such as fatigue, muscle stiffness, and insomnia), 
pain, gastro-esophageal reflux disease;-Resident reports fibromyalgia pain all over;-He/She has as needed 
pain medications he/she can request;-Administer medications as ordered;-Assist with diversional 
activities/distraction techniques as needed;-Report worsening pain symptoms and notify physician as 
needed;-Ongoing assessment of pain status;-Consult the physician as needed. Review of the resident's 
POS, dated 07/01/25, showed the following:-Lyrica 100 mg three times daily for acute (present or 
experienced to a severe or intense degree) pain;-Montelukast (medication to treat seasonal allergies) 10 mg 
daily;-Pantoprazole sodium (medication to reduce stomach acid) 20 mg daily;-Vrayfar (antipsychotic 
medication for hallucinations, delusions, and mood stability) 3 mg daily. Review of the resident's MAR dated 
07/09/25, showed the following:-Montelukast 10 mg, 7:00 A.M. dose not administered 14 (awaiting 
medication);-Pantoprazole sodium 20 mg, 7:00 A.M. dose not administered 14 (awaiting medication);-Vrayfar 
3 mg, 7:00 A.M. dose not administered 14 (awaiting medication); Review of the resident's Nurses Note, 
dated 07/09/25, at 2:01 P.M., showed the primary care physician was notified that medications were 
currently not available in the facility due to a delay from the pharmacy. Contact made with pharmacy, who 
reported the medications were expected to arrive today. Director of Nursing, administration, management 
have been made aware. Review of the resident's MAR dated 07/10/25, showed pantoprazole sodium 20 mg, 
7:00 A.M. dose not administered 14 (awaiting medication); Review of the resident's Nurses Note, dated 
07/10/25, at 3:07 P.M., showed the primary care physician was notified that medications are currently not 
available in the facility due to a delay from the pharmacy. Contact made with pharmacy, who reported the 
medications were expected to arrive today. Director of Nursing, administration, management have been 
made aware. Review of the resident's MAR dated 07/14/25, showed pantoprazole sodium 20 mg, 7:00 A.M. 
dose not administered 14 (awaiting medication); Review of the resident's MAR dated 07/19/25, showed the 
following: - Lyrica 100 milligram (mg) capsule at 7:00 A.M. dose not administered 14 (awaiting medication);- 
Lyrica 100 mg capsule 11:00 A.M. dose not administered 14 (awaiting medication);- Lyrica 100 mg capsule 
4:00 P.M. dose not administered 14 (awaiting medication). Review of the resident's Nurses Notes dated 
07/19/25, at 11:07 A.M., showed Lyrica 100 mg three times a day related to acute pain, medication was 
missing. Review of the resident's Nurses Notes dated 07/21/25, at 08:03 A.M., showed the resident had an 
appointment with the pain clinic on 07/18/25, with orders to refill Lyrica 100mg three times a day for 90 pills 
and follow up with the clinic in one month. Review of the resident's MAR dated 07/23/25, showed Vrayfar 3 
mg, 7:00 A.M. dose not administered 14 (awaiting medication); During an interview on 07/24/25, at 3:52 P.M.
, the resident said the following:-He/She had been out of his/her inhalers and out of Lyrica all day on 
07/19/25 (a Saturday); -He/She had fibromyalgia and did not get three doses of his/her Lyrica which left 
him/her in a lot of pain;-With Lyrica his/her pain was 4 (on a 1-10 scale with 10 being the worst pain), without 
the three doses of Lyrica his/her pain was an 8 or 9;-He/She ran out on Friday afternoon (07/18/25).-On 
07/21/25 a nurse pulled two days' worth of Lyrica out of the Ekit, it was available over the weekend, but no 
one checked so he/she didn't get the medication all weekend. 3. Review of Resident #17's quarterly (MDS, 
dated [DATE], showed the following:-Cognitively intact;-Diagnoses included high blood pressure, diabetes 
mellitus, schizophrenia (mental condition that causes racing thoughts, hallucinations and delusions at times), 
bipolar, chronic obstructive pulmonary disease, neuropathy (dysfunction of one or more peripheral nerves, 
typically causing numbness or weakness), and liver disease,-Moderate depressive symptoms;-No 
hallucinations, delusions, behaviors, or rejection of care;-Independent to supervision with all ADLs and 
transfers except requires substantial to maximum assistance with lower body dressing and bathing. Review 
of the resident's MAR, dated 07/09/25, showed the following:-Cardizem 60 mg, 11:00 A.M. dose not 
administered 5 (hold/see progress note);-Cardizem 60 mg, 4:00 P.M. dose not administered 5 (hold/see 
progress note);-Clonazapine 250 mg, 4:00 P.M. dose not administered, 5 (hold/see progress 
note);-Pravastatin 40 mg, 5:00 P.M. dose not administered, 5 (hold/see progress note);-Terazosin HCL 2 mg, 
5:00 P.M. dose not administered, 5 (hold/see progress note);-Trazodone 200 mg, 5:00 P.M. dose not 
administered, 5 (hold/see progress note); Review of the resident's Nurses Notes/Administration Note, dated 
07/09/25, at 10:45 A.M., showed the resident's Cardizem 60 mg was not administered, ‘waiting on delivery'. 
Potassium 20 mEq was not administered, ‘waiting on delivery'. Review of the resident's Nurses Notes/Health 
Status Note, dated 07/09/25, at 2:08 P.M., showed the resident's medications were currently not available in 
the facility due to a delay from the pharmacy. Contact made with the pharmacy who reported the resident's 
medications were expected to arrive today. Director of Nursing, administration and primary care physician 
have been made aware. Review of the resident's Nurses Notes/Administration Note, dated 07/09/25, at 3:24 
P.M., showed the resident's Cardizem 60 mg was not administered, ‘waiting on delivery'. Clonazapine 100 
mg administer 2.5 tablet (250 mg) was not administered, waiting on delivery. Potassium 20 mEq was not 
administered, ‘waiting on delivery'. Review of the resident's MAR, dated 07/10/25, showed the 
following:-Farxiga 10 mg daily, 7:00 A.M. dose not administered 5 (Hold/See Progress Notes);-Metolazone 5 
mg daily, 7:00 A.M. dose not administered 5 (Hold/See Progress Notes);-Cardizem 60 mg, 7:00 A.M. dose 
not administered 5 (hold/see progress note);-Cardizem 60 mg, 11:00 A.M. dose not administered 5 (hold/see 
progress note). Review of the resident's Nurses Notes/Administration Note, dated 07/10/25, at 6:46 A.M., 
showed the resident's Farxiga 10 mg was not administered, ‘waiting on pharmacy to deliver'. Cardizem 60 
mg was not administered, ‘waiting on delivery'. Metolazone 5 mg not administered, ‘waiting on pharmacy to 
deliver'.Review of the resident's Nurses Notes/Administration Note, dated 07/10/25, at 6:51 A.M., showed the 
resident received methocarbamol 750 mg because the resident was experiencing muscle spasms.Review of 
the resident's Nurses Notes/Administration Note, dated 07/10/25, at 12:00 P.M., showed the Cardizem 60 
mg was not administered, ‘waiting on pharmacy to deliver'.Review of the resident's Nurses Notes/Health 
Status Note, dated 07/10/25, at 3:25 P.M., showed the resident's medications were currently not available in 
the facility due to a delay from the pharmacy. Contact made with the pharmacy who reported the resident's 
medications were expected to arrive today. Director of Nursing, administration and primary care physician 
have been made aware. Review of the resident's MAR dated 07/11/25, showed staff documented 14 
(according to the codes on the [DATE] means ‘awaiting medication') for the resident's Clonazepam 0.5 mg 
tablet at 7:00 A.M. dose.Review of the resident's Nurses Notes/Administration Note, dated 07/11/25, at 4:14 
A.M., showed staff administered two acetaminophen extra strength (generic Tylenol) 500 mg, for moderate 
pain all over his/her body; the resident rated his/her pain a seven on a one to ten scale (10 being worst pain 
ever felt). Review of the resident's Nurses Notes/Administration Note, dated 07/11/25, at 4:16 A.M., showed 
staff administered methocarbamol 750 mg for muscle spasms. Review of the resident's Nurses 
Notes/Administration Note, dated 07/11/25, at 10:37 A.M., showed ‘waiting on arrival from pharmacy', the 
note did not say what staff was waiting for from the pharmacy.Review of the resident's MAR, dated 07/16/25, 
showed the following:-Depakote Sprinkles 750 mg, 7:00 A.M. dose not administered, 14 (awaiting 
delivery);-Furosemide 40 mg, 7:00 A.M. dose not administered, 14 (awaiting delivery);-Depakote Sprinkles 
750 mg, 4:00 P.M. dose not administered, 14 (awaiting delivery);-Furosemide 40 mg, 4:00 P.M., dose not 
administered, 14 (awaiting delivery); Review of the resident's Nurses Notes/Administration Note, dated 
07/16/25, at 1:02 P.M., showed ‘waiting on arrival from pharmacy', the note did not say what staff was 
waiting for from the pharmacy.Review of the resident's Nurses Notes/Administration Note, dated 07/16/25, at 
4:36 P.M., showed ‘waiting'.Review of the resident's Nurses Notes/Administration Note, dated 07/20/25, at 
6:42 A.M., showed staff did not administer Vascepa 1 gram (gm), give two capsules for a dose of two grams, 
‘waiting on pharmacy to deliver'.During an interview on 07/24/25, at 02:29 P.M., the resident said the 
following:-He/She has been out of medications three or four different days;-He/She did not receive his/her 
clonazepam one day, gabapentin one to two days and Depakote one day; -He/She had increased pain and 
anxiety; -The staff said it was a pharmacy problem and not their fault. 4. During an interview on 07/24/25, at 
2:30 P.M., the Director of Nursing said the following:-She expected medications to be given as ordered;-Staff 
should use the e-kit if a resident needed a medication that was not available from the pharmacy;-Physician's 
orders should be followed;-If a medication was not available then staff were expected to notify the physician 
to see if any other orders or interventions were needed;-She has been working with the pharmacy to improve 
medication availability. During an interview on 07/24/25, at 4:45 P.M., the Administrator said the facility had 
been missing a lot of medications from the pharmacy. He expected staff to follow the facility policy for 
following physician orders. He expected the staff to utilize the Ekit for medications if they are needed. 
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to recognize behavior triggers and provide early 
interventions of coping skills for two residents (Residents #13 and #14), in a review of 17 sampled residents, 
with mental disorders and who lived on a secured behavioral unit. Staff witnessed both residents in an 
argument during a smoke break and did not intervene or initiate coping skills. The residents left the smoke 
room and a verbal altercation ensued which led to a physical altercation where the residents hit each other. 
Resident #13 hit Resident #14 over the head with a laptop computer. Resident #14 obtained a laceration to 
his/her nose, a swollen and bruised eye, and an abrasion over his/her eyebrow. Resident #13 sustained a 
laceration on his/her finger. The facility census was 177. Review of the facility's Behavioral Emergency 
Policy, dated 06/26/24, showed the following:-The facility is to provide safe treatment and humane care to 
the resident in a behavioral crisis;-The facility's approved early intervention crisis prevention techniques will 
be used to de-escalate conflict when possible;-Care will be guided by the resident's plan of care and based 
on the 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. 1. 
Review of Resident #13's Preadmission Screening and Resident Review (PASSAR), dated 08/13/20, 
showed the following:-The resident had a long history of aggression;-Diagnoses included attention deficit 
hyperactivity deficit (ADHD - a chronic condition including attention difficulty, hyperactivity and 
impulsiveness), conduct disorder, schizophrenia (mental illness with racing thoughts and hallucination and/or 
delusions), mild intellectual disorder, bipolar disorder (mental illness with mood swings from manic to 
depressive), mood disorder, post-traumatic stress disorder (PTSD; a disorder in which a person has difficulty 
recovering after experiencing or witnessing a terrifying event); -The resident had delusions, confusion, and 
history of auditory hallucinations;-The nursing facility needed planning and case management to handle an 
immediate crisis;-Work with resident to develop a safety plan;-Plan should identify clear steps that will be 
taken to support individual during a crisis situation, specify who to contact for assistance, and how staff 
should work together with individual during the crisis. Review of the resident's Care Plan, last revised 
04/22/25, showed the following:-The resident was at risk for alteration in mood related to diagnoses that 
include schizophrenia; -Goal: The resident will not cause harm to self or others through next 
review;-Behaviors included verbal aggression, physical aggression, poor insight, judgement, and 
impatience;-The resident suffered from auditory and visual hallucinations and was delusional;-If you see the 
resident exhibiting any behaviors listed in this section, refer to preferred coping skills and redirect behavior 
immediately;-Re-direct as able/needed to encourage positive behavior choices;-One-on-one intensive 
monitoring as needed/warranted for protective oversight;-One-on-one visits as needed/requested for 
verbalization and ventilation of concerns/feelings;-The resident's safety plan included reminding the resident 
of his/her diagnosis, validating his/her feelings, and allowing him/her to color;-Triggers for the resident were 
cigarettes, loud environment, and peers arguing/fighting;-If you observe a trigger happening to the resident, 
immediately refer to resident's preferred coping skills and redirect behavior;-Coping skills: Listens to music, 
talking with peers, doing his/her or peer's hair, walking, finding a quiet space/going to his/her room, and 
calling his/her family support;-If the resident was having behaviors and preferred coping skills were NOT 
effective, refer to CALM (Crisis Alleviation Lessons and Method, program for managing behaviors), 
de-escalation protocols. Review of the resident's quarterly Minimum Data Set (MDS), a federally mandated 
assessment completed by staff, dated 06/12/25, showed the following:-Cognitively intact;-No hallucinations, 
delusions, or behaviors directed toward self or others. Review of the resident's Nurses Notes, dated 07/23/25 
at 6:38 A.M., showed residents (Resident #14 and another peer) were in the smoke room talking about how 
they thought some of their cigarettes were missing. They were not saying anyone's name, but the resident 
(Resident #13) thought they were talking about him/her. The peer (Resident #13) said something to the other 
residents about he/she had not stolen anything. One of the residents (Resident #14) told him/her (Resident 
#13) they were not talking about him/her. Resident #13 left the smoke room. The resident went into a peers' 
(Resident #18) room to talk to the peer. A few minutes later, peer (Resident #14) that was in the smoke room 
came into the room and called the resident (Resident #13) a name. A code green (facility alert for a 
behavioral crisis required response from staff) was called. Resident #13 struck Resident #14 with an object 
and Resident #14 struck Resident #13. Support staff arrived and residents were separated. Resident #13 
immediately placed on one-on-one. Head to toe skin assessment completed with abrasion noted to the 
resident's finger. Review of the resident's Nurses Notes, dated 07/23/25 at 8:26 A.M., showed the resident 
said he/she thought his/her peers were accusing him/her of stealing their cigarettes and got into a verbal 
disagreement with them in the smoke room. The resident said he/she removed himself/herself from the 
situation because he/she didn't want to fight with anyone. Review of written statement, dated 07/23/25, 
provided by the facility, signed by the resident showed the residents were in the smoke room at 6:00 A.M. 
Resident #14 made some comments about how he/she was going to beat someone up if they kept trying to 
smoke his/her cigarettes. I said you ain't going to beat me up. I'm not smoking your cigarettes. Resident #14 
said, you good then. Another resident did the crazy signal about me. I yelled at him/her and said, I'm not 
crazy and we argued. I said he/she was done and walked out of the smoke room and went to a friend's 
room. I was talking to his/her friend and heard Resident #14 yelling and looking for me. Resident #14 called 
me a bitch. Resident #14 saw me in his/her friend's room and walked in and hit me. I had my friend's laptop 
in my hand. After Resident #14 hit me, I hit him/her back with the laptop. We started fighting. Resident #14 
threw me on the floor. More staff came and got Resident #14 out of the room. During an interview on 
07/24/25 at 2:30 P.M., the resident said the following:-He/She and Resident #14 got into an argument; 
-He/She and Resident #14 ended up in Resident #18's room;-He/She hit Resident #14 over the head with 
Resident #18's laptop hard;-They both punched each other several times;-Resident #14 threw him/her on the 
floor;-He/She received a small cut on his/her finger from where he/she hit Resident #14 in the eye. 
Observation on 07/24/25 at 2:30 P.M. showed the resident had a small laceration on his/her right middle 
finger by his/her second knuckle. 2. Review of Resident #14's PASSAR, dated 07/29/20, showed the 
following:-Diagnoses included bipolar disorder, intellectual disorder, personality disorder, major depressive 
disorder, schizophrenia, and psychosis (mental condition with loss of reality);-Records state he/she 
traditionally displays angry outbursts, temper tantrums, yells, screams, and jumps up and down when he/she 
does not get his/her way;-Symptoms include mood lability (rapid and often unpredictable shifts in mood or 
emotional expression, hyperkinesis (excessive movement of muscles), rapid speech, mild flight of ideas, 
distractibility, impulsivity, intrusiveness, severely impaired insight, and judgment;-The resident had a history 
of episodes of paranoid ideation and verbal/physical aggression directed toward others;-The resident 
required daily nursing assessment of mood, thought process, behaviors to identify early changes that could 
lead to aggressive behaviors or agitation; -The resident required nursing assessment each shift in regard to 
mood, thought process, behaviors to identify any signs of psychotic thought process, and to identify any 
signs of increasing irritability or agitation; -Nursing facility to establish a behavior plan to address any verbal 
or physical aggression. Plan should include how to support client during a behavioral crisis, how to assure 
safety for client and others, de-escalation techniques, parameters for use of prn medications, one-on-one 
staff supervision until he/she calms. Review of the resident's Care Plan, updated on 02/06/23, showed the 
following:-The resident was at risk for alteration in mood related to diagnosis of schizoaffective disorder 
(bipolar, mental illness with periods of depression and periods of mania) and a history of medication 
non-compliance that can also lead to him/her becoming physically aggressive;-One-on-one intensive 
monitoring as needed/warranted for protective oversight;-One-on-one visits as needed/requested for 
verbalization and ventilation of concerns/feelings;-Allow resident to speak with someone of importance to 
him/her;-Assist the resident in using his/her coping skills;-Attempt to ascertain what the resident would 
accept/need to calm down and provide as able;-Re-direct as able/needed to encourage positive behavior 
choices;-Ongoing assessment for changes in mental status, behavior emergencies and impaired cognitive 
functioning;-The resident had a history of behavioral challenges that require behavioral challenges that 
require protective oversight in a secure setting;-Current behaviors: violently aggressive, temper tantrums, 
bizarre/erratic behaviors;-Behaviors from PASSR included anxiety, impatient/demanding, intrusive, verbally 
aggressive, verbally/physically threating, and paranoid;-Triggers for the resident include loud environments, 
arguing, and smoking;-If you observe trigger happening to resident, immediately refer to resident's preferred 
coping skills and redirect behavior; -If you see resident exhibiting any behaviors listed in this section, refer to 
preferred coping skills and redirect behavior immediately; -Coping Skills: Watching television, listening to 
music, hangout, coloring, watching unsolved mysteries, and talking with the other residents;-CALM technique 
if needed;-Pharmaceutical and non-pharmaceutical interventions as needed. Review of the resident's annual 
MDS, dated [DATE], showed the following:-Cognitively intact;-No hallucinations, delusions, or behaviors 
directed toward self or others. Review of the resident's Nurses Notes, dated 07/23/25 at 6:38 A.M., showed 
residents were in the smoke room talking about how they thought some of their cigarettes were missing. 
They were not saying anyone's name, but Resident #13 thought they were talking about him/her. Resident 
#13 said something to the other residents about he/she had not stolen anything. Resident #14 told Resident 
#13 they were not talking about him/her and Resident #13 left the smoke room. Resident #14 went out in the 
hall a few minutes later, and staff noted him/her to be calm. When Resident #14 went out in the hall, he/she 
went into a different resident's room (Resident #18) and called Resident #13 a name. It was reported that 
Resident #14's voice started rising. Code green was called, and staff attempted to get between the residents 
(Resident #13 and Resident #14). Resident #13 struck Resident #14 with an object and Resident #14 struck 
Resident #13. Head to toe skin assessment completed with abrasion noted to bridge of Resident #14's nose 
and swelling to right eyebrow with abrasion noted above eyebrow. Review of a typed statement, dated 
07/23/25, provided by the facility, signed by Resident #14, showed he/she was sitting in the smoke room at 
the 6:00 A.M. smoke break. He/She discussed missing cigarettes with another resident. Resident #13 then 
stated he/she didn't smoke the cigarettes and had nothing to do with it. The resident told Resident #13 that 
they didn't say his/her name, and he/she was being paranoid. Resident #13 started arguing with Resident 
#14. Resident #13 left the smoke room. Then Resident #14 walked out of the smoke room and started 
walking down the hall. Resident #14 was upset because Resident #13 was yelling and cussing at the 
residents. When Resident #14 went down the hall and saw Resident #13 in another resident's room, he/she 
went in. Resident #14 was cursing at Resident #13, and they argued back and forth. Resident #13 grabbed a 
laptop and hit Resident #14 over the head with it. Resident #13 and Resident #14 started hitting each other. 
Staff were trying to separate them. Resident #14 knocked Resident #13 down a couple times. More staff 
came in and separated them. He/She was not trying to cause Resident #13 harm, he/she was just upset and 
let his/her temper get to him/her. During an interview on 07/24/25 at 3:49 P.M., the resident said the 
following:-The residents were in the smoke room, and he/she and his/her friend were talking about missing 
cigarettes;-Resident #13 was paranoid and thought they were talking about him/her but they were not. 
Resident #13 started yelling and cursing at them;-Resident #13 left the smoke room, and then he/she left the 
smoke room; -When he/she walked down the hall, Resident #13 was waiting for him/her by Resident #18's 
room, so he/she began yelling at Resident #13 and cursing at him/her; -Resident #13 went into Resident 
#18's room. Resident #13 grabbed Resident #18's laptop and hit him/her over the top of the head with the 
laptop. It shattered the screen of the laptop;-Resident #13 punched him/her in the eye and the nose which 
caused injuries; he/she also punched Resident #13 several times; -He/She then threw Resident #13 on the 
ground;-The staff called a code green but never tried to physically intervene until the fight was over. By the 
time the other staff responded and arrived at the unit, the fight was over; -The staff didn't intervene;-The 
Director of Nursing made him/her sign a statement that he/she and Resident #13 are friends and that 
everything was okay; -He/She was not Resident #13's friend and never has been. They don't hate each other 
but they are not friends;-Staff kept he/she and Resident #13 separated and then told them it was in their best 
interest to sign the statements. Review of the resident's Nurses Notes showed the following:-On 07/23/25 at 
12:29 P.M., staff notified the physician regarding the resident's right eye swelling shut. Received orders to 
obtain facial x-rays. The resident was able to see out of the right eye when his/her eye lid was pulled up. The 
resident had an ice pack to his/her eye and denied pain at this time;-On 07/24/25 at 11:46 A.M., the 
resident's eyelid was swollen and reddish/purple. Abrasion to bridge of nose. Observation on 07/24/25 at 
3:49 P.M., showed the resident in his/her room. The resident's right eye lid was red, purple, and swollen. 
His/Her eyelid protruded out from the swelling. The resident had an abrasion above his/her right eyebrow, 
and a laceration across the bridge of his/her nose. 3. Review of written statement, dated 07/23/25, provided 
by the facility, signed by Resident #18 (statement was typed and the resident signed it), showed the resident 
relayed he/she was laying in my bed, dozing off when Resident #13 came into my room and told me that I 
better not let them roll up on me. I asked him/her what he/she was talking about, and then I heard Resident 
#14 yelling and looking for Resident #13. Resident #14 came to my door, and they (Resident #13 and 
Resident #14) started yelling and cussing at each other. Resident #13 grabbed my laptop off my bed and hit 
Resident #14 on the head. They both started fighting and hitting each other. Staff had already called a code 
green. 4. Review of a written statement, dated 07/23/25, provided by the facility, signed by Nurse Assistant 
(NA) I, showed he/she wrote he/she had residents gathered for 6:00 A.M. smoke break, Resident #14 was 
discussing with his/her friend about people taking their things. While they were talking, Resident #13 thought 
they were discussing him/her. The residents tried to tell Resident #13 they were not talking about him/her. 
He/She let Resident #13 out of the smoke room. Then Resident #14 left the smoke room. NA F called a 
code. When he/she came out of the smoke room and went down the hall, Resident #14 was coming out of a 
resident room with a small cut across his/her nose. 5. Review of written statement, dated 07/23/25, provided 
by the facility, signed by NA F showed he/she was in the dining room when Resident #13 said Resident #14 
and his/her friend were saying he/she stole their cigarettes. Resident #13 went to a peer's room (Resident 
#18). Resident #14 came out of the smoke room. Resident #14 was yelling looking for Resident #13. 
Resident #14 kept calling Resident #13 a bitch, and Resident #13 yelled back bitch. He/She was already 
calling a code and staying/walking with Resident #14 until support staff arrived. Resident #14 saw Resident 
#13, and they started fighting. Resident #13 had a laptop and hit Resident #14 to the face area and then they 
started exchanging blows and Resident #14 tossed Resident #13 to the floor. 6. During an interview on 
07/24/25 at 10:14 A.M. and 4:40 P.M., the Director of Nursing (DON) said the following:-She investigated the 
resident-to-resident altercation between Resident #13 and #14 and felt like there was nothing the staff should 
have done differently;-She was not sure if the staff identified the residents' triggers or offered coping 
mechanisms for the residents prior to the physical altercation. During an interview on 07/24/25 at 4:40 P.M., 
the Administrator said the following:-He expected staff to recognize triggers for residents who had behaviors 
and respond with offering coping skills as instructed in the resident's care plan;-If there was a physical 
altercation, staff may have to wait for back up, but were to physically intervene to protect residents;-He 
expected staff to follow their training on how to deal with behavioral crisis. Complaint #2565905
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