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265721 11/12/2025

Gregory Ridge Health Care Center 7001 Cleveland Avenue
Kansas City, MO 64132

F 0600

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 failed to ensure one sampled resident (Resident #2) out 
of 16 sampled residents was free from abuse; when on 10/27/25 at approximately 12:00 P.M., Resident #1 
approached Resident #2 from behind and struck Resident #2 in the head and neck areas. Resident #2 was 
knocked to the floor from the hit when Resident #1 then kicked Resident #2 multiple times in the head and 
body; resulting in bruising on his/her forehead and minor swelling on the back of his/her head and neck and 
a small scratch on his/her left cheek. The facility census was 106 residents.Review of the facility's Abuse and 
Neglect Policy dated 6/12/24 showed:-Abuse was the willful infliction of injury, unreasonable confinement, 
intimidation or punishment resulting in physical harm, pain or mental anguish, which could 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.-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 included, but was not limited to, hitting, slapping, punching, 
biting and kicking. 1. Review of Resident #1's admission Record face sheet showed the resident was 
admitted to the facility on [DATE] with the following diagnoses:-Disorganized schizophrenia (a mental 
disorder characterized by disorganized thinking, speech and behavior).-Major depressive disorder, recurrent, 
(a mood disorder characterized by persistent feelings of sadness). Review of Resident #1's Level II 
Pre-admission Screening/Resident Review ((PASRR, a federal requirement to help ensure that individuals 
are not inappropriately placed in nursing homes for long term care), dated 11/21/22 showed:-He/she had a 
history of disorganized schizophrenia; psychotic disorder, (a severe mental health condition that affects the 
mind causing the person to have a distorted sense of reality); generalized anxiety disorder, (a mental health 
disorder characterized by excessive, persistent and uncontrollable worry about everyday things); 
methamphetamine (meth) abuse; marijuana abuse.-He/She had a history of disorganized thoughts, thought 
blocking, responding to internal stimuli, being withdrawn and depressed, being suspicious, paranoid (feeling 
suspicious and distrustful), wandering, hallucinations and delusions, and abnormal thought processes. 
Review of Resident #1's quarterly Minimum Data Set (MDS - a federally mandated assessment tool 
completed by staff and used for care planning), dated 6/20/25, showed he/she was cognitively intact. Review 
of Resident #1's Care Plan Report dated 4/1025 showed the resident had a history of behavioral challenges 
that required protective oversight. Interventions included: pharmaceutical interventions as needed; 1:1 
observation intervention as needed. Review of Resident #2's admission Record face sheet showed the 
resident was admitted to the facility on [DATE] with the following diagnoses:-Paranoid schizophrenia, (a type 
of schizophrenia with paranoia and delusions being prominent symptoms). -Anxiety disorder.-Alcohol 
dependence.-schizoaffective disorder (a chronic mental health disorder that combines symptoms of 
schizophrenia with symptoms of a mood disorder). Review of Resident #2's Level II PASSR dated 11/21/22 
showed he/she was not able to care for him/herself due to chronic illness and inability to distinguish real from 
not real. Review of Resident #2's MDS dated [DATE], showed the resident was cognitively impaired. Review 
of Resident #2's Care Plan Report dated 4/12/25 showed:-He/she was at risk for the following 
signs/symptoms related to anxiety disorder: cursing, hollering, leg shaking, moving around in or frequently 
getting up and down from the chair, nail biting, nervousness, pacing on the unit, restlessness, shaky voice, 
toe tapping, sweating. -Interventions included: being aware of body and facial expressions when 
approaching the resident; watching for signs of anxiety and acting before he/she lost control; do not argue or 
tell him/her was wrong while he/she was upset; do not getting a power struggle with the resident; offer 
medication before he/she had a behavioral outburst; do not get close and remember personal space; offer 
non-invasive coping mechanisms to reduce anxiety; assist with finding the cause of the anxiety. Review of 
Resident #1's Progress Notes dated 10/27/25 at 2:32 P.M. showed:-The resident became angry at another 
resident and hit him/her in the back of his/her head and kicked the resident in the head several times.-A 
Code Green, (a behavioral emergency or aggressive incident) was called.-The resident went to his/her room 
when the nurse arrived.-911 was called to have the resident arrested related to assault.-The resident did not 
have a guardian. Review of Resident #2's Progress Notes dated 10/27/25 at 1:27 P.M. showed:-He/She 
went to the dining area and was sitting in a chair when Resident #1, came from the back and hit him/her in 
his/her head and stomped his/her head several times.-A Code [NAME] was called; upon assessment, the 
resident was found to be sitting in the dining room in a chair. Review of Resident #2's Neurologic Focused 
Evaluation, dated 10/27/25 at 2:08 P.M. showed:-His/her vital signs were within normal limits.-His/her pain 
level was 0, and he/she denied any pain.-He/she was able to follow commands and denied weakness, 
tremors, numbness or tingling.-The resident was alert and oriented x 3, communicated verbally, speech was 
clear and was able to understand and be understood when speaking.-His/her mood was alert with some 
cognitive impairment at baseline.-His/her mood was pleasant; no unwanted behaviors witnessed.Review of 
the Facility Admin/RN Investigation dated 10/27/25 showed:-The incident occurred on 10/27/25.-It was 
physical aggression involving the head.-Persons involved were Resident #1 and Resident #2.-Action taken 
was notifying Resident #2's guardian and the local law enforcement. Resident #1 was in police custody.-At 
approximately 12:05 P.M., shortly before lunch was served on the men's unit, Resident #1 was seated in a 
chair by him/herself.-Resident #1 proceeded down the hallway into the dining room, approached Resident #2 
from behind and struck him/her, knocking him/her out of his/her chair.-At that time, Resident #1 stood over 
Resident #2 and with his/her foot and began hitting Resident #2's head. -Staff responded immediately, 
removing Resident #1 from the situation, and Certified Medication Technician (CMT) provided aid to 
Resident #2. -The Assistant Director of Nursing (ADON) and Assistant Administrator interviewed Resident #1 
about his/her actions; he/she stated he/she did it because he/she needed to.-Resident #1 was charged with 
assault and was currently in the custody of law enforcement. Review of the local Police Department report 
dated 10/27/25 at 1:08 P.M. showed:-Resident #1 was arrested; suspect charged.-Resident #2 was the 
victim.-Business Office Manager (BOM) A was a witness.-The facility reporter was the Assistant Manager of 
the facility.-Upon arrival, Police Officer A contacted the Assistant Manager at the facility, who stated he/she 
was advised by staff that a physical altercation occurred which saw Resident #1 assault Resident #2.-The 
assault occurred in the downstairs common area.-The Assistant Manager contacted Resident #1 who told 
him/her, If I see him/her again, I'll stomp on him/her until I kill him/her. -Resident #1 was apparently angry at 
Resident #2 for coming into his/her room sometime prior to their physical altercation.-The Assistant Manager 
advised that Resident #2 was under guardianship of Guardian A.-Guardian A advised he/she would press 
charges on behalf of Resident #2.-Resident #1 was self-responsible, meaning he/she was not under any 
guardianship.-BOM A was contacted and stated the assault occurred in the downstairs locked unit in the 
common room.-Resident #2 was sitting in a chair minding his/her own business when Resident #1 came up 
to him/her from behind and struck him/her with a closed fist two times to the face/head area.-This caused 
Resident #2 to fall to the floor where Resident #1 proceeded to stomp on Resident #1's head three times 
with his/her right foot before he/she was finally separated by staff.-Nurses employed by the facility 
administered aid to Resident #2 who did not have any major injuries.-Officer A observed Resident #2's 
injuries. He/she had bruising on his/her forehead and minor swelling on the back of his/her head and neck 
and a small scratch on his/her left cheek.-Due to department camera not working, no photos were taken of 
his/her injuries, however they were captured by Police Officer A's body camera.-Resident #1 was taken into 
custody without incident and transported to detention for booking.-Resident #1 was issued a summons for 
assault. During an interview at 10:00 A.M. Resident #2 said:- Resident #1 was trying to punk (bully) him/her, 
but it did not work. -When Resident #1 hit him/her, he/she put his hands up to shield his face. During an 
interview on 11/5/25 at 11:00 A.M. the BOM said:-He/She witnessed the altercation between Resident #1 
and Resident #2 around lunch time. -He/ She didn't know what started it.-He/She was passing out money to 
the residents that day.-He/She heard the altercation; his/her back was turned, so he/she saw out of the 
corner of his/her eye Resident #1 had walked up. -He/She thought Resident #1 was going to get in line. 
-Then Resident #1 hit Resident #2 from behind. -Resident #2 fell to the floor and Resident #1 started kicking 
Resident #2. -Resident #2 laid there and covered his/her face. During a telephone interview on 11/6/25 at 
11:45 A.M. the former Activities Director said:-He/She was at the facility; it was his/her first day and the first 
thing he/she had to do was pass out money to people. -Resident #2 was sitting at the table and Resident #1 
came and attacked Resident #2. -It was a violent attack on someone who wasn't doing anything. -He/She 
had never witnessed anything like that before. -Resident #1 was stomping Resident #2. -The attack 
happened about five feet from him/her. -Some employees ran out of the kitchen and pulled the Resident #1 
off Resident #2. -During the attack Resident #2 urinated on him/herself. Review of Resident #13's MDS 
dated [DATE] showed he/she was cognitively intact.During an interview on 11/6/25 at 1:00 P.M. Resident 
#13 said:-He/She saw Resident #1 kick Resident #2 and they had words. -He/She thought Resident #1 
kicked at Resident #2's body. During a telephone interview on 11/7/25 at 1:00 P.M. the Nurse Practitioner 
said:-Resident #1 assaulted Resident #2. -There was a suspicion Resident #1 could have been on a 
recreational drug.-Any time anyone got struck, that would be abuse. -He/She would personally not consider 
being high an excuse for hitting and kicking. During an interview on 11/7/25 at 1:20 P.M. the Director of 
Nursing (DON) said:-He/She did not consider Resident #1 hitting or kicking Resident #2 in the head as 
abuse. -He/She considered abuse to be intentional and Resident #1's behaviors were out of his/her norm 
and could not be intentional. -He/She felt it was an opportunity; if Resident #1 had wanted to do something, 
why did Resident #1 wait until they were in the dining room. -The two residents were roommates at the time. 
-It was a resident-to-resident aggression. During an interview on 11/7/25 at 1:30 P.M. the Regional Nurse 
Consultant said:-He/She was not at the facility when the incident happened. -He/She felt like abuse was 
malicious intent to cause harm. -He/ She knew the two residents were roommates.-He/She did not know if 
anything happened between them. -He/She did not know if Resident #1 was under the influence. -The 
people who were witnesses said head stomping happened, but there was no physical injury. -Resident #1 
had other opportunities to hit Resident #2 prior to when Resident #1 hit Resident #2.-Resident #1 was 
usually respectful and not aggressive, something had to have happened to provoke Resident #1. During an 
interview on 11/10/25 at 11:09 A.M. Resident #1's family member said:-Resident #1 was his/her own person. 
-The situation had been escalating between the residents. -Resident #2 had been taking Resident #1's food 
and clothes. During a telephone interview on 11/10/25 at 11:20 A.M. Resident #1 said:-Resident #2 used to 
take and put on his/her clothes, shoes and eat his/her food. -That day, Resident #2 said he/she didn't want to 
be his roommate anymore and closed the door on Resident #1. -Resident #2 would come to Resident #1's 
side of the room and say weird things. -The Social Worker was going find Resident #1 another room. 
-He/she attacked Resident #2 when he/she saw Resident #2 in the dining room. -He/She just snapped and 
he/she did not know why he/she was so mad. He/she had never snapped like that before. -He/She only hit 
Resident #2 two times. Then he/she stomped Resident #2. He/she was trying to hurt Resident #2. He/she 
would have done it again. During an interview on 11/10/25 at 12:58 A.M. Guardian A said:-He/She was not 
aware of issues between Resident #2 and Resident #1.-Resident #2 was one of their newer clients. 
-Resident #2 had schizophrenia and typically did not have normal conversations with people and would say 
things that don't make sense.-Had he/she known the full extent of what had happened he/she would have 
requested Resident #2 to have been assessed in the emergency room. -Resident #2 was assaulted. During 
an interview on 11/10/25 at 12:10 P.M. the ADON said:-He/She was at the facility when Resident #1 
assaulted Resident #2.-Resident #2 did not show injury to his head or face area. Resident #2 had wet and 
soiled himself/herself because of the altercation and refused to be cleaned up. Resident #2 did not want to 
be touched or changed, which was his/her baseline. During an interview at on 11/10/25 at 2:30 P.M. the 
Administrator said:-He/She defined abuse as the willful infliction of injury.-He/She didn't know how much the 
things said by Resident #1 could be relied on.-They did not have enough information, because the police 
took the resident.-He/She did not know if the definition of assault was abuse as their industry might have 
different definitions of events than those of law enforcement in relation to the charge of assault.-He/She felt 
Resident #1 hitting and kicking Resident #2 was not a willful action; because Resident #1's state of mind was 
unusual for Resident #1. #2652434
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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Gregory Ridge Health Care Center 7001 Cleveland Avenue
Kansas City, MO 64132

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to report to the State Agency (SA) physical abuse for one 
sampled resident (Resident #2); when on 10/27/25 at approximately 12:00 P.M., Resident #1 approached 
Resident #2 from behind and struck him/her in the head and neck areas. Resident #2 was knocked to the 
floor and Resident #1 kicked him/her multiple times in the head and body out of 16 sampled residents. The 
facility census was 106 residents.Review of the facility's Abuse and Neglect Policy dated 6/12/24 
showed:-Any owner, operator, employee, manager, agent or contractor of the facility can report an allegation 
of abuse/neglect/exploitation to the abuse agency without fear of retaliation.-Refer to the State Operations 
Manual (SOM) for reporting and utilize the Abuse-Neglect Reporting Decision Tree to assess the particular 
incident. Best practice was to include the SOM and Decision Tree with the investigation.-Should the incident 
be a reportable event, notify the appropriate agencies immediately; as soon as possible, but no later than 24 
hours after. 1. Review of Resident #1's admission Record face sheet showed the resident was admitted to 
the facility on [DATE] with the following diagnoses:-Disorganized schizophrenia (a mental disorder 
characterized by disorganized thinking, speech and behavior).-Major depressive disorder, recurrent, (a mood 
disorder characterized by persistent feelings of sadness). Review of Resident #2's admission Record face 
sheet showed the resident was admitted to the facility on [DATE] with the following diagnoses:-Paranoid 
schizophrenia, (a type of schizophrenia with paranoia and delusions being prominent symptoms). -Anxiety 
disorder.-Alcohol dependence.-Schizoaffective disorder (a chronic mental health disorder that combines 
symptoms of schizophrenia with symptoms of a mood disorder). Review of Resident #2's Progress Notes 
dated 10/27/25 at 1:27 P.M. showed:-Resident refused to let another resident in the room.-He/She went to 
the dining area and was sitting in a chair when his/her roommate, Resident #1, came from the back and hit 
Resident #2 in the head and stomped Resident #2's head several times. Review of the Resident #1's 
Progress Notes dated 10/27/25 at 2:32 P.M. showed he/she became angry at Resident #2 and hit Resident 
#2 in the back of the head and kicked Resident #2 in the head several times. Review of the Facility 
Admin/RN Investigation dated 10/27/25 showed:-The incident occurred on 10/27/25.-It was physical 
aggression involving the head.-Persons involved were Resident #1 and Resident #2.-Local law enforcement 
was notified. Resident #1 was in police custody.-At approximately 12:05 P.M., shortly before lunch was 
served on the men's unit, Resident #1 was seated in a chair by him/herself.-Resident #1 stood over Resident 
#2 and with his/her foot and began hitting Resident #2's head. Review of the local Police Department report 
dated 10/27/25 at 1:08 P.M. showed:-Resident #1 was arrested; suspect charged.-Resident #2 was the 
victim.-Business Office Manager (BOM) A was a witness.-The facility reporter was the Assistant Manager of 
the facility.-Upon arrival, Police Officer A contacted the Assistant Manager at the facility, who stated he/she 
was advised by staff that a physical altercation occurred which saw Resident #1 assault Resident #2.-The 
assault occurred in the downstairs common area.-The Assistant Manager contacted Resident #1 who told 
him/her, If I see him/her again, I'll stomp on him/her until I kill him/her.-Resident #1 was apparently angry at 
Resident #2 for coming into his/her room sometime prior to their physical altercation.-The Assistant Manager 
advised that Resident #2 was under guardianship of Guardian A, who was an employee with a County Public 
Administrator.-Guardian A advised he/she would press charges on behalf of Resident #2.-Resident #1 was 
self-responsible, meaning he/she was not under any guardianship.-BOM A was contacted and stated the 
assault occurred in the downstairs locked unit in the common room.-Resident #2 was sitting in a chair 
minding his/her own business when Resident #1 came up to him/her from behind and struck him/her with a 
closed fist two times to the face/head area.-This caused Resident #2 to fall to the floor where Resident #1 
proceeded to stomp on Resident #1's head three times with his/her right foot before he/she was finally 
separated by staff.-Nurses employed by the facility administered aid to Resident #2 who did not have any 
major injuries.-Officer A observed Resident #2's injuries. Resident #2 had bruising on his/her forehead and 
minor swelling on the back of his/her head and neck and a small scratch on his/her left cheek.-Resident #1 
was taken into custody without incident and transported to detention for booking.-Resident #1 was issued a 
summons for assault. During an interview on 11/7/25 at 1:00 P.M. Nurse Practitioner A said:-Resident #1 
assaulted Resident #2. -He/She would personally not consider being high as an excuse for hitting and 
kicking residents. During an interview on 11/7/25 at 1:20 P.M, the Director of Nursing (DON) said:-He/She 
did not consider hitting someone in the head or kicking them as abuse. -He/She considered abuse to be 
intentional. -He/She did not see Resident #1 that day; but those behaviors were out of his/her norm. -He/She 
felt it was an opportunity; if Resident #1 had wanted to do something, why did Resident #1 wait until 
Resident #2 was in the dining room. -It was a resident-to-resident aggression but did not fall under the tree of 
reporting.-It would be expected that if abuse occurred, it would be reported. During a telephone interview on 
11/7/25 at 2:50 P.M. the Regional Director of Operations said:-If the incident did not result in an injury, it was 
not abuse.-He/She thought the situation was circumstantial.-The team tried to determine the reasoning, the 
cause, what was the behavior and what was the intent.-Any time there was a resident-to-resident incident, 
the police were called.-He/She did not see what prompted this incident to be reportable.-He/She thought 
there was a resident-to-resident altercation, but it was not abuse. -He/she did not think it was abuse so 
he/she did not think the incident had to be reported to the state agency. During an interview on 11/10/25 at 
12:58 A.M. Guardian A said:-He/She was not aware of issues between Resident #2 and Resident #1.
-Resident #2 was one of their newer clients. -Resident #2 had schizophrenia and typically did not have 
normal conversations with people and would say things that don't make sense.-Had he/she known the full 
extent of what had happened he/she would have requested Resident #2 to have been assessed in the 
emergency room. The facility should have provided all the details. -Resident #2 was assaulted. During an 
interview on 11/10/25 at 1:30 P.M. the Regional Nurse Consultant said:-He/She felt like abuse was malicious 
intent to cause harm. -The people who were witnesses said head stomping happened, but there was no 
physical injury. He/she would think there would have been some residual effects, like fear, bruising, pain, 
bleeding or some sort of harm and there was not. -He/She did not think the incident should have been 
reported to the SA. -Reporting abuse would be if there was harm and there was no harm. There was no 
physical or mental anguish. -Resident #1 was taken by the police and the facility was unable to determine if 
Resident #1 had malicious intent. During an interview on 11/10/25 at 1:50 P.M. the outside Nursing 
Consultant said:-Because there was no injury, he/she would not consider the incident abuse. -It was an 
unpredictable event. -There were no apparent psychosocial concerns.-He/She thought it was a fine line 
about whether it should be reported, and the immediate danger was removed, that is probably why it wasn't 
reported. During an interview at on 11/10/25 at 2:30 P.M. the Administrator said:-He/She defined abuse as 
the willful infliction of injury.-They did not have enough information, because the police took the resident.
-He/She did not know if assault was abuse. -Their industry might have different definitions of events than 
those of law enforcement in relation to the charge of assault.-He/She felt it wasn't willful, but because 
Resident #1's mental state was unusual.-Resident #1 could have been under the influence of some 
contraband or that Resident #1 just snapped, and it was an unusual behavior and not predictable.-The facility 
had not reported the incident because the team did not think it was abuse. The facility team thought it was a 
behavior due to Resident #1 being on drugs.-He/she did not think this was a reportable incident of abuse. 
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