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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 protect one out of six sampled residents (Resident # 1) from 
physical abuse. On 6/22/25, around 1:30 A.M., Certified Nurse Aide A became aware of Resident #1 and #2 
getting into an altercation at the 2nd floor nursing station. Resident #1 wanted to get some ice and Resident 
#2 blocked the area with his/her wheelchair and would not let him enter. Resident #1 stated he cursed and 
threw a small amount of the remaining water in his water pitcher on Resident #2. Resident #2 yelled at 
Resident #1 and stated Resident #1 had called him/her racial names and threw water at him/her. Resident 
#1 went back to his own room. After Resident #1 left, Resident #2 told CNA A he/she was going to call 
his/her cousin and put a wood under his/her ass. The nurse aide advised Resident #2 to calm down and 
return to his/her room for the night. The facility failed to provide intervention and monitoring after the verbal 
incident per policy. Resident #2 went to the smoking area on the 2nd floor. Around 2:24 A.M., Resident #2 
entered Resident #1's room. Resident #1 was awakened by Resident #2 striking him with a folding chair. 
Resident #2 then grabbed Resident #1's cell phone and placed it in his/her waistband and then forcefully 
grabbed Resident #1's scrotum, holding onto it while Resident #2 tried to wheel himself out of the room 
his/her room- which was next door. Resident #1 had bruising on his bilateral forearms and his right upper 
leg. Resident #1 said he was in excruciating pain from his scrotum being squeezed and was very angry that 
it occurred. The facility census was 86.The Administrator was notified on 6/25/25 at 2:40 P.M. of Immediate 
Jeopardy (IJ) which began on 6/22/25. The IJ was removed on 6/25/25.Review of the facility's undated 
Abuse and Neglect Policy showed:-Abuse was the willful infliction of injury, unreasonable confinement, 
intimidation or punishment with resulting physical harm, pain or mental anguish.-Physical abuse was the use 
of physical force that may result in bodily injury, physical pain or impairment and could include: punishing, 
slapping, hitting, shoving, striking with or without an object, pinching, kicking, burning. -All residents would be 
protected from abuse, neglect or mistreatment. Review of the facility's undated Behavior Management 
Program policy showed:-Behavior symptoms in this policy was defined as an indication or characteristic of a 
negative physical or psychosocial out come which could indicate negative interactions or negative attitude 
that resulted in unpleasant atmosphere that disturbed others.-Resident who exhibited behavior symptom 
concerns would be monitored and/or treated to prevent incidents per the Quality Assurance (QA) decision on 
how often, what and where, and when the behavior was to be monitored.-Residents who often had outburst 
behaviors, aggression, verbal and/or physical abusive behavior should be monitored for safety. (The process 
of monitoring was decided individually per case by the QA committee or safety committee.)1. Review of 
Resident #1's admission Record Face Sheet showed the resident admitted to the facility on [DATE]. Review 
of Resident #1's quarterly Minimum Data Set (MDS-a standardized assessment tool that measured health 
status in nursing home residents), dated 4/16/25, showed the resident assessed as cognitively intact.Review 
of Resident #2's admission Record Face Sheet showed the resident admitted to the facility on [DATE], with 
the following diagnoses:-Schizophrenia, unspecified (a disorder that affected a person's ability to think, feel 
and behave clearly).-Major depressive disorder (a mental disorder characterized by persistently sad mood or 
loss of interest in activities, causing significant impairment of daily life).-Persistent mood affective disorder (a 
chronic low-grade depressed mood that lasts at least two years in adults).-Psychoactive substance abuse 
(abuse of substances that affect the brain).-Cannabis abuse.-Suicidal ideations (thinking or planning to kill 
one's self).-Insomnia (a disorder that makes it difficult to sleep).Review of Resident #2's quarterly MDS, 
dated [DATE], showed the resident assessed as cognitively intact.Review of Resident #1's Nurse's Notes, 
dated 6/22/25 at 2:24 A.M., showed: -Certified Nursing Assistant (CNA) B heard Resident #2 in Resident 
#1's room on the same hall, fighting, screaming, and throwing objects.-Resident #3 came to the nurses' 
station saying Resident #2 was in Resident #1's room and hit him with a chair.-CNA B went to the scene and 
called Licensed Practical Nurse (LPN) A to tell LPN A he/she was down the hall, two residents were fighting, 
and he/she needed help.-LPN A arrived immediately to Resident #2 in the hallway in his/her wheelchair, 
holding Resident #1's cell phone and refusing to get it out of his/her waistband and give it back.-CNA B 
stated after Resident #2 hit Resident #1 with the chair, he/she snatched the phone and when Resident #1 
attempted to retrieve the phone, Resident #2 grabbed Resident #1's genitals. -Resident #1 began hitting 
Resident #2 on the head. -Resident #2 would not give back the phone.-Resident #1 was pushing Resident 
#2's wheelchair out of his room and hitting Resident #2 on the head.-Staff asked Resident #1 to stop and let 
the staff handle it, but he kept pushing Resident #2 into the room.-Both residents were then behind the door 
of Resident #2's room.-During the altercation, CNA B called 911.-Witness and Resident #1 stated the other 
resident was in this resident's room and struck Resident #1 with a chair and took his phone.Review of 
Resident #2's Nurse's Note, dated 6/22/25 at 2:25 A.M., showed: -LPN A was notified by CNA B that 
Resident #3 came to alert staff at the nurses' station of his/her roommate and Resident #2 fighting in the 
room.-LPN A came down toward Resident #1's room and saw him pushing Resident #2 down the hall in 
his/her wheelchair saying, Give me my phone. Resident #2 kept saying no.-Resident #1 began hitting 
Resident #2 in the side of the head. -Staff attempted to intervene and convince Resident #1 to stop and allow 
the staff to handle the situation.-Resident #1 would not stop and Resident #2 stated he/she was not giving 
the phone back.-Resident #1 pushed Resident #2 in his/her wheelchair to his/her room next door, pushed 
Resident #2 into the room, and attempted to retrieve his/her phone.Review of the facility's preliminary 
summary of investigation started on 6/23/25 showed:-LPN A stated Resident #1 repeatedly hit Resident #2 in 
the face.-He/She stated he/she was called to Resident #2's room.-He/She stated CNA B told him/her 
Resident #1 was requesting his phone back from Resident #2.-Upon further investigation it was found on 
6/22/25 after 1:30 A.M., both residents were at the 2nd floor nursing station. Resident #1 wanted to get some 
ice and Resident #2 blocked the area with his/her wheelchair and would not let him enter.-Resident #1 stated 
he cursed and threw a small amount of the remaining water in his water pitcher on Resident #2.-Resident #2 
yelled at Resident #1 and stated Resident #1 had called him/her racial names and threw water at him/her.
-CNA A was sitting in the room next to the nursing station.-Upon interview, Resident #1 said Resident #2 
was talking to him in a rude way, so he opened his water pitcher and threw a little water on Resident #2.
-Resident #1 stated Resident #2 began to yell and curse at him, so he left and went back to his own room.
-CNA A said after Resident #1 left, Resident #2 said he/she was going to call his/her cousin and put a wood 
under his/her ass.-CNA A advised Resident #2 to calm down and return to his/her room for the night.
-Resident #2 went to the smoking area on the 2nd floor.-Before 2:24 A.M., Resident #2 entered Resident 
#1's room.-Resident #1 stated he was sleeping in his bed and was awakened by something hard hitting him.
-Resident #1 stated Resident #2 hit him with a white folding chair several times and demanded his phone.
-Resident #1 said he was defending himself under the covers of his bed and blocking the chair from hitting 
him. He called for his roommate, Resident #3, to help him.-Resident #3 stated he/she heard Resident #1 call 
for help and got up to stop Resident #2 from hitting Resident #1 with the chair. He/She was able to grab the 
chair and took it with him/her when he/she left the room to go get help.-He/She found CNA B and had 
him/her go with him/her to the room.-Resident #1 stated Resident #2 got ahold of his cell phone and would 
not return it.-CNA B stated he/she entered the room and saw Resident #1 hitting Resident #2 stating, Let go 
of my fucking dick! CNA B said the resident said this a few more times.-CNA B told Resident #2 to let go, but 
he/she would not.-CNA B said Resident #2 pulled Resident #1 by the scrotum to the hallway and into the 
room of Resident #2.-CNA B continued to ask Resident #2 to let go of Resident #1 and return the cell phone, 
but he/she refused.-Resident #1 stated he was asking for his phone to be returned.-CNA B stated Resident 
#1 hit Resident #2 in the face several times, but Resident #2 would not let go of Resident #1's scrotum.-CNA 
B asked both of them to stop, but they would not. He/She was afraid to intervene and was unable to 
deescalate them. He/She went down the hallway to get additional help from staff.-Resident #1 said he was 
bleeding from both arms. -In Resident #2's room, Resident #2 blocked the door and would not let Resident 
#1 leave the room.-Resident #1 said he was in excruciating pain from Resident #2 squeezing his scrotum 
and not letting go of him. He stated he hit Resident #2 in the face a few times.-According to Resident #2's 
nursing notes and interviews with Residents #1 and #2, LPN A and CNA B came to Resident #2's room.
-CNA B said they returned to the room after possibly a minute, when he/she went to get the charge nurse.
Review of Resident #1's Weekly Skin Assessment, dated 6/23/25, showed he had areas on bilateral 
forearms with scabs and red, discolored bruising and dark red bruising on bilateral forearms.Observation and 
interview on 6/23/25 at 10:45 A.M., showed Resident #1:-Resident #1 had multiple dark red and red blotches 
and scabs on both forearms and a reddened area on his right thigh.-He was laying in bed and Resident #2 
came in and started hitting him with a chair and said, You deserved it!-He had some bruising on both arms 
and his left leg from where he tried to shield himself.-He could not get out of bed.-His roommate came and 
took the chair away from Resident #2.-He sat up on his bed and Resident #2 grabbed his scrotum and his 
phone.-Resident #2 kept trying to hide his phone in his/her waistband.-He had never had a fight with 
Resident #2 before; he never really talked to him/her.-He started hitting Resident #2 to get him/her to let go 
of his scrotum. -His roommate went and got the nurse.-The nurse (CNA B) came in the room and told him to 
stop hitting and CNA B told Resident #2 to let go of him.-CNA B grabbed Resident #1's arm and Resident #1 
told CNA B not to touch Resident #1.-Resident #2 wouldn't let go of his scrotum so CNA B went to get more 
help. CNA B was only gone for a couple seconds.-Resident #2 dragged him to his/her room by the scrotum 
and threw his phone on the bed.-He told Resident #2 to let go and when he/she did not, he hit him/her.-The 
police had already been called.-He said his scrotum was sore, but did not take any pain pills.-Earlier, 
possibly around 1:30 A.M., he/she had gone to the ice machine and Resident #2 was blocking him/her from 
getting ice.-He/She thought his cup was empty and was not purposefully throwing water on Resident #2.
-He/She had asked to get through and was just messing with Resident #2.-Now that Resident #2 was gone, 
he/she felt safe at the facility.During an interview on 6/23/25 at 11:00 A.M., CNA B said:-He/She had finished 
cleaning up another resident and Resident #3, who was Resident #1's roommate, came to him/her and said 
Resident #2 had hit Resident #1 with a chair while he was laying down.-When he/she got to the residents, 
Resident #2 had ahold of Resident #1's scrotum and Resident #1 was on the floor and was hitting Resident 
#2. -He/She told Resident #1 to stop and he said he wouldn't until Resident #2 released his scrotum.-He/She 
told Resident #2 to let go of Resident #1's scrotum and he/she would not.-He/She called 911, because it 
appeared Resident #2 was bleeding by the mouth and there was blood on the floor.-He/She tried to grab 
Resident #1's arm and told Resident #2 to let go of Resident #1.-Resident #2 tried to wheel him/herself back 
to his/her room with Resident #1's phone. -Resident #1 kept saying to give him back his phone.-Resident #2 
rolled him/herself out of the room and they went to his/her room, while he/she was holding on to Resident 
#1's scrotum.-Resident #2 said Resident #1 started it earlier when he/she threw water on him/her. CNA A 
had separated them.During an interview on 6/23/25 at 12:10 P.M., LPN A said:-He/She did not witness the 
entire event.-The hallway had been quiet and he/she got a call from CNA B Resident #1 and Resident #2 
were having a fight in the hallway.-He/She saw Resident #1 pushing Resident #2's wheelchair.-Resident #2 
was grabbing Resident #1's scrotum and his phone was tucked in the left side of his/her waistband.-Resident 
#2 was laughing and said he/she was not going to give his phone back.-Resident #1 would say he wanted 
his phone back.-He/She did not know who started the fight, but assumed Resident #2 started it, because 
Resident #1 would typically stick to himself.-He/She was trying to separate the residents and not let them get 
in Resident #2's room and close the door behind them.Review of Resident #3's quarterly MDS, dated 
[DATE], showed he/she was cognitively intact.During an interview on 6/23/25 at 1:30 P.M., Resident #3 
said:-Resident #2 snuck into his/her room, which he/she shared with Resident #1, around 2:30 A.M. on 
6/22/25.-He/She woke up because Resident #1 was shouting, Get your ass over here!-Resident #2 was in 
his/her wheelchair and had a chair which he/she was swinging.-Resident #2 had brought the chair in with 
him/her. It was white plastic with a metal frame.-Resident #1 had his arms up and was shielding himself. 
-He/She grabbed the chair and took it into the hallway.-He/She then went to get a staff person to assist.
-He/She saw Resident #2 grab Resident #1's phone and his scrotum and would not let go. -Resident #1 was 
hitting Resident #2 because he/she would not release him.-Resident #2 seemed like he/she was out of it on 
some kind of a drug. His/her eyes were glazed and there was nobody home.During an interview on 6/24/25 
at 3:00 P.M., Psychiatric Nurse Practitioner A said:-Resident #2 attacking Resident #1 was abuse.-He/She 
did not think the staff would have known this might happen, since Resident #2 had calmed down from earlier 
incidents in the day. During an interview on 6/27/25 at 4:00 P.M., the Director of Nursing (DON) said he/she 
thought the incident was abuse when Resident #2 hit Resident #1 with a chair. During an interview on 
6/27/25 at 4:15 P.M., the Administrator said:-Resident #2 attacking Resident #1 was intentional and abuse. 
NOTE: At the time of the abbreviated survey, the violation was determined to be at the immediate jeopardy 
level J. Based on observation, interview and record review completed during the onsite visit, it was 
determined the facility had implemented corrective action to remove the IJ violation at the time. A final revisit 
will be conducted to determine if the facility is in substantial compliance with participation requirements.At the 
time of exit, the severity of the deficiency was lowered to the D level. This statement does not denote that the 
facility has complied with State law (Section 198.026.1 RSMo.) requiring that prompt remedial action be 
taken to address Class I violation(s).MO00256231
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