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Based on observation, record review, and interview, the facility failed to update behavior care plans for 3 (#1, 
2, and #4) of 3 sampled residents whose care plans were reviewed for their interventions in the management 
of routinely displayed inappropriate behavior. The DON identified three residents routinely displayed 
inappropriate behavior. Findings: 1. On 07/27/25 at 3:15 p.m., Resident #1 was observed entering the dining 
room. Resident #2 was observed sitting at a table in the corner of the dining room, with windows located on 
both walls of the corner. Resident #1 stopped and stared in the direction of Resident #2 for several minutes 
while mumbling unintelligible words under their breath. When Resident #1 was asked what they were saying, 
the resident only smiled and shook their head no. Several seconds later, Resident #2 smiled and pointed out 
the window as an ambulance arrived with their emergency lights on. A nurse's progress note, dated 
02/09/25, showed Resident #1 yelled at other residents, attempted to grab other residents, punched another 
resident, blocked doorways/staff access to other residents, entered other resident rooms and refused to 
leave, and maneuvered up and down the hallway and screamed and yelled at other residents. The progress 
notes showed Resident #1 could not be redirected. Resident #1 was sent to the hospital, received 
haloperidol (an antipsychotic with a sedative effect) and returned to the facility with a diagnosis of agitation. 
An incident report, dated 02/09/25, showed Resident #2 reported to staff that Resident #1 struck them in the 
chest. The report showed Resident #2 struck Resident #1 across the face in retaliation.A nurse's progress 
note, dated 02/11/25, read in part, Conferenced with [resident's physician name withheld] in regards to 
recent aggressive/combative behaviors. A care plan, dated 02/11/25, showed Resident #1 was at risk for 
behaviors, including verbal outbursts. The care plan showed the goal was to be free from negative behaviors 
over the next 90 days. The care plan interventions included staff interacting with Resident #1 in a calm 
manner, medication administered per orders, behaviors to be monitored daily, behavior to be reported to the 
physician, and social services to visit the resident weekly. The care plan did not address what 
signs/symptoms may indicate potential escalation in negative behaviors, what negative behaviors the 
resident exhibited/staff were to monitor, what staff were to do when the resident exhibited negative 
behaviors, and/or how the staff were to protect Resident #1 and other facility residents when Resident #1 
exhibited negative behaviors. A nurse's progress note, dated 03/10/25, showed Resident #1 grabbed the 
wheelchair of Resident #2. In response, Resident #2 grabbed the arm of Resident #1 which resulted in a 
1cm x .01cm abrasion to the left forearm of Resident #1. The progress note showed the residents were 
separated and Resident #1 received treatment for their abrasion and education to ask for help with moving 
other residents' wheelchairs. An incident report, dated 03/10/25, showed Resident #1 exchanged words with 
Resident #2, then reached out and grabbed the wheelchair Resident #2 occupied. Resident #2 then grabbed 
Resident #1 around the arm and when Resident #1 pulled their arm away, they received a small abrasion to 
their lower left arm. A quarterly assessment, dated 06/09/25, showed Resident #1's speech was usually 
understood, the resident usually understood others, was severely impaired in cognition with a BIMS score of 
0, and exhibited no behaviors. The assessment showed the resident had profound intellectual disabilities, 
psychotic disorder, depression, and anxiety. A nurse's progress note, dated 06/15/25, showed Resident #1 
had increased agitation during the shift, yelled at other residents, accused others of calling the police and/or 
trying to hit Resident #1, and attempted to enter other resident rooms without their permission. The note 
showed redirection was used without success. A physician's progress note, dated 06/18/25, read in part, 
This is a [resident's age omitted] year-old .with behavioral disorder. [They've] been more aggressive and 
attempting to hit other residents within the facility. [They] will not talk .Impression: Behavioral disorder .Plan: 
it was discussed with [them] about [their] behaviors. The note showed the resident shook their head in 
understanding of the discussion. Staff were to continue to monitor and report behaviors. The progress note 
did not address interventions for the behaviors. A nurse's note, dated 06/22/25, showed Resident #1 woke in 
an agitated state and attempted to physically attack other residents assembled in the dining room for 
breakfast. The note read the staff's attempt to redirect was unsuccessful. A nurse's progress note, dated 
07/20/25, showed Resident #1 had multiple verbal behavioral outburst toward other residents and staff 
members. The note showed staff utilized redirection, snacks, diversional activities, one on one time with 
staff, and family intervention were unsuccessful. On 07/21/25 at 3:25 p.m., Resident #5 stated Resident #1 
would be great one day and another day be very adversarial. The resident stated when Resident #1 was 
adversarial toward them, they did the same back to Resident #1. Resident #5 stated at times, the staff would 
intervene, but it was not consistent. On 07/21/25 at 3:50 p.m., Resident #2 stated Resident #1 was always 
staring at them and mumbling negative comments about Resident #2 under their breath. Resident #2 stated 
Resident #1 followed them around throughout the facility, interrupted Resident 2, and told Resident #2 to 
shut up. Resident #2 stated they had saw Resident #1 try to hit other residents. Resident #2 stated they were 
tired of Resident #1 constantly pestering them and felt it was their right to live in the facility without someone 
causing them constant grief. On 07/21/25 at 4:00 p.m., CNA #4 stated Resident #1 and Resident #2 would 
routinely antagonize one another. CNA #4 stated they felt Resident #1 initiated the altercations more than 
Resident #2. CNA #4 stated they felt Resident #1 started the altercations 80 percent of the time, while 
Resident #2 initiated the altercations the other 20% of the time. CNA #4 stated other than to try and redirect 
the residents, they had no idea what to do and would probably go to their nurse for guidance. On 07/27/25 at 
3:40 p.m., the administrator stated Resident #1 liked ambulances. The administrator stated Resident #1 had 
the mentality of a small child. The administrator stated Resident #1 would tell on you if you made them mad. 
The administrator stated Resident #1 did not like to answer questions. The administrator stated it was 
common for staff to shake their head when Resident #1 exhibited humorous behavior. On 07/27/25 at 5:20 p.
m., CMA #1 stated there were primarily three residents that exhibited negative behaviors. CMA #1 stated 
some days Resident #1 would be fine and other days they would argue with Resident #2 over anything that 
came to mind, like the placement of their chair in the dining room. On 07/31/25 at 11:50 a.m., CNA #1 stated 
Resident #1 exhibited behaviors toward other residents and staff. CNA #1 stated Resident #1 would 
antagonize other residents and when the other resident responded back to Resident #1, Resident #1 would 
go and tell the nurse what the other resident stated and then return to agitate the other resident further. CNA 
#1 stated they would attempt to redirect the resident and ask Resident #1 to leave the situation/other 
resident alone and allow the staff to take care of the situation. CNA #1 stated if that did not work, they would 
go to the nurse. CNA #1 stated the facility did not in-service/train them on what to do if Resident #1 displayed 
negative behaviors. On 07/31/25 at 12:00 p.m., CNA #2 stated Resident #1 would not talk with them and was 
not sure what to do if Resident #1 displayed negative behaviors. CNA #2 stated the facility did not 
in-service/train them on what to do if Resident #1 displayed negative behaviors. On 07/31/25 at 12:10 p.m., 
CNA #3 stated Resident #1 could be understanding toward others and could be adversarial. CNA #3 stated 
Resident #1 might call someone stupid or something similar. CNA #3 stated if Resident #1 displayed 
negative behavior, they would give Resident #1 their space and return later. CNA #3 stated when the 
resident acted in a negative manner, it was usually due to a lack of good sleep. CNA #3 stated they saw 
Resident #1 purposely slam their wheelchair into another resident's wheelchair, but usually Resident #1 just 
used words when they displayed negative behaviors. CNA #3 stated the negative words were often directed 
toward Resident #2 and would escalate until Resident #2 yelled curse words back at Resident #1. CNA #3 
stated Resident #1 would continue to yell negative statements such as you are stupid or shut up/don't talk 
back at Resident #2. CNA #3 stated Resident #1 would block Resident #2 from leaving a room or exiting the 
building. CNA #3 stated they could not reason with Resident #1 so they relied on Resident #2 to de-escalate 
the situation and would ask Resident #2 to go somewhere else to allow Resident #1 to calm down.On 
07/31/25 at 12:28 p.m., LPN #1 stated Resident #1 had their own consistent routine and loved to watch 
emergency medical services and watch other residents in therapy. LPN #1 stated Resident #1 often thought 
other people were talking about Resident #1 and got agitated at the staff if they called their family after they 
refused care. LPN #1 stated Resident #1 felt the staff were telling on them. LPN #1 stated it was easier to 
reason with Resident #2 so Resident #2 was often asked to stay out of the way of Resident #1, but 
sometimes Resident #1 would block the exit and not let Resident #2 pass out of their way. LPN #1 stated 
when that happened, they would try to separate the two residents, reason with Resident #2, and try to 
redirect Resident #1 into an activity like watching other residents in therapy. LPN #1 stated most of the time 
that the interventions were effective, but when it was not effective, they contacted the family of Resident #1 
or spoke with the DON/administrator. On 07/31/25 at 12:50 p.m., RN #1 stated Resident #1 was childlike in 
mentation and did not understand the insults and comments directed toward them, but did get upset with the 
encounter. RN #1 stated Resident #1 did not redirect well. RN #1 stated if Resident #1 saw Resident #2 
engaged in a conversation with someone and Resident #2 used curse words or jokingly flipped the other 
person off, Resident #1 would take those comments, curse words, and gestures personally and get 
upset/agitated which in turn made Resident #2 upset. RN #1 stated they tried to keep the two residents 
separated, but Resident #2 had few activities of interest to do to keep occupied and Resident #1's behaviors 
directed toward them would quickly agitate Resident #2.On 07/31/25 at 1:10 p.m., the DON stated they 
expected their staff to redirect residents who displayed negative behaviors and if that did not work, ensure 
the resident was safe and ask to come back later to assist when the resident was more receptive to care. 
The DON stated that approach allowed the resident time to de-escalate. The DON stated sometimes the 
approach worked and sometimes it did not. The DON stated they encouraged care in pairs when staff 
provided care to a resident who displayed negative behaviors. The DON stated Resident #1 argued a lot with 
Resident #2. The DON stated if the staff intervened and redirected early in the argument, the two residents 
were easier to redirect. The DON stated often, all the staff had to do was separate the two residents with 
some distance and the two residents were alright. The DON reviewed the care plan for Resident #1 and 
stated the care plan did not address Resident #1's behaviors or what staff were to do when Resident #1 
displayed negative behaviors. 2. On 07/27/25 at 3:15 p.m., Resident #2 was in the corner of the dining room, 
engaged with activities on an electronic tablet when Resident #2 was observed to enter the dining room, stop 
and stare in the direction of Resident #1, and mumble unintelligible words under their breath. An annual 
assessment, dated 12/21/24, showed Resident #2 was cognitively intact in daily decision making, and 
exhibited no mood or behavior issues. A nurse's progress note, dated 02/09/25, showed Resident #2 was in 
a physical altercation with Resident #1 and punched one another in the chest and shoulder. A care plan, 
updated 02/11/25, showed Resident #2 often spoke with staff in an inappropriate manner and set a goal for 
the resident to be free from negative behaviors over the next 90 days. The staff were to speak to the resident 
in a calm and professional manner, monitor the resident for behaviors daily, notify the physician of any 
behaviors, and social services were to visit the resident weekly. The care plan did not address physical 
altercations, what negative behaviors were to be monitored and where such behaviors were to be charted, 
what staff were to do when the resident exhibited negative behaviors, and/or how the staff were to protect 
Resident #2 and other facility residents when Resident #2 exhibited negative behaviors toward other 
residents. A nurse's progress note, dated 07/25/25, showed the resident was upset with staff and engaged 
each staff member individually to cuss at each of them separately. A quarterly assessment, dated 07/25/25, 
showed Resident #2 was cognitively intact in daily decision making, and exhibited no mood or behavior 
issues. A nurse's progress note, dated 07/29/25, showed the nurse spoke with the resident regarding their 
behavior toward another staff member. The nurse documented the resident called another staff member on 
their personal phone and talked to them in an inappropriate manner. On 07/31/25 at 12:00 p.m., CNA #2 
stated Resident #2 would talk with the DON/administrator about their concerns. CNA #2 stated they were 
recently hired and had not received in-services on what to do if Resident #2 displayed inappropriate 
behaviors.On 07/31/25 at 12:10 p.m., CNA #3 stated Resident #2 would usually try to stay out of Resident 
#1's way. CNA #3 stated Resident #1 followed Resident #2 around the building or tried to block Resident #1 
from leaving the dining room or going outside. CNA #3 stated Resident #2 had the larger vocabulary and 
would cuss at Resident #1. CNA #3 stated when the two were in an argument, they would try to talk with 
Resident #2 and get them to leave and give Resident #1 their space to calm down. CNA #3 stated that 
sometimes Resident #1 would not let Resident #2 leave a room or area and staff would help Resident #2 
leave another way. On 07/31/25 at 12:28 p.m., LPN #1 stated Resident #2 and Resident #1 were friends and 
cycled through days when they would spend time together in common areas or out on the front porch and 
then there were other times when they antagonized one another. LPN #1 stated Resident #2 usually went 
out of their way to stay away from Resident #1, but sometimes Resident #1 would not get out of the way for 
Resident #2 to leave an area. LPN #1 stated the staff would try to separate the residents and assist Resident 
#2 out another facility door to give each resident time to calm down. LPN #1 stated it was easier to reason 
with Resident #2 and Resident #2 accepted redirection easier. LPN #1 stated when they could not redirect 
the resident, they would tell the DON/Admin. On 07/31/25 at 12:50 p.m., RN #1 stated if Resident #2 cussed 
or gave the finger to another resident in a jest, Resident #1 would take that personally and act out, even if 
the jest was not directed toward Resident #1. RN #1 stated this in turn upset Resident #2. RN #1 stated they 
tried to keep the two residents separated, but Resident #2 did not have much to do for activities and the 
facility was small which made separation harder to accomplish. On 07/31/25 at 1:10 p.m., the DON stated 
they expected their staff to redirect residents who displayed negative behaviors and if that did not work, 
ensure the resident was safe and ask to come back later to assist when the resident was more receptive to 
care. The DON stated that approach allowed the resident time to de-escalate. The DON stated sometimes 
the approach worked and sometimes it did not. The DON stated they encouraged care in pairs when staff 
provided care to a resident who displayed negative behaviors. The DON stated Resident #2 argued a lot with 
Resident #1. The DON stated if the staff intervened and redirected early in the argument, the two residents 
were easier to redirect. The DON stated often, all the staff had to do was separate the two residents with 
some distance and the two residents were alright. The DON reviewed the care plan for Resident #2 and 
stated the care plan did not address Resident #2's behaviors or what staff were to do when Resident #2 
displayed negative behaviors. 3. On 07/21/25 at 2:30 p.m., Resident #4 was heard to repeatedly yell out for 
help, pause, yell another resident's name, and say that the other resident was homosexual. Resident #4 
stopped yelling for brief moments and then resumed the same statements throughout the day. On 07/27/25 
at 12:29 p.m., Resident #4 was heard to repeatedly yell out for help, pause, yell another resident's name, 
that the other resident was homosexual, and performed certain sexual acts. Resident #4 stopped yelling for 
brief moments and then resumed the same statements throughout the day.A comprehensive assessment, 
dated 10/26/24, showed Resident #4 was moderately impaired in daily decision making with a BIMS score of 
11, denied any concerns with mood, and displayed no behaviors. The assessment showed the resident's 
diagnoses included quadriplegia, seizure disorder, anxiety, and depression. A nurse's progress note, dated 
01/02/25, showed Resident #4 observed another resident pass by the door to their room, immediately threw 
their hamburger into the hallway, and stated they hated 'that [explicit language].A nurse's progress note, 
dated 01/10/25, showed Resident #4 threw their cup toward a staff member and into the hallway, 
continuously used profanity and inappropriate language toward staff, stated they hated the facility and the 
people within it. The note showed Resident #4 threatened to throw their urine filled urinal at staff and 
threatened to throw their self out of their bed.A nurse's progress note, dated 02/15/25, showed Resident #4 
used inappropriate language, profanity, and propositioned staff. The note showed Resident #4 was 
instructed their behavior and language was not appropriate and Resident #4 stated they did not care. A care 
plan, dated 02/19/25, showed Resident #4 had inappropriate behaviors and the goal was for Resident #4 to 
understand the need to control their inappropriate behaviors. The interventions listed were to make clear 
what the limitations were, assess resident's understanding of the situation, nursing staff were to monitor and 
record inappropriate behavior as it occurred, monitor frequently when there was an increase in behavior, and 
social services were to visit weekly. The care plan did not address what inappropriate behaviors Resident #4 
displayed, how the staff were to ensure Resident #4 had a clear understanding of the need to control 
inappropriate behaviors, what limitations the staff were to make clear to Resident #4, who was responsible to 
address Resident #4 on the limitations, and how they were to address the limitations with Resident #4, what 
inappropriate behaviors the staff were to monitor/monitor frequently for, where staff were to document the 
monitored behaviors, how the staff were to protect Resident #4 and other facility residents when Resident #4 
exhibited inappropriate behaviors, and what were staff to do/how were staff to provide care when the 
resident exhibited inappropriate behaviors. A nurse's progress note, dated 02/21/25, showed Resident #4 
shouted inappropriate language and profanity towards staff members. A nurse's progress note, dated 
03/10/25, showed Resident #4 said sexually inappropriate statements. A nurse's progress note, dated 
03/19/25, showed Resident #4 exhibited socially inappropriate behavior, threw their urine filled urinal several 
times, which resulted in urine on the floor and walls. The note showed Resident #4 frequently yelled for staff 
instead of using the call light. A nurse's progress note, dated 03/16/25, showed Resident #4 shouted 
profanity and inappropriate language towards their roommate and staff members throughout the night. A 
nurse's progress note, dated 05/12/25, showed Resident #4 spit at staff and slapped the staff's buttocks. A 
nurse's progress note, dated 05/23/25, showed Resident #4 talked inappropriately toward a staff member 
and forcefully grabbed a part of the staff member's anatomy. The note showed the staff asked Resident #4 to 
stop and Resident #4 became angry and continued to make inappropriate comments toward the staff 
member. The progress note showed Resident #4 threw their full urinal against the bathroom door, which 
caused urine to splatter on the door, walls, window, and floor. When the staff approached Resident #4, 
Resident #4 stated, I don't [explicit language] care.A nurse's progress note, dated 05/26/25, showed 
Resident #4 was rude and inappropriate with staff during activities of daily living, cussed at staff, and used 
offensive gestures toward staff.A nurse's progress note, dated 06/10/25, showed Resident #4 used 
inappropriate language toward staff. A nurse's progress note, dated 06/30/25, showed Resident #4 
squeezed a staff member's behind and when the staff removed the resident's hand, Resident #4 shouted 
they hated everyone in the facility and if they could acquire a gun Resident #4 would shoot everyone in the 
facility. A nurse's progress note, dated 07/01/25, showed Resident #4 exhibited multiple negative or socially 
inappropriate behaviors during their shift. No interventions were documented.A nurse's progress note, dated 
07/11/25, showed Resident #4 continued to use sexually inappropriate language and gestures toward staff 
and resident redirection was attempted without success. A nurse's progress note, dated 07/17/25, showed 
Resident #4 continued to use sexually inappropriate and vulgar language toward staff. A nurse's progress 
note, dated 07/20/25, showed Resident #4 stated sexually inappropriate comments toward staff and 
residents. The note showed staff attempted to redirect Resident #4 several times without success. A nurse's 
progress note, dated 07/23/25, showed Resident #4 continued sexually inappropriate behaviors toward staff. 
The note showed staff attempted redirection and diversional activities with Resident #4, but there was no 
change in their behavior. The note showed Resident #4 yelled toward staff and other residents when they 
were seated in the common room.A nurse's progress note, dated 07/27/25, showed Resident #4 continued 
to use inappropriate language. A nurse's progress note, dated 07/28/25, showed Resident #4 used foul 
language towards staff.A quarterly assessment, dated 07/28/25, showed Resident #4 was severely impaired 
in daily decision making with a BIMS score of 6, denied any concerns with mood, and displayed verbal 
behaviors toward others. The assessment showed Resident #4 had diagnoses which included stroke, 
anxiety, depression, and other sexual disorders. A nurse's progress note, dated 07/30/25, showed Resident 
#4 had multiple negative or socially inappropriate behaviors during their shift. On 07/27/25 at 11:50 a.m., 
CNA #4 stated Resident #4 had no verbal filter and directed their remarks primarily toward staff but did yell 
out obscenities toward another resident as well, calling the other resident homosexual and such. On 
07/31/25 at 11:50 a.m., CNA #1 stated Resident #4 was very vocal with what they were thinking. CNA #1 
stated the resident was often inappropriate and addressed CNA #1 as their eight-year-old baby (boy/girl) in a 
derogatory tone/manner. CNA #1 stated when staff used the manual crank on the transfer lift to lift and 
transfer Resident #4 to/from their chair, Resident #4 would say things like pump it baby, pump it! CNA #1 
stated their experience had taught them not to acknowledge the comment or respond to the comment. CNA 
#1 stated Resident #4 inappropriately touched another CNA while they assisted the resident. CNA #1 stated 
they were not in-serviced or trained on what to do when Resident #4 exhibited negative behaviors. On 
07/31/25 at 12:00 p.m., CNA #2 stated Resident #4 was a character and said sexual things toward the staff 
but the staff did not respond to the resident's comments. CNA #2 stated Resident #4 grabbed their side and 
said something they were sure was rude, but they were too shocked from Resident #4 touching them to hear 
what Resident #4 said. CNA #2 stated they asked Resident #4 not to grab them and Resident #4 removed 
their hand from the CNA's side. CNA #2 stated they were not in-serviced on what to do when Resident #4 
displayed negative behaviors. On 07/31/25 at 12:10 p.m., CNA #3 stated Resident #4 was very vulgar. CNA 
#3 stated they tried to talk with Resident #4 and asked that they not say such comments. CNA #3 stated 
Resident #4 would throw their full urinal across the room so the staff would have to clean the room and 
Resident #4 could talk with the staff. CNA #3 stated Resident #4 often made fun of another resident, calling 
the other resident a faggot. CNA #3 stated the other resident just ignored Resident #4 and did not appear to 
be disturbed by the outbursts. CNA #3 stated when they asked Resident #4 why they yelled such things 
toward the other resident, Resident #4 stated they did not like the other resident. CNA #3 stated they were 
not in-serviced on what to do when Resident #4 displayed negative behaviors. On 07/31/25 at 12:28 p.m., 
LPN #1 stated Resident #4 did not talk nicely to the CNAs. LPN #1 stated they instructed the CNAs to report 
the resident's behavior to the administration. LPN #1 stated they instructed their CNAs to ask the resident 
not to talk that way toward the CNAs and offer to step away until Resident #4 was ready to receive 
assistance. LPN #1 stated they expected the CNAs to make sure Resident #4 was safe and then go tell 
administration about the resident's behavior. LPN #1 stated sometimes redirection worked for Resident #4 
and sometimes it did not. LPN #1 stated they were not aware of a behavior care plan for Resident #4. On 
07/31/25 at 12:50 p.m., RN #1 stated Resident #4 did not treat the RN as Resident #4 treated other staff and 
did not make sexual remarks toward the RN. RN #1 stated they did not give Resident #4's behaviors much 
attention and felt that the lack of attention helped to curb Resident #4's negative behaviors. RN #1 stated 
Resident #4 stopped their inappropriate behavior when RN #1 asked it of them. RN #1 stated the staff were 
to provide all resident care with another staff member present. RN #1 stated they felt having a witness in the 
room helped some but it did not change Resident #4's behaviors. On 07/31/25 at 1:10 p.m., the DON stated 
they expected their staff to redirect residents who displayed negative behaviors and if that did not work, 
ensure the resident was safe and ask to come back later to assist the resident when the resident was more 
receptive to care. The DON stated that approach allowed the resident time to de-escalate. The DON stated 
sometimes the approach worked and sometimes it did not. The DON stated they encouraged care in pairs 
when staff provided care to a resident who displayed negative behaviors. The DON reviewed the care plan 
for Resident #4 and stated the care plan did not address Resident #4's behaviors or what staff were to do 
when Resident #4 displayed negative behaviors.
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