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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 ensure 82 residents on the behavioral health 
unit (BHU, an area of the building that housed residents with mental and psychosocial disorders [syndromes 
characterized by a clinically significant disturbance in an individual's cognition, emotion, regulation, or 
behavior]) were protected from physical abuse when:1) Resident 1 stopped taking her Zyprexa (an 
antipsychotic medication [medication that helps to reduce the symptoms of psychosis, such as 
hallucinations, delusions, and disorganized thinking]) on 8/25/25 and a written plan of care was not 
developed to monitor and prevent potential inappropriate and aggressive behaviors resulting from stopping 
Zyprexa.2) Resident 1 slapped Resident 2 in the face on 9/5/25 and a written plan of care was not developed 
timely to prevent further incidents of abuse.3) Resident 1 made threatening gestures and threw her lunch 
tray at her roommate (Resident 3) on 9/9/25 while unsupervised. 4) Resident 1 continued to have escalating 
physically aggressive and threatening behaviors on 9/7 and 9/9/25 and interventions to closely supervise the 
resident and prevent further behavioral escalations were not developed and implemented.As a result, 
Resident 2 and Resident 3 expressed fear of Resident 1 and stated they did not feel safe. Furthermore, 
these failures to provide adequate supervision to Resident 1 while she experienced escalating behaviors and 
demonstrated impulsive physical aggression posed an immediate jeopardy to the safety and well-being of 
the other 82 residents on the BHU. Findings:On 9/10/25 at 9:09 A.M., an onsite visit was conducted to 
investigate an allegation of physical abuse that occurred on 9/5/25 between Resident 1 and Resident 2. A 
review of the facility's Census dated 9/10/25, indicated there were 83 residents in the BHU.A review of 
Resident 1's admission Record dated 9/10/25, indicated the resident was admitted to the facility on [DATE] 
with diagnosis that included schizoaffective disorder (a mental health condition that combines symptoms of 
schizophrenia and a mood disorder, such as depression or bipolar disorder), bipolar type (a chronic mental 
health condition characterized by extreme mood swings between manic and depressive episodes). A review 
of Resident 2's admission Record dated 9/10/25, indicated the resident was admitted to the facility on 
[DATE] with diagnosis that included paranoid schizophrenia (a subtype of schizophrenia characterized by 
persistent delusions and hallucinations, primarily of a persecutory or threatening nature). A review of 
Resident 3's admission Record dated 9/11/25, indicated the resident was admitted to the facility on [DATE] 
with diagnosis that included paranoid schizophrenia and schizoaffective disorder, bipolar type. A review of 
Resident 1's physician orders indicated the resident was to receive:Zyprexa 20 mg (milligrams) by mouth at 
bedtime (order dated 2/21/25).Zyprexa 10 mg by mouth twice a day, give intramuscular (IM) injection if 
resident refused oral dose (order dated 8/28/25).Zyprexa 10 mg to be given IM every 24 hours if resident 
refuses oral dose (order dated 8/28/25).Zyprexa 10 mg to be given IM every 12 hours if resident refuses oral 
dose (order dated 9/2/25).A review of Resident 1's Medication Administration Record (MAR) for August and 
September 2025 for Zyprexa indicated:8/1 through 8/24/25 the resident took her Zyprexa as ordered. 8/25/25 
the resident refused her Zyprexa.8/26/25 the resident refused her Zyprexa.8/27/25 the resident refused her 
Zyprexa.8/28/25 the resident refused her Zyprexa.8/29 through 9/11/25 the resident took some Zyprexa on 
and off but did not consistently take the full ordered dosage in a 24-hour period. A review of Resident 1's 
MAR for May, June, and July 2025 indicated the resident was monitored for behavioral manifestations. 
Resident 1 was monitored for abrupt change in mood (anger outbursts), constant refusal of care, and 
auditory hallucinations (voices telling to hurt herself). Resident 1 had zero incidents of behavioral 
manifestations in May, June, July, and August 1 through 27 2025. A review of Resident 1's August and 
September 2025 MAR indicated the following behavioral manifestations on:8/28/25 Four incidents of 
constant screaming/yelling profanities at others and two incidents of refusing care. 8/29/25 Four incidents of 
constant screaming/yelling profanities at others, three incidents of anger outbursts, and five incidents of 
refusing care. 8/30/25 Two incidents of screaming/yelling profanities and one incident of anger outbursts. 
8/31/25 Three incidents of screaming/yelling profanities and two incidents of anger outbursts. 9/1/25 Two 
incidents of screaming/yelling profanities and two incidents of anger outbursts.9/2/25 One incident of 
screaming/yelling profanities and one incident of anger outbursts.9/3/25 Three incidents of screaming/yelling 
profanities and three incidents of anger outbursts.9/4/25 Five incidents of screaming/yelling profanities, six 
incidents of anger outbursts, and five incidents of refusing care. 9/5/25 Thirteen incidents of 
screaming/yelling profanities, twelve incidents of anger outbursts, seven incidents of refusing care, and 
seven incidents of auditory hallucinations.9/6/25 Two incidents of screaming/yelling profanities and four 
incidents of anger outbursts. 9/7/25 Nine incidents of screaming/yelling profanities and nine incidents of 
anger outbursts.9/8/25 Two incidents of screaming/yelling profanities and four incidents of anger outbursts.
9/9/25 Three incidents of screaming/yelling profanities and two incidents of anger outbursts.9/10/25 Seven 
incidents of screaming/yelling profanities, seven incidents of anger outbursts, and six incidents of refusing 
care.9/11/25 Five incidents of screaming/yelling profanities, five incidents of anger outbursts, two incidents of 
refusing care, and three incidents of combative features striking at others. A review of Resident 1's clinical 
record indicated the resident did not have a written Plan of Care to address her refusal to take Zyprexa as 
ordered and interventions that were put in place to monitor and address potential behavioral manifestations 
resulting from not taking her Zyprexa. A review of Resident 1's Progress Notes indicated:On 8/25/25 at 8:14 
A.M., Resident is refusing her medications. On 8/28/25 at 9:57 A.M., (Change of condition note) . [Resident 
1] refusing all medications and exhibiting manic behavior, yelling at other residents. On 9/1/25 at 9:16 P.M., 
Resident noted with increased agitation, yelling and hitting staff, refused her psychotropic medication, 
Zyprexa, despite of explanation [sic] of risks and benefits. On 9/5/25 at 9:15 P.M., Resident 1 unprovokingly 
slapped Resident 2 in the face. Resident 1 denied her action to Resident 2. [Resident 1] has been frequently 
refusing scheduled PO [oral] medications despite education on risks and benefits. On 9/6/25 at 7:19 A.M., . 
[Resident 1] has calmed down and has stopped harassing patients. On 9/6/25 at 9:57 P.M., Resident refused 
all medications, remained hostile throughout the shift. On 9/7/25 at 10:43 P.M., Resident 1 struck Certified 
Nursing Assistant (CNA) 2 with her walker when Resident 1 was by the nurses' station and CNA 2 was trying 
to exit the nurses' station. Resident 1 was still trying to hit CNA 2 when another employee tried to intervene, 
putting herself between the two. On 9/8/25 at 2:12 A.M., Resident 1 continued to be aggressive, by throwing 
cups, yelling, and screaming and had episodes of paranoia (a mental health condition characterized by 
intense and irrational distrust and suspicion of others, despite a lack of evidence to support these beliefs). 
On 9/11/25 at 3:11 A.M., [Resident 1] observed with episodes of provoking the MHW [Mental Health Worker], 
yelling and throwed [sic] her used gloves on him, observed she put her hand on her mouth and removed her 
glove on her R [right] hand using her teeth and caused her thumb nail to come off and slightly bleeding.
advised MHW to avoid resident. On 9/10/25 at 10:35 A.M., a concurrent observation and interview was 
conducted with Resident 1 on the BHU. Resident 1 walked into the dining area using her walker. Resident 1 
acknowledged there was an incident involving Resident 2, but she denied striking Resident 2. Resident 1 
stated that Resident 2 threw a punch at her. On 9/10/25 at 10:37 A.M., an interview was conducted with 
Resident 2 on the BHU. Resident 2 stated Resident 1 was being difficult on 9/5/25. Resident 2 stated she 
and Resident 1 were in the dining room and sitting next to each other. Resident 2 stated Resident 1 struck 
her suddenly on her left cheek. Resident 2 stated, She struck me hard. Resident 2 stated it hurt physically 
but not emotionally because she was used to Resident 1's behavior. Resident 2 stated she was used to 
seeing Resident 1 get angry multiple times, but this was her first time being struck by Resident 1. Resident 2 
stated she did not feel safe. On 9/10/25 at 11:04 A.M., an observation was conducted in the dining hall in the 
BHU. Resident 1 was observed walking to the dining table where Resident 2 was sitting. Resident 1 yelled at 
Resident 2. Resident 1's words were incomprehensible. A staff member came from down the hall and 
separated Resident 1 from Resident 2. On 9/10/25 at 2:51 P.M., an interview was conducted with CNA 1. 
CNA 1 stated he was working on 9/5/25 during the PM shift. CNA 1 stated he was in the dining hall and saw 
Resident 1, Resident 2, and another resident sitting at a table. CNA 1 sated he was away from the table and 
helping another resident when he saw Resident 1 strike Resident 2 across the face with full force. CNA 1 
stated he separated Resident 1 from Resident 2. CNA 1 stated Resident 2 seemed to be in shock. CNA 1 
stated Resident 1 was mumbling incomprehensively and acted as if nothing had happened. CNA 1 stated he 
noticed Resident 1's behavior changed about three weeks ago, and during this time he was also pushed by 
Resident 1. CNA 1 stated Resident 1 was behaving unpredictably and aggressively towards staff and other 
residents. CNA 1 stated other residents have told him they were afraid of Resident 1. On 9/10/25 at 3:04 P.M.
, an interview was conducted with CNA 2. CNA 2 stated she was working on 9/5/25 and also witnessed 
Resident 1 hit Resident 2. CNA 2 stated that she was struck by Resident 1 while working on 9/7/25, two days 
after the incident between Resident 1 and Resident 2. CNA 2 stated she was exiting the nurses' station and 
Resident 1 was blocking the way with her walker. CNA 2 stated she positioned the walker away from the exit 
and Resident 1 used the walker to push CNA 2 back toward the nurses' station. CNA 2 stated a Licensed 
Nurse (LN) got between her and Resident 1. CNA 2 stated Resident 1 reached around the LN and punched 
her in the chest and the arm. CNA 2 stated it did not seem like Resident 1's aggressive behavior was being 
addressed. CNA 2 stated, [Resident 1's] a bully and other residents were afraid of her. On 9/11/25 at 8:35 A.
M., a concurrent observation and interview was conducted with Resident 3 (Resident 1's roommate) while 
inside the resident's room. Resident 3 stated a couple of days ago, Resident 1 came to her bedside, grabbed 
her lunch tray off her overbed table and threw it at her. Resident 3 appeared fearful while talking about the 
incident and stated, My stomach moved when Resident 1 did it. Resident 3 stated the tray and food items 
landed on her bed. Resident 3 stated she put some of the food items back on the tray and reported the 
incident to LN 7. Resident 3 stated Resident 1 made threatening gestures toward her, and she asked LN 7 to 
supervise Resident 1 while the resident was in the room with her or to move Resident 1 to another room. 
Resident 3 stated she felt scared of Resident 1 and did not feel safe in her own room. Resident 3 stated LN 7 
told her, We all have to get along. On 9/11/25 at 9:55 A.M., a concurrent interview and record review was 
conducted with the Nursing Supervisor (NS). The NS reviewed Resident 1's quarterly Minimum Data Set 
Assessment (MDS, a standardized assessment used to comprehensively evaluate resident health, 
functional, and cognitive status) dated 8/11/25, and stated that Resident 1 had zero behaviors during that 
quarterly assessment. The NS stated Resident 1 was not physically aggressive to others until 9/5/25. The 
NS reviewed Resident 1's Allegation Abuse Care Plan with interventions developed on 9/10/25 and stated 
the interventions should have been developed on 9/5/25 on the day when Resident 1 slapped Resident 2. 
The NS was asked if there was a report about Resident 1 throwing Resident 3's lunch tray on 9/9/25. The NS 
stated she was not aware of that incident. On 9/11/25 at 2:18 P.M., another interview was conducted with the 
NS. The NS stated Resident 1 did not have behavioral issues until Resident 1 started refusing her Zyprexa 
recently. The NS stated it was very important for Resident 1 to take her Zyprexa as ordered because without 
it, Resident 1 would de-stabilize. The NS stated when Resident 1 de-stabilized, she would become loud, 
aggressive toward others, inappropriate, and her aggressiveness would escalate. The NS stated Resident 1 
did not display such behaviors while taking her Zyprexa as ordered. The NS stated that Resident 1's 
behavior was continuing to escalate, and the resident should have been placed on 1:1 supervision (one staff 
assigned to closely supervise the resident at all times) until her behavior stabilized. The NS stated Resident 
3 was not safe being alone with Resident 1 in their shared room. On 9/11/25 at 2:25 P.M., an interview with 
Resident 2 was conducted in the dining room on the BHU. Resident 2 stated Resident 1 kept coming back to 
her room after the incident that occurred on 9/5/25. Resident 2 stated that she told Resident 1 to go away but 
Resident 1 did not listen. On 9/11/25 at 2:41 P.M., a concurrent interview and record review was conducted 
with LN 6. LN 6 stated she was familiar with Resident 1 since the resident was admitted to the facility in 
February 2024. LN 6 stated Resident 1's baseline behavior since admission was calm, nice, and not 
aggressive until recently. LN 6 reviewed Resident 1's clinical record and stated Resident 1's behavioral 
episodes increased after 8/25/25 when she stopped taking her Zyprexa. LN 6 stated when Resident 1 started 
refusing her Zyprexa, there should have been an Interdisciplinary Team (IDT) meeting to discuss the 
situation. LN 6 stated the IDT should have then developed care plan interventions to monitor for and 
intervene when Resident 1 decompensated for not taking her Zyprexa or not taking the full therapeutic 
dosage as ordered. LN 6 stated when Resident 1 decompensated, the care plan should have been 
developed and revised to focus on potential psychosis or psychotic behaviors and increased aggression 
especially after incidents on 9/5 and 9/7/25. LN 6 reviewed Resident 1's written care plan for 
Non-Compliance Care Plan - Declining To Take Medication(s) initiated 8/28/25 with the following 
interventions: Approach in a non-judgmental manner during conversation with the resident regarding areas of 
noncompliance, discuss with resident and resident representative the need for and benefits of compliance 
with care and services, and educate the resident of risk posed by the non-compliance. LN 6 stated the 
non-compliance care plan was not individualized and did not address the resident's risk for decompensation 
and destabilization related to not taking Zyprexa. LN 6 stated the care plan did not address monitoring and 
intervening for Resident 1's inappropriate and aggressive behavior. LN 6 stated after Resident 1 threw 
Resident 3's lunch tray at the resident on 9/9/25, this should have also been discussed with the IDT because 
Resident 1's behavior was continuing to escalate and was unsafe. LN 6 stated Resident 1's plan of care 
should have been reviewed and revised to address this continued escalating behavior. LN 6 stated Resident 
1 should not have a roommate, should have eyes on at all times, and other residents should be kept out of 
Resident 1's striking range. LN 6 stated these things should have been care planned and implemented to 
keep everyone on the unit safe until Resident 1's behavior returned to her baseline. On 9/11/25 at 3:50 P.M., 
a telephone interview with LN 7 was conducted. LN 7 stated she was aware of the incident that happened 
between Resident 1 and Resident 3 on 9/9/25, and that she spoke to both residents that day. LN 7 stated 
she did not witness the incident. LN 7 stated Resident 3 was upset because she alleged Resident 1 threw 
her lunch tray at her. LN 7 stated Resident 3 wanted a staff to supervise Resident 1 while they were both in 
the shared room. LN 7 stated she did not communicate the incident to leadership because the residents 
were both calm by the time their conversation ended. LN 7 stated some orange juice was spilled on Resident 
3's bed so she cleaned it up before she left the room. On 9/11/25 at 5:52 P.M., the administrator (ADM) and 
Director of Nursing (DON) were informed of Immediate Jeopardy (IJ) related to the facility's failure to provide 
adequate supervision to Resident 1 and keep other residents in the BHU safe and protected from abuse 
resulting from Resident 1's physically aggressive behavior. The facility began to develop a plan to remove 
the IJ. On 9/12/25 at 10:40 A.M., the facility's IJ removal plan was reviewed with ADM, DON, Director of 
Clinical Services (DCS), Clinical Consultant (CC) 1 and CC 2. The IJ removal plan included: 1. Immediate 
Actions Taken Resident 1 was placed on 1:1 supervision and moved to an individual room. Resident 1's care 
plan was revised to address her aggressive behavior and her needs of supervision. Director of Staff 
Development (DSD) started all staff in-services on abuse prevention, mandatory reporting, and immediate 
interventions during altercations starting 9/8/25.DON/designee started rounds and interviews in BHU to 
ensure no other residents were at immediate risk.2. Corrective Measure for the Affected Resident Resident 
1's care plan was revised and included 1:1 supervision, alerted triggers, and de-escalation protocol. Resident 
1's 1:1 supervision and utilization of the individual room will continue until IDT, attending physician, and/or 
psychiatrist determined Resident 1 was stabilized. IDT reviewed risks including room safety and potential for 
further resident - resident abuse. 3. Facility-Wide Systemic Changes Root cause analysis conducted to 
determine why supervision and interventions were delayed. Implementation of weekly behavioral risk rounds.
Implementation of de-escalation protocol included: CNAs to immediately inform LN when a change of 
condition occurs related to mood, behavior, aggression or psychiatric decompensation including medication 
refusal, the LN escalates the report to the on-duty Supervisor, and the Supervisor communicates to 
Manager, Social Services, DON, and ADM. To ensure timely implementation of interventions, the attending 
physician and/or psychiatrist will be notified simultaneously.Expectations from the Protocol included: 
Interventions to prevent further harm to others were implemented to prioritize resident safety. Care plans 
were reviewed and revised to address Resident 1's current conditions, behavioral triggers, and new 
interventions. The IDT to ensure care plans were individualized to each resident's needs. To prevent the 
recurrence of abuse, immediate safety action and long-term care plan modifications are expected after all 
incidents. Collaborating with the DON, the Mental Health Case Manager/Provider and Social Services will 
oversee the BHU.On 9/12/25 at 3:30 P.M., the IJ was removed, and the ADM, DON, DCS, and CC 1 were 
notified after verifying the IJ removal plan while on-site. On 9/15/25 at 1:33 P.M., a concurrent interview and 
record review was conducted with the Mental Health Case Manager (MHCM). The MHCM reviewed Resident 
1's clinical record and stated Resident 1 started refusing her Zyprexa on 8/25/25. The MHCM stated stopping 
Zyprexa would result in inappropriate behavior happening. The MHCM stated this was a change of condition 
that should have been discussed as an IDT, and the resident's care plan should have been developed to 
monitor for de-stabilization and to address it. The MHCM reviewed Resident 1's Allegation of Abuse Care 
Plan interventions dated 9/10/25 and stated that the care plan was not developed timely, but it should have 
been developed on the day of the incident (9/5/25). The MHCM stated 9/10/25 was too far out and would not 
prevent further occurrences of potential abuse.The MHCM stated after Resident 1 hit a staff with her walker 
(9/7/25), she expected an IDT discussion and development of a care plan to address the resident's 
escalating behavior.The MHCM stated after the incident on 9/9/25 with Resident 1 and Resident 3, the 
incident should have been discussed as an IDT and the care plan should have been updated with 1:1 
supervision so Resident 1 was not alone with another resident. The MHCM stated Resident 1 should have 
been closely supervised around other residents to prevent further incidents and for the safety of all residents. 
The MHCM stated everyone on the unit deserved to be safe from another resident who was de-stabilized 
and decompensating. On 9/24/25 at 1:32 P.M., an interview was conducted with the DON. The DON stated, 
We could have managed her [Resident 1] better if we addressed her behavior right away to bring her back to 
baseline. The DON stated when residents had behavioral escalations, the priority was to protect other 
residents first, staff, and the residents themselves. The DON stated, We didn't ensure the roommate 
[Resident 3] was safe. The DON stated LN 7 should have reported the allegation of the tray being thrown to 
the DON. The DON stated, It was a COC [change of condition]. The DON stated the COC should have been 
discussed as an IDT and care planned. The DON stated, We didn't see how far [Resident 1] spiraled. The 
DON stated when a resident stopped taking their antipsychotic medications that managed their behavior, 
their behavior would spiral out of control. The DON stated she was not told Resident 1 had stopped taking 
her antipsychotic medication right away. The DON stated she should have been told so she could have 
conducted an IDT and developed a care plan to monitor and address Resident 1's spiraling behavior. On 
9/24/25 at 3:34 P.M., an interview was conducted with the ADM. The DON was also present. The ADM 
stated LNs could implement 1:1 supervision for residents with escalating behaviors that could lead to abuse, 
if their clinical judgement indicated it was needed. The ADM stated 1:1 should have been done for Resident 
1 to keep everyone in the BHU safe. A review of the facility's policy titled Abuse and Neglect - Clinical 
Protocol revised March 2018, indicated, .Treatment/Management 1. The facility management and staff will 
institute measures to address the needs of residents and minimize the possibility of abuse.A review of the 
facility's policy titled Resident - to - Resident Altercations revised December 2016, indicated, All Altercations, 
including, those that may represent resident - to - resident abuse shall be investigated and reported to the 
nursing supervisor, the director of nursing services and to the administrator.1. Facility staff will monitor 
residents for aggressive/inappropriate behavior towards other residents. to the staff. Occurrences of such 
incidents shall be promptly reported to the nurse supervisor, director of nursing services, and to the 
administrator.A review of the facility's policy titled Unmanageable Residents revised April 2010, indicated, 
Each resident will be provided with a safe place of residence. 1. Should a resident's behavior become 
abusive, hostile, assaultive, or unmanageable in any way that would jeopardize his or her safety or the safety 
of others, the nurse supervisor/charge nurse must immediately; a. provide for the safety of all concerned.; b. 
notify the resident's attending physician for instructions; c. notify the director of nursing services; .7. 
Complete documentation of the incident must be recorded in the resident's medical record and an incident 
report must be filed with the administrator.A review of the facility's policy titled Behavioral Assessment, 
Intervention and Monitoring revised March 2019, indicated, .Management 1.Safety Strategies will be 
implemented immediately if necessary to protect the resident and others from harm. 8.The care plan will 
include, as a minimum: .b. targeted in individualized interventions for the behavior and/or psychosocial 
symptoms; c. the rationale for the interventions and approaches; .e. how the staff will monitor for 
effectiveness of the interventions.A review of the facility's policy titled Behavioral Health Services revised 
February 2019, indicated, .4. Staff must promote.safety as appropriate for each resident.5. c. monitoring care 
plan interventions and reporting changes in condition. A review of the facility's policy titled Care Plans, 
Comprehensive Person-Centered revised December 2016, indicated, .1. Person-centered care plan for each 
resident.10.targeted and meaningful to the resident.13. Assessments of residents are ongoing and care 
plans are revised as information about the resident and the residents' conditions change. 14. The 
Interdisciplinary Team must review and update the care plan: a. When there has been a significant change in 
the resident's condition. b. When the desired outcome is not met.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to: 1. Have resident - specific and appropriate indications for 
behavior monitoring for two of three residents' (Resident 1 and Resident 3) antipsychotic medications (a 
medication used to control thoughts, mood, and behavior).2. Administer Resident 1's PRN (as needed) 
Intramuscular (IM) Zyprexa (antipsychotic medication) at the correct times as ordered nine times. As a result, 
the residents were at risk for receiving unnecessary antipsychotic medications. In addition, there was the 
potential for Resident 1 and Resident 3 to not have their right to refuse care be respected. Findings: A review 
of Resident 1's admission Record indicated the resident was admitted to the facility on [DATE] with diagnosis 
that included schizoaffective disorder (a mental health condition that combines symptoms of schizophrenia 
and a mood disorder, such as depression or bipolar disorder), bipolar type (a chronic mental health condition 
characterized by extreme mood swings between manic depressive episodes). A review of Resident 3's 
admission Record indicated the resident was admitted to the facility on [DATE] with diagnosis that included 
paranoid schizophrenia and schizoaffective disorder, bipolar type. 1. A review of Resident 1's physician order 
dated 10/7/24, indicated Behaviors/ Side Effects Monitoring Record for Zyprexa: Monitor Episodes of 
Schizoaffective as evidenced by constant refusal of care every shift. A review of Resident 3's physician order 
dated 5/3/25, indicated Behaviors/ Side Effects Monitoring Record for Haldol (antipsychotic medication): 
Monitor episodes of schizoaffective, manifested by refusal of care every shift.On 9/11/25 at 2:41 P.M., a 
concurrent interview and record review was conducted with Licensed Nurse (LN) 6. LN 6 reviewed Resident 
1's physician order dated 10/7/24, indicated Behaviors/ Side Effects Monitoring Record for Zyprexa: Monitor 
Episodes of Schizoaffective as evidenced by constant refusal of care every shift. LN 6 stated behavior 
monitoring was used to determine the effectiveness of antipsychotic medications. LN 6 stated all residents 
had the right to refuse care. LN 6 stated antipsychotic medications should not be given to make residents 
comply with care as this would be a potential chemical restraint. LN 6 stated it was not appropriate to monitor 
the resident's refusal of care as an indication of Resident 1's antipsychotic effectiveness. LN 6 stated it would 
have been more appropriate to monitor Resident 1 for aggression and agitation related to the resident's 
psychosis (a mental health state where a person has a lost touch with reality, making it difficult to think, 
behave, or understand what is real). On 9/15/25 at 1:33 P.M., a concurrent interview and record review was 
conducted with the Mental Health Case Manager (MHCM). The MHCM reviewed Behaviors/ Side Effects 
Monitoring Record for Resident 1's Zyprexa. The MHCM stated that behavior monitoring was used to 
determine the effectiveness of antipsychotic medications and if the medication needed to be increased or 
decreased. The MHCM stated residents had the right to refuse care, we can't force anyone, and it should not 
be used to determine if antipsychotic medications were working. On 9/24/25 at 1:32 P.M., a concurrent 
interview and record review was conducted with the DON. The DON reviewed Resident 1's Behaviors/ Side 
Effects Monitoring Record for Zyprexa: Monitor Episodes of Schizoaffective as evidenced by constant refusal 
of care every shift and Resident 3's Behaviors/ Side Effects Monitoring Record for Haldol: Monitor episodes 
of schizoaffective, manifested by refusal of care every shift. The DON stated refusing care was a resident's 
right. The DON stated Resident 1 and Resident 3's behavior monitoring was too broad and should have 
been resident specific as to what care refusal was being monitored. A review of the facility's policy titled 
Psychotropic Medication Use revised July 2022, indicated, 3.d. adequate monitoring for efficacy.A review of 
the facility's policy titled Resident Rights revised December 2016, did not provide guidance on refusal of 
care. 2. A review of Resident 1's physician orders indicated:Zyprexa oral tablet 10 MG (milligrams) twice a 
day at 9A.M. and 6 P.M. for psychotic disorder and to give IM if the resident refuses (order dated 8/28/25).
Zyprexa 10 MG IM every 24 hours PRN if the resident refused the oral Zyprexa dose (order dated 8/28/25).
Zyprexa 10 MG IM every 12 hours PRN if the resident refused the oral Zyprexa dose (order dated 9/2/25).A 
review of Resident 1's Medication Administration Records (MAR) for August and September 2025 for 
Zyprexa indicated:8/29 the resident refused her oral Zyprexa at 9 A.M. and 6 P.M. and Zyprexa 10 MG IM 
was administered at 4:26 A.M. 9/1 the resident refused her oral Zyprexa at 9 A.M. but took her 6 P.M. dose. 
Zyprexa 10 MG IM was administered at 8 P.M. 9/2 the resident refused her oral Zyprexa at 9 A.M. and 6 P.
M. and Zyprexa 10 MG IM was administered at 11:49 A.M. 9/4 the resident refused her oral Zyprexa at 9 A.
M. and 6 P.M. and Zyprexa 10 MG IM was administered at 1:07 P.M. 9/5 the resident refused her oral 
Zyprexa at 9 A.M. and 6 P.M. and Zyprexa 10 MG IM was administered at 11:57 A.M. 9/6 the resident 
refused her oral Zyprexa at 9 A.M. and 6 P.M. and Zyprexa 10 MG IM was administered at 12:34 A.M. and 
11:45 A.M.9/7 the resident took her oral Zyprexa at 9 A.M. and 6 P.M., and Zyprexa 10 MG IM was 
administered at 1:03 A.M. 9/9 the resident refused her oral Zyprexa at 9 A.M. and 6 P.M. and Zyprexa 10 
MG IM was administered at 12:19 A.M. and 12:13 P.M. 9/10 the resident refused her oral Zyprexa at 9 A.M. 
and 6 P.M. and Zyprexa 10 MG IM was administered at 12:14 A.M. On 9/11/25 2:41 P.M., a concurrent 
interview and record review was conducted with LN 6. LN 6 reviewed Resident 1's August and September 
2025 MAR for Zyprexa oral and IM. LN 6 stated Zyprexa PRN IM was to be given when the oral Zyprexa was 
refused within the scheduled administration time (9 A.M. and 6 P.M.). LN 6 reviewed Resident 1's Zyprexa 
on 8/29/25, the resident refused her oral Zyprexa at 9 A.M. and 6 P.M. and Zyprexa 10 MG IM was 
administered at 4:26 A.M. LN 6 stated that the IM was given outside the scheduled time and the order was 
not followed. LN 6 reviewed Resident 1's oral and IM Zyprexa orders and stated the order for the Zyprexa IM 
was confusing and should have been clarified.On 9/15/25 at 1:33 P.M., a concurrent interview and record 
review was conducted with the MHCM. The MHCM reviewed Resident 1's August and September 2025 MAR 
for both oral and IM Zyprexa and stated the Zyprexa IM should have been given in the medication 
administration window of one hour before and after the scheduled administration time. The MHCM stated the 
Zyprexa IM should coincide with the oral Zyprexa schedule. The MHCM stated the Zyprexa order indicated 
the IM was to be given when the resident refused the oral Zyprexa dose. The MHCM stated if Zyprexa IM 
administrations were entered late, the progress notes should explain the reason for the late entry. The 
MHCM reviewed Resident 1's progress notes and stated no documentation was found that supported any 
late entries. The MHCM stated the administration of IM Zyprexa at 4:26 A.M. on 8/29/25 was nowhere near 
the oral Zyprexa scheduled time and appeared to be given at the LN's discretion. The MHCM stated the 
physician's orders were not followed. The MHCM reviewed all August and September 2025 Zyprexa IM 
administration times and stated they did not consistently match with administration time of the oral Zyprexa 
and they should have matched.On 9/24/25 at 1:32 P.M., a concurrent interview and record review was 
conducted with the DON. The DON reviewed Resident 1's August and September 2025 MAR for Zyprexa 
oral and IM. The DON stated Resident 1's Zyprexa IM was to replace the oral dose within an hour before or 
an hour after the scheduled times of 9 A.M. and 6 P.M. The DON stated Resident 1's Zyprexa IM order was 
confusing, because it contained the word PRN. The DON stated the order should have been clarified. The 
DON acknowledged Resident 1's IM Zyprexa physician order was not followed.A review of the facility's policy 
titled Administering Medications revised April 2019, indicated, .4. Medications are administered in 
accordance with prescriber orders, including required time frame.7. Medications are administered within one 
(1) hour of their prescribed time.A review of the facility's policy titled Psychotropic Medication Use revised 
July 2022 did not provide guidance related to IM antipsychotic medications.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to develop two residents' (Resident 1 and Resident 2) care 
plan in a timely manner after an incident of physical abuse on 9/5/25. As a result, Resident 1 and Resident 2 
were at risk for potential delays of treatment and care.Findings: A review of Resident 1's admission Record 
indicated the resident was admitted to the facility on [DATE] with diagnosis that included schizoaffective 
disorder (a mental health condition that combines symptoms of schizophrenia and a mood disorder, such as 
depression or bipolar disorder), bipolar type (a chronic mental health condition characterized by extreme 
mood swings between manic depressive episodes). A review of Resident 2's admission Record indicated the 
resident was admitted to the facility on [DATE] with diagnosis that included paranoid schizophrenia (a 
subtype of schizophrenia characterized by persistent delusions and hallucinations, primarily of a persecutory 
or threatening nature). A review of Resident 1's progress note dated 9/5/25 at 9:15 P.M., indicated that 
Resident 1 unprovokingly slapped Resident 2 in the face. Resident 1's Abuse Allegation Care Plan was 
reviewed on 9/10/25 and indicated that the care plan category of alleged abuse was started on 9/5/25 while 
the care plan goals and interventions were created on 9/10/25, five days after Resident 1 slapped Resident 
2. Resident 2's Abuse Allegation Care Plan was reviewed on 9/10/25 and indicated that the care plan 
category of alleged abuse was started on 9/5/25 while the care plan goals were created on 9/10/25 and 
interventions were blank. On 9/11/25 at 9:55 A.M., a concurrent interview and record review was conducted 
with the Nursing Supervisor (NS). The NS reviewed Resident 1's Abuse Allegation Care Plan and stated that 
the care plan category alleged abuse was developed on 9/5/25 while the care plan goals and interventions 
were created on 9/10/25. The NS stated the interventions should have been developed and started on 9/5/25 
when Resident 1 slapped Resident 2. The NS stated the care plan interventions were to be used to address 
the protection of other residents from Resident 1 after the incident. On 9/11/25 at 10:41 A.M., a concurrent 
interview and record review was conducted with Assistant Director of Nursing (ADON). The ADON reviewed 
Resident 1's Allegation Abuse Care Plan started on 9/5/25 and stated she started the resident's care plan 
with interventions the night of 9/5/25 while teleworking. The ADON stated the interventions in the care plan 
did not save in the electronic medical record (EMR). On 9/15/25 at 1:33 P.M., a concurrent interview and 
record review was conducted with the Mental Health Case Manager (MHCM). The MHCM reviewed Resident 
1's Allegation of Abuse Care Plan created on 9/5/25 and interventions that were created on 9/10/25. The 
MHCM stated the care plan interventions were not developed timely and they should have been developed 
and implemented on the day of the incident (9/5/25). The MHCM stated 9/10/25 was too far out and would 
not prevent further occurrences of potential abuse. The MHCM reviewed Resident 2's Allegation of Abuse 
Care Plan created on 9/5/25 and interventions dated 9/10/25. The MHCM stated the care plan was 
developed late, and it should have been developed on the day of the incident (9/5/25). The MHCM stated the 
incident could cause Resident 2 to be triggered and act out. The MHCM stated this was developed late and 
maybe it's a [computer] glitch, too. On 9/17/25 at 8:15 A.M., a telephone interview was conducted with the 
Medical Record Director (MRD). The MRD stated any EMR glitches or problems with medical record must be 
reported to the Information Technology department to resolve the problems. The MRD stated she should 
have been made aware of any issues and glitches in their EMR that affected the residents' care plans. The 
MRD stated she was not aware of any recent issues with the EMR or glitches with resident care plans. On 
9/24/25 at 1:32 P.M., a concurrent interview and record review was conducted with the Director of Nursing 
(DON). The DON stated after the incident on 9/5/25, there should have been Interdisciplinary Team (IDT) 
discussion and monitoring of Resident 1's behavior. The DON care plan should have been developed and 
implemented on the day of the incident. A review of the facility's policy titled Care Plans, Comprehensive 
Person-Centered revised December 2016, indicated, .1. Person-centered care plan for each resident.10.
targeted and meaningful to the resident.13. Assessments of residents are ongoing and care plans are 
revised as information about the resident and the residents' conditions change. 14. The Interdisciplinary 
Team must review and update the care plan: a. When there has been a significant change in the resident's 
condition.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide the necessary behavioral health care and services to 
one of three residents (Resident 1) when: 1) Resident 1 stopped taking her Zyprexa (an antipsychotic 
medication [medication that helps to reduce the symptoms of psychosis, such as hallucinations, delusions, 
and disorganized thinking]) on 8/25/25 and a written plan of care was not developed to monitor and prevent 
potential inappropriate and aggressive behaviors resulting from stopping Zyprexa.2) Resident 1 continued to 
have escalating physically aggressive and threatening behaviors on 9/5, 9/7, and 9/9/25 and interventions to 
closely supervise the resident and prevent further behavioral escalations were not developed and 
implemented.As a result, Resident 1 was unable to maintain her highest practicable physical, mental, and 
psychosocial well-being. Cross reference F600. Findings: A review of Resident 1's admission Record dated 
9/10/25, indicated the resident was admitted to the facility on [DATE] with diagnosis that included 
schizoaffective disorder (a mental health condition that combines symptoms of schizophrenia and a mood 
disorder, such as depression or bipolar disorder), bipolar type (a chronic mental health condition 
characterized by extreme mood swings between manic and depressive episodes). A review of Resident 1's 
physician orders indicated the resident was to receive:Zyprexa (antipsychotic medication used to control 
thoughts, mood, and behavior) 20 mg (milligrams) by mouth at bedtime (order dated 2/21/25).Zyprexa 10 mg 
by mouth twice a day, give intramuscular (IM) injection if resident refused oral dose (order dated 8/28/25).
Zyprexa 10 mg to be given IM every 24 hours if resident refused oral dose (order dated 8/28/25).Zyprexa 10 
mg to be given IM every 12 hours if resident refused oral dose (order dated 9/2/25).A review of Resident 1's 
Medication Administration Records (MAR) for August and September 2025 for Zyprexa indicated:8/1 through 
8/24/25 the resident took her Zyprexa as ordered. 8/25/25 the resident refused her Zyprexa.8/26/25 the 
resident refused her Zyprexa.8/27/25 the resident refused her Zyprexa.8/28/25 the resident refused her 
Zyprexa.8/29 through 9/11/25 the resident took some Zyprexa on and off but did not consistently take the full 
ordered dosage in a 24-hour period. A review of Resident 1's MAR for May, June, and July 2025 indicated 
the resident was monitored for behavioral manifestations. Resident 1 was monitored for abrupt change in 
mood (anger outbursts), constant refusal of care, and auditory hallucinations (voices telling to hurt herself). 
Resident 1 had zero incidents of behavioral manifestations in May, June, July, and August 1 through 27 of 
2025. A review of Resident 1's August and September 2025 MAR indicated the following behavioral 
manifestations on:8/28/25 Four incidents of constant screaming/yelling profanities at others and two 
incidents of refusing care. 8/29/25 Four incidents of constant screaming/yelling profanities at others, three 
incidents of anger outbursts, and five incidents of refusing care. 8/30/25 Two incidents of screaming/yelling 
profanities and one incident of anger outbursts. 8/31/25 Three incidents of screaming/yelling profanities and 
two incidents of anger outbursts. 9/1/25 Two incidents of screaming/yelling profanities and two incidents of 
anger outbursts.9/2/25 One incident of screaming/yelling profanities and one incident of anger outbursts.
9/3/25 Three incidents of screaming/yelling profanities and three incidents of anger outbursts.9/4/25 Five 
incidents of screaming/yelling profanities, six incidents of anger outbursts, and five incidents of refusing care. 
9/5/25 Thirteen incidents of screaming/yelling profanities, twelve incidents of anger outbursts, seven 
incidents of refusing care, and seven incidents of auditory hallucinations.9/6/25 Two incidents of 
screaming/yelling profanities and four incidents of anger outbursts. 9/7/25 Nine incidents of screaming/yelling 
profanities and nine incidents of anger outbursts.9/8/25 Two incidents of screaming/yelling profanities and 
four incidents of anger outbursts.9/9/25 Three incidents of screaming/yelling profanities and two incidents of 
anger outbursts.9/10/25 Seven incidents of screaming/yelling profanities, seven incidents of anger outbursts, 
and six incidents of refusing care.9/11/25 Five incidents of screaming/yelling profanities, five incidents of 
anger outbursts, two incidents of refusing care, and three incidents of combative features striking at others. A 
review of Resident 1's clinical record indicated the resident did not have a written Plan of Care to address 
her refusal to take Zyprexa as ordered and interventions that were put in place to monitor and address 
potential behavioral manifestations resulting from not taking her Zyprexa. A review of Resident 1's Progress 
Notes indicated:On 8/25/25 at 8:14 A.M., Resident is refusing her medications. On 8/28/25 at 9:57 A.M., 
(Change of condition note) . [Resident 1] refusing all medications and exhibiting manic behavior, yelling at 
other residents. On 9/1/25 at 9:16 P.M., Resident noted with increased agitation, yelling and hitting staff, 
refused her psychotropic medication, Zyprexa, despite of explanation [sic] of risks and benefits. On 9/5/25 at 
9:15 P.M., Resident 1 unprovokingly slapped Resident 2 in the face. Resident 1 denied her action to 
Resident 2. [Resident 1] has been frequently refusing scheduled PO [oral] medications despite education on 
risks and benefits. On 9/6/25 at 7:19 A.M., . [Resident 1] has calmed down and has stopped harassing 
patients. On 9/6/25 at 9:57 P.M., Resident refused all medications, remained hostile throughout the shift. On 
9/7/25 at 10:43 P.M., Resident 1 struck Certified Nursing Assistant (CNA) 2 with her walker when Resident 1 
was by the nurses' station and CNA 2 was trying to exit the nurses' station. Resident 1 was still trying to hit 
CNA 2 when another employee tried to intervene, putting herself between the two. On 9/8/25 at 2:12 A.M., 
Resident 1 continued to be aggressive, by throwing cups, yelling, and screaming and had episodes of 
paranoia (a mental health condition characterized by intense and irrational distrust and suspicion of others, 
despite a lack of evidence to support these beliefs). On 9/11/25 at 3:11 A.M., [Resident 1] observed with 
episodes of provoking the MHW [Mental Health Worker], yelling and throwed [sic] her used gloves on him, 
observed she put her hand on her mouth and removed her glove on her R [right] hand using her teeth and 
caused her thumb nail come off and slightly bleeding.advised MHW to avoid resident. On 9/11/25 at 2:18 P.
M., an interview was conducted with the Nursing Supervisor (NS). The NS stated Resident 1 did not have 
behavioral issues until Resident 1 started refusing her Zyprexa recently. The NS stated it was very important 
for Resident 1 to take her Zyprexa as ordered because without it, Resident 1 would de-stabilize. The NS 
stated when Resident 1 de-stabilized, she would become loud, aggressive toward others, inappropriate, and 
her aggressiveness would escalate. The NS stated Resident 1 did not display such behaviors while taking 
her Zyprexa as ordered. The NS stated that Resident 1's behavior was continuing to escalate, and the 
resident should have been placed on 1:1 supervision (one staff assigned to closely supervise the resident at 
all times) until her behavior stabilized. The NS further stated Resident 1 should not be alone with her 
roommate in their shared room. On 9/11/25 at 3:50 P.M., a telephone interview with LN 7 was conducted. LN 
7 stated she was aware of the incident that happened between Resident 1 and Resident 3 on 9/9/25 and that 
she spoke to both residents that day. LN 7 stated she did not witness the incident. LN 7 stated Resident 3 
was upset because she alleged Resident 1 threw her lunch tray at her. LN 7 stated Resident 3 wanted a staff 
to supervise Resident 1 while they were both in the shared room. LN 7 stated she did not communicate the 
incident to leadership because the residents were both calm by the time their conversation ended. LN 7 
stated some orange juice was spilled on Resident 3's bed so she cleaned it up before she left the room. On 
9/11/25 at 2:41 P.M., a concurrent interview and record review was conducted with Licensed Nurse (LN) 6. 
LN 6 stated she was familiar with Resident 1 since the resident was admitted to the facility in February 2024. 
LN 6 stated Resident 1's baseline behavior since admission was calm, nice, and not aggressive until 
recently. LN 6 reviewed Resident 1's clinical record and stated Resident 1's behavioral episodes increased 
after 8/25/25 when she stopped taking her Zyprexa. LN 6 stated when Resident 1 started refusing her 
Zyprexa, there should have been an Interdisciplinary Team (IDT) meeting to discuss the situation. LN 6 
stated the IDT should have then developed interventions to monitor for and intervene when Resident 1 
decompensated for not taking her Zyprexa or not taking the full therapeutic dosage as ordered. LN 6 stated 
when Resident 1 decompensated the care plan should have been developed and revised to focus on 
potential psychosis or psychotic behaviors and increased aggression especially after incidents on 9/5 and 
9/7/25. LN 6 reviewed Resident 1's written care plan for Non-Compliance Care Plan - Declining To Take 
Medication(s) initiated 8/28/25 with the following interventions: Approach in a non-judgmental manner during 
conversation with the resident regarding areas of noncompliance, discuss with resident and resident 
representative the need for and benefits of compliance with care and services, and educate the resident of 
risk posed by the non-compliance. LN 6 stated the non-compliance care plan was not individualized and did 
not address the resident's risk for decompensation and destabilization related to not taking Zyprexa. LN 6 
stated the care plan did not address monitoring and intervening for Resident 1's inappropriate and 
aggressive behavior. LN 6 stated after Resident 1 threw Resident 3's lunch tray at the resident on 9/9/25, 
this should have also been discussed with the IDT because Resident 1's behavior was continuing to escalate 
and was unsafe. LN 6 stated Resident 1's plan of care should have been reviewed and revised to address 
this continued escalating behavior. LN 6 stated Resident 1 should not have a roommate, should have eyes 
on at all times, and other residents should be kept out of Resident 1's striking range. LN 6 stated these 
things should have been care planned and implemented to keep everyone on the unit safe until Resident 1's 
behavior returned to her baseline. On 9/15/25 at 1:33 P.M., a concurrent interview and record review was 
conducted with the Mental Health Case Manager (MHCM). The MHCM reviewed Resident 1's clinical record 
and stated Resident 1 started refusing her Zyprexa on 8/25/25. The MHCM stated stopping Zyprexa would 
result in inappropriate behavior happening. The MHCM stated this was a change of condition that should 
have been discussed as an IDT, and the resident's care plan should have been developed to monitor for 
de-stabilization and to address it. The MHCM reviewed Resident 1's Allegation of Abuse Care Plan 
interventions dated 9/10/25 and stated that the care plan was not developed timely, but it should have been 
developed on the day of the incident (9/5/25). The MHCM stated 9/10/25 was too far out and would not 
prevent further occurrences of potential abuse.The MHCM stated after Resident 1 hit a staff with her walker 
(9/7/25), she expected an IDT discussion and development of a care plan to address the resident's 
escalating behavior.The MHCM stated after the incident on 9/9/25 with Resident 1 and Resident 3, the 
incident should have been discussed as an IDT and care plan should have been updated with 1:1 
supervision so Resident 1 was not alone with another resident. The MHCM stated Resident 1 should have 
been closely supervised around other residents to prevent further incidents and for the safety of all residents. 
The MHCM stated everyone on the unit deserved to be safe from another resident who was de-stabilized 
and decompensating. On 9/24/25 at 1:32 P.M., an interview was conducted with the DON. The DON stated, 
We could have managed her [Resident 1] better if we addressed her behavior right away to bring her back to 
baseline. The DON stated LN 7 should have reported the allegation of the tray being thrown to the DON. The 
DON stated, It was a COC [change of condition]. The DON stated the COC should have been discussed as 
an IDT and care planned. The DON stated, We didn't see how far [Resident 1] spiraled. The DON stated 
when a resident stopped taking their antipsychotic medications that managed their behavior, their behavior 
would spiral out of control. The DON stated she was not told Resident 1 had stopped taking her antipsychotic 
medication right away. The DON stated she should have been told so she could have conducted an IDT and 
developed a care plan to monitor and address Resident 1's spiraling behavior. A review of the facility's policy 
titled Unmanageable Residents revised April 2010, indicated, Each resident will be provided with a safe 
place of residence. 1. Should a resident's behavior become abusive, hostile, assaultive, or unmanageable in 
any way that would jeopardize his or her safety or the safety of others, the nurse supervisor/charge nurse 
must immediately; a. provide for the safety of all concerned.; b. notify the resident's attending physician for 
instructions; c. notify the director of nursing services; .7. Complete documentation of the incident must be 
recorded in the resident's medical record and an incident report must be filed with the administrator.A review 
of the facility's policy titled Behavioral Assessment, Intervention and Monitoring revised March 2019, 
indicated, .Management 1.Safety Strategies will be implemented immediately if necessary to protect the 
resident and others from harm. 8.The care plan will include, as a minimum: .b. targeted in individualized 
interventions for the behavior and/or psychosocial symptoms; c. the rationale for the interventions and 
approaches; .e. how the staff will monitor for effectiveness of the interventions.A review of the facility's policy 
titled Behavioral Health Services revised February 2019, indicated, .4. Staff must promote.safety as 
appropriate for each resident.5. c. monitoring care plan interventions and reporting changes in condition.A 
review of the facility's policy titled Care Plans, Comprehensive Person-Centered revised December 2016, 
indicated, .1. Person-centered care plan for each resident.10.targeted and meaningful to the resident.13. 
Assessments of residents are ongoing and care plans are revised as information about the resident and the 
residents' conditions change. 14. The Interdisciplinary Team must review and update the care plan: a. When 
there has been a significant change in the resident's condition. b. When the desired outcome is not met.
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide Invega Sustenna (a long-acting antipsychotic 
medication that helps rebalance certain brain chemicals to reduce or control severe mental health 
symptoms) for Resident 1 for three months. As a result, there was the potential for Resident 1 to experience 
mental health symptoms. Findings: A review of Resident 1's admission Record indicated the resident was 
admitted to the facility on [DATE] with diagnosis that included schizoaffective disorder (a mental health 
condition that combines symptoms of schizophrenia and a mood disorder, such as depression or bipolar 
disorder), bipolar type (a chronic mental health condition characterized by extreme mood swings between 
manic depressive episodes). A review of Resident 1's physician order dated 6/1/24, indicated Invega 
Sustenna Intramuscular Suspension Prefilled Syringe 234 MG (milligram)/1.5 ML (milliliter) give 
intramuscularly at bedtime to be given on the first of the month for schizoaffective disorder. A review of 
Resident 1's Medication Administration Record (MAR) for Invega from 5/1/25 through 7/31/25 
indicated:5/1/25 was coded as 5 which meant Hold/See Progress Notes. 6/1/25 was coded as 11 which 
meant Med [medication] not available. 7/1/25 was also coded as 11.On 9/15/25 at 1:33 P.M., a concurrent 
interview and record review was conducted with the Mental Health Case Manager (MHCM). The MHCM 
reviewed Resident 1's Invega MAR and progress notes for 5/1/25. The Progress Note indicated, Invega IM 
injection not available, re-ordered from pharmacy and one time order in place to be administered once 
delivered. NP [Nurse Practitioner] made aware. The MHCM reviewed Resident 1's clinical record and stated 
the Invega was not administered in May. The MHCM stated the LN should have followed up with the provider 
for further direction and documented the discussion. The MHCM reviewed Resident 1's Invega MAR and 
progress notes for 6/1/25 and stated that Invega was not available to give at that time. The MHCM reviewed 
Resident 1's clinical record and stated the Invega was not administered in June and there was no 
documentation that the provider was notified. The MHCM stated the LN should have followed up with the 
provider for further direction and documented the discussion. The MHCM reviewed Resident 1's Invega MAR 
and progress notes for 7/1/25 and stated that Invega was not available to give at that time. The MHCM 
reviewed Resident 1's clinical record and stated the Invega was not administered in July and there was no 
documentation that the provider was notified. The MHCM stated the LN should have followed up with the 
provider for further direction and documented the discussion. The MHCM stated Resident 1 should have 
consistently received her Invega as it was ordered. On 9/24/25 at 1:32 P.M., a concurrent interview and 
record review was conducted with the Director of Nursing (DON). The DON reviewed Resident 1's Invega 
MAR for May to July 2025 and stated she expected the nurse to notify the DON if a medication was not 
available. The DON stated when the nurse notified the provider on 5/1/25 about Invega being unavailable, 
the nurse should have obtained further instructions from the provider. The DON stated Resident 1's Invega 
order should have been followed, and the medication should have been provided to the resident.A review of 
the facility's policy titled Administering Medications revised April 2019 indicated, .4. Medications are 
administered in accordance with prescriber orders. The policy did not provide guidance related to ordered 
medication unavailability.
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Residents Affected - Some

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure two of three residents' (Resident 1 and Resident 3) 
clinical records were complete and accurate when: 1. Resident 1's provider progress reports and nursing 
notes related to the resident's medical condition were not available in the clinical record in a timely manner. 
2a. Resident 1 had over 100 blank entries in her Medication Administration Record (MAR) from 5/1/25 
through 9/15/25. 2b. Resident 3 had over 20 blank entries in her MAR from 8/1/25 through 9/15/25.3. 
Resident 1's MAR indicated the resident was at the hospital on 8/31/25 when she was not. 4. Resident 1's 
Psychiatric Nurse Practitioner's (NP) Psychiatric Assessment Progress Report dated 9/5/25 was inaccurate. 
As a result, it could not be determined what care and treatment was provided for Resident 1 and Resident 3.
Findings:A review of Resident 1's admission Record indicated the resident was admitted to the facility on 
[DATE] with diagnosis that included schizoaffective disorder (a mental health condition that combines 
symptoms of schizophrenia and a mood disorder, such as depression or bipolar disorder), bipolar type (a 
chronic mental health condition characterized by extreme mood swings between manic depressive 
episodes). A review of Resident 3's admission Record indicated the resident was admitted to the facility on 
[DATE] with diagnosis that included paranoid schizophrenia and schizoaffective disorder, bipolar type. 1. A 
review of the provider order for Resident 1 indicated lithium (a medication used to manage acute manic, for 
the long-term maintenance treatment of bipolar disorder) was discontinued on 8/29/25. On 9/11/25 at 2:41 P.
M., a concurrent interview and record review was conducted with Licensed Nurse (LN) 6. LN 6 reviewed 
Resident 1's clinical record and stated Resident 1's refusal of her lithium started on 8/25/25 and the 
medication was discontinued on 8/29/25. LN 6 stated there was no documentation that indicated a rationale 
for the discontinuation of lithium. LN 6 stated there was no documentation of who discontinued the lithium. 
LN 6 stated if a nurse was discontinuing a medication, the nurse was expected to document a note of the 
provider communication. LN 6 reviewed Resident 1's progress note dated 8/28/25 at 9:57 A.M., which 
indicated that a nurse notified the primary provider of the resident's change in condition. The note indicated 
that the resident was refusing all her medications and was exhibiting manic behavior and yelling at other 
residents. The note indicated that the primary care provider recommended Resident 1 to be seen by the 
psychiatric NP. LN 6 stated there was no documentation that the resident was seen by the facility's 
psychiatric NP after Resident 1's change of condition until 9/6/25. LN 6 stated that when there was a change 
of condition, the resident should be seen by a psychiatric provider within 24 hours.On 9/15/25 at 1:33 P.M., a 
concurrent interview and record review was conducted with the Mental Health Case Manager (MHCM). The 
MHCM reviewed Resident 1's Psychiatric Assessment Progress Report dated 8/29/25, .Given her [Resident 
1's] repeated refusal of the medication [lithium].the decision was made to discontinue lithium at this time. The 
MHCM stated this document was uploaded to Resident 1's medical record on the evening of 9/11/25. The 
MHCM acknowledged Resident 1's psychiatric documentation was not available in the resident's clinical 
records timely and stated that this was unacceptable. The MHCM stated psychiatric NP's documentation 
could take up to three weeks for the facility to receive them. The MHCM acknowledged that taking weeks for 
the facility to receive clinical documentation was unacceptable. The MHCM also stated the nurse who 
rounded with the psychiatric provider should have documented what took place while rounding. 2a. A review 
of Resident 1's MAR for Behaviors/ Side Effects Monitoring Record May first through September fifteenth 
2025, indicated that the record had over 100 combined blank entries on the following days:5/3, 5/5,5/7,5/20,
5/23, 6/3,6/9,6/16,7/1,7/16,7/26,8/7,8/13,8/16,8/20,8/30, 9/1,9/8,9/9, and 9/11/25.On 9/11/25 at 2:41 P.M., a 
concurrent interview and record review was conducted with LN 6. LN 6 reviewed Resident 1's MAR for 
Behaviors/ Side Effects Monitoring Record May first through September fifteenth 2025 and stated there 
should not have been any blanks in resident's monitoring records. 2b. A review of Resident 3's MAR for 
Behaviors/ Side Effects Monitoring Record August first through September fifteenth 2025 indicated that the 
record had over 20 combined blank entries on the following days:8/13,8/16,8/21,8/30,9/1,9/11, and 9/15/25.
On 9/17/25 at 8:15 A.M., a telephone interview was conducted with the Medical Record Director (MRD). The 
MRD stated the MAR should not have blanks. The MRD stated the MAR should not have blank entries 
because the facility would be unable to determine what care and treatment was provided to the residents. 3. 
A review of Resident 1's August 2025 MAR for Zyprexa (antipsychotic medication) was coded 6 which meant 
that the resident was hospitalized on 8/31/25. On 9/15/25 at 1:33 P.M., a concurrent interview and record 
review was conducted with the MHCM. The MHCM stated the MAR coding number 6 meant the resident was 
hospitalized . The MHCM reviewed Resident 1's clinical record and stated there was no documentation that 
the resident was hospitalized on [DATE]. 4. On 9/24/25 at 11:41 A.M., a concurrent interview and record 
review was conducted with the MHCM. The MHCM reviewed Resident 1's Psychiatric Assessment Progress 
Report dated 9/5/25 and stated that she rounded with the psychiatric NP that day. The MHCM stated the 
psychiatric NP was at the facility from 9 A.M. to 12 P.M. The MHCM reviewed Resident 1's progress note 
dated 9/5/25 at 9:15 P.M., which indicated Resident 1 unprovokingly slapped Resident 2 in the face. 
Resident 1 denied her action to Resident 2. [Resident 1] has been frequently refusing scheduled PO [oral] 
medications despite education on risks and benefits. The MHCM stated the psychiatric NP would not have 
known about the incident that occurred later in the evening. The MHCM stated the document seemed to be 
copied and pasted from Resident 1's Psychiatric Assessment Progress Report dated 9/6/25. The MHCM 
stated the psychiatric NP's note on 9/5/25 was not accurate. On 9/24/25 at 1:32 P.M., a concurrent interview 
and record review was conducted with the Director of Nursing (DON). The DON reviewed Resident 1's 
Psychiatric Assessment Progress Report dated 9/5/25 and stated the provider documented about the 
incident between Resident 1 and Resident 2 before it happened. The DON stated it was not accurate. The 
DON also stated provider progress notes should have been uploaded in a timely manner and readily 
available within 72 hours after their visit. The DON stated when a nurse was rounding with a provider a 
progress note should have been made regarding the round. The DON also stated the nurse who was taking 
a verbal order from the provider should document the discussion in the resident's clinical record. The DON 
reviewed Resident 1's MAR for Behaviors/ Side Effects Monitoring Record May first through September 
fifteenth 2025 and Resident 3's MAR for Behaviors/ Side Effects Monitoring Record August first through 
September fifteenth 2025 and stated having blank entries in residents' MAR was not acceptable. The DON 
stated the documentation in residents' clinical records should be complete and accurate. A review of the 
facility's policy titled Charting and Documentation revised July 2017, indicated, .3. Documentation in the 
medical record will be. complete, and accurate.
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