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Level of Harm - Actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47536

Based on record review and interviews, the facility failed to ensure one (#1) of one resident was free from 
mental anguish out of three sample residents. 

Resident #1 was admitted to the facility on [DATE] for long term care with a diagnosis of diagnoses included 
developmental disabilities, dementia, depression, anxiety, schizophrenia (mental illness), myocardial 
infarction (heart attack), nicotine dependence, hypertension (high blood pressure), coronary heart disease 
and chronic obstructive pulmonary (lung) disease (COPD).

On 12/7/24, the facility staff noticed Resident #1 had a pipe used to smoke methamphetamines. The nursing 
home administrator (NHA) approached Resident #1 in order to find out where the resident was purchasing 
the drugs. The NHA asked Resident #1 if he could observe the resident purchase drugs to determine who 
was selling the drugs within the facility. Resident #1 told the NHA that he did not have any money. The NHA 
provided Resident #1 with $20 to purchase methamphetamines, so he could determine who was selling the 
drugs.

The NHA watched Resident #1 approach Resident #2 and purchase methamphetamines. The NHA 
confiscated the drugs and the pipe from Resident #1. The NHA notified the police of the incident. Resident 
#1 suffered mental anguish from the drug buying incident the NHA arranged. Resident #1 reported he felt he 
needed to purchase the drugs to prove to the NHA that he was not a drug dealer. Resident #1 said he was 
afraid and the incident made him feel uncomfortable. Resident #1 said he was staying in his room longer as 
he was afraid he was going to get kicked out of the facility or arrested. 

Findings include: 

I. Facility policy and procedure

The Abuse Prevention and Reporting policy, revised August 2024, was provided by the director of nursing 
(DON) on 4/3/25 at 4:57 p.m. It read in pertinent part,

Residents will be free from verbal abuse, physical abuse, mental abuse, neglect, and exploitation.

Residents will not be subjected to abuse by anyone, including but not limited to, facility staff, other residents, 
or other individuals.
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F 0600

Level of Harm - Actual harm

Residents Affected - Few

All allegations of abuse are investigated.

All reported incidents of alleged abuse are immediately investigated and reported per state law and in 
accordance with the Elder Justice Act.

Any staff member who has reasonable cause to believe or reason to suspect abuse will immediately report to 
the charge nurse. The staff member will intervene to ensure the resident is safe during the investigation.

The staff member will notify the administrator or designee immediately. The staff member will report 
suspicion of a crime against a resident.

Social services will provide ongoing support and counseling to the resident and other residents as needed.

The administrator will complete the investigation and implement corrective action based on the investigation 
findings.

II. Resident #1

A. Resident status

Resident #1, age less than 65, was admitted on [DATE]. According to the April 2025 computerized 
physician's orders (CPO), diagnoses included developmental disabilities, dementia, depression, anxiety, 
schizophrenia , myocardial infarction , nicotine dependence, hypertension , coronary heart disease and 
COPD.

The 1/3/25 minimum data set (MDS) assessment revealed the resident had moderate cognitive impairments 
with a brief interview for mental status (BIMS) score of 12 out of 15. The resident was independent with 
activities of daily living.

B. Resident interview

Resident #1 was interviewed on 4/3/25 at 2:15 p.m. Resident #1 said the nursing home administrator (NHA) 
approached him and said a staff member saw him outside the facility with a pipe used for drugs. Resident #1 
said he told the NHA the pipe was not his. Resident #1 said he told the NHA that another resident, Resident 
#2, sold drugs from inside the facility. Resident #1 said the NHA wanted to know which resident sold the 
drugs. Resident #1 said when he told the NHA, the NHA asked him if he would return and buy drugs from 
Resident #2. Resident #1 said he told the NHA that he did not have any money to buy drugs. Resident #1 
said the NHA called him a drug user and drug dealer. Resident #1 said the NHA said he would provide him 
with money to purchase the drugs from Resident #2. Resident #1 said the NHA wanted to watch Resident #2 
purchase drugs. Resident #1 said he agreed to the deal to prove to the NHA he was not a drug dealer. 

Resident #1 said the NHA gave him two ten-dollar bills and they went to Resident 2's room. Resident #1 said 
he entered Resident #2's room and purchased the drugs. Resident #1 said he was unaware when the NHA 
entered the room and said the NHA took the drugs. 
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Level of Harm - Actual harm

Residents Affected - Few

Resident #1 said he told the NHA he had used drugs and was a drug runner for Resident #2. Resident #1 
said after the drug incident the NHA and the DON told him he could not enter the unit where Resident #2 
resided. Resident #1 said that it upset him because he had friends who were residents there, and he enjoyed 
visiting and participating in bingo and other activities with those friends. 

Resident #1 said he felt bad because he considered Resident #2 a friend and was scared about her being 
arrested. Resident #1 said before the drug purchase, no staff member reviewed with him what could happen 
during and after the drug purchase. He repeated that he participated in the set-up just to prove to the NHA 
he was not the drug dealer. 

Resident #1 said he cooperated with the police investigation because he thought he did not do anything 
wrong. Resident #1 said he thought he would not get into trouble because he bought the drugs for the NHA 
and not for another resident. Resident #1 said the officer told him if Resident #2 was arrested, he and the 
NHA would also be charged because they participated in the drug-buying set-up. Resident #1 said he was 
scared and fearful of the police because he would be charged. Resident #1 said he was afraid that the NHA 
would discharge him from the facility 

Resident #1 said he had since talked with the NHA to see if things were good because he felt scared. 
Resident #1 said none of the facility staff helped him determine if he was at risk with the police, so he 
reported the investigation to his sister. Resident #1 said he told her he wanted to resume counseling services 
with his preferred provider.

Resident #1 said that he felt bad and afraid after the incident. He said that he stayed in bed longer because 
he was scared of the police and felt bad for what happened to Resident #2. Resident #1 said he had 
received counseling at the facility. He said he was unhappy with the service because the provider talked to 
him about breaking the facility rules with drugs. He said the meetings were held in common areas instead of 
in a private location. Resident #1 said he wanted to return to a prior counselor because he wanted to talk in a 
different environment.

Resident #1 said he still felt upset that he was used in a drug set-up. He said he still had some fear he would 
be arrested and discharged from the facility. He said he still heard nursing and therapy staff refer to him as a 
drug dealer. He said he enjoyed living in the facility. 

C. Resident #1's family interview

Resident #1's sister was interviewed by telephone on 4/3/25 at 5:32 p.m. She said she was not informed on 
12/7/25 that her brother had been involved in a drug investigation and that he had reported he used 
methamphetamine. 

The sister said she was notified of the drug purchase in mid-January 2025, when Resident #1 spoke to her 
about being afraid of a nurse and said he was upset that the staff called him a drug dealer. The sister said 
Resident #1 told her he wanted to change mental health providers because he was uncomfortable talking 
about his concerns in the facility. The sister said Resident #1 was still upset that he was used to buy drugs 
and told her he was still afraid of having to discharge from the facility. The sister said the resident was still 
upset that the staff called him a drug dealer.

D. Facility investigation 

(continued on next page)
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The facility investigation regarding Resident #1 was requested from the DON on 4/3/25. The DON said there 
was no documentation for the investigation related to the drug purchase incident. 

E. Care plan review

The cognitive impairment care plan, revised 2/16/24, revealed the resident was at risk for cognitive function 
or impaired thought process related to intellectual disability and schizophrenia. Pertinent interventions 
included administering medications as ordered, communicating with the family/caregivers regarding the 
residents capacity as needed, giving step-by-step instructions to support cognitive function, monitoring for 
changes in cognitive function and reporting to the physician as needed and to provide psychosocial support 
through social services as needed. 

F. Record review

An undated notification that was sent to the police by the NHA was provided by the DON on 4/3/25 at 11:15 
a.m. It read in pertinent part,

Earlier today, Resident #1 was found with a methamphetamine pipe in his room. The NHA immediately 
notified the police, who came to investigate (However, the police came to investigate two days after the 
incident on 2/9/24). During the conversation with Resident #1 he disclosed he had been receiving drugs from 
another resident (Resident #2). 

To address this issue, the NHA and the DON accompanied Resident #1 the next time he attempted to 
purchase drugs. This led to the identification of the resident involved in selling, who was caught in the act. 
The police confiscated the drugs and the ombudsman was notified.

Resident #1 cooperated with law enforcement. Resident #1 was no longer able to visit the unit where 
Resident #2 resided. At this time, no further issues had been noted, but the facility would continue to monitor 
closely. The note was signed by the NHA. 

The local police department investigation report, dated 12/9/24, was provided by the police department. It 
read in pertinent part,

The report documented on 12/9/24 at approximately 12:53 p.m., the officer was dispatched to the facility on a 
narcotics violation (two days after the incident).

Upon arrival, the NHA was contacted and said there was a drug problem inside the facility. The NHA said he 
found out who he believed was supplying the drugs. The NHA said he observed a male (Resident #1) who 
had a pipe used for drugs in his possession. 

The NHA had Resident #1 tell him where he got the drugs. The NHA reported to the officer he conducted a 
sting operation with Resident #1 and went to where Resident #1 said he got the drugs from. The NHA 
identified another resident (Resident #2) as the one who was supplying the drugs.

The NHA reported to the officer he gave Resident #1 $20 to buy methamphetamine from Resident #2. The 
NHA said that he stood outside of the room in a spot where Resident #2 could not see him, when Resident 
#1 bought methamphetamine from Resident #2.
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The police report read the NHA gave what appeared to be methamphetamine and a pipe used to smoke 
methamphetamine to the officer. The officer took pictures of the items and the items were confiscated. 

The police report read the NHA told the officer he believed Resident #2's son was a drug dealer and he 
brought the drugs to the resident to sell.

The police report read the NHA reported Resident #2 used Resident #1 as a runner to deliver drugs to 
another resident, and the NHA reported he believed that resident had $40 worth of methamphetamine from 
the suspected resident/supplier and had attempted to locate the drugs but had not found the drugs.

The police report revealed the police officer contacted Resident #1, who was developmentally delayed. 
Resident #1 told the officer he had received drugs from Resident #2 at least 12 times and that he also 
brought the drugs to another resident. The police report revealed Resident #1 told the officer that Resident 
#2 gave him methamphetamine for delivering the drugs to the other resident. The police report revealed 
Resident #1 reported he was the go-between man for the suspected supplier. Resident #1 told the officer he 
suspected Resident #2 kept the drugs in a drawer.

The clinical record review did not reveal progress notes, assessments, or physician notifications related to 
Resident #1's involvement in a drug investigation. 

III. Staff interviews

The DON was interviewed on 4/3/25 at 11:06 a.m. The DON said she was aware of the drug set-up 
investigation completed by the NHA. The DON said the staff had suspected Resident #2 had been dealing 
drugs but had been unable to catch the resident in the act. 

The DON said she was aware that the NHA met with Resident #2 after he completed the drug purchase 
set-up. The DON said the NHA issued Resident #2 a 30-day discharge notice because the NHA observed 
her provide methamphetamine to Resident #1. 

The social services director (SSD) was interviewed on 4/3/25 at 1:40 p.m. She said she coordinated the 
change in mental health counselors for Resident #1. She said she was unaware of why Resident #1 wanted 
to change providers. The SSD said she was aware Resident #1 had bought illegal substances and was 
found with a drug pipe. She said she checked on Resident #1 occasionally and he had not reported concerns 
to her. 

The NHA was interviewed on 4/3/25 at 2:15 p.m. He said he wrote and sent the message on 12/7/24, the 
day of the occurrence, to the police and the ombudsman. The NHA said this document was sent by email 
and was used to report the occurrence (see staff notification above). 

The NHA was interviewed again on 4/3/25 at 3:15 p.m. The NHA said he had suspected there was a drug 
problem in the facility. The NHA said the staff had been talking about drugs being used in the facility but had 
not heard that from any residents. The NHA said after an employee reported she saw Resident #1 with a 
drug pipe, he responded by investigating the situation. 
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The NHA said he went to Resident #1's room and found a drug pipe. The NHA said he spoke with Resident 
#1, who told him that he got drugs from Resident #2. The NHA said Resident #1 said he also delivered drugs 
to another resident in the facility. The NHA said he asked Resident #1, if he could go with him the next time 
he went to get drugs. The NHA said Resident #1 told him he could go to Resident #2 to get drugs but 
needed money. The NHA said he provided Resident #1 with $20 and he went with Resident #1 to buy the 
drugs. The NHA said he confiscated the drugs during the purchase and notified the police. The NHA said he 
kept the drugs in his office to give to the police. 

The NHA said he knew Resident #1 was developmentally delayed, but did not abuse Resident #1 in any 
way. 

-However, Resident #1 suffered mental anguish and fear from the drug buying incident that was set up by 
the NHA.

The NHA said Resident #1 agreed to help and participate in the drug purchase and said he felt it was the 
opposite of abuse. The NHA said he successfully identified the drug dealer and stopped drugs from reaching 
residents. He said by doing that, he prevented drug overdoses and deaths. 

The NHA said that after the investigation, he notified the facility's legal department about the situation. The 
NHA said the legal department's feedback was that they approved and told him he did a great job.

The NHA said he did not have investigation documents because there was nothing to investigate. The NHA 
said after discovering and confirming that illegal drugs were in the facility, he did not interview other residents 
or staff members. He said he interviewed Resident #1 and Resident #2 and identified the parties that were 
involved. The NHA said there was no reason to go further with interviewing other residents. 
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