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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review the facility failed to ensure respect and dignity for 1 of 3 
residents (R1) reviewed when her personal power chair was removed from her room and use without her 
consent. Findings include: R1's admission Record indicated she admitted to the facility on [DATE]. Diagnosis 
included diabetes, arthritis, right above the knee amputation, post-traumatic stress disorder, depression and 
anxiety. R1's significant change Minimum Data Set (MDS) dated [DATE], identified intact cognition and 
indicated she displayed no behaviors during the assessment period. The MDS indicated R1 was 
independent with dressing, personal hygiene and transfers and did not ambulate. R1's care plan dated 
5/9/25, indicated she had a history of utilizing her motorized wheelchair off campus. The care plan identified 
the following approaches: 1. R1 will notify staff when leaving facility and expected return time. 2. R1 will 
utilize safety features when using wheelchair: Flag, seat belt, horn , reflectors. 3. Staff to assist R1 to get in 
wheelchair. 4. Staff to assist R1 in charging wheelchair. 5. R1 will not leave facility without battery fully 
charged. 6. If Resident had a change in condition facility would reevaluate R1's ability to safely operate 
wheelchair. 7. R1 will operate wheelchair in low speed only. 8. If R1 utilized wheelchair in an unsafe or 
reckless manor or under the influence of any alcohol or non-prescription drugs the facility had ability to 
prohibit the use of the wheelchair in facility and campus.R1's Progress Notes indicated the following:-5/8/25, 
R1 told staff that she had a dentist appointment and she was planning on taking her wheelchair over so staff 
could cancel Medivan. Staff did not have appointment on the calendar for R1 and therefore no medivan had 
been set up. R1 was informed of this and that she had not been assessed to take her wheelchair outside of 
the facility. R1 went to therapy to ask about it and administrator, therapy staff and writer attempted to talk to 
R1 about concerns and safety of crossing a busy highway with a new chair. R1 stated that she didn't have 
battery issues and it was a new wheelchair so there should be no issues. She was informed that there still 
could be issues. Staff also brought up concerns about the lack of shoulder on the road and how she would 
deal with it if she got herself in a position where she tipped the wheel chair. Resident again stated she didn't 
think that would happen as she wasn't stupid and would not get herself in that situation. Staff attempted to 
explain to R1 that we had concerns for safety. She stated she had taken it to the store the previous day and 
didn't have issues. When asked what store she just stated, the store. R1 felt that staff was just trying to be 
controlling. R1 did relent to taking medivan to appointment but staff received a call from Medivan that she 
had not stayed for pickup. R1 was already back at the facility at that time. Therapy has now said that R1 was 
safe outside of building on facility grounds.5/13/25, Writer received a call from unit nurse at 7:00 p.m. 
reporting that R1 had not returned from 1:00 p.m. appointment. Nurse reported R1 took medivan to 
appointment with her electric wheelchair and stated there was no indication or communication that she was 
going elsewhere after her appointment. Directed staff to attempt to reach R1 via number listed on her face 
sheet. Writer arrived at facility, confirmed R1 was not on the campus, confirmed location of her appointment, 
and called police department. A different staff member called to report resident was spotted in town south of 
facility and that resident reported to staff she was headed back to facility. 5/14/25, While R1 was out of the 
building for a procedure, management team discussed issues they were having with R1. Since receiving her 
electric scooter, R1 had been leaving the facility without letting staff know and had left appointment before 
transportation arrived to pick her up. The previous day R1 had not returned after an appointment. Staff had 
located her and she did return. After review it was decided to remove R1's electric scooter. During interview 
on 7/1/25 at 10:44 a.m., the interim DON stated he had only been at the facility for three weeks and said he 
was familiar with the situation. The DON said R1 was appropriate for independent living with services and 
the facility was actively working on it. In regard to the removal of R1's power chair, the DON said he would 
rather have a rights violation than have her out over dosing or getting hit by a bus. During observation and 
interview on 7/1/25 at 11:08 a.m., R1 was lying in bed watching television. There was a manual wheelchair 
next to her bed. R1 said the facility had taken her scooter away on May 15th while she was out of the facility 
for a medical procedure. R1 said she had gone to visit her kids and had taken the bus there and took her 
wheelchair back to the facility. R1 said she used the cross walks, pushed the buttons and did everything safe 
the way she should have. R1 said the facility told her they took her chair away because she hadn't signed 
out. R1 said she had not had any accidents with the scooter and said she had passed the facility driving test. 
During interview on 7/1/25 at 2:38 p.m., RN-B stated the previous DON, administrator and corporate staff 
made the decision to take R1's chair away and said R1 was not happy about it. RN-B said the chair was 
taken away because R1 went to an appointment and took the bus somewhere after and used her wheelchair 
for transport and no one knew where she was. RN-B said R1 had intact cognition and had been assessed 
safe to use the power chair in the facility and outside on the grounds. RN-B said R1 was her own decision 
maker. RN-B said R1 did not follow the rules of signing out and the facility was responsible for her when she 
left the facility so she was considered an elopement risk. During interview on 7/1/25 at 2:56 p.m., the 
administrator said the day R1 did not return immediately after her appointment she had received a call that 
R1 had not returned and did not answer her phone. She said minutes later she got another call that R1 was 
seen driving back to the facility in her chair. The administrator said the next morning they met as a team 
along with the corporate administrator and they determined she was not making safe decisions so the chair 
was taken away. The administrator said she aware R1 was very upset. During interview on 7/1/25 at 3:56 p.
m., the DON stated he knew the chair had been taken away after R1 did not return from an appointment and 
a second incident when staff had to convince her not to leave. The DON acknowledged R1 had tried to leave 
because they took her chair. The DON said there was no question of R1's ability to operate the chair 
appropriately but more about her not communicating where she was going to be. The DON said there was a 
concern about her history of drug use and the prevalence in this area but said he was not aware of any drug 
use while at the facility. When asked about less restrictive alternatives, the DON said R1 was still able to 
have the same independence in the manual chair as she had in the power chair but she covered more 
distance in the power chair.A resident rights policy was requested but not received.
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Protect each resident from separation (from other residents, his/her room, or confinement to his/her room).
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review the facility failed to ensure 1 of 3 residents (R1) reviewed for 
use of electric wheelchairs in the community was free from involuntary seclusion. This resulted in actual 
psychosocial harm for R1 when the facility took away her personal mobile equipment (power wheelchair), 
which restricted R1's access to her community (including family), causing increased depressive symptoms, 
isolation and withdrawal from usual activities. Findings include: R1's admission Record indicated she 
admitted to the facility on [DATE]. Diagnosis included diabetes, arthritis, right above the knee amputation, 
post-traumatic stress disorder, depression and anxiety. R1's significant change Minimum Data Set (MDS) 
dated [DATE], identified intact cognition and indicated she displayed no behaviors during the assessment 
period. The MDS indicated R1 was independent with transfers. 4/8/25, PHQ-9 (patient health questionnaire) 
assessment (a self-report tool used to assess the severity of depression) score was 11 which indicated 
moderate depression. 6/27/25, PHQ-9 score was 16 which indicated moderate to moderately severe 
depression. R1's care plan dated 5/9/25, indicated she had a history of utilizing her motorized wheelchair off 
campus. The care plan identified the following approaches:1. R1 will notify staff when leaving facility and 
expected return time.2. R1 will utilize safety features when using wheelchair: Flag, seat belt, horn, reflectors.
3. Staff to assist R1 to get in wheelchair.4. Staff to assist R1 in charging wheelchair.5. R1 will not leave 
facility without battery fully charged.6. If Resident had a change in condition facility would reevaluate R1's 
ability to safely operate wheelchair.7. R1 will operate wheelchair in low speed only.8. If R1 utilized 
wheelchair in an unsafe or reckless manor or under the influence of any alcohol or non-prescription drugs the 
facility had ability to prohibit the use of the wheelchair in facility and campus. R1's Progress Notes indicated 
the following:-4/30/25, Occupation therapy note: R1 received her power wheelchair this date and 
demonstrated ability to transfer from manual chair to power chair, power chair to toilet and power chair to 
bed. R1 demonstrated appropriate use of controls. At this time R1 was instructed to keep the speed set at 
level one. R1 demonstrated ability to maneuver the wheelchair in her room, bathroom, up to table, in hallway, 
on/off elevator and with use of elevator controls. R1 used dressing stick to aid with getting the leg rest out of 
the way. R1 had a sensor system on the wheelchair which alerted her if she came too close to an object (due 
her limited neck range of motion). Plan to further assess R1 outdoors, R1 was instructed to only use the 
power wheelchair indoors at this time, until outdoor assessment and recommendations could be completed. 
-5/8/25. R1 told staff that she had a dentist appointment and she was planning on taking her wheelchair over 
so staff could cancel Medivan. Staff did not have appointment on the calendar for R1 and therefore no 
Medivan was set up. R1 was informed of this and that she had not been assessed to take her wheelchair 
outside of the facility. Resident then went down to therapy to ask about this. Administrator, therapy staff and 
writer attempted to talk to R1 about concerns and safety of crossing a busy highway with a new chair. R1 
stated that she didn't have battery issues, and it was a new wheelchair so there should be no issues. She 
was informed that there still could be issues. Staff also brought up concerns about the lack of shoulder on 
the road and how she would deal with it if she got herself in a position where she tipped the wheelchair. 
Resident again stated she didn't think that would happen as she wasn't stupid and would not get herself in 
that situation. Staff attempted to explain to resident that we had concerns for safety. She stated she had 
taken it to the store the previous day and didn't have issues. When asked what store she just stated, the 
store. R1 felt the facility was just trying to be controlling. Resident did relent to taking Medivan to 
appointment, but later facility received a call from Medivan that she had not stayed for pickup. R1 was 
already back at the facility at that time. Therapy has now said that R1 was safe outside of building on facility 
grounds. -5/9/24, Writer and registered nurse (RN)-A reviewed R1's care plan with her regarding use of 
electric chair. It was read to her, she signed care plan and stated she understood what was read to her. 
-5/13/25, R1 left at 1:00 p.m. for appointment via Medivan to go to behavior health and had not returned. 
Attempted to call personal cell phone. R1 did not answer and voicemail was full. -5/13/25, Writer received 
call from unit nurse at 7:00 p.m. reporting that R1 had not returned from 1:00 p.m. appointment. Nurse 
reported R1 took Medivan to her appointment with her electric wheelchair and stated there was no indication 
or communication that R1 was going elsewhere after her appointment. Directed staff to attempt to reach R1 
via number listed on her face sheet. Arrived at facility, confirmed R1 was not on the campus, confirmed 
location of her appointment, and called police department. A different staff member called to report R1 was 
spotted in town south of the facility and that R1 reported to staff she was headed back to facility. R1 returned 
to facility at 8:30 pm and reported no concerns to unit staff.5/14/25, While R1 was out of the building for a 
procedure, management team discussed issues they were having with R1. Since receiving her electric 
scooter, R1 had been leaving the facility without letting staff know and had left an appointment before 
transportation arrived to pick her up. The previous day R1 had not returned after an appointment. Staff had 
located her, and she did return. After reviewing it was decided to remove R1's electric scooter. -5/14/25, R1 
returned from appointment and went to her room. R1 came out of her room crying, stated she was leaving 
and told staff they could throw away all of her stuff. -5/14/25, at approximately 12:15 p.m. R1 had gone to the 
therapy room and accused them of having her scooter They let her know they didn't have it. She talked with 
her therapist and requested a meeting. Administrator, director of nursing (DON) and social worker met with 
R1 who was demanding to leave against medical advice (AMA). R1 wanted her scooter and wanted to go out 
when she wanted. Staff tried multiple times and ways to go over safety concerns, but she refused to listen. 
R1 left the room stating she was leaving. R1 wheeled down the driveway toward the street. The administrator 
stayed with her. After a few minutes R1 returned to the building. Facility had staff sitting and watching R1's 
door so staff would know if she came out of her room. -5/15/25, R1 left her room and went to the elevator. 
Nurse on the unit asked to ride with her and said R1 would not speak to her. Writer went to the lower floor 
and R1 was going outside so activity director (AD) was asked to follow R1 who went to the cookie food truck 
in the parking lot. R1 was talking to people outside who were identified as R1's family. When R1 saw the AD, 
she asked if she was spying on her. 5/20/25- IDT weekly review: R1 had been approved for electric scooter 
but then was non-complaint with guidelines for leaving facility. R1 was aware she was to come back after 
appointments and not cancel transportation. She twice did not return in a timely manner, nor did she let staff 
know she wasn't returning. R1 had stayed in her room most of time since placed back in regular wheelchair 
but had gone to appointments and returned without issues. R1's Outpatient Supportive and Palliative Care 
Progress Note dated 6/25/25, indicated R1's priority was making sure her kids were safe and increase her 
independence. If she saw her kids, she had hope and drive to become independent. When she didn't see her 
kids, she became depressed, hopeless and lost her drive to improve. The note indicated there was conflict at 
the facility currently and it caused R1 much emotional distress, depression and anger. R1 had thought if 
becoming homeless would be a better option since she would have freedom. R1 confirmed she was not 
currently planning to leave the facility AMA, she just feels desperate and hopeless and thinks about it 
because she feels she has no other options. R1 was not suicidal but had a serious mental health history and 
there was concern about her current state of her mental health with the increasing stress of the situation. 
During interview on 7/1/25 at 10:44 a.m., the interim DON stated he had only been at the facility for three 
weeks and said he was familiar with the situation. The DON said R1 was appropriate for independent living 
with services and the facility was actively working on it. In regard to the removal of R1's power chair, the 
DON said he would rather have a rights violation than have her out overdosing or getting hit by a bus. During 
observation and interview on 7/1/25 at 11:08 a.m., R1 was lying in bed watching television. There was a 
manual wheelchair next to her bed. R1 said the facility had taken her scooter away on May 15th while she 
was out of the facility for a medical procedure. R1 said she had gone to visit her kids and had taken the bus 
there and drove her wheelchair back to the facility. R1 said she used the cross walks, pushed the buttons 
and did everything safe the way she should have. R1 said the facility told her they had taken her chair away 
because she hadn't signed out. R1 said she had not had any accidents with the scooter and said she had 
passed the facility driving test. During interview on 7/1/25 at 1:52 p.m., occupational therapist (OT)-A stated 
they had pursued getting R1 the power chair because she had so many problems getting around in the 
manual chair outside the facility. OT-A said R1 was assessed as safe to use the power chair and was able to 
use the controls, navigate, make turns and move around stationary objects. OT-A said they did not assess 
specifically for safety in the community but said R1's chair had a flag, lights and if she got too close to an 
object her chair would vibrate. OT-A said R1 did quite well and said she thought R1 would do okay in the 
community. During interview on 7/1/25 at 2:05 p.m., NA-A and NA-B were interviewed. NA-B said he was 
working the day R1's chair had been taken away. NA-B said he had seen R1 out the window in the manual 
wheelchair, outside, and R1 was allegedly leaving the premises. NA-B said he was asked to stay late that 
day to be a sitter because they were worried she would elope. NA-B said R1 told him she felt her wheelchair 
had been wrongfully taken away. NA-B said he had noticed R1 was secluding herself more and said she 
used to come out and initiate her needs. NA-A said R1 used to come out to meals and had not been coming 
out since the chair was taken away. NA-A said R1 indicated she felt more isolated. During interview on 
7/1/25 at 2:10 p.m., licensed social worker (LSW)-A stated R1 had been using her power chair to go to 
appointments and said she had been evaluated by therapy. LSW-A said R1 was upset about not having her 
chair and said she could tell R1 was more withdrawn. LSW-A said, it was a nice piece of independence for 
her and said she had noticed R1 had not been coming out of her room.During interview on 7/1/25 at 2:23 p.
m., the social services coordinator said she had completed the PHQ-9 assessment for R1 and said the most 
recent one was focused on R1 not having her power chair. During interview on 7/1/25 at 2:38 p.m., RN-B 
stated the decision to take R1's chair away had been made by the administrator, DON and corporate staff 
and it was taken away because R1 had gone to an appointment and had not return after. RN-B said R1 was 
not happy about it. RN-B said R1 was not cognitively impaired and had been assessed as safe to use the 
chair in the facility and on the grounds. During interview on 7/1/25 at 2:56 p.m., the administrator stated R1 
had gone through the process of getting the power chair and in mid-May she was planning to go across the 
street for a dentist appointment. The administrator said they did not feel it was safe and R1 agreed to take 
the Medivan but when the van went back to pick R1 up she had already left. The administrator said the next 
incident was when R1 had gone to see her kids and had driven back to the facility in the chair. The 
administrator said at that point the interdisciplinary team met with corporate leadership and they felt R1 was 
not making safe decisions. When asked about less restrictive alternatives, the administrator said she felt R1 
had the ability to be as independent in a manual chair as she was in the power chair but said with the power 
chair she could go further away. In regard to the sitter outside R1's door, the administrator said they were 
afraid R1 would leave AMA. The administrator acknowledged R1 was her own decision maker and could 
leave the facility if she wanted to. The administrator said she aware R1 was very upset. During interview on 
7/1/25 at 3:56 p.m., the DON stated he knew the chair had been taken away after R1 did not return from an 
appointment and a second incident when staff had to convince her not to leave. The DON acknowledged R1 
had tried to leave because they took her chair. The DON said there was no question of R1's ability to operate 
the chair appropriately, and said the problem was more about her not communicating where she was going 
to be. The DON said there was a concern about her history of drug use and the prevalence in this area but 
said he was not aware of any drug use while at the facility. When asked about less restrictive alternatives, 
the DON said R1 was still able to have the same independence in the manual chair as she had in the power 
chair, but she covered more distance in the power chair. During interview on 7/2/25 at 12:22 p.m., mental 
health practitioner (P)-A stated R1 had a delicate mental health balance and had been sober for quite a 
while. P-A said R1 suffered from depression and said when she last saw R1 she could see it all over her that 
something really bad was happening. P-A said R1 was not currently suicidal but said it could happen if her 
back continued to be up against the wall. P-A said R1 had felt her only option was to leave AMA and become 
homeless. During interview on 7/2/25 at 11:28 a.m., the administrator said she had no reason to believe R1 
would go out into the community to seek illegal substances. Facility policy Restraints dated 10/29/24, 
indicated residents were free from any physical or chemical restraint imposed for the purpose of discipline or 
convenience and not required to treat the residents' medical condition. Convenience was described as any 
action taken by the location to control a residents' behaviors or manage a resident's behavior with a lesser 
amount of effort by the location and not in the resident's best interest.
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