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Level of Harm - Actual harm

Residents Affected - Few
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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to ensure a resident was free from abuse for 1 of 
3 residents (R2) reviewed when the facility did not evaluate the effectiveness of R1's interventions for mental 
health needs. R1 entered R2's room and physically pushed him over backwards in his wheelchair, then 
attempted to throw the wheelchair at R2 before staff intervened. R1 displayed an outward change in 
condition on 10/13/25, went to the hospital on [DATE], and R1 called the police on 10/21/25 prior to the 
incident with R2. R1 had exhibited drug induced psychosis from recreational methamphetamine use in days 
leading up to the abuse. R2 was fearful of living with R1 in the facility. Findings include: R1's care plan dated 
3/24/25 indicated R1 had a history and diagnosis of substance abuse: alcohol use. R1's interventions on 
3/24/25 were education on the substance abuse policy and staff was to monitor and check vitals of resident if 
he was found under the influence. On 10/16/25 the following interventions were added: Monitor resident for 
intoxication or impairment. Provider notified of substance use while at the facility. When R1 was noted to 
have been smoking illegal substances like Marijuana, using cocaine or methamphetamine, etc. or was 
intoxicated (unsteady gait, slurred speech, pinpoint pupils etc. do not administer any medications - update 
the provider for more directions. R2's care plan dated 7/25/25 indicated R2 had altercations in mood and 
behavior due to new placement in a skilled facility. R2 had a diagnosis of traumatic subdural hemorrhage 
with loss of consciousness (bleeding in the brain). R2's interventions were to monitor and document mood 
state/behaviors upon occurrence. Redirect R2 as needed. Provide emotional support, validation and comfort 
measures as needed. R2's significant change Minimum Data Set (MDS) dated [DATE] indicated R2 had a 
Brief Inventory of Mental Status (BIMS) score of 10 indicating R2 was cognitively impaired. R2 required 
supervision with toileting, dressing, and personal hygiene. R2's pertinent diagnoses were encephalopathy 
(disruption in the function of the brain), hemothorax (blood accumulation between the lung and chest wall 
that is most likely caused by trauma), muscle wasting and symbolic dysfunction (a social impairment disorder 
that refers to language deficits). R1's quarterly MDS dated [DATE] indicated R1 had a (BIMS) score of 15 
indicating he was cognitively intact. R1 required moderate assistance with toileting and showering. He 
required set-up assistance with personal hygiene. R1's pertinent diagnoses were displaced fracture of the 
neck and hand, alcohol abuse and adjustment disorder with mixed anxiety and depressed mood (a mental 
health condition characterized by a combination of symptoms typically associated with anxiety and 
depression, arising in response to a significant stressor or life change). R1's progress note dated 10/13/25 at 
10:39 a.m. during morning meeting, the DON and intradisciplinary team (IDT) were notified by a 
housekeeping staff that R1 was out in the facility parking lot letting air out of the DON's vehicle tires. The 
DON went out and found resident at the far end of the parking lot near a grey truck, in the act of letting air out 
of the tires. When she asked R1 why he was doing this he mumbled something and went around to the other 
side of the truck and started letting air out of the front tire. The DON asked him to stop and when he was 
asked why she informed him she was calling 911. While she was on the phone with 911, R1 went to her 
vehicle and started letting air out of writer's rear passenger tire, she told R1 to stop touching her vehicle and 
R1 turned and went towards the front of the parking lot to a black truck owned by another resident and began 
letting the air out of the rear driver's side vehicle, at that time the police arrived and started speaking with R1. 
Housekeeping staff called the DON over and pointed out a scratch on the passenger side of her vehicle. The 
scratch was approximately 12 in length and looked to be superficial. The officer asked R1 why he was doing 
that, and he said something about the TV and his mental health, it was unclear what he was saying (English 
is not his first language). The officer asked the DON if she wanted to press charges for the scratch and was 
told she did not, as it was superficial. The police officer suggested that R1 go back into the facility. R1's 
information was provided, and the DON's contact information was provided. The IDT would review R1's chart 
for any medication changes, behavioral notes, and review his substance use disorder (SUD) checklist to 
ensure resident's care plan was appropriate and up to date. When the DON returned to office, there was a 
voicemail from the police stating they had observed R1 rolling down the frontage road as they were leaving. 
R1 signed the leave of absence (LOA) binder but did not supply information as to where he was going or 
when he would return. R1's progress note dated 10/13/25 indicated at 1:38 p.m. indicated R1 was on an 
LOA. There were no further progress notes until 10/15/25. R1's progress note date 10/15/25 at 1:29 p.m. 
indicated at around 12:35 p.m. during this shift registered nurse (RN)-A noted R1 moving around with his 
wheelchair in the hallway speaking in Spanish. A few minutes later R1 came to the nursing station and 
reported his roommate's TV was loud. RN-A went to the room and found the TV was off and the roommate 
was asleep. RN-A encouraged R1 to go and sleep with no effect. R1 continued speaking in Spanish and 
exhibited an anger outburst, using vulgar language to staff. R1 came to the nursing station and stated, call 
911 I am having pain on my lower abdomen. R1 refused to allow RN-A to take his vital signs, 911 call was 
initiated. R1 continued speaking in Spanish and became aggressive toward RN-A. R1 knocked the nursing 
station computer with his cane twice and the computer fell to the floor. He also tried to hit RN-A with his cane 
while on the phone with the 911 dispatcher for the second time. He then started taking photos of RN-A with 
his iPad and took a wireless phone and threw it toward RN-A. Soon the paramedics and police arrived and 
took R1 to the emergency department, the DON was notified. R1's emergency department note dated 
10/15/25 at 5:11 p.m. indicated R1's clinical impressions were psychiatric illness and 
methamphetamine-induced mood disorder and altered mental status. R1's assessment indicated due to 
chronic suicide ideation, severe chronic chemical dependency/alcohol, chronic intoxication, history of 
multiple violence episodes, he had a chronic risk of suicide, accidental overdose/death, chronic risks for 
violence towards self and others, unable to care for self, had chronic risks of being a danger to self/society. 
R1 denied current suicidal or homicidal contracts for safety. R1 was willing to go to chemical dependency 
treatment and remain sober. He made many future oriented comments. R1 did not meet the criterial for a 
72-hour psychological hold therefore he would be discharged back to the facility. R1 admitted to using 
methamphetamines 5 days ago and then again 3 days ago. R1 had auditory hallucinations to throw things, 
but denied auditory hallucinations to kill self, hurt self, or others. R1's progress note dated 10/21/25 at 9:31 a.
m. indicated R1 called 911 on himself. The assistant director of nursing (ADON) spoke with the police 
afterwards and they stated R1 had reported that he knows the facility was tapping into his devices and 
posting videos of him and broadcasting it to the world and people are looking at him and laughing. In 
addition, R1 stated to the officers that staff were putting things in his eyes to make him see what they want 
him to see. R1 was provided with his case worker and the police department's business cards. The officers 
stated they would give the case worker the information so they could follow up with the R1. R1 also 
requested the name and badge numbers of the police officers that responded. R1's nursing progress note 
dated 10/21/25 at 8:21 p.m. indicated licensed practical nurse (LPN)-A heard someone calling for help in 
R2's room. LPN-A rushed to the room and witnessed R2 on the floor with his wheelchair tipped over. R1 was 
standing over the other client threatening to cause more harm. It was reported that R1 had approached R2 
throwing him on the floor. R1 was sent to the hospital for evaluation and a 72-hour hold. R1 was agitated and 
appeared not himself, R1 was threatening to cause harm to staff and taking staff's video stating that he was 
to call someone to come harm staff. He agreed to go to hospital. R2's nursing progress note dated 10/21/25 
at 8:21 p.m. indicated LPN-A heard someone call for call for resident to stop, on arrival LPN-A witnessed R2 
seated on the floor with his wheelchair tipped over next to him. R1 was standing over R2 and continued to 
make threats toward R2 that he was going to finish this. LPN-A separated both residents. R2 stated R1 was 
a very disturbed young man. R1's Emergency Hold Order Application dated 10/21/25 at 8:43 p.m. ordered by 
R1's Primary Care Physician indicated R1 had a psychiatric history and current methamphetamine usage. 
R1 was behaving in a violent and erratic way putting the facility staff and other residents at risk. Not 
transporting him to an elevated level of care is a risk for morbidity and mortality to self and others. R2's 
nursing progress note dated 10/21/25 at 10:20 p.m. indicated R2 was sent to the emergency department for 
evaluation. R2's hospital after visit summary dated 10/21/25 indicated R2's reason for the visit was due to a 
fall. R2's instructions were to return to the emergency department if he developed any pain such as severe 
headache, trouble breathing, vomiting. It did not appear R2 had any injuries related to his fall. R2's care plan 
on 10/21/25 indicated R2 was the victim in a resident-to-resident altercation. R2's interventions were 
15-minute checks initially for safety. Monitoring R2 for signs and symptoms of emotional distress. R1's 
incident report dated 10/22/25 at 10:31 a.m. indicated on 10/21/25 at 8:20 p.m. there was a 
resident-to-resident altercation. The incident was reviewed with the resident, direct care staff, the medical 
provider, and the IDT. The incident analysis indicated R1 was exhibiting paranoid behaviors earlier in the 
day. R1 was in the hallway and had flipped R1 out of his wheelchair. He stated I got you'll pictures, watch, 
see what happens holding a camera and making threats toward staff, R1 appeared upset that staff called law 
enforcement to intervene. The contributing factors were R1's diagnoses of double below the knee 
amputation, muscle weakness, other signs involving cognitive function and awareness were fatigue, major 
depression disorder and adjustment disorder. R1's prescriptions were cyclobenzaprine (muscle relaxant) 
which R1 had not taken recently, duloxetine (anti-depressant), melatonin (natural sleep agent), metoprolol 
(blood pressure medication), gabapentin (for seizure and nerve pain), and Seroquel (anti-psychotic). R1 had 
been having refusing his mediations and having erratic behaviors in the past week. R1 had a history of 
substance abuse. R1's interventions indicated to see his care plan. Other interventions included R1 was 
taken by paramedics/police department. If he returned to the facility, he would be on 15-minute checks for 
safety. R1 was already on substance use monitoring. R2's incident report dated 10/22/25 at 11:09 a.m. 
indicated on 10/21/25 at 8:20 p.m. there was a resident-to-resident altercation. The incident was reviewed 
with the responsible party, the resident, direct care staff, the medical provider and IDT. The incident analysis 
indicated a nurse heard someone call for R2 to stop on arrival the nurse witnessed R2 seated on the floor 
with his wheelchair tipped over next to him. R1 was standing over R2 and continued to make threats toward 
R2 that he was going to finish this. The nurse separated the residents. The contributing factors was 
documented as not applicable (NA). The follow-up interventions indicated to see the care plan. Other 
interventions included the resident was placed on 15-minute checks for safety and monitoring for emotional 
distress after returning from the emergency department. The facility was unable to provide documentation of 
the 15-minute checks completed on R2. Additional notes indicated IDT reviewed the resident-to-resident 
altercation R2 was the victim. The IDT team would continue to monitor. R1's medical record lacked a 
reassessment or if care planned interventions for support treatment or services for mental health concerns 
were provided to R1 as it related to his mood or behavior to attain the highest practicable mental and 
psychosocial wellbeing of R1. Interventions and position responsible included: MDS section D/PHQ 9 will be 
conducted per regulation and PRN. Date Initiated: 3/24/2025 Social Service Designee (SSD) Monitor and 
document mood state/behaviors upon occurrence. Date Initiated: 03/24/2025 Nursing (NSG) Redirect prn. 
Date Initiated: 03/24/2025 NSG Social Services to assist resident and family prn. Date Initiated: 04/18/2025 
SSD Encourage utilization of social supports. Date Initiated: 04/18/2025 SSD Staff to visit with resident one 
on one during cares and prn. Date Initiated: 04/18/2025All Provide emotional support, validation, and comfort 
measures prn. Date Initiated: 3/24/2025 All Introduce resident to other residents with similar interests. Date 
Initiated: 04/18/2025All Monitor Target Behaviors per protocol. Date Initiated: 04/18/2025 NSG R2's social 
service progress note dated 10/22/25 indicated R2 had a trauma questionnaire completed due to the 
resident-to-resident altercation. R2 stated he had no trauma, but stated he was very confused. That was his 
baseline. R2's trauma assessment dated [DATE] at 1:33 p.m. indicated R2 was asked; have you ever had 
any traumatic experiences in the past that you feel we should be aware of that may affect your preferences 
or care needs. R2 answered no. Additional notes indicated R2 stated he had no trauma at that time; 
however, he was very confused. R2's nursing progress note dated 10/23/25 at 1:11 p.m. indicated R2 
expressed he was scared because of the incident that happened with R1. It was explained to him that the 
facility would do everything in their power to keep him safe if R1 were to return. R2 was offered social 
services to assist him to move to a sister facility if he no longer felt safe at this facility. R2 stated that 
prospect was also scary because he would have to get to know new staff and his way around a new facility. 
He was asked if he would like to speak with a therapist to discuss his feelings. R2 stated that talking would 
not do anything he just needed to cool down and think. He was again offered social services if he needed to 
talk. R2's social service progress note dated 10/23/25 at 1:51 p.m. indicated social services met with R2 
again and offered therapy, which he declined. The facility would request the therapist introduce themselves 
to R2 when they were onsite. R2 was also offered alternate placement; to which R2 stated the facility was his 
home and his grandmother even lived there at one point. Other facility options were discussed and R2 stated 
that two things could be true at the same time, he could feel uncomfortable at the facility yet have the 
feelings it was his home. Upon observation and interview on 10/23/25 R2 was seated in his room in his 
wheelchair looking at his phone trying to call a non-emergency police line to get a restraining order on R1. 
R2 stated a young tough crazy man became aggressive and pushed him, tipping him backwards in his 
wheelchair, then he lifted the wheelchair and was going to throw it on top of him. R2 stated he was scared 
and still was. R1 had a street personality and assaulted R2. R2 felt he was an easy target because he was a 
smaller man in a wheelchair and did not have the appearance of a fighter. During the interview R2 wheeled 
himself to the door four times to look out the door to see if R2 had returned from the hospital. R2 stated he 
had been told if he was fearful there was a sister facility R2 could be moved to when R1 returned. R2 stated 
the facility was his home, he had friends and why would an aggressive 20-something year old criminal be to 
stay? Upon observation on 10/23/25 at 12:58 p.m. R2 was in the hallway of the facility speaking to the 
director of nursing (DON). The DON was telling R2 the facility would do their best to keep him safe if R1 
were to return and if they could not and he was still scared he could be a moved to a sister facility. R2 was 
upset stating why should he move? Why should he feel unsafe in his own home? What gave the criminal the 
right to live there? Upon interview on 10/23/25 at 2:35 p.m. RN-A stated he was the nurse who worked 
10/15/25 when R1 was complaining about hearing his roommate's television when it was off. R1 was pacing 
the hallways speaking in Spanish trying to tie rubber therapy bands around residents' doors. He states 
speaking loudly and wanted 911 called for abdominal pain. R1 called 911 himself and following his call RN-A 
spoke with the dispatches who told RN-A to call the police. R1 then got upset, threw his phone, and started 
hitting the computers and attempted to attack RN-A. R1 was taken to the emergency department. RN-A 
stated he did not feel safe with R1 around and he was scared for the residents. RN-A stated R2 was really 
scared, especially if R1 would be returning to the facility. R2 told RN-A he could not stop thinking of when R2 
assaulted him. R2 remembered the situation well, even though he was forgetful. Upon interview on 10/23/25 
at 2:55 p.m. licensed practical nurse, LPN-B stated on the evening of 10/21/25 she heard yelling and part of 
the yelling was LPN-A yelling for help. She went to R2's room and saw him on the floor and R1 yelling and 
trying to hit LPN-A. LPN-A told LPN-B to call the police so she called the police. R1 was still trying to fight 
staff when the police arrived. The police calmed R1 down and the paramedics arrived the paramedics did not 
want to take R2. The facility had called the DON, and the DON was in the process of having the Medical 
Director place a 72-hour on R1 for the safety of the residents and staff. R1 had assaulted staff a few days 
prior, and the hospital returned R1 the same day. LPN-B denied any interventions for R1 following his 
physical altercations with staff on 10/15/25. LPN-B stated when R2 returned from the hospital following the 
assault he told her that was the worst situation he had ever been in and how painful it was. LPN-A stated she 
was personally fearful because R1 would try to fight any staff, he would fight anyone. Upon interview on 
10/23/25 at 3:45 p.m. Nurse Practitioner, NP stated it sounded to her like the hospital was trying to send R1 
back to the facility. She stated he needed inpatient care for safety. She was not certain how R1 ended up at 
the facility in the first place. She stated she was concerned for R1 going out and using drugs and there was a 
not skilled need for him to be at the facility anymore. She stated R2 suffered mental abuse as he did tell her 
he was upset about the incident, but did not give her specific details. R2 had cognitive issues at his baseline. 
Upon interview on 10/27/25 at 8:21 a.m. R3 stated he was aware that R1 had used methamphetamines and 
assaulted R2. He stated he was fearful at the facility and concerned R1 could have a weapon. Upon 
interview on 10/27/25 at 9:40 a.m. LPN-C stated she heard about R1's assaulting of staff and R2. She stated 
she was scared and R2 was going to kill people. Upon interview via a Spanish interpreter on 10/27/25 at 
10:20 a.m. R1 stated he recalled scratching the employee cars in the parking lot on 10/13/25, getting upset 
and attempting to hit staff with is his cane on 10/15/25 and then on 10/21/25 pushing R2 over in his 
wheelchair. He stated he was hearing voices. He stated he had received psychiatric care back in his country 
(Ecuador) for alcohol and mental health. He nodded his head yes to methamphetamine use in the past few 
weeks. He stated the lights and noises at the facility made him not be himself. He felt like the staff were all 
liars and joking about him. This was not the first time he had used illegal drugs. He did not answer the 
question of if he heard voices in the past. Upon interview on 10/27/25 at 1:01 p.m. the director of social 
services (SW)-A stated R1 started having behaviors after an unplanned leave of absence from 10/10/25 - 
10/11/25. On 10/13/25 R1 was letting air out of the tires of staff cars in the parking lot. On 10/15/25 R1 
physically assaulted registered nurse (RN)-A. On 10/15/25 R1 was discharged from the emergency 
department with a lab result showing R1 tested positive for methamphetamines. On 10/21/25 R1 pushed 
over R2 unprovoked in his room and was assaultive to staff. The paramedics took R2 to the hospital and he 
was there until 10/24/25. Upon interview on 10/27/25 at 1:26 p.m. the ADON stated R1's behaviors started 
on 10/13/25 when a housekeeper noticed R1 in the employee parking lot scratching cars and letting the air 
out of times. The ADON stated R1 was off his baseline. R1 told the police officers the television voices were 
telling him to scratch the cars. The officers told the ADON if he started behavior like that again to reach out to 
them. R1 left the facility for a couple of hours and the ADON had gone home before R1 returned. 10/14/25 a 
staff member reported to the ADON R1 was out in the parking lot again. The ADON went out to speak with 
R1. R1 admitted to hearing voices, but did not have a diagnosis for hearing voices. R1 stated he had heard 
voices before. The ADON told R1 if the voices felt real to let the staff know. R1's next situation was a few 
days later when he started going after RN-A with his cane. The ADON did not speak with R1 following R1's 
actions of trying to hit staff.The ADON stated she reported R1 hearing voices to the DON and she thought 
SW-A had reached out to the in-house psychiatrist to complete a diagnostic assessment. The ADON the 
believed the facility added interventions for R1 following the car scratching of 10/13/25 and the attempt to hit 
staff with his cane on 10/15/25 were to just be more alert to his behaviors. Upon interview on 10/27/25 at 
2:14 p.m. the DON stated 10/13/25 was the date she felt R1 started a psychotic episode and at that point the 
staff was not aware R1 had used methamphetamine. R1 was scratching the cars and letting air out of the 
times in the staff parking lot. R1 told the DON as he scratched her car that the television told him to do it. 
She stated staff was to monitor him more often. On 10/15/25 R1 assaulted a staff member with his cane 
behind the nurse's station. R1 was taken to the emergency department and sent back hours later. On 
10/21/25 the DON received a call from the facility stating R1 had pushed R2 over in his wheelchair. The 
police and paramedics had been called. The DON had the paramedics wait as she was obtaining a 72-hour 
hold on R1 since two days prior he had gone to the hospital with methamphetamine psychosis and was sent 
right back. R1 required acute psychiatric care due to the vandalism, assaulting of staff and the resident 
assault. The staff and residents were not safe. Upon interview on 10/27/25 at 3:10 p.m. LPN-A stated he had 
a week off prior to his shift on 10/21/25. He was unaware there were any concerns with R1. R1 was going in 
and out of the building from his room to the smoking area on 10/21/25, which was common for him. He was 
laughing and smiling, which was not out of the ordinary either, however he was speaking to himself in 
Spanish. LPN-A did not think anything of him speaking to himself. The facility was not completing 15-minute 
checks on him. A little after 8:00 p.m. on 10/21/he heard R2's roommates wife yelling for help. He ran to the 
room, R2 was on the floor, R1 was screaming at him ready to throw his wheelchair on him. LPN-A stood 
between them, and R1 was pushing him. LPN-A yelled for help and LPN-B responded and called the police. 
LPN-A got R1 out of R2's room and LPN-B tended to R2 along with a nursing assistant. R1 got angry and 
went outside. LPN-A called the DON, and she wanted to send both R1 and R2 to the emergency department 
and get a 72-hour psychiatric hold on R1. They were both taken to the emergency department. R2 was 
released later that evening with no concerns and R1 was hospitalized until 10/24/24. LPN-A had not worked 
with R1 since 10/21/25 and was told R1 had an aide monitoring one-to-one 24 hours a day. LPN-A stated the 
night of the 10/21/25 the officers did not want to take R1, but LPN-A told them he did not feel safe. LPN-A 
stated he wondered if R1 would be under the influence again at the facility. LPN-A stated R1 still goes out 
and God knows what he does which was why he got violent when he returned. Upon interview on 10/27/25 
at 3:38 p.m. the Administrator stated on 10/13/25 R1 was found scratching cars and deflating tires. R1 was 
not redirectable when staff attempted. He was unaware the nurse practitioner had not been notified and 
stated she should have been. He was not certain whether the staff had started monitoring R1 for signs and 
symptoms of substance abuse or not. He believed the staff implemented 15-minute safety checks on R1 
after he assaulted RN-A and was found to have methamphetamines in his system. The administrator stated 
there was an all staff training a few weeks prior on de-escalation. The training was their annual training and 
not regarding any specific resident for any specific reason. The Administrator stated he spoke with R2 daily 
following the assault and each day R2 was emotionally improving with his fears. R2 had been moved to a 
new room and was happy with his roommate and R1 apologized to him. A facility policy titled Abuse 
Prohibition/Vulnerable Adult Policy with a revision date of 4/2025 indicated the purse was to protect residents 
against abuse by anyone, including, but not limited to facility staff, other residents, consultants or volunteers, 
staff of other agencies serving the individual, family members or legal guardians, friends or other individuals, 
or self-abuse.Prevention:1. Each referral received is assessed through the pre-admission medical screening 
process for susceptibility to abuse by individuals and their risk of abusing others. This assessment includes 
risk of self-abuse. Plans are developed and measures taken to minimize risks. Ongoing assessments are 
completed with each quarterly care conference.2. The Interdisciplinary Care Plan Team reviews residents 
requiring behavioral interventions at least quarterly and/or during Target Behavior meetings to develop 
individual behavior plans.3. Residents and families are informed of the Residents' Rights and Grievance 
procedure upon admission to the facility and annually through Resident Council.4. Department Directors are 
updated regarding falls and resident incidents and are responsible for ongoing supervision of subordinates 
regarding abuse prevention.5. Identification and analysis of physical environmental factors that may make 
abuse and neglect more likely to occur is completed and reviewed by the QAPI committee.
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disorder or psychosocial adjustment difficulty, or who has a history of trauma and/or post-traumatic stress 
disorder.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure appropriate treatment and/or services 
were provided to 1 of 3 residents (R1) reviewed for mental health needs. R1 was assessed with a history of 
alcohol abuse, extreme trauma, and mental health disorders with limited interventions. R1's mental health 
declined resulting in abuse towards staff and a resident (R2), calls to the police, and hospitalizations.
Findings include: R1's nursing progress note by social services dated 3/24/24 at 3:28 p.m. indicated R1 was 
cognitively intact with minimal depression. R1's goal was to be strong and go home. R1 was offered the 
facilities inhouse psychiatry services and declined. The note did not indicate if client was offered 
opportunities for autonomy, arrangements to keep R1 in touch with his prior community and alcoholic 
anonymous group, cultural heritage, and religious practices. R1's care plan dated 3/24/25 indicated R1 had a 
history and diagnosis of substance abuse: alcohol use. R1's interventions on 3/24/25 were to educate R1 on 
the substance abuse policy and staff was to monitor and check vitals of resident if he was found under the 
influence. R1's care plan failed to thoroughly describe R1's distress from a person-centered perspective, it 
did not describe programs and/or activities to assist R1 in reaching and maintaining his highest level of 
mental and psychosocial functioning. In addition, the care plan did not have measurable language that 
allowed assessment of its effectiveness. R1's admission MDS dated [DATE] indicated R1 had a Brief 
Inventory of Mental Status (BIMS) score of 15 indicating he was cognitively intact. R1 required moderate 
assistance with toileting and showering. He required set-up assistance with personal hygiene. R1's pertinent 
diagnoses were displaced fracture of the neck and hand, alcohol abuse and adjustment disorder with mixed 
anxiety and depressed mood (a mental health condition characterized by a combination of symptoms 
typically associated with anxiety and depression, arising in response to a significant stressor or life change). 
R1's facility Target Behavior Form dated 6/6/25 indicated R1 was ordered duloxetine HCl (antidepressant 
used to treat a variety of conditions including mood disorders and chronic pain) and Melatonin (sleep aid). 
Charted behaviors were documented as non-applicable (NA). Non-pharmacological interventions were 
redirection and one-to-one visits. The behavior assessment did not indicate the purpose of R1's redirection 
or one-to-one visits. R1's care plan dated 6/6/25 - 10/25/25 did not indicate intentions for redirection or 
one-to-one visits for R1. R1's progress note dated 10/13/10:39 a.m. during morning meeting, the DON and 
intradisciplinary team (IDT) were notified by a housekeeping staff that R1 was out in the parking lot letting air 
out of the DON's vehicle tires. The DON went out and found resident at the far end of the parking lot near a 
grey truck, in the act of letting air out of the tires. When she asked R1 why he was doing this he mumbled 
something and went around to the other side of the truck and started letting air out of the front tire. The DON 
asked him to stop and when he was asked why she informed him she was calling 911. While she was on the 
phone with 911, R1 went to her vehicle and started letting air out of writer's rear passenger tire, she told R1 
to stop touching her vehicle and R1 turned and went towards the front of the parking lot, to a black truck 
owned by another resident and began letting the air out of the rear driver's side vehicle, at that time the 
police arrived and started speaking with R1. Housekeeping staff called the DON over and pointed out a 
scratch on the passenger side of her vehicle. The scratch was approximately 12 in length and looked to be 
superficial. The officer asked R1 why he was doing that, and he said something about the TV and his mental 
health, it was unclear what he was saying (English is not his first language). The officer asked the DON if she 
wanted to press charges for the scratch and was told she did not, as it was superficial. The police officer 
suggested that R1 go back into the facility. R1's information was provided, and the DON's contact 
information was provided. The IDT would review R1's chart for any medication changes, behavioral notes, 
and review his substance use disorder (SUD) checklist to ensure resident's care plan was appropriate and 
up to date. When the DON returned to office, there was a voicemail from the police stating they had 
observed the R1 rolling down the frontage road as they were leaving. R1 signed the leave of absence (LOA) 
binder but did not supply information as to where he was going or when he would return. R1's progress note 
dated 10/13/25 indicated at 1:38 p.m. indicated R1 was on an LOA. There were no further progress notes 
until 10/15/25 at 1:29 p.m. R1's progress note dated 10/15/25 at 1:29 p.m. indicated at around 12:35 p.m. 
during this shift registered nurse (RN)-A noted R1 moving around with his wheelchair in the hallway speaking 
in Spanish. A few minutes later R1 came to the nursing station and reported his roommate's TV was loud. 
RN-A went to the room and found the TV was off and the roommate was asleep. RN-A encouraged R1 to go 
and sleep with no effect. R1 continued speaking in Spanish and exhibited anger outburst, using vulgar 
language to staff. R1 came to the nursing station and stated, call 911 I am having pain on my lower 
abdomen. R1 refused to allow RN-A to take his vital signs. 911 call was initiated. R1 continued speaking in 
Spanish and became aggressive toward RN-A. R1 knocked the nursing station computer with his cane twice 
and the computer fell to the floor. He also tried to hit RN-A with his cane while on the phone with the 911 
dispatcher for the second time. He then started taking photos of RN-A with his iPad and took a wireless 
phone and threw it toward RN-A. Soon the paramedics and police arrived and took R1 to the emergency 
department. The DON was notified. R1's emergency department note dated 10/15/25 at 5:11 p.m. indicated 
R1's clinical impressions were psychiatric illness and methamphetamine-induced mood disorder and altered 
mental status. R1's assessment indicated due to chronic suicide ideation, severe chronic chemical 
dependency/alcohol, chronic intoxication, history of multiple violence, R1 had a chronic risk of suicide, 
accidental overdose/death, chronic risks for violence towards self and others, unable to care for self, has 
chronic risks of being a danger to self/society. R1 has a history of extreme trauma. R1 denied current 
suicidal or homicidal contracts for safety. R1 was willing to go to chemical dependency treatment and remain 
sober. He made many future oriented comments. R1 did not meet the criterial for a 72-hour psychological 
hold therefore he would be discharged back to the facility. R1 admitted to using methamphetamines 5 days 
ago and then again 3 days ago. R1 had auditory hallucinations to throw things, but denied auditory 
hallucinations to kill self, hurt self, or others. R1's risk assessment identified: risk of violence: chronic. Suicide 
assessment risk factors included - being male, unmarried, diagnosis of Major Depression, Bipolar, 
Schizophrenia, or Schizoaffective Disorder, diagnosis of chronic medical illness and/or chronic pain, 
problematic alcohol or drug use (current or historical), history of sexual or physical abuse, prior suicide 
attempt or aborted suicide attempt, recent history of loss (particularly interpersonal), and provider or 
treatment changes. R1's progress note dated 10/21/25 at 9:31 indicated R1 called 911 on himself. The 
assistant director of nursing (ADON) spoke with the police afterwards and they stated R1 had reported that 
he knows the facility was tapping into his devices and posting videos of him and broadcasting it to the world 
and people are looking at him and laughing. In addition, R1 stated to the officers that staff were putting things 
in his eyes to make him see what they want him to see. R1 was provided with his case worker and the police 
department's business cards. The officers stated they would give the case worker the information so they 
could follow up with the R1. R1 also requested the name and badge numbers of the police officers that 
responded. R1's nursing progress note dated 10/21/25 at 8:21 p.m. indicated licensed practical nurse 
(LPN)-A heard someone calling for help in R2's room. LPN-A rushed to the room and witnessed R2 on the 
floor with his wheelchair tipped over. R1 was standing over the other client threatening to cause more harm. 
It was reported that R1 had approached R2 throwing him on the floor. R1 was sent to the hospital for 
evaluation and a 72-hour hold. R1 was agitated and appeared not himself, R1 was threatening to cause 
harm to staff and taking staff's video stating that he was to call someone to come harm staff. client agreed to 
go to hospital. R1's incident report dated 10/22/25 at 10:31 a.m. indicated on 10/21/25 at 8:20 p.m. there was 
a resident-to-resident altercation. The incident was reviewed with the resident, direct care staff, the medical 
provider, and the IDT. The incident analysis indicated R1 was exhibiting paranoid behaviors earlier in the 
day. R1 was in the hallway and had flipped R1 out of his wheelchair. He stated I got you'll pictures, watch, 
see what happens holding a camera and making threats toward staff, R1 appeared upset that staff called law 
enforcement to intervene. The contributing factors were R1's diagnoses of double below the knee 
amputation, muscle weakness, other signs involving cognitive function and awareness were fatigue, major 
depression disorder and adjustment disorder. R1's prescriptions were cyclobenzaprine (muscle relaxant) 
which R1 had not taken recently, duloxetine (anti-depressant), melatonin (natural sleep agent), metoprolol 
(blood pressure medication), gabapentin (for seizure and nerve pain), and Seroquel (anti-psychotic). R1 had 
been having refusing his mediations and having erratic behaviors in the past week. R1 had a history of 
substance abuse. R1's interventions indicated to see his care plan. Other interventions included R1 was 
taken by paramedics/police department. If he returned to the facility, he would be on 15-minute checks for 
safety. R1 was already on substance use monitoring. R1's medical record lacked a reassessment or if care 
planned interventions for support treatment or services for mental health concerns were provided to R1 as it 
related to his mood or behavior to attain the highest practicable mental and psychosocial wellbeing of R1. 
Interventions and position responsible included: MDS section D/PHQ 9 will be conducted per regulation and 
PRN. Date Initiated: 3/24/2025 Social Service Designee (SSD) Monitor and document mood state/behaviors 
upon occurrence. Date Initiated: 03/24/2025 Nursing (NSG) Redirect prn. Date Initiated: 03/24/2025 NSG 
Social Services to assist resident and family prn. Date Initiated: 04/18/2025 SSD Encourage utilization of 
social supports. Date Initiated: 04/18/2025 SSD Staff to visit with resident one on one during cares and prn. 
Date Initiated: 04/18/2025All Provide emotional support, validation, and comfort measures prn. Date Initiated: 
3/24/2025 All Introduce resident to other residents with similar interests. Date Initiated: 04/18/2025All Monitor 
Target Behaviors per protocol. Date Initiated: 04/18/2025 NSG Upon interview on 10/23/25 at 3:45 R1's 
Nurse Practitioner (NP) stated she saw R1 on 10/16/25 because he was in the emergency department on 
10/15/25. She stated R1 appeared paranoid, and she believed it was fear after he admitted he used 
methamphetamines. She was not certain of any changes the facility made with R1 following the assault on a 
staff member, damaging facility property, and a positive methamphetamine test. She was not aware of any 
psychosocial therapies the facility was working on with R1. Upon interview via a Spanish interpreter on 
10/27/25 at 10:20 a.m. R1 stated he recalled scratching the employee cars in the parking lot of 10/13/25, 
getting upset and attempting to hit staff with is his cane on 10/15/25 and then on 10/21/25 pushing R2 over in 
his wheelchair. He stated he was hearing voices. He stated he had received psychiatric care back in his 
country (Ecuador) for alcohol and mental health. R1 did not recall refusing in-house therapy services he was 
offered upon his admission. He denied being offered treatment for his alcoholism while at the facility. He was 
going to alcoholics anonymous (AA) meetings when he was staying at the shelter before he ended up in the 
hospital. He would like to go to those meetings, but did not know how to get there. He stated the reason he 
drank and used drugs was because he lost his legs and realizes that he had probably rehabilitated himself to 
where he will be the rest of his life. He stated he drinks alcohol almost daily and refused to answer how often 
he used illegal drugs. Upon interview on 10/27/25 at 1:01 p.m. the director of social services (SW)-A stated 
R1 started having behaviors after an unplanned leave of absence on 10/10/25 - 10/11/25. On 10/13/25 R1 
was letting air out of the tires of staff cars in the parking lot. On 10/15/25 R1 physically assaulted registered 
nurse (RN)-A. On 10/15/25 R1 was discharged from the emergency department with a lab result showing R1 
tested positive for methamphetamines. On 10/21/25 R1 pushed over R2 unprovoked in his room and was 
assaultive to staff. The paramedics took R2 to the hospital and he was there until 10/24/25. SW-A stated 
every resident gets offered in-house therapy visits. She denied offering R1 chemical dependency inpatient or 
outpatient or any therapeutic interventions while he at the facility due to his age, English as a second 
language, trauma from being found frost bitten unconscious and bilateral below the knee amputations. She 
was not aware of any treatment offered to R1 after his behavior changed and he was found to have used 
methamphetamines while being at the facility. SW-A was not aware if the facility staff had knowledge of how 
to support R1 when he was distressed. Upon interview on 10/27/25 at 2:14 p.m. the DON stated she was 
aware that residents were officed in-house psychiatry upon admission and it was their right to refuse it. She 
stated she thought SW-A had reached out to the in-house provider to complete a diagnostic assessment on 
R1 following the incident on 10/15/25 when R1 assaulted staff and was found to have methamphetamines in 
his system. The DON denied knowledge of R1 being offered chemical dependent or other treatment outside 
the facility during his stay. A policy for treatment and/or services for mental and psychosocial concerns was 
requested however none was provided.
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