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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 protect the resident's right to be free from 
mental abuse (intentional, willful, or reckless verbal or nonverbal action) and physical abuse (deliberate 
aggressive or violent behavior with the intention to cause harm) for two of four sampled residents (Residents 
2 and 3) by failing to: 1. Ensure unidentified facility corporate staff (Person from the main company not a 
regular employee of the facility) did not forcefully pull and remove Residents 2 and 3 from motorized power 
wheelchairs (MPWC - a battery-operated device designed for individuals with mobility impairments, providing 
assisted motion with motorized base and a control system, typically a joystick) on 8/29/2025, and place 
Residents 2 and 3 into manual wheelchairs (MWC - mobility device on wheels that provides support for 
individuals with limited mobility propelled by the user or the care giver manually pushing the chair) against 
the residents wishes/will/consent. 2. Ensure Residents 2 and 3 were not confined in bed, and denied mobility 
from 8/29/2025 to 8/30/2025, when the facility deprived the residents of their preferred mobility device 
without clinical justification or consent. 3. Residents 2 and 3 were not subjected to intimidation (to make them 
feel frightened, afraid, or timid, often to force them to do something or to discourage them from acting) when 
the unidentified facility corporate staff forcefully pulled and removed Residents 2 and 3 from MPWC. These 
deficient practices resulted in Residents 2 and 3 being subjected to mental and physical abuse while under 
the care of the facility. Residents 2 and 3 experienced a loss of autonomy (the right and ability to govern or 
control oneself and make one's own choices), dignity, and independence, which caused psychosocial harm 
(is the negative mental or physical health impact resulting from psychosocial hazards, which are factors in 
the design or management of work that cause stress), including anxiety (nervousness), helplessness, and 
emotional distress. On 9/3/2025, Resident 2 was transferred to a general acute care hospital for further 
evaluation and management for left shoulder and arm pain.Findings: a. A review of Resident 2's admission 
Record indicated Resident 2 was admitted to the facility on [DATE] with diagnoses including cellulitis (a skin 
infection that causes swelling and redness) of the buttock, seizures, obesity (excessively overweight), 
pressure injury (localized, pressure-related damage to the skin and/or underlying tissue usually over a bony 
prominence) of left buttocks and sacral region unstageable, overactive bladder (OAB- problem with bladder 
causes sudden urge to urinate), acute kidney failure (rapid loss of kidney function), chronic pain syndrome, 
essential hypertension (high blood pressure), pain in both shoulders, weakness, gastro-esophageal reflux 
disease (GERD- heartburn and indigestion), dependence on wheelchair. A review of Resident 2's care plan 
titled With Motorized (Power) Wheelchair dated 5/17/2025 indicated no documented goals. The care plan 
intervention included, resident has been provided education of being aware of surroundings and being extra 
cautious to minimize risk of injury. A review of Resident 2's Minimum Data Set (MDS-a resident assessment 
tool) dated 8/14/2025, indicated Resident 2's cognition (the mental ability to make decisions of daily living) 
was intact. Resident 2 required set up or clean up assistance with eating. Resident 2 required moderate 
assistance with toileting, showering and transfers. The MDS indicated walking assessment was not 
completed due to medical condition or safety concerns. The same MDS indicated Resident 1 was 
independent with the use of MPWC. A review of Resident 2's GACH record titled Shoulder Pain dated 
9/3/2025, indicated, Many things can cause shoulder pain including: An injury. Wear the sling Put ice and 
leave ice on for 20 minutes 2-3 times a day. A review of Resident 2's GACH Xray of the left shoulder dated 
9/3/2025, indicated, Impression of no fracture (break in the bone) or dislocation. During an interview on 
9/3/2025 at 1:46 p.m. the Assistant Director of Nursing (ADON) regarding the events surrounding Resident 
2's transition from a motorized power wheelchair (MPWC) to a manual wheelchair (MWC). The ADON 
appeared hesitant to speak and expressed concern about potential retaliation. The ADON stated that 
unidentified corporate staff (Person from the main company not a regular employee of the facility) spoke with 
Resident 2 with the intent of minimizing the use of the MPWC and transition her to an MWC. According to the 
ADON, on 8/29/2025, Resident 2 initially agreed to the switch, with the understanding that her need for the 
MPWC would be evaluated. However, on 9/1/2025, ADON reported hearing that Resident 2 had changed 
her mind. Despite this, corporate staff allegedly proceeded with the plan and attempted to force Resident 2 
out of the MPWC. ADON did not witness the incident directly but was informed of it afterward. The ADON 
stated that staff contacted the police, who arrived at the facility but only spoke with corporate representatives 
and not with Resident 2. The ADON then showed the surveyor a typed note on a laptop screen that read: 
The resident was portrayed by corporate to the police for not having capacity. Following the incident, ADON 
and the Director of Nursing (DON) spoke with Resident 2. During that conversation, Resident 2 asked what 
had happened with the police, expressing that she did not have an opportunity to speak with them. Resident 
2 then requested that the police be called again and stated that she did not want the Central Supply Manager 
(CSM) near her room or person. During an interview on 9/3/2025 at 3:18 p.m. with the Licensed Vocational 
Nurse (LVN) 1, LVN 1 stated that on 9/1/2025, while passing medications down the hall, she heard Resident 
2 yelling, Back up, don't touch me. Although she did not know the exact circumstances at the time, LVN 1 
heard that staff were attempting to transfer Resident 2 from her MPWC into a manual wheelchair (MWC). 
LVN 1 stated she did not approach the situation because there were already several individuals around 
Resident 2, and she did not want to intervene in an unfamiliar situation. LVN 1 reported seeing the [NAME] 
President of the Corporate (VP) and several unfamiliar individuals present. She also observed the CSM but 
did not see the DON or the Administrator (Adm) until after the incident had concluded. Later that day, LVN 1 
noted that Resident 2 remained in her room, appeared visibly upset, and expressed a desire to be left alone. 
At that time, LVN 1 observed a manual wheelchair in Resident 2's room. She later saw Resident 2 seated in 
the MWC both that day (9/1/2025) and the following day, 9/2/2025. Later on, 9/2/2025, LVN 1 observed 
Resident 2 back in her MPWC and described her as very happy. During an interview on 9/3/2025 at 4:02 p.
m. the Administrator (Adm) regarding events surrounding the transition of Resident 2 from a power MPWC to 
an MWC. The Adm stated that corporate staff visited the facility and conducted rounds, during which they 
observed several residents using power wheelchairs. On 8/29/2025, corporate staff began approaching 
residents who used MPWCs. The Adm reported that on Saturday, 8/30/2025, corporate staff spoke directly 
with Resident 2 about transitioning from the MPWC to the MWC, and Resident 2 agreed at that time. The 
Adm stated that he was not present at the facility on 9/1/2025 but received a phone call from the DON, who 
reported that some residents were concerned about potentially losing access to their MPWCs. The DON 
informed the Adm that she had spoken with Resident 2 on that day and conducted an Interdisciplinary Team 
(IDT) meeting with her. The Administrator also stated that, to their knowledge, the police were called to the 
facility at least once on 9/1/2025, around 8 p.m. The Administrator believed that Resident 2 had requested to 
speak with law enforcement due to feeling uncomfortable about the transition from the MPWC to the MWC. 
The Administrator concluded by stating that corporate staff had been present in the facility, speaking with 
residents about switching from MPWCs to MWCs. During an interview on 9/3/2025 at 4:31 p.m. the Director 
of Medical Records (DMR), stated that upon returning to work on the morning of 9/2/2025, at approximately 7 
a.m., she observed Resident 2 seated in a mechanical wheelchair. The DMR expressed surprise, noting that 
she typically sees Resident 2 using a motorized power wheelchair (MPWC). When the DMR inquired about 
the change, Resident 2 responded, They took my chair (MPWC) yesterday, referring to 9/1/2025. During an 
interview on 9/4/2025 at 11:55 a.m. with the CSM regarding an incident that occurred on 9/1/2025, involving 
Resident 2, the CSM stated that on 9/1/2025, while in the laundry room, he received a call from the VP 
requesting assistance in transferring Resident 2 from her MPWC to a manual MWC. Upon arriving on the 
floor, the CSM observed Resident 2 seated in her MPWC in the hallway, surrounded by several unidentified 
individuals. According to the CSM, the VP explained to Resident 2 that she wanted to transfer her to a 
manual wheelchair so that the MPWC could be placed in storage. Resident 2 appeared surprised by this 
request, as she had been using the MPWC for an extended period. Resident 2 responded, No, why? The VP 
reiterated the reason for the transfer, though the CSM could not recall the exact wording. Resident 2 then 
stated, I can't walk. I need help. The VP instructed the CSM and another unnamed Certified Nurse Assistant 
(CNA) to assist with the transfer. The CSM reported that when he attempted to take hold of Resident 2's 
arm, she said, No, I don't want you to touch me. Despite this, the CSM held one of Resident 2's arms while 
the unnamed CNA held the other, and they attempted to lift her from the MPWC. However, they were unable 
to complete the transfer due to Resident 2's weight and subsequently released her. Resident 2 then began 
yelling and calling us bad names, becoming verbally aggressive. Following this, the CSM stated he left the 
area and returned to the laundry room. Later that same day, the CSM returned to the floor and observed 
Resident 2 seated in a manual wheelchair in her room. He also noted that Resident 2's MPWC had been 
placed in a storage room located downstairs near the kitchen and was covered with a blanket. The CSM 
stated he does not know how the MPWC was moved to the storage area. During an interview on 9/4/2025 at 
12:22pm with Resident 2 regarding events that occurred on 9/1/2025. Resident 2 stated that she was in bed 
when she was awakened by a man who identified himself as a social worker. The man informed her that the 
facility was going to take her MPWC and replace it with an MWC. Resident 2 responded, Wait, let me talk to 
someone because I don't know you. According to Resident 2, the unnamed social worker replied, No you're 
not, you are going to get out of this chair, and then physically blocked the doorway. Resident 2 stated that 
she managed to get herself into her MPWC and that the VP instructed the unnamed social worker to allow 
her to leave the room. Resident 2 then wheeled herself into the hallway in search of someone she 
recognized. She went downstairs to speak with the receptionist (RCPT), whom she knew, and explained the 
situation. The RCPT accompanied her back upstairs. Upon returning to the floor, Resident 2 saw the VP, the 
CSM, the unnamed social worker, and two other unidentified women. At that point, the VP allegedly told her, 
If you don't get out of that chair, we are going to forcibly remove you. Resident 2 stated that she repeatedly 
asked to speak with someone she knew, but the VP told her there was no one for her to talk to and that the 
decision had already been made. On the same interview, Resident 2 stated that the incident occurred in the 
hallway in front of her room. She reported that the CSM and the unnamed social worker were on her left 
side, each holding one of her arms, while the two unidentified women were on her right side pulling her other 
arm. Resident 2 stated that the CSM bent her fingers back on her left hand as she tried to hold onto the 
armrest of her MPWC. At the same time, the two women on her right side were pulling her arm. Resident 2 
recalled yelling, Stop pulling, you're hurting my arm. Let's talk to my doctor first so you can understand my 
medical condition-why are you doing this? She stated that only at that point did the facility staff stop their 
actions. Resident 2 then heard the VP instruct Licensed Vocational Nurse 2 (LVN 2) to call the police.
Resident 2 became emotional and began crying while recounting the incident. She returned to her room and 
put on pants, as she had only been wearing a shirt at the time. Resident 2 also stated that she witnessed the 
facility staff take Resident 3's MPWC. She said, I felt bad, and observed Resident 3 crying in her room with 
an MWC left behind. Resident 2 stated she felt she had no choice and told the VP she would voluntarily give 
up her MPWC and use the MWC. Resident 2 stated that when she returned to her room, she saw the police 
speaking with the VP. The VP allegedly told her, Now that you agree to give up the chair, no need for you to 
talk to the police. Resident 2 then drove herself downstairs in her MPWC to place it in storage, followed by 
one of the unidentified women from corporate carrying an MWC. Resident 2 stated she saw Resident 3's 
MPWC already stored in the same closet. On the same interview, Resident 2 stated that she stayed in bed 
the entire night of 9/1/2025. The next day, the DON and ADON checked on her. Resident 2 told them her left 
arm was throbbing. She was informed that the facility attempted to send her out for evaluation but could not 
locate a bariatric gurney (A heavy-duty, reinforced stretcher designed to safely transport and support patients 
with high body weight). Resident 2 stated she went to the hospital on 9/3/2025, for her shoulder. Resident 2 
further stated that on 9/3/2025, the DON asked her if she had been trained to use the MPWC. Resident 2 
responded, I have had that chair for seven years. The company showed me how to use it. They just came 
here three months ago; this is my fourth chair. The DON then asked if Resident 2 knew where the MPWC 
was being stored. Resident 2 said yes, and the DON instructed her to go get your chair. Resident 2 stated 
she self-propelled the MWC using both feet and went downstairs to the closet where the MPWC was stored. 
She retrieved her MPWC that same day (9/3/2025). During an interview on 9/4/2025 at 1:17 p.m., the RCPT 
stated, she was on duty beginning at 7 a.m. and typically sees Resident 2 in the mornings. At approximately 
9:45 a.m., she observed Resident 2 coming off the elevator into the lobby, appearing visibly upset while 
speaking with the VP. The conversation appeared to concern Resident 2 being asked to transfer from her 
MPWC to an MWC. The RCPT heard Resident 2 say, No, I'm not getting out of my chair. Shortly afterward, 
the RCPT saw the CSM enter the lobby with a high-back MWC. At the same time, Resident 2 drove off in her 
MPWC down the rear hallway toward the rear elevator. The VP and the CSM followed her with the MWC. 
The RCPT stated she was unsure what was happening but then heard Resident 2 yelling. Although she 
could not make out the words, Resident 2 sounded upset, which was unusual, as she is typically cheerful 
and in a good mood. RCPT stated she went to the back hallway to check on Resident 2. Upon turning the 
corner, she observed Resident 2, the VP, the CSM, and three unidentified individuals who had arrived with 
the VP. One of the individuals was speaking to the CSM in Spanish, which the RCPT could not understand. 
She then heard Resident 2 say to the VP, You don't even know me, why would you say that about me? 
RCPT decided to remain present, noting that Resident 2 did not appear to know any of the individuals 
involved. The group then entered the rear elevator and returned to the floor in front of Resident 2's room. 
Once upstairs, the RCPT asked Resident 2 what was happening. Resident 2 explained that she was being 
told to get out of her MPWC and into an MWC, which she did not want to do. When the RCPT asked why, 
Resident 2 said the VP claimed she was driving too fast and could hurt people. Resident 2 responded that 
the VP didn't even know her and questioned how such an assumption could be made. Resident 2 then asked 
the RCPT to retrieve her cell phone from her room, which the RCPT did. Resident 2 stated, I need to make a 
call. The VP then said, You can make your call in this chair, pointing to the MWC. The VP addressed 
Resident 2 by her first name and said, You need to get into this MWC; if you can't transfer yourself, then we 
will assist you. Resident 2 replied, Oh, so you're going to physically remove me? At that point, the RCPT 
intervened and said, Can you please just get into the chair, to de-escalate the situation, as she had a good 
rapport with Resident 2. Resident 2 looked directly at the RCPT and said, NO. The VP then instructed the 
RCPT to return to the front desk, which she did. Approximately 10 minutes later, the RCPT saw Resident 2 
return to the lobby via the rear hallway in her MPWC, visibly upset, and proceed outside to the smoking area. 
The RCPT stated she felt the VP, and the others were trying to portray Resident 2 as aggressive, but in her 
observation, Resident 2 was not aggressive. The RCPT also stated she was unaware that the VP was 
coming to the facility or the reason for the visit. The RCPT further stated that on 9/3/2025, she returned to 
the facility and stopped by the DON's office to pick up some papers. While there, she observed Resident 2 
enter the office in an MWC and say to the DON, I need my MPWC because I have to go do something. The 
DON responded that she would contact the Director of Rehabilitation to conduct an in-service with Resident 
2 on how to maneuver the MPWC and get that documented before returning the chair. During an interview 
on 9/4/2025 at 1:58 p.m. LVN 2 stated that she had started working at the facility on 9/1/2025. Earlier that 
morning, she observed the VP) the CSM, and several other individuals, including an unnamed social worker, 
speaking with Resident 2 about transferring from her MPWC to an MWC. During that conversation, LVN 2 
heard Resident 2 say to the VP, I want to keep my chair, I will leave. LVN 2 then walked away and returned 
to the nursing station located near Resident 2's room. Between approximately 11:30 a.m. and 12 p.m., LVN 
2 heard a commotion and got up to investigate. She observed Resident 2 in her MPWC in the hallway in 
front of her room. The RCPT was on Resident 2's right side, and an unnamed staff member who had arrived 
with the VP was standing behind Resident 2. The CSM was on Resident 2's left side, with the VP standing 
next to her. LVN 2 saw the RCPT rubbing Resident 2's shoulders, apparently trying to persuade her to switch 
chairs. LVN 2 heard Resident 2 say, I don't want to; I want to keep my chair. LVN 2 briefly stepped away 
and, upon returning, noticed the RCPT was no longer present. The VP then instructed LVN 2 to call the 
police. LVN 2 asked why and what was happening, to which the VP responded that Resident 2 was having a 
behavior. LVN 2 then heard Resident 2 say, No I am not, you don't even know me. Following the VP's 
directive, LVN 2 called 911 (Universal emergency number for citizens throughout the United States to 
request emergency assistance). At this time, Resident 2 was visibly upset. The CSM continued attempting to 
verbally persuade her to transfer, saying, Come on, let's just transfer into the chair. The CSM placed one 
hand on top of Resident 2's left forearm and the other underneath it, attempting to assist the unnamed staff 
member on the right side. Simultaneously, the VP was yelling, You guys need to transfer her, at the CSM 
and the unnamed staff member. The assigned CNA then touched Resident 2's right forearm, appearing 
ready to assist. LVN 2 intervened and told the CNA, Don't touch her, as Resident 2 had already refused the 
transfer. Resident 2 then began yelling at the CSM, Don't touch me, get off, that's my arm that hurts. The 
CSM then removed her hands and said, Okay. During this time, Resident 2 was flailing her arms and nearly 
slid out of the MPWC. The CSM and the unnamed CNA helped her back into the chair. Resident 2 then told 
the CSM, Don't you touch me, and told the VP to go away. LVN 2 assisted Resident 2 in adjusting her 
clothing, as her tank top had ridden up, exposing her abdomen in the hallway. LVN 2 stated that Resident 2 
was breathing heavily, visibly upset, and crying. She remained with Resident 2 to console her. Resident 2 
denied pain at the time but expressed distress over the situation, stating that it was her right to have the 
MPWC. LVN 2 reiterated that she had told the CNA not to touch Resident 2 because she had clearly refused 
the transfer. After the incident, LVN 2 went to the DON office and was surprised to see the DON present, as 
it was a holiday. LVN 2 informed the DON, Did you hear what's going on out there? You need to come and 
see what is happening. The DON and the ADON then went to speak with Resident 2.LVN 2 concluded by 
stating, I was disturbed because Resident 2 was crying after this happened, and I told the DON because 
they needed to go and check on Resident 2. LVN 2 added, I feel like Resident 2's rights were violated. 
During an interview on 9/4/2025 at 2:56 p.m. with DON, the DON stated she arrived at the facility on 
9/1/2025, around 10 or 10:30 a.m. Upon arrival, she stopped by the nursing station and asked if there were 
any concerns; no issues were reported at that time. Around 11 a.m. or 12 p.m., LVN 2 came to DON's office 
and reported a commotion involving a wheelchair. The DON responded, What wheelchair? and then called 
the Adm to give a heads-up about the concern. The Adm informed her that corporate staff were checking 
wheelchairs, but it was unclear whether any had been removed. Around 1 p.m., the DON went to the lobby 
and saw the VP and another woman from corporate. The DON stated, I did not know they were going to be 
here. She also observed someone from Human Resources present but did not know who had called them or 
why they were there. The DON then went to speak with Resident 2, who was visibly upset and reported that 
staff had tried to remove her from her MPWC. Resident 2 stated that she had initially agreed to the transfer 
but later changed her mind. The DON emphasized that if a resident is to be removed from a wheelchair in 
such a manner, a physician's order is required. She was told that corporate was checking the safety of the 
MPWC, but the situation appeared chaotic, prompting her to speak directly with Resident 2. The DON asked 
Resident 2 how she was feeling without the MPWC, and Resident 2 responded that she only needed the 
MPWC when she wanted to go out. Resident 2 also stated she had used the MPWC for a long time. The 
DON explained to Resident 2 that a doctor's order was required for continued use of the MPWC, citing 
concerns that Resident 2 could potentially hit another resident while operating it. Resident 2 asked the DON 
who the individuals were that had tried to remove her from the MPWC. The DON responded, Honestly, I 
don't know, and I did not know they (Corporate) were coming. On the same interview, the DON stated, I have 
not heard any complaints or any incidents of Resident 2 hitting anyone in the MPWC. She then asked 
Resident 2 if she wanted her MPWC back, and Resident 2 replied, No, I'm okay with the MWC at this time. 
The DON informed Resident 2 that the Director of rehabilitation would evaluate her for safety with the MPWC 
before it could be returned. During an interview on 9/4/2025 at 3:45 p.m., the VP stated that she was 
instructed by corporate leadership to visit the facility due to ongoing concerns. On 8/30/2025, the VP spoke 
with Resident 2 but noted that Resident 2 kept leaving the facility. The VP returned on 9/1/2025, 
accompanied by a social worker, and directed the social worker to speak with Resident 2. The VP stated that 
Resident 2 made inappropriate comments to the social worker and then went down to the lobby. The facility 
had an MWC prepared for Resident 2 to transfer into. The VP acknowledged that no communication had 
occurred with Resident 2's physician prior to requesting the transfer. The VP stated she did not know the 
medical reason for Resident 2's use of a MPWC but recalled Resident 2 saying, I can't walk. The VP added, 
But then we went to Resident 2's room and saw Resident 2 transferring from bed to chair unassisted. The 
VP stated that Resident 2 initially agreed to switch chairs but later changed her mind. During the attempted 
transfer, the CSM and an unnamed CNA supported Resident 2 from behind to move her from the MPWC to 
the MWC. The VP described Resident 2 as a very heavy person and stated that while Resident 2 was initially 
cooperative, she began to resist, at which point the staff stopped the transfer attempt. Later, Resident 2 
called the VP back to her room while crying. According to the VP, Resident 2 then voluntarily agreed to give 
up the MPWC and drove it downstairs to a locked service area in the rear hallway. One of the VP's staff 
members followed with the MWC, and Resident 2 transferred independently into the MWC. The VP 
described Resident 2 as not rational and just screaming loudly, though she could not recall the exact words 
Resident 2 used. The VP stated, It was my social worker and my consultant that were holding Resident 2 to 
remove Resident 2 from the MPWC, but once Resident 2 refused, they stopped. The VP characterized the 
situation as a regular transfer until Resident 2 became uncontrollable and allegedly attempted to run them 
over in the MPWC. The VP also stated that she interviewed 15 residents who claimed that Resident 2 had 
previously tried to hit them with the MPWC. However, the VP was unable to provide the names of those 
residents. b. A review of Resident 3's admission Record indicated Resident 3 was admitted to the facility on 
[DATE] and most recently on 6/8/2024 with diagnoses including multiple sclerosis (MS- a chronic, 
progressive disease involving damage to the nerve cells in the brain and spinal cord), Parkinson's Disease 
(PD- a progressive disease of the nervous system marked by tremor, muscular rigidity, and slow, imprecise 
movements) without dyskinesia (broad term to describe involuntary, uncontrollable movements), scoliosis 
(condition where the spine twists and curves to the side), neuromuscular dysfunction of bladder(neurological 
disorder that disrupts bladder control), generalized muscle weakness, OAB, osteoarthritis (OA-a progressive 
disorder of the joints, caused by a gradual loss of cartilage), insomnia (trouble falling asleep or staying 
asleep), depression, neuralgia (nerve pain), osteoporosis (weak and brittle bones due to lack of calcium and 
Vitamin D), allergic rhinitis (allergies), carpal tunnel syndrome (inflamed nerve in the wrist) and dependence 
on wheelchair. A review of Resident 3's care plan initiated 7/24/2025 indicated Resident enjoys participating 
in activities and socializing with peers. Resident also independently participates in community activities 
however at risk for decreased participation due to Parkinsons scoliosis, muscle weakness and dependence 
on electric wheelchair and staff for ADLs. The goal was for Resident 3 to maintain or improve the current 
level of engagement in activities to enhance quality of life and psychosocial well-being. Interventions 
included assisting Resident 3 in accessing patio for fresh air and leisure. A review of Resident 3's MDS 
dated [DATE] indicated Resident 3's cognition was intact. Resident 3 required maximal assistance (the 
helper does more than half the effort to complete the activity) with toileting, bathing, and showering. Resident 
1 was dependent (Helper does all the effort, resident does none of the effort to complete the activity) with 
transfers (moving between surfaces) from bed to chair. The same MDS indicated Resident 3 was dependent 
on the use of the MWC. During a concurrent observation and interview on 9/3/2025 at 12:12 p.m. with 
Resident 3 inside her room, Resident 3 was observed seated in her MPWC during the interview. Resident 3 
stated, The facility took my MPWC because they said it was dangerous. I did not have my MPWC for three 
days and I just stayed in bed all day. Resident 3 explained that she was provided with a manual wheelchair 
(MWC), but it lacked footrests, and she could only use her right arm. She stated, I complained about it and 
had my family call, and they gave me my chair back yesterday (9/2/2025) evening. Resident 3 reported that 
she has never had any accidents or hit anyone or anything while using her MPWC. She stated she has had 
an MPWC for 12 years and is currently using her second chair. She added that the company trained her on 
how to use the chair each time she received a new one. Resident 3 disclosed that she has multiple sclerosis 
(MS), which limits her ability to walk or use her legs and arms. Regarding the events of 9/1/2025, Resident 3 
stated that approximately six unidentified individuals entered her room and kind of ganged up on me. She 
said she had never seen these people before. They informed her that she could no longer use her MPWC 
inside the facility and would only be allowed to use it outside. Resident 3 recalled that a Hoyer lift (A type of 
patient lift used to safely transfer individuals with limited mobility from one place to another) was used to 
transfer her from the MPWC to her bed. She could not recall the exact time the MPWC was taken but 
remembered crying in bed all day because she no longer had access to it. She was told the MPWC was 
downstairs charging. Resident 3 stated that when the MWC was brought to her, she was told, The nurses will 
push you around the facility where you want to go. She expressed skepticism, saying, Yeah right, they don't 
have enough staff for that because I like to go a lot of places. Resident 3 became tearful during the interview 
and shared that she enjoys going to the local college for facials and haircuts. She had planned to go on 
9/2/2025 but was unable to because she did not have her MPWC. During an interview on 9/3/2025 at 1:09 p.
m. Resident 1 stated, On 9/1/2025 there was a lady (unidentified) here from corporate barking orders. She 
came with a social worker guy and some other people (unidentified staff). She observed the group speaking 
with both Resident 2 and Resident 3 about their use of motorized power wheelchairs (MPWCs). Resident 1 
stated, I know Resident 3 has had the MPWC for a very long time with no problems until these people 
showed up demanding to confiscate the chairs and store them in the garage. Resident 1 became tearful 
during the interview and added, Resident 3 was in bed for two days crying after they took the MPWC and I 
felt so bad. They took away Resident 3's chair (MPWC) and by doing that they took away Resident 3's 
independence-and that was not okay. During an interview on 9/3/2025 at 3:49 p.m., Resident 4 stated she 
and Resident 1 went to check on Resident 3 after her MPWC was taken. Although she could not recall the 
exact date, she stated, Resident 3 just stayed in bed crying all day. We checked on her for two days. 
Resident 4 recalled that on 9/1/2025, she observed facility staff entering Resident 3's room with a Hoyer lift. 
She stated, They lifted Resident 3 out of the chair (MPWC) and put Resident 3 in the bed. Shortly afterward, 
she saw a maintenance staff member driving Resident 3's MPWC down the hallway toward the back 
elevator. Resident 4 stated there were approximately five individuals involved, none of whom introduced 
themselves. She said, We had no clue who they were. They just said, ‘We're taking your chair. During an 
interview on 9/4/2025 at 2:56 p.m. with DON, the DON stated that she spoke with Family Member 1 (FM 1) 
on 9/2/2025, regarding Resident 3's MPWC and informed FM 1 that an evaluation would be conducted. The 
DON visited Resident 3 on the same day but could not recall whether the MPWC was present in the room. 
She noted that Resident 3 was in bed during the visit. The DON asked Resident 3 whether she had ever 
been trained on how to use the MPWC. According to the DON, Resident 3 either[TRUN
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