
 

Case Study 1: Involuntary Discharge from Sunrise Haven Assisted Living – Sometown, KS 

Resident Name: Mary Thompson 
DOB: 02/17/1943 
Admission Date: 07/10/2023 
Discharge Date: 03/28/2025 
Facility: Sunrise Haven Assisted Living 
Administrator: Sarah Kelley, LNHA 
Responsible Party: Robert Thompson (son, DPOA) 

 

Background 

Mary Thompson, an 82-year-old resident with early-stage dementia and diabetes, was admitted to 
Sunrise Haven Assisted Living in July 2023. She required assistance with medication management, 
meal preparation, and limited help with dressing and hygiene. Over the course of her stay, staff 
noted a gradual increase in cognitive decline and behavioral changes, including verbal outbursts 
and occasional attempts to leave the facility unaccompanied. 

Incident Summary 

In January 2025, staff documented an increasing frequency of exit-seeking behavior and episodes 
of agitation, especially in the evenings. On three occasions, Mary was found outside the facility 
without staff knowledge. While no harm occurred, these incidents prompted an internal review and 
reassessment of her care needs. 

By February 2025, Mary began exhibiting aggressive behaviors toward staff and other residents, 
including hitting, shouting, and throwing objects. Despite behavioral interventions, increased 
supervision, and medication adjustments coordinated with her physician, the behaviors escalated. 

Facility Response 

• NSA Update: The interdisciplinary team updated Mary’s care plan to include enhanced 
supervision, redirection strategies, and environmental modifications. It was reviewed with 
each incident and elopement with responsible party, resident, and Ombudsman notified. 

• Medical Evaluation: Mary was evaluated by her primary care provider and a geriatric 
psychiatrist, who confirmed a progression in dementia symptoms and recommended a 
higher level of care. 

• Family Involvement: The facility held three care conferences with Mary’s son to discuss the 
increasing needs and safety risks. Alternative care settings, such as memory care or skilled 
nursing, were explored. 

Transition Plan 

A discharge planner worked with Robert Thompson to ensure a safe and appropriate transition to 
Rosewood Memory Care Center, which is equipped to manage residents with advanced dementia 



and behavioral needs. Records were transferred, and the receiving facility conducted a pre-
admission assessment. On March 28, 2025, Mary was safely transported to the new facility with 
family and staff support. 

Conclusion 

The involuntary discharge was carried out in accordance with Kansas regulations, with clear 
documentation, adequate notice, and involvement of all stakeholders to ensure resident safety and 
dignity. The facility maintained detailed records of behaviors, interventions, care plan changes, and 
communication efforts to demonstrate due diligence and compliance. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case Study 2 : Involuntary Discharge from Prairie View Assisted Living – Everywhere, KS 

Resident Name: John “Jack” Miller 
DOB: 06/22/1955 
Admission Date: 08/15/2022 
Discharge Date: 05/12/2025 
Facility: Prairie View Assisted Living 
Administrator: Blake Shelton, RN 
Responsible Party: N/A – Resident is his own guardian 
Diagnoses: Type II Diabetes, Hypertension, Alcohol Use Disorder (in remission at time of 
admission), Mild Cognitive Impairment 

 

Background 

Jack Miller, a 69-year-old male, was admitted to Prairie View Assisted Living with a history of alcohol 
use disorder but had reportedly been sober for two years prior to admission. He required assistance 
with medication management and meal preparation and had a history of falls. Upon admission, 
Jack signed a resident agreement that prohibited the consumption of alcohol in public areas of the 
facility and outlined expectations for safe behavior. 

 

Incident Summary 

In January 2025, staff began documenting instances of suspected alcohol consumption, including 
the smell of alcohol on Jack’s breath, slurred speech, and unsteady gait. Over the next three 
months, Jack had five documented falls, three of which required emergency room evaluations. 
Staff also noted multiple episodes of verbal aggression toward caregivers and other residents, 
including shouting, cursing, and threats of physical harm while intoxicated. 

On two occasions, Jack left his apartment while visibly intoxicated, wandered the halls yelling at 
other residents, and refused redirection or care. In March 2025, he was found outside in cold 
weather, barefoot and disoriented. These incidents were addressed through immediate 
interventions, behavior monitoring, and a reassessment of his care needs. 

Despite care conferences and clear warnings, Jack repeatedly refused to reduce or eliminate 
alcohol use. When presented with a behavioral contract that would allow him to remain in the 
facility if he agreed to refrain from public intoxication, Jack stated he had the right to “drink as much 
as [he] damn well pleased” and said he would not stay in his apartment if he wanted to be out and 
about. 

 

Facility Response 

• Behavioral Interventions: Facility staff implemented de-escalation techniques and 
environmental modifications. His physician was contacted regarding medication 
interactions and fall risks. 



• Care Plan Updates: Increased monitoring and fall prevention strategies were added. 

• Meetings and Notices: Jack was provided written warnings, and multiple meetings were 
held to review expectations and consequences. He refused to sign a behavioral contract 
and declined assistance from the facility’s social worker to explore substance use 
treatment. 

• Ombudsman Notification: The local Long-Term Care Ombudsman was notified and 
participated in a conference call with the resident. 

 

Notice of Involuntary Discharge 

On April 11, 2025, a 30-day written notice of involuntary discharge was issued to Jack, citing: 

• Repeated behaviors that pose a safety risk to self and others 

• Refusal to comply with facility policies and care interventions 

• Facility is unable to safely meet his needs 

Notice was delivered personally and sent by certified mail. A copy was also sent to the Long-Term 
Care Ombudsman, per Kansas Administrative Regulation 26-39-103(p). 

The notice included: 

• Reason for discharge 

• Effective date: May 12, 2025 

• Identified discharge location: Riverstone Transitional Living, a facility with a behavioral 
health and substance use focus 

• Appeal rights and Ombudsman contact info 

 

Transition Plan 

The facility worked with Riverstone Transitional Living to secure an intake appointment. 
Transportation was arranged, and Jack was accompanied by a social worker during the transition. 
Facility staff ensured all medical records and medication information were transferred. Though Jack 
initially resisted the move, he ultimately agreed under pressure of eviction proceedings. 

 

Conclusion 

Prairie View Assisted Living followed state regulations and ethical care standards by thoroughly 
documenting the risks, engaging the resident in care planning, and providing a safe and structured 
transition. The decision to discharge was based on an ongoing safety threat and the facility’s 
inability to manage the resident’s escalating behavior within the scope of their licensure. 



Case Study 3: Involuntary Discharge from Willow.Creek.Assisted.Living – Manhattan, KS 

Resident Name: Patricia “Pat” Greene 
DOB: 11/03/1947 
Admission Date: 06/10/2021 
Discharge Date: 05/01/2025 
Facility: Willow.Creek.Assisted.Living 
Administrator: Jason Whitmore, LNHA 
Responsible Party: N/A – Resident is her own guardian 
Diagnoses: Osteoarthritis, Hypertension, History of Depression (stable) 

 

Background 

Pat Greene, a 77-year-old resident, has lived at Willow.Creek.Assisted.Living for nearly four years. 
She is cognitively intact, manages her own finances, and prefers minimal staff involvement in her 
daily routine. Over time, staff began to notice excessive clutter accumulating in her apartment, 
including stacks of newspapers, used food containers, and bags of miscellaneous items. 

Though Pat's behaviors were initially considered eccentric but manageable, by late 2024, the 
situation escalated. 

 

Incident Summary 

In December 2024, staff and other residents began to report strong, persistent odors coming from 
Pat’s apartment. A maintenance technician responding to a work order noted rotting food and 
trash stacked near the entrance. Staff attempted to discuss concerns with Pat, offering 
assistance with cleaning and organizing, but she firmly declined all help and stated she had a 
"system" and did not want anything moved or thrown away. 

By February 2025, the odor from Pat’s room was noticeable in the common hallway, and residents 
in neighboring apartments began submitting complaints. The facility’s environmental and safety 
assessments found: 

• Multiple fire hazards due to blocked egress routes 

• Mold growth on food and damp items 

• Unsanitary conditions posing potential infection risks 

Despite multiple written notices, offers of cleaning assistance, and meetings with the administrator 
and social worker, Pat continued to refuse entry to staff  and did not alter her behavior. She stated 
clearly that this was “her space” and that she had a right to keep her belongings how she wished. 

 

 



Facility Response 

• Care Conferences: Three documented conferences were held with Pat to discuss the 
situation and propose solutions. She refused all offers of cleaning support, professional 
organizing help, or decluttering assistance. 

• Environmental Interventions: Staff attempted to mitigate odor using hallway air purifiers 
and sealing the bottom of the apartment door. These were ineffective long-term. 

• Documentation: All communications, condition reports, and staff attempts at remediation 
were thoroughly documented. 

The facility reviewed its licensure requirements and determined that the apartment's condition 
violated safety standards and posed an unacceptable risk to Pat, staff, and other residents. 

 

Notice of Involuntary Discharge 

On April 1, 2025, Willow.Creek.Assisted.Living issued a 30-day involuntary discharge notice to Pat 
Greene, in accordance with K.A.R. 26-39-103(p), stating: 

• The resident's actions and refusal to remediate created an unsanitary, unsafe living 
condition. 

• The condition posed a risk to other residents and staff  due to odor, pest risk, and blocked 
egress. 

• The facility is unable to continue providing care without violating state regulations and 
health codes. 

The notice was provided in writing, both personally and by certified mail, and a copy was sent to the 
Kansas Long-Term Care Ombudsman. 

The notice included: 

• Discharge date: May 1, 2025 

• Reason for discharge 

• Appeal rights and contact information for advocacy 

• Identified discharge location: Flint Hills Independent Living & Support Services, which 
specializes in supporting residents with hoarding tendencies 

 

Transition Plan 

Although initially resistant, Pat eventually agreed to tour Flint Hills Independent Living. A facility 
social worker coordinated the transition, which included transportation, transferring medical and 
care records, and an introduction to her new case manager. Staff ensured Pat was connected with 



community resources that would support her independence while addressing her behavioral 
challenges in a more appropriate setting. 

 

Conclusion 

The facility followed proper protocol and maintained regulatory compliance by documenting 
concerns, offering support, and providing due notice. The involuntary discharge was a last resort 
after health and safety risks became unmanageable within the assisted living environment. 

 

 

 


