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IN THE COURT OF COMMON PLEAS 

CUYAHOGA COUNTY, OHIO

ESTATE OF PHILIP D. WOODRUFF, ) CASE NO.

by Judith Woodruff, Estate Representative )

c/o Eadie Hill Trial Lawyers )

3100 East 45th St., Suite 400 ) JUDGE

Cleveland, Ohio 44127 ) 

)

)

) COMPLAINT

Plaintiff,

vs. )

) With Jury Demand

BICKFORD OF ROCKY RIVER, LLC. )

dba BICKFORD OF ROCKY RIVER ) Affidavit of Merit Attached

21600 Detroit Rd. )

Rocky River, Ohio 44116 )

)

)

)

)

Also Serve At:

c/o Registered Agent

Incorp Services, Inc. )

Waterstone Boulevard, Suite 140, )

Cincinnati, Ohio 45249 )

)

)

)

)

and

BICKFORD MASTER BUCKEYE, LLC.

c/o Legal Department )

13795 S Mur Len Rd Suite 301 )

Olathe, Kansas 66062 )

)

)

)

)

Also Serve At:

c/o Registered Agent

Incorp Services, Inc. )

Waterstone Boulevard, Suite 140, )

Cincinnati, Ohio 45249 )

)

)

)

. )

and

BICKFORD SENIOR LIVING GROUP, LLC

c/o Legal Department )

13795 S Mur Len Rd Suite 301 )

Olathe, Kansas 66062 )

)

)Also Serve At:
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) 

c/ o Registered Agent )

Incorp Services, Inc. )

Waterstone Boulevard, Suite 140, )

Cincinnati, Ohio 45249 )

) 

and )

) 

NHI - REIT OF BICKFORD, LLC. )

c/o Legal Department )

13795 S Mur Len Rd Suite 301 )

Olathe, Kansas 66062 )

) 

Also Serve At: )

) 

c/o Registered Agent )

National Registered Agents, Inc. )

4400 Easton Commons Way )

Suite 100 )

Columbus, OH 43219 )

) 

and )

) 

Brian Woods, LPN )

4937 E 93rd St )

Cleveland, OH 44125 )

)

Defendants. )

 )

Plaintiff, the Estate of Philip D Woodruff, Probate Court of Cuyahoga County case 

number 2021EST00761, through Judith Woodruff, its duly appointed Representative, 

and for Plaintiff’s Complaint against the above-captioned Defendants, states and avers 

upon information and belief:

INTRODUCTION

1. This is a negligence, recklessness, and wrongful death action involving 

Philip Woodruff’s care at Bickford of Rocky River dba Bickford of Rocky River LLC, 

located at 21600 Detroit Rd. Rocky River, OH 44116 (sometimes referred to as “Facility” 
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or “the Facility”), including the illegal and over-administration of Risperidone as a 

chemical restraint that led to his untimely and wrongful death on May 30, 2021.

2. Plaintiff requests a trial by jury.

3. An Affidavit of Merit is attached as Exhibit 1.

4. Judith Woodruff is the duly appointed Representative of the Estate of Philip 

D. Woodruff.

5. Plaintiff brings this action on behalf of the Estate of Philip D. Woodruff, the 

next of kin of Philip Woodruff, including Mr. Woodruff’s spouse, Judith Woodruff, and 

anyone else entitled to compensation for the harms and losses sustained as the result of 

the negligence, recklessness, and other wrongful conduct described herein or discovered 

during litigation.

6. Plaintiff seeks punitive damages in an amount necessary to punish the 

above-named Defendant and deter Defendant from engaging in similar conduct in the 

future.

7. Plaintiff requests attorneys’ fees and the costs of this litigation.

DEFENDANTS

8. Defendants Bickford of Rocky River, LLC dba Bickford of Rocky River, 

Bickford Master Buckeye, LLC, NHI - REIT of Bickford, LLC, and Bickford Senior Living 

Group, LLC (“Bickford Defendants”) are foreign for-profit limited liability companies, 

formed in Kansas.

9. Defendant Bickford of Rocky River, LLC dba Bickford of Rocky River (the 

“Facility”), is a foreign for-profit limited liability company, formed in Kansas, doing 

business as the facility known as Bickford of Rocky River located at 21600 Detroit Rd,
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Rocky River, OH, 44116 responsible for providing care and services to residents, including 

Mr. Woodruff.

10. Defendant Bickford Senior Living Group, LLC is a foreign for-profit limited 

liability company, formed in Kansas, managing, operating, and doing business as 

“Bickford Senior Living” that operates long-term care facilities throughout Illinois, 

Indiana, Iowa, Michigan, Nebraska, Virginia, and Ohio, including the Facility.

11. Bickford Master Buckeye, LLC is a foreign for-profit limited liability 

company, formed in Kansas and operates as the Parent Company of Bickford of Rocky 

River, LLC. Michael B. Eby has complete direct ownership of Bickford Master Buckeye, 

LLC.

12. Defendant NHI - REIT of Bickford, LLC, is a Delaware Company and the 

building owner of the facility, is a subsidiary of National Health Investors, Inc., a real 

estate investment trust with a portfolio consisting of independent, assisted living and 

memory care, skilled nursing facilities, and entrance fee communities. National Health 

Investors, Inc. is a public company formed in Maryland with its principal offices located 

in Tennessee. NHI-Real Estate of Bickford, LLC partially divested ownership in the land 

occupied by Bickford of Rocky River in order to engage in a leaseback transaction in which 

it charges exorbitant rent to the Facility thereby siphoning profits out of the Facility in an 

effort to divest money from patient care while maximizing corporate profits and reducing 

tax liability all the while draining down the money that would otherwise be used on 

patient care.

13. The Bickford Defendants collectively own, manage, control, and/or are 

responsible for the care delivered to residents of Bickford of Rocky River (the “Facility”) 

directly or through their domination and control of any putative entity license holder.
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14. Defendant Brian Woods is a licensed practical nurse licensed to practice 

nursing in the State of Ohio who at all times relevant was providing care to Philip 

Woodruff on behalf of, at the direction of, and as the agent/employee of the Bickford 

Defendants.

15. Philip Woodruff and their family looked to Defendants for care based upon 

their representations.

16. Defendants are vicariously liable for the negligent actions of their 

employees and agents (respondeat superior and agency liability) and/or independent 

contractors (Clark v. Southview agency by estoppel).

DEFENDANTS EXERCISED CONTROL OVER BICKFORD OF ROCKY RIVER

17. Bickford of Rocky River, LLC (the “Facility”) is a for-profit enterprise that 

holds itself out to the public as a provider of residential care, skilled nursing, and memory 

care in exchange for payment.

18. The Defendants’ for-profit model means their primary goal is to maximize 

profit, measured by revenues minus expenses.

19. For long-term care facilities, including nursing homes and assisted living 

facilities, generally, the largest individual revenue source is residents (filling beds), and 

the largest individual expense is the cost of employing nursing staff to provide care to 

those residents. This creates a financial incentive to take on more residents with greater 

care needs than the nursing staff can properly care for, a regulatory violation regarding 

staffing levels.

20. The Bickford Defendants make decisions that affect the day-to-day care of 

Bickford of Rocky River residents, such as the resources available for providing nursing 
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staff and care to residents like Philip Woodruff, as well as the training and supervision of 

caregivers, meaning they are responsible for the foreseeable harm that results from 

careless decisions while voluntarily exercising that control.

21. The Defendants also exercise operational and managerial control, and apply 

this profits-over-safety model, at the following facilities in the State of Ohio, many of 

which are understaffed, and/or repeatedly cited or in some cases threatened with being 

shut down by the State of Ohio:

a. Bickford of Middletown, 4375 Union Road, Middletown, OH 45005

b. Bickford of Lancaster, 1834 Countryside Dr., Lancaster, OH 43130

c. Bickford of Bexley, 2600 E Main St, Columbus, OH 43209

d. Bickford of Scioto, 3500 Riverside Dr., Columbus, OH 43221

e. Bickford of Worthington, 6525 North High St, Worthington, OH 

43085

JURISDICTION AND VENUE

22. This Court has jurisdiction over Defendants because, among other things, 

all Defendants do, and all times relevant did, reside or have their domicile in the State of 

Ohio, purposefully availed themselves of the laws of the state of Ohio, and/ or committed 

tortious acts within the state of Ohio.

23. Venue is proper in this County under Civil Rule 3 because among other 

reasons: (a) Defendant resides, domiciles, carries on their principal place of business, or 

practices medicine/nursing, in this County; and/or (b) part of the claim for relief arose in 

this County, in which county Philip Woodruff was injured and died.

Electronically Filed 04/18/2022 17:05 / / CV 22 962189 / Confirmation Nbr. 2528018 / CLLMD



FACTUAL BACKGROUND OF THIS LAWSUIT

24. Philip Woodruff was an 81-year-old man who entered Bickford of Rocky 

River on March 30, 2021, with a diagnosis of Parkinson’s disorder and dementia. 

Bickford’s initial assessment of Philip Woodruff revealed that he was alert, ambulatory, 

independent with eating and drinking, mostly continent, able to communicate, and 

without evidence of diet restrictions or dysphagia. His behaviors included occasional 

inappropriate responses and frequent wandering, especially at night. His medications at 

the time of admission included Abilify (an antipsychotic medication) and Sinemet, 

standard first-line medication for Parkinson’s.

25. On April 15, 2021, Mr. Woodruff was observed wandering in another 

resident’s room and laid down on the floor taking his shirt off. Defendant Brian Woods, a 

licensed practice nurse (LPN) working at the Facility ordered Risperidone 5mg to be 

administered 2x daily for Mr. Woodruff. This was a handwritten physician’s order that 

did not indicate a time and did not indicate a physician or nurse practitioner responsible 

for the order.

26. All evidence confirms that the order for risperidone was written by a 

Bickford LPN and never authorized by a physician.

27. No reasonable physician or nurse practitioner would order this medication 

in this dose. The dose ordered by the LPN is 10-20X the starting dose in a patient for whom 

this medication would have been appropriate. The medication administration record 

reveals that Mr. Woodruff received at least 8 total doses of Risperidone 5mg from April 

17, 2019, through April 19, 2021.

28. On April 19, 2021, facility staff reported that the resident was weak, 

lethargic, not eating, not drinking, not responding, and in a wheelchair. This is a drastic 
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change in Mr. Woodruff’s condition. The nurse practitioner immediately discontinued 

Risperidone and suspended other antipsychotic medications. Mr. Woodruff’s condition 

did not improve.

29. A faxed order from April 19, 2021, in Philip Woodruff’s medical records 

from Bickford of Rocky River states that the treatment of Risperidone should be 

discontinued as it was “not ordered by Dr. Bautista,” the Facility physician.

30. On April 22, 2019, Mr. Woodruff was admitted to Cleveland Clinic Fairview 

Hospital for hypoactive delirium.

31. Cleveland Clinic Fairview Hospital records state: “patient had been 

getting Risperdal 5mg twice daily . . . .and there was no order from MD or 

NP associated with this.”

32. At Cleveland Clinic Fairview Hospital, Mr. Woodruff was diagnosed with:

• Severe sepsis

• Aspiration pneumonia

• Dehydration

• Hypernatremia

• Acute kidney injury

• Dysphagia

• Hypoactive delirium

33. A feeding tube was placed on April 26, 2021.

34. On April 28, 2021, Mr. Woodruff was admitted to Sprenger Health Care 

Towne Center for continued treatment. The review of systems revealed: “Cannot tell due 

to his cognition. The patient is not able to talk to me even when I grab him on the bed and 

I actually waived at him etc. Patient was not able to engage in any type of communication 

at this time.”
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35- Following his discharge from Cleveland Clinic Fairview Hospital, Mr. 

Woodruff continued to experience post-sepsis syndrome, including physical and 

cognitive disabilities leading to his death on May 30, 2021, approximately one month after 

his discharge from his acute hospitalization for sepsis and Risperdal overdose.

36. As an 81-year-old white non-Hispanic male living in the United States, Mr. 

Woodruff had a life expectancy of 7.8 years.

37. Sepsis is a systemic organ dysfunction associated with an unregulated host 

response to infection. Sepsis is widely recognized as a highly life-threatening condition 

associated with a high rate of patient deaths. Sepsis survival patients exhibit a high death 

rate after hospital discharge compared to patients with any other disease, with numerous 

large cohort studies demonstrating that more than 1/3 of post-sepsis patients die shortly 

after discharge.

PHARMACOLOGICAL TREATMENT OF PARKINSON’S DISORDER

38. Parkinson’s disease is a complex neurobehavioral disorder associated with 

decreased dopamine production. Certain antipsychotic medications, in particular 

Risperidone, further reduce dopamine transmission and are especially dangerous 

because they can quickly worsen Parkinson’s symptoms.

39. The use of antipsychotics in Parkinson’s patients is associated with 

increased mortality and worsening motor symptoms. Antipsychotic drugs in Parkinson’s 

patients can block dopaminergic receptors which can induce dyskinesia and 

extrapyramidal symptoms.

40. Antipsychotic medications can induce significant movement disorders, 

such as bradykinesia (slowness of movement), tremor (involuntary, rhythmic shaking), 
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rigidity (resistance throughout the range of motion), sedation, anticholinergic effects 

(such as constipation, urinary retention, or dry mouth), and extrapyramidal symptoms, 

which can present as dysphagia, esophageal dysmotility, or aspiration.

41. Risperidone has a high incidence of causing new-onset Parkinsonism in 

older adults without a history of Parkinson’s because of these side effects.

42. It has long been known that extrapyramidal symptoms caused by 

risperidone, even in non-PD patients, include dysphagia, esophageal dysmotility, and 

aspiration.

43. For over 25 years, the medical community has known that risperidone 

worsens motor symptoms and increases mortality in Parkinson’s patients with numerous 

large studies and reports confirming these observations. Therefore, risperidone should be 

avoided in patients with PD due to its ability to aggravate Parkinson’s symptoms.

44. The FDA took the additional step of mandating the addition of a “black box 

warning” to risperidone. A black box warning appears on a prescription drug’s label and 

is designed to call attention to serious or life-threatening risks.

45. The FDA warning states:

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS WITH 

DEMENTIA-RELATED PSYCHOSIS

“Elderly patients with dementia-related psychosis treated with antipsychotic drugs 

are at an increased risk of death. RISPERDAL is not approved for use in patients 

with dementia related psychosis. (5.1)”
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WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS 

WITH DEMENTIA-RELATED PSYCHOSIS

See full prescribing information for complete boxed •earning. 

Elderly pniients with deinentin-rdnted psychosis treated with 

antipsychotic drugs are at an increased risk of death. RISPERDAL1 is 

not approved for use in patients with dementia-related psychosis. (5.1)

WARS JSC: INCREASED MORTALITY LX ELDERLY PAU EM S WITH DEMENTIA- 

RELATED PSYCHOSIS

Elderly patient* with dementia reinted psychosis ireated "11b antipsychotic drug* are at an 

tor leased risk nt death. Analyses nt 17 placebo round led Minis (modal duration nt 10 

weeks), largely In patients taking atypical antipsychotic drugs, reseated a risk or den th in 

drug Healed patients of between 1.6 Io 1.7 time* Ute risk of death in plarebo-treated 

pH Hen Is. Over I lie endive of :l tyjiknl 10 Week rob troll rd trial, the nite of dentil Its drug 

Iren ted patient* wa* about computed to it rare ot about J .6% in the placebo group.

Altliuugli Ute cait*r* of death were varied, most of rite den tit* appeared to be ri titer 

cardiovascular (e.g., heart failure, sudden death) or iu fee I toils (e.g.T pneumonia) In out me. 

Observational studies suggest that, similar to atypical antipsychotic drugs, treatment with 

con icut Ion a I antipsychotic drugs may Inrieust mortality. I he extent Io ublcli the do dings 

of increased mortal! Is hr obseivatloua) studies mav be attributed to lite anlipsvrboilc drug 

as apposed to some cliainrteiislir(s) of tile patients Is not dear. RISPERDAL* 

(risperidone) Is not approved for the treat me nt of patients with dementia, tela ted psychosis.

46. The American Geriatrics Society publishes the AGS Beers Criteria, which 

identifies potentially inappropriate drugs for the elderly. The Beers Criteria classifies 

risperidone as a drug that should be avoided in patients with Parkinson’s.

EXPERT ANALYSIS

47. John Cascone, M.D.—a licensed practicing physician specializing in 

internal medicine and infectious diseases as well as being an administrator of three long

term care facilities—has concluded:

In summary, Bickford of Rocky River and its staff fell grossly below the 

standard of care, were unlawful, and were abusive, and these deviations
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caused Mr. Woodruff to suffer severe disability and death. More 

specifically:

The LPN who wrote an order for Risperdal violated the standard of care, 

all nursing regulations, rules, and standards of practice, and engaged in 

the unlawful practice of medicine by undertaking actions that far exceed 

his scope of practice. He did this while in the course and scope of treatment 

as a Bickford of Rocky River representative.

Bickford’s nursing staff observed their patient decline for a period of days 

without notifying a physician or mid-level provider, updating Mr. 

Woodruffs power of attorney (Judith Woodruff), appropriately 

documenting his decline, or taking appropriate action on behalf of their 

patient.

Bickford of Rocky River’s administration was wholly lacking in that its 

systems failures allowed a practical nurse to order and then administer 

medications for a period of days without physician approval.

Even had the Risperdal been approved by a physician, the dose of the 

medication would have been concerned grossly below the standard of care 

and reckless as it was administered at 10-20X the recommended starting 

dose for a patient in whom this medication was appropriate. Not only was 

this medication not authorized by a physician, it was given in a lethal dose.

The administration of Risperdal caused severe motor disfunction and 

extrapyramidal symptoms, including dysphagia and aspiration. These 

symptoms resulted in aspiration pneumonia, sepsis, dehydration, organ 

failure, cognitive dysfunction, the placement of a feeding tube, and post 

sepsis syndrome from which Mr. Woodruff never recovered resulting in 

his death approximately one month after receiving toxic levels of 

unauthorized medications. See Exhibiti-A.

48. Daniel Sudakin, M.D., MPH—a board-certified physician specializing in

Medical Toxicology has concluded:

1. A medication error at the Bickford of Rocky River resulted in the 

inappropriate administration of a dangerously high dose of Risperdal 

(risperidone) to Mr. Woodruff.

2. The medication error at Bickford of Rocky River resulted in Mr. 

Woodruff experiencing symptoms and signs of overdosage from 

risperidone, leading to serious complications that required 

hospitalization. These complications included altered mental status 
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(lethargy), which resulted in aspiration pneumonia, dysphagia, sepsis, 

and dehydration leading to acute kidney injury. See Exhibit 2.

49. Lorraine Doonan, RN—an expert in nursing and administration at long

term care facilities—has concluded:

In summary, the multiple serious deviations from acceptable standards of 

care on Bickford Rocky Rivers’ owner/operators’, Administrator, RN and 

LPN staff members in the oversight and delivery of care to an elderly 

memory care unit resident with Parkinson’s Disease and Lewy Body 

Dementia, who was dependent on Bickford’s staff to always advocate for 

his needs and safety, was grossly neglectful, abusive and an assault of 

Philip Woodruff. The action and in-action of the representatives of 

Bickford Rocky River was a direct and proximate cause of Philip 

Woodruffs drastic change in condition, the pain and suffering he endured, 

and his wrongful and untimely death on 5/30/2021. See Exhibit 3.

FIRST CAUSE OF ACTION 

(SURVIVORSHIP / NEGLIGENCE / RECKLESSNESS)

50. Philip Woodruff incorporates all other paragraphs of this Complaint as if 

fully rewritten therein.

51. Philip Woodruff depended on Defendants, and their respective nursing and 

medical staff, for medical and nursing care, treatment, evaluation, and assistance.

52. Defendants, including their medical and nursing staff, failed to provide 

proper care and treatment to Philip Woodruff, which they knew or should have known 

they required, resulting in his injury and death.

53. Defendants’ and their agents’ failure to provide proper care and treatment 

included, but is not limited to:

a. Failing to ensure patients like Philip Woodruff received the correct 

medication in the correct dosage at the correct time, including by 

Brian Woods, LPN and additional members of the nursing staff who 

continued to administer this medication;

b. Failing to recognize Philip Woodruff’s significant change in 

condition, decreased functional status, and marked delay in 

treatment;
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c. Choosing to provide inadequate resident observation, supervision, 

and monitoring;

d. Choosing to provide too few, and/or underqualified nursing staff 

members for the resident needs at the facility to protect and provide 

adequate care to residents like Philip Woodruff;

e. Choosing to not provide accurate, adequate, or timely information to 

Philip Woodruff’s family;

f. Failing to properly train staff on care and management of Philip 

Woodruff’s health conditions, including Parkinson’s and medication 

administration;

g. Failing to ensure the rights and safety of its residents, including 

Philip Woodruff, as required by Ohio and federal regulations;

h. Choosing not to carry out the instructions of Philip Woodruff’s 

physician;

i. Choosing not to timely transfer Philip Woodruff to a facility that 

could provide adequate care;

j. Choosing not to have and/or implement appropriate policies and 

procedures regarding the prevention, assessment, and treatment of 

residents such as Philip Woodruff with dementia-related psychosis.

k. Such other acts or omissions as described in this Complaint or 

discovered during litigation.

54. These actions constituted a conscious disregard for Philip Woodruff’s rights 

and safety with a great probability of causing substantial harm from this willful, wanton, 

and/or reckless misconduct.

55. Defendants were aware of the great probability of the harm that could result 

from their willful, wanton, and/or reckless misconduct.

56. Defendants’ disregard for the rights and safety of residents like Philip 

Woodruff created circumstances under which it became substantially certain that serious 

injuries would result, entitling Plaintiff to awards for compensatory and punitive 

damages.

Electronically Filed 04/18/2022 17:05 / / CV 22 962189 / Confirmation Nbr. 2528018 / CLLMD



57- Defendants are directly liable for their own willful, wanton, and/ or reckless

misconduct.

58. Defendants are also vicariously liable for their employees’ and agents’ 

willful, wanton, and/or reckless misconduct as they were aware of and tacitly approved 

this conduct.

59. Defendant and their medical and nursing staff provided care to Plaintiff that 

fell below the standard of care expected of medical care and nursing home organizations, 

under the same or similar circumstances.

60. The departures from the standard of care included violating sections of the 

Ohio Resident’s Rights Law, R.C. section 3721.13.

61. As a direct and proximate result of the negligence described above, Philip 

Woodruff sustained permanent injury and loss including, but not limited to, conscious 

pain and suffering, disability, and his untimely and wrongful death.

62. WHEREFORE, Plaintiff demands judgment against Defendants, in an 

amount more than Twenty-Five Thousand Dollars ($25,000.00), for conscious pain and 

suffering, loss of enjoyment of life, together with costs of suit, attorneys’ fees and 

expenses, punitive and exemplary damages, and any other relief to which the decedent 

may be entitled to and/or that the court finds is appropriate and/or equitable.

SECOND CAUSE OF ACTION 

(WRONGFUL DEATH)

63. Plaintiff incorporates all other paragraphs of this Complaint as if fully 

rewritten therein.

64. Plaintiff brings this Cause of Action pursuant to Ohio’s Wrongful Death

Statute, Ohio Revised Code section 2125 et seq., for the benefit of Philip Woodruff’s heirs
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and next of kin who have suffered loss and damage due to Philip Woodruff’s wrongful and 

untimely death.

65. As a direct and proximate result of the negligence/recklessness described 

above, Philip Woodruff sustained physical injuries that caused their untimely and 

wrongful death.

66. Philip Woodruff’s next-of-kin suffered damages as set forth in the Ohio 

Wrongful Death statute, including mental anguish and grief, medical and funeral 

expenses, and loss of Decedent’s support, services, society, and companionship.

67. WHEREFORE, Plaintiff demands judgment against Defendants, in an 

amount more than $25,000.00 to compensate the decedent’s next of kin and heirs at law, 

together with costs of suit, attorneys’ fees and expenses, exemplary damages, and any 

other relief the court finds is appropriate and / or equitable.

THIRD CAUSE OF ACTION 

(NURSING HOME RESIDENT RIGHTS VIOLATION R.C. 3721.13)

68. Plaintiff incorporates all other paragraphs of this Complaint as if fully 

rewritten therein.

69. The Defendants, directly or through their employees or agents, violated 

Philip Woodruff’s rights as a resident of Defendants’ Facility, as enumerated in Ohio 

Revised Code section 3721.13, including, but not limited to, the right to adequate and 

appropriate medical treatment and nursing care.

70. These violations give rise to a statutory cause of action.

71. As a direct and proximate result of Defendants’ violations of R.C. 3721.13, 

Philip Woodruff endured conscious pain and suffering and disability, suffered his 

untimely death, and was otherwise harmed.
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WHEREFORE, Plaintiff demands judgment against Defendants, in an 

amount in excess of $25,000.00, together with costs of suit, attorney’s fees and expenses, 

punitive and exemplary damages, and any other relief to which the court finds is 

appropriate and/or equitable.

FOURTH CAUSE OF ACTION 

(CIVIL CONSPIRACY)

73. Plaintiff incorporates all other paragraphs of this Complaint as if fully 

rewritten herein.

74. The Bickford Defendants and unknown additional potential co-conspirators 

had an express agreement, mutual understanding, or tacit agreement to, and/or their 

agents maliciously combined efforts to:

a. defraud residents and their families by delivering wholly inadequate 

care, contrary to their promises;

b. systemically understaff their facilities in violation of regulations, and 

for the purposes of their own profit at the expense of resident health 

and safety;

c. under-capitalize the facilities and syphon money to themselves and 

related entities for the purposes of their own profit at the expense of 

resident health and safety;

d. not providing the level of care, by understaffing the facility, paid for 

by taxpayer dollars;

e. as otherwise may be described in the Complaint or learned through 

discovery.

75. This understanding constitutes a malicious combination to injure residents 

of the Bickford Defendants’ Facility, including Philip Woodruff.

76. In pursuance of this common plan or design to commit tortious acts, the

Bickford Defendants actively took part in it, or furthered it by cooperation or request, or

Electronically Filed 04/18/2022 17:05 / / CV 22 962189 / Confirmation Nbr. 2528018 / CLLMD



lent aid or encouragement to the wrongdoers, or ratified and adopted the wrongdoers’ 

acts done for their benefit.

77. The conspiracy caused injury to Philip Woodruff, including death.

78. The negligent and / or reckless and / or fraudulent acts of the Bickford

Defendants constitute unlawful acts independent from the conspiracy itself.

79. WHEREFORE, Plaintiff prays for judgment against the Bickford

Defendants, for damages in an amount of more than Twenty-Five Thousand Dollars 

($25,000.00), together with punitive and exemplary damages, attorney fees and 

expenses, fees, interest, and costs incurred in this action, and any other relief this Court 

deems just and equitable to compensate Plaintiffs for the damages and injuries suffered.

A TRIAL BY JURY IS THEIREBY DEMANDED

Respectfully Submitted,

/s/ Michael A. Hill______________________

MICHAEL A. HILL (0088130) 

EADIE HILL TRIAL LAWYERS 

3100 East 45th St., Suite 400

Cleveland, Ohio 44127

(216) 777-8856 (o) | (216) 716-2502 (f) 

michael. hill @ eadiehill.com

www.eadiehill.com

Counselfor Plaintiff
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STATE OF MISSOURI ) AFFIDAVIT OF MERIT

)

)

Affiant JOHN J. CASCONE, having been first duly sworn, states:

1. I am an adult, have no known disability preventing my truthful testimony, and 

have personal knowledge of the matters contained within this affidavit.

2. I am Board Certified in Internal Medicine and Infectious Diseases by the 

American Board of Internal Medicine. I am a licensed medical doctor in Kansas and Missouri. 

I am an infectious disease physician with the University of Kansas Health System-St. Francis 

Campus, the Kansas City VA Medical Center, and Kindred Hospital Northland. In addition, 

I am the medical director of three long-term care facilities.

3. Through my specialized knowledge, skill, training, experience, and education, 

I am familiar with the standard of care applicable to the medical and nursing care and 

treatment that was provided to Phil Woodruff while a resident of Bickford of Rocky River.

4. I have reviewed all medical records reasonably available to Estate of Philip D 

Woodruff concerning the allegations contained in the complaint.

5. To a reasonable degree of medical probability, the Defendants Bickford of 

Rocky River, Bickford Master Buckeye, LLC, NHI - REIT of Bickford, LLC., Bickford Senior 

Living Group, LLC., Brian Woods, LPN, and additional caregivers breached the standard of 

care and the breach caused Phil Woodruffs injuries and death.

6. I incorporate by reference a copy of my report dated April 14, 2022, and the 

expert opinions/conclusions stated therein, which is attached as Exhibit 1A.

FURTHER AFFIANT SAYETH NAUGHT.

JOHN J. CASCONE
State of Florida County of Polk

SWORN TO BEFORE ME and subscribed in my presence this 18 TH day of April 2022.

by John J Cascone. __Personally Known OR Produced Identification Type of Identification Produced

MO DRIVER LICENSE

NOTARY PUBLIC Darrell Dunlap

Notarized online using audio-video
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April 14, 2022

Michael A. Hill

Eadie Hill Trial Lawyers

3100 E 45th Street

Suite 400

Cleveland, OH 44127

Re: Philip Woodruff’s Care at Bickford of Rocky River

Dear Mr. Hill,

You asked me to review the medical and nursing care that was provided to Philip 

Woodruff while he was a resident of Bickford of Rocky River, an assisted living facility 

in Rocky River, Ohio. I have reviewed the relevant materials, including the death 

certificate, medical records from Bickford of Rocky River, EMS Run Report 4.22.2021, 

Cleveland Clinic Fairview Hospital, Sprenger Health Care Towne Center, Associated 

Specialists, Inc., Ziad Al-Quadah, M.D., Khalid Mahmoud M.D., imaging, 

photographs, Judith Woodruffs notes, and Ohio Dept. of Health Investigation and 

Citation. I have expressed my opinions below to a reasonable degree of medical 

certainty. I reserve the right to amend or supplement this report as additional 

information becomes available.

Having reviewed the pertinent information, it is my conclusion to a reasonable degree 

of medical certainty that Bickford of Rocky River’s staff unlawfully and without 

physician directive administered toxic doses of risperidone to Philip Woodruff 

resulting in his acute decline and death. These actions were grossly below the 

standard of care, abusive, and deadly.

QUALIFICATIONS

I am Board Certified in Internal Medicine and Infectious Diseases by the American 

Board of Internal Medicine. I am a licensed medical doctor in Kansas and Missouri. 

I am an infectious disease physician with the University of Kansas Health System- 

St. Francis Campus, the Kansas City VA Medical Center, and Kindred Hospital 

Northland. In addition, I am the medical director of three long-term care facilities.

PHARMACOLOGICAL TREATMENT OF PARKINSON’S DISORDER

Parkinson’s disease (PD) is a complex neurobehavioral disorder associated with 

decreased dopamine production. Dopamine receptors in the brain consist of those of 

the D1 and D2 family. All antipsychotic drugs have potent D2 receptor blocking 

capacity and the therapeutic effects of these drugs on psychosis are related to their 
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action on the limbic system, where they reduce dopamine transmission.1 Because PD 

is caused by a reduction in dopamine, antipsychotic medications that further reduce 

dopamine transmission are especially dangerous because they can quickly worsen PD 

symptoms.

The use of antipsychotics in PD patients is associated with increased mortality and 

worsening motor symptoms. The choice of an antipsychotic medication should be 

based on a careful risk benefit assessment. Antipsychotic drugs in PD patients can 

block dopaminergic D2 receptors which can induce dyskinesia and extrapyramidal 

symptoms.

Antipsychotic medications are often classified as first-generation antipsychotic (FGA) 

and second-generation antipsychotic (SGA). SGAs are typically believed to be better 

tolerated in PD than FGAs. All antipsychotic medications have adverse effects. FGAs 

induce significant movement disorders, such as bradykinesia (slowness of 

movement), tremor (involuntary, rhythmic shaking), and rigidity (resistance 

throughout range of motion), sedation, anticholinergic effects (such as constipation, 

urinary retention, or dry mouth), and extrapyramidal symptoms, which can present 

as dysphagia, esophageal dysmotility, or aspiration. Risperidone is an SGA with 

adverse effects profile much more similar to FGAs than SGAs.2 Risperidone has high 

incidence of causing new-onset Parkinsonism in older adults without a history of PD 

because of these side effects.3 4 5 6 7 8

It has long been known that extrapyramidal symptoms caused by risperidone, even 

in non-PD patients, include dysphagia, esophageal dysmotility, and aspiration.45678

For over 25 years, the medical community has known that risperidone worsens motor 

symptoms in PD patients. A 1997 study showed worsening of motor symptoms in

1 Shin et al. Drug-Induced Parkinsonism. J Clin Neurol 2012;8:15-21

2 N. Divac, et al. Second-generation antipsychotics and extrapyramidal adverse effects, 

BioMed Research International, vol. 2014, Article ID 656370

3 Chyou, T., et al, Comparative risk of Parkinsonism associated with olanzapine, risperidone, 

and quetiapine in older adults-a propensity score, Pharmocoepidemiol Drug Saf. 2020:29; 

692-700, 2020

4 Crouse et al. Dysphagia with second-generation antipsychotics; A case report and review of 

the literature. Ment Health Clin 2017;7(2):56-64

5 Stewart, JT, Dysphagia associated risperidone therapy. Dysphagia 2003;18(4):274:-5

6 Brahm NC, et al. Risperidone and dysphagia in a developmentally disabled woman. Prim 

Care Companion J Clin Psychiatry. 2017;9(4)315-16

7 Guggal HS, Ripseridne-induced tardive pharyngeal dystonia presenting with persistent 

Dysphagia: a case report. Prim Care Companion J Clin Psychiatry. 2008;10(2):161-2

8 Lee et al. Antipsychotic-induced dysphagia: A case report. Prim Care Companion CNS 

Disord. 2015; 17(5)

Electronically Filed 04/18/2022 17:05 / / CV 22 962189 / Confirmation Nbr. 2528018 / CLLMD



100% of PD patients prescribed risperidone.9 Recent reports from JAMA Neurology 

have demonstrated that risperidone significantly increases mortality in PD patients, 

with a hazard ratio of 2.46 over nonuse.10 Therefore, FGAs and risperidone should be 

avoided in patients with PD due to their ability to aggravate Parkinson’s symptoms.

The FDA took the additional step of mandating the addition of a “black box warning” 

to risperidone. A black box warning appears on a prescription drug’s label and is 

designed to call attention to serious or life-threatening risks.

The FDA warning states:

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS 

WITH DEMENTIA-RELATED PSYCHOSIS

Elderly patients with dementia-related psychosis treated with 

antipsychotic drugs are at an increased risk of death. RISPERDAL is 

not approved for use in patients with dementia related psychosis. (5.1)

9 G. Meco, et al, Risperidone in levodopa-induced psychosis in advanced Parkinson’s disease: 

An Open-Label, Long-Term Study, Movement Disorders, vol.12., no.4, pp.610-612, 1997

10 D. Weintraub, et al. Association of antipsychotic use with mortality risk in patients with 

Parkinson disease, JAMA Neurology, vol.73, no.5, pp.535-541, 2016
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WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS 

WITH DEMENTIA-RELATED PSYCHOSIS

See full prescribing information for complete boxed •earning. 

Elderly pniients with deinentin-rdnted psychosis treated with 

antipsychotic drugs are at an increased risk of death. RISPERDAL1 is 

not approved for use in patients with dementia-related psychosis. (5.1)

WARS JSC: INCREASED MORTALITY LX ELDERLY PAU EM S WITH DEMENTIA- 

RELATED PSYCHOSIS

Elderly patient* with dementia reinted psycho*!* treated "11b antipsychotic drug* are at an 

tor leased risk nt death. Analyses nt 17 placebo round led Minis (modal duration nt 10 

weeks), largely In patients taking atypical antipsychotic drugs, reseated a risk or den th in 

drug Healed patients of between 1.6 Io 1.7 time* Ute risk of death in plarebo-treated 

pH Hen Is. Over I lie endive of :l tyjiknl 10 Week rob troll rd trial, the nite of dentil Its drug 

Iren ted patient* "a* about computed to it rare ot about J .6% in the placebo group.

Altliuugli Ute cait*r* of death were varied, most of rite den tit* appeared to be ri titer 

cardiovascular (e.g., heart failure, sudden death) or iu fee I toils (e.g.T pneumonia) In out me. 

Observational studies suggest that, similar to atypical antipsychotic drugs, treatment with 

con icut Ion a I antipsychotic drugs may Inrieust mortality. I he extent Io ublcli the do dings 

of increased mortality hr obseivatloua) studies mav be attributed to lite anlipsvrboilc drug 

as apposed to some charnrteiistir(s) of tile patients Is not dear. RISPERDAL* 

(risperidone) Is not approved for the treat me nt of patients with dementia, tela ted psychosis.

On a 3-year cycle, the American Geriatrics Society publishes the AGS Beers Criteria, 

which identifies potentially inappropriate drugs for the elderly. The Beers Criteria 

has that the following antipsychotics should be avoided in PD patients: “All 

antipsychotics (except quetiapine, clozapine, and primavensarine).”11

SUMMARY OF EVENTS

Phillip Woodruff was 81 years old when he entered Bickford of Rocky River. Mr. 

Woodruff resided with his wife Judith in West Virginia prior to his moving to 

Bickford.

In July 2019, Mr. Woodruff was seen by Khalid Mahmoud, M.D. and speech therapy 

who identified pharyngeal dysphagia. The following month, August 2019, Mr. 

Woodruff was seen by Zaid Al-Quadah, M.D. for Parkinson’s. He was started on 

Sinemet12 25/100 t.i.d. After starting Sinemet for Parkinson’s symptoms, his 

11 American Geriatrics Society 2019 Updated AGS Beers Criteria for Potentially

Inappropriate Medication Use in Older Adults, JAGS 67:674-694, 2019

12 Sinemet is a combination of carbidopa and levodopa used to treat symptoms of Parkinson’s 

disease or Parkinson-like symptoms. Parkinson’s disease is believed to be caused by too little 

dopamine in the brain. Levodopa changes into dopamine in the brain, helping to control 

movement. Carbidopa prevents the breakdown of levodopa in the bloodstream so more levodopa 
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dysphagia resolved. Dr. Al-Quadah’s records confirm that Mr. Woodruffs swallowing 

issues were being caused by early Parkinson’s symptoms and were successfully 

treated with Sinemet. (8.15.2019 no difficulty swallowing; 11.15.2019 “doing 

extremely well on Sinemet 25/100 t.i.d.”, no difficulty swallowing, denies cough; 

3.16.2020 “doing well on Sinemet 25/100 t.i.d.”, “He has been doing extremely well.”, 

denies dysphagia; 7.16.2020 denies cough congestion, no dysphagia; 8.17.20 “he is 

doing well on Sinemet 25/100 two tablets t.i.d.”, no difficulty swallowing, denies 

cough, no dysphagia; 3.10.21 no difficulty swallowing, denies cough, no dysphagia.)

On March 31, 2021, Mr. Woodruff was admitted to Bickford of Rocky River for 

increased confusion while his wife was in the process of selling their home in West 

Virginia. The plan was that after selling their home, Judith and Phillip would move 

to a senior living community.

Bickford’s initial assessment of Mr. Woodruff revealed that he was alert, ambulatory, 

independent with eating and drinking, mostly continent, able to communicate, and 

without evidence of diet restrictions or dysphagia. His behaviors included occasional 

inappropriate responses and frequent wandering, especially at night. His 

medications at the time of admission included Abilify (an antipsychotic medication) 

and Sinemet.

On April 15, 2021, Mr. Woodruff was observed wandering in another resident’s room 

and laid down on the floor taking his shirt off. A licensed practice nurse (LPN) ordered 

Risperidone 5mg to be administered 2x daily for Mr. Woodruff. This was a 

handwritten physician’s order that did not indicate a time and did not indicate a 

physician or nurse practitioner responsible for the order. All evidence confirms that 

the order for risperidone was written by a Bickford LPN and never authorized by a 

physician. No reasonable physician or nurse practitioner would order this medication 

in this dose. The dose ordered by the LPN is 10-20x the starting dose in a patient for 

whom this medication would have been appropriate. The medication administration 

record reveals that Mr. Woodruff received at least 8 total doses of Risperidone 5mg 

from April 17, 2019, through April 19, 2021.

On April 19, 2021, facility staff reported that the resident was weak, lethargic, not 

eating, not drinking, not responding, and in a wheelchair. This is a drastic change in 

Mr. Woodruff’s condition. The nurse practitioner immediately discontinued 

Risperidone and suspended other antipsychotic medications. Mr. Woodruff’s 

condition did not improve.

On April 22, 2019, Mr. Woodruff was admitted to Cleveland Clinic Fairview Hospital 

for hypoactive delirium. The Emergency Department history and physical states: 

“This is an 81-year-old male who presents with cognitive and functional decline over

can enter the brain. This combination medication is considered a standard first line treatment 

for Parkinson’s.
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the past several days. The patient has a history of Parkinson's disease along with 

Lewy body dementia. The patient currently resides in an assisted living facility 

memory care unit. He was placed there at the end of March by his spouse. His spouse 

is his power of attorney. The patient is currently DNR CCA. N ursing staff noticed 

the cognitive decline over this past weekend. The patient was given 

Risperdal 5 mg twice daily since April 15. It was discontinued this past 

weekend with the hopes that the lethargy will resolve. It is not since that 

time. The patient has since developed cough. There is a concern for 

dehydration as the patient has not been eating and drinking well this week 

at the facility. There is also concern for possible aspiration pneumonia. The 

patient is currently AO x1 and does not provide any history. Most of the history was 

obtained by the spouse over the phone.” (Cleveland Clinic Fairview Hospital 000030) 

The records further state: “patient had been getting Risperdal 5mg twice daily 

. . . .and there was no order from MD or NP associated with this.” (Cleveland 

Clinic Fairview Hospital 000043)

At Cleveland Clinic Fairview Hospital, Mr. Woodruff was diagnosed with:

• Severe sepsis

• Aspiration pneumonia

• Dehydration

• Hypernatremia

• Acute kidney injury

• Dysphagia

• Hypoactive delirium

A feeding tube was placed on April 26, 2021. Palliative care and hospice were 

consulted during the hospitalization, but Ms. Woodruff declined their services at that 

point.

On April 28, 2021, Mr. Woodruff was admitted to Sprenger Health Care Towne 

Center for continued treatment. Mr. Woodruff’s condition had only slightly improved. 

The review of systems revealed: “Cannot tell due to his cognition. The patient is not 

able to talk to me even when I grab him on the bed and I actually waived at him etc. 

Patient was not able to engage in any type of communication at this time.” (Sprenger 

000002)

Sepsis is a systemic organ dysfunction associated with unregulated host response to 

infection. Sepsis is widely recognized as a highly life-threatening condition associated 

with a high rate of patient deaths. Sepsis survival patients exhibit a high death rate 

after hospital discharge compared to patients with any other disease. In a nationwide 

US cohort of older sepsis survivors, one-sixth experienced persistent physical
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disability or cognitive impairment, and one-third died during the following year.1314 

In a cohort study of 116,507 survivors of hospital-treated sepsis in Germany, nearly 

three-quarters had new medical, cognitive, psychological diagnoses; nearly one-third 

were newly dependent on nursing care; and more than 3 in 10 died in the first-year 

post sepsis. New diagnoses co-occurred in one-quarter of participants and affected 

sepsis survivors irrespective of preexisting diagnoses, sepsis severity, and intensive 

care unit.13 14 15

Following his discharge from Cleveland Clinic Fairview Hospital, Mr. Woodruff 

continued to experience post-sepsis syndrome, including physical and cognitive 

disabilities leading to his death approximately one month after his discharge from 

his acute hospitalization for sepsis and Risperdal overdose.

As an 81-year-old white non-Hispanic male living in the United States, Mr. Woodruff 

had a life expectancy of 7.8 years. This is consistent with what I have experienced 

treating elderly patients similar to Mr. Woodruff.

CONCLUSIONS

In summary, Bickford of Rocky River and its staff fell grossly below the standard of 

care, were unlawful, and were abusive, and these deviations caused Mr. Woodruff to 

suffer severe disability and death. More specifically:

• The LPN who wrote an order for Risperdal violated the standard of care, all 

nursing regulations, rules, and standards of practice, and engaged in the 

unlawful practice of medicine by undertaking actions that far exceed his scope 

of practice. He did this while in the course and scope of treatment as a Bickford 

of Rocky River representative.

• Bickford’s nursing staff observed their patient decline for a period of days 

without notifying a physician or mid-level provider, updating Mr. Woodruff’s 

power of attorney (Judith Woodruff), appropriately documenting his decline, 

or taking appropriate action on behalf of their patient.

• Bickford of Rocky River’s administration was wholly lacking in that its systems 

failures allowed a practical nurse to order and then administer medications for 

a period of days without physician approval.

13 Iwashyna TJ, et al Long-term cognitive impairment and functional disability among 

survivors of severe sepsis JAMA 2010;304(16):1787-1794

14 Prescott H et al Increased 1-year healthcare use in survivors of severe sepsis Am. J. Respir 

Crit Care Med. 2014; 190(1):62-69

15 Fleishmann-Struzek, Carolin et al Epidemiology and Costs of Postsepsis Morbidity, 

Nursing Care Dependency, and Mortality in Germany, 2013-2017 JAMA Network Open. 

2021;4(11):e2134290
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• Even had the Risperdal been approved by a physician, the dose of the 

medication would have been concerned grossly below the standard of care and 

reckless as it was administered at 10-20x the recommended starting dose for a 

patient in whom this medication was appropriate. Not only was this 

medication not authorized by a physician, it was given in a lethal dose.

• The administration of Risperdal caused severe motor disfunction and 

extrapyramidal symptoms, including dysphagia and aspiration. These 

symptoms resulted in aspiration pneumonia, sepsis, dehydration, organ 

failure, cognitive dysfunction, the placement of a feeding tube, and post sepsis 

syndrome from which Mr. Woodruff never recovered resulting in his death 

approximately one month after receiving toxic levels of unauthorized 

medications.

John Cascone, M.D.
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Daniel L. Sudakin, MD, MPH, LLC

Medical Toxicology, Addiction Medicine, Preventive medicine

9370 SW Greenburg Rd, Suite 201 

Portland, OR 97223

January 3, 2022

Michael A. Hill

Eadie Hill Trial Lawyers

Re: Phil Woodruff records review

Dear Mr. Hill,

This preliminary report has been prepared at your request, in regards to my review of 

the records pertaining to Phil Woodruff (deceased, date of death 5/30/21). You asked 

for me to review the records in this matter, and based upon my knowledge, training, and 

experience, to provide opinions regarding whether a medication error occurred, and 

what consequences could have resulted from a medication error.

This report begins with a brief background on my experience and qualifications. I have 

included a list of materials reviewed in the preparation of this report. The preliminary 

report concludes with opinions that I have derived, based on my knowledge, training, 

experience, and review of records.

Background and qualifications:

I am a physician with board certification in three specialties including Public Health and 

General Preventive Medicine, Medical Toxicology, and Addiction Medicine. My 

knowledge, training, and certification in Public Health and General Preventive Medicine 

includes medical errors and patient safety. My knowledge, training, and experience in 

Medical Toxicology includes pharmacokinetics, drug metabolism, adverse drug effects 

and interactions, and drugs that can affect the neurological system. I currently maintain 

an active clinical practice that integrates preventive medicine, medical toxicology, and 

addiction medicine.
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As a medical toxicologist, I have experience in reviewing medical records, including 

physician order sheets and medication administration records (MAR), to evaluate 

medication errors and the potential for adverse drug events. In my training and 

experience as a medical toxicologist, I have provided consultation to physicians, 

pharmacists, and other allied health care providers in a variety of settings including 

hospitals, outpatient clinics, and nursing homes. These consultations have included 

adverse drug reactions, drug-drug interactions, and acute as well as chronic overdose 

of medications.

I am a Fellow of the American College of Medical Toxicology (FACMT), the American 

Academy of Clinical Toxicology (FAACT), and the American Society of Addiction 

Medicine (FASAM). My status as Fellow in these professional organizations reflects 

peer-recognition of my contributions to these respective fields in terms of scholarship, 

research, teaching, and service. A complete summary of my training, qualifications, 

experience, and publications appears in my CV, attached to this report.

Records Reviewed:

1. Associated Specialists, Inc., medical records;

2. Bickford of Rocky River Medical and Billing Records;

3. Cleveland Clinic—Fairview Hospital Records;

4. Death Certificate;

5. Dr. Khalid Mahmoud, MD (digital imaging and films);

6. Ohio Department of Health Survey, completed 6/2/21;

7. Rocky River Fire Department EmS Report, 4/22/21;

8. Towne Center Records.

Opinions:

1. A medication error at the Bickford of Rocky River resulted in the 

inappropriate administration of a dangerously high dose of Risperdal 

(risperidone) to Mr. Woodruff.

In March of 2021, Mr. Woodruff was an elderly patient with Parkinson’s Disease and 

confusion. At the time of admission to the Bickford of Rocky River, Mr. Woodruff’s 

prescribed medications included Sinemet (carbidopa/levodopa, a medication for 

Parkinson’s Disease) and aripiprazole. A nursing assessment on March 31, 2021, 

documented that he had no abnormal lung findings, he appeared to be well-nourished, 

and was able to feed himself. He was described as alert and active, and was 

independent with his mobility (“walks to meals/activities, within mobility limitations”). He 

had evidence of cognitive dysfunction.

The nursing notes from Bickford of Rocky River document that on April 15, 2021, Mr. 

Woodruff was noted to be wandering in to other resident rooms, and laying down on the 

floor, taking off his shirt, and refusing to get up. At the time, Mr. Woodruff was showing 
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no signs of pain, nausea, or shortness of breath. The nursing note from that date 

documented: “NP on duty notified. New order given for risperidone 5 mg po bid.”

Risperidone (trade name Risperdal) is an atypical antipsychotic medication, that is FDA- 

approved for the treatment of schizophrenia or bipolar mania in adults, and for irritability 

associated with autistic disorder. Risperidone is not FDA-approved for use in patients 

with dementia-related psychosis, and this medication has a black box warning for 

increased mortality in elderly patients with dementia-related psychosis.1 The FDA- 

approved prescribing information for risperidone indicates that patients with Parkinson’s 

Disease or Lewy Body Dementia can experience increased sensitivity to risperidone 

including confusion and obtundation. Worsening Parkinson symptoms were among the 

most common adverse reactions observed in clinical trials of risperidone.1 It is for these 

reasons that risperidone should not be used in patients with cognitive impairment and 

dementia in Parkinson’s Disease.2

On April 15, 2021, the records from Bickford of Rocky River document a physician 

telephone order for risperidone (misspelled as “Risperadone”), 5 milligrams twice a day, 

by mouth. The signature of the provider who documented the telephone order is 

illegible. The time of the order is not documented. The telephone order does not include 

a signature from an attending physician or nurse practitioner provider.

The medication administration record from Bickford of Rocky River documents that Mr. 

Woodruff received risperidone (5 mg in the AM and/or PM) for three consecutive days. 

In a subsequent telephone order on April 19, 2021, the Risperdal was discontinued, with 

a documented clarification that it was “not ordered by Dr. Bautista.” At that time, a chest 

x-ray was ordered because of cough and wheezing, and Mr. Woodruff’s aripiprazole 

was withheld “until fatigue/lethargy resolves.”

The dose of risperidone that was administered to Mr. Woodruff (5 mg, twice a day), 

greatly exceeds the recommended daily dosage for adults with appropriate indications 

for this drug. For example, the recommended initial daily dose of risperidone for 

irritability associated with autistic disorder is 0.25 - 0.5 mg per day. The medication 

administration records document that Mr. Woodruff received a 5 mg dose of risperidone 

on the first day, a total dosage of 10 mg of risperidone on the second day, and an 

additional 5 mg of risperidone on the third day before the medication error was 

discovered. This is consistent with an overdose of risperidone.

The most common symptoms of overdose from risperidone include drowsiness and 

sedation. The prescribing information for risperidone indicates that aspiration can be 

caused by antipsychotic medication administration, and that the risk of aspiration 

pneumonia is increased after an overdose of risperidone. A medication error occurred at 

the Bickford of Rocky River, resulting in the inappropriate administration of a dangerous

1 FDA prescribing information for Risperidone, accessed January 3, 2022. 

https://www.accessdata.fda.gov/drugsatfda docs/label/2019/020272s082,020588s070,021444s056lbl.pdf

2 Emre M, et al.. Cognitive Impairment and Dementia in Parkinson’s Disease: Practical Issues and 

Management. Movement Disorders. 2014;29(5):663-72.
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medication (risperidone) at a very high dose to Mr. Woodruff. There is no evidence that 

the risperidone that was administered to Mr. Woodruff was initiated by an order from an 

attending physician or nurse practitioner.

2. The medication error at Bickford of Rocky River resulted in Mr. Woodruff’s 

hospitalization at Fairview Hospital.

On April 22, 2021, Mr. Woodruff was transferred via EMS from Bickford of Rocky River 

to Fairview Hospital because of cognitive decline, persistent lethargy, cough, and 

dehydration. The emergency room physician documented that Mr. Woodruff had been 

receiving Risperdal 5 mg bid since April 15, 2021. On initial physical examination, Mr. 

Woodruff was lethargic, had dry mucous membranes, signs of acute kidney 

insufficiency, and a chest CT scan with findings concerning for aspiration. The initial 

impressions included dehydration, aspiration pneumonia, sepsis, lethargy, and acute 

kidney injury. Swallowing deficits were identified, and on April 26, 2021, Mr. Woodruff's 

attending physician documented he was not able to swallow at all. The attending 

physician suspected Mr. Woodruff had aspirated after being placed on risperidone.

The medication error at Bickford of Rocky River resulted in Mr. Woodruff experiencing 

symptoms and signs of overdosage from risperidone, leading to serious complications 

that required hospitalization. These complications included altered mental status 

(lethargy), which resulted in aspiration pneumonia, dysphagia, sepsis, and dehydration 

leading to acute kidney injury.

3. The records from Bickford of Rocky River contain several irregularities.

Mr. Woodruff's records from Bickford of Rocky River contain approximately 15 pages of 

documents relating to a different resident at that facility. These included documents 

pertaining to the other resident's bill of rights to confidential treatment of personal 

records.

In addition to the absence of a physician or nurse practitioner signature on the 

telephone order for risperidone that appears in the record on April 15, 2021, there are 

other irregularities. The Physician's Orders sheet for risperidone tablets, 2 mg, that were 

administered to Mr. Woodruff documents an order that was originally written on April 16, 

2021. The telephone order for risperidone was actually dated April 15, 2021. The 

Physician's Orders sheet for risperidone tablets, 3 mg, that were administered to Mr. 

Woodruff indicates an order that was originally written on April 17, 2017, which does not 

accurately document the telephone order that was dated April 15, 2021. The Physician's 

Orders sheet indicates the prescriber of risperidone was Dr. Jan Bautista, but there is 

no physician signature that appears at the bottom of the order sheet.

The opinions in this preliminary report are expressed with a reasonable degree of 

medical probability. I reserve the right to add to and modify my opinions based on 

receipt of additional information.
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Sincerely,

_

Daniel L. Sudakin, MD, MPH
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Lorraine Doonan RN, BSN, MS, CPHQ, LNCC, CSA ,BCPA, CDP

4 Pine Glen Road

Simsbury, CT 06070

Michael Hill, Esq.

Eadie Hill Trial Lawyers

3100 E. 45th St., Suite 400

Cleveland, Ohio 44127

January 26, 2021

Re: The Estate of Philip Woodruff vs. Bickford Rocky River

Dear Mr. Hill:

This report is a summary of my opinions based on the review of records for Philip Woodruff whose date 

of birth was 6/2/1939.

I am a clinically active Registered Nurse with greater than twenty-five years of experience. I am qualified 

to express opinions on the care delivered to Philip Woodruff by Bickford Rocky River ("Bickford") on the 

basis of my education, training and experience. My clinical and supervisory experience includes working 

as a Director of Nursing, Nursing Supervisor as well as Executive Director in an environment similar to 

that of Bickford. I am familiar with the standard of care for patients with diagnoses including Parkinson's 

Disease, Lewy Body Dementia, Aspiration Pneumonia, Dysphasia, Dysphagia and Protein-Calorie 

Malnutrition. My educational background includes holding a Bachelor of Science Degree in Nursing from 

Rutgers University, as well as a Master of Science Degree in Management from Rensselaer Polytechnic 

Institute. Presently, I hold national board certifications as a Certified Professional in Healthcare Quality 

(CPHQ), Legal Nurse Consultant Certified (LNCC), Certified Senior Advisor (CSA), Board Certified Patient 

Advocate (BCPA) and Certified Dementia Practitioner.

I have reviewed the following records related to the care of Philip Woodruff:

• Bickford Rocky River Records

• Cleveland Clinic Fairview Hospital Records

• Springer Health Towne Center Records

• 4/22/2021 Rocky River Fire Department EMS Transport Summary

• Death Certificate

• Photographs

• 6/2/2021 Ohio Department of Public Health Survey Report - Bickford of Rocky River

• Ohio Administrative Code 3701-16: Residential Care Facilities

Summary;

Philip Woodruff was admitted to Bickford's memory care unit on 3/30/2021. Judith Woodruff, Philip's

wife, chose Bickford, an assisted living facility for her 81-year-old husband as Mr. Woodruff's brother
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had resided there, it was close to Philip's sister's home, and Bickford staff assured her they would 

provide the care and supervision her husband required. The admission was intended to be temporary as 

Mrs. Woodruff needed for her husband to be cared for in a supervised setting as she readied their home 

for sale. Prior to his admission to Bickford, Mr. Woodruff lived with his wife in their home in West 

Virginia. Mr. Woodruff was described as physically active and social prior to his admission to Bickford.

As part of Bickford's admission process, Judith Woodruff, as her husband's Power of Attorney, was 

required to sign a Resident's Bill of Rights Statement. In the records sent by Bickford in response to the 

Estate's request for medical records, a different male resident's signed Resident Bill of Rights Statement 

was included with Mr. Woodruff's records. There was no copy of a signed Resident Bill of Right 

Statement applicable to Mr. Woodruff contained within the copy of records that were reviewed.

Bickford's Resident Bill of Rights Statement {Bickford Record, p. 48) includes the following resident rights: 

1. Right to safe-living environment; 2. Right to be free from physical, verbal and emotional abuse; 3. 

Right to adequate and appropriate medical treatment and nursing care...; 8. Right to participate in 

decisions that affect the resident's life; 13. Right to be free from chemical or physical restraints...prior to 

authorizing a chemical or physical restraint on any resident, the attending physician shall make a 

personal examination of the resident and an individual determination of the need to use the restraint on 

that resident...ln no event shall physical or chemical restraints...be used for punishment, incentive or 

convenience; 15. Right to all civil rights; 16. Right of access to opportunities that enable the resident...to 

achieve the resident's fullest potential; 19. The right to retire and rise in accordance with the resident's 

reasonable requests...; 32. The right to have any significant change in the resident's health status 

reported to the resident’s sponsor as soon as known.

In addition to signing Bickford's Resident Bill of Rights Statement, Judith Woodruff was required to sign a 

Value Med Pharmacy Agreement (Bickford Record, p. 19). The Value Med Pharmacy system is described 

as a computerized system that cross checks each resident's list of medications to detect any dangerous 

drug to drug interactions...Further representation indicates that a consultant pharmacist is available 24 

hours per day, 7 days per week. Pharmacist Consultants are described as interacting with a resident's 

physician and Bickford staff to ensure medications are administered in the proper manner and side 

effects of medication therapy are identified, providing recommendations regarding medication therapy, 

and providing unit dose packaging in bubble packs.

Philip Woodruff had a long-term care insurance policy through Genworth. Massachusetts Mutual 

Insurance Company administers the claim process and requested information from Bickford, including 

daily care notes (Bickford Records, p. 24). Administrator Cheyenne Wurm's response to the request for 

information was "Not applicable-an ALF". Documentation was described as done "by exception". 

Administrator Wurm's responses to the Long-Term Care Insurance Facility Questionnaire indicated Dr. 

Bautista, Mr. Woodruff's designated attending physician, was the Medical Director for Bickford. Ms. 

Wurm responded that there was one Registered Nurse on staff, whose hours were "on call". Four 

licensed practical nurses, working two shifts per day, eight hours per shift, were documented as well as 

fourteen aids working 8 hours per shift. The patient to staff ratio response was illegible.

Mr. Woodruff was deemed appropriate for admission to Bickford with well-established diagnoses of 

Parkinson's Disease and Lewy Body Dementia. Prior to his admission to the secured memory care unit
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at Bickford, Administrator Cheyenne Wurm and nursing staff were aware he was being administered the 

medication Apripazole to control behaviors and hallucinations due to Lewy Body Dementia. Additionally, 

it was known that he was being administered Sinemet to decrease side effects resulting from Parkinson's 

Disease as well as the antidepressant Lithium to decrease the frequency of "sundowning" episodes.

The Pre-Move In Nurse Assessment (Bickford Records, p. 81) indicated Mr. Woodruff was clean, neat and 

well-groomed. He experienced occasional bladder incontinence but was continent of bowel, awakened 

at night frequently, was alert, active, walked to meals and activities and spoke well.

A point system was used at Bickford during Mr. Woodruff's residency to calculate the level of care he 

would receive and the cost of the care (Bickford Records, p. 92). Based on the calculation for Mr. 

Woodruff, his point score was 65. A score of 61-75 indicated Memory Care Level 2 was the appropriate 

level of care for him.

Administrator Cheyenne Wurm documented Mr. Woodruff, upon admission on 3/30/21, was 

independent with eating, transferring, required stand-by assistance with dressing and toileting and 

hands-on assistance with bathing and continence. Upon his admission to the secured memory care unit, 

Mr. Woodruff ambulated without the use of assistive devices and consumed a regular consistency diet.

A nursing progress note of 3/31/21 at 11:45pm indicated Mr. Woodruff refused to stay in his room. On 

4/8/2021, Mr. Woodruff wandered and was found on the floor in "Mary B's" activity room, wedged 

between the wall and a dresser. He was unable to stand on his own and was noted to have abrasions to 

his left knee and skin tears to his right foot. His doctor was notified, and an order was obtained for 

x-rays. The x-ray results indicated no fractures had occurred. A 4/13/2021 progress note written by 

Nurse Pat Harris indicated that Mr. Woodruff had gone missing for "15 or 20 minutes". He was 

subsequently found in the maintenance area of the facility.

Nurse Brian, an LPN, in his progress note of 4/15/2021, indicated Mr. Woodruff was "wandering in other 

resident's rooms, lying on the floor, taking off his shirt, refused to get up". Mr. Woodruff was helped to 

get up by three staff members and showed no signs or symptoms of pain or shortness of breath. Nurse 

Brian's progress notes indicated he had notified the RN Coordinator of Mr. Woodruff's behavior. 

According to his notes of 4/15/2021, Nurse Brian, an LPN, contacted the Nurse Practitioner on-call and a 

new order for Risperidone ("Risperdal") 5mg twice daily was obtained. The documented verbal order for 

Risperidone 5 mg twice daily contains Nurse Brian's illegible signature, was not faxed to, or signed by the 

Nurse Practitioner who allegedly gave the verbal order, or Mr. Woodruff's physician (Bickford Record, p. 

71). Judith Woodruff was informed her husband had experienced a psychotic episode. Subsequent 

printed orders for the Risperidone (Bickford Records, p. 73) indicated the prescription numbers were Rx# 

3810042 and Rx# 381084 (for 3mg and 2mg tablets to create the 5 mg. ordered dosage). Risperidone 5 

mg was scheduled to be administered at Sam and 8pm daily. Eight doses of Risperidone 5 mg. were 

administered to Mr. Woodruff. Upon the initiation of the Risperdal, Mr. Woodward became increasingly 

weakened and lethargic. He demonstrated difficulty with eating and drinking. Mr. Woodruff became 

essentially bedbound. On 4/18/2021, Mr. Woodruff was found lying on the floor in his bathroom. On 

4/19/2021, the Nurse Practitioner assessed Mr. Woodruff and noted he was coughing, wheezing, and 

displaying increased lethargy and fatigue. The Nurse Practitioner wrote an order to discontinue all doses 

of Risperdal with the notation "not ordered by Dr. Bautista". The Nurse Practitioner also wrote an order 

for Mr. Woodruff's Aripiprazole to be put on hold until his lethargy/fatigue resolved. This order was 

signed by the Nurse Practitioner and faxed to the pharmacy on 4/19/2021.
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Concerned about the obvious drastic change in her husband's condition, Judith Woodruff requested he 

be sent to the hospital for evaluation. Cleveland Clinic Fairview Hospital's ("Fairview Hospital") 

Discharge Summary (CCFH 000003) indicated that Mr. Woodruff was admitted on 4/22/2021 with a 

primary diagnosis of hypoactive delirium. The hospital Discharge Summary states "recently placed in 

Bickford Assisted Living/Memory Care. Around 4/17, you were walking, talking and feeding yourself. 

You started wandering at night and were placed on Risperidone around 4/19 which made you sleepy and 

resulted in weakness, decreased appetite and subsequently, aspiration pneumonia and dehydration 

causing acute kidney injury. You were seen by speech therapy at the Bickford around the week of 4/12 

and were told you needed thickened liquids. You were seen by speech therapy here and failed the 

evaluation likely due to hypoactive delirium...We placed a CORPAK (feeding tube) on 4/26 and started 

you on tube feeding at night and added your sinemet...You will complete a seven-day course of 

antibiotics..." In addition to the diagnosis of hypoactive delirium, Mr. Woodruff was newly diagnosed at 

Fairview Hospital with aspiration pneumonia, severe protein-calorie malnutrition, severe sepsis, 

hypernatremia and acute respiratory failure with hypoxia. Mr. Woodruff was discharged to Springer 

Towne Center Main Street ("Springer Towne Center”), a skilled nursing facility, on 4/28/2021.

Springer Towne Center documentation of 4/29/2021 indicated Mr. Woodruff's prognosis as "poor" and 

that hospice would become involved if there was no improvement in his condition. Springer Towne 

Center's admission diagnoses included pneumonitis due to inhalation of food and vomit, sepsis, 

dysphasia and dysphagia, oropharyngeal phase. It was documented that Mr. Woodruff's Sinemet dose 

was increased in an effort to control the increased rigidity he was experiencing. Mr. Woodruff's weight 

was noted to be 140lbs on admission. A subsequent weight on 5/25/2021 was documented at 13O.8lbs. 

A Braden Pressure Ulcer Risk Assessment noted Mr. Woodruff scores as "high risk". Springer Towne 

Center's MDS functional status assessment documentation contained the following: Bed Mobility - 

requires assist of 2 persons; Transfer - totally dependent, 2 persons assist; Dressing - extensive assist, 2+ 

persons; Eating - totally dependent, assist of 1; Toileting - extensive assist, 2+ persons; Personal Hygiene 

- extensive assist of 2+ persons (Springer Towne Center Records, p. 67). A mechanical Hoyer lift was 

required for all transfers. Springer Towne Center Records, p. 72 contains the statement "not applicable" 

in regard to Mr. Woodruff’s ability to walk. He had been bedbound since the administration of Risperdal 

at Bickford. The 5/27/21 progress note of Jodi Watkins, LPN, indicated Mr. Woodruff was making 

"gurgling" sounds with respirations. A Yankauer Suction device was used to clean his secretions and 

acetylcysteine via nebulizer was ordered three times daily for increased secretions. Cynthia Parson RN, 

with the assistance of A. Mahone LPN, pronounced Philip Woodruff's death at 1:55am on 5/28/21.

A Complaint Survey was completed at Bickford by the Ohio Department of Health on 6/2/2021. The 

results of the survey indicated that Bickford had the capacity for 72 residents and was operating at a 

census of 47 during the time Mr. Woodruff was a resident of the memory care unit. The 6/2/2021 

Complaint Survey pertained to the administration of Risperdal to Mr. Woodruff. The surveyor indicated 

that Bickford remained out of compliance for findings in prior surveys completed 1/27/20,1/28/21 and 

3/11/21. As a result of the 6/2/2021 survey, Bickford was assigned tag R0390 related to deficiencies in 

O.A.C. 3701-16-12(A) pertaining to Changes in resident health status. The surveyor found Bickford failed 

to 1. Take immediate and proper steps to ensure the resident receives necessary intervention...including 

medical attention or transfer to an appropriate medical facility; 2. Make a notation of the change in 

health status and any intervention taken in the resident's record; 3. Provide pertinent information to the 

person providing the intervention as soon as possible; 4. Notify the sponsor. The surveyor's review of 

Mr. Woodruff's medical record confirmed he had received eight total doses of Risperdal prior to it being
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discontinued by the Nurse Practitioner on 4/19/2021, The surveyor's interview with the Nurse 

Practitioner indicated her recollection of Mr. Woodruff, prior to the administration of Risperdal, as 

"mobile and ambulatory, somewhat confused but he had no dysphagia or dysphasia" (Ohio Department 

of Health Survey 6/2/2021, p. 4). The Nurse Practitioner further informed the surveyor that on 

4/19/2021, Mr. Woodruff was weak, lethargic, not eating, not drinking and not responding. The Nurse 

Practitioner told the surveyor that neither she nor Mr. Woodruff's attending physician ordered the 

Risperdal. The Nurse Practitioner informed the surveyor that the acceptable initial dose of Rispdal was 

0.25mg to 0.5mg. The Nurse Practitioner informed the surveyor that she had confirmed with Mr. 

Woodruff's attending physician that he had not received any communication from Bickford staff on 

4/15/2021 and had not given any verbal order for Risperdal. The Nurse Practitioner further stated that 

Mr. Woodruff had suffered increased Parkinson's tremors due to not receiving his scheduled dose of 

anti-Parkinson's medication. The anti-Parkinson's medication was being held due to the additive 

sedating effect of the medications in combination with Risperdal. The complaint filed pertaining to 

Bickford nursing staffs' administration of high dosages of Risperdal to Mr. Woodruff was substantiated by 

the Ohio Department of Health.

Conclusions:

Bickford of Rocky River's website has a "The Bickford Story" tab. Upon clicking on the tab, a story about 

founder Mary Bickford is present. In the story, it is stated that the "Bickford Family Tree continues with 

the self-same purpose, the core running through every aspect of what we do, enriching happiness in the 

lives that become entwined with ours." (bickfordseniorliving.com/ourstory) The owners/operators. 

Administrator and nursing staff at Bickford failed to meet the public representation made during Philip 

Woodruff's brief residency. In accepting Mr. Woodruff for admission as a resident in their memory care 

unit, he and his wife Judith were owed a duty to fulfill representations made. These representations 

included ensuring Mr. Woodruff's health, safety and well-being. The owner/operators of Bickford are 

vicariously liable for the action or inaction of staff, including staff in the memory care unit.

In accepting Philip Woodruff for admission to Bickford's memory care unit on 3/30/2021, Bickford 

Administrator Cheyenne Wurm and the nursing staff were aware of his diagnoses of Parkinson's Disease 

and Lewy Body Dementia. Parksinson's Disease with Lewy Body Dementia has a well-established disease 

trajectory and symptomatology. Administrator Wurm and Bickford nursing staff were aware of Mr. 

Woodruff's pre-admission mini-mental assessment score of 1, indicative of severe cognitive impairment. 

Bickford’s pre-move-in nurse assessment indicated that Mr. Woodruff's sleeping habits included waking 

up at night frequently. As previously stated, Bickford's point system calculation for Mr. Woodruff was 65, 

indicating he required Memory Care Level 2. Behavioral disturbances, such as wandering, are commonly 

associated with Lewy Body Dementia and are to be expected and managed effectively in a secure 

memory care unit environment. The fact that Mr. Woodruff wandered off, not once, but twice, during 

his brief stay at Bickford is evidence that Bickford's nursing and aide staff were not trained and/or 

competency validated in safe care delivery of a resident with Parkinson's Disease with Lewy Body 

Dementia. Nurse Brian, an LPN, who created the order for Risperdal in response to Mr. Woodruff's 

expected and predictable behavior of wandering into other residents' rooms and lying on the floor, 

having taken his shirt off, clearly indicated that the nurses who were responsible for the oversight and 

supervision of caregivers, were not trained, proficient or supervised in their roles.

The fact that Nurse Brian, an LPN, with no prescriptive rights or training in prescribing medication, took it 

upon himself to order an antipsychotic medication at twenty times the acceptable dosage for Mr.
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Woodruff is evidence of the lack of a "checks and balances" system being in place at Bickford. Nurse 

Brian's 4/15/2021 verbal order for Risperdal 5mg. twice daily lacks the name of the prescribing physician 

or nurse practitioner, lacks evidence of faxing to the attending physician for signature, contains a nurse 

signature that is illegible although the medication name and dosage is legible, and lacks the time that the 

order was written. Administrator Wurm and nursing supervisory staff should have noted the 

discrepancies in the 4/15/2021 order and promptly investigated and intervened. Incredulously, for Mr. 

Woodruff, nothing was done at Bickford until the Nurse Practitioner was made aware of the order on 

4/19/2021, discontinued it and performed her own investigation. The multiple system failures on 

Bickford's part is a proximate cause of Philip Woodruff's drastic change in condition, rapid deterioration, 

suffering and untimely death on 5/30/2021.

Cheyenne Wurm, as the Administrator of Bickford, had a duty to ensure that a safe environment, as a 

memory care unit resident, existed for Philip Woodruff. Ms. Wurm and the nursing staff failed to ensure 

a safe environment existed and was maintained. The failures of Ms. Wurm and the nursing staff were a 

direct cause of Mr. Woodruff's being able to wander, in one instance being missing for greater than 20 

minutes, as well as the opportunity for an LPN to chemically restrain him for convenience purposes, 

causing a drastic, permanent change in his condition and untimely death. The care environment at 

Bickford fell far below the acceptable standard of care, necessitating Judith Woodruff recognize her 

husband's drastic change of condition and need for appropriate medical treatment.

Judith Woodruff, in choosing Bickford as a temporary residence for her husband, believed, based on 

representations made, that her husband's functional potential would be maintained. Due to Bickford's 

sub-standard care delivery Mr. Woodruff's ambulatory ability changed from ambulating on his own, with 

supervision (without the use of assistive devices), to being bedbound because of the improper, excessive 

administration of the antipsychotic Risperdal, a central nervous system depressant. The failure of 

Bickford management and nursing staff to recognize the inherent dangers in the administration of 

Risperdal to Mr. Woodruff, who already required the administration of Sinemet, anti-Parkinson's 

medication, the antipsychotic aripiprazole and lithium, an MAO inhibitor medication, was a direct and 

proximate cause of the life altering change in condition suffered by him leading to his untimely death. 

The additive effect of central nervous system depression suffered by Mr. Woodruff proved life 

threatening, predictable and avoidable, had the appropriate training and supervision of nursing staff 

been in place at Bickford. Following the administration of Risperdal, Mr. Woodruff lost the ability to eat 

or drink, suffering weight loss and necessitating tube feedings, developed aspiration pneumonia, sepsis, 

and became bedbound and ultimately died. The failure of Bickford's Administrator and RN to 

appropriately supervise the care being delivered to Mr. Woodruff by LPN staff members, in particular 

Nurse Brian, an LPN, and all nurses who administered the Risperdal to him, was grossly negligent and a 

dereliction of the duty owed to Mr. Woodruff. Nurse Brian's ordering and administration of Risperdal to 

Mr. Woodruff, knowingly without a valid doctor's or Nurse Practitioner order, at excessive dosages, was 

abject abuse and a physical assault.

Bickford's representation to Judith Woodruff that pharmacist oversight of medication administration, 

including drug to drug interactions, was in place, was a false representation in regard to the ordering and 

administration of the Risperdal. Bickford's failure to ensure pharmacist oversight contributed to the 

tragic outcome Mr. Woodruff suffered. The lack of ensuring pharmacist oversight contributed to the 

administration of 8 doses of Risperdal prior to discontinuation by the Nurse Practitioner on 4/19/21 and 

the deleterious side effects suffered by Mr. Woodruff as a result.
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In summary, the multiple serious deviations from acceptable standards of care on Bickford Rocky Rivers7 

owner/operators'. Administrator, RN and LPN staff members in the oversight and delivery of care to an 

elderly memory care unit resident with Parkinson's Disease and Lewy Body Dementia, who was 

dependent on Bickford's staff to always advocate for his needs and safety, was grossly neglectful, abusive 

and an assault of Philip Woodruff. The action and in-artion of the representatives of Bickford Rocky River 

was a direct and proximate cause of Philip Woodruff's drastic change in condition, the pain and suffering 

he endured, and his wrongful and untimely death on 5/30/2021.

I reserve the right to amend my opinions should additional information be provided to me.

Sincerely,

Lorraine Doonan RN, BSN, MS, CPHQ, LNCC, CSA, BCPA, CDP z

Electronically Filed 04/18/2022 17:05 / / CV 22 962189 / Confirmation
Nbr. 2528018 / CLLMD


