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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
failed to ensure an alleged violation involving two residents (#37 and #42) was reported to the State Agency. 
Based on clinical record review, resident and staff interviews, review of the facility documentation and policy, 
the facility failed to ensure an alleged violation involving two residents (#37 and #42) was reported to the 
State Agency (SA).Findings include:Regarding Resident #37Resident #37 was admitted on [DATE], with a 
diagnosis of anxiety disorder, chronic obstructive pulmonary disease, dependence on supplemental oxygen, 
dementia, and cognitive communication deficit.Review of the Minimum Data Set (MDS) assessment revealed 
the resident had a Brief Interview for Mental Status (BIMS) score of 12/15, indicating the resident had 
moderate cognitive impairment. The care plan, focusing on behavior, dated May 2, 2023, revealed the 
resident frequently misplaced items accusing others of taking them, and then needed help finding them. 
Review of a progress note dated June 27, 2025, indicated that during the night shift, the nurse found the 
resident and another resident, in the room lying on the floor. Resident #37 claimed that she was awoken by 
the other resident, and that he had a cord in his hand, fearing he would use the cord to choke her. However, 
later when Emergency Medical Services (EMS) arrived, the resident stated that she had been choked by the 
other resident with the cord and that this had happened the previous week as well.Regarding Resident 
#42Resident #42 was admitted to the facility on [DATE], with a diagnosis of encephalopathy, cognitive 
communication deficit, dementia with behavioral disturbance, schizoaffective disorder, depression, and 
anxiety disorder.Review of the MDS dated [DATE], revealed the resident had a BIMS score of 6/15, 
indicating the resident had severe cognitive impairment. The care plan, focusing on impaired cognitive 
function, dated June 13, 2025, revealed the resident had impaired thought processes related to 
encephalopathy, cognitive communication deficit, and dementia. The resident was receiving anti-psychotic 
medication related to combativeness and schizoaffective disorder. The care plan, focusing on behavior, 
dated June 20, 2025, revealed the resident had physical behaviors and wandering.Review of a hospital visit 
record, dated June 20, 2025, stated patient has history of dementia and got angry and was violent with staff 
at haven of lakeside. PD (police department) brought patient here. Came from Lakeside after punching staff. 
Review of resident #42's progress note revealed no documentation of this incident. However, a progress 
note, dated June 27, 2025, revealed the resident was found on the floor, in another resident's room, yelling 
at staff and making incoherent statements. The nursing staff performed a focused assessment finding no 
injuries and the resident was redirected to his room. Resident was sent to the hospital for further treatment.
On July 1, 2025, it was reported to the SA (State Agency) from APS (Adult Protective Services) that resident 
#37 claimed she was attacked by resident #42 with a cord. There is no evidence in the clinical record or in 
the facility documentation that this incident was reported to the SA.A phone interview was conducted on July 
9, 2025, at 1:50 PM, with resident #37's POA (Power of Attorney). She stated I do not know anything more 
that happened regarding this incident except for what staff at the facility told me. A male resident went into 
her room while she was sleeping and attacked her. They did not say exactly what happened but that they 
were sending her to the ER (Emergency Room). She had a minor injury to her arm. Resident #37 told the 
hospital staff she was attacked by a male resident with a black cord. However, the hospital did not find any 
injuries based on this information. She stated, I know that she has problems, and that she does make things 
up. Further stating, she understands how they think something happened. The POA stated she did not know 
if anything happened or not. She stated the facility told her the other resident was not coming back to the 
facility.A phone interview was conducted on July 9, 2025, at 4:04 PM, with LPN (Licensed Practical Nurse, 
staff #100), who was involved in this incident. The nurse stated the CNA (Certified Nursing Assistant) came 
and told me she needed help because two residents were on the floor. Resident #42 was on the floor sitting 
up, half in the doorway and half in the hallway, and he had a black cord in his hand. Resident #37 was laying 
on the floor and had a skin tear on her elbow and faint mark of blood on her thigh. She stated that, after she 
assessed her, she determined the blood on the thigh was just blood from the skin tear on her elbow. She 
was saying that resident #42 came into her room and pulled her out of bed. She stated that the biggest 
concern was to get that cord out of resident #42's hands. She stated that she asked him what happened and 
took the cord away from him. She stated the CNA that was in the room with her was saying, he was trying to 
kill her, and he pulled her out of bed. She stated that she started shaking her head no, so she would stop 
talking and escalating the situation. She further stated she asked resident #42 why he was in the room, and 
he said, I wanted to go in there, just call the cops on me, they did the last time. She stated she got him out of 
the room and was taking him back to his room and he just kept saying call the cops on me. Staff #100 stated 
that there have been issues with resident #42 in the past and the last time the police were called. She stated 
that she got him settled and then went back to resident #37's room and asked her what happened. She said, 
he was in my room, and he put the cord on my neck. Staff #100 stated that she looked at her neck and there 
were no markings at all. Next, the resident said he pulled her out of bed. The LPN asked her if she was hurt 
and she said no. Staff #100 said she didn't think that happened because she is in her 50's and if she was 
pulled out of bed, I know I would be hurting. She stated that she is older than her and she didn't have pain 
anywhere. The LPN said, I continued talking to her and she finally said, that's what the CNA said. She stated 
that she then went to talk to the CNA asking her did you see the cord around her neck? She said no. The 
LPN then asked her what she said to the resident, and she stated, I asked her, did he pull you out of bed and 
try to strangle you? She stated that she then explained to the CNA that she couldn't ask a resident those 
types of questions. She stated to the CNA that this is a behavioral unit, and you have to ask them what 
happened and without putting ideas in their head. She then stated that the police arrived, and they are upset 
that resident #42 was asleep in his bed so they couldn't talk to him and questioned why they had to show up. 
The LPN stated that she explained to them that a call for the ambulance was placed for both residents and 
that she didn't know why they showed up either. As far as resident #42, she stated that she took him back to 
his room and he just fell asleep. As far as the cord, she stated that one of the staff members figured out it 
came from one of our nurse's station chairs. She stated that staff thought that's where he got it from.An 
interview was conducted on July 9, 2025, at 5:11 PM with the Director of Nursing (DON, staff #200). The 
DON stated that he received a phone call around 10:00 or 11:00 PM from a nurse who stated that a CNA 
alerted her that resident #37, and resident #42 were both on the floor. Resident #42 was on the floor in the 
doorway and half in the hallway of resident #37's room. Resident #37 was on the floor. He stated that 
accusations were made, and that they were false accusations, and there was paranoia. He stated that staff 
#100 did an assessment, and there was no indication of injuries related to the accusations. EMS took both 
residents to the hospital. He stated that staff interviews were conducted that same night and camera footage 
was reviewed. He stated that they came to the conclusion that it was coming from her behavior, and that 
nothing happened. He stated that resident #37's behaviors are accusations and that resident #42's behaviors 
are rummaging. The DON stated that the investigation was conducted and determined it was related to just 
the behaviors. He reported that in the past, resident #42's behaviors are confusion, frustration, sundowning, 
and frustration with staff. Staff #200 relayed a past incident with a staff member. He stated that a staff 
member went into resident #42's room to provide care to his roommate, which triggered resident #42. He 
became upset and was not able to be redirected. He stated that we then tried to get him admitted to an 
Alzheimer's unit with no success and had our physiatrist see him. The DON stated that he was moved to 
another room, a single room to try to help with behaviors and reduce the agitation. Staff #200 stated that as 
far as reporting, the facility would report any allegation of abuse, any witnessed abuse whether it be physical, 
mental or sexual. This was determined that it was just behaviors. We did not take resident #42 back though.
The facility's policy on Abuse, Neglect, Exploitation or Misappropriation-Reporting and Investigating dated 
January 1, 2024, includes a section for Reporting Allegations to the Administrator and Authorities, which 
states if resident abuse, neglect, exploitation, misappropriation of resident property or injury of unknown 
source is suspected, the suspicion must be reported immediately to the administrator and to other officials 
according to state law. The administrator or the individual making the allegation immediately reports his or 
her suspicion to the following persons or agencies: The state licensing/certification agency responsible for 
surveying/licensing the facility, the local/state ombudsman, the resident's representative, Adult protective 
services, law enforcement officials, the resident's attending physician and the facility medical director. 
Immediately is defined as: within two hours of an allegation involving abuse or result in serious bodily injury; 
or within 24 hours of an allegation that does not involve abuse or result in serious bodily injury.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
failed to ensure a complete investigation involving an alleged violation with two residents (#37 and #42) was 
conducted.Based on clinical record review, resident and staff interviews, review of the facility documentation 
and policy, the facility failed to ensure a complete investigation involving an alleged violation with two 
residents (#37 and #42) was conducted. Findings include:Regarding Resident #37Resident #37 was 
admitted on [DATE], with a diagnosis of anxiety disorder, chronic obstructive pulmonary disease, 
dependence on supplemental oxygen, dementia, and cognitive communication deficit.Review of the 
Minimum Data Set (MDS) assessment revealed the resident had a Brief Interview for Mental Status (BIMS) 
score of 12/15, indicating the resident had moderate cognitive impairment. The care plan, focusing on 
behavior, dated May 2, 2023, revealed the resident frequently misplaced items accusing others of taking 
them, and then needed help finding them. Review of a progress note dated June 27, 2025, indicated that 
during the night shift, the nurse found the resident and another resident, in the room lying on the floor. 
Resident #37 claimed that she was awoken by the other resident, and that he had a cord in his hand, fearing 
he would use the cord to choke her. However, later when Emergency Medical Services (EMS) arrived, the 
resident stated that she had been choked by the other resident with the cord and that this had happened the 
previous week as well.Regarding Resident #42Resident #42 was admitted to the facility on [DATE], with a 
diagnosis of encephalopathy, cognitive communication deficit, dementia with behavioral disturbance, 
schizoaffective disorder, depression, and anxiety disorder.Review of the MDS dated [DATE], revealed the 
resident had a BIMS score of 6/15, indicating the resident had severe cognitive impairment. The care plan, 
focusing on impaired cognitive function, dated June 13, 2025, revealed the resident had impaired thought 
processes related to encephalopathy, cognitive communication deficit, and dementia. The resident was 
receiving anti-psychotic medication related to combativeness and schizoaffective disorder. The care plan, 
focusing on behavior, dated June 20, 2025, revealed the resident had physical behaviors and wandering.
Review of a hospital visit record, dated June 20, 2025, stated patient has history of dementia and got angry 
and was violent with staff at haven of lakeside. PD (police department) brought patient here. Came from 
Lakeside after punching staff. Review of resident #42's progress note revealed no documentation of this 
incident. However, a progress note, dated June 27, 2025, revealed the resident was found on the floor, in 
another resident's room, yelling at staff and making incoherent statements. The nursing staff performed a 
focused assessment finding no injuries and the resident was redirected to his room. Resident was sent to the 
hospital for further treatment.On July 1, 2025, it was reported to the SA (State Agency) from APS (Adult 
Protective Services) that resident #37 claimed she was attacked by resident #42 with a cord. There is no 
evidence in the clinical record or in the facility documentation that this incident was reported to the SA.A 
phone interview was conducted on July 9, 2025, at 1:50 PM, with resident #37's POA (Power of Attorney). 
She stated I do not know anything more that happened regarding this incident except for what staff at the 
facility told me. A male resident went into her room while she was sleeping and attacked her. They did not 
say exactly what happened but that they were sending her to the ER (Emergency Room). She had a minor 
injury to her arm. Resident #37 told the hospital staff she was attacked by a male resident with a black cord. 
However, the hospital did not find any injuries based on this information. She stated, I know that she has 
problems, and that she does make things up. Further stating, she understands how they think something 
happened. The POA stated she did not know if anything happened or not. She stated the facility told her the 
other resident was not coming back to the facility.A phone interview was conducted on July 9, 2025, at 4:04 
PM, with LPN (Licensed Practical Nurse, staff #100), who was involved in this incident. The nurse stated the 
CNA (Certified Nursing Assistant) came and told me she needed help because two residents were on the 
floor. Resident #42 was on the floor sitting up, half in the doorway and half in the hallway, and he had a black 
cord in his hand. Resident #37 was laying on the floor and had a skin tear on her elbow and faint mark of 
blood on her thigh. She stated that, after she assessed her, she determined the blood on the thigh was just 
blood from the skin tear on her elbow. She was saying that resident #42 came into her room and pulled her 
out of bed. She stated that the biggest concern was to get that cord out of resident #42's hands. She stated 
that she asked him what happened and took the cord away from him. She stated the CNA that was in the 
room with her was saying, he was trying to kill her, and he pulled her out of bed. She stated that she started 
shaking her head no, so she would stop talking and escalating the situation. She further stated she asked 
resident #42 why he was in the room, and he said, I wanted to go in there, just call the cops on me, they did 
the last time. She stated she got him out of the room and was taking him back to his room and he just kept 
saying call the cops on me. Staff #100 stated that there have been issues with resident #42 in the past and 
the last time the police were called. She stated that she got him settled and then went back to resident #37's 
room and asked her what happened. She said, he was in my room, and he put the cord on my neck. Staff 
#100 stated that she looked at her neck and there were no markings at all. Next, the resident said he pulled 
her out of bed. The LPN asked her if she was hurt and she said no. Staff #100 said she didn't think that 
happened because she is in her 50's and if she was pulled out of bed, I know I would be hurting. She stated 
that she is older than her and she didn't have pain anywhere. The LPN said, I continued talking to her and 
she finally said, that's what the CNA said. She stated that she then went to talk to the CNA asking her did 
you see the cord around her neck? She said no. The LPN then asked her what she said to the resident, and 
she stated, I asked her, did he pull you out of bed and try to strangle you? She stated that she then 
explained to the CNA that she couldn't ask a resident those types of questions. She stated to the CNA that 
this is a behavioral unit, and you have to ask them what happened and without putting ideas in their head. 
She then stated that the police arrived, and they are upset that resident #42 was asleep in his bed so they 
couldn't talk to him and questioned why they had to show up. The LPN stated that she explained to them that 
a call for the ambulance was placed for both residents and that she didn't know why they showed up either. 
As far as resident #42, she stated that she took him back to his room and he just fell asleep. As far as the 
cord, she stated that one of the staff members figured out it came from one of our nurse's station chairs. She 
stated that staff thought that's where he got it from.An interview was conducted on July 9, 2025, at 5:11 PM 
with the Director of Nursing (DON, staff #200). The DON stated that he received a phone call around 10:00 
or 11:00 PM from a nurse who stated that a CNA alerted her that resident #37, and resident #42 were both 
on the floor. Resident #42 was on the floor in the doorway and half in the hallway of resident #37's room. 
Resident #37 was on the floor. He stated that accusations were made, and that they were false accusations, 
and there was paranoia. He stated that staff #100 did an assessment, and there was no indication of injuries 
related to the accusations. EMS took both residents to the hospital. He stated that staff interviews were 
conducted that same night and camera footage was reviewed. He stated that they came to the conclusion 
that it was coming from her behavior, and that nothing happened. He stated that resident #37's behaviors are 
accusations and that resident #42's behaviors are rummaging. The DON stated that the investigation was 
conducted and determined it was related to just the behaviors. He reported that in the past, resident #42's 
behaviors are confusion, frustration, sundowning, and frustration with staff. Staff #200 relayed a past incident 
with a staff member. He stated that a staff member went into resident #42's room to provide care to his 
roommate, which triggered resident #42. He became upset and was not able to be redirected. He stated that 
we then tried to get him admitted to an Alzheimer's unit with no success and had our physiatrist see him. The 
DON stated that he was moved to another room, a single room to try to help with behaviors and reduce the 
agitation. Staff #200 stated that as far as reporting, the facility would report any allegation of abuse, any 
witnessed abuse whether it be physical, mental or sexual. This was determined that it was just behaviors. 
We did not take resident #42 back though.Review of the facility investigation of the incident included, an 
incident summary and skin assessments completed on resident #37, with no findings, and other residents. 
The report states resident #37 stated resident #42 choked her or that she believed she was going to be 
choked. It also states that staff interviews were conducted, however they are not included in the report. A 
verbal request was made to staff #200 for the documentation of the staff interviews but was never provided. 
The conclusion of the summary states based on the findings of this investigation, including the absence of 
physical findings, witness reports, and known behavioral histories of both residents, the facility determined 
that the event was behavioral in nature and not an allegation of abuse. Therefore, it was not deemed 
reportable to the Department of Health.The facility's policy on Abuse, Neglect, Exploitation or 
Misappropriation-Reporting and Investigating dated January 1, 2024, includes a section for Investigating 
Allegations which states, all allegations are thoroughly investigated. The individual conducting the 
investigation as a minimum; reviews the documentation and evidence; reviews the resident's medical record 
to determine the resident's physical and cognitive status at the time of the incident and since the incident; 
interview staff members (on all shifts) who have had contact with the resident during the period of the alleged 
incident; documents the investigation completely and thoroughly. The Follow Up Report section states; within 
five (5) business days of the incident, the administrator will provide a follow-up investigation report; the 
follow-up investigation report will provide sufficient information to describe the results of the investigation, 
and indicate any corrective actions taken if the allegation was verified; the follow-up investigation report will 
provide as much information as possible at the time of the submission of the report; the resident and/or 
representative are notified of the outcome immediately upon conclusion of the investigation.
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