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505350 06/03/2026

Regency Care Center at Monroe 1355 West Main Street
Monroe, WA 98272

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to prevent physical abuse for 1 of 2 residents
(Resident 1) reviewed for abuse. This failure placed residents at risk of injury and emotional
distress.Findings included.Review of a facility policy, titled,
Abuse/Neglect/Misappropriation/Exploitation, revised date 10/2022, documented physical abuse
included hitting and slapping.Resident 1 had moderately impaired cognition according to the Minimum
Data Set (MDS, an assessment tool) dated 03/04/2026.Resident 2 had severely impaired cognition
and rarely understood others according to the MDS dated [DATE].Review of a progress note, dated
05/21/2026, documented Resident 1 had been hit on the side of the head by another resident.Review
of a progress note, dated 05/21/2026, documented Resident 2 had struck another resident on the
head. The note documented Resident 2 was attempting to push another resident in their wheelchair.
Other residents that were present told Resident 2 to stop pushing the wheelchair which caused
Resident 2 to become agitated and struck the other resident in the head.During an observation and
interview on 06/03/2026 at 8:44 AM, Resident 2 was ambulating in the hallway. Resident 2 did not
respond verbally to questions.During an interview on 06/03/2026 at 11:49 AM, Staff A, Registered
Nurse (RN)/Resident Care Manager (RCM), reported they had not witnessed the interaction between
Resident 1 and Resident 2 but had spoken with the other residents that were in the day room when it
occurred. Staff A reported the residents had relayed that Resident 2 came up behind Resident 1 and
started to push their wheelchair. Resident 1 told Resident 2 to stop, and the other residents present
also told Resident 2 to stop. Resident 2 then struck Resident 1 on the side of the head. Staff B stated
the residents that witnessed the incident were cognitively intact.During a phone interview on
06/03/2026 at 12:04 PM, Staff B, RN/RCM, stated they heard loud voices coming from the day room
and entered as Resident 2 was leaving the room. Staff B reported the other residents in the room
reported Resident 2 hit Resident 1. Staff B stated they observed Resident 1 sitting in the wheelchair
with their hands folded in their lap and stated, I don't know why that just happened. Staff B stated
Resident 1 did not report pain at that time.During an interview on 06/03/2026 at 12:20 PM, Resident 3
reported they were a witness to the interaction between Resident 1 and Resident 2. Resident 3 stated
Resident 2 started to push the wheelchair of Resident 1 who told them to stop. Resident 3 reported
they told Resident 2 to stop as well. Resident 3 reported Resident 2 hit Resident 1 with a flat hand on
their head.During an interview on 06/03/2026 at 12:29 PM, Resident 4 reported they were a witness
to the interaction between Resident 1 and Resident 2. Resident 4 reported Resident 2 came up behind
Resident 1and hit them on the head.During an interview on 06/03/2026 at 12:50 PM, Resident 5
reported they were in the day room when there was an interaction between Resident 1 and Resident
2. Resident 5 reported they were in their wheelchair and had their back to the incident but could hear
Resident 1 telling Resident 2 to stop and then Resident 3 also told Resident 2 to stop. Resident 5
stated they heard a slap but not able to see Resident 1's reaction, but then Resident 2 left the day
room.During an interview on 06/03/2026 at 12:40 PM, Resident 1 stated they had not had any issues
with any of the other residents on the unit. Refer to WAC 388-97-0640(1)
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