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F 0610

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37044

Based on observation, interview and record review, the facility failed to thoroughly investigate 3 of 4 
allegations of abuse, neglect and/or misappropriation for 2 of 2 residents (Residents 97 and 105) whose 
investigation were reviewed. The failure to establish a timeline of events, ensure all staff who were present, 
involved and/or had knowledge of alleged incidents were reviewed, and to implement identified interventions 
to prevent reoccurrence, placed residents at risk for unidentified and/or continued abuse, neglect, and/or 
misappropriation of their property.

Findings included .

Resident 97 admitted to the facility on [DATE]. On 04/16/2024 at 11:35 AM, the resident said a little over a 
month ago, there was an incident with a prior roommate. The roommate allegedly came over to Resident 
97's side of the room and threatened to shoot him. Resident 97 said they notified staff, and the roommate 
was moved to a different room.

The facility's incident/accident reporting log showed the following entries for Resident 97:

a) 02/25/2025- resident to resident incident. 

b) 03/16/2024- misappropriation (Missing money)

c) 04/02/2024- resident to resident incident.

1) Review of the 02/25/2024 resident-to-resident investigation showed Resident 97 reported their roommate 
came over to their side of the room twice the previous night. Staff noticed it and intervened, assisting the 
roommate back to his side of the room. The roommate was mean and threatening to the staff when they did 
this. Resident 97 said after the staff left, my roommate came back over and accused me of having his wife in 
my bed and said I will kill you. Resident 97 said he fell asleep around 10:00 PM only to be woken up around 
midnight to his roommate yelling at staff. After the staff left, he fell asleep again until around 8:00 AM the 
next morning when he awoke to his roommate threatening to kill him again.

(continued on next page)
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Review of the notes section of the investigation showed Resident 97 was placed on alert for 
psychological/social harm and the roommate was moved due to Resident 97's concern for his safety. In an 
interview Resident 97 reported that his roommate had also smeared feces and urine in the bathroom and a 
male housekeeper had to clean it up. The interviewer documented [Resident 97] was calm but is fearful of 
his safety. Further review showed staff documented Per MD [the roommate] hears staff and confuses it with 
hearing the voice of his wife. Especially on evening shift.

The investigation concluded roommate's delusions were exacerbated by his new environment. Roommate's 
actions were projected on this resident because he was in close proximity. The roommate was moved to 
another unit and the following day felt bad about the incident and wanted to apologize. The verbal threats 
this resident received are abusive in nature.

The investigation did not provide any information on how they arrived at the conclusion. There was no 
documentation or indication that the staff members who removed Resident 97's roommate from his side of 
the room twice on evening shift, the staff members who were allegedly yelled at by the roommate on night 
shift, the male housekeeper who allegedly cleaned up the urine and feces in the bathroom or the nurses on 
duty at the time of the alleged events were ever interviewed. The investigation also failed to establish if 
Resident 97 told the staff that removed the roommate twice on evening shift, that his life had been 
threatened, and if so, what action, if any, was taken to ensure Resident 97's safety. 

Additionally, Resident 97's care plan was updated to reflect that he hears staff and confuses it with hearing 
the voice of his wife. Especially on evening shift. That he likely has delusions/vivid dreams that he acts on 
and believes. Which is what the investigation concluded about the perpetrator, Resident 97's former 
roommate.

On 04/19/2024 at 9:14 AM, Staff B, Director of Nursing (DNS), reviewed the investigation and acknowledged 
there was no documentation to show staff who were present, involved and/or had knowledge of the incident 
were interviewed. Staff B indicated this detracted from the ability to establish a timeline of events, including 
when staff were first notified of the verbal threats, and whether staff took immediate to protect Resident 97. 

On 04/19/2024 at 9:21 AM, when asked why Resident 97's care plan was updated to reflect he hears staff 
and confuses it with hearing the voice of his wife. Especially on evening shift. That he likely has 
delusions/vivid dreams that he acts on and believe when the investigation concluded it was Resident 97's 
roommate who had vivid nightmares and delusions, Staff B indicated the investigation was confusing and 
she would have to talk with the investigator to clarify. No further information was provided. 

2) Review of the 04/02/2024 resident-to-resident investigation showed Resident 97 reported his roommate 
threatened to come in and beat the s**t out of him. He also reported that his roommate called out things like 
God help me . all night long.

(continued on next page)
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Review of the investigative documents showed Resident 97 was placed on alert for potential psycho/social 
harm, was referred to mental health and offered a room change. In a follow up interview Resident 97 denied 
being fearful or wanting to change. Resident 97's roommate acknowledged calling out during the night 
because he was in a lot of pain but denied threatening Resident 97 and indicated they had got along ok. The 
investigation included Resident 97's mood care plan which indicated Resident 97 hears staff and confuses it 
with hearing the voice of his wife. Especially on evening shift. That he likely has delusions/vivid dreams that 
he acts on and believes. Which is was concluded about Resident 97's former roommate on the 02/25/2024 
resident to resident investigation.

The investigation concluded this incident is unsubstantiated. The resident has a history of 
exaggerating/embellishing events in conversations. This is likely what occurred during the social worker 
interview. The resident's roommate does call out and [resident] was in a verbal altercation one month ago 
with his former roommate. This resident is combining a previous interaction with the current interactions with 
his roommate due to cognitive impairments. No findings of abuse or neglect.

The investigation did not include interviews of direct care staff to determine if they had any firsthand 
knowledge of the alleged events. There was no explanation why Resident 97's care plan indicated he hears 
staff and confuses it with hearing the voice of his wife. Especially on evening shift. That he likely has 
delusions/vivid dreams that he acts on and believes,' given that was attributed to the perpetrator in the 
conclusion of the 02/25/2024 resident to resident investigation, not Resident 97. Additionally, it was unclear 
how the facility determined the incident was unsubstantiated, from the information contained in the 
investigation.

On 04/22/2024 at 8:31 AM, Staff B, DNS, said direct care staff should have been interviewed but 
acknowledged there was no documentation or indication that occurred. Staff B said she was 
confused/uncertain why the delusion/vivid dreams were care planned for Resident 97, given the previous 
investigation attributed that to Resident 97's perpetrator.

On 04/22/2024 at 8:33 AM, when asked if the allegation was thoroughly and accurately investigated Staff B, 
DNS, stated, No.

46067

4) Resident 105's annual Minimum Data Set assessment (MDS) showed Resident 105 admitted to the facility 
on [DATE] and was able to make their needs known. 

Review of investigative documentation regarding an incident that occurred on 03/26/2024, under the section 
titled, physical, showed Resident 105 was punched in the upper torso by another resident during a witnessed 
altercation, was described as visibly upset and wanted to retaliate against the other resident and without 
injury. The section titled, root cause, dated 03/30/2024, showed neither resident has any recollection of the 
incident due to their cognitive impairment. This action is abusive in nature. Further review showed no 
documented interventions regarding the incident. 

During an interview and record review on 03/02/2023 at 12:11 PM, Staff CC, Neighborhood Coordinator, 
stated that although there were no documented interventions on the incident report for Resident 105 the 
other resident involved in the altercation was care planned to be put on behavior monitoring. Upon further 
review Staff CC stated the facility failed to implement and document the behavior monitoring for the resident.

(continued on next page)
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On 04/19/2024 at 3:08 PM, Staff B, Director of Nursing Services (DNS), said their expectation was not met 
as the resident was put on alert for behaviors however no behavior monitoring was documented. Staff B, 
DNS said the expectation was that interventions were implemented as soon as possible to keep residents 
safe and to ensure the care plan accurately reflected those interventions.

Reference WAC 388-97 - 0640 (6)(a)(b)
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