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F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

45433

Based on interview and record review, the facility failed to ensure allegations of potential abuse were 
reported immediately to the State Agency as required, for 1 of 3 sampled residents (Resident 1) reviewed for 
abuse. This failure placed residents at risk for possible abuse. Findings included .

Record review showed that on 08/06/2024 at 7:25 AM, Staff B, Attendant Counselor Manager, received an 
email from Staff C, Certified Nursing Assistant, that they had overheard Staff D yell at Resident 1 on 
08/05/2024 at about 4:30 AM. 

Further record review found that the facility did not report the incident to the required State Survey Agency 
until 08/06/2024 at 12:13 PM. 

In an interview at 12:28 PM on 09/11/2024, Staff A, Director of Nursing, stated that the time frame for 
reporting abuse allegations to the required State agency is two hours and in this instance, there was a delay 
in reporting the possible abuse.

Reference: (WAC) 388-97-0640 (5)(a)
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Lakeland Village Nursing Facility State Highway 902 & Salnave Road
Medical Lake, WA 99022

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

45433

Based on interview and record review, the facility failed to protect, assess and monitor 1 of 3 sampled 
residents (Resident 1) after an allegation of verbal abuse. Failure to immediately protect the resident, failure 
to immediately assess the resident and failure to start monitoring for any potential harm related to the abuse 
allegation, placed residents at risk for diminished quality of life, and continued possible abuse. Findings 
included .

Record review showed Resident 1 had a diagnosis of Rapid Cycle Type 2 Bipolar Disorder (frequent 
changes in mood from very active to almost no activity with marked impairment in social and occupational 
functioning) and Moderate Intellectual Disability (a condition that affects learning, behavior and adaptive 
skills). 

According to a facility incident report, dated 08/06/2024 at 12:13 PM, on night shift (started on 08/04/2024 
into 08/05/2024) of 08/05/2024 at about 4:30 AM Staff C, Nursing Assistant, overheard Staff D, Licensed 
Practical Nurse, yell at Resident 1 to wake up and take their medication after which the resident appeared to 
be upset. On 08/05/2024 at 7:00 AM Staff C wrote an email to their direct supervisor, Staff B, Attendant 
Counselor Manager, saying they were concerned that Staff D had yelled at Resident 1 and that the resident 
appeared agitated after the interaction. 

Record review showed that Staff D continued to work with Resident 1 on the night of 08/05/2024 into 
08/06/2024 and no further action was taken to protect that resident. Further record review showed that 
Resident 1 was assessed for psychological harm related to this incident on 08/06/2024 at 8:45 AM, had a 
nursing assessment to look for any physical injury on 08/06/2024 at 10:00 AM during which a care plan 
update was completed to monitor for any latent injuries (an injury that may appear after the event).

In an interview on 09/11/2024 at 12:28 PM Staff A, Director of Nursing, stated that after the allegation of 
abuse on 08/05/2024 there was a delay in protecting, assessing and monitoring Resident 1.

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