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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION

800 NE 136th Ave, Suite 200, Vancouver, WA 98684
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Plan of Correction

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Adult Family Home license.

The department completed data collection for an unannounced on-site complaint investigation
on 08/14/2025 of:

3970 F Circle
Washougal, WA 98671

Washougal Hills AFH

This document references the following complaint number(s): 187148

The following sample was selected for review during the unannounced on-site visit: 1 of 5
current residents and 1 former residents.

The department staff that investigated the Adult Family Home:

Priscilla Changa, Nursing Home Complaint Investigator

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 3 , Unit F
800 NE 136th Ave, Suite 200
Vancouver, WA 98684
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Record review of R1’s assessment, dated 05/14/2025, documented staff were to keep R1 within
sight, R1 had difficulty sleeping, staying asleep and was up frequently. The record showed R1 had
poor decision making, unaware of consequences. The record documented R1 had behaviors
including disrupting the household at night requiring intervention and paced. The record documented
R1 wandered and had exiting seeking behaviors, would get lost and will attempt to leave out the
front door. The record documented R1 had moderately impaired vision, poor balance and unsteady
gait.

Record review of R1’s negotiated care plan, dated 07/14/2025 documented staff were to redirect R1
when up at night and prevent unsafe decisions. The record documented R1 always required staff
presence when outdoors. The record instructed staff to monitor R1 closely “especially at night” as a
fall precaution. The record showed R1 was at risk of wandering and instructed staff to “ensure that
all alarms are enabled at night.” The record did not show R1’s representative’s signature. 

Record review of R1’s hospital records, dated 07/17/2025, documented R1 had bruising to right arm.

During an interview on 08/21/2025 at 1:46 PM Staff A, Provider, stated that R1 was really confused
and wandered in the home. The Provider said at 6:00 AM, emergency responders came to the home
and woke up the caregiver.  R1 exited the home at night and was found on the ground at the end of
the neighborhood road, sustained bruising. Caregiver slept through the alarm and was unaware R1
had left the home and did not know how long R1 was outside the home. The provider stated that the
alarm system observed the front door sensor and the plugged in alarm in the living room were in
place when R1 resided in the home. The Provider stated that they were unable to recall if R1’s
assessment had documented behaviors.

In an observation on 08/21/2025 at 2:00 PM with the Provider, a sensor was heard for a few
seconds then went off when front door the main entrance was opened. A plugged in alarm was
observed in the living room and was heard going off when the front door was opened for few
seconds then went off. There were no other alarms observed. 

During an interview on 08/21/2025 at 3:10 PM, Collateral Contact 1 (CC1), stated that they
responded to emergency call placed by a passerby early morning of 07/17/2025. When they arrived,
they found R1 on the ground about two homes away from the home, unsure how long R1 had been
outside. R1 was unable to provide information on their demographics to the emergency personnel.
CC1 stated that they knocked on the door and caregiver confirmed R1 resides in the home. CC1
stated that caregiver was unaware that R1 had left the home and indicated they did not hear an
alarm going off. R1 was taken to emergency room.

During an interview on 10/20/2025 at 3:39 PM, Collateral Contact 2 (CC2) stated that
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