STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
1200 Alder Street, Union Gap, WA 98903

CAMP | RICHLAND REAL ESTATE HOLDING CO, LLC

GUARDIAN ANGEL HOMES (THE COTTAGE)
245 VAN GIESEN ST
RICHLAND, WA 99352

RE: GUARDIAN ANGEL HOMES (THE COTTAGE) License # 1513
Dear Administrator:

This letter addresses Compliance Determination(s) 33422 (Completion Date 12/12/2023) and
29947 (Completion Date 10/10/2023).

The Department completed a follow-up inspection of your Assisted Living Facility on 12/12/2023
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements.

The Department found that deficiencies for the following licensing laws and regulations were

corrected:
WAC 388-78A-2371-1, WAC 388-78A-2371-2, WAC 388-78A-2371-4

The Department staff who did the on-site verification:

Anna Cairns, ALF Long Term Care Surveyor
Jessica Clapp, Assisted Living Facility Licensor

If you have any questions, please contact me at (509)208-5231.

Sincerely,
Gwin Kaercher, Field Manager

Region 1, Unit G
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: GUARDIAN ANGEL Provider Type: Assisted Living Facility
HOMES (THE COTTAGE)

LlcenSQ/Cert.#: 1513 . Intake ID: 98453

Compliance Determination #: 29947 Region/Unit #: RCS Region 1 / Unit G

Investigator: Melissa Milanez
Investigation Date(s): 09/22/2023 through 10/10/2023
Complainant Contact Date(s):

Allegation(s):
Identified resident reported mental, physical and sexual abuse.

Investigation Methods:

Sample: Total residents: 71
Resident sample size: 7
Closed records sample size:

Observations: Environment, cares, residents, resident rooms, staff availability and
response to resident's needs, staff to resident interactions.

Interviews: Residents, staff, and others associated with the facility.

Record Reviews: Characteristic roster, Resident Records (Face sheet, Assessment,
Care Plan, Progress Notes, Physician orders), facility policies,
investigation reports, staff schedules, staff phone list, staff records.

Investigation Summary:

Observation, interview, and record review showed that the named resident reported to a
caregiver that they had been sexually abused by a named staff member. The named resident
showed that they did not feel safe and had concerns that the alleged perpetrator would be back
to harm them. Interviews and record review showed that a thorough investigation was not
completed, and resident were not kept safe during the investigation. Deficient practice identified,
see the statement of deficiency for failing to thoroughly investigate, determine the
circumstances of the event, and failed to protect all residents during the investigation WAC 388-
78A-2371 dated 10/10/2023.
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Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

[] NA



TATE OF ‘JéSrﬁ\e ATON
DEPARTMENTY {"F SGCIAL AND HEALTH SERWVICES
AGING AMD LONG-TERM SUPPORT ADMIMISTRATION
1208 Alder Street, Union Gap, WA 38983

Tatement of Deficencies Livense # 1513 Co~ Whance De&emunatvsn F 15987
Fan of Corection GUARDIAN ANGEL HGMES {THE COQYTAGE} Compietion Data
Fage 1 of 4 Liconses CAME | RICHLAND REAL ESTATE HOLDWNG 00, UL 1844072023
You are reguired to e in comphance at all imas with alt licensing faws an rejulatians to

maintain your Sssisted Living Faiity lcense.

The dagartment completed data collection for an unannouncad on-site compiaint invastigation

Liacty

nn DSR2 and Q8232023 of:

GiJARDIAN ANGEL HOMES (THE COTTAGE)
F48 wan Gissen Bt
Fichiand, W& 53354

This socueat refesences e folowing cornplaint number(s}. S8453

The foliavang sample was selectad for review during the unannounised on-gits vist Tot73
cirent recidente anst § formear residents

The department ciaff that investigated the Aseisted Living Facilily:

Melizea Mitanaz, Comyriunity Complant lnveshgator

Frarm

DSHS, Aging amd L’~ -1 e Suppaort Administrabon
Nesidential Care Servces Region ¥ Unt G

12480 Alder Strest

1

Urvart Gap, WA 28803

As & result of the on-site wisit{s), the de pd‘t"ﬁt"{ faund that you age nat in compliance with the
weeneiny laws and regulations as states in the citad deficizngi thts ¢ zed repoit

Gevin Azenchon 10/17/2023

Magidential Cars Sarvices Thate
§ pndarstand that to maintain an Assisted Living F aulity brenge, the facilty must be in
compliance wah all the Hoenainy laws and regulations at all time 5.
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
1200 Alder Street, Union Gap, WA 98903

Statement of Deficiencies License #: 1513 Compliance Determination # 29947
Plan of Correction GUARDIAN ANGEL HOMES (THE COTTAGE) Completion Date
Page 1 of 4 Licensee: CAMP | RICHLAND REAL ESTATE HOLDING CO, LLC 10/10/2023

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
on 09/22/2023 and 09/22/2023 of:

GUARDIAN ANGEL HOMES (THE COTTAGE)
245 Van Giesen St
Richland, WA 99354

This document references the following complaint number(s): 98453

The following sample was selected for review during the unannounced on-site visit: 7 of 71
current residents and O former residents.

The department staff that investigated the Assisted Living Facility:

Melissa Milanez, Community Complaint Investigator

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 1, Unit G

1200 Alder Street

Union Gap, WA 98903

As a result of the on-site visit(s), the department found that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.

Residential Care Services Date

| understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all times.
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Statement of Deficiencies License # 1513 Compliance Determination #29947
Plan of Comection GUARDIAN ANGEL HOMES (THE COTTAGE) Completion Date
Page 2 of 4 Licensee: CAMP | RICHLAND REAL ESTATE HOLDING CO, LLC 101072023

10[ 3| 223

ministrator (or Representative 2 Date

WAC 388-78A-2371 Investigations. The assisted living facility must.

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial explaitatian; or accident or incident jeopardizing or affecting a resident heaith or

life;
(2) Determine the circumstances of the event,

(4) Protect residents during the course of the investigation.

This requirement was not met as evidenced by:

Based on observation, interview, and record review, the Assisted Living Facility (ALF) failed to
thoroughly investigate, determine the circumstances of an allegation of abuse for 1 of 7 residents
(Resident 1) and failed to protect Resident 1 and other residents who resided in the ALF during the
investigation. These failures placed the residents at risk of abuse and at risk of receiving care fram

an alleged perpetratar.

Findings included ...

Recard review of the facility's policy titled, “Prevention of Abuse,” dated as 2022, shawed the
Community has designated the Administrator as the person respansible for internally receiving the
reports of resident abuse, including physical and sexual assault, neglect, abandonment, financial
exploitation and to also promate the safety and well-being of their residents. If upon receiving a
report of the abave, an employee has been named as the person wha may have committed the act,
that employee will not be permitted to have any resident contact until the community completes the
investigation and both the community and the Department of Sacial and Health Services are
satisfied that the resident will be safe if the employee returns. The community has designated the
Administratar as the persan responsible for promptly initiating the investigation.

Interview on 09/22/2023 at 12:58 PM, Staff A, Administrator, stated that they received a phone call
regarding an allegation Resident 1 made of sexual abuse on 09/15/2023. Staff A stated they did not
have an investigation report put together for the sexual abuse allegation but did not think it had
happened because the Resident 1 had made similar accusations in the past. Staff A also confirmed
that they had not reported the incident to the Department.

Interview on 09/22/2023 at 1:05 PM, with Staff B, Health and Weliness Director, stated that
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Statement of Deficiencies License #: 1513 Compliance Determination # 29947

Plan of Correction GUARDIAN ANGEL HOMES (THE COTTAGE) Completion Date
Page 2 of 4 Licensee: CAMP | RICHLAND REAL ESTATE HOLDING CO, LLC 10/10/2023
Administrator (or Representative) Date

WAC 388-78A-2371 Investigations. The assisted living facility must:

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial exploitation; or accident or incident jeopardizing or affecting a resident health or
life;

(2) Determine the circumstances of the event;

(4) Protect residents during the course of the investigation.

This requirement was not met as evidenced by:

Based on observation, interview, and record review, the Assisted Living Facility (ALF) failed to
thoroughly investigate, determine the circumstances of an allegation of abuse for 1 of 7 residents
(Resident 1) and failed to protect Resident 1 and other residents who resided in the ALF during the
investigation. These failures placed the residents at risk of abuse and at risk of receiving care from
an alleged perpetrator.

Findings included...

Record review of the facility’s policy titled, “Prevention of Abuse,” dated as 2022, showed the
Community has designated the Administrator as the person responsible for internally receiving the
reports of resident abuse, including physical and sexual assault, neglect, abandonment, financial
exploitation and to also promote the safety and well-being of their residents. If upon receiving a
report of the above, an employee has been named as the person who may have committed the act,
that employee will not be permitted to have any resident contact until the community completes the
investigation and both the community and the Department of Social and Health Services are
satisfied that the resident will be safe if the employee returns. The community has designated the
Administrator as the person responsible for promptly initiating the investigation.

Interview on 09/22/2023 at 12:58 PM, Staff A, Administrator, stated that they received a phone call
regarding an allegation Resident 1 made of sexual abuse on 09/15/2023. Staff A stated they did not
have an investigation report put together for the sexual abuse allegation but did not think it had
happened because the Resident 1 had made similar accusations in the past. Staff A also confirmed
that they had not reported the incident to the Department.

Interview on 09/22/2023 at 1:05 PM, with Staff B, Health and Wellness Director, stated that
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Statemanl of Deficensiag License # 1513 Compnanee Deter N aban ¥ 20947
Fias of Correction GUARDIAN ANSEL HOMES {THE CUTTAGE} Corepistion Cate
Fage3 of 4 ficensze: CAMP | RICHLAND REAL ESTATE HOGLDWNG CC,LLE 102023

Remdent § was alert snd abie to trake thelr needs knswn Addibonally, Staff B stated that s was
not the first §me that Residant | had made these types of accusations but stated thers was notung
ta show in the Resident §'s recards or history st similar atiegations. Steff B statad {hat they had just
hecame aware of bruisieg to Resident 1's breast and had not baer previously aware of bryiang.
Because of s, Staff & hag not yet completed & skin and boady assesgment of Resident 1. Saff 8
stated they only bacame awara of the bruisng because a different investigative authamy irdarmed

10

Susft A of the bruising on 882172433,

Iy

Intervisw on D8F2263G23 ot 154 PM with Stalf C, Caregiver, stated that they had nat been
interviswed by Staff A or alher adrunictrative stafl regarding the incident {aliegation of abuse} en
0G5 513023 Staff © stated that Racideat 1 had been tetling thern for bwo weeks that & taii man had
hesr &ntering Hieir roam and touching their breast, but fat they hag not told anyoena zhout the
aliegations because they wers new to woiking with the ;anident and was not sure f they had
Dementa (mermory loes}. Staff E alse stated that prer to this incident Resident 1 speal most of theis
tirme in thay reom alene but had nodced a racent change in behaviar, They siated that Resident 1
had stated they ware soared to be alone because a tll man had uched their breasts Sta¥ C
stated that naw Resdent | spent mast of their tne with other residents in the common ares.

Intervew and obsanvation on O/ 2H2623 at .87 £M. Resigent 1, was obaeved sithng i the kving
renm avea with other residants, watching televigton, Resdent 1 stated that thave was a tall. siinny
man that ahways ware 2 black cap that worked atthe faciity who gralsbed thesr braasls and ol
thern they would te back to fape thern. Sdditionaily ihey slated that they had toid a tafl meader
atiaut the incifent e might it happerned, but they did nothing sbaut . Resident 1 siso stated S
they had broises on thei breast. They also stated that they were afesid at mght because they had

s the same s gt thair window,

Intervewe on G200 at 224 PM with Staff O, Daregiver, stated fiat on O3 B2004 they repuried
to Stafi A abuse alegations that had been reparted to therm by Resident 1. Staff D states st they
had niot beert askad to wide down their statement unhl 091222023 as they armved to work that
evesnis shft and prior to speaksng ar s interview. Staff D statad Sat they reporiad to Siaff A that
Racidest 1 had stated 1o them that an severat occasions a tall) skingy man carying 8 red jig.
weanng 3 cap and all biack had endered they room and touched trioér beeaat Sialf 2 aluo siated that
Racident ¢ stated that the umdentifed man threatened them fhat they would ratum. Steff C stated
they shasrved the bruses on Resident 1's breasts and had taken pictures for anothat jnveshigative
authasty but did nof report i & Steff A beoause twas the end of their shift,

Intereewe on 1070872023 at 345 PN Stai 8, Caregivedaieged perpetrator confismed that they
warked from 100 PM Swough §:08 AM the night of 88152023 (the day alter the alleged naidenty.
aaff B ales cardirmad fai they entered Rasdent s place of residence afier the alisged sllegations
pnfoldad to assist another caregiver providing cars to another tesdent  Stalf B stated that they &
not f2e corfortable re-sntanng the unit, but that they had been the only Soat pereon availadle that
right and nesded to agsst anather caregivarwith 2 ban-gereon resident boef changs. Staft 8
confirrned that they were never told te nol enter the house,
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Statement of Deficiencies License #: 1513 Compliance Determination # 29947
Plan of Correction GUARDIAN ANGEL HOMES (THE COTTAGE) Completion Date
Page 3 of 4 Licensee: CAMP | RICHLAND REAL ESTATE HOLDING CO, LLC 10/10/2023

Resident 1 was alert and able to make their needs known. Additionally, Staff B stated that this was
not the first time that Resident 1 had made these types of accusations but stated there was nothing
to show in the Resident 1's records or history of similar allegations. Staff B stated that they had just
become aware of bruising to Resident 1's breast and had not been previously aware of bruising.
Because of this, Staff B had not yet completed a skin and body assessment of Resident 1. Staff B
stated they only became aware of the bruising because a different investigative authority informed
Staff A of the bruising on 09/21/2023.

Interview on 09/22/2023 at 1:54 PM with Staff C, Caregiver, stated that they had not been
interviewed by Staff A or other administrative staff regarding the incident (allegation of abuse) on
09/15/2023. Staff C stated that Resident 1 had been telling them for two weeks that a tall man had
been entering their room and touching their breast, but that they had not told anyone about the
allegations because they were new to working with the resident and was not sure if they had
Dementia (memory loss). Staff E also stated that prior to this incident Resident 1 spent most of their
time in their room alone but had noticed a recent change in behavior. They stated that Resident 1
had stated they were scared to be alone because a tall man had touched their breasts. Staff C
stated that now Resident 1 spent most of their time with other residents in the common area.

Interview and observation on 09/22/2023 at 2:07 PM, Resident 1, was observed sitting in the living
room area with other residents, watching television. Resident 1 stated that there was a tall, skinny
man, that always wore a black cap that worked at the facility who grabbed their breasts and told
them they would be back to rape them. Additionally, they stated that they had told a staff member
about the incident the night it happened, but they did nothing about it. Resident 1 also stated that
they had bruises on their breast. They also stated that they were afraid at night because they had
saw the same man at their window.

Interview on 09/22/2023 at 2:24 PM with Staff D, Caregiver, stated that on 09/15/2023 they reported
to Staff A abuse allegations that had been reported to them by Resident 1. Staff D stated that they
had not been asked to write down their statement until 09/22/2023 as they arrived to work that
evening shift and prior to speaking on this interview. Staff D stated that they reported to Staff A that
Resident 1 had stated to them that on several occasions a tall, skinny man carrying a red jug,
wearing a cap and all black had entered their room and touched their breast. Staff C also stated that
Resident 1 stated that the unidentified man threatened them that they would return. Staff C stated
they observed the bruises on Resident 1's breasts and had taken pictures for another investigative
authority but did not report it to Staff A because it was the end of their shift.

Interview on 10/09/2023 at 3:46 PM, Staff B, Caregiver/alleged perpetrator confirmed that they
worked from 10:00 PM through 6:00 AM the night of 09/15/2023 (the day after the alleged incident).
Staff B also confirmed that they entered Resident 1's place of residence after the alleged allegations
unfolded to assist another caregiver providing care to another resident. Staff B stated that they did
not feel comfortable re-entering the unit, but that they had been the only float person available that
night and needed to assist another caregiver with a two-person resident brief change. Staff B
confirmed that they were never told to not enter the house.
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Statemianl of Geficenzs ticense # 1513 Comgnance Detarnynation # FERED
Flap of Corection GUARDISH ANGEL HGMES {THE CUTTAGE] Ceropisiion Date
Fags 4 of 4 ficensee CAMP | RICHLAND SEAL BSTATE HOLDNG UG, UG 4072323

[mtendaw on L%*L‘Eiii‘ 23 at 416 PM . Stadf & confirmed that Staff B was allswed to wotk the rest of
thely stuft and staled that they did n at do addigoral iﬁtemew«s with other residants to see if anyone
glee had "\': —: tially apused, nor had weitten statements frorn staff riembars wis had

{ 1‘ 2 agllagations. Staff & acknowledgad that they had not completed a thorough

P
awaraness of the
investigation that thay had “messed up.” and feit ternsle abioutit, Staif A stated ey did nat
implerment e ALFs abuse ivestigative procedures because they did sl thivd that the incident had
accured,

Plan/Attestation Statement
P hereby certfy that | have revievied this repart and have taken o will take active
measures 1o correct this dehsiency. By taking this action, GUARDIAN ANGEL HOMES

(THE COTTAGE s orwdl be in compliance with this law and { or regulatian on
{Date) 2

in additien. | will anplement a system ta monitor and ensure continued comipliance wath
his requirement.

Vehauvar _lejanlonz

Admimstrator {or Represenialva) Date
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Statement of Deficiencies License #: 1513 Compliance Determination # 29947
Plan of Correction GUARDIAN ANGEL HOMES (THE COTTAGE) Completion Date
Page 4 of 4 Licensee: CAMP | RICHLAND REAL ESTATE HOLDING CO, LLC 10/10/2023

Interview on 09/22/2023 at 4:26 PM, Staff A, confirmed that Staff B was allowed to work the rest of
their shift and stated that they did not do additional interviews with other residents to see if anyone
else had been potentially abused, nor had written statements from staff members who had
awareness of the allegations. Staff A acknowledged that they had not completed a thorough
investigation that they had “messed up,” and felt terrible about it. Staff A stated they did not
implement the ALFs abuse investigative procedures because they did not think that the incident had
occurred.

Plan/Attestation Statement
| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, GUARDIAN ANGEL HOMES
(THE COTTAGE) is or will be in compliance with this law and / or regulation on
(Date)

In addition, | will implement a system to monitor and ensure continued compliance with
this requirement.

Administrator (or Representative) Date

"9]ISC@M 10]B007 81 IO} S82IAIBS ale) |enuapisay Aq paiedald sem Juswinoop siy |





