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Residential Care Services
Investigation Summary Report

Provider/Facility: BETHANY PLACE INC
License/Cert.#: 1552

Provider Type: Assisted Living Facility

Compliance Determination #: 24942 Intake ID: 83708
Investigator: Sylvia Shauvin Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 06/06/2023 through 06/22/2023
Complainant Contact Date(s): 06/01/2023, 06/07/2023

1 - A resident threatened to kill another resident
2 - Staff disregarded alleged resident victim's concern about Issue 1

Allegation(s):

Total residents: 63
Resident sample size: 2
Closed records sample size: 1

Investigation Methods:

Sample:

Residents' safety and well-being
Availability of staff to address residents' needs/concerns
Staff's response to residents needs/concerns

Observations:

Four residents
Facility caregiver
Counselor
Facility Administrative Assistant/Administrator Designee
Facility Chief of Operations/Administrator Designee

Interviews:

Sample residents' Face Sheets, assessments, care plans, and
Progress Notes
Facility incident document(s)
Facility's policies and procedures - Management of Aggression,
Mandatory Reporting
Sample three staff's credentials

Record Reviews:

1 - Interviews with named resident (alleged victim), staff, and counselor showed named resident
informed staff and counselor about feeling threatened by another resident's remarks. Also,
counselor informed facility about resident's allegation.  Per interviews with staff, they did not
make reports to the department abuse/neglect hotline about the allegations.  Failed facility
practice was found, and documented under Washington Administrative Code 388-78a-2630(1)
Reporting abuse and neglect.
2 -  Per alleged victim, they felt staff disregarded/dismissed their concerns, as mentioned under
Issue 1, above.  Interviews with staff showed the facility did address the alleged victim's
concerns e.g. discussing concern with named residents, monitoring residents. Investigation
findings did not support failed facility practices related to
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allegation.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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