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Residential Care Services
Investigation Summary Report

Provider/Facility: WHEATLAND VILLAGE
License/Cert.#: 1640

Provider Type: Assisted Living Facility

Compliance Determination #: 67996 Intake ID: 196557
Investigator: Krista Connelly Region/Unit #: RCS Region 1 / Unit G
Investigation Date(s): 10/10/2025 through 12/05/2025
Complainant Contact Date(s):

1. The facility removed the Identified Resident's privately hired caregiver without their consent.
2. The facility put the Identified Resident on hourly safety checks during the night that caused
confusion and distress.
3. The facility did not communicate with the identified residents Power of Attorney(POA) after
request.
4. The Identified Resident missed evening medications.
5. Facility staff violated the Identified Resident's right to privacy.

Allegation(s):

Total residents:
Resident sample size: 4
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Dining
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Nursing staff
Identified staff
Residents
Family members
Outside care agency staff

Interviews:

Medical records
Hospital records
Incident investigation
Facility policies
Personnel files
Staff training records
Staff schedules
Resident Agreements

Record Reviews:
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1. Observation showed the Identified Resident was assigned a facility staff member to maintain
a one to one caregiver during on-site investigations. Observation showed the facility staff
watched TV with the Identified Resident in their apartment and cued them when it was time for
meals. The Identified Resident stated there had been a change, could identify the facility staff as
not the caregivers they hired and was not sure why. No failed practice was identified.
2. Observation showed the Identified Resident was able to walk using a walker and reported
they did not require staff assistance with activities of daily living and did not need any assistance
through the night. The Identified Resident stated they hired caregivers to stay with them during
the day until they went to bed in the evening and did not want to be bothered during the night.
The Identified Resident did not know why the facility staff started coming in their apartment
during the night. Failed practice identified  WAC 388-78A-2660.
3. The Identified Resident's POA reported neither they or the resident were included in the
decision to deny the resident's private caregivers access to the resident. The resident's POA
reported the facility was not responding to their emails, text messages and calls demanding the
facility allow the private caregivers access to the Identified Resident. The facility administrator
stated they were directed to not respond to the POAs requests. Failed practice identified  WAC
388-78A-2660.
4. Observation showed the Identified Resident had a pill box filled weekly by their POA. In an
Interview the POA stated the caregivers they hired cued the resident when it was time to take
their medication and this did not occur the night the facility removed the caregivers. The
Identified Resident's progress notes showed the facility staff were directed to cue them and
ensure they took the medications as prescribed. Staff interviews showed the incident was
isolated. Sampled residents stated they did not have any concerns that they were not getting
their medications as ordered. No failed practice identified.
5. Observation did not reveal any private, protected information identifying the Identified
Resident outside their apartment. Facility staff stated it is not their practice to leave private
information outside of the resident's room. No failed practice identified.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: WHEATLAND VILLAGE
License/Cert.#: 1640

Provider Type: Assisted Living Facility

Compliance Determination #: 67996 Intake ID: 198757
Investigator: Krista Connelly Region/Unit #: RCS Region 1 / Unit G
Investigation Date(s): 10/10/2025 through 12/05/2025
Complainant Contact Date(s):

1. The Identified Resident left the facility without staff awareness and was found near the street.
2. The Identified Resident left the facility without staff awareness on another occasion when the
facility staff left them unattended.
3. The Identified Resident's POA arrived to visit and was visibly distressed.
4. The Identified Resident's phone does not get charged, it and their purse have gone missing.
5. Identified Resident left the facility without staff awareness.

Allegation(s):

Total residents:
Resident sample size: 4 Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Dining
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Nursing staff
Identified staff
Residents
Family members
Outside care agency staff

Interviews:

Medical records
Hospital records
Incident investigation
Facility policies
Personnel files
Staff training records
Staff schedules
Resident Agreements

Record Reviews:
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1. Interview with the Identified Resident stated they became confused in the evening and may
have left the facility and not remember. The Identified Resident reported they hired private
caregivers to stay with them until they go to bed. The Identified Resident stated they missed
going outside facility.  Staff interviews showed the resident liked to walk outside the facility and
staff were directed to walk outside with them. Staff reported seeing the resident and following
them out. No failed practice was identified.
2. Record Review of the Identified Resident's care plan showed the resident hired a private
caregiver as a companion while they were awake. The Identified Resident's POA reported the
facility did not ensure they had one caregiver assigned to them to cover the one on one
companionship they used the private care agency for.  POA reported finding the resident
unattended, downstairs in the front lobby at approximately 6:30 in the evening. Staff interviews
showed the facility did not always have facility staff available to work the entire time Resident 1
needed assistance for. No failed practice was identified.
3. Interviews with the Identified Resident showed the resident became more confused in the
evening and they stated they needed supervision after the evening meal. The Identified
Resident's care plan directed the staff to provide consistent care and allow them to make
choices when they became confused. POA, facility staff interviews and observations showed
the resident was aware of their private caregivers not were not allowed into the facility and she
did not understand why. No failed practice was identified.
4. The Identified Resident did not recall losing their phone or purse, stated they kept each on
their nightstand unless the phone was charging in the living room. Observation showed their
purse on the nightstand near their bed and their phone charging in the living room area. No
failed practice identified.
5. Interview with Identified Resident showed they did not remember leaving the facility. Interview
with facility staff showed they had eyes on the resident at all times in the front lobby and then
staff followed the resident out of the facility for safety. Record review of the care plan showed
the staff were to follow the resident if the resident went outside of the facility. No failed practice
identified.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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