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Residential Care Services
Investigation Summary Report

Provider/Facility: BONAVENTURE OF EAST Provider Type: Assisted Living Facility
WENATCHEE
License/Cert.#: 2026 Intake ID: 114544

Compliance Determination #: 35545 Region/Unit #: RCS Region 1/ Unit G
Investigator: Nicole Velazquez

Investigation Date(s): 01/22/2024 through 04/18/2024

Complainant Contact Date(s):

Allegation(s):
A named resident was sexually abused.

Investigation Methods:

Sample: Total residents: 52
Resident sample size: 4
Closed records sample size: 1

Observations: Environment, Staff to resident interactions, Staff availability and
response to resident's needs.

Interviews: Residents, Staff and others not associated with the facility.

Record Reviews: Characteristic roster, Resident Records, Facility Policy, Facility
incident report and investigation, Personnel records, Local Law
Enforcement Incident Report.

Investigation Summary:

Staff interview and record review showed that the named resident was sexually abused by staff

and the facility failed to implement their policy, protect the resident and make reports to the
department and Local Law Enforcement when there was an allegation of abuse.

Failed Practices Identified, WAC 388-78A-2600, WAC 388-78A-2630, and WAC 388-78A-2660;

reference Statement of Deficiencies dated 04/08/2024.

Conclusion/ Action:
X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written
0 NA
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Residential Care Services
Investigation Summary Report

Provider/Facility: BONAVENTURE OF EAST Provider Type: Assisted Living Facility
WENATCHEE
License/Cert.#: 2026 Intake ID: 117619

Compliance Determination #: 35545 Region/Unit #: RCS Region 1/ Unit G
Investigator: Nicole Velazquez

Investigation Date(s): 01/22/2024 through 04/18/2024

Complainant Contact Date(s): 02/06/2024, 03/19/2024

Allegation(s):

1) A named resident was sexually abused.

2) The facility did not make appropriate notifications to the named resident's family after an
incident.

Investigation Methods:

Sample: Total residents: 52
Resident sample size: 4
Closed records sample size: 1

Observations: Environment, Cares, Residents, Staff to resident interactions, Staff
availability and response to resident's needs.

Interviews: Residents, Staff and others not associated with the facility.

Record Reviews: Characteristic roster, Resident Records, Facility Policy, Facility
incident report and investigation, Personnel records, Local Law
Enforcement Incident Report.

Investigation Summary:

1) Observations showed residents were clean and groomed. Staff were observed to be
available and responsive to resident's needs. Staff interview and record review showed that the
named resident was sexually abused by staff and the facility failed to make reports to the
department and Local Law Enforcement when there was an allegation of abuse.

Failed Practices Identified, WAC 388-78A-2660 and WAC 388-78A-2630 reference Statement
of Deficiencies dated 04/08/2024.

2) Interviews and record review showed that the facility notified the family of the allegation and
the named resident's family was aware of the incident. No failures identified.

Conclusion/ Action:
X] Failed Provider Practice Identified / Citation(s) Written

[] Failed Provider Practice Not Identified / No Citation Written
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STATE OF WASHINGTON

DEPARTMENT QF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
1200 Alder Straef, Union Gap, WA 98803

...................................................................................................................................................................................................................

Statement of Deficiencies License #: 3056 Gompitance Determination # 35545
Plan of Corraction BONAVENTURE OF EAST WENATCHEE Completion Date
Page1 of 7 Licenses: BONAVENTURE OF EAST WENATCHEE, LLG U418/2024

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

You are required to be in compliance at all times with all licensing laws and regulations 1o
maintain your Assisted Living Facility license.

The depariment completed data collection for an unannounced on-site complaint investigation
on Q1/22/2024, Q1/22/2024, 02/21/2024 and 02/21/2024 of;

BONAVENTURE OF EAST WENATCHER
50 29TH STREET NW

EAST WENATCHEE, WA 98802
This document references the following camplaint number(s): 108875, 114544, 111237,
113107, 117618

The following sample was salected for review during the unarnounced on-site visit; 4 of 652
current residents and 1 former residents,

The department staff that investigated the Assisted Living Facility:

Nicole Velazquez, Cormmunity Complaint (nvestigator

From:

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

1200 Alder Streat

Union Gap, WA 88903

As a rasult of the on-sile visit{s), the department found that you are not in complianca with the
licensing laws and regulations as stated in the cited deficlencies in the enclosed report.

i Aaarchon 0413012024

esidential Care Services Dats

| undarstand that te maintain an Assisted Living Facility license, the facility must be in
complianca with all the licensing laws and regulations at all times.

]

O
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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 #: 2026 Compliance Determination # 35545
Plan of Correction BONAVENTURE OF EAST WENATCHEE Completion Date
Page 1 of 7 Licensee: BONAVENTURE OF EAST WENATCHEE LLC 04/18/2024

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 01/22/2024, 01/22/2024, 02/21/2024 and 02/21/2024 of:

BONAVENTURE OF EAST WENATCHEE
50 29TH STREET NW
EAST WENATCHEE, WA 98802

This document references the following complaint number(s): 108875, 114544, 111237,
113107, 117619

The following sample was selected for review during the unannounced on-site visit: 4 of 52
current residents and 1 former residents.

The department staff that investigated the Assisted Living Facility:

Nicole Velazquez, 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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Stalement of Defciencies Liconse #: 2026 Compltance Determinatlon # 35545
Plan of Correction BONAVENTURE OF EAST WENATCHEE Complslion Date
Pape 2 OJ!»Z Llcenseas: BONAVENTURE QOF EAST WENATCHEE LLC 04872024

K- DA% ;/

Date

WAC 388-78A-2610 Repaorting abuse and neglect,
(1) The assisted living facility must ensure that each staff person:

(8) Makes a report to ihe department's Aging and Disability Services Administration Complaint
Resalution Unit hotline consistent with chapter 74.34 RCW in all cases whers the staff parson has
reasonable cause to believe that abandonment, abuse, financial exploitation, or naglect of a
vulnerable adult has occurred; and

() Makes an immediate report to the appropriate law enforcement agency and the department
consistent with chapter 74.34 RCW of all incidents of suspected sexual abuse or physical abuse of a

resident,

This requirement was nat met as evidenced by:

Based on interview and record review, the Assisted Living Facility (ALF) failed to ensure an
allegation of sexual abuse was immediately reporled to Local Law Enforcement (LLE) and to the
departmant's Complaint Resaolution Unit (CRU) hotline by 4 of 4 staff (Staff 8, C, D, E). This failure
resultad in a delayad investigation hy the department and LLE.

Findings included..,

The facility policy titled, “Abuse, Neglect or Exploitation Policy,” undated, showed that any staff
member who had a reason (o suspecl an incident of sexual abuse had occurred, will nolify CRLU and
make a call to LLE as soon as the resident is protected from further harm,

WAC 388-7BA-2020 defines Abuse as the willful action or inaction that inflicts injury, unreasonable
confinement, intiridation, or punishment on a vulnerable adult. Abuse includes sexual abuse,
mental abuse, physical abuse, and personal axploitalion of a vulnerable adult, and improper use of
raslraint against a vulnerable adult. Sexual abuse means any form of nenconsensual sexual
conduct, including, but not limiled to, unwanted or inappropriate touching, rape, sodanty, sexual
coercion, saxually explicil pholographing, and sexual harassment. Sexual abuse also includes any
saxual conduct betyween a staff parson and a vulnerable adult living in that facility whether or not itis
consensual,

Review of facllify incident report dated 01/12/2024 showed that at B:00 PM, Staff C, Caregiver had
ohserved Slaff A, Caregiver, touching, shaking and jiggling (fondling), Resident 1's breasts, The
dacument further showed that CRU and [LLE were not notified until 01/13/2024 at 6:07 PM.

L]
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Statement of Deficiencies License #: 2026 Compliance Determination # 35545

Plan of Correction BONAVENTURE OF EAST WENATCHEE Completion Date
Page 2 of 7 Licensee: BONAVENTURE OF EAST WENATCHEE LLC 04/18/2024
Administrator (or Representative) Date

WAC 388-78A-2630 Reporting abuse and neglect.

(1) The assisted living facility must ensure that each staff person:

(a) Makes a report to the department's Aging and Disability Services Administration Complaint
Resolution Unit hotline consistent with chapter 74.34 RCW in all cases where the staff person has
reasonable cause to believe that abandonment, abuse, financial exploitation, or neglect of a
vulnerable adult has occurred; and

(b) Makes an immediate report to the appropriate law enforcement agency and the department
consistent with chapter 74.34 RCW of all incidents of suspected sexual abuse or physical abuse of a
resident.

This requirement was not met as evidenced by:

Based on interview and record review, the Assisted Living Facility (ALF) failed to ensure an
allegation of sexual abuse was immediately reported to Local Law Enforcement (LLE) and to the
department's Complaint Resolution Unit (CRU) hotline by 4 of 4 staff (Staff B, C, D, E). This failure
resulted in a delayed investigation by the department and LLE.

Findings included...

The facility policy titled, “Abuse, Neglect or Exploitation Policy,” undated, showed that any staff
member who had a reason to suspect an incident of sexual abuse had occurred, will notify CRU and
make a call to LLE as soon as the resident is protected from further harm.

WAC 388-78A-2020 defines Abuse as the willful action or inaction that inflicts injury, unreasonable
confinement, intimidation, or punishment on a vulnerable adult. Abuse includes sexual abuse,
mental abuse, physical abuse, and personal exploitation of a vulnerable adult, and improper use of
restraint against a vulnerable adult. Sexual abuse means any form of nonconsensual sexual
conduct, including, but not limited to, unwanted or inappropriate touching, rape, sodomy, sexual
coercion, sexually explicit photographing, and sexual harassment. Sexual abuse also includes any
sexual conduct between a staff person and a vulnerable adult living in that facility whether or not it is
consensual.

Review of facility incident report dated 01/12/2024 showed that at 9:00 PM, Staff C, Caregiver had
observed Staff A, Caregiver, touching, shaking and jiggling (fondling), Resident 1’s breasts. The
document further showed that CRU and LLE were not notified until 01/13/2024 at 6:07 PM.
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License #: 2026
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Compliance Deterrminallon # 35545

Completion Date
04/18/2024

4

b7

Duwing an interview an 01/22/2024 at 1:55 PM, Btaff E, Administrator, stated that they had been
hetified of the incident on tha night of the incident, 01/12/2024; however, reporis 1o CRU and LLE
were not made until 01/13/2024.

During an interview on Q2/271/2024 at 2:23 PM, Slaff B, Medication Tachnician, stated that they clid
not make a report to CRU or LLE when they had been told by Slaff C that Staff A had sexually
abused Resldent 1,

During an interview on 02/27/2024 at 1:07 PM, Staff D, Memory Care Direcior, statad that they did
not call CRU or LLE on 01/12/2024 when they were notified of the sexual abuse of Resident 1 by
Staff A

[uring an interview on O3/15/2024 at .93 PM, Staff T, Caregiver, stated thal whan they obsarved
the sexual abuse by Staff A toward Regident 1, they did nol make a report to CRLU or (LE,

This is a recurring deficiency previously cited on 12/21/2022 subsection (1){a).

Plant/Attestation Statement

| hereby cerify that | have raviewad s report and have taken or will take active
measuras fo corract this deficiency. By taking this action, BONAVENTURE OF EAST
WENATCHEE [s or will be Iy compliance with this law and / or regulation on

(Date),. (. / ¢ A LORA

. [will Implement a system to monitor and ensure continued compliance with

i) 59 q008

presentative) Date

In addil
|t

dininistrator- {or

WAC 388-7BA-2600 Policies and procedures,

(2) The assisted living facilily must develap, implemenl and train staff persons on policies and
procedures to address what staff persons must do:

(&) Related to suspectad abandonment, abuse, neglect, exploitation, or financial exploitation of any
resldent;

This requirement was not met as evidenced by,

Based on interview and racord review the Assisted Living Facility (ALF) failed to implement and train
staff on the Faclllly’s policy regarding what staff were to do 1o protect & resldent If they withessed
sexual abuse for 1 of 1 rasident (Rasident 1). Thése Failures resulted in a staff (Staff A) who had
sexually abused a resident, continuing to provide care o residents

"9]ISqaM J0]JED0T 8Y) IO} S9DIAISS 8ie)) [eiuspIsay Ag paltedaid sem Juswnoop Sy



Statement of Deficiencies License #: 2026 Compliance Determination # 35545
Plan of Correction BONAVENTURE OF EAST WENATCHEE Completion Date
Page 3 of 7 Licensee: BONAVENTURE OF EAST WENATCHEE LLC 04/18/2024

During an interview on 01/22/2024 at 1:55 PM, Staff E, Administrator, stated that they had been
notified of the incident on the night of the incident, 01/12/2024; however, reports to CRU and LLE
were not made until 01/13/2024.

During an interview on 02/21/2024 at 2:23 PM, Staff B, Medication Technician, stated that they did
not make a report to CRU or LLE when they had been told by Staff C that Staff A had sexually
abused Resident 1.

During an interview on 02/27/2024 at 1:07 PM, Staff D, Memory Care Director, stated that they did
not call CRU or LLE on 01/12/2024 when they were notified of the sexual abuse of Resident 1 by
Staff A.

During an interview on 03/15/2024 at 4:53 PM, Staff C, Caregiver, stated that when they observed
the sexual abuse by Staff A toward Resident 1, they did not make a report to CRU or LLE.

This is a recurring deficiency previously cited on 12/21/2022 subsection (1)(a).

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, BONAVENTURE OF EAST
WENATCHEE 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

WAC 388-78A-2600 Policies and procedures.

(2) The assisted living facility must develop, implement and train staff persons on policies and
procedures to address what staff persons must do:

(a) Related to suspected abandonment, abuse, neglect, exploitation, or financial exploitation of any
resident;

This requirement was not met as evidenced by:

Based on interview and record review the Assisted Living Facility (ALF) failed to implement and train

staff on the facility’s policy regarding what staff were to do to protect a resident if they witnessed
sexual abuse for 1 of 1 resident (Resident 1). These failures resulted in a staff (Staff A) who had
sexually abused a resident, continuing to provide care to residents
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Elatemeant of Deficiencies License # 2026 Compliance Delermination # 35545
Plan of Correclion BONAVENTURE OF EAST WENATCHEE Complation Dale
Page 4 of 7 Licensee; BONAVENTURE OF EAST WENATCHEE LLC 04718/2024

unsupervised,

Findings includad. ..

Record review of facility policy tiled, "Abuse, Neglect ar Exploitation Palicy,” undated, showed the
facility staff were 10 receive training on abuse, neglect, and exploitation at least annually, The policy
further stated that the Pacility staff's responsibility was to protect the named resident from further
harm by assuring [sic] the slleged perpetrator was kapt away from the resident or other residents,

WAL 388-78A-2020 defines Abuse as the willful aclion or inaction that inflicts injury, unreasonable
confinement, intimidation, or punishment on a vulnerable adult, Abuse includes sexual abuse,
mental abuse, physical abuse, and personal exploitation of a vulnerable adult, and improper use of
restraint dgainst & vulnerable adalt. Sexual abuse means any form of nonconsensual sexual
conduct, including, but not limited to, unwanted or inappropriate touching, rape, sodomy, sexual
coercion, sexually explcit photagraphing, and sexual harassmerl, Sexual abuse also includes any
sexual conduct between a staff person and a vulnerable adult living in that facility whether or not it is
consensual,

Facility incident report dated 01/12/2024 at 9:00 PM, showed thal at approximately 8:00 PM, Staff C,
Caregiver observed Staff A, Caregiver, touching, shaking and jiggling (forndling), Resident 1's
braasts. Staff C then walked out of the room and proceaded ta call Siaff D, Memory Cere Diractor fo
inform Staff D of their observations.

During an interview on 42/27/2024 at 1:07 PM, Staff 0, Memory Care Direclor, stated that Staff C
had reported to them that they had left Resident 1's room to call Staff D and left Staff A with
Resident 1 after observing Siaff A abuse Resident 1. Staff O furlher stated that they there had not
hean any staff training on how staff ware to respond if staff were 1o observe an incident of abuse.

During an interview on 03/15/2024, Slaff C, Caregiver, stated that they had left Statf A in Resident
1's room with Resident 1 after the observed sexual abuse and had not intarvened o stop Staff A,
They further stated that they had not received abuse training on how to intarvene in an abuse
situation and that they did not know how to respond.

During an intarview on 03/29/2024 at 1.3 PM with Staff E, Administrator, stated that they have not
trained staff on how to respond and protect residents if they were to walk in on an abuse situation.

Record review of Staff A's facility timecard for 01/12/2024 showed thal Staff A did not clock out until
the and of thelr shift at 2:57 PM, one hour after observed abusing Resident

G
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Statement of Deficiencies License #: 2026 Compliance Determination # 35545

Plan of Correction BONAVENTURE OF EAST WENATCHEE Completion Date
Page 4 of 7 Licensee: BONAVENTURE OF EAST WENATCHEE LLC 04/18/2024
unsupervised.

Findings included...

Record review of facility policy titled, “Abuse, Neglect or Exploitation Policy,” undated, showed the
facility staff were to receive training on abuse, neglect, and exploitation at least annually. The policy
further stated that the facility staff's responsibility was to protect the named resident from further
harm by assuring [sic] the alleged perpetrator was kept away from the resident or other residents.

WAC 388-78A-2020 defines Abuse as the willful action or inaction that inflicts injury, unreasonable
confinement, intimidation, or punishment on a vulnerable adult. Abuse includes sexual abuse,
mental abuse, physical abuse, and personal exploitation of a vulnerable adult, and improper use of
restraint against a vulnerable adult. Sexual abuse means any form of nonconsensual sexual
conduct, including, but not limited to, unwanted or inappropriate touching, rape, sodomy, sexual
coercion, sexually explicit photographing, and sexual harassment. Sexual abuse also includes any
sexual conduct between a staff person and a vulnerable adult living in that facility whether or not it is
consensual.

Facility incident report dated 01/12/2024 at 9:00 PM, showed that at approximately 9:00 PM, Staff C,
Caregiver observed Staff A, Caregiver, touching, shaking and jiggling (fondling), Resident 1’s
breasts. Staff C then walked out of the room and proceeded to call Staff D, Memory Care Director to
inform Staff D of their observations.

During an interview on 02/27/2024 at 1:07 PM, Staff D, Memory Care Director, stated that Staff C
had reported to them that they had left Resident 1’s room to call Staff D and left Staff A with

Resident 1 after observing Staff A abuse Resident 1. Staff D further stated that they there had not
been any staff training on how staff were to respond if staff were to observe an incident of abuse.

During an interview on 03/15/2024, Staff C, Caregiver, stated that they had left Staff A in Resident
1’s room with Resident 1 after the observed sexual abuse and had not intervened to stop Staff A.
They further stated that they had not received abuse training on how to intervene in an abuse
situation and that they did not know how to respond.

During an interview on 03/29/2024 at 1:31 PM with Staff E, Administrator, stated that they have not
trained staff on how to respond and protect residents if they were to walk in on an abuse situation.

Record review of Staff A’s facility timecard for 01/12/2024 showed that Staff A did not clock out until
the end of their shift at 9:57 PM, one hour after observed abusing Resident
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smsmnna.

During an interview on 04/08/2024 at 12:15 PM, Siaff E statad that Staff A's shift ended at 10:00 PM
and she had not been awara that Staff A had stayed and completed their full shift arter Staff C
ohserved the saxual abuse against Residant 1 by Staff A at 9:00 PM.

During an interview on 04/09/2024 at 12:50 PM, Staff B, Medication Technician slated that after Staff
A had left Resident 1's room, they observed Staff A going in to provide care for two other residents
before Staff A lejt the memory care unit.

Plan/Attestation Statement

| hereby cerllfy that | have reviewed this report and have taken or will take active
measures 10 corract this deficiency. By taking this action, BONAVENTURE OF EAST

WENATCHEE is or will be ?ﬁﬁmpliance with this law and / or regulation on
(Date) 462 - 22(222

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

WAC 388-78A-2660 Resident rights. The assisted living facility must:
(7) Not allow any staff person to abuse or neglect any resident.

This requirement was not met as evidenced by:

Based on Interview and record review the Assistad Living Facility (ALF) failed to prevent sexual
abuse for 1 of 1 resident (Resident )by a staff member. This failure resulted in the resident being
sexually abused and placed other residents at risk of abuse,

Fingdings included. .,

Review of the ALF’3 policy, tilled, "Abuse, Neglect or Exploitation,” undaled, showed that staff are
mandatad reporters and are responsible for protecting the rasidents from all forms of abuse. The
policy further defines sexual abuse to inchude a staff member engaging in sexual conact with a
resident whether consensual or not,

WAC 388-7T8A-2020 defines Abuse as tha willful aclion or inaction thet inflicts injury, unreasonable
confingmant, intimidation, or punishmaent on a vulnerable adult. Abuss includes sexual abuse,
mental abuse, physical abusa, and personal exploitation of a vulnerable adult, and impropar use of
restraint against a vulnerable adult, Sexual abuse means any form of nonconsensual sexual
conduct, including, but not limited to, unwanted or inappropriate touching, rape, sodory, sexual
coarcion, sexually explicit pholographing,

7]
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During an interview on 04/08/2024 at 12:15 PM, Staff E stated that Staff A’s shift ended at 10:00 PM
and she had not been aware that Staff A had stayed and completed their full shift after Staff C
observed the sexual abuse against Resident 1 by Staff A at 9:00 PM.

During an interview on 04/09/2024 at 12:50 PM, Staff B, Medication Technician stated that after Staff
A had left Resident 1’s room, they observed Staff A going in to provide care for two other residents
before Staff A left the memory care unit.

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, BONAVENTURE OF EAST
WENATCHEE 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

WAC 388-78A-2660 Resident rights. The assisted living facility must:

(7) Not allow any staff person to abuse or neglect any resident.

This requirement was not met as evidenced by:

Based on interview and record review the Assisted Living Facility (ALF) failed to prevent sexual
abuse for 1 of 1 resident (Resident 1)by a staff member. This failure resulted in the resident being
sexually abused and placed other residents at risk of abuse.

Findings included...

Review of the ALF’s policy, titled, “Abuse, Neglect or Exploitation,” undated, showed that staff are
mandated reporters and are responsible for protecting the residents from all forms of abuse. The
policy further defines sexual abuse to include a staff member engaging in sexual contact with a
resident whether consensual or not.

WAC 388-78A-2020 defines Abuse as the willful action or inaction that inflicts injury, unreasonable
confinement, intimidation, or punishment on a vulnerable adult. Abuse includes sexual abuse,
mental abuse, physical abuse, and personal exploitation of a vulnerable adult, and improper use of
restraint against a vulnerable adult. Sexual abuse means any form of nonconsensual sexual
conduct, including, but not limited to, unwanted or inappropriate touching, rape, sodomy, sexual
coercion, sexually explicit photographing,
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and saxyal harassmant. Sexual abusea also includes any sexual condust betwaen a staff person and
a vulnerable adult living in that facllily whether or not it is consansual.

Residant 1's assessmeni dated 10/31/2023, showed thal they had dementia (impairad abllity to
remeamber, think or make decisions, that inlerfare with daily activitias), and nesded agsistance with
parsonal care and hygians.

Facilily incident réeport dated 01/12/2024 at 9:00 PM, showed that at approximately 9:00 PM, Staff C,
Caregiver observed Staff A, Caregiver, touching, shaking and jiggling (fondling), Resident 1's
breasts. Staff C then walked out of the room and procsadad to call Staff O, Memery Care Director to
infarm Staff D of their observations.

Record review of the Investigative Summary of “Douglas County Sheriff Offlce Incident Report,”
dated 01/13/2024 at 938 AM. showed that on 01/12/2024, Staff C had reported to Staff [ that they
observed Staff A fondiing Resident 1's breasts. It further showed that Staff C and Staff B had
reported that Staff A had a scrateh o their arm from Resident 1 scratching Staff A. The Investigative
Summary showed that Staff G reported that during the observation of Staff A fondling Resident 1's
hreasts that Staff A had an erection. The document further showed that on 01/25/2024 at 4:39 PM,
Staff A was arrested for Indecent Liberties RCW 9A, 44,100 (a felony for sexual abuse toward a
vulnerable adut),

Duting an inferview on 02121/2024 at 2:23 PM, Staff B, Medication Technician, stated thal on
0111212024, it took Staff A mora than 30 minutes longer than usual to assist Resident 1 getting reacy
far bed, Staff B stated that wheh they had gone ih to administer Resident 1's medications, they had
askad Staff A what was taking them so long to dress Resident 1 and Staff A responded to lhem by
saying that Resident 1 “liked them.” Staff B staled that the commant made them feel uncomfortable,
Staff B sbll left the room and let Staff A continue to drass Resident 1. After approximately 45 minules
fhal Staff A was in asslisting Resident 1, Staff B went in to Resident 1's room and Resldent 1 was siill
nakad. Staff B intervenad and assisted Resident 1 to get dressed. While Staff B wag assisting
Resident 1, Resident 1 started touching Slalf B's breasls which was not a normal action for Resident
1.

During an interview on 03/15/2024 at 4:53 PM, Slaff C stated that on 01/12/2024 they had left the
room to go assisl another resident and when they went back into Resident 1's room at appraximately
9:00 PM to check on Staff A wha was helping Resident 1, that |s when they observed Resident 1 still
naked and Staff A fondling Resident 1's breasts. They had told Staff A to stop, and Stalf A stopped
fondling Resident 1's preasts bul continued to provide personal care. Staff B left the raam to call
Stalf O, Memory Care Director to inform themn that they had observed Staff A fondling Resident 1's
breasts. They stated that they felt uncomfortable and did not know what to do.

During an interview on 03/18/2024 at 2:45 PM Staff E, Execulive Director, stated that the completed
investigation for 01/12/2024 showed abuse was substantiated, and Staff A was ferminated on
OiMer2024,

During an interview on 04/19/2024 at 2:46 PM, Collateral Contact 1 (CC1) slated that Staff A was
scheduled for a criminal law trial for incident liberties on 04/24/2024,

]
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and sexual harassment. Sexual abuse also includes any sexual conduct between a staff person and
a vulnerable adult living in that facility whether or not it is consensual.

Resident 1's assessment dated 10/31/2023, showed that they had dementia (impaired ability to
remember, think or make decisions, that interfere with daily activities), and needed assistance with
personal care and hygiene.

Facility incident report dated 01/12/2024 at 9:00 PM, showed that at approximately 9:00 PM, Staff C,
Caregiver observed Staff A, Caregiver, touching, shaking and jiggling (fondling), Resident 1’s
breasts. Staff C then walked out of the room and proceeded to call Staff D, Memory Care Director to
inform Staff D of their observations.

Record review of the Investigative Summary of “Douglas County Sheriff Office Incident Report,”
dated 01/13/2024 at 9:39 AM, showed that on 01/12/2024, Staff C had reported to Staff D that they
observed Staff A fondling Resident 1’s breasts. It further showed that Staff C and Staff B had
reported that Staff A had a scratch on their arm from Resident 1 scratching Staff A. The Investigative
Summary showed that Staff C reported that during the observation of Staff A fondling Resident 1’s
breasts that Staff A had an erection. The document further showed that on 01/25/2024 at 4:39 PM,
Staff A was arrested for Indecent Liberties RCW 9A.44.100 (a felony for sexual abuse toward a
vulnerable adult).

During an interview on 02/21/2024 at 2:23 PM, Staff B, Medication Technician, stated that on
01/12/2024, it took Staff A more than 30 minutes longer than usual to assist Resident 1 getting ready
for bed. Staff B stated that when they had gone in to administer Resident 1’s medications, they had
asked Staff A what was taking them so long to dress Resident 1 and Staff A responded to them by
saying that Resident 1 “liked them.” Staff B stated that the comment made them feel uncomfortable.
Staff B still left the room and let Staff A continue to dress Resident 1. After approximately 45 minutes
that Staff A was in assisting Resident 1, Staff B went in to Resident 1’s room and Resident 1 was still
naked. Staff B intervened and assisted Resident 1 to get dressed. While Staff B was assisting
Resident 1, Resident 1 started touching Staff B’s breasts which was not a normal action for Resident
1.

During an interview on 03/15/2024 at 4:53 PM, Staff C stated that on 01/12/2024 they had left the
room to go assist another resident and when they went back into Resident 1’s room at approximately
9:00 PM to check on Staff A who was helping Resident 1, that is when they observed Resident 1 still
naked and Staff A fondling Resident 1’s breasts. They had told Staff A to stop, and Staff A stopped
fondling Resident 1’s breasts but continued to provide personal care. Staff B left the room to call
Staff D, Memory Care Director to inform them that they had observed Staff A fondling Resident 1’s
breasts. They stated that they felt uncomfortable and did not know what to do.

During an interview on 03/18/2024 at 2:45 PM Staff E, Executive Director, stated that the completed
investigation for 01/12/2024 showed abuse was substantiated, and Staff A was terminated on
01/16/2024.

During an interview on 04/19/2024 at 2:46 PM, Collateral Contact 1 (CC1) stated that Staff A was
scheduled for a criminal law trial for incident liberties on 04/24/2024.
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Plan/Attestation Statement
| hereby cerlify that | have raviewed this report and have taken or will 1ake aclive
measures to correct this deficiency. By taking this action, BONAVENTURE OF EAST
WENAT?HEE is,or will bg in compllance with this law and / or regulation on
(Date) e 42 .

In addigien, | will Implemsnt a system to monitor and ensure continued compliance with

dquirement,
%//"Z/Z%) T T 2055

Atiministrator {or Représantative) Date
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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, BONAVENTURE OF EAST

WENATCHEE 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
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