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Residential Care Services
Investigation Summary Report

Provider/Facility: VALLEY HOUSE
License/Cert.#: 2151

Provider Type: Assisted Living Facility

Compliance Determination #: 30881 Intake ID: 101652
Investigator: Sylvia Shauvin Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 10/10/2023 through 10/17/2023
Complainant Contact Date(s): 10/17/2023

1. Injury of unknown origin.
2. Failure to investigate injuries.
3. Residents restricted from going outside.
4. Residents searched against their will.
5. Inappropriate resident placement.

Allegation(s):

Total residents: 26
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Residents/ safety and well-being
Any residents' injuries
Activities
Staff and residents' interactions
Named resident

Observations:

Three residents
Named resident
Two facility caregivers
Manager/Administrator Designee
Owner/Administrator

Interviews:

Sample residents' Face Sheets, assessments, care plans, and
Progress Notes
Facility's investigation documents
Sample three staff's credentials
Admission Agreement and facility rules
Disclosure of Services
Policy and procedures - Emergency Medical Care and First Aid

Record Reviews:

1 - Named resident was observed with bruising, swelling, and cut around the eye. Resident and
staff interviews showed the resident fell and injuries were possibly related to it. Facility failed to
promptly notify the manager and the resident's guardian. The facility did not arrange for
evaluation of the injuries in a timely manner.  Failed
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facility practice was found and a Consultation provided for WAC 388-78A-2120 Monitoring
resident's well-being.
2 - Interviews with residents and staff; and review of facility's investigation documents showed
the facility investigated named resident's injuries to rule out abuse and neglect. No failed facility
practices were found related to allegation.
3 - As observed, residents were able to go outside as they wished. Interviews with residents and
staff showed residents were able to voluntarily leave the facility/premises. Review of sample
residents' assessments showed the facility assessed residents' ability to independently and
safely leave the facility/premises. No failed facility practices were found related to allegation.
4 - Interviews with residents and staff; and review of the facility's Admission Agreement and the
facility rules did not support the allegation.  No failed facility practices were found related to
allegation.
5 - Residents interviewed had no concerns about unmet needs. Reviews of sample residents'
assessments and care plans; and Disclosure of Services showed facility informed prospective
residents about available care and services; and facility assessed its ability to meet residents'
needs. No failed facility practices were found related to allegation.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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