


Residential Care Services
 Investigation Summary Report

Provider/Facility: VALLEY HOUSE (717744) Intake ID(s): 3290374

License/Cert. #: AL2151
Investigator: Sturtevant, Kelly Region/Unit: RCS Region 1/Unit B Investigation

Date(s):
11/30/2016
12/14/2016

through

Complainant Contact Date(s): 12/14/2016
Allegations:
1. The former resident alleged severe emotional, physical, and mental abuse while living in the facility by a named caregiver;
named employee yells at and belittles residents.
2. The former resident alleged she did not receive medications through her stay; other residents are not receiving their anxiety
medications or their pain medications.
3. The supervisor exploits residents; she collects almost $700 a month in rent for each resident and the living conditions are not
even being provided.
4. A named employee is sleeping on the job and not properly caring for the residents; a named resident has not bathed.
5. Named residents as well as the older residents are being mistreated; one resident wants to move and is not being heard.

Investigation Methods:
Sample: 5 current residents, 3

discharged residents
Observations: Overall appearance of

residents, staff to
resident interactions,
resident to resident
interactions, medication
administration process
reviewed, medication
supply reviewed for
accuracy, environmental
rounds performed

Interviews: Residents, staff, others
not associated with the
facility

Record Reviews: Resident records, staff
records, facility
policies/procedures
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Allegation Summary:
1. The investigation revealed the residents stated a named staff person used to talk to them rudely but after a previous
complaint had not been rude to them anymore. The residents stated they felt comfortable talking to management and would
report any further concerns. Residents denied mental, physical, or emotional abuse by staff.
2. The investigation revealed the named resident did not receive her medications as prescribed. The facility failed to coordinate
with the resident's outside professionals to ensure medications were prescribed, obtained by the facility, and ensured the
resident received them accordingly.
3. The investigation revealed the facility did not provide a safe, sanitary, and well-maintained environment for residents. The
manager collected the amount of money according to the amount determined by the department and/or program they were
affiliated with.
4. The investigation revealed the named resident who had not bathed no longer resided in the facility. Observations of other
residents noted they were well groomed and/or staff was directing them/encouraging them to perform hygiene tasks according
to their plan.
5. The investigation revealed the current residents denied being mistreated by staff. No residents voiced concerns with wanting
to move and not being allowed to.

Unalleged Violation(s): Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

WAC 388-78A-2350 Coordination of Care.
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