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This is a repeat citation from a recertification
survey on 5/21/15,

Findings include:
|

Review on 12/4/15 at 9:45 AM of a Complaint
Resolution Unit (CRU) report dated 12/1/15
revealed the facility was notified via a telephone
call on 11/6/15 from Disability Rights of
Washington (DRW) of an allegation of sexual
assault to Client #1 that had taken place on
10/29/15,

Review on 12/4/15 at 10:15 AM of the facility
Special Investigative Unit (SIU) report dated
11/10/15 (conducted by Staff D) revealed a
pending investigation on the incident had begun
on 11/10/15 however the facility did not notify the
Police or the State Agency. Staff D was unaware
that the State Agency had not been notified until
1211115,

Interview on 12/4/15 at 9:45 AM with Staff A and
B verified that they had not notified the State
Agency until 12/1/15, 25 days after the incident
was initially reported to them. StaffA reported the
police were not notified because the facility could
not identify an alleged perpetrator.

Interview on 12/4/15 at 11:00 AM with Staff C
verified that he had notified the Duty Office of the
incident on 11/6/15, however neither the State

Agency nor the police were notified of the
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W 153 | Continued From page 1 W 153! The measures, including systemic changes,

" will make the appropriate notifications.

the facility has taken or will take to ensure
that the deficient practice will not recur:

All IR/Event Reports will be reviewed by the
QA Director daily. A newly assigned
designee has been developed to ensure that
all notifications have been sent as required.
If there is an omission located, the facility

{
|
|

The methods by which the facility will
monitor the corrective actions to ensure the
deficient practice is being corrected and will
not recur:

All IR/Event Reports will be reviewed by the
QA Director or designee (o ensure that all
appropriate notifications have been made. |
These will also be reviewed by the PAT A
core team at their weekly meetings and daily )
by the DDA for PAT as the copies are routed
{o the Program Area.

Target Completion Date: 02/19/2016

Person(s) responsible; PAT DDA, QIDDA|
Assistant Superintendent
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incident. Staff C reported that Staff A and B
notified the state agency on 12/1/15 when they
, discovered it had not been reported.
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