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STATE COMPLAINT INVESTIGATION

The Washington State Department of Health
(DON), in accordance with Washington
Administrative Code (WAG), 246-322 Private
Psychiatric and Aicoholism Hospital, conducted
this complaint investigation.

On-site dates: 12/13/22, 12/16/22-12/19/22,
12/23
Case numbers: 2020-8811; 2020-9073
intake numbers: 101651; 102294

There were violations found pertinent to this

complaint.

322-035.1BASSESSMENT POLICY

yVAC 246-322-035 Poiicies and
Procedures. (1) The licensee shall
develop and implement the following
written policies and procedures
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POC text

1. Awritten PLAN OF CORRECTiON is
required for each deficiency listed on the
Statement of
Deficiencies.
2. EACH plan of correction statement

must include the following:

The regulation number and/or the tag

number;

HOW the deficiency will be corrected;

WHO is responsible for making the
correction;

WHAT wili be done to prevent
reoccurrence and how you will monitor for
continued compliance; and

WHEN the correction will be compieted.

3, Your PLAN OF CORRECTION must be
returned within 10 calendar days from the
date you receive the Statement of
Deficiencies. Your P!an of Correction is
due on 01/13/2023

4. Return the ORIGINAL REPORT via
email with the required signatures.
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if assistance is needed to remove clothing,
examine hair, or to maintain security of patient

and staff.

Patient #1901

2. Patient #1901 was a 61-year-oid female who

presented to the hospital voluntarily on 06/06/20
requesting help to delox from excessive alcohol
usage. Review of the patient's medical record
showed that two staff members signed as present
for Ihe assessment. There was no documentation

of her response to the assessment,

Patient #1902

3. Patient #1902 was a 65-year-old male who

presented to the hospital vofunfariiy on 11/17/22
requesting help to detox from opiate usage,
Review of medical records showed that the
patient was irritable and refused to comply with
the skin assessment. He also refused to
relinquish contraband in the form of nicotine
patches and gum. He discharged the same day

AMA (against medical advice).

Patient #1903

4. Patient #1903 was a -46-year-old female who

presented to the hospital voluntarily on 03/05/20
requesting help foralcoho! usage and
ciepression. Review of medical records showed
that the patient refused the skin assessment and
became assaultive, subsequently discharging
ftMA.

5. In an interyiewon 12/13/22 at 1:55 PM, the
Nurse Manager described the procedure for skin
assessment aligning with policy, stating that skin
assessments are done on the unit by floor RNs,
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STATE OF WASHINGTON

DEPARTMENT OF HEALTH
PO Box 47374 • Olympia, Washington 98504-7874

Shaun Fenton, CEO
12844 Military Road South
Tukwlla,WA98168

Re: Complaint intake 2020-8811/101651; 2020-9073/102294

Dear Mr. Fenton:

I conducted a state hospital licensing complaint investigation at Cascade Behavioral
Hospital on 12/13/22, 12/16-19/22, and 12/23/22. Hospital staff members developed a
plan of correction to correct deficiencies cited during this investigation. This plan of
correction was approved on 03/07/23.

Hospital staff members sent a Progress Report dated 03/24/23 that indicates all
deficiencies have been corrected. The Department of Health accepts Cascade
Behavioral Health's attestation that it has corrected all deficiencies cited.

We sincerely appreciate you and your staff's cooperation and hard work during the
investigation process.

Sincerely,

Mary D'Avanzo, BSN/RN
Nurse Investigator


