Investigation Summary Report

Provider/Facility: Aysha's Loving Care AFH (1175242)
License/Cert. #:

AF754275

Investigator:

Shon, Nadine

Complainant Contact Date(s):

Intake ID(s):

3678527

Region/Unit: RCS Region 3/Unit A

Investigation 11/19/2019 through
Date(s):
12/04/2019

11/19/2019

Allegations:
1) The alleged victim (AV) was not getting mail.
2) 11/03/19, the AV did not get Zyprexa medication for one week.
3) 11/04/19, the AV was woken up to caregivers arguing and yelling.
4) The AV has to buy her own food.
5) Caregivers do not wash hands and there was no soap and towels.
6) The alleged perpetrator (AP) told the AV to "shut up" when the AV said she was reporting to
A named resident was given alcohol by another resident.
7) Medications were not secure as the lock was broken.
Investigation Methods:
Sample:

3 residents
Sample included the AV

Observations:

General environment
Staff to resident
interactions

Interviews:

Residents, including the
AV
AFH provider

Record Reviews:

Assessments, care plans ,
medication logs
Included records of the
AV
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Allegation Summary:
Records indicated a change of ownership as of 11/01/19. The new provider was observed as the caregiver in the home for six
residents. 1) During interview, the AV said she was not getting bank statements. When asked which bank and had she called the
bank to verify her address since she moved to the AFH, the AV said she did not know what bank or how to call the bank as her
family took care of finances. During interview of two other residents, they said they don't get mail at the AFH. The provider said
he did not throw out resident mail. Unable to substantiate.
2) A review of the AV's medication log showed staff initials to indicate the AV was assisted with medication, including Zyprexa. A
review of two other logs showed residents were assisted with medication. During interview, the provider, whose initials were on
the log, said he was giving the AV her medications and there were no gaps. Unable to substantiate.
3) Interviews of two other residents, including the AV's roommate, did not disclose they heard yelling and arguing late at night.
The provider said he did not recall yelling late at night. Unable to substantiate.
4) During interview, the AV was asked for specific types of food which the AV had to buy. Observation of AFH storage showed
most of the items specified were available. in the AFH. The AV had not asked for specific foods. During interview, one other
resident said there was not much variety in foods served. Another resident said he ate what was served and was unconcerned
about the choice. The provider said he was a new provider and said he had tried to vary the diet, but residents were
uninterested. The provider said the AV bought her own food and had her own refrigerator.
Unalleged Violation(s):

Yes

No

Continued from above.
5) The provider was observed wearing gloves while serving food. There was soap and paper towels in the kitchen and bathroom.
The storeroom was observed with additional stores of soap and paper towels. Interviews with two residents said there was soap
and paper towels available and when low, the provider provided more.
6) The AV said the AP was the (former) AFH provider. When told the AP was no longer the provider, the AV said she did not know
of the change of ownership. During interview, the provider said he had been the caregiver prior to the change. The former AFH
provider had not been at the home as caregiver for some time. The (new) provider said the named resident was sent to a
hospital when found unconscious. The provider said he did not know this was alcohol related until later, and found a bottle of
whiskey hidden at the AFH. Another resident admitted to buying the alcohol for the named resident when asked to go to the
store. The provider said he did not swear at the AV.
7) The resident's medications were not observed as secure. The lock was broken on the medication cabinet and the outer door
to the storage area was not locked. The provider said keys could not be found for either the storage door or the medication
cabinet and the residents needed their medication. Failed practice was identified.
Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

WAC 388-78-10485 Medication storage.
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