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SUMMER HILL

Statement of Deficiencies

Plan of Correction

Licensee: SUMMER HILL

Findings include:

All observations and interviews were done on 01/30/17 unless otherwise noted.

The ALF provided care for 57 assisted living residents.  In a review of documentation provided

by the ALF on 01/30/17, 19 residents had some dementia or mental health related diagnoses.

In an observation, a housekeeping cart was found unlocked. Staff A, a housekeeper, was in an

adjoining room, running a vacuum. The cart contained multiple bottles of chemicals for cleaning

purposes, and a tote with multiple bottles of cleaning supplies was inside the cart. In an

interview, the staff member stated she always knew how many containers were in her cart, and

would be able to know if a resident accessed it. The cart contained multiple different cleaning

products to include WD 40, bathroom cleaners, cleaners for black marks on the floors or carpets.

One bottle was noted to be a different color than one labeled as the same product. She stated that

was a full strength product so she could mix the products as needed.

A review of the product manufacturers sheet for WD40 stated it is flammable, dangerous if

inhaled, ingested, or with eye or skin contact.

In an observation of the housekeeping storage area, the door was found unlocked with no staff

members present. Large quantities of numerous different chemicals were observed stored in the

area.

Resident 1

Resident 1 was admitted to the facility with multiple diagnoses to include some 

The resident was identified by the ALF to have a  diagnosis.

In an observation and interview, Resident 1 stated he lived near the open storage area. He was

able to identify chemicals in the storage area that he accessed for his needs as well as paper

products stored in that area.  He stated the door was always open during the day time, and locked

at night. He stated he accessed the area for supplies when he needed them.

The Quality Coordinator was observed near by.  She stated it was not her department but she

was sure the door was to be locked.

In an interview the Maintenance and Housekeeping Supervisor stated he did not think the

housekeeping carts needed to be locked if staff were near by.  He stated the door to the chemical

area used to be open all the time, but has more recently been locked. He stated the locking

mechanism on the door required the staff to turn the locking button of the door knob. If that were

not turned as required, the door would open from the outside even if it were locked.





Residential Care Services
 Investigation Summary Report

Provider/Facility: SUMMER HILL (686397) Intake ID(s): 3280569

License/Cert. #: AL1839
Investigator: Bolo, Toni Region/Unit: RCS Region 2/Unit B Investigation

Date(s):
10/25/2016
10/26/2016

through

Complainant Contact Date(s):
Allegations:
The two residents were financially exploited by a personal caregiver.

Investigation Methods:
Sample: Two residents Observations: Exterior/interior

environment, staff to
resident interactions,
resident to staff
interactions, movement
of residents, staff and
visitors in facility

Interviews: Residents, family and
staff

Record Reviews: Resident records,
progress notes, medical
records, MAR, facility
policies/records, police
records

Allegation Summary:
Interview and record review revealed that the named residents were financially exploited by a personal caregiver. The facility
responded appropriately to the incident, made all the appropriate notifications, including a call to 911 and the Department
hotline.

Unalleged Violation(s):
Based on interview and record review the Assisted Living Facility (ALF) failed to ensure that 2 of 3 residents' (Resident 6 and 9)
personal caregivers signed in and out of the ALF. This failure placed the named residents at risk for exploitation and all other
residents' safety at risk

Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written
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WAC 388-78A-2600
Policies and procedures
1) The assisted living facility must develop and implement policies and procedures in support of services that are provided and
are necessary to:
(c) Safely operate the assisted living facility
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