








Residential Care Services
Investigation Summary Report (Amended #3)

Provider/Facility: Ashley Gardens of Mt Vernon
(687926)

Intake ID(s): 3513414

License/Cert. #: AL1948
Investigator: Bolo, Toni Region/Unit: RCS Region 2/Unit B Investigation

Date(s):
04/24/2018
04/25/2018

through

Complainant Contact Date(s): 04/24/2018, 07/30/2018
Allegations:
1) The named resident was not found to be legally incapacitated and was admitted to the assisted living facility (ALF) without
his/her consent causing his/her quality of life to decrease significantly.
2) The ALF did not do an admission assessment on the named resident.
3) The named resident was being chemically restrained by a medication he/she has requested to be taken off of and the ALF
staff are not listening to his/her request.
4) The ALF staff were listening in to the named resident's telephone conversations.
5) The named resident was not allowed to have any visitors.
6) The named resident was not informed how much he/she was being charged at the ALF.

Investigation Methods:
Sample: Three residents including

the named resident
Observations: Exterior/interior

environment, staff to
resident interactions,
resident to staff
interactions, resident
movement in facility

Interviews: Residents, family
members and staff

Record Reviews: Resident records,
progress notes, medical
records, facility
policies/records, certified
copies of court records
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Allegation Summary:
1)The named resident was found to be medically incompetent secondary to memory loss and dementia as diagnosed by his/her
primary care provider (PCP) and as evidenced by letters signed by the named residents PCP. Admission to the ALF did not
require the named resident to be legally deemed incapacitated. The named resident's durable power of attorney (DPOA) signed
his/her informed consent for admission to the ALF. The ALF had the appropriate copies of the named resident's DPOA paperwork
in his/her record. The named resident was observed to be dressed appropriately, groomed, alert, smiling and socializing with
other residents during an afternoon activity. When asked, the named resident reported he/she "likes it here" and stated,
"Everyone here is so nice." 2)Interview and record review disclosed the ALF completed admission assessments for the named
resident and two sampled residents. 3)The named resident was observed to be alert, able to walk independently with a walker
and locate his/her room. Interview with the named resident revealed no reports of his/her desire to stop any medication. When
asked, the named resident was able to name only one of his/her medications (  medication). Review of the medication
records showed appropriate documentation and no documentation of the named resident requesting to be taken off any
medications. 4) Record review of ALF care plan and copies of court documents revealed the named resident was under a
temporary protection order against two named individuals. Facility staff were required to screen the named resident's telephone
calls and verify the individuals calling to not violate the temporary protection order. Record review of the named resident's
progress notes showed documentation of ALF staff overhearing the named resident's phone conversations. Failed practice
identified and cited.

Unalleged Violation(s):
ALLEGATION SUMMARY CONTINUED:
5) Interview and record review disclosed the ALF staff did not ensure the named resident was notified and was given the chance
to consent to the visitation of immediate family members and a friend on 04/01/18. Failed practice identified and cited.
6)Interview and record review revealed the named resident's DPOA was informed of the charges and completed the admission
agreement. The ALF had the appropriate copies of the named residents DPOA paperwork in his/her record.

Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

WAC 388-78A-2660
Resident rights.
The assisted living facility must:
(1) Comply with chapter 70.129 RCW, Long-term care resident rights;
(4) Promote and protect the residents' exercise of all rights granted under chapter 70.129 RCW;

RCW 70.129.030
Notice of rights and services-Admission of individuals.
(1) The facility must inform the resident both orally and in writing in a language that the resident
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understands of his or her rights and all rules and regulations governing resident conduct and
responsibilities during the stay in the facility. The notification must be made prior to or upon
admission. Receipt of the information must be acknowledged in writing.

RCW 70.129.090
Advocacy, access, and visitation rights.
(1) The resident has the right and the facility must not interfere with access to any resident by the following:
(f) Subject to reasonable restrictions to protect the rights of others and to the resident's right to deny or withdraw consent at any
time, immediate family or other relatives of the resident and others who are visiting with the consent of the resident;

RCW 70.129.080
Mail and telephonePrivacy in communications.
The resident has the right to privacy in communications, including the right to:
(3) Have reasonable access to the use of a telephone where calls can be made without being overheard.
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