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Residential Care Services
Investigation Summary Report

Provider/Facility: Where The Heart Is
License/Cert.#: 2780

Provider Type: Assisted Living Facility

Compliance Determination #: 78280 Intake ID: 225977
Investigator: Helen Fisher Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 06/03/2026 through 07/02/2026
Complainant Contact Date(s): 06/02/2026

1) The Named Resident (NR) may have been neglected and personally exploited by the
Assisted Living Facility (ALF).
2) ALF staff were making the Named Resident (NR) unwanted changes of incontinent briefs
even the NR refused.
3) ALF staff had been telling the NR's Power of Attorney (POA) the NR needed to be moved
memory care unit.
4) The NR had a fall and sustained bruise which remained for two weeks.
5) The NR belonging was not moved to memory care where the NR's staying.
6) The NR's old room smelled like human waste, had fecal matter in the toilet, had garbage in
the drawer and heavy dust in areas of the room. NR's new room entry light was broken.
7) ALF staff took a long time to respond to call for assistance.

Allegation(s):

Total residents: 47
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Residents
Environment

Observations:

Residents
Collateral Contact (CC)
Nursing Staff (NS)
Care Staff (CS)
Executive Director
Health Services Director (HSD)

Interviews:

Resident records.
Incident report investigation.

Record Reviews:

1) The NR's lower extremities were dry and flaky, toenails were thick, long jagged, yellowish
brown in colors, distorted toes slightly curled downwards were observed during an
unannounced onsite visit at the ALF. Interviews indicated that the HSD was unaware of the
NR's toenails condition and would notify hospice. HSD stated
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that the NR's Representative did not sign a consent for footcare. Review of care plan showed no
toe nail care was agreed upon by representative. Toenails were trimmed by hospice. No failed
practice was identified.
2) Interviews indicated that staff were changing NR’s wet incontinent briefs when the NR was
refusing to cooperate. The NR denied being mistreated or forced to do things they did not want
to do. The NR stated that they felt safe at the facility. Staff stated that they used redirections and
reapproach when the NR refused to receive care. No failed practice was identified.
3) According to the ED, they were unaware of what staff were telling the NR's POA. The ED
stated that they had a conversation with the NR's POA who gave consent to move the NR to the
memory care unit. No failed practice was identified.
4) Review of the investigative records showed the ALF staff implemented facility’s fall policy and
procedures and interventions. Abuse and neglect were ruled out. The NR sustained injuries to
faces and forehead and was not transported to Emergency Department by hospice instruction.
The NR was placed on alert charting to monitor bruises. Interviews indicated that NR had no
safety awareness. No failed practice was identified.
5) Interviews and record reviews showed that the NR's family was responsible for moving
belongings to the NR's new room. No failed practice was identified.
6) Observations showed the NR’s ceiling and bathroom lighting were non-operational during
unannounced onsite visit at the ALF.  Four residents’ living quarters were clean. Housekeeping
staff stated that they cleaned the NR’s room and bathroom once a week. Staff stated that the
NR’s bathroom cleaning had been difficult because the bathroom light was not working. Staff
stated that they used flashlights when helping residents in apartment  because of the
lighting issues. Failed practice. A citation was written for noncompliance with Washington
Administrative Code 388-78A-2980 Lighting.
7) The emergency call system in the residents’ room and bathrooms was activated with
response time of 2 to 3 minutes. Review of the emergency call response report showed
response time between 2 to 8 minutes average. No failed practice was identified. Sampled
residents stated that staff respond to their call quickly. No failed practice was identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Residential Care Services
Investigation Summary Report

Provider/Facility: Where The Heart Is
License/Cert.#: 2780

Provider Type: Assisted Living Facility

Compliance Determination #: 78280 Intake ID: 229130
Investigator: Helen Fisher Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 06/03/2026 through 07/02/2026
Complainant Contact Date(s): 06/23/2026

1) The Assisted Living Facility (ALF) had not release the Named Resident (NR) requested
records.
2) The NR may had been "raped".
3) The NR had not been seen by a podiatrist.

Allegation(s):

Total residents: 47
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Residents
Environment

Observations:

Residents
Collateral Contacts (CC1, CC2)
Nursing Staff (NS)
Care Staff
Executive Director

Interviews:

Residents' records
Incident Investigations.

Record Reviews:

1) Interviews indicated showed that the request of the NR’s records was sent on June 9, 2026,
and was not responded to by the ALF. Records showed that the records requested had been
released to the NR’s Power of Attorney. Failed practice. A citation was written for
noncompliance with Washington Administrative Code 388-78A-2430 Resident review of
records.
2) The NR had cognitive impairment. The NR denied being sexually assaulted, stated they felt
safe at the facility. CC1 stated that the NR's rape allegations happened approximately a year
before and around November of 2025. CC2 stated that the NR's brief was being changed
without the NR's cooperation which may had been one of the reasons why the NR felt like they
were being raped. Interventions were in place when the NR refused care. The ED and HSD
were unaware since they were hired after the reported allegation. Review of the progress notes
dated November 2025 to June 2026 showed that no documentation or reports of sexual

Investigation Summary:

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



assault. However, a referral to seeing a Mental Health Professional was made regarding
obsessive behaviors. There were no documentation or reports of sexual assault found. The
sexual assault allegation was unsubstantiated. No failed practice was identified.
3) The NR's lower extremities were dry and flaky, toenails were thick, long jagged, yellowish
brown in colors, distorted toes slightly curled downwards were observed during an
unannounced onsite visit at the ALF. Interviews indicated that the HSD was unaware of the
NR's toenails condition and would notify hospice. HSD stated that the NR's Representative did
not sign a consent for footcare. Review of care plan showed no toe nail care was agreed upon
by representative. Toenails were trimmed by hospice. No failed practice was identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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