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Residential Care Services
Investigation Summary Report

Provider/Facility: Lynden Manor
License/Cert.#: 2641

Provider Type: Assisted Living Facility

Compliance Determination #: 40067 Intake ID: 126328
Investigator: Anthony Devito Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 04/23/2024 through 06/20/2024
Complainant Contact Date(s): 04/22/2024

1) The Named Resident (NR) was not getting their morning medications from the med tech for
they were left on the NR’s countertop. The ALF was documenting the medication as given but
they could have been thrown away. The NR was paying for the medication service they were
not properly receiving.
2) The Assisted Living Facility was not taking the NR’s blood pressure before giving the NR’s
medication.
3) The NR was taken to the hospital for blacking out and was found to have a bladder infection
and was very dehydrated.
4) The NR had a weight gain of 10 lbs. (pounds) in fluids due to the ALF not following the NR’s
medication discharge order from the hospital.
5) The ALF had been giving the NR their diuretic medication (fluid retention) late in the evening
which made them to go to the bathroom all night.
6) The unnamed staff (US) was not truthful with the NR’s family.

Allegation(s):

Total residents: 85
Resident sample size: 6
Closed records sample size: 1

Investigation Methods:

Sample:

Medication delivery, NR's and sample residents receiving
medications, NR's appearance and mentation, living quarters,
activity, staff to resident interaction.

Observations:

NR, collateral contact, director of nursing, medication technician,
housekeeping staff, caregiver, registered nurse.

Interviews:

NR and sample resident's negotiated service agreement, electronic
medication records, progress notes. Hospital discharge summary.
ALF's medication services policy and procedures.

Record Reviews:

1) Interview indicated that the NR’s morning medications were being left on the counter for them
to take when they got up in the morning. The NR stated that some of the medication technicians
(Med Tech) would leave their medication when they were asleep to take later. The med tech
stated that they did not leave the NR’s medications.

Investigation Summary:
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The med tech stated that they were not aware that medications were being left unsupervised.
Two of two sampled residents’ medications were found in a medicine cup in their apartment.
Failed practice. A citation was written for noncompliance with Washington Administrative Code
388-78A-2210 (1)(b). Medication services.
2) The staff stated that the NR’s blood pressure medications had no parameters. The NR blood
pressure was monitored due to the multiple blood pressure medications the NR was taken. The
NR stated that the staff was taking their blood pressure every day. Electronic medication
administration (EMAR) records showed the NR’s blood pressure was being checked and
recorded daily. No failed practice was found.
3) The Resident Care Coordinator (RCC) stated that they sent out the NR to the hospital due to
an unresponsive episode while attending the activity and the staff was unable to get a reading of
their low blood pressure. The RCC stated that the NR baseline was able to make needs known,
independent with meals and had access to fluids.  The RCC stated that the NR did not notify
staff that they were not feeling well. The NR stated that they did not need much help aside from
shower and stockings assistance. The staff reported that the NR was good about coming down
for meals.  No failed practice was found.
4) There were multiple discrepancies found in the EMAR pertaining to medication management
and weight parameters to give a second dose when the NR’s weight was above 158 lbs.
(pounds). The NR’s diuretic and supplement were given outside parameters. Failed practice
was found. A citation was not written for non-compliance with Washington Administrative Code
388-78A-2210 (2) Medication Services. The ALF was under a plan of correction.
5) Review of the EMAR showed the NR’s diuretic was scheduled at 5:00 PM. The NR stated
there were times that the med tech would bring their diuretic later than 5:00 PM. There was no
written time order from the physician on when the diuretic should have been given. The staff
stated that the NR could request the diuretic be given at the different time. No failed practice
was found.
6) Interview indicated that the US was blaming other staff when the NR’s family asked questions
regarding NR’s medications. The NR’s family had no recollection on which staff they spoke with.
The staff stated that nursing questions were referred to the director of nursing. No failed practice
found.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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