


Residential Care Services
Investigation Summary Report

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

Provider Type: Assisted Living Facility

Compliance Determination #: 52788 Intake ID: 162136
Investigator: Helen Fisher Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 01/09/2025 through 02/14/2025
Complainant Contact Date(s): 01/07/2025

1)  The Named Resident (NR) was left covered with feces while lying in bed for at least six
hours. The NR, the NR's bedroom, bathroom floor, and toilet had feces on them.
2)  The NR had not been taken to meals in a timely manner.

Allegation(s):

Total residents: 89
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Residents, environment, staff to resident interaction.Observations:

Residents, Collateral contact, Executive Director (ED), Director of
Nursing, Medication Technician, Caregiver.

Interviews:

Residents' records.
Abuse and neglect policy and procedure

Record Reviews:

1)  Interview indicated that the NR had urine and bowel incontinence and was left approximately
five hours in feces. The staff stated that the floor all the way to the bathroom had tracts of feces.
The staff stated that they were aware that the NR had a bowel incontinence and had asked
another staff to attend to the NR but was ignored. The staff stated that the NR had feces all over
them and on the floor and toilet. The ALF did an investigation and the NS was reprimanded.
Failed practice was identified. A citation was written for noncompliance with Washington
Administrative Code 388-78A-2660 Resident rights.
2)  The staff stated that the NR refused to get cleaned up to attend breakfast when asked by the
staff. The staff stated that they were aware at the time that the NR had bowel incontinence and
would have cleaned the NR had the NR agreed to get up. The staff stated that the NR missed
breakfast. The ALF did an investigation and the NS was reprimanded. Failed practice was
identified. A citation was written for noncompliance with Washington Administrative Code 388-
78A-2660 Resident rights.
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written
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Residential Care Services
Investigation Summary Report

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

Provider Type: Assisted Living Facility

Compliance Determination #: 52788 Intake ID: 162370
Investigator: Helen Fisher Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 01/09/2025 through 02/14/2025
Complainant Contact Date(s): 01/10/2025

1) The Named Resident (NR) was left in feces for six plus hours.
2) The Assisted Living Facility (ALF) left the NR sitting on and standing in their
own urine multiple times.
3) The NR was not taken to the dining room until an hour after.
4) The NR was tested and diagnosed for .
5) The management was ignoring a request for NR’s care plan change.

Allegation(s):

Total residents: 89
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Residents, environment, staff to resident interaction.Observations:

Residents, Collateral contact, Executive Director, Director of
Nursing, Medication Technician, Caregiver.

Interviews:

Residents' records.
Abuse and neglect policy and procedure

Record Reviews:

1) The NR was cognitively impaired and unable to make their needs known. Interview indicated
that the NR had a bowel incontinence and was left in feces while lying in bed for approximately
six hours. The staff stated that they were aware that the NR had a bowel incontinence and had
asked another staff to attend to the NR but was ignored. The staff was unable to provide the
other staff's name. The staff stated that the NR had feces all over them and on the floor and
toilet. The ALF did an investigation and the NS was reprimanded Failed practice was identified.
A citation was written for noncompliance with Washington Administrative Code 388-78A-2660
Resident rights.
2) The staff stated that they have been offering every 2-hour toileting. The staff stated that the
NR would occasionally refuse to be toileted. It was unknown on how long the NR was left on wet
brief and on how long the NR was standing on their own urine. The ALF did an investigation,
additional training was provided to staff. Failed practice was identified. A citation was written for
noncompliance with Washington
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Administrative Code 388-78A-2660 Resident rights.
3) The staff stated that lunch is at 1:00 PM and they always made sure residents were taken to
meals. No failed practice was identified.
4) The staff stated that the NR was taken by their family to the doctor and was tested for bladder
infection due to behavior issues. The staff stated that the NR was prescribed an antibiotic. The
staff stated that they encouraged the NR to increase their fluid intake during meals. No failed
practice was identified.
5) The ALF denied ignoring request for NR care changes. The ALF stated that normally a care
conference was warranted to update the care plan. The ALF stated the NR's care plan was
updated during the care conference with the NR's family. Review of the recent care plan
showed toileting supervision and monitoring was updated as requested by the NR’s family to
address the NR's changing needs. 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: Lynden Manor
License/Cert.#: 2641

Provider Type: Assisted Living Facility

Compliance Determination #: 52788 Intake ID: 162690
Investigator: Helen Fisher Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 01/09/2025 through 02/14/2025
Complainant Contact Date(s): 01/13/2025, 02/05/2025

1) The Named Resident (NR) went missing and was found in another resident’s
room.
2) The NR wandered out the memory care unit through the locked door.
3) The ALF was leaving the NR completely soaked in urine for hours.
4) The Named Resident (NR) was completely covered for at least six hours.
5) Request for additional services was ignored by the ALF.

Allegation(s):

Total residents: 89
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Residents, environment, staff to resident interaction.Observations:

Residents, Collateral contact, Executive Director, Director of
Nursing, Medication Technician, Caregiver.

Interviews:

Residents' records.
Abuse and neglect policy and procedure

Record Reviews:

1) The NR was cognitively impaired. The staff stated that the NR wandered in the memory care
unit and into another residents’ room. The staff stated that since residents’ doors were not
locked, we often found the NR inside other residents’ room. The staff stated that they redirected
the NR without a problem. The staff stated the NR was adjusting to a new environment. No
failed practice was identified.
2) The staff responded when exit door alarm was set off and found the NR at the second floor.
The staff stated that the NR was unharmed and agreeable to return to the unit. The ALF stated
that the exit doors when pushed it would open and alarmed for 15 seconds until it was reset by
staff. The staff stated that after that event the NR’s care plan was updated. No failed practice
was identified.
3) The staff stated that they have been offering every 2-hour toileting. The staff stated that the
NR would occasionally refuse to be toileted. It was unknown on how long the NR was left on wet
brief and on how long the NR was standing on their own urine. The ED stated that they did an
investigation as they became aware of the
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event and retrained staff. Failed practice was identified. A citation was written for
noncompliance with Washington Administrative Code 388-78A-2660 Resident rights.
4) Interview indicated that the NR had urine and bowel incontinence and was left covered in
feces for approximately five hours. The staff stated that they were aware that the NR had a
bowel incontinence and had asked another staff to attend to the NR but was ignored. The staff
stated that the NR had feces all over them and on the floor and toilet. The ALF did an
investigation and the NS was reprimanded. Failed practice identified. A citation was written for
noncompliance with Washington Administrative Code 388-78A-2660 Resident rights.
5) The ALF denied ignoring request for NR care changes. The ALF stated that normally a care
conference was warranted to update the care plan. Review of the care plan showed toileting
supervision and monitoring was updated during the care conference between the ALF and the
NR's family to address the NR's changing needs. 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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