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Residential Care Services
Investigation Summary Report

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

Provider Type: Assisted Living Facility

Compliance Determination #: 60045 Intake ID: 179331
Investigator: Helen Fisher Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 05/23/2025 through 07/07/2025
Complainant Contact Date(s):

The Director of Nursing was handling medications to the undelegated staff to give to the
residents.

Allegation(s):

Total residents: 82
Resident sample size: 5
Closed records sample size:

Investigation Methods:

Sample:

Environment.Observations:

Executive Director (ED)Interviews:

N/ARecord Reviews:

Interviews indicated that medications including insulin injections were handed over by the
facility’s nurse to the non-delegated staff to administer to the resident. The DNS confirmed that
they were handing medication including insulin to non delegated staff to administer. Failed
practice was identified. A citation was written for noncompliance with WAC 388-78A-2320
Intermittent nursing services system.

Investigation Summary:

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 #: 60045 Intake ID: 179703
Investigator: Helen Fisher Region/Unit #: RCS Region 2 / Unit A
Investigation Date(s): 05/23/2025 through 07/07/2025
Complainant Contact Date(s):

1) Medications were kept in the Named Staff 1 (NS1's) office to be used for other residents later.
Medications were left by the residents who moved out.
2) Medications were left on the cart and the nurse’s station unattended and accessible by staff
and residents.
3) Medications were handed to the non-delegated staff to give to residents.
4) Three Named Residents (NR1, NR2 & NR3's) medications were placed on hold without an
order.
5) Many medications were not available and medication errors.
6) NS1 did not like people with different ethnicities and wrongfully terminated staff. NS1 fired the
Unnamed Staff (US) for not carrying a pager.
7)   The med techs were asked to administer medications without an order.

Allegation(s):

Total residents: 82
Resident sample size: 5
Closed records sample size:

Investigation Methods:

Sample:

Medication pass, medication storage. Residents, Environment.Observations:

Nursing staff.
Residents.
Collateral Contacts.
Other not associated with the facility.

Interviews:

Residents' records, nurse delegation policy and procedures.
Medication services policy and procedures.

Record Reviews:

1) Interviews indicated that the medications being kept at NS1’s office were to
be destroyed and not for other residents’ use. The leftover medications belonging to
former residents were destroyed as per ALF’s procedures. No failed practice was
identified.
2) Medications were locked in the medication cart were observed during
unannounced onsite visit at the Assisted Living Facility (ALF). The nursing staff
denied seeing medications outside to the medication cart unattended. No failed

Investigation Summary:
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practice was identified.
3) Interviews indicated that medications including insulin injections were
handed over by the facility’s nurse to the non-delegated staff to administer to the
resident. Failed practice was identified. A citation was written for noncompliance
with WAC 388-78A-2320 Intermittent nursing services system.
4) The nursing staff indicated that they tried to place medication on hold when
the medication had not arrived for 1 day. The practice was reversed the following
day. No failed practice was identified.
5) According to the nursing staff the medications that were not available were
new orders waiting to be filled and delivered by the pharmacy. Review of the
sampled residents’ medication administration records showed no medication
discrepancies found. No failed practice was identified.
6) Employees were terminated due to noncompliance of the ALF policy and
procedures. NS1 denied the report that they wrongfully terminated staff. No failed
practice was identified.
7) Three med techs denied being asked to administer medications without an
order. 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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