


Residential Care Services
Investigation Summary Report

Provider/Facility: Madrona Assisted Living,
LLC
License/Cert.#: 2210

Provider Type: Assisted Living Facility

Compliance Determination #: 72738
Intake ID: 211445

Investigator: Shelley Neeleman
Region/Unit #: RCS Region 3 / Unit D

Investigation Date(s): 02/10/2026 through 04/08/2026
Complainant Contact Date(s):

Unqualified Personnel:
1) The facility did not provide nurse delegation services to residents in their Memory Care Unit.
2) The facility used “Med Techs” to administer medications without properly being delegated by
an RN.
3) The facility was told that nurse delegation was not required for their memory care unit.

Allegation(s):

Total residents: 53
Resident sample size: 4
Closed records sample size:

Investigation Methods:

Sample:

General environment
Residents
Resident Rooms
Staff
Staffing levels
Resident to Resident interactions
Staff to Resident interactions

Observations:

Staff
Residents

Interviews:

Resident Characteristic Roster
Face Sheets
Service Plans
Progress Notes
Incident reports
Facility Nurse Delegation list
Bainbridge Senior Living Nurse Delegation Policy and Procedure (no
date provided)
Nurse Delegation: Consent for Delegation Process documents
Nurse Delegation: Nursing Visit documents
Nurse Delegation: Instruction for Nursing Task documents

Record Reviews:
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Nurse Delegated Resident’s Physicians Orders

1) Based on interviews and record review, nine of the thirteen residents received nurse
delegation services who resided in the facility’s Memory Care Unit (MCU).
Unable to substantiate the allegation or identify failed practice.
2) The Resident Care Coordinator (RCC) stated that Resident 1, Resident 2, Resident 3 and
Resident 4 were unable to self-administer their medications and did not receive nurse
delegation services.
A Medication Technician stated that Resident 1, Resident 2, Resident 3 and Resident 4 were
unable to self-administer their medications, and their medications needed to be placed on a
spoon and put into their mouths. Medication Technician stated that Residents 1, Resident 2,
Resident 3 and Resident 4 cannot self-administer their medications because they either had
paralysis, they did not know what to do with the spoon, or they lacked coordination and spilled
the medication.

Based on observations, interviews and record review, four residents' records were reviewed and
found to be unable to consistently self-administer their medications. None of the four residents
received nurse delegation services.
The facility failed to meet the regulatory requirements outlined in WAC 388-78A-2310(2)(f) –
Intermittent nursing services. Citation issued.

3) Based on interviews and record review, there were nine residents residing in the MCU who
were appropriately receiving nurse delegation services. There was no indication that facility staff
received misinformation related to nurse delegation services.
Unable to substantiate the allegation or identify failed practice on the part of the facility.

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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