


Residential Care Services
Investigation Summary Report

Provider/Facility: Magnolia Care
License/Cert.#: 2650

Provider Type: Assisted Living Facility

Compliance Determination #: 76024 Intake ID: 217158
Investigator: Brian Zbylski Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 04/16/2026 through 04/20/2026
Complainant Contact Date(s):

1. Named staff was very drowsy while on shift.
2. Named residents' medication was missing from the medication cart.
3. Named resident given medications incorrectly.
4. Narcotic count was incorrect.
5. Narcotic medications were improperly secured.

Allegation(s):

Total residents: 39
Resident sample size: 2
Closed records sample size: 1

Investigation Methods:

Sample:

Medication storage and security.
Staff appearance.
Staff assisting residents.

Observations:

Named residents.
Med Tech.
Administrator.
Licensed nurse.

Interviews:

Resident records.
Disclosure of services.
Staff list and schedule.
Facility policies.
Narcotic medication book.

Record Reviews:

1. Upon notification of the concern, the named staff person was spoken to and monitored by the
management who determined that further action was not warranted. The facility had a policy in
place regarding employee conduct and substance use. No deficient practice identified.
2. Medication records were reviewed. Medication carts were observed to be secured. The
facility failed to complete documentation regarding destruction/disposal of residents' narcotic
medications. Deficient practice identified related to Washington Administrative Code WAC 388-
78A-2210 (1; a,b).
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3. Two medication administration errors were discovered for the named resident. Deficient
practice identified related to WAC 388-78A-2210 (2; a,b).
4. Narcotic records were reviewed and counting errors were not discovered. There was a
process in place for counting narcotics at the beginning and end of each shift. Deficient practice
not identified.
5. Narcotic storage was observed to be stored appropriately behind multiple locks and access
was given to designated staff only. Deficient practice not identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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