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Residential Care Services
Investigation Summary Report

Provider/Facility: FAIRWINDS BRITTANY
PARK
License/Cert.#: 1172

Provider Type: Assisted Living Facility

Compliance Determination #: 71327
Intake ID: 205279

Investigator: Wesler Dumecquias
Region/Unit #: RCS Region 2 / Unit D

Investigation Date(s): 01/13/2026 through 01/20/2026
Complainant Contact Date(s):

The Named Resident (NR) had missing medications.
Allegation(s):

Total residents: 38
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Medication safe box
Medication room

Observations:

Identified resident
Identified staff
Nursing staff
Residents
Administrator

Interviews:

Facility policies
Incident investigation
State reporting log
Personnel files- background checks
eMAR
Incident report
Care plans
Witness/staff statements
Narcotic medication log books
Progress notes
PCP fax

Record Reviews:

The facility investigated the incident but was unable to determine how seven tablets of narcotic
medications of the NR went missing.  The facility had a single narcotic safe box where the
narcotic medications were stored. All MTs had access to the
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secure box.  The facility had two MTs for the morning (AM) shift, two for the evening (PM) shift
and one for the night shift (NOC).  Out of the four MTs for the AM and PM shifts, and three for
the PM and NOC shifts, only two MT each were responsible for the counting of the narcotic
medications and sign the narcotic log book.  One MT removed the unsealed bottle of the NR's
narcotic medication, brought to the NR's room but eventually returned it because the NR
refused without an accounting  after removing and before taking it out to the NRs room, and
without an accounting  after returning the narcotic in the safe box. The MT stated they did not
count because they relied on the quantity recorded in the narcotic logbook. At the end of the
shift and during narcotic count, the MTs determined there were seven missing narcotic
medications. Interview showed the outer door of the safe box containing the key to the narcotic
drawer was open and unlocked. Failed practice was identified. A citation was issued for non
compliance with WAC 388-78A-2210 (10 (b). Medication services.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A

This docum
ent w

as prepared by R
esidential C

are Services for the Locator w
ebsite. 

 

 

 














