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Residential Care Services
Investigation Summary Report

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

Provider Type: Assisted Living Facility

Compliance Determination #: 38427 Intake ID: 122110
Investigator: Sylvia Shauvin Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 03/11/2024 through 03/25/2024
Complainant Contact Date(s): 03/11/2024, 03/22/2024

1 - Facility doesn't provide proper diets for residents
2 - A resident lost weight because of Issue 1

Allegation(s):

Total residents: 40
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Residents' well-being
Any signs of unplanned weight loss
Meal service
Staff's response to residents' needs/concerns

Observations:

Six residents, including alleged victim (AV)
Eight facility caregivers
Medication Aide Supervisor
Dietary Supervisor
Assistant Administrator
Administrator

Interviews:

Sample residents' Face Sheets, assessments, care plans, weight
records, and Progress Notes
Prescribers' orders and visit summaries for AV
Staffing schedules - January through March 2024
Sample three staff's credentials
Menus

Record Reviews:

1 - Kitchen observations and interview with the Dietary Supervisor showed the facility had a
system for identifying and accommodating several types of diets, including calorie controlled
and pureed diets. Cards in the kitchen included information about residents' diets, allergies, and
food preferences. Observation of a meal showed facility made reasonable attempts to
accommodate residents' dietary needs and preferences, and residents accepted the meal well.
Interview with the AV and a dental summary for the resident showed the dentist recommended
the resident eat soft foods while healing from dental work. Interviews with staff showed the
resident often refused to have the
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facility puree/blend their food to soften the texture. The facility made reasonable attempts to
accommodate residents', including AV's, dietary needs therefore, no failed facility practices
were found related to the allegation.
2 - Residents, including the AV, were observed well-nourished and their clothing fit properly.
Interviews with staff and review of residents' vital sign records showed the facility monitored
residents' weights on a monthly basis. Review of the AV's weight record showed they had
weight loss however, the March 2024 prescriber visit summary showed the prescriber
recommended weight loss for the AV.  Failed facility practices were found related to the facility's
failure to complete annual assessments; update service agreements; and maintain
documentation of sampled staff's specialty and orientation and safety trainings, reference
checks, and fingerprint background check results. The deficiencies were documented in a
Statement of Deficiencies under Washington Administrative Code (WAC) 388-78a-2100(2)(a)
Ongoing assessments; WAC 388-78a-2130(3)(b)(4) Service agreement planning; WAC 388-
78a-2450(3)(d)(i)(A) Staff; WAC 388-78a-2450(3)(d)(ii) Staff; and WAC 388-78a-24681(1)
Background checks--Employment--Provisional hire--Pending results of fingerprint background
check.

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: Magnolia Care
License/Cert.#: 2650

Provider Type: Assisted Living Facility

Compliance Determination #: 38427 Intake ID: 122249
Investigator: Sylvia Shauvin Region/Unit #: RCS Region 1 / Unit B
Investigation Date(s): 03/11/2024 through 03/25/2024
Complainant Contact Date(s):

1 - The alleged perpetrator (AP) inappropriately touched and kissed the alleged victim (AV)
Allegation(s):

Total residents: 40
Resident sample size: 5
Closed records sample size: 0

Investigation Methods:

Sample:

Residents' safety and well-being
Staff's interactions with and care of residents

Observations:

Six residents, including alleged victim (AV)
Eight facility caregivers
Medication Aide Supervisor
Assistant Administrator
Administrator

Interviews:

Sample residents' Face Sheets, assessments, care plans, and
Progress Notes
Facility policy and procedures - Abuse, Mandatory Reporting
Staffing schedules - January through March 2024
Facility's investigation documents
Sample three staff's credentials, including for the AP

Record Reviews:

1 - Staff were observed caring for and interacting with residents in a respectful manner. In an
interview with the AV, they stated the AP recently kissed them to wake them, and
inappropriately touched them. They stated they told several staff about it and the Administrator
talked with them to obtain details regarding the allegation. Interviews with the AV, several staff,
and review of the facility's documents pertaining to the allegation showed the facility took prompt
steps to protect residents, investigated, and notified the required parties.  Review of sampled
staff credentials, including for the AP, showed the facility failed to maintain documentation of
sampled staff's specialty and orientation and safety trainings, reference checks, and fingerprint
background check results. The failed facility practices were documented in a Statement of
Deficiencies (SOD) under Washington Administrative Code (WAC) 388-78a-2450(3)
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(d)(i)(A) Staff; WAC 388-78a-2450(3)(d)(ii) Staff; and WAC 388-78a-24681(1) Background
checks--Employment--Provisional hire--Pending results of fingerprint background check. During
the investigation failed facility practices were also found  related to the facility's failure to
complete annual assessments and update service agreements.  The deficiencies were
documented in the SOD under WAC 388-78a-2100(2)(a) Ongoing assessments and WAC 388-
78a-2130(3)(b)(4) Service agreement planning.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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