
STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION

1200 Alder Street, Union Gap, WA 98903

AMENDED
06/26/2024

BROOKDALE SENIOR LIVING COMMUNITIES INC

Brookdale Richland
1629 GEORGE WASHINGTON WAY
RICHLAND, WA 99352

RE: Brookdale Richland License # 1696

Dear Administrator:

This letter addresses Compliance Determination(s) 43127 (Completion Date 06/25/2024) and
39473 (Completion Date 04/29/2024).

The Department completed a follow-up inspection of your Assisted Living Facility on 06/25/2024
and found no deficiencies.  Your facility meets the Assisted Living Facility licensing
requirements.

The Department found that deficiencies for the following licensing laws and regulations were
corrected:
WAC 388-78A-2474-2-a, WAC 388-112A-0220-1, WAC 388-112A-0220-2-a, WAC 388-78A-
2474-5, WAC 388-78A-2474-4, WAC 246-980-030-1-b, WAC 388-78A-2450-2-h, WAC 388-
78A-2450-2-h-i, WAC 388-78A-2450-2-h-ii, WAC 388-78A-2450-2-h-iii, WAC 388-78A-2450-2-
h-iv, WAC 388-78A-2450-2-h-v, WAC 388-78A-2450-2-h-vi, WAC 388-78A-2450-2-h-vii

The Department staff who did the on-site verification:
Laurel Knight, Community Complaint Investigator
Michelle Closner, Complaint Nurse Field Manager

If you have any questions, please contact me at (509)572-7394.

Sincerely,

Michelle Closner, Field Manager
Region 1, Unit G
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Brookdale Richland
License/Cert.#: 1696

Provider Type: Assisted Living Facility

Compliance Determination #: 39473 Intake ID: 125901
Investigator: Laurel Knight Region/Unit #: RCS Region 1 / Unit G
Investigation Date(s): 04/09/2024 through 04/29/2024
Complainant Contact Date(s): 04/09/2024, 04/30/2024

1. Unknown residents did not get their insulin (injections to regulate blood sugars), and the
management team was aware of the incident.
2. A named resident was being mean to their spouse.
3. A named resident was not getting the help they needed, and the reporter wasn't sure if the
resident's sheets got changed or if they were being helped with eating.
4. A named resident's window was left open due to them having diarrhea, and the resident was
on end-of-life care services.
5. A named resident had a swollen left hand, was on comfort meds, but there wasn’t a care plan
for them, and staff were told not to feed, change or provide care to them.
6. A named resident who was a fall risk was not getting changed, was being neglected, didn’t
get meals and had to shower themselves due to missing a bath.  Resident is a fall risk.
7. A named resident was feeling neglected and only night shift checked on them.
8. A named resident didn’t get their briefs changed and had sores on their bottom.

Allegation(s):

Total residents: 85
Resident sample size: 19
Closed records sample size: 1

Investigation Methods:

Sample:

Identified resident
Residents
Resident care equipment
Resident rooms
Staff to resident interactions
General facility environment

Observations:

Identified resident
Identified staff
Nursing staff
Residents
Family members
Business office manager
Administrator
Others not associated with the facility

Interviews:
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Resident characteristic roster
Medical records (face sheets, care plans, temporary care plans,
progress notes, medication administration records)
Incident investigation
Facility policies
Personnel files
Staff training records
Staff patterns

Record Reviews:

1. Interview and record review showed that during one evening shift, the Medication Technician
(MT) who worked that shift was not delegated to be able to give insulin, so 10 residents did not
get their insulin. The residents did not display adverse outcome as a result of missing their
doses. The ALF investigated the incident and implemented preventative measure. The ALF
made the required notifications and followed their policies and procedures. Investigation showed
that staff did not have did not have the required trainings for long term care workers. Failed
practice identified see WAC  388-78a-2474/WAC 246-980-030; WAC 388-78a-2450; WAC 388-
78a-2450/388-112a-0220.
2. Interview and record review showed that the ALF investigated the incident, separated the two
residents, and protected residents during the course of the investigation. The spouse was
placed on one-to-one care until they could be moved to a different facility. The ALF followed
their policies and procedures and made all required notifications. No failed provider practice
identified.
3.. Observation showed that the resident's room was clean, sheets clean and dry. The resident
denied feeling neglected. Interviews showed that the ALF had gotten behind on laundry due to
staffing issues but was able to catch up. The named resident was independent with eating. The
ALF followed the resident's care plan. No failed provider practice identified.
4. Identified resident stated that they had no concerns with care or treatment by staff.  Their
representative stated they frequently observed care and were satisfied.  Facility staff stated that
the resident had been declining and needed more care and services.  Facility documentation
showed the resident was being monitored.  No failed practice identified.
5. Facility staff stated that the Named Resident was on end-of-life care and experienced severe
pain with being repositioned.  Facility documentation showed a negotiated service agreement
(NSA) and progress notes showed an order that stated the resident was allowed to remain in
bed for all Activities of Daily Living (ADL’s) and to offer ADL’s and repositioning as allowed due
to pain.  The documentation showed the resident was receiving medication for pain as well as
left arm swelling.  No failed practice identified.
6. Observation, interview and record review showed that the named resident was clean well
groomed, their brief was dry, their bed was clean and dry. The resident denied being neglected
and stated staff were very helpful. The named resident was not able to walk, staff escorted them
to meals and gave them their showers as they could not do so alone.  The ALF followed the
resident's care plan. No failed provider practice identified.
7. Observation and interview showed that the resident was clean well dressed and groomed and
in no acute distress. The named resident denied feeling neglected and said they did not need
help like other residents did. The resident stated that staff came when they needed help, though
sometimes they had to wait to get their call light answered. The ALF followed the resident's care
plan. No failed provider practice identified.
8. Observation and interview showed that the resident was clean well dressed and groomed and
in no acute distress. The named resident denied feeling neglected and

Investigation Summary:
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stated that staff always came whenever they needed help. The named resident's skin was
intact. The ALF followed the resident's care plan. No failed provider practice identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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