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the department in the future.

You Must:
*» Begin the process of correcting the deficiency or deficiencies immediataty; ang,
» Complete correction as soon as possible.

You Are Not:
» Required to submit a plan-of-correction for the deficiency or deficiencies found.

The Department May:
* Inspect the facility to determine if you have corrected all deficiencies.

You May:
+ Contact me for clarification of the deficiency or deficiencies found.

In Addition, You May:

» Request an Informal Dispute Resolution (IDR) review within 10 working days after you
receive this letter. Your IDR request must include:
o What specific deficiency or deficiencies you disagree with;

o Why you disagree with each deficiency; and
o Whether you want an IDR to occur in-person, by telephone or as a paper review.
o Send your request to:

IDR Program Manager

Department of Social and Health Services
Aging and Long-Term Support Administration
Residential Care Services

PO Box 45600

Olympia, WA 98504-5600

If You Have Any Questions:
+ Please contact me at (509)225-2823.

Sincerely,

L awna UWitlamaDPavia
Laura Williams-Davis, Field Manager
Region 1, Unit G

Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: Brookdale Richland Provider Type: Assisted Living Facility
License/Cert.#: 1696

Compliance Determination #: 50309 Intake ID: 155564

Investigator: Melissa Milanez Region/Unit #: RCS Region 1/ Unit G

Investigation Date(s): 11/15/2024 through 12/10/2024
Complainant Contact Date(s):

Allegation(s):
Broken pipe and possible mold in dining room.

Investigation Methods:

Sample: Total residents: 92
Resident sample size: 92
Closed records sample size:

Observations: Residents
Dining
Staff to resident interactions
Resident to resident interactions
Kitchen
Food preparation

Interviews: Nursing staff
Residents
Family members
Maintenance staff
Kitchen staff

Record Reviews: State reporting log
Incident investigation
Facility policies
Staff patterns

Investigation Summary:

The facility had a water leak that caused water damage and needed repairs to the kitchen and
dining room area which put the residents at risk for discontinuation of services and exposure to
mold. The facility did not report the incident to the department. Failed practice consultation
under WAC 388-78A-2650 (3).

Conclusion / Action:

[1] Failed Provider Practice Identified / Citation(s) Written

"91ISqaM 101207 3Y3 JO} SIIAISS dJe) |elIuapIsay Ag pasedasd sem Jusawndop siyl



Failed Provider Practice Not Identified / No Citation Written

i

N/A
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