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You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for the unannounced on-site full inspection on
03/10/2025, 03/11/2025, 03/12/2025 and 03/13/2025 of:

5329 WEST RIFLE CLUB COURT
SPOKANE, WA 99208

Brookdale Nine Mile

The following sample was selected for review during the unannounced on-site visit: 10 of 44
current residents and 0 former residents.

The department staff that inspected the Assisted Living Facility:

Brian Zbylski, ALF Licensor
Patricia Eddy, Community Licensor
Carla Rose, NCI Community Licensor

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 1 , Unit B
8517 E Trent Ave, Ste 102
Spokane Valley, WA 99212
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assistance with their medications.  

Review of Resident 4’s February 2025 and March 2025 medication administration records (MARs)
showed a health care provider order for losartan (medication used to lower blood pressure) to be
given daily and to hold (not give) the medication when the resident's SBP (systolic blood pressure,
top number of blood pressure) was less than 110. Documentation showed the medication was
administered when it should have been held on the following dates: 

-02/08/2025, SBP 109 
-02/09/2025, SBP 107
-03/02/2025, SBP 108 

<Resident 5> 

Review of Resident 5’s PSP, dated 02/12/2025, showed the resident was diagnosed with 
 and , and required facility staff assistance with their

medications. 
 
Review of Resident 5’s March 2025 MAR showed the resident had a health care provider order for
amlodipine (used to treat high blood pressure) to be given daily with instructions to hold the
medication when the resident's blood pressure was less than 120/50. Further review showed on
3/05/2025, Resident 5’s medication was not given and their blood pressure was not documented. 

In an interview on 3/11/2025 at 11:30 AM, Staff L, Licensed Practical Nurse, stated the resident’s
blood pressure was not recorded.  

<Resident 8> 

Review of Resident 8’s PSP, dated 01/16/2025, showed the resident was diagnosed with 
and , and required facility staff assistance with their medications.  

Review of Resident 8’s January 2025 MAR showed the resident had a health care provider order for
carvedilol (used to treat high blood pressure and can slow down heart rate) to be given twice daily.
Further review showed that the medication was not to be given if the resident's SBP was less than
100/60 or the heart rate (HR) was less than 55. The MAR showed that the medication was not given
on the following dates (when the SBP and HR were within parameters), with documentation stating
vital signs were outside of parameters: 

-01/30/2025, 109/65- HR 59 
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-02/10/2025, 102/65 - HR 57 

Review of Resident 8’s February 2025 MAR showed the resident had a health care provider order
for losartan/hydrochlorothiazide (used to treat high blood pressure and can slow heart rate) to be
given once daily. Further review showed that the medication was not to be given if the resident's 
SBP was less than 100/60 or the HR was less than 55. The MAR showed that the medication was
not given on the following date (when the SBP and HR were within parameters), with documentation
stating vital signs were outside of parameters: 

-02/10/2025, 102/65 - HR 57 

<Resident 9> 

Review of Resident 9’s PSP, dated 01/02/2025, showed the resident was diagnosed with
 and required facility staff assistance with their medications.  

Review of Resident 9’s January 2025 MAR showed the resident had a health care provider order for
amlodipine to be given daily. Further review showed the medication was to be held when the heart
rate (HR) was below 60. Documentation showed the medication was administered when it should
have been held on the following date: 

-01/01/2025, HR 53 

<Resident 10> 

Review of Resident 10’s PSP, dated 10/09/2024, showed they had a diagnosis of 
 and that they

required facility staff assistance with their medications.  

Review of Resident 10’s January 2025, February 2025, and March 2025 MARs showed the resident
had a health care provider order for carvedilol to be given twice daily. Further review showed the
medication was to be held when the SBP was less than 100 or the HR was less than 60.
Documentation showed the medication was administered when it should have been held on the
following dates:  

01/06/2025, HR 59 
01/12/2025, HR 51 
01/14/2025, HR 58 
02/26/2025, HR 58 
02/27/2025, HR 54 
03/10/2025, HR 55 
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These failures resulted in Resident 1 not being monitored for further injury after multiple falls,
Resident 4 not being evaluated for health complications from blood sugar levels outside of ordered
parameters, and placed the residents at risk for health complications.  

Findings included... 

<Resident 1> 

Review of Resident 1’s Personal Service Plan (PSP, the facility’s titled combined assessment and
negotiated service agreement), dated 10/17/2024, showed that staff were to be alert for heightened
risk of falling.

In an interview on 03/11/2025 at 9:38 AM, Resident 1 stated they had fallen recently. Observation at
that time showed Resident 1 pulled up their shirt sleeve revealing two long, narrow, reddish/purple
bruises on the underside of their forearm. 

Review of Resident 1’s Temporary Service Plans (TSP), showed that the resident had fallen on
01/21/2025, 02/18/2025, 03/03/2025 and 03/04/2025, with instructions to check the resident’s vital
signs (blood pressure, heart rate and temperature) daily for three days after each fall. 

Review of Resident 1’s Weights and Vitals Summary for January 2025 through March 2025 showed
that vital signs were not recorded for the three days following the falls. 

In an interview on 03/12/2025 at 12:07 PM, Staff O, Health and Wellness Director/RN, confirmed
that there was no documentation to show that vital signs had been taken for three days following
Resident 1’s falls.  

<Resident 4> 

Review of Resident 4’s PSP, dated 12/17/2024, showed the resident had a diagnosis of 
 and they required facility staff assistance with

their medications.  

Review of Resident 4’s January 2025, February 2025, and March 2025 medication administration
records (MARs), showed an order for blood sugars to be checked twice a day and for the PCP
(Primary Care Provider) to be contacted if the blood sugar was below 80 or above 350. Further
review showed the blood sugar was out of parameters on the following days/times:  
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class approved as specialty training. The specialty training applies to the type of residents served by
the home as follows:

(b) Dementia specialty training as described in WAC 388-112A-0440 ; and

(c) Mental health specialty training as described in WAC 388-112A-0450 .

WAC 388-78A-2474 Training and home care aide certification requirements.

(2) The assisted living facility must ensure all assisted living facility administrators, or their
designees, and caregivers hired on or after January 7, 2012 meet the long-term care worker training
requirements of chapter 388-112A WAC, including but not limited to:

(c) Specialty for dementia, mental illness and/or developmental disabilities when serving residents
with any of those primary special needs;

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to ensure that mental health and dementia
specialty training had been completed by 1 of 7 staff (Staff D). This failure resulted in residents
receiving care from an individual who had not completed their mental health and dementia training
and placed residents at risk for unmet care needs. 

Findings included... 

Review of the facility’s characteristic roster, dated 03/10/2025, showed that all residents residing in
the facility were categorized as having dementia (age related cognitive impairment) and two
residents received mental health services.  
 
Review of personnel records for Staff D, Caregiver, showed a hire date of 10/02/2024 and that they
were certified as an NAC (Nursing Assistant Certified). Further review showed that Staff D’s records
did not include documentation of specialized training for mental health or dementia. 

In an interview on 03/12/2025 at 1:50 PM, Staff N, Business Office Coordinator, stated they were not
aware that specialty training was a separate required training outside of the NAC certification
training.  

In an interview on 03/13/2025 at 9:30 AM, Staff N confirmed that Staff D had not completed
specialized training for mental health or dementia.
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