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Record Reviews: 

Investigation Summary: 

Residents 

Family members 
Nursing staff 
Executive Director 

Assistant Executive Director 
Identified resident 

Incident investigation 
Personnel files 
Staff patterns 

1. Record review of the MSDS showed the ALF had documents containing information on the

potential hazards in a binder. The Executive Director (ED) stated the maintenance director was
working to keep the binder up to date.
2. Interview and record review showed the ALF had not retained 12 weeks of planned and

worked schedules. The Memory Care Director (MCD) stated that she threw away the worked
schedules. The MCD stated that the staff had not worked 24 hours a day, some staff would pick
up extra shifts.

3. Citation for missing orientation issued on 06/26/2023 & 08/17/2023. Currently, the ALF are
within their plan of correction period.
4. Interview and record review showed the ALF failed ensure the residents, their

representatives, or an ALF representative sign the Resident Service Plan. In an inteview, the
Executived Director confirmed there were no signatures.
5. Observation showed the appliances were on the patio outside of the dining room and did not

block the exits. The ED stated that vendors were coming to pick up the appliances.
6. Observation showed the ALF and MCU medication technician pass the keys to another
medication technician at the end of their shift.

7. Observation showed the ALF medication room was clean.
8. Interview and record review showed NR 1 did not have a dementia diagnosis. The Executive
Director stated that NR1 had initially been moved into the memory care, but moved within a

week to the assisted living.
9. Citation for missing TB test was issued on 06/26/2023 and 08/17/2023. The ALF are within
there plan of correction.

10. Currently, the ALF does not have a ALO. The MCD stated that she had not been asked to
work while sick.The ALF staff denied being asked to work when sick.
11. In an interview, the Executive Director stated that she was working with NR2's family to

move the resident to memory care, and NR3 was scheduled to move to memory care.
12. Observation of NR4's and sampled residents' aparmtent showed no ants or mold. The ED
stated that there was a leak in an apartment affecting a small area, but the problem had been

resolved.
13. In an interview, the ALF nurse stated that she had not moved any resident into the facility
without an assessment. Record review showed the ALF had pre-admission assessments for

newest admitted residents.
14. Interview and record review showed the ALF staff failed to ensure ROR were complete to
rule out abuse, neglect, and to determine the circumstances around the incidents.

15. The ALF reported not being aware of any staff member turning off the alarmed exit doors in
memory care. The ED stated that she had not heard of anyone turning off the alarmed exit
doors. Observation showed the alarms were turned on.

16. Citation for broken call lights test was issued on 06/26/2023 and 08/17/2023. The ALF are
within their plan of correction period.
17. Citation for staff not having specialized training was issued and the facility is
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within their plan of correction period. 
18. Record review showed service plans were updated at least yearly.
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