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Residential Care Services
Investigation Summary Report

Provider/Facility: Easthaven Villa
License/Cert.#: 2144

Provider Type: Assisted Living Facility

Compliance Determination #: 22878 Intake ID: 77475
Investigator: Celeste Vashey Region/Unit #: RCS Region 3 / Unit E
Investigation Date(s): 05/31/2023 through 06/14/2023
Complainant Contact Date(s):

1) Facility reported concern that 10 residents in the memory care had experienced diarrhea and
vomiting.

Allegation(s):

Total residents: 75
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Identified resident
Resident rooms
Resident care equipment
Staff to resident interactions

Observations:

Identified resident
Nursing staff
Identified staff
Family members

Interviews:

Medical records
State reporting log
Facility policies

Record Reviews:

1) Based on interview and record review failed practice found regarding  reporting residents
change in condition to their physician and  representative, documenting the date, time,
relationship of the individual contacted when a change of condition occured; Monitoring
residents well being. Identifying changes in the resident, evaluating them, and taking
appropriate action in response to their changed needs.

Investigation Summary:

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: Easthaven Villa
License/Cert.#: 2144

Provider Type: Assisted Living Facility

Compliance Determination #: 22878 Intake ID: 78958
Investigator: Celeste Vashey Region/Unit #: RCS Region 3 / Unit E
Investigation Date(s): 05/31/2023 through 06/14/2023
Complainant Contact Date(s):

1) Concern Residents/Staff are smoking with 25 ft of the building.
2) Concern facility doors are difficult to open in AL Dining Room.
3) Concern loose carpet is in the AL Dining room that contributed to a fall.
4) Concern of cleanliness of AL Dining room.
5) Concern residents cannot ask for more food and it is not approved by a dietician.
6) Concern residents are being bullied in activities.

Allegation(s):

Total residents: 75
Resident sample size: 7
Closed records sample size: 1

Investigation Methods:

Sample:

Identified resident
Residents
Activities
Dining
Resident rooms
Resident to resident interactions

Observations:

Identified resident
Identified staff
Nursing staff
Residents
Family members
Maintenance staff
Housekeeping staff
Kitchen staff

Interviews:

Medical records
Grievance log
State reporting log
Incident investigation
Facility policies
Staff training records

Record Reviews:

Investigation Summary:
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1) Could not substantiate. The smoking gazebo is 25 ft away from the building. Staff had
identified some residents who smoke outside of there doors. Staff will remind the resident not to,
completed updatead smoking assessments, and have stated the resident could be evicted if
they smoke outside of there doorway.
2) Could not substantiate. The facility has a plan in place to help residents open the doors as
needed. They have a plan to get automatic door for the dining room in the future.
3) Could not substantiate. The facility mat was firmly against the ground. There were no
observations of loose carpeting within the facility.
4) Could not substantiate. The facility caregivers/kitchen staff clean after every meal. The staff
sweep the floors at night.
5). Could not substantiate. The residents can ask for more food. The menu is approved by
dietician.
6) Based on observation and interview failed practice found. The facility will be cited for failing to
investigate incidents. The facility did not start an investigation after it was learned a residents
family was filming another resident. They did not start an investigation after a resident poured
water on another resident for walking too slowly.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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