


Residential Care Services
Investigation Summary Report

Provider/Facility: Brookdale Monroe
License/Cert.#: 2284

Provider Type: Assisted Living Facility

Compliance Determination #: 23898 Intake ID: 80954
Investigator: Michelle Mcglon Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 05/12/2023 through 07/13/2023
Complainant Contact Date(s):

1. The Assisted Living Facility (ALF) failed to follow physician's orders, when the Named
Resident (NR) had a blood sugar higher than the parameters.

Allegation(s):

Total residents: 54
Resident sample size: 4
Closed records sample size:

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms

Observations:

Identified resident
Nursing staff

Interviews:

Resident RecordsRecord Reviews:

1. Interview and record review showed the ALF staff failed to notify the NR's physician when the
resident had a high blood sugar reading. The Registered Nurse stated that the physician should
have been notified.

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: Brookdale Monroe
License/Cert.#: 2284

Provider Type: Assisted Living Facility

Compliance Determination #: 23898 Intake ID: 81937
Investigator: Michelle Mcglon Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 05/12/2023 through 07/13/2023
Complainant Contact Date(s):

1. The Executive Director (ED) was making changes to the resident's living conditions without
notifying the residents or the resident representatives of the Assisted Living Facility (ALF).
2. The ED was bullying and isolating residents at the ALF.
3. The ALF failed to re-order the Named Residents (NR)'s medications, resulting in missed
medications for one week.
4. The ALF increased the NR's care and rent.
5. The NR's apartment was not cleaned or garbage emptied.

Allegation(s):

Total residents: 54
Resident sample size: 4
Closed records sample size:

Investigation Methods:

Sample:

Identified resident
Resident rooms
Staff to resident interactions

Observations:

Identified resident
Nursing staff
Family members

Interviews:

Resident RecordsRecord Reviews:

1. In an interview, the interim executive director stated that changes had been made to
rearrange the furniture for decor. The Health and Wellness Director stated that rearranging the
furniture was for residents safety. Observation showed multiple seating options in the common
areas to accomodate resident socialization.
2. In an interview, the interim executive director stated that he had not bullied  or isolated any of
the residents. Sampled residents reported no concerns with being bullied or isolated.
3. Interview and record review showed the ALF staff failed to esnure the NR had medications
availabe as prescribed by their primary care physician.
4. In an interview, the NR's family representative stated that they had received written
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notice prior to the rate increase. The interim executive director stated that the ALF has an
annual rent increase. The residents and their family representatives were given a 30 day written
notice prior to the rent increase.
5. Observation and interview showed the NR's apartment was cleaned and garbage was
emptied.  The NR stated that their apartment was cleaned weekly. Sampled residents had no
concerns with the housekeeping.
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Conclusion / Action:
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