


Residential Care Services
Investigation Summary Report

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

Provider Type: Assisted Living Facility

Compliance Determination #: 71585 Intake ID: 207535
Investigator: Michelle Mcglon Region/Unit #: RCS Region 2 / Unit J
Investigation Date(s): 01/16/2026 through 02/26/2026
Complainant Contact Date(s):

1. The Named Staff (NS) reported to Named Staff 1 (NS1) that Named Resident had passed
away at Assisted Living Facility (ALF) without verification from a medical professional.
2. The Named Staff 2 (NS2) was observed going into the NR’s apartment, while they were
hospitalized.
3. The NR was admitted to the hospital with a pressure ulcer.

Allegation(s):

Total residents: 74
Resident sample size: 3
Closed records sample size: 1

Investigation Methods:

Sample:

Residents
Staff to resident interactions
Resident to resident interactions

Observations:

Nursing staff
Family members

Interviews:

State reporting log
Facility policies
Resident Records
Hospital records

Record Reviews:

1. Interview and record review showed that the ALF failed to called 911 prior to notifying the
NR's family representative and providing incorrect information about the resident's status. In an
interview, NS1 confirmed they had reported to the NR's family the resident was deceased
without a physical assessment. The facility failed to ensure staff were trained to implement the
medical emergency policy. See Statement of Deficiency dated 02/26/2026.
2. In an interview, the NR's family representative confirmed nothing was taken from the
apartment.  In an interview, the maintenance assistant stated that the facility did not have a
special lock for apartments, when the resident was in the hospital. Observation showed the ALF
apartments had key locks in place. Unable to substantiate. No failed practice identified.
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3. Record review of hospital records showed that the NR had impaired skin integrity. In an
interview, the ALF's Health and Wellness Director stated the NR did not have a pressure ulcer.
The ALF staff reported no skin concerns were observed while providing the NR with care.
Unable to determine when the NR's impaired skin integrity appeared. No failed practice
identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:
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