


Residential Care Services
Investigation Summary Report

Provider/Facility: Cedar Creek Memory Care
Community
License/Cert.#: 2453

Provider Type: Assisted Living Facility

Compliance Determination #: 70653
Intake ID: 203909

Investigator: Hayley Pinkham
Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 12/29/2025 through 01/27/2026
Complainant Contact Date(s): 01/27/2026

1) The Named Resident’s (NRs) legal representative (LR) did not receive the NRs medical
records as requested in a timely manner.
2) A nurse at the ALF “bent” a needle during insulin administration and the nurse continued to
provide care to the NR after the incident.
3) The NR was experiencing extremes of fluctuating blood sugar checks. The ALF nurse was
using the wrong insulin dosage at bedtime, resulting in low blood sugar checks in the morning.
4) The ALF withheld the NRs requested records and the close timing between the LR’s
complaint regarding the incident with the nurse administering insulin with a “bent” needle raises
concern for retaliation or unsafe continuation of care.
5) The ALF repeatedly provided meals that were inappropriate for the NR.

Allegation(s):

Total residents: 57
Resident sample size: 5
Closed records sample size: 1

Investigation Methods:

Sample:

Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Nursing staff
Residents

Interviews:

Medical records
Incident investigation

Record Reviews:

1) The NR no longer resides at the Assisted Living Facility (ALF). Observation and interview
with sampled residents showed no voiced concerns for care and/or safety at the ALF. Interview
and record review showed the ALF did not provide the requested records to the LR within two
working days of the LR’s request for the
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records. Findings of deficient practice, see Statement of Deficiencies dated 01/27/2026.
2) Interview and record review showed that the report of a bent needle used during insulin
administration was investigated and ruled out as not occurring at the ALF. Record review of the
investigation showed the ALF determined that the nurse did not provide insulin administration
inaccurately. Unable to substantiate allegation.
3) Interview and record review showed the ALF received an order for sliding scale during
waking hours and a bedtime insulin order and the order was transcribed inaccurately based on
the need to clarify the order. Record review showed the NR did not experience several
extremes of low morning blood sugars below normal range. The ALF investigated the
medication error and corrected the medication error when it was discovered. Unable to
substantiate allegation.
4) Interview and record review showed there was no correlation between the NR not receiving
the requested medical records and the event of the allegation of a “bent” needle. The ALF
investigated both allegations and ruled out abuse and/or neglect. The ALF took corrective action
for the medication error. Unable to substantiate allegation regarding retaliation.
5) Record review showed the NR received a diabetic diet as ordered. Unable to substantiate
allegation.

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: Cedar Creek Memory Care
Community
License/Cert.#: 2453

Provider Type: Assisted Living Facility

Compliance Determination #: 70653
Intake ID: 206810

Investigator: Hayley Pinkham
Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 12/29/2025 through 01/27/2026
Complainant Contact Date(s): 01/27/2026

1) The Named Resident (NR) has lost the ability to walk since being admitted to the Assisted
Living Facility (ALF). The NR is having difficulty getting physical therapy (PT).
2) The NR fell at the ALF and sustained a black eye, and a cut above the eyebrow. Upon further
inspection the NR was found with bruises on their abdomen. The bruises appeared old.

Allegation(s):

Total residents: 57
Resident sample size: 5
Closed records sample size: 1

Investigation Methods:

Sample:

Identified resident
Residents
Dining
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Identified resident
Nursing staff
Residents
Family members

Interviews:

Medical records
Hospital records
Incident investigation
Facility policies

Record Reviews:

1) Interview and observation showed the NR needed physical assist to stand and the NR
required a wheelchair for transport. The NR denied care concerns and reported staff treated
them with respect. Interview and record review showed the NR was ambulatory prior to
hospitalization and the NR returned from the hospital after an extended period in a weakened
condition. The NR had orders for PT, but insurance
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denied PT. The ALF is working with the insurance company to provide PT benefits to the NR.
No findings of deficient practice.
2) Observation of the NR showed there was evidence of a few small pale-yellow discolorations
on the abdomen. Interview showed that the NR denied any abuse and/or neglect at the ALF.
Record review showed the NR was in the hospital for an extended period and the bruises were
identified and investigated upon his return to the ALF. No findings of deficient practice. Interview
and record review showed that the NR was hospitalized for unstable behaviors and
inappropriate actions toward other residents. Findings for deficient practice. The ALF failed to
notify the department and the local police department for resident to resident altercations. See
Statement of Deficiency dated 01/27/2026

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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