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ElderCare Commurmities

Evanston

Survey Date: September 22, 2021

Corporate office Submission of this response and Plan of Correction is NOT a legal admission
that a deficiency exlists or, that this Statement of Deficiencies was correctly clted, and is also
NOT to be construed as an admisslion against interest by Willow Creek Community, or any
employees, agents, or other individuals who drafted or may be discussed In the response or Plan
of Correction. In addltlon, preparation and submisslon of this Plan of Correctlon does NOT
constltute an admission or agreement of any kind by Willow Creek Community of the truth of any
facts alleged or the correctness of any conclusions set forth in this allegation by the survey
agency.
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S5015 Ch 12 Sec 7 (d) (1) Assisted Living Facility (ALF) Core Services

1. Resident #1 discharged from facility on 09/10/2021, by decision of POA, Case
Manager, assisted by facility. All care services, responsibilities, custody and
decisions remained with POA. Resident #1 needed higher level of cate services
discussed by corporate with family, 1 Month prior to discharge.

2. Manager will review and sign MAR daily. Contract RN will review MAR to for one
month with manager to validate accuracy & completion of MAR. Manager will send
weekly reports to corporate for an additional month, validating accurate and
completed MAR’s for residents 2 & 3.

3. Resident MAR, medication orders, changes, and change of conditions will be
discussed in upcoming QA meetings with manager, contract RN, staff & corporate
officer.

4. Corporate officer and manager will review MAR quarterly. DON will review MAR
with upcoming 62 day med assessments.

5. DON will review and conduct MAR documentation and training with staff and
manager

6. Date of comphance 11/15/2021.
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ElderCoare Commiuritices

53035 Ch 12 Sec 7 (k) () Assisted Living Facility (ALF) Core Services

Resident #1 discharged from facility on 09/10/2021, by decision of POA, Case
Manager, assisted by facility. All care services, responsibilities, custody and
decisions remained with POA. Resident #1 needed higher level of care services
discussed by corporate with family, 1 Month prior to dischargc.

Corporate officer will review with Manager and staff, complete discharge protocol for
immediate discharge for danger to self or others.

Manager & Corporate Officer will hold a training on discharge paperwork.
Corporate officer and manager will monitor discharges for up to 3 months or review
the first facility discharge available.

Management will discuss successes & concerns in upcoming QA meeting,

Date of compliance 11/15/2021.
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