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Initial Comments

Assisted Living Programs for People with
Dementia are defined by the population served.
The census numbers were provided by the
Program at the time of the on-site.

General Population
Number of tenants without cognitive disorder: 11
Number of tenants with cognitive disorder: 6

Memory Care Unit

Number of tenants without cognitive disorder: 0
Number of tenants with cognitive disorder: 5
TOTAL Census of Assisted Living Program for
People with Dementia : 22

No regulatory insufficiencies were cited during the
recertification visit conducted to determine
compliance with certification for an Assisted Living
Program for People with Dementia. The following
regulatory insufficiency was cited during the
investigation into Complaint #100900-C.

481-67.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and
procedures established by the program.

This Requirement is not met as evidenced by:
Based on interview and record review, the
program failed to follow its policy on Discharge
Criteria for 2 of 2 discharged tenants reviewed
(Tenant C1 and Tenant C2). Findings follow:

Record review on 8/17/22 revealed Tenant C1
received a 30-day notice of discharge on 10/6/21.
The program provided Tenant C1 and her legal
representative with the telephone number of the
state long-term care ombudsman but not the
address.
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Additional record review on 8/17/22 revealed
Tenant C2 received a 30-day notice of discharge
on 6/23/22. The program did not have
documentation in the medical record from Tenant
C2's physician providing a rationale for why the
discharge was necessary. The program provided
Tenant C1 and her legal representative with the
telephone number of the state long-term care
ombudsman but not the address.

Review of the Program's Discharge Criteria policy
revealed before a resident was transferred or
involuntarily discharged, the Director or his/her
designee shall perform the following:

Record the reason for the transfer or discharge in
the resident's medical record, which shall be
substantiated as follows:

a. The resident's physician shall document the
rationale for transfer or discharge in the resident's
medical record if the transfer or discharge is
necessary for the resident's welfare and the
resident's needs cannot be met by the facility.

Each written transfer or discharge notice was to
include the address and telephone number of the
state long-term care ombudsman.

The Executive Director confirmed these findings
on 8/18/22 at 10:15 AM.
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