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 A 000 Initial Comments  A 000

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.

Number of tenants without cognitive impairment:: 
12
Number of tenants with cognitive impairment:: 8
Total census: 20

No regulatory insufficiencies were cited during the 
investigation of Complaints #111738-C, 
#112596-C, and #113634-C.

The following regulatory insufficiencies were cited 
during the investigation of Complaints #112787-C 
and #113694-C.

 

 A 150 481-67.2(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:

 A 150

Based on interview and record review the 
Program failed to follow its policy on disposal of 
sharps for 1 of 1 tenant reviewed who received 
insulin injections (Tenant #4). Findings follow:

Review of Tenant #4's Medication Administration 
Record for June 2023 revealed he received 
insulin injections daily.

Review of the Medication Administration 
procedure for insulin injections confirmed used 
needles were to be disposed of in a sharps 
container.
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