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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.

Number of tenants without cognitive impairment:
3

Number of tenants with cognitive impairment: 8
TOTAL census: 11

There were no regulatory insufficiencies cited

during the investigation of Complaint #112374-C.

The following regulatory insufficiency was cited

during the investigation of Complaint #112527-C.

481-67.2(1)e Program Policies and Procedures

67.2(1) The program's policies and procedures
on incident reports, at a minimum, shall include
the following:

e. All accidents or unusual occurrences within
the program's building or on the premises that
affect tenants shall be reported as incidents.

This REQUIREMENT is not met as evidenced
by:

Based on interview the program failed to
complete an incident report for all accidents or
unusual occurrences. This affected 1 of 3
sample tenants. Findings include:

Interview on 10/26/23 at 1:35p.m. interview with
the Residential Care Coordinator revealed she
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recalled hearing a former staff member saying
something about Resident C-1's black eye but
could not recall specifics.

When interviewed on 10/26/23 at 1:42p.m.
interview with the Business Office/Dietary
Manager revealed she remembered Resident C-1
having a black eye and recalled hearing Resident
C-1 telling a staff member that she had bent over
and hit her head on the headboard.

Record review failed to reveal an incident report
regarding the injury.

On 10/26/23 at 3:44p.m. the Executive Director
confirmed the staff should have filled out a
communication report to let the nurse know when
the bruise was first identified or document on an
incident report or in the nurses notes and it was
not done. There was no documentation
concerning Resident C-1's black eye.
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RI: 1 A 130 481-67.2(1)e Program and Procedures

67.2(1) The program’s policies and procedures on incident reports, at a
minimum, shall include the following:

e. All accidents or unusual occurrences with the program’s building or on
the premises that affect the tenans shall be reported as incidents.

Based on interviews the program failed to complete an incident report forall
accidents or unusual occurrences. This affected 1 of 3 sample tenants
(Tenant C-1) identified in the complaint investigation Complaint #112527-C.

iy 1. New RCC was hired on 10/10/2023. Certificate of Completion of Assisted Living
Regulatory Class was Completed on 11/10/2023. Incident Report Policy &
Procedures as reviewed with RCC upon hire and again reviewed on 2/2/2024.

Rt Upon Hire, new employees will review Incident Reports Policy & Procedures
3 and sign that they have received and reviewed a copy of the Incident Reports

: Policy and that they understand, acknowledge, and accept its content as it
relates to their position. They will be given the opportunity to ask questions and
discuss any aspects of this policy with theirimmediate supervisor.

. The Incident Report Policy & Procedures will be reviewed annually and as need
2 to all staff at monthly In-service. Review of Incident Report Policy &

3 Procedures will be reviewed on 2/15/24 at monthly in-service. Al employees
will review the Incident Report Policy & Procedures and sign that they have
received and reviewed a copy of the Incident Reports Policy & Procedures.

RI was corrected on 2/2/2024 with RCC education and review of Incident Report

Policy & Procedures.




{ "type": "Form", "isBackSide": false }

