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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.

General Population

Number of tenants without cognitive disorder:

0

Number of tenants with cognitive disorder: 33

TOTAL Census of Assisted Living Program for 

People with Dementia: 33

During the investigation of Complaint #100909-C 

the following regulatory insufficiencies were cited.

 A 160 481-67.3(2) Tenant Rights

481-67.3 Tenant rights. All tenants have the

following rights:

67.3(2)  To receive care, treatment and services 

which are adequate and appropriate.

This REQUIREMENT  is not met as evidenced 

by:

 A 160

Based on interview and record review the 

Program failed to consistently ensure tenants 

received care, treatment and services that were 

adequate and appropriate.  This affected 1 of 4 

closed tenants (Tenant C1) and potentially 

affected 4 of 4 tenants (Tenants #1 - #4) and 3 of 

4 closed tenants (#C2 - #C4).  Finding follows:

When interviewed on 3/28/22 a complainant 
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 A 160Continued From page 1 A 160

expressed concerns regarding a Tenant C1's 

dental and foot care.  According to the 

complainant after the pandemic when she was 

allowed to see Tenant C1 she noticed she has 

lost her most of her teeth.  She also said Tenant 

C1's toe nails had not been cared for as needed.  

She said when they took Tenant C1 to a physician 

the podiatrist noted - high risk foot education was 

reviewed with the patient.  The physician's note 

said the patient (C1) should monitor daily and call 

with problems.  Photos provided to the 

department C1's toenails extended past the end 

of her toes requiring debridement.  

Record review on 3/30/22 revealed Tenant C1's 

service plan dated 12/20/19.  According to the 

plan Tenant C1 had difficulty remembering and 

completing oral cares and grooming.  Service 

Provider responsibilities under grooming included 

provide verbal cuing and prompting to encourage 

resident to complete grooming cares.  Further 

review revealed C1 needed frequent assistance 

with bathing needs.  She was unable to complete 

shower on own.  Can still complete part of the 

tasks but needs substantial assistance.  Further 

review revealed no documentation of assistance 

provided Tenant C1 with oral cares.  Review of 

the tasks sheets from 12/1/19 - 1/24/21 (when C1 

moved Out) revealed staff recorded "Bathing with 

hands on Assist" for the following dates:

a. 12/2/19

b. 12/6/19

c. 12/9/19

d. 12/13/19

e. 12/16/19

f. 12/23/19

g. 12/27/19

h. 12/30/19

i. 1/3/20

j. 1/6/20
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 A 160Continued From page 2 A 160

k. 1/10/20

l. 1/13/20

m. 1/24/20

Record review revealed staff failed to document 

the condition of Tenant C1's toenails even though 

they provided hands on assist during bathing.  

When interviewed on 3/30/22 the administrative 

team confirmed the Program failed to maintain 

task sheets and document health-related services 

for all tenants.

 A 330 481-69.25(1)q Tenant Documents

69.25(1) Documentation for each tenant shall be 

maintained by the program and shall include:

q.  When the tenant is unable to advocate on the 

tenant's own behalf or the tenant has multiple 

service providers, including hospice care 

providers, accurate documentation of the 

completion of routine personal or health-related 

care is required on task sheets. If tasks are 

doctor-ordered, the tasks shall be part of the 

medication administration records (MARs)

This REQUIREMENT  is not met as evidenced 

by:

 A 330

Based on interview and record review the 

Program failed to consistently document 

completion of personal and/or health-related care 

on task sheets for tenants who were unable to 

advocate for themselves.  This affected 4 of 4 

tenants (Tenants #1 - #4) and 4 of 4 

former/closed tenants (Tenants #C1 - #C4).  

Findings follow:  

Record review on 3/29/22 revealed Tenants #1 - 
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 A 330Continued From page 3 A 330

#4 and #C1 -#C4 had cognitive impairment and 

were unable to advocate for themselves.  Record 

review on 3/29/22 and 3/30/22 revealed the 

Program only used task sheets for laundry and 

bathing.   When asked to provide task sheets the 

Administrator said the Program did not have task 

sheets and only documented showers.  During 

the exit on 3/30/22 the administrative staff 

confirmed the Program did not have task sheets 

for cares other than showers/baths.

 A 530 481-69.29(4) Staffing

481-69.29(231C) Staffing.

69.29(4) A dementia-specific assisted living 

program shall have one or more staff persons 

who monitor tenants as indicated in each tenant's 

service plan. The staff shall be awake and on 

duty 24 hours a day on site and in the proximate 

area. The staff shall check on tenants as 

indicated in the tenants' service plans.

A non-dementia-specific assisted living program 

shall have one or more staff persons who monitor 

tenants as indicated in each tenant's service plan. 

The staff shall be able to respond to a call light or 

other emergent tenant needs and be in the 

proximate area 24 hours a day on site. The staff 

shall check on tenants as indicated in the tenants' 

service plans.

This REQUIREMENT  is not met as evidenced 

by:

 A 530

Based on observations, interview and record 

review the Program failed to include direction 

regarding tenants need to be monitored/checked 

in tenant service plans.  This affected 1 of 1 
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 A 530Continued From page 4 A 530

current tenants reviewed (Tenant #1) and 

potentially 6 of 6 tenants (#1 - #6).  Finding 

follows:  

Based on interview and record review the 

Program failed to include direction regarding 

tenants need to be monitored/checked in tenant 

service plans.  This affected 4 of 4 tenants 

(Tenants #1 - #4) and 4 of 4 former/closed 

tenants (Tenants #C1 - #C4).  Findings follow:  

Record review on 3/29/22 revealed Tenants #1 - 

#4 and #C1 -#C4 had cognitive impairment and 

were unable to advocate for themselves.  Record 

review on 3/29/22 and 3/30/22 revealed the 

Program failed to include direction regarding 

tenants need to be monitored in service plans.     

During the exit on 3/30/22 the administrative staff 

confirmed the Program did not regularly include 

information in tenant service plans regarding the 

tenant need to be monitored/checked.
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