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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:
19

Number of tenants with cognitive impairment:
9

Total census: 28

No regulatory insufficiencies were cited during the 
investigation of Incident #116476-I.  
The following regulatory insufficiencies were cited 
during the investigation of Complaint #117491-C.

 A 135 481-67.2(1)f Program Policies and Procedures

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

f. A copy of the completed incident report shall
be kept on file on the program's premises for a
minimum of three years.

This REQUIREMENT  is not met as evidenced 
by:

 A 135

Based on interview and record review the 
Program failed to retain incident reports on 
premises for at least three years.  This pertained 
to 2 of 2 tenants reviewed (Tenants #1 and #2).  
Findings follow:  
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 A 135Continued From page 1 A 135

Upon entrance on 6/11/24 incident reports were 
requested. The Program provided incident 
reports (IR) from 1/1/24- 6/11/24.  On 6/12/24, 
when asked again for incident reports from 
11/1/23-12/31/23, the Program's consultant 
explained the IRs could not be located.  She 
explained the Program had a change in 
ownership as of 1/1/24 and the former group 
could not provide the requested information.  

On 6/17/24 at 3:45 p.m. the Program confirmed 
they could not locate the incident reports for 
Tenants #1 and #2.

 A 635 481-69.32(2) Life Safety - Emergency Policies / 
Structure

69.32(2) An operating alarm system shall be 
connected to each exit door in a 
dementia-specific program. 

This REQUIREMENT  is not met as evidenced 
by:

 A 635

Based on interview and record review the 
Program failed to consistently ensure an 
operating door alarm on each exit door.  This 
potentially pertained to 9 of 9 tenants who scored 
four or more on the Global Deterioration Scale 
(GDS).  Finding follows: 

Observation on 6/11/24 at 1:11 p.m. revealed a 
dumbbell held open the West door outside the 
activity office.  Further observations revealed a 
tenant in the garden outside the door.  When the  
surveyor brought the dumbbell to staff's attention, 
staff removed the dumbbell from the door and 
informed the Director.  At 1:12 p.m. the Director 
confirmed staff/tenants should not prop the door 
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 A 635Continued From page 2 A 635

open.  

On 6/17/24 at 3:45 p.m. the administrative team 
confirmed staff/tenants had been notified to 
refrain from propping the door open for safety 
reasons.
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