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A 000/ [nitial 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.
Tenants without cognitive impairment: 21
Tenants with cognitive impairment: 7
Total census: 28
The following regulatory insufficiency was cited
during the recertification visit conducted to
determine compliance with certification of an
Assisted Living Program for People with
Dementia.
A 360 481-69.26(3) Service Plans A 360

69.26(3) When a tenant needs personal care or
health-related care, the service plan shall be
updated within 30 days of the tenant's occupancy
and as needed with significant change, but not
less than annually.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the
program failed to update the service plans of 2 of
5 tenants reviewed as required (Tenant #2 and
Tenant #5). Findings follow:

1. Record review on 9/09/25 revealed Tenant #2's

incident report on 8/30/25, noted she attempted
to get into her bed and scraped the front of her

left calf and under her left knee. Staff called 911
and the paramedic applied a dressing to Tenant
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#2's leg but she refused a transfer to the
emergency room. The following day she went to

the emergency room and returned with an GDD‘ —?QK m\(‘d
optifoam dressing. Instructions were provided for Q-C)C: \\\ B-SL QQK\Q

Tenant #2 to follow up at the wound clinic on .
9/05/25. - Sex DA e,

WO
The Director of Nursing (DON) reported on Qsm ’Ké
9/09/25 at 3:00 p.m., Tenant #2 had her first visit WOV D el e

at the wound clinic on 9/04/25. She had dressing -

changes scheduled for each Monday and \—&m{er _*%\(\‘ 5(3
Thursday. The DON completed the Monday A _\;__\(1;\35 2O NS
dressing changes and the wound clinic completed

the Thursday dressing changes. Tenant #2 had a bch\D\ R, {b\w\

‘ history of skir issues which required various Qx\d oV mg(\érk\\\_/\

powders for ireatment, but had not experienced

N
an open wound or been a patient of the wound ’D{‘(jfcf‘ Tl el
clinic. The DON confirmed Tenant #2's service e 3 \ \ Q&_ (C‘bs C\\\)\\\ &’\(C_C&

plan was not updated when she experienced a
R ec \our o =Y

change of condition,

N N
2. Tenant #9's initial service plan was completed \ % \;;' \ C\ ‘CK\CM
on 8/05/25, the date of her admission to the CLK\d D,\(lr\ Y &)ﬂ@
program, A subsequent service plan was not . a
written. The program failed to update Tenant #5's Ny QS" \ \-*5-' ——
service plan within 30 days.

During an interview on 9/09/25 at 2:00 p.m., the
Director of Nursing confirmed the findings.
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