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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: 
5
Number of tenants with cognitive impairment: 24
Total census: 29

No regulatory insufficiencies were cited during the 
investigation of Incident #126023-I.  

The following regulatory insufficiencies were cited 
during the investigation of Complaints 
#128133-C, 127571-C and 125640-C.

 A 520 481-69.29(2) Staffing

69.29(2) In lieu of providing access to a personal 
emergency response system, a program serving 
one or more tenants with cognitive disorder or 
dementia shall follow a system, program, or 
written staff procedures that address how the 
program will respond to the emergency needs of 
the tenant(s).

This REQUIREMENT  is not met as evidenced 
by:

 A 520

Based on observations, interview and record 
review the Program failed to implement a system 
or written procedure to address tenant 
emergency needs when they are unable to 
use/understand the use of Personal Emergency 
Response System (PERS)/pendant. This 
potentially pertained to 29 of 29 tenants (Tenants 
#1-#25).  Findings follow:  
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 A 520Continued From page 1 A 520

When interviewed on 5/20/25 and 5/21/25 the 
administrative team said the Program asked 
family members and/or Powers of Attorney (POA) 
of cognitively impaired tenants if they wanted their 
loved one to have a pendant.  When asked where 
the Program documented the information 
regarding the ability of tenants to use pendants or 
the family members wishes regarding pendants, 
they could not provide any documentation. The 
delegating nurse said the Program regularly 
checked on tenants. When asked where the 
Program documented regular checks, they could 
not provide documentation.  

Record review on 5/2125 revealed no 
documentation of regular tenant checks for 
Tenants #1 - #6. Further review revealed no 
system, program or written staff procedure to 
address how the Program would respond to 
emergency needs.  

During the exit on 5/21/25 the administrative team 
confirmed the Program had no written procedure, 
system or program to address tenant emergency 
needs if they were not provided a pendant.

 A 545 481-69.30(1) Dementia Specific Education for 
Personnel

69.30(1) All personnel employed by or contracting 
with a dementia-specific program shall receive a 
minimum of eight hours of dementia-specific 
education and training within 30 days of either 
employment or the beginning date of the contract, 
as applicable.

This REQUIREMENT  is not met as evidenced 

 A 545
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 A 545Continued From page 2 A 545

by:
Based on interview and record review the 
Program failed to consistently ensure staff 
received eight hours of dementia-specific 
education within 30 days of employment. This 
pertained to 2 of 2 current staff reviewed (Staff A 
and B). Findings follow:

Record review on 5/21/25 revealed the Program 
hired Staff A on 12/24/24. Further review revealed 
Staff A failed to complete eight hours of training 
within 30 days of employment.

Record review on 5/21/25 revealed the Program 
hired Staff B on 10/29/24. Further review
revealed Staff B failed to complete eight hours of 
training within 30 days of employment.

During the exit on 5/21/25 at 9:30 a.m. the 
administrative team acknowledged staff had not 
completed dementia training within 30 day of 
employment as required.
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