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Aoooi Initial Comments Aoc0 T -
i
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.
- AD012:
General Population " AD12
Number of tenants without cognitive disorder: 6 ‘ ) X
Number of tenants with cognitive disorder: 4 Whispering Willow does treat al
tenants with consideration, respect,
:‘demg;y Sfare Unit " ive disorder: 0 . and full recognition of personal
umber of tenants without cognitivs disorder: : dignity and autonomy.
Number of tenants with cognitive disorder: 10 1. Tenant #1 family had verbally
. TOTAL Census of Assisted Living Program for , agreed to the arrangement of
People with Dementia: 23 © removing clothing from room but
- o facility failed to have family sign.
The fglmﬂgh:ﬂ‘g:ﬁtifz :ﬁnf“ulﬁ?ggmei\:v?re Tenant #1 was out of the facility as of
| m‘-"‘e“ 'S INVBERgRAUON O Lompiaint . 12/22/17 and returned on 02/07/18.
. Upon return, clothes will be stored in
A012 481-67.3(1) Tenant Rights Aotz tenant’sroom.
- 2. Whispering Willow will try other
481-67.3 Tenant rights. All tenants have the - interventions prior to removing
following fights: ] . . clothing.
) 57-3(;3‘17% ;’9 treat:;li %wﬂm . 3. Whispering Willow Manager and
| :nsa?:ﬁ'tb poinel recognition of pe ignity Nurse will monitor dally to make sure
Y.
: . all tenants are treated with
This REQUIREMENT is not met as evidenced . consideration, respect, and full-
by: . recognition of personal dignity and
Basad on interviaw and rerord review the ; autoﬁ:)my pe gnity a
Program failed to ensure a tenant was treated | 4. Whis ) ring Wil il
with consideration, respect, and full recognition . % pering Willow will ensure
of personal dignity and autonomy. This pertained . regulatory insufficiency corrected by
to 1 out of 2 tenants reviewed (Tenant #1). -02/07/18.
; Findings {otiow: .
! Record review Tenant #1 was admitted on :
H -
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8-11-17 with diagnoses inciuding vascuiar :
dementia with behavioral disturbances, anxiety, : AD37
malignant neoplasm of skin, cardiac pacemaker, :
migraines, and hypertension. ~ Whispering Willow does complete
' Review of the s Individualized Servi . comprehensive evaluation with
Plan (ISP) dated 8-11-17 indicated Tenant #1 . significant change.
required assistance with dressing in the a.m. and i 1. Whispering Willow Nurse will
p.m. and in selecting appropriate clothing. . ensure in the future all significant
| ] - change assessments {including
A 90 Day Review and Care Conference form moving tenant from General

document 11-7-17 revealed 2 family members Pooulati oy s
were present for the meeting regarding Tenant » Population to Memory Care Unit) will

#1. Ha/she had exhibited behaviors of frequent * be completed.
! dressing/undressing. The tenant's family member - 2. Nurse will contact management if
! declined to authorize the tenant's clothing be " significant change is in question.
garmoved from the apartment as requested by the _ 3. Management and Nurse will have
: Program. " weekly meeting on tenants to
Review of a Modifications to the Service Plan . determine if any significant changes.
domn.:_ent dta:zd 1§°-4t;‘:7 re::acl‘ed an m to 4. Whispering Willow will ensure
; ( . .
B et ga| | [Satory insuffcieny corrected b

clean set of clothing in the moming and staff
would remove the dirty laundry each day. The
update was not signed by the representative for
Tenant #1. Tenant #1 was not treated with
consideration, respect, and fuil recognition of
personal dignity and autonomy when they failed
to obtain permission from family to remove

| hisier clothing.

During an interview on 12-28-17 at 2:04 p.m. the
Registered Nurse Manager confirmed family had
declined to have clothing removed at the 90 day
meeting. She stated she did not document any
foliow up conversations with the family ta restrict
Tenant #1 from their personal clothing. No other
interventions had been attempted prior to
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This REQUIREMENT is not met as evidenced

by:

i based on interview and record review the
Program failed to complete a comprehensive
evaluation with significant change. This pertained
to 1 out of 2 tenants reviewed (Tenant #1).

Review of Tenant #1's file revealed the following:

Tenant #1 was admitted on 8-11-17 and resided
| in the assisted living portion of the Program. The
individualized Service Plan was updated on
8-14-17 to reflect Tenant #1 moving into the

GIVISION OF HEALTH FACILITIES - STATE OF IOWA

69.22(2) Evaluation within 30 days of
occupancy and with significant change. A
program shali evaluate each tenant’s functional,
cognitive and health status within 30 days of
. GCCUpainGy. A program shaii aiso evaiuate each
tenant's functional, cognitive and heaith status as
needed with significant change, but not less than
annually, to determine the tenant’s continued
eligibiity for the program and 0 determine any
changes to services needed. The evaluation
shall be conducted by a health care professional
or human service professional. A licensed
practical nurse may complete the evaluation via
rurse deiegaton when the tenant has not
exhibited a significant change.

Whispering Willow does identify

tenant needs.

1. Whispering Willow Nurse will !
develop the ISP and management will
review the ISP to ensure individual

needs wil! be addressed.

2. Management to review all ISPs ana
talk with staff on cares provided to
make sure they are all addressed.

3. Management will review all ISPs.
4. Whispering Willow will ensure
regulatory insufficiency corrected by

02/16/18.
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| removing the clothing
A 037| 481-65.22(2) Evaluation of Tenant AD37
481-69.22(231C) Evaluation of tenant. Y R
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memnry wing of the Drggpm with increased
service needs, The initial Comprehensive
Nursing, Functional, and Cognitive Assessments
were completed on 8-11-17. A comprehensive
evaluation for significant change was not e o
completed on 8-14-17. A121 .
During an interview on 12-28-17 at 11:01 a.m. the i .
Registered Nurse Manager stated that she did . Whispering Willow staff does receive
not think it would have been 2 significant change ' dementia-specific education and
bece_usethe intent was for Tenant #1 to be :  training.
itted to memory care when a bed became 1. Upon hire, management will
available. She confirmed a comprehensive ‘ , ks
assessment was not completed when he/she i schedule 1-2 days in the first 2 wee
i moved to the memory care unit and required . of employment to complete
! aaditional services. i dementia-specific education.
2. All new staff to complete
A 089 481-69.26(4)a Service Plans A089 :  education within the 30-day time
; facility scheduling 2 days in
481-69.26(231C) Service plans. ;arr;;,st fazc:N :teye is eduling 2 days i
69.26(4) The service plan shall be e - .
individualized and shall indicate, at a minimum: 3. Management will monitor all
! a The tenant's identified needs and employees training on a weekly basis.
| preferances for assistance . 4. Facility corrected regulatory
i insufficiency by 02-06-18. Staff A
? ' completed 12/28/17. Staff B
' . completed 12/29/17. Staff C
This REQUIREMENT is not met as evidenced " completed 12/18/17. Staff D
by: ! completed 12/29/17.
Based on interview and record review the !
pvnnmm failed tn oneure all idontified neade .
wereaddresedmﬁaesemoeplanfoﬁotz !
tenants reviewed (Tenant #1). Findings include: i
Review of an Incident Report dated 8-13-17 i
revealed a door aiarm went off at 2:35 p.m. A ’
search of the building revealed Tenant #1 was
not in histher apartment. Staff notified law
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enforcement, family, and the nurse. Tenant #1
was found within 5 minutes of the alarm
sounding.

Record review revealed Tenant #1 was admitted
to the general population arza of the Progiam o
8-11-17 with diagnoses including vascular
dementia with behavioral disturbances, anxiety,
malignant neoplasm of skin, cardiac pacemaker,
migraines, and hypertension. An addendum to
the tenant's Occupancy Agreement dated
8-11-17 revealed the Program had knowledge
the tenant had attempted to elope and exhibited
wandering behaviors while at a previous
plocomsnt. The spouse, a family mefber, and
the Administrator signed the agreement that
outlined the specific accommodations and
limitations of the Program. The document
specified that if Tenant #1 left the building a
message would be sent on the pager system
regarding the door exited. However, due to the
care needs of other tenants, the exit door might
not always be able to be checked immediately by
siall. As a resuilt the tenant might be abie io
elope from the building. The spouse, also a
tenant, agreed to alert staff if Tenant #1 exhibited
wandering behaviors or attempts to leave the
building. If that occurred Tenant #1 was to he
allowed to spend time in the secured Memory
Wing in order to deescalate.

During an interview on 12-27-17 at 4:18 p.m. the
Maniager confirmed Tenant #1 was confused at
times. The expectation was if Tenant #1
exhibited wandering behaviors, his/her spouse
would notify staff so he/she could be taken to the
memory care wing for supervision

Review of Tenant #1's Individualized Service

A089
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Plan (ISP) dated 8-11-17 revealed identified
behaviors of wandering or exit seeking were not :
addressed. :
When interviewed on 12-28-17 at 11:01 a.m. the
Nurse Manager confirmed Tenant #1 had been :
known to exit seek at a previous facility. Tenant
#1 was admitted to the Program with the
expectation of going into the memory care wing
whaen an apeninag occurred, The Nuree Manager ;
stated that he/she had hourly checks in place but
was unable to find the documentation to show it |
was being completed. She did not know why the i
ISP did not reflect the need for hourly checks or :
the increased supervision. |
A 121} 481-69.30(1) Dementia Specific Education for A1

i
!

|

Personnel

481-69.30(231C) Dementia-specific education for
program personnel.

69.30(1) All personnel employed by or
contracting with a dementia-specific program
shail 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
by:

Bgsed on interview and record review the
Program failed to ensure staff received a
minimum of eight hours of dementia-specific
education and training within 30 days of
employment. This pertained to 4 out of 8 staff
reviewed (Staii A, Stait B, Statt C,and Staff D).
Findings follow:
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Continued From page 6
Record review revealed the foliowing:

i. Staif A was hired on 7-3-17 and had not
completed any dementia training.

2. Staff B was hired on 2-8-17. Review of CE
Sohitions Certificate of Complation ravealed she
had completed 6 hours of dementna training by
5-18-17.

[ 3. Staff C was hired on 9-28-17. Review of CE

Solutions Certificate of Complstion revealed he
had completed 8 hours of dementia training by
12-18-17.

en gl e rtamae. ml PR
4, Staff D wag hired on 14-14-17. Revisw of CF

Soiutlons Certificate of Completion revealed she
had completed 2.5 hours of dementia training by
12-26-17.

During an interview on 12-27-17 at 2:34 p.m. the
Manager confirmed this finding.

A121 ;
i

[ F HEALTH FACILITIES - STATE OF A

STATE FORM

faded O1ISH

If continuation sheet 7 of 7



