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Initial Comments

Assisted Living Programs for People with
Dementia are defined by the type of population
served. The census numbers were provided by
the Program at the time of the on-site.

General Population Program

Number of tenants without cognitive disarder:
31

Number of tenants with cognitive disorder: 2

Memory Care Unit
Number of tenants without cognitive disorder: 0
Number of tenants with cognitive disorder: 10

Total census of Assisted Living Program far
People with Dementia: 35

The foliowing regulatory insufficiency was cited
during the investigation of Complaint #87586-C.

481-69.23(1)b Criteria for Admission/Retention of
Tenants

481-69.23(231C) Criteria for admission and
retention of tepants,

69.23(1) Persons who may not be admitted
or retained. A program shall not knowingly admit
or retain a tenant who:

b. Requires routine, two-person assistance
with standing, transfer or evacuation

This REQUIREMENT Is not met as evidenced
by:

-Based on observation, interview, and record

review the Program failed to ensure 2 of 3
tenants reviewed did not exceed level of care
criteria (Tenant #1 and Tenant #2). Findings
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follow:

1. Observations on 2-10-2020 at 3:32 p.m.
revealed Tenant #1 required 2 staff to complete
toileting cares and transfer into her wheelchair.
Continued observations at 4:30 p.m. revealed
Tenant #2 required 1 staff to transfer into her
wheelchair.

2. Observations on 2-11-2020 at 7:45 a.m.
revealed Tenant #1 and Tenant #2 required 2 staff
to complete moming cares and transfer into their
wheelchairs.

3. Review of Tenant #1's file on 2-10-2020
revealed she resided in the memory care unit,
had a Global Deterioration Scale of 6 which
indicated severe cognitive decline, and received
hospice services.

4. Review of Tenant #2's file on 2-10-2020
revealed she resided in the memory care unit,
had a Global Deterioration Scale of 6 which
indicated severe cognitive decline, and received
hospice services.

On 2-11-2020 at 8:41 a.m. Staff A stated Tenant
#1 and Tenant #2 required 2 staff for transfers.

On 2-10-2020 at 3:10 p.m. Staff B stated Tenant
#1 required 2 staff for transfers. She stated
Tenant #2 required 2 staff for transfers most of
the time, but could occasionally transfer with 1.

On 2-10-2020 at 3:55 p.m. Staff C stated Tenant
#1 and Tenant #2 required 2 staff for transfers
maost of the time.

On 2-11-2020 at 10:02 a.m. the Executive
Director stated Tenant #1 and Tenant #2 required

-Windsor Manor DHW (Director of Health & -
Wellness) will ensure all tenants meet |
criteria for admission/retention of tenants
(481-69.23(231c)

and will not retain a tenant who requires
routine, two-person assistance standing,
transfer, or evacuation (69.23(1) b)

unless acceptable waiver granted by Adult
Service Bureau. Will determine if Resident
is a two person transfer through quarterly
reviews, annual ISP reviews, and as needed
per staff communication.

Effective 2/4/2020.

-Education to staff on notifying Windsor
Manor DHW (Director of Health &
Wellness) when tenants are requiring
routine transfer assist of 2 staff, to be
completed on 2/27/2020 at monthly staff
in-service.

-Adult Services Bureau Waiver applied for
on 2/11/2020 and granted on 2/18/2020 for |
both tenants #1 and #2.

-Regulatory Insufficiéncy corrected by
2/27/2020.
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1-2 staff for transfers. She stated one staff could
do transfers if they slowed down but
acknowledged that was not always possible.
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