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A 000 Initial Comments A 000

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

General Population

Number of tenants without cognitive disorder:
43

Number of tenants with cognitive disorder: 2

Memory Care Unit
Number of tenants without cognitive disorder; 3
Number of tenants with cognitive disorder: 8

Total census: 56

No regulatory insufficiencies were cited during the
Infection Control Survey completed on 9/10/20.

No regulatory insufficiencies were cited during the
investigation into Complaints #80661-C,
#90705-C and #92335-C.

The following regulatory insufficiency was written
during the investigation intoc Complaint #81784-C.

A 003| 481-87.2 Program policies and procedures A 003 \/ \ }D
e

481-67.2(231B,231C,231D) Program policies and
procedures, including those for incldent raports. A \
program's policies and procedures must meet the
minimum standards sef by applicable
raquiremants. The program shall follow the
policies and procedures established by
program. All programs shall have palicies and
procedures related to the reporting of incidents
including allegations of dependent adult abuse.

BIVISION 5? HEALTH FACILITIES - STATE OF IOWA
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Plan of Correction- 3
1. Our nursing staff asked every $-30-2020 .

BIVISION 5! HEALTH FACILITIES - STATE OF IOWA

This REQUIREMENT ig not met as evidenced
by:

Based on interview and record review, the
program failed to follow their Fall Risk policy for 4
of 7 tenants reviewed (Tenants #1, #4, #5, #7).
Findings follow:

Record review on 9/9/20 ravealed the program
had a Fall Risk policy which noted families should
be nofified when a tenant fell.

Tenant #1 had an Incident Report and
Investigation Worksheet dated 6/9/20. There was
no contact from the program to his famity
documented.

Tenant #4 had Incident Report and Investigation
Worksheets dated 6/18/20, 7/18/20 (2), 7/21/20
and 8/1/20 because of falls. There wae no
documentation her family was contacted
regarding any of these falls.

Tenant #5 had Incident Report and Investigation
Worksheets dated 4/25/20 and 5/3/20 related to
falls. There was no documentation her family was
contacted regarding any of these falls.

Tenant #7 had Incident Report and Investigation
Worksheets dated 4/4/20 (2), 4/11/20, 4/18/20,
5/4/20 and 6/5/20. A notation was made on the
4/18/20 worksheet Tanant #7 notified her
daughter of her falls. There was no
documentation the Program notified the family of
these falls.

resident their choice of when an
Incldent occurs do they want us to
contact family and we have stated
on thelr individual service plan
under cognition tab their choice to
notify or not. GDS of 4 or greater
we will notify family on ali
Incidents,

2, ED/HS0D/and RCC rotates as
Manager on Duty so they get the
first call of all incidents that occur.
it will be whoever is on call as
manager on duty to call or not to
call per our resident’s specific
service plan for each Incldent.

3. RCC enters all Incident reports In
BINDER/ database and will ensure
that all incident reports have clearly
stated under family who they
called, date they called, and
number used to call, or state
resident declined If that’s so stated
In service plan. We will go over
Monthly.

4, The date in which we had this
completed or started was
September 30, 2020
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On on 9/10/20 at 11:10 AM the Executive Director
confirmed the Fall Rigk policy was not followed.
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