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

I
Number of tenants without cognitive disordsr. 1
Nurmber of tenants with cognitive disorder. 23
Total Census of ngiram: 24

There were no regulsf:tory insufficiencies cited
during the onaite infaction contrel survey
compieted on 9114/2p and 9/15/20.

The following regulstory insufficiencies were cited
during the recertificati visit conducted to
determine compliance with certification for a
Dedicated Dementis Specific Assisted Living

Program: i
i

A 037| 481-88.22(2) Evaluation of Tenant A D37
i

481-68.22(231C) Evaluation of tenant.

£9.22(2) Bvaluation within 30 days of
occupancy and with significant change. A
program shall evaluate each tenant's functional,
cognitive and health status within 30 days of
occupancy. A program shall also evaluate each
tanant's functional, cognitive and health status as
needed with significant change, but not less than
annually, to determine the tenant's continued
sligibility for the program and to determine any
changes to services|needed. The evaluation shall
be conducted by e health care professional or
human servica profe;:sslonal. A licensed practical
nurse may complete the evaluation via nurse
delegation when the tenant has not exhibited a
significant change.

481-69.22(2) Evaluation of Tenant

Residents #2, #3, #4, #5, have been re-
evaluated by Program Nurse and Social
Worker to ensure proper assistance is
on resident’s service plan. Program
Nurse and Social Worker will perform
evaluations on residents with any
significant changes, increase In cares,
resident with behavior changes,
residents with overall decline, and
changes in resident treatments.
Program Nurse and Social Worker will
be readucated on requirements for
resident evaluations. Random audits
will be completed with Assisted Living
Interdisciplinary team to ensure
compliance. The first random audit will
be completed by February 7%, 2021.
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This REQUIREMENT is not met as evidenced
by

Baged on observatnoh interview and record
review the Program fanled to ensure evaluations
were completed wﬂhi significant change for 4 of 6
tenants reviewed (Tenants #2, #3, #4, #5).
Findings follow:

1. When dbserved on 8-14-20 at approximately
10:55 a.m. Staff C prepared medications to be

administered to Tenant #2. Staff C crushed the
medication prior to administration,

Review of Tenant #2's file on 9-14-20 revealed
the Health and Functional Assessment dated
2-18-20 (annual) reﬂected she required maderate
assistance with bath?ng and minimal assistance
with dressing and hyglene/groommg The Health
and Functional Assessm ent dated 8-17-20 (90
day) reflected Tenant #2 required maximal
assistance with bathmg and moderate assistance

with dressing and h)"glene/groomlng

Interdisciplinary Notes reflected the following:

-0On 3-18-20 it was noted Tenant #2 had
increased episodes of incontinence and a general
decline.

- On $-18-20 it was noted Tenant #2 had slowly
declined. She was unable to dress herself without
assistance and was|incontinent of bladder and
bowel. She could not participate in many activities
as she did not understand and was unable to
foliow directions. Tenant #2 was lese verbal and
did not walk around:the bullding as she did
previously. She could not make her needs known.

- On 8-17-20 it was noted each quarter Tenant
#2 had fallen more often and could not always

f
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make her needs known Tenant #2 needed
minimal assistance at meals, however
occasionally hand over hand assistance was
needed. Medlcatlons were crushead to ensure
Tenant #2 swallowed them. She needed maximal
assistance with bathmg, and moderate to
maximal assistance w;th dressing and grooming.
Brushing teeth was oﬂen hand over hand and
moderate {o ma)ﬂmal assistance was needed to
for bedtime cares,

- On 9-14-20 it was|noted staff reported Tenant
#2 had become more belligerent and combative.

When interviewed on 8-15-20 at 3:21 p.m. the
Nurse revealed Tenant #2 would be transferred to
a higher level of care on campus when a bed
became available. Ténant #2 was more
combative and belligerent in the a.m. and p.m.
She could help with bathing but staff did most of it
for her. Tenant #2 could help put on her protective
undergarment and she was incontinent of bladder
and bowel. Regarding dressing, she would help
put her arms in the sieeves. Medications were
crushed more frequéntly

Evaluations regardmg significant changes with
increased cares, belllgerent and combative
behaviors and overﬂll decling could not be
located.

2. Review of Tenant #3's file on 9-15-20 revealed
the Health and Funational Assessment dated
10-31-19 (annual) reflected she was
independent/required minimal assistance with
bathing, dressing and hygiene/grooming. The
Health and Functional Assessment dated 7-27-20
(90 day) revealed Tenant #3 required moderate
assistance for bathing (often refused) and
minimal agsistance for dressing and

hygiene/grooming. It indicated she was
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incontinant of urine elspecially at night.

Interdisciplinary Notes reflected the following:

- On 7-8-20 it was noted staff reported Tenant
#3 had been more aggressive and combative.
She hit staff several times and was not
cooperative related to using the restroom and
wanted to leave to go home.

- On 7-27-20 it was|noted Tenant #3 could be
very beligerent. Tenant #3 was very hard of
hearing which passible made the bslligerence

to shower. She wag incontinent of bladder and
bowel and often needed assistance to get
cleaned up. Tenant #3's sleep pattern varied and
her cooperation withtoileting at night also varied.

On 9-15-20 at 3:21 p.m. the Nurse revealed

Tenant #3 refused bathing at times. Tenant #3
was incontinent refused toileting assistance at
nhight.

Evaluations regarding changes in increased
cares and behavions’ could not be located.

3. Review of Tenan !#4‘3 file on 9-15-20 revealed
the Health and Funclional Assessment dated
2-11-20 (annual) reflected she needed moderate
assistance with bathing. The level of service
needed was not reflécted for dressing and
hygiene/grooming. The Health and Functional
Assessment dated 8-7-20 (90 day) reflected
Tenant #4 needed moderate assistance with
bathing and hygiene/grooming. It also reflected
Tenant #4 needed moderate assistance with
encouragement for“%iressing.

Interdisciplinary Notés reflacted the foliowing:
- On 5-8-20 it was noted Tenant #4 was

worse. Staff often had difficulty getting the tenant |

consistently incontinient of urine and incontinent of
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stool most of the tlme

- On 7-6-20 it was noted staff reported reddened
areas between Tenart #4's legs that extended to
her upper thighs. It V\}as noted the area looked
like yeast. A new order was received for Nystap
powder {o areas tw1ce daily after washing and
drying (continued unyll healed).

- On 8-7-20 it was noted Tenant #4 had
"regressed” mentally and physically during the
past few months. She did hot want to do anything
for herself. She had loose stools and was
incontinent of urine and stool. Tenant #4 needed
a lot of encouragemént to help with dressmg.
grooming and tmletmg

On 9—15 -20 at 3:21 p m. the Nurse revealed
Tenant #4 was mcontment of urine and stool. She
neecded assistance of one regarding mability and
transfers. Tenant #4 icould help with bathing,
dressing and groommg She could help with
toileting including to Ihelp pull up her pants.
Evaluations regardlng changes in cares,
treatments to redder,wed areas between the legs
and general decline Fould not be located.

1
4, Review of TenantI #5's file on 9-15-20 revealed
the following Interdisciplinary Notes:

- On 5-21-20 it was noted Tenant #5 cried and
was upset and said she was going to kill herself.
it upset other tenants Tenant #5 was taken to her
apartment and glven a bowl of ice cream and had
a face 1o face visit with a family member. The visit
was cut short as Tenant #5 upset her family
member. Tenant #5 reported her family member
and "her crew" were going to "kill me tonight."

- On 6-25-20 it was noted Tenant #5 continued
to pack her belongings every day.

|
On 9-15-20 at 3:21 p.m. the Nurse said the
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seif-harm statements came out when Tenant #5 ‘;
wae agitated. Staffitook her to @ quiet plece 2t |
those times. , g
‘ :
Evaluations ragarding significant changes related
to stataments of self-harm and behaviors could i
notbe located. | . 1
i 481-69.26 (1) Service Plans
A 083 481-68.26(1) Servica Plans AD083
; 1c | Ia Resident #2, #3, #4, #5 have been re-
48 'gg 2236((12)3A slrs\:;;';;ﬁ sg:!l be developed evaluated by Program Nurse and Social
for each tenant based on the evaluations Worker to ensure proper assistance is
:3?9?2"( g‘ ﬁ'ﬁa{l‘%’e‘gﬁ;s:“zg“?ﬁ:ﬂzﬁy noted on rasident’s service plan. Service
specific sen?,ce n:edas of the ingdmdual tenant. plans will be updated to reflect any
The service plan shall subsequently be updated increased cares, general decline,
g'eg’::é annually and whenever changes are changes in resident behaviors, changes
[ in treatments, PT/OT services (initiated
: or discontinued), or comments of self-
; harm. Random service plan audits will
! be completed monthly by the assisted
This REQU!REMENT is not met as svidenced living interdisciplinary team to ensure
gis od oni Lm 4 record review the compliance. The first random service
Program failed t0 ensure senvice plans were plan audit will be completed by January
updated as needs changed for 4 of 6 tenants 227, 2021. Program Nurse and Social
;:‘V;:ed (Tenants #2, #3, #4, #35). Findings Worker will be reeducated on
’ .requirements for resident service plans.
1. Review of Tenant!#2's file on 3-14-20 revealed
following lnterdlscip)inary Notes:
- On 3-18-20 it was noted Tenant #2 had
increagsed episodes lof incontinence and a general
decline.
. = On 5-18-20 h was noted Tenamt #2 had slowily
declined. She was dlnable to dress herself without
DMt HEALTH ES-STATE OF TOWA
STATE FORM { b GPMIT1 If continuation shaet 8 of 10




assistance and was incontinent of bladder and
bowel. She could not participate in many activities
as she did not understand and was unable to
follow directions. Terjant #2 was less verbal and
did not walk around the building as she did
previously. She coukij not make her needs known.
- On 9-14-20 it wasinoted staff reported Tenant
#2 had become more belligerent and combative.

When interviewed on 9-15-20 at 3:21 p.m. the
Nurse revealed Tenant #2 would be transferred to
a higher level of care on campus when a bed
became available. Tenant #2 was more
combative and belligerent i the a.m. and p.m.
She could help with bathing but staff did most of it
for her. Tenant #2 cduld help put on her protective
undergarment and she was incontinent of bladder
and bowel. Regardiqg dressing, she waould help
put her arms in the gieeves. Medications were
crushed more frequ ]ntly.

Tenant #2's service plan dated 2-18-20 was not
updated to reflect increased cares and general
decline or the tenant;‘s increasing behaviors.

2. Review of Tenant[ #3's file on 9-15-20 revealed
the following Interdigcipiinary Notes:

- On 7-8-20 it was liLloted staff reported Tenant
#3 had been more aggressive and combative.
She hit staff several times and was not
cooperative related to using the restroom and
wanted to Jeave to gp home.

-On7-27-20 it wasi noted Tenant #3 could be
very belligerent. Tenant #3 was very hard of
hearing which possible made the belligerence
worse. Staff often ha'Ld difficulty getting the tenant
to shower. She was incontinent of bladder and
bowel and often needed assistance to get
cleaned up. Tenant #3's sleep pattern varied and
her.cooperation with toileting at night alsc varied.
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Tenant #3's service plan dated 10-30-19 did not
address the tenant's aggressive and belligerent
behaviors.

3. Review of Tenant #4's file on 8-15-20 revealed
the following Interdisciplinary Notes:

- On 5-8-20 it was noted Tenant #4 was
consistently incontinent of urine and incontinent of
stool most of the time.

- On 7-8-20 it was noted staff reported reddened
areas between Tenaft #4's legs that extended to
her upper thighs. It was noted the area looked
like yeast. A new order was received for Nystop
powder to areas twice daily after washing and
drying (continued until healed).

t
Tenant #4's service plan dated 2-11-20 was not
updated to reflect the treatment to reddened
areas between the legs or the frequent
incontinence of uriné| and stool.

|

4. Review of Tenant #5's file on 9-15-20 revealed
the following Interdisciplinary Notes:

- On 4-20-20 it was noted physical therapy P
would start that day.|

- On 5-21-20 it was noted Tenant #5 cried and
was upset and said she was going to kill herself.
It upset other tenants. Tenant #5 was taken to her
apartment and given a bowl of ice cream and had
a face to face visit with a family member. The visit
was cut short as Tenant #5 upset her family
member. Tenant #5 reported her family member
and "her crew” were going to "kill me tonight.”

- On 6-22-20 it wasg noted PT recently warked
with Tenant #5. | '

- On 6-29-20 it was noted Tenant #5 continued
to pack her belongiq'gs every day.

On 9-15-20 at 3:21 bm the Nurse said the
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self-harm stataments' came out when Tanant #5
was agitated. Staff wénuld take her to a quiet
place. She said PT sérvices stopped some time
ago for Tenamt #5. |
|
Tenant #5's service plan dated 10-24-18 did not
rafiect PT services (lnmated or discontinued), the
packing of personal l?elongmgs or the comments
of self-harm, o
f
A 121 481-69.30(1) Demenha Speclfic Education for A121 '481-69.30 Dementia Specific Education

Personnel !
481-86.30(231C) De‘mentia-specmc education for
program personnel, |

68.30(1) All personnel employed by or
conracting with a dqmentna-specrfc pragram
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 REQUIREMENIT is not met as evidenced
by:
Based on interview gnd record review the
Program failed to ensure dementia-specific
education and tratnmg was completed within 30
days of employment for 2 of 4 staff reviewed
(Staff A and B). Fmdmgs follow:

i
1. Review of Staff A's file on §-14-20 revealed a
hire date of 1-8-20. Staff A wag hired and worked
in another building én campus (different level of
care) and transferred to the Program in April of
2020, Staff A did not have eight hours of
dementia education completed within 3C days of
transfer to the Progl‘ram‘

\

for Personnel

An audit will be completed to ensure all
employees have their 8 hours of
dementia training completed.
Employees will be required to complete
the eight hours of dementia aducation

training is completed. Audit wili be
_completed by January 14", 2021.

prior to working on the fioor to ensure !

{
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2. Review of Staff B'$ file on 8-14-20 revealed a
hire date of 8-5-19, Staff B did not have eight
hours of dementia education completed within 30
days of employment l
3. When interviewed on 9-15-20 at approximately
4:18 pm. the Dlrector of Long Term Support and
Services revealed St?ff A previously worked in
another building on campus that required six
hourg of dementia tralmng During an audit it was
discovered Stalf A needed additional hours of
dementia training and it was compieted. She said
staff were now required to complete the eight
hours of dementia education prior to working on
the floor to ensure it Jwas completed.
i
i
| |
|
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i
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