Monitoring Visit Worksheet – Dementia Care
Facility #:__________   Date:​​​​​ _____________________                       Quality Monitor: ______________________________________________

	Facility System Review – Dementia Care
	Y
	N
	NA

	1. Does the facility have a memory care unit or other special care unit for residents with dementia? 
	
	
	

	2. Has the facility implemented policies and procedures specifically related to the care of residents with dementia?
	
	
	

	3. Have the facility’s policies and procedures related to the care of residents with dementia been updated within the past 12 months?
	
	
	

	4. Does the facility provide training related to the care of residents with dementia to staff members?  
	
	
	

	5. If #4 is yes, is the training made available to all staff members?
	
	
	

	6. Has the facility implemented consistent assignments for direct care staff?
	
	
	

	Resident Level Review – Dementia Care
	1
	2
	3

	
	Y
	N
	Y
	N
	Y
	N

	Recognition and Assessment
	
	
	
	
	
	

	 7. Has the resident been assessed for his/her specific care needs, including information about previous life choices, patterns and preferences with respect to daily routines such as: 

· Awakening and going to bed at night 

· Dining preferences and food choices

· Mobility and exercise

· Bathing and hair washing– method, frequency and preferred time 

· Other ADLs – oral care, nail care, dressing, toileting

· Preferred activities – time outdoors, reading, other hobbies and interests

· Other information relevant to the resident’s comfort, well-being and rituals
	
	
	
	
	
	

	8. If #7 was yes, was a single structured assessment tool used to gather the information? (Example: Preferences for Everyday Living tool) 
	
	
	
	
	
	

	9. Did the assessment include questions about the resident’s cognitive status, mood or any behaviors exhibited, such as:
· What is his/her baseline cognitive status?

· Does his/her cognitive status fluctuate during the day (example: sundowning)?

· Specific behaviors exhibited and when they occur?

· Possible underlying causes or triggers for the behavior?

· How does the resident usually communicate needs, such as pain, hunger, need to use bathroom?

· How does the resident usually respond to stress, anxiety, fear or fatigue?

· Methods family/caregivers have used to soothe/calm the resident when distressed?
	
	
	
	
	
	

	10. Has the resident exhibited behavioral or psychological symptoms of dementia (BPSD) in the previous 30 days (or since admission if less than 30 days)?  
	
	
	
	
	
	

	11. If #10 is yes, did the staff describe the specific behavior? Information documented should include:

· The behavior exhibited, and an evaluation of any risks to the resident or others associated with the behavior
· Onset, duration and intensity of symptoms

· Underlying cause of the behavior, including medical or psychiatric issues (such as acute illness, delirium, medications, etc)

· Possible precipitating events

· Potential environmental triggers
	
	
	
	
	
	


	Resident Level Review – Dementia Care
	1
	2
	3

	
	Y
	N
	Y
	N
	Y
	N

	Care Planning
	
	
	
	
	
	

	12. Did the resident’s care plan reflect an interdisciplinary team approach, including input from the resident and/or family members to the extent possible?
	
	
	
	
	
	

	13. Did the care plan include individualized interventions that addressed the resident’s preferences and needs, including:

· Activities consistent with known hobbies, preferences and life patterns?

· Usual patterns related to dining, food preferences and fluid intake?

· Performance of ADL’s such as bedtime/awakening times, bathing preferences, dressing and grooming?

· Managing BPSD, including non-pharmacological alternatives to the use of antipsychotic medications? 
	
	
	
	
	
	

	14. Did the care plan and/or psychotropic evaluation include the rationale and indications for the use of psychotropic medications, including:

· Specific target behavior linked to each specific psychotropic medication prescribed for treatment?

· Potential triggers/underlying causes of the behavior?

· Anticipated outcomes related to the use of the medication(s)?

· Dosage prescribed and duration of treatment?

· Plans for gradual dose reductions and/or discontinuing the medication(s)?

· Potential adverse effects of the medication(s)?
	
	
	
	
	
	

	15. Did the care plan include measurable goals and time frames consistent with the resident’s documented preferences and needs?
	
	
	
	
	
	

	16. Was information regarding the resident’s care needs, preferences and behavior patterns easily accessible to all staff, including CNAs?
	
	
	
	
	
	

	Monitoring and Outcomes
	
	
	
	
	
	

	17. Were the individualized interventions identified in the care plan implemented?
	
	
	
	
	
	

	18. Did the staff monitor and evaluate the effectiveness of the individualized interventions?
	
	
	
	
	
	

	19. Was the care plan reviewed and updated based on the effectiveness of the interventions?
	
	
	
	
	
	

	Comments:




Facility Next Steps/Plan: _____________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________________________
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