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At the time of the investigation of facility
self-reported incident #6 1084, standard-level
deficiencies and Conditicns of Participation
(CoPs) were cited.

Conditions of Participation found to be out of
compliance included: Governing Body and
Management (W102).

Standard-level deficiencies were cited at W104
and W189,

W 102 | 483.410 GOVERNING BODY AND W 102
MANAGEMENT

The facility must ensure that specific governing
body and management requirements are met.

This CONDITION is not met as evidenced by:
Based on staff interviews and record review, the
facility failed to maintain substantial Governing
Body and Management. The facility failed to
consistently develop effective measures to
ensure safety and supervision of clients and
ensure adequate training of staff. These findings
led to a determination of Immediate Jeopardy.
Findings follow:

Cross Reference W104. The Governing Body
failed to consistently develop effective measures
to ensure safety and supervision of clients and
ensure adequate training of staff.

Cross Reference W189. The facility failed to
provide and document adequate staff training to

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE HTLE (X8} DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

‘
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The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:

Based on interviews and record review the
facility governing hody failed to consistently
develop effective measures to ensure safety and
supervision of cllents and ensure adequalte
training of staff, This affected 1 of 1 client (Client
#1) involved in investigation 61084-1. Finding
follows;

Record review on 6/27/16 revealed the following:

1. a. General Events Report, dated 6/23/18,
documented around 4:30 p.m. staff became
concerned Client #1 had not returned heme from
day services. Mosaic Investigation Report, dated
6/24/16, documented Client #1 had been left on
the transit van after relurning to Forest Gity from
attending day services at Opportunity Village in
Glear Lake. Qualified Intellectual Disabilities
Professional {QIDP), who was the on-call
executive at the time of the incident, recsivad a
phone call on 6/23/16 at 4:44 p.m. stating Client
#1 had not returned to the facility and staff did not
know the client's whereabouls. Staff conlacted
Opportunity Village and confirmed Client #1 was
not there, Siaff also atlempted %o call the transit
number, but was unable to reach anyone. The
QIDP contacted another individual who rode the
same vehicle and confirmed Client #1 had been
on the van. The QIDP also checked ancther
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825 Ashwood
Forest City, 1A 50436
PLAN OF CORRECTION
INCIDENT #61084-1
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MOSAIC Forest City %\K\‘ \/ \(/
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Investigation Date: 6/27/16 — 6/29/16

W 102 483.410 GOVERNING BODY AND MANAGEMENT:

1. New procedure has been developed and implemented to ensure the safety and supervision
of individuals and adequate staff training was completed with the DSA by the QIDP and
DSMs, This procedure will be monitored af a minimum of monthly during in home
observations completed by the QIDP and DSM.

2, An Evening Vehicle Checklist and Daily Transportation Checllist Procedure for transit
drivers was developed, The checklist and procedure will be completed daily by the transit
drivers and monitored by the Transit Manager fo prevent recurrence of this deficiency,

3. The QIDP will develop a list with the times that people will return home from school
and/or day services. Ongoing monitoring will be completed monthly, by the QIDP, to
prevent recurrence of this deficiency.

4, Completion Date; 7/28/16

W 104 483.410 (a) (1) GOVERNING BODY:

1. New procedure has been developed and implemented to ensure the safety and supervision
of individuals and adequate staff training was completed with the DSA by the QIDP and
DSMs, This procedure will be monitored at a minimum of monthly during in home
observations completed by the QIDP and DSM.

2. An Evening Vehicle Checklist and Daily Transportation Checklist Procedure for transit
drivers was developed. The checklist and procedure will be completed daily by the transit
drivers and monitored by the Tyansit Manager to prevent recurrence of this deficiency,

3. The QIDP will develop a list with the times that people will retum home from school
and/or day services. Ongoing monitoring will be completed monthly, by the QIDP, to
prevent recurrence of this deficiency.

4. Completion Date: 7/28/16

W 189 483.430 e (1) STAYF TRAINING PROGRAM: -

1. The Transit Manager received a disciplinary action from the Habilitative Coordinator for
not having the transit driver sign off on the orientation checklist.

2. The orientation c¢hecklist will be completed with each new hire in transit, moving
forward, and monitored by the Maintenance Supervisor to assure everything is completed
priot to the new hire driving by themselves, to prevent recurrence of this deficiency.

3. An Evening Vehicle Checklist and Daily Transportation Checklist Procedure for transit
drivers was developed. The checklist and procedure will be completed daily by the transit
drivers and monitored, monthly, by the Transit Manager to prevent recurrence of this
deficiency.

4, Completion Date: 7/28/16 M :
e
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home to determine if the client had been dropped
off at another residence bul the client was not
there. The QIDP again spoke fo staff and
determined they needed to check the van the
client had ridden on. At approximately 5:16 p.m.
Direct Support Assoclate (DSA) A went to the
{ocation of the vehicle and found Client #1 siiting
in the van. She talked the client through the
process of going to the driver's side and
untocking the van.

b. Mursing Assessment on 6/23/16 revealed at
6:20 p.an. vitats were: Temperature {T) -98.1,
Blood pressure (BA”) 141/90, pulse (P) was 104
and Respirations (R} were at 20, At8:50 p.m.
vitals were again laken and T-96.4, BP- 129/86,
P-78 and R-18. Water infused with electrolyles
{Propel) was provided to the client, The client
drank 16 ounces of Propel at 5:45 p.m. and st
6:30 p.m. No other injuries were observed, The
client appeared alert and oriented. On-call
physician was also notified with recommendation
to monitor for signs and symptoms of
dehydration.

¢, Client #1's diagnoses included: Moderate
Intellectuat Disability, Cerebral Palsy, Hemiplegic
(left side), Cognitive deficit due to old cerebral
infarction (stroke at birth), shunt and
hydrocephalus with history of seizure disorder,
disruptive behavior Disorder, Pervasive
developmental Disorder, Depression. Behavior
Modifying Medications Include Guanfacine,;
Risperdal and Fluozetine. The Human Rights
Assessment, dated 11/30/15, documented Client
#1 rade the fransit bus, driven by a Mosaic staff
to Opportunity Village 1o work but did not require
a staff to vide with him/her.
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d. According to AccuWeather.com the
femperalure on 6/23/16 was 70 degrees
Fahrenheit in Forest City, lowa.

2. When interviewed on 8/27/16 at 4:10 p.m,
Client #1 stated hefshe rode with the same driver
when going to Opportunity Village and returning
to Forest City on 6/23/16. When they retumned to
Forest Gily after being picked up at Opportunity
Village, the driver dropped off several people
while hefshe was slill in fhe van. The van also
stopped at the gas station and driver put in gas.
Client #1 thought the driver went downtown and
stopped, but was unsure about this. The client
stated the driver never looked in the back of the
van or walked through the van, Client#1 stated
he/she was on the van a long time and was hot.
He/she was not oo upset, Just hot, When Client
#1 got home, hefshe got something to drink and
took a shower. Client #1 stated he/she went with
staff and found a cell phone to use for emergency
sifuations and was going to learn how to use it.
Client #1 stated he/she did not how to open the
van doors, therefore DSA A had {o tell him/her
how to open the van doot,

3. When interviewed on 6/27/16 at 3:06 p.m.
Licensed Practical Nurse {LPN} stated she was at
Client #1's home after 4:00 p.m. to complele
medication pass. She stated staff became
concerned around 4:33 p.m. the client had not
returned home. Staff contacled fransit office and
the on-call supervisor. When they waere still
unable to locate the client, DSA A went to the
area where the vans were parked and found the
client on the van. The LPN completed an
assessment and recalled during the first set of
vitals, they were slighlly elevated. The LPN
provided the client water with Propel added to
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provide electiolytes. She also contacted the
on-call physician and was told to watch for signs
of dehydration including headache, nausea and
vomiting, She stated the client was generally
quiet, but was extremely quiet until he/she
ate/drank fluids and took a shower, The LPN
stated the client appeared to return to his/her
nermal self and became more verbal,

4, When interviewed on 8/27/16 at 3:25 p.m.
DSAA stated she had been assigned to work with
Client #1 on 6/23/16. She slated the client
normally arrived home between 3:00-3:30 p.m.
from day services, bul had been later a couple of
times arriving between 4:00- 4:30 p.m. DSAA
stated slaff generally knew when Client #1 arrived
home because hefshe would go to the kitchen to
get a snack. Around 4:30 p.m. they had decided
1o eat eatly because everyone wanted to go on an
outing after supper. DSA A stated this was the
time when they became concerned Client #1 had
not arrived home, because she knew
transportation services did not run after 4:30 p.m.
Slaff checked the client's bedroom, contacted the
on-call executive, transit office and the day
sefvices site, DSAA received a call from the
on-call execulive after she had checked with
other clients and drop-off sites, and decided the
van should be checked. DSA A staled since she
was located closest to the van, she would check
the vehicle. She drove to the location of the
vehicle (a couple of blocks) and when she turned
the corner in the parking lot she could see Client
#1's head in the van, and hefshe appeared to be
looking around. DSA A stated this occurred at
approximately 515 p.m. She verbally prompted
the client to sit In the driver's seat to open the
door of the vehicle, DSA A stated it took at least
two prompts to have him/her sit in the seat and at
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least iwo prompts to open the door of the vehicle.
They returned to Ciient #1's home. The client
appeared swealy and was provided water with
added electrolyles, DSAA staled Cllent #1 was
very shy and would not necessarily say
something 1o a driver. She stated the {ransit
driver had heen late before and she had not
become alarmed until supper had been prepared
and realized Client #1 still had nof returned. She
stated the driver did not normally contact the
facility if they were going 1o be late and did not
walk the client 1o their door or check in with staff.
During additional interview at 4:00 p.m. DSAA
stated Client #1 should be checked on every 30
minutes while in histher bedroom, but the client
generally came out prior to the time frame. She
was unsure of what Client #1 wore, but thought
he/she had shorts on.

5. When interviewed on B/27/16 at 3:45 p.m.
DSA B stated when he compleled supper
preparation on 6/23/16 he heard Client #1 had not
returned home from Day Services. Staff checked
the clien!'s bedroom betwsen 4:30 p.m. and 4:40
p.m. and then conlacted the on-call supervisor
when the client could not be located in the home.
He stated he had not been concerned because
Client #1's arrival ime varied and could be
anywhere hetween 3:00 p.m. and 4:00 p.m, but
was aware transporiation setvices did not run
after 4:30 p.m. He also conlacted the
Opportunity Village Store and Campus and
determined the client was not at either location,
DSA B was informed the on-call execulive was
checking other places and when she contacted
the facility after not finding fhe client, it was
decided to check the van. DSAAwent to the
location of the vehide and found Client #1 in the
vehicle. DSA B stated the client appeared tired
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when hefshe returned to the house. DSAB
stated he was unsure if the client would be able to
open the van door independently, He knew the
client could open the door 1o a personal vehicle
{car) but not sure If Client #1 would have had an
opportunity to learn to open van doors. He could
not recall specifically what the client wore, but
thought he/she had on shotis or pants with a
£shirt.

6. When interviewed oh 6/27/16 al 3:55 p.m.
DSA C stated on 6/23/16 al approximately 4:30
p.m. she went lo Client #1's bedroom to get the
cllent for supper, but the client was not in his/her
bedroom, She informed DSA A and DSA B the
client was not in hisfher bedroom and PSA B
went into the client's room and checked under the
covers, Since the client was not in histher room
they began placing phone calls to try and focate
Client #1. She slated the client liked to spend
fime in his/her room alone and thought it had
been possible Client #1 came into the house and
went directly to hisfher bedroom. DSA C thought
the client should be checked on every hour when
in his/her bedroom. She stated Client #1
normally returned home by 3:30 p.m. but had
been late other times. DSA C stated drivers do
not tet staff know if they are running late on their
rottes.

7. When intetviewed on 6/27/16 at 4:30 p.m, the
QIDP statod on 8/23/16 at 4:44 pan, she received
a call from DSA B Client #1 had not returned
home from day services al Oppottunily Village,
She instructed staff to call transit and Opportunity
Village. She contacted a person who also rode in
the van fo veiffy Client #1 was on the vehicle
returning to Forest City. Once the information
had been verified, she also went to another sile
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where the client would be moving to. When she
verified the clienf was not at any alternate
location, she talked fo DSA A by phone and
decided to check the van. Since DSAAwas
located closest to the vehicle she would leave
immediately to check the van. She was
contacted by DSA A at 5:15 p.m. Client #1 had
been found inside the vehicle. Nursing staff
assessed the client and the guardian was also
nolified. The QIDP stated she initiated and
completed the investigation into the situation. She
stated the client was very quiet and would not
draw attention to him/herself. The QGIDP did not
know specifically how often Client #1 should be
checked while in the home and thought i would
be between evary 15 - 30 minutes. The QIDP did
feel staff should have been concerned prior fo
4:45 p.m. Client #1 had not relumed home. She
felt if the client had not returned home by 4:00
p.m. staff should have done follow-up, The QGIDP
stated the staff did not have any specific
guidelines to follow i a client were late but
appropriately called the on-call execulive {o
provide nofification of the situation.

8, When interviewed on 6/28/16 at 8:30 a.um, the
Transit Driver (TD) stated she began employment
around 5/1/16. At the beginning of her
employment she had a chauffeur's ficense and
was only able to drive less than 15 passenger
vehicles. She practiced in the larger vehicles with
another driver present. She oblained a
Commerciat Driver's License {GDL) on 6/21/16
and on 6/23/16 she began driving a larger vehicle
independently. The TD slated while the clients
assigned to the route were generally consistent,
there were sliuations when a person did not ride
or would be added o the route. She stated she
had only transported Client #1 one other time
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during her training but conflimed she picked up
ihe client at Opportunity Village in Clear Lake on
ihe afernoon of 6/23/16. She thought lhe client
sat in the 2nd or 3rd row from the back oh the
driver's side, The TD stated she made several
stops to drop off clients, but could not recall all
the specifics and stated the Information would be
fisted on her transit sheet. She also remembered
when she dropped off a dient she made a
comment about it being her last stop. The TD
stated she then stopped for gas and returned the
van to the location where they stored vehicles.
She sald she clocked out at 4:07 p.m., talked with
another staff uniil 4:15 p.m. The TD then
returned to the vehicle because she had forgotten
her purse, bul still did not realize Client #1 was on
the van, The TD stated as a driver she would be
given a list of people to transport daily. While she
had never been frained, she had seen the driver
should place a check by the client's name when
they were pickad up. Also, when the client
reached their destination al the end of the route
.e. returning home, the driver should cross off
their name. The TD stated she did not cross
anyone's name off the list at the end of the route
because if she had, she would have seen Client
#1's name. The TD stated she had been lold to
walk through the vehicle at the end of a route.
She stated she did not complete this step either
therefore, did not realize Client #1 was stllf on the
van, She could not recall reviewing a training
sheet with anyone but had riddan with ofher
drivers observing different routes,

9. When interviewed on 6/28/16 at 9:20 am. the
Transit Manager (TM) stated on 6/23/16 at
approximately 4:46 p.m. she was nofified Client
#1 had not returned home from Opportunity
Village in Clear Lake. She contacied another

W 104
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driver who had no information and then contacted
the TD. The T} confirmed Client #1 had been on
the van but could not recall where she had
dropped the clien off at. The ThM was unable to
communicate directly with staff at the house,
therefore went to check the vehicle and then to
Ciient #1's home where she learned the client
had been located in the van. The TM stated
Ciient #1 had been In the vehicle over an hour
unattended because the fuel receipt documented
the driver fueled up at 3:50 p.m. and the driver
punched out at 4:.07 p.m. She staled drivers were
trained on the job as well as fraining for their CDL
license. The TM stated the TD had been frained
to place a check by the client's name when
picking up a client and should cross the client's
name off when they reach their final destination.
Also, drivers were fold to walk through thelr
vehicles to ensure everyone is off, frash picked
up and windows closed. She confirmed the TD
falled to complete both of these steps. She
further stated drivers have an Orientation
Checldist which dosumented training and if the
form had been completed, it would be located in
the employee's file.

10, Additional record review revealed the
following:

a. Review of the rider list dated Thursday,
6/23/16, included Client#1. The TD placed a
check on ihe left side of the clienf's name but no
chack was located on the right side. Other clients
listed on the form had checks by their names on
the right side as well as the left side of their name
but no names were crossed off.

b. The Daily driver Log, dated 6/23/186, listed
Ciient #1 would be transporied from his/her home
address to the Day services site and would return
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from the day services site to histher home
address,

c. Incident Report completed by the Transit
Driver on 6/24£16 stated the driver had forgotten
Client #1 on the bus. The driver documenied she
gassed the vehicle prior to punching out at 4.07
p.m. She visited with ancther staff until 4:15 p.m.
and went back to the bus obtained her purse and
lefl 10 go home. Her supervisor contacted her at
5:16 pJn. inguiring about the location of Client
#1's drop off. The driver decumented she picked
up Client #1 at the Day Services site and he/she
came o Forest City with ofher clients from the
area,

d. The TM included a narrative as a part of the
facility Investigation which included Information
regarding the TD's training and employment. The
documented stated the TD had been shown 1o
put a check mark next to the person's nayme
when geiting on the bus in the morning, then in
the afternacn again when getting on the bus and
then pui a line or cross them off when they
arrived at thelr destination. She had also been
told fo check the vehicle at the end of the day for
lost items, windows open or garbage by
completing an aciual physical bus check. No
decumentation of the tralning could be located in
the employaes file,

When interviewed on 6/28/46 at 10:10 a.m. the
Hahilitation Coordinator (HC) confirmed a better
system needed to be established to document
transportation of clients because the current
system failed o provide adequate Information.
She stated she would work with the TM to
develop a new checklist and train staff
immediately. The HC stated the TD should not
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W 000 | INITIAL COMMENTS W 000

At the time of the investigation of facility
self-reported incident #61084, standard-level
deficlencies and Conditions of Pariicipation
{CoPs} were cited,

Conditions of Participation found to be out of
compliance Included; Governing Body and
Management {W102),

Standard-level deficiencies were cited at W104
and W189.

W 102 | 483.410 GOVERNING BODY AND W 102
MANAGEMENT

The facility musl ensure that specific governing
body and management requirements are met.

This CONDITION is not mel as evidenced by
Based on slaff interviews and record review, the
facitily failed to maintain substantial Govearning
Body and Management. The facilily falled to
consistently develop effective measures to
ensure safety and supeyvision of clients and
ensure adequate training of staff, These findings
led to a determination of Immediate Jaopardy.
Findings follow:

Cross Reference W104. The Governing Body
failed to consistently develop effective measures
to ensure safety and supervision of clients and
ensure adaquate training of staff.

Cross Reference W189, The facility failed to
provide and document adequate staff training to

TITLE (X6} DATE

1LABORATORY DIREC &30 EROVIDER/ISUPPLI REPRESENTATIVESS]GNAFURQ
M %&ﬂ/ e Habilitalw  Comgnahe 7%25’/

Any deficlency slatement ending with an asterisk * denoies a deficienc) lch o Instltution may be excused from correcling providing it is determined that
other sateguards provide sufficient protection to the patients. (See Insirieflons.) Excapt for nursing homes, the findings stated above are disclosable 86 days
following the date of survey whethar or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facillty, If deficiencies are cited, an approved plan of correction is requisite {o contined
program patticipation,
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Continued From page T4

have driven independently until all training had
been completed and documented. The HC also
confirmed staff should have been aware earlier
the client had not returned home from day
services, She fuilher confirmed there were no
specific procedures addressing the issue when a
client talled to refurn to the facifity at a normal
fime. The HC stated the facllity would develop a
procedure staff should follow if & client did not
return at their normal time and be immadiately
frained on the procedure,

483.430(e)(1) STAFF TRAINING PROGRAM

The facility must provide each employee with
initial and continuing iraining that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based oh Interviews and record review the
faciiity failed to provide and document adequale
staff training to ensure client safely and
supervision. This affected 1 of 1 client involved in
investigation 61084-l. Finding follows:

See W04 for additional information.

1, a. When interviewed on 6/28/16 at 8:30 aun.
the Transit Driver {TD) stated she bogan
employment around 5/1/16. At the baginning of
her employment she had a chauffeur's license
and was only able to drive less than 15
passenger vehicles. She had practiced in the
larger vehicles with another drver present. She
obtained a Commetcial Driver's License (CDL} on
6/21/16 and on /23116 she began driving a larger
vehicle independently, The TD stated while the

W 104

W 189
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clients assigned to the route were generatly
conslstant, there were situafions when a person
did not ride or wouid be added fo the route. She
staled she had only transported Client #1 one
oftier time during her training but confirmed she
picked up the client at Opportunity Village in Clear
Lake on the afiernoon of 8/23/18. She thought
the client sat in the 2nd or 3rd rew from the back
on the driver's side. The TD slaled she made
several stops to drop off clients, but could not
recall alf the specifics and stated the information
would be listed on her transit sheet, She also
remembered when she dropped off a client she
made a comment about it being her last stop.
The TD stated she then stopped for gas and
returned the van to the location where they store
vehicles. She said she clocked ouf af 4:07 p.m.,
talked with another slaff until 4:15 p.m, The TD
then refirned 1o the vehicle because she had
forgotien her purse, but still did not realize Client
#1 was on the van. The TD staled as a driver
she would be given a list of people to transport
daily. While she had never been trained, she had
seen the driver should place a check by the
client's name when they were picked up. Also,
when the client reached their destination at the
and of the route L.e. returning home, the driver
should cross off their name. The TD stated she
did not ¢cross anyone's name off the list at the end
of the route because if she had, she would have
seen Client #1's name, The TD stated she had
heen told o walk through the vehicle at the end of
a route. She stated she did not complete this
step either therefore, did not realize Client #1 was
stilt on the van, She could not recali reviewing a
training sheet with anyone but had ridden with
other drivers observing different routes.

b. When interviewed on 6/28/16 at ©:20 a.m. the
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Transit Manager (TM) stated on 6/23/16 at
approximately 4:45 p.m. she was notified Client
#1 had not relurned horme from Opportunity
Village in Clear Lake. She contacted another
driver who had no information and then contacted ’
the TD. The TD confirmed Client #1 had been on
the van but could nof recall where she had
dropped the dlient off at, The TM was unable o
communicale directly with staff at the house,
therefore went fo check the vehicle and then to
Client #1's home where she learned the client
had been located in the van. The TM stated
Client #1 had been [n the vehicle cver an hour
unatiended because the fuel recelpt documented
the driver fueled up at 3:50 p.n. and the driver
punchad out at 4:07 p.m. She stated drivers
were trained on the job as well as training for their
CDL license. The TM stated the TD had been
trained to place & check by the client's name
when picking up a client and should ctoss the
client's name off when they reach their final
destination. Also, drivers were told to walk
through their vehicles to ensure everyone is off,
trash picked up and windows closed. She
confirmed the TD failed to complete both of these
steps, She further stated drivers have an
Orientation Checklist which decumented training
and If the form had been completed, it would be
located in the employee's file,

c. When interviewed on 6/28/16 at 10:10a.m. |
Human Resources Generalist stated the only
training documented the translt driver completed
had been Mandatory Reporting on 5/1/16. She
statad if there had been other training completed
{he Information would have been provided by her
supetvisor (TWM).

2. Record review revealed the following:
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a. The TM included a narrative as a part of the
facility Investigation which included information
regarding the TD's training and employment. The
documented stated the TD had been shown to
put a check mark next to the person's name
when getling on the bus in the morning, then in
the afternoon again when getting on the bus and
then put a line or cross them off when they
arrived at their destination. She had also been
told 1o check the vehicle at the end of the day for
lost items, windows open or garbage by
completing an actual physical bus check. No
documentation of the training could be located in
the employees file.

b. Review of the rider list dated Thursday,
6/23/16, included Client #1. The TD placed a
check on the left side of the clienf's name but no
check was located on the right side. Other clients
listed on the form had checks by their names on
the right side as well as the left side of their name
but no hames were crossed off.

¢. The Daily driver Log, dated 6/23/16, listed
Client #1 would be fransporied from histher home
address fo the Day services site and would return
from the day services site to his/her home
address.

d. Foren entifled Region 2 Transit Driver
Oriantation Checklist. The form included staff
should be trained on completing reporls and a
post trip inspection at the completion of a frip. Ne
conpleted fraining sheet could be focated in the
Transkt Driver's employee file.

e. Review of the Transit Bus Driver Job
Description stated the driver should maintain

W 189
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accurate daily trip logs, complete all records daily
and follow repaorting procedures as required, No
signed job description could be located in the
TD's employee file.
When interviewed on 6/28/16 at 10:10 a.m. the
Habiiitation Coordinator (HC) confirmed the TD
should not have driven alone until all fraining had
heen compieted and decumented,
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Mosaic 825 South 7% Street
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Citation
Mosaic in North lowa

IA. Dept. of Inspections and Appeals

Health Facilities Division

Investigation #61084 - |
Date: 6/27/16 — 6/29/16

Deficiency

Plan of Correction

Date of Completion

W102

483.410

Governing Body and
Management

w104
483.410 (a) (1)
Governing Body

New procedure has been
developed and implemented
to ensure the safety and
superviston of individuals and
adequate sfaff training was
completed with the DSA by
the QIDP and DSMs. This
procedure will be monitored
at a minimum of monthly
during in home observations
completed by the QIDP and
DSM.

An Evening Vehicle
Checklist and Daily
Trangportation Checklist
Procedure for transit drivers
was developed. The checldist
and procedure will be
completed daily by the transit
drivers and monitored by the
Transit Manager to prevent
recurtence of this deficiency.

The QIDP will develop a list
with the times that people
will return home from school
and/or day services, Ongoing
monitoring will be completed
monthly, by the QIDP, to
prevent recurrence of this
deficiency.

New procedure has been
developed and implemented
to ensure the safety and
supervision of individuals and

Upon Receipt

7/28/16

Upon Receipt




w189
483.430 e {1)
Staff Training Program

adequate staff training was
completed with the DSA by
the QIDP and DSMs, This
procedure will be monitored
at a minimum of monthly
during in home observations
completed by the QIDP and
DSM.

An Evening Vehicle
Checklist and Daily
Transportation Checklist
Procedure for transit drivers
was developed. The checldist
and procedure will be
completed daily by the transit
drivers and monifored by the
Transit Manager to prevent
recurrence of this deficiency.

The QIDP will develop a list
with the times that people
will return home from school
and/or day services. Ongoing
monitoring will be completed
monthly, by the QIDP, to
prevent recurrence of this
deficiency.

The Transit Manager received
a disciplinary action from the
Habilitative Coordinator for
not having the transit driver
sign off on the orientation
checklist.

The orientation checklist will
be completed with each new
hire in transit, moving
forward, and monitored by
the Maintenance Supervisor
to assure everything is
completed prior to the new
hire driving by themselves, to
prevent recurrence of this
deficiency.

Upon Receipt




An Evening Vehicle
Checklist and Daily
Transportation Checklist
Procedure for transit drivers
was developed. The checklist
and procedure will be
completed daily by the transit
diivers and monitored,
monthly, by the Transit
Manager to prevent
recurrence of this deficiency.
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