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The facifity must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reporied
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD is not met as evidenced by
Based on staff interviews and record review, the
facility failed to ensure aliegations of client
mistreatrnent, neglect, andfor sbuse were
reported to the adminisirator andfor designee
immediately. As a resuit, the allegation was not
immediately {within 24 hours or next business
day) reporied to the Department of Inspections
and Appeals (DIA). This affected 1 of 1 client
(Client #1) involved in investigation #52899-M.
Finding follows:

Record review on 9/27/16 identified a facility
internal investigation, initiated 8/25/16 at 2:30
p.m. According fo the document, Residential
Advocate (RA) A reportad being toid by three staff
the Residential Leader/Qualified Intellectual
Disability Professional (RL/QIDP) slapped Client
#1 on the face after hefshe spit in the RL/QIDP's
face on 8/24/16 buf none of these staff witnessed
the incident. The investigation identified Direct
Support Professional (DSP) A and Community
Skifls Manager (CSM} A were present and
@lessed the incident. The report noted the

-2, 2016.. Twelve dsp's were in
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At the time of investigation #62899-M, a '(]D \\\D
deficiency was cited at W153. iowa \9 .
Administrative Code (JAC) Chapter 64.33 (2) was | \“
also cited. See state form, . o
W 163 | 483.420(d)(2} STAFF TREATMENT OF CLIENTS | VXU policy requires all staff | 10/26/1p

to take Dependent Adult Manda-
tory training within 6 months
of employment and every 5 yeays

thexdafter. With regard to this
citation, the Director of ICF/ID

& Program Servitces has reviewed
the policy with the two staff
who. failed to report the inci-
dent on August 25, 2016. In
addition, we have reviewed and

discussed the policy requirezan

ments at a team meeting at
House 342 and 346 on Septembern

i

attendance at this meeting,
All of the Residential Leaders
met on QOctober 25, 2016 and

reviewed the policy and the

timelines for timely filing.
The Residential Leaders will
review ‘the policy and its

requirements at their individdal «

team meetings in their homes.
On Qctober 26, 2016 a meeting
of the nursing staff wds held
and the policy xreviewed at
their meeting. €Gopy of all.
team meeting notes will be
maintained by the Director of
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Any defclenny staie@fandmg with an asterisk {*) Ge tes 2 deficiency which the institution may be excused from correchng providing it is determined that

other safeguards provi

sufficient protaction to the patlents (See instructions.) Except for nursing hemes, the findings stated above are disclosable 90 days

Tollowing the date of survey whether or not a plan of correciion is provided. For nursing homes, the above findings and plans of gorrection are disclosable 14
days following the date these documents are made available to the facliity. if deficiencies are cited, an approved plan of correction Is reguisite to continued
program particigation. ’
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Director of ICFAD and Program Services called
CSM A who reported on 8/24/16, she witnessed
the RL/QIDP slap Client #1 on the face after
hefshe spit in the RL/QIDP's face. The Director of
ICFAD and Program Services then contacted
BSP A. DSF Areported Client #1 spit in the
RL/QIDP's face and she responded by slapping
him/her. DSP A said the RL/QIDP immediately
commented she shouldn't have done that.
When interviewed on 9/28116 al 8:45 a.m., CSM
A reported on 8/24/18, she worked at House 342
from 8:30 a.m. untl 3:00 p.m. She stated around
2:15 p.m. or 2:30 p.m,, Client #1 went outside
carrying a binder and RL/QIDP went outside after
himsher. She sald she could see them from the
window and Client #1 was visibly upsst. CSM A
stated she leff the window and a few minutes
later RL/QIDP and Client #1 returned inside to the
dining room. She reported RL/QIDP stood in front

. of Client #1 telling himsher it was not okay for

i him/her to try to leave and attempted-to take

. his/her binder, At this fime, Client #1, said "ming"

. and spit in the RL/QIDP's face. CSM A stated the

" RL/QIDP "slapped.(Client #1) across the face™.

* CSM Areported Client #1 then attempted to grab
and yelled af the RL/QIDP, as she walkéd away

* with the binder. CSM A stated Clisnt #1 followed
the RLIQIDP yelling “mine". Licensed Pragtical

- Nurse (LPN) A came Into the facility and Client #1

» went with her into her office. Client#1 was with

i LPN A when CSNM A's shift ended and she left

- wark. GSM A confitmed she did not immadiately

, report the incident because she was still

1 processing what she had observed. She planned

i to contact the Director of (CF/ID and Program

i Services on 8]25/?6 but was called by the

i Director of ICFAD first.

. When interviewed on 9/28/16 at 3:45 am., DSPA
| reported she worked from 2:00 p.i. until 10:00

A
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The Director of Human
Resources will be responsible
to engure all staff have
completed the training on a
timely basis from the date
of employment and every
5 ‘years thereafter.
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p.m. at House 342. She stated at approximately
2:30 p.m., she walked fo House 342 and
observed Client #1 outside with another staff
when RL/QIDP went to assist. DSP A reported
ohserving the RL/QIDP pull Client#1's arm to get
him/her back inglde the house. Once inside, she
stated Client #1 attempted to ieave and RL/QIDP
told him/her she was gaing fo take his crayon box
because of how hefshe was acting and then the
RL/QIDP grabbed it from himther and put it in the
nurse's office, DSP A stated Client #1 followed
the RL/QIDP, yelling at her and calling her a "had
cop”. D8P A reported the RL/QIDP pointed her
finger and yelled at Client #1. Client #1 continued
{o yell at RL/QIDP and then spit in her face. DSP
A reported the RL/QIDP immediately slapped
kim/her. DSP A stated Client #1 was caught off
balance and hisfher left cheek reddened. DSP A
said the RIL/QIDP turned to her and CSM A and
stated "Sorry, | didn't mean to do that" DSP A
said Client #1 continued o spit at RL/QIDP as
she walked away. DSP A confirmed she did not
report the incident immediately. She said she was
unsure who to report the incident fo since the
RL/QIDP was her manager. DSP A stated she
now knows to cali the Director of ICF/ID and
Pragram Services or Human Resources,

Record review on 9/27/16 revealed the facility
policy titied Abuse and Neglect {not dated). The
policy instructed any person whe withessed
potential abuse was o report immediately (as
soon as possible but not to exceed 24 hours after
the incident) to both a supervisor and the
Department of Inspactions and Appeals.

When interviewed on 8/27/16 at 2;30 p.m,, the
Director of ICFAD and Program Services
confirmed DSP A and CSM A failed to report the
incident immediately, per facility policy. She
confirmed the internal investigation was initiated
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on 8/25/16 and the allegation was not reported to
the Department of Inspections and Appeals until
B/26118, two days following the incident.
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G 284 64.33(235B) Separation of accused abuser and G 284 The VNU policy in place at the 10/25/1f
victim time of this incident did not
specify that the external in-
A81-64,33(235B) Separation of accused abuser vestigation had to be completed
and victim. Upan a claim of dependent adult before the employee could re-
abuse of a resident being reported, the tﬂrn to work and be in contact
a‘dn}mls’crator of the facility §hall se.parate the with the victim. Therefore,
victim and accused abuser immediately and
maintain the separation untit the abuse the abuse and neg lect POllﬁ'y :
investigation is completed. has been UPdatGi to state: "For
the consumer's safety, during
- the: time of the investigation,
_ the staff member being investi-
This Statute is not met as evidenced by: gated will be separated from
Baggd on staff interviews ar'ld record revie\‘.vv, the the individual that they.have
facility failed to ensure continuous separattgn been. alleged to have abused.
between s.tex‘ff anf;i & client, in accordance with until both internal and ex—
lowa Administrative Code Chapter 64.33(2), after . i
an allegation of abuse was made. One of 1 client ternal ‘1nves{:igﬁ1_:10_ns have.
was reviewed. Findings include: been completed.” This pdlicy
Record review on 9/27/16 reveaied facility internal change was. reviewed and dis=-
invesiigation inifiated 8/25/18. The report cussed with the Director of
documented on 8/24/16 Residentlal . IC#/TD and Program Services
Leader/Qualified Intellectual Disability on Qctober 25, 2016. On Octoy .
Professional (RL/QIDP) stapped Cliert #1 after ber 31, 2016 at a Cabinet . luv
he/ghe_spit in her face. The document identified Leadershlp Team Meetlng, the |
the incident was reported on 8/2{)!16 and the _ policy was reviewed and dis—
RL/QIDP was removed from having contact with . .
Client #1 On 8/26/16. The RUQIDP was placed cussion was held on the policy
on administrative leave pending the completion ‘of change. “The CEQ, will be re=:
the internal investigation. sponsible to ensure compliance
When interviewed on 9/27/16 at 7:15 p.m., the with this policy on an on-
RL/QIDP confirmed she was placed on going basis.
administrative leave on 8/25/16, RL/QIDP stated
she was ailowad to return to work on 8/31/16
after she was given a discussion plan, she
explained was a disciplinary action, with required
follow-up frainings she was scheduled to take.
She stated she worked the evening shift in House
342 and had contact with Client #1. She recalled
she walked with h;m/her outside one or two times
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and had coniact when she assisted during
medication pass. The RL/QIDP said she went into
work on 9/1/16 at B:00 a.ni. and'was placed back
on administralive leave around 12;00 p.m. after
the direct care staff threatened to leave if she was
allowad to return to work. :
Additional review on 9/28/16 of the iniernal
investigation conclusion revealed the facility
determined RL/QIDP slapped Client #1 in
response to an adverse situation and she didn't
intend to causa Client #1 any fear. The document
fioted RLIQIDP réfurned to work on 8/31/16, with
a discussion plan in placs. According to the
report, RL/QIDP workad the evening shift on
8131416 in House 342 and the morning of 8/1/16
until she was placed back on administraiive
leave. .
Conlinued record review on 9/28/16 revealed an
e-mail sent from RL/QIDP to the Director of
ICF/ID and Program Services on 8/31/16. The
e-mail provided the RLIQIDP's wark schedule
which noted she worked until 10:00 p.m. on
8/31/16 and was responsible for assisting clients
during medication pass.
When interviewed on 9/28/16 at. 11:05 a.m,, the
Director of |CF/ID and Program Services
confirmed the facility allowed the RL/QIDP to
return to work on 8/31/16 and the RL/QIDP had

contact with Client #1. She stated the facility

determined the RL/QIDP had reacted to Client #1

. and sha had not intended to cause fear or

intimidation. She confirmed the RL/QIDP was

' placed back on administrative leave on 8/1/18

" due to staff threatening to leave if the RL/QIDP

: was allowed to stay at work.
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