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INITIAL COMMENTS

At the time of investigation #85968-] concerns
were identified in the area of Governing Body and
Management's fallure to implement sufficlent
stratagles to prevent client slopament resulting in
the determination of an Immediate Jeapardy (1J).
The facility was nofified at 1:10 p.m, on 2/14/17.
A plan was provided which included increased
lavel of supervislon, use of additional alarm
system, stalf {taining and increased supervision
of staff. The |J was ramoved at 4:20 p.m on
2/14M17. Slandard-evel deficiencies were cited at
W104, W234 and W249.

It addition, #64735- was investigatad. State
Standard h0.7{2) was cited due to failure to report
the facility's avacuation.

483,410 GOVERNING BODY AND
MANAGEMENT

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

This CONDITION Is not met as avidenced by:
Based on obsarvation, intarviews and record
review, the facility falled to maintain minimal
compliance with the Condition of Participation
{CoP) - Governing Body and Management. The
governing body failed to establish sufficient
safeguards to prevent elopement and ensure
staff cansistently followad the level of supervision,
These findings lad to a determination of
Immediate Jeopardy.

Findings follow:

WO0o

W 102

Qoo athachud

LABORAF® }ps EOTOR! 'OWSU'F" LIER REPRESENTATIVE'S 1 ANATURE P
DY Aadiog et

kw“mﬁ?&aﬂcle“r'my statementendifig with an asterisk (*) dedotes a defldlenay which the institution faay be excused from carracting providing it is determined that’
other safeguards provide sufficient protection to thepatiants, (See instructions,) Except for nursing hanes, the findings stated above are disclosable 90 days
fatlowing tha date of survay whethar of not a plan of carrealion Is provided. For nursing homes, the ahove findings and plans of correction are disclosable 14
days folflowing the date these documents are made avallahle lo the facility. 1f deficlencles are cited, an approved plan of correction is requisite to confinuad
program parlicipation,
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Cross referenca Wi04:
Based on abservation, interviews and record
review the facility falled to ensure sufficient
strategles and safeguards in place to prevent
dlient elopement.
Cross reference W249
Basad on interviews and record review the
{acility failed to consistently mplement Individual
Program Plan (IPP) strategies regarding clfent
supervision.
W 104 | 483.410{a)(1} GOVERNING BODY W 104

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

This STANDARD is not met as evidenced by:
Based on observation, interviews and record
review the facility falled to ensure sufficlent
strategies and safeguards wers in place to
prevent dient elopement which led to the
datermination of Immediate Jeopardy. This
affected 1 of 1 client involved in investigation
658681 (Chient#1). Findings follow:

Sea W243 for additional information.
Record reviaw on 2/1317 revealed the fallowing:

a. An Investigation initiation Form, dated 2/4M17,
documented on 2/3/17 Client #1 left the facility
whila other clients and staff ate in tha dining
room. Staff campleted checks every 5- 10
minutes according to staff interviews, The olient
had been prompted to come to the meal, but
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refused. Supervisory staff were nofified the client
was missing at 5:39 p.m. Police were contactad
and assisted with the search. The client was
found in an abandoned house six houses from
the facility and returned at approximately 7:25
p.am. Nursing completed an assessmant,
including vitals, which were normal. Atwo
cahtimeter cut on the pad of his‘her right ring
finger was treated with antiblotic oiniment. Client
#1 returned fully clothed, including shoes and
jacket. Alarms ware placed on the exit doors of
the facility on 2/3/17,

b. Client#1's Individual Support Plan {ISP), last
updated 11/15/16, documented the client should
stay within staff's ine of sight at all imes and stay
in the same rogm or area as Client #1, except
when Client #1 was in a bathroom or his/her
bedroom. When in a bathroom or histher
bedroom, staff should chack on tha client af; least
every 10 minutes. On 2/7/17 the program revislon
included staff watching the hallway when Client
#1 was in the bathreom or bedroom and
contintiing to check on the client every 10
minutes, GConsent had alse been obtained to
place alarms on the three exit daors of the faciiity,

¢. An hestigation reportt, dated 2/10/17,
dacumenied Clent #1 loft the facility prior to 5:39
p.m. during supper and was gane for
approximately five hours. Staff were unaware the
client left and did not know his/her whereabouts.
It was determined the cllent untocked the pantry
door and exited through the window, Stalf
Initiated a search and police were notified. The
client was gone until 10:19 p.m., when he/she
arrived at the house of a former staff member.,
The client had apparently been to the Shopko
store, stolen items, and according to the police
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waved a pellef gun in the store, Polica
detarmined the client had stefen approximately
$335.00 of merchandise and charges would be
pressed, Upon return to the fadllity, the client was
transported to Mercy hospital for evaluation. The
findings of the Investigafion determinad, staff had
peeh watching the client clossly, buf left the area
briefly ta turn off the alarm whils Qualified
Intellectual Disabllity Professional (QIDP} A
entered the facllity.

d. Client #1, a 18 year-ald with diagnoses of:
appositiohal defiant disorder; mild intellectual
disabllity: schizoaffective disorder;
hypothyroldistn; insomnia; attention deficit
hyperactivity disorder, and autism. The client
moaved ta 825 Ashwood on 8/19/2015,

According to Waather Underground the
temperature on 2f3/17 was 16 degrees
Fahrenheit (F). On 2H0/M7 the temporature was
32 degress F.

Observations on 2/14/47 1evealed an abandoned
house approximately 8 lots {2 vacant lots and 6
other houses) from the facilify. The house was
on the same side of the strest as the facility.
Shopko was located approximately .2 miles off
Highway 69 on Highway 8. The store was
approximataly 1.1 miles southwast of the facility.
When interviewad on 2/13/17 at 2:55 p.m., QIDP
B stated she investigated Client #i's elopement
on 2/3117. At approximataly 5:30 p.m. she was
notifiad by Direct Support Associate (DSA) A
Client #1 was missing. When asked about the
client's supervision level, staff stated the client
had been in his/her bedroom and checked by
staff every 5-10 minutes. She drove around the
area, Including the area where a past staff lived,
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but did not locate the cllent. Because the client
had not been found, she went fo the fadility and
cantacted the police. Another staff was out
looklng for Client #1 accompaniad by Client #2,
Client #2 was familiar with Client #1's favorite
places and heard the cilent dlscuss where he/she
might go. She stated other staff were contacted
and assisted with the search. A picture of the
client was provided to the police depariment and
the family was conlacted. About two hours after
leaving the facility, the police located Client#1 in
a vacant house on the same straet as the facifity,
and returned the client to the fadility. The client
was completely clothed including shoes and
jacket. Nursing was contacted and completed an
aseassment. QIIP B stated she nofified the
appropriate people regarding the client's refturn.
As a result of the incident, door alarms were
instalied that evening on the front and back
doors. She stated the client was aware hefshe
would be moving to another facllity and maybe
falt he/she had nothing ta fose by running away.
QIDP B stated she had a recent exparience with
the client, in which hefshe expressed some odd
information such as glaas could not hurt himher
bacauge hefshe was an alien. She felt because
Cllent #1 had other hahavioral issues along with
the strange verballzations, and hefshe should be
evaiuated through the Emergency Room (ER).

When interviewead on 2/1417 at 4.05 p.m., QIDP
G stated she was notified on 21017 by DSAB
Client #1 was miaaing from the facllity. She
contacted the Adminfstrator on-call, the
Investigation Coordinator; Assocdlate Director, and
the pelice. She was told by the police they did not
have the manpower to assist with the search but
would maonitor for the client while on patrol. She
called in many staff to help with the search and
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continued for several hours unfll she was notifled
hy QIDP A the client had bean located. She
returned to the facllity and began interviews with
staff as QIDP A assisted Client#1. QIDP C
talked with staff about the client's supervision
level and it appeared it had been followed as they
were monitoring the hallway and completing
chacks. She also talked with the police the
following day and was informed tha client had
stolen some items from Shopko and charges
would be pressed. QIDP C also understood
Client #1 had run around the store with a pellet
gun. Since the police were unsure if the pelfiet
gun belonged to the client ar the store, she
chacked with the family and they had no property
missing therefore the gun belonged to the stora,
DSA B dstetinined Glient #1 unlucked the pantry
door and had gona out the window of the room
without staff knowledge. On 2/15H7 at 11:55
a.nm., QIDP C darified she was unaware at the
time of the investigation staff should have
supenvised the hallway when the client was in
his/her bedroom/bathraom. She stated when
staff left the area briafly to open the door for
QIDP A they would nat have been able to
supervise the hallway,

When interviewed on 2/13/17 at 3:20 p.m., DSAB
stated he worked on 2nd shift when both Client
##1's elopements occurred. During the fiest
incident on 2/3M7, Client #1 was discovered
missing when everyone was in the dining room
eating supper. He rocalled he chacked on the
client at approximately 5:00 p.m. while assisting
another client to the restroom. He also recalled
DSA A checked on the elient ohce during supper
and then again when she discovered the client
was missing. Clent#2 told him Client #1 had
wanted him/her to leave also so they could go to
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the vacant house, DSA B had Ciient #1 show him
which hotise they had discussed. They walked
around the house calling the clisnt's name, He
also walked around the house again after
returning Client #2 to the fadility. He did nof see
any movement in the house, but did not enter the
hora because it appeared o ba unsafe, Whan
he retumed to tha facility the police had arrived
and they were able to discuss different |ocations
whare Glient #1 could be, inctuding the vacant
home. Police did locate Client #1 at the vacant
home. After returning to the facllity, Cllent #1 ate
supper and hursing completed an agsessment.
He coutd not recall what the client wore, DSAB
staled at the time of the incident, staff should
hava checkad on Client #1 evary 10 minutes
whan hefshe was in hisfher badraom/bathroom,
Fallowing the incldent, door alarms were placed.
On 2MOM7, upon arrival to work he noticed Client
#1 and Client #2 talked and as he checked on
them, they stopped talking. Client#2 told DSAB
Client #1 planned to escape through another
client's window on third shift, Client#1 also
talked about golng through the pantry room
window, which was located across from hia/her
bedroom, DSA B stated he watched Client #1
¢clasely throughout the afternoan and texted the
Direct Support Manager (DSM) information about
the dlient's threats. When Client i1 was in
histher bedroom, he/she would fook out the door
ta sea if anyone was watching. DSA B stated the
only time he did not have eyes on Client #1's
hallway was when QIDP A arrlved at the home.
He left briefly {10-15 seconds) to deactivate the
atarm, fet the staff in, and reactivate tha alarm.
QIDP A stayed for approximately 10-15 minutes
{approximately 5:20 p.m.} and he walked with her
past Client #1's bedroom and deactivated the
alarm so she could lsave. Once he turned the
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alarm back on, he want to the dining room to give
DSA G the alaim keys. DSA B stated he weant fo
Client #1's badroom and discovered the client
had left the bedroom. He nofified the execufive
on-call and also searched the house, The police
were contacted and other staff were hotlfied to
assist with the search. Ha determined Client #1
had gone out the pantry room window, as he
found the door unfocked and the window open.
[DSA B stated he was In a mandatory class when
he was notified the client had been found. He
was told the client had gone to Shopko, stolen
clothing, and changed while at the store, DSAB
racalled it was a warmer evening, but prahably
damp due t¢ melting snow.

When interviewed on 2/3/17 at 4110 p.m,, DSAA
stated on 2/3/17 clients and astaff were in the
dinfng room, except for Client#1. DSAB
checked on the client in hisfher bedroom when
tha meal started, Approximately 10 minules later,
she went to the client's bedroom and asked
him/her if he/she wanted to eat, Client #1 said
he/she did not want to eat, After Cllent#2
finished eating, she followed him/her, as they
must malntain syesight of the client. Since Client
#2 lived next to Gllent ##1, she chacked on
him/her and saw hefshe was notin the bedroom.
She searched the house and notified the
axacutive on-call, She stayed in the facllity to
monitor other clients and was made aware when
the dlient returned to the facility. On 2/10/17 she
obsarved DSA B monlioring Client #1's haliway
closaly. She last saw the client around 5:00 p.m,
and heard the client was missing at
approximately 5:30 p.m. DSA Awas aware DSA
B continued to monitor the hallway and door
alarms had been placed onh all the exit doors,
She stated Client #1 easlly picked the locks of

W 104

FORM CMS-2567(02-99) Previous Versions Ohsclete Evont [D: LBHUA1

Facility ID: 1AGD16T If continuation sheeat Page 8 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 03/03/2017

FORM APPROVED

OMB NO, 0938-0391

doors using a gift card. She obselved the
opened window in the pantry and assumed the
client exitad the facility through the window. She
stated thay have since installed blocks on ali the
windows and staff completed frequent checks on
the dient and monitor the haliway where his/her
bedroom was located. Client #1 was aware
hafshe was not staying at the facllity, wanted to
leave, and was trying to run away.

When interviewed on 2/14/17 at 3:16 pm. DSAC
stated on 2/10/17 she recatled interacting with
Client #1 in the kitchen sround 4:00 p.m. The
client asked for & peanut butter and jelly
sandwich because ha/she was not fealing well
and wanted to go to bed. She asked the dllent If
he/she was alright and the client responded
he/she just wanted o eat and go to bed. She did
not see the client afier that due to supper
preparations but did observe DSA B monitoring
the hallway.

When Interviewed on 2/44/17 at 9:10 a,m.,
Community Member and former staff at 825
Ashwood stated Client #1 came to her home on
2{10/17. She nofifled the facility immediately after
the cliant came inside the houss, The cllant was
cold, dirty, and tha bottom of his/her pants ware
wek. Client#1 had a coat on and carried two
backpacks., Cllent#1 appeared dazed and talked
about how na ane loved him/her and about an
aunt being on-the moaon with the uncle trying to
kIl himiher. She communicated the information
to staff, as she felt the client was probably
hallucinating, Client #1 also falked about walking
araund the river and slipping, which she
explained was a vary dangerous place to ba, She
stated she livad about threa blocks from Shopko,
off Highway 9 and Client #1 had been to her
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hotise before due to providing a Host Home for a
former roommate. She stated they maintained a
good-relationship with the client since leaving her
pasition at the facility.

When interviewed on 2/14/17 at 2:05 p.m.,
Licensed Practical Murse (LPN) A stated she
completed an assessment on Client #1 following
hisfher elopement on 2/3/17. She stated vitals
ware narmal and the client had a small cut on the
right finger, which she treated with antibiotic
aintment. When asked how the client sustained
the cut, Client #1 stated hefshe hroke a window
to get into the vacant house, LPN A explained to
the client the importance of cleaning injuries so
thay would not get infectad.

When interviewad on 2114517 at 3:00 p.m., LPN B
stated she attempted to do an assessment
following Client #1's elopement on 2/10/17. She
stated the client refused vital signs, but she was
ablé to assess his/her hands/feet with no noted
problems, Due fo the mental condition of the
client, she recelved an arder to fransport the
client to the ER. When paramedics atrlved to
transpoit the client, they again assessed the
client hut were unable o get the client's vital
signs, '

When inferviewad on 2/14/17 at 2:45 p.m., the
Diract Support Manager {DSM) stated she was
notified by text regarding Client #1's elopement
on 2/3117. She asslsted with the search and
refurned to the facilily when the client was found.
Tha DSM prompted the client to wash hisfher
hands and did not notice any changes with the
client, as he/sha mada jokes and hragged about
the adventure. She was notified again by text
about Client #1's elopement on 2M0/17. The
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DSM stated she had haen texted earlier by staff
about the client's threats fo leave throligh another
client's window. She asked tha staff to let the
otiwer client know what might happen. The DSM
stated at the tims of the elopement, staff should
have been supervising the haliway if Client #1
was in histher bedroom/bathroom. Staff should
aiso have somplatad 10 minute checks. She
stated they probably did not take the threats of
elopsment as seriously as thay should have. The
client had been made aware the agsncy was
pursting alternate placement and had aiso told
staff he/she would be going home.

Whaen intarviewed on 211317 at 215 p.m. QIDP A
statad Client #1's leval of supervision had always
heen to be in staff's ine of sight when in the
central areas and 5-10 minute checks when in
the bedroom. She stated after the first
elopement, staff were to watch the hallway when
Client #1 was in histher bedroom or bathroom,
Staff were trained on this as well, as the
placament of door alarms on the back doors {2)
and front door, Client #1'a hadroom window only
apened two inches, due to window blocks in
place. An empty room located across from Client
#1's bedroom coniained pantry items and should
have been locked at all times. She stated the
client did know how to get into locked areas using
a gift card to opan the lock, With guardian
permission, the gift card was removed but Cliant
#1 was able to use playing cards and could still
open locked areas. She did find out after the
second incident Client #1 talked about leaving the
house, but to her knowledge a supervisor was not
awatre of his/her threats as the supenvigion level
couid have possibly been changed. Client #1's
current ISP did not contain any information or
direction to staff regarding threats of elopement
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and acknowledgad the ISP should contaln the
information. After the 2nd incident, the staff
assignment/pairings were changed and Client
#1's staff would not earry the keys to the alarms
s0 they would not be distractad, QIDP G stated
staff came to the front door and deactivated the
alarm so she could enter the facllity. This was
the only time staff did not have eyes on the
haliway, but It might have baen the opportunity for
Client #1 to leave the facility. She did nof see
Client #1 while in the facility and was told by staff
the clignt had eaten early and wanted to go fo
bed. QIBP A did not ses the client because
hefshe would get upset and appeared staff were
completing the necessary checks. She stated
following the Incident, blocks ware put on all the
windows of the house,

When interviewed on 211317 at 12:45 p.n., the
Associate Director stated alarms were placed on
the exit doors foltowing the first incident, as well
as increasing the client's suparvision including
monitaring the haliway when the client was fn
histher bedroom. She stated fallowing the
second Incldent window biocks were placed on all
the windows of the fadiiity. They discussed
alarms on all the windows, but did not feel this
would be a feasible solutlon. Staff assigninents
wete also changed and the responsibility of who
would carry the key fo the alarms was
established. She siatad the fadility had heen
working on discharge for the dliant as they did not
fael the cllent was appropriately placed.

On 2H4M7 at 1:15 p.m. the facility was notlified of
immediate Jeopardy (L), due to concerns with
the supearvision of Client #1 and adequate
interventions to address elapament behavior.

The AD confirmed the client's level of supervision
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Each written training program designed to
implement the objectives in the individual
pragram plan must spacify the methods to be
used.
This STANDARD is not met as evidenced by:
Based on intetviews, and record review, the
facility failed to ensure written program plans
consistantly provided clear directives to addrass
targeted lasies, This affectad 1 of 1 client {Client
#1) involved in investigation 65968-1. Findings
follow:

See W104 for additional information.
Record review on 2/13/17 revealad the following:

a. An investigation initiation Form, dated 2/4/17,
The form documented on 2/3/17 Client #1 left the
facllity while other clients/staff ate in the dining
roam, Staff had baen completing checks avery b
- 10 minutes according to staff interviews. The
client had been prompted to come to the meal but
refused. Supervisory staff were notified the cllent
was missing at 5:39 p.m. Police were also
contacted and assistad with the search. The
ciient was found in an abandoned house six
houses from the facility and returned at
approximately 7:25 p.m. Nursing completed an
assassment including vitals which were normal,
A two centimeter out of the pad of his/her right
ring finger was freated with antibiotic olniment.
Client #1 returnad fully clothed including shoas
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should be increased, as well as, further staff
training of the supervision level and also Increase
the presence of supeivisors in the facility to
ensure the supervision level would be followed.
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and jacket, Alarms were placed on the axit doors
of tha facllity on 2/3/17,

b. Client#1's Individual Support Plan (ISP},
updated 11/15M86, documented the client should
stay within staff's line of sight at all times. The
ISP also directed staff to stay in the same rcom
or area as Client #1 except when Cllent#1 was in
a bathroom or hisfhar bedroom. When In thase
locations, staff should check on the client at least
every 10 minutes. On 2/7/17 the program revision
included staff should watch the haliway when
Cllent #t was in tha bathroom or bedroom and
cohiinue to check on the dlient every 10 minutes.
Consent had also been obtained to place alaims
on the three exit doors of the facility. The ISP
failed to contain any information regarding threats
of elopeinent.

c. On 21017 an investigation report
dacumented Client #1 left the facility prior fo 5:39
p.m. during supper and was gone for
approximately five hours. Staff wera unaware the
client laft and did not know his/her wharaahouts,
i was determined the cllent unlocked the pantry
daoor and exited through the window. Staff
initiatad a search and police were notified, The
client was gone until 10:19 p.m. when hefshe
arrived at the house of a former staff member.
The chiant apparently had been to the Shapko
store, had stolen items, and according to the
palica waved a pallet gun in the store. Police
determined the client had stelen approximately
$335,60 of merchandise and charges would be
pressed, Upon ratuin fo the facility, the client was
transported to Mercy hospital for evaluation. In
the findings of the Invastigation it was
determined, staff had been walching the client
closaly but isft the area briefly to turn off the

W 234
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atarm while Qualified Intallectual Disability
Professional (QIDP) A entered the facllity.

When interviewad on 2113117 at 215 p.m. QIDP A
confirmed Client #1's current ISP did not contain
any Information or direction to staff regarding
threats of elopement and acknowledged the [SP
should contain the information. She confirmed
the program had not been revised to include
straiegies to address threats of elopement, QIDP
A stated she would revise the client's program to
include steps staff should take when the client
threatened to elope,

W 249 | 483,440{d)(1) PROGRAM IMPLEMENTATION

As soon as the nterdisciplinary feam has
formulated a client's Indlvidual program plan,
each cllent must receive a confinuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objeotives identified in the individual program
plan,

This STANDARD Is not met as evidenced by:
Based an observation, interviews and record
review the facility failed to consistently implement
tndividual Program Plan {IPP} strategies
regarding cllent supervision. These findings
constituied an mmedlate Jecpardy to the client's
health and safaty. This affected 1 of 1 dliont
involved in the investigation of 65968-1 {Client
#1). Finding follows:

See W104 for additional information,

W 234
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Record review on 2/13/17 revealed the following:

a. An Investigation Initiation Form, dated 2/4/17,
documented on 2/3/17 Glient #1 left the facility
whila other clients and staff ate in the dining
room. Staff completed checls every 5- 10
minutes according to staff interviews. The dliant
had been promptad to come {o the meal, but
refused, Alarms were placed on the exit dooers of
the facility on 2/3/17.

b. Client #1's Individual Support Plan (ISP}, last
updated 11415116, documented the dlient should
stay withiin staff's line of sight at all times and stay
in the same room or area as Client #1, except
when Client ##1 was in a bathroom or his/her
bedroom. Whan ih a bathreom or his/her
bedroom, staff should check on the client at least
every 10 minutes,

On 2f7M7 revisions to Client #1's [SP included
staff watching the hallway when Client #1 was in
the bathroom or bedroom and continuing to
check on the client every 10 minutes. Consent
had also been obtained to place alarms on the
three axit doors of the facility,

©. An Investigation raport, dated 2/10M7,
dacumented Client #1 left the facifity prior to 5:39
p.an. during supper and was gone for
approximately five hours, Staff were unaware the
client [eft and did not know his/her whereahouts.
[t was determined the client unlocked the pantry
door and exited through the window. Staff
initiated a search and police were notified. The
client was gone untit 10:19 p.m., when he/she
arrived at the house of a former staff membar.
The findings of the invastigation defermined, staff
had been watching the dllent closely, but [eft the

W 248
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area briefly to turn off the alarm while Gualified
Intellectual Disability Profassional (CQHDP) A
entered the facility.

d. Client #1, a 16 year-old with diaghoses of:
oppositional defiant disorder; mild Intellectual
disability; schizoaffective disorder;
hypothyraidism; insemnia; attention deficit
hypetactivity disorder, and autism, The client
movad to 825 Ashwood on 8/19/20145.

According to Waather Undsrground the
temperatura on 2/3/17 was 16 degrees
Fahrenhait (F). On 2/10/17 the temperature was
32 dagrees F.

Ohservations on 2/14/17 revealed an abandoned
house approximately 8 lofs {2 vacant lots and 6
other houses) from the facliity. The house was
on the same side of the sireet as the facility.
Shopko was located approximately .2 miles off
Highway 69 on Highway 9. The store was
approximately 1.1 miles southwest of the facllity.

When interviewed on 2/{3/17 at 3:20 p.m., DSAB
stated he worked on 2nd shift when both Glient
#1's elopements occurred. During the first
incident an 2/3/17, Client#1 was discovered
missing when everyone was in the dining room
sating supper. He recalled he checked on the
cllent at approximately 5:00 p.m. while assisting
another client to the restroom, He also recalled
DSAA checked on the client once during supper
and then again when she discovered the client
missing. DSA B stated at the time of the incident,
staff should have checked on Gllent #1 every 10
minutes when hefshe was in his/her
bedroomtbathreom. Following the incident, door
alarms were placed. On 2M0M7, upen arrival fo
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worl he noticed Client #1 and Client #2 talked
and as he checked on them, they stopped talking.
Client #2 told DSA B Client #1 planned o escape
through another client's window on third shift.
Client #1 also talked about going through the
pantry reom window, which was located across
from hisfher bedroom. DSA B stated he waiched
Client #1 closely throughout tha afternoon and
taxted the Direct Support Manager (DSM)
Informatian about the ellent's threats, When
Clisnt #1 was In hisfher bedroom, he/she would
look out the door to see if anyone was watching.
[38A B stated the only fime he did not have eyes
on Clisnt #1's hallway was when QIDP A arrived
at the homa. He [oft briefly (10-15 seconds) to
deactivate tha alarm, let the staff In, and
reactivate the alaim. QIDP A stayed for
approximataly 10-15 minutes (approximatsly 5:20
p.m.) and he walked with her past Client #1's
bedroom and deactivated the alarm so she could
leave. Once he turned the alarm back on, he
went to the dining room to give DSA C the alarm
keys. DSAB stated he went to Client #1's
bedroom and discovered the client had left the
bedroom.

When interviewad on 2/13/17 at 4:10 p.m., DSAA
stated on 23717 cllents and staff were in the
dining room, except for Client#1. DSADR
checked on the client in hisfher badroom when
the meal started. Approximately 10 minutes later,
she went to the client's hadraom and asked
him/her if hefshe wanted to eat. Client #1 sald
hefshea did not want to eat. After Client #2
finished eating, she followad him/her, as they
were required to malnialn eyesight of the dient,
Sinca Client #2 lived next te Client #1, she
checked on himther and saw he/she was notin
the bedroom. She searched the house and
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notified the executive on-call, She stayed in the
facilily to monitor other clients and was made
aware when the client returned to the facility. On
2110117 she observed DSA B monitoring Client
#1's hallway closely, She last saw the client
around 5:00 p.m. and heard the client was
missing at approximately 5:30 pm. DSAAwas
aware DSA B continued to monltor the haliway
and door alarms had been placed on alf the exit
doors. She stated Client #1 easily picked the
locks of doors using a gift card. She observed
the opened window In the pantry and assumed
the elient exited the facliity through the window.

When interviewed on 2/13/17 &t 2:55 p.m., QIDP
B stated sha investigalad Client #1's elopament
on 2/3/17. At approximately 5:30 p.m, she was
notifled by Direct Support Assaciate (DSA) A
Client #1 was missing. When asked about the
client's suparvision level, staff stated the dlient
had been in hisfher bedroom and checked by
staff every 5-10 minutes. About two hours after
leaving the facifity, the police located Client#1 in
a vacant house on the same street as the faallity,
and returned the cllent to the facllity, Foliowing
the incident, door alarms were installed that
avening on the front and back doors,

Whan interviewed on 2/ 16/17 at 11:55 a.m.,
QIDP G stated she was unaware at the time of
the Investigation staff should have supervised the
haliway when the client was in his/her
bedroom/bathroom. She stated when staff left
the area briefly to apen the door for QIDP A they
would not have been able to supervise the
hallway.

When intetviewed on 2/14/17 at 2:45 p.m,, the
Direct Support Manager (DSM) stated at the time

W 249
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of the elapemant, staff should have been
supervising the haliway if Client #1 was in histher
bedraomfbathroom. Staff should also have
completed 10 minute checks, She stated they
probably did not take the thraats of elopement as
setiously as thay should have, The client had
hean made aware the agency was pursuing
alternate pltacement and had also told staff
hefshe would be going home.

When interviewed on 2/13/47 at 2,16 p.m, QIDP
A stated Cliant #1's level of supervision had
always besn o be In staff's line of sight when in
the ceniral areas and 5-10 minute checks when
i the bedroom. She stated after the first
elopement, staff were to watch the hallway when
Glient #1 was in hisfher bedroom or bathroom.
Staff were trained on this as well, as the
placement of door alaims on the back doors (2)
and front door. Gllent#1's bedroom window only
openad two inches, due to window blocks in
place. An emply room located across from Glient
#H's bedroom contained pantry items and should
have been locked at all imas. She stated the
cltent did know how to gef into tocked areas using
a gift card to open the lock. With guardian
pennission, the gift card was removed but Client
#1 was able to use playing cards and could still
open locked areas. She did find out after the
second incident Client #1 talked about leaving the
house, but to her knowledge a supervisor was not
aware of histher threats as the supervision level
could have possibly been changed. Client #4's
current ISP did not contain any information or
direction to staff regarding threats of elopement
and acknowledged the ISP should contaln the
information. After the 2nd Incident, the staff
assignment/pairings were changed and Client
#1's staff would not carry the keys to the alarms
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30 they would not be distracted. QIDP A stated
staff came to the front door and deactivatad the
alarm so she could enter the facility. This was
the only time staff did not have eyes on the
hallway, but it might have been the opportunity for
Client #1 to leave the facility. She did not see
Client #1 while in the facility and was told by staff
the cllent had eaten early and wanted to go to
bed. QIDP A did not see the client because
heishe would get upset and appearad staff were
completing the necessary checks. She stated
following the incident, blocks were put on all the
windows of tha house.

When interviewed on 2/15M7 at 11:50 a.m., the
Associate Director confirmed staff failed to
consistently follow Glient #1's level of suparvision.
Due fo staff leaving the area to assist another
staff into the facifity, they failed to maintain
supervislon of the hallway.

On 201417 at 1:15 p.m. the facility was notified of
Irmmediate Jeopardy (i), dus to concerns with
the supervision of Client #1 and adequate
intarventions to address elopement behavior,
The AD confirmed the client's level of supervision
should be increased, as well as, further staff
{raining of the supetvision level and also increase
the presence of supenvisors in the facility to
ensure the supearvision level would be followed.
The immediate jeopardy was removed at 4,20
p.m.
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A81-50.7{10A,135C) Addittonal notification. The
director ar the director's designee shall be natified
within 24 hours, or the next business day, by the
most expeditious means available:

50.7(2) Whan damage to the facility is caused by
a natural or other disaster.

This REQUIREMENT Is not met as evidenced
by:

Based on interviews and record review the facility
failed to notify the lowa Department of
Inspeclions and Appeals (DIA) within 24 hours {or
next business day) when evacuation of the facility
occurred due to disaster. This affected 7 of 7
¢llents invelved in investigation 64735, (Clients
## - 4#7) Finding follows:

Record review of Client #1's General Event
Repoit (GER), dated 12/19/18, documentad on
12118716 the client hit a fire extinguisher agalnst a
lock in the kitchen area breaking the fire
axtinguisher. Due to foam throughout the Kitehen
the buiiding was evacuated and the clients went
naxt door to the adjacent Facility (835 8 7th
Straat), The facility self-report on 12/20/16
dacumented due fo the cleaning company not
completing the job, dlients remained at 835
Ashwood until 12/20/16. The repart provided
corrective action that cleaning would be finished
on 12/20/18. Also, future incidents regarding
environmantat issues which required evacuation
would result in staying at a hotsl to aveid double
capacity and ensure overall safety. Going
forward, incidents would be reported to the
Assodlate Director rather than the Qualified
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Intellectual Disability Professlonal (QIDP),

When interviewed on 2/13/17 at 2:00 p.m. QIDPA
stated she became awara of an incident on
12118116 of a dlient breaking a fire extinguisher
resulting in foam throughout the kitchen, The
Assodiate Director had contacted her and
requested she contact a cleaning company.
Since she did not have immediate accoss to the
information, the decision was made to have
maintenance staff make the contact. QIDP Awas
aware the olients had moved to the house next
door for the night (835 South 7th Street). The
next day, after the cleaning company had been
thete, they assessed the environment and
decided to keap the dients out of the home for
anothar hight, She stated she did not think about
contacting the Department of Inspections and
Appeals at the thme but did call on 12/20/16
between 8:00 am, and 3:00 am. QIDP A stated
the clfents slept in the main area of the facility,
some went to schoaol during the day, and no
problems or concemns occurred,

When interviewed on 2/14/17 at 1:25 p.m. the
Associate Director stated there had baeh a
miscommunication batween the QIDP and herself
about notification to DIA regarding the evacuation
of the facility, She stated she implemented new
diraction to staff, in the event of a poasible
evacuation at 825 due to discharge of the fire
extinguisher, the Associate Director would be
contacted to determine appropriate placement,
coordination with maintenance staif and
nrofification to DIA, She confirmed the facility
failed to make an immediate report to DIA
regarding the evacuation of clients.
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MOSAIC Forest City
825 Ashwood
Forest City, IA 50436
PLAN OF CORRECTION
Incident 64735-1 & 65968-1

Investigation Date: 2/13/17 — 2/16/17

Investigation 65968-L:

W 102 483.410 GOVERNING BODY AND MANAGEMENT:
W 104 483.410(a)(1) GOVERNING BODY:

Rl

4,

The QIDP will review the Elopement Policy and WanderGuard Procedure with the DSAs

at 825 Ashwood.

The QIDP will review each person’s level of supervision at 825 Ashwood.

The Home Manager and QIDP will monitor programming and policies through monghly
observations {o assure that programming and policies ate being completed correctly and
consistently to prevent recurrence of this deficiency.

Completion Date: Upon Receipt

W 234 483.440(c)(5)(1) INDIVIDUAL PROGRAM PLAN;

L.

2.

3.

The QIDP will review each person’s ISP with the DSAs at 825 Ashwood.

The Home Manager and QIDP will monitor programming and policies through monthly

observations to assure that programming and policies are being completed correctly and
consistently to prevent recurrence of this deficiency.
Compleﬁ,on Date: 3/31/17

W 249 483 440(d)(1) PROGRAM IMPLEMENTATION:

4,

5.

6.

The QIDP will review each person’s BSP with the DSAs at 825 Ashwood,

The Home Manager and QIDP will monitor programming and policies through monthly
observations to assure that programming and policies are being completed correctly and
consistently to prevent recurrence of this deficiency.

Completion Date: Upon Receipt

Investigation 64735-1:

C 145 56.7(2) DAMAGES TO FACILITY CAUSED BY A NATURAL OR OTHER
DISASTER:

1

2.

3.

A Fire Hxtinguisher Procedure was put into place at 8§25 Ashwood that includes the

Associate Director reporting to DIA immediately following any incident in which the fire

extinguisher would go off and people would need to evacuate their home to prevent
recutrence of this deficiency.

The QIDP trained the DSM and DSAs at 825 Ashwood on this procedure to prevent
recurrence of this deficiency.

Completion Date: Upon Receipt

AR Kadlerp, 1D 314117







