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The facility must ensure that all allegations of
mistreatrent, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officiats in accordance with State law through

established procedures. _ \

This STANDARD is not met as evidenced by:
Based on intervlew and record reviews, the
facliity fatled to ensure allagations of abuse were
reporied to the appropriate state agency (lowa
Department of Inspections and Appeals {BIAY) in
a timely manner. This affecled 2 of 2 clients
(Client #16 and Client #25). Finding follows:

Record review on 8/12H7 revealed a Summary of
Findings regarding an incident which occurred on
12/16/16 involving Client #25. The teport
documented the client alleged staff pulled his/her
halr during a restraint. The facility completed an
investigation and determined no purposeful acticn
by staff occurred but the client's hair might have
been pulled Inadvertently during the behavioral
situation. The Behavior Specialist documented
she did not find reason to report the situation as
an incident of abuse fa DIA,

Further record review identified an Incident
Reporl dated 5/27/17, documenting & scratch on
Glient #16's face. The Incident/Accident
investigation Form cormpleted on 5/30/17 by the
Program Divector (PD) documented the injury
was a result of the cllent falling in a ditch during
an elopernent Incident. Attached to the
investigation form included statements from staff
describing the behavioral situation which included
the client's elopement and staff response. Also
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by} this provider #16G051 of the
yth of the facts alleged or
forth in the
tatement of Deficiencies. This
Plan of Correction is prepared
solely becanse of provisions of
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Country View will continue to
operate and provide services in
caompliance with all federal, state
and local faws, regulations and
codes, and with professional
standards and principles to
provide services within this
facility. This is Country View's
credible allegation of compliance
with the identified W153 tag.
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attached was a Contact Form completed by
Client #18. The client documented staff had hit
him/er, grabbed and pulled his/her and
scratched hisfher face. The facilily information
concluded staff had not exited their vehicle at tha
time of the incident (withessad by several staff)
therefore could not have had hands an the client,
The facility concluded the incident could not be
substantiated therefore did not report the Incident

to DIA.

Record review of the facility policy entitied "Abuse
Preventlon, ldentification, investigation and
Reporting Policy" last revised on 4/117
documented all allegations of Resident neglect,
exploitation, mistreatment, injuries of upknown
orlgin and misappropriation shall be reported to
the lowa Department of Inspections and Appeals.

When interviewed on 6/13/17 at 1:08 pan. the PD
confirmed both incidents had not been reported to
DIA. She stated, In both situatlons, the
investigations showed no abuse occurred by staff
and, also, both clients had & history of making
false accusations. The PD stated it was her
understanding, if during the investigation, there
was ho evidence of abuse, the allegation did not
need to be reporied to DIA.
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(W 153) Please accept this as 7 717
provider  #16G051  credible -
allegation of compliance, The
Administrator  instructed  all
managers within the ICF/ID unit
on June 15, 2017 that any unusual
occurrence or allegation of abuse
with any olient-of the unit inust be
reported to the administrator
andfor his designee and then the
incident must be reported to the
Towa Depariment of Inspections
and Appeals. An  all-staff
education will be conducted on
July 7, 2017 to educate all staff
members. In the event of an abuse
allegation, the client and alleged
abuser must be immediately
separated; the client will be
assessed for any physical or
emotional  distress and proper
treatment shall be given, The
alleged abuser, if an employee,
will either be separated from the
abused client and/or suspended
pending resulis of  the
investigation conducted by the
Iowa Department of Inspections
and Appeals, All employees are
educated through in-services that
they are mandatory reporters and
they must report any suspected
abuse fo the Jowa Department of
Inspections and Appeals and
Administration of the facility.
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Country View
1410 West Dunkerton Road
Waterloo, lowa 50703

The Program Manager will
monitor for continved compliance
through the facility Quality
Assurance Program for a period
of 3 months or longer if needed
and will report the findings to the
Quality Assurance Committee
during the monthly Quality

Assurance meetings. (&







