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The Investigations of self-teported incldents
#65658-1 ang 69238+ wers conducted 7/13/17 - (.
THYMT: O \ q
Incitient # 65658-1 resulted in a deficlency cited at /] t \Q’ \
W1 86, -
\__/
Incident #69238-f resulted in a deficlency cited at
W1B9.
W 1886 | 483.430(d)(1-2) DIRECT CARE STAFF W186| w186 DIRECT CARE STAFF
The facility will provide sufficient direct
The facility must provide sufficient direct care care staff to manage and supervise 1 ‘
staff to manage and supervise clients in clients in accordance with their individual
accordance with their individual program plans, program plans. Specifically, staff will be
- refrained on Mosaic's General Work
Direct care staif are defined as the present Guidelines Policy which specifies when it
on-duty staff calculated over all shifis in a 24-hour is appropriate lo take breaks. Additionally,
pericd for each defined residential living unit. staff will be retrained on meal and dlet
supports fo ensure safety during
mealiimes. This will ba monitored through
This STANDARD s not met as evidenced by: daily oversight of the schedule by the
Based on interviews and record reviews, the Direst Support Supervisor and at least
facifity failed to consistently ensure sufficient staff monthly active reatment and meal
avallable to provide services and supports 1o observations.
cllents as necessary, This affected 6 of 6 clients .
(Client #1 - Client #6). Person(s) Respansible:
Habilitative Manager 0711917
Findings follow:
Record review on 7/13/17 revealed the facility's
summary of an incldent occurring 519/17.
According to the facility's inquiry, Clisnt #3 ate
lunch, as Direct Support Assoclate (DSA) B sat
across fram him/her and assisted another client.
DSA B reported Client #3 began to cough and
she encouraged Client #3 to continue to cough.
Client #3 never appeared unable to get air, but

LABORATORYU!RECTOR’SORP%%FLIE&REM}ETW SlGNAg%E ) i ‘.rITLE N )?ATE -
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Any deficlency stalement ending with an asterlsk (*} denotes a deficiency which the institution may be excused from correcting providing it is detsrminsd that §
ather safeguards provide sutficient protection to the patienis. {See instructions.) Excep! for nursing homes, the findings stated above are disclosable 30 days
following the date of survey whether or rot a plan of correclion |s provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these dosuments are made avallable to the facliity. I deticlencles are clied, an approved plan of corvection is requisite to contlnued

program parficipation,
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did turn red. DSA B went to the outside door to
get staff to assist. DSA C came into the home
and implemented the Heimlich mansuver on
Client #3, Client #3 spit some food out, and
appearad to swallow the rest. Clisnt #3's lunch
consisted of beef stroganoff, cooked carrots, and
shredded pineapple. Staff reported the client's
diet was followed and food cut into bite sized
pleces, Staff raparted two of the three scheduled
staff were outside smoking when the Incldent
occurred.

Record review revealed a General Event Report
(GERY), dated 6M9/17. The report, completed by
DSA C, documented at approximately 12:20 p.m.
Client #3 began fo choke while eating lunch. The
report continued, *.,. staff fried the {Heimlich
maneuver) oh {him/her) and what was in (histher)
mouth (he/she) got up but swallowed it, staff tried
to get (him/er) to spit it out...¥ The report
document the incident occurred at 12:20 p.m,
The report noted the dient was taken to the
emergency room (ER) to be seen. Further review
of the GER revealed the Program Manager (PM),
noted on 5/191/7 at 305 p.m., " Staff should be
avallable to assist during meals and encourage
{Client #3) to slow down and drink liguids."

When interviewed on 7/13M7 at 12:00 p.m, DSA
B recallad clients sat at lunch, DSA B knew
Client #1, Client #3, and Client #6 were definitely
at lunch, as they sat with her. She reported Cliant
#1 ate independently and drank after histher
meal; Glient #3 required prompting to slow down
while eating, but ate independently at the titne;
Client #8 required bite sived pleces and was
spoon fed by staff. She believed Client #5 io also
be in the dining area, but could not recall for sure
what Client #2, Client #4, and Glient #5 did, DSA
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B sat near Client #6 at the table, and Client #3 sat
across from them. DSA B reporied Clieni #3 ate
heef stroganoff with ground besf pieces. Client #3
hegan to cough, and DSA B encauraged himfher
{o confinue to do so, The client struggled with the
cotigh, but never gasped for air. She could see
food coming up, and went to get DSA C from the
patio area where she was with DSAA. DSAC
entered the dining room and performed the
Heimlich maneuver on Client #3. DSA B reported
something, food or vomif, came up during the
Helmlich manesuver and Cllent#3 swallowed it.
DSA B reported there were thres staff on duly at
the time. D3AA and DSA C were oulside on a
break at the time of the incident, DSAA reparted
frequently two of three staff will take break at the
same time, though not usually during meals,
leaving one staff to monitor three clients,

When Inferviewed on 7/13/17 at 10:40 a.m., DSA
Areported once lunch was prepared, she and
DSA G went outside to smoke. She stated she
was not aware DSA B gave the clients thelr food.,
She recailed being oulside about five minutes,
and as she came info the heme DSA B fold her
Client #3 was choking. DSAA completed the
Heimlich maneuver on Client #3. Client #3
appesred to splt up some food, chew It, and
swallow It. She stated she did not belleve Client
#3 actually choked on his/er food, as there was
no redness of the face, no struggle, and only &
minor cough. DSA A reported protocol ks for the
client to be evaluated at the emetgency room
(ER) after the Helmlich maneuver is used, The
nurse was called and the client was transported
to the ER by DSA C. DSAA reported Client #3
generally ate independently. DSAA stated it
takes three staff to assist with mealtimes,
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When interviewad on 7/13/17 at 12:30 p.m., DSA
C recalled Client #3 sat at the table eating while
the rest of the cllents were done. DSA G and
DSA A went outside to smoke at the end of the
meal. When they came In, DSA B told them
Client #3 was choking. DSAC stafed it was
typical for two staff to break at the same time,
She stated they went out the patlo door and left
the door open, so they could hear into the home.

Record review revealed Client #3, age 36, had
diagnoses including: sevare Intellectual disabliity,
epilepsy, congenltal malformation of nervous
system, encephalopathy, Client #3's health
supports noted he/she had compromised
chewing ability and requlred a smaill portions,
ragular diet with food cut into blte sized pieces.

Review of hospital records revealed Client #3
arrived at the ER on 5917 at 1:01 p.m. The
reports summarized the client presented to ER
for evaluation after a choking episode, The
report hoted the client to have been histher
normal self since the incident. Discharge
instructions included continuing cumrent plan of
care and a resommendation for endoscopy if
preblems continued.

Continued record review revealed the following:

a. Client #1's health supports hoted hefshe had a
dizgnosis of dysphagia and required prompis io
take small bites and small sips. Client#1's
nutritional assessment, dated 3/8/17,
recommended prompts to swallow and slow down
while eating andfor drinking and
promptsfencouragement to talke smaller bites
andfor smaller sips.
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b, Cllent #2 did not eat by mouth,

¢, Client #4's health supparts noted he/she :
required encouragament to take small bites and
slps and only one bite of food at a time during
meals. Client#4's speech therapy evaluation,
dated 5/10/17, noted he/she required prompts fo
eat and drink slowly.

d. Cllent #4's individual date noted hefshe
required use of a posey belt when up walking due
to unsteadiness. Observations on 7/13/17 from
11:16 a.m, - 12:25 a.in. revealed each time the
client was observed to stand and begin walking,
staff hurried to hisfher side. Staff walked with
Client #4 and prompted him/her o sit.

e, Client #5's health supporis documented Client :
#5 required one on one (1:1) assistance during i
mealtimes. L

{. Client #6's nutritional assessment, dated
9/14/16, recommended physical assistance as
needed for scooping food and verbat
encouragement as needed to sat.

Continued record review revealed the facility's
policy outlining gensral work guidelines.
Procedures included: Employees may take no
more than two short (5 minute) breaks during
their shift thal will not interfere with the needs of
people in service. in situations where there is
more than one parsen on duty, breaks should not
ba taken at the same time.

When interviewed on 7/14/17 at 10:05 am,, the
Program Manager (PM) stated it was not
acceptable for wo staff to break at one time.
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The facility must provide each employee with
initial and continuing training that enables the
employee o perform his or her duties effectively,
efficiantly, and compstently.

This STANDARD is not met as evidenced by;
Based on interviews and record reviews, the
facility failed to ensure staff consistently
demonstrated the necessary skills and knowledge
to ensure the safety of clients. This affected 1 of
1 client {Chient #5) identified as a result of Facility
salf-reported Incident #64239-4,

Finding follows:

Record review on 7/13/17 revealed the facility's
sumimary regarding an incident occurring 7/5/7.
On 71517 at approximately 1:50 p.m,, Staff
assisted Glient #2 to the main office, Direct
Support Associate (DSA) A and Direct Support
Supervisor {DSS) A assisted two clients from the
rear of the van using the rear entry wheelchalr lift,
DSAA removed the tie downs of the first client
(Client #2) and assisted him/her onto the lift.
DSS A lowered the Bt and took the cllent into the
building, leaving the it on the groupd. DSAA
removed the tle downs from Clent #5's
wheelchair and began to move him/her toward
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When interviewed on 7/13/17 at 830 am., the
Habiiitation Manager {HM) reported five of six
clients ate meals in the home. She stated at least
two staff would be required {o assist with this.
The HM reported two staff ware on braak
togsther when the Incident oscurred, She
confirmed thls was not approptiate,
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189

W189 STAFF TRAINING PROGRAM
The facility will provide each employee
with initial and continuing training that
ehables the employse to perform his or
her duties effectively, officiently, and
competently. The facitity will ensure staff
consistently demonstrate the necessary
skills and knowiedge to ensure the safety
of clients. Staff will be retrained on
Mosaic's Driving Vehicles for Mosaic
Policy which states that the lift will be lsft
in the *up” position when unattended.
Specifically, staff will be retrained that,
when an employee assists people served
into a bullding / home, the I will he
secured in the "up" position prior to
assisting a person into the building /7
home, Staff will also be retrained on
looking first before pushing a parson
served onto the lift to ensure safety, This
will be menitored by monthly vehicle tie
down and lift use observations.

Person(s) Responasible:
Habilitative Manager

o7eny
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the litt. DSA A did not notice the lit still in the
down position, and Client #5 fell to the ground
while in hig/her wheelchalr, Staff inmediately
assisted and called 911. The client was
fransporied o the emergency room (ER). Client
#1 was released from the ER with no new
diagnosis.

When interviewed on 7/13/17 at 12:30 p.m., DSA
Arecalied after lunch she took Client #1 and two
others fo the main office. When they reached the
office, she parked the van, so the rear of the van
faced the main offics building. DSS A and
Pragram Manager (PM) A came aut to assist with
the clients. DES A ran the lift from the ground.
DSAA removed Cllent #2's tie downs and placed
hitmfher on the lift. DSS A lowerad the client,
while DSAA remaved Client #5's fie downs, DSA
Areported she heard the {lit operating, the heard
DSS A say she would be right back, DSAA
thought the lift was in the up position. DSAA
explained Cllent #5 face info the van as she
began to move him‘her towards the lift. Hefshe
began to the fall and she realized the lift was not
in the up position. Client #5's front wheels hit the
overhang of the lift (hangs out of van} and then
hefshe weni backwards, DSA A explained Client
#5's wheslchair handlebars hit the ground, and
prevented hisfhar head from hilting the ground.
DSA A stated it happened vary quickly, but she
attempted to hold the wheelchair, or at least
lessen the fall. DSAA state the wheelchalr lift is
usually in the up position before a client is taken
into a huilding. She stated she did hot look to
ensure the lift was up, she just assumed It was,

When Interviewed on 7M8/17 at 12:50 p.m. DSS
A stated DSA C brought three clients up to the
main office, She was asked to assist in bringing
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the clients in. She recalled as they approached
the van, she noticed a client sat in the front seat.
Sha assisted that cllent from the van and as they
walked toward the rear of the van, the Program
Manager (PM) stated he would assist the cliert
info the building. DS8§ A explained when she
reached the rear of the van, the PM had opened
the doors and began to fower the ift. DGAC
removad the tie downs for the first client and
placed him/her onto the [it. DSS Alowered the
client on the litt. She stated it was terribly hot that
particular day and she did not want the client o
sit in the heat, She told DSA G she would take
the client Into the building and be right back, She
noted when she told DSA C this, DSA C had not
yet begun removing the tiedowns on Glient #5's
wheelchair. DSS A headed toward the door with
the other client, when she heard DSA C yelt cut,
She turned and saw Client #5 had fallen
backwards from the fiit. She noted DSAC
attempted o slow andfor hold the wheelchair,
D55 A stated she does not usually assist with
getting clients on and off the van. She stated she
teft the lift down, but did communicate to DSAC
she was taking the client inside and would be
right hack.

When interviewed on 7/14/17 at 1006 a.m,, the
PM recalled DSAA brought three clients to the
main office. He assisted Client #6, who sat ih the
frant seat, to walk into the office. As he relurned
to the area after assisting Client #6, he hoticed
DSS A pushed Clieni #2 In and had a panicked
look on her face. She looked back toward the
van, ahd he looked over to see Client #5 laying
on the ground in histher wheelchair, He
explained the wheelchair wheels touched the
back bumper and DSA A held the front wheels,
appearing to attempt to lift the chair up, or hold it
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in place, The PM stated the expectation was for
the lift to be returned to ihe up position before
leaving the area. He staled it would also be the
expectation for staff to check the area before
placing a client onto a lif.

Record review revealed Clisnt #5, age 69, had
diaghoses Including, but not Iimited to: profound
intellectual disability, down syndrome,
osteoporosis without eurrent pathological fracturs,
anemla, and heart failure. According o Client
#6's individual data, he/she required & manual
wheelchatr with seatbelt and feotrests,

Continued record review revealed hospital
records for Client #5's visit to the emergency
room on 7/6/17. The report noted Cllent #5
presented in the ER after he/she rolled backward
off of a van lift In a wheelchair, Staff reporied the
client did not hit his/her head, The physical exam
noted the client's neck did not appear ta be
painful with palpation over cervical spinous
procass, The exam further noted the client
appeared alert and had some occasional jerking
movements of extremifies. Resords indicated no
imaging tests ware completed. Assessment
noted the final diagnoses as fall with no injury,
and gave no further orders.

Record review revealed Mosale's policy, "Driving
Vehicles for Mosaic," approved 4/4/17. The
policy Included direction for wheelchair lifts and
direcled, “Lifts will be [eft in the "up” position
whsen unatfended. Specifically, when an
employes assists people served info a
bulldingfhome, the lift will be secured in the "up”
poslition prior to assisting a person into the
building/home."
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Observation on 7M3/17 at 12:50 p.m. revealed
the van with wheelchalr lift used the day of the
incident. The vanh could carry three wheelchalrs.
The hydraulic whesichalr lift was operated via
remote, which hung to an the right rear deor,
When in the down position, a plate overhung the
rear of the van, approximately 8-10 inches. The
length from the van fo the ground with the liftin
the down poslition measured approximately 2.5
faet,

When interviewed on 7/13/17 at 9:00 a.m, the
Habilitative Manager (HM) reparted Glient #5
sustained no injuries as a result of the fall from
the van. The client was taken to the iocal ER and
released with no new diagnosls. The facility
completed neurclogical checks every two hours
and the client received ibuprofen or
acetaminophsn avery six hours while awake fora
few days. The HM reported staff are trained to put
the fift bacl into the up position before they loave
the area. She reported they would also expect
staff to check the area before pushing a client
onte a lift.
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