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W 000 | INITIAL COMMENTS W00
Investigations #69632-1 and #69686- were D
conducted on 8/16/17-8/2217. ‘QB
Investigation #68632- resulfed in a deficiency ’0\ '
cited at W474, %\YS
Investigation #69686-1 resulied in a standard-
level of deficiency written at W249. Also cited -
was lowa Administrative Code {{AC) Chapter |
B0,7(4). See State Form, |
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W248] w240 PROGRAM IMPLEMENTATION
. ) i ‘ As soon as the Interdisciplinary team has |
As soon as the Interdisciplinary team has formulated a client's individual program
formuiated & client's individual program plan, plan, each client will receive a continuous
each client must recelve a confinuous active active treatment program consisting of
treatment program conslisting of needed needed interventions and services in
interventions and services in sufficient number sufficient number and frequency to
and frequency to support the achievement of the support the achievement of the objectives i
objectives identified in the individual program identified in the individual program plan,
plan. Staff will ensure that dlients receive
) needed supports and services as outlined
in the Individual Support Plan (ISP).
Specifically, staff will be retrained on
This STANDARD is not met as evidenced by: client behavior suppor plans and 1SPs
Based on observatlons, interviews and record with regard 1o safety and protection. Staff
reviews, the facility failed to ensure clients will also be retrained on Mosaic's Driving
raceived needed suppotts and services as Vehicles Palicy which states that all
outlined In the Individual Support Plan (ISP). This vehicles parked on Mosaic property must
affected 1 of 1 dlients reviewed during remain locked. This will be monitored by
investigations #59686-| (Client#1). Findings ”;0“””\’ aolive trealment observations in
follow: the hqme and fe_lndom. al least wqekly,
checking of vehicles when supervisors
1. Record review on 8/16/17 revealed Client #1's are on site.
St oo tall memers an duty oy bty Person(s) Respansilo
ere o g
were busy with other residents. CMA had walked Habilitative Manager 08/22/17
in to the medication room to start noon

LABORATORY DIRECTOR'S OR PRD\{l\?ERfGUPP IER REP) TATIVE'S SIGNATUR TITLE (%6} DATE
Coad VTV Zxec. Db 7/ 8 /17

Any deficiency stafemelt ending with an asterisk (*) denotes a deflclancy which the institulion may be excused from correcting providing it Is determined that '
other safaguards provide sufficient prolection te the patients . {Ses instructians.) Except for aursing homes, the findings staled above are disclosable 90 days |
following the date of survey whether or nol a plan of correction s provided. For nursing homes, the above findings and plans of correstion are disclosable 14 |
days fallowing the date these documents are made avallable to the facility, If daficiencles are cited, an approved plan of eofrection is requlsite to continued
pragrain participation.
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medication pass when they looked out the
window and seen {Client #1) sitting in thelr car.™

Further record review revealed summary of
inquiry dated 7/21/17, "(DSA/CMAA) said that
she was not aware of the proper pratecol and did
hot know it needad to be reporied. {DSS B)
became aware of the event dusing a conversation
ihey were having on Wednesday and asked her
to do & GER. She didn't ask details on the event
and didn't know when it had ocsurred, She said
that her thoughts have been more oceupled with
another Individual who is going into hosplce.
(Program Managet) said that he flrst became
aware of it when he was talking to {DSAD) on
Tuesday, but that he thought (DSA D} was talking
about sormething that had happened a year ago
and that he either wasn't listening carefully or he
should have asked questions. He was notified by
{DSS B} aboul the GER being completed and put
wwo and two together, He then acknowledges he
forgot about it because he got busy with other
siuff and that is should have been reporled up
right away."

Additional record review revealad the following:
a. The diagnosis of Client #1, age 25 at the time
of the Incident, included: profound inteliectual
disabilities, anxlety disorder, autistic disorder,
cerebral palsy, impulse disorder, and intermittent
explosive disorder.

1. Client #1's Behavior Suspport Plan dated 511417
indicated targeted hehaviors included elopement.
The definition of elopement included, “leaving the
house without staff asslstance.” The plan also
indicated, "(Clent#1) has a history of elopement.
To help staff be aware when (Client #1)is
outside, there are door chimes on exits, and a
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siren on the sensoty reom door as this is where
(Client #1) has spent much of {(his/hes) time. it is
important for staff to be awars of where (Client
#1) is at all times, (Client #1) has a hislory of
leaving the house and sitting in staff's vehiclas,
staff need {o keep thelr vehicles locked. {Client
#1) should be encouraged to use the buttens by
tha exits for communication to staff that {he/she)
wants to go oulside,”

c. Client #1's 18P Plan dated 4/4/17 indicated, "I
do not have street safety skills. | need physical
asslstance to read signs, monitor traffic, etc. in
the community. | have a history of leaving the
house uasupervised {elopement). Staff should
keep thelr vehicles at my house locked so |
cannot enter them as in the past | have satin
cars in the parking lot of my home. Thereisa
door chimefatarm on the exits of my house so
that staff are alerled If | were to exit out of it
unaliended. There are buttons by each ouiside
door so | can tell people | want to go outside and
they can safely observe me outside.”

d. Glient #1°s Acknowladgemant Report for
hisfher BSP indicaied DSA/CMA A was tralhed on
8217 and DSA D was trained on 8/6/17.

e. Facility polleyfprocedure for Driving Vehicles for
Mosalc dated 3/17/17 included, "All vehicles
parked on Mosaic property must be locked at all
times. This includes alf Mosaic vehicles,
employee vehicles, contractors,
parentsfguardians, other visitors, etc.”

On 8/16/17, the surveyor followed the path staff
believed Client #1 to have followed during hisfher
slopement. The surveyor walked out the east
side door from the sensory room in the house te
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l was open, and Cliant #1 sat inside. She stated

where the staff believed the car partked. The
distance was approximately 25 feel,

According to website, wunderground.com, on
7M7AT at 10:53 a.m. the temperature was 75,8
degrees Fahrenheit {F}.

Obsarvations on 8/16/15 at 2:15 p.m. revealed
Client #1 ambulated arpund his/her home
independantly. Client #1 wore shorts, Client #1
did not wear a shirt, nor did he/she wear socks
and shoes.

When Interviewed on 8/16/17 al 2:58 p.m. QIDP
reported the doer chimes ware removed
approximately the beginning of June for a trlal
period. She stated she discussed elopement and
the use of the door chimes several times with
staff. QIDP asked staff fo document slopements
from 5/4/17 to 5/31/17. According to QIDP, they
did not have a problem with slopements and she
wanted to remove the restriction i the alarms
were not necessary. After Client #1's elopement,
the facility turned the door alarms back on,

When interviewed on B/16/17 at 1:68 p.m.
DSA/CMAA reported on 7M7/17, her and DSAD
wete the only two staff working. According to
DSAICMA A, it was a normal day and she
assisted Client #4 in the bathroom at
approximately 16:30 a.m. {o 10:45 a.m,; while
DSA D assisted another client another hathroom,
DSAICMA A stated she assisted Clhent #4 for
approximately 5 minutes. When she was finished
in the bathroom, DSA/CWMA A walked to the
medication room fo start administering
medication. DSA/CMAA looked out the
medication room window, hoticed her car door
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the weather was nice and Cllent #1 wore shorts,
no shirt, socks, or shoes. DSA/CMA A explained
was off work for the month of June until Z/10H7.
DSA/CMA A stated the facility turned off the door
alarms while she was gone. She recalled
someone al the office turned the alarms off.
According to DSA/CMA A, she just gof a new
keyless entry car, She stated her car keys were
in the medication room and believed the keys
were close enough to the car, the car unlocked,
DSA/CMA A now keeps her car keys in the
basement stairway. She stated she had fraining
to keep her vehicle locked, According to
DSA/CMAA, Client#1 did not have an elopsment
program. She stated elopement was part of
his/her program a long time ago, but did not
helieve elopemeant was still in the program.
When Client #1 atiempis to elope, they should
write program notes. DSA/CMAA also stated
Client #1 used {0 have a program to push a
communication device to communicate hisfher
want to go oulside. In responsa to Client #1's
elopement, DSA/CMA A stated the facility turned
the door alarms back on. She also stated she
received a reminder to keep a closer oye on
Cllent #1, DSA/CMAA identified Cliant #1
attempts to elope approximately 4 times a week,
although had not atterpted to elopa yet this
week. DSA/CMA A described when Client #1
atlempls to elope it was usually out the front daor
and goes to the van. DSA/CMA A stated b feel
out the front door is considersd an elopement.
DSAICMAA indicated this incident was the first
time she knows of where Client#1 elopad from
the side door and found Client #1 in a vehicle.
DSA/CMA A showed the survayor where she
parked the day of the incident,

When interviewed on 8/6/7 at 2:40 p.m.,
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DSA/CMA A reported she did not report the
incident of elopament immadiately, DSA/CMAA
statad she did not know wiom to notify of the
incident. She aisc stated she completed a GER a
couple days after the incident. DSAICMAA took
surveyor out to her car, her car door was
unlocked.

When interviewed on 821/17 at 12:35 p.m. BSA
D reporied someone told him he gave another
client a shower whan Client #1 eloped. DSAD
found out about the elopement after the incident
happened, possibly after junch. DSA/CMAA
seemed biown away she found Client #1 in her
car. He originally believed he assisted Client #4
with his/her bath, but he/she usually gets a bath
around 9:00 a.m. DSA D stated Client #6
showers around 11:00 a.m. and Client#1 eloped
around lunchiime, He stated he and DSA/CMAA
ware only two staff on duty, which happened
more frequently in the |ast year. According to
DSA D, he assisted Client #4 for approximately
10 to 15 minutes. DSA D did not know if Client
#1 was in the house before he assisted Client #4.
DSA D also did not know where DSAICMA A was,
he stated she could have been foifeting another
client. DSA D reporied the facllity turned the door
alarms off. According to DSA D, Client #1 usually
never goes oul. He stated Client #1 opened the
door oceasionally, but will go a few weeks without
apening the door, DSAD explained how they
could not always get out in the community when 2
staff are working, so they take van rides, DSAD
stated if Client #1 was not watching T.V. he/she
will sit In the recliner in {he sensory reom.
Accerding to DSAD, Client#1 sat in the sensory
room mos! mornings. DSA D stated slnce the
incident, the facility retrained him on Cliant #1's
prograins and locked vehicles, According 1o DSA
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D, Client #1's programs did not contain
elopement; although elopement may be in the
program now. DSA D identified the facility turned
off the alarms hecause there were no Issues for a
long time. DSA D thought it was uncalled for fo
tumn off the alarms and it did not make sense,
DSA D explained the missing person/elopement
process. DSA D did not know Glient #1's
supervision level. He stated Client #1 is good
and is usually somewheare where s(aff can see
him/har. When Client #1 gets a t-shirt, he/she
needs to go for a ride or take for a walk. DSAD
helieved Glient #1 possibly wanted fo get out of
the house. DSA D stated If he khew DSA/CMAA
was [n the bathroom, he would have poked his
head out to check on cllents. He stated there
should hot be 2 staff In the bathroom, one staff
should ensure other ciienis are kept safe.

When interviewed on 8/21/17 at 1:10 p.m. QIDP
confirmed the facility failed to follow Client#1's
behavior support. She stated staff should know
Client #1's whereabouts at all times. She also
stated staff needed to lock their vehicles at all
times.

483.480{b){2)(if) MEAL SERVICES

Food must be served in a form censistent with the
developmental level of the client.

This STANDARD Is niot met as evidenced by:
Based on interviews and record review, the
facility faited to ensure staff consistently provided
food consistent with identified cllent neads. This
affected 1 of 1 Client (Client #1} identified as a
result of facility self-reported incident #59632-1.

W 249

W 474

W474 MEAL SERVICES

Food will be served in a form consistent
with the developmental level of the client.
Staif will consistently provide food
consistent with identified client needs.
Specifically, staff will be retrained on
Mosaic's Meal and Diet Support Pollcy
and individual diets. Staff will be retrained
on how to properly puree food. This will
be menitored by monthly meat
observations.

Person(s} Responsibie:
Habilitative Manager

08/22117
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Finding follows:
Record review on 8/16/17 revealed the following:

a. Client #1's General Event Report (GER) dated
714717 completed by (Direct Support Associate
(DSA) B) indicated, "{Client #1) was eating and
there was a piece of hamburger that didn't get
pureed. (He/she) choked and another staff came
up behind (him/her} and did the (Heimlich
maneuver) on (Client #1). (He/she) spit out (a
chunk) of hambuyrger. Staff immediately took
{himfher) to the ER, Staff DSA B documented,
"“They llstened to {histher) chest and said we did a
good job with (himther). {He/she} [lungs] sounds
clear." RN noted, "Received call at 12:34pm to
report cllent was transported to hospital due to
choking incident, Gall received at 2:24pm from
{Direct Support Supervisor (DSS) A) to report
dlient home from ER. No abnormal findings, No
new orders,”

b. Clent #1's Health Supports dated 5/1/17,
indicated, *...Regular Diet, Regular Portions,
Pures Consistency with Thin Liquids..."

c. Client #1's Distaty Guidelines and Need tc
Know tnfarmatlon included, "My food is pureed
and my driniks are regular consistency...”

When Interviewed on 8/16/17 at 1:40 p.m. DSAC
reported a lot going on because of July 4th. DSA
C stated she pureed food for lunch. DSAC
pureed the grifled hamburger with the bun,
ketchup, mustard, and beef broth. Clieni #2 had
a problem and she lsft the food to help him/her,
When DSA C wenti back to the food, she felt like
she did not need to do anything with it. DSAC
put the puread hamburger on the plate and
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pureed the rest of the meal. They had potato
salad and corn on the cob. DSA G stated she
took the cotn off the cob. DSA C explained they
triad to have the clients eat at the same time,
DSA C Indicated Client #1 drank thin liquids with
a straw. Client #1 did not need assisfance to aat,
but needed reminders to slow down. DSAC
stated Client #1 liked fo save hisfher liquids for
the end of the meal. DSA C remembered DSA D
sat at the table with Client #1 while he/she ate
and DSA C and Client #3 finished the other
plates. DSA B administered medications. Client
#1 started fo cough, DSA D Jumped up and
administered the Heimlich maneauver, and DSAB
taok Client#1 to the hospital, When Client #1
returned from the hospital, they said hefshe was
fine. DSA C reported the incident should not
have happened, She stated she is more careful
now, DSA C exptained how she always took the
food out of the blender with a spatula and missed
the plece of meal. DSA C stated the facillly
retrained her and gave her a corrective action,

When interviewed on 8/16/17 al 1:54 p.m.
DSA/CMA B reported she sat at the table,
between Clieni#1 and Client #4; Client #5 sat
across from her, DSA/CMA B stated DSAD
walked by the table when Client #1 choked and
adnministered the Heimlich maneuver, According
to DSA/CMA B a chunk came out. She took
Client #1 to the hospltal where he/she spit out
another small piece of meat. The hospital said
hefshe sounded clear and discharged Client #1.
DSA/CMA B trusted her co-workers fo puree the
food properly and did not check Client #1's food
before hefshe ate.

When interviewed on 8/24/17 at 12:35 p.m, DSA
D reported Client#1 choked and he administered
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the Helmlich maneuver. According to DSA D,
Cllent #1 coughed and breathad when choking.
He stated he was gentle but firm and a plece of
meat came out. DSA D remembered Cllent #1
sat at the end of the big table and DSA G and
CMADSA B sat with him/her, Client #3, Client
#4, and Client #5 also sat at the big {able,
According te DEA D, Client #1's diet consisted of
pudding consistency and befisved thin liquids.
DSA D stated Client #1 did not need prompts to
slow down or take a drink; Client #1 ate well on
his/her own. DSA D stated they all received
information about choking after the incident,

When interviewed on 8/16/17 at 1:10 p.m,,
Qualified Intellectual Disabilities Professionat
(QIDP) confirmed the facllity failed to follow Client
#1's dlet.
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481-50.7(10A,135C) Additlonal notification. The
director or the director's designee shall be notifiad
within 24 hours, or the next husiness day, by the
most expeditious means available:

50.7¢4) When a resident elopes from a facility.
For the purposes of this subrule, "slopes”
means when a resident who has impaired
decision-making ability leaves the facility without
the knowledge or authorization of staff.

This REQUIREMENT s not met as svidenced
hy:

Based on intetview and record review, the facility
failed to ensure incident of elopement reporied
immadiately to the State agency. This affected 1
of 1 client reviewead during investigation #69686-|
{Client#1}. Finding follows:

Sea CMS-2567 W249 for additional information.

Record review revealed the following:

a. Client #1's General Event Report (GER) dated
7120447 indicated on 717/17, "There were on lwo
staff members on duty today both were busy with
ather residents, CMA had walked in to fthe
medication room to start noon medication pass
when they lnoked out the window and seen
(Client #1) sitting in their car.”

b, Summary of inguiry dated 7/21/17, "(DSA/CMA
A) said that she was not awaro of the proper
protocot and did not know it needed to be
reported. (DSS B) bacame aware of the event
during & conversation they wera having on
Woadnesddy and asked her to do a GER. She
didn't ask details on the event and didn't know
when it had eccurred. She sald that her thoughts

C147 ADDITIONAL NOTIFICATION

The director or the director's designee will
be notified within 24 hours, or the next
business day, by the most expeditious
means available when a resident elopes
from & facility. The facility will ensure any
incident of elopement is repored
immediately o the State agency,
Specifically, staff will be refrained on
Mosaic's Incldents and injury Policy with
regard to fimely reporiing. This will be
monitored through manthly coaching and
daily review of General event Reports,

Person{s) Responsible:
Habilitative Manager
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have been more ocoupied with another individual
who is going into hospice. (Program Manager}
sald that he first became aware of it when he was
talking to (XSA D) on Tuesday, but that he
thought {DSA D) was talking about something
that had happened a ysar ago and that he elther
wash't listening carefully or he should have asked
questions. He was notified by (DSS B) about the
GER being completed and put twe and iwo
together. He then acknowledges he forgot about
it because he got busy with other stuff and that is
should have been reported up right away."

¢. Facility Palicy/Procedure for incidents and
Injuries dated 4/2/17, directed, "A GER must be
completad by any employees who obsetve or
identify injury ot potential injury of a parson, an
injury of unknown osigin, significant behavior
incident (resulting in injuries, assault, property
destruction, elopement, nollce Involvement, or
ather afypical behavior)... Reporting procedures
for DIA {IGF/ID) and DHS (HCBS) will be followed
par thelr specific licensure andfor certification ...

When intatviewed on 8/18/17 at 2:40 p.m. Direct
Support Associate/Certified Medication Alde
{DSA/CMA) A confirmed she did not repott the
incident immediately, DSA/CMA A stated she did
not know whom to notify of the incident. She also
stated she completed a GER a couple days after
the Incident.

When Inerviewed on 8/21/17 at 1:10 p.m,
Qualified Inteflectual Disabilities Professional
{QIDP} acknowledged DSA/CMA A failed fo report
Client #1's slopement, resulfing in a late report to
DIA on 7/20/17.
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