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INITIAL COMMENTS

Investigation of #70935-1 resulied in a
determinafion of Immediate Jeopardy (1)), due to
concerns with client safety. The faclity was
notified of the 1Y an 9/20/17 at appreximaiely 1:45
p.m,

The facility responded with corrective actions to
address the Identified problems and system
practices, The K was remaoved on 9/21/17.

The facility was found to be out of compliance
with the follewing Gondition of Participation (CoP)
- Facility Staffing

A condition-lave| deficiency was cited at W158.

| Standard-leve! deflclencles were cited at W58

and W194.
483.430 FACILITY STAFFING

The facility must ensura thal specific facility
staffing requirements arg met.

This CONDITICN is not met as evidehced by:
Based oh Interviews and record reviews, the
facility failed to maintain minimal compliance with
Condition of Particlpation (CoP) Facilty Staffing.
The facility failed to implemant a staff training
system to adequately manage client behavioral
needs. A finding of hnmediate Jeopardy {11y
clients' health and safety was declared on

W 000

W 158

W168 FACILITY STAFFING

The factlity will ensure that specific facility
staffing requirements are mel. The facllity
will provide adequate staff training to
ensure staff competency to manage client
behavioral needs and monltor individual
program plans as necessary {0 ensure
client safety. Specifically, staff will be
retrained oh Behavior Support Programs.
This will be monitared by weeldy
observations in the home to ensure
competency of staff,

Person(s) Responsible:

9/20/17, which was removed on 921/17, Program Manager 101217
Gross reference W159: Based on interviews and
record reviews, Qualified (ntellectusi Disability
Professional (QIDP) failed to adequately develop
ITLE (X&) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPRIER KETRYﬁ)N [ATIVE'S SIGN

xeo . Dif,

to/17/17

Any delldlency siatement ending with an asterisk (*) denotas a deficlenay wh
other safeguards provide sufijel

program participation,

ent protection k» the pafients . {See Instructions,
followlng the date of survey whether or not a plan of corection Is provided. Fo
days fullowing the date these documents are made availabls to the facility. If deficlsncles srs cited ,an a

ich the Inslitulion may be excused from correcting providing it Is determined that
} Exceplior nursing homes, the findings stated ebove are disclosable 50 days
r anrsing homes, the above findings and plans of correction are disclosable 14
pproved plan of carreclion is requisite lo conlinued
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and menitor individual program plans as
necessary to ensure client safety,

Cross reference W191: Basad on observations,
interviews and record review, the factlity failed to
provide adequate staff training to ensure staff
competency with comrect and consistent
implementation of Individual program plans.

W 158 | 483.430(a} QIDP

- Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified intellectual disability professional.

This STANDARD s not met as evidenhced by:
Based on observations, interviews and record
review, the facility Qualifisd Intellectual Disability
Professional (QIDP) failed to adequately monitor
and coordinate client services and develop
programs to addrass safety concerns. This
affected 1 of 1 client involved In the investigation
of #70935-1 (Client #1). Findings follow:

1, Recard review of facifity records on 8/19/17
revealed Client #1 left the facility without staff
knowledge on the evening of 8/10M7. Staff failed
to realize Client #1 was missing until a neighbor
warman came to tha deor around 8:25 p.m. to let
them know she had found Client #1 about two
blocks from the faellity.

Direct Support Assoclate {DSA) A estimated she
had assisted Client #1 to bed between 7:30 p.m,
and 8:00 p.m., but had not checked on the client
since thep. Client #1 returned to the facility with
staff.

According to the General Event Report (GER)
wrltten by DSAA on 8/10/17, she had put Client
#1 to bed and had gene to assist other clients.

w (50| V159 QIDP

the home..

Person(s) Responsible:
Program Manager

Each client's aclive treatment program
will be integrated, coordinated and
monitored by a Qualified Intellectual
Disability Professional (QIDF). The QIDP
will adequately monléor and coordinate
client services and develop programs o
address safety concerns. Specifically, the
QIDP will be retrained on completing
Comprehenslve Assessments and
Motlvational Assessments and proper
implementation of behavior support plans.
This will be monitored through monthly
review of Individual Service Plans and
monthly QIDP reports and observations in
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DSA B also assisted another client, She said
Client #1 left the house without staff knowledge.
A neighbor came to the facility and fold them she
had found one of thelr clients, A facility nurse
assessed Client #1 the next morning and found
ho physical Injuries,

When interviswed on 9/20/17 at 9:30 a.m. the
Nelghbor sald she lived across the strest from the
Maple Ave home, She left her house between
8:00 and 8:15 p.m. on §10/17 and headed west
on Maple Ave In her vehicle. She said it was dark
and she almost hit Client #1 with her vehicle,
about two blocks west of the facility. Client #1
was walking in the street, toward the side of the
road. The road Is somewhal narrow in that area,
with no shoulder and no parking. She said it was
a regularly traveled road. The Neighbor pulled
over and spoke to Client #1. She realized the
client had some type of disabifity. Cllsrt #1 came
over to her vehicle and she prompted the cllent 1o
get In, thinking it was safer than being in the road.
Client #1 sat n the driver's seat and honked the
horn. The Nelghbor talked to the client, but
determined the client was unable o speak. She
assumed the client lived a the group home
across the street from her home, She called the
police and when the officer showed up, he stayed
with the client and she walked back to the group
home to inform the staff. A staff person
accompanied her back to the vehicle. The client
wore a shirt, pants, a hat and was barefoot, The
Neighbor said it was a little coal oulside at the
time. The Neighbor reporisd she discoverad
Client #1 on Maple Avenus, about fwo blocks
west of the facility. Maple Avenue is alwo lana
residential street, with no posted speed limit sign.
The location where Client #1 was found is about
two blocks from & 4-lane highway.

W 169
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A Story County Sherlf's Offics event report
indicated they received a phone call at 8:17 p.m.
regarding a personh with special needs found,
According to the sheriff's office report, an officer
was with the client by 8:20 p.m., while the woman
who found the client was going to the group home
to alert the staff. The client was returned to the
facility by 8:30 p.m.

According 1o the state climatologist the weather
cohditions in the Nevada, lowa area between
8:00 p.m. and 8:30 p.m. on 8/10/17 were clear
skies and a temperature of approxXimately 70
degreas Fahranheit.

Client #1 had a Personal Schedule, dated
03/2017. According to the schedule, Cllent #1
typically went o bed around 10:00 p.m. and staff
should provide hourly checks from 10:00 p.m. fo
6:00 a.m.

Additional interviews and record reviews revealed
the facllity had knowledge of Client #1's history of
elopements from a prior facility and of Client #1's
repeated attempts to go outside without staff at
the current facility; however, the facility falled to
develop pragramming to address the behavior.
Thare ware two staff present with seven clients at
the Maple Avenue facility at time of the incident.

Client #1, 30 years old, had diagnoses including:
severe intellectual disability, Lennox-Gausaut
Syndrome/selzure disorder and spina bifida.
Client #1 was non-verbal without functicnal
communication. He/She ambulated
independently, but wore a posey belt dua to
occasional unsteadiness and a histery of falls,
Client #1 was admittad fo the facility on 323717,
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from anather agsncy, Due to an uncontralled
seizure disorder, Client #1 had a visual monitor
that relayed a video of the client's bed to a small
monltor In the living reom, which allowed staff to
maonitor Client #1 when in bed,

Record review on 9/20/18 revealed Client #1's
Comprehensive Funclichal Assessment {CFA),
dated 4/14H7. A section of the CFA addressed
behavior issues. Under the category of "Leaves
without notifying othersfelopes®, the box for
“Total" was checked. The box for "Total" was also
checked for the following areas: uses sidewalks,
uses crosswalks, uses traffic lights, and cautious
with strangers.

When asked on 9/20/17 at 1:20 p.m. to explain
the meaning of "Total," the QIDP safd Glient #1
would need total staff assistance not to elope,
The client would try to efope, if not for total staff
assistanca. She said Client #1 would also nesd
total staff assistance to use sidewalks,
crasswalks and traffic lights and fo be cautious
with sfrangers.

When interviewed on 9/20/17 at 9:55 aun. DSAA
sald she had worked for the Mosaic agency for
ahaut one year, in the Des Moines area. She had
filled in at the Maple Ave home for about one
month, approximately 3-4 thmes as of 8/10/17.
She said she zsslsted another client in the
bathroom around 7:30 p.m. when DSAC [eft to
go pass medicalions at another house. DSAA
didn't know DSA C lefl, DSA A assisted the client
in the bathroom and then helpad the client to bed.
She then assisted Client #1 to bed. She said she
saw the client get into bed and she pulled the
cavers over him/har, DSA A then assisted another
client o bed. Afterwards, DSA A sat in the living
room area with another client while DSA B
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assisted other clients to bed. A woman came to
the door around 8:30 p.m. and said she localed a
client down the street. DSA B came to the living
room arctind that time and that's when DSAA
learned DSA C left the home. DSAA said no staff
person was assigned to Client #1, the staff
shared responsibility of all the clients. NSA A said
she was sure all of the exit doors were closed
when they bagan helping the clients to bed, She
said she did not hear the door chime sound, but
she helped with a client shower at one point and it
was difficult to hear the chime In the bathroom
with the water running. DSA A sald she prior to
the incldant she had not been told/trained that
onhe staff person needed to stay In the front area
of the house, but she had noticed thal one staff
usually stayed In the front area. When asked if
she had been traineditold since the incident to
make sure a staff parson stayed in the front area
of the house, DSA A said she had not, She
recalfed a phone conversation with the
Habilitation Manager {HM) within a day or two of
the incident to discuss the elopement incident,
but sald the HM did not tell her that a staff person
needed to be ik the front area, DSA A said shes did
not know Client#1 had a history of elopement,
but she had observed the client would go oufside
on histher own. Staff then brought the client back
inside. DSA A said she did not recall what time
she assisted Clieni #1 to bed, but estimated
maybe around 7:30 p.m. {she had estimated
between 7:40 p.m. to 8:00 p.m, when questioned
by the facility within a day of the incldent). When
asked how often she should have checked on
Client #1 after hefshe went to bed, DSA A said
she should have checked the client about every
two hours, She knew of the video monitor in the
living room, but said she had not looked at it prior

to the neighbar woman coming to the door.

W 158
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During a follow up interview on 4/20/17 at 1:50
p.m. DSAA sald she didn't know of Client #1
having a communication book. When asked if
there was any way for Client #1 to communicate
that he/she wanted to go oulside, DSA A sald she
didn't know of anylhing.

Wheh interviewed on 9/20/17 at 10:45 a.m. DSA
B said he worked the PM shift on 9/10/17, along
with DSAA and DSA C. DSA C left the facility
arotund 7:30 p.m. to pass medications at another
house. DSA B just finishad passing medication at
the Maple Ave hause when DSA C laft. He was
back and forth between the medication reom and
the adjoinihg sensory room, administering Client
#2's medications and breathing treatment. DSAA
assisted clients fo bed, After finishing the
medication pass, DSA B assisted Client #2 to
hed, The client used a Hoyer [ift and took some
time. DSAB was in Client #2's room when the
naighbor woman came to the facility. DSA B went
to the living room and DSA Atold hir Client #1
was missing. DSAAwent with the woman to get
Client #1. DSA B said he did not hear the door
chime sound. When he was in Client #2's room
the television was on and thers was a pumping
noise from a device In the clienl's room, which
might have blocked the sound of the door chime.
DSA B sald no staff person was assigned to
Client #1, the staff shared responsibility for the
clients, DSA B said he filled In at the Maple Ave
home since late July and estimated he had
worked there 10-15 times, DSA B said he did hot
know Client #1 had a history of elopement, but
knew the client would try to go outside without
staff. DSA B said he thought Cllent #1 was In bed
at the time of the incldent. Once in bad, staff

should check on Client #1 every one to two hours,
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DSA B knew of the video monitor for Client #1,
but had heeh busy with Cliert #2 and had not
looked at it. DSA B sald he had not been told prior
to the incident that one staff person neaded to
stay In the front common area. When asked if he
had been loldfiralned since the Incident, DSAB
said ho, He recalled a phone conversation with
the HM when they talked about the incident, but
she didn't tell him that one staff person neaded fo
sfay in the common area. DSA B said the last
time he saw Client #1 prior to the elopement was
probably around the fime DSA C left, bul he was
busy passing medication and did not recall with
cartainty.

During a follow-up interview on 4/20/17 at 2:00
p.m. DSA B said he was not aware Client #1 had
a communication book, He sald there was a
switch by at least one of the exit doors to activate
a verbal request to go outslde. DSA B said the
switch didn't always work properly and Client #1
never used it.

When interviewed on 9/19/17 at 4:36 p.m. DSAC
confirmed she worked PM shift at the Maple Ave
home, with DSAA and DSA B on 81017, She
was a full time staff at the home and had worked
there for about five years, She was aware Cllent
#1 had a history of eloping at his/her prior
agency. Al the Maple Ave home, Client #1 would
often open an exit door and try to go outside.
Staff were always present and followed him/her.
The regular Maple Ave staff knew to monitor
Client #1 very closely, They alse made sure one
staff parson stayed in the front commeon area at
all times, to monltor the area and the exit doors.
DSA C said Client #1 typically went to bed
batween 8:30 p.m. 9:00 p.m. Once In bed, Client
#1 usually stayed In bed. Sometimes hefshe got
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back up after an hour or so, but it was not typical
for Client #1 to get right back up after going to
bed. DSA C sald she left the Maple Avenue
home around 7:3C p.m. fo go pass medication at
another house, Client #1 was sitting at the kilchen
table having a snack when she left. She returned
to the house around 9:30 p.m. and leatned of the
slopement Incident. DSA C sald after Client #1
went to bed staff should check on him/her every 2
hours and staff should check the video monilor
svary hour.

When interviewed on 9/19/17 at 4:15 p.m, DSAE
stated she was a regular full-time staff person at
the Maple Ave hame. She notad the two staff
present at the time of the incident on 9/1017
ware not as familiar with Client #1 as the regular
staff. DSAE reported Client #1 had been more
active since a reduction in seizure medication.
She estimated Client #1 would open an exit door
and try to go sulside about 2-3 times per shift,
Stalf closely monitered the clisnt. The exit door in
the bedroom wing was next to Client #1's
bedroom and the client had gone out that door in
tha past. The regular staff knew that a staff
person should stay in the front area to monitor,
DSA E sald she was not aware of any ofher time
Client #1 had actually eloped from the Maple Ave
home, but was aware the client had a history of
elopements from his/her prior living site, DSAE
said Client #1 usually went to bed between 7:45
p and 9:00 p.m. He/She usually stayed in bed,
but not always. DSA E said after Client #1 went to
bed, staff should check him/her every hour, but
should check more often on the vides monftor,
DSA E noted that Client #1 could move quickly.

Observation on 9/1947 revealed door chimes on

the four exit doors of the home, which scunded
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each time the doors were opened. The door
chirmes made a musical sound of eight notes and
then stopped. The chime did not continue if the
door remained open, The deor chime worked
only if the door had been completely shut and
then opened, The exit doors were located at the
front of the house (south), which opened fo the
living rootm; the back of the house, off of the
dining room and leading to a patio and backyard
(north}, & side door off of a sensory reom that led
to the parking lot (east) and a bedroom wing door
thaf also led to the patio area (northwest). Chent
#1's bedroom was located at the end of the
bedroom hallway, next to the bedroom wing exit
deor. The main cormnmon area of the house was
an open area that Included the living room, dining
room and kitchen.

Duirlng ohservations on 8/19/17 from
approximately 3:45 p.m. to 4:00 p.m. Client #1
spent most of histher time pacing/walking around,
with staff closely monltering, The back door that
led to the patio and backyard was wide open. At
one point, Client #1 went cutside the apen door,
with staff following. Client #1 ware a gall belt, but
appeared steady while walking. The Direct
Support Supervisor {DSS) said the back patio
door was often left open during nice weather,

When interviewed on 9/19/17 at 4:00 p.m. the
Direct Support Suparvisor (DSS) reported Client
#1 had a history of elopement from hisfher
pravious placement. She said she was not aware
of any elapements Client #1 had from the Maple
Ave home prior to 910/17. 1t was common for
Cllent #1 to open one of the exil doors and go
outside on hisfher own, but staff always saw the
client and followed him/her, The DSS noted Client
#1 had been more aclive since a decrease in
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seiztire medication. She sald the patio door was
sometimes left open, but only if staff were
present. Tha doors should all be closed when
clients went to bed. The DSS repored she
thought the two staff present af the time of the
Incident had bean trained on the clients residing
in the home, but did not recall training them. She
said the facility had been shont staffed and used
Mosaic staff from tha Des Molnes area. The DSS
sald Client#1 typlcally went to bed around B:00 |
p.m. Since the slopement Incident, the DSS
reported she trained staff thera musi be one staff
person in the front common area at all times.
Staff could more easlly monitor all the exit doors
fram the common area. The DSS said even prior
to the incident staff had been told to keep one
staff in the cornmon area.

Additional record review revealed an email from
Direct Support Associate {DSA) D dated 4/16/17,
sant to the QIDP, Assaciaie Director, facility
nurse and Habilitative Manager. In the email DSA
D expressed concern regarding an incident on
the evening of 4/1617 when Client #1 left the
home out of the bedroom wing door while other
staff were busy, The door chimes sounded and
staff began locking arcund for Client #1, DSAE
came in and said Citent #1 was out the door and
down the sidewall before she could reach the
client. DSA D asked in the email about getting a
different type of alarm for the bedroom wing door.

Additional record review revealed there no
General Event Report {GER) dated on or around
A11B/17 noting this incident. There was no
response noted on the copy of the email in Client
#1’s chart, Whan interviewed on 9/20/17 around
3:10 p.m. the QIDP acknowledgad she had not
responded to the emafl and she had no
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knowledge of anyone responding to it. She said if
Client #1 left the facifity and was out of s{aff sight,
then a GER should have been written. If staff had
Cllent #1 in their sight the entire tims, then a GER
was not required, The QIDP did not know ths
details of the Incident. When interviewed on
9/2117 at 1:30 a.m. DSA D said she did not
recall the incident. During an interview an 9/22/17
at 11:00 a.un, DSAE said she recallad the
incident. She heard the door alarm, lookad
outside and saw Client #1's shadow {on the patio,
just leaving the bedroom wing door) and she
immediately went outside, keeping the client in
sight before she got to him/her.

Ateam meeting consisting of two managers, the
facllity nurse, the Program Coardinator (at that
time) and the QIDP was held on 4/19/17 to
discuss concems regarding Client #1's frequent
falls. According to notes written by the QIDP, the
team also discussed Client #1 having gone out
the bedroom wing door without staff
acknowledgement. The notes indicated the team
discussed the possibility of "sireng” on the exit
door, fencing in the backyard and having stalf do
a head count every fime the door chimes
sounded. When interviewed on 9/20/17 at 3:10
p.m. regarding follow up on any of these
suggestions, the QIDP said she thought staff
were told to do a headcount whenever they heard
a door chima sound. She was unable to find
documentation of this fraining.

Record review revealed Cllant #1's 30-day
Lifestyle Plan meeting held on 4/20/17 and
attended by the QIDP, Client #1's guardian, the
faclity nurse, Program Cocrdinator and other
stalf. Documentation failed to reveal any

indication of discusslon regarding Glient #1's

W159
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elopement attempts or discussion of a plan to
address the maladaplive behavior, The Lifestyls
Plan did note the door chimes on the exit doors.
The QIDP hand wrote a note on the working copy
of the Lifestyle Plan that read, "possible different
door alarm on back door," kut this was not on the
final plan, The QIDP hand wrote & nole on the
working copy of the Lifestyle Plan under the BSP
{Bshavlor Suppert Plan) section that read, "Do
not need.” The facility did not develop g plan 1o
address the slopement attempls or identify It as a
need, The facility did identify communication as a
priority need and developed a program for Client
#1 to communicate his wants/needs by tising a
comrunication book with plctures. The program
did not specifically address teaching Client #1 to
request to go oulside. Staff were stpposed to
ask Clisnt #1 to indicate what hefshe wanted to
do by using the pictures in the ¢ommunlcation
book, According to the Lifestyle Plan, Client #1
had a ganeral lavel of suparvision and read, " Staff
provide hourly visual observation during overnight
houts to ensure | am sleeping well and do not
reguire further supports. | often like to spend time
alons in my room throughout the day. Staff will
check in with me every 20-30 minutes to ensure
that | am engaged In an activily and do not
require further supports. In the summer | like to
spend much of my time outside. | like fo go for
walks but need staff assislance outside of the
home." The Lifestyla Plan also noted, "] am a
soclat person and do not understand the
difference hetween a stranger and a friend. |
need assistance to maintain appropriate
relationships with others.” and I need physical
ahd verbal assistance to access my community
safely.”
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When intetviewed on 9/21/17 at 8:55 a.m. DSAF
reported she was a regular fullb-time staff at the
Maple Ave home. When asked about Client #1's
communication book, DSA F said the client didn't
like to use it. When asked where it was located,
DSAF said she didn't know, but she thought it
might be at the facility offica.

When interviewed on 919/17 at 3:00 p.m, the
QIDP reported Client #1 had not previcusly
eloped from this facility, She sald Client #1 had a
history of elopatment from hisfher prior placement.
Client #1 also had a history of trying to go out the
exit doors at this facliity without staff
accompanying him/her, but staff had seen the
client and either redirected him/her or gone
outside with the client. The Incidents of attempts
to leave the house without staff were not being
tracked/decumented. The QIDP said since the
elopement incident on 8/10/17 she worked on
developing a behavior program {o address the
elopement, but had nel completed it yet, The two
staff present at the time of the incident on 971017
ware nof regular staff for the Maple Ave homa.
Theo staff wers fill-in staff from Des Maines and
worked at the house for the past month or so.
The regular staff person working that shift left to
go pass madications at ancther houss. When
questioned what Glient #1's level of supervision
should have been if hefshe went to bed around
7:45 p.m,, the QIDP said since it was not the
ovarnight shift, the staff should have checked on
Client #1 approximately every 20-30 minutes. The
QIDP noted a video monitar in the living roorm
that showed Client #1's bad, due lo the client's
seizure disorder, 50 the staff could have checked
the monitor. The exit doors had door chimes
when opened, which should have alerted the
staff. Since the elopement incident on 9/10/17,

W 159

FORM CMB-2667{02-99) Previous Versions Obsolete Event ID: GE3M1T

Facllity ID: WAGO094

[F continuation sheet Page 14 of 28




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

PRINTED: 10M2/2017

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTICH IDENTIFICATION NUMBER:

186G113

{X2) MULTIPLE CONSTRUGTION

A BUILDING

B, WING

{%3) DATE SURVEY

COMPLETED

C
09/25/12017

NAME OF PROVIDER OR SUPPLIER

MOSAIC-217 MAPLE AVENUE

STREET ADDRESS, CITY, STATE, 2IP CODE
217 MAPLE AVENUE
NEVADA, |A 50201

(X4 o
PREFIX,
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[[a] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENGE( TO THE APPROPRIATE

DEFICIENCY}

6}
COMPLETION
DATE.

W 158

Continued From page 14

the QIDP sald the management team held &
meeling on 9/18/17 to discuss the incident and
possible solutions. She said staff were heing
reminded/retrained to have one staff stay in tha
front common area of the home at all imes,
which ensured better monitoring of the exit doors,
The QIDP was unable to praduce documentation
of the staff tralning at the time of the interview.

On 9/20/19 around 9:00 a.m,, the QIDP produced
an emall from the H stated she trained DSAA
and DSA B by phone on 8/11/17 to ensure clisent
safety and make sure io have one stalf person
menitoring the front area. In the emaif the HM
said she also trained DSA C and DSA D by phone
on 8/1/17, The QIDP also provided a iralning
sheat written by the DSS with dales ranging from
812117 to 9118/17 documenting training of
various staff to remind staff that at one staff
needed o be in the central common area at all
times. The QIDP provided the minutes from the
management meeting held on 9/18/17 {0 discuss
the elopement. The team determined a Wander
Guard type of system would be the best option.
No timeline for implemeniation was noted. The
HM also sent ah email to the QIDP on Friday,
9M5M7 at 7:32 p.m. that read, "All staff are going
to have to be trained regarding (Client #1's)
elopement, Responding to door chimes, knowing
client whereabouts, and ensuring there is one
person up front." When interviewed on 9/20/17 at
$:00 a.m, the QIDP said she had nof seen the
9/15/17 emall from the HM until Monday merning,
9/M18M7.

During a follow up interview on 8/20/17 at 3:10
p.m. the QIDP conflrmed she was aware Glient
#1 had a history of elopement at hisfher prior

placement, a waiver site, She was also aware

W 158
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Client #1's CFA indicated slopement was a
concern. She attended the teatn meetling oh
420117, which was held to discuss Client #1's
falls, but also Included discussion of the client
going out the exit doar. The QIDP said she wrote
the notes at that meesting, including the
suggestions on how to manage the elopement
hehavior. Regarding any follow up to those
suggestions, the GIDP said she thought staff had
heen told to do & head count when they heard the
door chimes sound,

The QIDP also conflrmed she recelved the email
from DSA D dated 4/16/17 to express concern
regarding Client #1 going out the exit door while
other staff were busy, The QIDP acknowledged
she did not respond to the email. When asked
why the elopement atiempis were not discussed
at Client #1's 30-day team meeting on 4/20/17,
the QIDP sald they were more focused on the
client's falls, Client#1 had fallen a lot around that
tima, She acknowledged she wrote a note
indicating no BSP was needed. The QIDF said
she reallzed now this was an etror, Af the time
she thought BSPs were only needed If the client
took behavier modifying medication. At the time
of the interview on 9/20/17, the QIDP conflrmed
Client #1 did not yet have a BSP in place for
elopement because the QIDP struggled with
wrifing it. Since the elopement incident on
9/10/17, wheh Client #1 was found in the street
by a heighbor, the facility had not implemented a
BSP for elopement, had not increased the level of
supervision for the client, and had just recently
started training staff to keep at least one staff
person in the front area of the home to monitor
the general area and the exii doors, The QIDP
also acknowledged the level of supervision noted
in Client #1's 30-day Lifestyle Plan was not clear
on how often to check the client when In bed but
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it was not during the overnight shift,

When interviewad on 8/21/17 at approximately
10:30 a.m. regarding initial fraining on Client #1
for DSA A and DSA B, the QIDP stated they
shottld have documented they read Client #1's
ISP and program plans. The QIDP said staff
were also supposed to receive "site fraining® to
familiarize them with the home and the clients,
but that type of training had not heen not
documented until very recently. so the QIDP did
not know if DSA A or DSA B had recelved the site
training. The QIDP was able fo locate
documentation that DSAA had sighad off on
acknowledging Client #1's ISP on 8/10/17. There
was ho documentation for DSA B regarding Client
#1's ISP. DSA A acknowledged reading Cllent
#1's communication program on 9/11/17, the day
after the incident. DSA B acknowiedged reading
Cllent #1's communicetion program on 7/{8/17,
However, there was ho Information in the ISP or
any of Client #1's programs regarding elopement.
483,430{e)(4) STAFF TRAINING PROGRAM

Staff must be able to demonstrate the skills and
techniques necessary to implement the individual
pragram plans for each client for whom they are
responsible,

This STANDARD is not met as evidenced by:
Based on ebservations, interviews and record
review, the facility failed to provide adequate staff
training to ensure staff competency with correct
and consistent implementation of individual
program plans, This affected 1 of 1 client
involved in investigation 7093581 (Client #1).
Finding follows:

W89

W 194

W184 STAFF TRAINING PROGRAM
Staff will be able to demonstrate the skills
and techniques necessary to implement
the individual program plans for each
client for whom they are responsible. The
facility will provide adequate staff training
to ensure staff competency with correct
and consistent implementation of
individual program plans. Specifically,
staff will be retrained on client programs.
This will be monitored through monthly
Therap audits and monthly observations
and coaching with each employee to
ensure competency.

Person(s) Responsible:
Program Manager

10120117
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See W 159 for additional information regarding
the incldent.

Record review of fadility records on 9/18/47
revealed Client #1 left the facility without staff
knowledge on the evening of 91017, Staff failed
to realize Client #1 was missing until a neighbor
woman came to the door around 8:25 p.m, to let
them know she had found Client #1 about two
blocks from the facility. Direct Support Assaciate
(DSA) A estimated she assisted Client #1 to bed
between 7:30 p.m, and 8:00 p.m. and had not
checked on the client since then. Client #1
returned to the facility with staff, Additional
interviews and record reviews revealed the facility
had knowledge of Client #1's history of
elopements from a prior facility and of Client #1's
repeated attempts fo go outside without staff at
the cuirent facility, but had developed ne pregram
o address the behavior. There were two staff
present with seven clients at the Maple Avenue
facility at time of the Incldent.

According to the General Event Report {GER)
wrltten by DSA A on §/10/47, sha had put Client
#1 ta bed ahd had gone to assist other clients.
DSA B was also assisting another client. She said
Client #1 left the house without staff knowledge.
A nelghbor came to the faciflty and told them she
had found one of their clients. A facility nurse
assessed Cllent #1 the next morning and found
no physical injuries.

Client #1 was 30 years old with a diagnosis
including Severe Intelleciual Disability,
Lennox-Gausaut Syndrome/Seizure Disarder and
Spina Bifida. Client#1 was non-verbal without
functional communication. Hel/She ambulated
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independently, but wore a posey bell due to
occasional unsteadiness and a history of falls.
Client #1 was admitted o the faclility on 3/23H7,
from another agency. Due to an uncontrolled
salzure disorder, Client #1 had a visual monitor
that relayed a video of the client's hed to a small
monitor in the living room. Staff could then
maondtor Client #1 when in bed.

Ohservation on 9/19/17 revealed door chimes on
the four exit doors of the hame, which sounded
whenever the doors were opened. The door
chimes made a musical sound of elght notes and
then stopped. The chime did nei continue if the
door remained open. The door chime worked
only If the door had been completely shit and
then opaned. The exit doors were localed at the
front of the house (sotth), which opened to the
iiving room; the back of the house, off of the
dining room and leading to a patio and backyard
{north), a side door off of a sensory room that led
to the parking lot {(sast} and a bedreom wing door
that also led to the patio area (northwest). Client
#1's bedroom was located at the end of the
bedroom hallway, nexi to the bedroom wing exit
door. The main commeon area of the house was
an ppen area that included the living room, dining
room and kitchen,

During observations on 949/17 from
approximately 3:45 p.m. to 4:00 p.m, Cllent #1
spant most of his/her time pacing/walking around,
with staff closely monitoring. The back door that
led to the patlo and backyard was wide open, so
Cllent #1 went outside at one paint, with staff
following. Client #1 wore a gait belt, but appearad
steady while walking. The Direct Support
Suparvisor (DS8) said the back patio door was
often 1eft open during nice weather.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
16G113 R, WING 08/25/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP 80DE
247 MAPLE AVENUE
MOSAIC-217 MAPLE AVENUE
NEVADA, 1A 50201
%4y D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DAFE
DEFIGIENCY)
W 194 | Continued From page 18 w184

FORM GIS-2567 (02-99) Previous Verslons Obsolete

EventID:Go3M 1

Facility 10 {AGO094

IF continualion sheet Pape 18 of 28




PRINTED; 10M 22017

DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
16G113 B, WING 0812512017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
MOSAIC-217 MAPLE AVENUE Z17 MAPLE AVENUE
NEVADA, IA 50201
(K4} D SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFIC(ENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED Y0 THE APPROPRIATE DATE
DEFICIENCY)
W 194 | Continued From page 19 W 194

Record review on 8/20/19 revealed Client #1°s
Compichensive Funclional Assessment (CFA),
dated 4114117, A section of the CFA addressed
behavior Issues. Under the category of "Leaves
without notifying others/elopes,” the box for
"Total" was checked. The box for "Total” was also
checked for uses sidewalks, uses crosswalks,
uses traffic lights, and cautious with strangars,
When asked on 9/20/17 at 1:20 p.m. to explain
the meaning of "Total," the Qualified Inteliectual
Disability Professional (QIDP) said Client #1
would need total staff assistance not to elope.
The client would try to etope if not for tofal staff
assistance. She said Client #1 would also need
total staff assistance fo use sidewalks,
crosswalks and fraffic lights and to be cautious
with strahgers.

A team meeting consisting of two managers, the
facility nurse, the Program Coordinater (at that
time) and the QIDP was held on 414817 to
discuss cohcerns regarding Client #1's frequent
falls. According to notes written by the QIDP, the
team also discussed Client #1 having gone out
the bedroom wing doar without staff
acknowladgernont. The notes indicated the team
discussed the possibility of "sirens" on the exit
door, fencing in the backyard and having staff do
a head count every time the door chimes
sounded. When Intarviewed on 9/20/17 at 3:10
p.m. regarding follow up on any of these
suggestions, the QIDP said she thought staff
were told to do a headcount whenever they heard
a door chime sound. She was unable to find
documentation of this training,

The 30-day Lifestyle Flan meeting was held on
4/20/17 attended by the QIDP, Client #1's
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guardian, the facility nurse, Program Coordinator
and other staff. The Lifestyle Plan noted door
chimes on the exit doors. The facility did identify
communication s a priority need and developed
a program for Client #1 to communicate his
wanis/needs by using a communication book with
plctures. The program did not spacifically
address teaching Cllent #1 to request to go
outside. Staff were supposed to ask Client #1 to
indicate what he/she wanted lo do by using the
pictures in the communicatien book, According
to the Lifestyle Plan, Client #1 required general
level of supervision and diracted, *Staff provide
hourly visual observation during overnight haurs
to ensure | am sleeping well and do not reguire
further supports. | often like to spend time alohe
in my room throughout the day. Staff will check in
with me every 20-30 minutes {o ensure that| am
engaged in an activity and de not require further
supports. in the summer | fike to spend much of
my time outside, | like ta go for walks but need
staff assistance outside of the home." The
Lifestyle Plan alse noted, " am a social person
and do not undsrstand the difference belween a
stranger and a friend. | need assistance to
maintain appropriate relatiohships with others."
and " need phystcat and verbal assistance to
access my community safely,”

Client #1 had a Personal Schedule dated
03/2017. According to the schedule, Client #1
typically went to bed around 10:00 p.m. and staff
should provide hourly checks from 10:00 p.m. to
&:00 a,m. )

When interviewed on 9/19/17 at 4:00 p.m. the
Birect Support Supervisor (DSS) reparted Client
#1 had a history of elopernent from his/her

previous placement, She sald the patio door was

STATEMENT OF DEFIGIENCIES {%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
C
16613 B. WING 09/25/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
MOSAIC-217 MAFLE AVENUE #17 MAPLE AVENUE
NEVADA, |A 50201
X4) [0 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION o6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD 85 COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
W 194 | Continued From page 20 W184

FORM CMB-2557(02-89) Previous Verslons Obsalels

Event ID: GOIM T

Faclity 1D, 1AGU094

If continuation shest Page 21 of 28




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

PRINTED: 10/12/2047

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {Xt) PROVIDERISUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

16G113

(X2} MULTIPLE CONSTRUGTION

A, BUILDING

B, NG

{X3) DATE SURVEY

GOMPLETED

C
09/26/2017

NAME OF PROVIDER GR SUPPLIER

MOBAIC-217 MAPLE AVENUE

STREET ADDRESS, LITY, STATE, ZIP CODE
217 MAPLE AVENUE
NEVADA, 1A 50201

(X4} 1
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
[EACH BEFICIENCY MUST BE PRECEDED BY FULL
REGULATQORY OH LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD 9E
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(5
COMPLETION
DATE

W94

Continued From page 21

sometimes left open if staff were present, bul
should all be closed when clients went to bed.
The DSS sald she thought the two staif present at
the time of the incident had been frained on the
Maple Ave cllents, but she did not recall training
them. She said the facility had been short staffed
and had been using Mosalc staff from the Des
Moines area. The DSS safd Client #1 typically
want to bed around 8:00 p.im. She sald since the
elopement incldent, she had been training staff
there must be one staff person in the fronl *
common area &t all times. Staff could more
easlly monitor all the exit doors from the comimon
area. The DSS said even prior to the incident
staff hiad been told to keep one staff in the
cOmman area,

When interviewad on 9/20/17 at 9:55 a.m. DSAA
reported she worked for the Mosaic agency for
about ohe year, in the Des Moihes area. She
filled in at the Maple Ave home for about ohe
month approximately 3-4 times as of 910717,
DSAA said she prlor to the incident she had not
been told/trained that one staff person needad to
stay In the frotit area of the house, but she
noticed one staff usually stayed in the front area.
When asked if she had been trainedftold since
the incident to make sure a staff person stayed in
the front area of the house, DSA A said she had
not. She recalled a phone conversation with the
Habillitation Manager (HM) within a day or two of
the incident to discuss the elopement incident,
but sald the HM did not tell her a staff person
needed to be in the front area. DSAA sald she
did nof know Client #t had a history of
elopement, but observed the client would go
outside on tilsther own. Staff then brought the
client back inside. DSA A said she did not recall
what time she had assisted Client#1 to bed, but

W04
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estimated maybe around 7:30 p.m. {she had
estimated between 7:40 p.m. to 8:00 p.m. when
quesiioned by the facility within a day of the
incldent). When asked how often she should
have checked on Client #1 after he/she went to
bed, DSA A sald she should have checked the
cllent about every 2 hours, She knew of the video
monitor in the living room, but said she had not
looked at it prior to the neighbor woman coming
to the door.

During a follow up interview on 4/20/17 at 1:50
p.m. DSAA said she didn't know of Client #1
having a conumunication book, When asked if
there was any way for Client #1 to communicate
he/she wanted to go outside, DSAA said she
didn't know of anything.

When interviewed on $/20/17 at 10:45 a.m. DSA
B reporied he worked PM shift on 9/10/17, alang
with DSA & and DSA C. DSA B sald no staff
person was assigned to Client #1, the staff
shared responsibllity for the clients. DSA B said
he filled in at the Maple Ave home since late July
and estimatad he worked there 16-15 times. DSA
B sald ha did not know Client #1 had a history of
elopement, but he was aware the client would try
to go outside without staff, DSA B said he thought
Client #1 was in bad at the time of the incident.
He sald once Client #1 was in bed, staff should
check on him/her every -2 hours, DSA B knaw
of the video manitor for Cllent #1, but had been
busy with Client #2 and had not looked at it. DSA
B sald he had not been told prior to the incident
that one staff person needed to stay in the front
common area, When asked if he had been
told/trained stnce the incident, DSA B said no. He
recalled a phone conversation with the HM, when
they talked about the Incident, but she didn't tell

W 194
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him that one staff person needed to stay in the
common area, DSAB said the last time he saw
Client #1 prior to the elopement was probably
around the time DSA G left, but he was busy
passing medication and did hot recall with
certainty.

During a follow-up interview on 4/20M17 at 2:00
p.m. DSA B said he was not aware of Clignt #1
having a communication hook. He said thare was
a switch by at least one of the exit doors to
activate a verbal request fo go outside. DSAB
said the switch didn't always work properly and
Client #1 never used it,

When interviewed on 9/19/17 at 4:35 p.m, DSAC
confirmad she waorked PM shift at the Maple Ave
home, with DSA A and DSA B on 9/10/7. She
was & full time staff at the home and worked
there for about five years, She was aware Client
#1 had a history of eloping at hisfher prior
agenhcy, At the Maple Ave hame, Client #1 would
often open an exit door and try to go outside,
Staff were aiways present and followed him/her.
The regular Maple Ave staff knew to monitor
Client #1 very closely, They also made sure one
staff person stayed in the front common area at
all times, to monitor the area and the exit doors.
DSA C said Glient #1 typically went to bed
between 8:30 p.m. 8:00 p.m. Once In bed, Client
#1 usually stayed in bed. Somaetimes hefshe got
hack up after an hour ot so, but it was not typical
for Client #1 to get right back up after going to
bed, DSA C sald she left the Mapie Avenue
home around 7:30 p.m. to go pass medication at
another house. Client #1 was sitting at the kitchen
table having a snack when she left. She returned
to the hause around 9:30 p.m. and tearned of the
slopement incldent. DSA C said after Client #1
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went to bad staff should check on him/har every 2
hours and staff should check the vides monitor
every hour.

When interviewed on 8/19/17 at 4116 p.m. DSAE
stated she was a regular full-time staff person at
the Maple Ave home. She noted the two staff
present at the time of the incident on 9/10/17
were not as familiar with Client #1 as the regular
staff. DSA E said Client #1 had been more active
since a reduction in seizure medication. She
estimated Client #1 would open an exit door and
iry to go outside about 2-3 times per shift. Staff
closely monitored the client. The exit door in the
badroom wing was next to Client #1's bedroom
and the cilent had gone out that door in the past.
The regular staff knew that a staff person should
stay in the front area to monitor. DSA E sald she
was not aware of any other time Client #1 had
actually eloped from the Maple Ave home, but
she aware the client had a history of slopemaents
from his/her prlor living site. DSA E sald Client #1
usually went to bed befween 7:45 p.n. and 9:00
p.m. HefShe usually stayed in bed, but hot
always, DSA E said after Client #1 went to bed,
staff should check him/her every hour, but should
check more often on the video moniter, DSAE
noted that Client #1 could move quickly,

When intarviewed on 9/21/17 at 8:65 a.m. DSAF
sald she was a regular full-time staff at the Maple
Ave home. When asked about Client #1's
communlcation book, DSA F sald the dlient didn't
like to use it. When asked where it was located,
DSA F said she didn't know, but she thought it
might be at the facility office.

When interviewed on 9/18/17 at 3;00 p.m. the
QIDP sald Client #1 had not previously eloped
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from this facility. She said Client#1 had a history
of elopement from hisfher prior placement. Client
#1 also had a history of trylng to go out the exit
doors at this facility without staff accompanying
him/her, but staff had seen the client and either
redirected hinvher or gone outside with the client.
The Incidents of attempts Lo leave the house
without staff were not being tracked/documented.
The QIDP said since the elopement incident on
9/10/17 she was working on a behavior program
to address the elopement, but had not completed
it yet. The two staff present at the time of the
incident on 9/10/17 were not regular staff for the
Maple Ave home, The staff were fill-in staff from
Des Moines and had worled at the house for the
past month or so, The regular staff person
working that shift had lsft to go pags medications
at another house, Whein questioned what Client
#1's level of supsrvision should have been if
he/she went to bed around 7:45 p.m., the QIDP
sald since It was not the overnight shift, the staff
should have been checking on Client #1
approximately every 20-30 minutes. The QIDP
noted there was a video monitor in the living room
that showed Client #1's bed, due to the client's
seizure disorder, so the staff could have checked
the monitor, The exit doors had door chimes
when opened, which should have aleried the
staff, Slnce the elopemant incident on 9/10/17,
the QIDP said the managsiment team had held a
meeting on 9/18/17 to discuss the Incident and
possible solutions. She sald staff were being
reminded/retrained to have one staff stay in the
front common area of the home et all times,
which ensured better monitoring of the exit doors.
The QIDP was unable to produce documentation
of the staff tralning at the time of the Intetview.

On 9120/19 around 900 a.m,, the QIDP produced
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an emall from the HM that stated she trained DSA
Aand DSA B by phone on 8/11/17 to ensure cllent
safety and make sure fo have one staff person
monitaring the front area, In the emall the HM
said she also trained DSA G and DSA D by phone
on 9/1/17. The QIDP also provided a fraining
sheet wiitten by the DSS with dates ranging from
9112117 to 971817 documenting training of
varlols staff to remind staff that at one staff
needed fo be in the central common area at alt
times. The QIDP also had the minutes from the
management meefing held on 9M18/17 {o discuss
the elopement. The team determined a Wander
Guard type of system wolld be the best option,
No timeline for implementation was noted. The
HM also sent an email to the QIDP on Friday,
9/15M7 at 7.32 p.m. that read, "All staff are going
to have ta be trained regarding (Client #1's)
etopement, Responding to door chimes, knowing
client whereabouts, and ensuring there is one
person up front® When Interviewed on 8/20/17 at
9:00 a.m, the QIDP sald she had not seen the
9/16M7 email from the HM until Monday morning,
8/18/17.

When interviewed on 9/21/17 at approximately
10:30 a.m. regarding initial training on Client #1
for DSA A and DSA B, the QIDP stated they
should havs documented they had read Client
#1's 1SP and program plans. The QIDP sald staff
wera also supposed to recelve "site training" to
familiarize ther with the home and the clients;
hut that typs of training had nof been not
documented until very recently, so the QIDP did
not know if DSA A or DSA B had recelved the site
fraining. The QIDP was able to locate
documentation DSA A signed off on
acknowledging Client #1's ISP on 8/10/17. There
was no documentation for DSA B regarding Client
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#1's ISP, DSA A acknowledged reading Client
#1's communication program on 8/41/17, the day
after the incident. DSA B acknowledged reading
Client #1's communication program en 7/18/17.
However, there was no information in the ISP ot
any of Clienl #1's programs ragarding elopement.
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