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At the time of the annual survey a deficiency was S @ CLH’[?F mé
.

cited at WA40. lowa Administrative Gode
Chapter 50.9(4} was also cited. See State Form,

W 440 | EVACUATION DRILLS W 440 W 0 C
CFR(s): 483.470()(1)

The facility must hald evacuation dillis at least Q’ } f g ] 5/

quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on interview and record reviaw, the facility
falled to ensure quarterly {every 90 days) fire
drills were conducted on each shift. This
potantially affected 8 of 8 dlients residing in the
facility, Finding follows:

Record review on 1/3M7 of facllity fire drills
conducted between January 2017 and January
2018 revealad a third shift fire drill was completed
on 3/31/17 and 6/26/17. No other fire drills were
conducted on third shiit for the rest of the year,
The facility faifed to camplete a fire drill on the
third shift during July, August and September or
Qctaber, November or Decembsr of 2017,

Further record review on 1/3/17 revealed the
facility failed to conduct a second shift fire drill in
July, August or September of 2017.

When interviewed on 1/4/18 at 9:45 a.m., the
Program Coordinator/Qualified Intellectual
Digability Profassional {PC/QIDP) confirmed the
facility falled to ensure quarterly fire drills were
conducted on the sacond and third shifts.

(%8) DATE
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Any deflolerioy statement ending with an asterisk * denoie?/a _(éeﬁéiancy which the instllutlon may ba excused frony correcting providing it is determined that
other safeguards provide sufficlent prolection Lo the patientsi.{8ee Instructlons,) Except far nursing homes, the idings slated above are disclosable 90 days
followlng the date of survey wheather or nol a plan of correctlon Is pravided, For nursing homes, the above findings and plens of correclion are disclosable 14
days followlng the date these documents are made avallable to the facliily, i deficiencies are ciled, an approved plan of correction is requisiie to continued
program participation,
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C 209 01-50.9(4) Background Checks

481-50,9(135C) Criminal, dependent adult abuse,
and child abuse record checks.

50.9{4) Validity of background check results. The
results of a background check conductad
pursuant to this rule shall be valid for a period of
30 calendar days from the data the results of the
background check are recelved by the facllity.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to comply with state regulations (lowa
Administrative Codes 441- 119.4(3)c, 481-
50.9(4) and lowa Adminiatrative Codoe 481-64.34)
regarding pre-smployment screenings. The
facility failed to consistently obtain employee
background checks within 30 days of hire for new
amployees. Finding follows:

Reacord review revaalad Direct Suppaort Assoclate
{DSA) A had a background check completad on
2817 and 8/16/17. The facllity listed DS A's hire
date as 3/13/17, The file contalned a Single
Contact and Background Chack {SING) dated
2/8117, which clearad DSA A to work in the home.
The date of hire occurved greater than 30 days
after complation of the first backgratind check,
The sacand bacdkground check did not cceur until
after the date of hire.

According to 441-119.4(135C), 19.4(3)c. record
check evaluations are valid for 30 days from the
date the notice of decision is issued.

When interviewed on 1/2/18 at 2:15 p.m. the
Human Resources Business Partner confirmed
the facility's initial background check was not
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within thirty days of hire. She stated the facility
completed an audit in August, 2017 and identified
some staff's background checks notin
compliance therefore a secand background
check was complatsd.
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MOSAIC Forest City
101 Kelly’s Cout
Forest City, IA 50436
PLAN OF CORRECTION

Survey Date: 1/2/18 - 1/4/18

W 440 483.470())(1) EVACUATION DRILLS:
1. The Associate Director will review the drill schedule and forms with the DSSs.
2. The DSS will be responsible for completing all drills according to the drill scheduled on a
monthly basis. Drills will not be able to be delegated to DSAs in the home,
3. The Associate Director will review the drill forms, monthly, to prevent recurrence of this
deficiency.
4. Completion Date; 2/15/18

C 209 01-50.9(4) BACKGROUND CHECKS:

1. Ali out of compliance background checks were re-submitted in August and are now
current and up to date.

2. SING checks are completed by the cotporate office and staff will not start if their SING is
past 30 days.

3, SING dates will be monitored by the Human Resources Business Pariner each time a new
employee is hired and their start date has been determined, to prevent recurrence of this
deficiency. If the employee start date is past 30 days of the SING being completed then
the Human Resources Business Partner will request a new SING and change the
employees start date, -

4. Completion Date: 2/15/18
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