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The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials In accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:

Based on interviews and record review, the
facility failed to ensure staff immediately reported
potential abuse to according to their policy. This
affected 1 of 1 clients (Client #1) during the
investigation of incident #74609-1, Findings
follow: :

Record review on 3/26/18 revealed a facility
investigation form initiated on 3/13/18. The
document revealed Direct Support Associate
{DSA) A reported an allegation of abuse on
3/13/18. The form indicated the alleged incident
occurred on 3/12/18,

Record review on 3/26/18 revealed the facility
Mandaftory Reporter: Abuse and for Neglect of a
Dependent Adult policy. According to the policy,
"Any individual suspecting or withessing abuse
and/or neglect as identified in Code of lowa
232.68 must IMMEDIATELY: intervene to ensure
the safety of the person supported and; separate
the accused individual from further physical
contact with people supported and notify the
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Associate Director/Designee.”

When interviewed on 3/28/18 at 11:05 a.m, the
Program Manager (PM) confirmed she conducted
an investigation due to an allegation of potential
abuse toward Client #1 during personal cares on
3/12/18. The PM recalled DSA A said she failed
to report the potential abuse immediately
because she was new to the facility and felt
uncomfortable training the Certified Nurse's Aide;
the staff alleged to be abusive to Client #1.

When interviewed on 3/29/18 at 7:30 a.m. DSAA
recalled she assisted the Cerlified Nurse's Aide
{CNA) to change Client #1's adult incontinence
brief on the evening of 3/12/18. She noted she
left the bedreom to get a pad from another room
and heard a "smack." She confirmed she sent
her supervisor a text message to inquire if they
could meet the next day. She stated she failed to
report the incident when it occurred because she
was "flustered" due to working alone with an
untrained staff all night.

When interviewed on 3/29/18 at 8:20 a.m. DSAB
confirmed she came into work early on 3/12/18.
She sald she helped DSA A reposition Client #1 in
his/her bed then left the room to get more wipes.
DSA B recalied she heard a "smack" sound
coming from Client #1's bedroom prior to
re-entering the room, DSA B acknowledged she
failed to report the incident because she thought
DSA A informed a supervisor.

When interviewed on 4/3/18 at 9:50 a.m. the
Direct Support Supervisor (DSS) confirmed she
received a text message from DSAA on 3/12/18.
She presented the text message and noted DSA
A only asked if she could meet with the DSS
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sometime on 3/13/18. The text message lacked
any report of suspected abuse by the CNA.

When interviewed on 4/3/18 at 11:05 a.m. the
DSM confirmed she was unaware of the incident
on 3M2/18 until 3/13/18, She recalled the DSS
told her about the incident as soon as DSAA
reported it
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MOSAIC Wright County
319 Country Club Drive
Belmond, IA 50421
PLAN OF CORRECTION
Investigation #74609-1

Investigation Date: 3/26/18 — 4/4/18

W 153 483.420(d)(2) STAFF TREATMENT OF CLIENTS:

1. All DSAs will be retrained on the procedure for reporting abuse/mistreatment at Belmond
2, by the QIDP or DSS to prevent recurrence of this deficiency.

2. All temp staff working in WC will be trained on the policies and procedures for reporting
abuse/mistreatment by the QIDP or DSS prior to working direct care in the [CF/ID homes
to prevent recutrence of this deficiency.

3. The temp staff involved in this incident no longer temps in Wright County.

4. All new employees receive Mandatory Reporter training prior to working in the home,
which is monitored by the Human Resource Generalist.







319 Country Club Drive
Belmond, 1A 50421

Citation
Mosaic in Northern lowa

tA. Dept. of Inspections and Appeals

Health Facllities Division
Investigation #6792

Survey Date: 3/26/18 — 4/4/18
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W153 483.420
64.33(1)
52.2{2)a
Allegations of dependent adult
ahuse,

235E.2(3)a

Dependent adult abuse in
facilities and programs

(d)(2)

All DSAs were retrained on
the procedure for reporting
abuse/mistreatment at
Belmond 2, by the QIDP or
DSS to prevent recuirence of
this deficiency.

All current temp staff
working in WC have been
trained on the policies and
procedures for reporting
abuse/mistreatment by the
QIDP or DSS.
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