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A recettification survey was conducted on ’
12110118 - 1/2/19.
Deficiencies included W125, W130, W149,
W210, W215, W268, W440, and W454. C)
In addition, Investigation #80058-] was conducted b
durlng the survey and resulted in deficiencies H
written at W26, W148, W149, W154, W191, : k
W94, W234, W30, W268, and W368, The })‘ s
investigation also resulted in lowa Administrative -
Code (IAC) Chapter 50.7(3) cited.
Investigation #80137-1 was also conducted during
the survey and resulted in deficlencies written at
W148, W149, W154, W194, W2185, W234,
W249, and W268,
W 148 | COMMUNICATION WITH CLIENTS, PARENTS W148| w148 COMMUNICATION WITH CLIENTS,

&
CFR(s): 483,420(c)(6)

The facllity must notlfy promptly the client's
parants or guardian of any significant incidents, or
changes in the cllent's condition including, but not
limited to, serious illness, acciderit, death, abuse,
or unauthorized absencs.

This STANDARD s not met as evidenced by:
Based on interviews and record review, the
facility failed to notify guardians of significant
Incidents In a fimaly manner. This affacted 3 of 4
clients (Client #2, Client #3, and Client #6)
reviewed during Investigations #80058 and
80137-. Findings follow:

1. Record review revealed the following

PARENTS & CFR(s).

Mosaic will nolify promptly the cllent's parents or
guardlan of any significant Incldents, or changes
in the client's condition Including, but not limited to
serlous Hiness, accident, death, abuse, or
unauthorized absence. Spacliically, Mosaic's
Family/Agency Contact pollcy will be revised to
include guardian and famlly notification being
documented on the GER (general event reporf},
Mosaic employees will be refralned on the ravised
policy. The PMIQIDP will ensure guardlanffamily
is notifled of significant incidents and notification
documented in the GER. Assaciate Dlrsctor will
monttor guardian notification via GER raview and
approval within 72 hours of GER being submitted.

Responsible person(s): PM/QIDP

4/21/19

TITLE

1/57/ 2019

[X8) DATE

LABORATORY DIREGTOR'S GH PROVIDER/SUPP ,!,E RERRESENTATIVE'S SIGNATURE
kmﬁ//}% /AD
/ v

Any daflciency statement anding with ﬁrésterisk * denotes a dej(clancy which the Institutlon may be excused frand correuffng providing it Is determined that .
other safeguards provide sufflcient protection to the patlents , (8ee Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliawing the date of survey whether or not a plan of cerrection |s provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made avaliables to the facllity. If deficlencies are clied, an approved plan of correction Is requisite to continued

program participation.
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VW 148

Gontinued From page 1
poer-to-peer aggressions with injury.

a. Client #2's GER, dated 10/15/48, documented,
"(Client #2) was walking down the hallway. He
stopped in front of (Client #1's) doorway, (Client
#1) was upset and had been hitting the wall and
pulled the call light in his bathroom. Staff was
with him at this fime. (Client #1) (picked) up a
hard plastic cup (and) threw it at (Client #2)
striling him in the nose. This resulted in a bloody
nose, Staff with (Client #1) stepped in front of
him to prevent any further aggressions and
another staff came and got {(Client #2} taking him
to the bathroom where he applied a wet towel to
his nose to help stop the bleeding. {Lisensed
Practical Nurse (LPN)} A) was calied and she
came and looked at (Client #2's) hose cleaning it
and holding a wet cloth to his nose until the
bleeding stopped.” Documentation of guardlan
notification could not be located.

b. Client #2's GER dated 11/1/18, documented,
"(Client #2) was sltting on the couch next to
{Clent #1) and was talking to staff
inappropriately. (Client #1) got upset and
punchsd (Client#2} in the left eye.
Dooumentation of guardian notifieation could not
be located, -

c. Client #6's GER, dated 11/5/18, documented,

"(Client #6) was sitting on the couch In the living
room area. (Client #1) became upset, went into
the dining room area and grabbed (Client #6's)
right arm biting him In the wrist area. Staff
intervened. Had {Clent #1) move away and
contacted the nurse (LPN A)." Decumentation of
guardian nofificaion could not be focated.

d. Client #2's GER dated 11/11/18, documented,

W 148
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W 148 { Continued From page 2

"(Client #2} and (Client #7) were chasing each
other around the dining room and (Client #2) went
into the kitchen and grabbed a butter knife,

{Client #2) then threw it at (Client #7) hitting him
on the right side of the back leaving a small read
mark..." Documentation of guardian notifieation
could not be located.

8. Client #2's GER dated 11/18/18, documented,
Client #2 and Client #7 were messing around and
Client #7 slammed Cliant #2's finger in the pantry
| door. Client #2 sustained a cut on his finger.
Documentation of guardian notification could not
be located.

i. Client #3's GER dated 12/15/18, documented,
Client #1 smacked Cllent #3 across the face,
Client #3 sustained a red mark on his right cheek.
Documentation of guardian notification could not
be located.

2. Record review revealed facifity Investigation
Report dated 11/9/18, indicated, "(Client #2) was
found by staff in (Client #3's) bedroom. They
were both under the blanket on (Client #3's) bed.”
The facility nofified Client #3's guardian on
11/14/18, five days after the Incident.

When interviewed on 11/18/18 at 12:29 p.m. PM
A confirmed the facility failed to notify guardians
of significant incidents in a timely manner,
W49 | STAFF TREATMENT OF CLIENTS

CFR(s): 483.420(d)(1)

The facliity must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuss of the client,

W48

W 149

W149 STAFF TREATMENT OF CLIENTS

Mosalc must develop and implament writion
policles and procedures that prohibit mistreatmont,
neglact orabuse of the dlient. Specificatly, Mosalc
wili report all suspected or allegations of
mistreatment, neglect or abuss, as weall as injuries
of unknown within 24 hours of the report. Staff will be
tralned on the Paer to Pear Mistreatment, Abusa,

(continued on page 4)
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8 clients {Glient #1 - Client #8) living in the horne.
Findings follow:

1. Record review revealed facility Investigation
completad 11/16/18, indicated on 11/9/18, "(Client
#2) was found by staff in (Client #3's) bedroom.
They wers both under the blanket on (Glient #3's)
bed." Documanted summary of evidence
indloated, "When interviewed (Client #3) sald that
(Client #2) touched him In his private area on top
of his pants. When Interviewed, (Client #2) sald
that he did not fouch (Client #3). Staff who were
interviewed could not see if (Client #2) fouched
(Client #3) because they were both under a
blanket. (Direct Support Assoclate (DSA) Q)
could tell that (Client #2) was touching himself."
Documented Analysis and Findings indlcated,
"(Client #2) may have accidentally touched (Cllent
#3). It is not known if he did touch him or not."

No documented recommendatlons of
management review couid be located.

Additlonal record review revealed Investigations
and Inqulries policy, dated 8/15/14, indicated,
“Invastigafions will be completed, and the
Assoclate Director, Executive Director notlfled of
the outcame, within five (5} business days,
defined as Monday through Friday, excluding
holidays. if circumstances prevent completion
within thls time frame, a Status Report including
progress and information will be completed, with
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W 149 | Continued From page 3 W 148| w148 (confinuad from pg 3}
and Exploltation palicy and how to Identify peer to
This STANDARD Is not met as evidenced by! peer abuse. If the allegations comes to the
Based on observations, interviews and record Assoclato Director (AD) that they are unsure
reviews, the facility failed to ensure facility staff or it It doostt meet the definition of abuse, the AD
consistently implemented policles to prohiblt will consult with the Executive Director to make that
abuse, neglect, or mistreatment; including dedislon.
Incidents and Injuries, Peet-to-peer Aggressions,
and investigations. This potentially affected 8 of Responsible person(s): Assoclate Director 42119
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anticipated time frame for full completion. The
Investigation Report will be completed within
seven (7) working days of the completion of the
Investigation. Administrative staff must respond
to substantiated allegations within 10 working
days after the completed report. All actions taken
must be documented including any plans
developed with time frames and responsible
persans to address any findings in the report or
Supplemental Management Report. A
management plan should also be developed,
documented and carrled out to address any
additional findings/racommendations from any
Supplemental Management repart including
timeframes and responsible pecple. This
complated plan should be kept In a separate file
from the otlginal investigation file."

When Interviewed on 12/12/18 at 1:47 p.m.
Pragram Manager (PM} B reported she
completed the nvestigation. She stated
someone alse made the recommendations on
Investigations.

When Interviewed on 12/12/18 at 2:09 p.im. the
Interim Execulive Director (ED) confirmed the
facility management failed to review and
dacument recommendations for the investigation.
She stated through the internal investigation, the
facility felt the incident did not happen and
stopped the internal investigation,

2. Record review revealed the following:

a. Glient #2's GER dated 11/11/18, indicated,
“(Cltent #2) and (Client #7) were chasing each
other around the dining raom and (Client #2) went
into the kitchen and grabbed a butter knife.
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GClient #7 slammed Client #2's finger in the pantry

(Client #2) then threw it at (Client #7} hitting him
on the right side of the back leaving a small read
mark.."

b. Client #2's GER dated 11/18/18, indicated,
Client #2 and Client #7 were messing around and

door. Client #2 sustained a cut on his finger.

¢, Cllent #3's GER dated 12/15/18, indicated,
Glient #1 smacked Client #3 across the face.
Client #3 sustained a red mark on his right chesk.

Fusther record review falled to produce
documentation of these Incidents on the facllity's
peer-to-peer agoression tracking form.

Additional record review revealed Peerto-Peer
Aggressions Procedure dated 1/18/17, directed,
*On the tracking form document the Date, Name
of the Aggressor, Name of the Victim, the
Program Coordinator and Nurse that you notified,
Yas for GER (General Events Record)
Complated, and your sighature along with
whether or not an injury occurred.”

When interviewed on 12/12/18 at 11:00 a.m. PM
A confirmed the faallity failed to follow the
peer-to-peear aggression procedure by failing to
document all peer-to-peer aggressions on a
tracking form.

3. a. Observations on 12/47/18 at 3:62 p.m.
revealed Client #2 asked for a bandage for the
abrasion on his right knes. Client #2 also had
bruising on his right arm.

Record review on 12/18/18 revealed a GER could

FORM GMS-2667(02-98) Previous Versions Obsolste Event ID: BMUW11
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not be located for Client #2's abrasion on his right
knee or the bruising on his right arm,

b. Observations on 12/17/18 at 4:10 p.m.
revealed Client #3 cut his finger while assisting in
the kitchen. Direct Support Specialist (DSS) gave
Client #3 a bandage,

Record review on 12/18/18 revealed no GER
could be located for Client #3's injury to his finger.

Record review revealed Incident Reparting policy
dated 1/1/15, Indlcated, "A GER must be
campleted Immedialely in Therap or as soon as
possible following the incident. (Must be prior fo
the observer's end of shiff)." -

When interviewed on 12/18/18 at 11:30 a.m. PM
A confirmed the facility failed to complete GERs
on Client #2 and Client #2's injurles.

4. a, Record review revealed Client #5's GER,
dated 10/10/18, indicated Clisnt #1 punched
Client #5 between the shoulder blades.
Documentation of follow-up from nursing could
not ba located.

b. Record review revealed Client #5's GER dated
9/26/18 Indicated Cllent #1 walkad into the dining
room and punched Client #6 in the back batween
the shoulder blades. Documentation of follow-up
from nursing could not be located,

Record review of Mosaic's Pesr to Peer
Aggressio Procedures, dated 12/30/14, directed,
"If there is aggression that leaves no immediate
injury a 24 hour assessment will be inltiated. If an
injury occurs anytime within 24 hours the
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nofification process will begin.”

When interviowed on 12/18/18 at 11:56 a.m.
Licensed Practical Nurss {LPN} A confirmed the
facility failed to follow up on peer-to-peer GERs
per pollcy. WAS4 STAFF TREATMENT OF CLIENTS
W 154 | STAFF TREATMENT OF CLIENTS W 164 . .
GFR(s): 483.420(c)(3) Mosaic must have avidence that all alleged violations
are thoroughly Investigated, Mosaic Investigations and
Ingulries polloy will be updated and employees
trained on the updated policy. The Investigation
Coordinator, Executlve Director, and Assoclate
Director will review Investigation packat for

The facility must have evidence that all alleged
violations are thoroughly Investigated.

This STANDARD s not met as evidenced hy: thorotghness and follow up recommendations. The
W54 general investigations findings for trends and
Based on interview and record review, the facllity addiffonal recommendation will be reviewed by the
falled to conduct thorough investigations inte Human Rights Commitiee, Safety commiitee
potential sexual abuse and peer-to-peer (If applicable) and TEAMS meatings every month.

aggressions, This potentially affected 8 of 8
cllents (Client #1 - Cllent #8) living in the home.
Findings follow: : Responsible person(s): Quallty Assurance Manager 4/21/18

Refer to W48 and W249 for additional
information.

1. Record review tevealed facility investigation
dated 41/16/18, indicated on 11/9/18, "(Client #2)
was found by staff in (Client #3's) bedroom. They
were both under the blanket on (Client #3's) bed."
The investigation also listed what witness
stataments the investlgator collected during the
internal Investigation. The list included Direct
Support Associate (DSA) C, DSAD, Client#2,
Client #3, and Direct Support Specialist (DSS).
No withess statement collected from DSA B,
Temporary Agency Staff (TA) B, or TAC could e
located,
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When interview on 12/12/18 at 11:49 a.m., DSAB
reported she worked tha inoring of 11/9/18, but
denied being part of the incident with Client #2,
She stated she found out about the incident later.

When interviewsad on 12/12/18 at 1:35 pm. TAC
reported she worked the morning shift on 11/9/18.

When Interviewed on 12/12/18 af 4:15 p.m., DSA
D reported he arrived at the home on 11/9/18 at
2:40 p.m.

When interviewed on 12/11/18 at 3:14 p.m. DSA
C reported he worked the second shift on
11/9/18.

When interviewed on 12/11/18 at 3:58 p.m. TAB
reported she worked the evening shift on 11/8/18.

Record review revealed Investigations and
Inquiries policy dated 8/16/14. The policy
indicated, "People being interviewed may include:
staff who is the alleged perpetrator, the alleged
victim{s); staff reporting the incident, staff on duty
during the incident, staff who worked with the
person on a regular basis, other people served
who can communicaie using words, and the
nurse, doctor, or anyone else who may have had
contact with the person."

When Interviewed on 12/12/18 at 1:47 p.m,
Program Manager (PM) B confirmed the facility
falled to condugt a thorough investigation on the
incident between Client #2 and Client #3.

2. Record review revealed peer-ito-peer
aggressions with injury:

a. Client #3's General Event Reports {GER) dated
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9/27118. PM B documented, "After finlshing
supper (Client #3) was seated at the table.
(Client #1) was done with supper and standing by
the computer foom. He was watching (Client #3)
and{. He became agitated for some reason and
came over and punched (Staff) lightly on the left
arm. Went back to the wall and became agitated
again and picked up a kitchen ghair and threw it
toward (Client #3) hitting him on the right cheek
bone." No internal inquiry could be located,

b, Client#2's GER dated 10/15/18. PMA
documented, "(Client #2) was walking down the
hallway. He stopped In front of (Client #1's)
doorway. (Client #1) was upset and had been
hitting the wall and pulled the call light in his
bathroom. Staff was with him at this time, (Client
#1) (picked) up a hard plastic cup (and) threw It at
{Client #2) striling him in the nose. This resuited
in a bloody nose. Staff with (Client #1) stepped In
front of him to pravent any further aggressions
and another staff came and got (Client #2) taking
him to the bathroom where he applied a wet towe!
to his nose to help stop the bleading, (Licensed
Practical Nurse {(L.LPN} A) was called and she
same and looked at (Client #2's) nose cleaning it
and holding a wet cloth to his nose uniil the
bleading stopped.” No ihternal inquiry could be
located.

¢, Client #2's GER dated 11/1/18, indicated,
"(Cllent #2) was sliting on the couch next to
(Cllent #1) and was talking to staff
Inappropristely. {Client#1) got upset and
punched (Cliant #2) in the left eye. No internal
inquiry could ba lccated.

d. Client #6's GER dated 11/5/18, indicated,
“Client #6) was sitting on the couch in the living
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room area. {Clent#1) became upset, went Into
the dining room area and grabbed (Client #6's)
right arm biting him in the wrist area. Staff
intervened. Had (Client #1} move away and
contacted the nurse (LPN A)" No internal inguiry
cauld be located.

e, Client#2's GER dated 11/11/18, indicated,
"(Client #2) and (Client #7) were chasing each
olier around the dining room and (Client #2) went
into the kitchen and grabbed a butter knife.
{Glient #2) then threw it at (Client #7) hitting him
on the right side of the back leaving a small read
mark ..." No infetnal inguiry could be located,

f. Client#2's GER dated 11/18/18, indicated,
Client #2 and Client #7 were messing around and
Client #7 slammed Client #2's finger in the pantry
door. Client #2 sustainad a cut on his finger. No
internal inquiry could be located.

g. Client #3's GER dated 1271518, Indicated,
Client #1 smacked Client #3 across the face,
Client #3 sustained a

red mark on his right cheek, No internal inquiry
could be located.

Additional record review revealed Peer{o-Peer
Aggression policy dated 10/1/14, The policy
indicated, "An inquiry will be initiated as soon as
possible after the Incident ocours. Invastigators
trained will conduct an initial inquiry to determine
what happsned. They will interview staff on duty,
as well as people in service who were present,
They will also review the Lifestyle Plan and
Behavior Support plan to endure that both were
followed properly. They will document a
stmmary of their findings and made
racommendations as needed.”
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When Interviewsd on 12/12/18 at 2:09 p.m. the
interim Exacutive Director (ED} confirmed the
faciiity falled o conduct internal inquiries for
pear-to-peer aggressions,
W 191 | STAFF TRAINING PROGRAM VW 191| W191 STAFF TRAINING PROGRAM

CFR{s): 483.430(e}2)

For employees who work with clients, training
must focus on skills and competencies dirscted
toward clients' behavioral needs.

This STANDARD is not met as evidenced by:
Based on interviews and record review, the
faclity falled to provide behavioral intervention
training to all employees. This potentlally affected
all clients living in the home (Client #1 - Client
#8). Finding follows:

Record review revealed peer-to-peer aggressions
with Injury:

a. Client #3's Generat Event Reports (GER) dated
9/27/18. Program Manager {PM} B documented,
"Adter finlshing supper (Client #3)} was seated at
the table. (Client#1) was done with supper and
standing by the computer room. He was
watching {Client #3) and . He became agitated
for some reason and came over and punched
(Staff) lightly on the left arm. Went hack te the
wall and became agitated agaln and picked up a
Klichen chair and threw it toward (Client #3)
hitting him on the tight cheek bone.”

b. Cllent #2's GER dated 10/15/18. PMA
decumented, "(Cllent #2) was walking down the
hallway. He stopped in front of (Client #1's)
doorway. (Client #1} was upset and had been
hitting the wall and puiled the call light in his

reports.

Employeeé who worlc with clients, training must
focus onh skills and competencles directed toward
cllents' behavloral neads. Specifically, Mosale will
ansure employees who are warking at 105 KG

hold a current certiication in Mandt as oullined in
Mosale's Manhdatory Orlentation and Training policy.
This includes ensuring that all emp agency staff
worklng at 105 KC homa hold a current cettiflcation
in Mandlt as outlined In Mosalc's Mandatory
Orlentation and Trainlag policy. This will be
meonitared by the Staff Development Specialist
through monthly upcoming and past due tralning

Responsible Person(s): Direct Support Manager 412119
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bathroom, Staff was with him at this time. (Client
#1) (picked) up a hard plastic cup (and) threw it at
{Client #2) striking him In the nose. This resuited
in a bloody nose. Staff with {Client #1) stepped in
front of him to prevent any further aggressions
and another staff came and got (Client #2) taking
him to the bathroom where he applied & wet towel
to his nose to help stop the bleeding. (Licensed
Practical Nurse (LPN} A) was called and she
came and looked at {Client #2's) nose cleaning It
and holding a wet cloth to his nose until the
bleeding stopped.”

c. Client #2's GER dated 11/1/18, indicated,
"{Client #2) was sitting on the couch next to
(Client #1) and was talking to staff
Inappropriately. (Client #1) got upset and
punched (Client #2) in the left eye.

d. Client #6's GER dated 11/5/18, indicated,
"(Client #8) was sitting on the couch in the living
room area. (Cllent #1) became upset, want into
the dining room area and grabbed (Client #8's)
right arm biting him in the wrist area. Staff
intervened. Had (Client #1) move away and
contacted the nurse (LPN A)."

e. Client #2's GER dated 11/11/18, indicated,
"(Client #2} and (Client #7) were chasing each
other around the dining reom and (Client #2) went
into the kitchen and grabbed a butter knife,
(Client #2) then threw it at (Client #7) hitting him
an the right side of the back leaving a small read
mark..."

f. Cllent #2's GER dated 11/18/18, indicated,
Client#2 and Client #7 were messing around and
Client #7 slammed Client #2's finger in the pantry
door, Client #2 sustained a cut on his finger.
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g. Client #3's GER dated 12/16/18, indicated,
Client #1 smacked Client #3 across the face.
Client #3 sustained a red mark on his right cheek.
Additional record review revealed the following:
a. Facllity policy for peer-to-peer aggressions
dated 1074714, indicated, "All staff working directly
with people in service are MANDT frained.”
b. Course Completion History for MANDT training
indlcated many employees and Temporary
Agency Staff failed to complete the course,
When interviewed on 12/18/18 at 11:32 PMA
confirmed the facliity falled o ensure MANDT
training for all direct care employees. She stated
the facllity was working on a date and time to get
the temporary staff tralned.
W 194 | STAFF TRAINING PROGRAM W 104!  W104 STAFF TRAINING PROGRAM
CFR(s): 483.430{e){4} Mosaic staff must be able to demonstrate the skills
and techniques necessary {o implement the
staff must be able to demonstrate the skilis and Individual program plans for each cllent for whom
tachnigues necessary to implement the individual they are responslble, Specifically, PM/QIDP will
program plans for each cllent for whom thay are attend monthly 105 house meetings to review
responsible. updates o Individual Support Pians and programs.
Staff witl acknowledge new and updated 15Ps and
progeams In THERAP, This will be monitored by
This STANDAKRD is not met as evidenced by: monthly house meating notss, monthly
Based on obsetvations, Interviews anq record acknowledgment reports In THERAP run by
reviews, the fgci!ity falled to‘p.rowde fraining PM/QIDP, and weskly supported routine
necessary to implement Iradwz'dual Program Plans observations by Direct Support Supervisor
(IPPs). This affected 2 of 4 clients (Cllent#1 and and PMIGIDP.
Chient #2) reviewed during investigations
#30058-| and #80137-.. Findings follow: Respohsible Person{s): Program Manager/QibP 4121119
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1. Obsarvations on 12/17/18 from 3:14 p.m. to
3:20 p.m. revealed Cllent #1 walked around the
home with nothing o do. When Temporary
Agency Staff (TA} B anived at the house, Cllent
#1 followed her around the house. From 3:20
p.m. to 3:30 p.m., Direct Support Associate (DSA)
F asked Client #1 to put away his clothes. Client
#1 put away his clothes and continued to walk
around the house. From 3:30 p.m. to 3:40 p.m.,
Cilent #1 started to cry and TA B talked to him.
After their talk, Client #1 continued to walk around
| the house. At 3.40 p.m., Client #1 and Client #8
hugged, Facility staff did not give redirection
given to Client#1. At 3:42 p.m., Client #4
recsivad a phone call and went to his bedroom.
At 3:45 p.m., Client #1 continued to walk around
the home and stuck up his middle finger at DSA
G. Facility staff did not provide any redirection.
From 3:47 p.m. to 3:52 p.m., Client #1 talked to
Diract Suppott Specialist (DSS) and TAB. At
3:55 p.m., Client #1 became upset, walked
passed Client #4 and hit him on the back. Client
#4 walked into the kitchen and threw his glasses
on the floor, yelled and banged on the counter.
Facility staff tried to talk to Client #1. Client #1
grabbed a iull can of foad and threw it toward the
couch where Cllent #6 lay. The can hit the upper
cauch cushion above the back of Client #68's
head. Client #1 walked out of the kitchen towards
Client #8 and spit at Client #3. Facility staff
redirected him to his badroom. TAB and Client
#1 walked around the building and back inside.
From 4:07 p.m. to 4:17 p.m., Client #1 sat with TA
B while she temporarily fixed his eyeglasses. At
4:21 p.m., Client #1 asked TA B to clean his
eyeglasses. TAB cleaned the glasses without
assistance from Client #1. At4:23 p.m., Client #1
asked D8S for his money, She told him he could
have his money af 7:30 p.m. and asked Citent #1

W 194
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‘wallked back to his bedroom,

Continued From page 15

1o do his chores., Client #1 stated he did hot
know what chores to do. XSS did not respond.
Client #1 walleed to the kitchen and ate out of a
dirty bowl sitting next to tha sink. From
approximately 4:30 p.m. to 5110 p.m., Client#1
sat in the living room with nothing to do. At5:10
p.m., Client #1 sat in the office with TAB. At 5:14
p.m., Client #1 sat at the dining table and looied
at his daily schedule, Facility staff did not
encourage him to foliow his daily schedule. From
5:14 p.m. to 5:25 p.m., Client#1 sat at the dining
table with nothing to do. At £:25 p.m., Client #1

Record review revealed peer-to-peer aggressions
with Injury:

a, Client #3's General Event Reports (GER) dated
9/97/18, Program Managsr (PM) B documented,
"After finishing supper (Client #3) was seated at
the table. (Client #1) was done with supper and
standing by the computer room. He was
watching (Client #3) and |. He became agitated
for some reason and came over and punched
(Staff) lightly on the left arm. Went back to the
wall and became agitated again and picked up a
kitchen chair and threw it toward {Client #3)
hitting him on the right cheek bone."

b, Cllent#2's GER dated 10/15/18. PM A
documentsd, *(Client #2) was walking down the
hallway. He stopped In front of (Client #1's}
doorway. (Client #1) was upset and had been
hitting the wall and pulled the call light in his
bathroom. Staffwas with him at this ime. (Client
#1) (ploked) up a hard plastic cup (and) threw it at
{Client #2) strlking him In the nose. This resulted
in a bloody nose. Staff with (Client #1) stepped in
front of him to pravent any further aggressions

W 194
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and another staff came and got (Client #2) taking
him to the bathroom where he applied a wet towel
to his nose to help stop the bleeding. (Licensed
Practical Nurse {LPN} A) was called and she
came and looked at {Client #2's) nose cleaning it
and holding a wet cloth to his nose until the
bleeding stopped.”

c. Client #2's GER dated 11/1/18, indicated,
"{Client #2) was sitting on the couch next to
(Client #1) and was talking to staff
inappropriately, (Client #1) got upset and
punched (Client #2) in the left aya.

d. Client #6's GER dated 11/6/18, indicated,
"(Client #86) was sitting on the couch in the living
room area. {Client #1) became upset, went into
the dining room area and grabbed (Client #8's)
tight arm biting him in the wrist area. Staff
intervened. Had {Client #1) move away and
contacted the nurse (LPN A)."

e, Client #3's GER dated 12/15/18, indicatad,
Client #1 smacked Client #3 across the face.
Client #3 sustained a red mark on his right chesk.

Additional record review revealed the following:

a, Client #1's Active Treatment Scheduls. The
schedule indicated from 3:00 p.m, {o 6:00 p.m.,
Client #1 should complete formal programs to
complete at least one hygiene skiff and one task.
The schedule also indicated Client #1 should help
with household tasks, personal hygiens, and
grooming, '

b. Client #1's written routine indicated Cilent #
should be engaged in an activity In his bedroom
ot away from the commeotlon of the kids arriving
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home from school, The written routine directed
facility staff to ask Client #1 what he wanted to
help with. i Client #1 had no suggestion, facility
staff should provide two options. The training
sighature sheet indicated the facility falled to train
all staff.

¢. Cllent #1's Behavior Support Plan (BSP) to
decrease targeted behavior dated 11/14/18. The
training signature sheet indicated the facility failed
to train all staff.

.d.-Cllent #1's Individual Support Plan (ISP) dated

10/17/18. The training signature shest indlcated
the facility started the training on 11/13/18 and
failed fo train all staff.

When interviewed on 12/18/18 at 11:32 a.m. PM
A confirmed the fagility falled to train all staff on
Cllent #1's support plans and schedtles,

2. Observations on 12/17/18 at 3:17 p.m.
revealad Cliant #2 stood next to the dining table
eating a snack. Fadility staff did hot provide
redirection for Client #2 to sit at the table. From
3:20 p.m. to 4:45 p.m., Cllent #2 walked around
the house with nothing to do. At 3:30 pm., Glient
#2 hugged and kissed TAB. At 3:32 p.m,, Client
#2 ran out the door, facility staff redirected him
back inside. Client #2 walked Inside and bear
hugged Client #4. DSAF asked Client #2 to stop
and Client #2 lst go of Client #4. Client #2 then
hugged DSAF, At4:41 p.m.,, PM A asked Client
#2 to wash the tables. Client#2 refused and PM
A did not offer Client #2 another choice of tasks.
From 445 p.m. to 4:54 p.m., Client #2 sat atthe
dining table and looked at baseball cards. At
4:54 p.m., Client #2 put away his laundry.
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W 234

Record review revealed facility investigation
dated 11/16/18, indicated on 11/9/18, "{(Client #2)
was found by staff in (Client #3's) bedroom. They
were both under the blanket on (Client #3's) bed."

Additional recotd review revealed the following:

a. Clisnt #2's Active Treatment Schedule. The
schedule indicated from 300 p.m. to 6:15 p.m,,
Client #2 should complete formal programs to
decrease inappropriate behaviors, participate in
an activity, clean his bedroom, and identify
medications. The schadule also indicated Client
#2 should go outside, play with Legos, draw/caler,
have one-to-one time with staff, play with
Pokemon cards, play a board game, or card
gams.

b. Clisnt #2's BSP to decrease inappropriate
behaviors dated 11/29/18. The training signature
sheset indicated the facllity falled to train all staff.

When inferviewed on 12/18/18 at 1132 a.m, PM
A confirmed the facllity failed to train all staff on
Client #2's support plans and schedules,
INDIVIDUAL PROGRAM PLAN

CFR{s}): 483.440(c}(5)(D)

Each written training program designed to
implement the objectives In the individual
progrant plan must specify the methods to be
used, }

This STANDARD is not met as evidenced by:
Based onh observations, interviews and record
reviews, the facility failed to ensure client
behavior supyport plans (BSP) Included clear
direction on strategies to be implementad. This

W234 INDIVIDUAL PROGRAM PLAN

Each written tralning program designed to Implenient
W234 the ohjectives in the individual program plan must  *
specify the methods to be used. Specifically, all BSPg
will be reviewed to determine what changes need to
be made to provide clear diraction to staff on how to
support a client for each identified behavior, Revisions
will ba trained and Implemented once IDT has
reviewed and approved, Some plans may not be fully
implementad but will bs in process. . This will be
monitored through monthly fite reviews and waokiy
ohservations by the Program Manager/QIDP,

Responslble person(s): Diract Suppert Manager 4/24119
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affected 2 of 4 cllents (Client #1 and Client #2)
reviewed during investigations #80068+ and
#80137-1. Findings follow;

1. Record review revealed pearfo-pser
aggressions with injury:

a. Client #3's General Event Reports (GER) dated
9/27/18. Program Manager {Pi) B documented,
"After Anishing supper (Client #3) was seated af
the table. (Client #1) was done with supper and
standing by the computer room. He was
watching {Client #3) and |. He became agitated
for some reason and came over and punchad
{Staff) lightly on the left arm. VWent back to the
wall and became agitated agaln and picked up a
Kdtchen chair and threw it toward (Client #3)
hitting him on the right cheek bone."

b. Client #2's GER dated 10/156/18. PMA
documented, *(Client #2) was walking down the
hallway. He stopped in front of (Client #1's)
doorway, (Client #1) was upset and had been
hitting the wall and pulled the call light in his
bathroom. Staff was with him at this time. {Glient
#1) {picked} up a hard plastic cup {and} threw it at
(Client #2) strlking him in the nose, This resuited
in a bioody nose. Staff with (Client #1) stepped in
front of him to prevent any further aggressions
and ancther staff came and got (Cllent #2) taking
him to the bathroom where he applied a wet towel
{0 his nose to help stop the bleeding. (Licensed
Practical Nurse (LPN) A) was called and she
came and looked at (Client #2's) nose cleaning It
and holding a wet cloth to hls nose untll the
bleading stopped.”

¢. Client #2's GER dated 11/1/18, Indicated,
“(Client #2} was sitting on the couch nextto
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{Client #1} and was talking to staff
Inappropriately. (Client#1) got upset and
punched (Client #2) in the left eye,

d. Client#6's GER dated 11/5/18, indicated,
"{Client #6) was sitting on the couch in the living
room area, (Client #1) became upsef, went into
the dining room area and grabbed (Client #6's)
right arm biting him in the wrist area. Staff .
intervened. Had {Client #1) move away and
comtacted the nurse (LPN A)."

e, Client #3's GER dated 12/15/18, indicated,
Client ##1 smacked Client #3 across the face.
Client #3 susiained a red mark on his right cheek.

Additional record review revealed the following:

a. Client #1's Behavior Support Plan (BSP) dated
11/14/18. The BSP indicated, "If {Client #1)
displays behaviors remain calm. Mave other
persons supported to an area away from (Client
#1). This can include their room, a different room
in the house or golng to another home if needed.
Thare are black "blocking” pads in the home,
Staff are encouraged to use these fo shisld his
hits or objects that are thrown at them., Try
switching out staff as when he Is Mad at a staffa
new face can sometimes deescalate the
sltuation. Ifitis safe encourage him to get out of
the house, ride his blke (staff will also need to
ride with him as {he may) leave the circle and ride
his bike around town). Encourage him to go for a
walk. 5taff can also encourage him to use
calming technigues such as taking deep
breathes, counting to ten, walking away or
1 listening to music on his MP3 player and wearing
his headphones." The BSP lacked clear
directions when Client #1 aggresses towards
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W239

other clients,

b. Client #1's written routine listed broad tasks,
stich as, "Help with something.” The wrltten
routing lacked clear direotions andfor specific
Itams for Client #1 to participate in throughout the
day.

When interviewed on 12/18/18 at 1:00 p.m. PM A
confirmed the facility failed to include clear
direction to decrease Cllent #1's aggressions.

2. Record review revealed facility investigation

dated 11/16/18, indicated on 11/9/18, "(Client #2)

was found by staff in (Cilent #3's) bedroom. They
were both under the blanket on (Client #3's) bed.”

Additional record review revealed Client #2's BSP
dated 11/29/18. The plan Indicated, *(Client #2}
has recently exhiblted an increased awareness in
sexuality and has been observed to masturbate.

(i} this oceurs when he is in a public area do not

shame him or draw attention to it. Quiefly fell him
that If he needs private time he should do itin his
bedroom. (Client#2) should never go inte
another persons suppotted bedroom. He also
shouid not have other people supported enter his
bedroom. If he starts to go Into a different
bedroom redirect him out of the room." The plan
lacks information and direction on inappropriate
touch.

When interviewed on 12/18/18 at 1:.00 p.m.
Program Manager A confirmed the facility fafled to
include clear direction for inappropriate touch In
Client #2°s BSP.

INDIVIDUAL PROGRAM PLAN

GFR(s); 483.440(c)(5)}vi}

W 239| w239 INDIVIDUAL PROGRAM PLAN

{continued on pgy 23)
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Each written tralning program designed to
Each wiltten training program designed to Implement the objectives in the Individual program
implement the objectives in the individual plan must specify provision for the appropriate
program plan must specify provision for the expressfon of behavior and the replacement of
appropriate expression of behavior and the inappropriate behavior, if applicable, with behavior
replacement of inappropriate behavior, if that Is adaptive or appropriate. Specifically, Mosaic
applicable, with behavior that is adaptive or willl review and revise BSPs as neaded to clearly -
appropriate. identlfy tralrting for replacament behavlor.,
Speclfically, all BSPs will he reviewed {o determine
) ) ) what changes need to be made to provide clsar
This STANDARD s not met as evidenced by: tralning for replacement behavior. Revislons will be
BE‘_SEd ?}_r: Ofbs‘iivaftl(.)]nz,;nt'emews atnd "“*“’0!“,’ tralned and implemented once IDT has
review, e facility ‘T’" e' < mlcor|pora e a_pOS'tNe reviewed and approved the plans. Some plans may
replacement behavior into client's behavior ,
. . not be fully implemented but will be in process.
support plans. This affected 1 of 3 clients (Client This will be monitored by the Qualily Assurance
#1) reviewed during investigation #80058-. " A th‘[’ onfl v b
Flnding follows: anager through monthly o reviews an
) waekly program observations by the PM/QIDP
Record review revealed peer-to-peer aggressions andjor Direat Support Supervisor.
with injury:
Responsible person(s). Assoclate Director 4{2119

a. Client #3's General Event Reporis (GER) dated
9/27/18. Program Manager (PM) B documented,
"After finishing supper (Client #3) was seated at

‘| the table. (Client #1) was done with supper and

standing by the computer room. He was
watching (Client #3) and L. He became agitated
for some reason and came over and punched
(Staff) lightly on the left arm, Went back to the
wall and became agitated agaln and picked up &
kitchen chair and threw It toward {Client #3)
hitiing him on the right cheek bane.”

b, Cllent #2’s GER dated 10/15/18. PM A
documented, "(Cliant #2) was walking down the
haliway. He stopped in front of (Client #1's)
doorway. (Client#1) was upset and had been
hitting the wall and pulled the call light in his
bathroom. Staff was with him at this time. {(Client
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#1) {picied) up a hard plastlc cup (and) threw It al
{Client #2) striking hlm in the nose. This resulted
in a bloogly nose. Staff with (Cllent #1) stepped In
front of him to prevent any further aggressions
and another staff came and got (Client #2) taklng
him to the bathroom where he applied a wet towel
to hls nose to help stop the bleeding. {lLicensed
Practical Nurse (LPN) A} was called and she
came and looked at (Client #2's} nose cleaning 1t
and holding a wet cloth to his nose until the
bleeding stopped.”

¢. Client #2's GER dated 11/1/18, indicated,
"(Client #2) was sitting on the couch next to
{Client #1) and was talking to staff
inappropriately. (Client#1) got upset and
punched (Cllent #2) In the left eye.

d. Cllent #6's GER dated 11/6/18, indicated,
"Client #6) was sltfing on the couch in the living
room area, {Client#1) became upset, went Into
the dining room area and grabbed (Client #6's)
right arm biting him in the wrist area, Staff
intervened. Had (Client #1) move away and
contacted the nurse (LPN A}"

o. Cllent #3's GER dated 12/16/18, Indicated,
Client #1 smacked Cllent #3 across the face,
Client #3 sustained a red mark on his right cheak.

Additional record review revealed Client #1's
Bohavior Support Plan (BSP) dated 11/14/18,
The BSP indicated, "if {Client #1) displays
behaviors remaln calm. Move other persons
supported to an area away from (Client #1). This
can include thelr room, a different room in the
house or going fo another home if needed, There
are black "blocking" pads in the home. Staff are
encouraged to use these to shield his hits or
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objects that are thrown at them. Try switching out
staff as when he is Mad at a staff a new face can
sometimes deescalate the sltuation. I it is safe
encourage him fo get out of the house, rids his
bike (staff will also need to ride with him as (he
may) leave the circle and ride his bike around
town). Encourage him to go for a walk, $taff can
also encourage him to use calming techniques
such as taking deep breathes, counting to ten,
waiking away or fistening to music on his MP3
player and wearing his headphones." The BSP
lacked information on how to sfrengthen
appropriate behavior,

When interviewed on 12/18/18 at 1:00 p.m. PM A
cenfirmed the facility failed to provide information
on how fo strengithen appropriate behaviar.
PROGRAM IMPLEMENTATION

CFR(s): 483,440(d)(1)

As soon as the Interdisciplinaty team has
formulated a client's individual program plan,
each client must recelve a continuous active
treatment program consisting of needed
Interventions and services In sufficlent number
and frequency to support the achisvement of the
objectives identified in the individual program
plan,

This STANDARD s not met as evidenced by:
Basad oh intervlews and record reviews, the
facility failed to ensure clients recelved neadad
supports and services as outlined In the Individual
Support Plan (ISP). This affected 1 of 2 clients
{Client #2) reviewed during investigation
#80137-1, Finding follows:

W239

W249 PROGRAM IMPLEMENTATION
As soon as the interdisciplinary téam has

W 249

program consisting ¢f needed interventions
services in sufficlent number and frequency
support the achlevement of the objectives

Direct Support Supervisar and/or PM/QIDP,

formulated a cllent's individual program plan, each
client must recelve a continuous active treatment

identifled In the individual program plan, Specifically,
oach persan has an updated active treatment
schedule with supervision requirements and activites
to engage and support the person through the day.
Staff will be frained on active freatment schedules,
how to read, how to uss, and expectations to follow.
This will be monitored by weekly ohservations by

Responsible person(s}: Diract Support Manager

and
to

421719
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Refar to W149 and W1i5b4 for addifional
information.

Record review revealed Record review revealad
facllity investigation dated 11/16/18, indicated on
11/818, "(Client #2) was found by staff in (Client
#3's) badroom. They were both under the
blanket on {Gllent #3's) bed."

Additionai record review revealed Client #2's
Individual Data sheat dated 4/30/18, indicated,
"(Client #2) requires 24 hour supervision. Staff
need to be aware of where he is and what he is
doing."

When interviewed on 12/11/18 at 1:68 p.m.,
Direct Support Associate (DSA) B reported she
did not work on 11/9/18. She stated the
supervision level for Client #2 and Client #3 was
general, you heeded to know their whereabouts
at all times.  After the Incident on 11/9/18, the
facility restricted Client #2 from other bedrooms.

Additiona! interview on 12/12/18 at 11:49 am.,
DSA B reported she worked on 11/9/18, but
denied being part of the incident with Client #2.
She stated she found out about the incident later,
DSA B remembered she checked on Client #2
and Client #3 shorlly before 3:00 p.m. They were
in Client #3's hedroom. When she walked into
the bedroom, she asked what they were doing.
She stated they were on Client #3's bed. One
client sat on top of the blanket and one was under
the blanket. She denied observing elther client
with thelr pants down. They told her they were
watching 7.V, DSA B asked Cllent #2 to leave
the room, but did not wait for Cllent #2 to leave
the bedroom. DSA B walked out of Cllent #2's
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bedraom and asked the staff she worked with if
they knew Client #2 was in Client #3's bedroom.
DSA B could not recall who else worked with her.
The other staff told DSA B she gave Client #2
permission to go'to Client #3's badroom to watch
T.V. DSA B was unawars if the other staff had
checked on Client #2 or Client #3 before she did,
When the evening staff arrived, DSA B informad
the staff Client #2 was in Client #3's bedroom.
DSA B did not know if Client #2 could be in other
bedrooms. She stated usually Client #2 did not
enter other bedrooms. DSA B explained Clisnt
#2 had a behavior program for stealing. She
stated Client #2 stole items, shirts, and money,
out of other client bedrooms.

When interviewed on 12/12/18 at 1:35 p.m.
Temporary Agency Staff (TA) C reported she
wotled the morning shift on 11/9/18. Client #2
did net go to school that day and the "normal"
clients were in the home. Client #1 sat in the
living oo and watched T.V. $he stated at -
approxlmately 2:00 p.m., she walked back to
Client #3's bedroom to complete a check, Client
#2, Client #3, and Client #6 were in the bedroom
watching football. Client #2 sat in a chair; Client
#3 stoad in front of the T.V., and Cllent #6 was in
his bed. According to TA C, she did checks on
the three clients every 20 minutes and deniad
observing anything inappropriate. TA C stated
the bedroom door was opan. TAC did not know
if it was normal for Client #2 to be in Client #3's
bedroom. She stated she asked other staff
working if it was OK for Glient #2 to be in Client
#3's bedroom and the other staff stated yes. She .
denied knowledge of Client #2's restriction to be
in other bedrooms. She thought the other staff
was DSA B; there were only two staff working on
the flrst shift. TA C reported second shift arrived
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at the home and withessed Client #2 in bed with
Client #3. She left the home when sacond shift
andved and was unsure If they separated the
clients. According to TA C, she recaived no
training on Client #2's bahavior support plan,

When Interviewed on 12/12/18 at 4:16 p.m., DSA
D reported he arrlved at the home on 11/9/18 at
2:40 p.m. He placed his bag in the office and
clocked in. He observed DSA B doing laundry
and TA C on her cell phone in the living room,
DSA D checied the dally logs, to flnd out how
cllents did that day. DSA D stated Client #2 did
not go to schoel. DSA D witnessed Client #2 In
the hallway, briefly In the kitchen, and he walked
in and out of his bedroom. Client #2 then told
DSA D he was going to watch a movie with Client
#3, in Client #3's bedroom. DSA D was unaware
Client #2 could not go into other bedrooms. DSA

.| D greeted DSA C when he arrived at the home at

approximately 3:00 p.m. DSA G asked where
everyone was. DSA D and DSA C walked into
Client #3's bedroom and witnessed Client#2 In
bad with him, DSA D reported Client #2 and
Client #3 ware under the covers and Client #2
had his hand on his own and Client #3's privates,
Client #8 was In his bed, but facing the opposlte
direction. DSA G left the room with Client #2 and
asked Client #2 about the incident. Client #2
started cursing and went into his bedroom. Glient
#2 came oul with his pajamas on and went to the
tiving room, Client #6 left the bedroom and DSA
D talked to Client #3. DSA D asked Cliont #3
what Client #2 was doing in his bedroom. Client
#3 stated Client #2 was mean, and touched his
privates. DSA D stated Client #3 usually
repeated what you say, so it was unusual Client
#3 reported what he did. DSA D questioned
Client #6 If Client #2 was in hls bedroom and
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| curious and confused.

Client #6 responded yes. DSAD stated Client #6
did not respond with anything elss. DSAD
reported the incldent to the Direct Support
Spedialist (DSS). He stated his account on
Therap (electronlc record) locked and could not
complete the incldent raport for three days,
On-call had them write statements. According to
DSA D, the incident was preventable if DSA B
had clients assisting with the laundry or the
temporary staff was not on her phone and paying
attention. DSA D explained Client #2 engaged in
other inappropriate sexual behavior. He stated
Client #2 watches pornography on his IPAD and
takes inappropriate pictures of himself. Cllent#2
started the behavior when Client #6 moved in and
he observed Client #6 engaging in the behaviar,
Client#2 and Client #6 horse play with each other
and fhey hoth take out their privates in public.
Client #2 also steals from the pantry and
convenient stores, DSA D never witnessed Client
#2 golng into other bedrooms to steal items. DSA
D believes Client #2 is going through normal
teanage development. He thinks Client #2 is just

When Interviewed on 12/11/18 at 3:14 p.m. DSA
G raported he worked the second shift on

11/9/18. When he walked into the home, he
asked where the clients wers. He thought DSA B
was administering medication and the other
meorning staff was TA B. Staif informed him Client
#2 was in Client #3's bedroom watching a movie,
He believed Cliant #1 and possibly Client #7 sat
on the couch in the living room. He stated usually
the other clients had not come home from schoot
yet. DSA C walked into Client #3's bedroom and
Clent #2 and Client #3 lay next to each other in
Client #3's bed. According to DSA G, Client #2
was masturbating and Client #3 had his pants
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down below his buttocks. DSA C explained when
Glient #3 lays down his pants are usually below
his buttosks, even when nobody is with him. DSA
C told Client #2 to go to the living room. When
Client #2 left the badroom, Client #3 reported
Glient #2 touched his "parts." DSA C stated
Client #2 should not he In other bedrooms. DSA
C axplalned he already knew before the incident
Client #2 should not be in other bedrooms, but
there was a change of staff and the facflity
retrained them. Client #2 was restricted from
ather bedrooms because he engages in stealing.
According to DSA C, Client #2 started displaying
inappropriate sexual behavior after Glient #7
moved into the home. He stated Client #2 and
Client#7 mastuwibate In public, show each othar
thelr privates and laugh. Facllity staff Instructed
them to stop and go to their bedrooms. DSAC
defined Cllent #2's supervision level as 15-minute
checks when in his bedroom. DSA C stated
Cllent #2 did not spend a lot of time in his
bedroom. DSA G also stated sfaff should know
his whereabouts and watching the exit doors in
case he tries to leave,

When interviewed on 12/11/18 af 3:58 p.m. TAB
reported she worked the evening shift on 11/9/18,
She stated she heard things about the Incident
with Client #2, but did not know if or what was
true. She explained Client #2's level of
supervision was eyes on at all times and 15
minute checks when he was in his bedroom,
Client #2 could not be In other bedrooms. TAB
statad Client #2 and Client #7 could be a handful;
they were In compefition with each other,
According to TA B, Cllent #2 and Client #7 take
their privates out and "hump" each other arcund
the home. She stated Client #2 had restrlcted
access to his [PAD because he watched "porn.”
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TA B reported if Client #3 engaged in
ihappropiiate behavior then Client #7 did and vice
versa, If Client #2 walked out of his hedroom
naked, then Client #7 did. She belleved the
behavior was attention seeking. She never
obseived a connection between Client #2 and
Client #3. TA B thought DSA A and DSA B were
the morning staff on 11/9/18. She explained what
she knew about the incident. She stated nobody
knew Client #2 and Client #3 were in bed together
until the evening shift arrived and cpened Client
#3's bedroom door. She denied withessing
anything fike that hefore. TA B identified Client #3
did not really talk, but on 11/9/18, he was "very
verbal" She described Client #3's verbal
communication "weird fo hear." She did not
peliave Client #3 would defend himself or Identify
abuse. TA B stated Client #3's level of
supervision was 30-minute checks when he was
in his bedroom. According to TAB, if you putin a
movie for Client #3, he is good. Client #3 and
Client #6 share a bedrcom and are independent.

When Interviewed on 12/11/18 at 1:16 p.m. DSA
A reported she did hof work on 11/9/18, but heard
abouf the incident. She stated Client #2's
supervision level was 15 chacks when he is in his
bedroom and not allowed in other dlient
bedrooms. Cllent #2 also had a bedroom door
alarm at night. DSAA did not believe Client #2
was restricted to other bedrooms until after the
Incldent on 11/9/18, She stated Client #3 and
Client #6's supervislon levals were 30-minute
checks in their bedrooms. DSA A explained
Client #2 started to display inapproptiate sexual
behavior after Client #7 meoved into the home,
Client #2 and Client #7 exposed their private
parts in public. DSAA stated staff redirected
Client #2 into his bedroom to have private time
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when he displayed this behavior,

When interviewed on 12/11/18 at 2:40 p.m., TAA
teported she did not work on 11/9/18. She stated
when Client #2 [s outside of his badroom; his
supervision level is in line of sight, Client#2 was
15-minute checks in his baedroom and had a
bedroom docr alarm. TAA also stated Client #3's
level of supervision was In line of sight and
30-minute checks when he is in his bedroom. TA
A denied ever withessing Client #2 engaging In
inappropriate sexual behavior, She stated Client
#2 had looked at inappropriate pletures on his
IPAD. According to TAA when he looks at the
pictures, Client #2 masturbates. Staff redirected
Cliant #2 to his bedroom.

When interviewed on 12/18/18 at 1:00 p.m. PM A
confirmad the facility falled follow provide CHent
#2 supetvision according to the ISP.

CONDUCT TOWARD CLIENT

CFR{s): 483.450(a){1}(i)

These policies and procedures must promote the
growth, development and independence of the
cllent,

" This STANDARD is not met as avidenced by:

Based on observations, interviews and record
ravisws, the facility failed to provide consistent
opportunities for growth and independence. This
affected 1 of 8 cllents (Client #1 - Cllent #8) living
In the home. Findings follow:

4. Observations on 12/10/18 durlng the evening
meal revealed facllity staff lined the kitchen
counter with plates and served the meal, without

W 249

W 268

W268 CONDUCT TOWARD CLIENT

Mosalc policies and procseduras must promote

the growth, development and independence of the
ellent. Specifically, staff wiit be tralned on how to
read, use, and follow the dally aclive freatments
schedules for each person In the home. Staff wilt
also be trained on the expectations of providing
active treatment, This wlll be monitored through
waekly observations by the Direct Support
Supervisar,

Responsihle Parson(s): Diract Suppott Manager

421119
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client involvement. Facility staff also placed cups
on the counter and poured milk into the cups
without client involvement,

Observations on 12/12/18 during the evening
meal revealed facility staff lined the kitchen
counter with plates, The facllity staff modified
food consistency and served the line of plates
without client involvement. Facility staff also
poured and served drinks to the dining tables
without client invelvement. At the end of the
meal, Dlrect Support Associate (DSA) C cleaned
the kitchen without client involvement,

Observations on 12/17/18 during the evening
meal revealed DSA E asked Client #3 to set the
plates on the dinlng tables. Cllent #3 refrieved
the plates out of the cabinet and set a stack of
plates on a table. Temporary Agency Staff (TA) B
picked the plates up off the table and lined the
plates across the kitchen counter. DSAE
scoopaed food into, Cllent #3, Client #5, Client #8,
and Client #8's plates without thelr assistance.
TA B cut up Client #3's fish sticks without his
assistance. The clients took their plates o the
dining tables, where they began to eat. Facility
staff did not ensure clients had napkins or
encouraged the clients to use napkins. When
clients finished their meal, they set their dishes in
the sink and left the kitchen. DSAE ¢leaned the
kitchent without client encouragement.

2. Obhservations on 12(17/18 from 3:14 p.m. to
3:20 p.m. revealed Client #1 walked around the
home with nothing to do. When TA B arrived at
the house, Client #1 followed her arcund the
house. From 3:20 p.m. to 3:30 p.m., DSAF
asked Client #1 to put away his clothes, Client #1
put away his clothes and confinued to walk
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around the house, From 3:30 p.m. to 3:40 p.am.,
Client #1 starfed to cry and TA B talked to him.
After thelr talk, Glient #1 continued to walk around
the house. At 3:40 p.m., Client#1 and Client #8
hugged. Faeliity staff did not give redirection
given to Client#1. At 3:42 p.m., Client #1
received a phone call and went to his bedroom.
At 3:45 p.m., Client #1 continusd to walk around
the home and stuck up his mlddle finger at DSA
@, Facility staff did not provide any redirection.
From 3:47 p.m. to 3:52 p.m., Client #1 talked to
Diract Support Specialist (DSS) and TA B. At
3:55 p.m., Client #1 became upset, engaged in
aggression and property destruction. Facility staff
redirected Client #1 into his bedroom. TA B and
Client #1 walked around the building and back
inside, From 4:07 p.m. to 4:17 p.m., Client#1 sat
with TA B while she temporarily fixed his
eyeglasses. At4:21 pin., Cllent#1 asked TAB
to clean his eyeglasses, TA B dleanad the
glasses without assistance from Client#1. At
4:23 p.m., Client #1 asked D8S for his money.
She told him he could have his money at 7:30
p.m. and asked Cllent #1 to do his chores. Client
#1 stated he did not know what chores to do.
DSS did not respond.  Client #1 walked fo the
kitchen and ate aut of a dirty bowl sitting next to
the sink. From approximately 4:30 p.m. to 5:10
p.m., Cllent #1 sat in the living room with nothing
to do. At 5:10 p.m., Client #1 sat In the office with
TAB. At5.14 p.m,, Client #1 sat at the dining
table and looked at his dally schedule, Fadllity
staff did not encourage him to follow his daily
schadule. From 5:14 p.m. to 5:25 p.m., Cllent #1
sat at the dining table with nothing to do, At8:25
p.m., Client #1 walked back to his bedroom.

Record raview revealed Glient #1's Active
Treatment Schedule, The schedule indicated
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from 3:00 p.m. to 6:00 p.m., Client #1 should
complete formal programs to complete at least
one hygiene skill and one task. The schedule
also indicated Client #1 should help with
household tasks, personal hyglene, and
grooming.

Additional record review revealad Client #1's
written routine indicated Client #1 should be
engaged in an activity in his bedreom or away
from the commotion of the kids arriving home
from schocl. The written routine directed facility
staff to ask Client #1 what he wanted to help with.
If Gllent #1 had no suggestion, facility staff should
provide two options,

3. Observations on 12/17/18 at 3:17 p.m,
revedled Client #2 stood naxt to the dining table
eating a snack. Facility staff did not provide
redirection for Client #2 to sit at the table. From
3:20 p.m, to 4:45 p.m., Client #2 walked around
the house with nothing to do. At 3:30 p.m., Client
#2 hugged and kissed TAB. At 3:32 p.m,, Client
#2 ran out the door, facility staff redirected him
back Inside. Client #2 walked Inside and bear
hugged Client #4. DSAF asked Client #2 to stop
and Client #2 let go of Client #4. Client #2 then
hugged DSAF. At 4:.41 p.m., Program Manager
{PM) A asked Client #2 to wash the tables. Client
#2 refused and PM A did not offer Client #2
another choice of tasks, From 4:45 p.m, to 4:54
p.m., Client #2 sat at the dining tahle and looked
gt baseball cards. At 4:54 p.m., Client #2 put
away his laundry, .

Record review revealed Client #2's Active
Treatment Schedule. The schadule indicated
from 3:00 p.m, to 8:15 p.m., Client #2 should
complete formal programs to decrease
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Inappropriate behaviors, participate Ih an activity,
clean his bedroom, and identify medications. The
scheduls also indicated Client #2 should go
outside, play with Legos, draw/color, have
ohe-to-one time with staff, play with Pokemon -
cards, play a board game, of card game.

4, Cbservations on 12117/18 at 3:16 p.m.
revealed Client #3 walked to the kifchen and
facility staff handed him a shack. Client #3 took
his bowl to the dining table. DSAF put peanut
butter on a oracker and served the cracker to
Client #3. DSAF falled fo involve Client #3. At
3:23 p.m., Client #3 wiped peanut butter on his
jeans, DSAF asked him to stop and retrieved
Cllent #3 a napkin. DSAF did not encourage
Client #3 to get his own napkin, At 3:35 p.m,,
Client #3 continued to state, "Client #3's not
stupid.” Nobody responded to Client #3.

Record review revealed Client #3's Active
Treatment Schedule, The schedule indicated
from 3:00 p.m. to 6:15 p.m., Client #3 should
select a game, participate In mealtime activity,
and complete an assigned chore, The schedule
also indicated Client #3 should complete personal
hygiene, meal clean up, waich T.V,, and read a
magazine,

B, Ohservations on 12/17/18 at 3:40 p.m,
revealed Client #4 sat at the dining table where
Client#3 and Client #6 played a game. PMA
asked Client #4 to go see If he could help with
anything. Client#4 lsft the table, but no direction
given to him. From 3:40 p.m. to 5:10 p.m.., Client
#4 walked around the house and sat in the living
raan with nothing to do.

Record review revealed Client#4's Active
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Treatment Schedule. The schedule Indicated
frem 3:00 p.m. to 6:15 p.m., Client #4 should use
coping skills and engage in activity or task when
upset and increase his cormmunication skills. The
schedule also indicated to complete meal
preparation and clean up, participate in a
recreational activity, and complete personal
hygiene.

6. Observations on 12/17/18 at 3:10 p.m.
revealed Client #5 looked at his IPAD and ate on
the couch, At3:23 pan., Client #5 walked to the
dining table and tried to eat out of Client #2's
bowl. DSAF redirected Client #5 and handed
him a snack. When Client #5 finished his snack,
he walked back {o the couch and watched a video
on his IPAD, At 3:30 p.m., DSAF took Client #5's
bowl into the kitchen without asking Client #5 to
assist. From 3:30 p.m. to 5:02 p.m., Glient #5 sat
oh the couch and walked around the house
watching his video on his IPAD, At 5:02 p.m.,
Client #5's IPAD lost power and he walkad

around the house until he ate dinner. Facility staff
did not offer any other activity to Client #5.

Racord review revealed Client #5's Active
Treatment Schedule. The schedule indicated
from 3:00 p.m, to 6:15 p.m., Client #5 should
complete one household task and exercise. The
schedule also Indicated to use his IPAD,
parilcipate in a recreation activity, and complete
meal set up-and clean up.

7. Observations on 12/17/18 at 3:39 p.m. Glient
#7 refrieved his tablet and went into the living
roam. From 3:39 p.m. to 5:22 p.m., Client #7 sat
in the beanbag and played a game on the tablet
with staff present, At 5:22 p.m., Client # 7 walked
into the Kitchan, got a bow! of mashed potatoes
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and returnad to living room. Clisnt #7 sat in the
heanbag and ate mashed potatoes while he
played on a tablet without staff supervision.

Record review of Mosaic's meals and diet
supports dated 10/2/17 indicated, “Employess are
trained and encouraged to engags people in
normal conversations during meals about
activitfes, events of the day, etc. to promote
family style dining, where averyone sits at the
table, is assistad to serve themselves."

8. Observations on 12/17/18 from 3:20 p.am, to
3:40 p.m. revealed Client #8 walked around the
home with nothing to do. At 3:40 p.m., Client #8
hugged Client #1 without staff intervention. At
3:45 p.m., Client #8 tried to hug Client #2, but
staff redirected him. From 3:46 p.m. {o 3:50 p.m,,
Client #8 walked around the home with nothlng to
da, At 3:50 p.m.,, Client #8 sat st the dining table
and played a game. At4:06 p.m., Client#4
asked to go to another house and Client #8
mocked him. Staff redirected Client #8. From
4:05 p.m. to 4:36 p.m., Client #8 walked around
the home with nothing to do. At4:14 p.m., Client
#8 pushed PM A. PM A reminded Clisnt #8 they
were friends, At4:36 p.m., Cllent #8 sat next fo
Client #5. Client #8 tapped on Client #5's chaek
and tried to klss him. DSAE redirected Cllent #8.
Cllent #8 walked around the home, walked back
to the couch, and sat down next to Client #5,
Client #8 touched Client #5's arm without staff
rediraction. At 4:4% p.m., PM A asked Client #8 to
wipe the tables. Client#8 refused and PM A
failed to offer any other activity. From 4:41 p.m.
to 4:55 p.m., Client #8 walked around the home
with nothing o do. At 4:65 p.m., Client #8 placed
his hand on DSAE's shoulder. DSAE redirected .
Clisnt #8. At 5:02 p.m., Glient #8 walked up to TA
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B and gave her a hug. TA B did not provide
redirection. From 6:02 p.m. to 510 p.m., Client
#8 walked around with nothing to do. At 5:10
p.m., Cllent #8 gave Client #3 a hear hug without
redirection from staff. At 5:14 p.m., Cllent#8 sat
on the couch next to PM A and leaned on her
shaulder. PM A did not provide redirection. At
5:20 p.m., Client #8 ate his evening meal.

When interviewed on 12/18/18 at 10:50 a.m. PM
A confirmed the facility falled to provide
opportunitias for growth and development by
failing to follow active treatment schedules and
offering activilies or tasks to complete throughout
the day.

DRUG ADMINISTRATION

CFR{s): 483.460(k){1}

The system for drug administration must assure
that all drugs are administered in compliance with
the physician's ordars.

This STANDJARD is not met as evidenced by:
Based on interviews and record reviews, the
facility failed to administer madications in
compliance with physiclan orders. This affected 1
of 3 clients (Client #1) reviewed during
investigation #800568-1. Finding follows:

Record review revealed the following:

a. Client #1's Medicatton Administration Record
(MAR} dated 8/2018, The MAR Indicated Client
#1 received Lorazepam on 8/31/18 at 8:00 p.m.

b. Client#1's MAR dated 9/2018 Indicated Client
1 recelved Lorazepam two times a day from

W 268

W 368

W368 DRUG ADMINISTRATION

Mosaic's system for drug administration must assure
that alf drugs are administered In compllancs

with physician's orders. Specifically, when a -
medlcation is received from the pharmacy, a CMA
or nurse must verify the medication(s) that have heen
dellvered. The CMA will consulf wlth the nurse to
ensure any hew medications or revised prescriptlons
have heen recelved matches what has been ordered
and what Is written on the EMAR. This will be
monitored monthly by Health Services when

they are reviewing EMARSs.

Rasponslble person{s). Associate Dirsctor

42119
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9/1/18 to 8/11/18. The facility discontinued ’
Lorazepam on 8/11/18.
Client #1's Physician orders for Lorazepam could
not he located.
When interviewad on 12/18/18 at 10:50 a.m,
Program Manager (PM) A conflimed the facility
administered Lorazepam to Cllent #1 without a
Physician order. She stated when Client #1
maved in on 8/31/18, the facility received a
medication bottle for Lorazepam. The facility
assumed Client #1's medioation orders included
Lorazepam two times a day, although the actual
order included Lorazepam PRN (as needed).
w
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A receriiflcation survey was conducted on
1210418 - 11218,

Deficiencies tncluded W125, W130, W149,
W210, W215, W268, W440, and W454,

Irv addifion, Investigation #80058-1 was conducted
during the survey and resulted in deficiencies
written at W125, W148, W149, W154, W191,
VW94, W234, W239, W268, and W388. The
investigation also resulied in lowa Administrative
Codea {IAC) Chapter 50.7{3) cited.

Investigation #80137-] was also conducted during
the survey and resulted in daficiencies written at
W148, W149, W154, W104, W215, W234, W1256 PROTECTION OF CLIENTS RIGHTS
W249, and W268. Mosaic will ensure the rights of all clients.

- W25 PROTEGTION OF CLIENTS RIGHTS w125 Tharefore, Mosaie will allew and encourage

GFR(s): 483.420(a)(3
) (@) individual cllents to exercise their rights as

The facllity must ensure the rights of all clients. clients of the facility, and as cltizens of the
Therefore, the facility must allow and encourage Unites States, Including the right to file
Individual clients fo exercise their rights as clients complaints, and the right to due process.

of the facility, and as citizens of the United States,
including the right to file complaints, and the right
to due process.

Specifically, both guardian and Human Rights
Committee will review and consent to a

This STANDARD is not met as evidenced by: restriction of rights prior {o Implementation of
Based on interview and record reviews the a rights restriction or intrusive methods.

facility falled to obtain informed consent for Guardian written consent will be reviewed by
restrictive measures, This affected 1 of 3 sample the Human Rights Committee. This will be

clients and one client added to the sample (Client
##2 and Client #8) and 1 of 3 clients (Cliett #1)
reviewed during investigation #80058-1. Findings

monitored by the Quality Assurance
Manager through monthly quality audits and

follow: monthly Human Rights Committee meetings.
1. Record review revealed the following: Person(s) Responsible:
Program Manager/QIDP 02/27119

i Bl T Lo, A sondle Divachar 3)8/207

Any@(eﬁclency statement endindith an bsterisk * ‘dencles a deﬂci[ency which the institution may be exclisad from correcting provicing it fs defermined that
other safeguards provide sufiiciant protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided. For nursing hornas, the above findings and plans of correction are disclosable 14
days following the date these documants are made avallable to the faclity, If doficiencies are oited, an approved plan of correction is requisite to continued
program parlicipation.
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a. Client #1's Medication Administration Record
{(MAR}, dated 8/2018, indicated Client #1 received
Lorazepam on 8/31/18 at 8:00 p.m.

b, Client #1's MAR, dated 9/2018, indicated Glient
#1 received Lorazepam two times a day from
9/1/18 to 9/11/18. The facility discontinued
Lorazepam on 9/11/18.

¢. Client #1's Informed Consent, dated 8/31/18,
listed restrictions for psychotropic medications
including: Risperidone, Escitalopram, and
Oxcarbazapine. Informed consent for the use of
Lorazepam could not be located.

When interviewed on 12/18/18 at 10:50 a.m.
Program Manager (PM) A confirmed the faciity
administered Lorazepam to Client #1 without
consent. She stated when Client #1 moved In on
8/31/18, the facility received a medication botile
for Lorazepam, The facility assumed Client #1's
medication orders Ihcluded Lorazepam two times
a day, aithough the actual order Included
Lorazepam PRN (as needed).

2. Record review revealed the following:

a. Client #1's Individual Data sheet, dated ]
8/31/18, indicated the facility admitted Glient #1
on 8/31/18.

b. Gllent #1's Informed Consent Form, dated
8/31/18, indicated treatment and environmental
restrictions signed by the guardian on 11/23/18.
The resfrictions included psychotropic medication
and locked sharps. Approval from the guardian
prior to 11/23/18 could not be located.

¢. Human Rights Committee (HRC) review dated
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on 8/31/18 documented by PM A indicated verhal
approval had been obtained for Client #1's
treatment and environmental restrictions. Written
approval from HRC could not be located.

When interviewad on 12/13/18 at 11:00 a.m. PM
A confirmed the facility falled to obtain wrilten
guardian cansent prior to 11/23/18. PM A also
canfirmed the fagllity falled to obtain written
approval from HRC.

3. Record review revealed Client #1's Informed
Consent, dated 11/23/18, indicated updated
treatment and environmental restrictions sighed
by the guardian on 11/23/18. The restrictions
included psychotropic medication, locked sharps,
locked pantry, locked computer room, locked
recreation closet, focked pop and shacks, locked
mop room, and potential weapons items removed
from the walls potentlally used as a weapon.
Approval from HRC could not be located.

When Interviewed on 12/13/18 at 11:00 a.m. PM
A conflrmed the facility falled to obtain approval
from HRG for added environmental restrictions.

4, Observation on 12/17/18 from 5:17 p.m. fo
5:26 p.m. revealed Client #2 refused to eat fish
sticks for the evening meal. Temporary Agency
Staff (TA) B asked Client #2 to eat his evening
meal. Cllent #2 refused and stated his stomach
hurt. Client #2 asked for yogurt, TAB told Client
# 2 he could not go fo the YMCA if he did not eat.
Client #3 and Cllent #8 asked if they could go to
the YMGA. TA B respondsd Client #2 could not
attending the outing because he did not follow
directions. :
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Record review revealed a restriction to attend
cutings could not be located for Cllent #2.

When interviewed on 12/18/18 at 10:03 a.m. PM
A confirmed the facility restricted outings without
a consent.

6. Record review on 12/12/18 revealed Client #8's
informed consent, dated 8/2/17, included
restrictions of psychotropic medication, locked
sharps, locked pantry, locked racreation closet,
and ltems removed from the walls potentially
used as a weapon: A current informed consent
could not be located,

Additional record review on 12/13/18 revealed
Mosaic's policy, dated 9/1/17, for promotion and
protection of human rights Indicated; "Wriiten
legal guardian/individual consent will be obtalned
for any restrictions. [f the legal guardian is not
present at the meeting veorbal consent wilt be
obtained prior to implementation and the
restriction packet will be sent to the guardian for
written. Verbal consent is only in effect for 30
days."

When Interviewed on 12/14/18 at 9:28 a.m. PMA
confirmed the facllity failed o obtain informed
cansent for restrictive measures,

6. Observations an 12/17/18 at 3,38 p.m.
revealed Client #6 sat at the table and asked
Direct Support Associate {DSA} A for a pop, DSA
Aasked Client #6 to get his shoes and do his
exercise first, Clisnt#6 continued to sit at the
table. Af 3:30 p.m., Client # 6 asked PM A for &
pop. PM A smiled at Client #8 and walked away.

W 126
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Client #6 continued to sit at the table. At 3:45
p.m., Client # 6 asked DSA A for a pop. DSAA,
again, fold him he needed to do his exercise first,
At 3:52 p.m., Client # 6, again, asked PM Afora
pop. PM A did not respond to his reguest.
Record review revealed restriction for pop could
not be focated for Client #6.
When interviewed on 12/18/18 at 11,30 a.m. P
A confirmed the facility restricted pop from Client
#6 without a consent,
W 130 | PROTECTION OF CLIENTS RIGHTS WI130| w130 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(7)

The facility must ensure the rights of all clients.
Therefore, the facility must ensure ptivacy during
treatment and care of parsonal needs.

This STANDARD s not met as evidenced by:
Based on obsarvations, interviews and record
reviews, the facllity failed to ensure staff provided
privacy during treatment, cars and personal
needs. This affected 4 of 8 clients (Client #1,
Client #2, Client #3 and Client #4) living in the
home. Findings follow:

Observations on 12/17/18 revealed the following:

a. At 4:54 p.m., Temporary Agenay Siaff (TA) B
asked Client #2 and Client #4 to put their clothes
away, As they walked away with their clothes, TA
B told them both to use the bathroom. Other
facility staff and clients were in the area.

b. At 5:00 p.m,, Licensed Practical Nurse (LPN) A
walked Into the dining room, where Client #1,

Mosaic will ensure the rights of all clients.
Therefore, Mosaic will enstre privacy during
treatment and care of personal needs.
Specifically, Mosalc will ensure staff working at
105 KC home are trained on the Protection &
Promotion of Rights policy, including the
expectations for both conversations about and
treatment for personal needs being heldin a
ptivate area, either in the client's bedroom, a
bathroom, or other area that Is private.

This will be monitored by weekly observations
completed by the Direct Support Supervisor.

Person{s) Responsible:
Direct Support Manager

02/27119
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Client #2, Client #3, Program Manager (PM} A,
TA B, and Direct Support Specialist (3SS) were
prasent. LPN A announced she was there to do
assessments from a peer-to-peer aggression.
LPN A walked into the living room and asked
Glient #4 if she could see his back to assess if
any injuries from the peer-to-peer, Client #4 lifted
his shirt to allow LPN A to assess his back, LPN A
failed fo provide privacy.

¢. At 506G p.m., Client #2 sat at a dining table,
lifted his pants and exposed his leg to show LPN
Achis injury. LPN A asked Cliant #2 if someone
shoved him on the carpet, she stated the injury
looked like a carpet burn. PN A brought a new
bandage to the table and asked Client #2 if she
couid apply a new bandage. LPN A administerad
freatment without privacy.

Record review 12/18/18 revealed Mosaic's Bill of
Rights, dated 06/08/10, indicated individuals had
"the right to privacy in treatmant, in care, and in
fulfillment of personal needs.”

When inferviewed on 12/18/18 at 11:56 a.m, LPN
A confirmed she should have provided privacy
while following up on these Incidents,

When interviewsd on 12/18/18 at 11:32 a.m. PM
A confirmed the facility failed to provide privacy
for the clients whsn incidents were discussed,
and others were present.

STAFF TREATMENT OF CLIENTS

CFR(s): 483.420{d)(1)

The facility must develop and Implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the cllent.

W 130

W 149

W148 STAFF TREATMENT OF CLIENTS
Mosaic will develop and implement written
policies and procedures that prohlbit
mistreatment, neglect or abuse of the dlient.
Spedcifically, Mosalc will ensure staff are trained
and follow the Peer to Peer Aggression policy
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This STANDARD s not met as evidenced by:

Based on chssivations, interviews and record
reviews, the facility failed to ensure facility staff
conhsistently implemented policies to prohibit
abuse, neglact, or mistreatment; including
Incidents and Injuries, Peer-fo-paer Agaressions,
and Investigations. This potentially affected 8 of
8 clients (Client #1 - Client #8) living in the home,
Findings follow:

1. Record review revealed facility investigation
completed 11/16/18, indicated on 11/8/18, "(Client
#2) was found by staff in (Client #3's) bedroom.
They were both under the blanket on (Client #3's})
bed." Documented summary of evidence
indicated, "When interviewed {Glient #3) said that
(Client #2) touched him in his private area on top
of his pants. When interviewed, (Client #2) said
that he did not touch {Client #3). Staff who were
Interviewed could not see if (Client #2) touched
(Client #3) because they were both under a
blanket, (Direct Support Associate (DSA)} C)
could tell that {Client #2} was touching himself."
Documented Analysis and Findings indicated,
"(Client #2) may have accidentally touched (Client
#3). Itis not known if he did touch him or not."

No documented recommendations or
management review could ba located.

Additional record review revealed Investigations
and Inquiriés policy, dated 8/15/14, indicated,
"Investigations will be completed, and the
Assoclate Director, Executive Director notified of
the outcome, within five () business days,
defined as Monday through Friday, excluding
holidays. If circumstances prevent completion
within this time frame, a Status Report including

(X4 ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PEAN OF CORRECTION 16}
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and procedure. Mosaic will ensure staff are
tralned and follow the Mandatory Reporter:
Abuse andfor Negllect of a Child and
Dependent Adult policy. Mosaic

will ensure staff are trained and follow the
Investigations & Inquires policy. This will be
monitored by the Direct Support Supervisor
through shift observations weekly.

Parson(s) Responsible:
Direct Support Manager 2127119
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1 seven (7} working days of the complefion of the
-Investigation. Administrative staff must respond

.| parsons fo address any findings in the report or
| Supplemental Management Report. A

| additional findings/recommendations from any

| When interviewed on 12/12/18 at 2:09 p.m. the
" facility management faited to review and

.She stated through the internal investigation, the

other around the dining room and (Client #2) went

progress and information will be completed, with
anticipated time frame for full completion. The
Investigation Report will he completed within

to substantiated allegations within 10 working
days after the completed report. All actions taken
must be documented including any plans
developed with time frames and responsible

management plan should also be developed,
documented and carried out to address any

Supplemental Management report Including
timeframes and responsible people. This
completed plan should be kept in a separate file
from the criginal Investigation file.”

When Interviewed on 12/12/18 at 1:47 p.m.
Program Manager (PM} B reported she
completed the investigation, She stated

someons else made the recommendations an
investigations.

Interimm Executive Director (ED} conflrmed the
decurment recommendations for the investigation,
faclilty falt the incident did not happen and,
stopped the internal investigation.

2. Record review revealed the following:

a. Client #2's GER dated 11/11/18, indicated,
{Cllent #2) and (Client #7) were chasing each
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into the kiichen and grabbed a hutter knife.
(Client #2) then threw it at (Client #7) hitting him
on the right side of the back leaving a small read
mark.."

b. Cllent #2's GER dated 11/18/18, indlcated,
Client #2 and Client #7 ware messing around and
Client #7 slammed Client #2's finger in the pantry
door, Client #2 sustained a cut on his finger.

¢. Client #3's GER dated 12/15/18, indicated,
Client #1 smacked Client #3 across the face.
Client #3 sustained a red mark on his right cheek.

Further record review failed to produce
documentation of these incidents on the facility's
nagr-to-pear aggression tracking form.

Additional record review revealed Peer-to-Peer
Aggressions Procedure dafed 1/18/17, directed,
"On the tracking form document ihe Date, Name
of the Aggressor, Name of the Victim, the
Program Coordinator and Nurse that you notifled,
Yes for GER (General Events Record)
Gompleted, and your sighature along with
whather or not an Injury ocourred.”

When interviewed on 12/12/18 at 11:00 a.m. PM
A confirmad the facility failad to follow the
peer-to-peer aggression procedure by failing to
docuiment all peerto-pesr aggressions on a
tracking form.

3. a. Observations on 12/17/18 at 3:52 p.m.
reveaied Client #2 asked for a bandage for the
abrasion on his right knee. Cllent #2 also had
bruising on his right arm.
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Record review on 12/18/18 revealed a GER could
not be located for Client #2's abrasion on his right
knee or the bruising on his right arm.

b. Observations on 12/17/18 at 4:10 p.m,
revealed Client #3 cut his finger while assisting in
the kitchen. Dlrect Support Speclallst (D8S) gave
Client #3 a bandage,

Record review on 12/18/18 revealed no GER
could be lacated for Cilent #3's Injury to his finger.

Recotd review revealed Incident Reporting policy
dated 1/1/15, indicated, "A GER must be
completed immediately in Therap or as soon as
possible following the incldent. (Must be prior to
the obhserver's end of shiff),” .

When interviewed on 12/18/18 at 11:30 a.m. PM
A confirmed the facility failed to complete GERs
on Client #2 and Cllent #3's injuries.

4, a. Racord review revealed Client #b's GER,
dated 10/10/18, indicated Client #1 punched
Client #5 between the shoulder blades.
Documeritation of follow-up from nursing could
not be located.

b. Record review revealed Cllent #6's GER dated
9/26/18 indicated Client #1 walked into the dining
room and punched Client #6 in the back batween
the shoulder blades. Documentation of follow-up
from nursing could not be located.,

Record review of Mosaic's Peer to Peer
Aggression Procedures, dated 12/30/14, directed,
"If thete is aggrassion that leaves no immediate
injury a 24 hour assessment will be initiated. If an
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Within 30 days after admission, the
interdisciplinary team must patform accurate
assessments or reassessmenis as needed o
supplement the preliminary evaluation conducted
ptior to admission.

This STANDARD is not met as evidenced by:
Based on Interview and record reviews, the
facllity faited to complate assessments within the
first 30 day of admission. This affected 1 of 3
sample clients (Client #4). Findings follow:

1. Record review on 12/12/18 revealed Client #4
admitted on 9/17/18. Additional record review
failed to produce evidence of an audiology
assessment within 30 days of admission.

2. Record review on 12/12/18 revealed Client #4
admitted on 9/17/18. Additional record review
failed to produce evidence of a vision
assessment within 30 days of admission.

When interviewed on 12/14/18 at 9:26 a.m.
Program Manager A confirmed the facility failed to
complete audiology and vision assessments for
Client #4,
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infury ocours anytime within 24 hours the
notification process will begin.”
When interviewed on 12/18/18 at 11:56 a.m.
Licensed Praclical Nurse {LPN) A confirmed the
facility failed to follow up on peer-to-peer GERs
per policy.
W 210 [ INDIVIDUAL PROGRAM PLAN W 210] w210 INVIDUAL PROGRAM PLAN

Within 30 days after admission, the
interdisciplinary team will perform accurate
assessments or reassessimeants as needed to
supplement the preliminary evaluation
conducted prior to admission. Specifically,
assessments or re-assessments by OT, PT,
SP, Dietary, Psych, auditory, and vision
professionals will be completed within 30 days
of admission. This will be monitored by the
Qualily Assurance Manager through monthly
quality audits.

Responsible person(s):
Program Manager/QIDP 212719

FORM GCMS-2667(02-99) Previous Versions Obsalele Evenf ID:BMUWI

Faclily ID; 1AGDIBEE - If continuation sheet Page 11 of 22



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

PRINTED: 012412019
FORM APPROVEDR
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING GCOMPLETED
_ 166166 B. WING 01/0212019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, ©ITY, STATE, ZIP CODE
108 KELLY'S COURT
MOSAIC-0 '8 G
Al 5 KELLY'S COURT FOREST CITY, IA 50436
oA 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 6)
1 PRrEFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
w215 '(‘;JF%'V'PSBAS‘- PROGRAM PLAN W215) w215 INDIVIDUAL PROGRAM PLAN
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The comprehensive functional assessment must identlfy the cllent’s needs for services without
identify the client's needs for services without regard to the actual avallabliity of the services
regard to the actual avallability of the services needed. Specifically, a comprehensive
| needed. functional assessmert will be completed and
then updated af last yearly with the client to
This STANDARD is not met as evidenced by: Identify needs for services. This will be
Based on Inferview and record review, the facllity monitored by the Qualily Assurance Manager
falled to complete the Comprehehsive Functional through monthly quallly audits.
Assessment {CFAjat least annually, This
affected 1 of 3 sample clients {Cllent #7) and 1 of
2 clients (Cllent #2) reviewed during investigation Responsible person(s)
#80137-1,- Findings follow: Program Manager/QIDP 212719
1. Record review revealed Client #2's CFA signed
by Program Manager (PM} Aon 10/10/17. A
current CFA could not be located.
2. Record review on 12/12/18 revealad Client #7's
GFA signed by PM A on 7/4/17. Acurrent CFA
could not be located.
When interviewed PM A confirmed the facllity W 268 CONDUCT TOWARD CLIENT
failed to complete CFAs at least annually. .
Mosalc policles and procedures will promote
W 268 | CONDUCT TOWARD GLIENT WasBl D tindendorca of
. CFR(s): 483.450(a)(1)() e growth, development and independence o
. the client, Specifically, each dient will have a
These policies and procedures must promote the personal actlve treaiment schedule, The active
growth, development and independencs of the treatment schedule will incorporate
chient, individualized dally living, sodial, and
communlty skills. This will be monitored by the
This STANDARD Is not met as evidenced by: Quality Assurance Manager through monthly
Based on observations, interviews and record quality audits.
reviews, the facility failed to provide consistent
gpportunities for growth and independence. This Responsible person:
affected 1-of 8 clients (Client #1 - Client #8) living Program Manager/QIDP 2197119
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the kitchen without client involvément.

in the home. Findings follow:

1. Observations on 12/10/18 during the evening
meal revealed facility staff lined the kitchen
counter with plates and served the meal, withaut
client invelvement. Facility staff also placed cups
on the counter and poured milk into the cups
without client involvement.

Observations on 12/12/18 during the evening
meal revealed facility staff lined the kitchen
counter with plates. The facllity staff modified
food consistency and served the line of plates
without client involvement. Facility staff also
poured and served drinks fo the dining tables
without client involvement. At the end of the
meal, Direct Support Associate (DSA) C cleaned

Obhservations on 12/17/18 during the evening
meal! revealed DSA E asked Client #3 fo set the
ptates on the dining tables. Client #3 retrieved
the plates out of the cabinet and set a stack of
plates on atable. Temporary Agency Staff (TA) B
picked the plates up off the table and lined the
plates across the kitchen counter. DSAE
scooped foad into, Client #3, Client #5, Client #8,
and Client #8's plates without their assistance.
TA B out up Client #3's fish sticks without his
assistance. The clients took their plates to the
dintng tables, where they began to eat, Facility
staff did not ensure clients had napkins or
sncouraged the clients to use napkins. When
cllonts finished their meal, thay set their dishes In
the sink and laft the kifchen. DSA E cleaned the
kitchen without client encouragement,

2. Observations on 12/17/18 from 3:14 p.m. to
3:20 p.m. revealed Client #1 walked around the
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home with nothing to do. When TA B arrived at
the house, Gllent#1 followed her around the
house. From 3:20 p.m. to 3:30 pm., DSAF
asked Client #1 to put away his clothes. Client ##1
put away his clothes and continued to wallk
around the house. From 3:30 p.m. to 3:40 p.m.,,
Client #1 started to cry and TA B talked to him.
After their talk, Client #1 continuied fo walk around
the house, At 3:40 p.m., Client #1 and Client #8
hugged. Faclity staff did not glve redlrection
given to Client#1, At 3:42 p.m., Client #1
received a phone call and went to his bedroom.
At 3:45 p.m., Client #1 continued to walk around
the home and stuck up his middle finger at DSA
G. Facility staff did not provide any redirection.
From 3:47 p.m. to 3:52 p.m., Client #1 talked to
Direct Support Specialist (DSS) and TAB. At
3:55 p.m,, Client #1 bacame upset, engaged in
aggression and property destruction. Facllity staff
redirected Cllent #1 into his bedroom, TAB and
Client #1 walked around the building and back
inslde. From 4:07 p.m. to 4:17 p.m., Client #1 sat
with TA B while she temporarily fixed his
eyegiasses, At 4:21 p.m,, Client #1 asked TAB
to clean his eyeglasses, TA B cleaned the
glasses without assistance from Client #1. At
4:23 p.m., Client #1 asked DSS for his money.
Sha tald him he could have his money at 7:30
p.m. and asked Clisnt #1 to do his chores. Cllent
#1 stated he did not know what chores to do.
DSS did not respond,  Cllent #1 walked to the
kitchen and ate out of a dirty bowl sitting next to
the sink. From approximately 4:30 p.m. to 510
p.m., Client #1 sat In the living room with nothing
to do. At5:10 p.m., Client #1 sat in the office with
TAB. At 514 p.m., Client#1 sat at the dining
fable and locked at his daily scheduls. Facility
staff did not encourage him to follow his dally
schedule. From 5:14 p.m, to 5:25 p.m,, Client #1
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sat at the dining table with nothing to do. At 5:2b
p.m., Client #1 waltked back to his bedroom.

Record review revealad Cllent #1's Active
Treatment Schedule. The schedule indicated
from 3:00 p.m. to 6:00 p.m,, Client #1 should
complete formal programs to complete at least
one hygiene skill and one task. The scheduls
also indicated Client #1 should help with
household tasks, personal hygiens, and
grooming.

Additional record review revealed Client #1's
written routine indicated Client #1 should be
engaged in an activity in his bedroom or away
from the commotion of the kids arriving home
from school. The written routine directed facility
staff to ask Client #1 what he wanted to help with.
if Client #1 had no suggestion, facility staff should
provide two options,

3. Observations on 12/17/18 at 3:17 p.m.
revealed Client #2 stood next to the dining table
eating a snack. Fadility staff did not provide
redirection for Client #2 to sit at the table. From
3:20 p.m. to 4:45 p.m., Client #2 walked around
the house with nothing to do. At 3;30 p.m., Client
#2 hugged and kissed TAB. At3:32 p.m., Client
#2 ran out the door, facility staff redirected him
hack inside. Client #2 walked inside and bear
hugged Client#t4. DSAF asked Client #2 to stop
and Client #2 let go of Cllent #4. Client #2 then
hugged DSAF. At 4:41 p.m., Program Manager
(PM) A asked Client #2 to wash the tables. Client
#2 refused and PM A did not offer Client #2
another choice of tasks. From 4:45 pam. to 4:64
p.m., Client #2 sat at the dining table and looked
at baseball cards. At 4:54 p.m., Client #2 put
away his laundry.
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Record review ravealed Client #2's Active
Treatment Schedule. The schedule Indicated
from 3:00 p.m. o 6:15 p.m., Client #2 shouid
complete formal programs to decrease .
Inappropriate behaviors, participate in an activity,
clean his bedroom, and identify medications. The
schedule alsa indicated Client #2 should go
outside, play with Legos, draw/color, have
one-to-one time with staff, play with Pokemon
cards, play a board game, or card game.

4. Observations on 12/17/18 at 3:16 p.m.
revealed Client #3 walked {o the kitchen and
facllity staff handed him a snack. Client #3 took
his howl to the dining table. DSAF put peanut
butier on a cracker and served the cracker to
Client #3. DSAF falled to involve Client #3, At
3:23 p.m., Client #3 wiped peanut butier on his
jeans. DSAF asked him to stop and retrieved
Client #3 a napkin. DSAF did not encourage
Client #3 to get his own napkin. At 3:35 p.m.,
Cllent #3 confinued to state, "Client #3's not
stupid.” Nobody responded to Client #3.

Record review ravealed Clisnt #3's Active
Treatment Schedule. The scheduie indicated
from 300 p,m. to 6:15 p.m,, Client #3 should
selact a game, participate in mealtime activity,
and complete an assigned chore. The schedule
also indicated Client #3 should complete personal
hygiene, meal clean up, watch T.V., and read a
magazine.

5, Observatlons on 12/17/18 at 3:40 p.m.
ravealed Client #4 sat at the dining table where
Client #3 and Cllent #6 played a game. PMA
asked Client #4 to go see if he could help with
anything. Client#4 left the table, but ho direction
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given to him. From 3:40 p.m. to 5:10 p.m.., Client
#4 walked around the house and sat in the living
room with nothing to do.

Record review revealed Client #4's Aclive
Treatment Schedule. The schedule indicated
from 3:00 p.m. to 6:15 p.m., Client #4 should use
caping skills and engage in activity or task when
upset and increass his communication skills. The
schedule also indicated to complete meal
preparation and clean up, particlpate in a
recreational activity, and complete personal
hygiene.

6. Observations on 12/17/18 at 3:10 p.m.
revealed Client #5 looked at his [PAD and ate on
the couch. At 3:23 p.m.,, Client #5 walked to the
dining table and tried to eat out of Client #2's
bowl. DSAF redirected Client #5 and handed
him a snack. When Client #5 finished his snack,
he walked back to the couch and watched a video
oh his IPAD. At 3:30 p.m., DSAF took Client #6's
bowl into the kitchen without asking Client #5 to
assist, From 3:30 p.m. to 5:02 p.m., Client #5 sat
on the couch and walked around the house
watching his video on his IPAD. At 5:02 p.m.,
Client #5's IPAD lost power and he walked
around the house until he ate dinner, Facility staff
did not offer any other activity to Client #5.

Record review revealed Client #5's Active
Treatment Schedule. The schedule indicated
from 3:00 p.m. {o 6:18 p.m., Client#5 should
complete one houseshold task and exercise. The
schedule also indicated fo use his [PAD,
participate In a recreation activity, and complete
meal set up and clean up,

7. Observations on 12/17/18 at 3:39 p.m. Client
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#7 retriaved his tablet and went info the living
room. From 3:39 p.m. to 5:22 p.m., Client #7 sat
in the beanbag and played a game on the tablst
with staff present. At 5:22 p.m,, Client # 7 walked
into the Kkitchen, got a bowl of mashad potatoes
and refurned o living room. Client #7 sat in the
beanbag and ate mashed potatoss while he
played on a tablet without staff supervision.

Record review of Mosaic's meals and dist
supports dated 10/2/17 indicated, "Employees are
trained and encouraged to engage people in
normal conversations during meals about
activities, events of the day, elc. to promote
family style dining, where everyone sits at the
table, Is asslstad to serve themselves,"

8, Obseryations on 12/17/18 from 3:20 p.m. to
3:40 p.m. revealed Client #8 walled around the
home with nothing to do. At 3:40 p.m., Client #8
hugged Client #1 without staff intervention. At
345 p.m., Client #8 tried to hug Client #2, but
staff redirected him. From 3:45 p.m. to 3:50 p.m.,
Client #8 walked around the home with nothing to
do. At 3:50 p.m., Client #8 sat at the dining table
and played a game. At 4:05 p.m., Client #4
asked to go to another house and Client #8
mocked him. Staff redirected Client #8, From
4:05 pm. to 4:36 p.m., Client #8 walked around
the home with nothing to do, At 4:14 p.m., Client
#8 pushed PM A. PM A reminded Client #8 they
were fiiends. At4:36 p.m., Client #8 sat next to
Cllent #5. Client #8 tapped on Chent #5's cheek
and tried to kiss him, DSAE redirected Cllent #8,
Cilent #8 walked around the homs, walked back
to the couch, and sat down next to Client #5.
Client #8 touched Cliant #5's arm without staff
redirection., At4.41 p.m., PM A asked Client #8 to
wipa the tables. Cllent #8 refused and PM A
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falled to offer any other activity. From 4:41 p.in.
to 4:55 p.m., Client #8 walked around the homes
with nothing to do. At 4:55 p.m., Client #8 placed
his hand on DSA E's shoulder. DSA E redirected
Client #8. At 5:02 p.m., Client #8 walked up to TA
B and gave her a hug. TAB did hot provide
redirection, From 5:02 p.m. to 510 p.m., Client
#8 walked around with nothing to do. At5:10
p.m., Client #8 gave Client #3 a bear hug without
redirection from staff. At 5:14 p.m., Client #8 sat
on the couch next to PM A and leaned on her
shoulder. PM A did not provide redirection. At
5:20 p.m., Client #8 ate his evening meat,

When interviewed on 12/18/18 at 10.50 a.m. PM
A confirmed the facility failed to provide
opportunities for growth and development by
failing to follow active treatment schedules and
offering activities or tasks to complete throughout
the day.

EVACUATION DRILLS

CFR(s); 483.470(}1)

The facility must hold evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is ot met as evidenced by:
Based on interview and record reviews, the
facility failed to consistently conduct quarterly fire
drills on the evening and the overnight shifts
during the last year. This potentially affected 8 of
8 clients {Clients #1 -#8} living in the homs.
Findings follow:

1, Record review on 12/12/18 revealed the facility
falled to canduct a fire drill from 12/31/17 to
3711118 on the evening shift.

Wy 268

W440| W 440 EVACUATION DRILLS

meets monthly.

Responsible person:
Direct Support Manager

The facility will hold evacuatlon drill at ieast
guarterly for each shift of personnel.
Specifically, a fire drill will be conducted
monthly with a quarterly rotation per shift.
Documentation of each drill will be completed
and tracked by the Safety Committee which

212719
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2, Record review on 12/12/18 revealed the facility
failed to conduct a fire from 8/31/18 to 11/1/18 on
the overnight shift,
Addittonal record review on 12/13/18 revealsd
Mosalc's emergency and disaster policy dated
3120117 indicated, "Fire Drills are conducted
throughout the year according to the following
procedurs; A minimum of one fime per month, in
every homefarea, on each shift.”
When interviewed on 12/14/18 at 9:28 a.m.
Program Manager A confirmed the fagcility failed to
conduct fire drills on ail shift at least quartetly.
W 464 | INFECTION CONTROL W 4541 was4 INFECTION CONTROL
’ CFR(s): 483.470()(1) Mosaic will provide a sanitary environment to

avoid sources and transmission of Infections.

. | Specifically, each client will have a personal
active treatment schedule, The active

. {reatment schedule will include hand washing
This STANDARD s not met as evidenced by: at routine times. Additionally, the staff working
Based on observations, interview and record
raview the facility falled to provide a sanitary
environment, This potentially afiected 8 of 8

The facilify must provide a sanitary environment
to avoid sources and fransmission of infections.,

at 108 Kelly's Court home will be re-trained on
the Mosalc Health & Weliness policy and

| clients {Clients #1 -#8). Finding follows; Mosalc Sanitation policy. The active treatment
schedule and frequent hand washing will be
1. Observalions on 12/12/18 during the evening followed by direct support staff dally. This will
meal revealed facility staff falled to prompt clients be monitored by the Direct Supporl Supervisor

1o sanitize dining tables and wash their hands. hrough weekly observations.

Qbservations oh 12/17/18 revealed the following:
Responsible person:
g, At 3:16 p.m., during snack, facllity staff failed to Direct Support Manager 21278
prompt clients to sanitize dining tables and wash
their hands.
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b. At 4:38 p.m., Client #3 and Clisnt #8 washed
two of the three tables with Program Manager
(PM) A's assistance. Temporary Agency Staff
{TA) B continuad to fold clothes on the third table.
Al 505 p.m., Licensed Practical Nurse (LPN) A
brought a new bandage to the table and asked
Cllent #2 If she could apply a hew bandage,
Client #2 removed the old bahdage and placed it
face down on the dining table, Staff falled to
sanitize the tables again before the clients ate
dinner.

¢. At B:15 pm,, prior to serving the evening meal,
facility staff failed to prompt clients to sanitize
dining tablas and wash their hands.

Additional observations on 12/17/18 revealed the
following:

a. At 3:24-p.m., Client #3 dropped a pretzel on the
floar; he picked it up and ate it. No staff
intervened.

b. At 3:29 p.m., while eating shack, Client #2
handed Client #4 his crackers. Client #4 ate
Clisnt #2's crackers. No staff intervened.

. At 4:23 p.m., a client's bowl from snack, with
teftover pretzel sticks sat next to the sink, Client
#1 ate out of the bowl,

d. At 4:55 p.m., Client #3 ate pretzel sticks from a
bow! sitting next to the sink. Client #8 asked
Client #3 if he could have some, Client #3 placed
small pieces of the pretzels on his fongue, placed
hls hand back in the bowl, grabbed more small
pleces and handed the pieces to Client #8.

&, At 5:30 p.m., Clisnt #5 picked up the pitcher
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and took two drinks out of the spout before
placing the pitcher in the reftigerator. Surveyor
informed BDirect Support Assoclate (DSA) E about
the incident. DSA E poured the juice down the
sink,

Record review on 12/18/18 revealed Mosaic's
Sanitation Safe Environments policy dated 3/1/15,
indicated, "Staff wiil be trained to assist people
recelving services to practice sanitation when
cooking and serving food ... Staff will also be
trained, parficularly in ICF/MR, to assist people o
clean and sanitlze tables before eating meals and
in maintaining a clean environment to eat in."

When Interviewed on 12/18/18 at 11:41 a.m, PM
A confirmed the facility failed to provide a
sanitized environment.
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. & W146 ADDITIONAL NOTIFICATION
481-50.7(10A,136C) Additional hotification, The When there is an act that causes major injury
director or the director's designee shall be notified to a resident or when a facillty has knowledge
within 24 ho_qrs, or the next b}islﬂess day, by the of a pattern of acts committed by the same
most expeditious means available: resident on another resident that results in any
50.7(3) When there Is an act that causes major physical Injury. For the purpose of this subrule,
injury to a resident or when a facifity has pattern” means two or more times within a
knowledge of a pattern of acts committed by the 30-day period. Specifically, Mosaic will self
same resident on another resident that results in report a “pattern” of peer to peer aggresslon
anhy physi“cai i”]UWl-l For the purposes of this | resulting in major Injury within 24 hours.
SL.Ebr.um' pattarn * means two of more times Mosaic employeas working at 105 Kelly's
within a 30-day period. )
Court will be frained on Mosalc's Peer to Peer
Mistreatment, Abuse or Exploitation policy and
Peer to Peer Aggression procedure.
Addittonally, peer to peer incidents will be
fracked on a peer to peer tracking sheet fo
This REQUIREMENT is not met as evidenced e peer fo peor raking ]
by: identiflcation of a 'pattern’ requiring a seff
Based on interviews and record reviews, the report within 24 hours. This will be monitored
facility failed to report two paerto-peer by the Associate Director through
aggressions within 30 days resulting in injury to monthly review of the peer to peer tracking
the Department of Inspections and Appeals (The shest.
Department), This potentially affected all clients
fiving in the home (Client #1 - Client #8). Finding Person(s} Responsible:
follows: Program Manager/QIDP . 02/8/2019
Record review revealed the following:
a, Client #3's General Event Reports (GER) dated
9/27/18. Program Manager (PM) B documented,
“Aftar finishing supper (Client #3) was seated at
the table. {Client #1) was done with supper and
standing by the computer room. He was
watching {Cllent #3) and |. He became agitated
for some reason and came over and punched
(Staff) lightly on the left arm. Went back to the
wall and became agitated again and picked up a
kitchen chair and threw It toward (Client #3)

i DV Tl daisde Dhuds, 215l
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hitting him on the right cheek bone.” Licensed
Practical Nurse (LPN) A documented, "l was
nefified minutes after incident ocourred. | went
directly to 105 and checkad {Cllent #3), He was
sitting at dining room table fooking at magazine.
He had a visibly reddened, slightly swollen, smaill
egg sized lump on his right upper {cheek) bone
area. Staff had already placed ice pack to the
area. {remained with (Client #3) for about 20
minutes and continued to hold compress in place.
He stated it was sore to the fouch but otherwise
did not appear to be in any dlistress,”

b. Client #2's GER dated 10/156/18. PM A
documented, "(Cllent #2) was walking down the
hallway. He stoppad in front of (Client #1's)
doorway. {Clisnt #1) was upset and had been
hitting the walf and pulled the call light in his
bathroom. Staff was with him at this ime. (Clent

#1) {picked} up a hard plastic oup (and) threw it at

{Client #2) striking him In the nose. This resulted

in a bloady nose. Staff with (Clierit #1) stepped In
front of him to prevent any fusther aggressions
and another staff came and got {Client #2) taking
him to the bathroom where he applied a wet towel
to his hose to help stop the bleading. {LPNA)
was called and she came and looked at {Client
#2's} nose cleaning it and holding a wet cloth to
his nose untll the bleeding stopped.” LPNA
dosumented, "l was notified at fime of incident
and responded on site, {Client #2) was sitting on
couch with staff member and was crying but
appeared calm., There was scant amount of
bleeding from right nesfril. Cold compress
applied while | sat with (Client #2) and talked with
him. Bleeding readily resclved. (Cllent #2) stated
his nose was sore to the touch. Advisad (Client
#2) and staff that he could continue fo apply a
cold compress to his nose for soreness and could
also have prn {as needed) Tylenol If neaded.”
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LPN A documented on 10/17/18, * rechecked
{Client #2's) nose the following day after incident,
No brulsing, redness, or swelling noted. (Client
#2) stated his nose was stfil “a little sore when he
touchss it." He appearad happy ahd was playing
a game when | saw him."

Additional record review revealed faclity poficy for
pesrto-peer aggressions dated 1/18/17,
indicated, "If a person we support physically
aggresses upeon another parson supported two or
more times within 30 days and leaves an injury it
is an 1CF/ID Regulation that It he reporied to DIA
within 24 hours.” "Injury: anything that requires a
healing process to oocur such as but not limited
to, an abrasion, scratch, or bruise.”

When interviewed on 12/12/18 at 2:09 p.m., the
Interim Executive Director (ED} confirmed the
facility failed to report two peer-fo-peer
aggressions in 30 days to the Department.
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