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The investigation of #82354-} and #82355- was
completed 4/8/19-4/10/19.

As a result of the investigation 82355,
deficiencies were cited at W249 and lowa
Administrative Code Chapter 50.7(4) (See State
Form).

The investigation of 823641 resulted In no
deficiencles.

W 249 | PROGRAM IMPLEMENTATION

CFR(s): 483.440{c)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must recelve a continuous active
treatment program consisting of needed
inferventions and services in sufficient number

i and frequency to support the achlevement of the
objectives identified in the individual program
plan.

This STANDARD 1s not met as evidenced by:
Based on interviews and record review, the
facility failed to ensure staff consistently provided
supports and services as identified In the
individual program plan. Specifically, staff falled
to provide supervision accoiding to identified
heeds. This affected 1 of 1 client {(Client #8)

W 249

W249 PROGRAM IMPLEMENTATION

As soon as the Interdisciplinary team has
formulated & cllent's individual program plan, each
dlient must recelve a continuous active treatment
program consisting of needed interventlons and
saivices [n sufflclent number and frequency to
support the achlevement of the objectives

Identified In the Individual program plan. Spedifically,
staff at 105 Kellys Court will be retrained on the
Bracelet Procedure, Professlonal Conduct/ -
Workplace Rules and Tobacco-free Environment
Policy. The PMIQIDP will run Therap
acknowledgment reporté to ensure staff are tralnad
on the ISPs and program plans. The Implsmentation
of policles, procedures and Individual active
treatment programs will be monitered by the Direct
Support Suparvisor completing weekly chservation
chocklists,

Person(s) Responsible:

MOSAIC.105 KELLY'S COURT
‘ FOREST CITY, [A 50436
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identifled as a rasult of facility self-reported Direct Support Manager sh3hs
incident #82355-1.
Findings follow:
Record review on 4/8/19 revealed a facility
: (%8) DATE

5179 2019

Al deﬂclency statement enf o with an asterisk " deno%es deﬂclency which the Inslitation may be excused from cofrecting ﬁroviding it is determined that

other safeguards provide su tcienl protection to the patients. {See instructions,) Except for nursing homes, the findings stated above are disclosable 9¢ days
following the date of survey whether ar not a plan of cotreclion |s provided. For nursing homes, the above findings and plans of corraction are disclosable 14

days followlng the date these documents are made available to the facility. If deficiancles are cited, an approved plan of correction Is requisite to continued

program participation,
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Ingident Repori, dated 4/1/189, documented oh
3/28/19 at 5:40 p.m. staff saw Cllent #8 walking
toward 101 Kelly's Court without a staff. Direct
Support Associate A (DSAA) stayed with Client
#8 until DSA B came out and walked Client #8
back to 105 Kelly's Coutt.

When Interviewed on 4/4/19 at 11:30 a.m. DSAB
reporied he held responsibility of Client #8 on
3/28/19, Around 5:30 p.m., DSA B went outside
for a break, He thought he told someone he was
going to take a break. DSA B stated he falled to
waar a bracelet on 3/28/14 to indicate
accountability of Client #8. DSA B stated he was
outside for about tan minutes and during that
time, Clisnt #8 left the home, DSA B did not see
Cllent #8 whan he returmed to the home,
Someone called from another house to report
Cliant #8 was outside and he went to get him.
Ciient #8 was in front of the home with another
staff. He returned without Injury. DSAB
confirmed he did not wear a bracelet to indicate
accountability for Client #8 that day. DSAB
confirmed he failed to provide the proper level of
supervision for Client #8.

Continued record review revealed Cllent #8's
Baseline ISP Program approved on 3/15/19. The
program noted Clent #8 had a long histary of
wandering and dirscted staif to record the
number of times Cllent #8 exited or attempted to
exit the home, The program further directed; “...In
order to keep Client #8 safe It Is Important that
staff are monitoring Cllent #8 closely and know
wherte he Is..."

Client #8's Comprehensive Functional
Assesstent dated 3/18/19-4/21¢ Identified Client
#8 "leaves without notifying othersielopes”.
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Additional record review revealed the Therap
behavior support plan and individual support plan
acknowledgement reports of staff training
completed. The report indicated DSA B received
training and acknowledged this on 3/25/19 at
10:34 p.m.

Further record review revealed a Bracelst
Supervision Procedure, last revised 8/14/18.
According to the policy, 105 Kelly's Court would
utilize colored bracelets or lanyards for people
supported that exit the huilding unsupervised.
Staff should wear a colored bracelef on their wrist
or break away lanyard to indicate which individual
hefshe was assighed to during each shift. The
procedure was fo ensure the safety of each
persen supported that may exit the building
unsupervised, The procedure further stated;
"There will pe times during the shift when you
need to ask a co-worker fo wear one of your
individuals bracslets. Examples of this include but
aren't limited fo; Break, Assisting another
individual with a behavioral issue or persohal
care, using the restroom. During these times you
should verbally ask a co-worket to take your
bracelet.”

When interviewed on 4/8/19 at 3 p.m. The
Qualified Intellectual Disability Professional
{QIDP) confirmed DSA B failed to follow the
baseline program for supervision and failed to
follow the facility procedure on supervision,
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