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The investigation of incident #84108-{, 84398-,
#84936-1, and #85053- was conducted 8/5/119 -
8/8/19,

As a result of Incident #84963- a deficlency was
cited at W248,

As aresult of incident #841084, 8439934, and
#185063-1 a deficiency was cited at Jowa Code 481
IAC BO.7{3).

W 249 | PROGRAM IMPLEMENTATION W 249
CFR(s): 483.440(d}(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
{reatment program consisting of needed
interventions and services in sufficient number
and frequency o support the achisvement of the
objectives identified In the individual program
plan,

This STANDARD is not met as svidenced by:
Based on interview and record review, the facllily
failed fo ensure staff implemented client
Individuat Program Plans, specifically regarding
client teval of supervision, as diractad, This
affected 2 of 2 clients (Client #3 and Client #8)
involved fn the Investigation of iIncident #84936-1.
Finding follows:

Reacord review on 8/5/19 revealaed a facility
Gritical Incident Report (CIR), dated 6/26/19.
According to the report, on 6/26/19 Cilent #8
reported on 6/25/19 Client #3 was [n her personal
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Any deficlency stalemenl ending with an asterisk {*) denotes a deficlency which the Inslitution may be excused from carrecling providing it is determined fhal
other safeguards provide sufficlent protection to the patients. {(See Insltctions.} Excapt for nursing homes, the findinge stated ahove ars dlsciosabla 90 days
following tha date of survey whether or hot & pian of correstion s provided, Feor nursing homes, the above findings and plans of correction are disclosable 44
days following the date these documents are imade avallable lo the facllily, I deficlencles are ciled, an approved plan of correclian Is requisite to continued
program patdicipation,
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boundaries. Cltent #8 reported she asked Client
#3 saveral times 1o get out of her boundaries and
Clisnt #3 then touched her breasts and her
"srotch area. Cliant #8 again asked Client #3 to
stop and Client #3 pulled down his pants far
anough to expose himself. Client #8 said she
asked Cllent #3 1o stop agaln and then Client #8
went to her bedroom.

When interviewed on 8/6/19, Youth Services
Worker (YSW) A stated on 6/25/19 she was
standing in the middie of the recreation room of
the Sinclair Cottage. She said two clients were
down walking down tha hallway, Client #3 had
besn sitting on a rug and playing with Legos while
Client #8 was on the other slds of the room
gelting ltems from her locker. YSW A said she
laoked down the hallway to monitor the two
clients and make sure there were no Issues,
YSW A stated Client #8 never sald anything to her
oh 8/25/19. She said the next day, Client #8 told
another staff of the Incident, YSW A stated Client
#3 and Cllent #8 did not have any speclal
supervision requlrements on 6/26/19 when the
incident occurred,

Additlonal record review on 8/7/19 revealed Team
Meeling notes dated 5/1/19, 5/16/19, 5/29/19,
615119, 6112119, 6/19/18, and 6/26/19. The notes
Instructed staff were to keep Cliant #3 within
eyesight when with his peers in the cotiage
common areas, it noted this was due to Client
#13's age and histoty of sexualized behaviors. The
meeting notes included staff were to ba presentin
the common area whenever other clients were in
an area with Client #3 and staff were to monitor
for safe and appropriate boundaries and
conversations with ali hls peers,
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Whan interviewed on 8/7/19 at 2:20 p.m., the
Program Manager explained client levels of
supervision were discussed during Team
Mestings and were considered part of the cfients
individual Program Plan. She confirmed Client #3
was 1o remain in staff eyesight when in common
areas with peers. She expiained on 6/25/19, the
staff had looked out of the area to check on a
pear and a pillar obstructed her view. She stated
the facility planned fo put up a mirror so staff
would not have to turn to see down the hallway
when in the recreation area.

When Interviewad on 8/7/19 at 3:30 p.m,,
Qualified intelleciual Disability Professional
{QIDP) A confirmed Client #3 was to remain in
staff eyesight when in common areas of the
cottage with his peers.

When interviswed on 8/7/19 at 5:20 p.m., Cllent
#8 reported Client #3 had touched her breasts
and "crotch” area over her clothing, She said he
also pulled his pants down and exposed himsalf
to her. Client #8 said she had asked Client #3 to
leave her alone and left the area following the
incident, Glient #8 said staff was in the area but
was not watching when it occurred, Client #8 said
staff kept & close eye when Client #3 was around
and she felt safe.
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C 148) 50.7({3) Additicnal notification

481-50.7(10A,135C) Additional notification, The
director or the director's designes shall be notified
within 24 hours, or the next business day, by the
most expeditious means avallable:

50.7(3) When there Is an act that causes major
injury to a resident or when a facllity has
knowledge of a pattern of acts commilted by the
same resident on another resident that results In
any physical injury. For the purposss of this
subrule, " paltern® means two or mora times
within a 30-day period,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
falled to nolify the Depariment of Inspections and
Appeals (DIA) within 24-hours after a client
exhibited a pattern of peer-to-peer aggression
resulting in injury more than two times in a 30-day
period, as reguired by lowa Code 481 1AC
50,7(3). This affected 9 of 8 clients (#1, 3,7, 8, 9,
11, 13, 16, and 16} invoived in the investigation of
incldent #84108-1, #84399-, and #85063-1,
Findings follow.

1, Record review on &/5/18 revealed a facility
Critical Incident Report (CIR), dated 6/21/19. The
report noted Client #13 engaged in peer-to-peer
aggresslon resulting in injury lasting 24-hours on
5/21119, 5124/19, and 6/31/19. The CIR
documented on 5/21/18, Client #13 bit Client #11
on her left tricep and the bite mark was siifl visible
when 24-hour follow-up was completed. On
5124119, Clisnt #11 and Client #13 were standing
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next to each othar eating snack when they began
kicking each other. Client #11 slapped Client #13
and Client #13 hit and grabbed Client # 11’s hair.
During the 24-hour follow-up, Client #11 reported
sorensss and pain from her hair being ptlled.
The CIR noted the Incident on 5/31/19 occurred
when Client #13 slapped Client #11 on the back
of the neck after Client #11 was closing the door
to the family room so Client #13 could not walch
the movie. Client #11 reported soreness and pain
in her neck during the 24-hour folfow-up. The
facllity reported the three incldents to the DA on
6/21/10.

2. Record raview on 8/5/18 revealed a CIR, dated
6/21/19. The report noted Client #1 had hit Glient
#7 on 6/10/19 with a broom resulting in a bruise
on Client #7's pinky finger. On 6/1119, Client #1
punched Cliant #8 in the face; Client#8 had a
sore face and a bump/knot during the 24-hour
foliow-up. The facility failed to report the incidents
to the DIA until 6/21/19. The facility completed an
amanded CIR on 7/8/12 (Monday) after Client #1
punched Client #7 in the face after Client#7 hit
staff on 7/6M9 (Friday). Client #7 had a small
bruise on the left side of his noss during the
24-hour follow-up.

3. Record review on 8/5/19 revealed a CIR, dated
7116/18. According to the report, on 5/28M8
Client #8 hit Client #7 In the back with a scooter
resulling in a bruise on Client#7?'s back chserved
during the 24-hour follow-up. On 56/3118, Client
#8 shoved Cllent #3 to the ground resulting in a
small scratch on Client #3's knee, which
remained visible during the 24-hour follow-up.
The facility failed to report the two incidents to the
DIA until 74719,

Additional record review revealed the "ICFID Peer
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to Peer Reporting Guidelines,” undated, The
guldelines instructed "QIDP{s) (Quaiified
Intellectual Disability Professional) and Program
Manager are responsibla for monitoring and
raparting peer to peer aggression." The
guldelines instructed direct care staff ware to
dacument the peer-to-peer aggression and e-mall
tha report to the Program Manager, Shift L.eader,
and QIDF prior to the end of the shift, Direct care
staff working the following shift was to complete
the required 24-hour follow up for possible or
sustained injuries and document in the shift
change ovar communication. The QIDP was to
input the peer-to-peer aggression on the
spreadsheet and complete necessary fallow-up
which included ensuring 24-hour accideni/injury
follow-up had been completed. The guidelines
defined an Injury as “lasting longer thah 24 hours
therefore requiting a healing process."

When interviewed on 8/6/19 at approximalely
3:30 p.m., Qualified Intellectual Disability
Profasslonal (QIDP) A sald based on how tha
facllity defined an Injury any time a client reported
pain when completing the 24-hour follow-up the
facility considered tha client had an injury, She
provided the facility peer-to-pser tracking shest.
The QIDP stated the facility would be compieting
another self-report on 8/5/19 due to Client #13
aggressing toward hls peers and resulting in
Injury. She showed the Surveyor the pear-to-peer
tracking sheet and stated the facllity would
include all four incldents in the salf-report,

Raview of the peer-to-peer tracking sheet
ravealed Client #13 hit Client #11 on her back and
pulled her hair on 7/5/19; Cllent #11 reported her
head hurt durlng the 24-hour follow-up. The
second Incldent occurred on 7/9/19 when Cliant
#13 punched Cllent #9 in the mouth after Client
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#9 accidentally hit Client #13's arm with a metal
pale. During the 24-hour follow-up, Glient #9
appeared to have a small fat lip, A third incident
occurred on 7/30/19. Client #13 and Client #15
were play fighting when Client #13 pushed Client
#15. Client #15 fell against the window and fo the
floor resulting in a red mark on his thigh. During
the 24-hour follow-up, Client #15 reported the
area was tender. A fourth incident occurred on
713119 when Client #13 threw a stick at Client
#16 and caused an abrasion on her chest; the
mark was still present during the 24-hour
follow~up.

When interviewed on 8/7/19 at 9:55 a.m., the
Program Manager {PM) explained once an
Accident injury Report (AIR) was compieted it
was e-mailed to right away te several peaple
Including the QIDPs. She stated 24-hour
follow-up was not always communicated right
away and felt this was part of the breakdown for
identifying injuries from peer-to-pear aggressions.
During a follow-up inferview on 8/7/19 at 2.20
n.m., The PM canfirmed the facility had not
reported all incidents of peerto-peer aggression
resulting in injury to the DiA timely. She stated
she would be completing the CIR for the incidents
with Client #13 in July.
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481-50.7(10A,135C) Additional notification. The
director or the director's designee shall be nolified
within 24 hours, or the next business day, by the
most expeditious means avallable:

50.7{3) When thers is an act that causes major
Injury to a resident or when a facility has
knowledge of a paltern of acts committed by the
same resident an another resident that resulls in
any physical injury. For the purposes of this
subrule, " pattern " means two or more times
within & 30-day period.

This REQUIREMENT is not met as evidenced
by:

Based on Interview and record review, the facility
failed to notlfy the Department of Inspections and
Appeals {DIA) within 24-hours after a client
extiblited a paltern of peer-to-pesr aggression
rasulting in injury morae than two times in a 30-day
period, as required by lowa Coda 481 JAC
50,7(3). This affected 9 of 9 clients (#1, 3,7, 8, 9,
11, 18, 'i5, and 16} Involved in the investigation of
Incident #84108-1, #84399-, and #85063-,
Findings follow,

1. Record review on 8/5/19 revealad a facility
Critical Incldent Report (CIR), dated 8121419, The
report noted Client #13 engaged in peer-to-peer
aggression resulting In injury lasting 24-hours on
B21/19, 5/24/19, and 5/3119. The CIR
documented on 5/21/18, Cliant #13 bit Cllent # 11
on her laft tricep and the bite mark was stili visible
when 24-hour follow-up was completed. On
5124119, Client #11 and Client #13 were standing
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next to each other eating snaclk when they bagan
kicking each other, Client #11 slapped Client #13
and Client #13 hit and grabbed Client #11's hair,
During the 24-hour follow-up, Client #11 reported
soreness and pain from her hair belng pulled.
The CIR noted the incident on 5/31/19 oceurred
when Client #13 slapped Client #11 on the back
of the neck after Client #11 was closing the door
to the family room so Client #13 could not watch
the movie. Client #11 reported soreness and pain
in her neck during the 24-hour follow-up. The
facility reported the thres Incidents to the DiA on
6/21/19,

2. Racord review on 8/5/19 revealed a CIR, dated
6/21/19. The report noted Glient #1 had hit Client
#7 on 6/10/19 with a broom resuliing in a bruise
on Client #7's pinky finger. Gn 6/11/19, Client #1
punched Client #8 in the face; Client#8 had a
sore face and a bumpknot during the 24-hour
fallow-up. The facility failed to report the incidents
ta the DIA until 8/21/19, The facility completed an
amended CIR on 7/8/18 (Monday) after Client #1
punched Client #7 in the face after Client #7 hit
staff on 7/5/19 (Friday). Client #7 had a small
brulse on the left side of his nose during the
24-hour follow-up,

3, Record raview on 8/5/19 revealed a CIR, dated
7116119, According to the report, on 5/28/19
Client #8 hit Client #7 in the back with a scooter
resulting in a bruise on Client#7's back ohserved
during the 24-hour follow-up. Cn 5/31/19, Client
#8 shoved Client #3 to the ground resuiting in a
small scratch on Client #3's knee, which
remained visible during the 24-hour follow-up.
The facility failed to report the two incidents to the
DHA until 7/17/19.

Additional record review revealed the "ICFID Peer
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to Peer Reporting Guidelines," undated. The
guidelines instructed "QIDP(s} (Qualified
intellectual Disabllity Professional) and Program
Manager are responsible for menitoring and
reporting pser o peer aggresslon.” The
guldelines instructed direct care staff were to
document the peer-to-peer aggraession and e-mail
the report to the Pragram Manager, Shift Leader,
and QIDP prior fo the end of the shift, Direct care
staif working the following shift was to complete
the required 24-haur follow up for possible or
sustained injurles and document in the shift
change over communication, The QIDP was to
Input the peer-to-paer aggression on the
spreadsheet and complete necessary follow-up
which included ensuring 24-hour accidentfinjury
follow-up had bean completed. The guidelines
defined an injury as "asting longer than 24 hours
therefore requiring a healing process.”

When Interviewed on B/5/19 at approximately
3:30 p.m,, Qualified Intellectual Disability
Professional ((QIDP) A sald based on how the
facility defined an injury any time a client reported
pain when completing the 24-hour follow-up the
facllity considered the client had an injury, She
pravided the facllity pear-to-peer tracking sheet.
The QiDP stated the faclity would be completing
another self-report on 8/5/19 due to Client #13
aggressing toward his peers and resulting in
injury, She showed the Surveyor the peer-to-peer
tracking sheet and stated the facility would
include all four incidents in the selfreport.

Review of the peer-to-peer tracking shest
revealad Client #13 hit Client #11 on her back and
pulled her hair on 7/6/19; Client #11 reported her
head hurt during the 24-hour follow-up. The
second Iincident accurred on 7/9/19 when Client
#13 punched Client #9 In the mouth after Client
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#9 accidentally hit Client #13's arm with a metal
pole. During the 24-hour follow-up, Client #9
appeared to have a small fat lip. A third incident
occurred on 7/30M19, Client #13 and Client #15
were play fighting when Client #13 pushed Client
#15, Client #15 fell against the window and to the
floor resulting in a red mark on his thigh, During
the 24-hour follow-up, Client #15 reported the
area was tender, A fourth incident occurred on
7131119 when Client #13 threw a stick at Client
#16 and caused an abrasion on her chest; the
mark was still present during the 24-hour
follow-up,

When interviewed on 8/7/19 at 9:55 a.m., the
Program Manager {PM) explained once an
Accident Injury Report (AIR) was completed it
was e-mailed fo right away to several psople
including the QIDPs. She stated 24-hour
follow-up was not always communicated right
away and felt this was part of the breakdown for
Identifying injuries from peer-to-peer aggressions,
During a foliow-up interview on 8/7/119 at 2:20
p.m,, The PM confirmed the fadllity had not
reported all incidents of peerto-peer aggression
resufiing in injury to the DIA timely. She stated
she would be completing the CIR for the incidents
with Client #13 in July.
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Cl46

The ICFID leadership team {QIDPs, Program Manager, and Program Shift Leaders} will create a monthly
calendar indicating who is responsible for completing timely follow up for all consumer to consumer
incidents, The person responsible for completing follow up will document appropriately. QIDP’s wiil
ensure timely reporting to the department. To ensure ongoing compliance, QIDPs will check consumer
to consumer tracking spreadsheet daily. In addition, a daily huddle call will occur to review previous
night’s incidents. A combination of QIDPs, program shift leaders, and program Manager will be present
on these calls, effective 10/7/19 and ongoing at this time.

Completion Date: Immediate and ongoing

w249

Program Manager submitted a work order to get mirror installed on September 10", Maintenance
installed the mirror on September 0™, This was instaltled to alleviate the blind spot by the pillar from

the milieu area to the recreation room in Sinclair Cottage. The presence of this mirror will allow staff
the opportunity to supervise clients in the rec room and supervise other areas of the cottage.

Status: completed

Individualized supervision parameters will be reviewed weekly In team meetings to ensure ongoing
compllance.

Complete date: Immediate and ongoing

Respectfully Submitted,

Michelle Allmandinger

Michelle Alimandinge /

inpatient Services Director, Tanager Place
319-365-8165 ext, 399
mallmandinger@tanagerplace.org

Kristin Moore, LBSW, QIDP
Tanraget Place ICF/ID
319-365-5165 ext. 402
kmoore@tanagerplace.org

2309 C St. SW
Cedar Rapids |1A 52404
Phone: (319) 366-8164 « Fax: {319) 365-6411
www, tanagerplace.org







