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The annual health facilities survey was
conducted t22n0 - 1n9120. As a result,
deffciencles were cited at W'|25, W153, V\f226,
and Wzl40.

PROTECTION OF CLIENTS RIGHTS
cFR(s): 483.420(a)(3)

The facillg must ensure the rights of all clients.
Therefor€, the facillty must allow and encourage
individual clients to exercise their rights as clients
of the facillty, and as citizens of the United States,
including the rlght to file complaints, and the right
to due process,

This STANDARD ls not met as evidenced by:
Based on inteMew and record reMew, the facility

failed to ensure guardian written informed
consent was obtained fur all restrictive measures
utilized. Thie affected 1 of 2 sgmple dients (Client
#3). Finding follows:

Record reMew on 1127120 revealed Client #3's
lnformed Consent Form, signed by his guardian
on 413119. The consent induded the use of
psychotropic medications (Melatonin and
Rlsperidone), the use of Valium prior to dental
appolntmenb, the use of a physical hold or a
restraint chair with a seatbelt and wrist tethers
during dental appointments, door alarms on all
exit doors of the facility, and he use of a gait belt
when Client#3|eft the facility.

Contnued record review revealed Client #3'e

INITIALCOMMENTS w000

w 125 Protection of Client Rights

Mosaic must ensure the rights of all clients.

Therefore, Mosaic must allow and encourage
individual clients to exercise their rights as clients

of the facility, and as citizens of the United States
Mosaic will ensure that all informed consents will

coincide with the Positive Behavior Support Plans

The QIDP will ensure that both the PBSP and

informed consent reflect the same restrictions tha'

the team has agreed upon before the lnformed

consents are presented to the Human Rights

committee for lheir approval.

Responsible person(s):

QIDP 02129t2020

lndividual Support Plan (lSP) Program "Meds,"
last updated 1l5l20.Tlre program noted Client#3
had a seizure disorder so it was necessary for
him to swallow his medications, noting he may let
the medication fall out of hls mouth, The program

Any clefciency statement endlng wfth an astarlsk (") donotes a deficiency whlc*r ths lm[hrtlon may be excusod fnom aoredlng provlding lt ls determlned that
other safoguards provld€ sufficlEnt protocffon lo lho petents . (See lnstructlons.) Exc€pt fbr nurslng horlos, tho flndlngs 8ht€d above ars dbolbsable g0 dayg
folklwlng the dab of eurvey whethcr or not a plan of coreotlon ls provld€d, For nurslng hom€s, the above flndlngs and phn8 of corocilon are dl8dosable 14
days fullorvhg lhs data $ose docurnonts arc made available to the fadllty. lf dofldendca aro dted, an approved plan of cor€cuon ls rtqu6lt6 to conlnued
prcgram partlclpauon.
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instruded to try to admlnlster Cllent #3's

medication8 at different tlmes throughout the

allofted Uve.hour timeframe. The program

continued to instruc't if Client #3 had not taken hle

medication by the end of the allofted tmeframe,

etiaffwere to hold Client #3's hce to administer

hls medioaflon. Staff were to document on a

General Event Report (GER) lf hiE face was held

and document the amount of time the hold was

used on a restraint sheet. The record lacked
guardian writbn informed congent fur holdlng

Cllent#3's face to administer medication.

Additional record review revealed Client #3' s ISP

Prograrn "BSP", last updated 1A23119. The BSP

ldentified target behaviors of aggression and

exits. The BSP inetrucitad if Client #3 went

outside at inappropriate time's staffwers to use

his gait belt and escort him back inside the

faclllty, The BSP lnetructed st8fito genfly block

Client#3 to protect themselvee or others and

continued to instruct staff were able to use Mandt

bchniques to redirect Cllent #3 or to escort hlm to

another area, The record lacked guardian written

informed consent for he use of Mandt technlques
or escorting hlm to another area.

The BSP also noted Client #3 was distracted by

his l-Pad. The BSP lnshucted during meals and

when using the bathroom, the l-Pad was to be

removed from him, noting the l-Pad was able to

be set near Client #3 but he was not to use it. The

record lacked guardlan written informed consent

to removs the l-Pad durlng meals and when using

the bathroom.

Review of facility policies revealed "Promotion
and Protection of Human Rights", last revised

9l1l17.The policy lnstructed "No rights of any

w 125
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person will be limited or restricted by Mosalc staff
without due process and approval from the
psrson recelvlng seMces, legal guardian and the
Human Rights Commlttee (HRC)... lnformed
Consentwlllbe obtalned prior to implementng
any rights restriction."

Additional policy review revealed 'Behavior
Support and Intervention Plans," last revised
3120117. The policy noted Mandt approved
techniques could be used with apprcval prlor to
use. The poliry instruc'ted the use of reshictive or
intrusive intervenfl ons were prohibited without
prior informed congent

When InteMewed on1l28l'20 at 11:40 a.m., the
Qualified lntellectual Dlsabillties Profusslonal
(OIDP) confirmed Client #3's lnformed Consent
did not indude all restrictive measur€,s us€d with
Cllent #3, which included holdlng Client #3's face
for medication administration, the u8e of Mandt
technlques and escortlng, or he removal of his
!-Pad during meals and when using the
bathroom.

STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(dX2)

The facility must ensure that all allegations of
mistreatment, negleci or abuse, as well as
injuries of unknown source, are reported
lmmediately to the admlnlstrator orto other
officlals in accordance with Sbte law through
established procedures.

w 125

w 153 W153 Staff Treatment of Clients

Allegations of Dependent Adults Abuse

shall be reported and investigated pursuant to low
Code Chapter 235E and 481, Chapter 52. Mosaic
process when reporting Dependent Adult Abuse or

any such incident is:

Associate Director will report to Department of
lnspections and Appeals with in 24 hours of the
reported incident. lf the AD is unable to get onto tl

t

t6

This STANDARD is not met as evidenced by:
Based on inteMew and record review, the facillg

failed to ensurc all allegatlons of client abuse

utA rePofung sr(e, ullry wilr uail ure vilsru nu[tile
and report, then they will follow up with self report

when able to get onto Website

Responsible person:

Associate Director. o2t1412020
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lndividual Program Plan

Within 30 days after admission; the IDT must
prepare, for each client and their plan. The QIDP

add the 30 day meeting on the Admission

The QIDP will schedule a 30 day meeting prior to
1st day of the admission/transfer of an individual.

At that time the QIDP will go over plan with the I

and they will identify needs and strengths and
programs from the individual needs.

Responsible person(s):

QIDP

w 153

w226

w 153

w226

Continued From page 3

and/or mistreatment were reported to the lowa
Department of lnspections and Appeals (DlA), as

required. This affected 1 of 5 discharged clients
(Client #5). Finding follows:

Record reviewon '1123120 revealed facility internal

investigations. On 1'l,115119, an investigation was

initiated after Direct SupportAssociate (DSA) A
reported DSA B held Client #5's bedroom door

dosed and blocked Glient #5 ftom leaving his

bedroom on 11114119. The intemal investigation

noted abuse was alleged and the alleged staff

separated from contac{ with Client #5. The record

lacked documentation the allegation was reported

to the DlA.

\Men interviewed on 1123D0 at 1:00 p'm., the

Qualified lntellectual Disabilities Professional
(OIDP) statod the allegation was reported to DIA

by e-mail beoause theAssociate Director (AD)

was locked out of the reporting website. She

stated the website did not show any lnformation

regarding the facility self-reporting the allegation.

During a follow-up inteMew on 1128120 at 10:35

a.m., the QIDP explained theAD was unable to

locate the e-mail she sent to DIA reporting the

allegation. She confirmed the record lacked

documentation the allegation was reported to the

DIA.

INDIVIDUAL PROGRAM PI.AN

CFR(s): 483.2140(cX4)

Within 30 days after admlssion, the
interdisdplinary team must prepare, for each

client, an indiMdual Program Plan.
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Thls STANDARD ls not met as evidenced by:
Based on interview and reoprd reMew, the facllity

failed to have an lnitial meeting to develop an

lndividual Support Plan (lSP) within 3Mays of
admission to the facility. This afbcted 1 of 2
sample clients (Client #3). Findlng follows:

Record review on 1127120 revealed Client#3
admitted to the facility on7t29l19 ftom another
agency facillty.

Continued record review revealed Glient #3's
lndividual Support Plan (lSP), effective 41 1 I 19,
noted the ISP meeting was held on 325/19, prior
to Client #3 movlng to the tucility. The ISP was
updated on 7/30/19 to reflec't Client#3 moved to
the facillty on7l29l19 from another agency
facility. The record lacked documentation a
30day meeting was conducted within 3Odays of
admit to the hcility on7129119.

Vlftren inteMewed on1l28l20 at 11:40 a.m., the
Qualified lntellectual Disabilities Professional
(OIDP) exptained she transbned and updated
Client #3's ISP on 7/30/19 to reflect he moved but
confirmed a 30day ISP meeting was not heH
after Client#3 moved to the facility on729l19.
EVACUATION DRILLS
GFR(s): 483.470(lX1)

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

Continued From page 4 w226

w 440
Evacuation Drills

the Facility must hold drills at least quarterly for
each shift. Mosaic will schedule each shift quarter

Each shift will know when they are to run the

evacuation drills by the schedule that is available

This STANDARD is not met as evidenced by:
Based on inteMew and record review, the facility

failad to ensure quarterly (every 90 days) fire

er r rPrvrss

schedule identifies what shift and time that the dril

is to be ran.
Responsible person(s)

Scheduler, Direct Support Supervisor 0?J2912020
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drills wer6 completed on all shifts. This potentially

affected allclionb (Client#1 -#4) who reslded ln

the facility. Finding tullows:

Record revlew on 1n3120 revealed faclllty fire

drills conducted fom January 2019 thru
December 2019. The facility conducted second

shift firB drills on 51201'19,8/6/19, and f n119.

The record lacked any second shift fire drllls

completed between January 2019 and April 2019.

\Mren interviewed on 1123119 at 10:10 a.m,, the

Qualified lntellectual Disabilites Professional
(OIDP) confirmed the faclllU failed to complete a

second shift ffre drill between January 2019 and

April 2019. She stated the fire drill completed on

1125119 was scteduled to be run on second shift

but stated tfre drillwas run early, on first shift.

w440
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