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INITIAL COMMENTS

The investigation of #88494-1 was conducted
71232020 - 8/6/2020. As a resull of the
investigation, deficiencies were cited at W125,
W53, and W154.

In addition the the investigation, the onsite
infection Control Survey was conducted. No
deficiencies were cited from the onsite Infection
Control Survey.

PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420{a}(3)

The facifity must ensure the rights of all clients,
Therefore, the facility rmust allow and encourage
individual clients to exercige thair rights as clients
of the facility, and as citizens of the United States,
including the right to file complaints, and the right
o due process.

This STANDARD is not met as evidenced by
Based on interview and record review, the facility
failed to ensure guardian written informed
consent was obtained for all restrictive measures
utilized. This affected 1 of 1 client (Client #1)
involved in the investigation of incident #88494-1.
Finding follows:

Record review on 7/23/2020 revealed a facility
internal investigation, initiated 12/9/20189.
According to the investigation, on 12/8/2019
Client #1 exhibited maladaptive behaviors and
staff assisted him 1o his bedroom to calm down.
While in his bedroom, Client #1 grabbed Team
Lead (TL) A's shirt and began hiting, kicking, and
scratching. TL A put his arm up to block Client #1
fram head butting him. The behavior continued
and both Client#1 and TLA fell to the ground,
Client #1 began grabbing Team Lead A's panis
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and attempted to bite his ankles. It was reported
TL A might have stepped on Client #1's hand.

Continued record review revealed Client #1 had a
Behavior Intervention Plan (BIP) in place to learn
to communicate his wants and neads without
engaging in maladaptive behaviors. The plan
addressed target behaviors including aggression
towards propenty (throwing items, breaking
items), aggression towards others (hifting,
pushing, throwing ilems at an individual, pinching,
biting, kicking, hair pulling}, seffinjurious
behaviors (hitting his head with his hands, hitting
his head on objects, biting himself, kicking
objects), The BIP instructed when Client #1
began engaging in precursor behaviors, staff
were to offer a change of activity, time alone in
his bedroom, or offer his coloring supplies. If
Client #1 began to engage in target behaviors,
the BIP instructed staff to move other clients from
the immediate area and offer Client #1 a break in
his bedroom. If Client #1 refused to take a break,
staff were to use blocking mats to minimize
attention, wait three minutes and prompt Client #1
again. Staff were to continug this process until
Client #1 agreed to take a break in his bedroom.
If Client #1 engaged in hitting his head, staff were
to place a towel or sheet under his head to
protect him and prompt him to stop. When Cllent
#1 engaged in aggression towards others, a
Mandt restraint {the behavior managernent
system utilized by the facility) was fo be
implemented by a Mandt certified staff. Staff were
o assist Client #1 Into his wheelchair and take
him to his bedroom. Once in his bedroom, staff
were to stay close to continue to monitor Client #1
and intervene, if necessary, o ensure safety. The
BIP included Glient #1 had a schedule to assist to
keep track of his day, staff were to assist him to
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read it and remind him of things he had
completed. The BIP included Client #1 would
earn a sticker for no incidents of target behaviors
each day. After Client #1 earned three
consecutive stickers, he would be sble toearn a
shopping trip or could pick a reinforcer from a
container with various items. The BIP noted
restrictive measures used included the use of
behavior madifying medications (fluoxetine,
busplrone, olanzapine, and clonazepam), a
Mandt Restraint hold, and the use of blocking
mats but failed ¢ include the use of the
wheelchair to take Clisnt#1 to his bedroom.

The record lacked a written informed consent
signed by Client #1's guardian for all restrictions
utilized in the BIP including the use of behavior
madifying medications, a Mandt restraint hold, the
use of blocking mats, or the use of the wheelchair
to take Client #1 to his bedroom.

Whan interviewed on 7/27/2020 at 11:15 aum., the
Program Coordinator (PG} provided a blank copy
of Client #4's Informed Consent and provided
notes to show verbal consent was obtained. The
PC explained they facility had obtained guardian
written informed consent, per the Consents
Tracking spreadsheet, but she was not aware
where the document was. She said she would try
to locate the guardian signed written informed
consent.

Additional record review revealed Client #1's
interdisciplinary Progress Notes. According to the
notes, on 8/29/2019 the facility obtained verbal
consent from Client #1's guardian for the
restrictions in the BIP.

Review of the Consents Tracking spreadsheet
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revealed on 2/15/2019 and 3/26/2019 verbal
consent was obtained from Client #1's guardian.
The spreadsheet noted the informed consent was
sent to the guardian on 3/7/2019 and 3/27/2019
to be signed. The tracking spreadsheet noted the
informed consent was signed on 4/2/2019.

Additional record review revesled the "ICF/ID
Behavior Stategist REsponsibilities”, undated.
The document included "Verbal and written
consent must be obtained yearly for any program
containing a restrictive measure..." The document
continued to instruct, "Written consent must be
obtained within 30 days of the verbal consent, or
verbal consent must he given again”.

Buring a follow-up interview on 8/3/2020 &t 9:10
a.m., the PC stated she was still looking for Client
#1's signed written guardian informed consent,

At the time of the exit, the facility was unable to
provide Client #1's written informed consent
signed by his guardian.

W 153 | STAFF TREATMENT OF GLIENTS W 163
CFR(s): 483.420(d){2)

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

This STANDARD is not met as evidenced by;

Based on interview and record review, facility
staff failed to immediately report allegations of
client mistreatment and/or abuse fo the
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supervisor, or the Administrator within one hour,
per facility policy. This affecled 1 of 1 client
(Client #1) involved in the investigation of
#88494-, Finding follows:

Record review on 7/23/2020 revealed the facility
self-reported an allegation of abuse to the lowa
Department of Inspactions and Appeals {DIA),
The facility reported on 12/8/2019 Client #1 was
exhibiting maladaptive behaviors and staff
assisted him to his bedroom to calm down. While
in his bedroom, Client #1 grabbed Team Lead
(TL) A's shirt and began hitting, kicking, and
scratching. TL A put his arm up to block Client #1
from head butting him. The beghavior continued
and both Client #1 and TL A fell to Lhe ground,
Client #1 began grabhing TLA’s pants and
aftermpted to bite his ankles, it was reported TLA
might have stepped on Client #1's hand,

Record review on 7/23/2020 revealed the facility
internal investigation, initiated 12/9/2018. The
facility summary of the incident noted the
conclusion of the investigation was unknown
based on both parties and varied witness
statements. The document included the incident
was reported to the DIA due to the allegation
Client #1's hand was stepped on intentionally.

Record review on 7/27/2020 revealed written staff
statements including a statement completed by
Devefopmental Aide (DA) A. According to DAA's
statemend, on 12/8/2019 Client #1 had been In
several behaviors when he came from his
bedroom and was attempting to hit her in the
hallway. She called for help and TL A cams from
his office to assist. DAA documented TL A walked
up, grabbed Client #1 by one arm and the back of
Citent #1's neck, and pushed Client #1 inside his
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bedroom, DA A continued to note Client #1
reached out, grabbed TL A's shirt, and both TLA
and Cllent #1 fell to the ground. TLA again
grabhed the back of Client #1's neck while yelling
at Client #1 to release his shirt. DA A reported she
and DA B attempted to get Client #1 to
de-escalate and o release TLA's shirt. DAA
documented after T A was able to get up off the
floor, he walked by Client #1 and kicked him on
the back, leaving Client #1 on the flooras TLA
exited the bedroom. DA A documented TLA
stated he "had it" and to "justleave Client #1”,
Client #1 reached over, grabbed TLA’s pants,
and attempted to bite his ankie. DAA noted TLA
stepped on Client #1's hand and Cllent #1
released TLA.

Continued review of the written staff statements
revealed a statement compieted by DAB. DA B
noted on 12/8/2019 Client #1 was having a
behavior outside of his bedroom and mals were
used fo keep Client #1 inside the room. DAB
documentad Client #1 had raised his fist toward
TLA and she attempted to intervene. DA B
continued fo note, before she could get around
the mats, Client #1 fell to the ground, befow TLA,
and attempted to bite TLA's ankle. DAB
documented TL A kicked Client #1's head away.
DA B noted she got in front of Client #1, Client #1
threw his shoe at DA A, but eventually he calmed
down and she assisted him Into his chair. DAB
documented she did not feel TL A should handte
Client #1's behaviors because TLAwas too
aggressive with Client #1.

Review of a written statement completed by
Registered Nurse (RN} A noted she had heard
Client#1 on the phone telling his dad a staff had
stepped on his hand and it hurt. RN A
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documented she assessed Client#1 for injuries
and asked him if anything hurt. RN A noted
initially Client #1 reported he felt fine and then
stated his hand hurt. RN A documented there was
a reddened area on the second knuckle with six
pinpoint open areas on the top of Client #1's right
hand. RN A continued to note she asked Client #1
what had happened and Client #1 said "His foot
on my hand. He stepped on my hand.” When
asked who stepped on his hand, Client #1 stated,
"(TL A) stepped on my hand."

Additional record raview revealed Client #1 was
52 years old and had resided at the facility since
2/1/2019. Client #1 was diagnosed with, but not
limited to moderate intellectual disabilities, Down
Syndrome, Celiac Disease, other recurrent
Depressive Disorder, Anxiety Disorder
unspecified, spinal instabilities,
Ohsessive-Compulsive Disorder unspecifiad,
Alzheimer's Disease with early onset,
unsteadiness on feat, degenerative disease of the
narvous system unspecified, and generalized
muscle weakness.

Review of facility policies revealed the
"Mandatory Reporting of Dependent Adult Abuse,
Crimes, and Other Nolifications" policy, last
revised 8/24/2016, The palicy instructed
employees were to immediately notify the person
in charge, or the person's designated agent, of
any allegations of abuse.

Additional review of policies revealed the "Abuse
Prevention, Training, and investigations”, last
revisaed B/24/2016. The policy instructed
"Employees are required to report incidents -
anything unusual or unexpected - at the time of

the cccurrence, to their supervisor or person in
Eveat IDLILN41T Facility 10: 1AGG003 ¥ continuation sheet Page 7 of 1:23
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charge of the facility for further investigation,
regardless of whether the incident results in
obvious or visible injury.” The policy continued 1o
instruct, employees were required to report
allegations or suspicions of mistreatment, abuse,
or ther crimes "immediately and without
hesitation” directly to the person in charge of the
facifity at the time, The policy instructed if the
person in charge was not the Administrator, the
employee was also required to report the
allegation to the Administrator within one hour,

When interviewed on 7/29/2020 at 12:05 p.m., DA
A reported she did not recall the exact day of the
incident but remembered what had occurred, DA
A said Glient #1 was engaging in maladaptive
hehaviors and they were able to get him into this
bedroom. She stated Cllent #1 grabbed TLA's
shirt and pulled them both down to the floor. DAA
explained TL A moved back away from Client #1,
stood up, kicked Client #1 in the back of the
head, walked out of Client #1's bedroom and
closed the door, She said TL Awas the
supervisor working so the following day when she
arrived to work she reported the allegation of
abuse to the Pregram Coordinator {PC) and the
Behavior Strategist. She explained she did not
immediately report the allegation becausa TLA
was the supervisor and was the person who had
kicked Cliont #1.

The Surveyor called DA B on 7/29/2020 at 2:14
p.m., 7/30/2020 at 10:12 a.m,, and 8/5/2020 at

2:42 p.m and left messages requesting a return
phone call. DA B did not refurn the Surveyor's

phone calls.

When interviewed on 8/3/2020 at 9:10 a.m., the
PC sald on 12/8/2019 Client #1 had been
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exhibiting inappropriate behaviors and she was
called to seek approval to obtain an order fora
PRN (as needed) medication. She reported no
one reported any allegations when she was
called. The PC stated the next day, Client #1 was
cverheard on the phone telling his father the guy
stepped on his hand, She explained the nurse
assessed Client#1 and Client #1 had marks
consistent with his behavior and/or having his
hand stepped on. The PC said when DA A and
DA B arrived to wark on 12/9/2019, they reported
the allegation of abuse fo her. The PC confirmed
DAA and DA B failed to immediately report the
allagation of abuse.
154 | STAFF TREATMENT OF CLIENTS W 154

CFR(s): 483.420(d)(3)

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

This STANDARD is not met as evidenced by:
Based on interviews and record review, the
facility failed to complete a thorough investigation
into all allegations of client mistreatment and/or
abuse. This affected 1 of 1 client (Client #1)
involved in the investigation of #88494-1, Findings
foliow:

Record review on 7/23/2020 revealed the facility
self-reported an allegation of abuse to the lowa
Depariment of Inspections and Appeals (DIA).
The faciiity reported on 12/8/2018 Client #1 was
exhibiting maladaptive behaviors and staff
assisted him to his bedroom fo calm down. While
in his bedroom, Client #1 grabbed Team Lead
(TL) A’s shirt and began hitting, kicking, and
scratching. TLA put his arm up to block Client #1
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from head buiting him. The behavior continued
and both Client #1 and TL A fell to the ground;
Client #1 began grabbing TLA's pants and
attempted to bite his ankles. 1t was reporied TLA
might have stepped on Client #1's hand. The
facllity failed to include staff also alleged T A had
kicked Client #1 prior to exiting Client #1's
bedroom.

Continued record review revealed the facility
internal iInvestigation, which included the

following:

a. A written statement completed by
Developmentai Aide (DA) A, DA A documented
Client #1 had been in several behaviors when he
came from his bedroom and was attempting to hit
her In the haliway. She called for help and TLA
came from his office to assist. DAA documented
TLA walked up, grabbed Client #1 by one arm
and the back of Client #1's neck, and pushed
Client #1 inside his bedroom. DA A continued to
note Client #1 reached out, grabbed TL A's shir,
and both TLA and Client #1 fell to the ground. Tl
A again grabbed the back of Client #1's neck
while yelling at Client #1 to release his shirf. DAA
reported she and DA B attempted to get Client #1
to de-escalate and to release TLA's shirt. DAA
documented after TL A was able to get up off the
floor, he walked by Client #1 and kicked him on
the back, leaving Cllent #1 on the floor as TLA
exited the bedroom. DA A documented as TLA
stated he had it and to just leave Client #1, Client
#1 reached over, grabbed TL A's pants, and
attempted to bite his ankle. DAA noted TLA
stepped on Glient #1's hand and Client #1
released TLA.

b, Awritten statement completed by DA B, DAB
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wrote on 12/8/2018 Client #1 was having a
behavior outside of his bedroom and mats were
used to keep Client #1 inside the room, DA B
documented Client #1 had raised his fist toward
TL A and she attempled to intervene buf before
she could get around the mats, Client #1 fell to
the ground and attempted to bite TLA's ankle. DA
B documented TL A kicked Client #1's head

away, DA B noted she got In front of Client #1,
Client #1 threw his shoe at DA A, but eventually
he catmed down and she assisted him into his
chair. DA B documented she did not feel TLA
should handle Client #1's behaviors because TLA
was too aggressive with Client #1.

c. Client #1's Progress Notes, completed by
nursing staff. On 12/8/2018 Registered Nurse
(RN) B noted Client #1 had numerous verbal
outbursts and three physical outbursts, staff had
redirected Client#1, offered food/drink,
one-on-one time, time out in his bedroom, he
showerad and there was no change in behavior.
RN B completed a second note after calling the
Program Coordinator (PG), Behavior Strategist,
Client #1's physician, and pharmacy about
obtaining a one-time order for Ativan two
milligrams intramuscularly; she noled the
medication was given in Client #1's right deltoid
without difficulty, On 12/8/2019, RN B noted she
had completed an assessment of Glient #1 due to
an ncident on 12/8/2019, which was being
investigation, RN B documented she assessed
Client #1's head, back, neck, right arm and right
hand and noted Client #1 had slight redness fo
his right hand on the second knuckie and had six
pinpoint open areas, possible due to the many
behaviors Client #1 had over the past few days.

d. The facility summary of the incident noted the
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conclusion of the investigation was unknown
based on both parties and veried withess
stataments. The summary included the incidernt
was reported to the Department of Inspections
and Appeals {DIA) due to the allegation Client
#1's hand was stepped on intentionally. The
summary failed to include any information on the
allegation TL A had kicked Client #1.

When interviewed on 7/29/2020 at 12:05 p.m., DA
A reported she did not recall the exact day of the
incident but remembered what had occurred, DA
A said Client #1 was engaging in maladaptive
behaviors and they were able to get him into this
bedroom. She stated Client #1 grabbed TLA's
shirt and pulled them both down to the floor. DAA
explained TL A back away from Client #1, stood
up, kicked Client #1 in the back of the head,
walked out of Client #1's bedroom and closed the
door. She said TL A was the supervisor working
so the following day when she arrived to work she
reported the allegation of abuse to the Program
Coordinator (PC} and the Behavior Strategist.

The Surveyor called DA B on 7/28/2020 1 2:14
p.m., 7/30/2020 at 10:12 am., and 8/5/2020 at
2:42 p.m, and left a voicemail requesting a
callback. DA B did not return the Surveyor's
phone call.

Review of facility policies revealed "Abuse
Prevention, Training, and Investigations” policy,
last revised 8/24/2016. The policy instructed
avery abuse allogation was to be investigated
thoroughly. The policy instructed to interview the
alleged victim, the alleged perpetrator, and all
potential withesses. Following interviews, each
participant was to review and sign each page of
the statement, or interview notes, as verification

FORMCMS-2567(02-99) Previous Versions Ohsolate Event I; JLN411

Facility 10: 1AG0003

)f continuation sheet Page 12 of 13




PRINTED: 09/09/2020

DHPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CHNTERS FOR MEDICARFE & MEDICAID SERVICES P OMB NO, 0838-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONS:TRLJCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING P GGMPLETED
C
16G009 8. WING 08/06/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HARMONY HOUSE HEALTH CENTER 2950 WEST SHAULIS ROAB
WATERLOO, IA 50701
41D SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION (X5
HREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IGENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE bATE
DEFICIENGY}
YW 154 | Continued From page 12 w154

of acouracy and comprehensiveness. The policy
instructed, " Upon completion of the internal
investigation, the Administrator should prepare 3
writien summary report containing a description
of the allegation; a chronological listing - by date
and time - of the steps taken to invesligate it; an
overview of the findings; [dentification of the
names, titles, and contact information for each
parson who was interviewed and for each
notification and interaction with law enforcement
and regulatory oversight agencies,"

When interviewed on 8/3/2020 at 8:10 a.m., the
Program Goordinator explained the injury on
Client #1's hand was consistent with either the
pehaviors Client #1 had been engaging in or from
being stepped on. She said when DAA and DA B
arrived to work on 12/9/201% they reported the
allegation. She said the nuyse assessed Client #1
and no injuries were observed fo Client #1's head
or back, just to his hand which were consistent
with the behaviors he had been exhibiting or from
belng stepped on. The Administrator explainad
they had looked Into the allegation TLA had
kicked Client #1, She stated DA A and DA B were
the only two staff who reported TL A had kicked
Client #1. She said DAA and DA B both wanted
TLA gone because he held them accountable
and made tham do thelr job. The Administrator
acknowledged the internal investigation failed to
include any information regarding the allegation
TL A had kicked Client #1.
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DIA- Pian of Correction
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_ Tag 125 Protection of Client Rights

1. Behavioral straiegist has been re-educated on Intensive Care Facility/Intellectually disabled
(ICT/ID) protocols in regards to behavior programs and the need for verbal consent immediately
and a written signed ¢ osent from puardians within 30 days. If a signed written informed consent
has nol been obtained within 30 days. verbal consent would need to be re-obtained every 30 days
therealter uniil the written is received. New verbal consents and written consents should be
obtained every vear thereatier or as needed when changes to programs occur. Dates should be
reviewed on a monthly basis by behavior strategist to ensure they are updated and in current
standing.

2. Documertation of verbal corseat obzained will be documented in Inter-disciplinary (ID) notes
at the time of conseni. Facildy has added that documentation will also be placed in ID notes
wheit informed wrtien conseat is received and returned in [D notes. ID notes will be siored in
the resident’s big chart. Thae designaied behavior strategist will be responsible for obtaining all
forms of coasenis needed and regular updates as necded, or to other designee if behavior
strategists are unavasable,

3. Facility has adder that two covies o' the written consent will be stored on the unit. One will be
placed in residents file in Program Coordinator (PC) office and one in large resident chart in the
behavior ab.

4. Facility has added that dates will he recorded additionally in Human Right Committee (HRC)
minutes when received for PC 1o menitor on a monthly basis in addition to the tracking sheet for

behavior program vonserits.

5. Program Cootainator will review HRC minutes to ensure data is recorded upon receipt of

writlen consenl.

This is effeetive immeciately snd everything will be updated by 10/16/2020 to reflect
eurreitt consents and to monitor what is needed,

Tag 133 Strff Crevinent of Clients

AN stz Twill contisue o ake dependent adult and child abuse training every 5 years as
mandated hy federal guidelines. Al stafl will also continue to take the course annually on
dependent adnlt ebuse provided by ABCM Corporation. Staff will continue to receive education



regarding mandatary abuse reporier raining per the policies “Abuse Prevention, Training, and
Investigations™ and “Mandatory Reporting of Dependent Adult Abuse, Crimes and Other
Notilications.”

2. Once every 6 months 2 review of corporate procedure on reporting dependent adult /child
abuse will be reviewed in shift meetings. Stat¥ are required to attend shift meetings.

3. Copies of the corporatz dependent adult/child abuse procedure will be stored in the ICF/ID
policy procedurs binder lorated at the nurses station.

4, Vrainings are mandatory ans regulated by Human Resources, Managers, Administration, and
Corporate.
5. Student Devetopment staff will conduct audits to ensure compliance with dependent

child/adult abuse rarmng. tlurnan resourees monitors corporate trainings monthly, program
supervisor receives reports montly for stait training and compliancy.

Federal and eorporate poiivies, procedures, and regulations will remain effective for
mandatory trainings, binder for ICF/AD unit poliey and procedures will be fully completed
by 928/,

Tag 134~ Staff Treatment of Clienis
I, A physical gssessment will be completed by nursing staff as soon as practicable after a
physical interveigion. Acditional nu-sing assessments will be completed after 24 hours, 48 hours,

72 hours and one weck

7. A0 e owill be capduered weekly by the Program Coordinator and nurse managers to ensure

assessinents are compleic and cecur within the outlined timeframes.

This procedare hay aleeady heew implemented and will continue effective immediately
9/16/20020,







