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YW 000 | INITIAL COMMENTS W 000

The investigation of #89772-C resulted in a

deficiency cited at W368. @(D

No deficiencies were cited related to the on-site \\
Infection Control Survey completed 9/03/20, but \
the following concerns were noted:

- The facility had another employee take
co-workers temperatures as a screening process
for staff as they came into work, but they did not
document staff temperatures or implement a
screenihg questionnaire,

- During an observation on the afternoon of
9/01/20, a staff person and client began to unload
clean dishes from the dishwasher without first
washing/sanitizing their hands.

The revislt of the annual survey resulted in
deficiencies being re-cited at W159 and \W440,
The other deficlenciss cited during the survey had
been corrected.

W 159 | QIDP W 159 | Mosaic will ensure each client's active
CFR(s): 483.430{a) freatment program Is integrated, coordinated

Each client's active treatment program must be and monitored by a qualified intellsctual

integrated, coordinated and monitored by a disability professional. The QIDP wil be
qualified intellectual disability professionat. re-trained on completing data summaries
This STANDARD s not met as evidenced by: monthly on all programs, The QIDP wil

Based on interview and record review, the facility
failed to ensure the Qualified Intellectual Disability
Professicnal had adequate training and effectively

complete the data summary then notify the
supervisor(s) to review and make additions

performed her job duties. This affected 2 of 2 notes as necessary. The QIDP will report
sample clients (Client #2 and Client #4) and completion of the data summary to the
potentially the other three clients residing at the Associate Director each month. The

facility (Client #3, Client #5 and Client #6).

AT Associate Director is responsibie for monitori
Finding follows: P fe fc ng

the QIDP's work.

1. Record review on 9/02/20 revealed recent People respensible: QIDP, Associate Diregtor
Date Completed: 11/01/20
LABORATORY DI CTOR'S OR PRC‘ID RI(UPPLIER REPRESENTATIVE'S SIGNATURE TITLE (0] DATE
TN xf\r\w\ ALY /{("I//(J(;f {\’ﬂﬂ.A‘ [0 L3702 )

other safeguards provjda sufficlent protection to the patlents. {See Insliuclions.) Excep! for nursing homes, the findings stated above are disclosable 90 days
fallowing thé date of stiryey'whether or net a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaflable to the facllity. If deficlencles are clted, an approved plan of correction s requisite 1o continued
program parilcipation,

Any deficienc ﬂaiemi;nl g dlng willi'an asterisk {*) denotes a deﬂctency which the nstitution may be excused from correcting providing it is determined that
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monthly data reviews of client programs for Client
#2 and Client #4 could not be located in their
electronic charts. ‘

When interviewed on 9/02/20 at 2:00 p.m. the
Qualified Intellectual Disability Professional
{QHDP) said she was falrly new lo the position and
had not completed any data reviews of client
programs. The previous QIDP left the agency in
February 2020. The QIDP stated the only
programs she had revised in the past several
months were client hehavior support programs
{BSP), She added the use of deep pressure
tactlle interventions to Client #2 and Client #4's
BSPs in April 2020. There were no data reviews
for any of the client programs for at least the past
six months {o determine whether or not the
clients were making progress on any of their
programs. The QIDP indicated she had
previously been a House Manager and had not
had much training when she became the QIDP
for the four {CF/HD homes. She also continued to
be responsible for House Manager dutles off and
on over recent months, which took up much of
her tima,

When interviewed on the afternoon of 8/02/20,
the Associate Director confirmed data
reviews/summaries of client programs had not
been done since at feast February 2020, when
the previous QIDP left the agency. Upon
additional review of Client #2 and Client #4's
electronic records, the Associate Director located
the {ast data reviews completed for the clients,
The program data review was complsted by the
previous QIDP in January 2020 for the months of
November and December 2019. No program
raviews had been conducted for the past eight
months,
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W 189 | Continued From page 2

disorder behaviors, Plca {Ingestion of

meant those behaviors were not

W 368 | DRUG ADMINISTRATION

CFR(s); 483.460(k){1)

2. Record review on 9/02/20 revealed Client #4's
BSP, which listed target behaviors of biting
objects, biling others, aggression, psychotic

hon-edibles) and exiting bedroom withoul staff
knowledge. Self-injurious behavtor and food
stealing were not fisted as target behaviors, which

tracked/monitored. The teaching methods section
of the BSP noted Client #4 had a history of food
steallng, including taking food from others, off of
the table or floor or from the kitchen. Client #4
was on a pureed diet, but had & history of taking
and ingesting food that was regular texture. The
8SP provided information to staff regarding ways
to try to prevent the food stealing, The BSP also
indicated staff should.block self-injurious
behavior, Including head banging. Areview of
Ganeral Event Reports {GERS) from April to
August 2020 revealed multiple Incidents when
Client #4 displayed self-injuricus behavior
{including biting self, hitting self and banging head
on hard objects) and two Incidents when Client #4
grabbed regular texture food items from the trash
can and consumed them. Clien{ #4 vomited after
an incident of eating regular texture pizza,

When interviewed on 9/02/20 at 2:00 p.m. the
QIDP acknowledged Client #4's BSP didn't
include objectives to address self-injurious
behavior or food stealing/inappropriate food
acqulsition. She agreed those hehaviors were
problematic for Client #4 and should have been
Included In the targst behavior objectives,

W 159

W 368
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The system for drug administration must assure
that all drugs are administered in compliance with
the physician's orders.

This STANDARD is not met as evidenced by:
Based on interviews and record review, the
facility failed to ensure medicaticns were
consistently given in compliance with physician's
orders. This affacted 1 of 1 client identifled
during the Investigation of #89772-C (Client #1),
Finding follows:

Record review on 9/02/20 revealed General
Event Reports (GERS) dated 2/22/20 and
2/23/20, indicating Client #1 did not receive her
medications on the morning of 2/22/20 due to no
staff person showing up to pass morning
madications and Client #1 refusing her morning
medications on 2/23/20, The morning
medications included medications for a seizure
disorder. Client #1 had three documaented
seizures on 2/23/20 and went fo the Emergency
Room. Her family opted to take Glient #1 to their
famiy home for an extended visit in the late
afternoon of 2/23/20.

Client #1 was 33 years old with a diagnosis
including moderate Intellectual disabliity, epllepsy
and recurrent seizures, intermittent explosive
disorder and bipolar disorder. Client #1 was
admitted o the facility on 10/15/19. According fo
the 30-day Individual Support Plan (ISP)
completed 11/12/19, Cliend #1 had a history of
seizures. The ISP noted Client #1's history of
seizures was discovered after her admission to
the facllity and the facility had followed up with a
neurology appointment, Client #1 had a program
to request her medications at appropriate times.

staff were instructed to contact a supervisot

shift and/or does nof arrive at the home for
administration. Completed: 10/13/20

Mosalc will ensure a system for drug admin
that assures all drugs are administered in ¢
with the physiclan's orders. In addition, sta
review the Medication Supperts policy whic
All employses or independent contractors
diractly with people recelving services are r
for knowing what medication a person iake
what it is for, scheduled times and what pos
side effects might be. All staff will be given
to the E-MAR in Therap. This will be reviev
with staff through new hire training and peti
through Medication Administration Observa
Staff will also review the Scheduling policy
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) For immediate resolution following the incident
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Support Supetvisor will review the Attendar
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policy with staff. The Nursing Supervisor a
Assoclate Director will review any medicatic
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] People Responsible: Direct Support
W 368 | Continued From .page 4 . W 368 Supervisor, Associate Director, Nursing,
The program indicated Client #1 would set her Direct Support Associates.

alarm for 8:00 a.m.,, 12:00 p.m. and 8:00 p.m. to .
remind her it was time for i?er met:lication.p Date Completed: 10/13/20
A GER dated 2/22/20 noted the Program
Manager was notified by staff at 9:49 a.m. that
the medication passer had not shown up fc pass
morning medicalions. The Program Manager
notified the on-call nurse. The on-call hurse
determined the 8:00 a.m. medications could not
be given due to the 2 hour window protocol
{medications must be glven within two hours of
the scheduled time), According to the GER, staff
| were advised In the future to contact a supervisor
within 15 minutes of the scheduled medication
pass if the med passer did not show up, The
GER indicated Client #1 did not recelve her
morning medications on 2/22/20, which included
three seizure medications (Carbamazepine 600
mg, Clonazepam 0.5 mg and Lamotrigine 100
mg). Client #1's Medication Adminisiration
Record (MAR) was blank for 8:00 a.m.
medications on 8/22/20. According to the MAR,
Cliant #1 did receive her 7:00 p.m. medications
on 2/22/20, which included the three seizlre
medications.

A GER dated 2/23/20 noted Client #1 had been
behavioral that morning and refused her morning
madications. There was no documentation the
facllity nurse or a supervisor had been notiflad
that Client #1 was refusing her medication. At
approximately £:30 a.m. Client #1 had a selzure,
as evidenced by shaking, foaming at the mouth,
and lips furning purple. The selzure lasted
approximately 30 seconds and then Client #1
appeared to be in a deep slesp. Staff called 911,
as well as the on-~call nurse, Nurse Manager and
the House Manager. The ambulance arrived and
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Continued From page 5

transported Client #1 to the emergency room.
The agency also contact Client #1's parents
regarding the incident. Staff documented on the
GER they left the ER to bring Client #1 back to
the facility at approximately 1:00 p.m. and Client
#1 had another apparent seizure on the agency
van about 10 minutes after leaving the hospital.
The selzure lasted 10-15 seconds. Staff
contacted the hospital regarding the seizure and
was told Client #1 should be fine since she had
received seizure medication at the ER. Client
#1's MAR for the 8:00 a.m. medication on 2/23/20
indicated the medications had been refused.

A second GER dated 2/23/20 noted Client #1's
parents arrived In the afternoon to take her for a
home visit. While the parents were present,
Client #1 appeared to have another seizure at
4:20 p.m., lasting about two minutes. Staff
notified the Nurse Manager and took vital signs.
The Nurse Manager arrived {c assess Client #1
and speak with Cllent #1's parents, Client #1 left
with her parents at approximately 5:00 p.m. for an
extended home visit.

When interviewed on 9/03/20 at 9:45 a.m. the
Nurse Manager stated the on-call nurse who had
worked on 2/22/20 and 2/23/20 had since passed
away. The Nurse Manager said regarding the
missed morning medications on 2/22/20, she
woulid have either approved giving them late
and/or tried to contact the physician, had she
been the nurse notified of the situation. The
Nurse Manager said Client #1 had beanh admilted
to the facility in October 2019 and the family did
not Indicate a history of sefzures. Cllent #1 wasn't
taking seizure medication upon admission. Client
#1 had seizure activily in November 2019 and the
facility then discovered there was as history of

W 368
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seizures, Client #1 began taking selzure
medication in Novermber and there were no
further selzures until the incidents on 2/23/20,
The Nurse Manager acknowledged the on-call
nurse should have attempted to contact the
physician on 2/22/20 to see whether the 8:00 am.
medications could be given late. The medication
passer on the morning of 2/23/20 should have
contacted the on-call nurse {o inform her Clisnt
#1 was refusing fo take her 8:00 a.m.
medications.

W 440 | EVACUATION DRILLS W 440 Mosaic will hold evacuation drilis at least

CFR(s): 483.470()(1) quarterly for each shift of personnel. The

The facllity must hold evacuation drills at least Direct Service Supervisor (DSS) Is responsible
quatterly for each shift of personnel. for assigning staff to complete drills. The DSS
will submlt the completed fire drlll form to the

Assoclate Director (AD) for review., Upon review

This STANDARD is not met as evidsnced by: the AD will verify the completed drill follows

Based on interview and record review, the facility

failed to hold quarterly first shift fire drills. This the annual schedule for all fire and torado
potentially affected 5 of 5 clients residing at the drills by shift by quarter. The AD is respongible
facility from April 2020 through August 2020 for directing the DSS to conduct additional drills
(Clients #2-#8). Finding follows: to remain in compliance. A Safety Committee
Record review of agenay fire drills on 8/01/20 reviews all drill completion manthly. The Executive
revealed a first shift fire drill conducted in April Director (ED) will monitor compliance of drills

2020, a second shift fire drill conducted in May, a through Safety Committee Mesting Minutes!,

third shitt fire drill conducted in June and a People Responsible: Direct Service Superyisor,
second shift fire drill conducted In August. There Assoclate Director, Executive Director

was no documentation of a fire drill held in July

2020, Date Completed: 11/01/20

During interview on 9/01/20 at 3:50 p.m. the
Associate Direclor confirmed the facility should
have held a first shift fire drill in July 2020, but it
had not been done.
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