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: The facility must ensure that all allegations of

. mistreatment, neglect or ahuse, as well as

i injuries of unknown source, are reported

- immediately to the administrator or to other

i officials in accordance with State law through

' established procedures.

{ This STANDARD s not met as evidenced by:

' Based on interviews and record reviews, the
 facility failed to consistently ensure all allegations
| of mistreatment were reported immediately to the
! administrator, This affected 3 of 3 clients

| involved in 96808-1 and 98449-I {Client #1, Client
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W 000 | INITIAL COMMENTS W 000
| Investigation 96808-1 was completed from Facility closed 11/8/21
S10M11/21 to 10/13/21.
+ As a resuit of the investigation the facility was
| cited standard level deficiencies at W153 and
- W267.
Investigtaion $8449-1 was completed from
;1012721 to 1013721,
! As a result of the investigation ths facility was
! cited standard level deficiencies at W153 and W i
! 287, :
A Feoused Infection Control Survey was also
! completed as the same time. :
- There were no deficiencies cited as a result of the
| survey.
W 153 . STAFF TREATMENT OF CLIENTS W 1B3| W153 STAFF TREATMENT OF
CLIENTS

The facility will ensure that ail allegations
of mistreatment, neglect or abuse as well
as injuries of an unknown source, are
reported immediately to the administrator
or to other officials in accordance with
state law through established procedures.
Specifically, the facility will ensure all staff
are trained and acecountable to Mosaic's
policy on Abuse, Neglect, and
Exploitation. This will be monitored by
Direct Support Supervisors through
routine observations in the home.

Person(s) Responsible:

 #2 and Client #6). Program Manager 02/15/21
Findings follow:
: 1. Record review on 10/11/21 revealed Direct
| Support Supervisor {DSS) wrote an incident
LABCRATORY DIREGTOR'S Ot PROVIDERISUPPHER IR5ERE BRDHATERS SEGNATURE TITLE {X8} DATE
Executive Director 11/4/21

M DN: cn=Brandi Bretthauer, o, ou,
B ra n d I B rett h a u e r email=brandi.bretthauer@mosaicinfo.org, c=US

Dat6:-2021.11.04-08:37:26.-05.00.

Any deficiency statement ending with an asterisk {*) denctes a deficiency which the institution may be excused from correcting providing it Is determined that

other safeguards provide sufficient protection to the patients . {(Sse instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey wheiher or net a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

daye following the date these documents are made available to the faclity. If deficlencies are clted, an approved plan of correction is requisite to continued

program participation,

FORM CM8-2587(02-98) Previous Versions Obsoleta

Event ID; CRXW11

Faoifity 1D, JAGOD94

If continuation sheet Page 1 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/28/2021

FORM APPROVED

OMB NO. 0938-0391

STATEMENT CF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA

{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

report (GER) dated §/26/20. The GER indicated

: when Client #3 paced in and out of the living

; foom to the backyard Direct Suppart Professional

' (DSP) C called the client a "(expletive) moron"

1 and later said "Jesus Christ" as she was

! frustrated by the client's pacing. The DSS
completed the report based on witness reports

from DSP A and DSP B. The GER further

indicated an investigation was initiated on

5/27/21.

Record review on 10/11/21 revealed Direct

! Support Professional (DSP) A wrote an {GER)
dated 5/28/20 which indicated two staff (DSP C
: and DSP B) made a song which mocked Client
i #1. DSP Arevealed she became awate of the

' song when DSP C and DSP D playad it for her.
- Further review of the incident report revealed
DSP A was shown the song on approximaisly

* 5/7/21 (3 weeks earlisr), but failed to report it.

Record review of ancther incident on 10/11/21

i revealed a (GER) dated 5/28/20, The report
indicated Client #2 was listening fo music in the

- living room and his tongue hung out of his mouth.
DSP C then told the client to put his tengue in his
mouth or she would cut it off. The document

- further revealed DSP D joinad in and both staff

i laughed. The report indicted the incident took
place on 5/25/20 and was reported on 5/27/20.

i Record review of a facility investigation completed
! on 6/2/20 revealed it was confirmad DSP G and

- DSP D mistreated multiple individuals in the
home when they were subjected to verbal abuse
and personal degradation. The faciiity
investigation revealed several staff were
interviewed and reported numerous additionat
instancas when DSP C and DSP D made fun of
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' clients, swore at clients and called them

- inappropriate namas they failed to report. The

" investigation indicated staff reported these

| allegations weeks after they happened and only

! reportad them when interviewead for the current

i investigation. The report indicated staff alleged
DSP C and DSP D called clients "morons,
(expletive) morons and crackheads" on regular
basis, The report alleged in one instance DSP C
and DSP D yelled at Client #1 who asked for a

| pop and told her to "Stop (expletive) talking, we're
" talking" as they talked at the dining room table,

Record review revealed DSP A, DSP B, DSP F
and DSP G were all provided a written warning
! for failure to immediately report suspected or

! alleged akbuse of people supported. All four
“warnings confirmed staff failed to repart at laast
one incident of suspected abuse to their
supervisor immediately after they withessed it.

" The review further ravealed DSP C and DSP D
| were terminated on 6/5/20 as a result of the

| investigation.

Whaen interviewed on 10/12/24 at 2:22 p.m. the

Direct Support Supervisor (DSS) stated the

| investigation started on 5/26/20 when DSP A and

i DSP B reported they heard DSP C and DSP D

} caliing Client #3 a "(expletive) moron" several

. timas. She stated once Mosaic started an
investigation several staff reported numerous

| other aflegations (see above) regarding DSP G

‘and DSP D. The DSS confirmed several DSPs

I were then provided written warnings because i

| they failed to report the abuse they witnessed

! immediately after they witnessed it and waited

* until the 5/27/20 investigation to report what they

;t witnessed.
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2. Record review on 10/12/21 revealed a facility
investigatian initiated 2/2/21. The investigation
revealed DSP H responded to an email from
Human Resourses sent to thank her for joining

' the Mosaic team (she was employed 1 month).
DSP H respended and indicated she witnessed
soveral employee interactions with clients which

: made her uncomfortable. Mosaic immediately
started an investigaticn and DSP H informed

: them of at least four incidents where she felt

i uncomfartable with a co-workers conduct towards
" ¢clients. The investigation revealed the first
incident occurred on 1/8/21 where DSP H aileged
she withessed DSP E kicked Client #6 after he
spit on her, The DSP further noted DSP E
stlammed a door in the client's face, restricted his
movement and yelled at him. The investigation
further indicated DSP H reported the allegation to
her Direct Support Supervisor (DSS) on 1/9/21.
The supervisor discussed the allegations with
"DSP H, but failed to report the allegations to an

i administrator. The investigation further revealed
DSP H witnessed DSP E take Cliant #1's food

: from her during dinner on approximately 1/22/21

! after she ate only 25% of her meal. DSP H
reported DSP E did this because the client was
not cooperative during the meal. DSP H reported
a similar incident on 2/1/21 with Client #2 on the
a.m. shift which invelved DSP E. Later on 2/1/21
DSP H alleged DSP | was rude to Client #2 as he
struggled to eat dinner and told him to "Open your
(expletive) mouth."

i Racord review confirmed DSP H and the DSS

I were both written up fer failure to report

| allegations of abuse immediately as outlined in
agency policy. The DSS written warning also
indicated she failed to perform key responsibilities
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* which included being available at the home for

i training with new employees (such as DSP H on 1

| 1/8/21) and other concerns. {
i

When interviewed 10/13/21 at 10:25 a.m. the

: DSS confirmed DSP H had spoken to her about

: her concarns from 1/8/21 on 1/3/21. The DSS

i stated DSP H only told her about DSP E having

| kicked Client #8, but not about the door being

| stammed, the client movement being restricted ar
' being yelled at. She stated when she talked with
D3P H, the DSP agreed DSP E could have just

: been being playful and only gently tapped Client :
i #G rather than kicking him more aggressively, i
I The DSS assumed then the incident was

; resolved and told the DSP to report any future
" cancerns she had.

i When interviewad on 10/13/21 at 9:00 a.m. DSP
* H stated she contacted the DSS on 1/8/21 about
the allegations, but she indicated she was
unavailable and told her they needed ta talk the
next day (1/3/21) when she came to work. The
DSP stated she told on the DSS on 1/9/21 about
how DSP E kicked Client #6 and it wasn't playful.
She indicated the kick was not fuli foree, but
forceful encugh to hurt the client and was totally
inappropriate. She stated she kicked the client
after he spit on her and tried to hit her. She

i remembered the DSS tried to ask her if the kick

i was playful and she clearly told her it was not
playful. DSP H stated after she spoke with her
supervisor she felt nothing would be done about it
and wasn't sure who else to talk to about it. She
| decided on 2/1/21 when she received an email
from Human Rescurces which inguired about her
co-workers and supervisor she reported the

i allegations and finally someone listenad ta her,

E When asked why she failed to report the incident
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W 153 Continued From page 5

| from 1/22/21 where DSP E took Glisnt #1's food,

. she stated because she felt the supervisor would

! not do anything about it. She stated she had

~ spoken to other employses who said that was just
the way it was at Mosaic.

j 3. Record review revealed the facility's policy

i directed "Employees and Independent

i contractars will demonstrate dignity and respect
: to peaople served in their homes and

| communities." Additionally, "Employses will use
! professional language (no profanity} while in the

| bresance of people served."

; Additional record review revealed the Mosaic

| policy regarding abuse reporting indicated any

! employes who observes or suspected abuse or

i mistreatment of a person served shall intervene

| immediately on the person's behalf to ensure

| safety and then repart the incident immediately.

i The policy further noted failure to repart the

!incident is considered neglectful and will lead to
disciplinary action.

L 4. When interviewed on 10/13/21 at 3:30 p.m. the
| Associate Direstor canfirmed agency policy
i reguired staff to report all allegations of
, suspected abuse immediately. She confirmed
 several staff ware disciplined for failure to report
' a8 required during both investigations (96808-1
and §8448-1).

W 267 | CONDUCT TOWARD CLIENT
| CFR(s): 483.450(a)(1}
| The facility must develop and implement written
! policies and pracedures for the management of
| conguct between staff and clients.

W 153

W 267

W267 CONDUCT TOWARD CLIENT
Please see next page.
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I

| This STANDARD is not met as evidencad by:

| Based on interviews and record reviews, the

. facility failed to ensure palicies regarding canduct
! between staff and clients were consistently

i implemented as written. This affected at 4 of 5

i current residents in the home (Client #1, Client

| #2, Client #3 and Client #4) and one client who no
: longer lived in the home (Client #58). Findings

[ follow:

AR

* Record review af a facility investigation initiated

" on 5/26/21 (for incident 96808-1) and completed

. oh 6/2/20 confirmed Direct Support Professional

| (DSP) C and DSP D mistreated Mosaic clients

i and subjected them to verbal abuse and personal

' degradation. The investigation found on 5/26/20

i when DSP G observed Client #3 as he walked in

| and out of the back door of the house she stated

i "What a (expletive) moron” and "Jesus {expletive)

! Christ he can't make up his own mind”. Later at

. 4:00 p.m. while DSP C talked with DSP D at the

| dining rocm table Client #1 asked for her soda

« pop when both DSP's yelled at the client and one

| said "Stop (expletive) tatking, we are talking."

This was witnessed by DSP A and DSP B. The

[ investigation indicated the 5/26/20 allegations

| were the Initial allegations which started the

| investigation. The report revealed during the

\ investigation additional concerns wers raised

; about interactions of DSP C and DSP D with the

¢ individuals served. Other allegations staff
reported were DSP C and DSP D teamed up on

¢ Client #2 and told him if he didn't put his tongue

- back in his mouth they would cut it off, After one

| staff threatened "yaah, we'll cut off your tangue®

! the other staff said. This was seen and heard by

The facility will develep and implement
written policy and procedures for the
manhagement of conduct between staff
and clients. The facility will ensure
policies are consistently implemented as
written. Specifically, the facility will ensure
accountability to Mosaic's Respectiul
Interactions and Treatment policy. This
will be monitored by Direct Support
Supervisors through routine observation
in the home,

Person(s) Responsible;

Program Manager 02115721
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1

i DSP Aand DSP B. Other allegations indicated

i staff heard DSP C tell Client #3 "gst the fuck

. away from me" at some point before 5/26/20.

' DSP A and DSP F confirmed they heard DSP C

i and DSP D referred to clients as "assholes and

- crackheads". This inciuded Client #4 according

i to DSP F. DSP G indicated she heard DSP G

| called different clients "shithead". DSP A and

! DSP F bath reported they were asked to listen to
| @ recarding of a song DSP D made which made
 fun of Client #1 whao like to say "No no no". Staff
| reported DSP C sang the song on the recording

- and DSP D played it for them as she thought it

i was hilarious. They reporied they listened to the

! sohg on of about 5/7/21. Several other staff

i heard about the audio recerding, but indicated

! they never actually heard it. DSP C and DSPD

- denied all of the allegations, but DSP C confirmed
| she used foul language at work on occasion. The
; investigation indicated during an interview with

. the Diract Support Supervisor (DSS), she noted
both DSP's were coached on losing their patience
with the clients,

When interviewed on 10/12/21 at 2:22 p.m. the

DSS stated the investigation started on 5/26/20
t when DSP A and DSP B reported they heard DSP
C and DSP D calling Client #3 a "(expletive)
moron" several times and threatening to cut off
Client #2's tongue. She stated once Mosgaic
started an investigation several staff reported
numerous cther allegations (see above)
regarding DSP C and DSP D,

When interviewed on 10/11/21 DSP E revealed

: DSP C treated tha clients like they had a disease
: &8 she heard DSP C telt Client #3 to "get the fuck
away from her". She heard DSP C tell Client #1
to "shut up" when she asked for her pap.
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| When interviewed on 10/12/21 at 9:00 a.m. DSP
!'F confirmed DSP C played a rap song for her oh

- her phone and asked if she like it. When she

} asked who it was DSP C told her it was DSP D

| rapping making fun of phrases Client #1 said. On
* a different occasion she haard DSP C tell Client

i #4 1o get the hell out of the kitchan. She said

: DSP C and DSP D made fun of Client #1 alf the

f time as she often said "I do it",

. Whan interviewed on 10/12/21 at 9:45 am. DSP
! A confirmed DSP G or DSP D played the rap

: song which made fun of Client #1 while they

{ worked. She said both DSP's laughed as they

! played the song as they said it sounded like

[ Client #1. She further noted they made some

‘ clients wear a pull-ups when it wasn't in their plan
| as DSP C didn't like to clean up bowsl

' movements. She confirmed she heard DSP ¢

. and DSP D tell Client #2 they would cut off his

| tongue if he didn't keep it in his mauth. She

' noted part of Client #2's diagnosis is his tongue

i stuck out of his mouth. She reported she

| witnessed DSP C called Client #3 a "(expletive)

- moron" several times, She also canfirmed she

| heard DSP C tell Client #1 she would not get a

i "(expletive) pop" and to "stop (expletive) talking."

{ When interviewed on 10/12/21 at 10:16 a.m. DSP

! B confirmed she heard either DSP C or DSP D

i tell Client #2 they would cut off his tangue one

! day. She also confirmed she heard DSP C called

: Client #2 a "(expletive) moron" several timas on

| 5/26/21. She witnessed hoth DSP € and DSP D

mock Client #1 several imes for saying "l do it"
as well as for saying "green" when she referred to

i
\
| Mountain Dew,
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i 2, Record review on 10/12/21 revealed a facility

. investigation started on 2/2/21. The investigation
i revealed DSP H responded to an email from

i Human Resources sent to thank her for joining

‘ the Moesaic team (she was employed 1 month),

; DSP H respended and indicated she witnessed

| several employee interactions with clients which
 made har uncomfortable. Mosaic immediately

| started an investigation and DSP H informed

| them of at least 4 incidents where she felt

i uncamfortable with a co-workers conduct towards
clienis. The investigation revealed the first
incident occurred on 1/8/21 where DSP H alleged :
she witnessed DSP E as she kicked Cliant #6. :
. The DSP further noted DSP E slammed a door in
. the client's face, resiricted his movemant and
yelled at him during the same incident. The
investigaticn further indicated DSP H reported the
allegation to her Direct Support Supervisor (DSS)
on 1/9/21. The supervisor discussed the

! allegations with DSP H, but failed to report the
allegations to an administrator. The investigation
further revealed DSP H witnessed DSP E take

! Client #1's food away during dinner on
approximately 1/22/21 after she ate only 25% of
her meal, DSP H reported DSP E did this
because the client was not cooperative during the
meal. DSP H reported a similar incident on
2/1/21 with Client #2 on the a.m. shift which
involved DSP E. Later on 2/1/21 DSP H alleged
DSP | was rude to Client #2 as he struggled to

! gat dinner and toid him to "Open your (expletive)

i mouth."

When interviewed on 10/13/21 at 9:00 a.m. DSP
H stated 1/8/21 was her first day at Mosaic
without a trainer. At lunch Client #6 was asked to
put his tablet away and come eat. The client

| became upset and DSP E yelled at ths client and
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tord him to stop acting ke a baby. She :
remembered the client wanted to go to his
" badroom, but DSP E blacked his access.
1 Eventually the client ended up seated in a chair
| ' where DSP E stood extremely close to him (in
: between his legs) so he could not get up, Client
| #6 eventually became upset and spit on DSP E to
- which she slapped his lag. The client them
| attempted to hit DSP E whean she then Kicked him
Lin the leg. DSP H noted it wasn't a full force kick,
] but would have hurt. DSP H stated she tried to
! talk to the DSS shorily after and the DSS told her
' to wait to talk about it the next day as she wasn't
! available at the time. DSP H stated she
i + confronted DSP E and asked her if she fallowed
| protocol with Client #6 and the DSP replied "this
. Is what you have to do to these peopls, if you
| wanna repart me go ahead". When she talked to
{ the DSS the next day she was told DSP E might
! nesd some retraining. About twa weeks later
i DSP i stated DSP E took Client #1's food from
i her at dinner after she had only eaten 25% and
| threw it on the floor due to behavior problems the
. client displayed. On 2/1/21 she worked with DSP
| E again said she tock Client #2's food away from
him as she thought he was being gamey with the
| food. She asked DSP E if they shauld get him
| more food tater and she said "no". Later on
1 2/1/21 DSP H stated DSP | was trying to watch a
i video on his phone while he fed Client #2 dinner.
;r She indicated when the client had problems
" eating DSP | said "Open your {explative) mouth"
- and called him a "(expletive) idiot." Later that
. evening when she asked DSP [ to help her
; transfer Client #1 to the toilet DSP [ thought the
. client was baing garney again and said "get the
' fuck up, you know what you are doing”,
1
: 3. Record review of agency policy far Respectful
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! Interactions and Treatment dated 3/20/19

| revealed "Employees and Independent

i contractars will demonstrate dignity and respect
{ to people served in their homes and

| cammunities.” Additionally, "Employees will use
| professional language (no profanity) while in the
| presence of people served.”

i

| 4. When interviewed on 10/13/21 at 3:30 p.m.

! the Assaciate Director confirmed Mosaic taok the
. allegations very seriously and considered them
violations of ageney palicy for the treatment of

" glienis.
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KIM REYNOLDS, GGVERNOR LARRY JOHNSON, |R.,DIRECTOR
ADAM GREGG, LT, GOVERNOR

October 29, 2021

Ms. Brandi Bretthauer, Executive Director

Mosaic
11141 Aurora Ave
Urbandale, lowa 50322-7904

RE: Mosaic 217 Maple Investigation #96808-1 & 98449-1 and Focused Infection Control Survey
Dear Ms. Bretthauer:

A focused infection control survey was conducted at your facility by Troy Kroeger from
10/11/2] to 10/13/21to determine if the facility remains in substantial compliance with infection
control requirements for Intermediate Care Facilities for Individuals with Intellectual Disabilities
(ICF/ID).

At the time of the visit, investigations 96808-| & 98449-| were aiso completed. A summary of
our findings is as follows:

Client Protections 483.420, W122 — 483.420 (d)(4), WI57: Substantiated

Comments: Based on interviews and record review, numerous facility staff failed to report
allegations of suspected abuse. During an investigation the facility discovered numerous
allegation of potential abuse and client mistreatment that staff failed to report. As a result of a
standard level deficiency was cited at W53,

Client Behavior and Facility Practices, 483.450, W266 — 483.450(e)(4)(ii), W317: Substantiated
Comments: Based on interviews and record reviews, the facility failed to ensure clients were
treated with dignity and respect. The investigation revealed staff threatened to physically injure
clients, called derogatory names, swore at clients and staff created song about clients, mocking
their behavior. As a result, a standard level deficiency was cited at W267.

The items of non-compliance found at the time of the survey are listed on the attached
licensure or certification, Statements of Deficiencies and Plan of Correction forms.

Options available to you in responding to the Statements of Deficiencies and Plan of Correction
forms (CMS-2567) are:

L accepting the deficiencies stated on the CMS-2567 and submitting a Plan of Correction;

2, recording objections to the cited deficiencies and submitting a Plan of Correction;
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3. recording objections to cited deficiencies, not submitting a Plan of Correction, and
attempting to provide convincing arguments and documentation that the deficiencies are invalid;
with the understanding that such action could result in the termination of the facility's provider
agreement, if such attempts are unsuccessful.

You may complete the Federal forms by writing your plan of correction in the right hand
columns. Instructions for State deficiencies are listed on the form. Please sign and return the
completed forms to this office within ten (10) calendar days of receipt. Retain a copy for your
records.

Your Plan of Correction must explain as specifically as possible the following;

l. A step-by-step description of the method(s) used to correct the system level problem
which caused the deficiencies. The plan of correction must provide information which assures
the intent of the regulation, as evidenced by the examples, is corrected. A statement that
correction has been made for the specific examples cited is not acceptable.

2. State the method(s) to be used to maintain and monitor compliance. Indicate the
position(s) responsible for monitoring the correction to prevent the deficiency's reoccurrence.
State your anticipated frequency of monitoring.

3 A realistic date of correction by month, date, and year.
If the above items are not included, the plan of correction will not be accepted.

Immediate corrective action is expected for deficiencies directly related to resident care,
Administrative items such as contract changes should be brought into compliance within a 30
day period. Completion dates beyond 60 days from the survey date may be accepted if
additional documentation is included verifying the need for additional time to achieve
compliance and indicating the steps already taken toward compliance. However, the deficiency
which corresponds to the associated citation (W153) must be corrected UPON RECEIPT,

Federal and state laws require public disclosure of survey findings. Documents pertaining to
this survey will be available to the public for review at the Department of Inspections and
Appeals and the nearest county office of the lowa Department of Human Services.

We wish to thank you and your staff for the courtesies and cooperation extended to our

survey staff during their recent visit. If you have any questions regarding this survey, please
contact. us.

Sincerely,

Linda Kellen, Bureau Chief
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Adult/Special Services Bureau

(s Cmpneld

Catie Campbell, Program Coordinator
Adult/Special Services Bureau
515-281-3759

Catie.Campbell@dia.iowa.gov
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