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W 000 ' INITIAL COMMENTS W Q00

‘ The investigation of 98362-] was completed from
FTI7I21 - 7729721 with the following results: POC

‘ The investigation of #98362-| resulted in
determination of Immediate Jecpardy (IJ) at W
£ 189, On 7/8/21 at 2:10 p.m. Immediate Jeopardy
{I}) was determined based on the facilities failure 9/ 29/ 2 1
' to ensure staff were adequately trained to take
appropriate actions to keep clients safe during i
~medical emergencies, The facilitity was notifiied
“on 7/8/21 at 5:10 p.m. The facility developed a
| plan to remave the 1J, which included retraining i
staff on policies/procedures including notifications ;
- of medical emergencies, Addiional concerns
- were identified which resulted in continued IJ at
W92 and W 331, On 7/20/21 at 230 p.m. IJ
: was delerminad based on the facilities failure to
ensure staff were adequately trained to
communicate and ensure appropriate follow up
cancerning changes in client medical conditions,
' The facilitity was notifiied on 7/20/21 at 2:30 p.m.
The facility developed a plan to remove the IJ,
which included retraining staff on
policies/procedures including notifications of i
medical emergencies. The W was removed on !
£7/22/21 at 3:37 p.m.

{ As aresult of the investigation, the facility was
found to be out of compliance with the Conditions i
of Participation (COP) Facility Staffing and Heailth | '
i Care Services. Deficiencias were cited at W189,
S W192 and W331.

The annual recartification survey was also
{ completed from 7/22/21 to 7/29i21.

| As a result of the survey Standard level

i deficiencies were cited at W182, W 207, W 248, 1

LABORATORY DIREGTOR'S OR PRO\r’IDER.fSUPPL!E[E\QR!%lPRESOEDI\)J/E,féTnlt}llEr'egt IGNATURE TITLE (X6) DATE

o Igitally signe auel
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 Executive Director 9/13/21
Any deficiency statement ending with an asterisk {*) denctes a déﬁéiency which tha institution may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patients . (Sea instructions.) Except for nursing homas, the find/ngs atated above are disclosabls 80 days
following the date of survay whether or not a pian of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date theee documents are made available to the facility, If deficiencles are cited, an approved plan of correction is requisite to continued
program participation,
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W 000« Continued From page 1 W 000
DWW 250, W 371, W 445, W 474, W 478 and W
4886,
- A focused infection control survey was also
completed at this time. No concerns were
" identified.
|
W 158 { FACILITY STAFFING W158| w158 FACILITY STAFFING |

r CFR(s): 483.430

| The facility must ensure that specific facility
 staffing requirements are met,

+ This CONDITION is not met as evidenced by;
| Based on interviews and record review, the

: facility falled to comply with the Candition of

i Participation (COP) Facility Staffing. The facility
: failed to ensure staff were adequately trained an

- agency policies and procedures to competently

! and conslstently respond to client medical

" situations and communicate clisnt needs to

. appropriate medical personnel.

|

‘ Cross reference W189: Based on interviews and
" record reviews, the facility failed to consistently

i ensure staff were adequately trained to perform

! the essential functions of thelr job at & level which
= promoted the best possible outcomes for the

! individuals served.

: Cross reference W192: Basad oh interviews and

The facility will ensure that specific facility
staffing requirements are met. The facility
will ensure all staff are trained on agency
palicies and procedures to competently
and censistently respond to client medical
situations and communicate client needs
to appropriate medical personnel.
Specifically, all staff will be trained on
Change of Condition policy, including
change of condition identification,
response, and notifications. All staff will
be trained on Incidents and Injuries
policy, including when te contact when
there is a medical concern. This will be
monitored by direct support superviscrs
through routine monthly observations and
by program manager through GER
reviews.

Person(s) Responsible:

Program Manager Q7122121
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| record raviews, the facility failed to consistently

| ansure staff were adequately trained to ensure
important medical information was communicated
" to appropriate medical personnel,

- On 7/8/21 at 2:10 p.m. Immediate Jeopardy (1J)
was determined based on the facilities failure to
ensure staff ware adequately trained to take

. appropriate actions to keep cliants safe during

| medical smergencies. The facilitate was notified

- on 7/8/21 at 5:10 p.m. The facility developed a

plan to remove the IJ, which included retraining

staff on pelicies/procedures including notifications

i of medical emergencies. On 7/20/21 cantinued I

i was determined (at W 192) based on the facilities

failure to ensure staff were adequately trained to i

| communicats important medical information to i

| the appropriate medical personnel. The facility

: was notified on 7/20/21 at 2:30 p.m. The facility

developed a plan to remove the IJ, which

included retraining staff on policies/procedures
related to responsibilities o communicate vital

! medical information. The |J was removed on

| 7/22/21 at 3:37 p.m.
W 189 ' STAFF TRAINING PROGRAM w189 W189 STAFF TRAINING PROGRAM
CFR(s): 483.430(e)(1) Please see next page.

The facility must provide each employee with _
initial and continuing training that enables the :
. employee to perform his or her duties effectively, '
| efficiently, and competently. ’

This STANDARD is not met as evidenced by:
i Based on interviews and record reviews, the
{ facility failed to consistently ensure staff were

! adequataly trained to perform the essential
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functions of their job at a level which promeoted
' the best possible outcomes for the individuals
' served, This affected 1 of 1 individuals involved
+ in 983621 {Cliant #1),

* Findings follow;

|

| Record review revealed a facility investigation

: dated 7/1/21, The investigation indicated shortly

| after 5:00 a.m. on 6/25/21 Direct Support

' Associate (DSA) A and DSA B found Client #1 in

. bed unresponsive. The report indicated staff

| attempted to call their supervisor who did not

i answer the phone. Staff then called 911 where

i they ware instructed to initiate CPR and use the

| AED machine in an attemgt to revive the client.

{ DSAA performed CPR on Client #1 while he laid

“in his bed. Shortly after arrival the paramedics

! informed staff Client #1 passed away. The

: investigation further revealed DSA A and DSAB
failed to follaw "Change of Condition" protocol

" when they called their supervisor before 911. The

! investigation also indicated staff failed to move

' the client to the floor to perform CPR, but rather

: attempted it while the client remained on his bed.

|

! Record review revealsd Client #1 was 42 years

» old and diagnosed with mild intellectual

- disabilities, Some additional diagnoses included,

| but were not limited to: spastic quadriplegic,

: cerebral palsy, GERD, disease of the stomach

and duodenum, intestinal obstruction,

; constipation, tachycardia, dysphagia, severe

i sepsis without septic shock, hypoglycemia and

¢ colostomy.

|

i Record review revealed a Death Certificate,

- dated 7/8/21, listed aspiration/probable smali

bowel obstruction as the cause of death.
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W 188 | Continued From page 3 W189| WH189 STAFF TRAINING PROGRAM

The facility will provide each employee
with initial and continuing training that
enables the employee to perform his or
her duties effectively, efficiently, and
competently. All staff will be trained to
perform the essential functions of their job
at a level which promotes the best
possible cutcomes for individuals served,
Specifically, all staff will be trained on the
Safety and Protection policy and ISP
plans specific to general and overnight
supervision for each individual. Alf staff
will be trained on Change of Condition
policy specific to first calling 211 ina !
medical emergency and then initiating :
CPR, if necessary. All staff will be trained
that CPR best practice is to be performed
onh a hard surface when deemed safe.
This will be monitored by direct support
supervisors through routine monthly
observations and program manager
through GER reviews.

Person(s) Responsible:

Program Manager 07/22/21
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i 1. Record review revealed a policy for "Safety and

" Protection,” last revised 2/22/21. The policy

: indicated in an ICF/ID setting overnight
employeés would check on each person at least

. hourly. The policy further indicated [SP's would

: designate additional supports as needed. Review

, of Client #1's ISP Plan, dated 8/31/20, revealed

i the client neaeded to be checked eveary 30 minutes

- for safety and supervision.

" When interviewed on 7/7/21 at 11:30 p.m. DSAA

- confirmed she workad the NOC (overnight shift)

" on the night of 6/24/21 to 6/25/21, The DSA

* reported when she came an duty around 11,00

: p.m. oh 6/24/21 she was informed by staff on the

previous shift the client had a few episades of

, emesis. The DSA stated she checked on the

; client every hour as she was supposed to that

" night. The DSA confirmed her supervisor told her

to keep a "close eye," but did not explain he

needed to be monitored more than once per

hour. The DSA revealed Client #1's bedroom

was in the back of the house and indicated she

! and DSA B sat in the front of the home all night in
the living room area. When she checked the
client at 5:00 a.m. she found him warm and
unresponsive. DSAA stated she tried to wake

' tha client up, but did not check his pulse. The

DSA confirmed she called her supervisor right

away and when he did not answer sha called 911

where she was told to perform CPR and use the

AED machine. The DSA confirmed she

performed CPR and used the AED with the client

on his bed for several minutes until tha EMT's

arrived who moved the client to the floor and

- attempted CPR. The DSA stated shortly after this

. the EMT's informed her the client had passed

| away.
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W 189 ‘ Continued From page 5

i When interviewed on 7/8/21 at 12:02 a.m. SAB

: alsa confirmed he worked the same shift with

! DSAA. DSAB confirmed he was made aware

- Client #1 was sick and they were to keep an eye
on him, The DSA stated they completed the

- usual check of ohce per hour. The DSA was not

| aware checks needed to be completed more

 often than every hour.

When interviewed on 7/8/21 at 12:12 a.m. the

i NOC Direct Support Supervisor (DSS) confirmed

i he worked the overnight shift on 6/24/21 with DSA

: Aand DSA B, The DS3S indicated he visited the

- house but was responsible for several houses

| and visited each one. The DSA confirmed when
he came oh shift he was informed Client #1

. vomited three times during the previous shift and

: was told to have his staff keep a close eye on the

client by the DSS. The NOC DSS stated regular

checks on Client #1 were at hourly intervals, but

“when he told staff to keep a close aye on the

i client that meant more often than hourly. \When

" asked how often that would be he said maybe

more like 30 minutes, but confirmed he never told

! staff every 30 minutes. The NOC DSS cenfirmed

he believed regular chacks on the client wers 60

minutes and did not know his ISP indicated

checked needed to be done every 30 minutes

. under regular circumstances.

When interviewed an 7/19/21 at 2:34 p.m. the
Cualified Intellectual Disabilities Professional
{QICP) confirmed Client #1's supervision at the

! time of his death was every 30 minutes for safety
and supstvision. The QIDP confirmed he did not
know why the client needed 30 minute checks

* when the majority of the clients in the home were
. an 60 minute checks. The QIDP guessed it was

W 188

i
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W 189 Continued From page 6 W 189 |

. some previous health concern from before he
took over two years aga. The QIDP indicated the

! supervision level should have been updated and ‘

accurate in the ISP, but confirmed at the time of ‘

his death he should have been checked on every i

30 minutes when haalthy and more often when

; sick.

“Whan interviawed on 7/8/21 at 10:00 a.m. RN A
confirmed she was informed Client #1 vomited

i around 4:15 p.m, on 6/24/21, The RN stated she

* visited with the client in his bedroom and did an

" assessment of the client around 4:30 p.m. The

RN admitted she did not document the

assessment and confirmed she should have.

i When asked why Client #1 had 30 minute

| supervision the RN stated she was not sure why

- he needed it. She stated when she left she

| passed care of the client to the on-call nurse and

L instructad them to isolate the client due to

* possible Covid and monitor him. When asked

what "monitor him" meant she indicated it meant

check on him more often than every 30 minutes.

* 2. Record review revealed a policy for "Change
of Gondition™ {COC), last revised 3/2/20. The

i policy indicated "Masaic will ensure that all
person warking with pecple served, as well as

. supervisors, are trained and empowered to seek
! medical attention immediately if the situation
deemed it s0." The document further revealed
"In the case of a meadical emergency Mosaic

" employees and contractors will not hesitate to calf
911 immediately." The policy further directs staff
i to call 911 and initiate CPR if a client is

‘ unconscious. The policy stated staff will be

¢ trained on the policy during Initial crientation and
{ 'at least annually thereafter.”
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| When interviewed on 7/8/21 the Associate

. Director (AD) revealed DSA A last received COC
i; training on 11/1/19 and DSA B last recsived

i training on 1/16/20. The AD confirmed the policy
- stated staff would he trained on COC at least

I annually and both staff were overdue.

" When interviewed on 7/8/21 at 10:00 a.m. RN A
confirmed staff should have ¢hecked Glient #1's
pulse and called 911 before they called their

! supervisor.

‘ 3. Record review revealed a facility investigation
- dated 7/1/21, The investigation indicated staff
 {DSA A and DSA B) failed to move the client to
the floor to perform CPR, but instead attempted

* CPR while the client remained on his bed.

: When interviewed on 7/7/21 at 11:30 p.m. DSAA
: eonfirred she parformed CPR on Client #1 on

- the morning of 6/25/21 around 5:00 a.m. while he
i remainad in his bed. The DSA stated when the

" EMT's arrived they moved the client to the floor to
perform CPR.

When interviewed on 7/8/21 at 10:00 a.m, RN A
i confirmed staff should have done the CPR on the
floor if they ware physically able.

“When interviewed on 7/6/21 at 3:30 p.m. the
Senior Staff Development Specialist (SD)
revealed nowhere in the CPR/First Aid training
they used from the Red Cross indicated CPR
shouid be done on a solid surface rather than a

' soft surface such as a matiress. The 8D further
- noted he recently attended training with the Red
i Gross and when the question was asked about

| soft surface and hard surface the Red Cross

| instructor confirmed the solid surface is preferred
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_bhecause it's the best practice,
W 192 | STAFF TRAINING PROGRAM W 192

W192 STAFF TRAINING PROGRAM
For employees who work with clients,
training will focus on skills and
competencies directed toward clients’
heaith needs. Staff will be trained to
ensure important medical information is
communicated to appropriate medical
personnel. Specifically, all staff will be
trained on Mosaic's Incident and Injury

| CFR(s): 483.430(e)(2)
. For employees who work with clients, training

: must focus on skills and competencies directed
" toward clients’ heaith needs,

This STANDARD is not met as evidenced by:

i qued on mterwewg and record reviews, the policy, including when to contact when

: facility failed to consistently ensure staff were there is a medical coneern. This will be

. adequately trained to ensure important medical monitored by direct suppoﬁ supervisor

i information was communicated to appropriate through routine monthly observations and

i medical personnel, This affected 1 of 1 GER reviews.

i individuals involved in 98362-] {Client #1) and one

f additional client from the annual survey (Client Person(s) Responsible:

\ #5). Program Manager 07722121

| Findings follow:

1, Record review revealed a fagility investigation
. dated 7/1/21. The fagility investigation revealed

! Client #1 had an emesis in his bedroom at 3:55
p.m. when staff attempted to help him out of bed.
| The client was seen shartly after by his reqular

i nurse RN A, Around an hour later at dinner time
F the client again had an emesis and staff notified

i the on-call nurse (Registered Nurse (RN) B).
Around 8:30 p.m. or 8:00 p.m. Direct Support

. Associate (DSA) C heard the client gagging in his !
i room. Shortly after DSA C reported the emesis to
| her co-worker DSA D {also a CMA) who passed

f on the information to the Direct Support {
. Supervisor (D3SS) just hefore 10:00 p.m. The

; DSS texted and calied the RN B (the on-call

| nurse) around 10:00 p.m., but did nof receive a
| response ta the call or the text message, The
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investigation further revealed the next morning
shartly after 5:00 a.m, on 6/25/21 DSA A and DSA
" B found Client #1 in bed unresponsive. Staff

. called their supervisor who did not answer befare ;
i they called 911. EMT's arrived shortly after and
! pronounced Client #1 dead.

Record review revealed Client #1 was 42 years
: old and diagnosed with mild intellectuaf |
! disabilities. Some additional diagnhosis {although }
: hot all inclusive) include Spastic quadriplegic, |
cerebral palsy, GERD, disease of the stomach :
. and duodanum, intestinal obstruction,

: constipation, Tachycardia, Dysphagia,. Severe
I Sepsis without septic shock, hypoglycemia and ’ |

colostomy. Record review revealed a Death

" Certificate dated 7/8/21 listed aspiration/probable
: small bowel obstruction as the cause of death.

Record review of Client #1's ISP Plan dated
8/31/20 revealed the client communicated “very
- effectively” through facial expressions,
' vocalizations and eye gaze. The ISP further
stated Client #1 would look at your right hand if
he wanted to answer you with a yas, your left {
hand if he meant no, and wauld leok down if he I
didn't know the answer. The report further
indicated the client does net like admitting when
he's sick or hurting because he is afraid he might
riss a fun activity. Additionally, staff needed to
moenitor him for sighs of illness/injury such as
fever, discoloration, lethargy, bruising, lack of
autput, vomiting and loss of appetite. The ISP
also indicated Client #1 mada many of his own
i choices such as, but not limited to: when to wake
up and go tc bed, when to shower, what to wear,
i what radio station to listen to or television
; program to waich, wha and when to call
someone, what activities to participate in and
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~when 1o be repositicned. Client#1 also had a
i girlfriend with whom staff assisted him to plan
dates with.

Record review revealed a policy for Injuries and
Incidents dated 11/17/20 which cutlined the
process for notification of medical personnel in

! the svent of a medical concern. The policy
indicated in an ICF/ID if staff identified a medical
cancern with a clignt they "must” cail a nurse. If
| they did not recsive a return cali from the nurse

- they needed fo call again in 5 minutes. If sfill no
response from a nurse they needed to call a
supervisor or designated on-call personnel unti

i they reached someone. If a medical emergency
| staff are instructed to call 911 first and then call a
: supervisor,

When interviewed on 7/8/21 at 10:00 a.m. RN A
_{Client #1's regular nurse) confirmed she
. completed an assessment of the client around
4:00 p.m. after being told he had an emesis and
didn't feel well despite being busy with 2 other
: client problems. The RN stated she completed
i ah assessment of the client and asked him how
i he felt. She reported the client stated he felt okay
' and she asked him if he wauld be okay if she
- went home as it was the end of her day. She
" noted the client said yes it was okay if she went
i homa. The RN confirmed the client was a
i reliable communicator. She then turned his care
over to RN B who was the on-call nurse for the
night. The RN admitted she failed to document
her assessment of the client and stated she
should have. When she left she tald staff to
- isalate him due to potential Covid-19 and monitor
i him. When asked what "monitor him" meant she
i indicated it meant check on him at least every 30
"minutes or less and report any further problems.

W 192
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- When interviewed on 7/19/21 at 6:20 p.m. DSAC

| confirmed she was aware Client #1 had thrown

" up earlier in the shift while getting dressed. DSA

. C stated she didn't actually see Client #1 until

 sfier dinner as she had been in the front of the

" house working and he was isolated to his

i bedroom in the rear. DSA G stated around 8:45

p.m. (give or take 15 minutes) she was doing

paperwark in the back of the home outside Client

' #1's hedroom when she heard him gagging. She

entered the room and noticed he was very sweaty

and asked him if he would like his blankets off

and he said yes. She said she had hever seen

: him that sweaty befare that night. Shortly after
she heard him gagging he had 2 more small
emesis. She stated he did not lock like he falt

; well, so she stayed in the bedroom with him for

: the remainder of her shift at 11:00 p.m. During

her time in the room with Client #1 she asked him

if he needed to go to the hospital 3 or 4 times.

: The client answered yes he felt he needed to go

- each time. She stated this was very unlike him

as he never admitted being sick for fear of

missing fun activities and hated going to the

| hospital. DSA C told DSA D about the client's

" self-assessment of needing hospitalization, then

i thay both told the DSS on duty aver the phone.

| DSA C reported the D38 indicated she didn't feel

 the client was really that sick and did not plan te

' send him to the hospital. DSA C stated she had

| only worked in the field 4 ar 5 manths and

' decided to defer to her supervisor who probably
knew better than she did.

| When interviewad on 7/20/21 at 9.46 a.m. DSA D
 confirmed he worked the evening shift with DSA

C on 6/24/21, He confirmed he was the Certified
i Medication Aide (CMA) in the house and was
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. aware Client #1 had vomited three timas during

 the shift, After the first emesis at 3:55 p.m. DSA
D stated he took the clients vitals which were

i hormal and RN (RN A} did an assessment of the

" client. He remembered the RN said keap

- checking on him and take his vitals. DSAD

stated DSA C told him Client #1 reported he

needed to go the hospital, so they called the DSS

: and told her over the phone. He stated he did not
feel the client neaded to go to the hospital in his
opinion because his vitals were okay and he

- didn't seem that sick. He told the overnight shift

i who took over at 1100 p.m. about tha client's

i illness and to keep a close eye on him.

When interviewed on 7/20/21 at 10:35 a.m. the

DSS confirmed and emphasized Client #1 was

: "very reliable” when asked questions and made

: clear distinctions betwsen yes and no. The DSS

stated she was aware of Client #1's emesis at
3:65 p.m. and at dinner time. She stated she was

i informed just before 10:00 p.m. by DSA C and

. DSA D of the client gagging and additional

' emesis around 9:00 pm. The DSS stated she

_did not remember baing told by staf that Client

: #1 stated he needed to go to the hospital. The

DSS agreed that would be very impottant

information to tell the on-call nurse as the client

i was very refiable and often tried to cover up

fillnaess from staff so he wouldn't miss any fun

activities. In another interview on 7/8/21 at 12:03

p.m. the DSS revealed she texted the on-call

- nurse (RN B} at 9:59 p.m. that the client had an

! additional small emesis and a temperature of

: 97.3, She stated RN B did not respond to the text

message, 50 she called her at 10:01 p.m. and

. she did not answear. She confirmed the 10:01

" p.m. phone call was her last attempt to

: communicate with RN B for the night and the only
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- information she passed was the additional
- emesis and the client temperature in her text
| message.

When interviewed again on 7/21/21 at 1:20 p.m.
- RN A confirmed Client #1 was very competent
. and could answer questions accurately and
reliably. She confirmed she has had many
conversations with the client about health and
" sickness and admitted sometimes he tries to hide
* iness from her In hopes of not missing out on
. something fun. She further stated if Clisnt #1
* stated he was sick he was iikely sick and his word
{ coufd be counted on, he knew what he was
- talking about. The RN stated it should be
considered a medical concearn if the client said he
needed to go to the hospital. She stated at that
! point nursing should have bean notified in this
. case when the client reported his nead for :
. hospitalization. She further stated she believed if
; either one of her PM Supervisors would have
been netified the client said he needed to go to
the hospital they would have sent him. She
questionsd whether the information was passed
| onto a supervisor.

' 2. Record review on 7/27/21 of a facility incident
- report dated 9/16/20 for Client #5 revaaled she

- was taken to the hospital after a possible choking
incident and emesis during dinner. The report

i revealed further hospital test indicated the client

; was anemic with a hemoglobin count of 5.3 and

i In need of several units of blood and an antibiotic
: for potential pneumonlia. Further test revealed

. larger amounts of stool, a distended bladder and
. aventually test found a Gl bleed. Further review
! of the document revealed the DSS was with the

* client at the hospitat on 9/16/20. The DSS

" informed RN B about the anemia. Ths RN then 1
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* asked whether Client #2 had any recent black
stools. The DSS informed the RN she called out
: ta the house and staff confirmed recent black

! stools for Client #2. Record raview of an

" elimination report fram 9/1/20 to 9/16/20 for Client
' #2 revealed no blood in her stool. :

" When interviewed on 7/28/21 at 10:50 a.m. the
D&S confirmed she was at the hospital with Client
! #2 on 916/20. She stated while there she talked
with RN B and told her about the diagnosis of
anemia. She stated the RN immediately asked
" about black stocls. The DSS stated she then !
- ¢alled Client #2's house and talked with staff who
confirmed the client had black stocls recently on
I the overnight shift. The DSS informed the staff i
black stools indicated blood and it should have f
|

heen reported right away. The DSS stated the

- staff indicated she did not know black stools
were likely blood and would report and document

- any changes in stool the next time it cccurred.

. When interviewed an 7/28/21 at 9:40 a.m. RN B
i confirmed she was the nurse on-call on 8/16/20
* when Client #2 went to the hospital. Sha
confirmed she asked the DSS about black stools
when she found out about the anemia. The RN i
i confirmed staff should have documented black
[ stoots when they were observed and notified a
nurse immediately who would have started a
T-Log. The RN raviewed the record on 7/28/21
and confirmed there was no T-Log completed
and the elimination record showed no presence
of blood in stools for the client for at least 2 !
" weaks before 9/16/20. The RN stated she was
; concerned staff failed to document the black

| stools and make a nurse aware. RN B stated if
i she knew a client had black stools she would i
" gither send them to the Emergency Room (ER) if |

FORM GMS-2567{02-99) Pravicus Versions Obsolate Event [2: EH4I11 Fasiity ID: 1AG0087 If continuation sheet Page 15 of 36




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

PRINTED: 00/07/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:
16G014

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A.BUILDING COMPLETED
c

B e 07/29/2021

NAME OF PROVIDER OR SUPPLIER

MOSAIC-EAST 42ND STREET

3114 E 42ND 8T

STREET ADDRESS, CITY, STATE, ZIP CODE

DES MOINES, iA 50317

W 192 ; Continued From page 15

i it was large or schedule an appointment for the

‘ next day if it was small amount, The RN
indicated a hemoglobin of 5.3 is extramely low

- and stated the client must have lost a lot of biood
hefora this incident an 9/16/20. She stated staff
needed to be trained to recognize and report any
_ changes in stool immediately to nursing. She

i confirmed this information was crucial and was

‘ gohcerned staff did not know.

When interviewed on 7/28/21 at 3115 p.m. RN A
. confirmed she was the nurse regularly assigned
i to Client#2, Sha confirmed she was aware of
- Client #2's hospitalization 9/16/20 to 8/24/20.
When asked if Mosaic identified the problem with
staff not reporting the black stools and performed
! any additional training as a result she stated she
‘ was not aware of any trainings. RN A stated she
did not know staff had failed to report any black
staols until she was asked about it during her
tinterview on 7/28/21. The RN stated staff needed
to be trained to report any changes in stools with
any clients to keep individuals safe.
W 207 INDIVIDUAL PROGRAM PLAN
i CFR(s): 483.440(c)(2)

Appropriate facility staff must participate in
‘ interdisciplinary team meetings.

; This STANDARD is nat met as evidenced by,

Based on interviews and record reviews, the

' facility failed to consistently ensure at least one
direct care staff attended each client's annual

- staffing. This affected 2 of 3 sample clients

i (Client #3 and Client #4). Findings follow:

- Record review revealed an annual staffing report
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W 207! W207 INDIVIDUAL PROGRAM PLAN
Appropriate facility staff will participate in

interdisci
staff is in
Individua
through |

Person(s
Program

will ensure that at least one direct care
meetings. All QIDPs will be trained on the ‘

will be monitored by program manager

plinary team meetings. Mosaic
attendance af client ISP
| Support Planning policy. This
SP meeting attendance.

} Responsible:
Manager i 09/29/21
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i As soon as the interdisciplinary team has
formulated a client's individual program plan,

‘ each client must receive a continuous active

| treatment program consisting of needed

. intarventions and services in sufficient number

i and frequency to support the achievement of the

| objectives identified in the individual program

: plan.

. This STANDARD is not met as evidenced by:

l Based on observations, interviews and record
| reviews, the facility failad to consistently ensure
! each client was provided with opportunities for

" active treatment as outlined in their treatment

- program. This affected 3 of 3 sample clients

! (Client #2, Client #3 and Client #4),
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! for Client #3 dated 2/17/21. The report listed
. several individuals who attended the meeting,
: however none of those in attendance were direct
- care workers,
| Areview of Client #4's annual staffing report
. dated 10/21/20 revealed the same.
' When interviewed on 7/28/21 at 2:30 p.m. the
¢ Qualified Intellectual Disabilities Professional :
» {QIDP) confirmed none of the names listed on
Client #3 and Client #4's annual staffings were
" direct care staff. The QIDP stated he felt a DSA
. may have stopped in briefly or for part of Glient
. #3's meeting, but it wasn't documented and he
wauldn't know who it was,
W 248 : PROGRAM IMPLEMENTATION W 249, W249 PROGRAM IMPLEMENTATION

As soon as the interdisciplinary ieam has
formulated a client's individual program !
plan, each client will receive a continuous |
active treatment program consisting of
needed interventions and services In
sufficient number and frequency to
support the achievement of the objectives
identified in the individualized freatment
plan. Mosaic will ensure that each client
is provided with opportunities for active
treatment as outlined in their treatment
program. Specifically, all staff will be
trained on Mosaic’s Individual Support
Planning policy and trained on
implementing individuals’ programs,
health supports and personal schedules.
This will be monitored by direct support
supervisors through routine, at minimum,
monthly active treatment ohservations.

Person(s) Responsible;

Program Manager 09/29/21
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: Findings follow:

1. Observations on 7/22/21 at 2:45 p.m. revealed
- all the clients in their badrooms except Client #8.
' Observations at 3:15 p.m. revealed Client #2,
Client #3 and Client #4 awake in their hedrooms.
Client #2 and Client #4 were in their beds and
Client #3 was laying on a special mattress on the
floor of his rcom. Continuous observations at
2:41 p.m. revealed staff escorted Client #3 out of
his bedroom and to the restraom and at 3:46 p.m.
the client was seated in his wheelchair in the
living room. Additional observations revealed
- Client #2 was brought out of her bedroom at 4:04
''p.m. and Client #4 came out of his bedroom at i
; 4:08 p.m.

; Record review revealed a daily active treatment
» schedule for Client#2. The schedule listed many

 activities the should should be involved in from :
t1:00 p.m. to 5:00 p.m, The schaduls included
 taking a nap between somewhere between 1:00
. p.m. and 3:00 p.m. as well as many activities the
¢ glient could/would ke engaged in between 3:00

' p.m. and 5:00 p.m. ‘

* Recard review revealed an active traatment daily

schedule for Client #3. The schedule indicated |

. the client would take a ane heur rest in his bean :

' bag between 1:00 p.m. and 4:30 p.m, The
schedule listed many other activities the client

I would be engaged in during the timeframe such

: as follow planned activity schedule, leisure

F activity, community activity and Range-of-Motion

; (ROM).

I

! Record review revealed an active treatment daily
; schedule for Client #4. The schedule indicated

i many activities the client may engage in, but
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' resting was not isted between 1:00 p.m. and 5:00
. p.m.

" When interviewad on 7/22/21 at 2:55 p.m. Direct
Support Associate (DSA) F stated the clients are

!l laid down in bed every day at 1:30 p.m. and staff

- got them back up at 4:00 p.m. daily. Additional
interview at 3:25 p.m. with DSA G confirmed the

: clients laid down at 1:30 p.m. and stated they

would start getting some up at 3:40 p.m. with a

. plan ta get all clients out of their bedrooms about

:4:00 p.m. He confirmed this was the daily routine

! which involved the clients being in their bedrooms

from 1:30 p.m. to 4:00 p.m,

. When interviewed on 7/28/21 the Qualified

. Intellgctual Disabilities Professional {QIDP) stated
" laying down for 2.5 hours daily is more than is

. scheduled for any client in the house and not part
of an active treatment routing. The QIDP

i confirmed most clients don't need that much rest
! during the day. He further noted staff daveloped

. some bad habits over the last couple years with

i since Cavid-19 and had stretched the client

! nap/break to a longer pericd of time than it was

‘ supposed to be. He stated most clients might

} need an hour nap and some possibly 1.5 hours,

. but 2.5 haurs was too much. He noted if there

. was a client who needed that much rest it needed
i to be spelled out in their individualized daily

| schedule. The QIDP added he talked with staff

i about this problem previously and noted it could

: have a negative effect on clients ability to sleep at
. night. He also confirmed active treatment

! schedules needed to be updated to match the

t actual daily routine.

|

- 2. Observations were completed in the hame on
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| 7/22/21 from approximately 9:0C a.m, to 1:00
©p.m., on 7/26/21 from approximately 2:45 p.m. to
. 6:00 p.m. and on 7/27/21 from 7:55 am. to 2:45

» a.m. During all the observations Client #3 was

" observed strapped into his wheelchair anytime he
was out of his bedroom.

¢ Record review ravealed a physical therapy

| evaluation dated 2/9/21 which indicated Client #3

" should be encouraged to walk or grawl

. throughout the house. The report stated the

1 wheelchair was used primarily for community

mobility. Further record review revealed an ISP

. Plan, dated 2/17/21, stated Client #3's wheelchair

was used for community outings and puositioning

: for 45 minutes after meals due to concerns

‘ related to GERD. The ISP further stated staff

neaded to have the client in sight when he was

' out of his wheelchair due to concarms with PICA

- and falling. The client also needed to have a

' Pasey belt on when he walked and he would hold

» hands with staff as he walked for better balance.

: The plan also stated the client will be within arm's
length of staff when he walked in the home.

When interviewed on 7/28/21 at 3:46 p.m. the

: QIDP confirmed the client should not be in the
wheelchair afl day long as observed. He stated

| he was very disappointed o hear the client was in

: the wheelchair during the observations as staff

" were trained not to overuse the wheelchair, He

stated staff have mentioned the client was difficult

to keep up with when out of his wheelchair, but he

 gonfirmed staff convenience is not an excuse to

keep hin in the chair.

3. Observations were completed in the home on
| 7722121 from approximately 9:00 a.m. ta 1:00

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
Cc
16G014 B. WING 07/29/2021
NAME OF PROVIZER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIF CODE
MOSAIC-EAST 42ND STREET 3114 E 42ND ST
) DES MOINES, 1A 50317
XN | SUMMARY STATEMENT OF DEFICIENGIES o} PROVIDER'S PLAN OF CORRECTION i o5
PREFIX ! (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | BATE
DEF{CIENCY) !
- ;
W 249 - Continued From page 19 W 249 i

FORM CMS-2557(02-89) Pravious Versions Obsolete Event [D:EH4111

Facility ID: 1AG0087

If continuation sheet Page 20 of 36




PRINTED: 08/07/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLEA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN CF GORRECTION ICENTIFICATION NUMBER: A BUILDING GOMPLETED
C
16G0o14 B. WING 0712672021
NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3114 E 42ND 8T

AIC-EAST 42ND STREET
Mos R DES MOINES, IA 60317

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES (5] PROVIDER'S PLAN CF CORRECTION g (*5)
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG ¢ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CGROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFIGIENCY) i
:
; !
W 249 : Continued From page 20 W 249 f

. p.m., on 7/26/21 from approximately 2:45 p.m. to

! 6:00 p.m. and on 7/27/21 from 7:55 a.m. to 9:45

-a.m. On 7/26/21 at 4:35 p.m. Client #3 was in his
wheslchair seated at the kiichen table. As DSAH

i placed the clothing protecters on the table she
tried to get Client #3 to help hand-over-hand, but

. he declined. DSA H moved on and failed to

i follow-up with additional prompts. During all the

+ observations this was the only attempt to get

. Client #3 involved in any activity as the client sat

| parked in his wheelchair with an occasional
acknowledgement of his presence from staff.
Observations also failed to find Client #3 being

- prompted to point at what he wanted or

 encouraged to use sign language. Additionally,

. neither Client #3 or Client #4 was prompted to '

" drink any liquids outside of meals.

. Record review revealad an ISP Plan for Cliant #3,

| dated 2/17/21, which indicated the client was a

| social person who liked to be told he's doing a

. good job. The plan stated the client enjoyed

i helping with chores around the house and should

! be offered sensory activities thraughout the day.

. The plan stated the clisnt needed to be

| encouraged to communicate by pointing at what [

| he wanted and staff should provide options for

! the client throughout the day. The ISP plan

: contained a goal of signing the word "please” with

- 3 model prompts from staff and 3 verbal prompts.

‘ The program further stated the client liked to be

" active and engaged in activities throughout his
day which to reduce target behaviors. Client #3's

. health support program indicated he needed :

| encouragement ta drink planty of fluids r

. throughout the day. ‘

Record review revealed a nutritional assessment |
for Client #4, dated 7/7/21, which indicted staff
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. heeded 1o offer the client water/fluids fraquently

. throughout the day. The health supports program
further indicated the client would get confused

! and may have tremors if he did not get enough

! fluids and should be offered 8 oz, of fiuids every

" hour he was awake.

When interviewed on 7/28/21 at 3:46 p.m. the
i QIDP confirmed Client #3 needed ta be prompted
' to engage in activities consistently thraughout the
day. He also confirmead the program for sighing
I please neaded 1o be run as written and staff
! should have encouraged the client to
: communicate by pointing as written in his ISP
! Plan. The QIDP also confirmed health supports
“for Client #3 anc Client #4 related to drinking
liguids should be follow and documented on each
. shift. He stated Client #4 was known to get
| confused and shaky if not adequately hydrated.
W 259 PROGRAM MONITORING & CHANGE
CFR({s): 483.440(f){2)
At least annually, the comprehensive functional
: assessment of each client must be reviewed by
. the interdisciplinary team for relevancy and
| updated as needed.

' This STANDARD is not met as evidencad by:

i Based on interviews and record reviews, the

| facility failed to consistently ensure each client's

' Comprehensive Functional Assessment (CFA)
was reviewed at least annually. This affected 1 of

i1 sample clients residing at the facility longer than

i a year (Client #2). Findings follow:

! Record review revealed a CFA for Client #2 dated
' 6/29/2Q.

W 249

W 258

W259 PROGRAM MONITORING AND
CHANGE
At least annually, the comprehensive
functional assessment of each client will
be reviewed by the interdisciplinary team
for relevancy and will be updated as
needed. Mosaic will consistently ensure
each client's comprehensive functionat

assessment is reviewed at least annually.

Specifically, the QIDP will be trained on
the Individual Support Planning policy
and will be trained to ensure
comprehensive functional assessments
are reviewed and updated at least
annually. This will be monitored by
Quality Assurance Manager through
quality review procedures.

Person{s) Responsible:
Program Manager

06/29/21
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| CFR(s): 483.460

. The facility must ensure that specific health care
! services requirements are met.

: This CONDITION is not met as evidenced by:

. Based on interviews and record review, the

| facility failed to comply with the Gendition of

* Participation (COP) Health Care Services,

: Facility nursing staff failed to consistently

' document medical assessments and be available
to respond to reports of change in medical

- conditions for clients assignad to their care,

| Crass refarence W331: Based on interviews and
! record reviews, the facility nursing staff failed to
consistently document medical assessments and
i be available to respond to reports of change in

. medical conditions for clients assignad to their

|
; care.

. On 7/20/21 Immediate Jeopardy (IJ) was

; determined based on facility hurses failure to

! document medical assessments and be available

I to assess medical situations when assigned to

- specific clienis ensuring they received timely and
adequate cara. The facility was notified on
7/20/21 at 2:30 p.m. The facility developed a plan

. to remove the I, which included retraining staff

. on policies/procedures related to responsibilities

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMEER: A BUILDING COMPLETED
c
16G014 8. WING 0772972021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3114 E42ND ST
MOSAIC-EAST 42ND STREET
DES MOINES, 1A 50317
X0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN GF GORRECTION | (#5)
PREFIX ! (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE {  DATE
DEFICIENCY)
3
W 259 | Continued From page 22 W 259 |
- When interviewed on 7/27/21 at 1:30 p.m. the i
: Qualified Intellectual Disabilities Professional |
‘ {QIDP) confirmed he planned to review the CFA i
: for Client #2 in the near future. He acknowledged i
" it was over a year since the last review, i
\W318 ; HEALTH CARE SERVICES wag| W318 HEALTH CARE SERVICES ‘

The facility will ensure that specific health
care setvices requirements are met.
Mosaic will ensure nursing staff document
medical assessmenis and are available to
respond to reports of change in medical
conditions for clients assigned to their
care. All nursing staff will be trained on
Mosaic’'s Nursing Role and Duties policy
to ensure documentation of medical
assessments is completed consistantly
and that they will be available to respond
to reports of change of condition for
clients. This will be monitored by the
program manager through routine
observations and GER reviews.

Person(s) Responsible:

Program Manager 07/22/21
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- CFR(s): 483.460(c)

;
i The facility must provide clients with nursing
1 Services in accordance with their needs.

|

1 This STANDARD is not met as evidenced by:
Based on interviews and record reviews, the

 facility nursing staff failed to competently perform

i designated job duties, including consistent

i documentation of medical assessments and

! availability of nursing staff to respond to reports of

change in medical conditions far clients assigned

to their care. This affected 1 of 1 clients invalved

i in 98382-1 (Client #1).

- Record review revealed a facifity investigation,

: dated 7/1/21, revealed Client #1 had an emasis in
i his bedroom at 3:55 p.m. when staff attempted to
help him out of bed. The client was seen shortly

after by his regular nurse {Registered Nurse)} RN
A. Araund an hour latar at dinner time the client
again had an emesis and staff notified the on-call
nurse (RN B). Between 8:30 p.m. and 9:00 p.m.
Direct Support Associate (DSA) C heard the client
gaqging in his room. Shortly after this DSAC

i reported the emesis to her co-worker DSA D

i (also a CMA) who passed on the information to

' the Direct Support Supervisor (DSS) just before
“10:00 p.m. The DSS then texted and called RN B
i {the on-call nurse) around 10:00 p.m., but did not
| racsive a response to the call or the text
‘message. The investigation further revealed
shortly after 5:00 a.m. on 6/25/21 DSAA and DSA
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PREFIX - (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORREGTIVE ACTION S8HOULD BE GOMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

‘ DEFICIENCY)

:
W 318 | Continued From page 23 W 318

| to communicate vital medical information and be

available when on duty. The IJ was removed on

| 7/22/21 at 3:37 p.m. ‘

W 331! NURSING SERVICES W 331 !

W331 NURSING SERVICES

The facility will provide clients with
nursing servicas in accordance with their
needs. The facility will ensure that all
nursing staff are competent in their i
duties, consistently document medical '
assessments and are available to
respond to reports of change in medical
conditions for clients assigned to their
care. All nursing staff will be trained on
Mosaic’'s Nurse Roles and Duties policy,
to be available by phone when holding :
on-call responsibilities, to complete ’
assessments virtually or on site as ‘
dictated by the health needs of the people
supported and to ensure documentation
of medical assessments is completed.
This will be monitored by program
manager through routine observations
and GER review procedures.

Person(s) Responsible:
Program Manager

07/22/21
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¢ B found Client #1 in bed unresponsive. Staff i

- called their supervisor who did not answer and :
then called 911 and EMT's arrived shortly after
and pronounced Client #1 dead.

Record review revealed Client #1 was 42 years
- old had diagnoses including mild intallectual
" disability, spastic quadriplegic, cerebral palsy,
GERD, disease of the stomach and duodenum,
intestinal obstruction, constipation, tachycardia,
. dysphagia, severe sepsis without septic shock,
. hypoglycemia and colostomy. Record review
revealed a death certificate dated 7/8/21 listed
" aspiration/probable small bowel obstruction as i
i the cause of death. i

. Record review revealed a policy for Injuries and
! Incidents, dated 11/17/20, which outlined the

" process for natification of medical personnel in
the event of a medical concern. The policy
indicated in an ICF/ID if staff identified a medical :
concern with a client they "must” call a nurse. i :
they did not raceive a return call from the nurse
 they needed to call again In & minutes. If still no
; responss from a nurse they needed to call a

. SUpetvisor or desighated on-call personnel until
they reached somsone. If a medical emeargency
staff ware instructed to calf 911 first and then call
‘@ supervisor.

“ Continued record review revealed a Mosaic

+ Palicy for Nursing Roles and Duties, last updated
£ 11/17/20, indicated nursing staff participate in an
on-call rotation and must be available "by phone,
. virtually or be on site as dictated by the heaalth

: needs of the people supported.” The policy

* further revealed nursing staff are to "stay
“infarmed” of any change in condition or of the
 health needs for people served in ICF/ID homes.
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i When interviewad on 7/8/21 at 10:00 a.m. RN A

* (Client #1's regular nurse) confirmed she

! completed an assessment of the client around

' 4:00 p.m. after being told he had an emesis and

- didn't feel well. The RN stated she did an

- assessment of the client and asked how he felt.

| Bhe reported the client stated he fslt okay and

sha asked him if he would be okay if she went

. home as it was the and of her day. She noted the

: client said yes it was okay if she went home, RN

! A canfirmed he was a reliable communicator and

. could clearly communicate yes and no, She then

. turned his ¢are over to RN B who was the an-call

: nurse for the night. The RN admitted she failed
to document her assessment of the client and

- stated she should have documented it. When

. sha left she told staff to isolate him due to

" potential Covid-19 and monitor him. When asked

- what "monitor him" meant she indicated it meant

; chack on him at least every 30 minutes or less

. and report any further problems.

|
i When interviewed on 7/8/21 at 12:03 p.m. the

' DSS confirmed she was aware of Client #1's

| emasis at 3:55 p.m. and at dinner time an hour

i later. She staied she was informed just before
10:00 p.m. by Direct Support Associate (DA) C

# and DSA D of the client gagging and additionat

| emesis around 9:00 p.m. The DSS revealed she

! textad the on-call nurse (RN B) at 9:59 p.m, that

“ the client had a 3rd smesis, that it was small, and

- his temperature was 97.3, She stated RN B did

i not respond to the text message, so she called

: her at 10:01 p.m, and she did not answer. She

! confirmed the 10:01 phone call was her last

- attempt to communicate with RN B for the night

. and the only infarmation she passed on was the

i additional emesis and the dlient's temperature by
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text message,

' When interviewed on 7/8/21 at 11:00 a.m. RN B
confirmed she was on call from 4:00 p.m, on

. 6/24/21 to 8:00 a.m. on 6/25/21 assigned to

+ saveral hames which included Client #1's home.

_ She stated she raceived a call from the DSS

around 4:30 p.m. about Client #1's first emesis.

She then received another call from DSS B at

- B:23 p.m. in regard to the second emesis for the

client. She received a text message from DSS

around 8:30 p.m. which stated the client had no

' more emesis and was acting like his usual self.

' RN B stated she received another text message

i from the DSS at 9:59 p.m. on 6/24/21 which

" indicated the client had another small emasis (3rd

_ one) but his temperature was fine. The RN

i admitted she is not sure she ever saw that {ext

! until the next marning (8/25/21). She stated she

" turned off her text message notifications or she

: would never get any sleep. When asked if she

: received a call at 10:01 p.m. as the DSS

" reported, she said her phone did not show a
missed call at that tire. She stated she was

. likely sleeping by that time and may have missed

| it had the call come in. The RN admitted if she

¢ saw the 9:59 p.m. text message she likely would

i have called and asked some additional questions.

- When interviewed on 7/8/21 at 3:24 p.m. the

i Associate Director (AD) confirmed RN B should

" have been available for contact during her 16

. hour on-call shift from 8/24/21 to 8/25/21 and

' should have seen the text message andfor
answered the phone call. She confirmed it is not
" an acceptable practice not 1o be available whan

. you are a hurse on call. She alse provided a
copy of the policy outlining nursing duties. She

i also confirmed RN A should have documented

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
16G014 B, WING 0712912021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3114 E 42ND 8T
MOSAIC-EAST 42ND STREET
DES MOINES, 1A 50317
x4D SUMMARY STATEMENT OF DEFICIENCIES (o} PROVIDER'S PLAN OF CORRECTION £3)
FREFIX i (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE | GOMPLETION
TAG REGULATORY OR |.5C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE §  DATE
; DEFICIENGY) ;
|
W 331 Gontinuad From page 26 W 331 ;

i
!
’

]

F ORM CIM8-2567{02-99) Previous Versions Obsolele Event ID: EH4111

Facifity ID: AG0087 If centinuation sheet Page 27 of 36




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

PRINTED: 00/07/2021
FORM APPROVED
OMB NO. 0938-0391

' Direct Suppart Associate (DSA) E inside the

! medication room as ha preparaed Client #2's

! medications. DSA E mixed and crushed the

i medicaticns for the client as she waited in the

! living room. Once the medications weare ready

| DSA E maved the client to just outside the

. medication room door and fed her medications to
her. The client was not asked to participate.

t Record review revealed for Glient #2 revealed a

; document which listed health supports dated
1/1/21. The document indicatad the client would

. grab onto the spoon with hand-over-hand (HOH)

- assistance fo bring the medications to her mouth,
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' her assessment of Client #1 which happenad
i around 4:00 p.m. on 6/24/21,
W 371 DRUG ADMINISTRATION wari| W371 DRUG ADMINISTRATION
| CFR(s): 483.480(Kk)(4) The system for drug administration wilt
w assure that clients are taught to
. The system for drug administration must assure ??m'(jr!'St?:.thelr ?Wn rréecglcatllons Itfr:hte
' that clients are taught te administer their own interdisciplinary leam determines tha i
! medications if the interdisciplinary team self—adn:llnlstra'tlonl of medlt_:atlon 'S ar.‘ . ;
- determines that self-administration of medications ggg?ﬁgf ;?) gg{‘icct)lt‘gr\i?: elflw (?Sgiréyiﬁ;an '
| is an appropriallte objectilve, and if the physician ensure each client is proviaed with
; does not specify ctherwise. opportunities to participate in i
. administration of their medications. !
Co ) . ) Specifically, all Certified Medication Aides !
! This STANDARD is not met as evidenced by: will be trained on the Medication Support "
Baged on obse-ryatlops, mtervlews and record policy and will assist people to gain skills
 reviews, the facility failed to consistently ensure to their greatest extent based on abilities !
+ each client was provided with opportunities to and desire to be involved with self-
: participate in administration of their medications. administration of medicatiens. This will be
i This affected 1 of 2 sample clients (Client #2) monitored by direct support supervisors
i obsetved during medication administration, through routing, at minimum, monthly
: med pass observations,
« Findings faliow:
| Person(s) Responsible:
i Observations on 7/27/21 at 8:21 a.m. revealed Program Manager 09729721
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When interviewed on 7/28/21 at 3:15 p.m.
" Registered Nurse (RN} A confirmed staff needed f
 to allow the clients to participate to their fullest j
- ability in medication administration, She i
| confirmed Client #2 should have been prompted ]
! to help bring the madications to har mouth by i
i DSAE.
W 445 | EVACUATION DRILLS W4451 \y445 EVACUATION DRILLS
CFR(s): 483.470()(2)0) The facility will actually evaluate the
i The facilit t actuall i ) clients duri;_wg at Iea_st one drill each year
| The facility must actually evacuate clients during on each shift. Mosaic will ensure that
: at least one drill each year on each shift. clients are evacuated from the building at
least once on each shift per year.
P . . Specifically, full evacuation drilis will be ;
| This STANDARD is not met as evidenced hy: completed once during each quarter of |
¢ Based on interviews and record reviews, the the year. This will be monitored monthly
1 facility failed to consistently ensure clients were by direct support supervisor during fire
. evacuated from the building at least once on each drills. !
- shift per year, This 9 of 9 clients living in the
. home (Client #2-Client #10). Findings follow: Person(s) Responsibie: :
: Program Manager | 09/29/21
i Record review revealed the facility completed fire
i drills once per quarter on each shift since their
i last recertification survey in 2019. A review of
" @ach drill revealed none of the drills were full
" evacuations of the clients from the home,
t When interviewed on 7/29/21 at 12:07 p.m. the
| Associate Director confirmed the agency knew ‘
' the regulation, but made the decision not to run
! full evacuations because they believed it in the
| best interest of the cliants during the pandemic.
W 454 | INFECTION CONTROL W 454

: CFR(s): 483.470()1)

| ‘The facllity must provide a sanitary environment
| to avoid sources and transmission of infections.

W4a54 INFECTION CONTROL |
Please see next page ;
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" This STANDARD s not met as evidenced by:

! Based an obsarvations, interviews and record

! reviews, the facility failed to consistently provide a
: clean and sanitary enviranment for each client in

{ the homea, This potentially affected ¢ of 9 clients

| in the home (Client #2, Client #3, Client #4, Client
" #5, Client #8, Client #7, Client #8, Client #9 and

| Client #10). Findings foliow:

* Qbservations on 7/22/21 at 9:15 a.m. and 9:59

. a.m. revealed a tube-feading pole in the living

. room. The pole was covered in old food

! drippings which were stuck to the pole and

. covered the majority of the base and some of the
' pole itself. Further observations revealed many
. of the kitchen cabinets were covered in sugar,

. crumhbs and other small pieces of food.,

‘ Continued observations revealed a large vent in
- the wall in the kitchen which separated the living
{ room was completely covered in dust only a

; couple feet from the Kitchen table. Additional

! observations on 7/27/21 at 8:37 a.m. revealed

[ Direct Support Associate (DSA) E placed Client
| #7's madication cup with leftover applesauce on
| the window ledge in the living room when he

- attempted to give her additional medications,

i During the chservation ofd applesauce and other
! stains were noted already on the ledge of the

- window likely from prior medication

: administrations.

E When interviswed on 7/28/21 at 3:15 p.m. the

! Registered Nurse (RN) stated foad dripped onto
feeding tube rods needed ¢ be cleaned up right
! away otherwise it would stick to the pole and

" bacamea difficult to remove. She also confirmed
. any food should have cleaned it up right away.
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W 454 Wa454 INFECTION CONTROL

The facility will provide a sanitary
environmeant to avoid sources and
transmission of infections. The facility will
provide a clean and sanitary environment
for each client in the home. All staff will
be trained on the Sanitation policy and
Environmental and Facility guidelines.
Specifically, all staff will ensure daiiy
upkeep of the homes, that surfaces are
clean and disinfected. This includes
cleaning and disinfecting surfaces of
shared items daily. This will be monitored
by direct support supervisors through
routine monthly observations and
cleaning checklists.

Person(s) Responsible;

Program Manager 09/29/21
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W 454 - Continued From page 30 W 454
B ]
! When interviewed on 7/28/21 the Quaiified
. Intellectual Disabilities Professional (QIDP)
. confirmed the areas of concarn noted neaded to
* be clean and sanitary at all times. He indicated
| they "definitely want to address this" and stated
| they were warking on a cleaning checklist and
indicated they planned for overight shift staff to
| da more deep cleaning.
W4 e sErvIoES
i FE Fgod will be served in a form consiste::‘nt
‘ Food must be served in a form consistent with the with the d|evelopmental !e\{el of the C"-e nt.
i Mosaic will ensure each client is provided
: develapmental level of the client. food and drink in a form consistent with
! their dietary plans. All staff will be trained !
b . o on Meals and Diet Supports policy and E
- This STANDARD is not met as evidenced by: Health Supports policy. Additionally, all
. Based on observations, interviews and record staff will be trained on the individual !
:' reviews, the facility failed to consistently ensure support plans which designate specific
- each client was provided food and drink in a form dietary needs to ensure food is served
. consistent with their distary plans. This affected according to the individual's diet order.
: 3 of 3 sample clients (Client #2, Client #3 and This will be monitorad by direct support
i Client #4). supervisors through routine meal
: cbservations.
- Findings follow:
! Person{s) Responsible:
. 1. Observations on 7/22/21 at 12:33 p.m, Program Manager 09/29/21
“ revealed Clisnt #2 in the living room in her
‘ wheaelchair. The client pushed the "Go Talk"
! button that said she would like a drink several
i times. The Program Manager (PM) heard the
‘ request and told the client she would get her a
| drink. The PM went into the kitchen and brought
| out a glass with water for the client. She then
| agked the client if she would like to take a drink.
. The surveyor then stepped in and asked the PM if
: the water was thickened as Client #2 required
i liquids to be thickened to nectar consistency. ;
| |
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W 474 | Gontinued From page 31

. The PM indicated it was not thickened and she
- proceeded to ask staff to help her thicken a drink
- for the client.

Record review revealed a physicians order for
Client #2 for July 2021, The order indicated the
| client needed all food pureed and liquids needed
* 10 be thickened to nectar consistency before
" being served to the client.

. 2. Observations on 7/27/21 at :00 a.m. revealad
Client #4 in the dining room far breakfast. The
client was provided two whole waffles with syrup.
The client attempted to tear/cut the waffles with a
spoon when Direct Support Associate (DSA} F

: hoticed and asked him to use a fork and knife,

| The clisnt put down the spoen and finished eating
hoth waffles whole, by hand, and without further
instruction from staff.

. Record review ravealed a current physicians
order for Client #4. The order indicated the client
required a mechanical soft diet with bite sized
pieces. The order further indicated the client
needad prompts to slow down, chew thoroughly
and encaurage small sips of liquid. The arder
also indicated the client was diagnosed with
Dysphagia. Review of documentation from a
Story Ceunty Medical Center visit for Client #4 on
: 8/10/20 revealed a chaking spisode.

! 3. Observations on 7/27/21 at 8:54 a.m. revealed
DSA E placed two waffles within arms-length of

| Client #3. The client immediately grabbed them
and consumed them with his hands. The client

. gontinued to eat the crumbs of the waifles off the
{ table and his pants until Direct Support

W 474

|
|
r
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W 474 | Continued From page 32

" Supervisor (DSS) C placed another waffle within

| his reach at 9:02 a.m. The client took the waffie

: and again ate it whole. DSAF then told DSS C

i he should not place food within Client #3's arm
raach or he will eat it. At 9:09 a.m. DSS G placed
another waffla tight in front of the client and
stated they were going to cut the waffle. The
 client quickly grabbed the waffle coverad in syrup
" and ate it whole with his hands.

Record review revealed a health supports

. document for Client #3 which indicated the client
required a mechanical soft diet with food cut into
! bite sized pieces. The document further revealed
the client needed prompts to alternate food and
drink, prampts to slow down and finish chewing
before eating the next bits.

! When interviewed on 7/27/21 at 2:15 p.m. the

" Qualified Intellectual Disabilities Professional

. (QIDP) eonfirmed all client diet orders should be
' followed at every meal, snack and anytime they
: are provided food. Me also confirmed staff

i should not provide clients with food or drinks

| unless they know the dietary orders.

W 478 | MENUS

CFR(s): 483.480(c)(1)(ii}

! Menus must provide a variaty of foods at each

- meal.

' This STANDARD is not met as evidenced by:

. Based on aobservations, interviews and record

: reviews, the facility failed to consistently ensure
{ clients were provided with a variety of foods at

| @ach meal. This affacted 2 of 3 sample clients
A{Client #2 and Client #3).

W 474

W 478

W478 MENUS

Menus will provide a variety of food at
each meal. The facility will ensure clients
are provided with a variety of foods at
each meal. All staff will be frained on the
Meals and Diet Supports policy and will
follow the menu to ensure all individuals
are offered all menu items. This will be
maonitored by direct support supervisors
through routine monthly meal
observations.

Person(s) Responsible:

Program Manager 09/29/21
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. Findings foliow:

:'‘Observations on 7/27/21 at 8:54 a.m. revealed

- Cliant #2 and Client #3 af the table for breakfast.

+ Observations revealed the clients were both
provided two waffles with syrup for breakfast and

i a glass of orange flavored water.

; Record review revealed a menu for breakfast on

» 7/27/21. The menu revealed the Client #2 should
| have received waffles, jam, margarine, whole

i trilk and apple juice. The menu was the same

g for Client #3 without the milk.

When interviewad 7/28/21 at 3.15 Registered
. Nurse (RN} A stated usually they would not just
i have waffles, She stated this did not seem very
nutritious and the menu may need to be
! assessed to ensure a variety of nutritious foods.

When interviewed on 7/28/21 at 3:35 p.m. the

: Direct Support Supervisor (DSS) stated it secemed
- very strange they would only get waffles with no

» fruit or meat. She also confirmed if the menu

- said apple juice from concentrate then that's what
. the clients should have received. She also ‘
| confirmed orange flavored water wauld not likely
| be an equal substitute for apple juice from

! concentrate based on nutritional value.

- When interviewed on 7/28/21 at 2:30 p.m. the

- Qualified Intellsctual Disabilities Professional

i (QIDP) indicated ha was surprised they wers only
i provided waffles, syrup or jam and orange

: flavored water for breakfast. He stated he heard

i sometimes other shifts ate the food scheduled for
! anothar meal and he wondered if they were shaort
| some food at breakfast, but felt they should have
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- provided something else with the meal. When !
. told the regulations called for a variety of foods |
I‘ fram different food groups, he confirmed this
" meal would not meet the regulation.
W 486 | DINING AREAS AND SERVICE W 486

| CFR(s): 483.480(d)(4)

; The facility must direct self-help dining
proceduras.,

' This STANDARD is not met as evidenced by:

" Based on observations, interviews and record

: reviews, the facility failed to consistently ensure

i each client was provided with the supports

i necessary to learn appropriate dining skills aimed
at independence during meals. This affected 2 of

. 3 sample clients {Client #4 and Client #4),

; Findings follow:

' 1. Observations on 7/27/21 at 9:00 a.m. revealed

i Client #4 in the dining room for breakfast. The

i client was provided whole waffles with syrup. The

i client attempted to tear/cut the waffles with a

i spoon when Direct Support Associate (DSA) F
noticed and asked him to use a fork and knife.

i The client put down the spoon and finished eating

both waffles whole, by hand, and without further

; instruction from staff,

: Record review revealed a current physicians

" order for Cliant #4. The order indicated the client

" had a mechanical soft diet with bite sized pieces.

. The arder further indicated the client needed

prompts to slow down, chaw thoroughly and

. encourage small sips of liquid. The order further

- revealed the client was diagnosed with

W486 DINING AREAS AND SERVICE
The facility will direct self-help dining
procedures. The facility will ensure each
client is provided with the support
necessary to learn appropriate dining
skills aimed at independence during
meals. All staff will be trained on Meals
and Diet Supports policy and Health
Supports policy. Additionally, all staff will
be trained on the individual support plans
on how to support individuals during
meals, This will be monitored by direct
support supervisors through routine
monthly meal observations.

Person{s) Responsible:
Program Manager

09/29/21

'
t
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‘ Dysphagia.

" 2. Observations on 7/27/21 at 8:54 a.m. revealed
- DSA E placed a place with 2 waffles within arms
" length of Client #3. The clisnt immediately

- grabbed them and consumed them, The client

; continued to eat the crumbs of the waffles off the
| table and his pants until Direct Support

- Superviser (DSS) C placed another waffle within
' his reach at 9:02 a.m. The client took the waffle
: and again ate it whole with his hands. DSAF

* then told DSS G he should not place food within
I Client #3's reach or he would eat it. At9:09a.m.
| DSS C placed anather whole waffle coverad in

! syrup in front of the client and stated they were

{ going to cut the waffle, The client grabbed the

‘ waifle covered in syrup and ate it with his hands,

. Record review revealad a health supports

. document for Client #3 which indicated the client

! had & mechanical soft diet with foad cut into bite

. sized piaces. The document further revealed the
| client needed prompts to alternate food and drink,
| prompts to slow down and finish chewing before

| eating the next bite.

- When interviewed on 7/27/21 at 2:15 p.m. the

. Qualified Intellectual Disabilities Professional

" {QIDP) confirmed all cliert diet orders should be

| followed at every maal, snack and anytime they
are provided food. The QIDP further confirmed

- staff needed to pay close attention to clients and

¢ provide cues and prompts as required to teach

I safe dining skills. The QIDP confirmed dining

: was an opportunity for active treatment and staff

. heeded to be teaching appropriate dining skills

| during all meals.
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