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W000000
This visit was for a fundamental W000000
recertification and state licensure survey.
Dates of Survey: September 29, 30, and
October 1, 2014.
Facility number: 000772
Provider number: 15G252
AIM number: 100234940
Surveyor: Tim Shebel, LSW
The following federal deficiencies also
reflect state findings in accordance with
460 IAC 9.
Quality Review completed 10/10/14 by
Ruth Shackelford, QIDP.
W000114 | 483.410(c)(4)
CLIENT RECORDS
Any individual who makes an entry in a
client's record must make it legibly, date it,
and sign it.
Based on record review and interview, W000114 W1 1 4 11/20/2014
the facility failed to assure the
Comprehensive Functional Assessments 1 1 I 2 1 / 201 4
for 2 of 4 sampled clients (clients #1 and Inregards to issue #1 and
#2) included the date the assessments evidence cited by the medical
were completed. surveyor  on10/1/2014,  Mosaic
has contacted the QIIDP and both
assessments  havebeen  redone
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Findings include:

Client #1's record was reviewed on
10/1/14 at 8:22 A.M. A review of client
#1's Comprehensive Functional
Assessment failed to indicate the
assessment was dated by the person
completing the assessment.

Client #2's record was reviewed on
10/1/14 at 9:03 A.M. A review of client
#2's Comprehensive Functional
Assessment failed to indicate the
assessment was dated by the person
completing the assessment.

QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
10/1/14 at 10:54 A.M. QIDP #1 stated,
"The Functional Assessments
(Comprehensive Functional
Assessments) should have been dated
when they were completed."

9-3-1(a)

WO000137 | 483.420(a)(12)

PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
that clients have the right to retain and use

including the date completed and
the signature.  Mosaic'spolicy
states that all assessments are to
be completed annually andas
needed. All assessments are to
be signed and dated by the QIDP.

1.To assure thisdeficiency does
not recur, per policy and
procedure, Mosaic
conductsaudits of  programming.
As a part of this audit, Mosaic
staffreview all programming and
support documentation that plans
arecorrectly  implemented.  Also,
Mosaic conducts bi-annual
BasicAssurance reviews of
program to ensure quality.
Documentation ofeach audit is
maintained in the Mosaic Office. .
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appropriate personal possessions and
clothing.
Based on observation and interview, the Ww000137 | 137 11/21/2014 _ 11/20/2014
facility failed to assure 1 of 4 sampled Inreggrds to evidence cited by the
i K R medical surveyor, Mosaic
clients (client #3) did not wear the same hasdeveloped a plan that clearly
clothing for two consecutive days. defines the information and
supports for both facility staff and
Findings include: client #3.to teach how to properly
managehis  health needs  of
wearing clean clothes. Retraining
Client #3 was observed during the on thesupports has been
9/30/14 observation period from 3:08 scheduled for 11/20/2014 for  all
P.M. until 5:30 P.M.. Client #3 was a facnc;ty ) Zt?)ﬁ.th TglsDPtrammg was
. . . conducted by the )
blue t-shirt and blue jeans. Client #3 Toassure this deficiency does not
wore these clothes throughout the recur in the facility, Mosaic
9/30/14 observation period. hasPolicies and  Procedures
stating that each client served
. . must have anindividual program
Client #3 was 0b§ewed Flurlng the plan. This plan includes needed
10/1/14 observation period from 6:49 interventions  andservices to
A.M. until 8:15 A.M. Client #3 wore the support achievement of goals and
same blue t-shirt and blue jeans which objectives  identified inthe  plan
d led and soiled through ongoing active treatment.
appeared crumpled and sotled. Each staff receivestraining on this
plan annually and as changes
At 7:34 AM. on 10/1/14, direct care staff and updates to the planare made.
#1 stated to client #3, "Are those the The training includes strategies
loth terday?" that will enable theclients achieve
sa.me clothes you Wor.e yesterday: each goal and objective To
Direct care staff #1 did not prompt or further ensure  Mosaicprevents
assist client #3 in changing his clothing. recurrence of this deficiency, the
agency also  conductsmultiple
. ey el visits each week to every facility
QIDP (Quahﬁed Intelilectua.l Disabilities by the house manager(Direct
Professional) #1 was interviewed on Support Manager) and the
10/1/14 at 10:54 A.M. QIDP #1 stated, Program  Coordinator  (QIDP).
"[Client #3] likes to wear the same Duringthis visit, each assures that
- . direct care staff provides
clothes and it's a challenge sometimes to . .
) o continuousactive treatment
get him to wear clean clothing. specifically that each client
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: F7QC11 Facility ID: Q00772 If continuation sheet Page 3 of 8




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

PRINTED:

FORM APPROVED
OMB NO. 0938-0391

interview, the facility failed to assure
staff who administered medication to 1 of
4 sampled clients (client #1) initialed the
Medication Administration Record
(MAR) after administering the client's
medications.

Findings include:

Client #1 was observed during the
morning observation period on 10/1/14
from 6:49 A.M. until 8:15 A.M. At 7:34
A.M., direct care staff #7 administered
medications to client #1 which included
Omeprazole (medication to reduce
stomach acid) and Tab-a-vite (multiple
vitamin).

Client #1's record was reviewed on
10/1/14 at 7:38 A.M. A review of client
#1's 9/14 MAR (Medication
Administration Record) indicated the
client's Omeprazole and Tab-a-vite were

W365
11/25/2014

Inregards to evidence cited by the
medical surveyor, Mosaic policy
andprocedure specifies all
medication administered, are
administeredwithout  error.  All
Mosaic Staff are trained on this
policy inconjunction with Core A
and Core B medication
administration at newstaff
orientation as well as an annual
retraining.

InOctober, 2014, wupon discovery
of the error, the facility took
stepsto  assure this deficiency
does not recur, Mosaic retrained
allfacility staff on the agency
medication  administration  policy
andprocedure on November 20,
2014. Specifically, staff were
retrainedon assuring all
medications are documented in a
timely manner.

To  further ensure Mosaic
prevents recurrence of this
deficiency  andbeginning in
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receives interventionsand
9-3-2(a) services in sufficient number and
frequency to support
theachievement of goals and
objectives.
WO000365 | 483.460(j)(4)
DRUG REGIMEN REVIEW
An individual medication administration
record must be maintained for each client.
Based on observation, record review, and WO000365 11/20/2014
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not initialed as being administered by November 2014, the  agency
staff on 9/27/14, 9/28/14, and 9/29/14. continues to conduct
multiplevisits each week to every
facility by the house manager
Direct care staff #7 was observed on (DirectSupport Manager) and the
10/1/14 at 7:39 A.M. Direct care staff #7 Program  Coordinator ~ (QIDP).

During  thisvisit, the  manager
assures medications are
administered in  accordancewith

began putting her initials on client #1's
9/14 MAR indicating the client's

Omeprazole and Tab-a-vite were Mosaic policy and procedure.
administered on 9/27/14, 9/28/14, and Furthermore, the agency
9/29/14 Registered  Nurse  conducts

monthly reviews. During this time,
the RN reviews the facility’s
Direct care staff #7 was interviewed on medicationadministration  records

10/1/14 at 7:20 A.M. Direct care staff 7 to assure medications are
administered inaccordance  with

Mosaic  Policy. Any potential

e concern identified isimmediately
were administered on those days reported to the facility QIDP.

(9/277/14, 9/28/14, and 9/29/14). I'm just
filling in the spaces (initialing that client
#1's Omeprazole and Tab-a-vite were
administered on 9/27/14, 9/28/14, and
9/29/14). When asked who administered
client #1's Omeprazole and Tab-a-vite on
9/27/14, 9/28/14, and 9/29/14, direct care
staff #7 stated, "I don't know. I was off
those days."

stated, "I counted the medications
(Omeprazole and Tab-a-vite) and they

QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
10/1/14 at 10:54 A.M. QIDP #1 stated,
"Staff (direct care staff) are to initial the
MAR right after they pass (administer)
medications."

9-3-6(a)
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W000488 | 483.480(d)(4)
DINING AREAS AND SERVICE
The facility must assure that each client eats
in a manner consistent with his or her
developmental level.
Based on observation, record review, and WO000488 W 4 8 8 11/20/2014
interview, the facility failed to assure 4 of
4 sampled clients (clients #1, #2, #3, and 1 1 / 2 5/ 201 4
#4) participated in family style dining to Mosaic’s Dietary Policy
the full extent of their assessed skills. andProcedure states that each
individual served should
Findings include: parhqpate |r.1the preparation and
service during all meals. On
“November 20,2014, All facility
Clients #1, #2, #3, and #4 were observed staff received training on
at the group home during the 10/1/14 conducting meal timegoals and
. . . . objectives in accordance with
observation period from 6:49 A.M. until S , -
] ; ) each individual’sIndividual
8:15 A.M. During the observation, direct Program Plan and providing only
care staff #5 set place settings on the the level of care neededfor each
dining room table and poured cereal into individual in service.
T . To  ensure Mosaic  prevents
individual bowls, put grapes into . -
o recurrence of this deficiency, the
individual bowls and put beverages and agencyalso  conducts  multiple
condiments on the dining room table. visits each week to every facility
When clients #1, #2, #3, and #4 sat down by thehouse manager (Direct
to the table for their morning meal, direct Support Manager? and _the
) o Program Coordinator(QIDP).
care staff #5 poured milk and juice for During this visit, each assures the
the clients and served them applesauce. facility =~ encourages andteaches
After clients #1, #2, #3, and #4 finished each  client meal  preparation
their meal, direct care staff #5 cleared the tqsks. In add'tlon. Mosaicconducts
. . bi-annual Basic  Assurance
table and rinsed and placed the dirty Reviews to ensure quality
dishes in the dishwasher and wiped the ofservices.
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dining room table. Clients #1, #2, #3,
and #4 were not prompted or assisted by
direct care staff #5 in preparing their
morning meal.

Client #1's records were reviewed on
10/1/14 at 8:22 A.M. A review of the
client's Comprehensive Functional
Assessment, no date, indicated client #1
was capable of participating in the
preparation of his meals with verbal
prompts, and hand over hand assistance
from direct care staff.

Client #2's records were reviewed on
10/1/14 at 9:03 A.M. A review of the
client's Comprehensive Functional
Assessment, no date, indicated client #2
was capable of participating in the
preparation of his meals independently
and with verbal prompts and hand over
hand assistance from direct care staff.

Client #3's records were reviewed on
10/1/14 at 9:35 A.M. A review of the
client's Comprehensive Functional
Assessment, dated 3/14, indicated client
#3 was capable of participating in the
preparation of his meals independently
and with verbal and physical prompts and
hand over hand assistance from direct
care staff.

Client #4's records were reviewed on
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10/1/14 at 10:00 A.M. A review of the
client's Comprehensive Functional
Assessment, dated 12/10/13, indicated
client #4 was capable of participating in
the preparation of his meals
independently and hand over hand
assistance from direct care staff.

QIDP (Qualified Intellectual Disabilities
Professional) #1 was interviewed on
10/1/14 at 10:54 A.M. QIDP #1
indicated clients #1, #2, #3, and #4 were
developmentally capable of participating
in the preparation of their meals either
independently, with verbal and physical
prompts or hand over hand assistance
from direct care staff.

9-3-8(a)
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