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The Health Regulation Licensing Administration 
(HRLA) received len (10) unusual incidents 

ity on- reports
mber 23. 2010, at approxi 

via facsimile from the faci
mately  l 
	

4:59 p.m. Septe 
There were three allegations of verbal and 
physical abuse Identified out of the 10 incidents 
received as specified below: 

1. On September 23. 2010..at 8:00 a.m.. the 
house manager received a. report from Staff #1 
that indicated another staff was observed yelling 
at Client #3 and pointing in her face. The staff 
was also observed cursing at the client and 
stating that "I'll r" you up if you tell anyone I was 
drinking and smoking on the bus." Staff #1 
observed Client #3'crying after the incident 

2. On September 23, 2010. Client #3 reported to 
Staff #1 that Staff 43 told her on September .22. 
2010, that she would get her dogs to attack her 
[client] if she didn't listen. 

3. On September 23, 2010, at 11:00 arn . Client 
#6 reported to a direct care staff that while on 
vacation. Staff #3 pushed her down and dragged 
her on the floor and slapped her 

As a result of receiving the aforementioned 
incidents. an  onsite investigation was conducted 
from September 29, 2010 through October 1. 
2010 to verify compliance with the federal and 
state regulatory requirements. The findings of the 
investigation were based on interviews with 
clients, facility staff, nursing staff, administrative 
staff. and a review of client and administrative 
records. including unusual incident/investigation 
reports 
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The results of the initial investigation revealed 
that the State Agency (SA) could not substantiate 
that Clients #3 and #6 were verbally and 
physically abused. 

Note: During the process of the onsite 
investigation. surveyors were informed on 
September 29. 2010 that an additional allegation 
of physical abuse (dated September 29, 2010) 	 W104 
had been reported. Furthermore, as the Initial 	 1. 	 ILS has developed a Missing investigation unfolded, Client #3 revealed that 
Client #6 was missing while on vacation. 	 Person/Elopement Policy.  

W 104 483 410(a)(1) GOVERNING BODY 	 W 104 	 Missing person/elopement is 	 10/08/10 

defined as the unexpected or 
The governing body must exercise general policy, 	 unauthorized absence of an 
budget. and operating direction over the facility. 	

individual for more than four 
(4) hours or an indeterminate 
amount of time or of any 

This STANDARD is not met as evidenced by: 	 duration foran individual 
Based on interview and record review, the 	 whose absence -constitutes governing body failed to exercise effective 
operating direction to ensure necessary staffing 	 an Immediate danger to that 
and the implementation/development of policies 	 Individual or others. IMC will 
to maintain each client's health and safety, for 	 provide training with all 
one of six clients in the investigation. (Client #6) 	 nursing and management 

The findings include: 	 staff on the Incident 
Management Policy and 

1.The facility failed to provide evidence of a policy 	 Procedures to include 
for missing persons. 	 updates/changes made to the 
(Cross refer to W149) On October 1. 2010 at 	 policy. ILS will provide approximately 5:15 pin.. review of an unusual 

ongoing training and incident report dated October 1. 2010, revealed 
that on September 18, 2010, at 7:00 a.m.. while 	 competency testing to ensure 
on vacation Client #6 was noted to be missing 	 compliance. ItS Executive 
from her hotel room. Review of the Incident 	 Director will provide training 
report form revealed the incident had not been 	

for Senior Management on classified. 
new nnlirine 
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Interviews were conducted on October 1. 2010 to 
ascertain information regarding the incident, 
According to a telephonic interview with the 
Program Manager/Director of Nursing on that day 
at approximately 2:01 p.m. when asked why an 
incident report had not been generated for the 
incident prior to October 1. 2010 she stated that 
she needed clarification on how the incident 
should be classified. The PM/DON further stated 
that she would not classify this incident as 
missing person because the client was located 
within 10 to 20 minutes and unharmed. She also 
stated that it would not be elopement because it 
was notidentified as a targeted behavior In the 
client ' s behavior support plan (OSP). Additional 
discussion with the PM/DON revealed that this 
issue had not been further addressed at the time 
of the Department of Health ' s investigation. 

On October 1, 2010. at approximately 1:50 p.m.. 
the facility's qualified mental retardation 
professional (0MRP) was asked for the policy 
that describes and identifies what Should occur if 
a client is missing. On the same day at 
approximately 5:00 p.m„ the facility's Incident 
Management Coordinator (IMC) was also asked 
for the policy on missing persons. At the time of 
the investigation, the facility failed to provide 
evidence of a missing persons policy. 

2. (Cross refer to W183) The governing body 
failed to ensure sufficient staffing to meet the 
needs of clients. 

1A/ 148 483.420(c)(5) COMMUNICATION WITH 
CLIENTS. PARENTS & 

The facility must notify promptly the client's 
parents or guardian of any significant incidents, or 
changes in the client's condition including. but not 

W 104 	 W104 
10/08/10 

2. 	 The incident surrounding 

client #6 eloping occurred 
under unusual circumstances  
during vacation. Client #6 
had no previous history of 
eloping or leaving staff 
supervision without 
permission. ILS will ensure 24 

hour awake and on duty staff 
supervision for all individuals 
within the residential facility 
and in any other temporary 
living unit to ensure the 
deficiency Is not a 
reoccurrence. 

W 148 
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At the time of the incident, ILS did 
not define client:46 leaving staff 

supervision as eloping and/or missing 
persons. Client #6 was found within 
minutes of noticing she was not in 
her hotel room. Once it was 

determined a reportable incident; all 
necessary parties were notified 
according to ILS Incident 

Management Policyand Procedures, 

Program Director provided training 
with all nursing and management 
staff on 10/5/10 on the Incident 

Management Policy and Procedures 
to include updates/changes made to 
the policy and definitions of incidents 
classified as reportable. ILS will 

ensure timely notification per the 

new Missing Person/Elopement 
policy for all future occurrences. 1LS 
will provide ongoing training and 

competency testing for management 

IN 149 and staff to ensure future 
compliance. 
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limited to. serious illness, accident. death. abuse 
or unauthorized absence. 

This STANDARD is not met as evidenced by: 
Based on interview and record review. the facility 
failed to ensure that each client's legal guardian 
was notified of significant incidents. for one the 
six clients residing in the facility. (Client #6) 

The finding includes: 

(Cross refer to M/149) On September 30. 2010. 
at approximately 4 45 p.m . Client #3 stated 
during an interview that Client #6 was missing for 
approximately one (1) hour while on vacation 
Interview with the qualified mental retardation 
Professional (QMRP) on the same day at 
approximately 5:05 p.m., confirmed that Client 
#6's 1:1 staff discovered the client missing from 
their hotel room on September 18, 2010. during 
the client's vacation. 

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment. neglect or abuse of the client.  

PROVIDER'S PLAN OF CORRECTION 
;EACH CORRECTIVE ACTION SHOULD BE 

CROSS.REFERENCEU TO THE APPROPRIATE 
DEFICIENCY) 

W149 
See W104.1 and W148. 

ID 
, PREF k 

TAO 

Continued interview with the facility's QMRP on 
October 1, 2010. at approximately 5:00 p.m.. 
revealed that Client #6's guardian had not been 
informed of the incident, 

W 149 483.420(01) STAFF TREATMENT OF 
CLIENTS 

Coin ,' I ION 
Jfi n- 

10/08/10 

This STANDARD is not met as evidenced by: 
Based on interview and record review, the facility 
failed to establish and/or implement its incident 
management policies to ensure the health and 
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W 149 Continued From page 4 	 W 149 
safety of one of the six clients residing in the 
facility. 	 (Client #6) 

The finding includes: 

1. The facility Failed to implement its incident 
management policy (IMP) as evidenced below: 
On October 1. 2010. at approximately 5:15 p.m.. 
review of an unusual incident report dated 
October 1, 2010. that was generated by the 
Incident Management Coordinator (IMC). 
revealed that on September 18, 2010, at 7:00 
am., the qualified mental retardation professional 
(QMRP) received a call from Client #6's 1 1 staff 
stating that the client was not in the hotel room. 
The QMRP immediately went to the client's room. 
When she arrived the client had returned and was 
with her 1:1 staff. The licensed practical nurse 
(LPN) coordinator was immediately notified and 
assessed the client for injuries, none were noted. 
The program director was also notified of this 
incident. It should be noted however, that 
interview with the IMC on October 1. 2010. at 
5:00 p.m. revealed she was not notified of the 
incident until that day (October 1. 2010). 
Furthermore, the Department of Health was 
informed of the incident on September 30. 2010. 
through interview with Client #3 regarding another 
incident 

Review of the incident management policy (IMP) 
on October 1. 2010. at approximately 1015 a.m. 
revealed that "once a potential incident is 
witnessed or discovered," both verbal and written 
notification must be made. According to the 
policy regarding verbal notifications, " the 
employee that first witnessed or discovered the 
incident should immediately notify the Facility 
Coordinator, Qualified Mental Retardation 
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Professional (QMRP). and Incident Management 
Coordinator. The QMRP will notify direct care 
staff, nursing staff, guardian or emergency 
contact. Service Coordinator (SC), and Legal 
Representative/Attorney of the individual involved. 
" 	 The policy further documented that the NC 
had the responsibility of notifying the Department 
of Health (DOH) " as soon as possible. but within 
the first 24 hours of notification of the incident. " 

At the time of the investigation, the facility failed to 
provide evidence that all parties were notified in 
compliance with the incident management policy. 

2. Continued review of the incident management 
policy (IMP) on October 1. 2010, regarding 
documented notifications revealed the following: 

- The employee that first witnessed or discovered 
the incident. with the assistance of the QMRP, will 
immediately complete an Incident Report Form. 

- The QMRP will document verbal notification to 
direct care staff. nursing staff. guardian or 
emergency contact, Service Coordinator (SC), 
and Legal Representative/Attorney of the 
individual involved on the incident report form 
under verbal notification. 

- The IMC will document verbal notification to the 
Department of Health. 

- The IMC will fax the incident report form. MCIS 
report and other supportive documents to the 
Department of Health within one business day of 
the incident. 

At the time of the investigation, the facility failed to 
provide evidence that documentation of the 
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incident occurred in compliance with the facility's 
incident management policy. 

3. The facility failed to provide evidence of a 
policy for missing persons. 
On October 1. 2010. at approximately 5:15 p.m.. 
review of an unusual incident report dated 
October 1. 2010. revealed that on September 18. 
2010, at 7 . 00 a m., while an vacation Client #6 
was noted to be missing from her hotel room 
Review of the incident report form revealed the 
incident had not been classified.  
Interviews were conducted on October 1. 2010 to 
ascertain information regarding the incident. 
According to a telephonic interview with the 
Program Manager/Director of Nursing on that day 
at approximately 2:01 p.m. when asked why an 
incident report had not been generated for the 
incident prior to October 1, 2010, she staled that 
she needed clarification on how the incident 
should be classified. The PM/DON further stated 
that she would not classify this incident as 
missing person because the client was located 
within 10 to 20 minutes and enharmed. She also 
stated that it would not be elopement because it 
was not identified as a targeted behavior in the 
client' s, behavior support plan (ESP} 	 Additional 
discussion with the PM/DON revealed that this 
issue had not been further addressed at the time 
of the Department of Health ' s investigation 

On October 1. 2010, at approximately 1:50 p.m., 
the facility's qualified mental retardation 
professional (0MRlii) was asked for the policy 
that describes and identifies what should occur if 
a client is missing. On the same day at 
approximately 5.00 p.m.. the facility's Incident 
Management Coordinator (NC) was also asked 
for the policy on missing persons. Al the time of 
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the investigation, the facility failed to provide 
evidence of a missing persons policy 

W 153 483.420(d)(2) STAFF TREATMENT OF 
CLIENTS 

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

. 

This STANDARD is not met as evidenced by Based on interview and record review. the facility 
failed to ensure that all incidents of neglect were 
irrtmediately reported to the admtnistrator and to 
other officials in accordance with State law, for 
one of six clients (Clients #61 residing in the facility. 

The finding includes' 

(Cross Refer to W149) On October 1. 2010. at 
approximately 5:15 p.m.. review of an unusual 
incident report dated October 1, 2010, that was 
generated by the Incident Management 
Coordinator (IMC), revealed that on September 
18. 2010, at 7:00 a in.. the qualified mental 
retardation professional (QMRP) received a call 
from Client #6's 1:1 staff stating that the client 
was not in the hotel room. The OMRP 
immediately went to the client's roan, When she 
arrived the client had returned and was with her 
1 . 1 staff. The licensed practical nurse (LPN) 
coordinator was immediately notified and 
assessed the client for injuries. none were noted

. 

The program director was also notified of this 
incident It should be noted however. that 

57102.95: PreviOtISVetsios Obsoms 	 Eon D SHSW I 

ID 
PREFIX 

TAG 

I STREE I ADDRESS CITY. STATE AP CODE 
5259'0' ST, SE 

WASHINGTON, DC 20020 

PROVIDER '$ PLAN OF CORRECTION 
EACH CORRECTIVE ACTION SHOULD BE 

CROSS REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

1)01;°1 ?

Iciti 

 

I 

Facts/ 090188 	
It continuation sheet Page 8 of 16 



(X2) MULTIPLE cobarnuchoir 
A swum; 

WING 

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

STATEMENT OF DEFICIENCIES 	 (x i) PROVIDeR/e,LIPPLIER/DLEA AND PLAN OF CORRECTION 
IDENTIFICATION NUMBER 

096188 
NAME OF PROVIDER OR SUPPLIER 

INNOVATIVE LIFE SOLUTIONS, INC 

x, 	
DH-ICI to 	 SUMMARY STATEMENT or 	 ENGIE5 per riX 	 ',EACH DEFICIENCY MUST PE 	 UY PUll TAO 	 REGULATORY OR LSC fixes 	 INTORMADON) 

incident until that day (October 1. 2010) 
Furthermore. the Department of Health not aware 
of the incident until September 30, 2010 

W 154 483.420(d)(3) STAFF TREATMENT OF 
CLIENTS 

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

This STANDARD is not met as evidenced by: 
Based on interview and record review, the facility 
failed to conduct a thorough investigation of an 
incident (neglect) that involved Client #6 leaving 
her hotel room unsupervised while on vacation. 

The finding includes: 

(Cross Refer to W149) The facility failed to 
implement its incident management policy (IMP) 
for investigating incidents, as evidenced below' 

Interview with the incident management 
coordinator (IMC) on October 1. 2010. al 
approximately 5:00 p m . revealed that she was 
not informed that Client #6 had left the hotel room 
unsupervised (on September 18, 2010), until 
October 1. 2010 She stated that she discovered 
the incident while conducting an investigation of 
another incident. On October 1. 2010. the IMC 
generated an incident report for aforementioned 
incident and acknowledged that an investigation 
should have completed. 

Interviews were conducted with facility staff on 
October 1. 2010 and October 4. 2010. to 
ascertain information regarding the events that 
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W 154 W154 
ILS has -conducted a thorough 
investigation since defining the 
occurrence as an incident of 
elopement/missing person. ILS has 
developed a new policy to ensure 
that elopement and missing persons 
are clearly defined in non- 

conventional settings (I.e. during 
vacation) as well as ensuring 

implementation of awake, on-duty 
staff supervision for individuals 

regardless of environment. ILS will 
provide training on incident 

reporting. See also W148. 
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interview with the IMC on October 1. 2010 at 
5:00 p.m revealed she was not notified of the 
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W 154 Continued From page 9 	 W 154 
took place during Client #6's absence. The 
interviews revealed that the Qualified Mental 
Retardation Professional (QMRP). Program 
Manager/Director of Nursing, and the Chief 
Executive Officer were informed of the incident at 
the time it occurred The interviews however. 
failed to provide evidence that the IMC had been 
immediately notified of the incident. 

Review of the incident management policy (IMP) 
on October 1. 2010 at approximately 10'15 a.m . 
revealed that the !MC will complete an 
investigation within 4 business days of notification 
of the incident and submit it to the program 
director for final approval. 

At the time of the Department of Health 
investigation. 13 days after the incident. there was 
no evidence that it had been thoroughly 
investigated by the facility. 

W 159 463.430(a) QUALIFIED MENTAL 	 W 159 	 W159 	 10/08/10 RETARDATION PROFESSIONAL 
Client #6 BSP has been modified to 

Each client's active treatment program must be 	 Include length of time and provisions 
integrated, coordinated and monitored by a 	 for one to one supervision. QMRP 
qualified mental retardation professional 	 provided training with staff on 1:1 

protocol and client #6 BSP on 9/30/10 
This STANDARD is not met as evidenced by. 	 to include adjustments/updates and  
Based on interview. and record review. the facility 	 effective implementation. 
failed to ensure that each client's active treatment 
program was integrated, coordinated and 
monitored by the qualified mental retardation 
professional (OMRP) for one of six chents 
residing in the investigation 	 (Client #6) 

The finding includes' 

1. (Cross refer W249). The QMRP failed to 
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ensure services were coordinated to effectively 
implement Client #6's behavior support plan. 

W 159    

2. (Cross refer to 
ensure that the be 
identified the length 
one to one superv' 

W 183 483.430(c)(2) FAC W 183 W183 
See W104.2 

10/08/2010 

W240L The QMRP failed to 
avior support plan (8SP) 
of time and how to provide 
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W 183 Continued From page 11 
hotel room. On September 18, 2010. between 
5:45 a.m. and 6:00 am_ Staff #3 stated that after 
waking up. she discovered that Client #8 was not 
in her bed. Upon checking the bathroom. she 
determined that the client had left the hotel room 
while she [staff] was asleep. According to Staff 
#3. the last time she saw Client #6 was prior to 
their going to sleep between 10 - 00 p m and 
11:00 p.m. on September 17. 2010, Further 
interview with Staff #3 revealed that she and the 
QMRP located Client #6 in the pool area. 
approximately 15 minutes after she was 
discovered missing Staff #3 further revealed that 
the client was found being monitored by a hotel 
employee that appeared to a "cleaning lady". 

On September 30. 2010, al approximately 5:45 
p.m.. review of Client #6's behavior support plan 
(BSP) dated June 2010 revealed the client had 
targeted behaviors of physical aggression (e.g., 
pushing, hitting, scratching and biting others). 
self-injurious behaviors, verbal aggression. 
property destruction, Inappropriate sexual 
behavior and/or comments, making statements or 
gestures indicating suicidal ideation. agitation. 
and hallucinations and thought distortion Further 
review of the BSP revealed Client #6 required 1:1 
supervision. The supervision is needed for 8SP 
implementation, and to ensure the safety of Client 
#6. given the "high level of risk" of several of her 
target behaviors. as well as the frequency of 
target behaviors requiring direct staff 
interventions/support 

At the time of the investigation. there was no 
evidence that the facility had ensured awake and 
on duty staff in Client #6's residential living unit 
(hotel room), during the night. 

W 240 483.440(c)(6)01 INDIVIDUAL PROGRAM PLAN 	 W 240 
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The individual program plan must describe 
relevant interventions to support the individual 
toward independence. 

W 240 W240 
See W159. 10/08/2010 

This STANDARD is not met as evidenced by: 
Based on interviews and record review, the facility 
failed to ensure that the behavior support plan 
(BSP) identified the length of time and how to 
provide one to one supervision, for one of six 
clients residing in the facility {Client #6). 

The finding includes: 

(Cross refer to W149 and W249). On October 1, 
2010, at approximately 5:15 p.m., review of an 
unusual incident report dated October 1, 2010, 
revealed that on September 18, 2010, at 7:00 
am., while on vacation Client #6 was noted to be 
missing from her hotel room. 

Telephonic interview with Staff #3 an October 4, 
2010, at 10:13 am, revealed that she was 
assigned to provide 1:1 supervision of Client #6 
from 8:00 am. to 12:00 am. daily while on 
vacation. She further revealed that while on 
vacation she and Client #6 shared a hotel room. 
According to Staff #3, the last time she saw Client 
#6 was prior to their going to sleep between 10:00 
p.m. and 11:00 p.m. on September 17. 2010. On 
September 18, 2010, between 5:45 am. and 6:00 
a.m., Staff #3 stated that after waking up, she 
discovered that Client #6 was not in her bed, 

Interview with the OMRP on October -I, 2010 at 
1:46 p.m. revealed Client #6 had a behavior 
support plan (BSP) that had been approved by 
the Human Rights Committee (HRC). The 
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W 240 Continued From page 13 	 W 240 
QMRP also stated that the BSP required that the 
client be provided 1:1 supervision for sixteen (16) 
hours a day (waking hours) to address her 
maladaptive behaviors. Review of Client #5's 
behavior support plan (BSP) dated June 2010 on 
September 30, 2010, at approximately 5:45 p.m., 
revealed that Client #6 required 1:1 supervision. 
The BSP however, failed to identify the length of 
time Client #6 waste be provided with 1:1 support 
services. Additionally, the plan failed to provide 
methodologies on how to implement the 1:1 
supervision. 

W 249 483.440(01) PROGRAM IMPLEMENTATION 

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 
interventions and services in sufficient number 
and frequency to support the achievement of the 
objectives identified in the individual program 
plan. 

10/08/2010 
W 249 W249 

See W104.2 and W159. 

This STANDARD is not met as evidenced by: 
Based on interview and record review, the facility 
failed to ensure that as soon as the 
interdisciplinary team (1DT) formulated a client's 
individual program plan (IPP), each client 
received continuous active treatment services, in 
sufficient number and frequency to support the 
achievement of the objectives Identified in the 
IPP, for one of six of the clients residing in the 
facility. (Client #6) 

The finding includes: 

(Cross refer to W183) The facility failed to 

FORM CMS.2567(02.99) Prevmus Versions Obsolete 	 EvOnl 10:5115011 	 Facum 10 090188 	 If continuation sheet Page 14 of 16 



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

STATEMENT OF DEFICIENCIES 	 X1) PROVIDER/SUPPLIER/CITA 
AND PLAN OF CORRECTION 	 IDENTIFICATION NUMBIN; 

090188 
NAME OF PROVIDER OR SUPPLIER 

INNOVATIVE LIFE SOLUTIONS, INC 

PRINTED: 10/22/2010 
FORM APPROVED 

OMB NO. 0938-0391  
(X21 MULIIPIE CONSTRUCTION 

A. liUiLDING 

B WING 

00) DATE SURVEY 
COMPLETED 

C 
1010112010 

t R5E1 ADDRESS CITY STATE. ZIP CODE 
3269'0' ST. SE 
WASHINGTON, DC 20020 

(X41 ID 
PREEN( 

TAG 

SUMMARY STATEMENT Or DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDCREN -YrNc INFORMATION) 

ID 
PREF X 

TN) 

PROVIDER'S PLAN OF CORRECTION 
EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY/ 

a 
(XIMPI11,Cf, 

DAR- 

W 249 Continued From page 14 	 W 249 
ensure 1:1 supervision for Client #6 in 
accordance with her behavior support plan !BSP), 
as evidenced below. 

On September 30. 2010. at approximately 4.45 
p.m., Client #3 stated during an interview that 
Client #6 was missing for approximately one (1) 
hour while on vacation, Interview with the 
qualified mental retardation professional (QMRP) 
on the same day at approximately 5:05 p.m., 
confirmed that Client #6's 1:1 staff discovered her 
missing from the hotel room when she awoke one 
morning, during the vacation. 

Telephonic interview with Staff #3 on October 4. 
2010, at 10:13 a.m., revealed that she was 
assigned to provide 1:1 supervision of Client //6 
from 8:00 am to 12 00 a m daily while on 
vacation. She further revealed that while on 
vacation she and Client #6 shared a hotel room. 
According to Staff #3, the last time she saw Client 
#6 was prior to their going to sleep between 10'00 
p.m. and 11:00 p.m. on September 17. 2010. On 
September 18. 2010, between 5:45 a m. and 6:00 
am., Staff #3 stated that after waking up, she 
discovered that Client #6 was not in her bed 

Interview with the QMRP on October 1. 2010 at 
1:46 p.m. revealed Client #6 had a behavior 
support plan (8SP) that had been approved by 
the Human Rights Committee IHRC). The 
QMRP also stated that the BSP required that the 
client be provided 1:1 supervision for sixteen (16) 
hours a day (waking hours) to address her 
rnaladaptive behaviors 

Review of Client #6's behavior support plan (BSP) 
dated June 2010 on September 30. 2010. at 
approximately 5:45 p.m.. revealed that Client #6 
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required 1:1 supervision. 

At the time of the investigation, there was no 
evidence that the facility had provided Client #6 
with 1:1 supervision as required by her 8SP 

W 249 
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The Health Regulation 
(HRLA) received ten 
reports via facsimile 
September 23, 2010, 
There were three allegations 
physical abuse identified 
received as specified 

1. On September 23, 
house manager received 
that indicated another 
at Resident #3 and 
was also observed cursing 
stating that '711 r- you 
drinking and smoking 
observed Resident 

2. On September 23. 
to Staff #1 that Staff 
22. 2010. that she would 
her (Resident) if she 

3. On September 23, 
Resident #6 reported 
while on vacation. Staff 
dragged her on the floor 

As a result of receiving 
incidents. an  ensile investigation 
from September 29, 
2010 to verify compliance 
state regulatory requirements. 
the investigation were 
residents, GHMRP staff, 
administrative staff. 
administrative records. 
incident/investigation 
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on the bus." Staff #1 

#3 crying after the incident. 

2010. Resident #3 reported 
#3 told her on September 

get her dogs to attack 
didn't listen 

2010. at 11:00 am., 
to a direct care staff that 

#3 pushed her down and 
and slapped her 

the aforementioned 
was conducted 

2010 through October 1 
with the federal and 

The findings of 
based on interviews with 
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reports. 
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that the State Agency (SA) could not substantiate 
that Residents #3 and #6 were verbally and 
physically abused. 

Note: During the process of the onsite 
investigation, surveyors were informed on 
September 29, 2010 that an additional allegation 
of physical abuse (dated September 29, 2010) 
had been reported. Furthermore, as the initial 
investigation unfolded, Resident #3 revealed that 
Resident #6 was missing while on vacation. 

1180 3508. t ADMINISTRATIVE SUPPORT 

Each GHMRP shall provide adequate 
administrative support to efficiently meet the 
needs of the residents as required by their 
Habilitation plans. 

This Statute is not met as evidenced by: 
Based on interview, and record review, the group 
home for mentally retarded persons (GHMRP) 
failed to ensure that each resident's active 
treatment program was Integrated, coordinated 
and monitored by the qualified mental retardation 
professional (QMRP), for one of six residents 
residing in the investigation. (Resident #6) 

The finding includes: 

1. (Cross refer citation )422.1). The QMRP failed 
to ensure services were coordinated to effectively 
implement Resident #6's behavior support plan, 

2. (Cross refer citation 1422.2). The QMRP failed 
to ensure tat Resident #6's behavior support 
plan (BSP) identified the length of time and how 
to provide one to one supervision. 

1180 	 j  1180 

See W159. 
10/08/2010 
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1370 3519.1 EMERGENCIES 

Each GHMRP shall maintain written policies and 
procedures which address emergency situations, 
including fire or general disaster, missing 
persons, serious illness or trauma, and death. 

This Statute is not met as evidenced by: 
Based on interview and record review, the 
governing body faked to exercise effective 
operating direction to ensure necessary staffing 
and the implementation/development of policies 
to maintain each resident's health and safety, for 
one of six residents in the investigation, 
(Resident #6) 

1370 	 1370 
See W104.1, 

10/08/2010 

The findings include: 

1.The faculty failed to provide evidence of a policy 
for missing persons: 
On October 1, 2010, at approximately 5:15 p.m., 
review of an unusual incident report dated 
October 1, 2010, revealed that on September 18, 
2010, at 7:00 a.m., while on vacation Resident #6 
was noted to be missing from her hotel room. 
Review of the incident report form revealed the 
incident had not been classified. 
Interviews were conducted on October 1. 2010 to 
ascertain information regarding the incident. 
According to a telephonic interview with the 
Program Manager/Director of Nursing on that day 
at approximately 2:01 p.m. when asked why an 
incident report had not been generated for the 
incident prior to October 1, 2010, she stated that 
she needed clarification on how the incident 
should be classified. The PM/DON further stated 
that she would not classify this incident as 
missing person because the resident was located 
Within 10 to 20 minutes and unharmed. She also 
stated that it would not be elopement because it 
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was not identified as a targeted behavior in the 
residents behavior support plan (BSP). 
Additional discussion with the PM/DON revealed 
that this issue had not been further addressed at 
the time of the Department of Health's 
investigation. 

On October 1, 2010. at approximately 1:50 p.m., 
the facility's qualified mental retardation 
professional (QMRP) was asked for the policy 
that describes and identifies what should occur if 
a resident is missing. On the same day at 
approximately 5:00 p.m., the facility's Incident 
Management Coordinator (1MC) was also asked 
for the policy on missing persons. At the time of 
the investigation, the facility failed to provide 
evidence of a missing persons policy. 

(See also Federal Deficiency Report Citations 
W104 and W149) 

1379 3519.10 EMERGENCIES 	 1379 

In addition to the reporting requirement in 3519.5, 
each GHMRP shall notify the Department of 
Health, Health Facilities Division of any other 
unusual incident or event which substantially 
interferes with a resident' s health, welfare, living 
arrangement, well being or in any other way 
places the resident at risk. Such notification shall 
be made by telephone immediately and shall be 
followed up by written notification within 
twenty-four (24) hours or the next work day. 

This Statute is not met as evidenced by: 
Based on interview and record review, the facility 
failed to ensure that all incidents that present a 
risk to resident's health and well-being were 

NM. Iniennlatinn AA•wInleiv...1.... 

i 1379 	
10/0812010 

See W148. 
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reported immediately to the Department of 
Health, Health Regulation and Licensing 
Administration (DOH/HRLA), (or one of the six 
residents in the facility. (Resident #6) 

The finding includes: 

On October 1, 2010, at approximately 5:15 p.m., 
review of an unusual incident report dated 
October 1. 2010, that was generated by the 
Incident Management Coordinator (IMC), 
revealed that on September 18, 2010, at 7:00 
a.m., the qualified mental retardation professional 
(QMRP) received a call from Resident #6's 1:1 
staff stating that the resident was not in the hotel 
room, The QMRP immediately went to the 
resident's room, When she arrived the resident 
had returned and was with her 1:1 staff. The 
licensed practical nurse (LPN) coordinator was 
immediately notified and assessed the resident 
for injuries, none were noted. The program 
director was also notified of this incident. It 
should be noted however, that interview with the - 
1MC on October 1, 2010, at 5:00 p.m revealed 
she was not notified of the incident until that day 
(October 1, 2010). Furthermore, the Department 
of Health not aware of the incident until 
September 30, 2010. 

(See also Federal Deficiency Report Citation 
W153) 

1422 3521,3 HABILITATION AND TRAINING 

Each GHMRP shall provide habilitatbn, training 
and assistance to residents in accordance with 
the resident' s Individual Habilitation Plan. 

This Statute is not met as evidenced by: 
Based on staff interview and record review,  the 

Health Regulation Administration 
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Group Home for Persons with Mental Retardation 
(GHMRP) failed to provide training and 
assistance in accordance with Individual Support 
Plans. for one of six residents in the sample 
(Residents 6) 

The findings includee. 

The facility failed to ensure 1:1 supervision for 
Resident #6 in accordance with her behavior 
support plan (BSP), as evidenced below: 

On September 30, 2010, at approximately 4 - 45 
p.m.. Resident #3 stated during an interview that 
Resident #6 was missing for approximately one 
(I) hour while on vacation. Interview with the 
qualified mental retardation professional (QMRP) 
on the same day at approximately 5.05 p.m., 
confirmed that Resident #6's 1:1 staff discovered 
her missing from the hotel room when she awoke 
one morning, during the vacation 

Telephonic interview with Staff #3 on October 4. 
2010, at 10:13 a.m revealed that she was 
assigned to provide 1.1 supervision of Resident 
#6 from 8:00 am. to 12:00 a.m. daily while on 
vacation. She further revealed that while on 
vacation she and Resident #6 shared a hotel 
room. According to Staff #3, the last time she 
saw Resident #6 was prior to their going to sleep 
between 10:00 p.m. and 11:00 p.m. on 
September 17, 2010. On September 18. 2010, 
between 5:45 a.m. and 6:00 am.. Staff #3 stated 
that after waking up. she discovered that 
Resident #6 was not in her bed. 

Interview with the QMRP on October 1, 2010 at 
t:46 p.m revealed Resident #6 had a behavior 
support plan (ASP) that had been approved by 
the Human Rights Committee (HRC) The 
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QMRP also staled that the BSP required that the 
Resident be provided 1:1 supervision for sixteen 
(16) hours a day (waking hours) to address her 
maladaptive behaviors 

Review of Resident #61 s behavior support plan 
(BSP) dated June 2010 on September 30 2010. 
at approximately 5:45 p.m.. revealed that 
Resident #6 required 1.1 supervision. 

At the time of the investigation :  there was no 
evidence that the facility had provided Resident 

with 11 supervision as required by her BSP. 

(See also Federal Deficiency Report Citation 
W249) 
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