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The Health Regulation Licensing Administralion Q\S'\'“\CT Q}‘“c
(HRLA) received len (10) unusual incidents \aENT OF THE Wr OF HEAL o pmioN
reports via facsimile from the facility on- GOVERNM oEP ARTHE oN m\h\“\sﬂn sL00R
September 23. 2010, at approximately 4:59 p.m. THREGULWLST“\LE.,&Q
There were three aliegalions of verbal and HEAL machmc?‘m L. ?
physical abuse tdenlified out of tha 10 inciderts 2250 W As%’&“ﬁ ’ 7/4 /] ?
received as specified below: L .

1. On September 23, 2010..at 8:00 a.m.. the
house manager received a report from Staff #1
that indicated anolher staff was observed yelling
at Client #3 and pointing in her face. The staff
was alsa abserved cursing at the client and
stating that "!'ll ™ you up if you tall anyone ! 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 #3 told her on September 22.
2010, that she would get her dogs to attack her
[client} if she didn't lister,

3. On September 23, 2010, at 11:00 a.m . Chent
#8 reported fo a direct care staff that while on
vacation. Staff #3 pushad her down and dragged
her on the Hoor and slapped her.

As a rasult of receving the aforemantioned
incidents, an onsite investigation was conducted
fram September 29, 2010 through October 1.
2010 to verify compliance with the federad 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 incidentfinvestigation
P reports.
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Any deficiency staterneni ending with an astersk olog a deficiency which the institution may be excused from cotretling providing it is dsleyﬁinad at
ner saleguards provide sufficient pratection to the pXients (See instructions } Except for nursing homes. the Tindings steted above are disclosable 90 days
‘ottowing he dale of survey whether of nol a piar of riection s provided  For nursing homes. the above lindings and plans of correction are disciosable 14
Jays followlng the date these documenls are made available to the fachily. I deficiencles are cilad. an approved plan of correction is requisite io continued

pragram parhcipation.
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The results of the initial investigation revealed
ihat the Stete 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 aliegation
of physical abuse {dated September 29, 2010) wi04
had been reported. Furthermore, as the nltial 1. IS has developed a Missin
investigation unfolded, Client #3 revealed thal Person/Elo nF': ent Policy ¢
. Client #8 was missing while on vacation. T pe o, 10/08/10
W 104 483 410(a)(1) GOVERNING BODY W 104 Missing person/elopement is :
defined as the unexpected or
The governing body must exercse 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 for an individuat
Based on interview and record review, the whose absence constitutes
governing body falled to exercise effective ; .
operating diraction to ensure necessary staffing an !rrfmedlate danger to th?t
and the implementation/devetopment of policies Indw'|dual or others. IMC will
to maintain each clienl's health and safety. for provide trafning with all
one of six clients in the investigation. (Client #6) nursing and management
staff on the Incident
inas include:
The findings include: Management Policy and
1 The facility fated to provide evidence of a policy Procedures to include
for missing persons. updates/changes made to the
{Cross refer to W149) On Oclober 1. 2010, at policy. ILS will provide
approximately 5:15 p.m., reviaw of an unusual ; ini
incident report dated October 1. 2010, revealed ongoing train ng_a nd
that on Septermber 18, 2010, at 7:00 a.m.. while competency testing to ensure
on vacation Client #6 was noted to be missmg compliarce. ILS Executive
from her hotel room. Review of the lncident Diractor will provide training
report form revealed the incident had not been for Senior Management on
classified. new policies.
TR CMS. 2867 102-99) Previous Versions Dlisolale Event iD. SHED11 Fatiiity 1D 0905188 If conlinuation sheet Paga 2 of 16
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Interviews were conducted on October 1. 2040 to
ascertain information regarding the incident.
Actording to & telephonic interview with the
Program Manager/Director of Nursing on that day
at approxmately 2:01 p.m. when asked why an
incident report had not been generated for the
incident prior t& Oclober 1, 2010, she stated that
she needed clanfication on how the incident
should be classified. The PM/DON furlher stated
that she would not classify this incident as
missing person because the client was located
within 10 tc 20 minutes and unharmed. She also
stated that it would not be elopement because it
was not identified as a targetad behavior In the
client ' s behavior support plan (3SP). Additional
discussion with the PM/DON reveatad that this
issue had not been further addressed at the Hme
of the Department of Health ' s investigation,

" On October 1, 2010, at approximately 1:50 p.m..

YW 148

the facility's qualified mentat retardation
professional (QMRP) was asked for the policy
thal describes and identifiss what should oceur if
a client is missing. On the same day at
appraximately 5:00 p.m., the facility's Incident
Management Coordinator (IMC) was also asked
for the policy on missing persons. Al 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 sufficlent staffing to meet the
needs of clients.

483.420(c)(6) COMMUNICATION WITH
CLIENTS. PARENTS &

The facility must notify promptly the elient's
parenls or guardian of any significant incidents, or
changes in the client's condifion including. bul not

w104

2. The incident surrounding
client #6 eloping occurred
undar 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
Jiving unit to ensure the
deficiency is not a
reaccurrence,

W 104

W 148

10/08/10

VRN DMS-2587(02-991 Previons Vergions Obsoleic

Event 1D SHEDE

Fagity 10 00G 188

I conlinuigtion sheet Page 3 of 16




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

PRINTED. 10/22/2010
FORM APPROVED
OMB NO. 0938-0391

SIATEMENT OF DEFICIENGIES
AL PLAN OF CORRECTION

(X1 PROVIDER/SUPPLUIENCLIA
IDERTIFICATION NUMBER

03G188

(X2 MULTIP £ CONSYRUG MON
A BURDING

c

B OWING

(X3) DATE SURVEY
COMPLETED

10/01/2010

NAE OF PROVIDER QR SUPF|IEHW

| INNOVATIVE LIFE SOLUTIONS, INC

STREET ALDRESS. CITY. STATE 21 GUDE
3259 '0r 8T, SE
WASHINGTON, DC 20020

Xa
FREFIX
TAG

SUMMARY STATERENT OF DEFICIENCIES
IEACH DEFICIENCY MUST BE PRECEDED BY FULI
REGULATORY OR LSC IENTIFYING INF QRIIATION:

. PREFIX

1] PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
LROGS-REFERENCED TO THE APPROPRIATE

TAG
DEFICIENCY)

«R5:
COMPLF 11Ty
At

D e o R

W 148 Continued From page 3

W 149

iimited fo. serious liness. accident, death. abuse.
or unauthorized absence.

This STANDARD (s not met as evidanced by:
Based on interview and racord review. the fagility
{ailed lo ensure that each client's lagal guardian
was notified of significant incidents, for one the
six clienls residing in the facility. (Client #5)

The finding includes:

{Cross refer to W149) On September 30. 2010,
at approximately 4 45 p.m . Client #3 stoted
during an intenview that Clien: #6 was missing for
approximately one (1) hour while on vacation
tnierview with the qualified mental retardalion
professional {OMRP) on the same day at
approximately 5:05 p.m , confirmed that Chent
#8's 1.1 staff discovered the client missing from
their hotel room on September 18, 20710, during
the client's vacation.

Continued interviaw with the facility's GMRP an
October 1. 2010. at approximatety 5:00 p.m.,
revealed that Client #8's guardian had not been
informed of the incident,

483.420(d)(1) STAFF TREATMENT OF
CLIENTS - :

The facility must develop and implement written
policies and precedures that prohibit
misfreatment. negfect or abuse of the client

. Tius STANDARD is not met as evidenced by:

Based on interview and record review, the facility
failed to establish andfor implement its incident
management policies 10 ensure the health and

w4g W148

At the time of the incident, ILS did
not define client-#6 leaving staff
supervision as eloping and/or missing
persons, Client #6 was found within
minutes of noticing she was not in
her hote! room. Once it was
determined a reportable incident, all
nacessary parties were notified
according to ILS Incident
Management Policy and Procedures,
Program Director provided training
with all nursing and management
staff on 10/5/10 on the Incident
Management Policy and Procedures
to inchide updates/changes made to
the policy and definitions of incidents
classified as reportable. (LS will
ensure timely notification per the
new Missing Person/Elopement
policy for all future occurrences. LS
will provide ongoing training and
competency testing for management
and staff to ensure future

W 149 .
compliance,

w149
See W104.1 and W148,

10/08/10

10/08/2010
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safety of one of the six chents residing in the
facllity. (Client #6)

The finding inciudes:

1. The facility faided to implement its incident
management policy {IMP} as evidensed below:
On October 1, 2010, at approximately 515 p.m..
review of an unusual incident report dated
October 1, 2010. that was generaled by the
Incldent Management Coordinator {IMC}.
revealed that on September 18, 2010, 2 7.00
a.nt., the qualified mental retardation professional
(QMRP) received a call from Client #6's 11 staff
stating that the client was not in the hotel room.
The QMRP immediately went o the client's room.
When she arrived the client had returned and was
with her 1.1 staff. The licensed praclical aurse
(LPN) coordinator was immediately notified and
assessed the client for injuries, none were noted.
The program director was afso notified of this
incident. I should be noted howaver, that
interview with the IMC on Qctober 1. 2010 at
5:00 p.m. revealed she was not notified of the
mncident unfl that day (October 1, 2010),
Furthermore, the Departmant of Health was
informed of the incident on Seplember 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,
reveated thal “once a potential incident is
withessed or discovered,” bath verbal and written
notification must be made. According to the
policy regarding verbal notifications, " the
employee that first witnessed or discovered the
incident should immaediately notify the Facility
Goordinator, Qualified Mental Relardation
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Professional (QMRP), and Incident Managemant
Coordinator. The QMRP will potify direct care
staff, nursing staff, guardian ar emergency
contact. Service Coordinator (SC), and Legal
Representative/Attorney of the individual inveived.
" The policy further documented that the IMC
had the responsibility of notifying the Departmenl
of Heatth (DCH) " as soon as possible. but within
ihe first 24 hours of notification of the incident. "

At the time of the inveshgation, the facility failed to
provide evidence that all parties were nolified in
compliance with the incident management pohcy.

2. Continued review of the incident management
poliey {IMP) on Oclober 1, 2010, regarding
documented notifications revegled the following:

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

- The GMRP will document verbal notfication fo
direct care staff, nursing staff. guardian or
emergency contact, Service Coordinator (5C),
and Lega! Representative/Allorney of the
individual involved on the incident report form
under verbal riotification.

- The IMC will document verbal notification o the
Department of Health,

- The IMC will fax the incident report farm. MCIS
report and other supportive documents to the
Department of Heatlth within one businass day of
the incident.

Al the time of the inveshgation, the facility failed to
i ptovide evidence that documentation of the

W 149
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iegident occurred i compliance with the facility’s
incident management policy.

3. The facility failed to provide evidence of a
poficy for missing persons,

On October 1. 2010, al approximately 515 pm..
review of an unusual incident report dated
October 1, 2010. revealed thal on September 18,
2010, at 7:00 a m., while on vacation Client #6
was noted to be missing from her hotet room
Review of the incident report form revealad the
incident had not beén classified. ,
Interviews were conducted on QOclaber 1, 2010 to
ascertain information regarding ihe incident.
According to 2 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
wicident prior to October 1, 2010, sha stated that
she needed clarification on how the incident
should be classified. The PMIDON further slated
that she would not ¢lassify 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 elcpement becausa it
was not identified as a targeled behaviar iy the
client " s, behavior support plan (BSP). Additional
discussion with the PAM/DON revealed that this
issue had not heen further addressed at the time
of the Depariment of Mealth * s investigation.

On October 1. 2010, 2t approximately +:50 pm.,
the facilty's quaiifiet ments! retardation
professional (QMRP) was asked for the policy
that describes and identifies what shoutd ocour if
a client is missing. On the same day at
approximatsly 5.00 p.m.. the facility's Incident
Management Coordinator (IMC) was also asked
for the policy on missing persons. Al the time of
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the investigation, the facility faited to prowvide
evidence of a missing persons policy
483.420(d)(2} STAFF TREATMENT oF
CLIENTS

W 153

The facility must ensure that afl allegations of
fmistreatment, neglect or abuse, as well as
Injuries of unknown source. are reporied
immediately ta the administrator or to other
officials in accordance with State faw through
established procedures

This STANDARD is not met as evidenced by
Based on interview and recorg review. the facility
failed to ensure that all incidents of neglect were
mmediately reporied to the administrator and
other officials in accordance with State faw, for
cne of six clients (Clients #5) residing in the
facibty.

The finding incluges

(Cross Refer to W149) On Oclober 1, 2010, at
approximately 5:15 p.m.. review of an unusuai
incident report dated Cetoner 1, 2010, that was
generated by the Incident Management
Coordinator (INMC), revealed that on September
18. 2010, at 7:00 a.m.. the qualified mental
retardation professiona) {QMRP) raceivad & call
from Client #5's 1:1 staff staling that the client
was notin the hotel room. The OMRP
immediately went (o the chent's room  When she
arrived the client had returmed and was wilh her
¥1 staiff. The licensed practical nurse {LPN}
coordinator was immediately nabfied ang

- assessed the clien! for injuries. none were noted
The program direcior was also notified of tig
incident  ft shouid be noted however that

W 149 ,

w153 10/08/2010
See W148. g
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Interview with the IM on Cetaber 1, 2010, gt
‘ $:00 p.m. revealed she was not notified of the
! incident unti! that day (October 1. 2010}
; Furthermere. the Department of MHealtir not aware
! of the incident until September 30, 2010
W154 Wi1s4 10/08/10
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W 154 483 420(d)(3) STAFF TREATMENT OF
CLIENTS

The facility must have evidence that all allegag
violations are thoroughily investgaled

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

The finding includes:

{Cruss Refer to W149) The facility failed 1o
implement its incident management policy {IMP)
for investigaiing incidents. as evidenced below

interview with the inciden: management
coordinator (IMC) on Qctober 1 2010. at
approximately 5:00 p.m . revealed that she was
not informed that Client #8 had ieft the hotel ropm
unstipervised (on September 18 2010}, untif
Oclober 1. 2010 She stated that she discovered
the incident while conducting an investigation of
another incident. On Oclober 1, 2010. the tMC
generated an incident report for afarementioned
tncident and acknowledged that an inveshgation
should have complated.

Interviews were conducted with facility staff on
Qctober 1, 2010 and Oclober 4, 2010, ta
ascertain information regarding the events that

ILS hasconducted 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 ciearly defined in non-
conventional settings (l.e. during
vacation} as wal| as ensuring
implementation of awake, on-duty
staff supervision for individuals
regardiess of environment, IS wil
provide training on incident
reporting. See also W148.
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W 154 Continued From page 9
look place during Client #6's absence. The
interviews revealed that the Gualified Mental
Retardation Professional (QMRP}. Program
Manager/Director of Nursing. and the Chief
Executive Officer were informed of the incident at
the lime it occurred. The interviews however.

f failed to provide evidence thal the IMC had been

immediately notified of the incident.

Review of the incident management policy (IMP)
on October 1. 2010 at approximately 1015 a.m..
revealed that the IMC will complete an
investigation within 4 business days of notification
of the incident and submit it to the program
director for final approval.

Al the time of the Department of Heakth
investigation. 13 days after the mcident. there was
Ao evidence that it had been thoroughiy
invesligated by the facility

483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

W is8

Each client's active treatrment program musl be
integrated, coordinated and monitored bya
qualified mental retardation professional

This STANDARD is not met as svidenced by
Based on interview. and record review. the factity
(ailed to ensure thal each client's active treatment
program was integrated, coordinated and
monitorad by the qualified mentat retardation
professional {QMRPY for one of six clients
residing i the inveshgation (Chent #6)

The finding includes

1. {Cross refer W249). The QMRP farled to

e

i PROVIDER'S PLAN OF CORRECTION
PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS REFCRENCED 1O THE APPROPRIATE DATE
DEEICIENCY)
W 154
W 158 wWis9 10/08/10

Client #6 BSP has been modified to
Include length of time and provisions
for one to one supervision. QMRP
brovided training with staff on 1:1
protocol and client #6 BSP on 9/30/10
to include adjustments/updates and
effective implementation,

TR GMS 25870268 Provions Vargiong Dosoiewe Evmnt 1) 8HSDY

Fauity 1) 090183
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W 158 Continued From page 10

ensure services were coordinated to effectively
implement Cliznt #5's behavior support plan,

2. {Cross refer to W240). The QMRP failed to
ensure that the bahavior support plan (BSP)
identified the length of time and how to provide
ona o one supervision.

W 1B3 483.430(c)(2) FACILITY STAFFING

There must be responsibie direct care staff on
duty and awake on a 24-hour basis, when clients
are present, to take prompt, appropriate action I
case of injury, filness, fire or other emergency, in
each defined residential living unit housing:

(i} Clients for whom a physician has ordered a
mexdical care plan;

(li) Clients who are aggressive, assaultive or
security risks;

{iii} More than 16 clients: or

(iv) Fewer than 16 clients within a multi-unit
building.

This STANDARD is not met as evidencad by
Based on interview and record raview, the facility .
failed to ensure sufficient staffing to meet the
needs of clients who are aggressive. suicidal, and
assaultive or pose a securnity risk for one of six
cliems residing in the facility. {Client #5)

The finding inciudes:

{Cross-refer to W149) Telephonic interview with
Staff #3 on October 4, 2010, at 10:13 am,
revealed that she was assigned o provide 1:1
supervision of Client #6 from 8:00 a.m. to 12:00
a.m. dally while on vacation. She further revealed
that while on vacation she and Client #6 shared a

W 159

W 183 W183 10/08/2010

See W104.2
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hotef room. On September 18, 2010. hetween
5:45.am and 6:00 am.. Staff #3 stated that after
waking up, she discovered that Cliant #8 was not
in her bed. Upon checking the bathraom. she
determined that the clisnt had ieft the hotel room
while she [staff} was asleop. According to Staff
#3, the last time she saw Client #6 was prior to
their going !o sleep hetween 1000 p m and
11:00 p.m. on September 17. 2010, Further
interview with Staff #3 revealed that she and the
QMRP focated Chent #6 in the poof area,
approximately 15 minules after she was _
discovered missing  Staff #3 further revealed that
the client was found being monitored by a hotei
employee that appeared to a “cleaning lady".

On September 30, 2010, al approximalely 5.45
p.m., review of Client #6's behavior support plan
{BSP) dated June 2010. ravealod the client had
targeted behaviors of physical agoression (e.g.,
pushing, hitting, scratehing and biting others),

. seff-injuriotis behaviors, verbal aggression,

property destruction, inappropriate sexual
behavior and/or comments, making statements or
gestures indicating suicidal idealion. agrtation.
and haliucinations and thaught distortion Further
review of the BSP revealed Client #5 required 1:1
supervision. The supervision is needed for BSP
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 fraquency of
target behaviors requiving direct staff
intervantions/sup port

At the time of the investigation. there was o
evidence that the facilty had ensured awake and
on duly staff in Client #6's residential living unit
{hotel room). during the night

W 240 483.440(c)6)(i} INDIVIDUAL PROGRAM PLAN W 240

ot —
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W 240 Continued From page 12

The individual program plan must describe
relevant interventions to support the individual
toward independence.

This STANDARD s not met as evidenced by:
Based on interviews and record review, the facility
faled to ensure that the behavior support plan
{BSP) identified the length of time and how to
pravide one to one supervision, for one of six
clients residing in the facility {Client #8).

The finding includes:

{Cross refer to W149 and W248). On Oclober 1,
2010, at approximately 5:15 p.m., review of an
unusual incident report dated October 1, 2040,
revealed that on September 18, 2010, at 7:00
a.m., while on vacation Client #6 was noled o be
missing from her hotel room. :

Telephonic interview with Staff #3 an October 4,
2010, at 1¢:13 a.m., reveaied that she was
assigned to provide 1.1 supervision of Client #6
from 8:00 a.m. to 12:00 a.m, dafly while on
vacation. She further reveated that while on
vacation she and Client #6 shared a hotel room.
According to Staff #3, the last time she saw Client

p.m. and 11:00 p.m. on Seplember 17, 2010, On
September 18, 2016, betwesn 545 a.m, and 6:00
a.m., Staff #3 stated that after waking up, she
discovered that Client #6 was not in har bed.

Interview with the QMR on October 1, 2010 at
1:46 p.m. revealed Client #6 had & behavior
support plan (BSP) that had been approved by
L the Human Rights Committee {HRC). The

#6 was prior to their going to sleep between 10:00

w240 W240
See W159.

10/08/2010
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QMRP also sialed that the BSP required that the

client be provided 1:1 supervision for sixtesn (18}
hours a day (waking hours} to address her
matadaptive behaviors. Review of Client #6's
behavior support plan (BSP) dated June 2010 on
September 30, 2010, at approximately 5:45 p.m,,
reveaied that Ciient #6 required 1:1 supervision.
The BSP howaver, failed to identify the length of
time Gliert #6 was 1o be provided with 1-1 support
services. Additionally, the plan failed o provide
methodologies on how to implement the 11
supervision.
W 243 483.440(d)X 1) PROGRAM IMPLEMENTATION W249 waag 10/08/2010
See W104.2 and W159.

As soon as the interdisciplinary team has
formulated a cllent'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 idantified in the individual program
plan.

This STANDARD is not met as evidenced by
Based on interview and record raview, the facility
fafled fo ensure that as soon as the
interdisciptinary team {IDT) formudated a client's
individual program ptan {IPP), each client
received continuous active treatment sarvices, in
suffictent number ang frequency to support the
achievement of the objectives identified in the
IPP, for one of six of the clients residing in the
facility. (Client #8)

Thea finding includes;

(Cross refer to W183) The facility failed to

FORM CMS-2567(02.99) Previous Versions Obsoiale Event 1D:-SHSD11 Facily 10 089G 188 {f continuation sheet Page 14 of 16
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ensure 1:1 supervision for Client #8 in
accordance with her bahavior support ptan {BSPY,
as evidenced below:

On September 30, 20410, at approximately 4.45
p.m., Client #3 stated during an interview that
Client #6 was missing for approximataly one (1)
heur while on vacation. [nterview with the
qualified mental retardation professional (QMRP)
oir-the same day at approximately 5:05 p.m.,
confirmed that Client #8's 1:1 staff discovered her
missing from the hotel room when she awoke ona
moarning, during the vacation,

Tefephonic interview with Staff #3 on October 4.
2010. at 10:13 am.. revealed that she was
assigned 1o provide 1:1 supervision of Cliant #8
from800am to1200am 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 Cliant
#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 545 a m, and 6:.00
a.m., Staff #3 staiad that after waking up, she
discovered thal Client #6 was not in her bed

Interview with the QMRP on O¢tober 1. 2010 at
1:46 p.m. revested Client #5 had a behavior
support plah (BSP) that had been approved by
the Humar Rights Commitee (HRC). The
QMRP also stated that the BSP required that the
client be provided 1:4 supervision lor sixteen (16)
hours a day {waking hours) to address her
maladaptive behaviors.

Review of Client #6's behavior suppert plan (BSM)
dated June 2010 on September 30, 2010, at
approximately 5:45 p.m.. revealed that Chignl #8
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required 1:1 supervision,

Al the time of the investigation, there was no
evidence that the facility had provided Client #5
with 1:1 supervision as required by her 3SP
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1000 {NITIAL COMMENTS } 000
The Health Regulatian Licensing Administration : T 0F COLUMB‘A
{HRLA) received fen (10} unusual incidents WT OF THE DISTRIC TH
reports via facsimite from the GHMRP on Go\JE.Fn’WEbEP ARTMENT OF HEP;{ - TRATION
September 23, 2010, at approximately 4:59 p.m. RE LATION ADWI ND FLOOR
There were three allegations of verbal and HEALTH HCAHTOLST-. LE-,OGO?
physical abuse identified out of the 10 incidents m, AS GTON, DC.2
received as specifiad balow: w | \ a ,0

1. On September 23, 2010, at 800 2.m.. the
house manager recewved a report from Staff #1
that indicated another staff was observed yelling

was also observed cursing at the residen! and
stating that "I'l I** you up if you tell anyone | was
drinking and smoking on the bus.” Staff #1
observed Resident #3 crving after the incident,

to Staff #1 that Staff #3 told her on Seplember
22. 2010, that she would get her dogs to altack
her {Resident] if she didn't listen

3. On Septercber 23, 2010, at 11:00 a.m..
Resident #6 reported to a direct care staff that
white on vacation, Staff #3 pushed her down and
dragged her an the floor and slapped her

As a result of receiving the aforementioned
incidents. an onsite investigation was conductad
from September 29, 2010 through October 1
2010 to verify compliance with Ihe federal and
slafe regulatory requirements. The findings of
the investigation were based on interviews with
resikients, GHMRP staff, nursing staff,
edministrative staff, and a review of resident and
administrative racords. including unusual
incidentf/investigation reports.

it

)%results of the inittal investigation revealed
oy s | A

at Resident #3 and pointing in her face. The staff

2. On September 23, 2010. Resident #3 reported
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Each GHMRP shall provide adequate
administrative support to efficiantly meet the
Needs of the residents as required by their
Hahilitation 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, coardinated !
and monitored by the qualifisd mental retardation g
professional (OMRP), for one of six residents
residing in the investigation. (Resident #5)

The finding incfu&és:

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

2. (Cross refer citation 1422.2). The QMRP failed
to ensure that Resident #6's behavior support :
pian (BSP) identified the lenglh of time and how

to provide one to one supervision,
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1000 Confinued From page 1 1000 .
. i
that the State Agency (SA) could not substantiate ;
that Residents #3 and #6 ware verbaliy and ’
physically abused. ‘
Nota: During the process of the onsite
investigation, surveyors wera informed on .
September 29, 2010 that an additional allegation i
of physical abuse (dated September 20, 2010) :
had been reported. Furthermore, as the initial :
investigation unfoided, Resident #2 revealed that - I
Resident #6 was missing while on vacation, f
(180 3308.1 ADMINISTRATIVE SUPPORT 1180 180 10/08/2010
! See W159,
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1370 Continued From page 2 1370
1370 3519.1 EMERGENCIES 1370

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

This Statute is not met as evidenced by:;

Based on interview and record review, the
governing bedy faited lo exercise effective
operating direction to ensure necessary staffing
and the implementation/development of poiicies
te maintain each resident’s health and safely, for
one of six residents in the investigation.
{Resident #5)

The findings include:

1.The facillty failed to provide evidence of a policy -
for missing persons,

QOn October 1, 2010, at approximalaly 5:15 p.m.,
review of an unusual incident report dated
Oclober 1, 2010, revealed that on September 18,
2010, at 7:00 a.m , while on vacation Resident #5
was noted o be missing from her hotal room.
Raview of the incident raport form reveaied the
incident had not been ciassified.

Interviews were conducted on Oclober 1, 2010 to
ascertain information regarding the incident.
According 10 a telephonic interview with the :
Program Manager/Director of Nursing on that day
at approximately 2.01 p.m. when asked why an
incident raport had not baen generated for the
incident prior to October 1, 20190, she stated that
she needed clarfication o how the incident
should be classified. The PMIDON 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

. 1370 10/08/2010

! See W104.1,
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Continued From page 3

was not identified as a targeted behavior in the
resident's behavior support plan (BSP),
Adaditional discussion with the PM/DON revealed
that this issue had not been further addressed at
the time of the Departmaent of Health's
investigation.

On Octover 1, 2010, at approximately 1:50 p.m.,
the facility’s quaitfied mental retardation
professional (QMRP) was asked for the policy

i 370

that describes and identifies what should occur if

a resident is missing. On the same day at
approximately 5:00 p.m., the facilily's (ncident
Management Coordinator (IMC} was also gsked

for the policy on missing persons. At the time of _

the investigation, the facility failed to provide
evidence of a missing persons poiicy.

(See also Federal Deficiency Report Citations
W104 and W149)

3519.10 EMERGENCGIES

In addition to the reporting requirsment in 3519.5,

each GHMRP shall notify ihe Department of
Health, Health Facilities Division of any other
unusual incident or event which substantially

arrangement, well being or in any other way

i 379

* interferes with a resident ’ s health, welfare, kving

places the resident at risk. Such netification shall

be mads by telephene immediately and shall be
followed up by written notification within
twan!y-fcmr {24) hours or the next work day.

This Stalute is not met as evidenced by:

Based on interview and record review, the facifity
failed to ensure that il incidents that present a
fisk to resident's health and well-being were

i 1379
" See W148.
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reported immediately to the Department of
Health, Heaith Regulation and Licensing
Administration (DOH/MHRLA), for 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 Coardinator {IMC),
revealsd that on September 18, 2010, at 7:00
a.m., the qualified mentai retardation professionat
{QMRP) received a call fram Resident #5's 1:1 :
staff stating that the resident was not in the hote! :
room. The QMRP immediately went ia the
resident's room. When she arrived the resident
had returned and was with her 1:1 staff. The
licersed practical nurse (LPN) coordinator was
‘mmediately notified and assessed the residsnt
for injuries, rone were nated. The program
director was also notified of this incident. 1t
should be noted however, that interview with the
IMC on Octaber 1, 2010, 8t 5:00 p.m. revealed
she was nat notified of the incident uniil that day
(Oclober 1, 2010). Furthermors, the Department
of Heaith not aware of the incident unti! .
September 30, 2010. |

{See also Federal Deficiancy Report Citation ;
W153) ,

1422 3521,3 HABILITATION AND TRAINING 1422 1422 10/08/2016

Each GHMRP shall provide habiltation, training ; See W1s9.
and assistance lo residents in accordance with i
the resident ' s Individual Habilitation Plan, :
This Statute is not met as evidencad by
Based on staff interview and record review, the
Healih Regulation Administratian '
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Group Home for Persons with Mental Retardation
{GHMRP) failed to provide training and .
assistance in accordance with Individua Support
i Pians. for one of six residents in the sample
{Residents 6}

The findings include:

The facility failad o ensure 1:1 supervision for
Resident #8 in accordance with her bshavior
support plan (B8P, as evidencad below:

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

Telephonic interview with Staff #3 on Qutober 4.
2010, at 10:13 a.m, revealed that she was
assigned to provide 1.1 suparvision of Resident
#6 from 800 a.m. o 12:00 a.m. daily while an

. vacation. She further revealad that while on

i vacation she and Resident #6 shared a hotel

i room. According to Staff #3, the Iast tme she
saw Resident #6 was prior to their going to sleep
between 1000 p.m. and 11:00 p.m. on
September 17, 2010. On September 18. 2010,
between 5:45 a.m. and 6:00 a2 m., Siaff #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
1:46 p.m revealed Resident #6 had a behavior
support plan {BSP} that had been approved by
tha Hurman Rights Committee {HRC). The

Heaith Regulgtion Adminisiration
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QMRP also stated thal the BSP required thal the
Resident be provided 1:1 suparvigion for sixteen
(16) hours a day (waking hours} to address her
maladaptive behaviors

Review of Resident #6's behavier support plan
(BSP} dated June 2010 on Heplembar 30. 2010.
at approximately 545 p.m.. revealed hat
Resident #6 required 1.1 supervision.

At the time of the investigation, there was ng
evidence that the facility had provided Residant
#6 with 11 supsrvigion as required by her BSP,

{Ses also Federal Deficiency Report Citation
W249)
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