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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G481

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
00 COMPLETED

09/12/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
532 RIDGEVIEW
COLUMBUS, IN 47203

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

WO000000

This visit was for a full recertification
and state licensure survey. This visit
resulted in an immediate jeopardy which
was not removed.

Dates of Survey: August 26, 27, 28, 29,
September &, 9, 10, 11 and 12, 2014.

Facility number: 000995
Provider number: 15G481
AIM number: 100235470

Surveyors:

Susan Reichert, QIDP-TC

Steve Corya, Surveyor Supervisor
Steven Schwing, QIDP

The following federal deficiencies also
reflect state findings in accordance with
460 IAC 9.

Quality Review completed 9/15/14 by
Ruth Shackelford, QIDP.

W000000

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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WO000102 | 483.410

GOVERNING BODY AND MANAGEMENT

The facility must ensure that specific

governing body and management

requirements are met.

W000102 Client #2 was moved from the 09/26/2014

Based on record review, observation and
interview, the facility failed to meet the
Condition of Participation: Governing
Body. The governing body failed to
provide oversight and direction to ensure
implementation of their policy and
procedures to prevent neglect by failing
to protect 2 of 2 sampled (clients #1 and
#2) and 2 additional clients (clients #3
and #4) from physically aggressive
behavior of clients #1 and #2 resulting in
injury and intimidation. The governing
body failed to develop and implement
effective corrective action to address the
physically aggressive behavior of clients
#1 and #2 after a history of aggressive
behavior had been identified. The
governing body failed to implement
policy and procedures to protect 2 of 2
sampled clients (clients #1 and #2) and 1
additional client (client #3) by failing to
report incidents 2 of 2 incidents of sexual
assault and failed to develop and
implement effective corrective action to
address client #3's physically aggressive
behavior.

group home and with the

receiving supported living

an exponential decrease in
negative behaviors exhibited,
especially from client #1. The

the Functional Behavior

gather more comprehensive
information related to
behaviors,so that data can be
used to make revisions to the

the incident that occurred on
8/29/14 with client #3. As

useful data to determine
antecedents to behaviors,

assistance of BDDS, received a
CIH Medicaid Waiver. He is now

services, and since his exit from
the group home, there has been

Behavior Consultant has revised

Assessments (FBA) and Behavior
Support Plans (BSP) for clients
#1, #3 and #2.Guardian consent
and Human Rights Committee
approval has been obtained, and
Behavior Consultant has trained
staff on the revised plans. New
tracking has been implemented to

plans on an ongoing basis. An
investigation was completed for

mentioned previously, client #3’s
BSP has been revised, and new
tracking is in place to gather more
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patterns, and how he responds to
Findings include: specific consequences. An
’ incident report and BDDS report
has been completed for the
1. The facility failed to meet the events on 8/26/14. Staff have
Condition of Participation: Client been re-trained on documentation
Protections for 2 of 2 sampled clients ggrzlwi)gl:tt'lr\wlge aih:e\zlrlw?rrse,pinr?s The
. .. | INCI .
(clients #1 and #2), and for 2 additional Team Manager was trained on
clients (clients #3 and #4). The governing BDDS incident reporting
body failed to provide oversight and procedures on 9/24/14. To
direction to implement its policy and ensure the deficient practice dges
q lect by faili not recur, and to provide ongoing
procedures to prevent neglect by faling monitoring, administrative staff
to protect 2 of 2 sampled (clients #1 and (including the CEO, Director of
#2) and 2 additional clients (clients #3 Support Services, Quality
and #4) from physically aggressive Assurance Director, Team
behavi £ clients #1 and #2 lting i Manager, Behavior Specialist)
) e. avior 0. ¢ ‘leI.l S ] an resu 1'ng mn have been conducting daily
injury and intimidation. The governing observations at the home, which
body failed to develop and implement includes observation of staff and
effective corrective action to address the client interactions, review of data
hysicall ve behavi £ client on behaviors,review of
physically aggress1.ve ehavior o cllen S communication log for issues and
#1 and #2 after a history of aggressive concerns, facility issues,
behavior had been identified. The finances,and interviews with staff
governing body failed to implement regarding their ability to
i d dure t tect 1 implement the behavior support
po 1cy an pfoce ulte 0 protec o plans. Daily observations with the
additional client (client #3) by failing to above listed administrative staff
report incidents of sexual assault and will continue through 10/31,
failed to develop and implement effective unless issues continue to be
" tion to add his phvsicall noted during weekly onsite
correc 1ye action .0 address his physically meeting of CEO, ND/Q, and
aggressive behavior. Please see W122. Team Manager. Minutes of those
meetings will indicate need to
2. The governing body failed to provide extend observations and length of
. . . extension. The Team Manager
oversight and direction to ensure . .
) ) ) ) designated for the home provides
implementation of their policy and direct,on-site supervision of staff
procedures to prevent neglect by failing in the setting, and will provide
to protect 2 of 2 sampled (clients #1 and ongoing training and guidance.
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#2) and 2 additional clients (clients #3 :]'he Erevious ND/Q :jor th: home
: : as been reassigned, and a new
and #4) from p hysically aggresswe. . ND/Q has been hired. The Quality
behavior of clients #1 and #2 resulting in Assurance Director is acting as
injury and intimidation. The governing ND/Q on an interim basis while
body failed to develop and implement the new ND/Q completes training
effective corrective action to address the gnq F’emmes fam|||a.r with the
. . . . individuals and staff in the home.
physically aggressive behavior of clients The ND/Q will be in the home no
#1 and #2 after a history of aggressive less than twice per week (the
behavior had been identified. The ND/Q is responsible for 2 homes)
governing body failed to implement to provide supervision, guidance
. and oversight to staff. Once the
policy and procedure to protect 1 new person demonstrates
additional client (client #3) by fallmg to Competency with the individual’s
report incidents of sexual assault and support and behavior plans to the
failed to develop and implement effective QAD and CEO, she will be
. . . . included in observation schedules
corrective action to address his physically and expected to supervise the
aggressive behavior. Please see W104. home. The Services Leadership
Team, which includes all
9-3-1(a) Directors of Services, the Quality
Assurance Director and CEO will
meet at least twice a month to
review all outstanding
investigation recommendations to
ensure all there is a clear plan to
ensure all recommendations are
implemented. A Team Manager
weekly report has been
implemented, that includes
information related to incident
reports and follow up. The Team
Manager, ND/Q and CEO will
meet on-site weekly for no less
than 6 weeks to review issues
and concerns in the setting, and
how those issues will be resolved.
After 6 weeks, the Director of
Residential Services will meet
with the Team Manager and
ND/Q on-site monthly,and the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: C1KF11 Facility ID: 000995 If continuation sheet Page 4 of 214
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CEO will do an on-site visit at
least quarterly.
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
W000104 Client #2 was moved from the 09/26/2014
Based upon observation, interview and group home and with the
. . . assistance of BDDS, received a
record review, the governing body failed CIH Medicaid Waiver. He is now
to provide oversight and direction to receiving supported living
ensure implementation of their policy and services, and since his exit from
procedures to prevent neglect by failing the group home, there has been
2 of 2 led (cli | and an exponential decrease in
to protect 2 of 2 sampled (clients #1 an negative behaviors exhibited,
#2) and 2 additional clients (clients #3 especially from client #1. The
and #4) from physically aggressive Behavior Consultant has revised
behavior of clients #1 and #2 resulting in the Functional Behavior _
.. d intimidati Th . Assessments (FBA) and Behavior
njury a'n intimidation. ? governing Support Plans (BSP) for clients
body failed to develop and implement #1, #3 and #2.Guardian consent
effective corrective action to address the and Human Rights Committee
physically aggressive behavior of clients approval has been obtained, and
41 and #2 aft hi £ . Behavior Consultant has trained
an - after a 1.story. Ol aggressive staff on the revised plans. New
behavior had been identified. The tracking has been implemented to
governing body failed to implement gather more comprehensive
policy and procedure to protect 2 of 2 information related to
led clients (clients #1 and #2) and 1 behaviors,so that data can be
sam.p. ede 1e'n s (c lfm S an ) an used to make revisions to the
additional client (Cllent #3) by falllng to plans on an ongoing basis. An
report incidents 2 of 2 incidents of sexual investigation was completed for
assault and failed to develop and the incident that occurred on
ol t effecti i tion t 8/29/14 with client #3. As
mp emen' effective cor'rec 1ve ac 10n' 0 mentioned previously, client #3's
addreSS Chent #3'5 phySICally aggreSSIVG BSP has been revised, and new
behavior. tracking is in place to gather more
useful data to determine
Findings include: antecedents to behaviors,
patterns, and how he responds to
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specific consequences. An
1. The governing body failed to provide incident report and BDDS report
. . . has been completed for the
oversight and direction to ensure
OVEISIENt aliC 1ol events on 8/26/14. Staff have
implementation of their policy and been re-trained on documentation
procedures to prevent neglect by failing of negative behaviors, and
to protect 2 of 2 sampled (clients #1 and completing incident reports. The
#2) and 2 additional clients (clients #3 Team Mapager was t!'amed on
. . BDDS incident reporting
and #4) from physically aggressive procedures on 9/24/14. To
behavior of clients #1 and #2 resulting in ensure the deficient practice does
injury and intimidation. The governing not recur, and to provide ongoing
body failed to develop and implement monitoring, administrative staff
. . . (including the CEO, Director of
effective corrective action to address the Support Services, Quality
physically aggressive behavior of clients Assurance Director, Team
#1 and #2 after a history of aggressive Manager, Behavior Specialist)
behavior had been identified. The have been conducting daily
ine bodv failed to impl observations at the home, which
gov'ermng ody latled to implement includes observation of staff and
policy and procedure to protect 1 client interactions, review of data
additional client (client #3) by failing to on behaviors,review of
report incidents of sexual assault and communlcathq Io.g for issues and
failed to devel dimpl focti concerns, facility issues,
atle t_O eve'op and 1mp em?nt ¢ e?ctlve finances,and interviews with staff
corrective action to address his physically regarding their ability to
aggressive behavior. Please see W149. implement the behavior support
plans. Daily observations with the
2. The governing body failed to above listed administrative staff
. . . will continue through 10/31,
implement its policy and procedures to unless issues continue to be
prevent abuse and neglect for 2 of 2 noted during weekly onsite
sampled clients (clients #1 and #2) and 1 meeting of CEO, ND/Q, and
additional client (client #3) by failing to Team Mangggr. Mlnutes of those
el incid 2 of 2 incid £ meetings will indicate need to
timely report 1r'1c1 ents 2 of 2 incidents o extend observations and length of
sexual assault in accordance to state law. extension. The Team Manager
Please see W153. designated for the home provides
direct,on-site supervision of staff
3. The governing body failed to develop in the setting, and will provide
d imol frecti . . ongoing training and guidance.
and 1implement etfective corrective action The previous ND/Q for the home
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to address the physically aggressive and
intimidating behavior of clients #1 and
#2 after a history of their behavior had
been identified. The governing body
failed to develop and implement effective
corrective action to address client #3's
physically aggressive behavior. Please
see W157.

9-3-1(a)

has been reassigned, and a new
ND/Q has been hired. The Quality
Assurance Director is acting as
ND/Q on an interim basis while
the new ND/Q completes training
and becomes familiar with the
individuals and staff in the home.
The ND/Q will be in the home no
less than twice per week (the
ND/Q is responsible for 2 homes)
to provide supervision,guidance
and oversight to staff. Once the
new person demonstrates
competency with the individual's
support and behavior plans to the
QAD and CEO, she will be
included in observation schedules
and expected to supervise the
home. The Services Leadership
Team, which includes all
Directors of Services, the Quality
Assurance Director and CEO will
meet at least twice a month to
review all outstanding
investigation recommendations to
ensure all there is a clear plan to
ensure all recommendations are
implemented. A Team Manager
weekly report has been
implemented, that includes
information related to incident
reports and follow up. The Team
Manager, ND/Q and CEO will
meet on-site weekly for no less
than 6 weeks to review issues
and concerns in the setting, and
how those issues will be resolved.
After 6 weeks, the Director of
Residential Services will meet
with the Team Manager and
ND/Q on-site monthly,and the
CEO will do an on-site visit at
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least quarterly.
W000122 | 483.420
CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
WO000122 Client #2 was moved from the 09/26/2014
Based upon observation, record review, and group home and with the -
nterview. the facility failed to implement assistance of BDDS, received a
%n erv1§w, ¢ y p CIH Medicaid Waiver. He is now
its policy and procedures to prevent receiving supported living
neglect by failing to protect 2 of 2 services, and since his exit from
sampled (clients #1 and #2) and 2 the group ho.mleé there has been
additional clients (clients #3 and #4) an exponential decrease in
) ’ i negative behaviors exhibited,
from physically aggressive behavior of especially from client #1. The
clients #1 and #2 resulting in injury and Behavior Consultant has revised
intimidation. The facility failed to the Functional Behavior
develop and implement effective Assessments (FBA) and Behavior
P ) p ) Support Plans (BSP) for clients
corrective action to address the physically #1, #3 and #2.Guardian consent
aggressive behavior of clients #1 and #2 and Human Rights Committee
after a history of aggressive behavior had approval has been obtained, and
. . o . Behavior Consultant has trained
been identified. The facility failed to )
. . staff on the revised plans. New
implement policy and procedure to tracking has been implemented to
protect 1 additional client (client #3) by gather more comprehensive
failing to report incidents of sexual information related to
. behaviors,so that data can be
assault and failed to develop and ey
. ] ] . used to make revisions to the
implement effective corrective action to plans on an ongoing basis. An
address his physically aggressive investigation was completed for
behavior. the incident that occurred on
8/29/14 with client #3. As
. . . mentioned previously, client #3’s
This noncompliance resulted in an BSP has been revised. and new
IMMEDIATE JEOPARDY. The tracking is in place to gather more
IMMEDIATE JEOPARDY began on useful data to determine
5/25/14. The Immediate Jeopardy was antecedents to behaviors,
. . . patterns, and how he responds to
identified on 8/27/14 at 3:28 PM. The specific consequences. To
Network Director/Qualified ensure the deficient practice does
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: C1KF11 Facility ID: 000995 If continuation sheet Page 8 of 214
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Developmental Disabilities Professional not recur, and to provide ongoing
(NDQ) was notified of the Immediate rpomto'nng, adm|n|strgt|ve staff
) (including the CEO, Director of
Jeopardy on 8/27/14 at 3:28 PM. Support Services, Quality
Assurance Director, Team
The facility submitted a plan of action to Manager, Behavior Specialist)
remove the Immediate Jeopardy on hzve be?n contdtuhctlzg daily hich
o observations at the home, whic
8/29/14 at 5:23 PM. The plan indicated includes observation of staff and
client #2 (identified as client #1 in the client interactions, review of data
plan of action) "was removed from the on behaviors,review of
setting immediately (8/27/14) and placed communication log for issues and
h i bers in the Mhotel concerns, facility issues,
with two staff members in the [hote finances,and interviews with staff
name]...pending hospitalization." The regarding their ability to
plan indicated attempts at "emergency implement the behavior support
hospitalization...have been unsuccessful, pI:ns. II:')atlhé ot;se.rv.ailor:.s W'tth ]the
o above listed administrative sta
beginning on 8/.4/1.4' Or.l 8/28/14, a.n will continue through 10/31,
attempt to hospitalize him at [hospital unless issues continue to be
name] in [city] failed because he was 'not noted during weekly onsite
actively suicidal or homicidal' despite meeting of CEO, ND/Q, and
havi " ted it th hicl Team Manager. Minutes of those
aving a ] emp. edto .ex1 the Ye 1cle meetings will indicate need to
transporting him while traveling on the extend observations and length of
interstate highway. Efforts to locate a extension. The Team Manager
facility willing to admit him designated for the home provides
t E IDT direct,on-site supervision of staff
c.on 1n1'le.... @ergency ) in the setting, and will provide
(lnterdISCIp]mary team meetlngs) have Ongoing training and guidance_
been held on 8/5/14 and again on The previous ND/Q for the home
8/28/14, and 8/29/14 for [client #2]...A has been reassigned, and a new
aiver for S rted Living in a smaller ND/Q has been hired. The Quality
W .Ve or supported L1ving s ¢ Assurance Director is acting as
setting has been secured and the process ND/Q on an interim basis while
to choose a Case Manager and Provider the new ND/Q completes training
has begun. A roommate had been and becomes familiar with the
identified and an apartment is bein individuals and staff in the home.
P g The ND/Q will be in the home no
sought...An emergency IDT meeting for less than twice per week (the
[client #1] was held on 8/13/14. The ND/Q is responsible for 2 homes)
following plan was agreed to be (sic) to provide supervision, guidance
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Facility ID: 000995 If continuation sheet Page 9 of 214
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those participating: Director of Quality
Assurance (DQA) will work 10:00-8:00
(AM/PM not identified) Mondays and
Tuesdays. Behavior Specialist (BS) will
work 10:00-4:00 (AM/PM not
identified), Director of Residential
Services (DRS) will work Thursdays and
Fridays. [DQA] will focus on individual
goals and 1:1 (one on one) community
involvement, as well as staff training and
development. BS will focus on behavior
strategies as staff training and
development. [DRS] will focus on work
with [client #1] and one peer in and
around the house. She will reinforce
positive interactions and pro-social
behavior. She will also work with staff to
train (sic)...Staff: Client ratio to remain at
2:3 on all shifts until behavioral issues
are reduced to baseline levels. An agency
BS had observed in the milieu on
numerous occasions at the request of the
NDQ (Network Director Qualified
Intellectual Disabilities Professional) and
DRS and has provided feedback and
suggestions. BS will provide
de-escalation and crisis intervention
training to the [group home] team. CPI
(Crisis Prevention Institute) Trainer will
review physical intervention training with
staff again as new staff join the team
there. Administrative oversight will
continue with daily written observations
as well as a sign-in sheet at the house to

new person demonstrates

QAD and CEO, she will be

Team, which includes all

review all outstanding

weekly report has been
implemented, that includes
information related to incident

Manager, ND/Q and CEO will

After 6 weeks, the Director of

with the Team Manager and
ND/Q on-site monthly,and the
CEO will do an on-site visit at
least quarterly.

and oversight to staff. Once the

competency with the individual's
support and behavior plans to the

included in observation schedules
and expected to supervise the
home. The Services Leadership

Directors of Services, the Quality
Assurance Director and CEO will
meet at least twice a month to

investigation recommendations to
ensure all there is a clear plan to
ensure all recommendations are
implemented. A Team Manager

reports and follow up. The Team

meet on-site weekly for no less
than 6 weeks to review issues
and concerns in the setting, and
how those issues will be resolved.

Residential Services will meet
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be utilized by the new TM (team
manager), NDQ, DRS, DSS, and CEO
(Chief Executive Officer). Daily for two
weeks and then three times a week for
two months."

During observations at the group home
on 8/28/14 from 5:40 PM until 6:40 PM,
client #3 was in the living room looking
at a magazine. Client #1 watched staff #1
fry hamburgers and declined to
participate in preparing the meal when
staff #1 asked if he wanted to assist. The
DQA (Director of Quality Assurance)
worked with client #4 on looking up
items on an electronic tablet. The NDQ
and the DQA left the home during the
observation.

Staff #1 was interviewed on 8/28/14 at
5:45 PM and indicated client #3 did not
attend school that day as he had received
sedative medication earlier that day to
attend a medical appointment.

The NDQ was interviewed on 8/28/14 at
6:25 PM and stated staff had called for
assistance by them to assist with client #2
who was being housed in a hotel nearby
as he was becoming "agitated."

Observations were completed at the
group home on 8/29/14 from 10:15 AM
until 11:00 AM. Client #1 watched a
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movie, and client #3 looked out the
window of his bedroom. Neither client #2
nor client #4 was present during the
observation. The interim house manager
carried torn shoes into the office and
placed them on the floor. The interim
house manager asked client #3 if he
wanted his door shut. When client #3
stated, "Yes," she closed the door to his
room.

The interim house manager was
interviewed on 8/29/14 at 10:15 AM and
indicated the shoes were client #4's. She
stated client #3 "tore them up," and "He
usually goes after electricals." She stated
client #3 "Will go after staft," and
indicated he would remove female staff
shirts and bras. She indicated client #3
had removed her shirt and bra within the
last week. She indicated staff brought
extra clothing and bras to work in the
event client #3 removed their shirts and
bras. When asked if an incident report
had been completed regarding the
incident, she stated, "I'm trying to find
time. I haven't done it yet." She indicated
she did not feel she was in harms way
when client #3 removed her shirt. She
stated client #1 "has been very, very
calm" since client #2 was removed from
the home. She stated "When [client #2]
was here | felt I was in danger. He (client
#2) likes to get them riled up. When he
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gets [client #1] riled up, it's crazy."

Observations were completed at a guest
group home for client #2 on 8/29/14 from
1:00 PM until 1:15 PM. Client #2 was
the only client in the home and was
watching TV with staff #7. His
medications were unlocked in a duffle
bag with client #2's clothing. Staff #7 was
relieved by the interim house manager at
1:15 PM.

Client #2 was interviewed on 8/29/14 at
1:10 PM. He indicated he had refused his
medications of Latuda and Depakote last
evening. He stated the Depakote "make
you fat," as he had looked up the side
effects and Latuda "makes me shaky."

The interim house manager was
interviewed on 8/29/14 at 1:15 PM and
indicated client #2 was not going to
return to the group home.

A Leaving Services Summary dated
9/5/14 was reviewed on 9/5/14 at 2:15
PM and indicated client #2's last service
date was on 8/29/14 and client #2 had
been discharged from the group home in
preparation to a move to another setting.
The summary indicated client #2 had
been removed from the home on 8/27/14
and had entered a mental health facility
on 8/29/14 to evaluate his mental status
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and medication regime, and was
discharged from the mental health facility
on 9/4/14.

Observations were completed on 9/5/14
from 1:30 PM until 2:17 PM at the hotel
where client #2 was staying. Client #2's

medications were unlocked on the table.
Client #2's glasses had tape on both ear

pieces at the hinge.

Client #2 was interviewed on 9/5/14 at
1:30 PM and stated he "was afraid of
staff" and "feel like going in to a
behavior," and "they lied to me." He
indicated he had been taken out of
school. He indicated his medications had
been adjusted and stated, "They lied
about a lot of stuff, said I was suicidal,
told me to go into behaviors."

Observations were completed on 9/8/14
from 8:20 PM until 8:45 PM. Staff #11
indicated the clients were all in bed.

Staff #11 was interviewed on 9/8/14 at
8:30 PM and stated the house "was much
calmer and the tension level had
decreased significantly." She further
stated "[Client #1's] behaviors had
significantly decreased since he left the
home." She indicated client #1 had an
incident of urinating on the floor over the
weekend and had cleaned it up. When
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asked what his plan was, she stated "Staff
made him clean it up and then mopped
the area after he had left the room." Staff
#11 indicated client #3 had an incident of
removing 3 staff's shirts over the
weekend as well. When asked what client
#3's plan was when he aggressed, she
stated "He has never aggressed against
me so I don't know what his plan is."
When asked if she should know it in case
client #3 aggressed against her, she stated
"It would be a good idea."

Observations were completed on 9/9/14
from 9:10 AM until 10:05 AM. The
NDQ, the home manager, and clients #1
and #3 were present in the home. Client
#1 played video games, and client #3 was
in his room until staff prompted him to
go to the store with her. The NDQ stated
client #3 was in the group home
"Because he didn't get at least 7 hours of
sleep and it is in his behavior plan that
anything less than 7 hours of sleep is an
antecedent of his behaviors." The NDQ
stated that client #3 "cycles with his
behavior of removing shirts from women,
but lately he removes shirts from both
men and women." The NDQ stated that
client #3 "gets a hold of a person's shirt
and won't let go until he has removed it
and a female's bra. She stated it is "Just
easier to let him have it than fighting
against him." When asked if the behavior
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could be considered sexual assault, she
stated, "I hadn't thought of it as that."
The NDQ indicated that an Unusual
Incident Report had been filled out, but a
BDDS report had not been done. The
NDQ indicated she was unable to write
effective behavior plans for clients #1
and #3 and needed a behavior specialist
to help with their plans.

Management rounds in the home were
completed during the observation period
on 9/9/14 from 9:10 AM to 10:05 AM
and indicated a sign in time for the
rounds was noted, but in only one case
was an exit time noted indicating an
observation period of 45 minutes.

The NDQ was interviewed on 9/8/14 at
4:05 PM and stated client #1 had
"behaviors" over the weekend. During the
interview, the surveyor asked for
documentation of the behaviors.

The NDQ was interviewed on 9/10/14 at
1:52 PM and stated client #1 had
"behaviors" that afternoon.

Incident reports regarding client #1's
behaviors since 8/29/14 were requested
on 9/10/14 at 5:42 PM. No incident
reports or documentation were provided.

Staff training records for the staff
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working at the group home were
reviewed on 9/10/14 at 7:10 PM. A
Continuing Education Record dated
9/2/14 indicated the interim house
manager, BS, staff #10, #3, #11, #12,
#13, #1, #14, #15 and #6 had been
inserviced on CPI Review, De-Eculation
(sic) Training, Update [client #2], meet
TM (Team Manager), [client #3]
Behaviors/Manic Episodes...."

The IMMEDIATE JEOPARDY was not
removed due to the facility's failure to
demonstrate a facility system that
prevented abuse, neglect and
mistreatment.

Findings include:

1. The facility failed to implement its
policy and procedures to prevent neglect
by failing to protect 2 of 2 sampled
(clients #1 and #2) and 2 additional
clients (clients #3 and #4) from
physically aggressive behavior of clients
#1 and #2 resulting in injury and
intimidation. The facility failed to
develop and implement effective
corrective action to address the physically
aggressive behavior of clients #1 and #2.
The facility failed to implement policy
and procedure to protect 2 of 2 sampled
clients (clients #1 and #2) and 1
additional client (client #3) by failing to
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report incidents 2 of 2 incidents of sexual
assault and failed to develop and
implement effective corrective action to
address client #3's physically aggressive
behavior. Please see W149.

2. The facility failed to implement its
policy and procedures to prevent abuse
and neglect for 2 of 2 sampled clients
(clients #1 and #2) and 1 additional client
(client #3) by failing to timely report
incidents 2 of 2 incidents of sexual
assault in accordance to state law. Please
see W153.

3. The facility failed to develop and
implement effective corrective action to
address the physically aggressive and
intimidating behavior of clients #1 and
#2 after a history of their behavior had
been identified. The facility failed to
develop and implement effective
corrective action to address client #3's
physically aggressive behavior. Please
see W157.

9-3-2(a)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

C1KF11  Facility ID:

000995 If continuation sheet

Page 18 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G481 L WING 09/12/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
532 RIDGEVIEW
LIFE DESIGNS INC COLUMBUS, IN 47203
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D , ] , (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
WO000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
WwW000149 Client #2 was moved from the 09/26/2014
Based upon observation, record review, and group home and with the )
. . . . . assistance of BDDS, received a
interview, the facility failed to implement
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its policy and procedures to prevent CIH Medicaid Waiver. He is now
neglect by failing to protect 2 of 2 receiving suppc?rted I|.vmg.
. services, and since his exit from
sampled (clients #1 and #2) and 2 the group home, there has been
additional clients (clients #3 and #4) an exponential decrease in
from physically aggressive behavior of negative behaviors exhibited,
clients #1 and #2 resulting in injury and espemglly from client 1. Th?
e e i . Behavior Consultant has revised
1nt1m1dat10n..The facility falle.d to the Functional Behavior
develop and implement effective Assessments (FBA) and Behavior
corrective action to address the physically Support Plans (BSP) for clients
aggressive and intimidating behavior of #1, #3 and #2.Guardian consent
i #1 and #2. The facility failed and Human Rights Committee
f: tents #1 an e e tacility failed to approval has been obtained, and
implement policy and procedure to Behavior Consultant has trained
protect 2 of 2 sampled clients (clients #1 staff on the revised plans. New
and #2) and 1 additional client (client #3) tracking has been implemented to
by faili incid 2 of 2 gather more comprehensive
) y .a1 Ing to report incidents 2 o ) information related to
incidents of sexual assault and failed to behaviors,so that data can be
develop and implement effective used to make revisions to the
corrective action to address client #3's plans on an ongoing basis. An
hysicall e behavi investigation was completed for
physically aggressive behavior. the incident that occurred on
8/29/14 with client #3. As
Findings include: mentioned previously, client #3's
BSP has been revised, and new
. tracking is in place to gather more
Observations were completed at the useful data to determine
group home on 8/26/14 fl‘Ol‘n 705 PM antecedents to behaviorS,
until 8:30 PM. Staff #1 opened the door patterns, and how he responds to
after unlocking a door alarm attached to specific consequences. To
the front door. Durine the observation ensure the deficient practice does
.e ont door. Luring the 0bse 0. > not recur, and to provide ongoing
clients #1 and #2 sat on a sofa watching a monitoring, administrative staff
movie. Client #2's glasses had tape (including the CEO, Director of
around each of the ear pieces at the iupport Seglcest, QL_:_a“ty
hinges. Client #2 attempted to kiss client ssurance irector, feam
) ) ] Manager, Behavior Specialist)
#1 and to take a picture of him on his cell have been conducting daily
phone. When staff #2 intervened stating observations at the home, which
he should ask permission, client #2 includes observation of staff and
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stated, "Why?, It's not pornography." client interactions, review of data
Clients #3 and #4 were redirected from on beha\{|or§,reV|ew Of,
X communication log for issues and
the room b}.l staff #1 and #2 wben client concerns, facility issues,
#1 dug at his rectum through his shorts. finances,and interviews with staff
Clients #1 and #2 were left alone when regarding their ability to
they did not leave the room when implement the behavior support
. plans. Daily observations with the
directed to do so by staff #1 and #2. Staff above listed administrative staff
#1 stated to clients #3 and #4, clients #1 will continue through 10/31,
and #2 "did not need an audience." Client unless issues continue to be
#1 then took 2 oranges from a fruit noteq during weekly onsite
he kitch d meeting of CEO, ND/Q, and
arrangement on the kitchen counter an Team Manager. Minutes of those
pressed them to his breasts, then client #2 meetings will indicate need to
raised his shirt, exposing his breasts and extend observations and length of
squeezed them. Clients #1 and #2 took extension. The Team Manager
. A he kitchen d dth designated for the home provides
items from the kitchen drawers ar} threw direct,on-site supervision of staff
them on the floor. Staff #3 and client #4 in the setting, and will provide
remained in the medication ongoing training and guidance.
administration room/office while clients The previous ND/Q for the home
#1 and #2 i dt se thei . has been reassigned, and a new
and#z continued to raise their vorees. ND/Q has been hired. The Quality
Client #3 Opened the door to his bedroom Assurance Director is acting as
and attempted to step into the adjacent ND/Q on an interim basis while
kitchen where clients #1 and #2 were, but thednsw ND/QfCOfT;P'etefhtfti'”'ng
. . . and becomes familiar with the
was redirected back into his bedroom by individuals and staff in the home.
staff #1 and #2. Client #2 grabbed staff The ND/Q will be in the home no
#2 and tried to kiss her, then pushed her less than twice per week (the
into a wall. Client #1 placed a 3 inch {\'D/Q |.sdrespon3|t.>I§ for 2 .r:jomes)
. Lo . o provide supervision, guidance
action ﬁgure' in his mquth agd tried to and oversight to staff. Once the
force the entire figure into his mouth. new person demonstrates
Client #2 stated to staff #1 and #2, "I competency with the individual's
didn't have my meds (medications) support and behavior plans to the
" L . . QAD and CEO, she will be
today," and indicated his behavior . . .
] ] included in observation schedules
resulted from a failure to receive the and expected to supervise the
medications. At 8:00 PM, staff #3 home. The Services Leadership
arrived for her overnight shift and Team, which includes all
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completed medication administration for Directors of Services, the Quality
client #4 started by staff #1 at 7:55 PM. Assurance D|re<?tor and CEO wil
. meet at least twice a month to
Staff #2 left the medication review all outstanding
administration area leaving staff #3 with investigation recommendations to
client #4, stating, "I can't leave her (staff ensure all there is a clear plan to
#1) alone out there," and indicated staff ?;:gr?]:rl:trezclm'gz?:T\;I:::gaerf
. . i :
#1 needed assistance. Clients #1 and #2 weeKly report has been
raised their voices loudly to each other, implemented, that includes
and client #1 threatened to poke his eyes information related to incident
out and throw feces. Staff #3 stayed in reports and follow up. The Tgam
h dicati dmini . Joffi Manager, ND/Q and CEO wiill
the me 1cat10n. a m.mlstratlon area/office meet on-site weekly for no less
of the home with client #4 who paced than 6 weeks to review issues
back and forth. An interim house and concerns in the setting, and
manager arrived from another house at Z\cf)tw tgose Iisu?hs V‘E')'_I bet resc;lved.
C . , er 6 weeks, the Director o
8:00 PM to a.ss1st with client #1 and #2's Residential Services will meet
behavior. Client #4 paced from 7:55 PM with the Team Manager and
until 8:25 PM and was redirected from ND/Q on-site monthly,and the
leaving the medication room until staff ICE? will S[O T‘” on-site visit at
o . . east quarterly.
#3 indicated it was safe for client #4 to g y
leave the area. Staff #3 stated to client #4,
"I know you want to leave, but it isn't
safe." The acting Network
Director/Qualified Developmental
Disabilities Professional (NDQ) talked
on the phone to client #1. After clients #1
and #2's voices lowered, client #4 left the
medication administration area. Client #1
wiped up a wet area in the kitchen at 8:30
PM with the interim house manager's
supervision. Staff #1 indicated client #2
was upstairs. There was no evidence of
the Director of Quality Assurance (DQA)
during the observation.
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Staff #1 was interviewed on 8/26/14 at
7:05 PM and indicated the door was
alarmed to notify staff if the clients left
the home.

Staff #1 and #2 were interviewed on
8/26/14 at 7:55 PM, and indicated client
#1 and #2's behavior occurred frequently
and they had been re-assigned from
another home due to the staff turnover of
the home. They indicated staff that had
previously worked in the home had left
employment of the facility.

Staff #3 was interviewed on 8/26/14 at
8:01 PM. She apologized to the surveyor
for client #1 and #2's behavior and stated,
"They feed off each other." When asked
if client #1 and #2's behavior was
common, she stated, "Yes." She stated
client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.

The interim house manager was
interviewed on 8/26/14 at 8:30 PM and
indicated client #1 had urinated on the
floor and was mopping it up.
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During observation at the group home on
8/27/14 from 6:25 AM until 8:53 AM,
client #1 poured his cereal and took a
shower. Staff #2 was alone with clients
#1 and #2 from 7:15 AM until the
conclusion of the observation.

Staff #3 was interviewed again on
8/27/14 at 6:50 AM and indicated
sometimes clients #1 and #2 would get
up at night, but would watch TV.

Staff #2 was interviewed on 8/27/14 at
7:28 AM. She indicated staff usually
works alone from 7:00 AM to 12:00 PM
unless there were three clients in the
home at which time another staff would
be brought in to work in the home. She
indicated she was covering the shift for
the interim house manager and she would
arrive at 9:00 AM to relieve her (staff
#2).

Behavior and medical observations
(progress notes) were reviewed on
8/27/14 at 8:53 AM and indicated the
following:

For client #1:
8/26/14 from 3:00 PM until 9:00 PM;

"He got a little worked up today, but
calmed himself down."
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8/21/14; "Multiple behaviors this
evening from 2:45 PM until 7:45
PM...Incredibly inappropriate on several
different occasions tonight."

6/24/14; "Threatened to kill cops,
urinated on floor."

6/24/14; "Threatened to kill kid" and
"taken to [mental health facility]."

6/23/14; "Showed private parts out
window."

6/8/14; "Called cops and placed in hand
cuffs."

For client #2:

8/26/14; 1:00 PM until 8:00 PM; arguing
with staff, ...did not give personal
space...."

8/18/14; "argumentative; glasses broken
by another individual...."

8/4/14; "had behavior, went to the
hospital...."

8/3/14; "was in a behavior when staff got
here...."

7/28/14; "attacked staff and breaking
things...."
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6/17/14; "Tried going into [client #1's
room]."

6/11/14; "Yelling, screaming and
throwing items."

The facility's reportable incidents to the
Bureau of Developmental Disabilities
Services (BDDS) were reviewed on
8/27/14 at 1:45 PM and included the
following:

For client #1:

A BDDS report dated 5/25/14 indicated
client #1 was aggressive, hitting, spitting,
throwing objects and attempting to
urinate on staff. Staff called 911 and
police handcuffed and transported him to
the hospital to be evaluated. The report
indicated client #1's hip was x-rayed due
to an earlier fall, and had not received his
evening medications "due to spitting
them out at staff." Client #1 was
transported back home by ambulance
"due to trying to work back up in a
behavior and threatening to crash my
(Team Manager) car." Corrective action
indicated a plan was being generated to
address his behavior and prevent future
incidents.

A BDDS report dated 6/7/14 indicated
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client #1 called 911 after "escalating into
behaviors." The report indicated staff
called the security system to notify them
it was a false alarm so fire trucks would
not arrive. Plan to resolve indicated client
#1 "Has many proactive measures written
into his behavior plan. Staff were
following his plan during the incident.
[Client #1] currently does not have a
psychiatrist and Life Designs has been
looking for one for him. He has been
turned down by four different
facilities/offices." The report indicated
client #1's primary care physician had
ordered increases in medications which
are awaiting Human Rights Committee
(HRC) approval. "Life Designs has also
explored possible in-patient facilities to
look into [client #1's] medication regiman
(sic), but has been unsuccessful in
locating a facility that is willing to admit
[client #1]. Staff will continue to follow
[client #1's] behavior plan and Life
Designs will continue to locate a
psychiatrist to manager [client #1's]
medication and continue to explore
in-patient options."

A BDDS report dated 6/24/14 indicated
client #1 was physically aggressive and
inappropriate with staff. The police were
called and hand cuffed client #1 after he
threatened to use their guns to kill them.
Client #1 was placed in a spit proof mask
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and transported to the hospital after he
tried to urinate on the police officers.
Client #1 was admitted to a mental health
facility. Corrective action indicated the
mental health facility would monitor
client #1. The report indicated client #1
was admitted for 7 days and his
psychiatric medications had been
adjusted.

A BDDS report dated 7/27/14 indicated
client #1's relative asked client #2 if he
had touched client #1 inappropriately and
client #2 indicated client #1 had touched
him inappropriately. Corrective action
indicated the incident would be
investigated and "Life Designs will
ensure the roommate and [client #2] are
not left alone in a room without
supervision at anytime...."

A BDDS report dated 8/11/14 indicated
client #2 told client #1 the dessert looked
like "sperm." The report indicated client
#1 yelled "sperm" throughout the house
and urinated on the floor. Client #1
scratched client #2 leaving four
superficial scratch marks and picked up a
table leg and attempted to hit client #2
with it. The report indicated client #2
continued to "agitate" client #1 and client
#1 "refused to leave [client #2] alone."
Client #1 "was screaming at [client #2]
through the door...At one point, [client
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#2] came downstairs and continued to
agitate [client #1]. [Client #1's] behavior
continued for another hour or two with
periods of calm and then re-escalation."
The report indicated an IDT
(interdisciplinary team) meeting would
be scheduled for 8/13/14 to address the
incident.

A BDDS report dated 8/12/14 indicated
throughout the morning client #1 "was
having behaviors," and would calm
periodically. He attempted to "go after a
roommate, but was blocked by staff." He
intentionally had a bowel movement in
the hallway and threw feces at staff.
Client #1 attempted to grab staff sexually
between her legs and attempted to push
past staff to get at his roommate
(unidentified). A second staff was called
to assist and the unidentified client was
placed in a room to keep him away from
client #1. Client #1 attempted to put
utensils under the locked door including a
knife. 911 was called and client #1 was
arrested and the police "were pressing
charges that included two counts of
battery with bodily fluid and one count of
sexual battery." The report indicated
client #1's relative posted bond and he
spent the evening at their home.
Corrective action indicated there was an
emergency IDT planned for 8/13/14 to
address the situation.
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A Plan for Extra Support dated 8/13/14
was reviewed on 9/8/14 at 4:00 PM and
indicated the following:

"Short Term-[Director of Quality
Assurance] will work 10:00-8:00
(AM/PM not indicated) Mon. and Tues.
[Behavior Specialist] will work
10:00-4:00 (AM/PM not indicated) on
Wed.

[Director of Residential Services (DoRS)
will work Thurs and Fri (time not
indicated).

[DQA] will focus on individual goals and
1:1 community involvement, as well as
staff training and development, [BS] will
focus on behavior strategies and
interventions, as well as staff training and
development. [DoRS] will focus on work
with [client #1] and one peer doing daily
activities in and around the house. She
will reinforce positive interactions and
pro-social behavior. She will also work
with staff to train (sic)."

Mid Term: The plan indicated new staff
members would be hired including a
Team Manager, Team Lead and Medical
Coordinator. The CEO (Chief Executive
Officer) "is exploring ...Day Program
Services. She is following up with the
[police department]. [NDQ] is contacting
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[psychiatric services provider], to
determine what resources are
available...for emergency care. [DoRS] is
following up with [staff at mental health
provider] to determine what resources are
available through her agency for
emergency care. She is [mental health
provider's] liaison with the Police
Department.

Longer Term: Begin exploration of a
waiver setting for Supported Living in a
smaller setting."

For client #2:

A BDDS report dated 6/10/14 indicated
client #2 had "behavior issues most of the
day." Client #2 "followed clients around
the house saying inappropriate things
about them." Client #2 was "yelling at
peers," and "stomping through the
house," and hitting the walls. Client #2
knocked over a beverage into the other
clients' pizza by pushing the table as they
were eating and pounded the table with
his hands. Client #2 pushed staff to the
floor. Client #2 threatened to call police.
It was "questionable" if client #2 pushed
client #4, as staff saw client #4 take a
step backwards "as if he was pushed" by
client #2. The report indicated client #4
could not speak for himself. The report
indicated client #2 continued to bang on
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walls of the home, "yell" and attempted
to wake clients up after they were in their
bedrooms. Client #2 "yelled at [client #1]
and he started crying." Client #1 went to
the office to eat his dinner, and client #2
started "ramming" into staff to get to
client #1. Client #1 began "crying
uncontrollably." Corrective action
indicated client #2 had been admitted to
the group home on 5/2/14 and the facility
was attempting to secure psychiatric
services to address client #2's behaviors.
Staff will continue to follow client #2's
behavior plan to address his behaviors
and take action to prevent peers from
experiencing verbal and physical abuse.
The report indicated an investigation
would be completed into the incident.

A BDDS report indicated client #2 "had
been upset for much of the day on 8/2/14.
He had pushed group home staff and a
temporary staff on different occasions
through out the day...Around 7:45 PM
staff called NDQ and reported that [client
#2] had threatened to hurt himself and
staff and was threatening to get a knife.
NDQ advised the staff to hang up and
call 911. Just after hanging up with the
group home staff, the temporary agency
staff called the NDQ and told her [client
#2] had a knife and was trying to get in
the locked office door." The temporary
staff and client #1 were locked in the
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office, and "the group home staff (who
was in the common area of the house
with [client #2] managed to get [client
#2] to give her the knife and slid it under
the locked office door." Police arrived
and client #2 agreed to go to his room.
The police indicated to the NDQ they
could not transport client #2 to the
hospital for evaluation. Corrective action
indicated sharps would now be locked in
the home and an Interdisciplinary (IDT)
team meeting would be held to discuss
the incident "and what changes can be
made to ensure all remain safe."” The
NDQ "will review [client #2's] behavior
plan to determine what changes need to
be made."

A BDDS report dated 8/4/14 indicated
client #2 hit client #1 on his back and
pinched his neck while traveling in the
van. Client #2 was "flipping off"
(obscene gesture) other drivers, attempted
to open the van door while it was moving
and "at one point he acted as if he was
going to grab the wheel of the vehicle
while it was moving and stated he didn't
care if they all died in a crash." After
returning home "the behavior continued.
He blocked staff (unidentified) in the
bathroom and would not let her get past
him." Corrective action indicated the
NDQ was conducting an IDT meeting
regarding the incident on 8/2/14 when
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she was informed of the current incident
and advised staff to call 911. The NDQ
met the police at the home and requested
they transport client #2 to the hospital for
evaluation and treatment. Once at the
hospital, client #2 refused treatment and
since he is his own guardian the hospital
could not admit him. The discharge
orders from the hospital indicated if
client #2 became aggressive again, staff
should call police and have client #2
arrested/jailed. Client #1 did not sustain
injury during the incident. Corrective
action indicated an IDT would be
scheduled to address the incidents.

A BDDS report dated 8/18/14 indicated
client #2 told staff while watching a
movie client #1 had put his hands down
client #2's pants and touched his penis
and tried to put his hands down the back
of his pants "to smell his poop." Shortly
after the incident client #1 broke client
#2's glasses. Corrective action indicated
the clients were not to be left in a room
alone without supervision and an
investigation would be completed.

Client #1's record was reviewed on
8/27/14 at 12:20 PM. A Replacement
Skills Plan (RSP) dated 9/13/13 indicated
target behaviors of ruminating, anxiety,
non-compliance, verbal/non-verbal
threats, physical aggression/threats of
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physical aggression. There was no
evidence of a revision of client #1's plan
since 9/13/13. There was no evidence of
a functional analysis of client #1's
behavior by a behavior specialist. There
was no evidence of involvement of a
behavior specialist in the development or
implementation of his plan to address his
behavior.

Client #2's record was reviewed on
8/27/14 at 12:20 PM. A RSP dated 5/8/14
indicated target behaviors of tantrum,
property destruction and verbal
aggression. There was no evidence of
revision to client #2's plan since 5/8/14.
There was no evidence of a functional
analysis of client #2's behavior by a
behavior specialist. There was no
evidence of involvement of a behavior
specialist in the development or
implementation of his plan to address his
behavior.

The Network Director/Qualified
Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and stated, "This behavior is
every other day. Everything is chaotic.
I've had to call the police 5 times in 3
weeks. The behavior is escalating. On
Saturday, August 2, (2014), he (client #2)
threatened staff. They barricaded
themselves in the office. He grabbed a
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butcher knife and tried to pry open the
door. [Client #1] was locked in the office
too. They (clients #1 and #2) terrorize
each other and everyone else in the
house." She indicated client #2 slapped
client #1 and pushed staff in the past. She
indicated client #1 now spoke of sexual
issues and stated client #1 "had no sexual
talk before [client #2] came here (to the
group home)." She stated while shopping
at a store client #2 talked to client #1 to
"solicit" an 8 year old girl and then
picked up the phone and used the F***
word over the intercom repeatedly. She
said the 8 year old girl's mother was with
her and no harm came to the girl. Client
#2 "admitted he had egged [client #1] on"
later. We're trying to do everything we
can here. When asked about a behavioral
specialist, she indicated she had
attempted to involve a behavior
specialist, but stated, "it hasn't been
solidified." The NDQ indicated she
(NDQ) wrote the plans, and the behavior
specialist had visited the home, but the
clients had not exhibited maladaptive
behavior during her visit. She indicated
the behavior specialist was scheduled to
come to the home today, but was unable
to come due to unknown reasons. She
stated, "I can't keep up with the plans.
Their behaviors are escalating" and in
regards to the involvement of a
behavioral specialist "It's really needed."
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She indicated client #1 was arrested on
8/12/14 and taken to jail for sexual
battery to staff. She indicated client #1's
psychiatrist wanted to take him off
medication to address his behaviors, but
the guardian didn't agree. She stated
client #2 was his own guardian and says
he "runs the house." When asked if the
clients injured one another during
behaviors, she stated, "I would say it's
more emotional abuse." She indicated
both clients #1 and #2 had threatened
each other with a butcher knife and the
knives were now locked up in the house.
She indicated there were no IDT
meetings available to address the
situation. She indicated the meeting on
8/4/14 had been interrupted by the
behavior incident on 8/4/14. She
indicated client #2's plan did not address
physical aggression as she had not been
able to update the plan as yet.

During observations at the group home
on 8/27/14 from 12:25 PM until 1:30
PM, clients #1, #2, and #3 were present
in the home. Client #2 pursed his lips as
if he would spit out whipped cream
during lunch. Client #2 repeatedly
knocked on the office door and raised his
voice to ask to go on an outing and
stated, "They say I'm provocative."
During the observation, client #2
repeatedly banged on the door. Client #1
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asked client #2 to stop banging on the
door. The interim house manager and the
NDQ were present in the home. There
was no evidence of the Behavior
Specialist in the home during the
observations. Client #2 stated "**** no"
when asked if he wanted a job by the
NDQ. At 1:05 PM, client #2 crushed a
Styrofoam cup in his hand while standing
in the office. He then grabbed his
program book and began reading it. He
stated as he read the book "I didn't lie,"
and "[Staff #3] has beautiful hand
writing."

The NDQ was interviewed on 8/27/14 at
12:50 PM and indicated she was
attempting to secure employment for
client #2, and stated, "He won't
cooperate."

The facility's investigations were
reviewed on 8/28/14 at 3:40 PM and
indicated the following:

An investigation dated 5/30/14 indicated
client #1's father had dropped the money
off on 5/16/14 and left the money with
staff #8. Staff (unidentified) placed the
money in the Team Manager's (TM) desk
drawer. When staff #8 came back to work
on 5/19/14, he told the TM the money
was in the desk drawer, but it was not
found. The investigation indicated the

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

C1KF11 Facility ID: 000995 If continuation sheet

Page 38 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G481

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
532 RIDGEVIEW
COLUMBUS, IN 47203

00

X3) DATE SURVEY

COMPLETED
09/12/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

whereabouts of the missing money had
not been determined and would be
reimbursed to client #1 by the facility.
The investigation indicated "Transactions
appear to be only documented by TM.
Services Administrative Assistant [name]
reported that she has not gotten complete
financial documentation from customers
at [group home], and what she has
received is not well organized...."
Findings of the investigation indicated
"Based on review of financial records, as
well as report from the Team Manager,
customer finances in the home are not
being maintained in accordance with Life
Designs' policies. Staff received money
for a customer, but did not document
receipt of that money, and did not
document it as a deposit into the
customer's house account. This makes it
impossible to determine what may have
happened to it. This incident was
reported late-it was realized that the
money was missing on 5/19/14 by the
TM, however it was not reported to the
ND/Q until 5/21/14, who completed at
(sic) BDDS report on 5/22/14." An
attached BDDS report dated 5/21/14
indicated $40.00 left by client #1's father
at the group home was missing and
would be investigated.

An investigation dated 6/12/14 indicated
on 6/10/14 client #2 "was in a poor mood
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due to feeling like he was being blamed
for things. He started yelling at a staff
member while another staff was gone,
pushing her and trying to knock her over.
At one point they think he might have
possibly pushed [client #4]...He was
verbally abusing staff and roommates
yelling obscenities and saying they were
all stupid." Recommendations indicated
"Staff to continue following behavior
plan. Medical coordinator to continue to
look for a psychiatrist for [client #2]."

An investigation dated 7/1/14 indicated
the allegation was unsubstantiated "Based
upon the discrepancies in [client #1's]
interview and his agitated state during the
described incident, this writer cannot
substantiate the allegation of verbal
abuse. Investigator noted through
observation and subsequent interviews
that [staff #9's] overall tone when
interacting with customers is quite loud
and overbearing, which in direct
opposition to the stated steps in [client
#1's] Behavior Support Plan.
Recommendations included "Behavior
Specialist will complete an observation
of a shift when [staff #9] is working to
assess her communication style and
interactions with the customers. She will
then provide additional training based on
her observations. Behavioral Specialist
and ND/Q will review the Behavior

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

C1KF11  Facility ID:

000995 If continuation sheet

Page 40 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G481

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
532 RIDGEVIEW
COLUMBUS, IN 47203

00

X3) DATE SURVEY

COMPLETED
09/12/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

Support Plan and retrain staff to ensure
consistency of implementation.
Retraining will include ways to
effectively communicate with individuals
in both a proactive and reactive way.
DoRS (Director of Residential Services),
DoSS, and QAD will perform follow up
observations weekly for a period of one
month and will share findings with
ND/Q, Behavior Specialist, and other
positions completing observations. A
Behavioral Observations and
Recommendations dated 7/17/14
indicated "It appears that the interactions
between [client #1] and [staff #9] are
appropriate. Behaviorist will follow up
with the home as needed to ensure that
the staff and customers interact and work
well together. It is recommended that if
concerns continue to arise, the
behaviorist be informed and a training be
held for staff to educate them on
respectful and proactive approaches to
use with clients." Observations dated
7/9/14 from the QAD and on 7/4/24 from
the DoRS were included in the
investigative packet. A BDDS report
included in the investigation dated
6/24/14 indicated client #1 alleged staff
#9 had told him to "shut up ****" and
had stated to his mother after being asked
if the group home was the right place for
him stated, "No, they don't know how to
handle me." The report indicated the
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incident would be investigated.

A BDDS report included with an
investigation dated 7/8/14 indicated
client #1's relative sent an e-mail with
receipt to a BDDS Generalist for items
she purchased for client #1 "attached is a
receipt for [client #1's] basic needs which
are not being met by Life Designs for:
shoes, allergy meds (medications),
shaver, light bulb for room, frames for
correct prescription glasses and a
haircut." The report indicated client #1's
relative indicated he had "NEVER" been
taken for a haircut in seven months and
he had been wearing "old (wrong script
(prescription)) glasses." He was taken to
hospital for a week with "NO glasses and
has very poor vision. I have been told his
glasses are taken off his face to 'gain
compliance." The report indicated client
#1's relative indicated he had a broken
femur and "not believed after I begged
for him to see a dr (sic) for three weeks!
Was made to kneel for hours because he
wouldn't get up with a broken bone. Was
made to walk to bathroom on a broken
femur (sic) the reply to my concern by
male RN (registered nurse) was 'we don't
have a urinal here.' For [client #1] is very
symptomatic because he has not had his
physician ordered allergy meds for a
week, because they were 'out.' Has a
blister on his foot from sandals that don't
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fit. When I tried to find his athletic
shoes(he had two pairs grey and black) he
has one black tennis shoe. He has had
$60.00 stolen from him and has been told
by staff he has no money because he has
broken stuff. Has had numerous dvd's
(sic) stolen. Please take him swimming
once a month! I have asked from day one
in sept (sic) to get him a library card. Still
no library card. He loves books and
movies!... The basic lack of needs being
met have (sic) brought me to a breaking
point. I have tried to be supportive of
staff but I feel like no one really cares or
wants to put in the effort. That is sad and
frustrating for a parent." Corrective
action indicated an unannounced visit
was being planned for 7/9/14. An
investigation into the incident dated
7/11/14 indicated the allegations were
"Partially substantiated, the findings
support part of how the alleged event was
described, but not entirely. HAD BEEN
SUBSTANTIATED IN PREVIOUS
INVESTIGATION...It appears that there
was missing money, [client #1] did not
have glasses during a period of time, hair
cut appointment was not scheduled
regularly, and since leaving day program
there has not been a set activity schedule.
There was no broken leg and [client #1's]
hip problem related (sic) to the growth
plate issue. The money issue was dealt
with in May, but recommendations have
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not been completed at the time of this
investigation. Investigation notes dated
1/10/14 (sic) indicated client #1's fracture
was a congenital problem where his
femur bone slid off his growth plate, and
[client #1's] glasses had been removed to
prevent breakage during behavior. [Client
#1] was on his way to the optometrist
when he was hospitalized and glasses
have since been replaced.” Shoes were
lost during behavior (date unspecified),
but has just had new ones purchased. "It
does not appear that [client #1] has had a
haircut during his time at [group home]
according to reports from staff and NDQ"
Recommendations indicated in part
"Establish an activity schedule and share
with his parents, include library in
weekly activities," complete
recommendations from 6/24/14 regarding
staff interactions, and complete
recommendations from 5/23/14
investigation (regarding missing money).

Client #1's activity schedule was
reviewed on 9/8/14 at 4:00 PM and failed
to include weekly library time as
indicated in the recommendation of the
investigation dated 7/11/14.

A BDDS report included in an
investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
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went to work on 7/23/14, [client #2]
made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. [Client #2] does have a
history of inaccurate communication and
false reporting. Writer (DSS) asked her if
she reported the incident to anyone, and
she said she included it on an incident
report that she left on the desk in the
group home office. This writer could not
locate the incident report, and neither
could the [NDQ]. An investigation is
underway. The group home is 2-story,
and both [client #1 and #2's] bedrooms
are on the second floor. [Client #1's] (sic)
is on the main floor. Staff will be
instructed to be on the same floor as
[client #1] at all times to ensure adequate
supervision." The investiga

tion into the incident dated 8/7/14
indicated during interview on 8/6/14 with
staff #9 indicated client #1 had said
"vulgar things in the past including
having sex with children and police
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officers, screaming 'penis' and 'vagina'
and rubbing his genitals on open
windows," and staff #9 "believes that
[client #1's] sexual advances are sincere."
Staff #9 indicated she had completed an
Unusual Incident Report and placed it on
a desk in the group home office. Staff
#10 indicated she had witnessed client #1
come downstairs, but had not seen him go
into any rooms upstairs. She indicated all
four of the clients remained in the living
room watching TV. She stated "That's
how I do it when it's just me-I wanna
keep my eyes on all of them." A note
included in the investigation regarding
client #2's behavior dated 8/2/14
"describes a litany of threats and
inappropriate actions made by [client #2]
on that day. Those relevant to this
investigation are as follows: ...[Client #2]
keeps talking about having sex with
[client #1], saying that he's going to take
his clothes off and stand in front of
[client #1's] door telling him to come
have sex with him...This account
establishes what appears to be a pattern
for [client #2's] behaviors-he becomes
upset, begins acting out, then uses the
incident to make an appeal about his
living situation. It also establishes the
sexual nature of [client #2's] comments
and behaviors, specifically that he is
initiating them towards [client #1]...."
The investigation indicated the allegation
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was not substantiated, "Given [client
#2's] history of lying, the specific nature
of this allegation, and the testimony of
[client #'1's] [relative] who was called on
the phone during the incident, it seems
extremely unlikely that the even occurred
as [client #2] describes...[client #1] did
invade the privacy of the other
roommates in the house by entering their
rooms, but was by all accounts an act
meant to bother, not abuse...It is apparent
to this writer (DQA) that [client #2] is a
high functioning individual with a strong
grasp on sexual activities and their
meanings. It is also well documented that
he continually tries to provoke reactions
from roommates and specifically targets
[client #1]. It is also the opinion of this
writer that [client #2] has a very poor
grasp of sexual activities and their
meanings, and is very persuadable given
his level of functioning. Indeed in this
writer's casual interactions with residents
at [group home] over the past few weeks,
it has almost always been [client #2]
engaging [client #1]-not the other way
around. Coupled with the intensity of
their individual behaviors and the many
issues that have arisen between these two
at [group home] over the past month it is
strongly recommended that the placement
of these two individuals in the same
setting be seriously questioned...."
Actions taken included: An IDT will
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convene to seriously consider alternative
placement for [client #2]... The [group
home] staff should begin meeting at least
once every one to two weeks to discuss
current behaviors and strategies for
addressing them. Involvement by all
members of the team including DoRS,
QAD, and Behaviorist is recommended."
The report indicated staff #9 had left
employment of the facility and her file
would be marked ineligible for rehire due
to her failure to report abuse/neglect.

An investigation dated 8/22/14 into the
incident involving client #2's allegation
on 8/18/14 that client #1 had touched his
penis and attempted to put his hands
down the back of client #2's] pants
indicated "Based on [client #1's] own
admission, it is substantiated that he
touched [client #2] inappropriately.
Throughout the evening, [client #2]
engaged in persistent behaviors in order
to provoke a negative reaction from
[client #1]. During the time of the event,
there were 2 staff on shift, one working
with another individual in the home and
the other preparing to pass medications."
Recommendations included "Behavior
Plan for [client #1] should be reviewed
by the [IDT], with at a minimum, a
proactive strategy added that indicates he
should not be unsupervised with [client
#2] at any time. [NDQ] should complete
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this by 9/5/14. Behavior Support Plan for
[client #2] should be reviewed by the
[IDT], with particular attention to
strategies related to verbal aggression
(which includes teasing others). A
proactive strategy should be added that
indicated he should not be left
unsupervised with [client #1] at any time.
[NDQ] should complete this by 9/5/14.
All staff should be immediately
instructed that [client #1] and [client #2]
should not be left together unsupervised.
Additionally they should be retrained on
the updated BSPs (Behavior Support
Plans) by the [NDQ] after revisions are
completed."

During observations at the group home
on 8/28/14 from 5:40 PM until 6:40 PM,
client #3 was in the living room looking
at a magazine. Client #1 watched staff #1
fry hamburgers and declined to
participate in preparing the meal when
staff #1 asked if he wanted to assist. The
DQA worked with client #4 on looking
up items on an electronic tablet. The
NDQ and the DQA left the home during
the observation.

Staff #1 was interviewed on 8/28/14 at
5:45 PM and indicated client #3 did not
attend school that day as he had received
sedative medication earlier that day to
attend a medical appointment.
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The NDQ was interviewed on 8/28/14 at
6:25 PM and stated staff had called for
assistance by them to assist with client #2
who was being housed in a hotel nearby
as he was becoming "agitated."

Observations were completed at the
group home on 8/29/14 from 10:15 AM
until 11:00 AM. Client #1 watched a
movie, and client #3 looked out the
window of his bedroom. Neither client #2
or client #4 were present during the
observation. The interim house manager
carried torn shoes into the office and
placed them on the floor. The interim
house manager asked client #3 if he
wanted his door shut. When client #3
stated, "Yes," she closed the door to his
room.

The interim house manager was
interviewed on 8/29/14 at 10:15 AM and
indicated the shoes were client #4's. She
stated client #3 "tore them up," and "He
usually goes after electricals." She stated
client #3 "Will go after staff," and
indicated he would remove female staff
shirts and bras. She indicated client #3
had removed her shirt and bra within the
last week. She indicated staff brought
extra clothing and bras to work in the
event client #3 removed their shirts and
bras. When asked if an incident report
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had been completed regarding the
incident, she stated, "I'm trying to find
time. I haven't done it yet." She indicated
she did not feel she was in harms way
when client #3 removed her shirt. She
stated client #1 "has been very, very
calm" since client #2 was removed from
the home. She stated "When [client #2]
was here I felt I was in danger. He (client
#2) likes to get them riled up. When he
gets [client #1] riled up, it's crazy."

Observations were completed at a guest
group home for client #2 on 8/29/14 from
1:00 PM until 1:15 PM. Client #2 was the
only client in the home and was watching
TV with staff #7. His medications were
unlocked in a duffle bag with client #2's
clothing. Staff #7 was relieved by the
interim house manager at 1:15 PM.

Client #2 was interviewed on 8/29/14 at
1:10 PM. He indicated he had refused his
medications of Latuda and Depakote last
evening. He stated the Depakote "make
you fat," as he had looked up the side
effects and Latuda "makes me shaky."

The interim house manager was
interviewed on 8/29/14 at 1:15 PM and
indicated client #2 was not going to
return to the group home.

Observations were completed on 9/5/14
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from 1:30 PM until 2:17 PM at the hotel
where client #2 was staying. Client #2's

medications were unlocked on the table.
Client #2's glasses had tape on both ear

pieces at the hinge.

Client #2 was interviewed on 9/5/14 at
1:30 PM and stated he "was afraid of
staff" and "feel like going in to a
behavior," and "they lied to me." He
indicated he had been taken out of school.
He indicated his medications had been
adjusted and stated, "They lied about a lot
of stuff, said I was suicidal, told me to go
into behaviors."

Observations were completed on 9/8/14
from 8:20 PM until 8:45 PM. Staff #11
indicated the clients were all in bed.

Staff #11 was interviewed on 9/8/14 at
8:30 PM and stated the house "was much
calmer and the tension level had
decreased significantly." She further
stated "[Client #1's] behaviors had
significantly decreased since he left the
home." She indicated client #1 had an
incident of urinating on the floor over the
weekend and had cleaned it up. When
asked what his plan was, she stated "Staff
made him clean it up and then mopped
the area after he had left the room." Staff
#11 indicated client #3 had an incident of
removing 3 staff's shirts over the
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weekend as well. When asked what client
#3's plan was when he aggressed, she
stated "He has never aggressed against
me so [ don't know what his plan is."
When asked if she should know it in case
client #3 aggressed against her, she stated
"It would be a good idea."

Observations were completed on 9/9/14
from 9:10 AM until 10:05 AM. The
NDQ, the home manager, and clients #1
and #3 were present in the home. Client
#1 played video games, and client #3 was
in his room until staff prompted him to
go to the store with her. The NDQ stated
client #3 was in the group home "Because
he didn't get at least 7 hours of sleep and
it is in his behavior plan that anything
less than 7 hours of sleep is an antecedent
of his behaviors." The NDQ stated that
client #3 "cycles with his behavior of
removing shirts from women, but lately
he removes shirts from both men and
women." The NDQ stated that client #3
"gets a hold of a person's shirt and won't
let go until he has removed it and a
female's bra. She stated it is "Just easier
to let him have it than fighting against
him." When asked if the behavior could
be considered sexual assault, she stated,
"I hadn't thought of it as that." The NDQ
indicated that an Unusual Incident Report
had been filled out, but a BDDS report
had not been done. The NDQ indicated
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she was unable to write effective
behavior plans for clients #1 and #3 and
needed a behavior specialist to help with
their plans.

Management rounds in the home were
completed during the observation period
on 9/9/14 from 9:10 AM to 10:05 AM
and indicated a sign in time for the
rounds was noted, but in only one case
was an exit time noted indicating an
observation period of 45 minutes.

A BDDS report dated 8/29/14 was
reviewed on 9/9/14 at 4:30 PM and
indicated after returning from an outing
client #3 "suddenly lunged at staff and
ripped her shirt off. Second staff ran to
the house to get assistance and an extra
shirt for staff. As [client #3] came up the
walk, the NDQ was at the setting and
asked client #3 to go to his room and
calm. He came in the back door and then
lunged for the NDQ and ripped her shirt
off of her and pulled her hair. After she
was exposed, he lunged for a third staff
who was having a meeting with the NDQ.
He managed to pull this male staff to the
ground and ripped his shirt off. He then
kept attacking the male staff and they
ended up on the floor in several areas of
the office while the male staff was trying
to get away from him. NDQ called the
police for assistance in getting [client #3]
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calm." Corrective action indicated client
#3 was given a glass of water to help him
calm down. The police arrived just after
he was calm and stayed with her for
about 30 minutes to ensure he would not
have any more aggression. Staff started a
movie for him and turned on a fan for
him to help him cool off. He remained
calm but slightly agitated for the
remainder of the evening. [Client #3] has
a history of 'cycling' during seasonal
changes and when holidays are coming
up. He was in the van and may have been
hot from being out in the community.
This is a targeted behavior included in his
plan and staff followed the plan by giving
up their shirts. To ensure safety, a second
staff member was called in to work the
overnight shift so that two staff were
present in case he was to become
aggressive again. [Client #1] was not
injured."

Client #3's Replacement Skills Plan dated
5/13 was reviewed on 8/29/14 at 10:00
AM and indicated target behaviors of
physical aggression (pulling shirts,
pulling hair, scratching, grabbing others).
Client #3's plan indicated he was to be
offered sensory stimulation throughout
the day, and "Do not tell [client #3] 'NO,'
This agitates him and could lead to
physical aggression. Instead, redirect him
from the unwanted behavior to another
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task...If aggression occurs, ask [client #3]
to 'STOP.' Do NOT attempt a
CPI-approved escort. This further agitates
[client #3] and may escalate the
aggression. If [client #3] grabs staff by
the shirt front, staff should drop to the
ground and remain still until [client #3] is
done grabbing. It is thought that [client
#3] is not trying to hurt staff, but is
attempting to gain control in the situation.
Offer [client #3] something to put in his
hand (like a drink of water). This may
encourage him to let go of the staff
member he is aggressing on. If aggression
continues staff may need further staff
assistance by either helping physically or
calling for help."

A Report of Observation dated 8/20/14
written by the BS was reviewed on
9/10/14 at 12:21 PM and indicated the BS
had spent 6 hours at the group home on
8/20/14. Recommendations included
"After speaking with [clients #1 and #2],
this behaviorist has significant concerns
regarding [clients #1 and #2] living
together in the group home. Although
[clients #1 and #2] are around the same
age, they are at different developmental
levels. [Client #2] is teaching things to
[client #1] that he is not at the
developmental level to handle at this time
which is contributing to behavioral
outbursts. This behaviorist recommends
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that [client #2] move into a supported
living site where he can receive
individualized attention from staff and
maximize his opportunities in the
community...individual counseling is
necessary for [client #2] to process
through trauma from his past. Due to
reports of concern regarding sexual abuse
trauma, individual therapy with a
certified sexual abuse therapist would be
the most appropriate therapist to begin
working with him. There should be
regular staff meetings held to provide
continuing education and training on
appropriate proactive approaches to use
when interacting with the customers.
These staff meetings should be held
weekly. There should be daily schedules
developed for each customer to create a
meaningful day for them. There should
also be daily outings built into each
customer's schedule...."

The DoRS was interviewed on 9/10/14 at
10:55 AM and indicated it was the
responsibility of the CEO, DSS, DoRS,
QAD, the TM and the NDQ to ensure
policy and procedures were implemented
to protect clients and to ensure corrective
action was implemented as recommended
in investigations.

The facility's Reporting of Abuse and
Neglect dated 9/13 was reviewed on
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8/28/14 at 2:00 PM and indicated all
incidents of abuse and neglect would be
reported and investigated. The policy
indicated the investigation process would
include "A resolution for the
investigation including recommended
actions and policy/procedure changes."
9-3-2(a)
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WO000153 | 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.
WO000153 An incident report and BDDS 09/26/2014
Based upon observation, record review, and repo:t has;ezzr/‘1iorgf|?ftﬁd for the
. . . . events on . Staff have
interview, the facility failed for 2 of 2
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sampled clients (clients #1 and #2) and been re-trained on documentation
for 1 additional client (client #3) by of negative behaviors, and
. . . completing incident reports. The
failing to timely report allegations of Team Manager was trained on
sexual assault, client to client aggression, BDDS incident reporting
property destruction and an allegation of procedures on 9/24/14. To
missing money in accordance to state ensure the deficient practlce dges
1 not recur, and to provide ongoing
aw. monitoring, administrative staff
(including the CEO, Director of
Findings include: Support Services, Quality
Assurance Director, Team
1. Observations were completed at the Manager, Behavior Specialist)
group home on 8/26/14 from 7:05 PM have begn conducting daily .
. observations at the home, which
until 8:30 PM. Staff #1 opened the door includes observation of staff and
after unlocking a door alarm attached to client interactions, review of data
the front door. During the observation, on behaviors, review of
clients #1 and #2 sat on a sofa watching a communication Io.g for issues and
. . 'S ol had concerns, facility issues,
movie. Client #2's glasses had tape finances,and interviews with staff
around each of the ear pieces at the regarding their ability to
hinges. Client #2 attempted to kiss client implement the behavior support
#1 and to take a picture of him on his cell plans. pa|ly obse.rv.ahon's with the
i . above listed administrative staff
phone. When staff #2 intervened stating will continue through 10/31,
he should ask permission, client #2 unless issues continue to be
stated, "Why?, It's not pornography." noted during weekly onsite
Clients #3 and #4 were redirected from El'n::r:nl\g/lgr]:a%i?‘l\;l'r?/ %sa:fdthose
. . MiInu
the room by staff #1 and #2 when client meetings will indicate need to
#1 dug at his rectum through his shorts. extend observations and length of
Clients #1 and #2 were left alone when extension. The Services
they did not leave the room when Lﬁ?Dd.ers?p Tiasm, V‘,’h'Ch :Ecludes
; all Directors of Services, the
directed to do .so by staff #1 and.#2. Staff Quality Assurance Director and
#1 stated to clients #3 and #4, clients #1 CEO will meet at least twice a
and #2 "did not need an audience." Client month to review the status of
#1 then took 2 oranges from a fruit incident reports, as well as all
he kitch d outstanding investigation
arrangement on t .e itchen counter. an recommendations to ensure all
pressed them to his breasts, then client #2 there is a clear plan to ensure all
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raised his shirt exposing his breasts and recommendations are
squeezed them. Clients #1 and #2 took implemented. A Team Manager
K K weekly report has been
items from the kitchen drawers and threw implemented, that includes
them on the floor. Staff #3 and client #4 information related to incident
remained in the medication reports and followup. The Team
administration room/office while clients Manager, _ND/ Q and CEO wil
4 g4 ued ise thei . meet on-site weekly for no less
1 and #2 continued to raise their voices. than 6 weeks to review issues
Client #3 opened the door to his bedroom and concerns in the setting, and
and attempted to step into the adjacent how those issues will be resolved.
kitchen where clients #1 and #2 were, but After 6 weeks, the Director of
di d back i his bed b Residential Services will meet
was redirected back into his bedroom by with the Team Manager and
staff #1 and #2. Client #2 grabbed staff ND/Q on-site monthly, and the
#2 and tried to kiss her, then pushed her CEO will do an on-site visit at
into a wall. Client #1 placed a 3 inch least quarterly.
action figure in his mouth and tried to
force the entire figure into his mouth.
Client #2 stated to staff #1 and #2, "I
didn't have my meds (medications)
today," and indicated his behavior
resulted from a failure to receive the
medications. At 8:00 PM, staff #3
arrived for her overnight shift and
completed medication administration for
client #4 started by staff #1 at 7:55 PM.
Staff #2 left the medication
administration area leaving staff #3 with
client #4, stating, "I can't leave her (staff
#1) alone out there," and indicated staff
#1 needed assistance. Clients #1 and #2
raised their voices loudly to each other,
and client #1 threatened to poke his eyes
out and throw feces. Staff #3 stayed in
the medication administration area/office
of the home with client #4 who paced
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back and forth. An interim house
manager arrived from another house at
8:00 PM to assist with client #1 and #2's
behavior. Client #4 paced from 7:55 PM
until 8:25 PM and was redirected from
leaving the medication room until staff
#3 indicated it was safe for client #4 to
leave the area. Staff #3 stated to client #4,
"I know you want to leave, but it isn't
safe." The acting Network
Director/Qualified Developmental
Disabilities Professional (NDQ) talked
on the phone to client #1. After clients #1
and #2's voices lowered, client #4 left the
medication administration area. Client #1
wiped up a wet area in the kitchen at 8:30
PM with the interim house manager's
supervision. Staff #1 indicated client #2
was upstairs.

Staff #3 was interviewed on 8/26/14 at
8:01 PM. She apologized to the surveyor
for client #1 and #2's behavior and stated,
"They feed off each other." When asked
if client #1 and #2's behavior was
common, she stated, "Yes." She stated
client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.
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The interim house manager was
interviewed on 8/26/14 at 8:30 PM and
indicated client #1 had urinated on the
floor and was mopping it up.

During observation at the group home on
8/27/14 from 6:25 AM until 8:53 AM,
client #1 poured his cereal and took a
shower. Staff #2 was alone with clients
#1 and #2 from 7:15 AM until the
conclusion of the observation.

During observations at the group home
on 8/27/14 from 7:10 AM until 9:30 AM,
client #1 made himself a bowl of cereal.
He had 2 bruises quarter sized on his
upper left arm and lower left arm.

Staff #3 was interviewed on 8/27/14 at
7:10 AM and stated the bruises were
from a fall "last Friday. He was trying to
get to [client #2], spilled water, slipped
and fell."

Behavior and medical observations
(progress notes) were reviewed on
8/27/14 at 8:53 AM and indicated the
following:

For client #1: 8/26/14 from 3:00 PM until
9:00 PM; "He got a little worked up
today, but calmed himself down."
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For client #2: 8/26/14; 1:00 PM until
8:00 PM; arguing with staff, ...did not
give personal space...."

There was no evidence of an incident
report for client #1's property destruction,
inappropriate language, threats to throw
feces, poke his eyes out or of his
urination on the floor. There was no
evidence of an incident report for client
#2's sexual assault, physical aggression,
or inappropriate language.

The interim house manager was
interviewed on 8/27/14 at 9:15 AM and
indicated there had not been a report
filled out for clients #1 and #2 regarding
their behaviors on 8/26/14 from 7:15 PM
until 8:28 AM. No report of the incident
was provided.

The Network Director/Qualified
Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and stated, "This behavior is
every other day. Everything is chaotic."
She indicated staff had difficulty finding
the time to complete incident reports with
the behaviors in the home and that there
was an issue with reports being destroyed
by clients.

The facility's investigations were
reviewed on 8/28/14 at 3:40 PM and
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indicated the following:

An investigation dated 5/30/14 indicated
client #1's father had dropped the money
off on 5/16/14 and left the money with
staff #8. Staff (unidentified) placed the
money in the Team Manager's (TM) desk
drawer. When staff #8 came back to work
on 5/19/14, he told the TM the money
was in the desk drawer, but it was not
found. The investigation indicated the
whereabouts of the missing money had
not been determined and would be
reimbursed to client #1 by the facility.
This incident was reported late-it was
realized that the money was missing on
5/19/14 by the TM, however it was not
reported to the ND/Q until 5/21/14, who
completed at (sic) BDDS report on
5/22/14." An attached BDDS report dated
5/21/14 indicated $40.00 left by client
#1's father and found missing on 5/19/14
at the group home was missing and
would be investigated.

A BDDS report included in an
investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
went to work on 7/23/14, [client #2]
made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
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on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. [Client #2] does have a
history of inaccurate communication and
false reporting. Writer (DSS) asked her if
she reported the incident to anyone, and
she said she included it on an incident
report that she left on the desk in the
group home office. This writer could not
locate the incident report, and neither
could the [NDQ]. An investigation is
underway. The report indicated staff #9
had left employment of the facility and
her file would be marked ineligible for
rehire due to her failure to report
abuse/neglect.

Observations were completed on 9/9/14
from 9:10 AM until 10:05 AM. The
NDQ, the home manager, and clients #1
and #3 were present in the home. Client
#1 played video games, and client #3 was
in his room until staff prompted him to
go to the store with her. The NDQ stated
client #3 was in the group home
"Because he didn't get at least 7 hours of
sleep and it is in his behavior plan that
anything less than 7 hours of sleep is an
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WO000157

antecedent of his behaviors." The NDQ
stated that client #3 "cycles with his
behavior of removing shirts from women,
but lately he removes shirts from both
men and women." The NDQ stated that
client #3 "gets a hold of a person's shirt
and won't let go until he has removed it
and a female's bra. She stated it is "Just
easier to let him have it than fighting
against him." When asked if the behavior
could be considered sexual assault, she
stated, "I hadn't thought of it as that."
The NDQ indicated that an Unusual
Incident Report had been filled out, but a
BDDS report had not been completed.

9-3-2(a)

483.420(d)(4)

STAFF TREATMENT OF CLIENTS

If the alleged violation is verified, appropriate
corrective action must be taken.

Based upon observation, record review, and
interview for 2 of 2 sampled clients (#1 and

WO000157 Client #2 was moved from the
group home and with the
assistance of BDDS, received a
CIH Medicaid Waiver. He is now

09/26/2014
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#2) plus 1 additional client (#3), the facility receliving suppgrted Ii.ving.
failed to develop and implement effective services, and since his exit from
. . R the group home, there has been
corrective action to address the physically an exponential decrease in
aggressive and intimidating behavior of negative behaviors exhibited,
clients #1 and #2 after a history of their especially from client #1. The
behavior had been identified. The facility Behavior ponsultant has revised
. . . the Functional Behavior
failed to develop and implement effective Assessments (FBA) and Behavior
corrective action to address client #3's Support Plans (BSP) for clients
physically aggressive behavior. #1, #3 and #2.Guardian consent
and Human Rights Committee
s approval has been obtained, and
F lude:
indings include Behavior Consultant has trained
. staff on the revised plans. New
Observations were completed at the tracking has been implemented to
group home on 8/26/14 from 7:05 PM gather more comprehensive
until 8:30 PM. Staff #1 opened the door informgtion related to
after unlocking a door alarm attached to behaviors,so that data can be
. . used to make revisions to the
the front door. During the observation, plans on an ongoing basis. An
clients #1 and #2 sat on a sofa watching a investigation was completed for
movie. Client #2's glasses had tape the incident that occurred on
around each of the ear pieces at the 8/29/ _14 with chgnt #3. A? ,
. . . . mentioned previously, client #3’s
hinges. Client #2 attempted to kiss client BSP has been revised, and new
#1 and to take a picture of him on his cell tracking is in place to gather more
phone. When staff #2 intervened stating useful data to determine
he should ask permission, client #2 antecedents to behaviors,
4. "Why?. It's not hy " patterns, and how he responds to
stated, Y+, IUS not pornography. specific consequences. To
Clients #3 and #4 were redirected from ensure the deficient practice does
the room by staff #1 and #2 when client not recur, and to provide ongoing
#1 dug at his rectum through his shorts. monitoring, administrative staff
Clhi #1 and 2 left al h (including the CEO, Director of
1ent§ an were lett alone when Support Services, Quality
they did not leave the room when Assurance Director, Team
directed to do so by staff #1 and #2. Staff Manager, Behavior Specialist)
#1 stated to clients #3 and #4, clients #1 have been conducting daily
d#2 "did d di " Cli observations at the home, which
an 1d not need an au 1ence.. tent includes observation of staff and
#1 then took 2 oranges from a fruit client interactions, review of data
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arrangement on the kitchen counter and on behaviors,review of
pressed them to his breasts, then client #2 commumcatnoP Io.g for issues and
. S . . concerns, facility issues,
raised his shirt, exposing his breasts and finances,and interviews with staff
squeezed them. Clients #1 and #2 took regarding their ability to
items from the kitchen drawers and threw implement the behavior support
them on the floor. Staff #3 and client #4 plans. Pa"y obse.rv.atlon.s with the
. . . above listed administrative staff
remained in the medication will continue through 10/31,
administration room/office while clients unless issues continue to be
#1 and #2 continued to raise their voices. noted during weekly onsite
Client #3 opened the door to his bedroom meeting of CEO, N,D/ Q, and
d d . he adi Team Manager. Minutes of those
and attempted to step into the adjacent meetings will indicate need to
kitchen where clients #1 and #2 were, but extend observations and |ength of
was redirected back into his bedroom by extension. The Team Manager
staff #1 and #2. Client #2 grabbed staff ggslg;tnateqtfor the home pr?v;d;efs
. . irect,on-site supervision of sta
#2 and tried to. kiss her, then pus.hed her in the setting, and will provide
into a wall. Client #1 placed a 3 inch ongoing training and guidance.
action figure in his mouth and tried to The previous ND/Q for the home
force the entire figure into his mouth. rr:laDslge:n rte)ass?]pecé, "f}_%d aQne‘l’f’t
. " as been hired. The Quality
C.hent #2 stated to staff #1 .anq #2,"1 Assurance Director is acting as
didn't have my meds (medications) ND/Q on an interim basis while
today," and indicated his behavior the new ND/Q completes training
resulted from a failure to receive the ar;d p;Cﬁmes;aTn;fa.r V\t/rl1th :}he
. individuals and staff in the home.
medications. At 8:00 PM, staff #3 The ND/Q will be in the home no
al’l‘lved fOl‘ hel‘ Ovemlght Shlft and less than twice per week (the
completed medication administration for ND/Q is responsible for 2 homes)
client #4 started by staff #1 at 7:55 PM. to grov'de_sﬁff’w'ts'?f”’dq“'datzce
L and oversight to staff. Once the
Staff #2 lefF the medlcat.lon ) new person demonstrates
administration area leaving staff #3 with competency with the individual’'s
client #4, stating, "I can't leave her (staff support and behavior plans to the
#1) alone out there," and indicated staff 'QA|DdaTjd' CEt?’ ShetW'll beh s
#1 needed assistance. Clients #1 and #2 included in observation scheauies
] ] ; and expected to supervise the
raised their voices loudly to each other, home. The Services Leadership
and client #1 threatened to poke his eyes Team, which includes all
out and throw feces. Staff #3 stayed in Directors of Services, the Quality
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the medication administration area/office Assurance Director and CEO will
of the home with client #4 who paced :g\e;:ztvszuezztt;\t”;siisgmonth to
back and forth. An interim house investigation recommendations to
manager arrived from another house at ensure all there is a clear plan to
8:00 PM to assist with client #1 and #2's ensure all recommendations are
behavior. Client #4 paced from 7:55 PM |mp|<|zmentec:t. ’: Tebam Manager
o . weekly report has been

until 8:25 PM and was redirected from implemented, that includes
leaving the medication room until staff information related to incident
#3 indicated it was safe for client #4 to reports and follow up. The Team
leave the area. Staff #3 stated to client #4, Manager, ND/Q and CEO wil
"I know you want to leave, but it isn't meet on-site weekly for no less

Y ’ ’ than 6 weeks to review issues
safe." The acting Network and concerns in the setting, and
Director/Qualified Developmental how those issues will be resolved.
Disabilities Professional (NDQ) talked gfterd6 V‘{eTkSS the Dlref:”tor Oft

. . esidential Services will mee
on the phon.e to client #1. A.fter clients #1 with the Team Manager and
and #2's voices lowered, client #4 left the ND/Q on-site monthly,and the
medication administration area. Client #1 CEO will do an on-site visit at
wiped up a wet area in the kitchen at 8:30 least quarterly.
PM with the interim house manager's
supervision. Staff #1 indicated client #2
was upstairs. There was no evidence of
the Director of Quality Assurance (DQA)
during the observation.
Staff #1 was interviewed on 8/26/14 at
7:05 PM and indicated the door was
alarmed to notify staff if the clients left
the home.
Staff #1 and #2 were interviewed on
8/26/14 at 7:55 PM, and indicated client
#1 and #2's behavior occurred frequently
and they had been re-assigned from
another home due to the staff turnover of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: C1KF11 Facility ID: 000995 If continuation sheet Page 70 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G481

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE

532 RIDGEVIEW
COLUMBUS, IN 47203

00

X3) DATE SURVEY

COMPLETED
09/12/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

the home. They indicated staff that had
previously worked in the home had left
employment of the facility.

Staff #3 was interviewed on 8/26/14 at
8:01 PM. She apologized to the surveyor
for client #1 and #2's behavior and stated,
"They feed off each other." When asked
if client #1 and #2's behavior was
common, she stated, "Yes." She stated
client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.

The interim house manager was
interviewed on 8/26/14 at 8:30 PM and
indicated client #1 had urinated on the
floor and was mopping it up.

During observation at the group home on
8/27/14 from 6:25 AM until 8:53 AM,
client #1 poured his cereal and took a
shower. Staff #2 was alone with clients
#1 and #2 from 7:15 AM until the
conclusion of the observation.

Staff #3 was interviewed again on
8/27/14 at 6:50 AM and indicated
sometimes clients #1 and #2 would get
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up at night, but would watch TV.

Staff #2 was interviewed on 8/27/14 at
7:28 AM. She indicated staff usually
works alone from 7:00 AM to 12:00 PM
unless there were three clients in the
home at which time another staff would
be brought in to work in the home. She
indicated she was covering the shift for
the interim house manager and she would
arrive at 9:00 AM to relieve her (staff
#2).

Behavior and medical observations
(progress notes) were reviewed on
8/27/14 at 8:53 AM and indicated the
following:

For client #1:

8/26/14 from 3:00 PM until 9:00 PM;
"He got a little worked up today, but
calmed himself down."

8/21/14; "Multiple behaviors this
evening from 2:45 PM until 7:45
PM...Incredibly inappropriate on several
different occasions tonight."

6/24/14; "Threatened to kill cops,
urinated on floor."

6/24/14; "Threatened to kill kid" and
"taken to [mental health facility]."
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6/23/14; "Showed private parts out
window."

6/8/14; "Called cops and placed in hand
cuffs."

For client #2:

8/26/14; 1:00 PM until 8:00 PM; arguing
with staff, ...did not give personal
space...."

8/18/14; "argumentative; glasses broken
by another individual...."

8/4/14; "had behavior, went to the
hospital...."

8/3/14; "was in a behavior when staff got
here...."

7/28/14; "attacked staff and breaking
things...."

6/17/14; "Tried going into [client #1's
room]."

6/11/14; "Yelling, screaming and
throwing items."

The facility's reportable incidents to the
Bureau of Developmental Disabilities
Services (BDDS) were reviewed on
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8/27/14 at 1:45 PM and included the
following:

For client #1:

A BDDS report dated 5/25/14 indicated
client #1 was aggressive, hitting, spitting,
throwing objects and attempting to
urinate on staff. Staff called 911 and
police handcuffed and transported him to
the hospital to be evaluated. The report
indicated client #1's hip was x-rayed due
to an earlier fall, and had not received his
evening medications "due to spitting
them out at staff." Client #1 was
transported back home by ambulance
"due to trying to work back up in a
behavior and threatening to crash my
(Team Manager) car." Corrective action
indicated a plan was being generated to
address his behavior and prevent future
incidents.

A BDDS report dated 6/7/14 indicated
client #1 called 911 after "escalating into
behaviors." The report indicated staff
called the security system to notify them
it was a false alarm so fire trucks would
not arrive. Plan to resolve indicated client
#1 "Has many proactive measures written
into his behavior plan. Staff were
following his plan during the incident.
[Client #1] currently does not have a
psychiatrist and Life Designs has been
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looking for one for him. He has been
turned down by four different
facilities/offices." The report indicated
client #1's primary care physician had
ordered increases in medications which
are awaiting Human Rights Committee
(HRC) approval. "Life Designs has also
explored possible in-patient facilities to
look into [client #1's] medication regiman
(sic), but has been unsuccessful in
locating a facility that is willing to admit
[client #1]. Staff will continue to follow
[client #1's] behavior plan and Life
Designs will continue to locate a
psychiatrist to manager [client #1's]
medication and continue to explore
in-patient options."

A BDDS report dated 6/24/14 indicated
client #1 was physically aggressive and
inappropriate with staff. The police were
called and hand cuffed client #1 after he
threatened to use their guns to kill them.
Client #1 was placed in a spit proof mask
and transported to the hospital after he
tried to urinate on the police officers.
Client #1 was admitted to a mental health
facility. Corrective action indicated the
mental health facility would monitor
client #1. The report indicated client #1
was admitted for 7 days and his
psychiatric medications had been
adjusted.
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A BDDS report dated 7/27/14 indicated
client #1's relative asked client #2 if he
had touched client #1 inappropriately and
client #2 indicated client #1 had touched
him inappropriately. Corrective action
indicated the incident would be
investigated and "Life Designs will
ensure the roommate and [client #2] are
not left alone in a room without
supervision at anytime...."

A BDDS report dated 8/11/14 indicated
client #2 told client #1 the dessert looked
like "sperm." The report indicated client
#1 yelled "sperm" throughout the house
and urinated on the floor. Client #1
scratched client #2 leaving four
superficial scratch marks and picked up a
table leg and attempted to hit client #2
with it. The report indicated client #2
continued to "agitate" client #1 and client
#1 "refused to leave [client #2] alone."
Client #1 "was screaming at [client #2]
through the door...At one point, [client
#2] came downstairs and continued to
agitate [client #1]. [Client #1's] behavior
continued for another hour or two with
periods of calm and then re-escalation."
The report indicated an IDT
(interdisciplinary team) meeting would
be scheduled for 8/13/14 to address the
incident.

A BDDS report dated 8/12/14 indicated
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throughout the morning client #1 "was
having behaviors," and would calm
periodically. He attempted to "go after a
roommate, but was blocked by staff." He
intentionally had a bowel movement in
the hallway and threw feces at staff.
Client #1 attempted to grab staff sexually
between her legs and attempted to push
past staff to get at his roommate
(unidentified). A second staff was called
to assist and the unidentified client was
placed in a room to keep him away from
client #1. Client #1 attempted to put
utensils under the locked door including a
knife. 911 was called and client #1 was
arrested and the police "were pressing
charges that included two counts of
battery with bodily fluid and one count of
sexual battery." The report indicated
client #1's relative posted bond and he
spent the evening at their home.
Corrective action indicated there was an
emergency IDT planned for 8/13/14 to
address the situation.

A Plan for Extra Support dated 8/13/14
was reviewed on 9/8/14 at 4:00 PM and
indicated the following:

"Short Term-[Director of Quality
Assurance] will work 10:00-8:00
(AM/PM not indicated) Mon. and Tues.
[Behavior Specialist] will work
10:00-4:00 (AM/PM not indicated) on
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Wed.

[Director of Residential Services (DoRS)
will work Thurs and Fri (time not
indicated).

[DQA] will focus on individual goals and
1:1 community involvement, as well as
staff training and development, [BS] will
focus on behavior strategies and
interventions, as well as staff training and
development. [DoRS] will focus on work
with [client #1] and one peer doing daily
activities in and around the house. She
will reinforce positive interactions and
pro-social behavior. She will also work
with staff to train (sic)."

Mid Term: The plan indicated new staff
members would be hired including a
Team Manager, Team Lead and Medical
Coordinator. The CEO (Chief Executive
Officer) "is exploring ...Day Program
Services. She is following up with the
[police department]. [NDQ] is contacting
[psychiatric services provider], to
determine what resources are
available...for emergency care. [DoRS] is
following up with [staff at mental health
provider] to determine what resources are
available through her agency for
emergency care. She is [mental health
provider's] liaison with the Police
Department.
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Longer Term: Begin exploration of a
waiver setting for Supported Living in a
smaller setting."

For client #2:

A BDDS report dated 6/10/14 indicated
client #2 had "behavior issues most of the
day." Client #2 "followed clients around
the house saying inappropriate things
about them." Client #2 was "yelling at
peers," and "stomping through the
house," and hitting the walls. Client #2
knocked over a beverage into the other
clients' pizza by pushing the table as they
were eating and pounded the table with
his hands. Client #2 pushed staff to the
floor. Client #2 threatened to call police.
It was "questionable" if client #2 pushed
client #4, as staff saw client #4 take a
step backwards "as if he was pushed" by
client #2. The report indicated client #4
could not speak for himself. The report
indicated client #2 continued to bang on
walls of the home, "yell" and attempted
to wake clients up after they were in their
bedrooms. Client #2 "yelled at [client #1]
and he started crying." Client #1 went to
the office to eat his dinner, and client #2
started "ramming" into staff to get to
client #1. Client #1 began "crying
uncontrollably." Corrective action
indicated client #2 had been admitted to
the group home on 5/2/14 and the facility

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

C1KF11  Facility ID:

000995 If continuation sheet

Page 79 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G481

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
09/12/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
532 RIDGEVIEW
COLUMBUS, IN 47203

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

was attempting to secure psychiatric
services to address client #2's behaviors.
Staff will continue to follow client #2's
behavior plan to address his behaviors
and take action to prevent peers from
experiencing verbal and physical abuse.

A BDDS report indicated client #2 "had
been upset for much of the day on 8/2/14.
He had pushed group home staff and a
temporary staff on different occasions
through out the day...Around 7:45 PM
staff called NDQ and reported that [client
#2] had threatened to hurt himself and
staff and was threatening to get a knife.
NDQ advised the staff to hang up and
call 911. Just after hanging up with the
group home staff, the temporary agency
staff called the NDQ and told her [client
#2] had a knife and was trying to get in
the locked office door." The temporary
staff and client #1 were locked in the
office, and "the group home staff (who
was in the common area of the house
with [client #2] managed to get [client
#2] to give her the knife and slid it under
the locked office door." Police arrived
and client #2 agreed to go to his room.
The police indicated to the NDQ they
could not transport client #2 to the
hospital for evaluation. Corrective action
indicated sharps would now be locked in
the home and an Interdisciplinary (IDT)
team meeting would be held to discuss
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the incident "and what changes can be
made to ensure all remain safe."” The
NDQ "will review [client #2's] behavior
plan to determine what changes need to
be made."

A BDDS report dated 8/4/14 indicated
client #2 hit client #1 on his back and
pinched his neck while traveling in the
van. Client #2 was "flipping off"
(obscene gesture) other drivers, attempted
to open the van door while it was moving
and "at one point he acted as if he was
going to grab the wheel of the vehicle
while it was moving and stated he didn't
care if they all died in a crash." After
returning home "the behavior continued.
He blocked staff (unidentified) in the
bathroom and would not let her get past
him." Corrective action indicated the
NDQ was conducting an IDT meeting
regarding the incident on 8/2/14 when
she was informed of the current incident
and advised staff to call 911. The NDQ
met the police at the home and requested
they transport client #2 to the hospital for
evaluation and treatment. Once at the
hospital, client #2 refused treatment and
since he is his own guardian the hospital
could not admit him. The discharge
orders from the hospital indicated if
client #2 became aggressive again, staff
should call police and have client #2
arrested/jailed. Client #1 did not sustain
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injury during the incident. Corrective
action indicated an IDT would be
scheduled to address the incidents.

A BDDS report dated 8/18/14 indicated
client #2 told staff while watching a
movie client #1 had put his hands down
client #2's pants and touched his penis
and tried to put his hands down the back
of his pants "to smell his poop." Shortly
after the incident client #1 broke client
#2's glasses. Corrective action indicated
the clients were not to be left in a room
alone without supervision and an
investigation would be completed.

Client #1's record was reviewed on
8/27/14 at 12:20 PM. A Replacement
Skills Plan (RSP) dated 9/13/13 indicated
target behaviors of ruminating, anxiety,
non-compliance, verbal/non-verbal
threats, physical aggression/threats of
physical aggression. There was no
evidence of a revision of client #1's plan
since 9/13/13.

Client #2's record was reviewed on
8/27/14 at 12:20 PM. A RSP dated 5/8/14
indicated target behaviors of tantrum,
property destruction and verbal
aggression. There was no evidence of
revision to client #2's plan since 5/8/14.

The Network Director/Qualified
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Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and stated, "This behavior is
every other day. Everything is chaotic.
I've had to call the police 5 times in 3
weeks. The behavior is escalating. On
Saturday, August 2, (2014), he (client #2)
threatened staff. They barricaded
themselves in the office. He grabbed a
butcher knife and tried to pry open the
door. [Client #1] was locked in the office
too. They (clients #1 and #2) terrorize
each other and everyone else in the
house." She indicated client #2 slapped
client #1 and pushed staff in the past. She
indicated client #1 now spoke of sexual
issues and stated client #1 "had no sexual
talk before [client #2] came here (to the
group home)." She stated while shopping
at a store client #2 talked to client #1 to
"solicit" an 8 year old girl and then
picked up the phone and used the F***
word over the intercom repeatedly. She
said the 8 year old girl's mother was with
her and no harm came to the girl. Client
#2 "admitted he had egged [client #1] on"
later. We're trying to do everything we
can here. When asked about a behavioral
specialist, she indicated she had
attempted to involve a behavior
specialist, but stated, "it hasn't been
solidified." The NDQ indicated she
(NDQ) wrote the plans, and the behavior
specialist had visited the home, but the
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clients had not exhibited maladaptive
behavior during her visit. She indicated
the behavior specialist was scheduled to
come to the home today, but was unable
to come due to unknown reasons. She
stated, "I can't keep up with the plans.
Their behaviors are escalating" and in
regards to the involvement of a
behavioral specialist "It's really needed."
She indicated client #1 was arrested on
8/12/14 and taken to jail for sexual
battery to staff. She indicated client #1's
psychiatrist wanted to take him off
medication to address his behaviors, but
the guardian didn't agree. She stated
client #2 was his own guardian and says
he "runs the house." When asked if the
clients injured one another during
behaviors, she stated, "I would say it's
more emotional abuse." She indicated
both clients #1 and #2 had threatened
each other with a butcher knife and the
knives were now locked up in the house.
She indicated there were no IDT
meetings available to address the
situation. She indicated the meeting on
8/4/14 had been interrupted by the
behavior incident on 8/4/14. She
indicated client #2's plan did not address
physical aggression as she had not been
able to update the plan as yet.

During observations at the group home
on 8/27/14 from 12:25 PM until 1:30
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PM, clients #1, #2, and #3 were present
in the home. Client #2 pursed his lips as
if he would spit out whipped cream
during lunch. Client #2 repeatedly
knocked on the office door and raised his
voice to ask to go on an outing and
stated, "They say I'm provocative."
During the observation, client #2
repeatedly banged on the door. Client #1
asked client #2 to stop banging on the
door. The interim house manager and the
NDQ were present in the home. There
was no evidence of the Behavior
Specialist in the home during the
observations. Client #2 stated "**** no"
when asked if he wanted a job by the
NDQ. At 1:05 PM, client #2 crushed a
Styrofoam cup in his hand while standing
in the office. He then grabbed his
program book and began reading it. He
stated as he read the book "I didn't lie,"
and "[Staff #3] has beautiful hand
writing."

The facility's investigations were
reviewed on 8/28/14 at 3:40 PM and
indicated the following:

An investigation dated 5/30/14 indicated
client #1's father had dropped the money
off on 5/16/14 and left the money with
staff #8. Staff (unidentified) placed the
money in the Team Manager's (TM) desk
drawer. When staff #8 came back to work
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on 5/19/14, he told the TM the money
was in the desk drawer, but it was not
found. The investigation indicated the
whereabouts of the missing money had
not been determined and would be
reimbursed to client #1 by the facility.
The investigation indicated "Transactions
appear to be only documented by TM.
Services Administrative Assistant [name]
reported that she has not gotten complete
financial documentation from customers
at [group home], and what she has
received is not well organized...."
Findings of the investigation indicated
"Based on review of financial records, as
well as report from the Team Manager,
customer finances in the home are not
being maintained in accordance with Life
Designs' policies. Staff received money
for a customer, but did not document
receipt of that money, and did not
document it as a deposit into the
customer's house account. This makes it
impossible to determine what may have
happened to it...." Recommendations
indicated staff would be retrained and
implement management of client finances
in accordance with facility procedures
and the NDQ would be trained on on-call
reporting procedures.

An investigation dated 6/12/14 indicated
on 6/10/14 client #2 "was in a poor mood
due to feeling like he was being blamed
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for things. He started yelling at a staff
member while another staff was gone,
pushing her and trying to knock her over.
At one point they think he might have
possibly pushed [client #4]...He was
verbally abusing staff and roommates
yelling obscenities and saying they were
all stupid." Recommendations indicated
"Staff to continue following behavior
plan. Medical coordinator to continue to
look for a psychiatrist for [client #2]."

An investigation dated 7/1/14 indicated
the allegation was unsubstantiated "Based
upon the discrepancies in [client #1's]
interview and his agitated state during the
described incident, this writer cannot
substantiate the allegation of verbal
abuse. Investigator noted through
observation and subsequent interviews
that [staff #9's] overall tone when
interacting with customers is quite loud
and overbearing, which in direct
opposition to the stated steps in [client
#1's] Behavior Support Plan.
Recommendations included "Behavior
Specialist will complete an observation
of a shift when [staff #9] is working to
assess her communication style and
interactions with the customers. She will
then provide additional training based on
her observations. Behavioral Specialist
and ND/Q will review the Behavior
Support Plan and retrain staff to ensure
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consistency of implementation.
Retraining will include ways to
effectively communicate with individuals
in both a proactive and reactive way.
DoRS (Director of Residential Services),
DoSS, and QAD will perform follow up
observations weekly for a period of one
month and will share findings with
ND/Q, Behavior Specialist, and other
positions completing observations. A
Behavioral Observations and
Recommendations dated 7/17/14
indicated "It appears that the interactions
between [client #1] and [staff #9] are
appropriate. Behaviorist will follow up
with the home as needed to ensure that
the staff and customers interact and work
well together. It is recommended that if
concerns continue to arise, the
behaviorist be informed and a training be
held for staff to educate them on
respectful and proactive approaches to
use with clients." Observations dated
7/9/14 from the QAD and on 7/4/24 from
the DoRS were included in the
investigative packet. A BDDS report
included in the investigation dated
6/24/14 indicated client #1 alleged staff
#9 had told him to "shut up ****" and
had stated to his mother after being asked
if the group home was the right place for
him stated, "No, they don't know how to
handle me." The report indicated the
incident would be investigated.
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A BDDS report included with an
investigation dated 7/8/14 indicated
client #1's relative sent an e-mail with
receipt to a BDDS Generalist for items
she purchased for client #1 "attached is a
receipt for [client #1's] basic needs which
are not being met by Life Designs for:
shoes, allergy meds (medications),
shaver, light bulb for room, frames for
correct prescription glasses and a
haircut." The report indicated client #1's
relative indicated he had "NEVER" been
taken for a haircut in seven months and
he had been wearing "old (wrong script
(prescription)) glasses." He was taken to
hospital for a week with "NO glasses and
has very poor vision. I have been told his
glasses are taken off his face to 'gain
compliance." The report indicated client
#1's relative indicated he had a broken
femur and "not believed after I begged
for him to see a dr (sic) for three weeks!
Was made to kneel for hours because he
wouldn't get up with a broken bone. Was
made to walk to bathroom on a broken
femur (sic) the reply to my concern by
male RN (registered nurse) was 'we don't
have a urinal here.' For [client #1] is very
symptomatic because he has not had his
physician ordered allergy meds for a
week, because they were 'out.' Has a
blister on his foot from sandals that don't
fit. When I tried to find his athletic
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shoes(he had two pairs grey and black) he
has one black tennis shoe. He has had
$60.00 stolen from him and has been told
by staff he has no money because he has
broken stuff. Has had numerous dvd's
(sic) stolen. Please take him swimming
once a month! I have asked from day one
in sept (sic) to get him a library card. Still
no library card. He loves books and
movies!... The basic lack of needs being
met have (sic) brought me to a breaking
point. I have tried to be supportive of
staff but I feel like no one really cares or
wants to put in the effort. That is sad and
frustrating for a parent." Corrective
action indicated an unannounced visit
was being planned for 7/9/14. An
investigation into the incident dated
7/11/14 indicated the allegations were
"Partially substantiated, the findings
support part of how the alleged event was
described, but not entirely. HAD BEEN
SUBSTANTIATED IN PREVIOUS
INVESTIGATION...It appears that there
was missing money, [client #1] did not
have glasses during a period of time, hair
cut appointment was not scheduled
regularly, and since leaving day program
there has not been a set activity schedule.
There was no broken leg and [client #1's]
hip problem related (sic) to the growth
plate issue. The money issue was dealt
with in May, but recommendations have
not been completed at the time of this
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investigation. Investigation notes dated
1/10/14 (sic) indicated client #1's fracture
was a congenital problem where his
femur bone slid off his growth plate, and
[client #1's] glasses had been removed to
prevent breakage during behavior. [Client
#1] was on his way to the optometrist
when he was hospitalized and glasses
have since been replaced." Shoes were
lost during behavior (date unspecified),
but has just had new ones purchased. "It
does not appear that [client #1] has had a
haircut during his time at [group home]
according to reports from staff and NDQ"
Recommendations indicated in part
"Establish an activity schedule and share
with his parents, include library in
weekly activities," complete
recommendations from 6/24/14 regarding
staff interactions, and complete
recommendations from 5/23/14
investigation (regarding missing money).

Client #1's activity schedule was
reviewed on 9/8/14 at 4:00 PM and failed
to include weekly library time as
indicated in the recommendation of the
investigation dated 7/11/14.

A BDDS report included in an
investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
went to work on 7/23/14, [client #2]
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made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. [Client #2] does have a
history of inaccurate communication and
false reporting. Writer (DSS) asked her if
she reported the incident to anyone, and
she said she included it on an incident
report that she left on the desk in the
group home office. This writer could not
locate the incident report, and neither
could the [NDQ]. An investigation is
underway. The group home is 2-story,
and both [client #1 and #2's] bedrooms
are on the second floor. [Client #1's] (sic)
is on the main floor. Staff will be
instructed to be on the same floor as
[client #1] at all times to ensure adequate
supervision." The investigation into the
incident dated 8/7/14 indicated during
interview on 8/6/14 with staff #9
indicated client #1 had said "vulgar
things in the past including having sex
with children and police officers,
screaming 'penis' and 'vagina' and
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rubbing his genitals on open windows,"
and staff #9 "believes that [client #1's]
sexual advances are sincere." Staff #9
indicated she had completed an Unusual
Incident Report and placed it on a desk in
the group home office. Staff #10
indicated she had witnessed client #1
come downstairs, but had not seen him
go into any rooms upstairs. She indicated
all four of the clients remained in the
living room watching TV. She stated
"That's how I do it when it's just me-I
wanna keep my eyes on all of them." A
note included in the investigation
regarding client #2's behavior dated
8/2/14 "describes a litany of threats and
inappropriate actions made by [client #2]
on that day. Those relevant to this
investigation are as follows: ...[Client #2]
keeps talking about having sex with
[client #1], saying that he's going to ta
ke his clothes off and stand in front of
[client #1's] door telling him to come
have sex with him...This account
establishes what appears to be a pattern
for [client #2's] behaviors-he becomes
upset, begins acting out, then uses the
incident to make an appeal about his
living situation. It also establishes the
sexual nature of [client #2's] comments
and behaviors, specifically that he is
initiating them towards [client #1]...."
The investigation indicated the allegation
was not substantiated, "Given [client
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#2's] history of lying, the specific nature
of this allegation, and the testimony of
[client #'1's] [relative] who was called on
the phone during the incident, it seems
extremely unlikely that the even occurred
as [client #2] describes...[client #1] did
invade the privacy of the other
roommates in the house by entering their
rooms, but was by all accounts an act
meant to bother, not abuse...It is apparent
to this writer (DQA) that [client #2] is a
high functioning individual with a strong
grasp on sexual activities and their
meanings. It is also well documented that
he continually tries to provoke reactions
from roommates and specifically targets
[client #1]. It is also the opinion of this
writer that [client #2] has a very poor
grasp of sexual activities and their
meanings, and is very persuadable given
his level of functioning. Indeed in this
writer's casual interactions with residents
at [group home] over the past few weeks,
it has almost always been [client #2]
engaging [client #1]-not the other way
around. Coupled with the intensity of
their individual behaviors and the many
issues that have arisen between these two
at [group home] over the past month it is
strongly recommended that the placement
of these two individuals in the same
setting be seriously questioned...."
Actions taken included: An IDT will
convene to seriously consider alternative
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placement for [client #2]... The [group
home] staff should begin meeting at least
once every one to two weeks to discuss
current behaviors and strategies for
addressing them. Involvement by all
members of the team including DoRS,
QAD, and Behaviorist is recommended."

An investigation dated 8/22/14 into the
incident involving client #2's allegation
on 8/18/14 that client #1 had touched his
penis and attempted to put his hands
down the back of client #2's] pants
indicated "Based on [client #1's] own
admission, it is substantiated that he
touched [client #2] inappropriately.
Throughout the evening, [client #2]
engaged in persistent behaviors in order
to provoke a negative reaction from
[client #1]. During the time of the event,
there were 2 staff on shift, one working
with another individual in the home and
the other preparing to pass medications."
Recommendations included "Behavior
Plan for [client #1] should be reviewed
by the [IDT], with at a minimum, a
proactive strategy added that indicates he
should not be unsupervised with [client
#2] at any time. [NDQ] should complete
this by 9/5/14. Behavior Support Plan for
[client #2] should be reviewed by the
[IDT], with particular attention to
strategies related to verbal aggression
(which includes teasing others). A
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proactive strategy should be added that
indicated he should not be left
unsupervised with [client #1] at any time.
[NDQ] should complete this by 9/5/14.
All staff should be immediately
instructed that [client #1] and [client #2]
should not be left together unsupervised.
Additionally they should be retrained on
the updated BSPs (Behavior Support
Plans) by the [NDQ] after revisions are
completed."

Observations were completed at the
group home on 8/29/14 from 10:15 AM
until 11:00 AM. Client #1 watched a
movie, and client #3 looked out the
window of his bedroom. Neither client #2
or client #4 were present during the
observation. The interim house manager
carried torn shoes into the office and
placed them on the floor. The interim
house manager asked client #3 if he
wanted his door shut. When client #3
stated, "Yes," she closed the door to his
room.

The interim house manager was
interviewed on 8/29/14 at 10:15 AM and
indicated the shoes were client #4's. She
stated client #3 "tore them up," and "He
usually goes after electricals." She stated
client #3 "Will go after staff," and
indicated he would remove female staff
shirts and bras. She indicated client #3
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had removed her shirt and bra within the
last week. She indicated staff brought
extra clothing and bras to work in the
event client #3 removed their shirts and
bras. When asked if an incident report
had been completed regarding the
incident, she stated, "I'm trying to find
time. [ haven't done it yet." She indicated
she did not feel she was in harms way
when client #3 removed her shirt. She
stated client #1 "has been very, very
calm" since client #2 was removed from
the home. She stated "When [client #2]
was here I felt I was in danger. He (client
#2) likes to get them riled up. When he
gets [client #1] riled up, it's crazy."

Observations were completed at a guest
group home for client #2 on 8/29/14 from
1:00 PM until 1:15 PM. Client #2 was the
only client in the home and was watching
TV with staff #7. His medications were
unlocked in a duffle bag with client #2's
clothing. Staff #7 was relieved by the
interim house manager at 1:15 PM.

Staff #11 was interviewed on 9/8/14 at
8:30 PM and stated the house "was much
calmer and the tension level had
decreased significantly." She further
stated "[Client #1's] behaviors had
significantly decreased since he left the
home." She indicated client #1 had an
incident of urinating on the floor over the
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weekend and had cleaned it up. When
asked what his plan was, she stated "Staff
made him clean it up and then mopped
the area after he had left the room." Staff
#11 indicated client #3 had an incident of
removing 3 staff's shirts over the
weekend as well. When asked what client
#3's plan was when he aggressed, she
stated "He has never aggressed against
me so [ don't know what his plan is."
When asked if she should know it in case
client #3 aggressed against her, she stated
"It would be a good idea."

Observations were completed on 9/9/14
from 9:10 AM until 10:05 AM. The
NDQ, the home manager, and clients #1
and #3 were present in the home. Client
#1 played video games, and client #3 was
in his room until staff prompted him to
go to the store with her. The NDQ stated
client #3 was in the group home "Because
he didn't get at least 7 hours of sleep and
it is in his behavior plan that anything
less than 7 hours of sleep is an antecedent
of his behaviors." The NDQ stated that
client #3 "cycles with his behavior of
removing shirts from women, but lately
he removes shirts from both men and
women." The NDQ stated that client #3
"gets a hold of a person's shirt and won't
let go until he has removed it and a
female's bra. She stated it is "Just easier
to let him have it than fighting against
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him." When asked if the behavior could
be considered sexual assault, she stated,
"I hadn't thought of it as that." The NDQ
indicated she was unable to write
effective behavior plans for clients #1 and
#3 and needed a behavior specialist to
help with their plans.

Management rounds in the home were
completed during the observation period
on 9/9/14 from 9:10 AM to 10:05 AM
and indicated a sign in time for the
rounds was noted, but in only one case
was an exit time noted indicating an
observation period of 45 minutes.

A BDDS report dated 8/29/14 was
reviewed on 9/9/14 at 4:30 PM and
indicated after returning from an outing
client #3 "suddenly lunged at staff and
ripped her shirt off. Second staff ran to
the house to get assistance and an extra
shirt for staff. As [client #3] came up the
walk, the NDQ was at the setting and
asked client #3 to go to his room and
calm. He came in the back door and then
lunged for the NDQ and ripped her shirt
off of her and pulled her hair. After she
was exposed, he lunged for a third staff
who was having a meeting with the NDQ.
He managed to pull this male staff to the
ground and ripped his shirt off. He then
kept attacking the male staff and they
ended up on the floor in several areas of
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the office while the male staff was trying
to get away from him. NDQ called the
police for assistance in getting [client #3]
calm." Corrective action indicated client
#3 was given a glass of water to help him
calm down. The police arrived just after
he was calm and stayed with her for
about 30 minutes to ensure he would not
have any more aggression. Staff started a
movie for him and turned on a fan for
him to help him cool off. He remained
calm but slightly agitated for the
remainder of the evening. [Client #3] has
a history of 'cycling' during seasonal
changes and when holidays are coming
up. He was in the van and may have been
hot from being out in the community.
This is a targeted behavior included in his
plan and staff followed the plan by giving
up their shirts. To ensure safety, a second
staff member was called in to work the
overnight shift so that two staff were
present in case he was to become
aggressive again. [Client #1] was not
injured."

Client #3's Replacement Skills Plan dated
5/13 was reviewed on 8/29/14 at 10:00
AM and indicated target behaviors of
physical aggression (pulling shirts,
pulling hair, scratching, grabbing others).
Client #3's plan indicated he was to be
offered sensory stimulation throughout
the day, and "Do not tell [client #3] 'NO,'
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This agitates him and could lead to
physical aggression. Instead, redirect him
from the unwanted behavior to another
task...If aggression occurs, ask [client #3]
to 'STOP.' Do NOT attempt a
CPI-approved escort. This further agitates
[client #3] and may escalate the
aggression. If [client #3] grabs staff by
the shirt front, staff should drop to the
ground and remain still until [client #3] is
done grabbing. It is thought that [client
#3] is not trying to hurt staff, but is
attempting to gain control in the situation.
Offer [client #3] something to put in his
hand (like a drink of water). This may
encourage him to let go of the staff
member he is aggressing on. If aggression
continues staff may need further staff
assistance by either helping physically or
calling for help."

A Report of Observation dated 8/20/14
written by the BS was reviewed on
9/10/14 at 12:21 PM and indicated the BS
had spent 6 hours at the group home on
8/20/14. Recommendations included
"After speaking with [clients #1 and #2],
this behaviorist has significant concerns
regarding [clients #1 and #2] living
together in the group home. Although
[clients #1 and #2] are around the same
age, they are at different developmental
levels. [Client #2] is teaching things to
[client #1] that he is not at the
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developmental level to handle at this time
which is contributing to behavioral
outbursts. This behaviorist recommends
that [client #2] move into a supported
living site where he can receive
individualized attention from staff and
maximize his opportunities in the
community...individual counseling is
necessary for [client #2] to process
through trauma from his past. Due to
reports of concern regarding sexual abuse
trauma, individual therapy with a
certified sexual abuse therapist would be
the most appropriate therapist to begin
working with him. There should be
regular staff meetings held to provide
continuing education and training on
appropriate proactive approaches to use
when interacting with the customers.
These staff meetings should be held
weekly. There should be daily schedules
developed for each customer to create a
meaningful day for them. There should
also be daily outings built into each
customer's schedule...."

The DoRS was interviewed on 9/10/14 at
10:55 AM and indicated it was the
responsibility of the CEO, DSS, DoRS,
QAD, the TM and the NDQ to ensure
policy and procedures were implemented
to protect clients and to ensure corrective
action was implemented as recommended
in investigations.
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9-3-2(a)
WO000159 | 483.430(a)
QUALIFIED MENTAL RETARDATION
PROFESSIONAL
Each client's active treatment program must
be integrated, coordinated and monitored by
a qualified mental retardation professional.
Based upon record review and interview, WO000159 | Active treatment schedules are 09/26/2014
the facility failed for 2 of 2 sampled now in place for all individuals
i 8 living in the home, and staff have
clients (clients #1 and #2) to ensure the been trained on
QIDP (Qualified Intellectual Disabilities implementation,including the
Professional) completed periodic reviews importance of supporting the
of their ISP (Individual Support Plans) clients to be actively engaged in
biccti failed dated activities throughout the day. The
objectives, faile to. ensure update ) schedules are reviewed regularly
schedules were available to staff, failed at team meetings to ensure they
to ensure staff were trained to implement remain relevant and consistent
client plans, failed to ensure behavior with the,'nt?r,eSts and ISF,) goals
d 1 d and failed of each individual. Functional
ata was co ) ected an .a1 ed to .ensure assessments have been revised
the human rights committee reviewed for all clients in the home, and will
client plans with restrictive interventions. be reviewed at the next 2 support
team meetings to develop
Findi include: relevant,meaningful goals. Staff
ndings melude: will in turn be trained on the goals
in order to implement them in a
1. Client #1's record was reviewed on consistent way. The Behavior
8/27/14 at 12:20 PM. His ISP dated gonstv'ta”fga; revised the
.1 .. unctional Behavior
9./21/1'3 indicated ObJCCtIV.eS to make a Assessments (FBA) and Behavior
side dish, call mom and discuss three Support Plans (BSP) for all clients
topics, choose activity of choice, return in the home,as well as for client
receipt after purchase, chew food #2. Guardian consent and Human
atel d t medicati Rights Committee approval has
appropriately, and pop out medication been obtained, and Behavior
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from dispenser pack' There was no Consultant has trained staff on
evidence of a Qualified Intellectual the revised plans. T,h,e Behaylor
. . X . Consultant has participated in
Disabilities Professional (QIDP) review weekly team meetings to gather
of the progress of client #1's objectives. additional feedback from staff
related to behaviors, as well as
Client #2's record was reviewed on 'Snrizpatcﬁt'rgiswn't:hs::?::tzsel:lveing
. ' | | Wi | . W
8/27/14 at 12:20 PM. Client #2's ISP tracking has been implemented to
dated included 5/8/14 indicated gather more comprehensive
"complete laundry, maintain schedule on information related to behaviors,
a schedule board, communicate accurate so Fh'at data can be used to make
i . her's boundari revisions to the plans on an
information, respect other's boun arle§ ongoing basis To ensure the
and personal space, complete transaction deficient practice does not recur,
and return receipt, learn address, phone and to provide ongoing
number and provider name, pop out monitoring, administrative staff
dication fi K di d (including the CEO, Director of
me 1(.:at1(.)n rom packet an 1nto.me . Support Services, Quality
(medication) cup, brush teeth twice daily, Assurance Director, Team
and exercise by walking 20-30 minutes Manager, Behavior Specialist)
weekly." There was no evidence of a have been conducting daily
lified Intellectual Disabiliti observations at the home, which
Quali 1e. nte e.c ual 1sabiiities includes observation of staff and
Professional review of the progress of client interactions, review of data
client #2's objectives. on behaviors,review of
communication log for issues and
. . concerns, facility issues,
The Network .Dlre'c.t(.)r/Quahﬁe(.i finances,and interviews with staff
Intellectual Disabilities Professional regarding their ability to
indicated on 9/9/14 at 3:28 PM there implement the behavior support
were no reviews of the clients' objectives PlbanS- lI:')atII)c/j Ot:jse_rv_ailor:'s Wltth 1the
. " above listed administrative sta
by the QIDF to review. She stated, "They will continue through 10/31,
are behind. unless issues continue to be
noted during weekly onsite
2. The QIDP failed to ensure staff meeting of CEO, ND/Q, and
. Team Manager. Minutes of those
demonstrated competency to implement 2 . o
) o meetings will indicate need to
of 2 sampled clients' (clients #1 and #2) extend observations and length of
supervision level to address maladaptive extension. The Team Manager
behavior, and failed to demonstrate designated for the home provides
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competency to implement 1 additional direct,on-site supervision of staff
client's behavior plan (client #3). Please n thg settln.g,. and wil prowde
ongoing training and guidance.
see WI91. The previous ND/Q for the home
has been reassigned, and a new
3. The QIDP failed for 2 of 2 sampled ND/Q has been hired. The Quality
clients (#1 and #2), to provide an updated Assurance Dllrect.or IS agtlng as
. ND/Q on an interim basis while
active treatment schedule for staff to the new ND/Q completes training
follow. Please see W250. and becomes familiar with the
individuals and staff in the home.
4. The QIDP failed for 2 of 2 sampled The ND/Q will be in the home no
. . . less than twice per week (the
clients (clients #1 and #2) to ensure their ND/Q is responsible for 2 homes)
behavior program data was documented. to provide supervision, guidance
Please see W252. and oversight to staff. Once the
new person demonstrates
. competency with the individual's
5. The QIDP failed for 2 of 2 sampled support and behavior plans to the
clients (clients #1 and #2), to ensure the QAD and CEO, she will be
facility's Human Rights Committee included in observation schedules
(HRC) reviewed and approved plans that and expected to supervise the
. .. home. A monthly report has
included the use of medication to address been developed, to be completed
behavior. Please see W262. by the ND/Q for each individual,
summarizing services they have
9-3-3(a) received. It includes data related
to behavior, including the date of
the Behavior Support Plan, and
when HRC approval was
obtained. Each monthly report will
be submitted to the CEO for
review for a period of no less than
3 months. That review process
will be taken over by the Director
of Residential Services after at
least 3 consecutive months of
complete reports reviewed by the
CEO. The monthly report will be
disseminated to Individual
Support Team members for
review as well. The ND/Q will
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WO000164

483.430(b)(1)

complete a quarterly Quality
Assurance Review to ensure all
required plans for each individual
in the home are current and HRC
approval has been obtained. The
QA review is submitted to the
DRS, as well as the Quality
Assurance Director for tracking
and trending purposes. On an
ongoing basis, all Team Meeting
minutes will be submitted to the
DORS and CEO for review. The
Services Leadership Team,
comprised of all Directors of
Services, as well as the Quality
Assurance Director and CEO, will
meet at least twice per month to
discuss incident reports,
investigation outcomes and
recommendations, survey status
and general concerns/ issues
related to all service areas. The
Quality Assurance Director will
complete a monthly report that
summarized QA results each
month, which is submitted to the
CEO to be included as part of the
monthly report to the LifeDesigns
Board of Directors. The Team
Manager, ND/Q and CEO will
meet on-site weekly for no less
than 6 weeks to review issues
and concerns in the setting, and

how those issues will be resolved.

After 6 weeks, the Director of
Residential Services will meet
with the Team Manager and
ND/Q on-site monthly, and the
CEO will do an on-site visit at
least quarterly.
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PROFESSIONAL PROGRAM SERVICES
Each client must receive the professional
program services needed to implement the
active treatment program defined by each
client's individual program plan.
WO000164 Client #2 was moved from the 09/26/2014
Based on observation, record review and group home and with the )
. . . assistance of BDDS, received a
interview for 2 of 2 sampled clients CIH Medicaid Waiver. He is now
(clients #1 and #2), and for 2 additional receiving supported living
clients (clients #3 and #4), the facility services, and since his exit from
failed to assure the professional program the group ho.me, there ha; been
. L. . an exponential decrease in
services clinician (behavioral consultant) negative behaviors exhibited,
was available in the group home to especially from client #1. The
develop and ensure implementation of Behavior Consultant has revised
their behavior plans. the Functional Behavior .
Assessments (FBA) and Behavior
Support Plans (BSP) for all clients
Findings include: in the home,as well as client #2.
Guardian consent and Human
Observations were completed at the Rights Committee approval has
group home on 8/26/14 from 7:05 PM been obtained, and Behavior
until 8:30 PM. Staff #1 opened the door ConsuIFant has trained staff.on
. the revised plans.New tracking
after unlocking a door alarm attached to has been implemented to gather
the front door. During the observation, more comprehensive information
clients #1 and #2 sat on a sofa watching a related to behaviors, so that data
movie. Client #2's glasses had tape can be used to make revisions to
. the plans on an ongoing basis.
around each of the ear pieces at the From 9/28 to 10/4 the Behavior
hinges. Client #2 attempted to kiss client consultant will provide 6 days on
#1 and to take a picture of him on his cell site for 3 to 6 hours- she has
phone. When staff #2 intervened stating already been on site Sunday,
.. . Monday,Tuesday, Wednesday
he should ask permission, client #2 and Thursday of this week, and
stated, "Why?, It's not pornography." will be there again either Saturday
Clients #3 and #4 were redirected from or Sunday. She will provide
the room by staff #1 and #2 when client support from 10/5 forward to train
. . new staff, assess performance of
#1 dug at his rectum through his shorts. all and monitor effectiveness of
Clients #1 and #2 were left alone when strategies. A competency based
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they did not leave the room when assessment will be used to
directed to do so by staff #1 and #2. Staff ev?!uate .staff knowledge gnd
. . ability to implement behavior
#1 stated to clients #3 and #4, clients #1 support plans. All new staff will
and #2 "did not need an audience." Client receive training from the behavior
#1 then took 2 oranges from a fruit specialist before they are able to
arrangement on the kitchen counter and W_Ork alo.ne. Staff support needs
dth his b h lient # will be discussed at team
pressed them to his breasts, then client #2 meetings to determine where
raised his shirt, exposing his breasts and continued help is needed.
squeezed them. Clients #1 and #2 took Continued behavior support will
items from the kitchen drawers and threw bg t_WO da)ys lper Weele (:: hours
. minimum) plus weekly team
themion tl?e floor. St'aff #3 and client #4 meetings with all staff.
remained in the medication Additionally, the LifeDesigns
administration room/office while clients Behavior Consultant will train
#1 and #2 continued to raise their voices. Stepkhanle E;rygnt (;:ur_rrently
. . working as trainer for Team
Client #3 opened the c?oor to his Pedroom Manager) to provide additional
and attempted to step into the adjacent support to staff. Stephanie is a
kitchen where clients #1 and #2 were, but former Quality Assurance
was redirected back into his bedroom by Plrﬁ.c;tct)r ;"’?ho ISL lgsga“f'ed’
. acilitated the esigns
staff #1 a.nd #2. Chent #2 grabbed staff Human Rights Committee and
#2 and tried to kiss her, then pushed her has worked for group homes for 9
into a wall. Client #1 placed a 3 inch plus years. She was the Interim
action figure in his mouth and tried to Residential Director from October
f th tire fi into hi th 2013 to February 2014.
or.ce ¢ entire igure 1nto A1s mouth. Stephanie will work under the
Client #2 stated to staff #1 and #2, " supervision ofthe Behavior
didn't have my meds (medications) Specialist. To prevent the
today," and indicated his behavior deficient pr?-g]}lcs from i
. . recurrence,LifeDesigns’ policy
resul.ted.from a failure to receive the 3.3 3-Behavior Support has been
medications. At 8:00 PM, staff #3 revised to include a clear referral
arrived for her overnight shift and process in order to initiate
completed medication administration for |nvolve|mtent ofa ?ehawcr))r
. ialist in situati
client #4 started by staff #1 at 7:55 PM. Specials In sfuations where a
o new interfering behaviors occurs,
Staff #2 left the medication or existing behaviors increase in
administration area leaving staff #3 with frequency or intensity. The
client #4, stating, "I can't leave her (staff expectations and outcomes of the
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#1) alone out there," and indicated staff behavior specialist involvement
#1 needed assistance. Clients #1 and #2 ::f\é?rsles;gaesiﬂga?wegg?:i.t i.;theed
raised their voices loudly to each other, by any support team member at
and client #1 threatened to poke his eyes any time. Additionally, the group
out and throw feces. Staff #3 stayed in home ND/Qs meet at least twice
the medication administration area/office ggg?gxltg?z,?;:catﬁ;i;e_r
. . i i ices, i
of the home with client #4 who paced discussion includes a review of
back and forth. An interim house recent incidents related to
manager arrived from another house at behavior to ensure an adequate
8:00 PM to assist with client #1 and #2's D'a;.]tcO a??redss Islsues |sI in :)Iace,
. . ' and if not,to develop a plan to
beh.aV10r. Client #4 paced from 7:55 PM address those issues, including,
until 8:25 PM and was redirected from but not limited to,direct
leaving the medication room until staff involvement from the behavior
#3 indicated it was safe for client #4 to ;pemalrltsg The D|recrt]or of i
. upport Services, who reviews a
leave the area. Staff #3 stated t(? c.hent #4, BDDS incident reports, meets
"I know you want to leave, but it isn't with the behavior specialists at
safe." The acting Network least monthly to review status of
Director/Qualified Developmental llt\:lvgualls on Ehe'c; caiglo_la_ds.
e . e Services Leadership Team,
Disabilities Profes.smnal (NDQ) ta.llked which includes all Directors of
on the phone to client #1. After clients #1 Services, the Quality Assurance
and #2's voices lowered, client #4 left the Director and CEO will meet at
medication administration area. Client #1 !eazt tWt'CG a 'Tontzt_o reV't?W ;
. . . ) incident reports and investigation
Wlped'up a Wet ar.ea in the kitchen a't 8:30 recommendations to ensure all
PM with the interim house manager's there is a clear plan to ensure all
supervision. Staff #1 indicated client #2 recommendations are
was upstairs. There was no evidence of mpl;mente(:t. ':‘ Tebam Manager
. . weekly report has been
the Plrector of Qua.hty Assurance (DQA) implemented, that includes
during the observation. information related to incident
reports and follow up. The Team
Staff #1 was interviewed on 8/26/14 at Manfger: ND/Q akf;d fCEO VIV”'
P -sit
7:05 PM and indicated the door was meel on-sile weekly forno 1ess
) ) ) than 6 weeks to review issues
alarmed to notify staff if the clients left and concerns in the setting, and
the home. how those issues will be resolved.
After 6 weeks, the Director of
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Staff #1 and #2 were interviewed on
8/26/14 at 7:55 PM, and indicated client
#1 and #2's behavior occurred frequently
and they had been re-assigned from
another home due to the staff turnover of
the home. They indicated staff that had
previously worked in the home had left
employment of the facility.

Staff #3 was interviewed on 8/26/14 at
8:01 PM. She apologized to the surveyor
for client #1 and #2's behavior and stated,
"They feed off each other." When asked
if client #1 and #2's behavior was
common, she stated, "Yes." She stated
client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.

The interim house manager was
interviewed on 8/26/14 at 8:30 PM and
indicated client #1 had urinated on the
floor and was mopping it up.

During observation at the group home on
8/27/14 from 6:25 AM until 8:53 AM,
client #1 poured his cereal and took a
shower. Staff #2 was alone with clients
#1 and #2 from 7:15 AM until the

Residential Services will meet
with the Team Manager and
ND/Q on-site monthly,and the
CEO will do an on-site visit at
least quarterly.
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conclusion of the observation.

Staff #3 was interviewed again on
8/27/14 at 6:50 AM and indicated
sometimes clients #1 and #2 would get
up at night, but would watch TV.

Staff #2 was interviewed on 8/27/14 at
7:28 AM. She indicated staff usually
works alone from 7:00 AM to 12:00 PM
unless there were three clients in the
home at which time another staff would
be brought in to work in the home. She
indicated she was covering the shift for
the interim house manager and she would
arrive at 9:00 AM to relieve her (staff
#2).

Behavior and medical observations
(progress notes) were reviewed on
8/27/14 at 8:53 AM and indicated the
following:

For client #1:

8/26/14 from 3:00 PM until 9:00 PM;
"He got a little worked up today, but
calmed himself down."

8/21/14; "Multiple behaviors this
evening from 2:45 PM until 7:45
PM...Incredibly inappropriate on several
different occasions tonight."
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6/24/14; "Threatened to kill cops,
urinated on floor."

6/24/14; "Threatened to kill kid" and
"taken to [mental health facility]."

6/23/14; "Showed private parts out
window."

6/8/14; "Called cops and placed in hand
cuffs."

For client #2:

8/26/14; 1:00 PM until 8:00 PM; arguing
with staff, ...did not give personal
space...."

8/18/14; "argumentative; glasses broken
by another individual...."

8/4/14; "had behavior, went to the
hospital...."

8/3/14; "was in a behavior when staff got
here...."

7/28/14; "attacked staff and breaking
things...."

6/17/14; "Tried going into [client #1's
room]."

6/11/14; "Yelling, screaming and
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throwing items."

The facility's reportable incidents to the
Bureau of Developmental Disabilities
Services (BDDS) were reviewed on
8/27/14 at 1:45 PM and included the
following:

For client #1:

A BDDS report dated 5/25/14 indicated
client #1 was aggressive, hitting, spitting,
throwing objects and attempting to
urinate on staff. Staff called 911 and
police handcuffed and transported him to
the hospital to be evaluated. The report
indicated client #1's hip was x-rayed due
to an earlier fall, and had not received his
evening medications "due to spitting
them out at staff." Client #1 was
transported back home by ambulance
"due to trying to work back up in a
behavior and threatening to crash my
(Team Manager) car." Corrective action
indicated a plan was being generated to
address his behavior and prevent future
incidents.

A BDDS report dated 6/7/14 indicated
client #1 called 911 after "escalating into
behaviors." The report indicated staff
called the security system to notify them
it was a false alarm so fire trucks would
not arrive. Plan to resolve indicated client
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#1 "Has many proactive measures written
into his behavior plan. Staff were
following his plan during the incident.
[Client #1] currently does not have a
psychiatrist and Life Designs has been
looking for one for him. He has been
turned down by four different
facilities/offices." The report indicated
client #1's primary care physician had
ordered increases in medications which
are awaiting Human Rights Committee
(HRC) approval. "Life Designs has also
explored possible in-patient facilities to
look into [client #1's] medication regiman
(sic), but has been unsuccessful in
locating a facility that is willing to admit
[client #1]. Staff will continue to follow
[client #1's] behavior plan and Life
Designs will continue to locate a
psychiatrist to manager [client #1's]
medication and continue to explore
in-patient options."

A BDDS report dated 6/24/14 indicated
client #1 was physically aggressive and
inappropriate with staff. The police were
called and hand cuffed client #1 after he
threatened to use their guns to kill them.
Client #1 was placed in a spit proof mask
and transported to the hospital after he
tried to urinate on the police officers.
Client #1 was admitted to a mental health
facility. Corrective action indicated the
mental health facility would monitor
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client #1. The report indicated client #1
was admitted for 7 days and his
psychiatric medications had been
adjusted.

A BDDS report dated 7/27/14 indicated
client #1's relative asked client #2 if he
had touched client #1 inappropriately and
client #2 indicated client #1 had touched
him inappropriately. Corrective action
indicated the incident would be
investigated and "Life Designs will
ensure the roommate and [client #2] are
not left alone in a room without
supervision at anytime...."

A BDDS report dated 8/11/14 indicated
client #2 told client #1 the dessert looked
like "sperm." The report indicated client
#1 yelled "sperm" throughout the house
and urinated on the floor. Client #1
scratched client #2 leaving four
superficial scratch marks and picked up a
table leg and attempted to hit client #2
with it. The report indicated client #2
continued to "agitate" client #1 and client
#1 "refused to leave [client #2] alone."
Client #1 "was screaming at [client #2]
through the door...At one point, [client
#2] came downstairs and continued to
agitate [client #1]. [Client #1's] behavior
continued for another hour or two with
periods of calm and then re-escalation."
The report indicated an IDT
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(interdisciplinary team) meeting would
be scheduled for 8/13/14 to address the
incident.

A BDDS report dated 8/12/14 indicated
throughout the morning client #1 "was
having behaviors," and would calm
periodically. He attempted to "go after a
roommate, but was blocked by staff." He
intentionally had a bowel movement in
the hallway and threw feces at staff.
Client #1 attempted to grab staff sexually
between her legs and attempted to push
past staff to get at his roommate
(unidentified). A second staff was called
to assist and the unidentified client was
placed in a room to keep him away from
client #1. Client #1 attempted to put
utensils under the locked door including a
knife. 911 was called and client #1 was
arrested and the police "were pressing
charges that included two counts of
battery with bodily fluid and one count of
sexual battery." The report indicated
client #1's relative posted bond and he
spent the evening at their home.
Corrective action indicated there was an
emergency IDT planned for 8/13/14 to
address the situation.

A Plan for Extra Support dated 8/13/14
was reviewed on 9/8/14 at 4:00 PM and
indicated the following:
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[Behavior Specialist] will work
10:00-4:00 (AM/PM not indicated) on
Wed.

Longer Term: Begin exploration of a
waiver setting for Supported Living in a
smaller setting."

For client #2:

A BDDS report dated 6/10/14 indicated
client #2 had "behavior issues most of the
day." Client #2 "followed clients around
the house saying inappropriate things
about them." Client #2 was "yelling at
peers," and "stomping through the
house," and hitting the walls. Client #2
knocked over a beverage into the other
clients' pizza by pushing the table as they
were eating and pounded the table with
his hands. Client #2 pushed staff to the
floor. Client #2 threatened to call police.
It was "questionable" if client #2 pushed
client #4, as staff saw client #4 take a
step backwards "as if he was pushed" by
client #2. The report indicated client #4
could not speak for himself. The report
indicated client #2 continued to bang on
walls of the home, "yell" and attempted
to wake clients up after they were in their
bedrooms. Client #2 "yelled at [client #1]
and he started crying." Client #1 went to
the office to eat his dinner, and client #2
started "ramming" into staff to get to
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client #1. Client #1 began "crying
uncontrollably." Corrective action
indicated client #2 had been admitted to
the group home on 5/2/14 and the facility
was attempting to secure psychiatric
services to address client #2's behaviors.
Staff will continue to follow client #2's
behavior plan to address his behaviors
and take action to prevent peers from
experiencing verbal and physical abuse.
The report indicated an investigation
would be completed into the incident.

A BDDS report indicated client #2 "had
been upset for much of the day on 8/2/14.
He had pushed group home staff and a
temporary staff on different occasions
through out the day...Around 7:45 PM
staff called NDQ and reported that [client
#2] had threatened to hurt himself and
staff and was threatening to get a knife.
NDQ advised the staff to hang up and
call 911. Just after hanging up with the
group home staff, the temporary agency
staff called the NDQ and told her [client
#2] had a knife and was trying to get in
the locked office door." The temporary
staff and client #1 were locked in the
office, and "the group home staff (who
was in the common area of the house
with [client #2] managed to get [client
#2] to give her the knife and slid it under
the locked office door." Police arrived
and client #2 agreed to go to his room.
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The police indicated to the NDQ they
could not transport client #2 to the
hospital for evaluation. Corrective action
indicated sharps would now be locked in
the home and an Interdisciplinary (IDT)
team meeting would be held to discuss
the incident "and what changes can be
made to ensure all remain safe." The
NDQ "will review [client #2's] behavior
plan to determine what changes need to
be made."

A BDDS report dated 8/4/14 indicated
client #2 hit client #1 on his back and
pinched his neck while traveling in the
van. Client #2 was "flipping off"
(obscene gesture) other drivers, attempted
to open the van door while it was moving
and "at one point he acted as if he was
going to grab the wheel of the vehicle
while it was moving and stated he didn't
care if they all died in a crash." After
returning home "the behavior continued.
He blocked staff (unidentified) in the
bathroom and would not let her get past
him." Corrective action indicated the
NDQ was conducting an IDT meeting
regarding the incident on 8/2/14 when
she was informed of the current incident
and advised staff to call 911. The NDQ
met the police at the home and requested
they transport client #2 to the hospital for
evaluation and treatment. Once at the
hospital, client #2 refused treatment and
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since he is his own guardian the hospital
could not admit him. The discharge
orders from the hospital indicated if
client #2 became aggressive again, staff
should call police and have client #2
arrested/jailed. Client #1 did not sustain
injury during the incident. Corrective
action indicated an IDT would be
scheduled to address the incidents.

A BDDS report dated 8/18/14 indicated
client #2 told staff while watching a
movie client #1 had put his hands down
client #2's pants and touched his penis
and tried to put his hands down the back
of his pants "to smell his poop." Shortly
after the incident client #1 broke client
#2's glasses. Corrective action indicated
the clients were not to be left in a room
alone without supervision and an
investigation would be completed.

Client #1's record was reviewed on
8/27/14 at 12:20 PM. A Replacement
Skills Plan (RSP) dated 9/13/13 indicated
target behaviors of ruminating, anxiety,
non-compliance, verbal/non-verbal
threats, physical aggression/threats of
physical aggression. There was no
evidence of a revision of client #1's plan
since 9/13/13. There was no evidence of
a functional analysis of client #1's
behavior by a behavior specialist. There
was no evidence of involvement of a
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behavior specialist in the development or
implementation of his plan to address his
behavior.

Client #2's record was reviewed on
8/27/14 at 12:20 PM. A RSP dated 5/8/14
indicated target behaviors of tantrum,
property destruction and verbal
aggression. There was no evidence of
revision to client #2's plan since 5/8/14.
There was no evidence of a functional
analysis of client #2's behavior by a
behavior specialist. There was no
evidence of involvement of a behavior
specialist in the development or
implementation of his plan to address his
behavior.

During observations at the group home
on 8/27/14 from 12:25 PM until 1:30
PM, clients #1, #2, and #3 were present
in the home. Client #2 pursed his lips as
if he would spit out whipped cream
during lunch. Client #2 repeatedly
knocked on the office door and raised his
voice to ask to go on an outing and
stated, "They say I'm provocative."
During the observation, client #2
repeatedly banged on the door. Client #1
asked client #2 to stop banging on the
door. The interim house manager and the
NDQ were present in the home. There
was no evidence of the Behavior
Specialist in the home during the
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observations. Client #2 stated "**** no"
when asked if he wanted a job by the
NDQ. At 1:05 PM, client #2 crushed a
Styrofoam cup in his hand while standing
in the office. He then grabbed his
program book and began reading it. He
stated as he read the book "I didn't lie,"
and "[Staff #3] has beautiful hand
writing." There was no evidence of the
presence of a behavioral specialist in the
group home during the observation.

The NDQ was interviewed on 8/27/14 at
12:50 PM and indicated she was
attempting to secure employment for
client #2, and stated, "He won't
cooperate."

The facility's investigations were
reviewed on 8/28/14 at 3:40 PM and
indicated the following:

An investigation dated 6/12/14 indicated
on 6/10/14 client #2 "was in a poor mood
due to feeling like he was being blamed
for things. He started yelling at a staff
member while another staff was gone,
pushing her and trying to knock her over.
At one point they think he might have
possibly pushed [client #4]...He was
verbally abusing staff and roommates
yelling obscenities and saying they were
all stupid." Recommendations indicated
"Staff to continue following behavior
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plan. Medical coordinator to continue to
look for a psychiatrist for [client #2]."

An investigation dated 7/1/14 indicated
the allegation was unsubstantiated "Based
upon the discrepancies in [client #1's]
interview and his agitated state during the
described incident, this writer cannot
substantiate the allegation of verbal
abuse. Investigator noted through
observation and subsequent interviews
that [staff #9's] overall tone when
interacting with customers is quite loud
and overbearing, which in direct
opposition to the stated steps in [client
#1's] Behavior Support Plan.
Recommendations included "Behavior
Specialist will complete an observation
of a shift when [staff #9] is working to
assess her communication style and
interactions with the customers. She will
then provide additional training based on
her observations. Behavioral Specialist
and ND/Q will review the Behavior
Support Plan and retrain staff to ensure
consistency of implementation.
Retraining will include ways to
effectively communicate with individuals
in both a proactive and reactive
way....DoRS (Director of Residential
Services), DoSS, and QAD will perform
follow up observations weekly for a
period of one month and will share
findings with ND/Q, Behavior Specialist,
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and other positions completing
observations. A Behavioral Observations
and Recommendations dated 7/17/14
indicated "It appears that the interactions
between [client #1] and [staff #9] are
appropriate. Behaviorist will follow up
with the home as needed to ensure that
the staff and customers interact and work
well together. It is recommended that if
concerns continue to arise, the
behaviorist be informed and a training be
held for staff to educate them on
respectful and proactive approaches to
use with clients." Observations dated
7/9/14 from the QAD and on 7/4/24 from
the DoRS were included in the
investigative packet. A BDDS report
included in the investigation dated
6/24/14 indicated client #1 alleged staff
#9 had told him to "shut up ****" and
had stated to his mother after being asked
if the group home was the right place for
him stated, "No, they don't know how to
handle me."

A BDDS report included in an
investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
went to work on 7/23/14, [client #2]
made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
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on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. [Client #2] does have a
history of inaccurate communication and
false reporting. The group home is
2-story, and both [client #1 and #2's]
bedrooms are on the second floor. [Client
#1's] (sic) is on the main floor. Staff will
be instructed to be on the same floor as
[client #1] at all times to ensure adequate
supervision." The investigation into the
incident dated 8/7/14 indicated during
interview on 8/6/14 with staff #9
indicated client #1 had said "vulgar
things in the past including having sex
with children and police officers,
screaming 'penis' and 'vagina' and
rubbing his genitals on open windows,"
and staff #9 "believes that [client #1's]
sexual advances are sincere." Staff #9
indicated she had completed an Unusual
Incident Report and placed it on a desk in
the group home office. Staff #10
indicated she had witnessed client #1
come downstairs, but had not seen him
go into any rooms upstairs. She indicated
all four of the clients remained in the
living room watching TV. She stated
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"That's how I do it when it's just me-I
wanna keep my eyes on all of them." A
note included in the investigation
regarding client #2's behavior dated
8/2/14 "describes a litany of threats and
inappropriate actions made by [client #2]
on that day. Those relevant to this
investigation are as follows: ...[Client #2]
keeps talking about having sex with
[client #1], saying that he's going to take
his clothes off and stand in front of
[client #1's] door telling him to come
have sex with him...This account
establishes what appears to be a pattern
for [client #2's] behaviors-he becomes
upset, begins acting out, then uses the
incident to make an appeal about his
living situation. It also establishes the
sexual nature of [client #2's] comments
and behaviors, specifically that he is
initiating them towards [client #1]...."
The investigation indicated the allegation
was not substantiated, "Given [client
#2's] history of lying, the specific nature
of this allegation, and the testimony of
[client #'1's] [relative] who was called on
the phone during the incident, it seems
extremely unlikely that the even occurred
as [client #2] describes...[client #1] did
invade the privacy of the other
roommates in the house by entering their
rooms, but was by all accounts an act
meant to bother, not abuse...It is apparent
to this writer (DQA) that [client #2] is a
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high functioning individual with a strong
grasp on sexual activities and their
meanings. It is also well documented that
he continually tries to provoke reactions
from roommates and specifically targets
[client #1]. It is also the opinion of this
writer that [client #2] has a very poor
grasp of sexual activities and their
meanings, and is very persuadable given
his level of functioning. Indeed in this
writer's casual interactions with residents
at [group home] over the past few weeks,
it has almost always been [client #2]
engaging [client #1]-not the other way
around. Coupled with the intensity of
their individual behaviors and the many
issues that have arisen between these two
at [group home] over the past month it is
strongly recommended that the placement
of these two individuals in the same
setting be seriously questioned...."
Actions taken included: An IDT will
convene to seriously consider alternative
placement for [client #2]... The [group
home] staff should begin meeting at least
once every one to two weeks to discuss
current behaviors and strategies for
addressing them. Involvement by all
members of the team including DoRS,
QAD, and Behaviorist is recommended."

An investigation dated 8/22/14 into the
incident involving client #2's allegation
on 8/18/14 that client #1 had touched his
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penis and attempted to put his hands
down the back of client #2's] pants
indicated "Based on [client #1's] own
admission, it is substantiated that he
touched [client #2] inappropriately.
Throughout the evening, [client #2]
engaged in persistent behaviors in order
to provoke a negative reaction from
[client #1]. During the time of the event,
there were 2 staff on shift, one working
with another individual in the home and
the other preparing to pass medications."
Recommendations included "Behavior
Plan for [client #1] should be reviewed
by the [IDT], with at a minimum, a
proactive strategy added that indicates he
should not be unsupervised with [client
#2] at any time. [NDQ] should complete
this by 9/5/14. Behavior Support Plan for
[client #2] should be reviewed by the
[IDT], with particular attention to
strategies related to verbal aggression
(which includes teasing others). A
proactive strategy should be added that
indicated he should not be left
unsupervised with [client #1] at any time.
[NDQ] should complete this by 9/5/14.
All staff should be immediately
instructed that [client #1] and [client #2]
should not be left together unsupervised.
Additionally they should be retrained on
the updated BSPs (Behavior Support
Plans) by the [NDQ] after revisions are
completed."
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During observations at the group home
on 8/28/14 from 5:40 PM until 6:40 PM,
client #3 was in the living room looking
at a magazine. Client #1 watched staff #1
fry hamburgers and declined to
participate in preparing the meal when
staff #1 asked if he wanted to assist. The
DQA worked with client #4 on looking
up items on an electronic tablet. The
NDQ and the DQA left the home during
the observation.

Staff #1 was interviewed on 8/28/14 at
5:45 PM and indicated client #3 did not
attend school that day as he had received
sedative medication earlier that day to
attend a medical appointment.

The NDQ was interviewed on 8/28/14 at
6:25 PM and stated staff had called for
assistance by them to assist with client #2
who was being housed in a hotel nearby
as he was becoming "agitated."

Observations were completed at the
group home on 8/29/14 from 10:15 AM
until 11:00 AM. Client #1 watched a
movie, and client #3 looked out the
window of his bedroom. Neither client #2
or client #4 were present during the
observation. The interim house manager
carried torn shoes into the office and
placed them on the floor. The interim
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house manager asked client #3 if he
wanted his door shut. When client #3
stated, "Yes," she closed the door to his
room.

The interim house manager was
interviewed on 8/29/14 at 10:15 AM and
indicated the shoes were client #4's. She
stated client #3 "tore them up," and "He
usually goes after electricals." She stated
client #3 "Will go after staft," and
indicated he would remove female staff
shirts and bras. She indicated client #3
had removed her shirt and bra within the
last week. She indicated staff brought
extra clothing and bras to work in the
event client #3 removed their shirts and
bras. When asked if an incident report
had been completed regarding the
incident, she stated, "I'm trying to find
time. I haven't done it yet." She indicated
she did not feel she was in harms way
when client #3 removed her shirt. She
stated client #1 "has been very, very
calm" since client #2 was removed from
the home. She stated "When [client #2]
was here | felt I was in danger. He (client
#2) likes to get them riled up. When he
gets [client #1] riled up, it's crazy."

Staff #11 was interviewed on 9/8/14 at
8:30 PM and stated the house "was much
calmer and the tension level had
decreased significantly." She further
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stated "[Client #1's] behaviors had
significantly decreased since he left the
home." She indicated client #1 had an
incident of urinating on the floor over the
weekend and had cleaned it up. When
asked what his plan was, she stated "Staff
made him clean it up and then mopped
the area after he had left the room." Staff
#11 indicated client #3 had an incident of
removing 3 staff's shirts over the
weekend as well. When asked what client
#3's plan was when he aggressed, she
stated "He has never aggressed against
me so I don't know what his plan is."
When asked if she should know it in case
client #3 aggressed against her, she stated
"It would be a good idea."

Observations were completed on 9/9/14
from 9:10 AM until 10:05 AM. The
NDQ, the home manager, and clients #1
and #3 were present in the home. Client
#1 played video games, and client #3 was
in his room until staff prompted him to
go to the store with her. The NDQ stated
client #3 was in the group home
"Because he didn't get at least 7 hours of
sleep and it is in his behavior plan that
anything less than 7 hours of sleep is an
antecedent of his behaviors." The NDQ
stated that client #3 "cycles with his
behavior of removing shirts from women,
but lately he removes shirts from both
men and women." The NDQ stated that
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client #3 "gets a hold of a person's shirt
and won't let go until he has removed it
and a female's bra. She stated it is "Just
easier to let him have it than fighting
against him." When asked if the behavior
could be considered sexual assault, she
stated, "I hadn't thought of it as that."
The NDQ indicated that an Unusual
Incident Report had been filled out, but a
BDDS report had not been done. The
NDQ indicated she was unable to write
effective behavior plans for clients #1
and #3 and needed a behavior specialist
to help with their plans.

Management rounds in the home were
completed during the observation period
on 9/9/14 from 9:10 AM to 10:05 AM
and indicated a sign in time for the
rounds was noted, but in only one case
was an exit time noted indicating an
observation period of 45 minutes.

A BDDS report dated 8/29/14 was
reviewed on 9/9/14 at 4:30 PM and
indicated after returning from an outing
client #3 "suddenly lunged at staff and
ripped her shirt off. Second staff ran to
the house to get assistance and an extra
shirt for staff. As [client #3] came up the
walk, the NDQ was at the setting and
asked client #3 to go to his room and
calm. He came in the back door and then
lunged for the NDQ and ripped her shirt
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off of her and pulled her hair. After she
was exposed, he lunged for a third staff
who was having a meeting with the N
DQ. He managed to pull this male staff to
the ground and ripped his shirt off. He
then kept attacking the male staff and
they ended up on the floor in several
areas of the office while the male staff
was trying to get away from him. NDQ
called the police for assistance in getting
[client #3] calm." Corrective action
indicated client #3 was given a glass of
water to help him calm down. The police
arrived just after he was calm and stayed
with her for about 30 minutes to ensure
he would not have any more aggression.
Staff started a movie for him and turned
on a fan for him to help him cool off. He
remained calm but slightly agitated for
the remainder of the evening. [Client #3]
has a history of 'cycling' during seasonal
changes and when holidays are coming
up. He was in the van and may have been
hot from being out in the community.
This is a targeted behavior included in his
plan and staff followed the plan by giving
up their shirts. To ensure safety, a second
staff member was called in to work the
overnight shift so that two staff were
present in case he was to become
aggressive again. [Client #1] was not
injured."

Client #3's Replacement Skills Plan dated
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5/13 was reviewed on 8/29/14 at 10:00
AM and indicated target behaviors of
physical aggression (pulling shirts,
pulling hair, scratching, grabbing others).
Client #3's plan indicated he was to be
offered sensory stimulation throughout
the day, and "Do not tell [client #3] 'NO,'
This agitates him and could lead to
physical aggression. Instead, redirect him
from the unwanted behavior to another
task...If aggression occurs, ask [client #3]
to 'STOP.' Do NOT attempt a
CPI-approved escort. This further agitates
[client #3] and may escalate the
aggression. If [client #3] grabs staff by
the shirt front, staff should drop to the
ground and remain still until [client #3] is
done grabbing. It is thought that [client
#3] is not trying to hurt staff, but is
attempting to gain control in the situation.
Offer [client #3] something to put in his
hand (like a drink of water). This may
encourage him to let go of the staff
member he is aggressing on. If aggression
continues staff may need further staff
assistance by either helping physically or
calling for help."

A Report of Observation dated 8/20/14
written by the BS was reviewed on
9/10/14 at 12:21 PM and indicated the BS
had spent 6 hours at the group home on
8/20/14. Recommendations included
"After speaking with [clients #1 and #2],
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this behaviorist has significant concerns
regarding [clients #1 and #2] living
together in the group home. Although
[clients #1 and #2] are around the same
age, they are at different developmental
levels. [Client #2] is teaching things to
[client #1] that he is not at the
developmental level to handle at this time
which is contributing to behavioral
outbursts. This behaviorist recommends
that [client #2] move into a supported
living site where he can receive
individualized attention from staff and
maximize his opportunities in the
community...individual counseling is
necessary for [client #2] to process
through trauma from his past. Due to
reports of concern regarding sexual abuse
trauma, individual therapy with a
certified sexual abuse therapist would be
the most appropriate therapist to begin
working with him. There should be
regular staff meetings held to provide
continuing education and training on
appropriate proactive approaches to use
when interacting with the customers.
These staff meetings should be held
weekly. There should be daily schedules
developed for each customer to create a
meaningful day for them. There should
also be daily outings built into each
customer's schedule...." There was no
evidence the recommendations by the BS
had been implemented.
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door. [Client #1]

issues and stated

The Network Director/Qualified
Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and stated, "This behavior is
every other day. Everything is chaotic.
I've had to call the police 5 times in 3
weeks. The behavior is escalating. On
Saturday, August 2, (2014), he (client #2)
threatened staff. They barricaded
themselves in the office. He grabbed a
butcher knife and tried to pry open the

was locked in the office

too. They (clients #1 and #2) terrorize
each other and everyone else in the
house." She indicated client #2 slapped
client #1 and pushed staff in the past. She
indicated client #1 now spoke of sexual

client #1 "had no sexual

talk before [client #2] came here (to the
group home)." She stated while shopping
at a store client #2 talked to client #1 to
"solicit" an 8 year old girl and then
picked up the phone and used the F***
word over the intercom repeatedly. She
said the 8 year old girl's mother was with
her and no harm came to the girl. Client
#2 "admitted he had egged [client #1] on"
later. We're trying to do everything we
can here. When asked about a behavioral
specialist, she indicated she had
attempted to involve a behavior
specialist, but stated, "it hasn't been
solidified." The NDQ indicated she
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(NDQ) wrote the plans, and the behavior
specialist had visited the home, but the
clients had not exhibited maladaptive
behavior during her visit. She indicated
the behavior specialist was scheduled to
come to the home today, but was unable
to come due to unknown reasons. She
stated, "I can't keep up with the plans.
Their behaviors are escalating" and in
regards to the involvement of a
behavioral specialist "It's really needed."
She indicated client #1 was arrested on
8/12/14 and taken to jail for sexual
battery to staff. She indicated client #1's
psychiatrist wanted to take him off
medication to address his behaviors, but
the guardian didn't agree. She stated
client #2 was his own guardian and says
he "runs the house." When asked if the
clients injured one another during
behaviors, she stated, "I would say it's
more emotional abuse." She indicated
both clients #1 and #2 had threatened
each other with a butcher knife and the
knives were now locked up in the house.
She indicated there were no IDT
meetings available to address the
situation. She indicated the meeting on
8/4/14 had been interrupted by the
behavior incident on 8/4/14. She
indicated client #2's plan did not address
physical aggression as she had not been
able to update the plan as yet.
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9-3-3(a)
WO000186 | 483.430(d)(1-2)
DIRECT CARE STAFF
The facility must provide sufficient direct
care staff to manage and supervise clients in
accordance with their individual program
plans.
Direct care staff are defined as the present
on-duty staff calculated over all shifts in a
24-hour period for each defined residential
living unit.
Based on record review and interview for W000186 | Client #2 was moved from the 09/26/2014
2 of 2 sampled clients (clients #1 and #2) group home and with the
. . . assistance of BDDS, received a
and for 2 additional clients (clients #3 CIH Medicaid Waiver. He is now
and #4), the facility failed to ensure there receiving supported living
were adequate staff to meet the clients' services, and since his exit from
behavioral/programming needs. the group ho.me, there ha; been
an exponential decrease in
o . negative behaviors exhibited,
Findings included: especially from client #1. New
staff have been hired and trained
Observations were completed at the :\(/I)r the hom.ﬁ, anq ;[h,e Teatmff
) anager will maintain a sta
groyp home on 8/26/14 from 7:05 PM schedule to ensure sufficient staff
until 8:30 PM. Staff #1 opened the door at all times.The team will review
after unlocking a door alarm attached to the schedule weekly at meetings.
the front door. During the observation, Staff were retrained on physical
I #1 and #2 £ hi intervention strategies and how to
C 1en.ts .an sat on a sofa watching a keep safe by the CPI
movie. Client #2's glasses had tape Trainer.Additionally, staff have
around each of the ear pieces at the been trained by the Behavior
hinges. Client #2 attempted to kiss client Specialist on the revised BSPs. A
#1 and to tak - fhi hi 1 Crisis Intervention Plan has been
and to take a p1c ur.e ot him on 1s: ce developed and posted, outlining
phone. When staff #2 intervened stating who staff should call for
he should ask permission, client #2 assistance in instances of
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stated, "Why?, It's not pornography." extreme aggression. To ensure
Clients #3 and #4 were redirected from :Ziudregf:gr:) F:::ricvtilg: gzzzi:gt
the room by staff #1 and #2 when client monitoring, administrative staff
#1 dug at his rectum through his shorts. (including the CEO, Director of
Clients #1 and #2 were left alone when Support Services, Quality
they did not leave the room when sturanceBD:ec.tor,STearp ist)
. anager, Behavior Specialis
directed to do so by staff #1 and #2. Staff have been conducting daily
#1 stated to clients #3 and #4, clients #1 observations at the home, which
and #2 "did not need an audience." Client includes observation of staff and
#1 then took 2 oranges from a fruit client interactions, review of data
R on behaviors,review of
arrangement on th.e kitchen counter' and communication log for issues and
pressed them to his breasts, then client #2 concerns, facility issues,
raised his shirt, exposing his breasts and finances,and interviews with staff
squeezed them. Clients #1 and #2 took .regTrdlngtt:\Elr:br:hty.to .
. . implement the behavior suppo
items from the kitchen drawers ar}d threw plans. Daily observations with the
them on the floor. Staff #3 and client #4 above listed administrative staff
remained in the medication will continue through 10/31,
administration room/office while clients unltezsc;sgues con::nue t(')t be
. . . noted during weekly onsite
#l.and #2 continued to raise th.elr voices. meeting of CEO, ND/Q, and
Client #3 opened the door to his bedroom Team Manager. Minutes of those
and attempted to step into the adjacent meetings will indicate need to
kitchen where clients #1 and #2 were, but eX:e“d_ ObS_‘?LvatT'O“S a:ﬂd length of
. . . extension. The Team Manager
was redirected back into his bedroom by designated for the home provides
staff #1 and #2. Client #2 grabbed staff direct,on_site super\/ision of staff
#2 and tried to kiss her, then pushed her in the setting, and will provide
into a wall. Client #1 placed a 3 inch ?:90'”9 t'ram”rlng?gdf gutlgar;]ce.
. o . e previous or the home
action ﬁgure' in his mquth agd tried to has been reassigned, and a new
force the entire figure into his mouth. ND/Q has been hired. The Quality
Client #2 stated to staff #1 and #2, "I Assurance Director is acting as
didn't have my meds (medications) ":\D/ Q on;g/gtenm tl)atSIS ;’Vh”e
.. . . t ini
today," and indicated his behavior © new completes training
] ] and becomes familiar with the
resulted from a failure to receive the individuals and staff in the home.
medications. At 8:00 PM, staff #3 The ND/Q will be in the home no
arrived for her overnight shift and less than twice per week (the
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completed medication administration for ND/Q is responsible for 2 homes)
client #4 started by staff #1 at 7:55 PM. to provnde'superwsnon, guidance
Staff #2 left th dicati and oversight to staff. Once the
a cit the medication new person demonstrates
administration area leaving staff #3 with competency with the individual’s
client #4, stating, "I can't leave her (staff support and behavior plans to the
#1) alone out there," and indicated staff gngaeTjd'r?Et?s’e ?:f‘g:l ::hed les
. . included i i u
#1 needed assistance. Clients #1 and #2 and expected to supervise the
raised their voices loudly to each other, home. The Services Leadership
and client #1 threatened to poke his eyes Team, which includes all
out and throw feces. Staff #3 stayed in Directors of Sgrwces, the Quaht.y
h dicati dmini . Joffi Assurance Director and CEO will
the medication administration area/office meet at least twice a month to
of the home with client #4 who paced review all outstanding
back and forth. An interim house investigation recommendations to
manager arrived from another house at ensure a:: there is a c(ljea;r plan to
. . . , ensure all recommendations are
8:00 PM to a.ss1st with client #1 and #2's implemented. A Team Manager
behavior. Client #4 paced from 7:55 PM weekly report has been
until 8:25 PM and was redirected from implemented, that includes
leaving the medication room until staff InfOI'::]atIOI'; ;ellfted to '_rl‘_ﬁ'dfl’_”t
.o . . reports and follow up. The Team
#3 indicated it was safe for client #4 to Manager, ND/Q and CEO will
leave the area. Staff #3 stated to client #4, meet on-site weekly for no less
"I know you want to leave, but it isn't than 6 weeks to review issues
safe." The acting Network and concerns in the setting, and
. . how those issues will be resolved.
D%rect'o'r/.Quahﬁed Pevelopmental After 6 weeks, the Director of
Disabilities Professional (NDQ) talked Residential Services will meet
on the phone to client #1. After clients #1 with the Team Manager and
and #2's voices lowered, client #4 left the zggl Qﬂ-j'te month!i/,ar?d'tthf
medication administration area. Client #1 Wil ¢o an on-site vistt
) . . least quarterly.
wiped up a wet area in the kitchen at 8:30
PM with the interim house manager's
supervision. Staff #1 indicated client #2
was upstairs. There was no evidence of
the Director of Quality Assurance (DQA)
during the observation.
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Staff #1 was interviewed on 8/26/14 at
7:05 PM and indicated the door was
alarmed to notify staff if the clients left
the home.

Staff #1 and #2 were interviewed on
8/26/14 at 7:55 PM, and indicated client
#1 and #2's behavior occurred frequently
and they had been re-assigned from
another home due to the staff turnover of
the home. They indicated staff that had
previously worked in the home had left
employment of the facility.

Staff #3 was interviewed on 8/26/14 at
8:01 PM. She apologized to the surveyor
for client #1 and #2's behavior and stated,
"They feed off each other." When asked
if client #1 and #2's behavior was
common, she stated, "Yes." She stated
client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.

The facility's investigations were
reviewed on 8/28/14 at 3:40 PM and

indicated the following:

A BDDS report included in an
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investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
went to work on 7/23/14, [client #2]
made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. ...Staff will be instructed
to be on the same floor as [client #1] at
all times to ensure adequate supervision."
The investigation indicated staff #10 had
witnessed client #1 come downstairs, but
had not seen him go into any rooms
upstairs. She indicated all four of the
clients remained in the living room
watching TV. She stated "That's how I do
it when it's just me-I wanna keep my eyes
on all of them." A note included in the
investigation regarding client #2's
behavior dated 8/2/14 "describes a litany
of threats and inappropriate actions made
by [client #2] on that day...This account
establishes what appears to be a pattern
for [client #2's] behaviors-he becomes
upset, begins acting out, then uses the
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incident to make an appeal about his
living situation. It also establishes the
sexual nature of [client #2's] comments
and behaviors, specifically that he is
initiating them towards [client #1]...."
The investigation indicated ...[client #1]
did invade the privacy of the other
roommates in the house by entering their
rooms, but was by all accounts an act
meant to bother, not abuse...It is apparent
to this writer (DQA) that [client #2] is a
high functioning individual with a strong
grasp on sexual activities and their
meanings. It is also well documented that
he continually tries to provoke reactions
from roommates and specifically targets
[client #1]. It is also the opinion of this
writer that [client #2] has a very poor
grasp of sexual activities and their
meanings, and is very persuadable given
his level of functioning. Indeed in this
writer's casual interactions with residents
at [group home] over the past few weeks,
it has almost always been [client #2]
engaging [client #1]-not the other way
around. Coupled with the intensity of
their individual behaviors and the many
issues that have arisen between these two
at [group home] over the past month it is
strongly recommended that the placement
of these two individuals in the same
setting be seriously questioned...."
Actions taken included: An IDT will
convene to seriously consider alternative
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W000191

placement for [client #2]...."

The stafting schedule of the home was
reviewed on 9/10/14 at 11:26 AM and
indicated staff on the overnight shift
(10:00 PM-8:00 AM) worked alone.

The DoRS (Director of Residential
Services) was interviewed on 9/10/14 at
10:55 AM and indicated there had not
been a history of client behaviors on the
overnight shift and if a behavior did arise,
assistance by other staff were 15 minutes
away. When asked if 15 minutes was
adequate to protect the safety of the
clients given the history and severity of
client behaviors in the group home, she
indicated there was no history of client
behaviors occurring at night.

9-3-3(a)

483.430(e)(2)

STAFF TRAINING PROGRAM

For employees who work with clients,
training must focus on skills and
competencies directed toward clients'
behavioral needs.

Based upon record review and interview,

the facility failed to ensure staff

WO000191

Client #2 was moved from the
group home and with the

09/26/2014
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demonstrated competency to implement 2 assistance of BDDS, received a
of 2 sampled clients' (clients #1 and #2) CIH Med|ca|d Wawer.. _He IS now
.. . receiving supported living
supervision level to address maladaptive services, and since his exit from
behavior, and failed to demonstrate the group home, there has been
competency to implement 1 additional an exponential decrease in
client's behavior plan (client #3). negative behavnors exhibited,
especially from client #1. The
o ) Behavior Consultant has revised
Findings include: the Functional Behavior
Assessments (FBA) and Behavior
Observations were completed at the Support Plans (BSP) for all clients
group home on 8/26/14 from 7:05 PM in the home,as well as for client
18: F h #2. Guardian consent and Human
until 8:30 PM. Staff #1 opened the door Rights Committee approval has
after unlocking a door alarm attached to been obtained, and Behavior
the front door. During the observation, Consultant has trained staff on
clients #1 and #2 sat on a sofa watching a the revised plans. T,h,e Behaylor
. i s o] had Consultant has participated in
movie. Client #2's g asse':s ad tape weekly team meetings to gather
around each of the ear pieces at the additional feedback from staff
hinges. Client #2 attempted to kiss client related to behaviors, as well as
#1 and to take a picture of him on his cell gpent tlme W't,h Sta,ﬁ observing
h Wh 4 d . interactions with clients. New
phone. en sta k '1nterv e.ne stating tracking has been implemented to
he should ask permission, client #2 gather more comprehensive
stated, "Why?, It's not pornography." information related to behaviors,
Clients #3 and #4 were redirected from so Fh'at datta tclflan ?e used to make
. revisions to the plans on an
the room b}./ staff #1 and #2 wh.en client ongoing basis. To ensure the
#1 dug at his rectum through his shorts. deficient practice does not recur,
Clients #1 and #2 were left alone when and to provide ongoing
they did not leave the room when Epor:|t3r|ngt,hadgwllzrgstrt)qtlvetstafl;
. including the , Director o
directed to do 'so by staff #1 andh#Z. Staff Support Services, Quality
#1 stated to clients #3 and #4, clients #1 Assurance Director, Team
and #2 "did not need an audience." Client Manager, Behavior Specialist)
#1 then took 2 oranges from a fruit have been conducting daily
" the kitch ¢ d observations at the home, which
arrangement on .e fichen coun er. an includes observation of staff and
pressed them to hlS breaStS, then Cllent #2 client interactions’ review of data
raised his shirt, exposing his breasts and on behaviors, review of
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squeezed them. Clients #1 and #2 took communication log for issues and
items from the kitchen drawers and threw Zﬁgciizgf\,/i];exls“zi;ﬁs:tz; finances,
them on the floor. Staff #3 and client #4 regarding their ability to
remained in the medication implement the behavior support
administration room/office while clients plans. Daily observations with the
#1 and #2 continued to raise their voices. at.>”ove I':'ted ?:m'n'itqa(;;\éﬁ staff
. . will continue throug ,
Client #3 opened the door to his bedroom unless issues continue to be
and attempted to step into the adjacent noted during weekly onsite
kitchen where clients #1 and #2 were, but meeting of CEO, ND/Q, and
was redirected back into his bedroom by Tearp Manglgl;graM|r:utes c;f;hose
. meetings will indicate need to
staff #1 a.nd #2. Cllent #2 grabbed staff extend observations and length of
#2 and tried to kiss her, then pushed her extension. The Team Manager
into a wall. Client #1 placed a 3 inch designated for the home provides
action figure in his mouth and tried to fj'rt‘;d‘ or:t-.sne suzer\‘/lllsmn OL staff
. . . in the setting, and will provide
for.ce the entire figure into his mouth. ongoing training and guidance.
Client #2 stated to staff #1 and #2, "I The previous ND/Q for the home
didn't have my meds (medications) has been reassigned, and a new
today," and indicated his behavior ZD/ Q has bggn T're.d' Tr}e Quality
. . ssurance Director is acting as
resulted from a failure to receive the ND/Q on an interim basis vx;qhil o
medications. At 8:00 PM, staff #3 the new ND/Q completes training
arrived for her overnight shift and and becomes familiar with the
completed medication administration for '_IE‘:'V;\?;?S a'rl]ldbSt?ﬁter t:e home.
. e will be in the home no
client #4 started by sj[aff.#l at 7:55 PM. less than twice per week (the
Staff #2 left the medication ND/Q is responsible for 2 homes)
administration area leaving staff #3 with to provide supervision,guidance
client #4, stating, "I can't leave her (staff and over3|ghc: to staftf. tOnce the
" o new person demonstrates
#1) alone out ‘Fhere, and. indicated staff competency with the individual's
#1 needed assistance. Clients #1 and #2 support and behavior plans to the
raised their voices loudly to each other, QAD and CEO, she will be
and client #1 threatened to poke his eyes |nccl‘uded In o:servatlon SChtidU'eS
. ted t i
out and throw feces. Staff #3 stayed in Egmg)(p.?ﬁeese?visciieg zgersehip
the medication administration area/office Team, which includes all
of the home with client #4 who paced Directors of Services, the Quality
back and forth. An interim house Assurance Director and CEO will
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manager arrived from another house at meet at least twice a month to
&:00 PM to assist with client #1 and #2's review allloutstandmg )
. . ) investigation recommendations to
behavior. Client #4 paced from 7:55 PM ensure all there is a clear plan to
until 8:25 PM and was redirected from ensure all recommendations are
leaving the medication room until staff implemented. A Team Manager
#3 indicated it was safe for client #4 to yveelkly re;?o(;t ?:St pee]nd
. implemented, that includes
leave the area. Staff #3 stated to client #4, information related to incident
"I know you want to leave, but it isn't reports and follow up. The Team
safe." The acting Network Manager, ND/Q and CEO will
Director/Qualified Developmental tmheeteon-snlf V\t/eek|¥ for no less
e . an 6 weeks to review issues
Disabilities Professional (NDQ) talked and concerns in the setting, and
on the phone to client #1. After clients #1 how those issues will be resolved.
and #2's voices lowered, client #4 left the After 6 weeks, the Director of
medication administration area. Client #1 Residential Services will meet
ived 1 the kitch 3:30 with the Team Manager and
WIpe .up a Wet ar.ea in the kitchen at 5: ND/Q on-site monthly,and the
PM with the interim house manager's CEO will do an on-site visit at
supervision. Staff #1 indicated client #2 least quarterly.
was upstairs. There was no evidence of
the Director of Quality Assurance (DQA)
during the observation.
Staff #1 was interviewed on 8/26/14 at
7:05 PM and indicated the door was
alarmed to notify staff if the clients left
the home.
Staff #1 and #2 were interviewed on
8/26/14 at 7:55 PM, and indicated client
#1 and #2's behavior occurred frequently
and they had been re-assigned from
another home due to the staff turnover of
the home. They indicated staff that had
previously worked in the home had left
employment of the facility.
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Staff #3 was interviewed on 8/26/14 at
8:01 PM. She apologized to the surveyor
for client #1 and #2's behavior and stated,
"They feed off each other." When asked
if client #1 and #2's behavior was
common, she stated, "Yes." She stated
client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.

The facility's reportable incidents to the
Bureau of Developmental Disabilities
Services (BDDS) were reviewed on
8/27/14 at 1:45 PM and indicated the
following:

A BDDS report dated 7/27/14 indicated
client #1's relative asked client #2 if he
had touched client #1 inappropriately and
client #2 indicated client #1 had touched
him inappropriately. Corrective action
indicated the incident would be
investigated and "Life Designs will
ensure the roommate and [client #2] are
not left alone in a room without
supervision at anytime...."

The facility's investigations were
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reviewed on 8/28/14 at 3:40 PM and
indicated the following:

A BDDS report included in an
investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
went to work on 7/23/14, [client #2]
made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. [Client #2] does have a
history of inaccurate communication and
false reporting. Staff will be instructed to
be on the same floor as [client #1] at all
times to ensure adequate supervision."

An investigation dated 8/22/14 into the
incident involving client #2's allegation
on 8/18/14 that client #1 had touched his
penis and attempted to put his hands
down the back of client #2's] pants
indicated "Based on [client #1's] own
admission, it is substantiated that he
touched [client #2] inappropriately.
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Throughout the evening, [client #2]
engaged in persistent behaviors in order
to provoke a negative reaction from
[client #1]. During the time of the event,
there were 2 staff on shift, one working
with another individual in the home and
the other preparing to pass medications."
Recommendations included "Behavior
Plan for [client #1] should be reviewed
by the [IDT], with at a minimum, a
proactive strategy added that indicates he
should not be unsupervised with [client
#2] at any time. [NDQ] should complete
this by 9/5/14. Behavior Support Plan for
[client #2] should be reviewed by the
[IDT], with particular attention to
strategies related to verbal aggression
(which includes teasing others). A
proactive strategy should be added that
indicated he should not be left
unsupervised with [client #1] at any time.
[NDQ] should complete this by 9/5/14.
All staff should be immediately
instructed that [client #1] and [client #2]
should not be left together unsupervised.
Additionally they should be retrained on
the updated BSPs (Behavior Support
Plans) by the [NDQ] after revisions are
completed."

The facility's training records from
5/14-8/27/14 were reviewed on 9/10/14
at 4:10 PM and indicated staff #3, #1, #9,
#6, #13, #11, and the interim house
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manager had been inserviced on "[group
home] Behaviors/Recent Incidents, Staff
and Restrictional Restriction (sic)...."
There was no evidence of the content of
the training or of competency based
training for client behavior plans.

The Network Director/Qualified
Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and stated, "This behavior is
every other day. Everything is chaotic.
I've had to call the police 5 times in 3
weeks. The behavior is escalating. On
Saturday, August 2, (2014), he (client #2)
threatened staff. They barricaded
themselves in the office. He grabbed a
butcher knife and tried to pry open the
door. [Client #1] was locked in the office
too. They (clients #1 and #2) terrorize
each other and everyone else in the
house." She indicated client #2 slapped
client #1 and pushed staff in the past. She
indicated client #1 now spoke of sexual
issues and stated client #1 "had no sexual
talk before [client #2] came here (to the
group home)." She indicated a behavior
specialist was to be involved with
assessing the client's behaviors,
developing plans and assisting with staff
training to address the client behaviors,
and stated it hadn't been "solidified" as
yet. She indicated clients #1 and #2
should not have been left alone as
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observed on 8/27/14 during the 7:05 PM
to 8:30 PM observation period.

Client #1's record was reviewed on
8/27/14 at 12:20 PM. A Replacement
Skills Plan (RSP) dated 9/13/13 indicated
target behaviors of ruminating, anxiety,
non-compliance, verbal/non-verbal
threats, physical aggression/threats of
physical aggression. Reactive strategies
included redirecting client #1 to his room
to calm down, take a shower, and use a
neutral attitude when client #1 was upset.

Client #2's record was reviewed on
8/27/14 at 12:20 PM. A RSP dated 5/8/14
indicated target behaviors of tantrum,
property destruction and verbal
aggression. There was no evidence of
revision to client #2's plan since 5/8/14.
Reactive measures when client #2 was in
other client's bedrooms included "active
ignoral (sic) as much as possible, only
interacting with [client #2] to prompt him
to leave the room", and place their arms
to the side if client #2 attempted to hug
them.

Client #3's Replacement Skills Plan dated
5/13 was reviewed on 8/29/14 at 10:00
AM and indicated target behaviors of
physical aggression (pulling shirts,
pulling hair, scratching, grabbing others).
Client #3's plan indicated he was to be
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offered sensory stimulation throughout
the day, and "Do not tell [client #3] 'NO,'
This agitates him and could lead to
physical aggression. Instead, redirect him
from the unwanted behavior to another
task...If aggression occurs, ask [client #3]
to 'STOP.' Do NOT attempt a CPI (Crisis
Prevention Institute)-approved escort.
This further agitates [client #3] and may
escalate the aggression. If [client #3]
grabs staff by the shirt front, staff should
drop to the ground and remain still until
[client #3] is done grabbing. It is thought
that [client #3] is not trying to hurt staff,
but is attempting to gain control in the
situation. Offer [client #3] something to
put in his hand (like a drink of water).
This may encourage him to let go of the
staff member he is aggressing on. If
aggression continues staff may need
further staff assistance by either helping
physically or calling for help."

Observations were completed on 9/8/14
from 8:20 PM until 8:45 PM. Staff #11
indicated the clients were all in bed.

A BDDS report dated 8/29/14 was
reviewed on 8/9/14 at 4:30 PM and
indicated after returning from an outing
client #3 "suddenly lunged at staff and
ripped her shirt off. Second staff ran to
the house to get assistance and an extra
shirt for staff. As [client #3] came up the
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walk, the NDQ was at the setting and
asked client #3 to go to his room and
calm. He came in the back door and then
lunged for the NDQ and ripped her shirt
off of her and pulled her hair. After she
was exposed, he lunged for a third staff
who was having a meeting with the
NDQ. He managed to pull this male staff
to the ground and ripped his shirt off. He
then kept attacking the male staff and
they ended up on the floor in several
areas of the office while the male staff
was trying to get away from him. NDQ
called the police for assistance in getting
[client #3] calm." Corrective action
indicated client #3 was given a glass of
water to help him calm down. The police
arrived just after he was calm and stayed
with her for about 30 minutes to ensure
he would not have any more aggression.
Staff started a movie for him and turned
on a fan for him to help him cool off. He
remained calm but slightly agitated for
the remainder of the evening. [Client #3]
has a history of 'cycling' during seasonal
changes and when holidays are coming
up. He was in the van and may have
been hot from being out in the
community. This is a targeted behavior
included in his plan and staff followed
the plan by giving up their shirts. To
ensure safety, a second staff member was
called in to work the overnight shift so
that two staff were present in case he was
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to become aggressive again. [Client #1]
was not injured."

Staff #11 was interviewed on 9/8/14 at
8:30 PM and stated the house "was much
calmer and the tension level had
decreased significantly." She further
stated "[Client #1's] behaviors had
significantly decreased since he left the
home." She indicated client #1 had an
incident of urinating on the floor over the
weekend and had cleaned it up. When
asked what his plan was, she stated "Staff
made him clean it up and then mopped
the area after he had left the room." Staff
#11 indicated client #3 had an incident of
removing 3 staff's shirts over the
weekend as well. When asked what client
#3's plan was when he aggressed, she
stated "He has never aggressed against
me so I don't know what his plan is."
When asked if she should know it in case
client #3 aggressed against her, she stated
"It would be a good idea."

9-3-3(a)
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W000249 | 483.440(d)(1)
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.
W000249 Client #2 was moved from the 09/26/2014
Based upon record review and interview group home and with the .
for 2 of 2 led cli . ) assistance of BDDS, received a
or 2 of 2 sampled clients (clients #1 and CIH Medicaid Waiver. He is now
#2), the facility failed to ensure staff receiving supported living
implemented clients' plans to address services, and since his exit from
maladaptive behavior, and individual the group ho.me, there ha; been
1 an exponential decrease in
support plans (ISPs). negative behaviors exhibited,
especially from client #1. The
Findings include: Behavior Consultant has revised
the Functional Behavior
Observations were completed at the Assessments (FBA) and Behgwor
i Support Plans (BSP) for all clients
group home on 8/26/14 from 7:05 PM in the home.as well as for client
until 8:30 PM. Staff #1 opened the door #2. Guardian consent and Human
after unlocking a door alarm attached to Rights Committee approval has
the front door. During the observation, been obtained, a”‘,‘ Behavior
li " 44 £ hi Consultant has trained staff on
¢ 1en.ts 1 .an sat on a sofa watching a the revised plans. The Behavior
movie. Client #2's glasses had tape Consultant has participated in
around each of the ear pieces at the weekly team meetings to gather
hinges. Client #2 attempted to kiss client additional feedback from staff
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#1 and to take a picture of him on his cell related to behaviors, as well as
phone. When staff #2 intervened stating §pent tlme W't_h staff observing
Lo . interactions with clients. New
he should ask permission, client #2 tracking has been implemented to
stated, "Why?, It's not pornography." gather more comprehensive
Clients #3 and #4 were redirected from information related to behaviors,
the room by staff #1 and #2 when client SO Fh.at data can be used to make
g X revisions to the plans on an
#1 dug at his rectum through his shorts. ongoing basis. To ensure the
Clients #1 and #2 were left alone when deficient practice does not recur,
they did not leave the room when and to provide ongoing
directed to do so by staff #1 and #2. Staff Eporlwltg'rlngt,hadgwllzrgstrDaltlvet staf;
. . including the , Director o
#1 stated ‘Fo clients #3 and #fl, clients ?.#1 Support Services, Quality
and #2 "did not need an audience." Client Assurance Director, Team
#1 then took 2 oranges from a fruit Manager, Behavior Specialist)
arrangement on the kitchen counter and have been conducting daily
dth his b h lient #2 observations at the home, which
pr.esse t em to his r.easts? then client includes observation of staff and
raised his shirt, exposing his breasts and client interactions, review of data
squeezed them. Clients #1 and #2 took on behaviors,review of
items from the kitchen drawers and threw commumc?tlo'lr?tlo.g for issues and
. concerns, facility issues,
them.on the floor. Stjalff a.#3 and client #4 finances,and interviews with staff
remained in the medication regarding their ability to
administration room/office while clients implement the behavior support
#1 and #2 continued to raise their voices. pI:ns. II:')atlhé ot:jse.rv.ailo?s W'tth ]the
. . above listed administrative sta
Client #3 opened the 4001' to his Pedroom will continue through 10/31,
and attempted to step into the adjacent unless issues continue to be
kitchen where clients #1 and #2 were, but noted during weekly onsite
was redirected back into his bedroom by _Irt‘eet'”l\gﬂ of CEO'N'}'.D/ ? anfdth
. eam Manager. Minutes of those
staff #1 a'nd #2. Cllent #2 grabbed staff meetings will indicate need to
#2 and trled to leS her, then pushed her extend observations and |ength of
into a wall. Client #1 placed a 3 inch extension. The Team Manager
action figure in his mouth and tried to designated for the home provides
. . . direct,on-site supervision of staff
force the entire figure into his mouth. . . . .
) in the setting, and will provide
didn't have my meds (medications) The previous ND/Q for the home
today," and indicated his behavior has been reassigned, and a new
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resulted from a failure to receive the ND/Q has been hired. The Quality
medications. At 8:00 PM. staff #3 Assurance Director is acting as
: ’ R ND/Q on an interim basis while
arrived for her overnight shift and the new ND/Q completes training
completed medication administration for and becomes familiar with the
client #4 started by staff #1 at 7:55 PM. individuals and staff in the home.
Staff #2 left the medication The ND/Q will be in the home no
dmini . leavi 43 with less than twice per week (the
administration area leaving staff #3 wit ND/Q is responsible for 2 homes)
client #4, stating, "I can't leave her (staff to provide supervision, guidance
#1) alone out there," and indicated staff and oversight to staff. Once the
#1 needed assistance. Clients #1 and #2 new petrson d?EOt?]St'Tafjs_d ;
. L competency with the individual's
ralsed'thelr voices loudly to each cher, support and behavior plans to the
and client #1 threatened to poke his eyes QAD and CEO, she will be
out and throw feces. Staff #3 stayed in included in observation schedules
the medication administration area/office :nd exp:_cr:]tedsto S_uDerli"SZtheh.
. . ome. The Services Leadership
of the home with cl?ent #4 who paced Team. which includes all
back and forth. An interim house Directors of Services, the Quality
manager arrived from another house at Assurance Director and CEO will
8:00 PM to assist with client #1 and #2's meet at '"eastt“tN'Cs_a month to
. . . review all outstanding
behgwor. Client #4 paced from 7:55PM investigation recommendations to
until 8:25 PM and was redirected from ensure all there is a clear plan to
leaving the medication room until staff ensure all recommendations are
#3 indicated it was safe for client #4 to |mp|<|2|mentec:t. ’: Tebam Manager
. weekly report has been
'lleave the area. Staff #3 stated to. c.hetlt #4, implemented. that includes
I’ know you want to leave, but it isn't information related to incident
safe." The acting Network reports and follow up. The Team
Director/Qualified Developmental Manfger, T D/Q akr;d fCEO "l"'”
N . meet on-site weekly for no less
Disabilities Profesgonal (NDQ) tz?lked than 6 weeks to review issues
on the phone to client #1. After clients #1 and concerns in the setting, and
and #2's voices lowered, client #4 left the how those issues will be resolved.
medication administration area. Client #1 gfterd6 V‘{e‘TkSS the Dlref:”tor Oft
wiped up a wet area in the kitchen at 8:30 esiaential Services will mee
. . ) with the Team Manager and
PM with the interim house manager's ND/Q on-site monthly,and the
supervision. Staff #1 indicated client #2 CEO will do an on-site visit at
was upstairs. There was no evidence of least quarterly.
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the Director of Quality Assurance (DQA)
during the observation.

Staff #1 was interviewed on 8/26/14 at
7:05 PM and indicated the door was
alarmed to notify staff if the clients left
the home.

Staff #1 and #2 were interviewed on
8/26/14 at 7:55 PM, and indicated client
#1 and #2's behavior occurred frequently
and they had been re-assigned from
another home due to the staff turnover of
the home. They indicated staff that had
previously worked in the home had left
employment of the facility.

Staff #3 was interviewed on 8/26/14 at
8:01 PM. She apologized to the surveyor
for client #1 and #2's behavior and stated,
"They feed off each other." When asked
if client #1 and #2's behavior was
common, she stated, "Yes." She stated
client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.

During observation at the group home on
8/27/14 from 6:25 AM until 8:53 AM,
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client #1 poured his cereal and ate it
without staff supervision. He then and
took a shower. Client #2 slept during the
observation period except when staff
prompted him to take his medications.
Client #2 was given his medications
without prompting client #2 to push out
his medication from the packet.

During observations at the group home
on 8/27/14 from 12:25 PM until 1:30
PM, clients #1, #2, and #3 were present
in the home. Client #2 pursed his lips as
if he would spit out whipped cream
during lunch. Client #2 repeatedly
knocked on the office door and raised his
voice to ask to go on an outing and
stated, "They say I'm provocative."
During the observation, client #2
repeatedly banged on the door. Client #1
asked client #2 to stop banging on the
door. The interim house manager and the
NDQ were present in the home. There
was no evidence of the Behavior
Specialist in the home during the
observations. Client #2 stated "**** no"
when asked if he wanted a job by the
NDQ. At 1:05 PM, client #2 crushed a
Styrofoam cup in his hand while standing
in the office. He then grabbed his
program book and began reading it. He
stated as he read the book "I didn't lie,"
and "[Staff #3] has beautiful hand
writing."
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The facility's reportable incidents to the
Bureau of Developmental Disabilities
Services (BDDS) were reviewed on
8/27/14 at 1:45 PM and indicated the
following:

A BDDS report dated 7/27/14 indicated
client #1's relative asked client #2 if he
had touched client #1 inappropriately and
client #2 indicated client #1 had touched
him inappropriately. Corrective action
indicated the incident would be
investigated and "Life Designs will
ensure the roommate and [client #2] are
not left alone in a room without
supervision at anytime...."

The facility's investigations were
reviewed on 8/28/14 at 3:40 PM and
indicated the following:

A BDDS report included in an
investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
went to work on 7/23/14, [client #2]
made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
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the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. [Client #2] does have a
history of inaccurate communication and
false reporting. Staff will be instructed to
be on the same floor as [client #1] at all
times to ensure adequate supervision."

An investigation dated 8/22/14 into the
incident involving client #2's allegation
on 8/18/14 that client #1 had touched his
penis and attempted to put his hands
down the back of client #2's] pants
indicated "Based on [client #1's] own
admission, it is substantiated that he
touched [client #2] inappropriately.
Throughout the evening, [client #2]
engaged in persistent behaviors in order
to provoke a negative reaction from
[client #1]. During the time of the event,
there were 2 staff on shift, one working
with another individual in the home and
the other preparing to pass medications."
Recommendations included "Behavior
Plan for [client #1] should be reviewed
by the [IDT], with at a minimum, a
proactive strategy added that indicates he
should not be unsupervised with [client
#2] at any time. [NDQ] should complete
this by 9/5/14. Behavior Support Plan for
[client #2] should be reviewed by the
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[IDT], with particular attention to
strategies related to verbal aggression
(which includes teasing others). A
proactive strategy should be added that
indicated he should not be left
unsupervised with [client #1] at any time.
[NDQ)] should complete this by 9/5/14.
All staff should be immediately
instructed that [client #1] and [client #2]
should not be left together unsupervised.

Client #1's record was reviewed on
8/27/14 at 12:20 PM. A Replacement
Skills Plan (RSP) dated 9/13/13 indicated
target behaviors of ruminating, anxiety,
non-compliance, verbal/non-verbal
threats, physical aggression/threats of
physical aggression. Reactive strategies
included redirecting client #1 to his room
to calm down, take a shower, and use a
neutral attitude when client #1 was upset.
His ISP dated 9/21/13 indicated
objectives to make a side dish, call mom
and discuss three topics, choose activity
of choice, return receipt after purchase,
chew food appropriately, and pop out
medication from dispenser pack.

Client #2's record was reviewed on
8/27/14 at 12:20 PM. A RSP dated 5/8/14
indicated target behaviors of tantrum,
property destruction and verbal
aggression. There was no evidence of
revision to client #2's plan since 5/8/14.
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Reactive measures when client#2 was in
other client's bedrooms included "active
ignoral (sic) as much as possible, only
interacting with [client #2] to prompt him
to leave the room," and place their arms
to the side if client #2 attempted to hug
them. Client #2's ISP dated included
5/8/14 indicated complete laundry,
maintain schedule on a schedule board,
communicate accurate information,
respect other's boundaries and personal
space, complete transaction and return
receipt, learn address, phone number and
provider name, pop out medication from
packet and into med (medication) cup,
brush teeth twice daily, and exercise by
walking 20-30 minutes weekly.

The Network Director/Qualified
Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and indicated clients #1 and
#2 should not have been left alone as
observed on 8/27/14 during the 7:05 PM
to 8:30 PM observation period. She
indicated it was difficult to implement
individual support plans due to the
clients' behaviors and the clients would
remove the active treatment schedules
posted in the home.

9-3-4(a)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

C1KF11  Facility ID:

000995 If continuation sheet

Page 164 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G481 L WING 09/12/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
532 RIDGEVIEW
LIFE DESIGNS INC COLUMBUS, IN 47203
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D N . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
W000250 | 483.440(d)(2)
PROGRAM IMPLEMENTATION
The facility must develop an active treatment
schedule that outlines the current active
treatment program and that is readily
available for review by relevant staff.
Based on record review and interview for W000250 | Active treatment schedules are 09/26/2014
2 of 2 sampled clients (#1 and #2), and now in place for all individuals
L . . living in the home, and staff have
for 2 addltl(.)I.lal cl%ents (chent§ #3 and been trained on
#4), the facility failed to provide an implementation,including the
updated active treatment schedule for importance of supporting the
staff to follow. clients to be actively engaged in
activities throughout the day. The
o ] schedules are reviewed regularly
Findings include: at team meetings to ensure they
remain relevant and consistent
Observations were completed at the with the interests and ISP goals
group home on 8/26/14 from 7:05 PM of Pfa_Ch |nd|V|d.uaI. To ensure the
13 e h deficient practice does not recur,
until 8:30 PM. Staff #1 opened the door and to provide ongoing
after unlocking a door alarm attached to monitoring, administrative staff
the front door. During the observation, (including the CEO, Director of
Support Services, Behavior
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clients #1 and #2 sat on a sofa watching a Specialist) have been conducting
movie. Client #2's glasses had tape da|!y opservahons at the. home,
. which includes observation of
around each of the ear pieces at the staff and client interactions,
hinges. Client #2 attempted to kiss client review of data on
#1 and to take a picture of him on his cell behaviors,review of
phone. When staff #2 intervened stating communlcatlo.r? Io.g for issues and
he should ask .. lient # concerns, facility issues,
e should ask permission, client #2 finances,and interviews with staff
stated, "Why?, It's not pornography." regarding their ability to
Clients #3 and #4 were redirected from implement the behavior support
the room by staff #1 and #2 when client plans. F’a"y obse.rv.atlon's with the
41 d hi h h his sh above listed administrative staff
ug at his rectum through his shorts. will continue through 10/31,
Clients #1 and #2 were left alone when unless issues continue to be
they did not leave the room when noted during weekly onsite
directed to do so by staff #1 and #2. Staff [I_neetln'\g/l of CEO'I\’;D/ ? anfdth
. . eam Manager. Minutes of those
#1 stated ‘Fo clients #3 and #fl, clients #fl meetings will indicate need to
and #2 "did not need an audience." Client extend observations and length of
#1 then took 2 oranges from a fruit extension. The Team Manager
arrangement on the kitchen counter and designated for the home provides
dth to his b ts. th lient #2 direct,on-site supervision of staff
pr.esse ) e@ 0 his r.eas Sf en clien in the setting, and will provide
raised his shirt, exposing his breasts and ongoing training and guidance.
squeezed them. Clients #1 and #2 took The previous ND/Q for the home
items from the kitchen drawers and threw :la;ge:n rsas&%pec;, fll%d aQne‘I’f’t
. as been hired. The Quality
themion tl?e floor. St'aff #3 and client #4 Assurance Director is acting as
remained in the medication ND/Q on an interim basis while
administration room/office while clients the new ND/Q completes training
#1 and #2 continued to raise their voices. arzjd F’;ColmescjaT'L'fa_r "t":h :]he
. . individuals and staff in the home.
Client #3 opened the c?oor to his Pedroom The ND/Q will be in the home no
and attempted to step into the adjacent less than twice per week (the
kitchen where clients #1 and #2 were, but ND/Q is responsible for 2 homes)
was redirected back into his bedroom by to zrowde.s:{);erw??fn,ngdat:ce
staff #1 and #2. Client #2 grabbed staff anc oversign' fo statl. nce the
] ) new person demonstrates
#2 and tried to kiss her, then pushed her competency with the individual's
into a wall. Client #1 placed a 3 inch support and behavior plans to the
action figure in his mouth and tried to QAD and CEO, she will be
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force the entire figure into his mouth. included in observation schedules
Client #2 stated to staff #1 and #2, "I and expected to supervise the
. . home. The Team Manager,
didn't have my meds (medications) ND/Q and CEO will meet on-site
today," and indicated his behavior weekly for no less than 6 weeks
resulted from a failure to receive the to review issues and concerns in
medications. At 8:00 PM, staff #3 the setting, and how those issues
. . . will be resolved. After 6 weeks,
arrived for her overnight shift and the Director of Residential
completed medication administration for Services will meet with the Team
client #4 started by staff #1 at 7:55 PM. Manager and ND/Q on-site
Staff #2 left the medication mon.thly,.a.nd the CEO will do an
administration area leaving staff #3 with on-site visit at [east quarterly.
client #4, stating, "I can't leave her (staff
#1) alone out there," and indicated staff
#1 needed assistance. Clients #1 and #2
raised their voices loudly to each other,
and client #1 threatened to poke his eyes
out and throw feces. Staff #3 stayed in
the medication administration area/office
of the home with client #4 who paced
back and forth. An interim house
manager arrived from another house at
8:00 PM to assist with client #1 and #2's
behavior. Client #4 paced from 7:55 PM
until 8:25 PM and was redirected from
leaving the medication room until staff
#3 indicated it was safe for client #4 to
leave the area. Staff #3 stated to client #4,
"I know you want to leave, but it isn't
safe." The acting Network
Director/Qualified Developmental
Disabilities Professional (NDQ) talked
on the phone to client #1. After clients #1
and #2's voices lowered, client #4 left the
medication administration area. Client #1
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wiped up a wet area in the kitchen at 8:30
PM with the interim house manager's
supervision. Staff #1 indicated client #2
was upstairs. The whiteboard with client
schedules in the hallway by the kitchen
had been erased.

During observation at the group home on
8/27/14 from 6:25 AM until 8:53 AM,
client #1 poured his cereal and ate it
without staff supervision. He then and
took a shower. Client #2 slept during the
observation period except when staff
prompted him to take his medications.
Client #2 was given his medications
without prompting client #2 to push out
his medication from the packet. The
white board with client schedules in the
hallway by the kitchen had been erased.

During observations at the group home
on 8/27/14 from 12:25 PM until 1:30
PM, clients #1, #2, and #3 were present
in the home. Client #2 pursed his lips as
if he would spit out whipped cream
during lunch. Client #2 repeatedly
knocked on the office door and raised his
voice to ask to go on an outing and
stated, "They say I'm provocative."
During the observation, client #2
repeatedly banged on the door. Client #1
asked client #2 to stop banging on the
door. The interim house manager and the
NDQ were present in the home. There
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was no evidence of the Behavior
Specialist in the home during the
observations. Client #2 stated "**** no"
when asked if he wanted a job by the
NDQ. At 1:05 PM, client #2 crushed a
Styrofoam cup in his hand while standing
in the office. He then grabbed his
program book and began reading it. He
stated as he read the book "I didn't lie,"
and "[Staff #3] has beautiful hand
writing." The white board with client
schedules in the hallway by the kitchen
had been erased.

The Network Director/Qualified
Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and indicated clients #1 and
#2 should not have been left alone as
observed on 8/27/14 during the 7:05 PM
to 8:30 PM observation period. She
indicated the clients would remove the
active treatment schedules posted in the
home.

Client #1's schedule was reviewed on
9/8/14 at 4:00 PM and indicated from
8:00 AM until 8:00 PM in half hour
blocks, he was to receive medications,
free time, breakfast, clean up and wash
table, clean room and sweep, hygiene,
TV time, meal preparation, lunch, clean
up, wash table and push in chairs, free
time, community, medications, meal
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preparation, dinner, clean up, wash table
and push in chairs, hygiene, feed and
water animals, free time (6:45 PM until
7:45 PM), medications and free time at
8:00 PM.

Client #2's schedule was reviewed on
8/29/14 at 9:43 AM and indicated from
7:00 AM until 8:15 PM in half hour
blocks, he was to get up and dress, take
medications, free time, breakfast, clean
up, free choice, crafts, community, free
choice, lunch/medications, chores, TV
time, exercise of choice, take
medications, clean room, social
stories/client rights, get ready for dinner,
dinner, clean up, current events, free
time, medications, and bedtime/free
time.

The NDQ indicated on 8/29/14 in an
e-mail at 9:43 PM in regards to client
schedules, "We used to have these
laminated on the hallway wall, but
they've been destroyed. We'll get them
replaced soon."

9-3-4(a)
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W000252 | 483.440(e)(1)
PROGRAM DOCUMENTATION
Data relative to accomplishment of the
criteria specified in client individual program
plan objectives must be documented in
measurable terms.
Based upon record review and interview, W000252 | The Behavior Consultant has 09/26/2014
the facility failed for 2 of 2 sampled revised the Functional Behavior
i i 1 ) hei Assessments (FBA) and Behavior
clients (clients #1 and #2) to ensure their Support Plans (BSP) for all clients
behavior program data was documented. in the home,as well as for client
#2. Guardian consent and Human
Findings include: Rights Commlttee approvgl has
been obtained, and Behavior
Consultant has trained staff on
Client #1's record was reviewed on the revised plans. The Behavior
8/27/14 at 12:20 PM. A Replacement Consultant has participated in
Skills Plan (RSP) dated 9/13/13 indicated weekly team meetings to gather
behavi £ . . additional feedback from staff
target be a.VlOI' s of ruminating, anxiety, related to behaviors, as well as
non-compliance, verbal/non-verbal spent time with staff observing
threats, physical aggression/threats of interactions with clients. New
physical aggression. There was no tracking has been |mplemented to
d £ behavi d . gather more comprehensive
?Vl ence of behavior rates documentation information related to behaviors,
in the record. so that data can be used to make
revisions to the plans on an
Client #2's record was reviewed on ;)ngc;)lng b:S'S' IA mgn;‘hlz report
) as been developed, to be
?3/2'7/14 at 12:20 PM. A RSP dated 5/8/14 completed by the ND/Q for each
indicated target behaviors of tantrum, individual, summarizing services
property destruction and verbal they have received. It will include
aggression. There was no evidence of data related to interfering
sion to client #2's pl . 5/3/14 behaviors and progress on
revision to ¢ 1en. S plan smce. ) objectives. Each monthly report
There was no evidence of behavior rates will be submitted to the CEO for
documentation in the record. review for a period of no less than
3 months. That review process
. . ill be tak the Direct
The Network Director/Qualified w be' axen over b.y © Jirector
T ) of Residential Services after at
Intellectual Disabilities Professional least 3 consecutive months of
indicated on 9/9/14 at 3:28 PM there was complete reports reviewed by the
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no behavior data to review.

9-3-4(a)

disseminated to Individual
Support Team members for
review as well. To ensure the
and to provide ongoing
Support Services, Quality
Assurance Director, Team

Manager, Behavior Specialist)
have been conducting daily

on behaviors,review of
concerns, facility issues,

regarding their ability to

will continue through 10/31,
unless issues continue to be
noted during weekly onsite
meeting of CEO, ND/Q, and

meetings will indicate need to

in the setting, and will provide

and becomes familiar with the

CEO. The monthly report will be

deficient practice does not recur,

monitoring, administrative staff
(including the CEO, Director of

observations at the home, which
includes observation of staff and
client interactions, review of data

communication log for issues and
finances,and interviews with staff

implement the behavior support
plans. Daily observations with the
above listed administrative staff

Team Manager. Minutes of those

extend observations and length of
extension. The Team Manager
designated for the home provides
direct,on-site supervision of staff

ongoing training and guidance.
The previous ND/Q for the home
has been reassigned, and a new
ND/Q has been hired. The Quality
Assurance Director is acting as
ND/Q on an interim basis while
the new ND/Q completes training
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individuals and staff in the home.
The ND/Q will be in the home no
less than twice per week (the
ND/Q is responsible for 2 homes)
to provide supervision,guidance
and oversight to staff. Once the
new person demonstrates
competency with the individual's
support and behavior plans to the
QAD and CEO, she will be
included in observation schedules
and expected to supervise the
home. The Team Manager,
ND/Q and CEO will meet on-site
weekly for no less than 6 weeks
to review issues and concerns in
the setting, and how those issues
will be resolved. After 6 weeks,
the Director of Residential
Services will meet with the Team
Manager and ND/Q on-site
monthly, and the CEO will do an
on-site visit at least quarterly.
WO000262 | 483.440(f)(3)(i)
PROGRAM MONITORING & CHANGE
The committee should review, approve, and
monitor individual programs designed to
manage inappropriate behavior and other
programs that, in the opinion of the
committee, involve risks to client protection
and rights.
Based on record review and interview, W000262 | The BSPs for all clients living in 09/26/2014
for 2 of 2 sampled clients (clients #1 and th? home have been revised, and
. . written HRC approval was
#2), the facility failed to ensure the obtained on 9/25/14. To ensure
facility’s Human Rights Committee the deficient practice does not
(HRC) reviewed and approved plans that recur, and to provide ongoing
included the use of medication to address monitoring, a monthly report has
. been developed, to be completed
behavior. by the ND/Q for each
individual,summarizing services
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: C1KF11 Facility ID: 000995 If continuation sheet Page 173 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
. BUILDING
15G481 L WING 09/12/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
532 RIDGEVIEW
LIFE DESIGNS INC COLUMBUS, IN 47203
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Findings include: they have received. It includes
data related to behavior,including
. , . the date of the Behavior Support
Client #1's record was reviewed on Plan, and when HRC approval
8/27/14 at 12:20 PM. The record was obtained. Each monthly
indicated client #2 was his own guardian. report will be submitted to the
A Replacement Skills Plan (RSP) dated CEQ for review for a period of no
13/13 indi d behavi £ less than 3 months. That review
9 13. 13 .1n 1cate. target be av19rs 0 process will be taken over by the
ruminating, anxiety, non-compliance, Director of Residential Services
verbal/non-verbal threats, physical after at least 3 consecutive
aggression/threats of physical aggression. mqnths of complete reports
Client #1's plan included th £ reviewed by the CEO. The
ten S plan 1ne u _e cuseo monthly report will be
Seroquel 800 mg (milligrams) for disseminated to Individual
agitation, Alprazolam 6 mg for anxiety, Support Team members for
Luvox 450 mg for obsessive compulsive review as well. The ND/Q will
disorder. Ri id 1 f tati complete a quarterly Quality
1sorder, Risperidone 1 mg for agitation Assurance Review to ensure all
and Depakote 1000 mg. There was no required plans for each individual
evidence of review and approval by the in the home are current and HRC
facility's Human Rights Committee aQ;X)rovgl has be;zn '(t)tbtdaltnet(rj\. The
. . . review is submitted to the
(HRC) for client #1's behavior plan. DRS, as well as the Quality
Assurance Director for tracking
Client #2's record was reviewed on and trending purposes. On an
8/27/14 at 12:20 PM. A RSP dated 5/8/14 ongoing basis, all Team Meeting
indicated t ¢ behavi £ tant minutes will be submitted to the
indicated targe .e aviors ol tantrum, DORS and CEOQ for review. The
property destruction and verbal Services Leadership
aggression. Client #2's plan included the Team,comprised of all Directors
use of Depakote 1,000 mg for mood of Services, as well as the Quality
tabilizati Latuda 40 f d Assurance Director and CEO, will
sta %%za %on, atuda &0 mg ot Moo meet at least twice per month to
stabilization and Prozac 20 mg for discuss incident reports,
depression. There was no evidence of investigation outcomes and
informed consent or evidence of review recdommendlatlons, SU;Yey status
e and general concerns/issues
ar%d app r'oval by Fhe facility's (HRC) for related to all service areas. The
client #2's behavior plan. Quality Assurance Director will
complete a monthly report that
The Network Director/Qualified Intellectual summarized QA results each
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Disabilities Professional indicated on 9/9/14 at month, which is submitted to the
11:50 AM there was no review of the facility's CEO to be included as part of the
HRC for client #1 and #2's plans. monthly report to the LifeDesigns
Board of Directors. The CEO will
9-3-4(a) complete an on-site visit to each
group home at least quarterly.
W000266 | 483.450
CLIENT BEHAVIOR & FACILITY
PRACTICES
The facility must ensure that specific client
behavior and facility practices requirements
are met.
W000266 Client #2 was moved from the 09/26/2014
Based on observation, record review, and group home and with the )
. . . assistance of BDDS, received a
interview for 2 of 2 sampled clients CIH Medicaid Waiver. He is now
(clients #1 and #2), and for 2 additional receiving supported living
clients (clients #3 and #4), the facility services, and since his exit from
failed to meet the Condition of the group ho.me, there ha§ been
civation: Cli havi d an exponential decrease in
Part.lc.:lpanon.. Client Be av1'or an' negative behaviors exhibited,
Facility Practices. The facility failed to especially from client #1. The
implement its policy and procedures to Behavior Consultant has revised
prevent neglect by failing to protect 2 of the Functional Behavior _
> led (cli 41 and #2) and 2 Assessments (FBA) and Behavior
sa.rr'lp € (c. tents ' an ) an, Support Plans (BSP) for all clients
additional clients (clients #3 and #4) in the home,as well as for client
from physically aggressive behavior of #2. Guardian consent and Human
clients #1 and #2 resulting in injury and Rights Committee approval has
ntimidati The facility failed been obtained, and Behavior
Intimi atlon.. e facility fai e. to Consultant has trained staff on
develop and implement effective the revised plans. The Behavior
corrective action to address the physically Consultant has participated in
aggressive behavior of clients #1 and #2 weekly team meetings to gather
f hist £ ive behavior had additional feedback from staff
a era.1 is 'ory 0 aggres'SI'Ve e' avior ha related to behaviors, as well as
been identified. The facility failed to spent time with staff observing
implement policy and procedure to interactions with clients. New
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protect 1 additional client (client #3) by tracking has been implemented to
failing to develop and implement gather more comprehenswel
” . . . information related to behaviors,
effecjuve correctw? action tC{ address his so that data can be used to make
physically aggressive behavior. revisions to the plans on an
ongoing basis. An investigation
Findings include: was completed for the incident
’ that occurred on 8/29/14 with
client #3. As mentioned
1. The facility failed to ensure staff previously, client #3's BSP has
demonstrated competency to implement 2 been revised, and new tracking is
of 2 sampled clients' (clients #1 and #2) in place to gather more useful
sion level dd ladati data to determine antecedents to
superYlslon eve. to address maladaptive behaviors, patterns, and how he
behavior, and failed to demonstrate responds to specific
competency to implement 1 additional consequences. From 9/28 to
client's behavior plan (client #3). Please 10/4 the Behavior consultant wil
f w191 provide 6days on site for 3 to 6
refer to ’ hours- she has already been on
site Sunday, Monday, Tuesday,
2. The facility failed for 2 of 2 sampled Wednesday and Thursday of this
clients (clients #1 and #2) to ensure staff week, and will be there again
ol ted clients' plans to add either Saturday or Sunday. She
tmpiemented clients: plans to address will provide support from 10/5
maladaptive behavior. Please refer to forward to train newstaff, assess
W249. performance of all and monitor
effectiveness of strategies.
.. . . . Acompetency based assessment
3. The facility failed to implement its will be used to evaluate staff
policy and procedures to prevent neglect knowledge andability to
by failing to protect 2 of 2 sampled implement behavior support
(clients #1 and #2) and 2 additional plans. 'At‘" new s%taff V‘;'rlll behavi
. . receivetraining from the behavior
chenjcs (clients #3 .'%md #4) frf)m ) specialist before they are able to
physically aggressive behavior of clients work alone. Staffsupport needs
#1 and #2 resulting in injury and will be discussed at team
intimidation. The facility failed to meet'ngsd LO Ideterm'nde Vdvhere
. . ti i .
develop and implement effective conunueche’p Is neede .
i ) ) Continued behavior support will
corrective action to address the physically be two days per week (3
aggressive behavior of clients #1 and #2 hoursminimum) plus weekly
after a history of aggressive behavior had team meetings withall staff.
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been identified. The facility failed to
implement policy and procedure to
protect 1 additional client (client #3) by
failing to develop and implement
effective corrective action to address his
physically aggressive behavior. Please
refer to W274.

9-3-5(a)

Additionally, the LifeDesigns
Behavior Consultant will
trainStephanie Bryant (currently
working as trainer for Team
Manager) to provideadditional
support to staff. Stephanieis a
former Quality Assurance
Director who is Q qualified,
facilitated theLIFEDesigns
Human Rights Committee and
has worked for group homes for 9
plusyears. She was the Interim
ResidentialDirector from October
2013 to February 2014.
Stephanie will work under the
supervision ofthe Behavior
Specialist. To ensure the deficient
practice does not recur, and to
provide ongoing monitoring,
administrative staff (including the
CEO, Director of Support
Services, Quality Assurance
Director, Team Manager,
Behavior Specialist) have been
conducting daily observations at
the home, which includes
observation of staff and client
interactions, review of data on
behaviors, review of
communication log for issues and
concerns, facility issues, finances,
and interviews with staff
regarding their ability to
implement the behavior support
plans. Daily observations with the
above listed administrative staff
will continue through 10/31,
unless issues continue to be
noted during weekly onsite
meeting of CEO, ND/Q, and
Team Manager. Minutes of those
meetings will indicate need to
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extend observations and length of
extension. The Team Manager
designated for the home provides
direct, on-site supervision of staff
in the setting, and will provide
ongoing training and guidance.
The previous ND/Q for the home
has been reassigned, and a new
ND/Q has been hired. The Quality
Assurance Director is acting as
ND/Q on an interim basis while
the new ND/Q completes training
and becomes familiar with the
individuals and staff in the home.
The ND/Q will be in the home no
less than twice per week (the
ND/Q is responsible for 2 homes)
to provide supervision,guidance
and oversight to staff. Once the
new person demonstrates
competency with the individual's
support and behavior plans to the
QAD and CEO, she will be
included in observation schedules
and expected to supervise the
home. The Services Leadership
Team, which includes all
Directors of Services, the Quality
Assurance Director and CEO will
meet at least twice a month to
review all outstanding
investigation recommendations to
ensure all there is a clear plan to
ensure all recommendations are
implemented. A Team Manager
weekly report has been
implemented, that includes
information related to incident
reports and follow up. The Team
Manager, ND/Q and CEO will
meet on-site weekly for no less
than 6 weeks to review issues
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and concerns in the setting, and
how those issues will be resolved.
After 6 weeks, the Director of
Residential Services will meet
with the Team Manager and
ND/Q on-site monthly,and the
CEO will do an on-site visit at
least quarterly.
W000274 | 483.450(b)(1)
MGMT OF INAPPROPRIATE CLIENT
BEHAVIOR
The facility must develop and implement
written policies and procedures that govern
the management of inappropriate client
behavior.
Based on record review and interview, W000274 | Client #2 was moved from the 09/26/2014
the facility failed to implement its policy group home and with the )
assistance of BDDS, received a
and procedures to prevent neglect by CIH Medicaid Waiver. He is now
failing to protect 2 of 2 sampled (clients receiving supported living
#1 and #2) and 2 additional clients services, and since his exit from
(clients #3 and #4) from physically the group ho.me, there ha§ been
ve behavi feli | and #2 an exponential decrease in
aggressive behavior of clients #1 and # negative behaviors exhibited,
resulting in injury and intimidation. The especially from client #1. The
facility failed to develop and implement Behavior Consultant has revised
effective corrective action to address the the Functional Behavior _
hysicall e behavi feli Assessments (FBA) and Behavior
physically aggress1.ve ehavior o c'1ents Support Plans (BSP) for clients
#1 and #2 after a history of aggressive #1, #3 and #2.Guardian consent
behavior had been identified. The facility and Human Rights Committee
failed to implement policy and procedure approval has been obtained, and
1 additi Leli li 3 Behavior Consultant has trained
to prc.)t.ect a 1t101?a C ient (client #3) staff on the revised plans. New
by failing to report incidents of sexual tracking has been implemented to
assault and failed to develop and gather more comprehensive
implement effective corrective action to information related to
dd his phvsicall . behaviors,so that data can be
a res.s 15 phiysically aggressive used to make revisions to the
behavior. plans on an ongoing basis. An
investigation was completed for
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Findings include: the incident that occurred on
8/29/14 with client #3. As
. mentioned previously, client #3’s
Observations were completed at the BSP has been revised, and new
group home on 8/26/14 from 7:05 PM tracking is in place to gather more
until 8:30 PM. Staff #1 opened the door useful data to determine
after unlocking a door alarm attached to an:;acedentsdtct: behhawors, dst
. . patterns, and how he responds to
the front door. During the observation, specific consequences. From
clients #1 and #2 sat on a sofa watching a 9/28 to 10/4 the Behavior
movie. Client #2's glasses had tape consultant will provide 6 days on
around each of the ear pieces at the 3||te fzr 3th 6 hour:— sshe zas
. . . . already been on site Sunday,
hinges. Client #2 z':lttempted j[o kiss (fllent Monday, Tuesday, Wednesday
#1 and to take a picture of him on his cell and Thursday of this week, and
phone. When staff #2 intervened stating will be there again either Saturday
he should ask permission, client #2 or Sunday. She will provide
tated. "Whv?. It's not hy. " support from 10/5 forward to train
s a.e 4 y?, It's no pornpgrap Y- new staff, assess performance of
Clients #3 and #4 were redirected from all and monitor effectiveness of
the room by staff #1 and #2 when client strategies. A competency based
#1 dug at his rectum through his shorts. assless:[me?tf\]:vll(ll be luzed to ]
. evaluate staff knowledge an
Chent§ #1 and #2 were left alone when ability to implement behavior
they did not leave the room when Support p|ans_ All new staff will
directed to do so by staff #1 and #2. Staff receive training from the behavior
#1 stated to clients #3 and #4, clients #1 Spei'all'St be;c;r?fthey arg abledto
" . - work alone. Staff support needs
and #2 "did not need an audlence.' Client will be discussed at team
#1 then tOOk 2 Ol‘al’lges fl‘om a fru]t meetings to determine where
arrangement on the kitchen counter and continued help is needed.
pressed them to his breasts, then client #2 Eort‘t'”“;d behavior Sku(psp:])rt will
. S . . e two days per wee ours
raised his shirt, exposmg his breasts and minimum) plus weekly team
squeezed them. Clients #1 and #2 took meetings with all staff.
items from the kitchen drawers and threw Additionally, the LifeDesigns
them on the floor. Staff #3 and client #4 Behavior Consultant will train
remained in the medication Stephanie Bryant (currently
o ] ) ) working as trainer for Team
administration room/office while clients Manager) to provide additional
#1 and #2 continued to raise their voices. support to staff. Stephanie is a
Client #3 opened the door to his bedroom former Quality Assurance
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and attempted to step into the adjacent Director who is Q qualified,
kitchen where clients #1 and #2 were, but facmtated.the LIFEDe§|gns
. . K Human Rights Committee and
was redirected back into his bedroom by has worked for group homes for 9
staff #1 and #2. Client #2 grabbed staff plus years. She was the Interim
#2 and tried to kiss her, then pushed her Residential Director from October
into a wall. Client #1 placed a 3 inch 2013 to Eebrgary 2014.
. .. . Stephanie will work under the
action figure in his mouth and tried to supervision of the Behavior
force the entire figure into his mouth. Specialist. To ensure the deficient
Client #2 stated to staff #1 and #2, "I practice does not recur, and to
didn't have my meds (medications) prov!dg ongoing momtormg,
dav." and indicated his behavi administrative staff (including the
today,” and in 1ca' cd his be a.VIOI‘ CEO, Director of Support
resulted from a failure to receive the Services, Quality Assurance
medications. At 8:00 PM, staff #3 Director, Team Manager,
arrived for her overnight shift and Behavior Specialist) have been
.. .. . conducting daily observations at
completed medication administration for the home. which includes
client #4 started by staff #1 at 7:55 PM. observation of staff and client
Staff #2 left the medication interactions, review of data on
administration area leaving staff #3 with behaviors,review of
lient #4. stating. " 1 h taff communication log for issues and
chient 7%, stating, "1 can .ea?/e er (sta concerns, facility issues,
#1) alone out there," and indicated staff finances,and interviews with staff
#1 needed assistance. Clients #1 and #2 regarding their ability to
raised their voices loudly to each other, ITplemE()an'tl thebbeha\;!or SUF’_E’::L
. . plans. Daily observations with the
and client #1 threatened to poke his éyes above listed administrative staff
out and throw feces. Staff #3 stayed in will continue through 10/31,
the medication administration area/office unless issues continue to be
of the home with client #4 who paced note? dun:g I\E/vgelrillyl:/) /ocr;sned
. meeting o : , an
back and for.th. An interim house Team Manager. Minutes of those
manager arrived from another house at meetings will indicate need to
8:00 PM to assist with client #1 and #2's extend observations and length of
behavior. Client #4 paced from 7:55 PM EthnSIotn.d-l;het;eahm Managg(rj
until 8:25 PM and was redirected from esignated for Ine home provides
) o ) direct,on-site supervision of staff
leaving the medication room until staff in the setting, and will provide
#3 indicated it was safe for client #4 to ongoing training and guidance.
leave the area. Staff #3 stated to client #4, The previous ND/Q for the home
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"I know you want to leave, but it isn't has been reassigned, and a new
safe." The acting Network ND/Q has begn h|req. Thg Quality
K . Assurance Director is acting as
Director/Qualified Developmental ND/Q on an interim basis while
Disabilities Professional (NDQ) talked the new ND/Q completes training
on the phone to client #1. After clients #1 and becomes familiar with the
and #2's voices lowered, client #4 left the individuals apd St"’j‘ﬁ in the home.
. . . . . The ND/Q will be in the home no
medication administration area. Client #1 less than twice per week (the
wiped up a wet area in the kitchen at 8:30 ND/Q is responsible for 2 homes)
PM with the interim house manager's to provide supervision, guidance
supervision. Staff #1 indicated client #2 and oversight to staff. Once the
s Th id £ new person demonstrates
was uPstalrs. ere \.Jvas no evidence o competency with the individual’s
the Director of Quality Assurance (DQA) support and behavior plans to the
during the observation. QAD and CEO, she will be
included in observation schedules
. . and expected to supervise the
Staff #1 was 1.nte.rV1ewed on 8/26/14 at home. The Services Leadership
7:05 PM and indicated the door was Team, which includes all
alarmed to notify staff if the clients left Directors of Services, the Quality
the home. Assurance Director and CEO will
meet at least twice a month to
) ) review all outstanding
Staff #1 and #2 were interviewed on investigation recommendations to
8/26/14 at 7:55 PM, and indicated client ensure all there is a clear plan to
#1 and #2's behavior occurred frequently ensure all recommendations are
d thev had b ioned f implemented. A Team Manager
and they had been re-assigned from weekly report has been
another home due to the staff turnover of implemented, that includes
the home. They indicated staff that had information related to incident
previously worked in the home had left reports and follow up. The Team
lovment of the facilit Manager, ND/Q and CEO will
cmployment ot the Tactlity. meet on-site weekly for no less
than 6 weeks to review issues
Staff #3 was interviewed on 8/26/14 at and concerns in the setting, and
8:01 PM. She apologized to the surveyor Z\cf)tw tgose Iisu?hs V‘é‘)'_' bet resoflved.
for client #1 and #2's behavior and stated, er 0 weeks, the Lirector o
Residential Services will meet
"They feed off each other." When asked with the Team Manager and
if client #1 and #2's behavior was ND/Q on-site monthly,and the
common, she stated, "Yes." She stated CEO will do an on-site visit at
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: C1KF11 Facility ID: 000995 If continuation sheet Page 182 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G481

A. BUILDING 00

B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
09/12/2014

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

STREET ADDRESS, CITY, STATE, ZIP CODE
532 RIDGEVIEW
COLUMBUS, IN 47203

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

client #4's pacing behavior indicated he
was "agitated." She indicated she worked
alone at night from 8:00 PM until 8:00
AM and if she needed help, a
neighboring group home would send staff
15 minutes away. She indicated client #2
had pushed staff into the wall, but had
not hurt clients.

The interim house manager was
interviewed on 8/26/14 at 8:30 PM and
indicated client #1 had urinated on the
floor and was mopping it up.

During observation at the group home on
8/27/14 from 6:25 AM until 8:53 AM,
client #1 poured his cereal and took a
shower. Staff #2 was alone with clients
#1 and #2 from 7:15 AM until the
conclusion of the observation.

Staff #3 was interviewed again on
8/27/14 at 6:50 AM and indicated
sometimes clients #1 and #2 would get
up at night, but would watch TV.

Staff #2 was interviewed on 8/27/14 at
7:28 AM. She indicated staff usually
works alone from 7:00 AM to 12:00 PM
unless there were three clients in the
home at which time another staff would
be brought in to work in the home. She
indicated she was covering the shift for
the interim house manager and she would

least quarterly.
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arrive at 9:00 AM to relieve her (staff
#2).

Behavior and medical observations
(progress notes) were reviewed on
8/27/14 at 8:53 AM and indicated the
following:

For client #1:

8/26/14 from 3:00 PM until 9:00 PM;
"He got a little worked up today, but
calmed himself down."

8/21/14; "Multiple behaviors this
evening from 2:45 PM until 7:45
PM...Incredibly inappropriate on several
different occasions tonight."

6/24/14; "Threatened to kill cops,
urinated on floor."

6/24/14; "Threatened to kill kid" and
"taken to [mental health facility]."

6/23/14; "Showed private parts out
window."

6/8/14; "Called cops and placed in hand
cuffs."

For client #2:

8/26/14; 1:00 PM until 8:00 PM; arguing
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with staff, ...did not give personal
space...."

8/18/14; "argumentative; glasses broken
by another individual...."

8/4/14; "had behavior, went to the
hospital...."

8/3/14; "was in a behavior when staff got
here...."

7/28/14; "attacked staff and breaking
things...."

6/17/14; "Tried going into [client #1's
room]."

6/11/14; "Yelling, screaming and
throwing items."

The facility's reportable incidents to the
Bureau of Developmental Disabilities
Services (BDDS) were reviewed on
8/27/14 at 1:45 PM and included the
following:

For client #1:

A BDDS report dated 5/25/14 indicated
client #1 was aggressive, hitting, spitting,
throwing objects and attempting to
urinate on staff. Staff called 911 and
police handcuffed and transported him to
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the hospital to be evaluated. The report
indicated client #1's hip was x-rayed due
to an earlier fall, and had not received his
evening medications "due to spitting
them out at staff." Client #1 was
transported back home by ambulance
"due to trying to work back up in a
behavior and threatening to crash my
(Team Manager) car." Corrective action
indicated a plan was being generated to
address his behavior and prevent future
incidents.

A BDDS report dated 6/7/14 indicated
client #1 called 911 after "escalating into
behaviors." The report indicated staff
called the security system to notify them
it was a false alarm so fire trucks would
not arrive. Plan to resolve indicated client
#1 "Has many proactive measures written
into his behavior plan. Staff were
following his plan during the incident.
[Client #1] currently does not have a
psychiatrist and Life Designs has been
looking for one for him. He has been
turned down by four different
facilities/offices." The report indicated
client #1's primary care physician had
ordered increases in medications which
are awaiting Human Rights Committee
(HRC) approval. "Life Designs has also
explored possible in-patient facilities to
look into [client #1's] medication regiman
(sic), but has been unsuccessful in
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locating a facility that is willing to admit
[client #1]. Staff will continue to follow
[client #1's] behavior plan and Life
Designs will continue to locate a
psychiatrist to manager [client #1's]
medication and continue to explore
in-patient options."

A BDDS report dated 6/24/14 indicated
client #1 was physically aggressive and
inappropriate with staff. The police were
called and hand cuffed client #1 after he
threatened to use their guns to kill them.
Client #1 was placed in a spit proof mask
and transported to the hospital after he
tried to urinate on the police officers.
Client #1 was admitted to a mental health
facility. Corrective action indicated the
mental health facility would monitor
client #1. The report indicated client #1
was admitted for 7 days and his
psychiatric medications had been
adjusted.

A BDDS report dated 7/27/14 indicated
client #1's relative asked client #2 if he
had touched client #1 inappropriately and
client #2 indicated client #1 had touched
him inappropriately. Corrective action
indicated the incident would be
investigated and "Life Designs will
ensure the roommate and [client #2] are
not left alone in a room without
supervision at anytime...."
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A BDDS report dated 8/11/14 indicated
client #2 told client #1 the dessert looked
like "sperm." The report indicated client
#1 yelled "sperm" throughout the house
and urinated on the floor. Client #1
scratched client #2 leaving four
superficial scratch marks and picked up a
table leg and attempted to hit client #2
with it. The report indicated client #2
continued to "agitate" client #1 and client
#1 "refused to leave [client #2] alone."
Client #1 "was screaming at [client #2]
through the door...At one point, [client
#2] came downstairs and continued to
agitate [client #1]. [Client #1's] behavior
continued for another hour or two with
periods of calm and then re-escalation."
The report indicated an IDT
(interdisciplinary team) meeting would
be scheduled for 8/13/14 to address the
incident.

A BDDS report dated 8/12/14 indicated
throughout the morning client #1 "was
having behaviors," and would calm
periodically. He attempted to "go after a
roommate, but was blocked by staff." He
intentionally had a bowel movement in
the hallway and threw feces at staff.
Client #1 attempted to grab staff sexually
between her legs and attempted to push
past staff to get at his roommate
(unidentified). A second staff was called
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to assist and the unidentified client was
placed in a room to keep him away from
client #1. Client #1 attempted to put
utensils under the locked door including a
knife. 911 was called and client #1 was
arrested and the police "were pressing
charges that included two counts of
battery with bodily fluid and one count of
sexual battery." The report indicated
client #1's relative posted bond and he
spent the evening at their home.
Corrective action indicated there was an
emergency IDT planned for 8/13/14 to
address the situation.

A Plan for Extra Support dated 8/13/14
was reviewed on 9/8/14 at 4:00 PM and
indicated the following:

"Short Term-[Director of Quality
Assurance] will work 10:00-8:00
(AM/PM not indicated) Mon. and Tues.
[Behavior Specialist] will work
10:00-4:00 (AM/PM not indicated) on
Wed.

[Director of Residential Services (DoRS)
will work Thurs and Fri (time not
indicated).

[DQA] will focus on individual goals and
1:1 community involvement, as well as
staff training and development, [BS] will
focus on behavior strategies and
interventions, as well as staff training and
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development. [DoRS] will focus on work
with [client #1] and one peer doing daily
activities in and around the house. She
will reinforce positive interactions and
pro-social behavior. She will also work
with staff to train (sic)."

Mid Term: The plan indicated new staff
members would be hired including a
Team Manager, Team Lead and Medical
Coordinator. The CEO (Chief Executive
Officer) "is exploring ...Day Program
Services. She is following up with the
[police department]. [NDQ] is contacting
[psychiatric services provider], to
determine what resources are
available...for emergency care. [DoRS] is
following up with [staff at mental health
provider] to determine what resources are
available through her agency for
emergency care. She is [mental health
provider's] liaison with the Police
Department.

Longer Term: Begin exploration of a
waiver setting for Supported Living in a
smaller setting."

For client #2:

A BDDS report dated 6/10/14 indicated
client #2 had "behavior issues most of the
day." Client #2 "followed clients around
the house saying inappropriate things
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about them." Client #2 was "yelling at
peers," and "stomping through the
house," and hitting the walls. Client #2
knocked over a beverage into the other
clients' pizza by pushing the table as they
were eating and pounded the table with
his hands. Client #2 pushed staff to the
floor. Client #2 threatened to call police.
It was "questionable" if client #2 pushed
client #4, as staff saw client #4 take a
step backwards "as if he was pushed" by
client #2. The report indicated client #4
could not speak for himself. The report
indicated client #2 continued to bang on
walls of the home, "yell" and attempted
to wake clients up after they were in their
bedrooms. Client #2 "yelled at [client #1]
and he started crying." Client #1 went to
the office to eat his dinner, and client #2
started "ramming" into staff to get to
client #1. Client #1 began "crying
uncontrollably." Corrective action
indicated client #2 had been admitted to
the group home on 5/2/14 and the facility
was attempting to secure psychiatric
services to address client #2's behaviors.
Staff will continue to follow client #2's
behavior plan to address his behaviors
and take action to prevent peers from
experiencing verbal and physical abuse.
The report indicated an investigation
would be completed into the incident.

A BDDS report indicated client #2 "had
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been upset for much of the day on 8/2/14.
He had pushed group home staff and a
temporary staff on different occasions
through out the day...Around 7:45 PM
staff called NDQ and reported that [client
#2] had threatened to hurt himself and
staff and was threatening to get a knife.
NDQ advised the staff to hang up and
call 911. Just after hanging up with the
group home staff, the temporary agency
staff called the NDQ and told her [client
#2] had a knife and was trying to get in
the locked office door." The temporary
staff and client #1 were locked in the
office, and "the group home staff (who
was in the common area of the house
with [client #2] managed to get [client
#2] to give her the knife and slid it under
the locked office door." Police arrived
and client #2 agreed to go to his room.
The police indicated to the NDQ they
could not transport client #2 to the
hospital for evaluation. Corrective action
indicated sharps would now be locked in
the home and an Interdisciplinary (IDT)
team meeting would be held to discuss
the incident "and what changes can be
made to ensure all remain safe." The
NDQ "will review [client #2's] behavior
plan to determine what changes need to
be made."

A BDDS report dated 8/4/14 indicated
client #2 hit client #1 on his back and
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pinched his neck while traveling in the
van. Client #2 was "flipping off"
(obscene gesture) other drivers, attempted
to open the van door while it was moving
and "at one point he acted as if he was
going to grab the wheel of the vehicle
while it was moving and stated he didn't
care if they all died in a crash." After
returning home "the behavior continued.
He blocked staff (unidentified) in the
bathroom and would not let her get past
him." Corrective action indicated the
NDQ was conducting an IDT meeting
regarding the incident on 8/2/14 when
she was informed of the current incident
and advised staff to call 911. The NDQ
met the police at the home and requested
they transport client #2 to the hospital for
evaluation and treatment. Once at the
hospital, client #2 refused treatment and
since he is his own guardian the hospital
could not admit him. The discharge
orders from the hospital indicated if
client #2 became aggressive again, staff
should call police and have client #2
arrested/jailed. Client #1 did not sustain
injury during the incident. Corrective
action indicated an IDT would be
scheduled to address the incidents.

A BDDS report dated 8/18/14 indicated
client #2 told staff while watching a
movie client #1 had put his hands down
client #2's pants and touched his penis
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and tried to put his hands down the back
of his pants "to smell his poop." Shortly
after the incident client #1 broke client
#2's glasses. Corrective action indicated
the clients were not to be left in a room
alone without supervision and an
investigation would be completed.

Client #1's record was reviewed on
8/27/14 at 12:20 PM. A Replacement
Skills Plan (RSP) dated 9/13/13 indicated
target behaviors of ruminating, anxiety,
non-compliance, verbal/non-verbal
threats, physical aggression/threats of
physical aggression. There was no
evidence of a revision of client #1's plan
since 9/13/13. There was no evidence of
a functional analysis of client #1's
behavior by a behavior specialist. There
was no evidence of involvement of a
behavior specialist in the development or
implementation of his plan to address his
behavior.

Client #2's record was reviewed on
8/27/14 at 12:20 PM. A RSP dated 5/8/14
indicated target behaviors of tantrum,
property destruction and verbal
aggression. There was no evidence of
revision to client #2's plan since 5/8/14.
There was no evidence of a functional
analysis of client #2's behavior by a
behavior specialist. There was no
evidence of involvement of a behavior
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specialist in the development or
implementation of his plan to address his
behavior.

The Network Director/Qualified
Developmental Disabilities Professional
(NDQ) was interviewed on 8/27/14 at
11:00 AM and stated, "This behavior is
every other day. Everything is chaotic.
I've had to call the police 5 times in 3
weeks. The behavior is escalating. On
Saturday, August 2, (2014), he (client #2)
threatened staff. They barricaded
themselves in the office. He grabbed a
butcher knife and tried to pry open the
door. [Client #1] was locked in the office
too. They (clients #1 and #2) terrorize
each other and everyone else in the
house." She indicated client #2 slapped
client #1 and pushed staff in the past. She
indicated client #1 now spoke of sexual
issues and stated client #1 "had no sexual
talk before [client #2] came here (to the
group home)." She stated while shopping
at a store client #2 talked to client #1 to
"solicit" an 8 year old girl and then
picked up the phone and used the F***
word over the intercom repeatedly. She
said the 8 year old girl's mother was with
her and no harm came to the girl. Client
#2 "admitted he had egged [client #1] on"
later. We're trying to do everything we
can here. When asked about a behavioral
specialist, she indicated she had
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attempted to involve a behavior
specialist, but stated, "it hasn't been
solidified." The NDQ indicated she
(NDQ) wrote the plans, and the behavior
specialist had visited the home, but the
clients had not exhibited maladaptive
behavior during her visit. She indicated
the behavior specialist was scheduled to
come to the home today, but was unable
to come due to unknown reasons. She
stated, "I can't keep up with the plans.
Their behaviors are escalating” and in
regards to the involvement of a
behavioral specialist "It's really needed."
She indicated client #1 was arrested on
8/12/14 and taken to jail for sexual
battery to staff. She indicated client #1's
psychiatrist wanted to take him off
medication to address his behaviors, but
the guardian didn't agree. She stated
client #2 was his own guardian and says
he "runs the house." When asked if the
clients injured one another during
behaviors, she stated, "I would say it's
more emotional abuse." She indicated
both clients #1 and #2 had threatened
each other with a butcher knife and the
knives were now locked up in the house.
She indicated there were no IDT
meetings available to address the
situation. She indicated the meeting on
8/4/14 had been interrupted by the
behavior incident on 8/4/14. She
indicated client #2's plan did not address
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physical aggression as she had not been
able to update the plan as yet.

During observations at the group home
on 8/27/14 from 12:25 PM until 1:30
PM, clients #1, #2, and #3 were present
in the home. Client #2 pursed his lips as
if he would spit out whipped cream
during lunch. Client #2 repeatedly
knocked on the office door and raised his
voice to ask to go on an outing and
stated, "They say I'm provocative."
During the observation, client #2
repeatedly banged on the door. Client #1
asked client #2 to stop banging on the
door. The interim house manager and the
NDQ were present in the home. There
was no evidence of the Behavior
Specialist in the home during the
observations. Client #2 stated "**** no"
when asked if he wanted a job by the
NDQ. At 1:05 PM, client #2 crushed a
Styrofoam cup in his hand while standing
in the office. He then grabbed his
program book and began reading it. He
stated as he read the book "I didn't lie,"
and "[Staff #3] has beautiful hand
writing."

The NDQ was interviewed on 8/27/14 at
12:50 PM and indicated she was
attempting to secure employment for
client #2, and stated, "He won't
cooperate."
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The facility's investigations were
reviewed on 8/28/14 at 3:40 PM and
indicated the following:

An investigation dated 6/12/14 indicated
on 6/10/14 client #2 "was in a poor mood
due to feeling like he was being blamed
for things. He started yelling at a staff
member while another staff was gone,
pushing her and trying to knock her over.
At one point they think he might have
possibly pushed [client #4]...He was
verbally abusing staff and roommates
yelling obscenities and saying they were
all stupid." Recommendations indicated
"Staff to continue following behavior
plan. Medical coordinator to continue to
look for a psychiatrist for [client #2]."

An investigation dated 7/1/14 indicated
the allegation was unsubstantiated "Based
upon the discrepancies in [client #1's]
interview and his agitated state during the
described incident, this writer cannot
substantiate the allegation of verbal
abuse. Investigator noted through
observation and subsequent interviews
that [staff #9's] overall tone when
interacting with customers is quite loud
and overbearing, which in direct
opposition to the stated steps in [client
#1's] Behavior Support Plan.
Recommendations included "Behavior
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Specialist will complete an observation
of a shift when [staff #9] is working to
assess her communication style and
interactions with the customers. She will
then provide additional training based on
her observations. Behavioral Specialist
and ND/Q will review the Behavior
Support Plan and retrain staff to ensure
consistency of implementation.
Retraining will include ways to
effectively communicate with individuals
in both a proactive and reactive way.
DoRS (Director of Residential Services),
DoSS, and QAD will perform follow up
observations weekly for a period of one
month and will share findings with
ND/Q, Behavior Specialist, and other
positions completing observations. A
Behavioral Observations and
Recommendations dated 7/17/14
indicated "It appears that the interactions
between [client #1] and [staff #9] are
appropriate. Behaviorist will follow up
with the home as needed to ensure that
the staff and customers interact and work
well together. It is recommended that if
concerns continue to arise, the
behaviorist be informed and a training be
held for staff to educate them on
respectful and proactive approaches to
use with clients." Observations dated
7/9/14 from the QAD and on 7/4/24 from
the DoRS were included in the
investigative packet. A BDDS report
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included in the investigation dated
6/24/14 indicated client #1 alleged staff
#9 had told him to "shut up ****" and
had stated to his mother after being asked
if the group home was the right place for
him stated, "No, they don't know how to
handle me." The report indicated the
incident would be investigated.

A BDDS report included in an
investigation dated 8/7/14 indicated staff
#9 notified the Director of Support
Services (DSS) on 7/31/14 that when she
went to work on 7/23/14, [client #2]
made allegations that his roommate,
[client #1] came into his room and
touched his penis, and that he went into
another housemates' room and climbed
on top of him, trying to touch his penis.
[Staff #9] relayed that according to
[client #2], [client #1] came into his room
the night before and wouldn't leave, and
was talking about sex, and staff had to
get [client #1] out of [client #2's] room
and [client #4's] room. [Staff #9] said she
wasn't there, that this was reported to her
by [client #2]. [Client #2] does have a
history of inaccurate communication and
false reporting....Staff will be instructed
to be on the same floor as [client #1] at
all times to ensure adequate supervision."
The investigation into the incident dated
8/7/14 indicated during interview on
8/6/14 with staff #9 indicated client #1
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had said "vulgar things in the past
including having sex with children and
police officers, screaming 'penis' and
'vagina' and rubbing his genitals on open
windows," and staff #9 "believes that
[client #1's] sexual advances are sincere."
Staff #9 indicated she had completed an
Unusual Incident Report and placed it on
a desk in the group home office. Staff
#10 indicated she had witnessed client #1
come downstairs, but had not seen him
go into any rooms upstairs. She indicated
all four of the clients remained in the
living room watching TV. She stated
"That's how I do it when it's just me-I
wanna keep my eyes on all of them." A
note included in the investigation
regarding client #2's behavior dated
8/2/14 "describes a litany of threats and
inappropriate actions made by [client #2]
on that day. Those relevant to this
investigation are as follows: ...[Client #2]
keeps talking about having sex with
[client #1], saying that he's going to take
his clothes off and stand in front of
[client #1's] door telling him to come
have sex with him...This account
establishes what appears to be a pattern
for [client #2's] behaviors-he becomes
upset, begins acting out, then uses the
incident to make an appeal about his
living situation. It also establishes the
sexual nature of [client #2's] comments
and behaviors, specifically that he is
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initiating them towards [client #1]...."
The investigation indicated the allegation
was not substantiated, "Given [client
#2's] history of lying, the specific nature
of this allegation, and the testimony of
[client #'1's] [relative] who was called on
the phone during the incident, it seems
extremely unlikely that the even occurred
as [client #2] describes...[client #1] did
invade the privacy of the other
roommates in the house by entering their
rooms, but was by all accounts an act
meant to bother, not abuse...It is apparent
to this writer (DQA) that [client #2] is a
high functioning individual with a strong
grasp on sexual activities and their
meanings. It is also well documented that
he continually tries to provoke reactions
from roommates and specifically targets
[client #1]. It is also the opinion of this
writer that [client #2] has a very poor
grasp of sexual activities and their
meanings, and is very persuadable given
his level of functioning. Indeed in this
writer's casual interactions with residents
at [group home] over the past few weeks,
it has almost always been [client #2]
engaging [client #1]-not the other way
around. Coupled with the intensity of
their individual behaviors and the many
issues that have arisen between these two
at [group home] over the past month it is
strongly recommended that the placement
of these two individuals in the same
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setting be seriously questioned...."
Actions taken included: An IDT will
convene to seriously consider alternative
placement for [client #2]... The [group
home] staff should begin meeting at least
once every one to two weeks to discuss
current behaviors and strategies for
addressing them. Involvement by all
members of the team including DoRS,
QAD, and Behaviorist is recommended."

An investigation dated 8/22/14 into the
incident involving client #2's allegation
on 8/18/14 that client #1 had touched his
penis and attempted to put his hands
down the back of client #2's] pants
indicated "Based on [client #1's] own
admission, it is substantiated that he
touched [client #2] inappropriately.
Throughout the evening, [client #2]
engaged in persistent behaviors in order
to provoke a negative reaction from
[client #1]. During the time of the event,
there were 2 staff on shift, one working
with another individual in the home and
the other preparing to pass medications."
Recommendations included "Behavior
Plan for [client #1] should be reviewed
by the [IDT], with at a minimum, a
proactive strategy added that indicates he
should not be unsupervised with [client
#2] at any time. [NDQ] should complete
this by 9/5/14. Behavior Support Plan for
[client #2] should be reviewed by the
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[IDT], with particular attention to
strategies related to verbal aggression
(which includes teasing others). A
proactive strategy should be added that
indicated he should not be left
unsupervised with [client #1] at any time.
[NDQ)] should complete this by 9/5/14.
All staff should be immediately
instructed that [client #1] and [client #2]
should not be left together unsupervised.
Additionally they should be retrained on
the updated BSPs (Behavior Support
Plans) by the [NDQ] after revisions are
completed.”

During observations at the group home
on 8/28/14 from 5:40 PM until 6:40 PM,
client #3 was in the living room looking
at a magazine. Client #1 watched staff #1
fry hamburgers and declined to
participate in preparing the meal when
staff #1 asked if he wanted to assist. The
DQA worked with client #4 on looking
up items on an electronic tablet. The
NDQ and the DQA left the home during
the observation.

Staff #1 was interviewed on 8/28/14 at
5:45 PM and indicated client #3 did not
attend school that day as he had received
sedative medication earlier that day to
attend a medical appointment.

The NDQ was interviewed on 8/28/14 at
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6:25 PM and stated staff had called for
assistance by them to assist with client #2
who was being housed in a hotel nearby
as he was becoming "agitated."

Observations were completed at the
group home on 8/29/14 from 10:15 AM
until 11:00

AM. Client #1 watched a movie, and
client #3 looked out the window of his
bedroom. Neither client #2 or client #4
were present during the observation. The
interim house manager carried torn shoes
into the office and placed them on the
floor. The interim house manager asked
client #3 if he wanted his door shut.
When client #3 stated, "Yes," she closed
the door to his room.

The interim house manager was
interviewed on 8/29/14 at 10:15 AM and
indicated the shoes were client #4's. She
stated client #3 "tore them up," and "He
usually goes after electricals." She stated
client #3 "Will go after staff," and
indicated he would remove female staff
shirts and bras. She indicated client #3
had removed her shirt and bra within the
last week. She indicated staff brought
extra clothing and bras to work in the
event client #3 removed their shirts and
bras. When asked if an incident report
had been completed regarding the
incident, she stated, "I'm trying to find
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time. [ haven't done it yet." She indicated
she did not feel she was in harms way
when client #3 removed her shirt. She
stated client #1 "has been very, very
calm" since client #2 was removed from
the home. She stated "When [client #2]
was here I felt [ was in danger. He (client
#2) likes to get them riled up. When he
gets [client #1] riled up, it's crazy."

Observations were completed at a guest
group home for client #2 on 8/29/14 from
1:00 PM until 1:15 PM. Client #2 was the
only client in the home and was watching
TV with staff #7. His medications were
unlocked in a duffle bag with client #2's
clothing. Staff #7 was relieved by the
interim house manager at 1:15 PM.

Client #2 was interviewed on 8/29/14 at
1:10 PM. He indicated he had refused his
medications of Latuda and Depakote last
evening. He stated the Depakote "make
you fat," as he had looked up the side
effects and Latuda "makes me shaky."

The interim house manager was
interviewed on 8/29/14 at 1:15 PM and
indicated client #2 was not going to
return to the group home.

Observations were completed on 9/5/14
from 1:30 PM until 2:17 PM at the hotel
where client #2 was staying. Client #2's
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medications were unlocked on the table.
Client #2's glasses had tape on both ear
pieces at the hinge.

Client #2 was interviewed on 9/5/14 at
1:30 PM and stated he "was afraid of
staff" and "feel like going in to a
behavior," and "they lied to me." He
indicated he had been taken out of school.
He indicated his medications had been
adjusted and stated, "They lied about a lot
of stuff, said I was suicidal, told me to go
into behaviors."

Observations were completed on 9/8/14
from 8:20 PM until 8:45 PM. Staff #11
indicated the clients were all in bed.

Staff #11 was interviewed on 9/8/14 at
8:30 PM and stated the house "was much
calmer and the tension level had
decreased significantly." She further
stated "[Client #1's] behaviors had
significantly decreased since he left the
home." She indicated client #1 had an
incident of urinating on the floor over the
weekend and had cleaned it up. When
asked what his plan was, she stated "Staff
made him clean it up and then mopped
the area after he had left the room." Staff
#11 indicated client #3 had an incident of
removing 3 staff's shirts over the
weekend as well. When asked what client
#3's plan was when he aggressed, she
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stated "He has never aggressed against
me so I don't know what his plan is."
When asked if she should know it in case
client #3 aggressed against her, she stated
"It would be a good idea."

Observations were completed on 9/9/14
from 9:10 AM until 10:05 AM. The
NDQ, the home manager, and clients #1
and #3 were present in the home. Client
#1 played video games, and client #3 was
in his room until staff prompted him to
go to the store with her. The NDQ stated
client #3 was in the group home "Because
he didn't get at least 7 hours of sleep and
it is in his behavior plan that anything
less than 7 hours of sleep is an antecedent
of his behaviors." The NDQ stated that
client #3 "cycles with his behavior of
removing shirts from women, but lately
he removes shirts from both men and
women." The NDQ stated that client #3
"gets a hold of a person's shirt and won't
let go until he has removed it and a
female's bra. She stated it is "Just easier
to let him have it than fighting against
him." When asked if the behavior could
be considered sexual assault, she stated,
"I hadn't thought of it as that." The NDQ
indicated that an Unusual Incident Report
had been filled out, but a BDDS report
had not been done. The NDQ indicated
she was unable to write effective
behavior plans for clients #1 and #3 and

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: C1KF11 Facility ID: 000995 If continuation sheet Page 208 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G481

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
09/12/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
532 RIDGEVIEW
COLUMBUS, IN 47203

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

needed a behavior specialist to help with
their plans.

Management rounds in the home were
completed during the observation period
on 9/9/14 from 9:10 AM to 10:05 AM
and indicated a sign in time for the
rounds was noted, but in only one case
was an exit time noted indicating an
observation period of 45 minutes.

A BDDS report dated 8/29/14 was
reviewed on 9/9/14 at 4:30 PM and
indicated after returning from an outing
client #3 "suddenly lunged at staff and
ripped her shirt off. Second staff ran to
the house to get assistance and an extra
shirt for staff. As [client #3] came up the
walk, the NDQ was at the setting and
asked client #3 to go to his room and
calm. He came in the back door and then
lunged for the NDQ and ripped her shirt
off of her and pulled her hair. After she
was exposed, he lunged for a third staff
who was having a meeting with the NDQ.
He managed to pull this male staff to the
ground and ripped his shirt off. He then
kept attacking the male staff and they
ended up on the floor in several areas of
the office while the male staff was trying
to get away from him. NDQ called the
police for assistance in getting [client #3]
calm." Corrective action indicated client
#3 was given a glass of water to help him
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calm down. The police arrived just after
he was calm and stayed with her for
about 30 minutes to ensure he would not
have any more aggression. Staff started a
movie for him and turned on a fan for
him to help him cool off. He remained
calm but slightly agitated for the
remainder of the evening. [Client #3] has
a history of 'cycling' during seasonal
changes and when holidays are coming
up. He was in the van and may have been
hot from being out in the community.
This is a targeted behavior included in his
plan and staff followed the plan by giving
up their shirts. To ensure safety, a second
staff member was called in to work the
overnight shift so that two staff were
present in case he was to become
aggressive again. [Client #1] was not
injured."

Client #3's Replacement Skills Plan dated
5/13 was reviewed on 8/29/14 at 10:00
AM and indicated target behaviors of
physical aggression (pulling shirts,
pulling hair, scratching, grabbing others).
Client #3's plan indicated he was to be
offered sensory stimulation throughout
the day, and "Do not tell [client #3] 'NO,'
This agitates him and could lead to
physical aggression. Instead, redirect him
from the unwanted behavior to another
task...If aggression occurs, ask [client #3]
to 'STOP.' Do NOT attempt a
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CPI-approved escort. This further agitates
[client #3] and may escalate the
aggression. If [client #3] grabs staff by
the shirt front, staff should drop to the
ground and remain still until [client #3] is
done grabbing. It is thought that [client
#3] is not trying to hurt staff, but is
attempting to gain control in the situation.
Offer [client #3] something to put in his
hand (like a drink of water). This may
encourage him to let go of the staff
member he is aggressing on. If aggression
continues staff may need further staff
assistance by either helping physically or
calling for help."

A Report of Observation dated 8/20/14
written by the BS was reviewed on
9/10/14 at 12:21 PM and indicated the BS
had spent 6 hours at the group home on
8/20/14. Recommendations included
"After speaking with [clients #1 and #2],
this behaviorist has significant concerns
regarding [clients #1 and #2] living
together in the group home. Although
[clients #1 and #2] are around the same
age, they are at different developmental
levels. [Client #2] is teaching things to
[client #1] that he is not at the
developmental level to handle at this time
which is contributing to behavioral
outbursts. This behaviorist recommends
that [client #2] move into a supported
living site where he can receive
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individualized attention from staff and
maximize his opportunities in the
community...individual counseling is
necessary for [client #2] to process
through trauma from his past. Due to
reports of concern regarding sexual abuse
trauma, individual therapy with a
certified sexual abuse therapist would be
the most appropriate therapist to begin
working with him. There should be
regular staff meetings held to provide
continuing education and training on
appropriate proactive approaches to use
when interacting with the customers.
These staff meetings should be held
weekly. There should be daily schedules
developed for each customer to create a
meaningful day for them. There should
also be daily outings built into each
customer's schedule...."

The DoRS was interviewed on 9/10/14 at
10:55 AM and indicated it was the
responsibility of the CEO, DSS, DoRS,
QAD, the TM and the NDQ to ensure
policy and procedures were implemented
to protect clients and manage behaviors.

The facility's Behavior Support policy
dated January, 2014 was reviewed on
9/11/14 at 1:15 PM and indicated
"LifeDesigns believes that all individuals
can and should be part of their
communities. In accordance with our

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

C1KF11  Facility ID:

000995 If continuation sheet

Page 212 of 214




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

PRINTED: 10/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
. BUILDING
15G481 L WING 09/12/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
532 RIDGEVIEW
LIFE DESIGNS INC COLUMBUS, IN 47203
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
beliefs, behavior support provided must
focus on building the individual's skills
and not just eliminating negative
behaviors. LifeDesigns will employ only
those behavior support techniques, which
are the least restrictive and intrusive,
support the individual to gain access to
the community, and are the most effective
for the individual.
9-3-5(a)
W000440 | 483.470(i)(1)
EVACUATION DRILLS
The facility must hold evacuation drills at
least quarterly for each shift of personnel.
W000440 To correct the deficient practice, 09/26/2014
Based upon record review and interview, a drill schedule has been posted.
o . Staff will be provided additional
th.e facﬂlty failed for 2 of 2 sampled training related to the timeframes
clients (clients #1 and #2), and for 2 in which drills must be completed.
additional clients (clients #3 and #4) to To ensure the deficient practice
conduct quarterly evacuation drills for the :\j/loes not cqlr:tlnue, Ithte Team "
) ) . anager will complete a weekly
6:00 AM to 2:00 PM shift.. report that summarizes events for
each customer in the home,
Findings include: including completed drills, as well
as any needed follow up. The
- . . Team Manager, NDQ and CEO
'
The.: facility's evacuation drills were will meet weekly at the home to
reviewed on 8/29/14 at 11:10 AM. The review current status of
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review indicated the facility had failed to individuals living in the home,
conduct evacuation drills for clients #1, support needs of staff and to
for the 6: ) ensure follow up related to any
#2, #3 and #4 for the 6:00 AM to 2:00 identified issues or concerns.
PM shift from 7/2013- 2/20/14. Weekly meetings with the CEO
will continue for a minimum of 6
The Network Director/Qualified weeks.|f issues have. proven to be
e e .. resolved, the DRS will continue to
Intellectual Disabilities indicated on meet weekly with the TM and
9/9/14 at 11:50 AM there were no NDQ, with CEO participation
additional drills. quarterly. The NDQ will complete
a quarterly Quality Assurance
9-3.7 Review to ensure all drills in the
-3-7(a) home are current. The QA review
is submitted to the DRS, as well
as the Quality Assurance Director
for tracking and trending
purposes. The QAD report is
submitted to the CEO to be
included as part of the monthly
report to the LifeDesigns Board of
Directors.
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