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This visit was for the investigation of
complaint #IN00137138. This visit
resulted in an Immediate Jeopardy.

This visit was in conjunction with the
Post Certification Revisit (PCR) to the
PCR completed on 6/19/13 to the
extended annual recertification and state
licensure survey completed on 5/15/13.

Complaint #IN00137138: Substantiated.
Federal/state deficiencies related to the
allegations are cited at W102, W104,
W122, W149, W153, W154, W157,
W159, W189, W318, W331 and W456.

Unrelated deficiencies cited.

Survey Dates: October 8§, 9, 10, 15, 16,
17,18, 21, 22, and 23, 2013.

Facility Number: 004000
Provider Number: 15G715
AIM Number: 200481990

Surveyor: Steven Schwing, QIDP

These deficiencies also reflect state
findings in accordance with 460 IAC 9.

Quality review completed October 28,
2013 by Dotty Walton, QIDP.
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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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facility failed to meet the Condition of
Participation: Governing Body for 4 of 4
clients living in the group home (A, C, D
and E) and one additional client who
transferred to another LifeDesigns group
home on 10/4/13 (B). The governing
body failed to protect the rights of clients
to be free of abuse. The governing body
failed to implement its written policies
and procedures to prevent physical and
verbal abuse of client D on 8/6/13. The
governing body failed to implement its
policy and procedures to substantiate
abuse on 8/6/13. The governing body
failed to ensure a thorough investigation
was conducted. The governing body
failed to have a system preventing abuse
and neglect from occurring. The
governing body failed to take corrective
action to remove staff #2 from working at
the group home. The governing body
failed to take corrective actions on
observations conducted by the Home
Manager (HM) after the report of abuse
on 8/6/13. The governing body failed to
report incidents of campylobacter to the
Bureau of Developmental Disabilities
Services (BDDS). The governing body
failed to conduct thorough investigations

practice, and ensure the deficient
practice does not recur,
Residential Services supervisory
staff are being re-structured to
provide closer supervision to
each home, and more clearly
defined roles. The former
separate Network Director and
QDDP positions have been
combined into one Network
Director/ Q (ND/Q) role, and each
ND/ Q will only provide oversight
for 2 homes, allowing them to
work more closely with a smaller
group of customers and staff. All
supervisory job descriptions and
task lists are being revised to
ensure each staff is clear on their
scope of responsibilities, and all
will be re-trained on the specific
tasks. The former Director of
Residential Services has been
replaced by a current staff
member on an interim basis.
This person has had
responsibility for and a great deal
of experience in reviewing and
monitoring plans of care and
investigations. She will be
supporting staff in that transition
while monitoring implementation
of plans. Daily observations of
customer and staff interactions
have been conducted since
10/11/13, with summaries of
observations forwarded to the
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W000102 | 483.410

GOVERNING BODY AND MANAGEMENT

The facility must ensure that specific

governing body and management

requirements are met.

Based on record review and interview, the WO000102 | In order to correct the deficient 11/22/2013
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of abuse of client D, client B choking, observation team for review
client E ingesting part of her incontinence within 24_ hours Of,the, completed
. 1 havi observation. Monitoring of the
brief, and ¢ 1ent's A, B and C having . recommendations and completion
campylobacter infection. The governing will be completed by the interim
body failed to ensure the rights of all Director of Residential Services.
clients to be free of abuse and neglect. Beginning the wgek of _1 111713,
. . . weekly observations will be
The governing body failed to ensure client conducted within the same
E's guardian was notified of an incident of guidelines. Observations will be
PICA (ingesting non-nutritive object). continued at the discretion of the
The governing body failed to ensure |nter|.m Director of Residential
. . K 4d Services beyond the 60 days as
corrective actions were taken t(? address determined necessary based on
abuse and neglect. The governing body completed observations and
failed to ensure the water heater on the issues noted. A designated
south side of the group home was repaired fo!'mat for observatlons.has been
laced i el Th utilized by the observation team.
or replaced in a timely manner. 1he Policy 3.1.5 Violation of Rights
governing body failed to ensure clients B has been revised to further detail
and D did not lose their Medicaid the issuing of recommendations
eligibility. following an investigation to
include the follow through and
o ) review of recommendations as
Findings include: they occur. The revision includes
detailed review and
1) Please refer to W122. The facility do;:fumentatlon of ‘imp:F’Ys?t .
. o performance prior to eligibility o
falle.d .to @eet th? Condltlon.of returning to work. The policy
Participation: Client Protections for 2 of 2 states the following: 15.The
clients in the sample (A and D) and for 3 report shall consist of: Review of
additional clients (B - moved out of the tan)./ddoi;mentat:qntreggrdlng "
home on 10/4/13, C and E). The facility neicentr ersonal INTerviews wi
i ) ) all individuals having knowledge
failed to ensure the rights of all clients to of the incidentReview of agency
be free of abuse and the potential for practicesDocumented review of
abuse by failing to implement its written the employee personnel file and
.. previous incidents when
policies and procedures to prevent abuse . -
. S ) applicableA summary of findings
of client D on 8/6/13. The facility failed investigation has discovered
to implement its policy and procedures to Recommendations/Action
substantiate abuse on 8/6/13. The facility PlanRecommendations will
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | PHH11 Facility ID: 004000 If continuation sheet Page 4 of 143
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failed to have a system preventing abuse explicitly define:Who is to
and neglect from occurring. The facility complete the recommendation
. . . and the timeframe for
failed to take corrective action to prevent completion.When the
the potential for further abuse by failing recommendation includes
to remove staff #2 from working at the observations of staff interaction,
group home after an allegation of abuse. the observer will bg prowdgd a
The facility failed K . formatted observation outline to
fl’ actlity farle tf) take corrective complete including components
actions on observations conducted by the to include in the
Home Manager (HM) after an allegation observation.Observations will be
of abuse on 8/6/13. The facility failed to assigned to individuals not
incid £ lob h responsible for direct supervision
report incidents of campylo .acte.r.tf) the of the Who is to receive and
Bureau of Developmental Disabilities monitor the completed
Services (BDDS). The facility failed to recommendations (Director of
conduct thorough investigations of abuse ?ervm;es ;n():l 1I:|human Resources
. . . . if applicable). The person
f)f clle.nt D, client B (thkmfg’ client E responsible for monitoring will
ingesting part of her incontinence brief, ensure:the actions are completed
and clients A, B and C having within the time frame, all
campylobacter (intestinal bacterial concems/issues reported or
nfecti The facility failed t discovered have been addressed,
1n' ection). e. aciiity ai .e 0 ensure and documentation is forwarded
client E's guardian was notified of an to the employee personnel file
incident of client E eating part of her and investigation file. When the
incontinence brief. allegation involves an employee
as the perpetrator, prior to
employee being eligible to
2) Please I‘efer to W104 FOI‘ 4 0f4 returning to work from
clients living at the group home and one administrative leave, a review of
additional client who moved out of the therfemployee’sllr\éerall
. erformance will be
home on 10/4/13, the governing body P ;
i ) ] e completed.The review of
failed to exercise operating direction over employee performance should
the facility by failing to ensure: 1) the hot include, but is not limited to the
water heater on the south side of the following:Previous allegations of
. home was repaired or replaced in a abuse and/or neglectDisciplinary
3 oup home was 1ep e. or reprace . Action for the past twelve
timely manner and 2) clients B and D did monthsStatus of any current
not lose their Medicaid eligibility. probation and terms of
probationEmployee Development
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This federal tag relates to complaint
#IN00137138.

9-3-1(a)

Reviews for the previous 12
monthsEmployee Performance
Reviews for the previous 12
monthsQuality Assurance
Supervision Forms for the
previous 12 monthsOther
documented observations
conducted by supervisory staff in
the current setting for the
previous 6 monthsinterview Team
Manager and Network Director
regarding performance concerns
noted/reported 18.The Director of
Service, Team Manager and/or
Network Director will conduct the
review of employee
performance. Documentation of
the review and determination will
be forwarded to Human
Resources. The review will
analyze data available for
performance issues that could
contribute or lead to potential
mistreatment of a customer.
Concerns noted in the data must
be included with a plan of action
(additional training, observations,
termination). All Team
Managers, Network Directors,
QDDPs, and administrative staff
have been trained on the revised
policy. To identify other
customers having the potential to
be affected by failure to follow
through with recommendations,
the Director of Support Services
and Quality Assurance Director
conducted a review of additional
investigations for the past six
months. The investigations
reviewed included those involving
staff as an alleged perpetrator,
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and continued monitoring
recommended. These
investigations were reviewed to
ensure any concerns noted were
addressed.
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W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review and interview for WO000104 | To correct the deficient practice, 11/15/2013
4 of 4 clients living at the group home (A, the water heater on the south
C, D, and E) and one additional client side of the group home was
replaced on 10/4/13. In order to
who moved out of the home on 10/4/13, ensure the deficient practice does
(client B), the governing body failed to not recur, all maintenance
exercise operating direction over the requests are currently being -
facility by failing to ensure: 1) the water rev'lewed by the Chief Exegutlve
) Officer to ensure that repairs are
heater on the south side of the group made in a timely manner. The
home was repaired or replaced in a timely maintenance supervisory is
manner and 2) clients B and D did not currently sending a daily report to
lose their Medicaid eligibility. the CEO of the status of all
maintenance requests or repairs.
The Team Manager or ND/Q will
Findings include: also inform the Director of
Residential Services of all
1) A review of the facility's maintenance mam?enance r(.equ.ests for ,
additional monitoring of repairs.
requests was conducted on 10/9/13 at Team Managers and ND/Q
12:19 PM. On 7/3/13 at 1:03 PM, the positions are scheduled for
Network Director (ND) indicated in an training on 11/12 on how to
electronic mail (email), "The water heater submit and monitor maintenance
. . . requests using the LIFEDesigns
1T1 thf: medication/laundry rF)om is n(.)t work order system. To ensure
lighting and so the shower is producing the practice is maintained going
only cold water." The email was sent to forward, ongoing monitoring will
maintenance. On 7/11/13 at 4:41 PM, the occur as part of thg QA process,
. and household maintenance
ND sent a second maintenance request by issues/ needs will be documented
email. The email indicated, "The water on the Team Manager monthly
heater in the laundry room is not working. checklist, which is reviewed by
This is an issue because two individuals the ND/ Q and Dllrector of
i Cand E)h bl . Residential Services. The
Fc ients C and E) have trou' © steppl.ng up Director of Residential Services
into the regular showers without losing and the CEO will review
balance." On 8/7/13 at 9:46 PM, the maintenance requests and their
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | PHH11 Facility ID: 004000 If continuation sheet Page 8 of 143
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maintenance staff sent an email to the ND
in response to the second repair request.
The email indicated the status of repairing
or replacing the water heater was
"postponed." On 8/7/13 at 9:46 PM, the
maintenance staff sent an email to the ND
in response to the first request. The email
indicated the status of repairing or
replacing the water heater was
"postponed." The maintenance staff
indicated in the email, "Needs replaced"
in the Notes section.

An interview with the Medical
Coordinator (MC) was conducted on
10/8/13 at 3:21 PM. The MC indicated
the hot water heater was out of service in
July and August 2013. The MC indicated
the washer was supposed to be used to
wash the clients' soiled clothes, linens and
towels due to campylobacter based on the
recommendations the group home
received from the local health department
(the MC was not able to locate the
recommendations from the health
department). There was no hot water for
the washer, this affected clients A, B, C,
D and E. The MC indicated she was not
sure what took so long for the facility to

status with the maintenance
supervisor monthly to set
priorities and monitor progress.
This will be reported on the
monthly Residential Services
report that is submitted to the
Board of Directors. To correct the
deficient practice and be sure that
it has not impacted others,
Medicaid eligibility issues for all
individuals living in the home
have been resolved. To ensure
the deficient practice does not
recur, the process for Medicaid
redetermination was added to the
Procedures for Maintaining
Customer Finances. The
procedure includes a checklist to
document each step of the
redetermination process. All
Network Directors were re-trained
on the procedure, as well as the
Medication Redetermination
Checklist. The corrective action
will be monitored through monthly
e-mail communication from the
staff accountant, confirming
Medicaid eligibility for each
individual. If an individual if found
to be ineligible, the staff account
will immediately notify the CEO,
ND/Q and Director of Residential
Services, who will take immediate
action to resolve the situation.
The CEO will receive copies of
communication with eligibility

replace the water heater. The MC status.
indicated the maintenance staff was aware
the washer did not have hot water.
On 10/8/13 at 3:23 PM the Home
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | PHH11 Facility ID: 004000 If continuation sheet Page 9 of 143
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Manager (HM) indicated the water heater
was replaced on 10/4/13. The HM
indicated she was not sure why it took so
long to replace the water heater.

On 10/8/13 at 3:58 PM, the Qualified
Intellectual Disabilities Professional
(QIDP) indicated she did not know why it
took so long to replace the water heater.
The QIDP indicated the ND submitted
two work orders to get the water heater
replaced.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated she was
aware the water heater which supplied hot
water to the washing machine was not
working but thought it had been fixed.
The LPN indicated she was not aware the
water heater took from 7/3/13 to 10/4/13
to be replaced. The LPN indicated the
staff training on 9/19/13 to address
campylobacter issues at the home
included instructions for staff to wash the
clients' soiled clothes and linens in hot
water. The LPN indicated it would not be
possible to do since the water heater was
not working in the laundry room. The
LPN indicated the recommendations from
the local Health Department to address
campylobacter included washing soiled
linens and clothes in hot water.

On 10/9/13 at 12:11 PM, the ND
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indicated he submitted requests on 7/3/13
and 7/11/13 to have the water heater
repaired or replaced. The ND indicated
the maintenance staff called him to report
that the Chief Operating Officer (COO)
wanted the water heater repair postponed.
The ND indicated this was an issue due to
clients C and E having mobility issues
with getting into and out of the other 2
showers. On 10/9/13 at 12:23 PM, the
ND indicated the washing machine did
not have hot water at the time the water
heater was not working. The ND
indicated he did not realize the washing
machine did not have hot water. The ND
indicated the hot water was needed due to
the on-going issue with campylobacter in
the home. The ND indicated the hot
water heater was replaced on 10/4/13. On
10/9/13 at 1:27 PM, the ND indicated the
safety of the clients was not considered by
the COO. The ND indicated clients C
and E were not safe using the tubs
requiring them to step over the sides. The
ND indicated the shower without hot
water was the accessible, walk-in shower.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated she
was aware the water heater was replaced.
The DRS indicated she was not aware the
washer did not have hot water. The DRS
indicated she did not receive the
maintenance requests until 10/10/13. The
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DRS indicated she started receiving the
maintenance requests on 10/10/13. The
DRS indicated she did not know why it
took 3 months to replace the water heater.
The DRS indicated she was not aware of
a recommendation to wash the clients'
linens, towels and clothes in hot water to
prevent the transmission of
campylobacter.

On 10/18/13 at 10:13 AM, the
Maintenance Staff (MS) indicated he had
to get permission to replace the water
heater. The MS indicated the
maintenance requests he received, the
COQO also received. The MS stated, "I
replace things as [ am given permission."
The MS indicated he was not sure why it
took 3 months to receive permission to
replace the water heater. The MS
indicated there was another water heater
in the home but it was not connected to
the south side bathroom (walk-in shower)
and the laundry room. The MS indicated
the group home did not have access to hot
water for the washer for 3 months. The
MS indicated once he received
permission, he installed the water heater
the next day. The MS stated the clients
had some sort of "sickness" going on but
he was not informed of it until
approximately 2 months after the water
heater went out. The MS indicated based
according to the staff at the home, they
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needed access to hot water to wash the
clients' clothes, towels and linens.

2) On 10/8/13 at 2:17 PM, a review of
client B's Eligibility Inquiry, dated
10/8/13, indicated client B was not
eligible for Medicaid from 2/1/13 to
4/30/13.

On 10/8/13 at 2:17 PM, a review of client
D's Eligibility Inquiry, dated 10/8/13,
indicated client D was not eligible for
Medicaid from 8/1/13 to 9/30/13.

An interview with the ND was conducted
on 10/9/13 at 12:47 PM. The ND
indicated it was his responsibility to
ensure the clients' Medicaid eligibility
forms were submitted timely. The ND
indicated the Medicaid office said they
sent out an eligibility review form
however he never received it. The ND
indicated this was an on-going issue
(clients were ineligible for Medicaid) for
his five group homes. The ND indicated
he could not complete the form if he did
not receive the form. The ND indicated
the clients (A, B, C, D and E) were
currently eligible for Medicaid. The ND
indicated he was still working on getting
client B reinstated for February, March
and April of 2013.

On 10/8/13 at 2:25 PM, the Quality
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Assurance Director (QAD) indicated the
facility created a checklist for the ND to
assist with the redetermination and
reapplication processes to ensure clients
remained eligible for Medicaid. The
QAD indicated the facility was aware of
the clients losing their Medicaid
eligibility. The QAD indicated the
facility had identified the issue and was
working to correct it. The QAD indicated
the long term goal for the facility was to
hire an Administrative Assistant to assist
the NDs with the Medicaid process.

On 10/18/13 at 2:30 PM, the DRS
indicated the clients lost their Medicaid
eligibility due to the former home
manager not paying the clients' liabilities
or doing spend downs. The DRS
indicated there was now a weekly
document for the home managers to
submit indicating the clients' balances in
their checking/savings accounts and home
petty cash accounts.

This federal tag relates to complaint
#IN00137138.

9-3-1(a)
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record review, the facility failed to meet
the Condition of Participation: Client
Protections for 2 of 2 clients in the sample
(A and D) and for 3 additional clients (B -
moved out of the home on 10/4/13, C and
E). The facility failed to ensure the rights
of all clients to be free of abuse and the
potential of abuse by failing to implement
its written policies and procedures to
prevent abuse of client D on 8/6/13. The
facility failed to implement its policy and
procedures to substantiate abuse on
8/6/13. The facility failed to have a
system, by neglecting to implement the
system, preventing abuse and neglect
from occurring. The facility failed to
thoroughly investigate, substantiate and
take corrective action to remove staff #2
from working at the group home to
prevent the potential for continued abuse
from 8/6/13 until 10/10/13. The facility
failed to take corrective actions based on
observations conducted by the Home
Manager (HM) after the report of abuse
on 8/6/13. The facility failed to report
incidents of campylobacter (intestinal
bacterial infection) to the Bureau of
Developmental Disabilities Services
(BDDS). The facility failed to conduct
thorough investigations of abuse of client

practice, and ensure the deficient
practice does not recur,
Residential Services supervisory
staff are being re-structured to
provide closer supervision to
each home, and more clearly
defined roles. The former
separate Network Director and
QDDP positions have been
combined into one Network
Director/ Q (ND/Q) role, and each
ND/ Q will only provide oversight
for 2 homes, allowing them to
work more closely with a smaller
group of customers and staff. All
supervisory job descriptions and
task lists are being revised to
ensure each staff is clear on their
scope of responsibilities, and all
will be re-trained on the specific
tasks. The former Director of
Residential Services has been
replaced by a current staff
member on an interim basis.
This person has had
responsibility for and a great deal
of experience in reviewing and
monitoring plans of care and
investigations. She will be
supporting staff in that transition
while monitoring implementation
of plans. Daily observations of
customer and staff interactions
have been conducted since
10/11/13, with summaries of
observations forwarded to the
observation team for review
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CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on observation, interview and W000122 In order to correct the deficient 11/22/2013
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D, client B choking, client E ingesting within 24 hours of the completed
part of her incontinence brief, and clients observation. Monitoring of the i
havi | recommendations and completion
A, B and C having campylobacter. The will be completed by the interim
facility failed to ensure client E's guardian Director of Residential Services.
was notified of an incident of client E Beginning the week of 11/11/13,
eating part of her incontinence brief. weekly obse|.'va't|ons will be
conducted within the same
) ) ) guidelines. Observations will be
This non-compliance resulted in an continued at the discretion of the
Immediate Jeopardy as the facility failed interim Director of Residential
to ensure clients A, B, C, D and E were Serwcgs beyond the 60 days as
df a1 . b determined necessary based on
protected from potentia .on—gomg abuse completed observations and
by staff #2. The Immediate Jeopardy was issues noted. A designated
identified on 10/10/13 at 9:42 AM. The format for observations has been
Quality Assurance Director was notified UL'I'ZFd t;y:f;evgbls?.rvatlc;nRt.eﬁT.
. olicy 3.1.5 Violation of Rights
of the Immediate Jeopgrdy on 10/10/13 at has been revised to further detail
9:48 AM. The Immediate Jeopardy began the issuing of recommendations
on 8/6/13. On 10/10/13 at 3:39 PM, the following an investigation to
facility submitted a plan (Request for include the follow through and
R Lof1 diate ] av) t review of recommendations as
cmoval ot Imme .1a e Jeopardy) to they occur. The revision includes
remove the Immediate Jeopardy. The detailed review and
plan indicated, "The following steps are documentation of employee
being taken to remove potential risk of performance prior to eligibility of
¢ fotv i . ffort to lift th returning to work. The policy
customer safety in (sic) effort to ift the states the following: 15.The
Immediate Jeopardy placed on the [name report shall consist of: Review of
of group home]. The concern noted by any documentation regarding
the surveyor regarded the following, incidentPersonal interviews with
o1 all individuals having knowledge
Facility does not have a system L :
] ) of the incidentReview of agency
preventing abuse/neglect from occurring. practicesDocumented review of
Staff continued to work at home. Staff the employee personnel file and
witnessed above, reported & (and) facility previous incidents when
. . . applicableA summary of findings
unsubstantiated. No corrective actions, . N )
) investigation has discovered
based on recommended observations Recommendations/Action
conducted, take (sic) by administrative PlanRecommendations will
staff.! LIFEDesigns is committed to explicitly define:Who is to
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providing high quality of care to the complete the recommendation
individuals we support. All LIFEDesigns' and the timeframe for
. completion.When the
employees are obligated and expected to recommendation includes
protect the rights of the individuals we observations of staff interaction,
support at all times, including the right to the observer will be provided a
be free from abuse, neglect and formatted observation outline to
. ’ . complete including components
exploitation. The organization does not to include in the
take the task of investigating any observation.Observations will be
allegation lightly. The investigator is assigned to individuals not
responsible for determining whether or respon3|ble-for d'reCt, supervision
£ act; b ated oi of the Who is to receive and
not §ta actl.ons are.su stantlate. given monitor the completed
the information available. In this recommendations (Director of
particular instance, even though the Services and Human Resources
investigator did not feel there was enough if applicable).The person
i tion t b tiate the all . responsible for monitoring will
information to substantia e. ca ega.tlon, ensure:the actions are completed
there was a concern recognized relative to within the time frame, all
this individual's performance. We failed concerns/issues reported or
to ensure that there was a comprehensive discovered have been addressed,
. fh ¢ K hist includi and documentation is forwarded
reYlew 0 e'r past work history, including to the employee personnel file
prior allegations, and allowed her to and investigation file. When the
return to work without a clearly allegation involves an employee
documented plan in place. Revisions as thle perpt))et.ratorl,. p'I:,Tr :0
. L employee being eligible to
have been made to our. 1nves.t1gat10n returning to work from
process to ensure that in all instances administrative leave, a review of
when an employee is suspected of the employee’s overall
mistreatment, a thorough review of performance will be
. . completed.The review of
performance will be conducted in order to
o ) employee performance should
make a determination regarding staff include, but is not limited to the
action that should be taken. 1. After following:Previous allegations of
reviewing the concerns noted in the abuse and/or neglectDisciplinary
. Action for th t twel
recommended observations [staff #2], the cHion Tor the past twelve
. ) monthsStatus of any current
staff referred to above, will immediately probation and terms of
be released from employment with probationEmployee Development
LIFEDesigns, Inc. Documentation of the Reviews for the previous 12
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termination will be available at the monthsEmployee Performance
LIFEDesigns office. 2. The Team Reviews for.the previous 12
1 Di 4 Di monthsQuality Assurance
Manager, Network Director, and Director Supervision Forms for the
of Residential Services culpability will be previous 12 monthsOther
reviewed by the Chief Operating Officer documented observations
and Chief Executive Officer relating to conducted by Supervisory staff in
h h oht of th the current setting for the
the response to the oversight ot the previous 6 monthsinterview Team
completed observations of staff. 3. An Manager and Network Director
observation schedule will be created for regarding performance concerns
the next 30 days to ensure daily noted/reported 18.The Director of
b .. d dof Service, Team Manager and/or
0 servatl(.)n 1 co-n ucted o Cus.tomeré Network Director will conduct the
and staff interaction. Observations will review of employee
be completed by an team that will include performance. Documentation of
[name] Quality Assurance Director, the review and determination will
N k Di be forwarded to Human
[n.ame] etwor. 1r$:ctor, [r%ame] Resources. The review will
Director of Residential Services, [name] analyze data available for
Director of Human Resources, [name] performance issues that could
Chief Operating Officer, and [name] cor!trlbute or lead to potential
Chief E tive Offi A mistreatment of a customer.
1e ).(ecu l'Ve 1'cer. Tty concerns Concerns noted in the data must
noted will be immediately reported per be included with a plan of action
policy, 3.1.5.2 Reporting Abuse/ Neglect/ (additional training, observations,
Exploitation. All summaries of t'\jrm'nat'O”LD'g Tea(\jm
. . anagers, ,an
observa‘qons will be. fqrwarded to the administrative staff have been
observation team within 24 hours of the trained on the revised policy. To
completed observation. Additional identify other customers having
follow up of concerns noted in the the potential to be affected by
. . . o failure to follow through with
observations will (sic) addressed within ) .
) ) recommendations, the Director of
two business days following the Support Services and Quality
observation date. Monitoring of the Assurance Director conducted a
recommendations and completion will be ;evﬁlw of a:iQ|t|onal tltr:ves_lt_lt?atlons
completed by the Director of Residential for the past Stx monins. 1he
i investigations reviewed included
Services. At the end of the first 30 days, those involving staff as an alleged
an additional schedule will be developed perpetrator, and continued
with weekly observations to be conducted monitoring recommended. These
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within the same guidelines. Observations
will be continued at the discretion of the
Director of Residential Services beyond
the 60 days as determined necessary
based on completed observations and
issues noted. A designated format for
observations has been developed and will
be utilized by the observation team. A
hard copy of all observations will be kept
by the Quality Assurance Director. 4.
Policy 3.1.5 Violation of Rights has been
revised to further detail the issuing of
recommendations following an
investigation to include the follow
through and review of recommendations
as they occur. The revision includes
detailed review and documentation of
employee performance prior to eligibility
of returning to work... All Team
Managers, Network Directors, QDDPs
(Qualified Developmental Disability
Professionals), and administrative staff
will be trained on the revised policy. A
copy of the training sheet(s) will be on
file at the LIFEDesigns, Inc. Office. 5.
To identify other customers having the
potential to be affected by failure to
follow through with recommendations,
DOSS (Director of Support Services) and
QAD (Quality Assurance Director) will
review additional investigations for the
past six months. The investigations
reviewed will include those involving
staff as an alleged perpetrator, and

investigations were reviewed to
ensure any concerns noted were
addressed. The HR Director is
tracking staff placed on probation,
including those with follow up
needed from investigation. This
is reported to the CEO monthly,
along with status of the staff
members’ probation.
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continued monitoring recommended.
These investigations will be reviewed to
ensure any concerns noted are addressed
immediately. Confirmation of the review
and follow up actions will be available at
the LIFEDesigns office." The immediate
jeopardy was removed on 10/22/13 when
the facility implemented its Request for
Removal of Immediate Jeopardy. While
the Immediate Jeopardy was removed on
10/22/13, the facility remained out of
compliance at the Condition level because
the facility needed to continue to monitor
its plan of removal for effectiveness. The
Immediate Jeopardy was removed on
10/22/13 through observation, interview
and record review. It was determined the
facility had implemented a plan of action
to remove the Immediate Jeopardy, and
the steps taken removed the immediacy of
the problem. The facility terminated staff
#2's employment at the group home on
10/10/13. The facility provided
documentation the Network Director
(10/21/13), the Human Resources
Director (10/18/13) and the Director of
Residential Services (10/18/13) received
written disciplinary actions. The facility
implemented and continued to implement
observations at the group home on a daily
basis to ensure quality of care. The
facility revised its policy on Violation of
Rights. The facility reviewed additional
investigations for the past six months to
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ensure recommendations of continued
monitoring occurred as recommended and
issues noted in the observations were
addressed.

Findings include:

1) Please refer to W148. For 1 of 2
non-sampled clients (E), the facility failed
to ensure her guardian was notified of an
incident in which she ingested part of her
incontinence brief.

2) Please refer to W149. For 7 of 8
incident/investigative reports reviewed
affecting clients A, B, C, D and E, the
facility neglected to implement its
policies and procedures to prevent and
substantiate client abuse and neglect, take
appropriate corrective actions following
substantiated abuse and neglect, take
appropriate corrective actions following
recommended observations from an
investigation, report incidents to the
Bureau of Developmental Disabilities
Services (BDDS) regarding
campylobacter (intestinal infection) and
conduct thorough investigations of abuse
and neglect of the clients.

3) Please refer to W153. For 5 of 8
incidents/investigations reviewed
affecting clients A, B, C, D and E, the
facility failed to report incidents of
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campylobacter (intestinal infections) to
BDDS within 24 hours, in accordance
with state law.

4) Please refer to W154. For 4 of 8
incident/investigative reports reviewed
affecting clients A, B, C, D and E, the
facility failed to conduct thorough
investigations.

5) Please refer to W157. For 6 of 8
incident/investigative reports reviewed
affecting clients A, B, C, D and E, the
facility failed to take appropriate
corrective actions.

This federal tag relates to complaint
#IN00137138.
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WO000148 | 483.420(c)(6)
COMMUNICATION WITH CLIENTS,
PARENTS &
The facility must notify promptly the client's
parents or guardian of any significant
incidents, or changes in the client's condition
including, but not limited to, serious illness,
accident, death, abuse, or unauthorized
absence.
Based on record review and interview for WO000148 | In order to correct this deficiency, 11/22/2013
1 of 2 non-sampled clients (E), the facility and to ensure this practice does
failed to ensure client E's guardian was not recur n the future: the
) o ) ] Network Director/Q will be
notified of an incident in which she re-trained on responsibilities
ingested part of her incontinence brief. related to reporting any BDDS
reportable incident to the
T . . guardian within 24 hours of the
Findings include: event. In order to identify others
that may have been affected by
A review of the facility's the deficient practice, the interim
incident/investigative reports was Director of Residential Services
conducted on 10/8/13 at 1:27 PM. On will review incident reports and
. ’ ) guardian contact notes for all
8/2/13 at 9:50 PM, client E ate part of the individuals in the home to ensure
inside of her incontinence brief. The guardians were informed of the
BDDS (Bureau of Developmental incident within 24 hours. The
PRIETTIT . tive action will be monitored
Disabilities Services) report, dated 8/3/13, correc
o . " ) rep . through the Network Director/Q
indicated, in part, "Staff went into the checklist as part of the
bedroom to conduct a bed check and LifeDesigns Quality Assurance
[client E] had eaten part of the inside of Process.
her incontinence brief. Staff was able to
obtain the remaining portions and change
the incontinence brief into a new one.
Nurse was notified and Network Director.
[Client E] showed no effects as a result of
ingesting the incontinence brief. [Client
E] has a plan in place for PICA (ingesting
non-nutritive items), but the plan will be
reviewed and possibly revised to include
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ingestion of incontinence briefs." The
BDDS report, completed by the Network
Director, indicated, "N/A" in the
notification section for the guardian.
On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated the
incident should have been reported to the
guardian. The DRS indicated the facility
should have documented attempts to
notify the guardian if the guardian was
unable to be reached.
9-3-2(a)
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W000149 | 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.
Based on observation, record review and WO000149 | To address the deficient practice, 11/22/2013
interview for 7 of 8 incident/investigative Staff #2 was terminated on
. . . 10/10/13. The incident of Client B
reports reviewed affecting clients A, B, C, X .
. choking on a piece of cantaloupe
D and E, the facility neglected to has been reviewed by the IST,
implement its policies and procedures to including a thorough review of her
prevent and substantiate client abuse and NCP related to dining/ swallowing
neelect. take appropriate corrective issues. The results of her swallow
g ’ Pprop study were received in October
actions after a pattern of staff neglect had 2013. Her NCP has been revised
been established following substantiated in accordance with swallow study
abuse and neglect, take appropriate results and IST
corrective actions followin recommendations. The nurse
. & trained staff on 10/9/13. The TM
recommended observations from an will conduct mealtime
investigation, report incidents to the observations 4 times per week for
Bureau of Developmental Disabilities a period of 2 weeks to ensure all
Services (BDDS) regarding stgff are following the plan as
; . . written. As long as no issues are
campylobacter (intestinal bacterial noted. after 2 weeks. mealtime
infection), ensure client E's hygiene was observations may be reduced to a
addressed prior to her going to school, minimum of once per week on an
and conduct thorough investigations of ongoing basis. All staff, including
& & staff #9 (who has transferred to
abuse and neglect. another home) will be re-trained
on abuse/ neglect policies and
Findings include: reporting. The incident of client E
eating part of her incontinence
. £ the facility’ brief will be investigated, with the
A review of the facility's results reviewed by the IDT,
incident/investigative reports was including a review of her RSP and
conducted on 10/8/13 at 1:27 PM and monitoring schedule related to
indicated the following: history of PICA. Any
recommended revisions made by
the IST will be incorporated into
1) On 8/6/13 at 8:00 AM, the the RSP by the ND/Q. Once the
Investigation Summary, dated 8/7/13, plan has been revised, staff will
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | PHH11 Facility ID: 004000 If continuation sheet Page 25 of 143




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

PRINTED: 11/25/2013
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
A\, BUILDING
15G715 L WING 10/23/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
523 PARK LN
LIFE DESIGNS INC NASHVILLE, IN 47448
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X3)
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
indicated the Medical Coordinator (MC) be trained and the plan
observed staff #2 (overnight staff) scream implemented. TO identify othgr
i " n " s customers having the potential to
at client D "no" and "stop it" in response be affected by failure to follow
to client D smacking and kicking staff #2 through with recommendations,
while staff #2 was helping client D with the Director of Support Services
getting her shoes on. Staff #2 also yelled, and Quality Assgrance D|r§f:tor
N he freak lard a--!" and th conducted a review of additional
Get the freak up, you lard a--I" and then investigations for the past six
yanked client D off the couch. Client D months. The investigations
smacked staff #2. Staff #2 grabbed client reviewed included those involving
D's wrists and squeezed and twisted her staff as an alleged perpetrator,
. lient D Wh i and continued monitoring
wrls.ts to get client D to stop. enc 1.ent recommended. These
D did not stop, staff #2 grabbed her wrists investigations were reviewed to
again and pinned client D's arms against ensure any concerns noted were
her chest while yelling at client D to quit ngrgssted. tTO ednsure tr:e
. . eficient practice does not recur,
smacking staff #2. The MC got client D LifeDesigns’ Policy 3.1.5 Violation
to the front room to wait for the bus. of Rights has been revised to
Approximately 5 minutes later, the MC further detail the issuing of
was in front of staff #2 and client D. The .recorrt1.met.nda’i|or.13 lfogov‘t’;]”gfa;r
investigation to include the follow
MC obseljved, When she looked back, through and review of
staff #2 kick client D in the back of the recommendations as they occur.
right leg to get client D to go out the door. The revision includes detailed
Client D had red marks on both elbows. review and documentation of
employee performance prior to
. o i eligibility of returning to work.
In the investigative packet, an email The policy states the following:
(electronic mail) from the MC to the 15.The report shall consist of:
Director of Residential Services, dated Rewe(;/y of.an}:jdotcsmentatllon
8/6/13 at 11:03 AM, indicated, "This regarding ineident € sona
] ) ] interviews with all individuals
morning when we were getting the kids' having knowledge of the
shoes on for school [client D] started incidentReview of agency
smacking [staff #2]. [Staff #2] was i)hractlceTDocumented rT¥'IIeW OL
screaming, 'STOP IT..NO...". [Client D] © employee personnet file an
) o . previous incidents when
obviously wasn't listening. She (staff #2) applicableA summary of findings
didn't try signing or gesturing to her investigation has discovered
(client D) either. [Client D] continued Recommendations/Action
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with her behaviors. She started kicking PlanRecommendations will
[staff #2] as she was tying [client D's] explicitly define:Who is to i
, complete the recommendation
shoe and that's when [staff #2] scream and the timeframe for
(sic), 'GET THE FREAK UP YOU completion.When the
LARD A--!'... while she was trying to recommendation includes
yank [client D] off the couch by her observations of staff |nte!'act|on,
foot/l i fell he fl d the observer will be provided a
oot/leg. [Client D] fell to the floor an formatted observation outline to
got back on the couch and started complete including components
smacking [staff #2] again. That's when to include in the
[staff #2] grabbed [client D's] wrists and obsgwatlon.pbggwatlons will be
d and twisted th h assigned to individuals not
Squeezed an tWISte t e.m to get her to responsible for direct supervision
stop. When [client D] didn't stop that's of the Who is to receive and
(sic) when [staff #2] grabbed her wrists monitor the completed
again and pinned them to [client D's] recommendations (Director of
h 1L h . ki Services and Human Resources
chest... yelling a.t er to quit smacking if applicable).The person
her. About 5 minutes go by, we started responsible for monitoring will
getting the kids out the door to the bus ensure:the actions are completed
and [staff #2] had [client B] and [client E] within the/ltlme frame,:lld
. . . concerns/issues reported or
n boj[h hands, I had [client A] and [client discovered have been addressed,
C] with me and I turned around to make and documentation is forwarded
sure [staff #2] didn't need any help and to the employee personnel file
that's when I saw her kick [client D] in the alr;d In:{est!gatllon file. WheT the
. . allegation involves an employee
back of her right leg making her go out as the perpetrator, prior to
the door. It wasn't a nudge to get her to employee being eligible to
go..she really kicked her, but when I returning to work from
checked her leg she only had a red circle administrative leave, a review of
. . " the employee’s overall
the size of a silver dollar. .
performance will be
completed.The review of
The investigation, dated 8/7/13, indicated employee performance should
the MC's account was the only account of ;”ﬁ'“d?f b;t is not llrﬂltedgo thef
the incident. Staff#2 denied the oflowing:revious afiegations o
i ) T abuse and/or neglectDisciplinary
allegation. The investigation indicated, Action for the past twelve
"This is the third time [staff #2] has been monthsStatus of any current
involved in an allegation as the staff probation and terms of
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person responsible at the time of the probationEmployee Development
incident." The report indicated staff #2 Reviews for the previous 12
. . . i monthsEmployee Performance
received corrective action for failing to Reviews for the previous 12
properly assist a customer with cleaning monthsQuality Assurance
her private area on 5/1/13. Staff #2 was Supervision Forms for the
placed on a 90 day probation. The previous 12 monthsOt.her
. ioation indicated. "The incident documented observations
Investigation mn 10121 ed, ¢ 1.n<':1 .en conducted by supervisory staff in
cannot be substantiated. The injuries on the current setting for the
[client D's] elbows may or may not previous 6 monthsinterview Team
support that she was pulled off the couch Manager and Network Director
lient D1 h d hith regarding performance concerns
as [c 1ent. | a.s a tendency to hit her noted/reported 18.The Director of
arms against things and could have Service, Team Manager and/or
injured her elbows doing that." The Network Director will conduct the
investigation's Recommendations rew?fw of emplo;lljee ation of
. . " . performance. Documentation o
indicated, in p .art, Du.e to [staff #_2 s] the review and determination will
current probation, previous allegations of be forwarded to Human
abuse or neglect, the investigator is Resources. The review will
requesting the Director of Human analyze data available for
R d Direct f Residential performance issues that could
eso.urces an ) trector o es.l entia contribute or lead to potential
Services to review and determine whether mistreatment of a customer.
or not [staff #2] should remain employed Concerns noted in the data must
with LifeDesigns." An email from the betf”C|Ud?dd‘;Vftth a T'ta”. of
. . action  (additional training,
Quality Assurance ].)lr?CtOI‘ (QAD), -dated observations, termination). All
8/7/13 at 114 PM, lndlcated, "Here 1S the Team Managersv Network
report and supporting documents. I am Directors, QDDPs, and
really at a loss of what to do in this administrative staff have been
. . . trained on the revised policy. The
situation. The allegations are : .
o ] Directors of Services are
significantly harmful if they occurred. responsible for monitoring all
The staff has been involved in previous investigation recommendations to
incidents, and at the same time she has enSLtjri all re(c:jocrjnmende? ?Ct'qns
are taken and documentation is
worked 70 hours a week for at least the o . I
maintained in the investigation
last three months.... That does not appear file. Directors of Services were
to be a safe amount of hours for an retrained on this practice by the
employee to work in a high CEO on 11/1/13. To correct the
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stress/behavioral environment. Let me deficient practice of not reporting
know what you think. I appreciate your an -|nIC|der‘1t ofa change in an
feedback." On 8/8/13 at 920 AM. the individual’s medical status to
: : 4 BDDS, and ensure it does not
Director of Residential Services indicated recur in the future, all staff,
in an email to the QAD and the Director including the ND/Q, Team
of Human Resources (DHR), "[DHR] and Matnagerdandtill ,DS;S th'” bet
} ) ) . re-trained on their obligation to
I talked 'Fhls morning. As there is nothing report incidences of a change in
substantiated, [staff #2] can return to medical condition, within 24 hours
work. [DHR] will contact her to let her of the incident. In order to identify
know. I would like to recommend that others that may hayg been )
b . fih . hifi b affected by the deficient practice,
observations of the morning shift ) © the Quality Assurance Director
conducted by the ND (Network Director), will review incident reports for all
TM (Team Manager) or other supervisory individuals in the home to ensure
staff one time weekly for the next 4 thefy Werfﬁ Emely. Ihe é:?;rectlvhe
" ] action will be monitored throug
weeks." On 8/8/13 at 4 15 PM’ s.taff #2 the Network Director checklist as
returned to work. The investigation part of the LifeDesigns Quality
included interviews with the MC, staftf #2 Assurance Process. In regards to
and clients A, B, C, D and E. None of the cllen: E's hygI:nlz, a'rt]hIDlT -
. meeting was held with client E’'s
§taff Who also worked. W‘lth .sta.ff #2 was mother to discuss client E’s hair
interviewed to ascertain if similar issues washing (client E is
had been observed in the past. The African-American so requires a
follow-up BDDS report, dated 8/20/13, hair care protocol specific to her
. . " S hair texture), and client E’s
indicated, in part, ”ljhe.re were no 11:1_]111‘168 mother agreed to let group home
noted to support the incident occurring. staff wash client E’s hair once per
The reporting person and the alleged week. Staff will be re-trained on
perpetrator were the only staff on shift at .C"elnLIE’S :ygfqe routmgs, _
the time of the incident." The follow-up including hier halr care. “ngoing
o i monitoring will be through
BDDS report, dated 8/21/13, indicated, in observation by the Team
part, "There can only be speculation of the Manager, who is in the home
rationale any person would falsely report daily, as well as the Nurse, ND/Q
. . and other supervisory staff who
a staff person. There is no explanation of . .
. . are in the home. Any observation
the allegation other than it could not be of inadequate hygiene will be
substantiated. There is nothing factual addressed immediately, and then
that could be concluded. It was one referred to the ND/Q to assess
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person's statement versus another person's
statement." There was no corrective
action taken with staff #2 included in the
investigative packet.

A review of staff #2's employee file was
conducted on 10/10/13 at 9:01 AM.
There was no documentation in staff #2's
employee file indicating she received
corrective action (training, guidance,
reduction in work hours, or a shift
change) from the incident on 8/6/13.

Part of the investigation's corrective
actions indicated four observations were
to be conducted. All four were conducted
by the Team Manager (TM):

A) On 8/14/13 at 5:45 AM - Staff #2 was
noticeably angry and did not reply to the
TM when she was greeted. The other
staff person, the MC, indicated staff #2
had not spoken to her since she arrived at
5:30 AM. The TM asked staff #2 if there
was anything she would like to discuss.
Staff #2 replied "no." Staff #2 was
observed assisting client E's shower and
was rolling her eyes and sighing while
being observed. The TM again asked
staff #2 if she wanted to discuss anything.
Staff #2 indicated no. Staff #2 did not
share information, when asked, about
client A receiving a suppository (bowel
aid) the night before. Staff#2 indicated,
"I don't know."

whether re-training or other staff
action is appropriate.
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B) On 8/20/13 at 5:30 AM, the TM asked
staff #2 why client E was dressed early in
the morning. Staff #2 indicated client E
woke up around 5:00 AM and was
obsessing over the office and the
medication room. TM observed no
obsessive behavior. The TM checked the
hygiene book and sleep tracking records.
All increments (hourly) were filled out
with information up to 8:00 AM with
staff #2's initials. TM asked staff #2 why
the hygiene book was filled out and staff
#2 indicated the clients have the same
routine every morning. TM advised her
to only fill out the hygiene book and sleep
chart up to the current hour, never in
advance. Staff #2 stated, "That's just
what I've always done." When the TM
went to check on client B, her hamper
was full of urine soaked towels on top of
her laundry. When asked, staff #2
indicated client B voided soon after her
shift started at 10:00 PM. The TM asked
why towels were used to clean up the
urine and why the towels were in the
hamper all night. Staff #2 indicated she
used towels because she had been told not
to use the mop to clean up urine. The TM
had previously told staff #2 to clean the
mop head and dump the water after urine
was cleaned up. The TM indicated to
staff #2 paper towels should be used
before mopping. Staff #2 shrugged and
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went to client B's room.

C) On 8/28/13 at 6:00 AM the TM
arrived to do her observation. Clients B
and E were in the living room fully
dressed. The TM asked staff #2 why
clients B and E were fully dressed. Staff
#2 indicated client E had been obsessing
all morning and client B was stomping
and vocalizing. The TM asked when the
clients woke up. Staff #2 indicated client
E woke up around 5:00 AM and then
woke up client B from her yelling and
jumping. The TM checked the hygiene
and sleep tracking charts. All increments
(hourly) were filled out with information
up to 8:00 AM even though it was just
past 6:00 AM. Staff #2 had initialed all
the information. After staff #2 left her
shift, the TM checked the behavior
tracking. There was nothing noted in the
behavior tracking sections of what staff
#2 had described. Client E's obsessing
was marked zero and client B's
aggression/agitation was marked as zero.

D) On 9/3/13 the TM arrived at the group
home at 5:30 AM. Staft #2 was leaving
the living room as the TM entered the
house. The TM checked the hygiene
book and saw that the hygiene chart was
filled out until 8:00 AM. The TM was
going to follow staff #2 when client C
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came into the living room. Client C was
fully dressed and ready for school. The
TM rechecked client C's hygiene tracking
chart and saw that a shower was marked
as "met" at 7:00 AM. The TM remained
in the living room with client C to assist
her with getting something to eat. When
staff #2 came back into the living room,
the TM asked why the hygiene book was
filled out in advance. Staff#2 stated, "It's
always the same thing." The TM stated
that filling out the hygiene book in
advance had already been discussed and it
still continued despite the TM's
recommendations. The MC arrived at the
house at 5:45 AM. The MC greeted the
TM and staff #2, but staff #2 left the
room, noticeably angry with the TM. The
TM went to ask staff #2 about client A's
bowel movements during the overnight
and found her in client B's room,
gathering clothing for client B to put on
after her bath. When the TM asked staff
#2 about client A's bowel movements,
staff #2 stated, "I haven't noticed anything
different." The TM and staff #2 walked
back into the living room so that the MC
could ask staff #2 more questions about
client A. Staff #2 responded with either
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"yes" or "no" and was noticeably annoyed
with the questions.

The observations were included in the
investigation packet. There was no
documentation indicating the issues noted
during the observations conducted by the
TM were addressed by corrective action
with staff #2.

An interview with the Team Manager
(TM) was conducted on 10/10/13 at 12:02
PM. The TM indicated she sent her
observations to the ND once all the
observations were conducted. The TM
indicated she received no response or
guidance from the ND. The TM indicated
the observations were also sent to the
QAD but not at the same time. The TM
stated the QAD received the observations
"recently." The TM indicated staff #2
should have received corrective action
following the observations. The TM
indicated she had not given a corrective
action and needed assistance to ensure she
was going to do it properly. The TM
indicated she had never witnessed or
observed staff #2 being abusive but staff
#2 acted differently in front of the TM
than with others. The TM indicated the
MC was the only staff who worked
directly with staff #2. In the evenings
when staff #2 arrived to work at 10:00
PM, there was one staff who generally left
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right after staff #2 arrived. The TM
indicated client E was, at times, awake
when staff #2 arrived but went to bed
after staff #2 arrived for work. The TM
indicated, based on her observations, staff
#2 needed to be supervised during her
shifts and the overnight position was not a
good fit since there was no supervision or
other staff around to observe what staff #2
was doing. The TM indicated staff #2
was falsifying documentation based on
her observations.

An interview with the QAD was
conducted on 10/8/13 at 1:49 PM. The
QAD indicated she did not read the
observations conducted by the TM
included in the investigation packet. The
QAD indicated the DRS made the
recommendation for the observations to
be conducted. On 10/10/13 at 9:05 AM,
the QAD indicated staff #2 was not
currently on probation. The QAD
indicated she did not interview evening
shift staff due to not thinking it was
relevant to the investigation. The QAD
indicated staff #2 had been the alleged
perpetrator in 3 investigations.

An interview with the Network Director
(ND), the TM's supervisor, was conducted
on 10/9/13 at 12:43 PM. The ND
indicated he received copies of the
observations the TM conducted. The ND

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

LPHH11 Facility ID:

004000 If continuation sheet

Page 35 of 143




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

PRINTED: 11/25/2013
FORM APPROVED
OMB NO. 0938-0391

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

15G715

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

523 PARK LN
NASHVILLE, IN 47448

X3) DATE SURVEY

COMPLETED
10/23/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

indicated he had not read or reviewed the
observations.

Confidential Interview (CI) #1 indicated
staff #2 was still working at the home. CI
#1 indicated staff #2 yelled at the clients
and pushed on the clients most days.
When asked to explain what had been
witnessed, CI #1 stated staff #2 pushed
and shoved client C since client C moved
slowly and told client C to "shut up." CI
#1 indicated CI #1 had not reported the
additional abuse since nothing was done
to staff #2 after the report of abuse on
8/6/13.

An observation was conducted at the
group home on 10/10/13 from 5:57 AM
to 8:22 AM. Staff #2 was working at the
group home. The TM and staff #2 were
present upon arrival. Client C was awake.
Clients A, D and E were in their rooms
with the lights off. The MC arrived at
6:03 AM and a staff in training arrived at
6:15 AM. A review of the October 2013
sleep records and hygiene charts for
clients A, C, D and E was conducted on
10/10/13 at 6:08 AM. Clients A, D and
E's Sleep Charts indicated they were
awake at 7:00 AM on 10/10/13. Clients
A, C and E's hygiene records were
completed up to and including 8:00 AM.
Client D's hygiene record was completed
up to 7:00 AM. At 6:46 AM, client E
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came out of her room. An interview with
staff #2 was conducted on 10/10/13 at
7:02 AM. Staff #2 indicated to save time,
she completed the documentation on the
sleep charts and hygiene records ahead of
time. Staff #2 indicated the clients have
the same routine every day and she knew
when they were going to wake up.

An interview with the Director of Human
Resources (DHR) was conducted on
10/10/13 at 9:04 AM. The DHR
indicated in regard to the investigation on
8/6/13, one staff reported one thing and
the other denied it. The DHR indicated
the facility generally did not substantiate
abuse and neglect based on one staff
reporting another staff. The DHR
indicated in order to substantiate abuse
and neglect, there would need to be a
second witness corroborating the
allegation. The DHR indicated she could
not recall a time when the facility
substantiated an allegation of abuse and
neglect for one staff reporting another
staff. The DHR stated staff #2 was a
"grumpy person." The DHR stated in
regard to the investigation, "It certainly
wouldn't have hurt to obtain additional
interviews with staff who cross paths with
her" while at the group home. The DHR
indicated she had not read the
observations conducted by the Team
Manager until 10/9/13. The DHR
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indicated it was time to consider whether
or not staff #2 should work by herself in
the group home. The DHR indicated the
facility needed to observe what was really
going on with her. The DHR indicated
staff #2 was falsifying documentation
based on the observations and the
documents the facility received on
10/10/13 at 5:15 AM from the TM. The
DHR stated, "She (staff #2) is falsifying
documentation." The DHR indicated
based on the documents completed by
staff #2 early during her shifts and based
on the feedback the TM gave to staff #2 at
the time of the observations, the DHR
was going to recommend termination of
staff #2.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated the
facility had a policy prohibiting abuse and
neglect of the clients. The DRS indicated
the facility could not substantiate the
incident due to having one staff accusing
another staff of abuse. The DRS
indicated there was no corroborating
information. The DRS indicated the
facility was reviewing its policies and
procedures regarding this issue. The DRS
indicated there was corrective action
taken with staff #2 including increased
supervision through observations. The
DRS indicated she did not receive the
observations conducted by the home

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

LPHH11 Facility ID: 004000 If continuation sheet

Page 38 of 143




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

PRINTED: 11/25/2013
FORM APPROVED
OMB NO. 0938-0391

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

15G715

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

523 PARK LN
NASHVILLE, IN 47448

00

X3) DATE SURVEY

COMPLETED
10/23/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

manager. The DRS indicated she heard
the observations were conducted but she
did not receive them. The DRS indicated
the ND received the observations but he
did not indicate there were any issues.
The DRS indicated the ND should have
forwarded the observations to her. The
DRS indicated she did not take action
based on the observations the home
manager conducted. The DRS indicated
she could not recall if additional action
was taken with staff #2 at the time prior
to being allowed to return to work in the
home. The DRS indicated the
investigation was thorough. The DRS
indicated no additional staff needed to be
interviewed.

2) On 5/1/13 (no time indicated), client E
arrived to the school and it was time for
her to change her depend. When the aides
in the classroom changed her, they found
feces in her vaginal area. They called the
teacher to have her examine the area and
the teacher indicated it looked like it was
dried feces that had been there for a long
period of time. The investigation
Findings section indicated,
"Substantiated, the findings support the
alleged event as described. The rights
violated were that the individual was not
properly bathed prior to exiting the home
for school." The report indicated, "[TM]
will complete corrective action for [staff
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#2], the staff assigned to [client E] on the
morning of 5/1/13 no later than 5/14/13."
Staff #2's Written Warning, indicated, in
part, "The employee was assigned to a
customer in the home on 5/1/13 and upon
arrival at the school the customer was
found to have dried feces within her
private region from not being cleaned
properly. All customers will receive
proper hygiene before exiting the home
for school or any event that is taking
place. Employee is placed on a 90 day
probation, in which she will ensure that
all hygiene protocols are followed
appropriately and failure to do so can
result in further disciplinary action."

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated staff
#2's retraining was the written warning.
The DRS stated, "That is part of the
disciplinary process when corrective
action is taken." The DRS indicated staff
#2 was retrained. The DRS indicated the
written warning process included
informing the staff of the issue and telling
the staff what they should be doing.

3) On 9/12/12 at 10:00 AM, a staff
(former staff #8) reported a concern of the
individuals with incontinence (A, B, C
and E) not being changed or checked on
through the weekly night (overnight) shift
(staff #2). The investigative report, dated
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9/19/12, indicated in the Findings section,
"There is not substantial evidence to
confirm the allegation of neglect. Three
staff indicate that [client A] has a
tendency to soak himself of a morning
(sic). It does not appear that the morning
in question with the marked depends was
a failure to change [client A]. If he was
dry through the night until approximately
6:00 AM there would not have been a
need to change his depends. This
'concern' was known by management staff
for approximately two weeks prior to be
reporting (sic) it to [DRS] for
investigation. Policy and procedure
indicates that any suspicion of abuse or
neglect be reported immediately. [Former
Qualified Intellectual Disabilities
Professional] and [ND] confirmed in their
interview that they had known about the
concern in August though they did not
feel they had proof of the concern it was
just though (sic) the overnight staff were
not changing the individuals."

On 10/10/13 at 9:05 AM, the Quality
Assurance Director (QAD) indicated there
were no recommendations based on the
investigation for staff #2. The QAD
indicated the biggest concern was that it
was a known concern of management
staff but the management staff failed to
report it to the administrator.
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4) On 9/24/13 at 4:45 PM, client B
choked on cantaloupe. The BDDS report,
dated 9/25/13, indicated, in part, "Staff
report that [client B] was at the dinner
table eating melon and began to choke.
Staff gave her a moment to see if she
could cough out the melon, but she was
unable to. Staff began to give her the
Heimlich Maneuver but were unable to do
so because [client B] would throw her
arms up and drop to the floor. Staff were
able to sit her up and give her back blows
to dislodge the melon. Staff noted that
during the incident, [client B's] airway
was not completely obstructed and she
was able to get some breaths. Staff called
the home nurse immediately following the
incident. She advised them that [client B]
would need to be taken to ER for
evaluation and to verify she had not
aspirated during the incident. Staff
notified the Network Director and the
QDDP afterwards." The BDDS report
indicated, "[Client B] had a swallow
study in August due to a previous choking
incident. The home nurse is still awaiting
the results of this study." There was no
investigation of the incident.

A review of client B's Nursing Care Plan
(NCP), dated 7/5/13, was conducted on
10/17/13 at 7:05 PM. The NCP indicated
client B was at risk for choking/aspiration
due to tending to over fill mouth and
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missing front teeth. The NCP indicated,
"Staff Responsibilities. A. Follow safe
swallowing protocol: maintain upright
position with both feet on the floor,
encourage proper pace and thorough

chewing before next bite, ensure bite size
in 5-1 tsp (teaspoon) in size, ensure meat
is cut into small (1/2 inch) pieces, ensure
[client B] lifts food to mouth instead of
leaning into her plate/food, discourage
eating while walking, talking etc., ensure
staff member/school staff member is
seated next to [client B] during
meals/snacks (added 3/19/12). Incident
likely due to excessive phlegm due to
cold/allergy symptoms rather than food or
emesis, follow 'Safe Eating Story' as
outlined in the ISP, [Client B] is not to
have 'Cheez It' Crackers of (sic) similar
snack crackers at school, [Client B] is not
(sic) longer able to have hot dogs of any
kind regardless of being cut up. (added
4/25/13). Nursing Responsibilities.
Nurse to observe [client B] during one
meal per month, nurse to consult MD

(medical doctor) for any actual or
suspected choking incidents, nurse to
assess lung sounds with each visit and as
needed, nurse to ensure speech/language
consult for swallow study follow up
(scheduled 8/21/13 at 1pm)."

On 10/9/13 at 12:07 PM, the Qualified
Intellectual Disabilities Professional
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(QIDP) indicated she did not conduct an
investigation. The QIDP indicated an
investigation should have been conducted.
The QIDP indicated she spoke to the staff
about the incident to complete the BDDS
report but did not document her
interviews.

On 10/9/13 at 12:07 PM, the Network
Director (ND) indicated he did not
conduct an investigation. The ND
indicated an investigation should have
been conducted of the 9/24/13 incident.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated
client B's plan included staff sitting with
her during meals. The DRS stated, "Not
sure how much more monitoring she
needed." The DRS indicated the QIDP
was instructed to investigate the choking
incident due to the on-going issue with
obtaining the results of the swallow study.
The DRS indicated the incident should
have been reviewed.

5) On 8/16/13 at 10:00 PM, staff
discovered fecal matter (dried) on [client
E] while doing bed checks. The BDDS
report, dated 8/17/13, indicated, in part,
"[Staff #6] discovered dried fecal matter
on [client E] while doing bed check. She
checked documentation and [staff #9] had
give (sic) [client E] a shower at or around
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7:00 PM." The investigation, dated
8/23/13, indicated, in part, "Two staff
verify that they observed [client E] with
dried feces on her at 10:00 PM. The
documentation indicates she had a bowel
movement at five, was wet and showered
at seven. The checks completed at eight
and nine indicated that [client E] was dry.
The incident is substantiated based on
account of the two witnesses and the
documented checks that were completed.
Bowel movement should not be present at
ten if it occurred at five. There were
hourly checks between with no further
notation that a bowel movement existed."
The interview with the Home Manager
indicated she went to the home to check
on client E after staff #6 called her. The
statement indicated, in part, "[Client E]
had feces in her public hair and vagina.
There was nothing noticed near her rectal
area by [Home Manager]." The
investigation indicated the allegation was
substantiated (the findings support the
alleged event as described). The
Recommendations indicated, "[Human
Resources Director] and [Director of
Residential Services] will determine the
appropriateness of [staff #9's] continued
employment with LIFEDesigns. A
similar previous incident resulted in staff
(staff #2) receiving a written corrective
action. For this reason, the review is
requested to ensure equality of action
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taken with similar substantiated
incidents." A handwritten note on the
investigation indicated, "Note: [staff #9]
was transferred and will receive
corrective action." The Staff
Investigation Intake Form, dated 9/3/13,
indicated staff #9 was transferred to
another group home on 9/3/13. Staff #9
received a written warning on 9/10/13.
The warning indicated, in part, "The
employee was assigned to a customer in
the [name of group home] on 8/20/13
(wrong date) and went to provide her with
a shower before completing the evening
activities. After completing the shower
another staff member found dried fecal
matter in the private areas of the customer
indicating that proper hygiene protocols
were not used when giving her a shower...
Employee is placed on a 90 day
probation, in which he will ensure that all
customers receive proper hygiene before
any activity, event, or as needed during
his scheduled shift."

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated the
staff received a written warning and was
transferred to another group home. The
DRS indicated she thought she
recommended observations of the staff to
be conducted but she could not recall.

6) On 8/2/13 at 9:50 PM, client E ate part
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of the inside of her incontinence brief.
The BDDS report, dated 8/3/13,
indicated, in part, "Staff went into the
bedroom to conduct a bed check and
[client E] had eaten part of the inside of
her incontinence brief. Staff was able to
obtain the remaining portions and change
the incontinence brief into a new one.
Nurse was notified and Network Director.
[Client E] showed no effects as a result of
ingesting the incontinence brief. [Client
E] has a plan in place for PICA (ingesting
non-nutritive items), but the plan will be
reviewed and possibly revised to include
ingestion of incontinence briefs." There
was no investigation of the incident.

On 10/9/13 at 12:07 PM, the Qualified
Intellectual Disabilities Professional
(QIDP) indicated she was not the QIDP at
the home at the time of the incident. On
10/22/13 at 9:51 AM, the QIDP indicated
she was not aware client E ate the inside
of her incontinence brief. The QIDP
indicated she started working at the group
home at the beginning of September
2013. The QIDP indicated she did not
review or revise client E's plan. The
QIDP indicated client E's plan needed to
be reviewed and possibly revised.

On 10/9/13 at 12:07 PM, the Network
Director (ND) indicated he did not
conduct an investigation. The ND stated
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he completed the BDDS report and then
"nothing else occurred."

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated to
her knowledge, the incident was
investigated. The DRS indicated she
assigned the investigation to the QIDP.
The DRS indicated the incident should
have been investigated. The DRS
indicated client E's plan should have been
reviewed. The DRS stated "that was part
of the instruction given to [QIDP]." The
DRS indicated when she spoke to the
QIDP, the QIDP was supposed to get with
the staff to ensure client E was wearing
baggy pants and to make sure the Depend
was below the line of her pants. The DRS
indicated there were no corrective actions
taken.

7) A review of client A's record was
conducted on 10/8/13 at 3:39 PM. The
record indicated client A had a bacterial
culture of his stool with campylobacter
detected on 7/10/13. On 7/18/13, client A
was seen by his Primary Care Physician
and diagnosed with "Intestinal infection
due to campylobacter." On 9/20/13,
client A had an intestinal infection due to
campylobacter. Client A's most recent
Nursing Care Plan, dated 7/5/13, did not
address campylobacter. The NCP
indicated, in part, "Cont -

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

LPHH11 Facility ID:

004000 If continuation sheet

Page 48 of 143




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

PRINTED: 11/25/2013
FORM APPROVED
OMB NO. 0938-0391

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

15G715

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

523 PARK LN
NASHVILLE, IN 47448

00

X3) DATE SURVEY

COMPLETED
10/23/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

inues with intermittent
diarrhea/constipation. Seeing GI
specialist for bowel infection." There
was no additional information in the
plan. The plan did not indicate the
actions staff or the nurse were to take to
prevent the spread of campylobacter.
The plan was not revised after client A
was diagnosed with campylobacter. The
plan did not include the
recommendations the nurse received
from the Health Department. The plan
did not include the use of universal
precautions or how staff were to handle
soiled clothes and linens to prevent the
spread of infection. The facility did not
provide documentation the incidents of
campylobacter were reported to BDDS.
There was no documentation the facility
investigated the source of campylobacter.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive test result for the campylobacter
antigen. Client B's NCP, dated 7/5/13,
did not address campylobacter. The NCP
was not revised or updated since 7/5/13.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client A was diagnosed
with campylobacter to prevent cross
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contamination. The plan did not include
the recommendations the nurse received
from the Health Department. The plan
did not include the use of universal
precautions or how staff were to handle
soiled clothes and linens to prevent the
spread of the infection. The facility did
not provide documentation the incident
of campylobacter was reported to BDDS.
There was no documentation the facility
investigated the source of campylobacter.

A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
facility did not provide documentation
during the survey indicating when client
C tested positive for campylobacter
(interviews indicated client C had a
positive test for campylobacter). The
record indicated client C tested negative
for the campylobacter antigen on
9/26/13. On 10/21/13 at 10:48 AM, the
Licensed Practical Nurse (LPN) indicated
client C had campylobacter. On 10/9/13
at 1:20 PM, the MC indicated client C
had campylobacter but it had cleared.
Client C's most recent NCP, dated
7/5/13, did not address campylobacter.
The NCP was not revised or updated
since 7/5/13. The plan did not indicate
the actions staff or the nurse were to take
to prevent the spread of campylobacter.
The plan did not include the
recommendations the nurse received
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from the local Health Department. The
plan did not include the use of universal
precautions or how staff were to handle
soiled clothes and linens to prevent the
spread of infection. The facility did not
provide documentation the incident of
campylobacter was reported to BDDS.
There was no documentation the facility
investigated the source of campylobacter.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) stated, "I
think that had it been a widespread issue
it would have been reported (to BDDS)."
The DRS indicated the clients were taken
to their physicians and the group home
implemented the recommendations.

On 10/22/13 at 9:51 AM, the QIDP
indicated the incidents of campylobacter
should have been reported to BDDS and
investigated.

8) A review of an untitled form,
conducted on 10/9/13 at 11:03 AM, of
client E's documentation from school
indicated the following issues regarding
her hygiene upon arrival to the school:
-On 8/5/13, the first day of school, the
documentation indicated "No" for a clean
face and hands/nails and "Yes" to body
odor. The form indicated, "Nails dirty.
Not appropriate size belt/way too large."
-On 9/6/13, the school documentation
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indicated "Crusty eyebrows" and "Nails
dirty, need trimmed." The
documentation indicated, "No" for a
clean body.

-On 9/12/13, the form indicated "No" for
clean face, clean hands/nails, clean body,
and clean hair. The form indicated client
E arrived with body odor. The form
indicated, "Filthy face, ears, neck,
underarms and incontinence brief area.
Excessive body odor today."

-On 9/13/13, the form indicated, "No" for
clean face, clean hands/nails, clean body,
and clean hair. The form indicated client
E arrived with body odor. The form
indicated, "Digging at scalp. Is hair
wound too tight?"

-On 9/18/13, the form indicated, "No" for
clean hair. The form indicated, "Dirty
nails, need trimmed." The Notes section
indicated, "Period, excessively scratching
head/scalp. Body odor."

-On 9/20/13, the form indicated, "No" for
clean hair. The form indicated,
"Excessively scratching head, heavy
period/dirty face, neck."

-On 9/23/13, the form indicated, "Dirty
nails, need trimmed."

-On 9/27/13, the form indicated,
"Overnight incontinence brief it fell
apart. Nails need trimmed. Completely
crystallized."

-On 10/2/13, the form indicated, "No" for
clean face, clean body, and clean hair.
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often."

The form indicated "Yes" for body odor.
The form indicated, "Body odor was
mainly in private area/also has a very
heavy discharge."

-On 10/7/13, the form indicated, "No" for
clean face, clean hands/nails, clean body,
and clean hair. The form indicated "Yes"
for body odor. The Notes section
indicated, "Dirty clothes, skin, nails, hair,
strong body odor."

An interview with client E's teacher was
conducted on 10/9/13 at 9:55 AM. The
teacher indicated there were on-going
issues with client E's hygiene upon
arriving from the group home. The
teacher stated client E was "dirty quite

On 10/23/13 at 10:37 AM, the QIDP
indicated the group home staff have a
hygiene book to implement in the
mornings to ensure the clients' hygiene
needs were addressed prior to leaving for
school. The QIDP stated the hygiene
issues noted at school have been an
on-going issue "for years." The QIDP
indicated the former overnight staff was
completing the hygiene book prior to the
clients waking up which may have
contributed to the issue. The QIDP
indicated client E's hair was an on-going
issue. The QIDP indicated client E's
guardian had gone back and forth about
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whether or not the group home staff
could wash client E's hair. The QIDP
indicated at this time, the guardian did
not want the group home washing client
E's hair. The QIDP indicated if the client
was arriving to school with hygiene
issues, it could be considered neglect.

An interview with the Director of
Residential Services (DRS) was
conducted on 10/18/13 at 2:30 PM. The
DRS indicated there was a process in
place to ensure the clients' hygiene was
checked prior to leaving for school in the
mornings. The DRS indicated the staff
should be filling out the hygiene book in
the morning before the clients leave for
school.

A review of the facility's policies was
conducted on 10/8/13 at 1:53 PM. The
policy titled "Reporting Abuse/ Neglect/
Exploitation," dated September 2013,
indicated, in part, "Policy Name: 3.1.5.2
Reporting Abuse/ Neglect/ Exploitation,
Purpose: To ensure that customers are
protected, individual rights are upheld,
and allegations are investigated.
Effective date: January 1, 2012; revised
September 2013. Procedures: 1. Any
employee or consultant having
knowledge of an incident of abuse and/or
neglect and any suspected incident of
abuse and/or neglect must report to the
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Network Director or the emergency pager
upon discovery. 2. Any employee or
consultant must document the incident or
the reason for the suspicion on an
Unusual Incident Form. 3. The
SUpervisor or emergency pager person
must report all incidents to the
appropriate Director of Services, Director
of Support Services, Chief Operating
Officer, Chief Executive Officer and
Bureau of Developmental Disabilities
Services (BDDS) representative, if
applicable, immediately, or as soon as it
is safe to do so. Other personnel will be
notified as appropriate. 4. BDDS reports
must be filed within 24 hours if the
incident of suspected abuse, neglect or
exploitation involves an adult or child
who is residing in a community
residential setting. 5. The Network
Director/ QDDP or emergency pager
person will file incident reports with the
appropriate entities: a.  Bureau of
Developmental Disability Services, b.
Adult Protective Services (APS) or Child
Protective Services, c. Case Managers, d.
Customer's legal representative and e.
Police (if person is in eminent danger and
APS is not available). 6. Any injury of
an unknown origin or death will be
reported as a possible violation of rights.
7. To ensure the immediate safety of
individual(s) receiving services, if the
alleged violator is a LifeDesigns
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employee, he/she will be suspended
immediately pending the outcome of
investigation of the situation. 8. Any
staff having knowledge of suspected
abuse and/or neglect who does not report
it will be subject to the disciplinary
policies outlined in the LifeDesigns, Inc.
Employee Handbook. The 2/6/12 policy
titled, "Abuse and Neglect" indicated, in
part, "People receiving services must not
be subjected to abuse by anyone,
including, but not limited to, facility
staff, peers, consultants or volunteers,
family members, friends or other
individuals."

This federal tag relates to complaint
#INO0137138.

9-3-2(a)
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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.
Based on record review and interview for WO000153 | To correct this deficient practice 11/22/2013
3 of 8 incidents/investigations reviewed and ensure it does not recur in
. . the future, all staff, including the
affe.:c.tmg ('shents A, B, (?, D and E, the ND/Q, Team Manager and all
facility failed to report incidents of DSPs will be re-trained on their
campylobacter (intestinal bacterial obligation to report incidences of
infections) to the Bureau of a change in medical condition,
SCITTIN . within 24 hours of the incident. In
Developmental Disabilities Services o
o ] order to identify others that may
(BDDS) within 24 hours, in accordance have been affected by the
with state law. deficient practice, the Quality
Assurance Director will review
. o . . incident reports for all individuals
Findings include: .
in the home to ensure they were
timely. The corrective action will
A review of client A's record was be monitored through the
conducted on 10/8/13 at 3:39 PM. The Network Director checklist as part
record indicated client A had a bacterial of the LifeDesigns Quality
] . Assurance Process.
culture of his stool with campylobacter
detected on 7/10/13. On 7/18/13, client A
was seen by his Primary Care Physician
and diagnosed with "Intestinal infection
due to campylobacter." On 9/20/13,
client A had an intestinal infection due to
campylobacter. Client A's most recent
Nursing Care Plan, dated 7/5/13, did not
address campylobacter. The NCP
indicated, in part, "Continues with
intermittent diarrhea/constipation. Seeing
GI (gastrointestinal) specialist for bowel
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infection." There was no additional
information in the plan. The plan did not
indicate the actions staff or the nurse were
to take to prevent the spread of
campylobacter. The plan was not revised
after client A was diagnosed with
campylobacter. The plan did not include
the recommendations the nurse received
from the local Health Department. The
plan did not include the use of universal
precautions or how staff were to handle
soiled clothes and linens. The facility did
not provide documentation the incidents
of campylobacter were reported to BDDS.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive test result for the campylobacter
antigen. Client B's NCP, dated 7/5/13,
did not address campylobacter. The NCP
was not revised or updated since 7/5/13.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client A was diagnosed
with campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan did not include the
use of universal precautions or how staff
were to handle soiled clothes and linens.
The facility did not provide
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documentation the incident of
campylobacter was reported to BDDS.

A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
facility did not provide documentation
during the survey indicating when client
C tested positive for campylobacter. The
record indicated client C tested negative
for the campylobacter antigen on 9/26/13.
On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated client C
had campylobacter. On 10/9/13 at 1:20
PM, the MC indicated client C had
campylobacter but it had cleared. Client
C's most recent NCP, dated 7/5/13, did
not address campylobacter. The NCP was
not revised or updated since 7/5/13. The
plan did not indicate the actions staff or
the nurse were to take to prevent the
spread of campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan was not revised to
after client A was diagnosed with
campylobacter. The plan did not include
the use of universal precautions or how
staff were to handle soiled clothes and
linens. The facility did not provide
documentation the incident of
campylobacter was reported to BDDS.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated three
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(A, B and C).

clients were affected by campylobacter

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) stated, "I
think that had it been a widespread issue
it would have been reported (to BDDS)."
The DRS indicated the clients were taken
to their physicians and the group home

9-3-2(a)

implemented the recommendations.

On 10/22/13 at 9:51 AM, the QIDP
indicated the incidents of campylobacter
should have been reported to BDDS.

This federal tag relates to complaint
#IN00137138.
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WO000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on observation, record review and WO000154 | Client B has now moved to a 11/22/2013
interview for 4 of 8 incident/investigative differ?”t group hor.ne.within the
reports reviewed affecting clients A, B, C, organlzatlon. .The |nC|dgnt of
. . Client B choking on a piece of
D and E, the facility failed to conduct cantaloupe has been reviewed by
thorough investigations. the IST, including a thorough
review of her NCP related to
Findings include: dining/ swallowing issues. The
results of her swallow study were
received in October 2013. Her
A review of the facility's NCP has been revised in
incident/investigative reports was accordance with swallow study
. results and IST
conducted on 10/8/13 at 1:27 PM and i
L . recommendations. The nurse
indicated the following: trained staff on 10/9/13. The TM
will conduct mealtime
1) On 8/6/13 at 8:00 AM, the Medical observations 4 times per week for
Coordinator (MC) observed staff #2 a period of 2 wgeks to ensure all
. . e staff are following the plan as
(overnight staff) scream at client D "no written. As long as no issues are
and "stop it" in response to client D noted, after 2 weeks, mealtime
smacking and kicking staff #2 while staff observations may be reduced to a
#2 was helping client D with getting her minimum of once per wgek onan
" ongoing basis. All staff, including
shoes on. Staff #2 also yelled, "Get the staff #9 (who has transferred to
freak up, you lard a--!" and then yanked another home )will be re-trained
client D off the couch. Client D smacked on abuse/ neglect policies and
staff #2. Staff #2 grabbed client D's reporting. The incident of client E
. . eating part of her incontinence
wrists and squeezed and twisted her brief will be investigated, with the
wrists to get client D to stop. When client results reviewed by the IDT,
D did not stop, staff #2 grabbed her wrists including a review of her RSP and
again and pinned client D's arms against monitoring schedule related to
her ch hil i 1 . history of PICA. Any
ere ?St while yelling at client D FO quit recommended revisions made by
smacking staff #2. The MC got client D the IST will be incorporated into
to the front room to wait for the bus. the RSP by the ND/Q. Once the
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | PHH11 Facility ID: 004000 If continuation sheet Page 61 of 143




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

PRINTED: 11/25/2013
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: . BUILDING 00 COMPLETED
15G715 L WING 10/23/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
523 PARK LN
LIFE DESIGNS INC NASHVILLE, IN 47448
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Approximately 5 minutes later, the MC plan has been revised, staff will
was in front of staff #2 and client D. The 't;fptlf;]::t:gd ":'Zee‘::nre the
i . u
MC observed, when she looked back, deficient practice does not recur,
staff #2 kick client D in the back of the LifeDesigns’ policy will be revised
right leg to get client D to go out the door. to clearly state that any significant
Client D had red marks on both elbows. .eve'n.t or behavior rglated.to an
individual’s health, including
. o . instances of choking, PICA,
In the investigative packet, an email significant injuries, diagnosis of
(electronic mail) from the MC to the communicable infections, etc.,
Director of Residential Services, dated :‘Nlllll gethlvesftltgi]ateqt to t_gath‘;f the
o - ull details of the situation.
8/6/l.3 at 11:03 AM, 1ndlcat§d, Thls. determination will be made in
morning when we were getting the kids' regards to whether or not
shoes on for school [client D] started Individual Support Plans/
smacking [staff #2]. [Staff #2] was fB'flhaV'zr f“fpﬁ?ﬂ Ft"z“_s were
., " . ollowed, if staff acted in an
screaming, 'STOP IT...NO...". [Client D] appropriate manner, and if further
ObViOUSly wasn't 1istening. She (staff #2) plans need to be implemented. All
didn't try signing or gesturing to her staff, including DSPs, nurses and
(client D) either. [Client D] continued su?ewlsgry Sﬁﬁ' W'll_l be H
. . . re-trained on the policy. The
with her behaviors. Sh'e starte.d kicking Director of Support Services will
[staff #2] as she was tying [client D's] review of all BDDS reportable
shoe and that's when [staff #2] scream incidents and determine who will
(sic), 'GET THE FREAK UP YOU complete the investigation for
’ . . reported issues as identified
-
LARD A ... while she was trying to above. Ongoing monitoring will
yank [client D] off the couch by her take place through the QA
foot/leg. [Client D] fell to the floor and process with the Network Director
got back on the couch and started checklist, which includes a review
. . f all incidents.
smacking [staff #2] again. That's when of all incidents
[staff #2] grabbed [client D's] wrists and
squeezed and twisted them to get her to
stop. When [client D] didn't stop that's
(sic) when [staff #2] grabbed her wrists
again and pinned them to [client D's]
chest... yelling at her to quit smacking
her. About 5 minutes go by, we started
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getting the kids out the door to the bus
and [staff #2] had [client B] and [client E]
in both hands, I had [client A] and [client
C] with me and I turned around to make
sure [staff #2] didn't need any help and
that's when I saw her kick [client D] in the
back of her right leg making her go out
the door. It wasn't a nudge to get her to
go..she really kicked her, but when I
checked her leg she only had a red circle
the size of a silver dollar."

The investigation, dated 8/7/13, indicated
the MC's account was the only account of
the incident. Staff #2 denied the
allegation. The investigation indicated,
"This is the third time [staff #2] has been
involved in an allegation as the staff
person responsible at the time of the
incident." The report indicated staff #2
received corrective action for failing to
properly assist a customer with cleaning
her private area on 5/1/13. Staff #2 was
placed on a 90 day probation. The
investigation indicated, "The incident
cannot be substantiated. The injuries on
[client D's] elbows may or may not
support that she was pulled off the couch
as [client D] has a tendency to hit her
arms against things and could have
injured her elbows doing that." The
investigation's Recommendations section
indicated, in part, "Due to [staff #2's]
current probation, previous allegations of
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abuse or neglect, the investigator is
requesting the Director of Human
Resources and Director of Residential
Services to review and determine whether
or not [staff #2] should remain employed
with LifeDesigns." An email from the
Quality Assurance Director (QAD), dated
8/7/13 at 1:14 PM, indicated, "Here is the
report and supporting documents. I am
really at a loss of what to do in this
situation. The allegations are
significantly harmful if they occurred.
The staff has been involved in previous
incidents, and at the same time she has
worked 70 hours a week for at least the
last three months.... That does not appear
to be a safe amount of hours for an
employee to work in a high
stress/behavioral environment. Let me
know what you think. I appreciate your
feedback." On 8/8/13 at 9:20 AM, the
Director of Residential Services indicated
in an email to the QAD and the Director
of Human Resources (DHR), "[DHR] and
I talked this morning. As there is nothing
substantiated, [staff #2] can return to
work. [DHR] will contact her to let her
know. I would like to recommend that
observations of the morning shift be
conducted by the ND (Network Director),
TM (Team Manager) or other supervisory
staff one time weekly for the next 4
weeks." On 8/8/13 at 4:15 PM, staff #2
returned to work. The investigation
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included interviews with the MC, staff #2
and clients A, B, C, D and E. None of the
staff who also worked with staff #2 was
interviewed to ascertain if similar issues
had been observed in the past.

An interview with the QAD was
conducted on 10/8/13 at 1:49 PM. The
QAD indicated she did not interview
evening shift staff due to not thinking it
was relevant to the investigation.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated the
investigation was thorough. The DRS
indicated no additional staff needed to be
interviewed.

An interview with the Director of Human
Resources (DHR) was conducted on
10/10/13 at 9:04 AM. The DHR stated in
regard to the investigation, "It certainly
wouldn't have hurt to obtain additional
interviews with staff who cross paths with
her" while at the group home.

2) On 9/24/13 at 4:45 PM, client B
choked on cantaloupe. The BDDS report,
dated 9/25/13, indicated, in part, "Staff
report that [client B] was at the dinner
table eating melon and began to choke.
Staff gave her a moment to see if she
could cough out the melon, but she was
unable to. Staff began to give her the
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Heimlich Maneuver but were unable to do
so because [client B] would throw her
arms up and drop to the floor. Staff were
able to sit her up and give her back blows
to dislodge the melon. Staff noted that
during the incident, [client B's] airway
was not completely obstructed and she
was able to get some breaths. Staff called
the home nurse immediately following the
incident. She advised them that [client B]
would need to be taken to ER for
evaluation and to verify she had not
aspirated during the incident. Staff
notified the Network Director and the
QDDP afterwards." The BDDS report
indicated, "[Client B] had a swallow
study in August due to a previous choking
incident. The home nurse is still awaiting
the results of this study." There was no
investigation of the incident.

A review of client B's Nursing Care Plan
(NCP), dated 7/5/13, was conducted on
10/17/13 at 7:05 PM. The NCP indicated
client B was at risk for choking/aspiration
due to tending to over fill her mouth and
missing front teeth. The NCP indicated,
"Staff Responsibilities. A. Follow safe
swallowing protocol: maintain upright
position with both feet on the floor,
encourage proper pace and thorough
chewing before next bite, ensure bite size

in -1 tsp (teaspoon) in size, ensure meat
is cut into small (1/2 inch) pieces, ensure
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[client B] lifts food to mouth instead of
leaning into her plate/food, discourage
eating while walking, talking etc., ensure
staff member/school staff member is
seated next to [client B] during
meals/snacks (added 3/19/12). Incident
likely due to excessive phlegm due to
cold/allergy symptoms rather than food or
emesis, follow 'Safe Eating Story' as
outlined in the ISP, [Client B] is not to
have 'Cheez It' Crackers of (sic) similar
snack crackers at school, [Client B] is not
(sic) longer able to have hot dogs of any
kind regardless of being cut up. (added
4/25/13). Nursing Responsibilities.
Nurse to observe [client B] during one
meal per month, nurse to consult MD
(medical doctor) for any actual or
suspected choking incidents, nurse to

assess lung sounds with each visit and as
needed, nurse to ensure speech/language
consult for swallow study follow up
(scheduled 8/21/13 at 1pm)."

On 10/9/13 at 12:07 PM, the Qualified
Intellectual Disabilities Professional
(QIDP) indicated she did not conduct an
investigation. The QIDP indicated an
investigation should have been conducted.
The QIDP indicated she spoke to the staff
about the incident to complete the BDDS
report but did not document her
interviews.
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On 10/9/13 at 12:07 PM, the Network
Director (ND) indicated he did not
conduct an investigation. The ND
indicated an investigation should have
been conducted.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated the
QIDP was instructed to investigate the
choking incident due to the on-going
issue with obtaining the results of the
swallow study. The DRS indicated the
incident should have been reviewed.

3) On 8/2/13 at 9:50 PM, client E ate part
of the inside of her incontinence brief.
The BDDS report, dated 8/3/13,
indicated, in part, "Staff went into the
bedroom to conduct a bed check and
[client E] had eaten part of the inside of
her incontinence brief. Staff was able to
obtain the remaining portions and change
the incontinence brief into a new one.
Nurse was notified and Network Director.
[Client E] showed no effects as a result of
ingesting the incontinence brief. [Client
E] has a plan in place for PICA (ingesting
non-nutritive items), but the plan will be
reviewed and possibly revised to include
ingestion of incontinence briefs." There
was no investigation of the incident.

On 10/9/13 at 12:07 PM, the Network
Director (ND) indicated he did not
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conduct an investigation. The ND stated
he completed the BDDS report and then
"nothing else occurred."

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated to
her knowledge, the incident was
investigated. The DRS indicated she
assigned the investigation to the QIDP.
The DRS indicated the incident should
have been investigated. The DRS
indicated client E's plan should have been
reviewed. The DRS stated "that was part
of the instruction given to [QIDP]." The
DRS indicated when she spoke to the
QIDP, the QIDP was supposed to get with
the staff to ensure client E was wearing
baggy pants and to make sure the Depend
was below the line of her pants.

4) A review of client A's record was
conducted on 10/8/13 at 3:39 PM. The
record indicated client A had a bacterial
culture of his stool with campylobacter
detected on 7/10/13. On 7/18/13, client A
was seen by his Primary Care Physician
and assessed with "Intestinal infection due
to campylobacter." On 9/20/13, client A
had an intestinal infection due to
campylobacter. Client A's most recent
Nursing Care Plan, dated 7/5/13, did not
address campylobacter. The NCP
indicated, in part, "Continues with
intermittent diarrhea/constipation. Seeing
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GI specialist for bowel infection." There
was no additional information in the plan.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client A was diagnosed
with campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan did not include the
use of universal precautions or how staff
were to handle soiled clothes and linens.
The facility did not provide
documentation the incidents of
campylobacter were investigated.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive test result for the campylobacter
antigen. Client B's NCP, dated 7/5/13,
did not address campylobacter. The NCP
was not revised or updated since 7/5/13.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client B was diagnosed
with campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan did not include the
use of universal precautions or how staff
were to handle soiled clothes and linens.
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The facility did not provide
documentation the incident of
campylobacter was investigated.

A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
record indicated client C tested negative
for the campylobacter antigen on 9/26/13.
The facility did not provide
documentation during the survey
indicating when client C tested positive
for campylobacter. Client C's most recent
NCP, dated 7/5/13, did not address
campylobacter. The NCP was not revised
or updated since 7/5/13. The plan did not
indicate the actions staff or the nurse were
to take to prevent the spread of
campylobacter. The plan was not revised
after client C was diagnosed with
campylobacter. The plan did not include
the recommendations the nurse received
from the local Health Department. The
plan did not include the use of universal
precautions or how staff were to handle
soiled clothes and linens. The facility did
not provide documentation the incident of
campylobacter was investigated. On
10/9/13 at 1:20 PM, the MC indicated
client C had campylobacter but it had
cleared.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated three
clients were affected by campylobacter
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On 10/22/13 at 9:51 AM, the QIDP
indicated the incidents of campylobacter
should have been investigated.
This federal tag relates to complaint
#INO0137138.
9-3-2(a)
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W000157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.
Based on observation, record review and WO000157 To address the deficient practice, 11/22/2013
interview for 6 of 8 incident/investigative Staff #2 was terminated on
reports reviewed affecting clients A, B, C, 10/1(.)/13' The |.nc:|dent of Client B
o ] choking on a piece of cantaloupe
D and E, the facility failed to take has been reviewed by the IST,
appropriate corrective actions regarding including a thorough review of her
abuse, neglect and known medical issues. NCP related to dining/ swallowing
issues. The results of her swallow
o . study were received in October
Findings include: 2013. Her NCP has been revised
in accordance with swallow study
A review of the facility's results and IST
incident/investigative reports was recommendations. The nurse
trained staff on 10/9/13. The TM
conducted on 10/8/13 at 1:27 PM and will conduct mealtime
indicated the following: observations 4 times per week for
a period of 2 weeks to ensure all
1) On 8/6/13 at 8:00 AM, the stgff are following the plan as
. written. As long as no issues are
Investigation Summary, dated 8/7/13, noted, after 2 weeks, mealtime
indicated the Medical Coordinator (MC) observations may be reduced to a
observed staff #2 (overnight staff) scream minimum of once per week on an
at client D "no" and "stop it" in response ongoing basis. Al staff, including
. . Lo staff #9 (who has transferred to
to client D smacking and kicking staff #2 another home) will be re-trained
while staff #2 was helping client D with on abuse/ neglect policies and
getting her shoes on. Staff #2 also yelled, reporting. The incident of client E
"Get the freak up, you lard a--!" and then egtlng part C_'f her {ncontlnepce
. . brief will be investigated, with the
yanked client D off the couch. Client D results reviewed by the IDT,
smacked staff #2. Staff #2 grabbed client including a review of her RSP and
D's wrists and squeezed and twisted her monitoring schedule related to
wrists to get client D to stop. When client history of F;ICC;A Any de b
. . recommended revisions made by
D did not stop, staff #2 grabbed her wrists the IST will be incorporated into
again and pinned client D's arms against the RSP by the ND/Q. Once the
her chest while yelling at client D to quit plan has been revised, staff will
smacking staff #2. The MC got client D be trained and the plan
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | PHH11 Facility ID: 004000 If continuation sheet Page 73 of 143




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

PRINTED: 11/25/2013
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
15G715 L WING 10/23/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
523 PARK LN
LIFE DESIGNS INC NASHVILLE, IN 47448
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (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
to the front room to wait for the bus. implemented. To identify other
Approximately 5 minutes later, the MC customers having the potential to
. . h be affected by failure to follow
was in front of staff #2 and client D. The through with recommendations,
MC observed, when she looked back, the Director of Support Services
staff #2 kick client D in the back of the and Quality Assurance Director
right leg to get client D to go out the door. .condu.cte(.i a review of add|t'|onal
li h K h el investigations for the past six
Client D had red marks on both elbows. months. The investigations
reviewed included those involving
In the investigative packet, an email from staff as an alleged perpetrator,
the MC to the Director of Residential and contlnl:jec; m_lc_>rr11|tor|ng
. recommended. These
.SeI’.VICCS, date(-i 8/6/ 13. at 11:03 AM, investigations were reviewed to
1ndlcated, "This morning when we were ensure any concerns noted were
getting the kids' shoes on for school addressed. To ensure the
[client D] started smacking [staff #2]. ﬁiflgen.t pra’cﬁcle. do;? rgo\t/.relcij'r,
. ifeDesigns’ Policy 3.1.5 Violation
[Staff #2] was S(.:reammg, STOP of Rights has been revised to
IT..NO...". [Cllel’lt D] 0bV10usly wasn't further detail the issuing of
listening. She (staff #2) didn't try signing recommendations following an
or gesturing to her (client D) either. investigation to |.nclude the follow
Client D tinued with her behavi through and review of
[Client D] co.n 1r.1ue wi Cr behaviors. recommendations as they occur.
She started kicking [staff #2] as she was The revision includes detailed
tying [client D's] shoe and that's when review and documentation of
[staff #2] scream (sic), 'GET THE epptl)‘?l}f[ee ?er:orm.an(;e prlolr( to
. eligibility of returning to work.
-
FREAK Ul? YOU LARD A ... while The policy states the following:
she was trying to yank [client D] off the 15.The report shall consist of:
couch by her foot/leg. [Client D] fell to Review of any documentation
the floor and got back on the couch and retg]arqlng m(‘:tlgerllltP?jr'SC');all
started smacking [staff #2] again. That's |hn erviews with all Individuals
) ] aving knowledge of the
when [staff #2] grabbed [client D's] wrists incidentReview of agency
and squeezed and twisted them to get her practicesDocumented review of
to stop. When [client D] didn't stop that's the ejmplqye'z petrsoaneI file and
(sic) when [staff #2] grabbed her wrists previous incidents when -
: - ] \ applicableA summary of findings
again and pinned them to [client D's] investigation has discovered
chest... yelling at her to quit smacking Recommendations/Action
her. About 5 minutes go by, we started PlanRecommendations will
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getting the kids out the door to the bus explicitly define:Who is to
and [staff #2] had [client B] and [client E] zﬁrgi’r']‘zt‘;:;r;e;‘:?ge”da"O”
in both hands, I had [client A] and [client completion.When the
C] with me and I turned around to make recommendation includes
sure [staff #2] didn't need any help and observations of staff interaction,
that's when I saw her kick [client D] in the the observer will bg prowdgd a
back of her richt | Kine h formatted observation outline to
ack of her right leg making her go out complete including components
the door. It wasn't a nudge to get her to to include in the
go..she really kicked her, but when I observation.Observations will be
checked her leg she only had a red circle as&gneq to |nd|v.|duals not o
he si fa silver dollar." responsible for direct supervision
the size of a silver dollar. of the Who is to receive and
monitor the completed
The investigation, dated 8/7/13, indicated recommendations (Director of
the MC's account was the only account of .Sf‘,ervml:.es ;n():l 1I:|human Resources
. . if applicable).The person
the 1nc?dent. Sta'ff 2 fienl.ed t.he ] responsible for monitoring will
allegation. The investigation indicated, ensure:the actions are completed
"This is the third time [staff #2] has been within the time frame, all
involved in an allegation as the staff concems/issues reported or
ible at the ti fih discovered have been addressed,
Per.son responsibie a .e .1rne ot the and documentation is forwarded
incident." The report indicated staff #2 to the employee personnel file
received corrective action for failing to and investigation file. When the
properly assist a customer with cleaning alletﬁatlon |n\;ol\tles an eTponee
. as the perpetrator, prior to
her private area on 5/1/13.- Staff #2 was employee being eligible to
placed on a 90 day probation. The returning to work from
investigation indicated, "The incident administrative leave, a review of
cannot be substantiated. The injuries on the employee’s overall
[client D's] elbows may or may not performance will be
Y Y completed.The review of
SuppOI’t that She was pulled Off the Couch emp|oyee performance should
as [client D] has a tendency to hit her include, but is not limited to the
arms against things and could have following:Previous allegations of
iniured her elbows doine that." The abuse and/or neglectDisciplinary
. J o g N Action for the past twelve
investigation's Recommendations monthsStatus of any current
indicated, in part, " Due to [staff #2's] probation and terms of
current probation, previous allegations of probationEmployee Development
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abuse or neglect, the investigator is Reviews for the previous 12
requesting the Director of Human monthsEmployee Pe.n‘ormance
. . ol Reviews for the previous 12
Resources and Director of Residentia monthsQuality Assurance
Services to review and determine whether Supervision Forms for the
or not [staff #2] should remain employed previous 12 monthsOther
with LifeDesigns." An email from the doczm?n:jeg observa.t|ons aff i
: : conducted by supervisory staff in
Quality Assurance Director (QAD), dated the current setting for the
8/7/13 at 1:14 PM, indicated, "Here is the previous 6 monthsinterview Team
report and supporting documents. I am Manager and Network Director
really at a loss of what to do in this regarding performance concerns
. . The all . noted/reported 18.The Director of
s%tua%tlon. ca egat¥ons are Service, Team Manager and/or
significantly harmful if they occurred. Network Director will conduct the
The staff has been involved in previous review of employee
incidents, and at the same time she has performance. Documentation of
ed 70 h k for at least th the review and determination will
worke ours a week for at least the be forwarded to Human
last three months.... That does not appear Resources. The review will
to be a safe amount of hours for an analyze data available for
employee to work in a high performance issues that could
tress/behavioral . ¢ Let contribute or lead to potential
stress/behaviora e.nV1r0nmen - et me mistreatment of a customer.
know what you think. Iappreciate your Concerns noted in the data must
feedback." On 8/8/13 at 9:20 AM, the be included with a plan of
Director of Residential Services indicated agtlon t.(addlttlona'l tr?'mlr)]g’All
. . . observations, termination).
in an email to the QAD and the Director Team Managers, Network
of Human Resources (DHR), "[DHR] and Directors, QDDPs, and
I talked this morning. As there is nothing administrative staff have been
substantiated, [staff #2] can return to g‘f’"ne‘td on tfhse revised policy. The
. rectors of Services are
work. [DHR] will contact her to let her ' . 1oes ar
) responsible for monitoring all
knOW. I Would hke to I‘ecommend that investigation recommendations to
observations of the morning shift be ensure all recommended actions
conducted by the ND (Network Director), are taken and documentation is
TM (Team Manager) or other i maintained in the investigation
N ] £e1) o othet supetvisory file. Directors of Services were
staff one time weekly for the next 4 retrained on this practice by the
weeks." On 8/8/13 at 4:15 PM, staff #2 CEO on 11/1/13.
returned to work. The investigation
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included interviews with the MC, staff #2
and clients A, B, C, D and E. None of the
staff who also worked with staff #2 was
interviewed to ascertain if similar issues
had been observed in the past. The
follow-up BDDS report, dated 8/20/13,
indicated, in part, "There were no injuries
noted to support the incident occurring.
The reporting person and the alleged
perpetrator were the only staff on shift at
the time of the incident." The follow-up
BDDS report, dated 8/21/13, indicated, in
part, "There can only be speculation of the
rationale any person would falsely report
a staff person. There is no explanation of
the allegation other than it could not be
substantiated. There is nothing factual
that could be concluded. It was one
person's statement versus another person's
statement." There was no corrective
action taken with staff #2 included in the
investigative packet.

A review of staff #2's employee file was
conducted on 10/10/13 at 9:01 AM.
There was no documentation in staff #2's
employee file indicating she received
corrective action from the incident on
8/6/13.

Part of the investigation's
recommendations indicated four
observations were to be conducted. All
four were conducted by the Team
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Manager (TM):

A) On 8/14/13 at 5:45 AM - Staff #2 was
noticeably angry and did not reply to the
TM when she was greeted. The other
staff person, the MC, indicated staff #2
had not spoken to her since she arrived at
5:30 AM. The TM asked staff #2 if there
was anything she would like to discuss.
Staff #2 replied no. Staff #2 was
observed assisting client E's shower and
was rolling her eyes and sighing while
being observed. The TM again asked
staff #2 if she wanted to discuss anything.
Staff #2 indicated no. Staff #2 did not
share information, when asked, about
client A receiving a suppository the night
before. Staff #2 indicated, "I don't know."

B) On 8/20/13 at 5:30 AM, the TM asked
staff #2 why client E was dressed early in
the morning. Staff #2 indicated client E
woke up around 5:00 AM and was
obsessing over the office and the med
room. TM observed no obsessing
behavior. The TM checked the hygiene
book and sleep tracking records. All
increments were filled out with
information up to 8:00 AM with staff #2's
initials. TM asked staff #2 why the
hygiene book was filled out and staff #2
indicated the clients have the same
routine every morning. TM advised her
to only fill out the hygiene book and sleep
chart up to the current hour, never in
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advance. Staff #2 stated, "That's just
what I've always done." When the TM
went to check on client B, her hamper
was full of urine soaked towels on top of
her dirty laundry. When asked, staff #2
indicated client B voided soon after her
shift started at 10:00 PM. The TM asked
why towels were used to clean up the
urine and why the towels were in the
hamper all night. Staff #2 indicated she
used towels because she had been told not
to use the mop to clean up urine. The TM
had previously told staff #2 to clean the
mop head and dump the water after urine
was cleaned up. The TM indicated to
staff #2 paper towels should be used
before mopping. Staff #2 shrugged and
went to client B's room.

C) On 8/28/13 at 6:00 AM the TM
arrived to do her observation. Clients B
and E were in the living room fully
dressed. The TM asked staff #2 why
clients B and E were fully dressed. Staff
#2 indicated client E had been obsessing
all morning and client B was stomping
and vocalizing. The TM asked when the
clients woke up. Staff #2 indicated client
E woke up around 5:00 AM and then
woke up client B from her yelling and
jumping. The TM checked the hygiene
and sleep tracking charts. All increments
were filled out with information up to
8:00 AM even though it was just past
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6:00 AM. Staff #2 had initialed all the
information. After staff #2 left her shift,
the TM checked the behavior tracking.
There was nothing noted in the behavior
tracking sections of what staff #2 had
described. Client E's obsessing was
marked 0 and client B's
aggression/agitation was marked as 0.

D) On 9/3/13 the TM arrived to the group
home at 5:30 AM. Staff #2 was leaving
the living room as the TM entered the
house. The TM checked the hygiene
book and saw that the hygiene chart was
filled out until 8:00 AM. TM was going
to follow staff #2 when client C came into
the living room. Client C was fully
dressed and ready for school. TM
rechecked client C's hygiene tracking
chart and saw that a shower was marked
as "met" at 7:00 AM. TM remained in
the living room with client C to assist her
with getting something to eat. When staff
#2 came back into the living room, TM
asked why the hygiene book was filled
out in advance. Staff #2 stated, "It's
always the same thing." TM stated that
filling out the hygiene book in advance
had already been discussed and it still
continues despite TM's recommendations.
The MC arrived at the house at 5:45 AM.
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The MC greeted the TM and staff #2, but
staff #2 left the room, noticeably angry
with the TM. The TM went to ask staff
#2 about client A's bowel movements
during the overnight and found her in
client B's room, gathering clothing for
client C to put on after her bath. When
the TM asked staff #2 about client A's
bowel movements, staff #2 stated, "I
haven't noticed anything different." The
TM and staff #2 walked back into the
living room so that the MC could ask staff
#2 more questions about client A. Staff
#2 responded with either "yes" or "no"
and was noticeably annoyed with the
questions.

The observations were included in the
investigation packet. There was no
documentation indicating the issues noted
during the observations conducted by the
TM were addressed with corrective
action.

An interview with the Team Manager
(TM) was conducted on 10/10/13 at 12:02
PM. The TM indicated she sent her
observations to the ND once all the
observations were conducted. The TM
indicated she received no response or
guidance from the ND. The TM indicated
the observations were also sent to the
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QAD but not at the same time. The TM
stated the QAD received the observations
"recently." The TM indicated staff #2
should have received corrective action
following the observations. The TM
indicated she had not given a corrective
action and needed assistance to ensure she
was going to do it properly. The TM
indicated she had never witnessed or
observed staff #2 being abusive but staff
#2 acted differently in front of the TM
than with others. The TM indicated the
MC was the only staff who worked
directly with staff #2. In the evenings
when staff #2 arrived to work at 10:00
PM, there was one staff who generally left
right after staff #2 arrived. The TM
indicated client E was, at times, awake
when staff #2 arrived but went to bed
after staff #2 arrived for work. The TM
indicated based on her observations, staff
#2 needed to be supervised during her
shifts and the overnight position was not a
good fit since there was no supervision or
other staff around to observe what staff #2
was doing. The TM indicated staff #2
was falsifying documentation based on
her observations.

An interview with the QAD was
conducted on 10/8/13 at 1:49 PM. The
QAD indicated she did not read the
observations conducted by the TM and
included in the investigation packet. The
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QAD indicated the DRS made the
recommendation for the observations to
be conducted. On 10/10/13 at 9:05 AM,
the QAD indicated staff #2 was not
currently on probation. The QAD
indicated she did not interview evening
shift staff due to not thinking it was
relevant to the investigation. The QAD
indicated staff #2 had been the alleged
perpetrator in 3 investigations.

An interview with the Network Director
(ND) was conducted on 10/9/13 at 12:43
PM. The ND indicated he received
copies of the observations the TM
conducted. The ND indicated he had not
read or reviewed the observations.

Confidential Interview (CI) #1 indicated
staff #2 was still working at the home. CI
#1 indicated staff #2 yelled at the clients
and pushed on the clients most days.
When asked to explain what had been
witnessed, CI #1 stated staff #2 pushed
and shoved client C since client C moved
slowly and told client C to "shut up." CI
#1 indicated CI #1 had not reported the
additional abuse since nothing was done
to staff #2 after the report of abuse on
8/6/13.

An observation was conducted at the
group home on 10/10/13 from 5:57 AM
to 8:22 AM. Staff #2 was working at the
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group home. The TM and staff #2 were
present upon arrival. Client C was awake.
Clients A, D and E were in their rooms
with the lights off. The MC arrived at
6:03 AM and a staff in training arrived at
6:15 AM. A review of the October 2013
sleep records and hygiene charts for
clients A, C, D and E was conducted on
10/10/13 at 6:08 AM. Clients A, D and
E's Sleep Charts indicated they were
awake at 7:00 AM on 10/10/13. Clients
A, C and E's hygiene records were
completed up to and including 8:00 AM.
Client D's hygiene record was completed
up to 7:00 AM. At 6:46 AM, client E
came out of her room. An interview with
staff #2 was conducted on 10/10/13 at
7:02 AM. Staff #2 indicated to save time,
she completed the documentation on the
sleep charts and hygiene records ahead of
time. Staff #2 indicated the clients have
the same routine every day and she knew
when they were going to wake up.

An interview with the Director of Human
Resources (DHR) was conducted on
10/10/13 at 9:04 AM. The DHR
indicated in regard to the investigation on
8/6/13, one staff reported one thing and
the other denied it. The DHR indicated
the facility generally did not substantiate
abuse and neglect based on one staff
reporting another staff. The DHR
indicated in order to substantiate abuse
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and neglect, there would need to be a
second witness corroborating the
allegation. The DHR indicated she could
not recall a time when the facility
substantiated an allegation of abuse and
neglect for one staff reporting another
staff. The DHR stated staff #2 was a
"grumpy person." The DHR stated in
regard to the investigation, "It certainly
wouldn't have hurt to obtain additional
interviews with staff who cross paths with
her" while at the group home. The DHR
indicated she had not read the
observations conducted by the Team
Manager until 10/9/13. The DHR
indicated it was time to consider whether
or not staff #2 should work by herself in
the group home. The DHR indicated the
facility needed to observe what was really
going on with her. The DHR indicated
staff #2 was falsifying documentation
based on the observations and the
documents the facility received on
10/10/13 at 5:15 AM from the TM. The
DHR stated, "She (staff #2) is falsifying
documentation." The DHR indicated
based on the documents completed by
staff #2 early during her shifts and based
on the feedback the TM gave to staff #2 at
the time of the observations, the DHR
was going to recommend termination of
staff #2.

On 10/18/13 at 2:30 PM, the Director of
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Residential Services (DRS) indicated
there was corrective action taken with
staff #2 including increased supervision
through observations. The DRS indicated
she did not receive the observations
conducted by the home manager. The
DRS indicated she heard the observations
were conducted but she did not receive
them. The DRS indicated the ND
received the observations but he did not
indicate there were any issues. The DRS
indicated the ND should have forwarded
the observations to her. The DRS
indicated she did not take action based on
the observations the home manager
conducted. The DRS indicated she could
not recall if additional action was taken
with staff #2 at the time prior to being
allowed to return to work in the home.

2) On9/12/12 at 10:00 AM, a staff
(former staff #8) reported a concern of the
individuals with incontinence (A, B, C
and E) not being changed or checked on
through the weekly night (overnight) shift
(staff #2). The investigative report, dated
9/19/12, indicated in the Findings section,
"There is not substantial evidence to
confirm the allegation of neglect. Three
staff indicate that [client A] has a
tendency to soak himself of a morning
(sic). It does not appear that the morning
in question with the marked depends was
a failure to change [client A]. If he was
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dry through the night until approximately
6:00 AM there would not have been a
need to change his depends. This
'concern' was known by management staff
for approximately two weeks prior to be
reporting (sic) it to [DRS] for
investigation. Policy and procedure
indicates that any suspicion of abuse or
neglect be reported immediately. [Former
Qualified Intellectual Disabilities
Professional] and [ND] confirmed in their
interview that they had known about the
concern in August though they did not
feel they had proof of the concern it was
just though (sic) the overnight staff were
not changing the individuals." The
Recommendations section indicated, in
part, "The Director of Human Resources
will inform [staff #2] that she may return
to work immediately."

On 10/10/13 at 9:05 AM, the Quality
Assurance Director (QAD) indicated there
were no recommendations based on the
investigation for staff #2. The QAD
indicated the biggest concern was that it
was a known concern of management
staff but the management staff failed to
report it to the administrator.

3) On 5/1/13 (no time indicated), client E
arrived at the school and it was time for
her to change her depend. When the aides
in the classroom changed her, they found
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feces in her vaginal area. They called the
teacher to have her examine the area and
the teacher indicated it looked like it was
dried feces that had been there for a long
period of time. The investigation
Findings section indicated,
"Substantiated, the findings support the
alleged event as described. The rights
violated were that the individual was not
properly bathed prior to exiting the home
for school." The report indicated, "[TM]
will complete corrective action for [staff
#2], the staff assigned to [client E] on the
morning of 5/1/13 no later than 5/14/13."
Staff #2's Written Warning, indicated, in
part, "The employee was assigned to a
customer in the home on 5/1/13 and upon
arrival at the school the customer was
found to have dried feces within her
private region from not being cleaned
properly. All customers will receive
proper hygiene before exiting the home
for school or any event that is taking
place. Employee is placed on a 90 day
probation, in which she will ensure that
all hygiene protocols are followed
appropriately and failure to do so can
result in further disciplinary action."
There was no documentation staff #2
received training due to the substantiated
neglect.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated staff
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#2's retraining was the written warning.
The DRS stated, "That is part of the
disciplinary process when corrective
action is taken." The DRS indicated staff
#2 was retrained. The DRS indicated the
written warning process included
informing the staff of the issue and telling
the staff what they should be doing.

4) On 9/24/13 at 4:45 PM, client B
choked on cantaloupe. The BDDS report,
dated 9/25/13, indicated, in part, "Staff
report that [client B] was at the dinner
table eating melon and began to choke.
Staff gave her a moment to see if she
could cough out the melon, but she was
unable to. Staff began to give her the
Heimlich Maneuver but were unable to do
so because [client B] would throw her
arms up and drop to the floor. Staff were
able to sit her up and give her back blows
to dislodge the melon. Staff noted that
during the incident, [client B's] airway
was not completely obstructed and she
was able to get some breaths. Staff called
the home nurse immediately following the
incident. She advised them that [client B]
would need to be taken to ER for
evaluation and to verify she had not
aspirated during the incident. Staff
notified the Network Director and the
QDDP afterwards." The BDDS report
indicated, "[Client B] had a swallow
study in August due to a previous choking

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

LPHH11 Facility ID:

004000 If continuation sheet

Page 89 of 143




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

PRINTED: 11/25/2013
FORM APPROVED
OMB NO. 0938-0391

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

15G715

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE DESIGNS INC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

523 PARK LN
NASHVILLE, IN 47448

00

X3) DATE SURVEY

COMPLETED
10/23/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

incident. The home nurse is still awaiting
the results of this study." There was no
investigation of the incident. There was
no documentation the facility increased
the monitoring of client B during meals.
There was no documentation the facility
retrained staff on client B's diet texture.

A review of client B's Nursing Care Plan
(NCP), dated 7/5/13, was conducted on
10/17/13 at 7:05 PM. The NCP indicated
client B was at risk for choking/aspiration
due to tending to over fill mouth and
missing front teeth. The NCP indicated,
"Staff Responsibilities. A. Follow safe
swallowing protocol: maintain upright
position with both feet on the floor,
encourage proper pace and thorough

chewing before next bite, ensure bite size
in 4-1 tsp (teaspoon) in size, ensure meat
is cut into small (1/2 inch) pieces, ensure
[client B] lifts food to mouth instead of
leaning into her plate/food, discourage
eating while walking, talking etc., ensure
staff member/school staff member is
seated next to [client B] during
meals/snacks (added 3/19/12). Incident
likely due to excessive phlegm due to
cold/allergy symptoms rather than food or
emesis, follow 'Safe Eating Story' as
outlined in the ISP, [Client B] is not to
have 'Cheez It' Crackers of (sic) similar
snack crackers at school, [Client B] is not
(sic) longer able to have hot dogs of any
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kind regardless of being cut up. (added
4/25/13). Nursing Responsibilities.
Nurse to observe [client B] during one
meal per month, nurse to consult MD
(medical doctor) for any actual or
suspected choking incidents, nurse to

assess lung sounds with each visit and as
needed, nurse to ensure speech/language
consult for swallow study follow up
(scheduled 8/21/13 at 1pm)."

On 10/9/13 at 12:16 PM, the Network
Director (ND) indicated client B's primary
care physician did not give
recommendations. The ND indicated the
nurse contacted a clinic to get
information. The ND indicated no
additional corrective actions were taken.
On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated
client B's plan included staff sitting with
her during meals. The DRS stated, "Not
sure how much more monitoring she
needed."

5) On 8/16/13 at 10:00 PM, staff
discovered fecal matter (dried) on [client
E] while doing bed checks. The BDDS
report, dated 8/17/13, indicated, in part,
"[Staff #6] discovered dried fecal matter
on [client E] while doing bed check. She
checked documentation and [staff #9] had
give (sic) [client E] a shower at or around
7:00 PM." The investigation, dated
8/23/13, indicated, in part, "Two staff
verify that they observed [client E] with
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dried feces on her at 10:00 PM. The
documentation indicates she had a bowel
movement at five, was wet and showered
at seven. The checks completed at eight
and nine indicated that [client E] was dry.
The incident is substantiated based on
account of the two witnesses and the
documented checks that were completed.
Bowel movement should not be present at
ten if it occurred at five. There were
hourly checks between with no further
notation that a bowel movement existed."
The interview with the Home Manager
indicated she went to the home to check
on client E after staff #6 called her. The
statement indicated, in part, "[Client E]
had feces in her public hair and vagina.
There was nothing noticed near her rectal
area by [Home Manager]." The
investigation indicated the allegation was
substantiated (the findings support the
alleged event as described). The
Recommendations indicated, "[Human
Resources Director] and [Director of
Residential Services] will determine the
appropriateness of [staff #9's] continued
employment with LIFEDesigns. A
similar previous incident resulted in staff
(staff #2) receiving a written corrective
action. For this reason, the review is
requested to ensure equality of action
taken with similar substantiated
incidents." A handwritten note on the
investigation indicated, "Note: [staff #9]
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was transferred and will receive
corrective action." The Staff
Investigation Intake Form, dated 9/3/13,
indicated staff #9 was transferred to
another group home on 9/3/13. Staff #9
received a written warning on 9/10/13.
The warning indicated, in part, "The
employee was assigned to a customer in
the [name of group home] on 8/20/13
(wrong date) and went to provide her with
a shower before completing the evening
activities. After completing the shower
another staff member found dried fecal
matter in the private areas of the customer
indicating that proper hygiene protocols
were not used when giving her a shower...
Employee is placed on a 90 day
probation, in which he will ensure that all
customers receive proper hygiene before
any activity, event, or as needed during
his scheduled shift." There was no
documentation staff #9 received
retraining on abuse and neglect.

On 10/18/13 at 2:30 PM, the Director of
Residential Services (DRS) indicated the
staff received a written warning and was
transferred to another group home. The
DRS indicated she thought she
recommended observations of the staff to
be conducted but she could not recall.

6) On 8/2/13 at 9:50 PM, client E ate part
of the inside of her incontinence brief.
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The BDDS report, dated 8/3/13,
indicated, in part, "Staff went into the
bedroom to conduct a bed check and
[client E] had eaten part of the inside of
her incontinence brief. Staff was able to
obtain the remaining portions and change
the incontinence brief into a new one.
Nurse was notified and Network Director.
[Client E] showed no effects as a result of
ingesting the incontinence brief. [Client
E] has a plan in place for PICA (ingesting
non-nutritive items), but the plan will be
reviewed and possibly revised to include
ingestion of incontinence briefs." There
was no investigation of the incident.
There was no documentation the facility
increased the monitoring of client E at
night. There was no documentation client
E's plan was reviewed. Client E's plan for
PICA was not revised.

On 10/9/13 at 12:07 PM, the Qualified
Intellectual Disabilities Professional
(QIDP) indicated she was not the QIDP at
the home at the time of the incident. The
QIDP indicated she did not review or
revise client E's plan for PICA.

On 10/9/13 at 12:07 PM, the Network
Director (ND) stated he completed the
BDDS report and then "nothing else
occurred."

On 10/18/13 at 2:30 PM, the Director of
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Residential Services (DRS) indicated
client E's plan should have been reviewed.
The DRS stated "that was part of the
instruction given to [QIDP]." The DRS
indicated when she spoke to the QIDP,
the QIDP was supposed to get with the
staff to ensure client E was wearing baggy
pants and to make sure the Depend was
below the line of her pants. The DRS
indicated there were no corrective actions
taken.
This federal tag relates to complaint
#IN00137138.
9-3-2(a)
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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 on record review and interview for W000159 To correct the deficient practice, 11/22/2013
4 of 4 clients living at the group home (A, discharge summaries for clients
.- . (B and D) who moved out in
C, D and E) and one additional client who October 2013 have now been
transferred to another group home on completed. The QDDP will
10/4/13 (B), the Qualified Intellectual incorporate written plans for client
Disabilities Professional (QIDP) failed to A to address masturbation and
integrate, coordinate and monitor the medication refusals as part of his
. g v ’ ) Replacement Skills Plan. All staff
clients' programs to ensure: 1) the direct will be trained on the plans, and
care staff received training in a timely plans implemented. To ensure
manner to address campylobacter, 2) the deficient practice does not
. . recur, the ND/ Q job description
complete discharge summaries for two : .
; . and task lists have been revised,
clients (B and D) who moved out in and clearly state the
October 2013, 3) client A had plans responsibilities related to
addressing masturbation and medication ensuring the integration,
refusals, 4) client A had an active !mplgmenta’uon and monitoring of
. individual program plans. All
treatment program for the time he was not ND/Qs will be re-trained on the
in school due to campylobacter. new job descriptions and their
responsibilities related to
Findings include: mdw@ual program pla'ns.
Ongoing monitoring will occur
through the QA process that
1) A review of client A's record was includes the ND checklist.
conducted on 10/8/13 at 3:39 PM. The
record indicated client A had a bacterial
culture of his stool with campylobacter
detected on 7/10/13. On 7/18/13, client A
was seen by his Primary Care Physician
and assessed with "Intestinal infection due
to campylobacter." On 9/20/13, client A
had an intestinal infection due to
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campylobacter.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive result for the campylobacter
antigen.

A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
review indicated client C had tested
negative for the campylobacter antigen
9/26/13. On 10/21/13 at 10:48 AM, the
Licensed Practical Nurse (LPN) indicated
client C had campylobacter. On 10/9/13
at 1:20 PM, the MC indicated client C
had campylobacter but it had cleared.

A review of the staff training
documentation was conducted on 10/9/13
at 1:37 PM. On 9/19/13 at 9:00 AM, the
group home staff received training on
cleaning the home, universal precautions
and stoolbourne illness. The Home
Manager and Qualified Intellectual
Disabilities Professional provided the
training. There was no documentation the
direct care staff received training on
universal precautions and additional
cleaning from 7/10/13 to 9/19/13. This
affected clients A, B, C, D and E.

An interview with staff #2 was conducted
on 10/10/13 at 6:00 AM. Staff #2
indicated the direct care staff did not
receive training on campylobacter until
September 2013. Staff #2 stated she went
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to the LifeDesigns office "to raise a stink"
about never being told campylobacter was
contagious. Staff #2 indicated the direct
care staff were not told what
campylobacter was or what to do. Staff
#2 indicated she was not instructed to do
additional cleaning or wash soiled linens
and clothes in hot water.

An interview with client D's homebound
teacher was conducted on 10/9/13 at 1:03
PM. The teacher indicated he was at the
home Monday through Friday, 9:00 AM
to 3:00 PM to work with client D. The
teacher indicated client A was also at the
group home the past few months due to
campylobacter. The teacher indicated he
had observed client A exit the restroom
and not receive prompting from staff to
wash his hands on numerous occasions.
The home went for a period of time
without paper towels in the bathrooms.
An interview with the Medical
Coordinator (MC) was conducted on
10/9/13 at 1:39 PM. The MC indicated
the staff received training in September
2013 on how to clean and disinfect the
home due to the campylobacter. The MC
indicated the staff should have been
trained sooner since client A was first
diagnosed with campylobacter in July
2013 and it spread to clients B and C.

An interview with the Network Director
(ND) was conducted on 10/9/13 at 1:41
PM. The ND indicated the staff should
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have been training sooner in regard to
cleaning and universal precautions for
campylobacter.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at 1:42
PM. The QIDP indicated the staff should
have received training sooner than they
did.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated three
clients were affected by campylobacter
(A, B and C). The LPN indicated she was
under the impression campylobacter was
not contagious. The LPN indicated the
local Health Department contacted her
and she found out it could spread. The
LPN indicated the staff received training
on safe food handling, cleaning the home
and washing clothes and linens in hot
water. The LPN indicated the staff
received training in early September. The
LPN indicated the staff received no
additional training on campylobacter.
The LPN stated she took "full
responsibility" for the staff not receiving
training in a timely manner. The LPN
stated, "I didn't understand what I was
dealing with until I spoke to the Health
Department."

2) Client B transferred to another
LifeDesigns group home on 10/4/13.
Client B's record, reviewed on 10/17/13 at
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10:08 AM, did not contain a discharge
summary.

Client D was discharged to another
agency on 10/16/13. Client D's record,
reviewed on 10/17/13 at 10:08 AM, did
not contain a discharge summary. On
10/21/13 at 9:05 AM, the Quality
Assurance Director (QAD) sent a
completed discharge summary for client
D (the QAD submitted documentation
indicating the discharge summary was
sent to the new provider of services on
10/18/13).

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/17/13 at
10:08 AM. The QIDP indicated she did
not complete a discharge summary for
client D.

An interview with the Network Director
(ND) was conducted on 10/17/13 at 10:08
AM. The ND indicated he did not
complete a discharge summary for client
D. The ND indicated he was not aware of
a form or procedure to complete when a
client moved out of the home.

An interview with the Quality Assurance
Director (QAD) was conducted on
10/17/13 at 10:08 AM. The QAD
indicated the facility had a procedure to
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implement for completing discharge
summaries. On 10/18/13 at 2:09 PM, the
QAD indicated in an email (electronic
mail) in response to whether or not the
facility completed a discharge summary
for client B, "No, not with the internal
transition. All of her information
transitioned with her."

3) An observation was conducted at the
group home on 10/8/13 from 3:04 PM to
4:44 PM. At 3:40 PM, client A was
standing in the living room when the
Medical Coordinator (MC) asked client A
what he was doing. Client A had his hand
on his button to his pants. The MC
prompted client A to go to his room for
private time. At 3:45 PM, client A was in
his room having "private time." Client A
was in his room having "private time" for
the remainder of the observation.

On 10/10/13, an observation was
conducted from 5:57 AM to 8:22 AM. At
7:33 AM, client A was prompted to get
cheese from the refrigerator for his
medication pass. At 7:37 AM, client A
was offered a candy bar if he went to take
his medications from the Medical
Coordinator. At 8:20 AM, client A was
still refusing to take his medications.

On 10/15/13, an observation was
conducted from 12:35 PM to 1:41 PM.
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At 12:44 PM, client A was prompted to
go to his room by the Home Manager
(HM) when he had his hand on the waist
of his pants while in the living room.
Client A remained in his room during the
remainder of the observation.

A review of client A's Medication
Administration Record (MAR), dated
August 2013, was conducted on 10/10/13
at 10:11 AM. The MAR indicated client
A refused his medications on 8/4, 5, 6, 7,
9,11,12,13,17, 26,27, 28, 29, and 30.
The MAR, dated October 2013 indicated
client A refused his lotions on 10/13/13 at
bedtime and internal medications on
10/16/13 in the morning.

A review of client A's Replacement Skills
Plan (RSP), dated June 2013, was
conducted on 10/9/13 at 12:43 PM.
Client A's RSP indicated his targeted
behaviors included self-injurious behavior
(head banging, hair puling, biting,
pinching or scratching self, and putting
things in his ears), aggression, (hitting or
pinching others), elopement (leaving the
property or staff's sight without
permission), and inappropriate touch
(slapping or grabbing other people's
buttocks or trying to lift others' shirts).
Client A did not have targeted behaviors
addressing masturbation and medication
refusals. There were no plans in place
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addressing medication refusals and
masturbation.

An interview with client A's teacher was
conducted on 10/9/13 at 9:55 AM. The
teacher indicated client A had been out of
school since 8/30/13. The teacher
indicated client A was having issues with
masturbation while at home during the
day. The teacher indicated she spoke to
client D's homebound teacher who was at
the group home Monday through Friday,
9:00 AM to 3:00 PM. The homebound
teacher indicated client A was not
engaged at the group home and had been
masturbating frequently.

An interview with the Home Manager
(HM) was conducted on 10/9/13 at 12:35
PM. The HM indicated client A was
refusing his medications when he was
going to school but stopped refusing his
medications once he was not going to
school.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at
12:34 PM. The QIDP indicated client A
did not have a targeted behavior for
non-compliance (medication refusals).
The QIDP indicated client A should have
a plan to address medication refusals.
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An interview with the Director of
Residential Services (DRS) was
conducted on 10/18/13 at 2:30 PM. The
DRS indicated the medication refusals
had been previously discussed and there
was a plan if he refused to take his
medications in the medication room. The
DRS indicated she instructed the QIDP to
set up a meeting to discuss client A's
masturbating. The DRS indicated this
was a new issue for client A.

4) Observations were conducted at the
group home on 10/8/13 from 3:04 PM to
4:03 PM and 10/10/13 from 5:57 AM to
8:22 AM. During the observations, client
A did not attend school. An observation
was conducted on 10/9/13 from 9:55 AM
to 11:51 AM at client A's school. Client
A did not attend school.

A review of client A's record was
conducted on 10/9/13 at 1:15 PM. Client
A did not have an active treatment
schedule for the time he was not in
school.

An interview with client D's homebound
teacher was conducted on 10/9/13 at 1:03
PM. The teacher indicated he was at the
home Monday through Friday, 9:00 AM
to 3:00 PM to work with client D. The
teacher indicated there were on-going
issues with client A not being engaged
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while at the group home during the day.
The teacher indicated the staff were not
engaging client A in active treatment.
The teacher indicated client A spent most
of his day in his room with no regular
interaction or prompting from the staff.

An interview with the Medical
Coordinator (MC) was conducted on
10/8/13 at 3:04 PM. The MC indicated
client A was at home due to needing three
clear stool samples (for campylobacter)
prior to going back to school according to
the local health department. The MC
indicated client A had been out of school
since the second week of school
(8/30/13). The MC indicated the health
department became involved when client
A was diagnosed with campylobacter.

On 10/9/13 at 1:15 PM, the Qualified
Intellectual Disabilities Professional
(QIDP) indicated client A did not have an
active treatment schedule for the time
when he did not attend school. The QIDP
indicated client A needed an active
treatment schedule.

This federal tag relates to complaint
#INO0137138.

9-3-3(a)
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STAFF TRAINING PROGRAM
The facility must provide each employee
with initial and continuing training that
enables the employee to perform his or her
duties effectively, efficiently, and
competently.
Based on record review and interview for WO000189 | LifeDesigns’ Health policy states 11/22/2013
4 of 4 clients living at the group home (A, that in group home settings, the
C, D and E) and one additional client who nurse |s.respon3|ble.for
. developing the Nursing Care Plan
moved out of the home (B), the facility to address all identified issues,
failed to provide the direct care staff with and to train all DSPs on the NCP
training in a timely manner in response to and staff responses. To correct
the clients (A, B and C) having the d.ef|0|er?t prachcg, thg Health
. . ) . Services Director will revise the
campylobacter (intestinal infection). procedure related to identifying,
Findings include: monitoring, and developing a plan
A review of client A's record was to address any change in medical
conducted on 10/8/13 at 3:39 PM. The cc.>nd|t|on. The Hgalth Serv!ces
L . . Director will retrain all nursing
record indicated client A had a bacterial staff on their obligations to train
culture of his stool with campylobacter all staff on any new or changed
detected on 7/10/13. On 7/18/13, client A health conditions as soon as
was seen by his Primary Care Physician possn'ble o ensure the d,ef'C'ent
T inal infection d practice does not occur in the
and assessed Wlth ntestinal infection due future. Addltlonally, all staff will be
to campylobacter." On 9/20/13, client A re-trained on how to recognize a
had an intestinal infection due to change in condition, who to
campylobacter contact, and how to monitor.
g A , Nurses will report any change in
A review of client B's record was health of a customer within 24
conducted on 10/8/13 at 3:42 PM. The hours to the ND/Q, Director of
record indicated client B had a stool Residential Services, and Health
sample taken on 9/10/13. Client B had a Serv!ces D!rector. The Health
. Services Director will observe
pOS.l'[lVG result for the campylobacter each nurse in the group home
antigen. setting a minimum of twice
A review of client C's record was monthly and will review all NCPs
conducted on 10/8/13 at 3:47 PM. The monthly and after changes in
. indi dcli C had d health status to ensure they are
review indicated client ad teste updated. Additional ongoing
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negative for the campylobacter antigen
9/26/13. On 10/21/13 at 10:48 AM, the
Licensed Practical Nurse (LPN) indicated
client C had campylobacter. On 10/9/13
at 1:20 PM, the MC indicated client C
had campylobacter but it had cleared.

A review of the staff training
documentation was conducted on 10/9/13
at 1:37 PM. On 9/19/13 at 9:00 AM, the
group home staff received training on
cleaning the home, universal precautions
and stoolbourne illness. The Home
Manager and Qualified Intellectual
Disabilities Professional provided the
training. There was no documentation the
direct care staff received training on
universal precautions and additional
cleaning from 7/10/13 to 9/19/13. This
affected clients A, B, C, D and E.

An interview with staff #2 was conducted
on 10/10/13 at 6:00 AM. Staff #2
indicated the direct care staff did not
receive training on campylobacter until
September 2013. Staff #2 stated she went
to the LifeDesigns office "to raise a stink"
about never being told campylobacter was
contagious. Staff #2 indicated the direct
care staff were not told what
campylobacter was or what to do. Staff
#2 indicated she was not instructed to do
additional cleaning or wash soiled linens
and clothes in hot water.

An interview with client D's homebound
teacher was conducted on 10/9/13 at 1:03

monitoring will be through the QA
process and ND/ Q checklist,
which includes a review of the
Nursing Care Plan to ensure all
identified issues have been
addressed.
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PM. The teacher indicated he was at the
home Monday through Friday, 9:00 AM
to 3:00 PM to work with client D. The
teacher indicated client A was also at the
group home the past few months due to
campylobacter. The teacher indicated he
had observed client A exit the restroom
and not receive prompting from staff to
wash his hands on numerous occasions.
The home went for a period of time
without paper towels in the bathrooms.
An interview with the Medical
Coordinator (MC) was conducted on
10/9/13 at 1:39 PM. The MC indicated
the staff received training in September
2013 on how to clean and disinfect the
home due to the campylobacter. The MC
indicated the staff should have been
training sooner since client A was first
diagnosed with campylobacter in July
2013 and it spread to clients B and C.
An interview with the Network Director
(ND) was conducted on 10/9/13 at 1:41
PM. The ND indicated the staff should
have been trained sooner in regard to
cleaning and universal precautions for
campylobacter.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at 1:42
PM. The QIDP indicated the staff should
have received training sooner than they
did.

On 10/21/13 at 10:48 AM, the Licensed
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Practical Nurse (LPN) indicated three
clients were affected by campylobacter
(A, B and C). The LPN indicated she was
under the impression campylobacter was
not contagious. The LPN indicated the
local Health Department contacted her
and she found out it could spread. The
LPN indicated the staff received training
on safe food handling, cleaning the home
and washing clothes and linens in hot
water. The LPN indicated the staff
received training in early September. The
LPN indicated the staff received no
additional training on campylobacter.
The LPN stated she took "full
responsibility" for the staff not receiving
training in a timely manner. The LPN
stated, "I didn't understand what I was
dealing with until I spoke to the Health
Department."

This federal tag relates to complaint
#IN00137138.

9-3-3(a)
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ADMISSIONS, TRANSFERS, DISCHARGE
At the time of the discharge the facility must
develop a final summary of the client's
developmental, behavioral, social, health
and nutritional status.
Based on record review and interview for W000203 To correct the deficient practice, 11/22/2013
2 of 2 clients who were discharged or discharge summaries have now
transferred (B and D), the facility failed to been developed for chen}s B and
. D. To ensure no other clients
develop a final summary of the clients' were affected, the Interim
developmental, behavioral, social, health Director of Residential Services
and nutritional status. will review records for all
customers who have left/
o . transferred services in the last 1
Findings include: year to ensure a discharge
summary was completed, and if
Client B transferred to another not, will complete a summary.
LifeDesigns group home on 10/4/13. The Le'avmg' Services Summary
] ! ] form will be implemented to
Client B's record, reviewed on 10/17/13 at document future transfers or
10:08 AM, did not contain a discharge discharges. All supervisory staff
summary. will be trained on LifeDesigns’
exit/ transfer policy and the
. . Leaving Services Summary
Client D was discharged to another Form. The Director of Residential
agency on 10/16/13. Client D's record, Services will provide ongoing
reviewed on 10/17/13 at 10:08 AM, did monitoring of this systemic
not contain a discharge summary. On change by t.rackmg' all customer
) . transfers/ discharging and
10/18/13 at 2:04 PM, the Quality reviewing the Leaving Services
Assurance Director (QAD) sent a Summary Form.
completed discharge summary for client
D (the QAD submitted documentation
indicating the discharge summary was
sent to the new provider of services on
10/18/13).
An interview with the Qualified
Intellectual Disabilities Professional
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(QIDP) was conducted on 10/17/13 at
10:08 AM. The QIDP indicated she did
not complete a discharge summary for
client D at the time of discharge.

An interview with the Network Director
(ND) was conducted on 10/17/13 at 10:08
AM. The ND indicated he did not
complete a discharge summary for client
D. The ND indicated he was not aware of
a form or procedure to complete when a
client moved out of the home.

An interview with the Quality Assurance
Director (QAD) was conducted on
10/17/13 at 10:08 AM. The QAD
indicated the facility had a procedure to
implement for completing discharge
summaries. On 10/18/13 at 2:09 PM, the
QAD indicated in an email in response to
whether or not the facility completed a
discharge summary for client B, "No, not
with the internal transition. All of her
information transitioned with her."

9-3-4(a)
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INDIVIDUAL PROGRAM PLAN
The individual program plan states the
specific objectives necessary to meet the
client's needs, as identified by the
comprehensive assessment required by
paragraph (c)(3) of this section.
Based on observation, record review and WO000227 | To correct the deficient practice, 11/22/2013
interview for 1 of 2 clients in the sample the ND/Q will incorporate written
(A), the facility failed to ensure client A plans for 9I|ent Ato adfjregs
. masturbation and medication
had program plans addressing refusals as part of his
masturbation and medication refusals. Replacement Skills Plan. All staff
will be trained on the plans, and
- g . . the plans implemented. To
Findings include: identify any other individuals who
have been affected by the
An observation was conducted at the deficient practice, the ND/ Q will
group home on 10/8/13 from 3:04 PM to meet with staff at the home to
4:44 PM. At 3:40 PM, client A was review current status for each
L . individual to make sure that all
standing in the living room when the identified interfering behaviors are
Medical Coordinator (MC) asked client A addressed as part of the written
what he was doing. Client A had his hand plan. If issues are identified that
on his button to his pants. The MC are not c'urren'tly addressed,' the
. . ND/ Q will revise the plan within 2
prompted client A to go to his room for week’s time to address the issue.
private time. At 3:45 PM, client A was in Staff will be trained on any plan
his room having "private time." Client A revisions. To ensure the deficient
was in his room having "private time" for prgctlce dogs .not recur, the- ND/
. . Q job description and task lists
the remainder of the observation. have been revised, and clearly
state the responsibilities related
On 10/10/13, an observation was to ensuring the integration,
conducted from 5:57 AM to 8:22 AM. At !mplgmentat|on and monitoring of
) i A individual program plans. All
7:33 AM, client A was prompted to get ND/Qs will be re-trained on the
cheese from the refrigerator for his new job descriptions and their
medication pass. At 7:37 AM, client A responsibilities related to
was offered a candy bar if he went to take |nd|V|QuaI program plaps.
hi dicati f he Medical Ongoing monitoring will occur
1s medications from the Medica through the QA process that
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Coordinator. At 8:20 AM, client A was
still refusing to take his medications.

On 10/15/13, an observation was
conducted from 12:35 PM to 1:41 PM.
At 12:44 PM, client A was prompted to
go to his room by the Home Manager
(HM) when he had his hand on the waist
of his pants while in the living room.
Client A remained in his room during the
remainder of the observation.

A review of client A's Medication
Administration Record (MAR), dated
August 2013, was conducted on 10/10/13
at 10:11 AM. The MAR indicated client
A refused his medications on 8/4, 5, 6, 7,
9,11,12,13,17,26, 27,28, 29, and 30
for the morning medication pass. The
MAR, dated October 2013 indicated
client A refused his lotions on 10/13/13 at
bedtime and internal medications on
10/16/13 in the morning.

A review of the communication log
between the school and group home was
conducted on 10/9/13 at 10:28 AM.
Client A refused his medications at the
group home on the following dates based
on the information in the log: 8/6/13,
8/7/13, 8/8/13, 8/12/13, 8/22/13, 8/26/13,
8/27/13, 8/28/13, 8/29/13 and 8/30/13.

A review of client A's Replacement Skills

includes the ND/Q checklist that
includes a review of the
appropriateness of all program
plans.
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Plan (RSP), dated June 2013, was
conducted on 10/9/13 at 12:43 PM.
Client A's RSP indicated his targeted
behaviors included self-injurious behavior
(head banging, hair puling, biting,
pinching or scratching self, and putting
things in his ears), aggression, (hitting or
pinching others), elopement (leaving the
property or staff's staff without
permission), and inappropriate touch
(slapping or grabbing other people's
buttocks or trying to lift others' shirts).
Client A did not have targeted behaviors
addressing masturbation and medication
refusals. There were no plans in place
addressing medication refusals and
masturbation.

An interview with client A's teacher was
conducted on 10/9/13 at 9:55 AM. The
teacher indicated client A had been out of
school since 8/30/13. The teacher
indicated client A was having issues with
masturbation while at home during the
day. The teacher indicated she spoke to
client D's homebound teacher who was at
the group home Monday through Friday,
9:00 AM to 3:00 PM. The homebound
teacher indicated client A was not
engaged at the group home and had been
masturbating frequently.

An interview with the Home Manager
(HM) was conducted on 10/9/13 at 12:35
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PM. The HM indicated client A was
refusing his medications when he was
going to school but stopped refusing his
medications once he was not going to
school.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at
12:34 PM. The QIDP indicated client A
did not have a targeted behavior for
non-compliance (medication refusals).
The QIDP indicated client A should have
a plan to address medication refusals.

An interview with the Director of
Residential Services (DRS) was
conducted on 10/18/13 at 2:30 PM. The
DRS indicated the medication refusals
had been previously discussed and there
was a plan if he refused to take his
medications in the medication room. The
DRS indicated she instructed the QIDP to
set up a meeting to discuss client A's
masturbating. The DRS indicated this
was a new issue for client A.

9-3-4(a)
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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.
ased on observation, record review an o correct the deficient practice,
Based b t d d W000250 | T t the deficient t 11/22/2013
interview for 1 of 2 clients in the sample client A and others identified to be
(A), the facility failed to develop an active at risk of bglng out of the .SChOOl
) ] ] program, will have an active
treatment schedule during the time client treatment schedule developed to
A was out of school (in the facility) due to be put in place when and if the
campylobacter (intestinal infection). client is not attending school. To
ensure the deficient practice does
oo . not recur, the ND/ Q job
Findings include: description and task lists have
been revised, and clearly states
Observations were conducted at the group the responsibilities related to
home on 10/8/13 from 3:04 PM to 4:03 ensuring each individual has an
) ) active treatment schedule. All
PM and 10/10/13 from 10/10/13 from ND/Qs will be re-trained on the
5:57 AM to 8:22 AM. During the new job descriptions and their
observations, client A did not attend responsibilities related to active
school. An observation was conducted on treatment, including |mplementlng
a revised or temporary active
10/9/13 from 9:55 AM to 11:51 AM at treatment schedule when an
client A's school. Client A did not attend individual's schedule changes
school. (i.e. if an individual is not
attending school/ day program on
. . a temporary basis). Ongoing
A review of client A's record was monitoring will occur through the
conducted on 10/9/13 at 1:15 PM. Client quality assurance process that
A did not have an active treatment includes the ND checklist.
schedule for the time he was not in
school.
An interview with client D's homebound
teacher was conducted on 10/9/13 at 1:03
PM. The teacher indicated he was at the
home Monday through Friday, 9:00 AM
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to 3:00 PM to work with client D. The
teacher indicated there were on-going
issues with client A not being engaged
while at the group home during the day.
The teacher indicated the staff were not
engaging client A in active treatment.
The teacher indicated client A spent most
of his day in his room with no regular
interaction or prompting from the staff.

An interview with the Medical
Coordinator (MC) was conducted on
10/8/13 at 3:04 PM. The MC indicated
client A was at home due to needing three
clear stool samples (for campylobacter)
prior to going back to school according to
the local health department. The MC
indicated client A had been out of school
since the second week of school 8/30/13
until present. The MC indicated the
health department became involved when
client A was diagnosed with
campylobacter.

On 10/9/13 at 1:15 PM, the Qualified
Intellectual Disabilities Professional
(QIDP) indicated client A did not have an
active treatment schedule for the time
when he did not attend school. The QIDP
indicated client A needed an active
treatment schedule.

9-3-4(a)
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WO000318 | 483.460
HEALTH CARE SERVICES
The facility must ensure that specific health
care services requirements are met.
ased on record review and interview for ifeDesigns’ Health policy states
Based d d int fi WO000318 | LifeD Health policy stat 11/22/2013
4 of 4 clients living in the group home (A, that in group home settings, the
C, D and E) and one additional client who nurse |s.respon3|ble.for
developing the Nursing Care Plan
transferred to another group home (B), the to address all identified issues,
facility failed to meet the Condition of and to train all DSPs on the NCP
Participation: Health Services. The and staff responses. Al staff are
facility's Health Care Services failed to prowdeq training on Universal
e . . Precautions upon hire, and then
ensure the facility's nursing services met annually thereafter. To correct the
the nursing needs of clients A, B, C, D deficient practice, and to ensure
and E by failing to provide staff training the deficient practice does not
. . . . . occur in the future, the Health
on campylobacter (intestinal infection) in : . . .
. o ] Services Director will revise the
a timely manner. The facility's nursing procedure related to identifying,
services failed to ensure the nurse updated monitoring, and developing a
and revised clients A, B and C's Nursing written plan to address any
hange in medical condition. The
Care Plans to address campylobacter. N
ce . _py . Health Services Director will
The facility's nursing services failed to retrain all nursing staff on the
ensure staff properly documented client revised procedure, as well as
A's refusals to take his medications. their obligations to train all staff
on any new or changed health
L . ) conditions as soon as possible.
Findings include: Additionally, all staff will be
1) Please refer to W189. For 4 of 4 re-trained on how to recognize a
clients living at the group home (A, C, D change in condition, who to
and E) and one additional client who contact, apd how to monitor. )
ferred h h h Nurses will report any change in
transferred to another group home (B), the health of a customer within 24
facility failed to provide the direct care hours to the ND/Q, Director of
staff training in response to the clients (A, Residential Services, and Health
B and C) having campylobacter. 26”’!093 g!rec:or. '!'lrebHealth
ervices Director will observe
2) Please refer to W331. For 4 of 4 each nurse in the group home
clients living in the group home (A, C, D setting a minimum of twice
and E) and one additional client who monthly and will review all NCPs
transferred to another group home (B), the monthly and after changes in
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facility's nursing services failed to ensure: health status to ensure they are
1) clients A, B and C's Nursing Care updated.  Additional ongoing
1 . monitoring will be through the
Plans (NCP) were revised or updated to quality assurance process and
include information indicating the steps ND/ Q checklist, which includes a
staff and the nurse needed to implement review of the Nursing Care Plan
to address campylobacter (intestinal to ensure all identified issues
fecti 42) th £ ved have been addressed. To correct
n 'ec.tlon.) and ) the staff receive the deficient practice, and ensure
training 1in a tlmely manner on the the practice does not recur, the
preventative measures needed to be Health Services Director will
implemented to reduce the potential for cgnduct. a thoroggh review of )
di lob thin th LifeDesigns’ policies and training
spreading -campy 0 act.er within the group materials related to
home. This affected clients A, B, C, D documentation of medication
and E. administration, including
3) Please refer to W365. For 1 of 2 ?hocumeptatlon :):‘hrcetfusals atnd
. . .- e requirement that any entry
Cll.ents in the sample (A), the 'facﬂlty where initials are circled should
failed to ensure the staff pr0V1ded have an explanation on the back
documentation on the back of the of the MAR. She will make any
Medication Administration Record :svlsml)lns ntechsary to en§utre y
. . at all materials are consistent in
(MAR) t.o indicate why the staff circled how staff are instructed to
their initials on the front of the MAR. document. The nurse will re-train
all staff on the documentation
This federal tag relates to complaint refc:slrem.?tnts, and Znsure a copy
of the written procedures are
#INOO137138. available in the home in the MAR
book for staff to easily reference.
9-3-6(a) Ongoing monitoring will be
conducted by the nurses, who will
review the MARSs no less than
monthly to ensure staff are
providing accurate
documentation. Additionally, the
Team Manager will also review
the MAR no less than once
weekly, and will immediately
address any concerns noted.
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WO000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
Based on record review and interview for WO000331 | LifeDesigns’ Health policy states 11/22/2013
4 of 4 clients living in the group home (A, that in group home settings, the
C, D and E) and one additional former nurse |s.respon3|ble.for
] e . . developing the Nursing Care Plan
resident (B), the facility's nursing services to address all identified issues,
failed to ensure: 1) clients A, B and C's and to train all DSPs on the NCP
Nursing Care Plans (NCP) were revised and staff responses. Al staff are
or updated to include information E:Z\Q:Stcijotr:?:Sgnorzrgngl:drstilen
indicating the steps staff and the nurse annually thereafter. To correct the
needed to implement to address deficient practice, and to ensure
campylobacter (intestinal infection) and the deficient practice does not
2) the staff received training in a timely g(;icirclc:stgeir;l::ttlgf\;vtilrl]?eHvieszlt;e
manner on the preventative measures procedure related to identifying,
needed to be implemented to reduce the monitoring, and developing a
potential/prevent spreading written plan to address any
1 hange in medical condition. The
campylobacter within the group home. N
py group Health Services Director will
retrain all nursing staff on the
Findings include: revised procedure, as well as
their obligations to train all staff
1) A review of client A's record was ggn?j?zo?]e;\;grsg;ingsz:;?gg
conducted on 10/8/13 at 3:39 PM. The Additionally, all staff will be
record indicated client A had a bacterial re-trained on how to recognize a
culture of his stool with campylobacter change in condition, who to
detected on 7/10/13. On 7/18/13, client A contact ?ﬂ‘:eh;c;’:t‘;’nmgﬂg‘r’];e .
Lo .. u wi y [
was seen by his Primary Care Physician health of a customer within 24
and diagnosed with "Intestinal infection hours to the ND/Q, Director of
due to campylobacter." On 9/20/13, Residential Services, and Health
client A had an intestinal infection due to 26”’!093 g!rec:or. '!'lrebHealth
. . ervices Director will observe
campylobacter. Client A's most recent each nurse in the group home
Nursing Care Plan, dated 7/5/13, did not setting a minimum of twice
address campylobacter. The NCP monthly and will review all NCPs
indicated, in part, "Continues with monthly and after changes in
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intermittent diarrhea/constipation. Seeing
GI (gastrointestinal) specialist for bowel
infection." There was no additional
information in the plan. The plan did not
indicate the actions staff or the nurse were
to take to prevent the spread of
campylobacter. The plan was not revised
after client A was diagnosed with
campylobacter. The plan did not include
the recommendations the nurse received
from the local Health Department. The
plan did not include the use of universal
precautions or how staff were to handle
soiled clothes and linens.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive test result for the campylobacter
antigen. Client B's NCP, dated 7/5/13,
did not address campylobacter. The NCP
was not revised or updated since 7/5/13.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client B was diagnosed
with campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan did not include the
use of universal precautions or how staff
were to handle soiled clothes and linens.

health status to ensure they are
updated. Additional ongoing
monitoring will be through the QA
process and ND/ Q checklist,
which includes a review of the
Nursing Care Plan to ensure all
identified issues have been
addressed.
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A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
facility did not provide documentation
during the survey indicating when client
C tested positive for campylobacter
(interviews indicated client C had a
positive test for campylobacter). The
record indicated client C tested negative
for the campylobacter antigen on 9/26/13.
Client C's most recent NCP, dated 7/5/13,
did not address campylobacter. The NCP
was not revised or updated since 7/5/13.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client C was diagnosed
with campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan did not include the
use of universal precautions or how staff
were to handle soiled clothes and linens.

An interview with the Medical
Coordinator (MC) was conducted on
10/8/13 at 3:04 PM. The MC indicated
client A was not in school due to having
campylobacter. The MC indicated the
school required client A to have three
clear stool samples before returning to
school. The MC indicated one source of
the campylobacter was raw poultry such
as hot dogs. The MC indicated client A
had been out of school since the second
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week of school (8/30/13). On 10/9/13 at
1:20 PM, the MC indicated clients B and
C had campylobacter but it had cleared.
The MC indicated client A was the first
client to have campylobacter in July 2013.
The MC indicated clients D and E did not
have campylobacter at any time. The MC
indicated there were no plans put into
place to address clients A, B and C's
campylobacter and the clients' Nursing
Care Plans were not updated or revised.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at 1:42
PM. The QIDP indicated the nurse did
not develop and implement risk plans for
campylobacter. The QIDP indicated
clients A, B and C's Nursing Care Plans
were not updated or revised to address
campylobacter.

On 10/18/13 at 2:07 PM, the Health
Services Director (HSD) indicated
campylobacter was a common bacteria
that could lead to diarrhea. The HSD
indicated the most common ways to get
campylobacter was through poultry,
meats, environmental cross contamination
and contaminated water. The HSD
indicated she was not sure when
campylobacter was first noted in the
group home. The HSD stated, "Maybe
September." The HSD indicated she was
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not sure which client tested positive for
campylobacter first. The HSD stated,
"Thank goodness [names of nurses] do a
good job with the day to day." When
asked it the campylobacter affected more
than one client, the HSD indicated it
affected at least two, possibly three
clients. The HSD indicated she was not
sure if the clients' Nursing Care Plans
were updated to address campylobacter.
The HSD indicated her most recent visit
to the group home was in June 2013.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated client A
was the first client to have campylobacter
at the end of June 2013. The LPN
indicated clients B and C also had
campylobacter. The LPN indicated the
campylobacter did not affect clients D and
E. The LPN indicated client A, B and C's
Nursing Care Plans were not updated or
revised to address campylobacter. The
LPN stated, "It was a short term
problem." The LPN indicated it ended up
a long term problem. The LPN indicated
she should have revised and updated the
clients' Nursing Care Plans. The LPN
indicated she was under the impression
campylobacter was not contagious. The
LPN indicated the local Health
Department contacted her and she found
out it could spread. The LPN indicated
the local Health Department
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recommended training on universal
precautions, safe food handling, cleaning
the home and washing clothes and linens
in hot water. The LPN stated, "I didn't
understand what I was dealing with until I
spoke to the Health Department."

2) A review of client A's record was
conducted on 10/8/13 at 3:39 PM. The
record indicated client A had a bacterial
culture of his stool with campylobacter
detected on 7/10/13. On 7/18/13, client A
was seen by his Primary Care Physician
and assessed with "Intestinal infection due
to campylobacter." On 9/20/13, client A
had an intestinal infection due to
campylobacter.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive result for the campylobacter
antigen.

A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
facility did not provide documentation
during the survey indicating when client
C tested positive for campylobacter
(interviews indicated client C had a
positive test for campylobacter). The
record indicated client C tested negative
for the campylobacter antigen on 9/26/13.
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On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated client C
had campylobacter. On 10/9/13 at 1:20
PM, the MC indicated client C had
campylobacter but it had cleared.

A review of the staff training
documentation was conducted on 10/9/13
at 1:37 PM. On 9/19/13 at 9:00 AM, the
group home staff received training on
cleaning the home, universal precautions
and stoolbourne illness. The Home
Manager and Qualified Intellectual
Disabilities Professional provided the
training instead of the facility's nursing
services. There was no documentation
the nursing staff provided or attended the
training. There was no documentation the
direct care staff received training on
universal precautions and additional
cleaning from 7/10/13 to 9/19/13. There
was no documentation staff #2 received
the training. This affected clients A, B,
C,DandE.

An interview with staff #2 was conducted
on 10/10/13 at 6:00 AM. Staff #2
indicated the direct care staff did not
receive training on campylobacter until
September 2013. Staff #2 stated she went
to the LifeDesigns office "to raise a stink"
about never being told campylobacter was
contagious. Staff #2 indicated the direct
care staff were not told what
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campylobacter was or what to do. Staff
#2 indicated she was not instructed to do
additional cleaning or wash soiled linens
and clothes in hot water to prevent the
spread of infection.

An interview with client D's homebound
teacher was conducted on 10/9/13 at 1:03
PM. The teacher indicated he was at the
home Monday through Friday, 9:00 AM
to 3:00 PM to work with client D. The
teacher indicated client A was also at the
group home the past few months due to
campylobacter. The teacher indicated he
had observed client A exit the restroom
and not receive prompting from staff to
wash his hands on numerous occasions.
The home went for a period of time
without paper towels in the bathrooms.
The teacher stated the staff received
training on disinfecting with a bleach and
water solution "well after" client A was
diagnosed with campylobacter. The
teacher indicated the training was not
timely.

An interview with the Medical
Coordinator (MC) was conducted on
10/9/13 at 1:39 PM. The MC indicated
the staff received training in September
2013 on how to clean and disinfect the
home due to the campylobacter. The MC
indicated the staff should have been
trained sooner since client A was first
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diagnosed with campylobacter in July
2013 and it spread to clients B and C.

An interview with the Network Director
(ND) was conducted on 10/9/13 at 1:41
PM. The ND indicated the staff should
have been trained sooner in regard to
cleaning and universal precautions for
campylobacter to prevent the spread of
infection.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at 1:42
PM. The QIDP indicated the staff should
have received training sooner than they
did.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated three
clients were affected by campylobacter
(A, B and C). The LPN indicated she was
under the impression campylobacter was
not contagious. The LPN indicated the
local Health Department contacted her
and she found out it could spread. The
LPN indicated the staff received training
in early September 2013 on universal
precautions, safe food handling, cleaning
the home and washing clothes and linens
in hot water. The LPN indicated the staff
received no additional training on
campylobacter. The LPN stated she took
"full responsibility" for the staff not
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W000365 | 483.460(j)(4)
DRUG REGIMEN REVIEW
An individual medication administration
record must be maintained for each client.
Based on record review and interview for WO000365 To correct the deficient practice, 11/22/2013
1 of 2 clients in the sample (A), the and ensure the practic_e does not
facility failed to ensure the staff provided recur, the H ealth Services
i Director will conduct a thorough
documentation on the back of the review of LifeDesigns’ policies
Medication Administration Record and training materials related to
(MAR) to indicate why the staff circled documentation of medication
their initials on the front of the MAR. adm|n|strat|9n, including
documentation of refusals and
the requirement that any entry
Findings include: where initials are circled should
have an explanation on the back
A review of client A's Medication ?;\:ihs?o??r?écsezzgvr;l t?iii::;y
Administration Record (MAR), dated that all materials are consistent in
August 2013, was conducted on 10/10/13 how staff are instructed to
at 10:11 AM. The MAR indicated the document. The nurse will rg-train
staff who administered client A's fe“qs:iargrggr:tze gr?glgzses::t;ozopy
medications initialed and then circled of the written procedures are
their initials on the following dates: 8/4, available in the home in the MAR
5,6,7,9,11,12, 13,17, 26, 27, 28, 29, book for staff _to 9asily-reference.
and 30 and 10/13/13. With the exception So”ngdﬂ’;?eg“g;'Iﬁg”ngu::gsbivho il
of 8/11/13 for the 8:00 PM medications review the MARS 1o less than
(indicated he "refused all 8p meds only monthly to ensure staff are
drank a few sips"), there was no providing accurate
documentation on the back of the MAR documentation. Afddltlonally., the
o hv th £ cireled thei Team Manager will also review
%n.dl'catlng why the staff circled their the MAR o less than once
initials. weekly, and will immediately
address any concerns noted.
An interview with the Medical
Coordinator (MC) was conducted on
10/9/13 at 12:43 PM. The MC indicated
she was not aware when she circled her
initials on the front of the MAR there
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needed to be an explanation on the back
of the MAR. The MC indicated she
circled her initials due to client A refusing
to take his medications.

An interview with the Network Director
(ND) was conducted on 10/9/13 at 12:40
PM. The ND indicated if the staff circle
their initials on the front of the MAR,
then there needed to be an explanation on
the back of the MAR.

An interview with the Director of
Residential Services (DRS) was
conducted on 10/18/13 at 2:30 PM. The
DRS indicated if the staff circled their
initials on the front of the MAR then there
should be an explanation on the back of
the MAR indicating why their initials
were circled.

9-3-6(a)
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W000456 | 483.470(1)(2)
INFECTION CONTROL
The facility must implement successful
corrective action in affected problem areas.
Based on record review and interview for W000456 | LifeDesigns’ Health policy states 11/22/2013
4 of 4 clients living in the group home (A, that in group home settings, the
C, D and E) and one additional former nurse |s.respon3|ble.for
] . . developing the Nursing Care Plan
resident (B), the facility failed to to address all identified issues,
implement corrective action to address and to train all DSPs on the NCP
infection control issues at the group home and staff responses. Al staff are
in a timely manner by failing to address provided training on Universal
> Precautions upon hire, and then
campylobacter cross contamination annually thereafter. To correct the
(intestinal bacterial infection) with 1) deficient practice, and to ensure
client specific plans, 2) staff training, 3) the deficient practice does not
. . . . occur in the future, the Health
implementation of universal precautions, : . . .
. . Services Director will revise the
and 4) ensuring available of hot water for procedure related to identifying,
clothes/linens washing. monitoring, and developing a
written plan to address any
T . hange in medical condition. The
Findings include: ©
& Health Services Director will
retrain all nursing staff on the
1) A review of client A's record was revised procedure, as well as
conducted on 10/8/13 at 3:39 PM. The their obligations to train all staff
record indicated client A had a bacterial on any new or changed hea}lth
. . conditions as soon as possible.
culture of his stool with campylobacter Additionally, all staff will be
detected on 7/10/13. On 7/18/13, client A re-trained on how to recognize a
was seen by his Primary Care Physician change in condition, who to
and diagnosed with "Intestinal infection contact, apd how to monitor. )
d lob " Nurses will report any change in
ue to campylobacter.” On 9/20/13, health of a customer within 24
client A had an intestinal infection due to hours to the ND/Q, Director of
campylobacter. Client A's most recent Residential Services, and Health
Nursing Care Plan, dated 7/5/13, did not 26”’!093 g!rec:or. '!'lrebHealth
ervices Director will observe
address campylobacter. The NCP each nurse in the group home
indicated, in part, "Continues with setting a minimum of twice
intermittent diarrhea/constipation. Seeing monthly and will review all NCPs
GI (gastrointestinal) specialist for bowel monthly and after changes in
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infection." There was no additional
information in the plan. The plan did not
indicate the actions staff or the nurse were
to take to prevent the spread of
campylobacter. The plan was not revised
after client A was diagnosed with
campylobacter. The plan did not include
the recommendations the nurse received
from the local Health Department. The
plan did not include the use of universal
precautions, information on how to
disinfect the environment, or how staff
were to handle soiled clothes and linens
to prevent cross contamination.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive test result for the campylobacter
antigen. Client B's NCP, dated 7/5/13,
did not address campylobacter. The NCP
was not revised or updated since 7/5/13.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client B was diagnosed
with campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan did not include the
use of universal precautions, how to
disinfect the environment, or how staff
were to handle soiled clothes and linens

health status to ensure they are
updated. Additional ongoing
monitoring will be through the QA
process and ND/ Q checklist,
which includes a review of the
Nursing Care Plan to ensure all
identified issues have been
addressed.
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to prevent cross contamination.

A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
facility did not provide documentation
during the survey indicating when client
C tested positive for campylobacter
(interviews indicated client C had a
positive test for campylobacter). The
record indicated client C tested negative
for the campylobacter antigen on 9/26/13.
Client C's most recent NCP, dated 7/5/13,
did not address campylobacter. The NCP
was not revised or updated since 7/5/13.
The plan did not indicate the actions staff
or the nurse were to take to prevent the
spread of campylobacter. The plan was
not revised after client C was diagnosed
with campylobacter. The plan did not
include the recommendations the nurse
received from the local Health
Department. The plan did not include the
use of universal precautions, how to
disinfect the environment, or how staff
were to handle soiled clothes and linens
to prevent cross contamination.

An interview with the Medical
Coordinator (MC) was conducted on
10/8/13 at 3:04 PM. The MC indicated
client A was not in school due to having
campylobacter. The MC indicated the
school required client A to have three
clear stool samples before returning to
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school. The MC indicated one source of
the campylobacter was raw poultry such
as hot dogs. The MC indicated client A
had been out of school since the second
week of school (8/30/13). On 10/9/13 at
1:20 PM, the MC indicated clients B and
C had campylobacter but it had cleared.
The MC indicated client A was the first
client to have campylobacter in July 2013.
The MC indicated clients D and E did not
have campylobacter at any time. The MC
indicated there were no plans put into
place to address clients A, B and C's
campylobacter and the clients' Nursing
Care Plans were not updated or revised.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at 1:42
PM. The QIDP indicated the nurse did
not develop and implement risk plans for
campylobacter. The QIDP indicated
clients A, B and C's Nursing Care Plans
were not updated or revised to address
campylobacter.

On 10/18/13 at 2:07 PM, the Health
Services Director (HSD) indicated
campylobacter was a common bacteria
that could lead to diarrhea. The HSD
indicated the most common ways to get
campylobacter was through poultry,
meats, environmental cross contamination
and contaminated water. The HSD
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indicated she was not sure when
campylobacter was first noted in the
group home. The HSD stated, "Maybe
September." The HSD indicated she was
not sure which client tested positive for
campylobacter first. The HSD stated,
"Thank goodness [names of nurses] do a
good job with the day to day." When
asked it the campylobacter affected more
than one client, the HSD indicated it
affected at least two, possibly three
clients. The HSD indicated she was not
sure if the clients' Nursing Care Plans
were updated to address campylobacter.
The HSD indicated her most recent visit
to the group home was in June 2013.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated client A
was the first client to have campylobacter
at the end of June 2013. The LPN
indicated clients B and C also had
campylobacter. The LPN indicated the
campylobacter did not affect clients D and
E. The LPN indicated client A, B and C's
Nursing Care Plans were not updated or
revised to address campylobacter. The
LPN stated, "It was a short term
problem." The LPN indicated it ended up
a long term problem. The LPN indicated
she should have revised and updated the
clients' Nursing Care Plans. The LPN
indicated she was under the impression
campylobacter was not contagious. The
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LPN indicated the local Health
Department contacted her and she found
out it could spread. The LPN indicated
the local Health Department
recommended training on universal
precautions, safe food handling, cleaning
the home and washing clothes and linens
in hot water. The LPN stated, "I didn't
understand what I was dealing with until I
spoke to the Health Department."

2) A review of client A's record was
conducted on 10/8/13 at 3:39 PM. The
record indicated client A had a bacterial
culture of his stool with campylobacter
detected on 7/10/13. On 7/18/13, client A
was seen by his Primary Care Physician
and assessed with "Intestinal infection due
to campylobacter." On 9/20/13, client A
had an intestinal infection due to
campylobacter.

A review of client B's record was
conducted on 10/8/13 at 3:42 PM. The
record indicated client B had a stool
sample taken on 9/10/13. Client B had a
positive result for the campylobacter
antigen.

A review of client C's record was
conducted on 10/8/13 at 3:47 PM. The
facility did not provide documentation
during the survey indicating when client
C tested positive for campylobacter
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(interviews indicated client C had a
positive test for campylobacter). The
record indicated client C tested negative
for the campylobacter antigen on 9/26/13.
On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated client C
had campylobacter. On 10/9/13 at 1:20
PM, the MC indicated client C had
campylobacter but it had cleared.

A review of the staff training
documentation was conducted on 10/9/13
at 1:37 PM. On 9/19/13 at 9:00 AM, the
group home staff received training on
cleaning the home, universal precautions
and stoolbourne illness. The Home
Manager and Qualified Intellectual
Disabilities Professional provided the
training instead of the facility's nursing
services. There was no documentation
the nursing staff provided or attended the
training. There was no documentation the
direct care staff received training on
universal precautions and additional
cleaning from 7/10/13 to 9/19/13. There
was no documentation staff #2 received
the training. This affected clients A, B,
C,DandE.

An interview with staff #2 was conducted
on 10/10/13 at 6:00 AM. Staff #2
indicated the direct care staff did not
receive training on campylobacter until
September 2013. Staff #2 stated she went
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to the LifeDesigns office "to raise a stink"
about never being told campylobacter was
contagious. Staff #2 indicated the direct
care staff were not told what
campylobacter was or what to do. Staff
#2 indicated she was not instructed to do
additional cleaning or wash soiled linens
and clothes in hot water to prevent the
spread of infection.

An interview with client D's homebound
teacher was conducted on 10/9/13 at 1:03
PM. The teacher indicated he was at the
home Monday through Friday, 9:00 AM
to 3:00 PM to work with client D. The
teacher indicated client A was also at the
group home the past few months due to
campylobacter. The teacher indicated he
had observed client A exit the restroom
and not receive prompting from staff to
wash his hands on numerous occasions.
The home went for a period of time
without paper towels in the bathrooms.
The teacher stated the staff received
training on disinfecting with a bleach and
water solution "well after" client A was
diagnosed with campylobacter. The
teacher indicated the training was not
timely.

An interview with the Medical
Coordinator (MC) was conducted on
10/9/13 at 1:39 PM. The MC indicated
the staff received training in September
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2013 on how to clean and disinfect the
home due to the campylobacter. The MC
indicated the staff should have been
trained sooner since client A was first
diagnosed with campylobacter in July
2013 and it spread to clients B and C.

An interview with the Network Director
(ND) was conducted on 10/9/13 at 1:41
PM. The ND indicated the staff should
have been trained sooner in regard to
cleaning and universal precautions for
campylobacter to prevent the spread of
infection.

An interview with the Qualified
Intellectual Disabilities Professional
(QIDP) was conducted on 10/9/13 at 1:42
PM. The QIDP indicated the staff should
have received training sooner than they
did.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated she was
aware the water heater which supplied hot
water to the washing machine in the
facility was not working but thought it
had been fixed. The LPN indicated she
was not aware the water heater took from
7/3/13 to 10/4/13 to be replaced. The
LPN indicated the staff training on
9/19/13 to address campylobacter issues
at the home included instructions for staff
to wash the clients' soiled clothes and
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linens in hot water. The LPN indicated it
would not be possible to do since the
water heater was not working in the
laundry room. The LPN indicated the
recommendations from the local Health
Department to address campylobacter
included washing soiled linens and
clothes in hot water.

On 10/21/13 at 10:48 AM, the Licensed
Practical Nurse (LPN) indicated three
clients were affected by campylobacter
(A, B and C). The LPN indicated she was
under the impression campylobacter was
not contagious. The LPN indicated the
local Health Department contacted her
and she found out it could spread. The
LPN indicated the staff received training
in early September 2013 on universal
precautions, safe food handling, cleaning
the home and washing clothes and linens
in hot water. The LPN indicated the staff
received no additional training on
campylobacter. The LPN stated she took
"full responsibility" for the staff not
receiving training in a timely manner.
The LPN stated, "I didn't understand what
I was dealing with until I spoke to the
local Health Department."

This federal tag relates to complaint
#IN00137138.

9-3-7(a)
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