”~~ VERMONT
® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060
http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

May 16, 2016

Ms. Patricia Horn, Administrator
Cedar Hill Health Care Center
49 Cedar Hill Drive

Windsor, VT 05089-9470

Dear Ms. Horn:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
19, 2016. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F 000 ¥225- Investigate/Report
! Allegations/Individuals
The Division of Licensing and Protection I. The charge nurse did notify family and
conducted an unannounced on-site complaint _ . :
| investigation on 4/19/16. The findings include the cnsure safoty of resident #1 at the time of
- following: the incident, evidenced by her written
F 225 483.13(c) 1){ii)-(i), (€){2) - {4) F 225 statement for the investigation, The
55=0 | INVESTIGATE/REPORT Charge Nurse that was on for the 4/4/16
ALLEGATICNS/INDIVIDUALS incident was given back her written
The facii ot ov individuals wh statement from the investigation and
€ faciity must nol employ individuals who have instructed to do a late entry for the date of
been found guilty of abusing, neglecting, or he incid | dof
mistreating residents by a court of law; or have 1e mcident o add (o the record of events
had a finding entered into the State nurse aide of the evening inciuding who was
registry concerning abuse, neglect, mistreatment contacted and what interventions were put
of residents or misappropriation of their property, into place. Education by the DNS was
and report any knowledge it has of actions by & provided at that time as well as to the
_Co'“,m of law_agalnst an employee, which WOU‘C’ proper procedure for incidents in regards
indicate unfitness for service as a nurse aide or o il s ot
other facility staff to the State nurse aide registry O Fhe murse s nofe.
or licensing authorities. 2. O 4/5/16, DNS requested that Bayada
_ _ Hospice have the social worker see the
The faciiity must ensure that ali aileged violations - j resident in regards to the incident to
invoiving mistreatment, neglect, or abuse, ; ensure ne psychological harm or
mpludmg anlur‘les of unk_nown source and : emotional harm was done to Resident #1.
misappropriation of resident property are reported ‘ The RN from hospi ke to the
immediately to the administrator of the facility and ! , © Dsli) ce spo. € C :
| to other officials in accordance with State law i resident on f?lc 57 of April and this was
i through established procedures (including to the : documented in the Bayada
| State survey and certificaticn agancy). documentation. A request for Springfield
5 N ) group to have psychological visit for
‘ T_he ffacmty must have ew'denceT that all alleged Resident #3 was done on 4/8/16 to ensure
violations are thoroughly investigated, and mus! . I )
i ; all behavioral modifications were being
orevent further potential abuse while the ddressed
investigation is In progress. a mssc, :
3. Cedar Hiil's ADNS and Social Services
The results of all investigations must be reported Director did speal to Resident #1 on 4/5.
to the admimistrator or his designated The Social Services Director was not
representative and to other cfficials in accordance - available on the morning of 4/5 and asked
Syl . TITLE {XB) DATE
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foligwing the date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of carreclicn are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite lo continued

program participation.
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by:

inciude the following:

MD and family.

i with State law (including to the Slate survey and
certification agency) within 5 working days of the
incident, and if the alleged violation s verified
apprepriate corrective action must be taken,

This REQUIREMENT is not met as evidenced

Based on record review and confirmed by staff
interview the facility failed tc ensure thal potential -
abuse towards 1 of 3 residents in the sample
group (Resident #1), was reported immediately to .
the administrator of the facility and to other
officials in accordance with State law through
established procedures (including to the State
Survey and Certification Agency). The findings

Per internal investigation report dated 4/4/16,
identifies that Resident #3 "(arcund 2130} last
evening got into bed with the room mate, began
to yell at [him/her] and epen hand hit [him/her].
[Resident #1] came out to get staff. Today the
resident will not talk to Cedar Hill staff about it,
but did speak to Hospice and verified the story.”

Pet internal investigation the Administrator was

: notified on 4/5/16 of the incident betwsen

! Resident #1 and #3. However, the internal
investigation does not evidence that the

' oceurrence was reported to Adult Protective

: Services and the Licensing Agency. The medical
record for Resident #1 and #3 has nc evidencg
that the incident occurred, that any foliow up with
Resident #1 was conducted regarding residual
effects after the incident or that it was reported to

(X410 SUMMARY STATEMENT OF DEFICIENCIES D _
PREF!X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8€ " COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
F 995 ) the ADNS to speak to Resident #1 about
Continued From page 1 F 228 the incident. The resident did not wish to

speak about ihe incident with the ADNS
but did agree to move permanently to the
room he was moved to immediately
following the incident. The Social
Services Director spoike to Resident #1
that aftemoon. The Social Services
Director did not note this conversaticn in
the clinical record timely,

The Social Services Director will attend
huddles and meet with the DNS or ADNS
each tmoming to review any updates on
residents. She has been added to the calt
list for potential abuse incidents. She has
created her own checklist for resident-to-
resident encounters. For three months, the

Administrator will audit social services
notes after incidents,

ADNS/Evening Nurse supervisor will
follow up on all incidents the next
business day to ensure that all appropriate
documentation is in place and referrals to
appropriate departments arc complete and
documented in the records, If any steps
are missing the infonmation will
immediately be updated to the record and
the staff member responsible will be
disciplined accordingly.

A new resident-to-resident and abuse
allegation report packet and protoceol was
implemented for all abuse
allegations/resident-to-resident incidents
to ensure that the nurse has a check off
sheet of what needs to be addressed in the

|
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i _ d and be tal h 1
. record and steps to be taleen for suc
F 225| Continued From page 1 F 225 b

f

with State law (including to the State survey and
certification agency) within 5 woerking days of the |
tncident, and i the alleged violation is verified
appropriate corrective action must be taken,

This REQUIREMENT is not met as evidenced
by:

Based en record review and confirmed by staff
intensiew the facility failed to ensure that potential
abuse towards 1 of 3 residents in the sampie
group (Resident #1), was reported immediately to
the administrator of the facility and to other
officials in accordance with State law through
established procedures (incitiding to the State
Survey and Cerification Agency). The findings
include the following:

Per internzl investigation report daied 4/4/16,
identifies that Resident #3 "{around 2130) last
evening got inte bed with the room mate, began
to yelil at [him/her] and open hand hit {him/her].
[Resident #1] came out to get staff. Today the |
resident will not taik to Cedar Hill staff aboutit, |
but did speak to Hospice and verified the story” |

|
Per internai investigation the Administrator was
notified on 4/5/16 of the incidant between
Resident #1 and #3. However, the internal
invastigation does not evidence that the
occurrence was reported te Adult Proteciive
Services and the Licensing Agency. The medical
record for Resident #1 and #3 has no evidence
that the incident occurred, that any foliow up with
Resident #1 was conducted regarding residual
effects after the incident ar that it was reparted to
MO and family.

Foos Poc accepted Shts ?W\C&Ju[n\/

cases,
Mzndatory education was provided the
weeles of May 5, 2016 thru the week of
May 16, 2016 to all staff regarding the
new Protocol for abuse allegation and
resident-to-resident incidents, as well as
an overview of the new Abuse policy to
cnsure that the all staff are aware and able
to follow through all expected steps
required in the futare. AN curent staff
that does not have the education before
May 18, 2016 will be removed from the
schedule and put on unpaid
administrative leave until the educations
are completed. Al! new staff hired after
May 18, 2016 wilt be educnted on the
Protocol and incident packet as part of the
new hire orientation process,

DNS or substitute will tracl any deviation
from the required steps in the Protocol
and the results of these audits will be
discussed at Quality Assurance Meetings,

Compliance Date May £3, 2016
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F 225 Continued From page 2 = 205! |
Per interview with the Director of Nurses, the :
Social Service Director and the Director of :
Hospice alt confirm that Resident #1 reported o ;
staff that sihe was yelled at and hit in the face by x
Resident #3. They also conflrm that the incident i
was not reporied as required to the ficensing |
agency. Cedar Hill staff confirm that discussion i
did take place with the Nursing Home i
Administrator who determined the incident did not |
need to be reported, and concluded that this was - '
a {rue misunderstanding.
F 226 | 433.13(c) DEVELOP/IMPLMENT F 226 F226-483.13(
= -483.13(c) Developmeni
§8=E | ABUSE/NEGLECT, ETC POLICIES of Abuse/Meglect, Bic. Policies

The facility must develop and implement writien
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on palicy review and confirmed by staff
interview the facility failed to develop accurate
written policies and procedures to repor all
alleged violations and all substantiated incidents
to the state agency as required. The findings
include the following:

+ Per review of Cedar Hill Continuing and Care
. Cornmunity (CCC) policy and procadure for
" "Resident Protection from Abuse, Neglect and

Expioitation” Dated 6/12 identifies the foliowing:

“1) All Cedar Hill CCC Employees, contiactors or
" volunteers are mandated reporiers of suspected

abuse, neglect or exploitation. 1tis the duty of all
employees to report to the supervisor

2. All managers and statf must sign off

Cedar Hill Health Care’s
administrative version of its written
policies to prevent abuse, neglect and
exploitation did have the correct time
of 24 hours. Its Employee Handbook
did not. The nursing home
administrator and the DNS have
revised the policies and protocols for
all staff and made the administrative
and employee handbook policies the
same. Al Nursing Home Department
Heads were educated on May 5%to
the new policies and gach department
head must educate all their staff by
May 18", Any staff, including
contract, not educated by May 18",
will be removed from the schedule
and may not work until they reecive
the education.

on the education, citing the time and

JRM CMS-2567(02-89) Previaus Versions Obsolete
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1]
PREFIX
TAG

F 226! Continued From page 3

immediately any case of suspected or actual
abuse, naglect or exploitation of Cedar Hill CCC
i residents by any other person, including staff,

! families, guardians or responsible parties,
volunteers and visitors.

3) The DNS andfor the Administrator is to report
to Adult Protective Services within 48 hours of the
oceurrence of the incident. TO COMPLY WITH
THE STATE REGULATION, REPORTS MUST
BE MADE WITHIN 48 HOURS OF THEIR
OCCURRENGCE.”

Per requirements of Federal Centers for
Medicare and Medicaid Services (CMS) (42 ,
C.F.R. 483.13(c)(2) - (4)} the Affordable Care Act
and Vermont Licensing and Operating Rules for
Mursing Homes, identifies that aileged violations
must be reported immediately to the administrator
of the facility, other officials in accordance wilh
state law, and the state survey and certification
agency. Immediataly is interpreted by CMS to
mean as soon as possible, but not to exceed 24
hours, unless serious badily injury has occurred
then there is a two (2) hour limit.

| Par interview with the Directar of Murses (DNS),
confirmation was made that the facility policy
does not malch the federal requirement.

(See F 225)
F 250 483.15(g)(1) PROVISION OF MEDICALLY
55-D RELATED SOGIAL SERVICE

The facility must provide medically-related social
servicas to attain or maintain the highest
practicable physical, mental, and psychosocial
weli-being of each resident,

date of the education and employses
must take a quiz to show thew
undeistanding. These two decumnents
will be kept on file in the HR office.
The Nursing Home Administrator
and HR and Training Director will
menitor compliance with this until all
staff are signed off and will remove P
staff from the schedule on May 19% -
if they have not had the education.
Compliance to this policy will be
tracked for one year in the Quality
Assurance Meetings to make sure
staff are not only educated to the
policy but following it.

Educations will be completed by
May 18, 2016 with compliance
revicw ongoing for onc year.

Faau foc aci<pred S lb P‘:’Wp’«uﬁ\l

226

F 250 F250- 433.15 Provisions of Medically related

social services.

L. The charge nmuse did notffy family
and epsure safety of resident #1 at
the time of the incident, evidenced
by her wriiten statement for the
investigation. The Charge Nurse hat

FORM Cal5-2467{02-99) Previous Versions Obsolefe Event [D-UGTQN
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was on for the 4/4/16 incident was
F 250} Continued From page 4 = 250 given back her written statement
i from the investigat{on and instructed
! . ) ’ to do a late entry for the date of the
g;us REQUIREMENMNT is not met as evidenced incident to add to the record the
Based on medical record raview and staff events of the evening sad who was
interview the facility failed to ensure that contacted as  well as  what
! medically-related social services was provided for inteyventions were put into place.
1 of 3 sampled residents, to attain or maintain the Education by the DNS was provided
highest practicable physical, mental, and at that tine as well to the proper
psyt_:hosgcial well-being. Eor resident #3 the procedure for incidents in regards to
findings include the following: ;
the nurse’s note,
Per medical recard review for Resident #3, The Social Services Director and the
progress notes do not evidence that a Resident to.- Assistent Director of Mursing both
Resident altercation occurred on 4/4/16 as spoke to Resident #1 on 4/5. Since
verified by Resident #1. There is no evidence the Social Services Director could
that demonstrates that the family anc was notified : not speak to Resident #1 the
.Of th? mcsdent and Fhere 5 o ewde;wce morning of 4/5, she asked the ADNS
j identifying that Social Services provided support - eake to Resi i
for either resident, after the incident of 4/4/18. to speak to Resident #1 for her. The
ADNS did and finalized a
Par interview with the Director of Nurses and permanent room change.  When
Sacial Service Director confirmation is made that Resident #1 did not feel comfortable
there is nc documentation in the medical record speaking Yo the ADNS about the
identifying the resident to resident altercation, incident, the DNS asked Bayada
family notification and/or confirmation that any Yospi ’t have 0 o1 worl
I'support or social services was provided to ospice [o mave fhe social worlet
| Resident #3. see the resident in regards to the
F 280 | 483.20(d)(3), 483.10{)(2) RIGHT TO F 280
55=0 ° PARTICIPATE PLANMNING CARE-REVISE CP
' The resident has the right, untess adjudged
"incompetent or otherwise found fo be
incapacitated under the laws of the Stale, to
- participate in planning care and treatment or
changes in care and treatment.
Acomprehensive care plan must be developed

COMPLETION
OATE
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; ' mc1dcnt io ensure no psychologm"ll
F 250 Continued From page 4 F 250 harm oy emotional harm was done to

This REGUIREMENT is not met as evidenced.

by:

Based on medical record review and staff
interview the facility failed to ensure that
medicaliy-related soclal services was provided for
1 of 3 sampled residents, to attain or maintain the
highest practicable physical, mental, and
psychosocial well-being. For resident #3 the
findings include the following:

Per medical record review for Resident #3,
progress notes de not evidence that a Resident o
Restdent altercation occurrad on 4/4/16 as
verified by Resident#1. There is nc evidence ;
that demonstrates that the family and was notiﬂed
of the incident and there is no evidence i
|dent|fy1ng that Sociai Services provided support
for either resident, after the incident of 4/4/16. i

I

Per interview with the Director of Murses and
Scclal Service Directar confirmation is made that
there is no documentation in the medical record
identifying the resident to resident altercation,
family notification and/or confirmation that any
support or social servicas was provided tc
Resident #3

Resident #1. The RM from hospice ;
spoke to Resident #1 the 5" of April i
and this was documented in the
Bayada documentation. The Social
- Services Director did wisit with
' Resideni #

on ihe afternoon of
April 5%,
3. The Social Services Director did see

Resident #3 on 4/5 and on 4/8
requested Springfield Medical Care
Systems Behavioral Team to have
psychological visit with Resideni #3
to ensure all behavioral
modifications were being addressed.

4, The Social Sexvices Director did not
malce timely notes fa the medical
record. The Administrator has
educated her and instructed her to do
late entries to add to the record of
events and what interventions were
put in place.

5. ADNS/Evening Nurse supervisor
will follow up pn all incidents the
next business day lo ensure that ail
apprepriate documentation and
referrals to appropriate departments
are in plage and documented. If any
steps are missing the information
will immediately be updated to the
record and the staff member
responsible will be disciplined
accordingly.
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L 6. The Social Services Director will
250 | Continued From page 4 F 250 attend huddles and meet with the

DNS or ADMS each morning to
, . . . i dat 1 residenis. Sh
This REQUIREMENT is not met as evidenced TEVIEW By upcates on rest .en 5 e
by: has been added to the call list for
Based on medical record feview and staff when alleged abuse incidents
interview the facility failed to ensure that happen. She has created her own

medically-retated social services was provided for i checldist for resident-to-resident
1 of 3 sampled residents, to attain or maintain the 5 encounters, For three months, the
highest practicable physical, mental, and , Adminisirator will audit social
psychosoctal well-being. For resident #3 the . ‘ services notes after incidents
findings include the following: : . ) :
T A new resident-to-resident and

abuse allegation report packet and
protocol was jmplemented for alt
abuse allegations/resident-to-
resident incidents to ensure that the
Charge Nurse and Social Scrvices
Director have check off lists that
address what needs to be in the
record and the steps to be taken in
such cases.

Per medical record review for Resident #3, A 1
progress notes do net evidence that a Resident to*
Resident altercation occurrred on 4/4/16 as ‘
verified by Resident #1. Thare is no evidence
that gemonstrates that the family and was naotified :
of the incident and there is no evidence !
identifying that Social Services provided support

for either resident, after the incident of 4/4/16. i

Per interview with the Director of Nurses and

Social Service Director confirmation is made that 3. Mandatory education is heing

there is no documentation in the medical record provided the weeks of May 5, 2016
ldeqnfymg Fhe .resndent to resnf:lent gltercatlon. : thru the weel of May 16,2016 1o all
family notification andfor confirmation that any : Staff regarding an overview of the
support or social services was previded to g g

Resident #3. new abuse policy and the new

Protocol for abuse allegations and
resident-to-resident incidents to
ensure all staff are aware and able ro
follow through all expected steps
required in the futvre. Any staff that
do not have the education before
May 18, 2016 will be removed (rom
schedule and placed op unpaid
administrative leave until the
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DEFPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRIMTED: 04/28/2018
FORMAPPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES

(X1} PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONMSTRUCTION

{%3) DATE SURVEY

AND PLAN OF CORRECTION JDEMTIFICATION NUMBER: A BUILDING COMPLETED
. C
= n NG e -
473046 B. WING 04/19/2076
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
- g 45 CEDAR HILL DRIVE
CEDAR HILL HEALTH CARE CENTER
VANDSQR, VT 05089
X410 SUMMARY STATEMENT OF DEFICIEMCIES D PROVIDER'S PLAN DF CORRECTIOM ! {#5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD 8E i COMPLETION
TAG | REGULATORY QR LSC IDENTIFYIMG INFORMATION) TAG CROSE-EEFERENCED TO THE APPROPRIATE | OATE
; DEFICIENCY) :
: e e J— . SR S
F 250 | Gontinued From page 4 E 250 educations are completed. All new

This REQUIREMERNT s not mat as evidenced
by

Based on medical record review and staff
interview the facitity failed to ensure that
medically-related social services was provided for
1 of 3 sampled residents, to attain or maintain the
highest practicable physical, mental, and
psychosocial well-heing. For resident #3 the
findings include the following;

Per medical record review for Rasident #3,
progress notes do not avidance that a Resident to!
Resident altarcation occurred on 4/416 as

verifiad by Resident #1. There is no evidence

that dernonstrates that the family and was notified !
of the incident and there is no evidence :
identifying that Social Services provided support
for either resident, after the incident of 4/4/16. |

Par interview with the Director of Murses and
Social Service Director confirmation is made that
there is no documentation in the medical record
identifying the resident to resident altercation,
family notification and/or confirmation that any
support of social services was provided to
Resident #3.

Assurance Meetings.

Compliance Date: May 13, 2016

?
|
|
i
i
;
!
i

staff hived after May 18, 2016 will
be educated on the Protocol and
incident packet as part of the new
hire orientation process.

The DNS or substitute will track any
deviation fror the required steps in
the Protocol and the results of these
audits will be discussed at Quality

Fas0 eoC accephed fiolib Pnestary |
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F 280 Continued From page 5 F 28 P P

1 within 7 days after the completion of the
comprehensive assessment; prepared by an

. interdisciplinary team, that includes the attend:ng i

i physician, a reg:stered n:rse with responsibility

i for the resident, and other appropriate staff in

! disciplines as determined by the resident's needs,
J and, to the extent praclicable, the participation of
«the resident, the resident's family or the resident's
. legal representalive; and periodically reviewed

i and revised by a team of qualified persons after

| each assessment.

I

|

i

‘ This REQUIREMENT is not met as evidenced
by

Based on medical record review and staff
confirmation the faciiity failed to revise the care
plan for 1 of 3 sampled residents after an
allegation of physicai and verbal abuse by

! Resident #1's roommaie. The findings include
the following:

. Per medicat record review, Resident #1 was

i admitted for & days of respite care on 4/4/16.

+ Initial Admission Care plan identifies

 fisks/problems related to pain, cardioputmonary
deficits, risk for decreased nutrition and hydration,

_anlicoagulant therapy and risks rejated to
bleeding, skin integrity, bowe! and bladder
glimination, risk for falis, needed assistance with
activities of daily living, is recelving hospice
services and idenlifies advanced directives.

Per internal invesligation report dated 4/4/16,
identifies that Resident #3 "(around 2130) last
evening got into bed with the room mate, began
to yeli at [him/her] and apen hand hit [himiher].

of care and revise £F

1. At the time of survey, a care plan
was placed iu to reccrd from SSD in
regards to Resident #3°s new
behavior noted at the time of the
incident.

2. ADNS/Evening Nurse supervisor
will follow up cn all ingidents the
next business day to ensure that all
appropriate care planning is in place
and referrals to appropriate
departments are in place and
documented in the records. If any
steps are missing the information will
immediately be updated to the record
and the staff member responsibie will
be disciplined accordingly.

1. A new resident- to- resident and
abuse allegation report-packet and
protocol was implemented for all
abuse allegations/resident-to-resident
incidents. To ensure this is followed,
the charge nurse and Social Services
Director bave cheek off lists of steps
to take and documentation
requirements. A shott term care plan
is included in this packet that the
nurse will initiate immediately for
these types of events. These will be
updated accordingly as the

investigation centinues.

4, Mandatory education is being
provided the weeks of May 5, 2016

FORM CMS-2867(02-99) Previous Versions Obsolete
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i ’ . thru the week of May 16, 2016 to all
F 280 ] Continued From page 5 280, staff regarding the new Abuse policy
- i and the new Protocel for abuse

allegation and rasident-io-resident

‘ incidents to ensure all staff are aware
. and able to follow through all
expected steps required in the future.
! All current staft that does not have
! the education before May 18, 2016
_ will be removed from schedule and
| put on wipaid administrative leave
until the education is completed. All
new nursing staff bired after May 18,
2016 will be educated cn the
Protocol and incident pacicet as part
of the new hire orientation process.

5. DNS or substitute will tracl any
deviation from the required steps in
the Protocol and the results of these
audits will be discussed at Quality
Assurance Meetings.

Compliance Date May 18, 2016
7200 00 aicephed Shulle Prcst-epd

i
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F 280" Continued From page 6

. [Resident #1] came out to get staff. Today the
, resident will not tallc to Cedar Hili staff about it,
- but did speak to Hospice and verified the story.”

| Per interview with the Direcior of Nurses,

{ confirmation is made that the resident to residen
incident of 4/4/16 was not updaied on the initial
care plan ricr is there documentation directing
staff as to the management of such occurrences

| effects of the altercation.
F 281 | 483.20(%)(3)()) SERVICES PROVIDED MEET
55=0 | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMERNT is not met as evidenced
by:

Based on staff inlerview and record review, the
facility failed to adhere to professional standards
of care for 1 applicable resident regarding
neurological assessments following an
unwitnessed fall. For Resident #2 the findings

- include the following:

b

" Per medical record review for Resident #2, had

. an unwitnessed fall cn 4/17/186 at approximately
i 10:25 AM. Resident was found on the floor in

" his/her room with the wheel chair behind him/her
as the chair alarm was scunding. Resident #2
stated "l fell". Per medical record review,
Resident #2 had a neurglegical checlk list
completed one time at 10:48 AM.

Per facility policy titled *Paost Fali Neurological
Assessment Protocol” dated 10/15 "identifies that

P'with this resident or the monitgring of any residual

F 280

{

F 281 F2831- 483.20 Sevvices provided met
prefessional standards.

1. The Nurse responsible for not
documenting in the Nurses note that
the newrological assessment of the
Hospice patient was not done due to
instructions given by hospice was
reeducated to the policy as were all
Murses on duty the day of the survey
were immediately given the current
Neurological asscssment policy and
it was reiterated that all patients that
fali that bit head or that are
unwitnessed must have neurological
assessment completed, even Hospice
patients, unless the Physician gives
an order stating otherwise and thea it
is to be docurnented as a verbal order
and documented in the nurses notes
as such. It was reiterated that
Hospice staff could not discontinue
the Neurological assessiments uness
they are a physician, Nurse

FORM CMS-2567(02-99) Praviaus Versions Obsolete
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1

pracﬁi§6aﬁl* a Physici_i‘ﬁu
Assistance,

2. ADNS/Evening Nurse supervisor
will follow up on all ineidents ne
later than the next business day, if
occurring after hours, to eusure that
all appropriate assessments and
documentations in place and referrals
to appropriate departments were done
and documented in the records, If
any steps are missing the information

. will immediately be updated to the

i reccrd and the staff member

i responsible will be diseiplined

‘ accordingly.

i 3. Mandatory education was provided

i

[

F 281 | 483.20{k){(3){}) SERVICES PROVIDED MEET ‘ F 231
538=D | PROFESSIONAL STANDARDS .

The services provided or arranged by the facility

must meet professional standards of quality. ;
‘ the weeks of May 5, 2016 thiu the

weel of May 16, 2016 to all Nursing
This REQUIREMENT is not met as evidenced Staff regarding Professional
by: . ! Standards, Neurologieal Assessment
Based on steff inierview and record review, the ' Poliey that was initiated in October
facility failed to adhere to professional standards - '
of care for 1 appiicable resident regarding .
neurological assessments following an

of 2015, as well as an overview of
the Falls Management Program and

unwitnessed fall. For Resident #2 the findings 7 status post falls assessments to
tinclude the following: - ensure that Nursing staff are aware
and able to follew through on all
Per medical record review for Resident #_2, had expeeted steps required in the fatare.
an unwitnessad fail on 4/17/18 at approximately .
110:25 AM. Resident was found on the flocr in Alf eurrent Nursing staff that do not
*his/er room with the whee! chair behind him/her have the education before May 13,

as the chair alarm was sounding. Resident #2
_stated "l fell*. Par medical record review,
" Resident #2 had a neurological check fist

2016 will be removed from schedule
on unpaid administrative leave until

completed one time at 10:48 AM. the educations are completed. Al

. new nursing staff hired after May 18,
Per facility policy titled "Post Fall Neuralogical 2016 will be educated on the
Assessment Protocel” dated 10/15 "identifies that Professional Standards, Neurological
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Assessments Protocol, Falls

F 281! Continued From page ¥ F 231 management Program and status post
- when a resident falls the nurse will initially falls assessments as part of the new
- complele a neurological assessment i the fall is hire orientation process.
tunwitnessed, When the Medical Doctor (MD) is 4. DNS or substitute will track any

: nolified of fall, it wili be at the MD's discretion
| whether or not the assessment will be continued. :
{ The MD statement regarding the assessment !

deviation from the required steps in
the Protocol and the results of these

- must be clearly in the nurses notes in progress - audits will be discnssed at Quality
i note section.” Per policy, Standard Neuralogical ; Assurance Meetings |
: assessment lime frames are as follows: every 156 :

minutes x'st hour, every 30 minvtes x's 1 hour, Compliance Date May 18, 2016

every hour x's 4 hours and every shiit x's 3 days. .

Fagi PoC acoephed Sliolib mcstued
Per interview with the Director of Murses
confirmaticn is made that there is na : .‘
documentation in the nurses notes indicating that i
the MD discontinued the neurological assessment i
for the unwitnessed fall. i

| (Lippincott Manua! of Nursing Practice 19th

. Edition. Walters Kluwer Health/Lippencott

: Williams and Wilkins, Chapter 2 Standard of Care
page #16 and #17.) o
F 356 | 483.30{e) POSTED NURSE STAFFING ' F 356 - ' . .
55=C i INFORMATION 356 §483.30 { e) Nursing Staff

information

The facility must post the fallowing information on
a dally basis:
- o Facifity name.

1. A new daily staffing information sheet
was created to ensure RN/LPN/LNA's

"o The current dale. were more clearly differentiating for each
o The total number and the actual hours worked shift.

by the following categories of licensed and 2. ADNS/Evening Supervisor will ensure
unlicensad nursing staff directly reaponsable for that the daily Onshift projections sheets
resident care per shift are printed daily with all outlined items

- Registered nurses.
- Licensed praclical nurses or licensed noted for the day.

vacational nurses {as defined under State law). 3. ADNS/ Evening Supervisor will audit the
- Certified nurse aides. previous days Onshift Projection shects

o Resident cénsus. and daily stafting informaticn sheet (o

FORM CMS-2567(02-88) Previous Versions Obsolele Evant 13- UG7011 Factity 1D 475016 if conlinuation sheel Page 8 of 11
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F 356 Continued From page 8

i The facility must pest the nurse stafiing daia

; specified above on a daily basis at the beginning
: aof each shift. Cata must be posted as follows;

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

. The facility must, upon oral or written request,
make nurse staffing data available to the public
far review at a cost not to exceed the community

standard.

The facility must maintain the posted daiiy nurse
staffing data for @ minimum of 18 months, or as
required by State law, whichever is graater,

This REQUIREMENT is nof met as evidenced
by:

Based on observation and cenfirmed by siaff the
facility failed to post the daily staffing and census
for pubiic view as required by regulation. The
findings inciude the following:

Per observation through the initial facility tour and
i throughaout the 6 hour investigation by 2 Slate

f ' Surveyors, the daily staff posting was unzbie (o

: be located.

Per interview with the Director of NMurses (DNS}
confirmation is made thal the posting form was
removed earlier in the day o make
correctionsfadjustments. At approximately 3 PM,
the DNS located the Direct Care Nursing Staff
form that was resting on a cart directly below a
sign that identified the current census, Per
review with the DNS, confirmation is made that
the posting does not include the necessary

ensure that the Nurses updated them
accordingly if any changes occurred.

4. Mandatory education was provided the
weeks of May 5, 2016 thru the week of
May 16, 2016 to all Mursing Staff
regarding the Protocol for Nursing Staff
Information Posting in accordance with F
356.. All current Mursing staff that did not
have the education before May 13, 2016
will be removed from schedute and
placed on unpaid administrative leave
until the educations are completed. All
new nursing staff hired after May 13,
2016 will be educated on the Protocel for
Nursing Staff Information Posting in
accordance with F 356. As part of the
new hire orientation process.

5. This information wilt be tracked for
accuracy by the ADNS/ Bvening
supervisot aud results discussed at
Quality Assurancc Meetings

F 356

Compliance Date May 18, 2016

P35 0C aciepted Shalio vmcsl ar
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F 514 483.75()(1) RES
s5=5 ! RECORDS-COMPLETE/ACCURATE/ACCESSIB -
LE

! The facility must maintain <linical records on each
: residant in accardance with accepied professional
i standards and practices that are complete;

. aceurately documented; readily accassible; and

| systematically organized.

I The diinicat record must contain sufficient :
I Information to identify the resident, a record of the
i resident’s assessments; the plan of care and

! services pravided; the results of any

i preadmission screening conducted by the State;
' and progress notes.

i

I This REQUIREMENT is nol met as evidenced

by

© Based on staff interview and medical record
review, the facility failed to maintain complete and
aceurate clinical records in accordance with
acceptahle professional standards of practice for
2 of 3 residents (Resident #1 and #3) of the
sampled group. The findings include the

 following:

1. Per-medical record review for Resident #1,
has no evidence that a resident to resident
altercation took place on 4/4/16 at 213C.

Per interview with the Director of Nurses, Social
Service Director and Director of Bayada Home

{54710 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION : {X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE © COMPLETION
TAG REGULATORY DR LSC IDENTIFYING IHFGRMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
F 356 Continued From page & F 356
information identified in the regulation. There is
_no evidence of the total number and actual hours
" worlkad for both licensad and unlicensed staff on
' the posting form used. ¥ 514 §483.75 (1) Clinical Reeovds
F 514 :

I.  The charge nurse did notify
family and ensure safety of
resident #1 at the time of the
incident, evidenced by her
written staterment for the
investigation, The Charge Murse |
that was on for the 4/4/16 :
incident was given back her
written statement from the
investigation and instructed to
do a late entry for the date of the
incident to add to the record the
events of the svening and who
was contacted as well as what ;
interventions were put o
place. Education by the DNS
was provided at that time as well
to the proper procedure for i
incidents in regards to the

aurse’s note.

The Social Services Director and
the Assistant Director Nursing
both spoke to the Resident #1 on
445. Since the Social Services
Director could not speak to him
the morning of 4/5, she asked the
ADNS to speale to hirn for her.
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RECORDS-COMPLETE/ACCURATE/ACCESSIB -
LE

55=B6

The facility must maintain clinical records on each
resident in accordance with accepted professional|
standards and practices that are complete; '
accurately documeanted; readily accessible; and
systematically organized.

The clinical record must contain sufficient !
information to identify the resident; a record of the .
resident's assessments; the plan of care and f
services provided: the results of any ?
preadmission screening conducted by the State; |
and progress notes. 1
This REQUIREMENT is not met as avidenced
by
Based on staff interview and medical record
review, the facility failed to maintain complete and
. accurate clinical records in accordance with
acceptable professional standards of practice for
. 2 of 3 residents (Resident #1 and #3} of the
sampled group. The findings include the
following:

1. Per medical record review for Resident #1,
has no evidence that a resident to resident
altercation took place on 4/4/16 at 2130.

Per intarview with the Diractor of Nurses, Social
Service Director and Director of Bayada Home

(X} 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION : (3)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATDRY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) |
|
F 5141 483.75({1) RES F 514 The ADNS did speak to him aud

permanently changed his room
to the room he was moved to
immediately following the
4/4/16 incident. On 4/5/16, when
Resident #1 did not feel
comfortable speaking ta the
ADNS about the incident, the
DNS asked Bayada Hospice to
have its social worker see the
resident in regards to the
incident to ensure no
psychological harm or ematianal
harm was done to Resident #1,
The RN from hospice spoke to

" Resident #1 the 5th of April and
this was docomented in the
Bayada decumentation.

3. The Social Services Dircctor did
see Resident# 1 that aliemoon.

4, The Social Services Director did
see Resident #3 an 4/5 and
requested on 4/8 Springfield
Behavioral Team to have
psychologieal visit with Resident
#3 to ensurc all behavioral
modifications were being
addressed.

5. The Social Services Director did
nat male timely netes in the

Event I0: UG7O1H
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STATEMEMT OF DEFICIEMCIES
({ AND PLAM OF CORRECTION

[(X1) PROVIDER/SUPRLIERICLIA
IDENTIFICATION MUMBER:

{%2) MULTIPLE CORSTRUCTION

{X3) DATE SURVEY
COMPLETED

Per intarview with the Diractor of Nurses, Social
Service Diractor and Director of Bayada Home

A. BUILDING
C
475043 8. WING DA 92015
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
CEDAR HILL HEALTH CARE CENTER 48 CEDAR HILL DRIVE
WANDSOR, VT 05633
(4] 1D SUMMARY STATEMEMNT CF DEFICIENCIES 10 PROVIDER'S PLAM OF CORRECTION X5)
PREFIX {EACH CEFICIENCY MUST 8E PRECEDED 8Y FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE | DATE
L reEen i
!
medical record, The
. Administrator has educated her
: and instructed her to do a late
‘ eniry to add to the record of
- o . events and what interventions
F5141483.75(1)(1) RES : F 514 were put in place,
535:13i E‘EECORDS-COMPLETE/ACCURATEIACCESSIB - 6. ADNS/Evening Nurse
i : ' supervisor will follow up on all
| The facility must maintain clinical records on each incidents the next business day
resident in accordance with accepted professionat! to ensure that 21! appropriale
standards and practices that are compiete; i documentation is in place and
accuraiely documen?ed; readily accessible; and referrals to appropriate
systematically organized. departments are in place and
The clinical record must contain sufficient documented in F‘“, records. If
infarmation to identify the resident; a record of the | any steps are missing the
resident’s assessments; the plan of care and ! information will immediately be
services provided, the resuits of any updated to the record and the
preadmission screening conducted by the State; staff meinber responsible will be
and progress notes. disciplined accordingly,
7.  The Social Scrvices Director
This REQUIREMENT is not met as evidenced wf“ attend huddles and mect
by: with the DNS or ADNS each
Rased on staff interview and medical record morning lo review any updates
review, the faciiity failed to maintain complete and on residents. She has been added
~accurate clinical records in accordance with to the call list for when alleged
] acceptabl@ professionaf standards of practica for abuse incidents happen. She has
+2 of 3 residents {Resnj.en't #1 gnd #3) of the created her own checklist for
- sampled group. The findings include the . <
following: resident-to-resident encounters.
' For three months, the
1. Per medical record review for Resident #1, Administrator will audit social
has no evidence that a resident to resident services notes after incidents,
altercation took place on 4/4/16 at 2130. 8. A new resident-to-resident and

abuse allcgation report packet
and protocol was implemented
for all abuse allegations/resident-

FORM CMS$-2567(02-94) Previous Versions Obsolele
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CEDAR HILL HEALTH CARE SCEMTER
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PROVIDER'S PLAN OF CORRECTION

%4110 SUMMARY STATEMEMT OF DEFICIENGIES 0
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION) TAC CROSS
F 514 Continued From page 10 = a4

. Health and Hospice Services confirmation is
- made that the resjdent verified that he was yelled
at and hit by his rcommate.

i 2. Permedical record review for Resident #3,

| progress notes do not evidence that a rasident io

! resident aitercation occurred on 4/4/16 as verified

t by Resident #1. There is no documentation that

- demonsirales that the family was notified of the
sincident, there is no evidence identifying that

i Social Serves provided for gither resident, or

gr evidence demonstrating that support was offered

; Io Rasident #3 after the incident of 4/4116.

|

! Per interview with the Director of Nurses and
 Social Service Director confirmation is made that

' there is no documentation identifying the resident -
i to resident altarcation, family notification andlor
| confirmation that any support was provided to

| Resident #3,

|
i

10.

(EACH CORRECTIVE ACTION SHOULD BE

REFEREMUED fO THE ARPROPRIATE
DEFCIENCY)

2016 thru the week of May 16,
2016 to all staff regarding an
overview of the new abuse
policy and the new protocol for
abuse allegation or resident-to-
resident incidents to ensure Hiat
all staff are aware and able to
foltow through all expected steps
required in the future. A{l
current staff that do net have the
education before May 18, 2016
will be removed from schednie
on unpaid administrative leave
until the edncations are
completed. All new staff hired
after May 18, 2016 will be
educated on the Protoco] and
incident packet as patt of the
new hire orientation process.
DNS or substitate will traclk any

deviation from the required steps

in the Protocol and these results
of these andits will be discussed
at Quality Assurance Meetings.

Compliance Date May 18, 2016
F5i4 ¢ acepkd Bliblb Mmestoed

COMPLETION

(X5)

DATE
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