% VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

March 8, 2013

Ms. Melissa Craig, Administrator

Rowan Court Health & Rehab

378 Prospect Street

Barre, VT 05641-5421 Provider #: 475037

Dear Ms. Craig:

Enclosed is a copy of your acceptable plans of correction for the complaint investigation
conducted on January 30, 2013. 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

PC:ne
Enclosure
Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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SUMMARY STATEMENT OF DEFICIENCIES l o PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE © COMPLETION
: REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO YHE APPROPRIATE | DATE
: i ] DEFICIENCY) L
_ ‘ ) , Preparation and/or execution
“ Q001 INITIAL COMMENTS i F 000: . , l
. l . of this plan of correction does .
!
i . . e i ider’ )
¢ An unannounced on-site complalnt investigation ! ! not Clon_snme the provider’s :
_was initiated by the Division of Licensing and : [ admission of/or agreement [
[ Protection on 1/23/2013 and concluded on | : with the alleged violations or !
1/30/13. As @ result of the investigation, , conclusions set forth in this i
“Immediate Jeopardy was identified which also i - S _ '
resulted in a determination of Substandard ' ) statement of deficiencies. This ;
; Qualltly Ofdca”i/af’(\)fl‘éx‘?rr;)de? :UWQY was X l 5 plan of correction is prepared '
- completed on . The following are the : : . :
; regulatory findings from the investigation and ' [ andfor executed as required by {
i extended survey. l : state and federal law. :
17202 | 483.12(a)(3) DOCUMENTATION FOR ‘ F 2021 ’

55=D TRANSFER/DISCHARGE OF RES !

When the facility transfers or discharges a
. resident under any of the circumstances specified :
l'in paragraph (2)(2)i) through (v) of this section,
. the resident’s clinical record must be
l documented. The documentation must be made (
. by the resident's physician when transfer or
discharge is necessary under paragraph (a)(2)(i)
or paragraph (a)(2)(ii} of this section; and a
i physician when transfer or discharge is necessaryl
"under paragraph (@)(2)(iv) of this section. :
i |
This REQUIREMENT is not met as evidenced
by:
. Based on record review and staff interview, the
! facility failed to ensure that there was specific
, documentation within the medical record for 1 of |
i 10 residents identified (Resident #1) by the
" residents physician of the necessity for the
"discharge, what was tried prior 10 the discharge to
_prevent the need for discharge and why the ,
i facility can no longer meet the specific needs of .
- the resident being transferred. The findings l
mclude

F202 483.12(a}(3)
DOCUMENTATION FOR

TRANSFER/DISCHARGE

Corrective action
accomplished for those
residents found to have been
affected;

Resident #1 no longer resides
at the facility.

How the facility will identify
other residents having the
potential tc be affected and
what corrective action has
been taken;

IDT willidentify each resident
who has behaviors through
walking rounds.

:_.;)RATORY DIRECTOR'S OR PROVIDERJjUﬁ jR REF‘RESENTATNE S SIGNATURE

Ll deodny

TTLE

(%8) DATE

2f24))2

icient protection to the patients. (See instructions.

-~ safeguards providse

. Jeficiency statement efiding with an asterisk {*) genotes 8 deficiency which the mstitution may be excused from comrecting providing it 7 deterl’;med that
(Jﬁ ) Except for nursing homes, the findings stated above are disclogable 90 days

»#ing the date of survey whether ar not a plan of comection is provided. For nursing homes. the above findings and plans of corraction are disclosable 14
.. following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite 1o continued

jram participation.
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1. Per review of the medical record on 1/23/13,

- with diagnoses that include; early onsel
" Alzheimer's, memory loss, and depressive
- disorder.

to Resident #1 "frightening staff and residents”.
: Per documentation in the medical record on

: that Resident #1 was "transferred to ER for
severe agitation, combativeness, disrobing and
refusal to be controlled". Per review of the

! physician's orders, a verbat order was obtained
from a physician at 6:00 PM to "transport to
CVMC ER™.

Per review of the clinical record, there was no
evidence in the physicians progress notes

evidence in the clinical record by the physician of -

- #t1 with his/her behaviors and how and why
interventions were not successful and how the

#1 at the facility.

" Per review of the facility policy titled "Physician
- Services", the policy indicates that "Physicians

- facility poticy.”

- Per review of the clinical record by the Interim

| Director of Nursing (IDNS) on 1/30/13, he/she
* confirmed that there was no documentation by
' the facility physician in the clinical record of

. Resident # 1 was admitted to the facility on 7/5/11

! what interventions were utilized lo assist ReSIdent

- facility was unable to meel the needs of Resident

. Per review of the progress notes by the :
" Unit Manager, he/she indicated that Resident # 1 |
- was discharged from the facility on 8/5/12 related i

1 8/5/12 at 2:56 PM, the Registered nurse indicated !

indicating the specific need for Resident #1 to be
discharged to the emergency room, there was no

* orders and progress notes shall be maintained in
. accordance with current OMBRA regulations and :

(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES : 10 . PROVIDER'S PLAN OF CORRECTION T (X5)
PREFIX ° (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL © PREFIX (EACH CORRECTIVE ACTION SHOULD 8E i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i DEFICIENCY)
F 202 . Continued From page 1 F 202 Residents identified as having

behaviors will be reviewed by
the IDT, plan of care reviewed,

physician and psychologist

i consulted, and a behavior

management plan developed.

Measures or systemic changes
put into place to ensure that
the deficient practice will not

recur;

A Behavior Management Team
will be established, including

- membership minimally by
;nursing, social service,

activities, rehabilitation, and
psychologist. This team wili
meet weekly and conduct
behavior management rounds.
The resident’s attending
physician will be notified of
behavior round team
assessments.

Physician and physician
extender staff will be providezl
with education on
documentation required when
a resident is transferred or

discharged due to the following.

circumstances;

FORM CMS-2567(02-99) Previous Versions Obsolete
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DEFICIENCY)
F 202 i Continued From page 2 ! F 202 o Transfer or discharge

Resident #1 regarding the specific need for
“Resident #1 to be discharged to the emergency

‘ room. The IDNS confirmed the documentation
- he/she reviewed some was illegible and the rest :
s of the review of the progress notes written by the
: physician that there was no evidence in the ‘
- clinical record by the physician of what

interventions were utilized to assist Resident #1
“with his/her behaviors and how and why i

“interventions were not successful and how the
~facility was unable to meet the needs of Resident

“#1 at the facility. Per interview with the IDNS and
“the Interim Administrator, on 1/30/13, they ,

confirmed that the expectation is that the resident |
- physician document in the medical record
- according to the regulatory requirements. !

i 2. Per review of the medical record on 1/23/13, it

| was documented by the Licensed Practical Nurse !

' (LPN) Resident #1 on 9/27/12 at 3:56 AM was "in |

i the main dining room and struck another resident |
 forcefully in the ear with a spoon’ "and "Resident
#1 was throwing silverware through the dining :
room .As resident passed near this writer, :
[he/she] continuously struck/attempted to strike i

_ .[The IDNS] was consulted and instructed !
wnter to contact resident's doctor to transportto
CVH ED [Central Vermont Hospital Emergency
Department]. Order was received and resident
transported to CVH ED."

Per review of the clinical record indicated that
there was no evidence in the physicians progress
notes indicating the specific need for Resident #1 -

- to be discharged to the emergency room, there

- was no evidence in the clinical record by the

: physician of what interventions were utilized to

:ORM CMS.2587(02-99) Previous Versions Obsolete

Event ID:WY2L11

Facility 1D: 475037

is necessary for the
resident’s welfare and
the resident’s needs
cannot be met in the
facility

o  Transfer or discharge

i< 3pproprizte becauws?
the residents’ health

has improved
sufficiently and the
resident no longer
needs the services
required by the facility
e The health of the
individuals in the
facility would
otherwise be
endangered.

How the corrective actions will
be monitored to ensure that
the deficient practice does not
recur/quality assurance

program;

Residents who are displaying
exacerbated behaviors will be
identified during Concurrent
Review. The residents will be
reviewed by the Behavior
Management team, a medical

If continualion sheet Page 3 of 74
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F 202 Continued From page 3 i :

assist Resident #1 with his/her behaviors and
" how and why interventions were not successful

_and how the facility was unable {o meel the needs :

of Resident #1 at the facility.

: Per review of the facility policy titted "Physician
~Services", the policy indicates that "Physicians

P
i

' orders and progress notes shall be maintained in
; accordance with current OMBRA regulations and !

: facility policy "

- Per review of the clinical record by the Interim
Director of Nursing (IDNS) on 1/30/13, he/she
confirmed that there was no documentation by

_the facility physician in the clinical record of

" Resident #1 regarding the specific need for

. " Resident #1 to be discharged to the emergency

“room. The IDNS confirmed the documentation

: he/she reviewed some was illegible and the rest

. of the review of the progress notes written by the

! physician that there was no evidence in the

i clinical record by the physician of what

| interventions were utilized to assist Resident #1

- with his/her behaviors and how and why
i interventions were not successful and how the

i
!

| | facility was unable to meet the needs of Resident ;
E#1 at the facility. Per interview with the IDNS and

" the Interim Administrator, on 1/30/13, they

! confirmed that the expectation is that the resident

- physician document in the medical record
“according to the reguiatery requirements.

3. Per review of the medical record on 1/23/13, it '

was documented by an LPN on 10/11/12 at 1:19
AM, Resident #1 slapped/pushed another
resident to the floor causing injury. "[The
ADNS/DNS] telephoned/made aware of this

F202:
i record review conducted, plamn

of care revised as warranted,
and interventions
implemented.

The Director of Nursing or
Regional Director/Quality
Improvement Nurse will audit
i medical records for residents

! transferred/discharged to

i ensure that documentation of
medical management and
reason for transfer is
addressed.

|
|

| Results of the audits will be

+ reviewed and submitted to the
. facilities QAPI meeting for

] trending and tracking with
remedial measures initiated as
identified.

Person Responsible;
The Director of Nursing
Date of Correction;

March 1, 2013.
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1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION )
(EACH CORRECTIVE ACTION SHOULO BE - COMPLETION
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DEFICIENCY)

L

l
l
I |
* 202 | Continued From page 4 '
-incident. Instructed by DNS, to telephone MD, get , ‘
1 an order to transport to CVH for evaluation.”
|
i Per review of the ¢linical record indicated that j ,
- there was no evidence in the physicians progress !
I notes indicating the specific need for Resldent #1 i |
: to be discharged to the emergency roor, there )
- was no evidence In the clinical record by the i i
physician of what interventions were utilized to
assist Resident #1 with his/her behaviors and |
| how and why interventions were not successful |
: and how the facility was unable to meet the needs' ;
I of Resident #1 at the facility, and sent to the l :
emergency room on 10/11/12. I

| Per review of the clinical record by the Interim | ‘
: Direcfor of Nursing (IDNS) on 1/30/13, he/she | |
: confirmed that there was no documentation by - ' '

the facility physician in the clinical record of J
. Resident #1 regarding the specific need for :
| Resident #1 to be discharged to the emergency | !

. room. The IDNS confirmed the documentation i

‘ hefshe reviewed some was illegible and the rest |
of the review of the progress notes written by the i
physician that there was no evidence in the
* i clinical record by the physician of what :
" interventions were utilized to assist Resident #1 !
i with hisfher behaviors and how and why i |
" interventions were not successful and how the
facility was unable to meet the needs of Resident
| #1 at the facility. and sent to the emergency room | j
“on 10/11/12. Per interview with the IDNS and the :
| Interim Administrator, on 1/30/13, they confirmed |
" that the expectation is that the resident physiclan
document in the medical record according to the i
 requlatory requirements. l :
F 205 - 483.12(b)(1)&(2) NOTICE OF BED-HOLD i Foos!
§5=D POLICY BEFORE/UPON TRANSFR i

|

|
L
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P40 SUMMARY STATEMENT OF DEFICIENCIES _ o) . PROMIDER'S PLAN OF CORRECTION I
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. : | : —

205 Confinued From page 5 | F205 - F205483.12(b)(1) &(2)NOTICE |

"'Before a nursing facility transfers a resident to
: hospital or allows a resident to go on therapeutic

l leave, the nursing facility must provide written

* information to the resident and a family member
i or legal representative that specifies the duration
! of the bed-hoid policy under the State plan, if any,

" during which the resident is permitted to return

i and resume residence in the nursing facility, and
"the nursing facility's policies regarding bed-hold
periods, which must be consistent with paragraph

{b)(3) of this section, permitting a resident to
_return.

¢ At the time of transfer of a resident for
| hospitalization or therapeutic leave, a nursing

. facility must provide to the resident and a family

_member or legal representative written notice

which specifies the duration of the bed-hold policy

! described in paragraph (b)(1) of this section.

{ This REQUIREMENT is not met as evidenced

by
Based on record review and staff interview the

facility failed to provide a written bed hold notice

-to 1 of 10 residents identified and thelr legal
representative (Resident #1) upon emergency

i

I
!

|

|
|

. discharge from tne facility to an acute care facility :

on 8/5/12 and 10/11/12. The findings include:

. Per review of the clinical record on 1/23/13,

Resident #1 was admitted to the facility on 7/5/11

. With diagnoses that include; early onset
Alzhsimer's, memory 1088, and depressive
disorder. Pes review of the progress notes,

 Resident #1 has a significant docurmnented history

' of recurrent episodes of physical and verbal

| QF BED HOLD POLICY
BEFORE/UPON TRANSFER

! Corrective action
, accomplished for those

residents found to have been ‘

! affected;

at the facility.

! How the facility will identify ]
j other residents having the

been taken;

having the potential to be

affected. In cases of
’ emergency transfer the
resident and/or legal

hold policy.

Resident #1 no longer resides

potential to be affected and
what corrective action has

Residents of the facility who :
! are transferred are identified as '

representative will be provided ‘
with a written notice of the bed

A CMS-2567(02-99) Previous Versions Qbsolete Event 1D: Wy2L 1t
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' fos |
“ 205, Continued From page 6 ' F 205, Measures or systemic changes |

- aggression towards other residents. i
1
- Per review of the clinical record on 1/23/13, on
, B/5/12, Resident #1 was involved in a ‘
reswenUresadem altercation and was discharged - ,
from the facllity to an acute care facility. The ©~ °
' physician order dated 8/5/12 indicates "transfer to
" CVMC" emergency room.

. Per record review on 10/11/12, Resident #1 was
» involved in a resident to resident altercation and |
" discharged from the facility to an acute care '
! center. '

Per review of the facility Admission agreement

. signed by Resident #1's responsible party, the

agreement indicates that the facility will provide i
"written notice of the Center's plan to discharge to”’
transfer the patient and the reasons such ]

" discharge or transfer was necessary, in ’
accordance with state and federal faw."

i Per interview with the Admissions Coordinator on |
. 1/23/13 and again on 1/30/13, after review of the |

\ residents medical record and filed Admission |
i paperwork, he/she was unable to provide :
documentation that Resident #1 and his/her
responsible party received written notification of

; bed hold for the 8/5/12 discharge and the l

: 10/11/13 discharge from the facility.

: put into place to ensure that
i the deficient practice will not

recur;

Licensed nursing staff will be

provided with education on
! providing the resident with a
written notice of the

emergency transfer/bed hold l

policy and sending a copy of
such with the transfer
information.

The Admission Assistant and
! Admission Director will be
i provided with education on
. providing a written bed hold
, notice to the family and/or

hour of the transfer, or next

' If mailed, it wili be done
utilizing return receipt.

i legal representative within 24 (

day that the post office is open.

— .

F 221 483.13(a) RIGHT TO BE FREE FROM i F 221} ) )
ss=4 ' PHYSICAL RESTRAINTS ! How the corrective actions will
_ _ be monitored to ensure that .
. The (eSldent hgs ”?e right to be free from any . ! the deficient practice does not ’.
| physical restraints 1mposed for purposes of i ; . |
discipline or convenience, and not required to i i recur/quality assurance :
! treat the resident's medical symptoms. : program;
E , l
W4 CM$-2567(02-99) Previous Versions Obsolete Event ID: WY2L1 Faciliiy ID: 475037 if continuation sheet Page 7 of 74
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= 2211 Continued From page 7 - Fan, The Executive Director will l

; : audit residents who are

Thls REQUIREMENT is not met as ewdenoed ’ . |
by: ] emergently transferred to ’

. Based on observation, interview, and record | I ensure that the bed hold notice |
* review, the facility failed to assure 1 resident is was provided to the patient

and family or legal

j free from potential physical restraints nat required ; ‘ i

to treat the resident's medical symptoms.

| (Resident #9) Findings include: ,

Per record review on 01/28/13, Resident #9, had
bi-lateral half side rails that restricted safe

: movement out of bed during the months of .
December 2012 and January 2013. The ' |
“resident’s diagnoses include dementia with i
j agitation, a history of muttiple falls, a fracture i
Sustamed to the left hip in November 2012 and |

. hemiplegia (left side weakness).

| Per a fax to the physician dated 01/25/13 at 0800 :
" states "at change of shift 0700 patient found, ‘
i body on floor with [resident's] neck caught in rail,
| [resident’s] upper body was lifted to get the neck '
“from the rail, neck very red, patient moving head."!
A nurse progress note dated 01/25/13 at 2:05 PM
stated "I had been in to see patient about
0645-0650, [s/he] was asking to get out of bed
“and told [resident] that LNA's would be in shortly, |
. at that time [resident] was lying facing wall with  ~
; belf in place and tab glarms attached. At 0700 l
i LNA's yeliing for help went to room found patient -
lying on the fioor with (her/his] neck chin caught in
the bed rail, [s/he] was not yelling out, asked male
nurse to come help me, he lifted [resident] by the
. shoulders and lay [resident] on the floor, the i
: patient starled complaining that the floor was cold
, and moving [his/her] neck, without difficulty. vital |
signs and neura checks done within normal limits.
Patient's neck red but no complaining of pain and
{

i representative per regulation. l

f Results of audits reviewed and

submitted to the facilities QAPI
l meeting for trending and \
' tracking with remedial !-
i measures initiated as ]
identified.

' Person Responsible; ‘
i The Executive Director

Date of Correction;
5 March 1,2013.
IF.205 POC accepied videins
i 221 483.13(a) RIGHT TO BE ‘

l
FREE FROM PHYSICAL
| RESTRAINTS

| Corrective action ’

( accomplished for those '

] residents found to have been
affected;

MCubli'la WRN P

s
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H 1 . ‘I
: ' | | Resident #9 does not utilize l
221 Cont.lnuz.ad From Qage 8 ' ) " F221 l side rails. The use of the scoop :
- moving it. got resident up into wheelchair...started | matt has b |
' 15 minute checks and got order to discontinue . | Mmatiress has been assessed by i
_the side rails...Dactor faxed and sent back I - the IDT to determine if itis a l
response to check swallowing, breathing and i I restraint, |
. speech, which had already been checked and i :
monitored....most of redness on neck faded, " How the facility will identify |
[s/he] has a 6.5 cm tong red mark on {his/her] i . ) _
neck.” other residents having the i
i ; | potential to be affected and l
; Per review of the care p‘an dated 12124112 for ’ [ what corrective action has |
'impaired physical mobility related to left hip g ! been taken: |_
| fracture with repair, history of CVA (stroke) and i i ’ |
neuropathy in bilateral feet, the care plan notes ' . '
_the interventions as maximum assist of 2 staff for | ticensed Nursing staff and IDT
| bed mability, encour_agelassisi vyith repositioning | | staff were educated on !
| as needed and continue to monilor and . | conducting an evaluation and :
re-educate regarding the need for 2 maximum | - . l
assist with transfer. Per observation on 01/29/13 i assessment for residents who
; Resident #9's bed was a low-type bed thathad a | have side rails in order to \
| scoop mattress, the right side of the bed was i | determine the medical \
: against the wall and there was a small mattress ., _ _ , :
was on the floor next to the open (left) side of the | | necessity/need for side rails 1
bed. " i and ensure that there is no
, _ i endangerment of potential
! Per the significant change assessment dated | & P ;
- 12/02/12, after the resident sustained a fracture i entrapment from :
i of the left hip In November 2012, Section O (side | " bed/mattress/side rail gaps. l
rail evaluation) notes that the resident has ; :
difficulty with balance or poor trunk control and ~ OnJanuary 28 and 29 2013,
. has demonstrated poor bed mobility or difficulty , | . o . ]
"'moving to a sitting position on the side of the bed. : ~ eachresident with side rails on
. Half rails bilaterally were indicated and 'serve as. i their bed was assessed |
an enabler to promote independence’ and an MD - Residents with side rails on
arder was in place. Per review of the 01/03/13 , heir bed b )
i (re-admission from a hospital stay) notes, the i their bed were assessed by a l
! resident arrived via stretcher with assist of two. In i licensed nurse with input from ,
f addition,( in Section D,b'_tlgtaltassisfz‘ i n%etdgldtfor | ' theIDT. Each assessment was
: sier, a olle
5 personat hygiene, mobility, transter, an ~ conducted to determine if the [
1A CM$-2587(02-98) Previous Verions Obsolele Event ID:WY2LT) Faciiity ID: 475037 If continuation sheet Page 9 of 74
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: ; : side rails were needed and if
" 221 Continued From page ¢ | F221;

i - Y yes, are the side rails a restraint i

. use. Section E (fall risk) lists level of : | i |
consciousness/mental status as 'intermittent } | ornot. Residents who were ‘

. confusion’ and under section H (neurological) as . assessed to not require side !
jetharglc’. Section O (side rail evaluation) notes l ( rails or a mobility device, e.g. |

“that the resident has difficulty with balance or , . enabler. for bed position ]

" poor trunk control and has demonstrated poor | abler, for bed positioning or :

" bed mobility or difficulty moving to a sitting | ~ transfer was removed. Side |

- position on-the side of the bed. Again, half rails - | rails used as an assistive device
bilateraily were Indicated and 'serve as'an enabler!

“to promote independence’ and an MD was order | ,
was in place. Per review of the signed physician's [ {  enabler for bed ;
orders dated January 2013 there is no order for - mobility/transfer. Beds with [
the side rai_ls. _Funhefmorg, there is no . 1 side rails needing to be

. determination if the side rail use was appropriate,

| given the resident's current history of falls, | replaced by an enabler bar

“transfer ability and risk factors such as | *  were evaluated for potential ‘

| entrapment. There was also no assessment for |
the use of a scoop mattress. |

will be replaced with an

entrapment areas, e.g., gaps |
between side rail and mattress

Per interview with physical therapy (PT) staff on i and adjustments made to
01/29/12 at 11:00 AM, s_/he stated that the _ ensure that there were no
i resident had plateaud with therapy as the resident } ]

is unable/unwilling to work on gaining mobility gaps. '
iindependence. The PT was unable to answer as : f
' to why the bed rails were removed on the day of | | IDT will identify each resident ‘
the incident and to why a scoop mattress was put | * who has a physical or |

in place if the resident was assessed as using _ .f , ) _

side rails as enablers for bed mobility. Per : mec'hamcal device, material, or
. interview on 01/29/13 at 3:00 p.m. LNA (Licensed i I equipment attached or
; Nursing Assistatr;!) ?Itaff Staée[?‘ "[?/‘x;qe_s]identk#s;'s] | t adjacent to the resident’s body ,
i bottom was on the floor and [her/his] neck was ‘ L :
. pressed against the bar and because of [herfhis} o that the individual cannot ‘
t weight [s/he] was unable to move or get up, [s/he] l *remove easily which restricts
15 50-50 when it oomeg to r;novingtcl:rr:_[ner/fms[]m ' | freedom of movement or

own but lately we need to do most things for {the )

resident]". S/he indicated that the resident : | normal access to one’s body. :
| frequently tries to "wiggle off the bed down past | :  Eachresident identified will be |

- the side rail". assessed by the IDT f dical '
| B ) v or medica }

i — necessity of the use of th :
17 CMS.2587(02-98) Previous Versions Obsolete Event |D:WY2L11 Facility v of the ion sheel Page 10 0f 74
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F 223 483.13(b), 483.13(c)(1)()) FREE FROM
$58=F ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
: sexual, physical, and mental abuse, corporal !
" punishment, and involuntary seclusion.

EMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULYIPLE CONSTRUCTION (X3) DATE SURVEY
SLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILOING
C
475037 B. WING 01/30/2013
A€ OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
378 PROSPECT $TREET
OWAN TH & REHAB
COURT HEAL H BARRE, VT 05641
. L SUMMARY SYATEMENT OF DEFICIENCIES - o PROVIDER'S PLAN OF CORRECTION i {X6)
CEFIX | (EACH DEFICIENCY MUSY BE PRECEDED BY FULL i . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
-AG REGULATORY OR LSC IDENTIFYING INFORMATION) [ TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) t
U — - - T
ir ; ' Measures or systemic changes ;
~ 221 ‘ Continued From page 10 C R i putinto place to ensure that l
; . » . . the defici ice wi !
| Per review of the facility's policy for assessing : e deficient practice will not ;
. side rails, it notes that the use of side rails ;o reaun :
i requires a complete assessment of the resident's - : l
" mobility and cognitive functioning to determine | J The facility QA committee j
the category of use. It further states that side rails | " reviewed the event involving |
I'used as an enabler for mobility must include the ' y ) _
following criteria: a) an evaluation of the ability to | i resident #9 and reviewed the |
move about In bed; b} an evaluation of whether | riskversus benefits and
: the resident is able to use te side rails(s) ip . discussed alternatives to side
“turning; ¢) a determination that the resident's ‘ ! rails. The conclusi £ the QA
- ability to transfer using the side rail outweighs the | : - The conclusion of the Q |
' risk of falls associated with the use of the side |  committee is that the risks did !
rails. Also, the side rail assessment must include ! " out-weigh the benefits of side |
a determination that there is no endangermenf or | rail usage and has become 3 :
. entrapment risk from the gap between side rail i A8¢ andhas become
' and mattress or increased risk of injury from ‘ “no” side rail usage facility. )
. extremilies caught in side rails, and states that | ! |
| side rail pads and bolsters are o be used when . i Education will be provided to :
> X . ; ; i
indicated ensure safety with use of side rails. [ ' Staff, residents, and family |
Per interview on 01/30/13 at 10:57 AM, the DNS l members on “myths and facts
i confirmed the assessment was not clear o { of side rails” including the risks (
* determine if side rails (assistance device) were | . Lo , )
h . ) . . i : using side rails and alternative !
| being used appropriately or if the resident's ability L & . ‘ ernati :
' to use side rails outweigh the risk as an accident | | interventions which can replace
hazard and that the resident sustained injuries in i the side rail e.g., enabler bars, [
multiple atternpts to exit the bed around the : raneze. scoo o
i bottom of the side rail during the months of ) [ trapeze, scoop mattress, low .
Dacember 2012 and January 2013. | bed/matt on floor, etc. |
* Also see F323 ' ' How the corrective actions will l
F 223

be monitored to ensure that
the deficient practice does not
recur/quality assurance
program; '

M CMS-2687(02-95) Previous Varsions Obsolete Event [D: WY2L11
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223’ Continued From page 11

: The facility must not use verbal, mentat, sexual,

“or physical abuse, corporal punishment, or
i’ involuntary seclusion.

t

i This REQUIREMENT is not met as evidenced
by: :

i Based on record review and staff interview the

- facility failed o ensure that 8 of 10 residents

 identified (Residents #1, #2, #3, #4, #5, #6, #7

" and #8) were free from verbal, physical, and

- mental abiuse by anyone, including other
residents. The findings include:

1. Per review of the clinical record on 1/23/13,

' Resident #1 was admitted to the facility on 7/5/11

- with diagnoses that include; earfy onset
¢ Alzheimer's, memory loss, and depressive
i disorder.

Per review of the progress notes, on 8/22/12,

Resident #1 was in the dining room during lunch

: and "took a roll from [Resident #2], when
' [Resident #2] said something to [Resident #1},

i (he/she] started hitting/slapping [Resident #2] on

" the head several times."

Per review of the clinical record on 1/23/13, the

progress notes dated on 9/27/12 at 3:56 AM,
- Resident #1 was "in the main dining room and
i struck [Resigent #2] forcefully in the sar with a

|

|

“gpoon." The assessment indicates Resident #2's

i right ear was pinkish red and Resident #2
complained that it "hurt™

F 923 The Dir{ecto.r of Nursi.ng and '
i Executive Director will conduct |
audits to ensure that the |
facility’s no side rail philosophy
, is maintaining a positive ’
outcome. This will be done at
least weekly.

Results of the audits will be |
reviewed and submitted to the :
| facilities QAPI meeting for ’
i trending and tracking with |

remedial measures initiated as '
identified.

Person Responsible;

The Director of Nursing
| Date of Correction:
| March1,2013. A !
FO51 o accepied 2Pl MiuhanN| e
| 223 483.13(b), 483.13(c)(1)(i)
FREE FROM
ABUSE/INVOLUNTARY
| SECLUSION |

i
!
.

| Correctiveaction |
accomplished for those

residents found to have been .
‘ affected; '

! Per review of the clinical record on 1/23/13, the !
_progress notes dated on 10/11/12 at 1:19 AM, [
: i :
4 CM§.2587(02-80) Previaus Versiona Obsolste Event ID:WY2L11 Facility ID: 475037 if continuation shest Page 12 of 74

an/vind wdRL:ip €107 L1 924 8VEZLPLT08 Xed



'PARTMENT OF HEALTH AND HUMAN SERVICES
- NTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/11/2013
FORM APPROVED

OMB NO. 0938-0391

'EMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AN OF CORRECTION IDENTIFICATION NUMBER: -

475037

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILOING

C
B. WING 01/30/2013

11k OF PROVIDER OR SUFPFLIER

JWAN GOURT HEALTH & REHAB

STREET AODDRESS, CITY, STATE, ZIP CODE
378 PROSPECT STREET

BARRE, VT 05641

T SUMMARY STATEMENY OF DEFICIENCIES ,
, (&CH OEFICIENCY MUST BE PRECEDED BY FULL
| REGULATORY OR LSC IDENTIFYING INFORMATION)

D { PROVIDER'S PLAN OF CORRECTION : {X8)
PREFIX l {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO YHE APPROFRIATE CATE
i DEFICIENCY)

- 2231 Continued From page 12 l
"[Resident #1] was observed by another :
resident's family member, slapping and pushing |

i [Resident #4] to the floor causing [Resident #4]

. injuries " l

l

. Per interview with the Interim Dirsctor of Nursing f

! (IDNS) and Corporate Clinical Evaluator on

i 1/23/13 and agsin on 1/30/13, the IDNS

i confirmed that he/she was aware of the resident .

“to resident abuse and altercations between ;

| Resident #1 and Resident #2 and #4. The IDNS

" confirmed that he/she felt these incldences of |

| resident to resident altercations were abuse. '

2. Per review of the clinical record on 1/23/13,

. the clinical record indicates that Resident #2 was

" re-admitted to facility on 10/2/12, with diagnoses |

: that included persistent mental disorder and :
psychosis. Per review of the clinical record on ,'
1/23/13, the progress note dated 10/26/12 at 4:38 °
PM, indicates "Resident very confused, high

. agitation, screaming at staff and residents,

| combative, hitting, grabbing, punching, kicking,

- grabbed the sweatshirt of another residentand |
almost made the other resident fall.” The

' documentation did not indicate who the other
resident was.

: Per interview with the Interim Director of Nursing

' (IDNS) and Corporate Clinical Evaluator on

. 1/23/13 and agaln on 1/30/13, the IDNS

i confirmed that he/she was aware of the resident
to resident abuse and altercations between !
Resident #2 and another facility resident. The
IDNS confirmed that he/she felt these incidences

! of resident to resident altercations were abuse. |

: 3. Per review of the clinical record on 1/23/13, the |

|
] Residents #1 and # 2 no longer
F 223‘: reside at the facility. l

Residents #3, #4, #5, #6, #7, )
! and #8 have been re-assessed '
] by the (DT and their behavior f
| management plans have been :
: revised. ‘

How the facility will identify ‘
j other residents having the |

potential to be affected and |
what corrective action has ’
been taken;

l

) IDT will identify each resident ’
! who has behaviors through ]
walking rounds.

Residents identified as having a '
| history of disruptive or ]
j  intrusive interactions or who l
exhibit other behaviors that
b make them mare el 1o ba

0N e V.

involved in a resident to ’

resident altercation will be

i reviewed by the IDT plan of
care reviewed, physician and
psychologist consulted, and a |

! behavior management plan -

l developed. '

A CMS-2567(02-80) Pravious Versions Qbsolele Evonl ID;WY2L11
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5

0 SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION L
SEFIX (EACH DEFICIENCY MUST BE PRECEDED BY fFULL | PREFIX (EACH CORRECTIVE ACTION SHOQULD BE COMPLETION
AG °  REGULATORY OR LSC IDENTIFYING INFORMATION) S TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
; 1 DEFICIENCY)
1 T
293 ' L : , Measures or systemic changes
i antmued From page 13 . F ?23’ put into place to ensure that
- clinical record indicates that Resident #3 was , o L
' re-admitted to the facility on 10/8/11 with ; | the deficient practice will not
. diagnoses that included, vascular dementiaand | recur;
| depressive disorder. Per review of the ¢linical : ;
record on 1/23/13, the progress notes dated , | A Behavior Management Team
- 12/10/12 at 7:52 PM indicate that Resident #3 : . . : .
" was "sitting in the hallway in [his/her] chair : will be established, including
, continually yelling out. Another resident came up | membership minimally by
 to [Resident #3) and slapped [him/her] to the side i | nursing, social service,
of the head and said, shut up you woke me up. ! | activities, rehabilitation, and
. Per interview with the Interim Direclor of Nursing | i psychologist. This team will
| (IDN8) and Corporate Clinical Evaluator on : , meet weekly and conduct
1 1/23/13 and again on 1/30/13, the IDNS - i behavi t q
confirmed that he/she was aware of the resident | -’ ehavior management rounds.
to resident abuse and altercations between j The resident’s attending
“Resident #3 and another facility resident. , The i physician will be notified of
: IDNS confirmed that he/she feit these incidences | behavior round team
- of resident to resident altercations were abuse | !
: R assessments.
' : I
4. Per review of the facility's internal investigation ; ' Cue cards for each resident at
and clinical record on 1/29/13, they indicated that : : .
on 10/26/12 Resident #8 was admitted o the y  Miskforaltercations have been
facility with diagnoses that include unspecified ’ developed to assist staff with a
¢ anxiety states, dementia without behavioral ; tool to consult for resident
disturbances and depressive disorder. The : ( behaviors, triggers, and
| clinical record indicated that on 1/13/13 at 07:61 | ; _ X '
" AM, the housekeeper “"observed [Resident #8) 1 intervention strategies.
 hitting his room mate [Resident #5) on the back. i
| The room mate was on the bed of [Resident #8) ! Staff will be provided with
and would not get off." The progress noles also education on behavior
indicate that Resident #8 was asked why he/she : ,
hit Resident #5 and Resident #8 indicated "I hit ) management and strategies to
i him because | wanted my bed." i ! implement to prevent
: Per interview with the Interim Director of Nursing | s occ.urrences of r?S'dent 0
(IDNS), Interim Administrator and Corporate ! . resident altercations/abuse.
' I
-4 CMS-2567(02-08) Previous Versions Obsoiews Event ID: WY2L 1t Facility ID: 476037 I continyation sheet Page 14 of 74
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. , !
! | . H
- 223 Continued From page 14 b F 223 . ) ) l
| Clinical Evaluator on 1/30/13, the IDNS | I How the corrective actions will ;
“confirmed that he/she was aware of the resident | be monitored to ensure that )
‘1o resident abuse and allercauor%ib?guegn : , the deficient practice does not
. Resident #8 and Resident #5. The IDN i , . l
" confirmed that he/she felt these incidences of ‘ , recur/quality assurance |
. resident to resident altercations were abuse. =. ; program; i
| : !
5. Per review of the facility's internal investigation i Residents who are displaying |
'and clinical record on 1/29/13, they indicated that * | exacerbated behaviors will be i
. on 1/14/13, Resident #7 slapped Resident #6 on | l . - : l
" the left side of the face for no reason. Perthe | identified during Concurrent i
! progress note it indicates staff asked Resident #7 ° : Review. The resident will be i
i if she/he slapped Resident #6 and the resident ; i reviewed by the Behavior :
" confirmed he/she did hit Resident #6. ] 1 . l
| ' Management team, a medical ,
“Per interview with the fnterim Director of Nursing 1 ’ record review conducted, plan }
. (IDNS), Interim Administrator and Corporate | of care revised as warranted,
| Clinical Evaluator on 1/30/13, the IDNS | dint ) l
: confirmed that he/she was aware of the resident : and interventions
{ 1o resident abuse and altercations between | implemented. ]
Resident #8 and Resident #5. The IDNS : :
confirmed that he/she felt these lnmdenbces of -; Licensed nursing, social |
‘resident to resident altercations were abuse. i i _ o . ,
. ! services, or administrative staff
=224 483.13(c) PROHIBIT _ .

55=g MISTREATMENT/NEGLECT/MISAPPROPRIAT
N

" The facility must develop and implement written
i policies and procedures that prohibit
 mistreatment, neglect, and abuse of residents

" and misappropriation of resident property.

|

{

i This REQUIREMENT is not met as evidenced

by

|

|
|

will conduct weekly:

edirect observation of staff and
resident interactions

sdirect observation of resident
and resident interactions for
potential resident to resident
altercations.
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‘ Based on record review and staff interview the
facitity faited to ensure that 8 of 10 residents

|

identified (Resident #1, #2, #3, #4, #5, #5, #7, #8) |
i with behaviors and personal histories that render :

“them at risk for abusing other resjdents or being
- abused by other residents, had interventions

l

- developed 1o prevent occurrences of abuse. The i

findings include:

; 1. Per review of the clinical record on 1/23/13,

"Resident #1 was admitted o the facility on 7/6/11

- with diagnoses that include; early onset
~Alzheimer's, memary loss, and depressive
i disorder:

" Per review of the progress notes, on 1/23/13,
" Resident #1 was in the dining room during funch
I on 9/22012 and took a roll from Resident #2,

. When Resident #2 said something to Resident

i#1, hefshe started hitting/slapping Resident #2 on

; the head severai times.

¢

Per review of the clinical record on 1/23/13, the
" progress notes dated on 9/27/12 at 3:56 AM
“indicated, Resident #1 was in the main dining

i

i
i
|

“room and struck Resident #2 forcefully in the ear |
“with a spoon. The assessment indicales Resident ;

- #2's right ear was pinkish re¢ and Resident #2
_complaingd it "hurt”,

Per review of the clinical record on 1/23/13, the

progress notes dated an 10/11/12 at 1:19 AM,

_Resident #1 was observed by another résident’s
i tamily member, slapping and pushing Resident
| #4 to the floor causing Resident #4 injuries.

. Per review of thea progress notes there was no

i
|

i

| evidence within the Social Service progress notes |

F 224
!

Sacial Services will conduct
random interviews of residents
to monitor that they are not
experiencing abuse from

l

|

i

i

I

! anyone. This will be done at ,

] least weekly. '

| Results of the audits will be l

| reviewed and submitted to the ,

facilities QAP meeting for 1
trendingand tracking with

remedial measures initiated as

identified.
| Person Responsible;
Social Services Director

i Date of Correction; Il
| March 1, 2013 i
l

| F932 foC accepred 242811
mcw\\'ﬂan Rad| P

i 224 483.13(c) PROHIBIT
§ MISTREATMENT/NEGLECT/MI
: SAPPROPRIATION |

| Corrective action l
i accomplished for those !
! residents found to have been

| affected; I

J

——d

Y
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'indicating that Social Services had assessed ,
Resident #1 along with Residents #2, and #4

: regarding the incidences of resident to resident

“altercations where Resident #1 was the |

| aggressor on 9/22, 9/27 or 10/11/12. -

- Per review of the comprehensive care plans for

Residents #1, #2 and #4, there was no evidence |
; that the care plans were reviewed and revised to
~ensure they met the specific needs and i
i interventions for residents involved in residentto
_resident aftercations and interventions placed |
s after the 9/22, 9/27 and 10/11/12 altercations to
“ensure that resident to resident abuse did not |
' occur again.

| Per interview on 1/23/13, the facility Social

: Services worker (SSW) confirmed that no |
- assessment had been done by Social Services
; regarding resident to resident abuse on 9/22/12,
- 9/27/12 or 10/11/12. The SSW confirmed that

" hel/she did not evaluate Resident #1, #2 or#4 {0 | _

{ ensure that the cutrent care plans were ;

_sufficiently meeting the specific needs of l

! Resident #1 who was physically abusive towards

. residents #2 and #4, and the SSW confirmed |

. he/she had not evaluated Residents #2 and #4 to .

" ensure the current care plans was sufficiently :

. meeting the specific needs of Resident #2 and #4 |
now as victims of abuse. The SSW confimed |

- that the care plans for Resident's #1, #2 and #4

"had not been reviewed and revised to meetthe |
potential and actual neads of residents involved in'
resident to resident altercation resulting in abuse

. and interventions placed to ensure that resident

: to resident abuse did not occur again. i

| |

" Per interview with the interim Director of Nursing

!

Residents #1 and # 2 no longer
reside at the facility.

|
i
|
Residents #3, #4, #5, 86, #7, (
and #8 have been re-assessed :
by the IDT and their behavior )
management plans have been |

revised.

|
How the facility will identify |
other residents having the
potential to be affected and :
what corrective action has

been taken; {

IDT will identify each resident |
who has behaviors through
walking rounds.

Social Service Director will ’
conduct assessments and l
ensure that each resident’s !
psychosocial well-being is

addressed in their medical )
record and as part of the IDT i
plan of care. )

Residents who have behaviors |
and personal histories that
render them at risk for abusing ‘
other residents or being abused
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. reviewed by the IDT, pl f |
*(IDNS), and Corporate Clinical Evaluator on ; , yhe Dl plan o i

£ 1/30/13, the IDNS confirmed that he/she was carereviewed, physician and
. aware of the resident to resident abuse and .
* altercations between Resident #1 and Resident [
#2 and #4. The IDNS confirmed that he/she felt '
| these incidences of resident to resident

_ altercations were abuse. i

psychologist consulted, and a
behavior management plan
! | developed.

' Measures or systemic changes
1 2. Per review of the clinical record on 1/23/13,
“the clinical record indicates that Resident #2 was | _
re-admitted to facility on 10/2/12, with diagnoses | ]
that included persistent mental disorder and .
. psychosis. Per review of the clinical record on 5
1 1/23/13, the progress note dated 10/26/12 at 4:38 | |
i PM, indicates "Resident very confused, high i i will be established, including i
agitation, screaming at staff and residents, d ; o
combative, hitting, grabbing, punching, Kicking, ! membership minimally by i
i grabbed the sweatshirt of ancther resigentand . | nursing, social service,
; almost made the other resident fail." The : activities, rehabilitation. and [
" documentation did not indicate who the other A hologist. Th e
resident was. : psychologist. This team will

| putinto place to ensure that
" the deficient practice will not

recur;

A Behavior Management Team |

meet weekly and conduct |

' Per review of the pragress notes there was no

I evidence within the Social Service progress notes -

indicating that Social Services had assessed
Resident #2 regarding the incident of a resident

 to resident altercation where Resident #2 was the

; aggressor and grabbed another resident on
; 10126112,

Per reviaw of the comprehensive care plans for

!
|

. Residents #2 there was no evidence that the care
plan was reviewed and revised to ensure the care
plan met the specific needs and interventions for

" Resident #2 who was the aggressor in a resident

to resident altercation and interventions placed
: after the 10/26/12 altercation to ensure that
. resident to resident abuse did not occur again.

i
!

behavior management rounds.
The resident’s attending
physician will be notified of
behavior round team
assessments.

Cue cards for each resident at
risk for altercations have been
developed to assist staff with a
tool to cansult for resident
behaviors, triggers, and
intervention strategies.

l.
|

|
|
i
]
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. Per interview on 1/23/13, the facility Social

" Services worker (SSW) confirmed that no

_assessment had been done by Social Services

1 regarding resident o resident abuse on 10/26/12.
The SSW confirmed that he/she did not evaluate

- Resident #2 to ensure that the current care plan

: was sufficiently meeting the specific needs of

. Resident #2 who was physically abusive towards

" another resident that could not be identified. The

- SSW confirmed that the care plan for Resident's

' #2 had not been reviewed and revised to meet

. the potential and actual needs of residents

" involved in regident to resident altercation
resulting in potential abuse and interventions |
placed to ensure that resident to resident abuse

} did not occur again.

. Per interview with the interim Director of Nursing
(IDNS) and Carporate Clinical Evaluator on
~1J23/12 and on 1/30/13, the IDNS confirmed that
he/she was aware of the resident to resident
abuse and altercations between Resident #2 and
_another facility resident. The IDNS confirmed that
! there was no investigation done and no
_documentation showing who the victim of the

1 10/26/12 incident was. The IDNS confirmed that

f he/she felt these incident of resident to resident
" altercation on 10/26/12 was a potential abuse
situation.

- 3. Per review of the clinical record on 1/23/13; the

I clinical record indicates that Resident # 3 was

. re-admitted to the facility on 10/9/11 with
diagnoses that included; vascular dementia and
depressive disorder. Per review of the clinical
record on 1/23/13, the progress notes dated

. 12/10/12 at 7:562 PM, the notes indicate that

!
_i

with education on developing
behavior management ’
strategies and plans aimed at

preventing occurrences of ]
i resident to resident i
altercations/abuse. |

How the corrective actions will
: be monitored to ensure that [
| the deficient practice does not ;
recur/quality assurance
program,;

Residents who are displaying
l exacerbated behaviors will be |
. identified during Concurrent )
1 Review. The resident will be ;
reviewed by the Behavior
Management team, a medical .
j record review conducted, plan ‘
" of care revised as warranted,

and interventions i
implemented.

! The Director of Social Services ;
! or Regional Director/Quality
l improvement Nurse will audit |
medical records at least weekly ‘
; to ensure that intervention |

strategies are in place and |
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I , ! reassessed to prevent i
224 !-. Continued From page 19 . F 224 occurrences of resident to ,
- Resident #3 was sitting in the hallway in his/her ! . ) :
* chair continually yelling out. Another resident : resident altercations/abuse, :
, came up to Resident #3 and slapped him/her to | l and monitor changes that may !
the side of the head and said, shut up you woke ' trigger abusive behavior. :
i me up. | . l
: Per review of the progress notes there was no | Results of the audits will be j
" evidence within the Social Service progress notes . l reviewed and submitted to the -
¢ indicating that Social Sef?/ices had afssesseg ! ‘_ facilities QAPI meeting for [
- Restdent #3 regarding the incident of a resident ; . . ) :
: to resident altercation where Resident #3 was the | ) trendn?g and tracking with |
victim and was slapped to the side of the head by | remedial measures initiated as :
- another unidentified resident. ' identified. |
! Per review of the comprehensive care plans for : .
: Residents #3 there was no evidence that the care | ‘ Person Responsible; I
“ plans were reviewed and revised to ensure they - ‘ o ,
met the specific needs and interventions for . The Executive Director :
Resident #3 who was the victim in a resident to . |
i resident altercation resulting in abuse to Resident l Date of Correction;
| #3 and interventions placed after the 12/10/12 . ;
. altercation to ensure that resident to resident , | March 1, 2013 (
l abuse did not occur again, - F%W PoC accep\tﬁ 28\13 |
|
Per interview on 1/23/13, the facility Social 1 s Munaney | P ‘
Service worker (SSW) confirmed that no :
; assessment had been done by Social Services j .
regarding resident to resident abuse on 12/10/12. l i
; The SSW confirmed that he/she did not evaluate l : l
' Resident #3 to ensure that the cumrent care plan : :
was sufficiently meeting the specific needs of | ! |
Resident #3 who was the victim of physically .
abusive behavior by another resident that could l .
' not be identified. The SSW confirmed that the i ) ;
care plan for Resident #3 had not been reviewed | . l
L and revised to meet the potential and actual ; | |
needs of residents involved in resident to resident ! '
altercation resulting in abuse and Interventions !
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224 Continued From page 20

_placed to ensure that resident to resident abuse

| did not oceur again,

1

Per interview with the Interim Director of Nursing

(IDNS) and Coarporate Clinical Evaluator on
 1/23/13 and again on 1/30/13, the IDNS

' confirmed that helshe was aware of the resident

i to resident abuse and altercations between

* Resident #3 and another facllity resident. The
IDNS confirmed that there was no investigation

. done and no documentation showing who the

I aggressor/perpetrator of the 12/10/12 incident
was. The IDNS confirmed that he/she felt this

I'incident on 12/10/12 of the resident to resident

altercation was abuse.

,f

i
|

|

|
|

r 4. Per review of the facility's internal investigation
i and clinical record an 1/29/13, they indicated that |
on 10/26/12 Resident #8 was admitted to the

* facility with diagnoses that included unspecitied

anxiety states, dementia without behavioral
_disturbances and depressive disorder. The

i clinical record indicated that on 1/13/13 at 07:51

: AM, the housekeeper observed Resident #8

I hitting his room mate (Resident #5) on the back.
The room mate was on the bed of Resident #8
and would not get off. The progress noles also

. indicate that Resident #8 was asked why he/she

i hit Resident #5 and Resident #8 indicated "I hit

" him because | wanted my bed."

- Per review of the progress notes there was no
i evidence within the Social Service progress notes

 Indicating that Social Services had assessed
I Resident #8 and Resident #5 regarding the

. incident of a resident to resident altercation where

| Resident #B hit Resident #5 on the back.

|

i
I
i

!

|
i

F224j

|
|

|
|
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i Per review of the comprehensive care plans for ,
' Resigents #5 there was no evidence that the care |
" plans were reviewed and revised to ensure they
. met the specific needs and interventions for |
! Resident #5 who was the viclim in a residentto
resident altercation resutting in abuse to Resident ;
" #5 and interventions placed after the 1/13/13 l
| altercation until to ensure that resldent to resident
~abuse did not occur again. '
; ’ |
 Per interview on 1/23/13, the facility Social Work .
| worker (SSW) confirmed that no assessment had |
‘ been done by Social Services regarding resident
 to resident abuse on 1/13/13. The SSW {
' ' confirmed that he/she did not evaluate Resident
" #5 to ensure that the current care plan was
- sufficiently meeting the specific needs of l
" Resident #5 who was the victim of physically
abusive. The SSW confirmed that the care plan
for Residents #5 and Resident #8 had not been
reviewed and revised to meet the potential and
' actual needs of residents involved in resident to
: resident altercation resulting-in abuse and i
*interventions placed to ensure that resident to |
. resident abuse did not occur again. :

' Per interview with the Interim Director of Nursing

- (IDNS), Interim Administrator and Corporate I
Clinical Evaluator on 1/30/13, the IDNS
confirmed that he/she was aware of the resident

- 1o resident abuse and altercations between _

| Resident #8 and Resident #5 on 1/13/13. The |

" IDNS confirmed that hefshe felt this incident of
resrdent to resident aitercation was abuse. Per
“interview with the interim Administrator and IDNS. |
they confirmed the care plans were not reviewsd
and revised to ensure the care plans met the
needs of Resident #5 and Resident #8 until

' i

F224j

|
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F 224 Continued From page 22
©1125/13 which was 12 days after the abuse. The
" Interirm Administrator confirmed after he/she
- reviewed the progress notes and care plan and
confirmed that Resident #5 had not been moved

from the bedroom after the altercation and placed

“in a new room until 1/14/13. The Interim

: Administrator indicated that the resident was
monitored to ensure safety but was unable 1o

. verbalize how the resident was monitored or
“show any documentation that Resident #5 was
protected from further abuse until the room
change on 1/14/13.

+ 5. Per review of the facilities internal investigation
- and clinical record on 1/29/13, they indicated that
on 1/14/13, Resident #7 slapped Resident #5 on

the left side of the face for no reason. Per the

. progress note it indicates staff asked Resident #7
if she/he siapped Resident #5§ and the resident
confirmed he/fshe did hit Resident #6.

: Per review of the progress notes there was no

|
|

~ evidence within the Social Service progress notes |

indicating that Social Services had assessed
Resident #6 and Resident # 7 regarding the

“incident of a resident to resident altercation where
Resident #7 slapped Resident #6 on the left side :

_of the face.

‘ Per review of the comprehensive care plans for

(
!
i

i Residents #6 there was no evidence that the care -

plan was reviewed and revised after the 1/14/13
incident until 1/25/13 to ensure the care plan mat
the specific needs and interventions for Resident
#8 who was the victim in a resident to resident

: altercation resulting in abuse

Per review of the comprehensive care plans for

T

F 224

|

|

L
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224 Continued From page 23 b Fo24 -

- Resident #7, there was no evidence that the care '
pian was reviewed and revised after the 1/14/13 | }
- incident until 1/25/13 to ensure the care plan met ! : i
“ the specific needs and interventions for Resident ; -
' #7 who was physically aggressive toward another : [ ;
resident. l ; l

' Per interview with the Interim Director of Nursing | .
_(IDNS), interim Administrator and Carporate ! : ‘
; Clinical Evaluator on 1/30/13, the IDNS _ !
confirmed that he/she was aware of the resident | ! :
i to resident abuse and altercation between | ; '
‘ Resident #6 and Resident #7 on 1/14/13. The _ '
I IDNS confirmed that hefshe felt this incident of i '
resident to resident altercation was abuse. Per I ‘ ' ‘
“the Interim Administrator and IDNS, the care : :
t plans were not reviewed and revised to ensure . i l
the care plans met the needs of Resident #6 and | !
Resident #7 until 1/25/13 which was 11 days after
- the resident to resident abuse.. I
7225 483.13(c)(1)(i)-(iii). (c)2) - (4) F225:
55=F ; INVESTIGATE/REPORT ?
| ALLEGATIONS/INDIVIDUALS

{4) INVESTIGATION/REPORT
! ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have !
: been found guilty of abusing, neglecting, or i
| mistreating residents by a court of law: or have | :
i had a finding entered into the State nurse aide } accomplished for those

registry concerning abuse, neglect, mistreatment ' residents found to have been

of residents or misappropriation of their property; | . d:

and report any knowledge it has of actions by a ’ affected;

court of law against an employee, which wouid : The incidences cited in this
. indicate unfilness for service as a nurse aide or ’
- other facility staff to the State nurse aide registry | .
, or licensing authorities. : .2, #3,H4, 45, #6, #7, and #8, {
! ‘ have been reported to the

" The facifity must ensure that all alleged violations : tate agenc |
involving mistreatment, neglect, or abuse, | steteaseney

Corrective action l

2567, involving Residents #1, #
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+ ] %
- . I .
=225 Continued From page 24 F 2285 The required background

' including injuries of unknown source and i checks were immediately |
- misappropriation of resident property are reponed obtained (January 30, 2013) for ]
immediately to the administrator of the facility and | those employees identified in '
_to other officials in accordance with State law : . |
i through established procedures (inciuding to the | this2567. !
. State survey and certification agency). i |
: v How the facility will identify '
The facility must have evidence that alf alleged | : other residents having the
violations are thoroughly investigated, and must . . fected and [
| prevent further potential abuse while the | potential to be affected an !
mvesngation is in progress. . what corrective action has

i | I been taken; i
' The results of all investigations must be reported | |- f
_to the administrator or his designated : : 4 - . ;
| representative and to other officials in accordance ! Residents residing at the facility |

- with State law (Including to the State survey and | | have the potential to be

| certification agency) within 5 working days of the : affected. |
incident, and if the alleged violation is verified i | :
appropriate corrective action must be taken. : Files of staff currently l

: employed at the facility will be
P X o ' ! audited to determine if each ;
This REQUIREMENT is not mel as evidenced | [ has the required background [

‘ by: !
. Based on record review and staff interview the checks. If found to not have |
! facility failed to thoroughly investigate allegations ; the required backgrounds
~of potential abuse, prevent further potential abuse| ( checks in their file; the l

| while the investigation is in progress, and failed to '

“report to the required state agency incidences of | l

: suspected abuse for 8 of 10 residents identified for work until such

(Resident #1, 2, 3,4, 5,6, 7, B). The facility also ! documentation has been
i failed to ensure that those employees who have | i )

direct contact with facility residents have had the ! :, obtained. [
! appropriate background checks prior to staring l | .
. empioyment. The findings inciude: ' Incidences of suspected abuse ]

employee will not be scheduled[

. . | _ which have occurred since I-
- 1. Per review of the clinical record on 112313, January 30, 2013 will be
" Resident #1 was admitted to the facility on 7/6/11 y anuary 39,
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- 225! ' ’ f audited by the Regional ,
‘ C'ontir?ued From Page 25 o F 225f Director/Quality Improvement '
 with diagnoses that include; early onset - : i ) ) .
Alzheimer's, memory loss, and depressive | _i Nurse toidentify areas needing -
disorder. i corrective action related to )
) _ [ compliance with this
| Per review of the progress notes, on 1/23/13, A defici The Di
" Resident #1 was in the dining room during lunch : eficiency. The Director of
~on 9/22/12 and ook a rofl from Resident #2. l | Nursesand Executive Director
: When Resident #2 ;a@d something to Resident | : will be responsible for making ’
- #1, he/she started hitting/slapping Resldent #2 on i . : .
the head several times. | ] corrections as identified. ':
. Per review of the clinical record on 1/23/13, the | Measures or systemic changes ll
! progress notes dated on 9/27/12 at 3:56 AM ’ put intoplace to ensure that ‘
"indicated, Resident #1 was in the main dining : ; - L
: room and struck Resident #2 forcefully in the ear | ’ the deficient practice will not |
“with a spoon. The assessment indicates Resident. : recur; |
#2's right ear was pinkish red and Resident #2 l ( |
complained it "hurt". .' ' Education will be provided to |
: | o ;
: o the facility le
- Per review of the clinical record on 1/23/13, the l .C Ity leadership o'n'
| progress notes dated on 10/11/12at t19AM, ; ensuring that abuse policies
 state Resident #1 was observed by another i || and procedures are followed. »
; resident's family member, slapping and pushing . .= [
Resident #4 to the floor causing Resident #4 | The Executive Director will hold
injuries. i : ' _
- general staff meetings to '
Per interview with the Interim Director of Nursing [ communicate facility policies
- (IDNS), and Corporate Clinical Evaluator on ! and expected actions
1 1/23/13, and again on 1/30/13, the IDNS P :
| confirmed that he/she was aware of the resident . | Staff will b ;
" to resident abuse and altercations between : : aff will be re-educated on |
i Resident #1 and Resident #2 and #4. The IDNS | abuse policies and procedures i
confirmed that no thorough intemal investigation 1 : with particular attention to ,
had been conducted regarding these incldents of ~ resident to resident
abuse. The IDNS indicated that the previous 't residen
Administrator who left in November 2012, had altercations/abuse, Executive
. instructed the IDNS that because the r?sidin(:s t ‘, Director notification
: s n did not . _ .
; were cognitively impaired, an investigatio 0 | ] requirements when there is :
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; ' ‘ suspected abuse, steps to take (
225, Continued From page 26 i F 225! to prevent further potential
_have to be done and the facility did not have to ' ' . ot | i
 notify the appropriate state agencies. The IDNS § _abuse while the nvestigation 17 |
[ on 1/23/13 in interview confirmed that as a | in progress, completing ;
Registered Nurse he/she is a mandated reported ! ' tharough investigations, and ’
- and must notify the appropriate agencies when i administrator review of the :
| there is a reasonable assumption that abuse may :’ ’ ' S
| have occusred. The IDNS confirmed that he/she | : results of the investigation for !
" felt these incidences of resident to resident : !- corrective action. |
- altercations were abuse ; | :
; : - | ' How the corrective actions will ‘
2. Per review of the clinical record on 1/23/13, ; .
: the clinical record indicates that Resident #2 was | | be monitored to ensure that
- re-admitted to facliity on 10/2/12, with diagnoses the deficient practice does not i
. thatincluded persistent mental disorder and I [ recur/quality assurance ’
" psychosis. Per review of the clinical record on | ! :
©1/23/13. the progress note dated 10/26/12 at 4:38 , program, ‘
PM, indicates “"Resident very confused, high : i ]
- agitation, screaming at staff and residents, l ( The Regional Director/Quality :
| combative, hitting, grabbing, punching, kicking, improvement Nurse will ‘
grabbed the sweatshirt of another resident and i its of incid ¢ _
almost made the other resident fall". The ! conductaudits of incidences o |
documentation did not indicate who the other ; suspected/confirmed abuse i
. resident was. i including resident to resident
' Per review of the progress notes there was no : altercations to ensure that such
" evidence within the Soclal Service progress notes i incidences are reported as ,
i indicating that Social Services had assessed | ; required, investigated ’
' Resident #2 regarding the incident of a resident : thoroughly. and the results of !
10 resident allercation where Resident #2 was the , ! orougnty, !
aggressor and grabbed another resident on - ' such investigations are |
10/26/12. I reviewed by the Administrator.
Per interview with the Interim Director of Nursing ‘ ,
i ({DNS) and Corparate Clinical Evaluator on | The Business Offfce Manager ‘
£1/23/12 and on 1/30/13, the IDNS confirmed that . : will conduct audits for new :
" he/she was aware of the resident to resident ! hires to ensure that [
abuse and altercations between Resident #2 and ]
_another facility resident. The IDNS confirmed that | baCkgl“’t”Zd checks have been
i _ completed. i
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F 225 Continued From page 27 F 225 The results of the audits will be

: there was no thorough investigation done and no

. documentation identifying who the victim of the

: 10/26/12 incident was. The IDNS indicated that

“ the previous Administrator who left in November i

- 2012, had instructed the IDNS that because the
residents were cognitively impaired, an
investigation did not have to be done and the |

_facility did not have to notify the appropriate state |
agencies. The IDNS on 1/23/13 in interview

: confirmed that as a Registered Nurse he/she i$ a

., mandated raported and must notify the

| appropriate agencies when there is a reasonable

“assumption that abuse may have occurred.

i 3. Per review of the clinical record on 1/23/13, the ‘

" ¢linical record indicates that Resident #3 was
re-admitted to the facility on 10/9/11 with
diagnoses that included; vascular dementia and
depressive disorder. Per review of the clinical
record on 1/23/13, the progress notes dated
12/10/12 at 7:52 PM, the notes indicate that

- Resident #3 was sitting in the hallway in his/her

i chair continually yefling out. Another resident

i came up to Resident #3 and slapped him/her to

* the side of the head and said, shut up you wake |

; Mme up. |

]

f Per interview with the Interim Director of Nursing

" (IDNS) and Corporate Clinical Evaluator on
1/23/13 and again on 1/30/13, the IDNS
confirmed that he/she was aware of the resident

. to resident abyse and altercations between

* Resident #3 and another facility residgent. The
IDNS confirmed that there was no thorough
investigation done and no documentation

: shawing who the victim of the 12/10/12 incident

“was. On 1/30/13, the IDNS and Interim i

i Administrator confirmed that no investigation had

: |

reviewed and submitted to the
facilities QAP meeting for
trending and tracking with
remedial measures initiated as
identified.

Person Responsible;

i The Executive Director

Date of Correction;

I March 1, 2013

| (935 f0C Sceepted 9ioen3 !
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| _;
' |

|
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OWAN COURT HEALTH & REHAB

7226 . Continued From page 28 ; F225_‘ l
" been conducted and the incident had not been |
" called into the required state agency because the | i
- IDNS and Interim Administrator indicated they | , _
. balieved a report did not have 1o be done orcall f [
placed reporting suspecied abuse between . . !
, confused residents The IDNS ¢onfirmed that ! , _
he/she felt this incldent on 12/10/12 of the ! ? ’
resident to resident altercation was abuse. The . : .
: IDNS on 1/23/13 in interview confirmed thatas a | i :
. Registered Nurse he/she is a mandated reported ; f
i and must notify the appropriate agencies when | | ;
there is a reasonable assumption that abuse may j }
. have occurred. : /

L 4. Perreview of the facilities intemal investigation ;

and clinical record on 1/29/13, they indicated that | ] :
on 10/26/12 Resident #8 was admitted 10 the : ’
: facility with diagnoses that included unspecified |
: anxiety states, dementia without behavioral ;
; disturbances and depressive disorder. The i |
i clinical record indicaled that on 1/13/13 at 07:51 : :
: AM, the housekeeper observed Resident #8 _ _ |
hitting his room mate (Resident #5) on the back. j !
The room mate was on the bed of Resident#8 | ‘
and would not get off. The progress notes also . ' !
_indicates that Resident #8 was asked why he/she :
* hit Resident #5 and Resident #8 indicated ") hit _
! him because | wanted my bed.” . ]

i Per interview with the Interim Director of Nursing ] : l
(IDNS), Interim Administrator and Corporate : 1 :
Clinical Evaluator on 1/30/13, the IDNS | ] }
confirmed that he/she was aware of the resident '
to resident abuse and altercations between

“Resident #8 and Resident #5 on 1/13/13. Per

", interview with the Interim Administrator and IDNS, | |

" they confirmed hat an internal investigation was : ' |

- completed and faxed 10 the required state agency , i
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7 225" Continued From page 29 i

on 1/25/13, which was 12 days after the incident
of abuse. The IDNS and Interim Administrator

confirmed that they had not reported the incident -
per regulations because they believed that ‘

incidents of resident {o resident altercations and
abuse did not have to be reported if the residents
involved were cognitively impaired. The IDNS '

- confirmed that he/she felt this incident of resident

i to resident altercation was abuse. The IDNS on

i 1/23/13 in interview confirmed that as a

: Registered Nurse he/she is @ mandated reported.

“and must notify the appropriate agencies when
there is a reasonable assumption that abuse may .

have occurred. |

! 5. Per review of the facilities internal investigation
- and clinical record on 1/29/13, they indicated that
on 1/14/13, Resident #7 slapped Resident #6 on
the left side of the face for no reason. Per the
progress note it indicates staff asked Resident #7
_if she/he slapped Resident #6 and the resident
confirmed he/she did hit Resident #6.

" Per interview with the Intarim Directar of Nursing

_(IDNS), Interim Administrator and Corporate

. Clinical Evaluator on 1/30/13, the IDNS
confirmed that he/she was aware of the resident

- to resident abuse and altercation between

| Resident #7 and Resident #6 on 1/14/13. The

| IDNS confirmed that he/she felt this incident of
resident to resident altercation were abuse. Per

Vinterview with the Interim Administrator and IDNS

" on 1/30/13, they confirmed that an internal

{investigation was completed and faxed to the

" required state agency on 1/25/13, which was 11
days after the incident of abuse. The IDNS and
interim Administrator confirmed that they had not
reported the incident per regulations because

|
F 225°

.‘

£ SMS-2567(02-88) Previous Varsions Obsolete Event!10:WY2L11

ans/7end wdzz:ip £i67 11 934 AVEZLYZING Xed

Faciity 10: 476037 it continuation gheet Page 30 of 74



L PARTMENT OF HEALTH AND HUMAN SERVICES
‘NTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/11/2013
FORM APPROVED
OMB NO. 0938-0391

“EIMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
PLAN OF CORRECTION IDENTIFICATION NUMBER:

475037

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING

C
01/30/2013

B. WING

AE OF PROVIDER QR SUPPLIER

1 )WAN COURT HEALTH & REHAB

STREET ADDRESS, CITY. STATE, ZIP CODE
378 PROSPECT STREET
BARRE, VT 05641

A0 SUMMARY STATEMENT OF DEFICIENCIES
2EFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORREGTION | xs
PREFIX | (EACH CORRECTIVE ACTION SRQULD BE ' COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)

=225 _ Continued From page 30

: they believed that incidents of resident to resident ;

; altercations and abuse gid not have to be

 reported if the residents involved were cognitively |

“impaired. The IDNS confirmed that he/she felt
this incident of resident to resident altercation
was abuse. The IDNS on 1/23/13 in inferview

confirmed that as a Registered Nurse he/sheis a

- mandated reported and must notify the

; appropriate agencies when there is a reasonable

i assumpfion that abuse may have occurred

: 6. Per review of the facility documentation on

©1/30/13, during the extended survey process, it

i

" was identified that there was no evidence that the

" required background checks (VCIC [Venmont

Criminal Information Center], OIG [Office of the

Inspecter General] and APS [Adult Abuse
; Registry]) were conducted for the contracted

Vinterim Director of Nursing (IDNS) who had direct
| contact with facility residents, prior to his/her start

" date in September 2012.
l

. Per interview with the Corporate Clinical

* Evaluator on 1/30/13 at approximately 3:00 PM,

he/she reviewed the employee file provided by

j

-

|

the facitity and confirmed that there were none of !

the required background checks conducted for

the contracted IDNS as per requirements.

7. On 1/30/13 at approximately 3:10 PM, the

i facility was asked to provide all the background
: checks for all contracted employees used by the

)

" facility that have direct care with the residents. At |

i approximately, 5:30-6:00 PM the Interim

- Administrator pravided the obtained background !

checks for all contracted employees of the facility

that provide direct care with the residents.

F 225

1
|
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" Per review of the provided documents on 1/30/13 ‘
at approximately §:00 PM, it was idenfified upon
direct observation of all provided documents, that
17 contracted employees that have direct contact |
with the facility residents did not have any of the

. required background checks (VCIC, APS, and

- OIG) and the facility provided documents for 6

« contracted employees that did not contain all the

. required checks completed and 3 contracted

. employees whose VCIC check was requested on

; 1/30/13, the last date of the survey.

' Per interview with the Interim Administrator on

~1/30/13 at approximately 6:30 PM, he/she

i indicated that the person that was contacted at

i another location to send over the paperwork for

| the requested contract employees only had

: provided what was reviewed. The Interim

" Administrator when asked was also unable to A
confirm that the 3 contracted employees that the ;
facility had requested VCIC checks on 1/30/13 |
had been hired on 1/30/13. Per interview with the 1
Interim Administrator, he/she confirmed that
he/she was aware the background checks were

“ 1o be performed prior to a contracted employee

_starting werk. The Interim Administrator also
confirmed on 1/30/13 that the facility's current

_system 1o ensure that background checks were

- completed by the human resources employee ;

: had not been effective and no checking was done ;
to ensure all checks were done appropriately ;
when the human resources employee left the |

I
|

facility a few weeks prior.

F 226° 483.13(¢c) DEVELOP/IMPLMENT
5G=F | ABUSE/NEGLECT, ETC POLICIES

| ) :
i The facility must develop and implement written }

¢ policies and procedures that prohibit |

!
i
F 225]

)
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! mistreatment. neglect, and abuse of residents
i and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
: by:
t Byased on record review and staff interview the
Tacility failed implement written policies and |
i procedures that prohibit mistreatment, neglect
" and abuse of 8 of 10 residents identified :
(Resident #1, #2, #3, #4, #5, #6, #7, #8.). The i
i findings include: ;

1. Per review of the clinical record on 1/23/13,

| Resident #1 was admitted to the facility on 7/5/11
" with diagnosis that include; early onset ,
i Alzheimer's, memory l0ss, and depressive ,
: disorder.

_Per review of the progress notes, on 1/23/13, |
| Resident #1 was in the dining room during lunch
" on 9/22/12 and took a roll from Resident #2. l
- When Resident #2 said something to Resident
| #1, he/she started hitting/slapping Resldent #2 on
* the head several times. |

; Per review of the clinical record on 1/23/13, the

‘ progress notes dated on 9/27/12 at 3:56 AM
indicated, Resident #1 was in the main dining
room and struck Resident #2 forcefully in the ear
with a spoon. The assessment indicates Resident .

‘#2's right ear was pinkish red and Resident #2 |
complained it “hurt". .
Per review of the clinical record on 1/23/13, the |

- progress notes dated on 10/11/12 at 1:19 AM,

i Resident #1 was observed by another resident's

e 1

F 226(’ 226 483.13(c
DEVELOPMENT/IMPLEMENT

ABUSE/NEGLECT, ETC POLICIES

i

] How the facility will identify I
other residents having the '
potential to be affected and

' what corrective action has
‘ been taken;

( Residents residing at the facility J
have the potential to be '
affected. ’

i The Executive Director will hold

; general staff meetings to l
i communicate facility policies
| and expected actions. J

Measures or systemic changes
. put into place to ensure that !
‘ the deficient practice will not i
recur; I

l Education will be provided to }
: the facility leadership on

ensuring that abuse policies l

and procedures are followed. :

i

Staff will be re-educated on ‘

abuse policies and procedures. :

| i
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- family member, sfapping and pushing Resident

*#4 1o the floor causing Resident #4 injuries.

Per review of the facility written policy and
procedure provided by the facility and titled;
"Abuse Prevention Program”, il indicates that,

i “comprehensive policies and procedures have

{ been developed to aid our facility in preventing

" abuse and govern at a minimum: identification of
occurrences and pafterns of potential

_mistreatment/abuse, the protection of residents

i during abuse investigations, timely, through

! investigations of all reports and allegations of

i abuse, the reporting and filing of accurate

i documents relative to incidents of abuse, and the

-implementation of changes to prevent future
occupancies of abuse."

i Per review of the Corporate Compliance policy
i and procedure provided by the facility as part of
_their current abuse prevention policy and titied

- “Elder Abuse Act’, it indicates that the "centers

will report suspected crimes against residents. All
crimes or suspectad crimes that do nol constitute

serious injury will be reported within 24 hours.
Revera owners, operators, administrators,
employees, managers, agents and contractors
must report”. The policy also indicates what to

report, as most crimes under the Elder Abuse Act

will fall under the general guidelines of abuse or
theft, both of which must already be reported. The
_policy also indicates that "All crimes involving
“residents should be reported regardless of
whether either resident has dementia”.

Per interview with the Interim Dirgctor of Nursing
* (IDNS), and Corporate Clinical Evaluator on
- 1/23/13, and again on 1/30/13, the IDNS

|
|

How the corrective actions will
be monitored to ensure that
the deficient practice does not

recur/quality assurance

program;

Social Services, administrative
staff or regional
operations/clinical staff will
conduct, on a weekly basis:
Direct observation of staff and
resideht interactions and
random interviews of staff to
ensure that abuse policies and

procedures are followed.

Social Services will conduct
randominterviews of residents
to monitor that they are not
experiencing abuse from

anyone.

Results of the audits will be
reviewed and submitted to the
facilities QAPI meeting for
trending and tracking with
remedial measures initiated as

identified.
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_confirmed that hefshe was aware of the resident
to resident abuse and altercationg between
Resident #1 and Resident #2 and #4. The IDNS
confirmed that no thorough internal investigation

" had been conducted regarding these incidents of .

“abuse. The IDNS indicated that the previous

- Administrator who left in November 2012, had

s instructed the IDNS that because the residents
were cognitively impaired, an.investigation did not

| have to be done and the facility did not have to

" notify the appropnate state agencies. The IDNS

| on 1/23/13 in inlerview confirmed thal as a

| Registered Nurse he/she is a mandated reported

"and must notify the appropriate agencies when

; there is a reasonable assumption that abuse may

" have occurred. The IDNS confirmed that he/she

" felt these incidences of resident to resident
altercations were abuse

i 2. Per review of the clinical record on 1/23/13,

. the clinical record indicates that Resident #2 was

-re-admitted to facility on 10/2/12, with diagnoses

" that included persistent mental disorder and

' psychosis, Per review of the clinical record on
1/23/13, the progress note dated 10/26/12 at 4: 38

- PM, indicates "Resident very confused, high

. agitation, screaming at staff and residents,

combative, hitting, grabbing, punching, kicking,

grabbed the sweatshirt of another resident and

almost made the other resident fall.” The

dacumentation did not indicate who the other

resident was.

. Per review of the progress notes there was no
* evidence within the Social Service progress notes
. indicating that Socat Services had assessed

' Resident #2 regarding the Incident of a resident

" o resigent altercation where Resident #2 was the -

F 226/

The Executive Director
Date of Correction;

March 1, 2013

- V280 (oL s
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|
|
i
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: aggressor and grabbed another resident on
j 10/26/12.

Per interview with the Interim Director of Nursing

_(IDNS) and Corporate Clinical Evaluator on

' 1/23/12 and on 1/30/13, the IDNS confirmed that
| he/she was aware of the resident to resident

abuse and altercations between Resident #2 and

another facility resident. The IDNS confirmed that |

. there was no thorough investigation done and no

' documentation identifying who the victim of the

i 10/26/12 incident was. The IDNS indicated that

"the previous Administrator who left in November
2012, had instructed the IDNS that because the

) residents were cognitively impaired, an

; investigation did not have to be done and the

i
I

!
|

" facility did not have to nolify the appropnate state

agencies. The IDNS on 1/23/13 in interview

. confirmed that as a Registered Nurse he/she is a
i mandated reported and must notify the

" appropriate agencies when there is a reasonable

assumptfon that abuse may have occurred.

' 3‘ Per review of the clinical record on 1/23/13, the

: clinical record indicates that Resident # 3 was

- re-admitted to the facility on 10/9/11 with

! diagnoses that included, vascular dementia and

| depressive disorder. Per review of the clinical

_record on 1/23/13, the progress notes dated

i 12/10/12 at 7:52 PM. the notes indicate that

" Resident #3 was sitting in the hallway in his/her

I chair continually yelling out. Another resident
came up to Resident #3 and slapped him/her to
the side of the head and said, shut up you woke

 me up.

' Per interview with the Interim Director of Nursing
- (IDNS) and Corporate Clinical Evaluator on

i

I
|
|
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i 1/23/13 and again on 1/30/13, the IDNS
- confirmed that he/she was aware of the resident
' to resident abuse and altercation between
. Resident #3 and another facility resident. The

{DNS confirmed that there was no thorough

. Investigation done and no documentation
¢ showing who the victim of the 12/10/12 incident
- was. On 1/30/13, the IDNS and Interim
¢ Administrator confirmed that no investigation had
! been conducted and the incldent had not been

- called into the required state agency because the -

IDNS and Interim Administrator indicated they

- believed a report did not have to be done or call

' placed reporting suspected abuse between
confused residents The IDNS confirmed that
he/she felt this incident on 12/10/12 of the

i resident to resident altercation was abuse. The

: IDNS on 1/23/13 in interview confirmed that as a

| Registered Nurse he/she is a mandated reported

" and must notify the appropriate agencies when
there is a reasonable assumption that abuse may
have occurred.

4. Per review of the facilities internal investigation :

and climical record on 1/29/13, they indicated that
on 10/26/12 Resident #8 was admitted to the
facility with diagnoses that included unspecified
anxiety states, dementia without behavioral
_disturbances and depressive disorder. The
: clinical record indicated that on 1/13/13 at 07:51
' AM, the housekeeper observed Resident #8
i hitting his room mate (Resident #5) on the back.
{ The room mate was on the bed of Resident #8
¢ and would not get off.  The progress notes also
"indicates that Resident #8 was asked why he/she
! hit Resident #5 and Resident #8 indicated "l hit
" him because 1 wanted my bed."

1

i
i
|

T
F226i

I
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Per interview with the Interim Director of Nursing i
- (IDNS), Interim Administrator and Corporate !
* Clinlcal Evaluator on 1/30/13, the IDNS !
" confirmed that hefshe was aware of the resident I
_to resident abuse and altercations between ;
- Resident #8 and Resident #5 on 1/13/13. Per l
 interview with the interim Administrator and IDNS, |
they confirmed that an intemal investigation was
compleled and faxed to the required state agency
-on 1/25/13, which was 12 days after the incident
of abuse. The IDNS and Interim Administrator
: confirmed that they had not reported the incident
per regulations because they believed that
. incidents of resident to resident altercations and
abuse did not have to be reported if the residents
involved were cognitively impaired. The IDNS
- confirmed that he/she felt this incident of resident
i to resident altercation was abuse. The IDNS on
" 4/23/13 in interview confirmed that as a
Registered Nurse he/she is a mandated reponed
¢ and must notify the appropriate agencies when
"there is a reasonable assumption that abuse may
have occurred.

5. Per review of the facilities internal investigation
. and clinical record on 1/29/13, they indicated that |
on 1/14/13, Resident #7 slaps Resident #6 on the | i
left side of the face for no reason. Per the :
progress note it indicates staff asked Resident #7
. if she/he slapped Resident #6 and the resident
confirmed he/she did hit Resident #6.

Per interview with the Interim Director of Nursing
(IDNS), Interim Administrator and Corporate

: Clinical Evaluator on 1/30/13, the IDNS

" confirmed that he/she was aware of the resident
to resident abuse and altercation between
Resident #6 and Resident #7 on 1/14/13. The

F 226
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* IDNS confirmed that he/she felt this incident of
resident to resident altercation were abuse. Per
- interview with the Interim Administrator and IDNS .
on 1/30/13, they confirmed that an internal
“investigation was completed and faxed to the
“required state agency on 1/25/13, which was 11
" days after the incident of abuse. The IDNS and
“Interim Administrator confirmed that they had not
. reported the incident per regulations because
. they believed that incldents of resident to resident ,
i altercations and abuse did not have to be ;
| reported if the residents involved were cognitively \
|

I
]
|
\

| impaired. The IDNS confirmed that he/she felt

: this incident of resident to resident altercation

“was abuse. The IDNS on 1/23/13 in interview
confirmed that as a Registered Nurse he/she is a
mandated reporter and must notify the
appropriate agencies when there is a reasonable
assumption that abuse may have occurred.

6. Per review of the facility documentation on
1/30/13, during the extended survey process, it
was identified that there was no evidence that the
_required background checks, (VCIC, OIG and
- APS) were conducted for ihe contracted Interim
Director of Nursing (\DNS) prior to his/her start
‘ date in September 2012,

" Per interview with the Corporate Clinical

- Evaluator on 1/30/13 at approximately 3:00 PM,

. he/she reviewed the employse file provided by

i the facility and confirmed that there were none of
i the required background checks conducted for
“the contracted IDNS as per requirements.

. i
~On 1/30/13 at approximately 3:10 PM, the facility
was asked to provide all the background checks
for all contracted employees used by the fagility |

' I

F 226 i

|
i
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- that have direct care with the residents. At :
approximately, 5:30-6:00 PM the Interim
. Administrator provided the obtained background
checks for all contracted employees of the facility
- that provide direct care with the residents. Per | i
. review of the provided documents on 1/30/13 at ‘ ‘
approximately 6:00 PM, it was identified upon
direct observation of all provided documents that ° !
17 contracted employees did not havé any of the
required background checks (VCIC, APS, and
. O1G) and the facility provided documents for 6 :
* contracted employees that did not contain all the i
i required checks completed and 3 contracted i
- employees whose VCIC check was requested on |
- 1/30/13, the last date of the survey. 5

i Per review of the facility policy and procedure | ‘

provided by the facility and reviewed on 1/30/13, | .

! titted: "Abuse Prevention Program”, it indicates

- that "the facility conducts employee background
checks and will not knowingly employ any
individual who has been convicted of abusing,

" neglecting or mistreating individuals and :
protocols for conducting employment background |

. checks." _ ‘ !

! ; i

| Per interview with the Interim Administrator on :

1 1/30/13 at approximately 6:30 PM, he/she

- indicated that the person that was contacted at
another location to send over the paperwork for
the requested coniract employees only had
provided what was reviewed. The Interim
Administrator when asked was also unable to
confirm that the 3 contracted employees that the
facility had requested VCIC checks on 1/30/13
had been hired on 1/30/13. Per interview with the
Interim Administrator, he/she confirmed that
he/she was aware the background checks were
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" to be performed prior to 2 contracted employee ! |
i starting work. The Interim Administrator also | ]
“ confirmed on 1/30/13 that the facilities current :
' system to ensure that background checks were | |
completed by the human resources employee i ’
had not been effective and no checking was done
I'to ensure all checks were done appropriately ' |
i when the human resources employee left the | i
facility a few weeks prior. ! i
F 250 483.15(g)(1) PROVISION OF MED!CALLY | F 250! 250 483.15(g){1) PROVISION ‘

ss=g « RELATED SOCIAL SERVICE ;

“The facility must provide medically-rélated social

services to attain or maintain the highest I l
. practicable physical, mental, and psychosocial ;
: well-being of each resident. '

' This REQUIREMENT is not met as evidenced _
| by: | i
. Based on record review and staff interview, the :
‘ facmty failed to provide medically-related Social ' |
: Services to altain or maintain the highest
practicable physical, mental, and psychosaocial i
 well-being of 8 of 10 residents identified ! :
| (Resident's #1, #2, #3, #4, #5, #6, #7, and #8). |
' The findings include: i

1 Per review of the clinical record on 1/23/13, i

' Resident #1 was admitted to the facility on 7/5/11 i

" with diagnoses that include; early onset ' ,
: Alzheimer's, memory loss, and depressive i

disorder. ; i
i .
" Per review of the progress notes, on 1/23/13, l
' Resident #1 was in the dining room during funch
_on 9/22/12 and took a roll from Resident #2, P :
‘ ! |

OF MEDICALLY RELATED
SOCIAL SERVICES

Corrective action
accomplished for those
residents found to have been
affected;

Residents #1 and # 2 no longer
reside at the facility.

Residents #3, #4, #5, #6, #7,
and #8 have been re-assessed
by Social Services to identify
and address their needs related
to behavior management.

How the facility will identify
other residents having the
potential to be affected and
what corrective action has
been taken;

!
i
I
;
i
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- When Resident #2 said something to Resident
. #1, ne/she started hitting/slapping Resldent #2 on ;
 the head several times.
3 |
¢ Per review of the clinical record on 1/23/13, the
* progress notes dated on 9/27/12 at 3:56 AM
indicated, Resident #1 was In the main dining
- room and struck Resident #2 forcefully in the ear
_with a spoon. The assessment indicates Resident :
_#2's right ear pinkish red and Resident #2 i
comptained it "hurt". '
; !
" Per review of the ¢linical record on 1/23/13, the
progress notes dated on 10/11/12 at 1:19 AM, ,
slate that Resident #1 was observed by another !
resident's family member, slapping and pushing }
4

- Resident #4 to the floor causing Resident #4
Injuries.

i Per review of the progress notes there was no

evidence within the Social Service progress notes -

indicating that Social Services had assessed

- Resident #1, #2 or #4 regarding the incident of
resident to resident altercations where Resident
#1 was the aggressor and Resident #2 and #4
were the victims of abuse on 9/22/12, 9/27/12
and 10/11/12,

Per interview on 1/23/13, the facility Social
Service worker (SSW) confirmed that no
assessment had been done by Social Services
regarding resident to resident abuse on 8/22/12,
9/27 and 10/11/12. The SSW confirmed that
“hefshe did not evatuate Residents #1, #2, and #4
 to ensure that the current care plan was
: sufficiently meeting the specific needs of
Resident #1 being the aggressor and Residents
- #2 and #4 being the victims of abuse. The SSW

IDT will identify each resident
who has behaviors through

walking rounds.

Residents who have behaviors
and personal histories that
render them at risk for abusing
other residents or being abused
by other residents will be
reviewed by the DT, plan of
care reviewed, physician and
psychologist consulted, and a

behavior management plan
developed.

Incidences of resident to
resident altercations/abuse
which have occurred since
January 30, 2013 will be
audited by the Regional
Director/Quality Improvement
Nurse to identify areas needing

corrective action related to
compliance with this
deficiency. The Director of
Social Services will be
responsible for making
; corrections as.identified.
i
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! confirmed that the care plans for Residents #1,

| #2 and #4 had not been reviewed and revised to
{ meet the potential and actual needs of a resident |
“involved in resident to resident altercation '
i resulting in abuse and interventions placed to
: ensure that resident to resident abuse did not

{ occur again.

i Per interview with the Interim Director of Nursing
(JDNS), and Corporate Clinical Evaluator on
1/23/13, The IDNS confirmed that he/she felt

" lhese incidences of resident to resident

altercations were abuse and the facility

- expectation is that the SSW would address the

; altercations.

needs of residents Involved in resident to resident

. 2. Per review of the clinical record on 1/23/13, it !
-indicates that Resident #2 was re-admitted to the ;

facility on 10/2/12, with diagnoses that include
persistent mental disorder and psychosis. Per
review of the clinical record on 1/23/13, the

. progress note dated 10/26/12 at 4:38 PM,

"indicates "Resident very confused, high agitation, :
screaming at staff and residents, combative, '
hitting, grabbing, punching, Kicking, grabbed the
sweatshirt of another resident and almost made
the other resident fall”. The documentation did

" not indicate who the other resident was.

“was no evidence within the Social Service
progress notes indicating that Social Services

i
!

,

Per raview of the progress notes on 1/23/13 there ;

had assessed Resident #2 regarding the incident
of resident to resident altercation where Resident
#2 was the aggressor and a unidentified resident
was the potential victim on 10/26/12.
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Measures or systemic changes
put into place to ensure that
the deficient practice will not

recur;

During the weekly behavior
management rounds, the team
will review residents involved
in resident to resident !
altercations/abuse. The ;
resident’s attending physician
will be notified of behavior
round team assessments.

Social Service staff will be
provided with education on
addressing and documenting
the needs of resident involved
in resident to resident

altercations/abuse.

Social Service Director will
conduct assessments and
ensure that each resident’s
psychosocial well-being is
addressed in their medical

record and as part of the IDT
plan of care.
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* Per interview on 1/23/13, the facility Social

- Service worker (SSW), he/she confirmed that no
assessment had been done by Social Services
regarding the resident to resident aitercation and
potential abuse on 10/26/12. The SSW confirmed
i that he/she did not evaluate Resident#2 to

i
!

“ensure that the current care plan was sufficiently

meeting the specific needs of Resident #2 being
. the aggressor. The SSW was not able to identify
who the potential victim was in the altercation
: documented in the medical record on 10/26/12.
" The SSW confirmed that the care plans for
 Resident #2 had not been reviewed and revised
“to meet the potential and actual needs of a
resident involved in resident to resident
; altercation and interventions placed to ensure
" that resident to resident altercation did not occur
" again.

. Per interview with the Interim Director of Nursing

- (IDNS). and Corporate Clinical Evaluator on

*1/23/13, the IDNS confirmed that he/she felt

- these incidences of resident fo resident

" altercations were abuse and the facility

“expectation is that the SSW would address the

. needs of residents involved in resident to resident

: altercations. The IDNS and Corporate Clinical

" Evaluator were unable to identify the other
resident invoived in the documented altercation
with Resident #2 on 10/26/12.

3. Per review of the clinicai record on 1/23/13, the
clinical record indicates that Resident # 3 was
re-admitted to the facility on 10/9/11 with

- diagnoses that included; vascular dementia and

{ depressive disorder. Per review of the clinical

i record on 1/23/13, the progress notes dated

12/1012 at 7:52 PM, indicate that Resident #3

|

How the corrective actions will
be monitored to ensure that
the deficient practice does not
recur/quality assurance
program;

Residents who are displaying
exacerbated behaviors will be
identified during Concurrent
Review. The resident will be
reviewed by the Behavior
Management team, a medical
record review conducted, plan
of care revised as warranted,
and interventions
implemented.

The Director of Social Services
or Regional Director/Quality
Improvement Nurse will audit
medical records at least weekly
to ensure that residents who
areinvolved in resident to
resident altercations/abuse are
assessed by Social Services to
identify and address their
needs related to the
altercation/abuse.

-2 CMS-2667(02-89) Pravious Versions Ovsolete Event ID:WY2L11

nnnnn “YInn un

Facility 1D: 475037

If continuation sheet Page 44 of 74




izPARTMENT OF HEALTH AND HUMAN SERVICES
_ZNTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/11/2013
FORM APPROVED
OMB NO. 0938-0381

< YEMENT OF OEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
"~ PLAN OF CORRECTION IDENTIFICATION NUMBER:
475037

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
8. WING c
' —— 01/30/2013

iE OF PROVIDER OR SUPPLIER

“OWAN COURT HEALTH & REHAB

STREET ADDRESS, CITY, STATE. ZIP CODE
378 PROSPECT STREET

BARRE, VT 05641

D o SUMMARY STATEMENT OF DEFICIENCIES ;
HEFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL ;
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

-

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION i X5)
{EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE ;.  DATE
DEFICIENCY) :

=250 Continued From page 44
- was sitting in the hallway in his/her chair
continually yelling out. Another resident came up -
10 Resident #3 and slapped him/her to the side of :
- the head and said, shuf up you woke me up. i

. Per review of the progress notes on 1/23/13 there :
was no evidence within the Social Service :

progress notes indicating that Social Services

had assessed Resident #3 regarding the incident

of resident to resident altercation where Resident :

#3 was the victim of abuse by an unidentified i

resident on 12/10/12. [

Per interview on 1/23/13, the facility Social
Service worker {SSW) confirmed that no
assassment had been done by Social Services
regarding the resident to resident altercation and
abuse on 12710/12. The SSW confirmed that
he/she did not evaluate Resident #3 to ensure
that the current care plan was sufficiently meeting
the specific needs of Resident #3 who was the
- victim of abuse on 12/10/12 by another resident.
“The SSW was not able to identify who the
- potential aggressor in the aftercation documented

in the medical record on 12/10/12. The SSW
" confirmed that the care plans for Resident #3 had
" not been reviewed and revised to meet the
i potential and actual needs of a resident invalved
{ in resident to resident altercation and the victim ofi
‘abuse and interventions placed to ensure that
i resident to resident altercation and abuse did not (
| oceur again.

l{ Per interview with the Interim Director of Nursing
: (IDNS), and Corporate Clinical Evaluator on .
. 1/23/13, The IDNS confirmed that he/she felf the
i incident on 12/10/12 where there was a resident
" to resident altercation and was considered abuse. |
J

F 250

!
|

Faso PoC secephtd A2EN3 |
Cmluivian R\ e

Results of the audits will be |
reviewed and submitted to the
facilities QAPI meeting for
trending and tracking with

remedial measures initiated as
identified.

Person Responsible; )
Social Services Director

Date of compliance;

March 1,2013
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“ The IDNS confimed that the facility expectation
| is that the 8SW would address the needs of '
' residents involved in resident to resident
i altercations. The IDNS and Corporate Clinical i
i Evaluator were unable to identify the other
resident involved in the documented altercation |
with Resident #2 on 12/10/12, '

: 4. Per review of the facility's internal investigation |
and clinical record on 1/29/13, they indicated that |

i on 10/26/12 Resident #8 was admitted to the

' facility with diagnoses that included unspecified

i anxiety states, dementia without behavioral i

. disturbances and depressive disorder. The ;

! clinical record indicated that on 1/13/13 at 07.51 !

| AM, the housekeeper observed Resident #8

- hitting his room mate (Resident #5) on the back.

I The room mate was on the bed of Resident #8

i and would not get off. The progress notes also
indicates that Resident #8 was asked why he/she -

' hit Resident #5 and Resident #8 indicated "I hit !

. him because | wanted my bed." i

‘ Per review of the progress notes on 1/23/13 there ,
" was no evidence within the Sacial Service i
" progress notes indicating that Social Services '
“had assessed Resident #8 and #5 regarding the |
Lincigent of resident to resident altercation where
. Resident #8 was the aggressor and Resident #5 l
‘was the victim of abuse. i

' Per interview on 1/23/13, the facility Social Work |
I worker (SSW) confirmed that if there was no |
_ documentation in the clinical record by SS that”

" this meant that no assessment had been done by
i Social Services regarding the resident to resident
! altercation and potential abuse. The SSW

F 250!
!

!
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 confirmed on 1/23/13 that if there was no

"“documentation from SS that this meant the the
SSW did not evaluate residents current care plan .
of those residents involved in resident to resident .

 altercations resulting in abuse. The SSWalso |

: confirmed on 1/23/13 that no documentation also |

: meant that the SSW did not ensure that the

i current care plan was sufficiently meeting the

- specific needs of residents invaived in resident to

* resident altercations where there is a
documented aggressor and documented victim..
The Interim Administrator on 1/30/13 confirmed
that the care plans for Resident #8 and Resident |

| #5 wers not reviewed and revised until 1/25/13, |

|

{12 days after the incident occurred on 1/13/13 to
ensure the care plan met the potential and actual |
: needs of Resident #8 and Resident #5 involved in
" resident to resident altercation and interventions
placed to ensuré that resldent to resident :
altercation and abuse did not occur again.

|
Per interview with the Interim Director of Nursing ]
(IDNS), and Corporate Clinical Evaluator on l
1/23/13, The IDNS confirmed that he/she felt
these incidences of resident to resident ‘
altercations were ahuse and the facility !
expectation is that the SSW would address the
needs of resigents invalved in resident to resident
altercations. :

5. Per review of the facility's internal investigation
and clinical record on 1/29/13, they indicated that
on 1/14/13. Resident #7 slapped Resident #6 on
. the left side of the face for no reason. Per the
i progress note it indicates staff asked Resident #7
!if she/he slapped Resident #6 and the resident
" confirmed hefshe did hit Resident #6. L

F 250

i
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. |
Per review of the progress notes on 1/23/13 there ; i
was no evidence within the Social Service : ) : ,
| progress notes indicating that Social Services '
- had assessed Resident #7 and #6 regarding the | g‘
incident of resident to resident altercation where i . |
Resident #7 was the aggressor and Resident #6 '
!was the victim of abuse.

“Per interview on 1/23/13, the facility Sacial Work ! |
worker (SSW) confirmed that if there was no : ‘
i documentation in the clinical record by SS that ﬁ
. this meant that no assessment had been done by | |
! Social Services regarding the resident to resident | | i
altercation and potential abuse. The SSW : ’
- confirmed on 1/23/13 that if there was no X
. documentation from SS that this meant the the | l
" SSW did not evaluate residents current care plan | i l
. of those residents involved in resident to resident ' i
: altercations resulting in abuse. The SSW also _
 confirmed on 1/23/13 that no documentation also i i
i meant that the SSW did not ensure that the : , |
i current care plan was sufficiently meeting the ! | |
| specific needs of residents involved in resident to | :
i resident altercations where there is a :
| documented aggressor and documented victim.. ‘ !
“The Interim Administrator on 1/30/13 confirmed | '
“that the care plans for Resident #7 and Resident ;
| #6 were not reviewed and revised until 1/25/13, | |
- 11 days after the incident occurred on 1/14/13 to
" ensure the care plan met the potential and actual |
‘needs of Resident #7 and Resident #6 involved in _
resident to resident altercation and interventions i
. placed to ensure that resident to resident ', !
 altercation and abuse did not occur again. ' '
' Per interview with the interim Director of Nursing | 3
i (IDNS), and Corporate Clinical Evaluator on i i
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1/23/13, The IDNS confirmed that he/she felt .
“these incidences of resident to resident ;
- altercations were abuse and the facility : j
| expectation is that the SSW would address the ! F280 483.20(D)(3)
‘needs of residents involved in resident to resident :
altercations. ; i 483.10(K](2) RIGHT TO |
280 : 483.20(d)(3), 483.10(k)(2) RIGHT TO ‘ F 280! PARTICIPATE PLANNING CARE '
38k i PARTICIPATE PLANNING CARE-REVISE CP ! ! —REVISE CP !
The resident has the right, unless adjudged i Corrective action
' incompetent or otherwise found to be ! ' )
- incapacitated under the laws of the State, to accomplished for those
: participatg in planning care and treatment or : i residents found to have been
! changes in care and treatment. i ! affected:
' A comprehensive care plan must be developed ' )
- within 7 days after the completion of the l [ Residents #1and # 2 no longer
i comprehensive assessment; prepared by an : reside at the facility.
“interdisciplinary team, thatincludes the attending _
' physician, a registered nurse with responsibility Residents #3, #4, #5, #6, #7,
for the resident, and other appropriate staff in ; i
disciplines as determined by the resident's needs, ' f and #3 have been re-assessed :
and, 10 the extent practicable, the participation of | by the IDT and their care plans !
the resident, the resident's family or the resident's - ; and/or behavior management |
legal representative; and periodically reviewed i .
_and revised by a team of qualified persons after plans have been revised.
. each assessment.
: : How the facility will identify
% ) ‘ other residents having the
P ' i potential to be affected and
. This REQUIREMENT is not met as evidenced . what corrective action has
by: _ } | } been taken;
Based on record review and staff interview the | :
facility failed to ensure that the comprehensive DT will identify each resident
care plans for 8 of 10 identified residents : i
(Resident #1, #2, #3, p4, #5, #6, #1, #8), who g who has behaviors through
were involved in resident to resident altercations ! walking rounds.
i
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| resulting in abuse were not reviewed and revised l Residents who have behaviors |
 after the resident to resident incidences to ensure | ! and personal histories that
i thatthe care plans_reﬂeded the current specific | render them at risk for abusing |
needs of each resident, : ) , ;
E ) other residents or being abused |
i . L. | !
1. Per review of the clinical record on 1/23/13, ! by other residents will be |
; Rgsldgnt #1 was admrtted to the facility on 7/5/11 i | reviewed by the IDT, plan of !
*with diagnoses that include; early onset : i _ o :
Alzheimer's, memory loss, and depressive i : care reviewed, physician and |
disorder. 1 ' psychologist consulted, and a l
' | behavior management plan :
. Per review of the progress notes, on 1/23/13, : | & P '
' Resident #1 was in the dining room during lunch | l developed. :
on 9/22/12 and toak a roll from Resident #2. ; i _ l
When Resident #2 said something to Resident : Measures or systemic changes :
i #1, he/she start(id‘hirting/slapping Resident #2 on | putinto place to ensure that |
j the head several times. l the deficient practice will not
" Per review of the clinical record on 1/23/13, the ; recur; :
progress notes dated on 9/27/12 at 3:56 AM | |
indicated, Resident #1 was in the main dining | A Behavior Management Team
{ room and struck Resident #2 forcefully in the ear K " . . _
'. with a spoon. The assessment indicates Resident . will be eStéb“She_d’ including
" #2's right ear pinkish red and Resident #2 | ! membership minimally by '
complained it “hurt”. : nursing, social service, (
! act .
Per review of the clinical record on 1/23/13, the ctivities, rehabilitation, and |
i progress notes dated on 10/11/12 at 1:19 AM, i psychologist. This team will
' state that Resident #1 was observed by another _ meet weekly and conduct
‘resident’s family member, slapping and pushing i behavior ma :
' Resident #4 to the floor causing Resident #4 ‘r nagement rounds. [
injuries. y } The resident’s attending |
. ' physician will be notified of :
 Per review pf the progress notes there was no behavior round team
| evidence within the Sacial Service progress notes j
indicating that Social Services had assessed | 3 assessments. :
: Resident #1, #2 or #4 regarding the Incident of ; ; '
resident to resident altercations where Resident ! _[
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. #1 was the aggressor and Resident #2 and #4 |
were the viclims of abuse on 9/22/12, 9/27/12 ,

~and 10/11/12.

|

- Per interview on 1/23/13, the facility Social

t Service worker (SSW) confirmed that no |

" assessment had been done by Social Services
regarding resident to resident abuse on 9/22/12, |

8127 and 10/11/12. The SSW confirmed that

" helshe did not evaluate Residents #1, #2, and #4

. to ensure that the current care plan was ;
sufficiently meeting the specific needs of :
Resident #1 being the aggressor and Residents |

- #2 and #4 being the victims of abuse. The SSW

“confirmed that the care plans for Residents #1,

#2 and ¥4 had not been reviewed and revised to |

"meet the potential and actual needs of a resident
involved in resident to resident altercation |
resultmg in abuse and interventions placed to
" ensure that resident to resident abuse did not

, OCcur again. !
Per interview with the Interim Director of Nursing |

“(IDNS), and Corporate Clinical Evaluator on 5

1/23/13, The IDNS confirmed that he/she felt
_these incidences of resident to resident

. altercations were abuse and the facility

- expectation is that the SSW would address the
needs of residents Involved in resident to resident .
. altercations.

:2. Per review of the clinical record on 11230131t !

| indicates that Resident #2 was re-admitted to the

i facility on 10/2/12, with diagnoses thatinclude

i persistent mental disorder and psychosis. Per |
_review of the clinical record on 1/23/13, the i

1 progress note dated 10/26/12 at 4:38 PM, '
mdlcales "Resident very confused, high agitation, |

! risk for altercations have been |
i developed to assist staff with a ‘
| tool to consult for resident f
behaviors, triggers, and
intervention strategies.

IDT members will be provided
with education on developing I
behavior management

strategies and care plans aimed ’
at preventing occurrences of
resident to resident

; altercations/abuse.

How the corrective actions will
! be monitored to ensure that ’
j the deficient practice does not :
J recur/quality assurance |
program; )

Residents who are displaying

_ exacerbated behaviors will be |
identified during Concurrent I
Review. The resident will be

i reviewed by the IDT, a medical

' record review conducted, plan

i and interventions

of care revised as warranted, l
I
implemented. |
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280" Continued From page 51 | F 280 The Director of Social Services,

screaming at staff and residents, combative, :
. hitting, grabbing, punching, kicking, grabbed the : , , ,
' swealshirt of another resident and almost made - ‘ Director/Quality Improvement
_the other resident fall". The documentation did i Nurse will audit care plans at
" not indicate who the other resident was. !

i Director of Nursing, or Regional

least weekly to ensure that

| Per review of the progress notes on 1/23/13 there | f comprehensive care plans are
-was no evidence within the Social Service ‘ ‘ in place and revised to prevent
| progress notes indicating that Social Services | occurrences of resident to

: had assessed Resident #2 regarding the incident |

- of resident to resident altercation where Resident | '

*#2 was the aggressor and a unidentified resident , f
was the potential victim on 10/26/12.

resident altercations/abuse, |

and monitor changes that may

l trigger abusive behavior. |
' :

- Per interview on 1/23/13, the facility Social
i Service worker (SSW), he/she confirmed that no
" assessment had been done by Social Services
i regarding the resident to resident altercation and |
potential abuse on 10/26/12, The SSW confirmed ' facilities QAP! meeting for
that he/she did not evaluate Resident #2 to ’ trending and tracking with (
ensure that the current care plan was sufficiently _ remedial measures initiated !
: meeting the specific needs of Resident #2 being j remed asures initiated as ‘
" the aggressor. The SSW was not able to identify ' identified.
who the potential victim was in the altercation : |
i documented in the medical record on 10/26/12. ] !
i The SSW confirmed that the care plans for _ |
Resident #2 had not been reviewed and revised | . . ) :
"to mest the potential and actual needs of a | _ Social Services Director ]
. resident involved in resident to resident !

| Results of the audits will be i
i reviewed and submitted to the

Person Responsible; (

" altercation and interventions placed to ensure Date of Correction;
that resident to resident altercation did not occur | |
s again. . _ March 1, 2013 i

: i - . i _
Per interview with the Interim Director of Nursing : Fas0 toc &Uﬁ?\ﬂ“ el l
(IDNS), and Corporate Clinical Evaluator on CMGvian ) P~
. 1/23/13, the IDNS confirmed that he/she felt .
“these incidences of resident to resident ; | E
i altercations were abuse and the fagility | | |
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- expectation is that the SSW would address the
" needs of residents involved in resident to resident !
" altercations. The IDNS and Corporate Clinical

Evaluator were unable 1o identify the other ,
resident involved in the documented altercation I
! with Resident #2 on 10/26/12. :

3. Per review of the clinical record on 1/23/13, the :
clinical record indicates that Resident # 3 was |
re-admitted to the facility on 10/9/11 with

. diagnoses that included; vascular dementiaand
i depressive disorder. Per review of the clinical |
" record on 1/23/13, the progress notes dated

1 12/10/12 at 7:52 PM, Indicate that Resident #3

i was sitting in the hallway inhis/her chair ]
I continually yelling out. Another resident came up
_to Resident #3 and slapped him/her to the side of
i the head and said, shut up you woke me up.

Per review of the progress notes on 1/23/13 there
was no evidence within the Social Service
pragress notes indicating that Social Services
had assessed Resident #3 regarding the incident
- of resident to resident altercation where Resident
#3 was the victim of abuse by an unidentified
: resident on 12/10/12.

- Per interview on 1/23/13, the facility Social !
Service worker (SSW) conﬂrmed that no !
1 assessment had been done by Social Services
! regarding the resident to resident altercation and l
abuse on 12/10/12. The SSW confirmed that
he/she did not evaluate Resident #3 to ensure
that the current care plan was sufficientty meeting
: the specific needs of Resident #3 who was the
victim of abuse on 12/10/12 by another resident.
" The SSW was not able to identify who the
potentlal aggressor in the altercation documented | ]

]
5

;
|

|
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+ 280, Continued From page 53 !
in the medical record an 12/10/12. The SSW !
' confirmed that the care plans for Resident #3 had | |
- not been reviewed and revised to meet the i |
 potentiat and actual needs of a resident involved | i
in resident to resident altercalion and the victim of
. abuse and interventions placed to ensure that ! |
resident to resident altercation and abuse did not : )
occur again.

S

Per interview with the Interim Director of Nursing | 1 _
(IDNS), and Corporate Clinical Evaluator on i ! |_
1/23/13, The IDNS confirmed that he/she felt the i l
incident on 12/10/12 where there was a resident , '
to resident altercation and was considered abuse. . , - ;
The IDNS confirmed that the facility expectation ! ! l
is that the SSW would address the needs of i I
residents involved in resident to resident 3 '

altercations. The IDNS and Corporate Clinical , |
Evaluator were unable to identify the other : : i
resiclent involved in the documented altercation -f

: with Resident #2 on 12/10/12. 'g |

' 4. Per review of the facility's internal investigation ,
“ and clinical record on 1/29/13, they indicated that | ;
on 10/26/12 Resident #8 was admifted to the | ' I
facility with diagnoses that included unspecified i
" anxiety states, dementia without behavioral
. disturbances and depressive disorder. The :
clinical record indicated that on 1/13/13 at 07:51 | : :
" AM, the housekeeper observed Resident #8 |
 hitting his room mate (Resident #5) on the back.
. The room mate was on the bed of Resident #8
: and would not get off. The progress notes also
. indicates that Resident #8 was asked why he/she ‘
, hit Resident #5 and Resident #8 indicated "I hit |
|

l

i

| '

|

. him because | wanted my bed.” '
i
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280 1 Continued From page 54
: Per review of the pragress notes on 1/23/13 there |
" was no evidence within the Soclal Service !

! progress notes indicating that Social Services
i had assessed Resident #8 and #5 regarding the |

. incident of resident to resident aitercation where
Resident #8 was the aggressor and Resident #5
was the victim of abuse. I

Per interview on 1/23/13, the facility Social Work
worker (SSW) confirmed that if there was no i
i documentation in the clinical record by SS that
i this meant that no assessment had been done by ‘
Social Services regarding the resident to resident '
_altercation and potential abuse. The $SW
‘I confirmed on 1/23/13 that if there was no
i documentation from S§ that this meant the the
SSW did not evaluate residents current care plan .
- of those residents involved in resident to resident
! altercations resulting in abusse. The SSW alsa
i confirmed on 1/23/13 that no documentation also |
“meant that the SSW did not ensure that the
current care plan was sufficiently meeting the
" specific needs of .residents involved in resident to
' resident altercations where there is a |
" documented aggressor and documented victim..
“The Interim Administrator on 1/30/13 confimed !
! that the care plans for Resident #8 and Resident
i #5 were not reviewed and revised until 1/25/13,
.12 days after the incident occurred on 1/13/13t0
- ensure the care plan met the potential and actual
. needs of Resident #3 and Resident #5 involved in
, resident to resident altercation and interventions :
placed to ensure that resident to resident |
- altercation and abuse did not occur again,

Per interview with the Interim Director of Nursing
' (IDNS), and Corporate Clinical Evaluator on
* 1/23/13, The IDNS confirmed that he/she feit

'

|

|
i

R
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these incidences of resident to resident
. altercations were abuse and the facility

_expectation is that the SSW would address the
i needs of residents involved in resident to remdent

- altercations.
l

5. Per review of the facility's internal investigation

1

and clinical record on 1/29/13, they indicated that |

»on 1/14/13, Resident #7 slapped Resident #6 on

“the left side of the face for no reason. Per the

- progress note it indicates staff asked Resident #7

if she/he slapped Resident #6 and the resident

conflrmed he/she did hit Resident #6.
I

. Per review of the progress notes on 1/23/13 there

' was no evidence within the Social Service
progress notes indicating that Social Services

- had assessed Resident #7 and #6 regarding the
"incident of resident to resident altercation where
; Resident #7 was the aggressor and Resident #6

" was the victim of abuse.

Per interview on 1/23/13, the facility Sociat Work

I worker (SSW) confirmed that if there was no

. documentation in the clinical record by SS that
“ this meant that no assessment had been done by !

|

Social Services regarding the resident to resident |

, altercation and potential abuse. The SSW
! confirmed on 1/23/13 that if there was no

i documentation from SS that this meant the the

' SSW did not evaluate residents current care plan
_of those residents involved in resident to resident !

" altercations resuiting in abuse. The SSW also

! confirmed on 1/23/13 that no documentation also

“meant that the SSW did not ensure that the
current care plan was sufficiently meeting the

f specific needs of residents involved in resident to |

;r_
|
|
|
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- 280 - Continued From page 56
- resident altercations where there is a ,
i documented aggressor and documented victim..
; The Interim Administrator on 1/30/13 confirmed

I that the care plans for Resident #7 and Resident |

#6 were not reviewed and revised until 1/25/13,

11 days after the incident occurred on 1/14/13 to !

- ensure the care plan met the potential and actual

. needs of Resident #7 and Resident #6 involved in .

‘ resident to resident altercation and interventions

placed to ensure that resident to resident
: altercation and abuse did not occur again.

| Per interview with the Interim Director of Nursing |

{IDNS), and Corporate Clinical Evaluator on
1/23/13, The IDNS confirmed that hefshe felt

' these incidences of resident to resident

_ altercations were abuse and the facility

" expectation is that the SSW would address the

!

needs of residents involved in resident to resident |

; altercations. '
F 281 483.20¢(k)(3)(I) SERVICES PROVIDED MEET
ss=p ' PROFESSIONAL STANDARDS

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

This REQUIREMENT s not met as evidenced
by .
. Based on observation, record review and
- interview, the facility failed to provide services
" that meet professional standards of quality for 1
‘ of 10 applicable resident regarding medication
" management.
" (Residentit 1, #2,#3 34 #5 #6 #7 #8,and #3)

¢ Findings include:

1. Per record review on 01/29/13 of Resident

i
|
T
1
F 280,

! 281 483.20(Kk){s){i) SERVICES
| PROVIDED MEET
PROFESSIONAL STANDARDS

| Corrective action
' accomplished for those

|

|
l
|
_l
|

residents found to have been

i affected;

For resident #9, medications
are being administered
according to professional
standards.

PR
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£ 284" Continued From page 57 ] Fog1i How the facility will identify ;

- #9's medical record, wrong medication was given | ! other residents having the [

; that was not in accordance with physician orders . i potential to be affected and |
and there was a failure to document and '_ what corrective action has |
administer medication based on nursing ! ’

« professional standards of practice. Per review of j been taken; |

R niel Adrpmllstratlon Record (MAR) : i Residents who have orders for .
there was a physician's order for Morphine . : o _ j
Sulfate Extended Release 15 mg (milligrams) to ; medications have the potential |

I be given BID (twice per day at 9:00 AM and HS j to be affected.

i (hour of sleep). Per the MAR, Morphine was i i
given 01/03/13 at 12 Noon. The Narcohc Book : Medication pass and Narcotic ,

| shows the medication as being given at 9:50 AM i ) o |

' that day , Count observation audits will '

: M | i

‘ ! : be conducted by the pharmacy .
Per interview on_01/29/13 at 4:OQ P.M. the nurse | | consultant. Areas identified as |

- stated "I didn't give [all} the morning meds, as | ! cedin t' b |

- knew the resident was not taking anything that | i n g correction will be |
morning and | gave it at noon." When asked why i addressed and corrected by the |

. the Narcotic Book has it listed as being given at ' Director of Nursing. |

19:50 AM, the nurse stated "} can't remember if | |

| & N 1 .

'poured it at 9:50 AM, and then held Itin the med ' ' )

, drawer.” S/he confirmed that this is not best [ l Mea‘sures or systemic changes !

. practice for pouring, storing, documentation or putinto place to ensure that l

, administering narcotic medication. | | the deficient practice will not

f : , : : |
"\n addition. Resident #9 had a physician's order | ' recur; |
- for Clonazepam (an anti-anxiety medicaton)to i _ ‘ _ 1
"be given at HS only. Per the MAR, Resident #3 i Licensed nursing staff will be :
‘received Clonazepam 1.5 mg on the morgig%:ﬁf ; i re-educated on administering |
01/16/13 at 10:00 AM and 01/17/13 at 7: . L ) !

. although the physician order is for an evening ; med'c‘—’_'t'on's and CO”dUC“”'E :

. (HS) dose only.  Per review of an incident report : _ narcotic shift count according !
"dated 01/17/13, it states "when doing countin | ' to professional standards. i
“afternoon with on coming nurse noticed count _ i
,was off. Found that | had given patient a i | Licensed nurses will be i

clonazepam instead of a.m. M3 contin i | _ . _ |
“[Morphine] 15 mg". Per interview at 4:48 P.M. on; required to audit their MAR |
©01/29/13 lhe DNS stated that there should bea | ! and Narcotic Count Book each !
: i | i
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i ' shift to ensure that
~ 281 Continued From page 58 I F 281 d o %
- note or incident report on the 1/16/13 error and i ‘_ ocumentation Is present. i
_the incident report pracess (for wrong [ | ) ) ) '
_ medication], which would investigate and ' How the corrective actions will |
follow-up, is not noted for the 1/17/13 error. ! ' be monitored to ensure that !
‘ ) ‘ ! the deficient practice does not ;
: : .
* Per interview on 01/29/13 at 4:48 P.M. the IDNS : : recur/quality assurance :
 (Interim Director of Nursing Services) confirmed i | program; !
' that nurses did not follow professional standards - |
'+ of quality by giving wrong medications and i Registered Nursing staff will ;
i documenting and/or pouring medication i ] onduct medicati !
incorrectly. | ; conauct medication |
: i administration and shift 1
" Reference: Lippincott Nursing Manual, Williams i | narcotic count observation
: & Wilkins. 8th edition ') : audits; and medication I,
! i administration records/narcotic
. Also see F333 ’ : count books to ensure that !
F 282 . 483.20(k)(3)(ii) SERVICES BY QUALIFIED | F 282'I medications are being :
85=p PERSONS/PER CARE PLAN , . :
! i managed according to i
" The services provided or arranged by the facility ! professional standards. This !
" must be provided by qualiﬂed persons in ! will be done at least three
“accordance with each resident's written plan of ) l
; times per week. i
care. ; (
: i ! The Regional Director/Quality |'
i This REQUIREMENT is not met as evidenced i l Improvement Nurse will :
" by: , ' . o
- Based on record review and staff interview the | i conduct?udxts of medication E
: facility failed to provide for or arrange services by * error incidents. |
. qualified persons in accordance with each ! |
. resident's written plan of care for 1 of 10 . ! ' Results of the audits will be i
'f:ﬁjjgﬁﬁ(Resﬁent#Q)Menhﬁed.Theﬁndmgs : ; reviewed and submitted to the :
| .. . i
‘ ! : facilities QAP meeting for i
: . ‘ ; | trending and tracking with ;
:LF@nmmwonmﬁwonMnmmemmm,@ ! cemedial measures initiated as i
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|

|

F 282 | Continued From page 59

: Resident #9 was admitted to the facility in March

| 2011 with diagnoses that include Dementia,

i muscle weakness, anxiety and the resident had a ’

[ recent hip fracture in November 2012 Perthe |

| plan of care dated 12/06/12 for "At risk for injury |

' related to behaviors, i.e.; calls out frequently, ;

| many times [resident] is-found on fioor on mat I

i beside bed, multipie attempts to stand

| unassisted...” One of the several interventions

. included "low bed in place and tab alarms.” Per |

| a nursing progress note dated 01/02/12 at 9:33 !

P.M. states "about 2050 [8:50 PM] found on fioor |

| near the bathroom door...called and updated

i [family] and asked about 15 minute chacks, which

1 we wers doing and asked if we had low bed with ;

[ & mat on the floor. [ told [family] that | would ask I

; them about this. Called DON [DNS] who was

I here as evening supervisor and [sthe] is going to

- make sure it is done tomorrow”. The resident ’
l

|
|
f
|
|

was without, as care planned, a low bed and mat *
- until the next day.

Per interview at 5:11 P.M. on 01/20/13 the DNS
 stated “"we sometimes take beds when a resident
Lis not using them and this resident returned to the |
 facility on 01/02/13 in the early afternoon”. S/he

further noted that the resident would've still been
. appropriate for a low bed and mat as the mobility |
I status did not change and the resident was still at
i high risk of falls. S/he confirmed that the services l
]. were not provided according to the written care

plan. ]

|
|

F 282 Person Responsible;

|

(

| The Director of Nursing

Date of Correction;

March 1, 2013

281 PoC Bciepled 3PBIB MCulhafied| s

l
|
|

l

282 483.20(k}{3){ii) SERVICES ,

BY QUALIFIED PERSONS/PER
CARE PLAN

Corrective action

residents found to have been

|

|

_l accomplished for those
l

’ affected;

Resident #9s has been
reviewed by the IDT and
his/her care plan is reflective
current needs and
interventions.

other residents having the
potential to be affected and
what corrective action has

I

l

l

[ How the facility will identify
|

|

‘ been taken;

|

of

F 323 . 483.25(h) FREE OF ACCIDENT ! F 323' ‘ _ !
_ 5S=J| HAZARDS/SUPERVISION/DEVICES | IDT will identify each resident _
. ! who has behaviors through |
The facility must ensure that the resident : l " §
. environment remains as free of accident hazards | , walking rounas. ‘
| i _
i CMS-2567(02-89) Pravious Versions Obsolste Event 1D:WY2L11 Facifity ID: 475087 if continuation sheet Page 60 of 74
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| . |
F 323! Continued From page 60 _ F 323 i

ii as is possible; and each resident receives
i adequate supervision and assistance devices to
- prevent accidents.

|
| ;
| ;
ijs REQUIREMENT is not met as evidenced |
| by: :
. Based on record review, observation and staff |
’ interview, the facility failed to ensure that the _
I environment was free of accident hazards and '

that each resident received adequate supervision '
! and assistance devices to prevent accidents for 2 |

. applicable residents. (Resident #9 &10) Findings :
“include: , ’

1. Per record review on 01/28/13 Resident #9,

- did not have an environment as free of an l
accident hazard as possible. The resident's !

| diagnoses include dementia with agitation, a i

. history of multiple falls, a fracture sustained fo the ‘

| left hip in November 2012 and hemiplegia (left

 side weakness). r

! Per a fax to the physician dated 01/25/13 &t 0800

) states "at change of shift 0700 patlent found,

| body on floor with [resident's] neck caught in rail, ,

i [resident's] upper body was lified to get the neck -
from the rail, neck very red, patient moving head.”[

. A nurse progress note dated 01/25/13 at 2:05 PM

“stated "! had been in to see patient about }

. 0645-0650, [s/he] was asking to get out of bed

| and told [resident] that LNA's would be in shortly, |

- at that time [resident] was lying facing wall with

| bell in place and tab alarms attached. At 0700

" LNA's yelling for help went to room found patient :
lying on the floor with [herhis] neck chin caught in |

] injury related to behaviors have

r the potential to be affected.

i IDT willreview and revise each

] resident’s care plan to reflect
current needs and
interventions.

Measures or systemic changes
| put into place to ensure that ’
: the deficient practice will not ;

recur; '

‘ Staff will be educated on |
}’ implementing revised care plan :
interventions timely.

! How the corrective actions will
i be monitored to ensure that
the deficient practice does not
: ’ recur/quality assurance
; program;
' Residents wno are newiy
admitted or re-admitted to the

;
| facility and residents with new
( or changes in their care plan

] interventions will be identified
during concurrent review and
audited to ensure that the

] intervention has been

: @ implemented. L

1RM CMS-2567{02-98) Pravious Versiona Obsolels Evant ID: WY2L11
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F 323 ; Continued From page 61 , F 323 The Director of Nursing or

; the bed rail, [s/he] was not yelling out, asked male
. nurse to come help me, he lifted [residert] by the |
shoulders and lay [resident] on the floor, the :
 patient started complaining that the floor was cold |
i and moving [his/her] neck, without difficulty. vital .
i slgns and neuro checks done within normal limits. l
| Patient's neck red but no complaining of pain and
! moving it. got resident up into wheelchair...started
15 minute checks and got order to discontinue |
the side rails...Doctor faxed and sent back i
| response to check swallowing, breathing and ’
- speech, which had already been checked and
| monitored....most of redness on neck faded,
" (sthe] has a 6.5 cm long red mark on [his/her] l
i k."
| nec

_ Per review of the care plan dated 12/21/12 for

| impaired physical mobility related to left hip ,

' fracture with repair, history of CVA (stroke) and |

! neuropathy in bilateral feet, the care plan notes

- the interventions as maximum assist of 2 staff for |

| bed mobility, encourage/assist with repositioning |

: as needed and continue to monitor and

| re-educate regarding the need for 2 maximum

- assist with transfer. Per observation on 01/29/13
Resident #9's bed was a low-type bed thathad a;
scoop mattress, the right side of the bed was
against the wall and there was a small mattress

| was on the ficor next to the open (left) side of the l

: bed.

The significant change assessment dated [
12/02/12, after the resident sustained a fracture
i of the left hip in November 2012, Section O (side I
« rail evaluation) notes that the resident has ’

| difficulty with balance or poor trunk control and
" has demonstrated poor bed mobility or difficulty
“moving to a sifting position on the side of the bed. l
l

L

|
l Nurse Manager/Supervisor will ,{

assign nursing staff to conduct |
- random direct observation ’
] audits to ensure that care plan (

interventions are followed.

{ The results of the audits will be
reviewed and submitted to the l
[ facilities QAPI meeting for
trending and tracking with 1
’ remedial measures initiated as '
| identified ’
Person Responsible; ‘
' The Director of Nursing |
! Date of Correction; ]
, March 1, 2013 |
F28R PoC accepted 21a8(R i CuibibuRn| P
323 483.25(h) FREE OF ,

j ACCIDENT
‘ HAZARDS/SUPERVISION/DEV] |
|

CES

Corrective action }
l accomplished for those }
. residentsfound to have been '
l affected;
|

|
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; !
F 323 | Continued From page 62 F 323 On January 30, 2013 Resident

Half rails bilalerally were indicated and 'serve as

: an enabler to promote independence’ and an MD
; order was in place. Per review of the 01/03/13
(re-admission from a hospital stay) notes, the
resident armived via stretcher with assist of two. In
addition, in Section D, 'tolal assisl' is needed for
personal hygiene, mobility, transfer, and toilet
use. Section E (fall isk) lists level of
consciousness/mental status as 'intermittent
confusion' and under section H (neurological) as
ilethargic’. Section O {side rail evaluation) notes
that the resident has difficulty with balance or
poor trunk control and has demonstrated poor
bed mability or difficulty moving to a sitting

| position on the side of the bed. Again. half rails

! bilaterally were indicated and 'serve as an enabler
i to promote independence’ and an MD was order
was in'place.

Per review of the signed physician's orders dated
January 2013 there is no order for the side rails.

. Furthermore, there is no determination if the side
 rail use was appropriate given the resident's

{ current history of falls, transfer ability and risk

| factors such as entrapment. There was also no

(I assessment for the use of a scoop mattress.

! Per interview with physical therapy (PT) staff on

1 01/29/12 at 11:00 AM, s/he stated that the

i resident had plateaud with therapy as the resident

| 1S unable/unwilling to work on gaining mobility
independence. The PT was unable to answer as
to why the bed rails were remaoved on the day of

| the incident and to why a scoop maltress was put

©in place if the resident was assessed as using

. side rails as enablers for bed mobility. Per

linterview on 01/29/13 at 3:00 p.m. LNA (Licensed

‘ Nursing Assistant) staff stated "[Resident #9's]

#10's bed was immediately i
switched with a bed and
mattress without gaps, she was
assessed for the need for side
rails and subsequently, the side
rails were removed and an
assist bar was installed on the
left side of her bed.

How the facility will identify
other residents having the
potential to be affected and
what corrective action has

been taken;

On January 28, 29, and 30,
2013 every bed in the facility
was evaluated for potential
entrapment areas, e.g., gaps
between side rail and mattress,
ill-fitting mattress, gaps
between head or foot board
and mattress, etc. Beds have
been evaluated for gaps and
findings were corrected, with
spacers, replacement of
mattresses, etc. Residents with
side rails on their bed were

assessed by a licensed nurse
with input from the IDT. i

/i1 CMS-2567(02-99) Previous Versions Qbsolete
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; l Measures or systemic changes [
F 323 Continued From page 63 : F 323i put |nto place to ensure that l‘

boftom was on the floor and [herlhis] neck was
| pressed against the bar and because of [her/his)

the deficient practice will not

. weight [s/he] was unable to move or get up, [s/he] | recur;
is 50-50 when it comes to moving on [her/his]
own but lately we need to do most things for [the Side rails are no longer utilized

- resident]”. S/he indicated that the resident
: frequently tries to "wiggle off the bed down past

| the side rail".
Staff will be educated on “risk

: Per review of the facility's policy for assessing of entrapment” and checking
. side rails, it notes that the use of side rails
| requires a complete assessment of the resident's

mobility and cognitive functioning to determine

l at the center.
, beds and mattresses for gaps,

loose parts, etc. and what to do

. the category of use. It further states that side rails | should they find such.
) used as an enabler for mobility must include the
- following criteria: a) an evaluation of the ability to é How the corrective actions will

| the resident is able to use the side rails(s) in be monitored to ensure that

rturning; €) a determination that the resident's ! the deficient practice does not
' ability to transfer using the side rail outweighs the : recur/quality assurance
- risk of falls associated with the use of the side l

. move about in bed; b) an evaluation of whether '

i rails. Also, the side rail assessment must include ! program;

: a determination that there is no endangerment or : ! .

| entrapment risk from the gap between side rail Direct observation audits will :
and mattress or increased risk of injury from | be conducted for each bed to

" extremities caught in side rails, and states that
+ side rail pads and bolsters are to be used when ]
I indicated ensure safety with use of side rails. : : potential entrapment areas and !
? _ areas identified corrected :
* Per review of the side rail assessment dated

01/03/13 after a hospital admission, notes that
! the resident has difficulty with batance or poor i
: trunk control and has demonstrated poor bed
- mobility or difficulty moving to a sitting position on : and submitted to the facilities 1
: the side of‘the’bedi Eunhee_rmore, there is no QAPI meeting for trending and

determination if the side rail use was appropriate .
| given the resident's current history of falls,

monitor that there are no

immediately.

Results of the audits reviewed

tracking with remedial

( transfer ability and risk factors such as measures initiated as
. : : identified. NI N—
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; entrapment.

) Per review of the incident report there is no

l'indication as to the mental status or predisposing
- environmental factors. It erroneously states 'no
injuries observed' and the predisposing

- physiologicat factors only as history of recent

. falls, but fails to note co-morbidities, functional

: impairment or use of assistance devices.

' Per interview on 01/30/13 at 10:57 AM, the DNS
. confirmed the assessment was not clear to

determine if side rails (assistance device) were

being used appropriately or if the resident's ability -
to use side rails outweigh the risk as an accident |
i hazard and that the resident sustained injuries in
muitiple attempts to exit the bed around the
bottom of the side rail during the months of
December 2012 and January 2013, ‘

Per interview on 01/29/13 at 1:00 PM, the !
Administrator slated that the resident was on the -
floor and the head/neck area was up against the
rail. The Administrator confirmed that the ;
i resldent needed to be assisted off the floor and
: that the side rails were removed and 2 scO0p

: mattress was ordered because of the safety

issue.

'i

| 2. Per observation on 01/28/13 at 3:00 PM, the
| nurse surveyor observed Resident #10's

I matiress as having a greater than 5 inch gap

i between the left side rail and the mattress. The
 right side of the bed was up against the wall. Per
| further observation on 01/29/13 at 9:00 AM,

! there rernained a gap of about 3 inches between
I the left side rail and the mattress, while the

! bottom of the mattress did not reach the foot of

January 30, 2013.

Executive Director

Date of Correction;

Mcuian | P

{ ATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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“the bed, but had a mattress bolster to fill the
- space. Per interview on 01/29/13 at 12:13 PM,

the Clinical Director stated that the side rails are

—_——

! used as enablers and also both rails are raised 1o |
‘keep the mattress in place™. Per observation on

1 01/30/13 at 11:36 AM, the foot of the bed

| mattress bolster was not secured and a side gap
in the mattress remained at 3 inches. In addition, |

- the call light was not near the resident and the

resident stated at that time "'l can't reach the bell

| and sometimes | can't find it". The resident did

demonstrate the ability to use the side rail to get
_on the side of the bed, however the resident's leg

I got stuck under the rail. Per observation and
I confirmed by the VP of Clinical Services on

£ 01/30/13 at 11:45 AM, the mattress bolster at the

i foot of the bed was not secured (as indicated),
; and a gap between lhe rail and the mattress

. remained. Al this time a new bed/mattress was

" obtained to assure resident safety.
|

| Also see F221
F 356 | 483.30(e) POSTED NURSE STAFFING
35=C | INFORMATION

| The facility must post the following Information on

i a daily basis:
, o Facility name.
| 0 The current date.

; 0 The total number and the actual hours worked

- by the following categories of licensed and

| unlicensed nursing staff directly responsible for

' resident care per shift:

: - Ragistered nurses.

i - Licensed practical nurses or licensed

i vocational nurses (as defined under Siate law).
- Certified nurse aides.

i o Resident census.

F 323i

| 356 483.30(e) POSTED NURSE
STAFFING INFORMATION

-l Corrective action

accomplished for those
i residents found to have been

I affected;

| The daily census and staffing

! information is being posted as

required.

|
n
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I 356 Continued From page 66

. The facility must post the nurse staffing data

“ specified above on a daily basis at the beginning
i of each shift. Data must be posted as follows:

: 0 Clear and readable format.

"o In a prominent place readily accessible to

- residents and vistitors.

. The facility must, upon oral or written request, |

make nurse staffing data available to the public
_for review at a cost not to exceed the community -
: standard.

The facility must maintain the-posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

é'This REQUIREMENT is not met as evidenced

by

Based on observation and interview, the facility
failed to ensure that daily census and staffing

¢ information was posted as required. This 1

" potentially affects all Residents in the acility.

Findings include:

During observation of the facility on 01/30/13 at
3:15 PM, the facllity's census and dally staffing
- information was not in a clear and readable
. format. The posting showed the RN (Registered
i Nurse) staffing for the day shift as 2-3 and the
| LPN (Licensed Practical Nurse) staffing on the
! day shift as 9-10. Per interview at that time the
| DNS (Director of Nursing Services) stated "I
" think it means that staffing changes during the

shift but | am not sure”. Per further review of the |
daily census, on 01/21/13 the day shift shows RN
. staffing as 3-4 and the LPN as 3-2, on 01/15/13
I

L

How the facility will identify
F 356, other residents having the

) PROVIDER'S PLAN OF CORRECTION T
|

what corrective action has

been taken;

Residents who reside at the
center have the potential to be j

affected.

Measures or systemic changes
put into place to ensure that
the deficient practice will not

recur;

Nursing Supervisor will update
the staffing information with

any changesin the staffing (
pattern each shift.

How the corrective actions will
be monitored to ensure that
the deficient practice does not

recur/quality assurance

program;

The Director of Nursing or
designee will audit the staffing
information to ensure that it is
correct. This will be done at

least weekly.

i
potential to be affected and l
|
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< 356 Continued From page 67 | F 356 Results of the audits will be !
' LPN on the day shift as 3-2 and on 01/13, 01/12 | reviewed and submitted to the i
and 01/11 for the day shift LPN staffing as 4-3, ‘ - .
RN staffing on the evening shift on 01/05 & facmt!es QAP mee.tlng fF)r
“01/06/13 states 3-2. Per interview at 3:36 PM, i trending and tracking with
“the scheduler stated that “at some polnt during I remedial measures initiated as
i the shift there is a change in the staffing patiern ¢ | identified
| and probably we should show the actual hours | '
when there is a change", Sthe confirmed that the ) :
linformation, as posted, is not in a clear and Person Responsible; |
" readable format. _ '
“9999 - FINAL OBSERVATIONS F9999;  Director of Nursing

Per Vermont Licensing and Operating Rules for

Nursing Homes:
Regulation 7.13(d)(1)(i):

(d) Staffing Levels. The facility shall maintain

staffing levels adequats to met resident needs.
(1) At a minimum, nursing facilities must provide:

(i) no fewer than 3 hours of direct care per

resident per day, on a weekly average, including

nursing care, personal care and restorative

nursing care, but not including administration or

supervision of staff; and of the three hours of
direct care, no fewer than 2 hours per resident
- per day must be assigned to provide standard

LNA care (such as personal care, assistance with
ambulation, feeding, etc.) performed by LNAs or

equivalent staff and not including meal
" preparation, physical therapy or the activities
_program.

" This REQUIREMENT is NOT MET as evidenced

'. by:
l

: Based on record review and staff interview, the
! facility failed to assure that no fewer than 2 hours ;

i

I
l

|
|

Date of Correction; |

March 1, 2013 »
F350 0Cacwped 228l
M Gnan 128 | P

State Regulation 7.13{d){1)(i):
Staffing Levels

Corrective action
accomplished for those
residents found to have been
affected;

The facility is running at
minimum at 2.0 PPD LNA
staffing daily.

How the facility will identify
other residents having the
potential to be affected and
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9999 | Continued From page 68

- per resident per day are assigned to provide
. standard LNA (Licensed Nursing Assistant) care.
Findings Include:

Per record review, the facility provided less than
two (2) hours per resident per day of assigned
LNA staffing on the following days:

- Novermnber 2012 - 1, 25, 26
- December 2012 - 2, 3, 4,15, 16, 18, 22, 23
. January 2013 - 6, 10, 12, 13, 19, 20, 24, 26, 27,
.28

Per interview on 01/30/13 at 2:48 p.m,, the
: Scheduler confirmed that the State required 2
. hours of Direct care hours per resident per day
; were not met on the above days and stated that
i although the facility was aware, "we were just
: short”,

i
l

T et s W e W i W S e s R

 Regulation 3.14 (I}
i Emergency Transfer or Discharge of Residents.
i An emergency discharge or transfer may be

made with less than thirty (30) days' notice under |

the foltowing circumstances;

(1) The resident's attending physician documents

in the resident's record that the dischargs or
transfer is an emergency measure necessary for
“the health and safety of the resident or other
" residents; or {2) A natural disaster or emergency

necessitates the evacuation of residents from the
; home; or (3) The resident presents an immediate

+

!

|

F9999.

what corrective action has
been taken;

Residents who reside at the
center have the potential to be
affected.

Measures or systemic changes
put into place to ensure that
the deficient practice will not
recur;

Minimum number of LNA
required per day to meet a 2.0
PPD has been developed,
communicated to the Nursing
Supervisors, and LNA staffing
numbers will be managed on a
daily basis to ensure that the
facility is staffed at no lower
than a 2.0 PPD for LNA staff.

The Director of Nursing will
conduct audits to ensure that
this process is effective at
meeting the LNA daily staffing
PPD of at least 2.0.

reviewed and submitted to the
facilities QAPI meeting for

Results of the audits will be l
trending and tracking with 'L
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F9999§ Continued From page 69
| threat to the health or safety of self or others. In

_ that case, the ficensee shall request permission
i fram the licensing agency to discharge or transfer
i the resident immediately. Permission from the
' licensing agency is not necessary when the
immediate threat requires intervention of the

- police. mental health crisis personnel, or
emergency medical services personnel who
render the professional judgment that discharge
or fransfer must occur immediately. In such
cases, the licensing agency shall be notified on
the next business day. or (4) When ordered or

This REQUIREMENT is NOT MET as evidenced |

by:

|
permitted by a court. l
|

: Based on record review and staff interview the

. facility utilized an emergent discharge on three

i accasions without ensuring that it was a situation :

i that was necessary to maintain the health and ‘

" safety of the resident and safety of other ‘
residents and that the state agency was notified |
of the emergent discharge per regulatory ?

" requirements for 1 resident (Resident #1). The

- findings include:

1. Per review of the medical record on 1/23/13,
Resident #1 was admitted to the facility on 7/6/11
with diagnoses that include; early onset
Alzheimer's, memory l0ss, and depressive
disorder. Per review of the progress notes by the
Unit Manager, he/she indicated that Resident #1
was discharged from the facility on 8/5/12 related
to Resident #1 "frightening staff and residents".

- Per documentation in the medical record on

|
_B/5/12 at 2:56 PM, the Registered nurse indicated l
_that Resident #1 was "transferred to ER for |

remedial measures initiated as
FO999  igentified.

Person Responsible;

Director of Nursing i

Date of Correction;
March 1,2013

State Regulation 3.14 {1):
Emergency Transfer or

Discharge of Residents

|

| Corrective action

| accomplished for those
|

residents found to have been
affected;

: Resident #1 no longer resides
' at the facility.

{ How the facility will identify
other residents having the
potential to be affected and
what corrective action has

l been taken;

Residents of the facility who

having the potential to be

are transferred are identified as {
affected. In cases of ‘
i

’ emergency transfer the

24 CMS-2567(02-99) Previous Versions Obsolete Event 10:WY2L 11
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F9999 - Continued From page 70 | Fgggg;  residentand/orlegal
: severe agitation, combativeness. disrobing and ! i representative will be provided |
» refusal to be controlled”. Per review of the % with a written notice of the bec :
physician's orders, a verbal order was obtained l hold polic
from physician at 6:00 PM to "transport to CYMC ! polcy-
ER", -
! ' Measures or systemic changes
Per review of the clinical record, it indicated that put into place to ensure that
there was no evidence in the physiclans progress 1 the deficient practice will not
notes indicating the emnergent need for Resident i )
#1 1o be discharged on 8/5/12 to the emergency | recur;
“room because Resident #1's health and safety | Licensed nursing staff will be
and the health and safety of the other residents in : . provided with education on
the facility was at risk. There was also no ' : idine th id ith
evidence in the clinical record that the State ,  Providingtheresident with a
regulatory agency was notified of the need to i written notice of the i
utilize and emergent discharge for the health and . emergency transfer/bed hold :
safety of Resident #1 and the health and safety of licy and sendi (
the other residents in the facility : policy and sending a copy o
such with the transfer
: Per review of the clinical record by the interim information. ;
1 Director of Nursing (IDNS) on 1/30/13, hefshe
: confirmed that there was no documentation by . )
- the faciiity physlcian In the ciinical record of The 'é‘dfmss'?” ASS'St?nt and
! Resident #1 regarding the need to utilize an Admission Director will be
| emergent discharge to secure the health and provided with education on |
- safety of Resident #1 and the health and safety of . , |
 the other residents in the facility. Per interview the pmﬁdmgawnﬂénbethd
" IDNS confirmed that the State regulatory agent notice to the family and/or
was not notified of the need to utilize an emergent legal representative within 24
discharge for Resident #1 on 8/5/12. Per review
of the clinical record on 1/30/13, the IDNS hour of the transfer, or next
confirmed that there was no specific day that the post office is open.
documentation per the regulatory requirements If mailed, it will be done
- from the physician indicating the specific o .
behaviors of Resident #1 and how histher health utifizing return receipt.
" and safety was at risk along with the heaith and
safety of the other residents that required the
need for an smergent discharge. The DNS also
+M CMS-2667(02-69) Previous Versions Qbsolete Event ID: WY2L11 Facility 1D: 475037 If continuation sheet Page 71 of 74
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9998 | Continued From page 71 ' F9999| How the corrective actions will ‘

. confirmed that there was no documentation by | ;
the physician of what interventions were utilized

; prior to the resident’s discharge.

| be monitored to ensure that
‘ the deficient practice does not ‘

recur/quality assurance

" 2. Per review of the medical record on 1/23/13, it 3 :

' was documented by the Licensed Practical Nurse - . program: |
(LPN) Resident #1 on 9/27/12 at 3:56 AM was in | |

l the main dining room and siruck another resident -

: forcefully in the ear with a spoon and Resident #1 | !

. was throwing silverware through the dining room.

| The nurse documented "As resident passed near

- The Executive Director will ;

audit residents who are !

! emergently transferred to ’
ensure that the bed hold notice

" this writer, [he/she] continuously struck/attempted ‘

to strike me. . [The IDNS] was consulted and

“instructed writer {0 contact resident's doctor/to
transport to CVH ED. Order was received and

. resident transported to CVH ED." Per review of

" the verbal order written on 9/26/12 at 5:00 PM,

. the physicians verbal order indicates; “May send |

i to CVH for combative behaviors.” :

_Per review of the clinical record, it indicated that

i there was no evidence in the physician's progress

: notes indicating the emergent need for Resident

. #1 to be discharged on 9/26/12 to the emergency

i room because Resident #1's health and safety

: and the health and safety of the other residents in

| the facility was at risk. There was also no |

" evidence in the clinical record that the State
regulatory agent was notified of the need to utilize
and emergent discharge for the health and safety
of Resident #1 and the health and safety of the - |

" other residents in the facility :

. Per review of the clinical record by the Interim |
. Director of Nursing (IDNS) on 1/30/13, he/she
confirmed that there was no documentation by
the facility physician in the clinical record of

Resident #1 regarding the need to utilize an
: |

and family or legal
representative per regulation.

was provided to the patient '

Results of audits reviewed and
submitted to the facilities QAPI
meeting for trending and
tracking with remedial
measures initiated as
identified.

Person Responsible;
The Executive Director
Date of compliance;

March 1,2013
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; emergent discharge to secure the health and
. safety of Resident #1 and the health and safety of i |
: the other residents in the facility. Per interview the !
. IDNS confirmed that the State regulatory agency
i was not notified of the need to utilize an emergent
: discharge for Resident #1 on 9/26/12. Per review ;
- of the clinical record on 1/30/13, the IDNS ‘
confirmed that there was no specific i
" documentation per the regulatory requirements !
. from the physician indicating the specific :
| behaviors of Resident #1 and how his/her health
' and safety was at risk along with the health and
" safety of the other residents that required the
need for an emergent discharge. The IDNS also
confirmed that there was no documentation by
the physiclian of what interventions were utilized
prior to the resident's discharge.

was documented by an LPN on 10/11/12 at 1:19
AM, Resident #1 slapped/pushed another
i resident to the floor causing injury. "[The ;
| ADNS/ONS] telephoned/made aware of this _ ‘
-incident. Instructed by DNS, to telephone MD, get '
an order to transport to CVH for evaluation.” ' :

3. Per review of the medical record on 1/23A3. it ‘

, Per review of the clinical record, it indicated that |
| thera was no evidence in the physicians progress |
I notes indicating the emergent need for Resident i
#1 to be discharged on 10/11/12 to the ‘ ~

(

emergency room because Resident #1's health

and safety and the health and safety of the other

residents in the facility was at risk. There was

also no evidence in the clinical record that the

State regulatory agency was notified of the need ;
to utilize and emergent discharge for the health

and safety of Resident #1 and the health and §
safety of the other residents in the facility. i
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| Per review of the clinical record by the Interim
: Director of Nursing (IDNS) on 1/30/13, he/she .
confirmed that there was no documentation by }
i the facility physician in the clinical record of '
Resident #1 regarding the need to utilize an }
- emergent discharge to secure the health and
! safety of Resident #1 and the health and safety of
“the other residents in the facility. Per interview the !
- 1DNS confirmed that the State regulatory agent
' was not notified of the need to utilize an emergent ,
discharge for Resident#1 on 10/11/12. Per ‘
" raview of the clinical record on 1/30/13, the IDNS -
" confirmed that there was no specific ;
documentation per the regulatory requirements ‘
| from the physician indicating the specific
I behaviors of Resident #1 and how he/she's health -
" and safety was at risk along with the health and |
. safety of the other residents that required the [
' need for an emergent discharge. The IDNS also
confirmed that there was no documsntation by
“ the physician of what interventions were utilized
prior to the resident's discharge.
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