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June 10, 2013

Dr. Robert Simpson, President & CEQ
Brattleboro Retreat

Anna Marsh Lane, P.O. Box 803
Brattleboro, VT 05301

Re: CMS Certification Number: 474001
Survey ID: XLXO11, 04/18/2013

Dear Dr. Simpson:

| am pleased to inform you that the Brattleboro Retreat's plans of correction for its
Medicare deficiencies, and the time schedule for completion of the plans, have been
found acceptable.

When Brattleboro Retreat's plans of correction have been implemented and we have
concluded that the hospital meets the Medicare Conditions of Participation at 42 CFR
Part 482, it will no longer be subject to State Survey Agency follow-up. Failure to
correct deficiencies in a timely manner will result in termination of the Medicare provider
agreement.

A copy of this letter will be forwarded to the VT Division of Licensing and Protection.

We thank you for your cooperation and look forward to working with you on a continuing
basis in the administration of the Medicare program.

Sincerely, -
(b}wﬂ\f\o-w

Kathy Mackin, Health Insurance Specialist
Certification & Enforcement Branch

cc: VT Division of Licensing and Protection
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‘applicable patient. (Patlent #3). Flndmgs include:

482.11 COMPLIANCE WITH LAWS
Compliance with Federal, State and Local Laws

This CONDITION Is not met as evidenced by;
Based on record review, staff and patlent
Interview, the hospital falled to be in compliance
with the Condition of Participation for Federal,
State and Local Laws. The hospital failed to be in
compliance with The State of Vermont Statute
Title 18, Chapter 42: Blll of Rights for Hospltal
patients for 1 applicable patient (Patient #5) and
Titls 33, Chapter 69 "Reports of Abuss, Neglect
and Exploltation of Vulnerable Adults” for 1

1. Per State Statute 1852 Patients' Bill of Rights
for Hospital patients : "(1) The patient has the
right to considerate and respectful care at all -
times and under all circumstances with
recognition of his or her own personal dignity.”

Per record review Patient #5, who had besn
admitted to the AlU (Adult Intensive Unit) on an
invaluntary basis on 3/10/13, was involved in 3
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A 000 INITIAL COMMENTS A 000 ' ;
: Subsequent to the five day survey completed on
An unannounced full survey was conducted on ;’r LZSI::;h:r‘]"ce"’;:':fg'igz:vzci%?9';23 :
4/14/13 - 4/18/13 to assess compliance with the e LY (i
| a federal team on 4/17/13, the Bmttleboro Retreat
Acute Care Hospltal Reguiations as authorlzsd by
he F " and goveming body has undartaken a serles of
the Federal Centers for Medicare and Medicald slgnificant targeted actions that address all areas of .
Services. The survey also’inciuded investigation noncompliance In the condition and &tandard level
of multiple complaints (Acts numbers 9488, findings. We are fully committed as an organization
9630, 9640, 9648, 9660, 9685, 9638, 9705, 5699, to correct any deficiencies and achieve and sustain a
9717, 9679, 9724, 9737, 9793, 9792 and 8794) high level of quality patient care. This plan of ,
and facllity reports. Based on the information . cormection constitutes this facility's credible allegation
gathered, the hospital was determined to not be of compliance.
in compliance with Conditions of Participation for
Federal State and Local Laws and Patient Rights. A 020 482.11 COMPLIANCE WITH LAWS
. AQ20 "AQ20

1,) Patient Bill of.RIghts 1852 (1) — Respectful and

| Considerate Care

PLAN OF CORRECTION FOR CITED DEFICIENCY
Immadiately following survey, on 4/18/18, the
governing body consisting of the CEQ, CMO, CNO
and other executive team members conducted a
comprehensive reviewof all policies and procedures
that govern restraint ang secluslon and requirements
for reparting allegations of misfreatment and
determined that existing pollcies meet regulatory
requirements and that the citations noted reflect
individual performance and/or systemic issues.

The CEO immediately [nformed the Chairman of the
Board of Trustees of the initial survey findings to
ensure that the goveming body is sufficlently
informed and that the layering of governance
between the board, executive and management
teams ensures that transparency of all regulatory
concems is achieved and that the organization
remains in compllance with Conditions of -
Participation for Federal, State and.Local Laws and
Patlent Rights.

There are several important components that are in
place to assure that executive leadership and the
board are working together to ensure the support of

5/3/13

IER REPRESENTATIVE'S BIGNATURE

- LABORATORY DIRE! 'S OR FROVIDER/SUP!

, M PH

TITLE
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Any deﬂclency statement eerg with an abterisk (*)-denotes a deficiency which the institution may be excused from correcting providing it ls determlned that
- other safeguards provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days’
following the date of survey whether or not & plan of correction Is provided. For nursing homes, the above findings and.plans of correction are disclosable 14
days followx;xug Itheﬂdate these documents are made available to the facility. If deficlencles are cited, an approved plan of correction |s requisite to continued

program particlpation
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"4{14/13, respectively, in which staff freated
-|'as avidenced by the followlng

'a.) Anurse's note, dated 4/10/13 at 7:54 AM,

-against staff/hospital...”

separate incidents, on 3/22/13, 4/10/13 and

him/her in a disrespactful and undignified mannar

stated Patient #5 had requestad Serogquel 100 mg
at 5:30 AM and when provided the patient bt the
piltin half, "spit out, refused to comply with
medication mouth check. When taught to
regarding this safsty Issue threw dirty water (that
[s/he] had been drinking when teking meds and
allowing fiuids from mouth back into cup).
Instructed to QR (Quiet Room), refused,
immediately sscorted to QR - bagan kneefng and
kicking staff.... Refused to redirect - secluded for
immediate risk of harm to others due to
assaultive behavior.” The note further indicated
that the patient was grabbing at staff, attempting
to exit the QR, and subsequently received an
infsction of zyprexa, at 5:50 AM. The note stated
there had been an attempt to process the events
ieading to seclusion with the patient who
reportedly stated his/her intent to continue to
attempt to assault staff, engage in disruptive
behavior with goal of expediting discharge and
"stated, as well, Intent of lodging-allegations

The patignt reportsdly
refused to contract for safsty and remained in
seclusion at the end of the shift.

During interview, at 4:05 PM on 4/15/18, Patient -
#5 stated s/he had some concerns with some
staff whom s/he felt used restraints/ssclusion as
punishment. The patient gave examples of this
concern stating that an one occasion s/he threw a
cup of fluid at a staff member when angry, and -
that particular staff member engaged the patient

{X4) ID 1D:
pm._—)p.x (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX .+ _{EACH CORRECTIVE ACTION SHOULD BE GOMgzﬁE,‘ﬂON
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: DEFICIENCY)
o A 020 482.11 COMPLIANCE WITHLAWS Continued
* A020 | Continued From page 1 A 020

quality Improvement initiatives.

The guality department monitars afl plans of
correction and creates a dashboard that reports ffiis
. {data.

The CEQ and the Board meet regularly to review
dashboard quality indicators and the CEO regularly,
informs the Board Chair of any concemning trends.
immediate action steps are discussed and
implemented including the initiation of a relevant
quality action/ performance improvement team.

In raview of the specific citations related to patient
rights and the appropriate use of restralnt and
seclusion we identifled the following:

» That staff are experiencing significant challenges
related to treating involuntary patients, some of whom
are forenslc®, who are often undertreated as a result
of their prolonged noncompliance with medication
recommendations and external system issues that
pose barmiers to treatment.

“ |+ That we have opportunity for increased staff
education, training, support and supervision regarding
treatment challenges and patient rights.

» As a Just Cuiture organizaticn we have an
opportunity for promoting a “leaming culture” that will
lead lo improvement in patient care and reduction of
risk.

« That a component of the learning culture we
envislon is tled to the davelopment of our leaders.
We are curantly engaged in this process witha
nationally renowned expert and belfeve that

| developing our leaders will help change the
organizational culture,

+» That we have an opportunity to enhance our
supervision of the leadership team on the Adult
Intensive Unit as this unit treats the majority of
patients who are admitted on an involuntary basis.
Our goels are lo Improve Intemal processes and {o .
enhance teamwork.

-« That at an internal system’s level we have the
opportunity to improve oversight of emergency
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in conversatlon which helped to de-escalate
his/her anger. Patient #5 stated that, however, on
other recent occasions, s/he had become angry .
when staff members had been, what s/he felt,
was disrespectful In thelr treatment of him/her
and's/he had thrown fluid at them. S/he stated the
response had been to Immedlately punish
him/her; by use of restraints, at times just
grabbing his/her arms and causing pain, and/or
seclusion. S/he further indicated that staff, at
times make comments to him/her such as "I'm
going to take you down". Patlent #5 also stated
that s/he has filed multiple complaints and staff

didn't like that s/he reported them, but s/he would |

continue to report concerms related to treatment
and safety.

Per Interview, at 7:38 AM on 4/16/13 and at 7:50
AM on 4/17/13, both MHW (Mental Health
Worker) #1 and MHW #2 stated, during each of
their respective individual interviews, that they
had been witness to the following events during
the early morning hours of 4/10/13: at
approximately 5:00 AM Patient #5 had requested
a specific amount of Seroquel, was informed the

| only avallable dose was a larger dose and s/he

agreed to take It. Whan Nurse #1 brought the

-medication the patient bit the pill in half,

swallowsd half and put the remaining piece back
in the plastic med cup. Each MHW stated that
Nurse #1 then started to speak to Patient #5 in &

| loud voice telling the patient s/he was tired of the

patient manipulating his/her meds. The patient,
who was sitting In a chair, became angry and
threw the remalning water from the cup at Nurse
#1 who immediately grabbed the patient by the
arm,.pulled him/her from the chair in which s/he
was sitting, and placed him/her in locked door

procedures of restraint and seclusion.

The citations noted for patient #5 that occurred on
3/22/13; 4/10/13, and 4/15/13 were each intemally )
Investigated by the Clinical Manager, CNO, Pl/Risk
Manager and éll were reported to Adult Protective
Services. The CNO and Clinical Manag'er‘prowdad
staff retraining, education and progresslve dlsclpllnary
action as indicated. . ,

* 1/1/13 to 5/31/13 forensic admissions were 14 or 1%
of the total 1488 admissions. The nature of the legal
chargses Include: unlawful trespass, simple assault,
violation of & condition of release, violation of an
abuse/prevention order.

EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCIES:
1.) On 4/15/13, during the survey, executive

" |leadership team {comprised of  the Chief Medical
Officer, Chief Nursing Officer and Vice President of
Operations) immediately conducted training sessions
with inpatient clinical teams to address:

+ Emergency procedures including sacluslon ard
restraint.

+ Compliance with-federal, state and local laws
including reporting of suspected abuse, neglect and
exploltation.

+ Requirements for treatment planning.

« Legal aspects of care.

« Documentation standards lncludlng use of the
Internal on line incldent raporting module for all
incldents.

o All staff reoelves tralning and orientation on incident
reporting upon hire. Each unit maintains a training
manual for reporting on each unit, The incident
reporting provides a databasg for quallty and
regulatory review,

The Clinical Managers disseminated thls Information
to all staff via staff meetings and /or written
correspondence.
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seclusion. Both MHWs stated there had besn no The Executive Triad Leadership Team held follaw up
attempt to verbally de-escalate the patient, no sesslons with thg all staff on the Adult ntensive Unit
discussion at all prior to hands on by Nurse #1. on Tyler 4 (location of primary citations) on 4/23/13,
Nurse #1 then left the ALSA unlt and returned N i
with Nurse #2 who brought medication for the 2IQUAZSS the Exequhi Tiad Legasratiy Team
patient to take by mouth..Nurse #1 made & | ?fg'c‘;'::dxg’:;z:;rn:ﬂf ggg:;rr,‘%rgg:;:;smg o
statement that the patient had spit the medication formal sdpervislon and oversight of the adult intensive |
out and thG'n both Nurse #1 and Nurse #2 left _and unit (AlU) from monthly to weekly scheduled meetings
returned, within several minutes, to the seclusion to provide operational oversight. In addition the
_| room where Patient #5 was sitting quietly onthe - Executive Triad Team has increased its presence on
floor. The patiént was placed In a face down the Adult Intensive Unit to provide additional clinical
position on the floor and restrained In that supervision, role-modeling and support.
position by 3 staff members while Nurse #2 gave 3.} On 4/4/13 the CMO and Senior Medical Director
the patient an injection. All staff then left the implemented a formal case consultation
room. MHW #1 stated that Nurse #1 continued to seminar/series, meeting twice per month to provide
check on the patient every 10 to 15 minutes and SFIEROR KTl < BRI s K Bt
discussed the conditions of release from et Brse-ci oL st Clskengee.
seclusion. S/he stated that in addition to asking Thﬁ' z""S‘f"a"o” ff’r”m 'T ?es{gneilm Pr °m°tﬁ g
the patient if s/he could contract for safsty and CoAcH Y- ploi i el
not be assaultive, Nurse #1 also asked the BRI LA diic prefessia L dvelopmbiL
a Patient # 5 was the first patlent reviewed. In
patient if s/he was going to continue to make attendance were six-board certified psychiatrists,
allegations against staff. several nursing staff and mental health workers,
: : several social work/clinlcians, quality and risk
Nurse #1 confirmed, during interview at 9:13 AM personnel and several executive team members
‘on 4/18/18, that the patient had been given Including the CEO.
Seroqusl, broke the plil in half and returned half Toplcs discussed during this consultation included:
1o the med cup. S/he stated that Patient #5 » What constitutes an emergency Prooedure
refused to allow a mouth check and became (restrainy/seclusion)?
angry and threw the water (in which Nurse #1 felt * Balancing of Patlent Rights and Safety.
the patient had spit oral secretions), into Nurse * Challenges of caring for a r_)atlent with 2 significant
| #1's face and the nurse responded by telling the . mental liness and a traumatic brain injury who
patient, in a loud voice, “seclusion room now." :9;"?5 :’;E;m:,czlog‘lc:a;in;e::v?num:. .
Nurse #1 confirmed that there had beenno a;e:; treaim:maw i e L
attempt to employ less restrictive measures to p Staff responses 1o patlent # 5 and “compassion
de-escalate the patient's behavior. S/he also | fatigue.”
agreed that in hind sight s/he could have stepped The expertise provided in this case consultation
away from the patient to give ime to de-escalate identified the need for increased case discussion with
but feit, based on past experience with the patient staff of all disciplines and on each shift and the need
FORM CMS-2587 (02-89) Pravious Varsions Obaolete Event ID: XIXO11 Facility ID: 474001 if cominuation shast Pags 4 of 40
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that the patient might attempt to assault staff. for expedited legal/medical counsel. fand
Nurse #1 stated that after being placed in LDS in the days following this °°"5““a“°:‘ “‘t‘; ‘:)’;I‘as?aﬁ
{Locked Door Seclusion) Patient #5 was given execulive xd leaderaiip 1aams met wi
i inn £t (overlapping shifis) to disseéminate re[evant case
the Gt ot taldng Zyp rexa (an antlpsychotlc Information and treatment strategles. to engage staff
- | drug) by mouth or Injection. Nurse #1 stated the . |in ilogue; and to provide difection ard suppor.
~ ~(:natient took the oral Zyprexa and spit It out.. “IThe treatment team developed a behavior plan for
Nurse #1 stated s/he left the LDS and contacted patlent # 5 that included identiled coping strategies
the physician by phone and explained that s/he gamered from the case consultation and from the
was not certain how much, if any, of the Zyprexa patient's own therapeutic Inventory assessment.
the patient had received orally. S/he stated that As noted during survey the staff on the Adult
the physiclan ordered Zyprexa IM. The nurse intensive Unit continued to have considerable
confirmad that upon return to the LDS, despite difflculty In managing the very challenging behaviors
the fact that Patient #5 was sitting quietly on the presented by patlent # 5. The unit and executive triad
floor, s/he was placed in aface down position on teams provided ongolng supervision and support.
the floor, and restrained by 3 staff members while Itis noteworthy to mention that on 5/24/1: we
Nurse #2 administered the IM Zyprexa. Nurse #1 received permission by the court to provide
; non-emergent involuntary medication for patient # 5
flariiey pomminmeC that. s/he rewmed every 14 and that we are now seeing some improvement.
15 minutes to determine the patient's readiness 4.) Immediately during survey the CNO Instructed the
to be released from LDS, Sthe confimed that Nursing Supervléors (24/7 coverage for the hospital
s/he asked the patient if sthe was golng to campus) to conduct focal founds on the adul
continue to assault staff and also a,s'(ed the intensive unit to provide additional supervisory
patient if s/he was going to continue to make support on off shifts.
false alle aT!OﬂS against staff. 4 5.) On 4/4/13 the executive team implemented a
° ° system for formal review of all emergency
b). ANurse's Note, dated 4/14/13 at 8:53 PM, procedures, including restraint and seclusion and
stated that Patient #5 had been challenging Staff associated documentation (Certificate of Nead,
on every request. "Pt didn't like redlrection and CON). -100% of CONs &re reviewed by Glinical and
threw red Gatorade.on staff person wearing PI/Risk Manager for appropriate use of emergency
white shirt. Cold jarred staff badly, and jostled pt procedures, less restrictive interventions :::?mpted
. | against wall." A CON (Certificate of Need), dated :‘:&:2; z::s"e;g':aj"d-‘hm 3 doedrmonEino
1 4/14/13 at 10:15, indicated a therapeu_fic hold had 5. G S5/t CMt Nursmg S—
heen lmplememed fora perbd of 1 minute and executive approval for.addmg additional resources in
stated the reason the amergency procedu_ra had the Depar(ment of Clinical Education to increase
been 'empk_:yed; 'pt had been Cha"enging staff all tralning and supervision of diract care staff. The
day shift, attempting to get out of ALSA, additional resources will ba cruclal in developing
threatening to throw items. At 10:15 pt threw drink |. ongolng skllls for mental health workers and
at staff, threats of physical harm." Although the organizationally creating a culture of leaming.
documentation indicated the patient had been :
Facl

ity ID: 474001 ° ’ " If continuation shest Page 5 aof 40




14

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

PRINTED: 05/17/2013
FORM APPROVED
CMB NQ. 0938-0391

STATEMENT OF DEFICIENGCIES (%1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION - - - y
AND PLAN OF CORR : ‘ e AT LU
F CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
474001 B. WING 04/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRATTLEBORO RETREAT ANNA MARSH LANE PO BOX 803
. A BRATTLEBORO, VT 05301
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF ECT ' :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (EAGH CORRECTIVE ACT%?@H’SRHS ulLoDNBE Gongl.sl-%nou' o
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE <°|  DATE -
DEFICIENCY)
A 020 482.11 COMPLIANGE WITH LAWS Continued
A 020 | Continued From page 5 A 020 '

challenging staff all day, the only less resmctrve
interventions employed prior to the therapeutic
hold wers reported as “pt has had negative-
responses to redirection by staff.” Perrevisw of
the formal grievance, filed by Patlent #5 and
provided to the surveyor by the:-patient; MHW #3
had treated the patient in a non-therapeutic and.
disrespectful manner-when, in response to the
patient throwing Gatorade at MHW #3; the MHW
grabbed him/her by the arms and held him/her
against the wall and, in reaction to the patient
stating "F--- You" to the MKW, MHW #3
responded by saying "F--- You" to the patlent. Per
review, statements documented by MHWs #4 &
#5, both of whom witnessed the event, identified
that MHW #3 had grabbed onto Patient #5's
upper arms while facing him/her and pushed
him/her against the wall. Both MHWs #4 & #5
also confrmed the above response by MHW #3
to Patlent #5. MHW #5 further indicated that
MHW #3 had stated to Patient #5-"I'm going to
take you down" (meaning to the floor). During
interview, at 1:11 PM on 4/17/18, the AN Unit
Manager of AlU confirmed that MHW #4 had held
onto the arms of Patient #5 and had made the
statement, "F... You" to the patient. [n addition to
the above, the RN Unit Manager further stated
that a separate, previous Incident had occurred
on 3/22/13 in which Patient #5 had stated
"F...You" to another MHW #6 and that MHW had
also admitted that sfhe had responded "F---You"
back to the patient.

2, Per State Statuts Chapter 42: Blli of Rights
For Hospital Patients 1852 *(18) The patient has
the right to know the maximum patient census

and the full-time equivalent numbers of reégistered

7.) Immed!ately following survey the Chlef Executive
and Medical Officer obtalned legal and regutatory
consultation from the Department of Mental Health

treatment.

met with the Depariment of Mental Health {(DMH) and
key legislators with mental health oversight
jurisdiction to review the recent CMS findings and
proposed plan of correction, Following this meeting
DMH has offered additional allocation of resources
that Include on site collaboration and consultation by
the DMH Director of Quelity.

.) In adherence to the Brattleboro Retreat Human
Resource policies and procedures the Chief Nursing
Officer and Clinical Manager placed two of the three
employees cited In this survéy on administrative
leave and conducted an immediate investigation to
ensure patient safety. Specifically, in adherence to
the code of conduct policy the CNO addressed the
performance issues named in the citation as follows:

Nurse #1 - Clinical Manager conducted an
investigation to the allegations cited on 4/10/13.
Nurse # 1 was placed on suspension during the
investigation.

that Nurse #1 ‘s actions resulted from human error,
that s/he was truthful, remorseful and amenable for
retraining, on 4/18/13 the CNO provided performance
counseling, coaching, and education on use of less
restrictive altemnatives to care. . She reviewed the
criteria for release from restraint or seclusion and
established guidelines for appropriate levels of

.communlcation during a behavioral emergency. She

also reviewed Crisis Prevention Intervention (CPI)
standards and techniques with Nurse #1. Nurse #1
was able 1o understand that his/her actions may have
been percsived by the patient as coercive but was

_ clear that histher intent was to document clearly the

8.) On 5/30/13 the Executive Leadership and'team

oon

regarding the expedition of non-emergent involuntary R ;
medication to ensure that patlent # 5 receive's,r)eeded_" °

Based upon the findings of the intemnal investigation | .

s

iy, .
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.| and staff interview, the facllity failed to assure

nurses, licensed practical nurses, and licensed
nursing assistants who provide direct care for
each shift on the unit where the patlent !s
receiving care".

Based on observations during.a tdur of the o
inpatient units beglnning on 4/14/13 and 4/17/13

completion of staffing sheets and to post them in
area that was accessible to patients. Findings
include:

The " Direct Caregiver Full Time Equivalents *
dated 4/9/13 to 4/16/13, which provided the
number of RN 's, LPN ' s and Mental Health
Workers (MHW) was incomplete on Tyler 4 for
the day shift from 4/12/13 to 4/14/13 and the
evening and night shift on 4/11/13 and 4/12/13. In
additlon, the document was posted at the nurse '
s station in an area not accessible to patlents.
This was confirmed during Interview with the
Clinical Manager on 4/18/13 at 9:15 AM. The
Clinical Manager stated the Charge Nurse was
responsible for completing this document. Per
observation on Tyler on 8 4/17/13, the * Direct
Careglver Full Time Equivalents " staffing shest
was not posted In an area accessible to patients,
The documentation was Incomplsete and faited to
display staffing for the previous 7 days. Per
Interview on the afternoon of 4/17/13 the Nurse
Manager on Tyler 3 confirmed the form was not
completed or displayed as required.

3. Based on record review and staff Interview, the
hospital failed 1o report to the appropriate-State

Agency allegations of alleged abuse and financlal
exploitation in 1 of 30 records review. ( Patient #

—rsia

" | MHW #3 - Clinical manager conducted an

.OF CORRECTION
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p}ztient's statements and behaviors that justified the
emergency procedure. .

Nurse # 1 returned on 4/23/23 and was temporarily
transferrad to day shift for increased supenvision and
training untll 5/41/13. Sthe has subseguantly
retumed to the night shift. Nurse #1 reports that this
retraining was helpful and felt supported by
administrative actions.

MHW #6 - The clinical manager conducted an
immediate investigation that indicated that MHW #&’s
behavior though was unprofesslonal, it was not
intentional and resulted from an emergency situation
and a responss to physical Injury. MHW # 6 was
cooperatlve, showed remorse and immediately
engaged in corrective action. On 3/22/13 MHW #6
recelved a verbal waming for unprofessional
behavlor and also counseling, coaching, and
retralning regarding the patient’s bili of rights.

Investigation. MHW #3 was placed on suspension
during the Investigation from 4/14/13 to 4/21/14. The,
internal investigatlon indicated that MHW # 3's
behavior toward patlent # 5 was consclous and .
disregarded potentlal risk that disciplinary action was
warranted. As his/her first disciplinary action s/he
was glven a verbal waming for unprofessional
behavior and received counseling, coaching, and
retralning regarding the patient's blll of rights.

PROCEDURES FOR IMPLEMENTING THE PLAN

Comprehenslva staff education and Ualmng
Increased supervision angd staff support.

Increased resources approved for clinical education,
Implementation of enhanced review of all emergency
procedures and assoclated documentation,

Approval for additiona! resources in clinical
education.

Legal/regulatory consultation.

Progressive disciplinary action taken for staff
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3 ) Findings inciude: e
. : 2 involved in citaﬂons
1. Per record review, Patient #3 has been
hospitalized since December 5, 2012 with ZSTJSSLNEQS:CK'NG (method, fm”ency and.
Schizophrenie - Paranold Type. Physiclan notes Th: emuhfe leadership team will msat wekly and
. on 3/14/13stated the paﬁST sPOk,e "af length” . as needed with the adult intensive urit and wil
about past sexual assadlts whlle in this facllity as document progress In meetirig minutes for a
well as o{her hospitals. Doesn‘t thlnif these bellefs minimum of four months.
are dglus»onal or the result of hallucinated Review of all emergency procedures, |ncludlng
experiences”. On 3/21/13, the physician restraint and seclusion will remain an ongoing
documented that Patient #3 belleved that an practice. Results of any deficiency noted will be
outside agency stole $1086.00 from h/her. On Immediatsly reported to the CMO, CNO, and 4/22113
3/22/13, the physiclan documentsd that Patient Performance Improvement/ Risk Manager. )
#3 "repeats [h/herrequest to have [h/her] The _Performance Impr?ve.mem!Rxsk Manager will
treatment team investigate [h/her] report that monitor 100% of all incidents and APS reports on
#106.00 is missing from fh/her] possessions.” ergaing basla.
; ' = t has right to
Based on Interview on 4/17/13 at 10:10 AM, the ‘Qj’ﬂﬁr‘gg: ;:::u(;:;d :.?;e:a;s ¢
physiclan confirmed that these aliegations were ’
not reported to Adult Protedtive Services In PLAN OF CORRECTION FOR GITED DEFICIENCY
accordance with Vermont State Statute Title 33 On 4/19/13 the CNO conducted an informative
Chapter 69 “Reports of abuse, Neglect and session with clinical managers regarding compliance
Exploitation of Vulnerable Adulis" and facility with federal, state, and local laws and reviewed the
policy. requirement for posting census and FTE data on
A 115 482,13 PATIENT RIGHTS A 115/ Inpatient units in an area that is accassible to
i patients.
A hospital must protect and promote each On 4/22/13 ell inpatient units posted FTE and
patlent's rights. census data for a seven day retrospective review.
.| For units that required secure mechanisms fqr FTE
This CONDITION is not met as evidenced by: and census display, secure display casss were
o : 7 installed on or before 5/21/13.
The Condition is n.Ot met based on Tallure 1a . Clinical Managers of inpatient units will moorporate a
fmplement appropriate use of restraints and/or visual inspection of the FTE and census data on
seclusion in accordance with federal aach unit into the environmental scan checkllst that
 requirements and facllity policy and to report s completed during each shift each day to ensure
allegations of mistreatment that FTE and census data remains posted onsach .
; inpatient unit.
Refer to Tags: A-144, 145,154, 162, 164, 1686, .
168, 178, 179
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"| at’5:30 AM and when provided.the patient bit the

| kicking staff....Refused to redirect - secluded fof

review the facility falled to assure that care and
services were provided in an environment that
promoted the physical and emotional safety and
well being of 1 patient. (Patient #5) Findings
include:

Per record review Patient #5, who had been
admitted to the AIU (Adult intensive Unit) on an
involuntary basis on 3/10/13, was involved in 3
separate incidents, on 3/22/13, 4/10/13 and
4/14/13, respectively, in which staff treated
him/her In a disrespectful énd Intimidating
manner as evidenced by the following:

a.) A nurse's note, dated 4/10/13 at 7:54 AM,
stated Patlent #5 had requested Seroquel 100 mg

piltin half, "spit out, refused to comply with
medication mouth check. When taught to
regarding this safsty Issue threw dirty water (that
[s/he] had been drinking when taking meds and
allowing fluids from mouth back into cup}.
Instructed to QR (Quist Room), refused,
immaediately escorted to QR - began kneeing and.

immediate risk of harm to others due to
assaultive behavior," The note further Indicated
that the patient was grabbing at staff, attempting
to exit the QR, and subsequently received an
injection of Zyprexa, at 5:50 AM. The note stated

there had been an attempt to process the events

‘reporting. During a dally review of all Incident
g

‘| emphasized that allegations do not have to be
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- 5 .o A 020 482.11 COMPLIANCE WITH LAWS Continued
A144 ] 482.13(c)(2) PATIENT RIGHTS: CARE IN SAFE A144
SETTING . ) EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCY
The patient has the right to receive care Ina safe Provision of managemant.education and established
setti ng. effective system of monitoring com_plianoa.
This STANDARD Is npt met as evidenced by - e o et
Based on patient andﬁt&ﬁ Interviews and record Any deficlency noted regarding the unit posting of 4/19/13

FTE and census data will be noted on the

environmental scan checklist and will be reported to -
the Clinical Manager who will file an incldent report I
and make an immediate correction. .

3.) Title 33, Chapter 68 — Reports of Abuse, Neglect
and Exploitation

PLAN OF CORRECTION FOR CITED'DEFICIENCY
On 4/18/13 the CNO implemented a system for an
expedited review of all cases involving external

reports, the Performance Improvement/Risk Manager
conducts a full review of any Incident that may require
reporting to Adult Protective Services (APS) or other
extemnal agencies. She reviews all APS reports with |
clinical managers and CNO to ensure regulatory
compliance and quality assurance.

On 3/28/13 an external expert provided an
educational sasslon covering Varmont Statute for
mandating reporing of abuse, neglect and
exploltation to the Inpatient unit leadership teams,
conslsting of unit medical director, clinical manager,
and sociat work supervisor. This education

substantiated via an intemal investigation In order to
be reportad to Adult Protective Services (APS).

EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCY -
The Performance Improvement/Risk Manager
reviews all incident reporis daily and effective 4/19/13
Included a full review of any Incident reported to Adult|’
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"1 seclusion at the end of the shiit.

During interview, at 4:05 PM on 4/15/13, Patlent
#5 stated s/he had some concerns with some
staff whom s/he felt used restraints/seclusion as
punishment. The patient gave examples of this
concern stating that on one occasion s/he threw a
cup of fluid at a staff member when angry, and
that particular staff member engaged the patlent
in conversation which helped to de-escalate )
hisfher anger. Patlent #5 stated that, however, on
other recent occasions, s/he had become angry
when staff members had been, what s/he felt,
was disrespectful in thelr treatment of him/her
and s/he had thrown fiuid at them. S/he stated the
response had been to Immediately punish
him/her; by use of restraints, at times just
grabbing his/her arms and causing pain, and/or
seclusion. S/he further Indicated that staff, at
times make comments to him/her such as "I'm
going 1o take you down", Patlent #5 also stated
that s/he has flled multiple complaints and staff
didn't llke that s/he reported them, but s/he would

-| continue o report concerns related to treatment

and safety.

Per interview, at 7:38 AM on 4/16/13 and at 7:50
AM on 4/17/13, both MHW (Mental Health "
Worker) #1 and MHW #2 stated, during each of
their respective individual interviews, that they
had been witness to the following events during

‘| STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA - - | (X2} MULTIPLE CONSTRUCTION' {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 4 SOILDING: " COMPLETED
474001 F WG 04/18/2013.
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EHATTLESORD HEFRERT ANNA MARSH LANE PO BOX 803
'BRATTLEBORO, VT 05301
X4 SUMMARY STATEMENT OF DEFICIENCIES D ] PROVIDER'S PLAN OF CORRECTION )
- PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL * PREFIX - “(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ! CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
. A 020 482.11 COMPLIANCE WITH LAWS Conllnued
A 144 Continued From page 8 A144
Ieading to seclusion with the paﬁent who ° Protective Services, She reviews all APS reports
reportedly stated his/her Intent to continue to Wilh Chiical Warggensang IE NG ienmine
‘| attempt to assault staff, engage In disruptive " (PSR SO RcS AN qUaiy SeR{imITC:
behavior with goal of expediting discharge and. . : i e O -
. s CEDURES FOR IMPLEMENTING THE PLAN
"stated, as well, intent of lodging allegations PR 2 ' :
=« ewgaaingt staff/hospital...". The patient reported| OF CORRECTION 4. -
: g pial..”. P P y Staff Educatiori and Tralnrng regardlng report!ng
refused to contract for safety and remained in requirements.

Implemented system for review of APS Reportmg

MONITORING/TRACKING: (method frequency and.
responsible person)

Dally Incldent reporting review by PI/Risk Manager,
CNO with focused attention on any reportable
incident to ensure timely investigation and reporting.
All reports to Adult Protective Services are sentto
Performance Improvement/Risk Manager for quality
review and tracking. :

PROCEDURES FOR INCORPORATING
SYSTEMATIC IMPROVEMENT ACTIONS INTO
QUALITY ASSURANCE PERFORMANCE
IMPROVEMENT (QAP1) PROGRAM:

100 % of incident reports are reviewed and anaiyzed
daily by Performance Improvement and Risk
Manager and Nursing Supervisor on off hours and
further analyzed by the Senlor Diractor of Quality and
Regulatory Compliance for trends and to Identify
performance improvement initiatives,

The data is reported to the executive team (or
administrator on call) on a daily basis and is
presented manthiy to the Safety Committee and
‘Quarterly to the Board Quatity Committee and to the
Organization Wide Performance improvement -
Committee. '

TITLE OF RESPONSIBLE PERSONS:

Chief Nursing Ofﬂcer and Vice Presldent of Patient *
Care

Senior Director of Quality and Regulatory Compllance
Performance Improvement/Risk Manager
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' medication the patjent bit the plll in half, = >

‘| room where Patient #5 was sltting quletly on the

the early morning hours of 4/10/13: at
approximately 5:00 AM Patient #5 had requested
a specific amount of Seroquel, was informed the
only available dose was a larger dose and sfhe
agreed to take t. When Nurse #1 brought the

swallowed half and put the remaining plece back
in the plastic med cup. Each MHW stated that
Nurse #1 then started to speak to Patient #5 in &
loud voice telling the patient s/he was tired of the .
patient manipulating hisfher meds. The patient,
who was sitting in a chalr, became angry end
threw the remaining water from the cup at Nurse
#1 who immediately grabbed the patient by the
arm, pulled him/her from the chair in which s/he
was sitting, and placed him/her in locked door
seclusion, Both MHWSs stated there had been no
attempt to verbally de-escalate the patient, no
discussion at all prior to hands on by Nurse #1.
Nurse #1 then left the ALSA unit and returned
with Nursa #2 who brought medication for the
patiant to take by mouth..Nurse #1 made a
statement that the patient had spit the medication
out and then both Nurse #1 and Nurse #2 eft and
returned, within several minutes, to the secluslon

floor. The patient was placed in a face down
posltion on the floor and restrained in that
position by 3 staff members while Nurse #2 gave
the patient an injection. All staff then left the
room. MHW #1 stated that Nurse #1 continued to
check on the patient every 10 to 15 minutes and
discussed the conditions of release from
secluslon. S/he stated that in additlon to asking
the patient if s/he could contract for safety and
not be assautftive, Nurse #1 also asked the
patient if s/he was going to continue to make . . -
allegations against staff,

'

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES . .ID PROVIDER'S PLAN OF CORRECTION |- . (x5 .’
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY-FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . . . COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) -TAG CROSS-REFERENCED TO THE APPROPRIATE - | - DATE
- DEFICIENCY)
. A 115 482. 13 PATIENT RIGHTS
A 144 | Continued From page 10 A144

PLAN OF CORRECTION FOR CITED DEFICIENCY  [5/3/13
On 4/15/13, during the survay, execulive leadership
team {comprised of the Chlef Medical Officer, Chief
Nursing Officer and Vice President of Opsrations) )
immediately conducted trainlng sesslons with inpatient |
clinical teams to address: ’ T
» Emergency procedures including seciuslon and
restraint., ¢

« Compliance with federal, state and local laws
including reporting of suspected abuse, naglect and
exploltation. -

* Requirements for treatment planning.

<'Legal aspects of care.

+ Documentation standards.

Immediately following survey, on 4/18/19, the
governing body consisting of the CEQ, CMQ, CNO
and other executive team members conducted a
comprehensive review of all policies and procedures
that govern restraint and seclusion and requirements
for reporting allegations of mistreatment and
detarmined that existing policles meet regulatory
requirements.

On 5/3/13 the CNO received authorlzation for a
redesign of clinical education department in order to
enhance staff training and skill lavel and to promote a
rabust culture of leaming. The redesign calls for the
addition of two master prepared clinicians to work with
the unlt based staff post orientation, The first position
for a clinical nurse speciallst was posted on 5/28/13
and will be dedicated to the Adult Intensive Unit.

EFFORTS TO ADDRESS IMPROVING THE
PROCESSES. THAT LED TO THE DEFICIENCIES:
Effarts to address deficiencies noted are outlined
below in under standard cltations.

PROCEDURES FOR IMPLEMENTING THE PLAN OF
CORRECTION

Policy review.

Education and Training.
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Nurse #1 confirmed, during interview at 9:13 AM
on 4/18/13, that the patient had been given
Seroqusl, broke the pill in haif and returned half
to the med cup. S/he stated that Patlent #5
refused to allow a mouth check and became.. -
angry and threw the water (in which Nurse #1 feft
the patient had spit oral secretions), into Nurse
#1's face-and the nurse responded by telling the
patient, in a loud voice, "seclusion room now.*
Nurse #1 confirmed that there had been no
attempt to employ less restrictive measures to
de-escalate the patlent's bshavior. S/he also
agreed that In hind sight s/he could have stepped
away from the patient to give time to de-escalate
but felt, based on past experlence with the patient
that the patisnt might attempt to assault staff.
Nurse #1 stated that after being placed in LDS
(Locked Door Secluslon) Patient #5 was glvan
the option of taking Zyprexa (an antipsychatic
drug) by mouth or injection. Nurse #1 stated the
patient fook the oral Zyprexa and spit it out.
Nurse #1 stated s/he left the LDS and contacted
the physician by phone and explained that s/he
was not certain how much, If any, of the Zyprexa
the patient had recelved orally. S/he stated that
the physician ordered Zyprexa IM. The nurse
confirmed that upon return to the LDS, despite
the fact that Patient #5 was sitting quletly on the
floor, sfhe was placed in a face down position on
the floor, and restrained by 3 staff members while
Nurse #2 administered the IM Zyprexa. Nurse #1
further confirmed that s/he returned every 10 to
15 minutes to determine the patlent's readiness
to be released from LDS. S/he confirmed that
s/he asked the patient if s/he was going to |
continue to assault staff and alsa asked the
patient if s/he was going to continue to make

_up training and educational sessions with the ali staff

'| » Patient rights.

+ Role of patlent and staff debriefing.
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MONITORING/TRACKING: {method, frequency and
responsible person)

Specific monltoring and tracking noted below for each
cnatmn o

TITLEOF RESPONSIBLE PERSONS

President and Chief Executive Offi cer e

Chief Medica! Officer

Chief Nursing Officer and Vice President of Patient
Care - -

Vice President of Operations

A144 482.13(c}2) PATIENT RIGHTS: CARE IN 5/13/13
SAFE SETTING

PLAN OF CORRECTION FOR CITED DEFICIENCY
1.) In order to ensure that care Is provided In a safe
setting, on 4/25/13 the executive team, comprised of
the Chief Medical Officer, Chief Nursing Officer and
Vice President of Operation increased format
supsrvislon and oversight of the adult Intenslve unit
(AIU) from monthly to weekly scheduled meetings
and Increased on unit presence to provide clinical
supervision modeling and support.

2.) In addition, The triadfleadership team held follow

on the Adult Intensive Unit on Tyler 4 (location of
primary citations) on 4/23/13, §/8/13 and 5/10/13 to
ensure that care is provided in an environment that
promotes the physical and emotional wellbsing of
patients, Educational sesslons covered the following:

« Regultatory and legal review of what constitutes an
emergency involuntary procedures including restraint
and seclusion.

« Clinical rationale for emergency procedures.

+» Documentation requirements for emergency
procedures.

*» Use of alternatlve less restrictive interventions,
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"t MBW grabbed him/her by the arms and held

false allegations against staff.

b). A Nurse's Note, dated 4/14/13 at 6:53 PM,
stated'that Patient #5 had bean challenging staff
on svery request. "Pt didn' like redlrection and
threw red ‘Gatorade on staff person wearing
white shirt. Cold jarred staff badly, and jostled pt
against wall." A CON (Certificate of Need), dated
4/14/13 at 10:15, indicated a therapeutic hold had
been implemented for a peribd of 1 minute and
stated the reason the emergency procedure had
been employed; "pt had besn challenging staff all
day shift, attempting to get out of ALSA (Adult
Low Stimulation Area), threatening to throw items.
At 10:15 pt threw drink at staff, threats of physical
harm." Although the documentation indicated the
patient had been challenging staff all day, the only
less restrictive interventions employed prior to the
therapeutic hold were reported as "pt has had
negative responses to rediractlon by staff.” Per
review of the formal grievance, flled by Patient #5
and provided to the surveyor by the patient, MHW
#3 had treated the patient in a non-therapeutic
and disrespectful manner when, in response to
the patient throwing Gatorade at MHW #3, the

him/her agalnst the wali and, In reaction to the -
patient stating "F--- You" to the MHW, MHW #3
responded by saying "F--—- You" to the patient. Per
review, statements documented by MHWs #4 &.
#5, both of whom witnessed the event, identifled
that MHW #3 had grabbed onto Patient #5's
upper arms while facing him/her and pushed
him/her against the wall. Both MHWSs #4 & #5
also confirmed the above response by MHW #3
to Patient #5. MHW #5 further indicated that
MHW #3 had stated to Patient #5 "I'm going to
take you down" (meaning to the floor). During

X4 ID SUMMARY STATEMENT OF DEFICIENCIES 1D (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
* TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO8S-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)
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* Use of the therapeutic invsntory tool in treatment
planning. ' .
* Role of formal case consultatnon
' | » Staff education and guidance ori how to deal wI
patient and [ssues of transference and o
countertranisference.

« |dentification of staff needs for ongoing forums for
education, tralning and support.

3.) On 4/18/13 and 5/2/13 and 5/16/13 the Chief
Medical Officer and Medical Director reviewed the
CMS findings with the Medical Exscutive Committes.
The CMO provided an In-service on emergency
procedures, patient rights and documentation

‘| requirements,

4.) On 4/4/13 the CMO and Sénlor Medical Director
implemented a formal case consultation
seminar/series, meeting twice per month to provide
-| apportunity for comprehensive case review for
patlents with who pose significant treatment,
challengss. The consultation forum Is designed to
promote & collaborative problem solving nen-blaming
culture of patient care and professional development.
Patient # 5 was the first patient reviewed. In
attendance were six board certified psychiatrists,
several nursing staff and mental health workers,
several social work/dlinicians, quality and risk
personnel and several executive team members
Including the CEO.

Topics discussed during this consultation inciuded:

*| » What constitutes an emergsncy procedure

" | (restralnt/ssclusion)? -

« Balancing of Patient Rights and Safety

» Challenges of caring for a patlent with a significant
mental illness and a traumatic brain injury that
refuses pharmacological Intarventions.

« Patlent # 5's behavior and its Impact on other
patlents' treatment.

» Staff responses to patient # 5 and "compassion
fatigus.”
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ABUSE/HARASSMENT

The paﬁent hes the right to be free from all forms
of abuse or harassment. .

This STANDARD s not met as evidenced by:
Based on record review and staff interview, the
hospital failed to report to the appropriate State
Agenoy allegations of alleged abuse and flnanclal

exploftation in 1 of 30 records reviewed. (Pe_ltiem .

# 3) Findings include:

1. Per record review, Patient #3 has been
hospitalized since December 5, 2012 with
Schizophrenia - Paranoid Typs. Physician notes
on 8/14/13 stated the patient spoke "at length®
about past sexual assaults "while in this facility as
well as other hospitals. Doesn't think tHese beliefs
are delusional or the result of haliucinated
experiences”.

On 3/21/18, the physiclan documented that
Patient #3 believed that an outside agency stole
$108.00 from h/her. On 8/22/13, the physician
documented that Patient #3 "repeats
[h/herJrequest to have [h/her] treatment team

patient's own therapsutic Inventory assessment.

5.) On 4/24/13 CNO provided an educational
sesslon to nursing leadership and clinical educators
regarding patient rights and emergency procedures.
8.) On 5/13/13 the CNO approved an enhanced on
line educational module focused upon criteria for
smergency procedures and requirements for one
hour assgssment. The on line module was
implemented on 5/25/13 on MyLsamingPointe.com
and will be used for RN orientation and as annual
competency to ensure that nursing staff follow
policies and regulatory guidelines for restraint and/or
seclusion procadures.

On 4/4/13 the executive team implemented a system
for formal review, of all emergency procedures,
including restraint and seclusion and associated |
documentatlon (Certlficate of Need, CON). 100% of
CONs are reviewad by Clinlcal Managers,
Performance Improvement/Risk Manager and
Nursing Supervisor for off hours to assess:

a. That the emergency procedure (restramt or
seclugion) was indlcated.

b. That less restrictive Interventions were attemptad
prior the procadure,

¢. That all documentation requirements, Includlng
physician ordars and assessment within one hour,
are met. )
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interview, at 1:11 PM on 4/17/13, the RN Unit ) o
Manager of AIU confirmed that MHW #4 had held The sxporfENmodai n TS sse poteiiElon
onto the arms of Patient #5, placed the patient ' “::;"ﬁfed”t:‘::f;: or '"jmaseih“?ﬁd's?f:f" i
against the wall and had made the statement, T D T LB
*EYou" for expedited legalimadical counsel.
ou" to the patient. in addition to the-above,
the BN Unit M p " ’ In the days following this consuitation the unit and
e nit Manager further statecthat & executive triad lsadership teams met with unit staff =
separate, pr eYIOUS incident had occurred on (overlapping shifts) to disseminate relevant case
3/22/13 in which Patient #5 had stated "F...You" - |information and treatment strategies; to engage staff
1o ar}other MBW #8 and that MHW had also In dialogue; and to provide direction and support.
admitted that s/he had responded "F-—You" back The treatment team developed a behavior plan for
to the patlent. patient # 5 that included identified coping strategies
A 145 | 482.13(c)(3) PATIENT RIGHTS: FREE FROM A 145 | gamered from the case consuftaion and from the
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Patlent Rights: Restraint or Seclusian. All
patients have the right to be free from physical or
mental abuse, and corporal punishment. All
patients have the right to be free from restraint or
seclusion, of any form, imposed as a means of
coercion, discipline, convenience, or retaliation by
staff. Restraint or seclusion may only be imposed
to ensure the Immediate physical safety of the
patient, a staff member, or others and must be
discontinued at the earliest possible time.

This STANDARD s not met as svidenced by:
Based on staff interviews and record review
there was no indicatlon of threat to the Immed|ate
physical safety of salf or others warranting'the
need for restraint and/or seclusion for 1 of 12
applicable patients. (Patient #5). Findings Include:

1, Per record review Patlent #5, who had been
admitted to the AlU (Adult Intensive Unit) on an
involuntary basis on 3/10/13, was subjected to
hands on restraint and/or LDS (Locked Door
Seclusion), on 4/10/13 and 4/14/13, respectively,
without Indication to warrant the need for the -

procedures. Anurse's note, dated 4/10/183 at 7:54

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
474001 B.WING 04/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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Ch ) _ BRATTLEBOROQ, VT 05301
X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION . (xs
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘CROSS-REFERENCED TO THE APPROPRIATE - - DATE
DEFICIENCY)
i . . A144 482.13(c)(2) PATIENT RIGHTS: CARE IN SAFE
A 145 | Continued From page 14 A 145 [SETTING Continued
Investigate [h/her] report that $1 06 00i is mfssmg o st & ——
from or OSSQSSIOHS. - Inica Managers an ursing Supervisor w
[h/h Ip ' . respond to behavioral codes (restraint and/or
Based on Interview on 4/17/13 at 10:10 AM, thé 5§°,'“5,'°"’ e "jfs""" m;’"“I ‘]“d"'°’;a’
hysictan canfirmed that these allegations were - JHTW oG QUAN B DRRNng J0E Y
phy ; - ensure that staff conduct a debrisfing following the
not reported to Adult Protective Services in~ et
accordance“wnh Vermont State Statute Title 33 7.) For any patient who has five or more ep.sodes of
Chapter 68 "Reports of abuse, Neglect and restraint and/or seclusion in one week the treatment
Exploitation of Vulnerable Aduits" and faCﬂltY team will conduct a comprehensive review of the
palicy. patient's care plan to Identify potential pattems,
A 154 482,13(s) USE OF RESTRAINT OR SECLUSION A 154 |trends, clusters of behaviors that make be contributing

factors. Bassd upon this analysls the team wlll make
modifications to the patient's treatment plan and
communicate modifications to all staff.

8.) Immediately following the survey the Chief
Executive Officer and Chief Medical Officer obtained
lega! and regulatory consultation from the Department
of Mental Health regarding the expedition of
non-emergent involuntary medication to ensure that
patient # 5 receives needed treatment. '
9.) The Chief Nursing Office and Clinical Manager
addressed performance issues named in the cltation
as noted in citation response A 20.

PROCEDURES FOR IMPLEMENTING THE PLAN OF
CORRECTION

Comprehensive staff education and tramlng

Increased supervision for the Adult intensive Unlt.
Expedited review of 100% of Certificate of Needs
{CON}) and incidents that require external reporting
(Adult Protective Services).

‘| Increased resources approved for clinical education.

Implementation of enhanced review of all emergency
procedures and assoclated documentation.

Approval for additlonal resources in ¢clinical education.
New training module for emergency procedures with

competency.

Legal/reguiatory consultation.
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a speclific amount of Serogusl, was informed the
-only avallable dose was a larger dose and s/he

AM, stated Patient #5 had requested Seroquel
100 mg at 5:30 AM and when provided the patient
bit the plil in half, "spit out, réfuséd to comply with
medication mouth check, When taiight to
regarding this safety issus threw dirty water (that
[s/he] had been drinkiny When taking meds and
allowing fluids from mouth back into cup).
Instructed to QR (Quist Room), refused,
immediately ascorted to QR - began kneeing and
kicking staff....Refused to redirect - secluded for
immediate risk of harm to others duse to
assaultive behavior." The note further indlcated
that the patient was grabbing at staff, attempting
to exit the QR, and subsequently recslved an
injection of zyprexa, at 5:50 AM. The note stated
there had been an attempt to process the events
leading to seclusion with the patient who
reportedly stated his/her intant to continue to
attempt to assault staff, engage in disruptive
behavior with goal of expediting discharge and
"stated, as well, intent of lodging allegations
against staff/hospital..." The patient reportedly
refused to contract for safe behavier and
remained in seclusion at the end of the shift.

Per interview, at 7:38 AM on 4/16/13 and at 7:50
AM on 4/17/18, both MHW (Mental Health
Worker) #1 and MHW #2 stated, during each of
thelr respective Individual Interviews, that they
had been witness to the following events during
the early morning hours of 4/10/13: at
approximately 5:00 AM Patient #5 had requested

agreed to take k. When Nurse #1 brought the
medication the patient bit the pill In half,
swallowed half and put the remaining piece back

in the plastic med cup. Each MHW statad that
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in citations.

rasponsible person,

The Executive Leadership Tnad ‘team will meet
waekly and as needed with the adult intensive unit.
The team will record progress related to regulatory
compliance, issues pertaining to teamwork and the
building of a culture of learning and safety. The
maeting minutes will be shared with the executive
team on a weekly basls for a minimum of four months.
Review of all emergency procedures, including
restraint and seclusion will remain an ongoing
practice. Results of any deflciency noted will be
immediately reported to the CMO, CNQO.

CNO willl conduct quarterly audits of nursing
personnel files {o ensure that competencies regarding
restraint and secluslon are complete and assess
needs for additional training.

PROCEDURES FOR {NCORPORATING
SYSTEMATIC IMPROVEMENT ACTIONS INTO
QUALITY ASSURANCE PERFORMANCE
IMPROVEMENT (QAP!) PROGRAM:
As directed by the Chisf Nursing Officer the
Performance lmprovemeni and Risk Manager will
analyze and trend Certificate of Need (CON) and APS
data for quality review and to identify performance
improvement opportunities. ;
The data Is reported to the executive team (or-
administrator on call) Including the Sentor Director of
_| Quality and Regulatory Compliance on a daily basis.”
This data is presented monthly to the Safsty
Committee and Quarterly to the Board-Quality
Committes and to the Organization Wide
Performance Improvement Committee.

| Progressive disciplinary action taken for slaﬁ‘ involved |.

MONITORING/TRACKING: (méthod, i_‘rééh@ericy and |
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| gave the patient an injection. All staff then left the

_seclusion. S/he stated that in addition to asking

'| allegations against staff.

loud voice telling the patient sthe was tired of the -
patient manipulating his/her meds. The patient
became angry and threw the remaining water
from the cup at Nurse #1 who immediately-- -
grabbed the patient by the right arm, pulled
him/her from the chalr in which s/he was sitting,
and propelied him/her forward, At that point MHW
#2 used a CPI (Crisis Prevention Intervention)
technique to hold the patient's left arm and s/he
was placed In locked door ssclusion. Both MHWs
stated there had been no attempt to verbally
de-escalats the patient prior to the hands on
procedure and there was no evidence of self.
harming behaviors or intent to harm others by
Patient #5, urtil Nurse #1 put hands on the
patient, at which point s/he begean to kick and
struggle. Nurse #1 then left the ALSA unit and
returned with Nurse #2 who brought medication
for the patient to take by mouth. Nurse #1 made a
statement that the patient had spit the medication
out and Nurse #1 and Nurse #2 then left and
returned, within several minutes, to the seclusion
room where Patient #5 was at that point sitting
quietly on the floor. The patient was placed in a
tace down position on the floor and restrained In
that posltion by 3 staff members while Nurse #2

room. MHW #1 stated that Nurse #1 continued to
check on the patient every 10 to 15 minutes and
discussed the conditions of release from

the patient if sthe could contract for safety and

not be assaultive, Nurse #1 also asked the
patient If s/ne was going to continue to make

Nurse #1 confirmed, during interview at 9:13 AM
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' Nurse #1 then started to speak to Patlent #5 In a ' .
P TITLE OF RESPONSIBLE PERSONS: 411913

Executive Triad Leadership Team (CMQO, CNO Vlce
President of Operations)

‘ISenlor Director of Quality and Regulatory Compllance
i Perfomance Emprovement/Rlsk Manager :

A145 482.13(c)(3) PATIENT RIGHTS: FREE FROM
ABUSE/HARASSMENT

PLAN OF CORRECTION FOR CITED DEFICIENCY
In response ta deficiencies noted during the February
2013 survey, on 3/28/13 an extemnal expert provided
the Inpatient unit leadership teams, consisting of unit
medical dirsctor, cilnical manager, and soclal work
supervisor, an educational session in regards to the
Vermont Statute for mandating reporting of abuse,
neglect and exploitation. This education emphasized
that the allegations do not have to be substantiated
via an intemal Investigation in order to be reported to
Adult Protective Services (APS).

EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCIES:
Following this education session on external
raquirements specific to the state' of Vermont, on
4/19/13 the PYRIsk manager, during her review of all

. .|Incidents in the previous 24 hours, conducts a

comprehsnsive review of any Incident that has been
reported to Adult Protective Services or those
incldents that might require such report. She then
roeviews ali APS raports with clinlcal managers and
CNO to ensurs regulatory compliance and quality
assurance and tracks and sends her findings.

Each inpatient clinical manager tralns staff on incident
reporting. As part of the training module for incldent
reporting staff Is provided with literature on managing
risk and bullding a staff cufturs by Joseph Pepe, MD
and Peter Cataldo Ph. D
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on 4/18/13, that the patient had been given
Seroquel, broke the pill in half and returned half
to the med cup. S/he stated that becauss Patient
#5 had previously been manipulating his/her
medications, the nurse asked the patlent to do a-
mouth check which s/he reftised to allow. The
nurse stated the patient then became angry and
threw the water (in which Nurse #1 felt the patient
had spit oral secretions), into Nurse #1's face and
the nurse responded by telling the patient, in a
joud volce, "saclusion room new." Nurse #1
confirmed that there had besn no attempt to
employ less restrictlve measures to de-escalate
the patient's behavior. S/he also agreed that in
hind sight s/he could have stepped away from the
patient to give time to de-escalate but felt, based
on past experience with the patient, that the
patient might attempt to assault staff. Nurse #1
stated that after being placed in LDS (Locked
Door Seclusion) Patient #5 was given the option
of taking Zyprexa (an antipsychotic drug) by
mouth orinjection. The patient took the oral
Zyprexa which Nurse #1 stated s/he felt the
patient spit out. Nurse #1 stated s/he left the LDS
and contacted the physician by phone and
explained that s/he was not certain how much, if
any, of the Zyprexa the patlent had received
orally. S/he stated that the physiclan ordered
Zyprexa IM. The nurse confirmed that upon
return to the LDS, despite the fact that Patient #5
was sitting quletly on the floor, sthe was placed In
a face down position on the-floor, and restrained
by 3 staff members while Nurse #2 administered
the IM Zyprexa. Nurse #1 further confirmed that
s/he returned every 10 to 15 minutes to .
determine the patient’s readiness to be released
from LDS. S/he confirmed that s/he asked the
patient if s/he was going to continue to assault
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PROCEDURES FOR IMPLEMENTING THE PLAN
OF CORRECTION

Staff Education and Training regard!ng reponing
requirements,

any Incident or allegation thatis reponed to Adutt’
Proteclive Services.

MONITORING/T RACKING (method fmquency and
responsible person)

Pl/Risk Manager reviews Incident reports on a daily
basis with expeditad review of any report to APS to
ensure timely investigation and reporting procedures.
PROCEDURES FOR INCORPQRATING
SYSTEMATIC IMPROVEMENT ACTIONS INTO
QUALITY ASSURANCE PERFORMANCE
IMPROVEMENT (QAPI) PROGRAM:

As directed by the Chlef Nursing Officer the
Performance.Improvement end Risk Manager will
analyze and trend Certificate of Need (CON) and APS
data for quality review and to identify performance
improvement opportunities. )

The data is reported to the executive team (or
administrator on call) Including the Senior Director of
Quallty and Regulatory Compllance on a daily basis.
- | This quality data is presented monthly to the Safety
Committee and Quarterly to the Board Quality
Committee and to the Organization Wide
Performance Improvement Committee. -

TITLE OF RESPONSIBLE PERSONS:

Chief Nursing Officer and Vice President of Patient
Care

Senlor Director of Quality and Regulatory Compliance
Performance Improvement/Rl_sk Mangger

= .

Implamented system for expad:ﬂng a dally rsvlew of
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staff ang the patient slald yes. Sie a{so as‘}((ed the PLAN OF CORRECTION FOR CITED DEFICIENCY |4/25/13
patient if s/he was going to continue to make & EFFORTS TO ADDRESS IMPROVING THE -
false allegations against staﬁ and the patlent PROCESSES THAT LED TO THE DEFICIENCIES:
. rssPonded yes. - 1.) In order to ensure that all patlents are free form
' ; physical or mental abusa and corporal punishment, an
Despite the lack of evidence of ﬂSk Of |mm3dlat3“ I 4/25/13 the executive team, comprised of the Chlef -~
harm to self or others the patient was subjected Medical Officer, Chlef Nursing Officer and Vice
to a restraint in the form of a hands on utilized to President of Operation increased formal supervision
escort him/her to LDS where, despite sitting - and oversight of the adult intenisive unit (AIU) (location
quietly on the floor s/he was further subjected to of primary citations) from monthly to weekly scheduled
physical restraint for the purpose of a chemical meetings and Increased on unit presence to provide
restraint In the form of IM injection of Zyprexa. ;")"}:9; :;Zz;"’f:;";sz:gg::g fe'l?:ﬁzﬁ?auow "
. training and educational sessions with the all staff on
, . the Adult Intensive Unit on 4/23/13, 5/8/13 and
5/10/13 to ensure that care is provided in an
2. ANurse's Note, dated 4/14/13 at 6:53 PM, . )
i f environment that promotes the physical and emctional
stated that Patient #5 had been challenging staff wellbeing of patients. Educational sessions covered
on every request. "Pt didn't like redirection and the following:
threw red Gatorade on staff person wearing a. Patient rights.
white shirt. Cold Jarred staff badly, and jostied pt b. Regulatory and legal review of what constitutes an
against wall.” A CON (Certificate of Need), dated emergency involuntary procedures including restraint
4/14/13 at 10:15, indicated a therapeutic hold had and seclusion.
been implemented for a period of 1 minute and ¢. Clinical rationale for emergency procedures.
stated the reason the emergency procedure had d. Documentation requirements for emergency
been employed; “pt had besn challenging staff all procedures. : :
day shift, aﬁempting to get out of ALSA, e, Use of altemative Ies; r:slt)m;t:]ve nterventlons.
threatening to throw ltems. At 10:15 pt threw drink |- - - - - |- Role of patient and staff debriefing..
u g. Use of the therapeutic mventory tool in treatment
at staff, threats of physical harm.” Although the i
documentation indicated the patient had been R s ot T,
challenging staff all day, tl"le 'only less restrict{ve i. Staff education and guidance on how to deal w/
interventions employed prior to the therapettic patient and Issues of transference and
hold were reported as "pt has had negative I —————— @
responses to redirection by staff," Per review of ) J. Identification of staff needs for Ongomg forums for
the formal grievance, filed by Patient #5 and education, training and support.
provided to the surveyor by the patient, MHW #3 3.) On 4/18/13 and 5/2/13 and 5/16/13 the Chief
had treated the patient in & non-therapeutxc and Medical Officer and Medical Director reviewed the
disrespectful manner when, in response to the CMS findings with the Medical Executive Committee:
patient throwing Gatorade at MHW #3, the MHW :
FORM CNS-2567(02-86) Fravioua Varsions Obsolsts . EventID:XLXO11 Faclilty ID: 474001 If continuation shest Page 18 of 40
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CR SECLUSION

Seclusion is the involuntary confinement of a
patient alone in a room or area from which the
patient is physically prevented from.leaving.
Seclusion may only be used for the management
of violent or self-destructive behavior.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, there
was no evidencs of violent or self-destructive
hehaviors that resulted in use of seclusion in 1 of
12 applicable patients reviewed. (Patlent #4)
Findings inciuds:

1. Per record review Patient #4 was placed in
seclusion on 4/9/13 for approximately one hour
without evidence of violence or self-destructive
behavior. Nursing progress notes dated 4/9/13
during the evening shift stated " .. pt yelled and
refused to be redirected or quieted for a long time
... Pt yelled about peer having visitors. Pt yelling
about peer yeliing and " you never tell HIM to be
quiet! * Pt put in quiet room with door open from

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA - - | (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORFAECTION IDENTIFICATION NUMBER: A HRDING COMPLETED
474001 8. WING 04/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
snarono reTae a0k
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGTION T e
" PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ° {EACH CORRECTIVE ACTION 8HOULD BE = | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG . CROSS-REFERENCED TO THE APPROPRIATE - |~ DATE
‘ DEFICIENCY)
. A154 482.13(e) USE OF RESTRAINT OR
A 154 | Continued From page 18 A 154 [SECLUSION Continued - '
.grabbed him/her by the arms and held him/her . e
against the wall, Per review, statements The CMO provided an ln-ser:/jlcc:’e on em(:;?iincy
documented by MHWSs #4 & #5, both of whom ::E:Z“m':z;a“e”' fighia and aecumeniain
witnessed the-svent, identified that MHW #3 had . 4) On 4/4/13 the CMO and Serior Medlcal Director
grabbed onto Patient #5's upper arms while nted a formal case consultation
-| facing-himyher and pushed him/her against the impiemanted 4 formal case consufeffo.i.. -
seminar/serles, meeling twice per month to. prov1de
wall. MHW #5 furthe"r ‘lndtcated that MHW #3 had opportunity for comprehensiva case review for
stated o Patient #5 "I'm qungvto ta'fe you down* patients with who pose significant treatment -
(meaning to the floor). During interview, at 1:11 challenges. The consultation forum Is designed to
PM on 4/17/13, the BN Unit Manager of AlU promote a collaborative probiem solving non-blaming
confirmed that MHW #4 had held onto the arms ‘| culture of patient care and professicnal development.
of Patient #5 and had placed him/her agalnst the Patient # 5 was the first patlent reviewed. In
wall, ) attendance wers six hoard certifled psychiatrists,
A 162 | 482.13(e)(1)(il) PATIENT RIGHTS: RESTRAINT A'tg2 ] sl niing Sa sd mantal aalihy Workeds,

several social wark/clinicians, quallty and risk
personnel and several executive team members
including the CEO.

Topics discussed during this consultation Included
« What constituids an emergency procedure
(restraint/secluslon)? ¢

» Balancing of Patient Rights and Safety.

» Challenges of caring for a patient with a significant
mental iliness and a traumatic brain injury that
refuses pharmacological interventions.

» Patient # 5's behavior and its impact on other

1 patients’ treatment,

+ Staff responses to patient # 5 and compassmn
fatigue.”

The expertise provided in this case consultation
identified the need for increased case discussian with
staff of all disciplines and on each shift and the need
for expedited legal/medical counsel. .

In the days followIng this consuitation the unit and
executlve triad leadership teams met with unit staff
(overiapping shifts) to disseminate relevant case
Informatlon and treatment strategies; to engage staff
In dialogue; and to provide direction and support.
The treatment team developed a behavior plan for
patient # 5 that included identified coping strategies
gamered from the case consultation and from the

patlent's own therapeutic inventory assessment.
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.spoons or anything to self-harm”, The-chargé - -

approximately 3:45 to 4:45, Pt had prn Ativan 1
mg at 2:00 PM, and Zyprexa at 3:40, Pt finally
quieted down, ate dinner, used the phone and
went to sleep. This nurse does not see pt using -

nurse confirmed during interview on 4/16/13 at .
3:05 PM, that Patient # 4 was placed in. seclusron
and "was not allowed to leave”.

The " Certificate of Need For Emergency
Involuntary Procedures " form used by the:
facility, which identifies how the use of restraint
and seclusion meets emergency criteria, less
restrictive measures attempted, the RN or LIP
t-Hour assessment release from seciusion and
patient response could not be found by the
Clinical Manager which was confirmed during
interview on 4/18/13 at 9:25AM. In additlon, the
physiclan's order did not Includa the reascn for
seclusion or the behavioral objectives for release.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIER/CLIA: {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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(X4 ID . SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION - (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
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' oo : A154 482.13(e) USE OF RESTRAINT OR
A 162 | Gontinued From page 20 -

A 162 |[SECLUSION Contlnued

5.) On 4/24/13 CNO provided an educational

8.) On 5/13/13 the CNO approved an enhanced on
line educational module focused upon criteria for

hour assessment. The on line module was
implemented an 5/25/13 on MyLearningPointe.com
and will be used for RN orientation and as annual
competency to ensure that nursing staff follow
policies and regulatory guidelines for restraint and/or
seciuslon procedures.

7.) On 4/4/13 the executive taam Implemented a
system for formal review of all emergency
procedures, including restraint and seclusion and
assoclated documentation (Certificate of Need,
CON). 100% of CONs are raviewed by Clinical and
Risk Manager for appropriate use of emergency )
procedures, less restrictiva Interventions attempted
prior the procedure, and that all documentation
requirements are met. For any patient who has flve

session to nursing leadership and clinical educators .
regarding patient rights and emergency procedures. .

emergency procedures and requirements for one "

A164|482.1 3(9) (2) PATIENT RIGHT,S: RESTRAINT OR A 164{ or more episodes of rastraint and/or seclusion in one

SECLUSION week the treatment team will conduct a complete
review of the patient's care plan and make
Restraint or seclusion may only be used when modifications as appropriate.
less restrictive interventions have been 8.) Immediately following survey the Chlaf Executlve
dstermined to be ineffective to protect the patlent, and Medical Officer obtained legal and regulatory
a staff mem ber, or o»thers from harm consultation from the Depamsnl of Mental Health
regarding the expedition of non-emergent
This STANDARD s not met as evidenced by: involuntary medication to ensure that patient # 5
: ; : . ives needed treatment. : .
Based on record review and staff interview, the rece
facility failed to show evidence of less restri::-tive SRS A Mg Do anc S Manager
in térvenﬂons belng utilized prior to addressed performance issues named in the cltation
. as noted in citation response A 20.
Implementation of seciuslon In 2 of 12 applicable ’
records reviewed. { Patients # 4, 6) Findings -
Include: . .
1. Per record review, Patient #4 was placed-in
saclusion on 4/9/13 for approximately one hour
" FORM CMS-2567(02-89) Pravious Versions Obsclets + Event I0:XILXO11 Faolifty 1D: 474001 if continuation shest Page 21 of 40
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.| medication. Nursing progress notes dated 4/8/13

[ refused to be redirected or quisted for a lang time

without evidence of lesser restrictive Interventlons
being attempted with the exception of prm

during the evening shift stated * .. pt yelled and

.. Pt yelled about peer having visitors. Pt yelling
about peer yelling and " you never tell HIM to be
quiet! " Pt put in quiet room with door open from
approximately 3:45 to 4:45. Pt had prn Ativan 1
mg at 2:00 PM, and Zyprexa at 3:40. Pt finally
guisted down, ate dinner, used the phone and
went to sleep. This writer does not see pt uslng
spoons or anythlng to self-harm", -

The " Certificate of Need For Emergency
Involuntary Procedures " form used by the
faclilty, which identiftes how the use of restraint
and/or sacluslon meets emergency criterla, less
restrictive measures attempted, the RN or LIP
1-Hour assessment releass from secluslon and
patient response could not be found. The
physician order did not include the reason for
seclusion and the behavioral objectives for
release. The charge nurse confirmed during
Interview on 4/16/13 at 3:05 PM; that Patient 4 4
was placed [n sec[uslon and “was not allowed to
leave®,

2. Per record review Patlent #5, who had been
admitted to the AlU (Adult Intensive Unit) on an
involuntary basis on 3/10/13, was subjected to the
following procedures including hands on restraint
and/or LDS (Locked Door Seclusion), on 4/10/13
and 4/14/13, respectively, without evidence-that
less restrictive Interventions had been employed
and-determined o be unsuccessful prior to the
individual procedures:

PROCEDURES FOR IMPLEMENTING THE PLAN
OF CORRECTION

Comprehensive staff educaﬁon and training.
Increased supervision for the Adult Intensive Unit.
Increased resQurees, appmved for clxmcal educaﬂon
Implemenlation of enhanced review of all emargency
procedures and associated documentation, !
Approval for additional resources in clinical
education.

New training module for emergency procedures with
competency.

Legal/regulatory consultatlon

Progressive disciplinary action taken for staff
invalved in citations,

MONITORING/TRACKING: (method, frequency and
responsible person

The executiva leadership team will meet weekly and
as needed with the adult intensive unit and will
,document progress in meeting minutes for a
minimum of four months. '
Review of all emergency procedures, including
restraint and secluslon will remain an ongoing
practice. Results of any deficiency noted will be
immediately reported to the CMO, CNQ, Quality and
Risk Manager.

The Performance Improvement/Risk Manager will -
monitor 100% of all Incldents and APS reports on
ongolng basis,

CNO will conduct quarterly audits of nursing
‘parsonnel files to ensure that competencies
regarding resfraint and seclusion are complete and
assess needs for additional training. .
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DEFICIENCY)
_ . A154 482.13(e) USE OF RESTRAINT OR
A 164 | Continued From page 22 A 164 | SECLUSION Continued :
a. Anurse's note, dated 4/10/13 at 7:54 AM,
stated Patient #5 had requested Seroque! 100 mg PROCEDUR‘ES FOR 'NCORPO%EggS o
at 5:30 AM and when provided the patient bit the SHATEMATE- WP RENVEMENT e
u : - . QUALITY ASSURANCE PERFORMANCE . '
plll In half, "splt out, refused to comply with :. : -
medication mouth check, When taught t MPRQVENENS (QAR) FROSPAME s
: ey 6C N saught o As directed by the Chlef Nursing Officer the - -
regarding this safety issue threw dirty water (that - Performance Improvement and Risk Mandger will
[s/he] had been drinking when taking meds and . enalyze and trend Certficats of Need (CON) and
allowing fluids from mouth back.into cup). APS data for quality review and to identify
Instructed to QR (Quiet Room), refused, performance Improvement opportunities.
immediately escorted to QR - began kneeing and The data Is reported to the executive team (or
-klcking staff....Refused to redirsct - secluded for administrator on call) including the Senior Director of *[ 4/19/13
immediate risk of harm to others dus to Quality and Regulatory Compliance on a dally basls.
assaultive behavior." The note further indicated This quallty data is presented monthly to the Safety
that the patient was grabbing at staff, attampting  Committee end Quarterly to the Board Quality
to exit the QR, and subsequently received an Committes and to the Organization Wide
injection of Zyprexa, at 5:50 AM. The note stated Parformenice tmprovement Commiites.
ere had
there had been an attempt to process the events TITLE OF RESPONSIBLE PERSONS:
leading 1o seclusion with the patient who
Executive Triad Leadership taam (CMO, CNO, Vice
reportedly stated his/her Intent to continue to Pregidant of Operaions)
attempt to assault staff, engage in disruptive Senlor Director of Quality and Regulatory
behavior with goal of expediting discharge and Compliarice
"stated, as well, intent of lodging allegations Manager of Risk and Performance Improvement
against staff/hospital...” The patient reportedIy
refused 1o contract for safe behavior and - A162 482.13(e){1Xii} PATIENT RIGHTS:
remained in seclusion at the end of the shift. RESTRAINT OR SECLUSION
| Per Interview, at 7:38 AM on 4/16/18 and at 7:50 - PLAN OF CORRECTION FOR CITED DEFICIENCY |-4/19/13
AM on 4/17/13, both MHW (Mental Health & EFFORTS TO ADDRESS IMPROVING THE
Worker) #1 and MHW #2 stated, during each of PROCESSES THAT LED TO THE DEFICIENCIES:
their respective individual interviews, that they - 1) i orer 1o pesdiobs & il of leprmuing ATkl i
had been witness to the following events during Siwiire Gietasisionts aacl onty ko
3 /4 3 management of violent or self-destructive behaviors
the early morning hours of 4/10/13: at the executive leadership taam provided education
approximately 5:00 AM Patient #5 had requested . £
+ and training regarding policies and procedures that
a specific amount of Seroquel, was informed the govern seclusion to the full executive team, medical
ST ok e W NUTme 4 B T o v mer g
A * s rou 8 2.) On 4/19/13 the executive team implemented a
medication the patient bit the pill in half, system for formal review of all emergericy
swallowed half and put the remaining piece back procedures, Including restraint and seclusion and
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technique to hold the patient's left arm and s/he

struggle. Nurse #1 then left the ALSA unit and

in the plastic med cup. Each MHW stated that
Nurse #1 then started to speak'to Patient #5 in a
loud voice telling the patient s/he was tired of the
patient manipulating his/her meds. The patient”
became angry and threw the remaining water
from the cup at Nurse #1 who immediatsly
grabbed the patient by the right arm, pulled
him/her from the chalir In which s/he was sitting,
and propelied him/her forward. At that point MHW
#2 used a CPI (Crisis Prevention Intervention)

was placed in locked door seclusion. Both MHWs
stated there had been no attempt to verbally
de-escalate the patient prior to the hands on
procedure and there was no svidence of self
harming behavlors or intent to harm others by
Patient #5, until Nurse #1 put hands on the
patient, at which point s/he began to kick and

returned with Nurse #2 who brought medication
for the patient to take by mouth. Nurse #1 made a
statement that the patient had spit the medication
out and Nurse #1 and Nurse #2 then left and
returned, within several minutes, to the seclusion
room where Patient #5 was at that polnt sitting
quietly on the floor. The patient was placed In a
face down position on the floor and restrained In -
that position by 3 staff members while Nurse #2
gave the patient an injection, All staff then left the
room. MHW #1 stated that Nurse #1 continued to
check on the patient evary 10 to 15 minutes and
discussed the conditlons of release from
seclusion, S/he stated that In addition to asking
the patient if s/he could contract for safety and
not be assaultive, Nurse #1 also asked the
patient If s/he was going to continue to make
allsgations against staff. -~

. | associated documentation (Certificate of Need, CON).
| 3.) 100% of CONs are reviewed by Clinical and Risk
Manager for approprxate use of emergency :

are attampted prior the procedure. and that all
documentation requiraments are met.

4.) For any patient who has five or more episodes of
restraint and/or seclusion in one week the treatment
team will conduct & comprehensive review of the
patient’s care plan to identify potential patterns,
trends, clusters of behaviors that make be contributing
factors. Based upon this analysis the team will make
modlfications to the patient's treatment plan and
communicate-modifications to afl staff.

PROCEDURES FOR IMPLEMENTING THE PLAN
OF CORRECTION

Education and Training.

Formalized process for CON monitoring.
Implemented a system for a comprehensive case
review for any patient who has had five or more
emergency procedures within one week.

MONITORING/TRACKING: (method frequency and
‘responsible person)

All Certificate of Need documents (CONs) are

| reviewed dally by unit based leadership teams (Unit
Chief, Clinical Manager, Charge RN and Senlor
Clinidan) and Performance Improvement/Risk
Manager. CONs reviewed for Completion of MD
orders; Criteria met for emergency procedure, less
restrictive altematives attempted.

PI/Risk Manager, Clinical Managers, and House
Suparvisor on off hours review 100% of all CONs to
assess that the event met amergency criterla and tha
policies and procedures were followsd.

Clinlcal Managers will audit 5 charts weekly to review
for completeness of treatment plans and nursing
documentation including evidence that less restrictive

procedures to’ ‘ensure that less restnctlve interventions

interventions were attempted prior to emergency
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Nurse #1 confirmed, during interview at 8:13 AM
on 4/18/13, that the patlent had been given
Seroquel, broke the piil in half and returned half
to the med cup. S/he stated that because Patlent
#5 had previously been manipulating his/her
medications, the nurse asked the patientto do a
mouth check which s/he refused to allow, The
nurse stated the patient then became angry and
thraw the water (in which Nurse #1 felt the patient
had spit oral secretions), into Nurse #1's face and
the nurse responded by telling the patient, In a
loud voles, "seclusion room now." Nurse #1
conflrmed that there had been no attemptto
employ iess restrictive measures to de-escalate
the patient's behavior. S/he also agreed that in
hind sight s/he could have stepped away from the
patient to give time to de-escalate but felt, based
on past experience with the patient, that the
patient might attempt to assault staff. Nurse #1
stated that after being placed in LDS (Locked
Door Seclusion). Patlent #5 was given the option
of taking.Zyprexa (an antipsychotic drug) by
mouth or injection. The patient took the oral
Zyprexa which Nurse #1 stated s/he felt the
patient spit out. Nurse #1 stated s/he left the LDS
and contacted the physician by phone and
explained that s/he was not certain how much, If -
any, of the Zyprexa the patient had received
orally. S/he stated that the physician ordered
Zyprexa IM. The nurse confirmed that upon .
return to the LDS, despite the fact that Patient #5
was sitting quistly on the floer, s/he was placed in

.| a tace down position on the floor, and restrainad

by 3 staff members while Nurse #2 administered
the IM Zyprexa. Nurse #1 further confirmed that
s/he returned every 10 to 16 minutes to
determine the patlent's readiness to be released
from LDS. S/he confirmed that s/he asked the

"| As directed by the Chief Nursing Officer the
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RESTRAINT OR SECLUSION Continued
procedures.

PROCEDURES FOR INCORPORATING TR S
SYSTEMATIC IMPROVEMENT ACT IONS INTO T
QUAUTYASSURANCE PERFORMANCE "™ e )
IMPROVEMENT (QAPI) PROGRAM; e
Performance Improvement and Risk Manager will
analyze and trend Certificate of Need (CON) and
APS data for quality review and to identify
performance improvement opportunities.

The data Is reported to the executive team (or’
administrator on call) Including Senlor Director of
Quality and Regulatory Compliance on a dally basis.
This quality data is presented monthly to the Safety
Committee and Quarterly to the Board Quality
Committee and to the Organization Wide
Performance Improvement Commitiee, '

TITLE OF RESPONSIBLE PERSONS:

Chief Nursing Officer and Vice President of Patlent
Cars

Senior Director of Quality and Regulatory Compliance|.
Performance fmprovement/Risk Manager

A164 482.13(e)(2) PATIENT RIGHTS: RESTRAINT
OR SECLUSION

4/19/13
& EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCIES:
1.) In order to ensure that less restrictive Interventlorgs‘
have been determined to be ineffective to protect the
patient, a staff, or others from harm, the executive
leadership team provided education and tralning
regartling policles and procedures that govern
restraint and seclusion to the full executive team, -
medical staff and unit based leadership.

2.) This education provided a focused review of the
use of the patient’s therapeutic inventory assessmenty -
and staff training on its use and efficacy in patient
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.| patient If s/he was going to continue to assauit

staff and the patient said yes. S/he also asked the
patient if s/he was going to continue to make

A Nurse's Note, dated 4/14/13 at 6:53 PM, stated
that Patient #5 had been chalienging staff on
every request. *Pt didn't like redirection and threw
red Gatorade on staff person wearing white shirt.
Cold jarred staff badly, and jostled pt against
wall." A CON (Certificate of Need), dated 4/14/13
at 10:15, indicated a therapeutic hold had been
implemented for a period of 1 minute and stated
the reason the emergency procedure had been
employed; "pt had been challenging staff all day
shift, attempting to get out of ALSA, threatening to
throw items. At 10:15 pt threw drink at staff, -
threats of physical harm." Although the
documentation Indicated the patient had been
challenging staff all day, the only less restrictive
interventions employed prior to the therapsutic
hold were reported as "pt has had negative
responses to redirection by staff,” Per review of
the formal grievance, filed by Patient #5 and
provided to the surveyor by the patlent, MHW #3
had treated the patient in a non-therapeutic and
disrespectful manner when, In responss to the
patient throwing Gatorade at MHW #3, the MHW
grabbed him/her by the arms and held him/her
against the wall. Per review, statements |
documented by MHWs #4 & #5, both of whom
witnessed the event, identifled that MHW #3 had
grabbed onto Patlent #5's upper arms while
facing him/her and pushed him/her against the
wall, MHW #5 further indicated that MHW #3 had
stated to Patient #5 "I'm going to take you down”
(meaning to the floor). During interview, at 1:11

_ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION " (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; gmsurmwe : )compfersqu
. 474001 8. WING 04/18/2013
NAME OF F’HO‘_/IDEH OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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o BRATTLEBORO, VT 05301
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES © o PROVIDER' PLAN OF GORREGCTION - - e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL “PREFIX .| -  (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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: DEFICIENCY)
‘ : -+ | A164 482.13(e)(2) PATIENT RIGHTS: RESTRA]NT
A 164 | Continued From page 25 A 184 | OR SECLUSION Continued

care,
3.) On 4/19/13-the executive team Implemented a

N FEE om for f iew of all emergency. .
false allegations against staff and the patlent " a syshem for formal ey gt

‘| responded yes.

| procedures, Including restraint and seclusion and

| -associated documentation (Certificate of Need,
CON}).

4.) 100% of CONs ara reviewed by Clinical and Rlsk
. "Manager for appropriate use of emergency
procedures to ensure that lass restrictive
interventions are attempted prior the procedure, and
that all documentation requirements are met.

5.) For any patient who has flve or more episodes of
restraint and/or saclusion in one week the treatment
team wilf conduct a compiete review of the patlent's
care plan and make modifications as appropriate.

PROCEDURES FOR IMPLEMENTING THE PLAN
OF CORRECTION

Education and Training.

Formalized pracess for CON monitoring.
Implemented a system for a comprehensive case
review for any patient who has had five or more
emergency procedures within one week.

responsible person)
All Certificate of Need documents (CONs) are
reviewed by Clinical managers, Pi/Risk Manager
and Nursing Supervisprs on off shifts daily.

The adult intensive team reviews all CONs daily as
part of the treatment planning process. CONs are
_ reviewed for completion of MD orders; to confirm
that criteria are mat for the emergency procedurs,
that less restrictive alternatives were attemptsd and
that the nursing assessment withm one hour was
conducted. .

Clinical Managers will audit 5 charts weekly to
review for completeness of treatment plans and
nursing documentation including evidence that fess
restrictive interventions were attempted prior to
emergency procedures.

MONITORING/TRACKING: (method, frequency and
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. A164 482.13(e)(2) PATIENT RIGHTS: RESTRA&NT
A 184} Continugd From page 26 A 164 |OR SECLUSION Continued G gy
PM on 4/17/18, the BN Unit Manager of AlU . :
confirmed that MHW #4 had held onto the arms :Sg?;ﬁ:ﬁgf;gg&gggg:?:g;gfj -
gaf;at ent #5 and had placed hlm/her agalnst the QUALITY ASSURANCE PERFORMANCE .
IMPROVEMENT (QAPI) PROGRAM:
482.13(e)(4)(i) PATIENT RIGHTS RESTRAINT A 166 as girected by the Chief Nursing Officer the

1 A188

‘OR'SECLUSION

The use of restraint or seclusion must be-

(i) in accordance with a written modification to the
patient's plan of care.

This STANDARD Is not met as evidenced by:
Based on record raview and staff intervisw, the

| hospital failed to assure that the plan of care was

modified to reflect the use of restraint or
seclusion in 2 of 12 applicable records reviewed.
(Patients #4 & #5 Findings include:

1. Per review of the 4/2/13 "Certfficate of Nead
for Invaluntary Procedures” (CON) and progress
notes, Patient #4 was placed in open door '
seclusion from 7:57 PM to 8:30 PM when h/she
refused to return a plastic utensil, refused
redirection, began banging on the walls and
attempted to wrap the cord of a blood pressure
ouff around h/her neck. - The CON stated that
Patient #4 made a suicidal threat a day sarlier (
4/1/13) and had a history of using utenslls for
self-harming behavior, Per record review, the use
of seclusion related to this incident was not
incorporated into interdisciplinary treatment plan,
which was updated on 4/3/13.

Patient # 4 was placed in open door seclusion on
4/9/13 from 3:45 PM to 4:45 PM. Nursing .

progress notes stated "...pt. yalled and refused to
be redirected or quieted for a long time. Pt yelled
about peer having visitors. Pt ysiled and peer

Performance Improvemsnt and Risk Manager will
analyze and trend Cartificate of Need (CON) for
guality review and to identify performance ’
Improvemsnt opporiunities.

The data is reported to the executive team {or
administrator on call) including Senior Director of
Quality and Regulatory Compllance on a dally basis.
This quality data is presented monthly to the Safety
Committee and Quarterly to the Board Quallty
Committee and to the Organization Wide -
Performance improvement Committee.

TITLE OF RESPONSIBLE PERSONS:

Chisf Nuising Officer and Vice Presldent of Patient
Care

Senior Director of Quality and Regutatory Compliance
Performance Improvement/Risk Manager

Clinical Managers

A166 482.1 3(9)(4)(1) PATIENT RIGHTS: RESTRAINT
OR SECLUSION 41913

PLAN OF CORRECTION FOR CITED DEFICIENCY
& EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCIES:
1.) In order to ensure that all episodes of restraint
and/or seclusion are in reflected in the patlent's plan
of care, the executive leadership team provided
education and fraining regarding documentation
requirements for treatment planning that Include the
required modifications to the plan of cara following j
incidents of restraint or seclusion. “Tralning was glven
to the full executlve team, medlcal staff and unit
based leadership. :

2.) On 4/19/13 the executive team implemented a -

system for formal review of all emergency procedures

FORM CMS-2467 (02-99) Previous Versicns Obsolete

Event ID:XLXO11

Facilty ID; 474001 . = " If continuation sheet Page 27 of 40




- B &t

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

PRINTED: 05/17/2013
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION - {X8) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: A. BULLDING COMPLETED
474001 B Wia 04/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
BRATTLEBORO RETREAT ANNA MARSH LANE PO BOX 803
BRATTLEBORO, VT 05301
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION . {x5) :
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE - COMPLETION *|.
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) * TAG * CROSS-REFERENCED TO THE APPROPRIATE . DATE
DEFICIENCY)
IA166 482.13(e){4)I) PATIENT RIGHTS:
A 166 | Continued From page 27 A 166 [RESTRAINT OR SECLUSION Conlinued
%ealgng Hag%xg;] ?er\l’,g ;?HQS;\?IA atr? dbgy%“r“ee):a ;t including restraint and seclusion and associated _
8:40 PM. Pt. finally quieted down, ate dinner decumitation {Seilfiziie.of Heed, CQFL, : :
T ' 3.) 100% of CONs are reviewed by Clinical and Risk o
used the phone and Wem to sleep . Manager for appropnaba use of emergency d
, . o ' “Tprocedures to ensure that less restrictive -
Per record review, the mtardlsclpﬂnﬁrytreatmem interventions are attempted prior the procedure, and .
plan, updated on 4/10/18, stated "Superficial that all documentation requirements are met.
attempts to hurt self yesterday secondary to 4.) The Pi/Risk Manager provides data to clinical )
distressed re :slowness of aftercare’.., "remains {managers for any patient who has had  or more
labile with emotional outbursts, continuatly emergency procedures in one wesk. Those patlents
needing attention or limit satting.." However, the require & comprehensive full team review to assure
treatment plan did not refiect of the uss of that modifications Including behavior plans are
seclusion on 4/8/13, incorporated into the current treatment plans.
This was confirmed durlng interview with tha gg Tthe Dlrelctor of So:le}ﬂ Work prsvide:btrirnl?g o’n
atment planning and incorporation of behaviora
Clinical Manager on 4/1 8/1_3 a1 8:25 AM. plans to all sacial work on 4/16/13, during survey,
and again on'5/23/13. .
2. Perrecord review staff had utilized restraints PROCEDURES FOR IMPLEMENTING THE PLAN
and/or seclusion for Patlent #5 on multiple OF CORRECTION
occasions from his/her Involuntary admission on Education to staff regarding Emergency procedures
8/10/13 through 4/14/13. The use of restraints and need for treatment plan updates that incorporate
and/or seclusion occurred on at least 10 episodes behavioral interventions and plans.
between the dates of 4/8/13 - 4/14/13, including CON documentation modification.
up ta 3 episades on soma days, for behaviors CON reporting function added to Electronic Health
that included attempts to assault staff and several Record.
incldents In which the patient threw liquid from a 'mﬂiememed @ systematic review of all CONs.
cup at staff, Despite the frequent uss of restraints ’
and/or seclusion the patient's care plan did not MONITORINGITRAGKING: (mothod, frequancy and
reflect thelr use. Although a specific Behavior - responsbie person) s l
Plan had been developed, dated 3/27/13 and ‘:gg;’":fa:'fgg”h‘:?::ﬂzgo o mﬂzzafgf;:‘;;:i o
revised on 4/15/13, which reflected patiant procedures to Patient Safety, Qualty and informs
specific unsafe behaviors, the plan only dinical education.
addressed the consequences of unsafe behavior Dally review of all CONs by Adult Intensive Team.
and the benefits of changing that behavior. There Clinlcal Managers will audit 100% of all CONs for
was no plan of care that identlfled interventions to restraint and sedlusion for four months to ensure that
employ to assist in preventing unsafe behavior treatment plans are modified accordingly.
exhibited by the patient or prevent escalation of In addition the Dirsctor of Soclal work will review 12
that unsafe. The Clinical Manger of the unit on chart audits per month to ensure that treatment plans
_' : reflect current plans of care. )
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A166 48'.5.13(5)(4)(1} PATIENT RIGHTS; RESTRAINT
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which Patient #5 resided, confirmed that the care
| plan did not reflect the use of restraints/ssclusion, EZEESZIREIS&P;NS'BLE PERSONS
during Interview on the morning of 4/18/13. e
, - e : N ! !
A 168 482.13(e)(6) PATIENT AIGHTS: RESTRAINT OR | * A 188|ghio reing Officer and Vice President of Patient
o SECLUSION - - _ Director of Social Work‘ -
The use of restraint or seclusion must.be In © |ate8 482.13(s)(5) PATIENT RIGHTS: RESTRAINT
accordance with the order of a physiclan or other OR SECLUSION
licensed independent practitioner who is - .
responsibis for the care of the patient as specified PLAN OF CORRECTION/EFFORTS TO ADDRESS | 5/21/13
{ under §482.12(c) and authorized to order restraint IMPROVING THE PROCESSES THAT LED TO THE
or seclusion by hospital policy in accordance with DEFICIENCIES:
State law. On 4/18/13 and §/2/13 and 5/16/13 the Chief Medical
Officer and Medical Director provided in-service to the
This STANDARD s not met as evidenced by: Novmial f*::]f[;’;:':: ﬁm&?ﬁ; el
Bas?d On.mtem ew and record reylew, the emergency'prooedures and quallty ovarsight of patient '
hospital failed to assure staff obtained an order e and documentatis! procedums,
from a physician for the use of seclusion and/or On 4/24/13 the CNO provided an In-service to clinical
physical restraint for 3 of 12 applicable patients. nuree managers reviewing policius, procedurss and
(Patients # 4, 5, 23} Findings include: regulations that govern emergency procaduras
Including the timeliness of medical orders for any
1. Per review on 4/18/13, Patlent #23 with a any/all emergency procedures, She emphasized the
diagnosls of Schizoaffective Disorder and importance of incident reporting to track medication
Depression, was admitted to the hospital and procedure errors and their role in promoting
involuntarily on 8/3/12, Over the course of several patient safaty in a just culture.
'weeks, Patlent #23 had several behavioral To enhance oversight and review of emergency
emergencias requiring both emergency procedures on the Adult Intensive unlt, on 5/20/13 thf
medications and ths uss of seclusion. Both executive team implementtec & system to review 100/:
interventions require a physician order. On - 3:": iemni‘:: °ft':°"d d,°°‘"f’°"'5 (CONS)T"‘:]”" o
10/22/12, the psychiatric progress note states e aaly OLIGAR pianig procass.
s....remains qults psychotic . procadure will be in place for 80 days and will be a
L J \ : pilot for hospital-wide implementation.
intrusive.....ds-escalation techniques proved CONg are tevisiad for
i u
Ineffective...." A nursing progress note states “2 1.) Completion of MD orders.
person hands escort to quist room (seclusion)... 2.) Docurhentation that criterte is met for amergency
and further stating Patient #23 remalined in quiet procadure.
room for 20 minutes. Per review of physlcian 3,) Documentation that less restr)ctlve Interventlons
orders for 10/22/12, no order was recelved or were attempted.
written for the use of seclusion during the -
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:| for the former Osgood 3 uhit where Patient #23

"] that at 5:40 AM the patient had been placed in

‘| separate, individual interviews, conducted on

| of hands on was utilized to escort Patient #5 to
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morning intervention which occurred from 9:25
AM - 10;00 AM. This omilssion was confirmed on
the afternoon of 4/18/13 with the nurse manager

was hospitalized.

2. Per record review, a stamped order dated
4/9/13 at 3:35 PM for the use of seclusion for
Patient #4 was not signed by the physician in &
timely manner, Per intervlew of 4/16/13 at 2:10
PM, the Clinlcal Manager and Charge Nurse
conflrmed that the telephone order had not besn
signed by the physlcian. The Clinical Manager
and Charge Nurse sald the expectation Is for
telephone orders to be signed within 24 hours
and if the prescriber is not available, the covering
physician would sign the order. The order was
not signed untll 4/17/13 at 8:00 AM.

3. Per record review Patient #5, who was
admitted on 3/10/18, on involuntary admlssion
status had a CON, dated 4/10/183, which indicated

seclusion and received involuntary medication (a
chemical restraint) in response to: "Pt refused to
comply with mouth chack, assaulted staff
throwing dirty (had been In Pt mouth) waterin
staff's face - escorted to QR - kneed and kicked
writer - placed in QR & seclusion initiated
secondary to assaultive bx" (behavicr). Per

4/17/13 and 4/18/13, respectively, two MHWSs and
the Unit Charge Nurse-at the time of the Incident,
each confirmed that physleal restraint In the form

the secluslon room. In addition, the MHWSs and
the Charge Nurse also confirmed the use of
physical restraint by 3 staff members who held

©On 5/21/13 the executive team approved the addlhon .
an administrative assistant o asslst the Clinical
Manager on the AlU with chart audlts

PROCEDURES FOR IMPLEMENTING THE PLAN s
OF CORRECTION - e )

Staff education.

Daity review of all incidents of restra!nt and seclusion
and associated Certificates of Need (CON),
Implementation of system for dally review of CONs by
treatment 1eam piloted on the Aduit intensive Unit for
B0 days.

Provided additionat admlnlstratlve support for the
AlU.

MONITORING/TRACKING: {(msthod, frequency and
" |responsibie person)

Clinical Managers, Pl/ Risk Manager and Nursing
Supervisor off shifts will review all CON’s daily.

TITLE OF RESPONSIBLE PERSONS:

Chief Nursing Officer and Vice President of Patlent
Care

Clinical Manager
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OR SECLUSION

When restraint or seclusion is used for the
management of violent or self-destructive
behavior that jeopardizes the Immediate physical
safety of the patient, a staff member, or others,
the patlent must be seen face-to-face within
1-hour after the initiation of the interventton --
o By a--

- Physician or other licensed independent
practftioner; or

- Registered nurse or physiclan assistant
who has been trained In accordance with the
requirements specified In paragraph {f) of this
section.

This STANDARD Ig not met as svidenced by:
Based on record review, the hospltal falled to
assure nursing staff conducted an accurate and
comprehensive assessment of patients 1 hour
after the Inltiation of either a restraint or seclusion
for 1 of 12 applicable patients. (Patient #23)
Findings include:

1. Per review of the Certificate of Need for
Emergency Involuntary Procedures (CON), staff
failed to complete a 1 hour face-to-face
assessment after the initiation of seclusion on
10/22/12 at 10:00 AM for Patient # 23. Patient
#23's specific behaviors (physical threats to staff,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PAOVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL - -PREFIX . (EACRK CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T TAG " CROSS-REFERENCED TO THE APPROPRIATE DATE |
. DEFICIENCY)
) . A178 482.13{e)(12) PATIENT RIGHTS: RESTRAINT
A 168 | Continued From page 30 ¢ "A 168 [OR SECLUSION |5/25113
the patient face down on the floor during the )
administration of Involuntary IM medication. The PLAN OF CORRECTION FOR CITED DEFICIENCY
Uk Crrge N, wro v sl T e
| obtaining physician orders, further confirmed In order to assure that nursing staff conduct an )
there was no physician order for use of restraints psurstsrsl cofprelienale B saRmNEnt GRS
.dum’]g ihe esc%‘ft nqr during administration of.. within one hour after the initiation of either a restraint
involuntary me ications. or seclusion, the CNOQ provided training to clinical
A178 | 482. 13(9) (1 2) PATIENT RIGHTS: RESTRA]NT A178 educators, clinical managers to review emergency

procedures and regulations for MD, LIP or Nursing
assessment within one hour of event.

100% of Clinical Managers and Clinical Educators
attended the tralning.

The training included:
1.) Clarification regarding the intent of the one hour

assessment following an emergency procedure. T_he. .

assessment must take place within 1 hour for all
emergency procedures, even those whose duration is
very short,

2.) Elements of the one hour assessment include:

a. Patient’s immediate situation.

b. Patient’s reaction to the event.

. Behavioral and/or medical condltions that may
have contributed to the event.

d. The need to continue ar termlnate the restramt or
seclusion

On 5/13/13 CNO approved an on line educational
module that clinical managers will incorporate into
unit based tralning. ,

On 5/25/13 the on line training was activated on
MyLeamingPointe.com. 100% of current nursing staff
wlll recelve this training and will and complete the
required competency to ensure that nursing staff are
tralned in eccordance with the one hour assessment
requirement by 6/28/13. This training module will be
Included in oriegtat}on of new nurses and become an
annual competency.
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OR SECLUSION

[the patisnt must be seen face-to-face within 1
hour after the initiation of the intervention -]

§482.13(e)(12)(ii) To evaluste -

1. The patient's immediate situation;

2. The patient's reaction to the intervention;

3. The patient's medical and behavioral condltion;
and

4. The need to continue ortermmate the restraint
or seclusion.

This STANDARD Is not met as evidenced by:
Based on staff interview and record review the
facillty falled to assure that the face-to-face
evaluations canducted within 1 hour after the
initiation of restraints and/or seclusion mcluded all
elements of a medical and behavioral
assessment, necessary to determine if other
factors, such as drug or medication Intsractions,
electrolyte Imbalance, etc., could be contr]buﬂng
to the behavior that warranted the need for
intervention for 1 of 12 patients. (Patlents #5 ).
Findings Include: g
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X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION - .8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL paer—‘zx : (EAGH CORRECTIVE AGTION SHOULD BE-. - | COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE - |  DATE
, DEFICIENCY)
' . 7178 482, 13{3)(12) PATIENT RIGHTS: RESTRAINT
A 178 | Continued From page 31- A 178|OR SECLUSION Continued : »
extreme agltation, not re-directable) resolved
prior to the 1 hour face-to-face assessment PROCEDURES FOR 'MPLEMENT'NG THEPLANOF|
evaluation with seciusion being discontinued at CRRRECTION
10:50 AM, However, hospltal staff Identified to be ' g“’ff f’d”"a“?” fa”d "a'”'"'f o i
| qualified to complete the evaluation (nursing staff} evelopment of a cortprehensive on lire I’Z“ g 8 [ e -
. | are stil requlrad to'conduct the patient module foremergancy proceduras that will be used Jori
) ; o orlentatlan and as an annual competsncy requlremenL
face-to-face and assass If further evaluation is
necessary regarding the medical or MONITORING/TRAGKING: {method, frequency and
psychological affects of seclusion, factors that responsible person)
may have contributed to Patient #23's behaviors CNO will ensure that all nursing staff Oompletes the
. | and whether the intervention was appropriate. comprehensive training module for emergency
A 178 | 482.13(e){12) PATIENT RIGHTS: RESTRAINT A 179 |procadures at orlentation and on annual basis.

Care
Clinical Manager

OR SECLUSION

very short.

Clinical Managers will review 100% of all CONs to
ensure that nursing assessments are completed within
one hour of an emergency procedure.

TITLE OF RESPONSIBLE PERSONS:
Chlef Nursing Officer and Vme President of Patient

A 179 482,13(e)(12) PATIENT RIGHTS: RESTRAINT

PLAN OF CORRECTION FOR CITED DEFICIENCY & 5/25/13
EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCIES:
On 4/22/13 the CNO and PI/Risk Manager met with-
-|the Clinical Education Department to review and
revise the educational curriculum for dealing with
emergency procedures and the requirement foran., .
assessment within one hour. The revisions included:
1.) Clarification regarding the intent of the one hour
asssssment following an emergency procedure. The
assessment must take place within 1 hr for all
emergency procedures, even thoss whose duraljon is
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1. Per record review, Patlent #5, who was
admitted involuntarily on 3/10/13; had muitiple -
episodes of use of restraints and/or seclusion
between the dats of admisslon and 4/1 5/18. The
CONs used by staff included & 1 Hour -
Assessment process that directed staff-to: =4
describe the patient's condition and
circumstances leading up to the emergsncy
procedure; identify If there was any patient injury;
identify less restrictive measures tried; describe
what [nterventions were authorized; document the
patient's responss to the Intervention; and
describe the nursing assessment of any physical
problems as a result of the restraint, indicating
the reason for the assessment Is to determins
any injuries or problems that resulted from the
use of restraints/seclusion, The CON form did not
include Information regarding the patient's
physical or medical condition. Per review of 9
separate CONs completed for use of ‘
restraints/secluslon for Patient #5 between the
dates of 4/8/13 and 4/14/13 there was no
evidence, in the 1 hour face-to-face evaluation,
that an assessment of the patlent’s physical
(including a complete review of systems) and
medical condltion had been conducted. .

During interview, at 9:33 AM on 4/17/13, the CNO
(Chief Nursing Officer) confirmed that RN staff
conduct the 1 hour face to face assessments of
patients following initlation of restraints and/or
seclusion, S/he further agreed that the CON form
used for assessments did not direct staff to
includs all elements of the face to face
assessment and stated that the assessments
currently being conducted by RNs does not
include assessment of the physical (including a
complete review of.systems) and medical

BRATTLEBORO RETREAT
BRATTLEBOROQ, VT 08301

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (xs) -
PREFIX~ (EACH DEFICIENCY MUST BE PRECEDED BY FULL - - " PREFIX (EACH CORRECTIVE ACTION SHOULD BE * | GOMPLETION"-

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
: . |A 179 482.13(s)(12) PATIENT RIGHTS: RESTRAINT
A179| Continued From page 32 A179|0R SECLUSION Continued

"|have contributed 1o the event.

2.) Elements of the one hour assessment inciude:
a. Patient's immaediate situation.

b. Patient's reaction to the event.

c. Behavioral and/or medical oondlﬂons that may

"d. The need to oontlnue or termmate the restraint or
seclusion.

On 5/13/13 CNO approved an on line educational
module that ¢linteal managers will Incorporate into unit
based training.

On 5{25/13 the on line training was activated on
MyLeamingPointa.com, 100% nursing staff will
recslve this training and complete the required
competency to ensure that nursing staff are trained in
accordance with the one hour assessment
requirement by 6/28/13.

PROCEDURES FOR IMPLEMENTING THE PLAN OF
CORRECTION )

Staff education and training.

Development of a comprehensive on line training
module for emargency procedures that will be used for
orientation and as an annual competency
requirement. .

MONITORING/TRACKING: (method, frequency and
responsible person)

CNO will ensure that all nurslng staff completes the
comprehensive training module for emargency
procedures at orientation and on annual basis.
Clinical Managers will review 100% of alf CONs to
ensure that nursing assessments are completed within
one hour of an emergency procedure. .

TITLE OF RESPONSIBLE PERSONS:

Chief Nursing Officer and Vice Presldent of Paﬂent
Care

Clinical Managers
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|t address negative behavior °

| and the Unit Manager declided to place Patlent

The hospital must ensure that the nursing staff .
develops, and keeps current, a nursing care plan
for each patient.

This STANDARD is not met as evidenced by:
Based upon observation, interview, and record
review, the facllity failed to assure that the nursing
staff develops, and keeps current, a nursing care
plan for 2 of 30 patlents. (Patients #11,16) .
Findings Include:

1). Patlent #11, whose diagnosss Include Major
Depressive Disorder with Psychotic Features and
Attentlon Deficlt Hyperactivity Disorder, has a
Care-Plan dated 8/21/13 for Risk of Harm to
Others and/or Self resulting from Impaired
Insight/Judgment. The Care Plan includes the
Intervention of ' Nursing will reinforce ...the "
point system "' . Per interview with the Unit
Manager for Patient #11 on 4/16/13 at 10:35 A.M.
the 'point system* was " not working for
(Patient #11) so we tried an individual plan " and
confirmed that the Treatment Plan Update dated
3/28/13 states Patient #11 has " a behavior plan

Per observation of Patlent #11 ' s Treatment
Team Meeting on 4/16/183 at 9:40 A.M.,, the
patient 's Physician, a Licensed Soclal Worker,

#11 " back on the behavior plan ' with regards to

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA . (X2) MULTIPLE CONSTRUCTION
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
) . A306 482.23(b)(4) NURSING CARE PLAN
A 178 | Continued From page 33 A179 ' 5/2113
conditions of the patient nseded to make a PLAN QFCORRECTIONEFFORTS TOADDRERS '
dstermination of whether or not a physical or WP ROVING THE PROGESSES THATTEDTOTHE |
medical condition could be contributing to the [T)EFE'Tﬂisthe nursing staff develops and kesps _
‘patient behavior that warranted the use of csr:m”a nureing care plai on 4/481 3p,he CNO ”
3 i r%sztrgénts snifor SeAIUSIoN. | provided an in-service to, the ‘nursing leadership - a
A3987482.23(b)(4) NURSING CARE F_’LAN A 396 regarding standards and requirements for planning

and the process for updating plans to incorporate
treatment interventions and behavior plans when
emergency procadures are used. .

A comprehensive resducation on treatment plannlng
for madical, nursing and soclal work staff will be
completed by June 28, 2013. (B Tag action ltem).
The training will include:;

» individualized plans of care,

* Role of patient and family in treatment planning.

* Family therapy as a treatment modality as chmwlly
indicated.

- Incorporation of behavioral plans of care into the
treatment planning process.

+ Revlew of emergency procedurss and Incorporation
of events Into plans of care.

+ Use of the therapeutic inventory completed by each
patient In the identification of triggers on potential
coping strategies,

« |dentification of short and tong term goals.

» Assignment of responsible party. °

» Duration and fraquency of Interventions.

» Use of substantiated diagnosis in the treatment
planning process.

On §/21/43 CNO, CMO, Vice President of Operations
and Director of Social Work made modifications to
the current paper based treatment plans in :
preparatlon for a conversion to the electronic health
record. Modifications made are described further In
the POC for B Tag Survey date 4/17/13.

PROCEDURES FOR IMPLEMENTING THE PLAN
OF CORRECTION

Staff education. -

Modifications to treatment plan documents.
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| Patient #11.0n 4/16/13 at 10:35AM:; h/she

a recent change In behavior .The Unit Manager
then stated that the behavior plan was never
written down. The Physlolan stated " We came
up with it, it was working, and we didn “t'rite It -
down ". Per interview with the Unit Manager for-

confirmed there was no documentation that
Patient #11 ' s Plan of Care had been reviewsd or
revised since admission, that there was a recent
change in Patient #11 "s behavior,anda -
Behavior Plan that ' was working ' for the patlent
was never written down.

2), Per record review Patlent #16, whose
diagnoses include suicide ideation and psychosis,
had 3 incidents between 3/22 & 3/23/13 for which
a Physician ' s Order for restraint and seclusion
was obtained, and a Care Plan regarding the
behaviors was developed and dated 3/25/13. Per
record revlew, another incldent of restraint and
seclusion for Patient #16 on 4/4/13 ANursing
Note one hour after the incident reporis " & new
plan for triggered and flashback management
was developed with the patient " . Per interview
with Patient #16 ' s Unit Manager on 4/18/13 at
12:05 P.M., the Unit Manager confirmed there
was nothing In the patlent's plan of care
reflecting a new plan, and no documentation of
any review or revision of Patlent #16 ' s Care Plan
since the initial implementation on:3/25/13. The -
Unit Manager confirmed that only the Nursing
Notes dated 4/4/13 contained specific
Interventions that " probably " were part of the
new plan. The Unit Manager stated the Nursing
Notes would be read the next day during morning
mesting, and passed on verbally shift to shift, The
Unit Manager confirmed in order for the new
treatment plan to be available for staff on the day

| per month for four months to ensire that bshavior’
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MONITORING/TRACKING: (method, frequency anc!.
responsible person)

Clinical Manager chart audit ~ 5 per week for 4
months per plan of correction approved 4/24/13..
Director of Social Work will conduct 12 chart aud its

plans are incorporated Into treatment plans:”

TITLE OF RESPONSIBLE PERSONS:

Chief Medical Officer

Chief Nursing Officer and Vice President of Patient
Care

Diractor of Soclal Work

Clinical Managers

A407 482.23(c)(2)(I) USE OF VERBAL ORDERS 6/14/13
PLAN OF CORRECTION FOR CITED DEFICIENCY
& EFFORTS TO ADDRESS IMPROVING THE
PROCESSES THAT LED TO THE DEFICIENCIES:
On May 22, 2013 the Chisf Madical Officer and the
Chisf Nursing Officer revised the policy for
verbal/telephone orders to ensure that the licensed
practitioner reads back all verbalftelephone orders.
By 5/31/12 laminated posters providing visual cues
that prompt the sequence and compllance of
verbal/Telephone read back orders will be posted in
medication room on each inpatlent unit,

100 % of nursing and medical staff will be educated
to the revised policy by June 14, 2013.

PROCEDURES FOR IMPLEMENTING THE PLAN
OF CORRECTION

Policy revislon
Use of visual aide to prompt oompuanoe
Education of pollcy revision

s jra.
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If verbal orders are used, they are to be used
infrequently.

This STANDARD Is not met as evidenced by:
Based on interview and record review, the facllity
falled to assure that telephone and verbal orders
wers belng verlfied through a "read back"
process, Findings Include:

Per interview with the Unit Manager for Osgood 1
on 4/16/13 at 11:10 A.M. the Unit Manager stated
" the only thing documented as read back Is
critical lab valuss *

Per Interview with the Unit Manager for Osgood 2
on 4/17/18 at 12:05 P.M. the Unit Manager stated
" We do not mark that they (telephone and verbal
orders) were read back. They are marked "TO"
{Telephone Order). We used to mark them *
TORB * (Telephone Order Read Back). | don't
remember when we stopped that. * Per record

review, physician orders on 10 patient charts from |

both Osgood 1 and Osgood 2 wers reviewed
regarding verification of telephone and verbal
orders having been read back. Both Unit
Managers confirmed there was no-documentation

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA .| {X2) MULTIPLE CONSTRUCTION X3) DATE SURV
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' DEFICIENCY)
. A407 482.23(cX2)(i) USE OF VERBAL ORDERS
A 398 Continued From page 35 ; A 396 | Continued
of the interview (4/18/13), information would have :
hed to be transferred verbally shift to shift for 14 MON'T%T'NGZRSCK'NG' (ineRiod, Requencre
days and to accomplish this would be *hard" | PRSP AS '
and that some effective Interventions of the new . " indlcatlon that physician verballtelephone orders
plan developed could have been lost or aftered wers read back will be audited by thé Clinical
along the way. *'| manager during weekly chart audits for three months -
The Unit Manager also corrﬂrmed an lncldant of commencing June 17 2013.
restralnt and seclusion of Patient #16 occurred
later on 4/10/13 and there was no documentation Results of audits will be raported to patIent safety
that any new interventions had been developed or committes,
Implemented In Patient #16 ' s Plan of Care. C
A 407 | 482.23(c)(2)() USE OF VERBAL ORDERS A 407/ TITLE OF RESPONSIBLE PERSONS(s):

Chlef Nursing Office and Vice President of Patlent
Care

Clinical Nurse Managers

A 620 482.28(a)1) DIRECTOR OF DIETARY 6/17/13
SERVICES

PLAN OF CORRECTION/EFFORTS- TO ADDRESS
IMPROVING THE PROCESSES THAT LED TO THE
DEFICIENCIES:

The Manager of Dietary Services held an in-service
for all dletary personnel on 4/30/13. The focus of the
in-service was on: ’

« the importance of maintaining physical separation
of clean & dirty dishes/ utenslils; .

«» monltoring fill levels for trash cans.

+ & revisw of policles and procadures for removal of
foods by noted expiration date. |

‘On 4/19/13 temporary repairs to the floor tiles,
baseboard mbldrng and plaster were initiated and
were on 5/22/13.

Permanent repairs are part of a larger renovation and
will be completed by 6/17/13.

For any future work order In the dletary department
that may have infaction control ramifications, the
Manager of Dietary Department will notify Manager o
Infection Prevention & Control whenever an
environmental repalr is requisitioned. The needed
repair wlll be completed within 24 hours,
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(X4) 1D - SUMMARY STATEMENT OF DEFICIENCIES . i) PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE ~ °| COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
: DEFICIENCY)
- “ : . |A620482.28(a)( 1) DIRECTOR OF DIETARY
A 407 | Continued From page 36 A 407 | SERVICES Continued
veritying whether or not telephone and verbal : 5
orders had been read back to the practitioner at r":g;‘:,’:s?;j‘ﬁg R‘;CK'NG-'(’“G"‘“ frequency and
.| the time when an order was received. o0 '
" On April 22, 2013 the Manager of Dletary Servloes -
A 620 482. 28(&)( ) DIREGTOR OF DlETAHY ¥ AB20 Implemented a monltonng system to ensure
SEHVICES . compliance with food disposal by expiration date;
' trash contalners at appropriate fill lavels, a saparation
The hospital- must haVB a fU"“ﬂmB employee who— of clean and dirty dishes and utensils and-a visual
inspection of flooring and haseboards In the kitchen,
{i) Serves as diractor of the food and dietetic He will monitor all tems for four months. -
services; On 5/24/13 the Manager of Infection Prevention and
Control assured that she will conduct.announced
(i) Is responsible for dally management of the Inspections of dietary/kitchen twice per month for four
dietary services; and months.
(i) Is quahfrgd by experisnce or training. TITLE OF RESPONSIBLE PERSONS(s):
. < . Manager of Distary Services
Tms’STANDARD is not met as evidenced by: Meiriagt of Inféction Prevenlion and Conirot
Based upon observation and interview, the .
facllity ' s food services were effectively managed PLANT 8/17/13
in regards to kitchen sanltation and infection
control measures. Findings include: PLAN OF CORRECTION/EFFORTS TO ADDRESS
: IMPROVING THE PROCESSES THAT LED TO THE| -
-1, Per abservation in the facility ' s kitchen on DEFICIENCIES: B
4/16/13 at 11:40 A.M. a food service worker in the Temporary repairs to the ﬁoor ﬁlas baseboard
dishwashing area moved a vislbly solled dish cart molding and plaster were initiated on 4/19/13 and
to abut a cart containing clean mugs and dishes. ware completad on 5/22/13.
The Food Services Director [FSD] moved the ::[":a“e"‘ 'fﬁ?’;{’?ﬁ;’fﬁ targer renovation and
dirty dish cart away from the cart containing the 6 campiesod.by.
clean items, The faod service worker then stated For anyfutue waricorder In ”‘[" d"’[‘:”’ gepa’:}':'e”‘
" | want it there " and moved the dirty cart back UL Ay hee e SRl I Rok-re e .
Manager of Dietary Department will notify Manager of ;
against the clean cart. Per interview with the Inféictior Praverilian & Contbeol wheneveran :
facility ' s Infectious Disease Preventlonist dudng enwironmental repait Is regulsitiones.
a four of the kitchen on 4/18/13 at 10:20 AM. a
dirty dish cart abutting & cart with clean dishes For any repalr that has infection control or other
was " definitely ¥ an infectlon control issue and patient safety ramifications, the needed repalr will be
the FSD moving the carts apart demonstrated completed within 24 hours,
that h/she recognized it as an issue.
FORM CMS-2567(02-88) Pravious Veralons Obsolste Event ID:XLXO11 Faclity ID: 474001 T if continuation shast Page 37 of 40
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' . DEFICIENCY)
. N A701 482.41 (a) MA!NTENANCE OF PHYSICAL
A 620 | Continued From page 37 : A 620 |PLANT Continued
5 , Manager of Infection Prevenuon and Control will add
2. Per observation on 11:40 AM. on 4/16/13 the fiooring and baseboard inspection to her environment

facility ' s kitchen contained anarea

o uf g bel findings to the patient safe
approximately 8 ft. In length In the food prep drea | . 1" gg:;em'::_"ds lingster e peient a8
where tlles used for bassboard molding were - | -+ -

| missing, exposing the plaster wall. The plaster . *|TITLE OF RESPONSIBLE PERSONS(s):

wall had areas which were cracked and -1 “- - |Director of Faclities
crumbling, running behind an ice machine and a . Manager of Dietary _ ,
sink, where a hole in the plaster exposed pipesin | . - - Manager of Infection Prevention and Control

the wall. Additionally, there was an approximate
“e Inch gap between the fioor tiles and the length
of wall,

Per interview with the FSD on 4/16/13 at 11:50
A.M. the Facilities staff had been " working on it
for months " Per phone Interview with the
Facilities Manager [FM] on 4/17/13 at 1:30 P.M.
the staff were working on replacing tite molding
for 'a couple weeks ' and along with tlle
replacement the gaps between the floor and the
wall were to be fllled within 'a wesk '.

Per review of FDA guidelines
(www.fda.gov/ICECI/EnforcsmentActions....ucm
256413.htm

<http://www.fda. gov/lCECl/EnforcementActIonsL..
fuecm256413.htm>)

The "-FDA recommends all flooring In food
preparation and storage areas be smooth,
non-absorbent, easily cleanable and du'rable
(e.g., no cracks) " . Per interview with the facility '
s Infectious Diseass Preventionist during & tour of
the kitchen on 4/18/13 at 10:20 A.M. the areas of
missing tlie, crumbling piaster, and the gap
between the floor and wall ' absolutely "
demonstrated an infection control issus.

3. Per observation on 11:40 A.M. on 4/16/13 the
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TAG

SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSC IDENTIFYING INFORMATION)

1D i
PREFIX ’
TAG -
DEFICIENCY)

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

C(x5) -
| COMPLETION |*
- DATE

A 620

A 701

- | container in a food prep atea with the container '

 Per interview with the FSD on 4/16/13 at 11:50
.- | A.M. it Is the kitchen manager's responslbility to
<| empty the kitchen trash containers and h/she "

Continued From page 38
facllity * s kitchen contained a visibly soiled trash

s lid raised due to overflowing trash.

usually does them but today Is delivery day " . Per
interview with the facility ' s Infectious Disease
Preventionist during a tour of the kitchen on
4/18/13 at 10:20 A.M. the overfiowing trash can in
the food prep area representsd an infection
control issue.

4, Per observation on 11:40 AM. on 4/16/13 the
tacility ' s walk-in refrigerator contained an
approx. 12 oz. plastic container of tuna fish dated
4/15/13. Per interview with the Food Services
Director [FSD] on 4/16/13 at 11:50 AM. the
tacility ' s policy regarding perishable foods Is the
food Is labeled with a 'use by ' date, At the end
of the day on that date, the outdated items are
disposed of by the kitchen managsr, The FSD
confirmed the tuna fish should have been thrown
out previous day.

482.41(a) MAINTENANCE OF PHYSICAL
PLANT

The condition of the physlical plant and the overall '

hospital environment must be developed and
maintainedin such a manner that the safety and
well-being of patients are assured.

This STANDARD Is not met as evidenced by:
Based upon observation and staff interview the
facllity falled fo maintain the facility * s kitchen and
food preparation areas in such a manner that the
safety and well-belng of patients is assured
Findings include:

A 620

-

AT01
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING ) COMPLETED
474001 - | B.wina 04/18/2013
NAME OF PROVIDER OR SUPPLIER  STREET ADDRESS, CITY, STATE, ZiP CODE

ANNA MARSH LANE PO BOX 803
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X4) 1D SUMMARY STATEMENT OF DEFICIENCIES * 0 PROVIDER'S PLAN OF CORRECTION

BRATTLEBORO RETREAT

* PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL = "*| PREFIX 1| '~ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ST TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
: ' DEFICIENCY)
A 701 Continued From page 39 ’ A 701

Per review of FDA guidelines

(www.fda. gov/!CEC!/EnforcementAcﬁons/ /ucm
256413.htm

<http:/fwww.fda. gov/lCECI/EnforcementActions/
/ucm256413 htms)

The * FDA recommends all fiooring In food
preparation and storage areas be smooth,
non-absorbent, easily cleanable and durable
(e.g., no cracks) " . Per observation on 11:40 A.M.
on 4/16/13 the fecility ' s kitchen contained an
area approximately 8 fi. In fength In the food prep
area where tlles used for baseboard molding
were missing, exposing the plaster wall. The
plaster wall had areas which were cracked and
crumbling, running behind an ice machine and a
sink, where & hotle in the plaster exposed pipes in
the wall. Additionally, there was an approximate
%2 Inch gap betwesn the floor tlles and the length
of wall.

Per Interview with the Food Services Director on
4/16/13 at 11:50 A.M. the Facilities staff had been
" working on it for months * . Per phone interview
with the Facllities Manager on 4/17/13 at 1:30
P.M. the staff were working on replacing tile
moldings for ' a couple weeks ' and along with
tite replacemsnt the gaps between the floor and
the wall were to be filled within 'aweek ', Per .
interview with the facility * s Infectious Disease
Preventionist during a tour of the kitchen on
4/18/13 at 10:20 A M. the areas of missing tile,
crumbllng plaster, and the gap between the floor
and wall " absolutsly " demonstrated an 1nfectlon
control Issue,
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