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® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

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

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

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

August 12, 2016

Mr. Louis Josephson, Administrator
Brattleboro Retreat

Anna Marsh Lane

Po Box 803

Brattieboro, VT 05301-0803

Dear Mr. Josephson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July
13, 2016. Please post this document in a prominent place in your facility.

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

Sincerely,
SNRTN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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A 00O INITIAL COMMENTS AOOC  gee attached Corrective Action Plan

Survey Completion Date: July 13, 2016
An unannocunced on-site compiaint investigation Pages 1-18
was conducted by the Division of Licensing and
Protection from 7/11116 - 7/13/18 as authorized
by the Centers for Medicare and Medicaid to
determine complianca with Conditions of
Participation: Patient Rights, Quipatient Services,
QA/Pl and Discharge Pianning for complaint #
14670. The fellowing regulatory violations were
identified:
A 131 482 13(b}(2) PATIENT RIGHTS. INFORMED A131
CONSENT

The patient or his or her representative (as
allowed under State iaw) has the right to make
informed decisions regarding his or her care

-~
The patient's rights include being informed of his . l?)\
or her health status, being invoived in care s . \
planning and treatment, and being abie to request o C N QJ‘\J
or refuse treatment. This right must not be ’ ‘-‘Qp & i
construed as a mechanism to demand the [\CC D
provision of treatment or services deemed

medically unnecessary or inappropriate. QDQQD/ \ \(0
. % ik

This STANDARD is not met as evidenced by:
Based on staff interviews and record review, the
hospital failed o ensure a patient's representative
(Court appointed Guardian} was informed and
included in the decision involving an unplanned
discharge for 1 applicable patient. (Patient #3)
Findings include:

On 5/28/16 there was & failure of the Psychiatrist,
Soclal Worker and RN to inform Patient #3's
Guardian and also the patient's case manager for
PathwaysVermant regarding the intentions and
subsequent discharge af Patient #3. The lack of

LABQRATORY DIRECTQR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE Te X5} DATE

-~/ - . . .
N D — : CEO 83/t

Any deficiency statement endiﬁ‘g'wiﬂfh an as1érisk (") denotes a deficiency which the institution may be excused from correcling providing it is determined that

other safeguards provide sufficient protection to the patients (See structions ) Except for nursing homes, the fndings stated above are disclosable 90 days

following the date of survey whether or not a plan of corraclion 1s provided  For nursing homes. ihe above findings and plans of cprrection are disciosabie 14

days following the date these documents are made avalable to the facility If deficiencies are sited, an approved pfan of corraction is requisite to continued

program participation

FORM CMS-2567T02-99; Pravious Yersions Qbsotala Fvant 1D 7 T Faciny 1D 474001 If continuation sheet Page 10of 10




PRINTED: 07/21/2016

DEPARTMENT OF HEALTH AND MUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391
STATEMENT OF DEFICIENCIES 1X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {#3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING ZOMPLETED
C
474001 B WMNG 07/13/2018
MAME OF PROVIDER OR SUPPLIER STREZT ACDRESS SITY, STATE, 7IP CODE
TLEBOR REAT AMNA MARSH LANE PO BOX 803
BRAT O RET
BRATTLEBORQ, VT 05301
X4y 10 SUMMARY STATEMENT OF DEFICIENCGIES Ind PROVIDER'S PLAN OF CORRECTION 5§
PREFIX {EACH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX (EACH CORRECTIVE ACTHON SHOULD 2E OMFETIGN
Tai REGUILATORY OR LSC IDENTIFYING : NFORMATION) TAS CROSS-REFERENCED "0 THE APPROPRIATE OATE
DEFICIENCT)
A131 Continued From page 1 A 131

notification prior to discharge prevented the
Guardian in collaborating with hospital staff and
the patient in making an informed decision
regarding a safe discharge and aiso ensuring
housing and comrmunity support availability.

Patient #3, was admitted voluntarily to the

hospital on 5/25/16 for increased mood instability

and thoughts of suicide. Prior to admission, and

according to community resources 1o include

Patient #3's Public Guardian, the patient had

been decompensating over the previcus several

weeks and sought hospitaiization after receiving

an emergency crisis screening. Per initial MD

Assessment completed on 5/26/18, Patient #3

had a past history of attempted suicide by /;)\

hanging and intentional heroin overdose. Patient k’\ )

#3 was assessed to have auditory hallucinations

was disorganized and paranoid. For the first 48 ((_Q
hours after admissicn Patient #3 was assigned to Q\( 3
ALSA (a low stimulation area) due to disruptive O ¢
and agitated behaviors which were upsetting the Q-

milieu of the unit. On 5/27/16 a Multidisciplinary %
Treatment Plan was developed which stated ‘d g
under Patient Dbjectives: "Patient will consider \\\\\ }}\0
aftercare possibilities as recommended to ensura % 6,
adequate support after discharge”™.

Multidisciplinary Interventions stats: "SW (Social

Worker) will meet with patient 1-2 times per week <

to discuss aftercare needs, wilt collahorate with

current outpatient providers and schedule

aftercare appointments as nesded. SW will

collaborate with Pathways case manager and

guardian and provide additional

recommendations as needed.” Time frames for

the Treatment Plan was 7 days. Per interview on

the morning of 6/11/16, Social Worker #1,

(identified as the supervisor for other social

service staff on Tyler-2) helped develop Patient
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#3's Treatment Plan, confirmed after Patient #3's
admission sfhe had a conversation with the
Public Guardian for Patient #3 and confirmed np
formal plans for discharge had been created,
using the tentative 7 day admission to prepare for
discharge. In additipn, Patient #3 was
hospitalized over Memorial Day weekend,
resulting in further plans for discharge to be
reviewed by Social Worker #1 in collaboration
with the patient's Guardian upon return on
5/31116

However, on 5/28/16 Patient #3 approached
nursing staff and requested to be discharged Per
interview on 7/12/16 at 9:05 AM, Nurse #1
confirmed Patient #3 came to her/him at lunch
time stating "...he could handle things on the
outside...” and " .wanted to go home to clean his " OJ‘
room” As per hospital policy, RN #1 contacted (\.\“ \
the Doctar On Catl informing the physician
Patient #3 was requesting an unplanned
discharge. Hospital poticy: Discharges: \\L
. Unplanned/Against Medical Advice (AMA) last
approved 06/2014 states: " The physician or Qé \\
designee is responsible for informing the patient . %
about specific concerns and/or potential negative Qb, xqj
outcomes of leaving the hospital prior to QQ j)e )
accomplishing the objectives outfined in the C,C
patient's treatment plan.” It further states after the }\
physician has evaluated the request for Q.QQ‘ ’
" unplanned discharge: "S/he will discharge the
patient with a full (reguiar) discharge. All
. requirements of the discharge inciuding adequate
follow-up care...will be provided to the patient to
the extent of staff's ability to provide these
. services on short notice.” A consultation was
conducted between Nurse #1 and the Doctor on
Call. Nurse #1 stated sfhe saw "No red flags” and
although Patient #3 told Nurse #1 s/he was still
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feeling depressed and maocd was low, the patient
remained catm but continued to make paranoid
comments.

Upon exam of Patient #3 on 5/28/16 at 1:32 P

the Doctor On Call writes in a Physician Progress

Note: "States on interview '} feel better. | feel

safe. | don't need to be here anymore.’.. States

s/he has an apartment would like to be

discharged and go home...". The physician also

documents upon review of records and staff

interviews Patient #3's behavior had improved

and was described as " ..calm and in good

behavioral controf > 24 hours.. No thought/plan cr

intent to harm self or others." The physician’s final

assessment states: *  distress, parancia and , \

cognitive disorganizaticn have improved. Sfhe is R, \% -X
not wifling to remain in the inpt. context for further \ja
stabilization and does not meet criteria for \QR
involuntary treatment.” There was no written Y«\C (/
indication or acknowledgement by the physician .

the patient was receiving Guardianship services. Q‘b T

After being examined by the Doctor On Call, (% i\
Patient #3 eventusily met with Soctal Worker #2
who was assigned on 5/28/16 o conduct, /X_\
threughout the hospital, admission assessments, Q/QL
oversee group therapy meetings and create Q‘Q
Aftercare Plans. Upen arrival to Tyler-2 on the :
" afternoon of 5/28/16 Sccial Worker #1 met briefly
with Patient #3 Per review of Social Work
Progress Note created on 5/28/16 at 2:53 PM,
Sociat Worker #2 states: "Pt. 1s requesting
discharge on this date and was cleared for
discharge by the physician. S/he presents with
anxiety veicing various delusions .. S/he plans to
continue his/her methadone maintenance therapy
and is unsure about whether or not s/he will see a
therapist, or consider cther aftercare options such

FORM CMS-2557(02-991 Prawicus Versions Obsolsle Evant iD WZET1H Faifity 1D 4741001 If continuation sheet Page 4 of 10




PRINTED Q7/21/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES RN APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO 083£-0391
STATEMENT OF GEFICIENCIES X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION FX% DATE SURVEY
AND PLAN OF CORRECTION IOENTIFIGATION NUMBER:! A BUILOING COMPLETED
C
474001 BMNG 07/13/2016
NAME OF PROVIGER OR SUPPLIER STREET ADORESS, CITY. STATE, ZIP GOOE
BRATTLEBORO RETREAT ANNA MARSH LANE PO BOX 803
T
BRATTLEBORG, vT 0531
x4 10 SUMMARY STATEMENT OF DEFICIENCIES 15 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENGY MUST BE PRECEOEO BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE 3
TAG REGULATDRY GR LSC IGENTIFVING INFORMATIGN) TG CROSS-REFERENCED TO THE APPROPRIATE IATE
DEFICIENCY)
A 131 Continued From page 4 A131

as psychotherapy and peer support”. Per
interview on 7/13/16 at 8:00 AM, Social Worker
#2 stated s/he was told by RN #1 Patient #3
“...was good to go". Sacial Worker #2 stated the
natient did not want ta talk and wanted " .ta go”

Although both the initial Psychosocial Histary and

Assessment identifies the "Cammunity Support/

Agencies" cantact to be Patient #3's court

appainted Guardian and the Multidisciplinary

Treatment Plan incarparates both the patient's

Guardian and PathwaysVermant (hausing and

support services for individuals with chronic

hamelessness and psychiatric disabifities/with

on-call team available 24/7), neither the Case

Manager for PathwaysVermont or the Guardian

were contacted and/or consulted by the On Call f'b\
Physician, Nurse #1 or Sacial Worker #2 prior to B\'\
the patient's unplanned discharge.

Further interview with RN #1 confirned s/he had é/
not reviewed the treatment plan or court ordered (: W
Guardianshig documents for Patient #3 because . D

s/he was unfamiliar where the decuments were Q C

filed within the patients medical record. The {;,\ A [10
nurse further acknowledged had sthe been aware ’ n

of the community resaurces and responsibility of %
notification to the Guardian prior to facititating the
discharge process, it ”. .probably may have
changed discharged pians...". Social Worker #2
also acknowledged srhe failed ta review the
patient’s record, noting "...there was pressure by

- the patient to get out" Sthe had assumed the RN
and Dactor On Call had assessed the patient for
safety and stated "It was my fault” | failed ta
review the record. Social Warker #2 stated s/he
was influenced by the discharge assessment
presented when s/he arrived on Tyler 2 an the
afternaon of 5/28/16. As a resylt, the staff
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A821 482.43(c)(4) REASSESSMENT OF A
DISCHARGE PLAN

The hospital must reassess the patient's
discharge plan if there are factors that may affect
continuing care needs or the apprepriateness of
the discharge plan
This STANDARD is not met as evidenced by:
Based on interview and record review, there was
a failure of hospital staff to appropriately reassess
the discharge plan for a patient identified with
developmentally disabilities, opioid dependence
and psychotic disorder who was under public
guardianship and receiving community support

" services prior to the patient's unplanned
discharge. {Patient #3) Findings include:

On 5/28/16 there was a failure of the Psychiatrist,
Social Worker and RN to reassess the discharge
plan for Patient #3, admitted voluntarily to the
hospital on 5/25/16 for increased mood instability
and thoughts of suicide. Prior to admission, and
according to community resources to include
Patient #3's Pubilic Guardian, the patient had
been decompensating over the previous several
weeks and saught hospitalization after receiving
an emergency c¢risis screening. Per initial MD
Assessment completed on 5/26/16, Patient #3
had a past history of attempted suicide by
hanging and intentional heroin overdose Patient
#3 was assessed to have auditory hatlucinations
was disorganized and paranoid. For the first 48
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invoived with the unpianned discharge failed o

notify and consult with Patient #3's Guardian or

the PathwaysVermont case manager prior to the

patient's discharge. Subsequently, within

approximately 24 hours following discharge from

the hospital, Patient #3 committed suicide

AB21
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AB21 Continued From page 6
hours after admission Patient #3 was assigned to
ALSA (afow stimulation area) due to disruptive
and agitated behaviors which wers upsetiing the
milieu of the unit. On 5/27/16 a Multidisciplinary
Treatment Plan was developed which stated
under Patient Objectives: "Patient will consider

adequate support after discharge”
Multidiscipfinary Interventions state: "SW will
meet with patient 1-2 imes per week to discuss
aftercare needs, will collaborate with current
outpatient providers and schedule aftercare

Pathways case manager and Guardian and
provide additional recommendations as needed.”
Time frames for the Treatment Plan was 7 days,
Per interview on the morning of 6/11/18, Social
Worker #1, (identified as the supervisor for other
social service staff on Tyler-2) who heiped
develop Patient #3's Treatment Plan confirmed
after Patient #3's admission s/he had a
conversation with the Public Guardian for Patient
#3 and confirmed no formal plans for discharge
had been created, using the tentative 7 day
admission to prepare for discharge. In addition,
Patient #3 was hospitalized over Memoriai Day
weekend, rasulting in further pians for discharge
to be reviewed by Social Worker #1 in

i collaboration with the patient's Guardian upon
return on §/31/16

However, on 5/28/16 Patient #3 approached

interview on 7/12/16 at 9:05 AM, Nurse #1

~ confirmed Patient #3 came to herhim at lunch
time stating ".S/he could handie things on the
outside" and “wanted to go home to clean his
room". As per hospital policy, RN #1 contacted
the Dogtor On Cail informing the Physician

aftercare possibilities as recommended to ensure

appointments as needed. SW will collaborate with

nursing staff and requested to be discharged. Per

A 821
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Patient #3 was requesting an unplanned
discharge. Hospital policy: Discharges:
Unpianned/Against Medical Advice {AMA} last
approved 06/2014 states: ¥ The physician or
designee is responsible for informing the patient
about specific concerns andfor potential negative
outcomes of leaving the hospital prior to
accomplishing the objectives outlined in the
patient's treatment plan.” it further states after the
physician has evaiuated the request for
unpianned discharge: "S/he will discharge the
patient with a full {regular) dischage. All
requirements of the discharge including adequate
follow-up care...will be provided fo the patiant to
the extent of staff's ability to provide these
services on short notice.” A consultation was
conducted between Nurse #1 and the physician.
Nurse #1 stated sthe saw "No rad flags" and
although Patient #3 told Nurse #1 s’lhe was stiil
feeling depressed and mood was low, the patient
remained calm but continued to make paranoid
comments,

Upon exam of Patient #3 on 5/28/16 at 1:32 PM

- the Doctor On Call writes in Physician Progress
Note: "States on interview 'f fesl better. | feel
safe. | don’t need to be here anymore.’... States
s/he has an apartment. .wouid like tc be
discharged and go home " The physician alsc
documents upon review of records and staff
interviews Patient #3's behavior had improved
and was described as " .calm and in good
behaviorai control > 24 hours...No thought/plan or
intent to harm seif or others.” The physician's final
assessment states: ... distress, parancia and
cognitive disorganization have improved. Sthe is

" not willing to remain in the inpt context for further
stabilization and does not meet criteria for
invaluntary treatment.” The physician did net
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A 821 Continued From page 8 A 821
acknowledge the patient had a Guardian or
suggest a consultation with the Guardian prior to
the unplanned discharge.

After being examined by the Doctor On Call,
Patient #3 eventually met with Sccial Worker #2
who was assigned on 5/28/16 to conduct,
throughout the hospital, admission assessments,
oversee group therapy meetings and create
Aftercare Plans. Upon arrival to Tyler-2 on the
afternoon of 5/28/16 Social Warker #1 met biiefly
with Patient #3. Per review of Social Work
Progress Note created on 5/28/16 at 2:53 PM,
Social Worker #2 states: “Pt. is requesting
discharge on this date and was cleared for
discharge by the physician. S/he presents with
anxiely voicing various delusions .. S/he plans to
continue his/her methadone maintenance therapy
and is unsure about whether or not sfhe will see a
therapist, or consider other aftercare options such
as psychotherapy and peer support”. Per
interview op 7/13/16 at 8:00 AM, Social Worker

' #2 stated sihe was told by RN #1 Patient #3
"...was good to go" Social Worker #2 stated the

~patient did not want to tatk and wanted "...to go”

Although both the Initial Psychosocial History and

Assessment written by Sccial Worker #1

identifies the "Community Support/ Agencies” 'a\
contact to be Patient #3's court appointed i\ - %

Guardian and the Multidisciplinary Treatment b Q)

Plan incorporaies both the patieni's Guardian and Q‘ O
PathwaysVermont {housing and support services . vO/Q
for individuais with chronic homelessness and R((
psychiatric disabilities/with on-call team available ] w’
24/7), neither the Case Manager for &N
PathwaysVermont or the Guardian were

contacted and/or consulted by the On Call

Physician, Nurse #1 or Sccial Worker #2 prior to
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the patient's unptanned discharge

Further interview with RN #1 confirmed sthe had
not reviewed the treatment pian or court ordered
Guardianship doguments for Patient #3 hecause
s/he was unfamiliar where the documents were
filed within the patient's medizal record. The
nurse further acknowledged had sihe been aware
of the community resources and responsibility of
notification te the Guardian prior to facilitating the
discharge process, it “...probably. may have
changed discharged plans. ..". Social Worker #2
also acknowledged s/he failed to review the
patient's record, noting "...there was pressure by
the patient to get out" Sthe had assumed the RN
and Doctor On Call had assessed the patient for
safety and stated "It was my fault" I failed to

" review the record.

As a result, the unplanned discharge did not
include notification and consultation with Patient

#3's Guardian and also failed to notify i\ \ .
PathwaysVermont, who provided the patient ‘I\)
housing and case management along with (Y\CC

community support. Subsequently, within C/
approximately 24 hours following discharge from 8
the hospital, Patient #3 committed suicide. \ N\)
@\ ©o X‘[)Qa
ALY
>4
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The Brattleboro Retreat
Corrective Action Plan
Survey Completion Date: July 13,2016

Provider ID # 474001
Event ID WZET11
1D Prefix Responsible QA/
Tag Completion | Party Frequency/
Summary Statement Plan of Correction Date Goal
A-000 INITIAL COMMENTS The Brattleboro Retreat is fully committed
An unannounced on-site complaint as an organization to continually strive to
investigation was conducted on improve the quality and safety of patient
07/11-07/13/2016 by the Division of care,
Licensing as authorized by the Theugh not required by regulation to
Centers for Medicare & Medicaid respond in writing, the following represents
Services (CMS) to determine our plan of correction for the regulatory
compliance with the Conditions of standard level opportunities for
Participation: Patient Rights, improvement identified during the on-site
Qutpatient Services, QA/PI and complaint investigation.
Discharge Planning for complaint
#14670. The following regulatory
violations were identified:
Case Review performed 1.Case review 1.CMO
6.8.16
§482.13(b)(2) Condition of
Participation: Patient's Rights :
Informed Consent
A 131 §482.13(b)(2) The patient or his or her 1. A task force convened to determine 1.Task force 1.Director of 1. Task force

representative(as allowed under state current process for all unplanned convened Quality and Risk completed its
law) has the right to make informed discharges, to identify 6.10.16 Management charge
decisions regarding his or her care. communication gaps and to
recommend solutions to insure
The patient’s rights include being strearmlined communication of the
informed of his or her health status, existence of any legal hard copy
being involved in care planning and documentation such as guardianship
treatment, and being able to request or paperwork. 2.EMR folder 2.Folder
refuse treatment. This right must not be 2. Task force recommended the creation | created 6.23.16 created
construed as a mechanism to demand of a folder in the patient’s Electronic 2. Director of
the provision of treatment or services Medical Record (EMR) where these Informatics
deemed medically unnecessary or types of legal paper documents 3. Process
inappropriate. would be housed. developed and 3.100% A&E
3. Admissions staff identified to scan education staft educated
42 2 \¢ Av%?
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The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider 1D # 474001

Event ID WZET1 1

ID Prefix Responsible QA/
Tag Completion | Party Frequency/
Summary Statement Plan of Correction Date Goal
This STANDARD is not met as the hard copy papers into the completed. 3. Director of OIl Process
evidenced by: Based on staff interviews designated folder in the EMR. Email Quality and Risk
and record review, the hospital failed to communication | Management
ensure a patient’s representative (Court 7.5.16
appeinted guardian) was informed and
included in the decision involving an 4. Redbook
unplanned discharge for one (1) memo Medical
applicable patient (Patient #3) 4. Staff educated on the folder and its distributed on Records to
content availability of a audit for four
Findings include: folder in the months the
EMR for the 4 Director Health availability of
On 5/28/16 there was a failure scanned legal Information scanned legal
of the Psychiatrist, Social aom_&dwﬁw Management papers in the
. which include designated
Worker and RN to inform . . ;
. ) guardianship folder in the
Patient #3's Guardian and also legal hard copy EMR on
the patient’s case manager for paperwork finalizing
Pathways Vermont regarding 7.13.16 discharged
the intentions and subsequent patients
discharge of Patient #3. The medical
lack of notification prior to Records.
discharge prevented the Oanm:um
Guardian in cellaborating with paper copics
. L in the hybrid
TOm_u.:m_ mﬁm.m, and the patient in Medical
making an informed decision Record and
regarding a safe discharge and the EMR.
also ensuring housing and Goal 92%
community support availability
Patient #3, was admitted
voluntarily to the hospital on
5/25/16 for increased mood
instability and thoughts of
Page 2 of 18 ﬁwwﬁzfo




The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13,2016
Provider 1D # 474001

Event ID WZETI |

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

suicide. Prior to admission, and
according to community
resources to include Patient #3's
Public Guardian, the patient had
been decompensating over the
previous several weeks and
sought hospitalization after
receiving an emergency crisis
screening. Per initial MD
Assessment completed on
5/26/16, Patient #3 had a past
history of attempted suicide by
hanging and intentional heroin
overdose . Patient#3 was
assessed to have auditory
hallucinations was disorganized
and paranoid. For the first 48
hours after admission Patient #3
was assigned to ALSA (a low
stimulation area} due to
disruptive and agitated
behaviors which were upsetting
the milieu of the unit. On
5/27/16 a Multidisciplinary
Treatment Plan was developed
which stated under Patient
Objectives: "Patient will
consider aftercare possibilities
as recommended to ensure
adequate support after
discharge".

Page 3 of 18




The Brattleboro Retreat

Carrective Action Plan

Survey Completion Date: Juiy 13, 2016
Provider 1D # 474001

Event ID WZETI 1

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

Multidisciplinary Interventions
state: "SW (Social Worker) will
meet with patient 1-2 times per
week to discuss aftercare needs,
will collaborate with current
outpatient providers and
schedule aftercare appointments
as needed. SW will collaborate
with Pathways case manager
and guardian and provide
additional recommendations as
needed." Time frames for the
Treatment Plan was 7 days. Per
interview on the morming of
6/11/16, Social Worker #1,
(identified as the supervisor for
other social service staff on
Tyler-2) helped develop Patient
#3's Treatment Plan, confirmed
after Patient #3's admission s/he
had a conversation with the
Public Guardian for Patient #3
and confirmed no formal plans
for discharge had been created,
using the tentative 7 day
admission to prepare for
discharge. In addition, Patient
#3 was hospitalized over
Memorial Day weekend,
resulting in further plans for

Page 4 of 18
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The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider ID # 474001

Event ID WZETI!1

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

discharge to be reviewed by
Social Worker #1 in
collaboration with the patient's
Guardian upon return on
5/31/16.

However, on 5/28/16 Patient #3
approached nursing staff and
requested to be discharged. Per
interview on 7/12/16 at 9:05 AM,
Nurse #1 confirmed Patient #3
came to her/him at lunch time
stating "...he could handle things
on the outside..." and "..wanted
to go home to clean his room".
As per hospital policy, RN #1
contacted the Doctor On Call
informing the physician Patient
#3 was requesting an unplanned
discharge. Hospital policy:
Discharges: Unplanned/Against
Medical Advice (AMA) last
approved 06/2014 states: "The
physician or designee is
responsible for informing the
patient about specific concerns
and/or potential negative.
outcomes of leaving the hospital
prior to accomplishing the
objectives outlined in the

Page 5 of 18




The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider ID # 474001

Evemt ID WZET!1

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

patient's treatment plan.” It
further states after the physician
has evaluated the request for
unplanned discharge: "S/he will
discharge the patient with a full
(regular) discharge. All
requirements of the discharge
including adequate follow-up
care...will be provided to the
patient to the extent of staff's
ability to provide these services
on short notice." A consultation
was conducted between Nurse #1
and the Doctor on Call. Nurse #1
stated s/he saw "No red flags”
and although Patient #3 told
Nurse #1 s’he was still feeling
depressed and mood was low, the
patient remained calm but
continued to make paranoid
comments.

Upon exam of Patient #3 on
5/28/16 at 1:32 PM the Doctor
On Call writes in a Physician
Progress Note: "States on
interview 'l feel better, I feel
safe. I don't need to be here
anymore."...States s/he has an
apartment ...would like to be

Page 6 of 18




The Brattieboro Retrcat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider 1D # 474001

Event ID WZET! 1

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

discharged and go home...". The
physician also documents upon
review of records and staff
interviews Patient #3's behavior
had improved and was described
as"...calm and in good
behavioral control > 24

hours . No thought/plan or intent
to harm self or others " The
physician's final assessment
states: " .. distress, paranoia and
cognitive disorganization have
improved S/he is not willing to
remain in the inpt. context for
further stabilization and does not
meet criteria for involuntary
treatment." There was no written
indication or acknowledgement
by the physician the patient was
receiving Guardianship services.

Afier being examined by the
Doctor On Call, Patient #3
eventually met with Social
Worker #2 who was assigned
on 5/28/16 to conduct,
throughout the hospital,
admission assessments,
oversee group therapy
meetings and create Aftercare

Page 7 of 18
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The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider ID # 474001

Event ID WZET11

1D Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

Plans. Upon arrival to Tyler-2
on the afternoon of 5/28/16
Social Worker #1 met briefly
with Patient #3. Per review of
Social WorkProgress Note
created on 5/28/16 at 2:53 PM,
Social Worker #2 states: "Pt. is
requesting discharge on this
date and was cleared for
discharge by the physician.
S/he presents with anxiety
voicing various delusions
..8/he plans to continue his‘her
methadone maintenance
therapy and is unsure about
whether or not s/he will see a
therapist, or consider other
aftercare options such as
psychotherapy and peer
support™. Per interview on
7/13/16 at 8:00 AM, Social
Worker #2 stated s/he was told
by RN #1 Patient #3"...was
good to go". Social Worker #2
stated the patient did not want
to talk and wanted "...to go".

Although both the Initial
Psychosocial History and
Assessment tdentifies the
"Community Support/ Agencies”

Page 8 of 18



The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider ID # 474001

Event [D WZET11

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

contact to be Patient #3's court
appointed Guardian and the
Mulndisciplinary Treatment Plan
incorporates both the patient's
Guardian and Pathways Vermont
{housing and support services for
mdividuals with chronic
homelessness and psychiatric
disabilities/with on-call team
available 24/7), neither the

Case Manager for Pathways
Vermont or the Guardian were
contacted and/or consulted by
the On Call Physician, Nurse

#1 or Social Worker #2 prior to
the patient's unplanned

discharge .

Further interview with RN #1
confirmed s/he had not reviewed
the treatment plan or court
ordered Guardianship
documents for Patient #3
because s/he was unfamiliar
where the documents were filed
within the patient's medical
record. Thenurse further
acknowledged had s/he been
aware of the community
resources and responsibility of
notification to the Guardian

Page 9 of 18
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The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13,2016
Provider ID # 474001

Event ID WZET11

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

prior to facilitating the
discharge process, it
"...probably...may havechanged
discharged plans...". Social
Worker #2 also acknowledged
s/he failed to review the.
patient's record, noting ". there
was pressure by the patient to
getout". S/he had assumed the
RN and Doctor On Call had
assessed the patient for safety
and stated "It was my fault" I
failed to review the record.
Social Worker #2 stated s/he
was influenced by the discharge
assessment presented when s/he
arrived on Tyler 2 on the
afternoon of 5/28/16. As a
result, the staff involved with
the unplanned discharge failed
to notify and consult with
Patient #3's Guardian or the
Pathways Vermont case
manager prior to the patient's
discharge. Subsequently, within
approximately 24 hours
following discharge from the
hospital, Patient #3 committed
suicide.

Page 10 of 18




The Brattieboro Retreat
Corrective Action Plan
Survey Completion Date: July 13,2016

Provider ID # 474001

Event ID WZET! 1

ID Prefix Responsible QA/

Tag Completion | Party Frequency/
Summary Statement Plan of Correction Date Goal
§482.43 Condition of Participation:
Discharge Planning

A-0821 §482.43(c)(4) — Reassessment of a 1. Task force convened to formulate 1. Atask force L.a.Director of 100% of all
Discharge Plan checklist of the interventions needed | convened Quality and Risk unplanned

for an unplanned discharge. 6.9.16 and Management discharges to
The hospital must reassess the patient’s Checklist drafted, reviewed, developed draft be audited for
discharge plan if there are factors that discussed and finalized. b. All triad team 4 months for
may affect continuing care needs or the recommended a evidence of
appropriateness of the discharge plan, 2. Redbook memo distributed on the final version on checklist,
checklist worksheet for the 7.6.16 b. VP Clinical Goal 92%
This STANDARD is not met as interventions needed for an Services
evidenced by: Based on unplanned discharge. c. Medical Chief Clinical
interview and record review, Executive Officer
there was a failure of hospital Committee
. N approved

staff to appropriately reassess the 7816
discharge plan for a patient . CMO

identified with developmentally
disabilities, opioid dependence
and psychotic disorder who was
under public guardianship and
receiving community support
services prior to the patient's
unplanneddischarge. (Patient #3)
Findings include:

On 5/28/16 there was a failure of
the Psychiatrist, Social Worker
and RN to reassess the discharge
plan for Patient #3, admitted
voluntarily to the hospital on
5/25/16 for increased mood
instability and thoughts of

3.  All affected staff educated on the
checklist

d. Posted to the
shared folder
with other
clinical forms
for easy access.
7.8.16

2. Redbook
memo
distributed on
the availability
of checklist.
7.13.16

3. Staff
educated on the

d. Director Quality
and Risk
Management

2.Director of
Quality and Risk

Page 11 of I8
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The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider [D # 474001

Event 1D WZET11

ID Prefix Responsible QA/

Tag Completion Party Frequency/
Summary Statement Plan of Correction Date Goal
suicide. Prior to admission, and checklist, how Management

according to community
resources to include Patient #3's
Public Guardian, the patient had
been decompensating over the
previous several weeks and
sought hospitalization after
receiving an emergency crisis
screening. Per initial MD
Assessment completed on
5/26/16, Patient #3 had a past
history of attempted suicide by
hanging and intentional heroin
overdose. Patient #3 was
assessed to have auditory
hallucinations was disorganized
and paranoid. For the first 48
hours after admission Patient #3
was assigned to ALSA (a low
stimulation area) due to
disruptive and agitated behaviors
which were upsetting the milieu
of the unit. On 5/27/16 a
Multidisciplinary Treatment Plan
was developed which stated
under Patient Objectives:
"Patient will consider aftercare
possibilities as recommended to
ensure adequate support after
discharge”. Multidisciplinary

to complete and
where it is
available.

3.Director of
Education

Page 12 of 18
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The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider 1D # 474001

Event ID WZET11

ID Prefix
Tag

Summary Statement

Plan of Correction

Completion
Date

Responsible
Party

QA/
Frequency/
Goal

Interventions state: "SW will

meet with patient 1-2 times per

week to discuss aftercare needs,

will collaborate with current

outpatient providers and

schedule aftercare appointments

as needed. SW will collaborate

with Pathways case manager and
Guardian and provide additional
recommendations as needed."

Time frames for the Treatment

Plan were 7 days. Per interview

on the morning of 6/ 11/186,

Social

Worker #1, (identified as the supervisor
for other social service staff on Tyler-
2) who helped develop Patient #3's
Treatment Plan confirmed after Patient
#3's admission s'he had a conversation
with the Public Guardian for Patient #3
and confirmed no formal plans for
discharge had been created, using the
tentative 7 day admission to prepare for
discharge . In addition, Patient #3 was
hospitalized over Memorial Day
weekend, resulting in further plans for
discharge to be reviewed by Social
Worker #1 in collaboration with the
patient's Guardian upon returmn on
5/31/16.

However, on 5/28/16 Patient #3
approached nursing staff and

Page 13 0f 18
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The Brattleboro Retreat
Corrective Action Plan
Survey Completion Date: July 13, 2016

Provider ID # 474001

Event ID WZET11

ID Prefix Responsible QA/

Tag Completion | Party Frequency/
Summary Statement Plan of Correction Date Goal

requested to be discharged. Per
interview on 7/12/16 at 9:05
AM, Nurse #1 confirmed Patient
#3 came to her/him at lunch time
stating ".S/he could handle
things on the outside” and
"wanted to go home to clean his
room". As per hospital policy,
RN #1 contacted the Doctor On
Call informing the Physician
Patient #3 was requesting an
unplanned discharge. Hospital
policy: Discharges:
Unplanned/Against Medical
Advice (AMA) last approved
06/2014 states: " The physician
or designee is responsible for
informing the patient about
specific concerns and/ or
potential negative outcomes of
leaving the hospital prior to
accomplishing the objectives
outlined in the patient's
treatment plan.” It further states
after the physician has evaluated
the request for unplanned
discharge : "S/he will discharge
the patient with a full (regular)
discharge . All requirements of
the discharge including adequate
follow-up care...will be provided

Page 14 of 18
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The Brattleboro Retreat
Corrective Action Plan
Survey Completion Date: July 13, 2016

Provider ID # 474001

Event 1D WZET11

ID Prefix Responsible QA/

Tag Completion Party Frequency/
Summary Statement Plan of Correction Date Goal

to the patient to the extent of
staff's ability to provide these
services on short notice." A
consultation was conducted
between Nurse #1 and the
physician. Nurse #1 stated s/he
saw "No red flags” and although
Patient #3 told Nurse #1 s/he was
still feeling depressed and mood
was low, the patient remained
calm but continued to make
paranoid comments.

Upon exam of Patient #3 on 5/28/16 at
1:32 PM the Doctor On Call writes in
Physician Progress Note: "States on
interview 'l feel better. [ feel safe. |
don't need to be here anymore.'... States
s’he has an apartment. .. would like to
be discharged and go home...". The
physician also documents upon review
of records and staff interviews Patient
#3's behavior had improved ! was
described as "...calm and in good
behavioral control > 24 hours...No
thought/plan or intent to harm self or
others." The physician's final
assessment states: " ... .distress,
paranoia and cognitive disorganization
have improved. 8/he is not willing to
remain in the inpt context for further
stabilization and does not meet criteria
for involuntary treatment." The

Page 15 of 18
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The Brattleboro Retreat

Corrective Action Plan

Survey Comptletion Date: July 13,2016
Provider 1D # 474001

Event ID WZETI1 [

ID Prefix Responsible QA/
Tag Completion | Party Frequency/
Summary Statement Plan of Correction Date Goal

physician did net After being
examined by the Doctor On Call,
Patient #3 eventually met with Social
Worker #2 who was assigned on
5/28/16 to conduct, throughout the
hospital, admission assessments,
oversee group therapy meetings and
create

Aftercare Plans. Upon arrival to Tyler-
2 on the afternoon of 5/28/16 Social
Worker #1 met briefly with Patient #3,
Per review of Social Work Progress
Note created on 5/28/16 at 2:53 PM,
Social Worker #2 states: "Pt. is
requesting discharge on this date and
was cleared for discharge by the
physician. S/he presents with anxiety
voicing various delusions...S/he plans
to continue his/her methadone
maintenance therapy and is unsure
about whether or not s/he will see a
therapist, or consider other aftercare
options such as psychotherapy and peer

support". Per

interview on 7/13/16 at 8:00 AM,
Social Worker #2 stated s/he was told
by RN #1 Patient #3 " was good to
go". Social Worker #2 stated the patient
did not want to talk and wanted "...to

mo:.

Although both the Initial Psychosocial
History and Assessment writien by

Page 16 of 18




The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2016
Provider 1D # 474001

Event ID WZET11

ID Prefix Responsible QA/
Tag Completion Party Frequency/
Summary Statement Plan of Correction Date Goal

Social Worker #1 identifies the
"Community Support/ Agencies"
contact to be Patient #3's court
appointed Guardian and the
Multidisciplinary Treatment

Plan incorporates both the patient's
Guardian and Pathways Vermont
(housing and support services for
individuals with chronic homelessness
and psychiatric disabilities/with on-call
team available 24/7), neither the Case
Manager for Pathways Vermont or the
Guardian were contacted and/or

congulted by the On Call

Physician, Nurse #1 or Soctal Worker
#2 prior to the patient’s unplanned
discharge

Further interview with RN #1
confirmed s/he had not
reviewed the treatment plan or
court ordered Guardianship
documents for Patient #3
because s/he was unfamiliar
where the documents were filed
within the patient's medical
record. The nurse further
acknowledged had s/he been
aware of the community
resources and responsibility of
notification to the Guardian
prior to facilitating the

Page 17 of 18
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The Brattleboro Retreat

Corrective Action Plan

Survey Completion Date: July 13, 2616
Provider 1D # 474001

Event iD WZETI11

ID Prefix Responsible QA/

Tag Completion Party Frequency/
Summary Statement Plan of Correction Date Goal

discharge process. it
"....probably.._may have
changed discharged plans....".
Social Worker #2 also
acknowledged she failed to
review the patient's record,
noting ".. there was pressure by
the patient to get out" S/he had
assumed the RN and Doctor On
Call had assessed the patient for
safety and stated "It was

my fault" I failed to review

the record.

As a result, the unplanned discharge

did not include notification and

consultation with Patient #3's Guardian
and also failed to notify Pathways
Vermont, who provided the patient
housing and case management along
with community support. Subsequently,

within approximately 24 hours

following discharge from the hospital,

Patient #3 committed suicide.
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August 3, 2016

Ms. Kathy Mackin, Health Insurance Specialist
Survey Branch

Department of Health and Human Services
John F. Kennedy Federal Building, Room 2325
Boston, MA 02203

Ms. Susan Leaviit

Assistant Division Director

Agency of Human Services, Department of Aging and Disabilities
Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, Vermont 05671-2060

Re: Survey ID: WZET 11, 7/13/16
CMS Certification Number (CCN): 474001

Dear Ms. Mackin and Ms. Leavitt:

I'have enclosed the signed Statement of Deficiencies and Plan of Correction regarding the
substantial allegation survey conducted on July 13, 2016 with representatives from the Vermont
Department of Licensing and Protection. -

[f you have any questions or need additional information, please do not hesitaie to contact me at
802-258-4363 or by cell at 413-563-1468.
P’-’—" B

e

o
-~ Sincerely,

ing, LICSW
Chief Clinttel Officer
The Braitleboro Retieat

1 Anna Marsh Lane | PO Box 803 | Brattlebara, VT 05302 | www brattlebororetreat.org

| 800 RETREAT {738-7323]1: OO
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