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2~~~ _VERMONT
® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http //iwww.dail.vermont.qov

Survey and Cerlification 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

July 21,2016

Ms. Brenda Egbert, Manager
Bradford Qasis

92 Cottage Street

Bradford, VT 05033-8897

Dear Ms. Egbert:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 9,
2016. Please post this document in a prominent place in your facility.

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

Sincerely,

SR\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection - Vocational Rehabilitation
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R100 imitial Comments:
£
; An unannounced on-site complaint investigation
' and re-licensure survey wera conducted by the
: Division of Licensing and Protection on
i 05/09/2016. The following state regulatory
violations were identified;.

R104 V. RESIDENT CARE AND HOME SERVICES
S5=A
!

' 5.1 Admssion

J 9.2.8 Prior to or at the time of admission, each
resident, and the resident's legal representative if
any, shall be provided with a written admission
agreement which describes the daily, waekly, or
monthly rate to be charged, a description of the
services that are covered in the rate, and all other
applicable financial issues, including an
explanation of the home's policy regarding
discharge or transfer when a resident's financial
status changes from privately paying to paying
with 351 .07 ACCS benefits. This admission
agreement shall specify at least how the following
; services will be provided, and what additionz]

; chargas there will be, if any: all personal care

: servioes, nursing services; medication

i management; laundry; transportatson foiletries;

| and any additional services provided under AGCS

F

! or a Medicaid Waiver grogram, if applicable, the

" of any deposit. This agreement must also specify |
* the resident's transfer and discharge rights, “
“including provisions for refunds, and must include |
j a description of the home's personal needs i
" allowance policy. -

(1) In addition to general resident agreement
requirements, agreements for al ACCS
* participants shall include: the

" agreement must specify the amount and purpose |
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. ACCS services, the specific room and board rate, | See a/%l’\d

| the amount of personal needs allowance and the :
provider's agreement to actept room and board i
and Medicaid as sole payment.

This REQUIREMENT is not met as evidenced .
by:

Based upon 1 of 3 records reviewed and
confirmed by interview with the manager, the
admisgsion contract that reflects the monthly rate
to be charged was not found. (Resident #3)
Findings include;

1. Resident #3 was admitted in May 2015 and a
signed admission agreement that describes the
charges for Assistad Community Care Barvices
(ACCS) rate, other services covered and
appilicable financial issues was not found. in
addition, the resident's financial situation had
changed with a rate change increase as noted
per the receipt received’ documentation.
However, no amended contract was found. Per | |
| interview on 05/09/16 at 11:10 AM the Manger |
confirmed the required documentation was not in i
the resident's chart nor found elsewhere. i

. R138 V. ENT CARE AND HOME SERVICES | 135 H | |
3138 V. RESIDENT CARE OME SE Cee @ ached

E 5.7.Assessmant

- 9.7.¢ EBach resident shall also be reassessed
{annually and at any point in which there is

: change in the resident's physical or mentat

| condition.
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R136: Continued From page 2 F§136
: This REQUIREMENT s not met as evidenced 1 see Q,,H‘&d\eti
by:

Based on record review and siaff interviews, the !
i community care home failed to assass 1 of 4 |

residents (#1) upon retum from a 4-day stay at a
hospital. The specifics are as follows:

: Per medical record review on 05/09/2018,
Resident #1 was admitted 1o the cormmunity care
home on 5/16/2015 with dementia, gastric
bleeding, cardiac arrhythmias raquiring a
pacemaker and Chronic Obstructive Pulmonary
Disease. Sihe wag admitted 10 the hospital with a
change in respiratory status on March 28 2016
and returned to the community care home on
March 30, 2018. The last assessment was
documented as having besn done on 3/16/2018
and did not refiect the latest hospitalization, nor
the change in status for Resident

# 1, who returned with a diagnosis of congestive !
heart faifure. No new assessment was eomplaeted
when Resident # 1 was readmitted to the
community care home, to indlcate this change in

; statug and how it impacted the care needs. On
2612016 s/he was admitted to hospice services.
There is no evidence in the medical record to g
support or give reason why Hospice was naaded.

- This is confirmed by the manager during interview
at 3:45 PM,

R145 V. RESIDENT CARE AND HOME SERVIGES R
S5=E:

45

gee @%&"\ 4 J

5.89.¢(2)

Overseg development of a written plan of care for |
. each resident that is based on abilities and needs |
- asidentified in the resident assessment. Aplan |
- of care must describe the care and services
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R145; Continued From page 3 : R145
. necessary to assist the resident to maintain l
" independence and well-being; E

’ This REQUIREMENT is not met as evidenced

by:

;5 Based on medical record review and staff !
| interviews, the community care home failed to
oversee development of a written plan of care
that is based on the abilities and needs for 4 of 4
i residents in the sample (#1, 2, 3and 4), as
identified in their resident assessments. The
specifics are as follows:

1. Resident#4 was admittad October 2015, in
which the initial agsessment identified behaviors
and mood as anxious, impatient, verbally and
physicaily abusive as well as socially
inappropriate and resists care. There are no
specific, clear interventions to support the staff !
and resident with aggressive and abusive !
behaviors in the care plan. The care
plan/problem list notes the resident's program of
psychiatry, counseling, community Integration
with the Clara Martin Center. It directs staff to ‘
maintain a routine, help keep appointments and i
be alert for sighs of dacompensation, erratic |
bahaviors. Per interview at 3:00 PM the Manger -
stated that the resident's behaviors started abouyt Co
a month after being admitted and 'started 1o ‘
ramp-up'. The House Manager stated that there !
has been some conversations with the sister and | | !
Clara Martin Center's Case Manager about the | :
behaviors. The Manager acknowledged that there
" is no documentation as to what steps shouid be

taken, The Manger confirmed that a care plan
- has not been developed with specific :
interventions or goals for the abusive behaviors.

it 2. Resident #3's care plan does not describe the
care and servicas to assist and maintain the |

Division of Licensing and Protachan
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R145'

Continued From page 4

- resident's well-being. The care plan states vague
directives as "reduce stressful situation, offer
i support.__medications and mental health support, |

evaluate mood and reduce/eliminate =tressors as

! possible”. -When asked what specific care and

services will help the resident the Manager at that
acknowledged that the stressors were not

- identified. The Manager at 3:10 PM confirmed
- the care plan was not individuakzed to describe

tie: care and services to assist zand maintain the
resident's well-being.

| 3. Resident# 1 does not have a care plan that Is

reflective of hisfher current status and the one in
the medical record was not updated with changes
since a hogpitalization in March 2016. The current
care plan further does not indicate the additional
care needed by the residant, nor that Hospice
was begun on 5/6/2016. This is confirmed during
interview with the manager at 3:25 PM.

4. Resident # 2 was admitted to the community
care home on 1/24/2015 with Didbetes, obesity,
venous stasis, kidney disease and atrial
fibrillation. The care plan in the medical record is
dated 8/31/2015 and there Is no svidence to
indicate that thers was an original care plan
completed within 7 days of admission. Resident
# 2 has 'circ aides’ to hisfher legs and is apply to
apply them unassisted by staff. That the care
plan does not reflect this and that an original sare
plan was not done are both confirmed by the

i manager during interview at 3:50 PM.

5;15{ V. RESIDENT CARE AND HOME SERVICES
$5-D

5.9.¢ (8)
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R151! Continued From page 5

- Ensure that the resident's record documents any
\ changes in a resident’s condition;

[ This REQUIREMENT is not met as evidenced
: by: -

. Based on medical record review and staff

' | Interviews, the community care home failed to

» ensure that the resident's record documents any
i changes in the condition of 1 of 4 residents,
(Resident # 1). Tha specifics are listed balow:

; Per medical record review on 05/09/2018,

Resident #1 was admitted to the community care

home on 5/16/2015 with dementia, gastric

bleeding, cardiac arrhythmias requiring a

pacemakear and Chronic Obstructive Pulmonary

Disease. S/he was admitted to the hospital with a

change in regpiratory status on March 26, 2016

and returned to the community care home on

March 30, 2016, The last assessment was

documented as having been done on 3/16/2016

! and did not reflect the latest hospitalization, nor
the change in status for Resident # 1. who

returned with a diagnosis of congestive heart

failure. There was no new assessment

i completed when Resident # 1 was readmitted to

‘ the community care home to indicate this change
: In status and how it impacted the care needs. On
| 5/6/2016 s/he was admitted to hospice services.

| There is no evidence in the medical record o

‘f SUppDrt or give reason why Hospice was neaded.

- This is confirmed by the manager during interview
at 3:45 PV,

R155: V. RESIDENT CARE AND HOME SERVICES
35=D:

. 5.9.C. (12)
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4ee. abkached

i Assume responsihility for staff performance in the

i administration of or assistance with resident

i medication in accordance with the home's

! policies.

, .
This REQUIREMENT ig not met as evidenced : ;

by: ' i

1 Based on record review and inferview the nurse

i failed to assume responsibility for staffs'

performance in the administration with resident

I medicatons for 1 of 4 applicable residents in

| survey (Resident #3). Findings include the

following:

B . | I B

1. Per review of the MAR [medication

administration record] it was documented that

Resident#3 had received a controlled drug ;

without an order, and as needed [PRN] |

medicalions were given without documenting the

effectiveness. Resident #3 had a physician order

: dated 01/14/16 to discontinue Ambien [for sleep].

" | Per review of the MAR and/or controlied . |

substanca count sheet, Ambien was administered

! on 01/30/16 and 01/31/16 and on 03/13/16 and

| 03/14/16. The fesident also had orders and

received Sumatripan 50mg PRN [for headaches],

| Buspar [an anti-anxiety], as well as Tylencl with

- codeine [for painj, but evidence demonstrates

: that staff did not consistently record on the MAR

i [medication admiristration record] whether the

: medications had the desired effects. Review of |

policy and procedure shows staff are to give _

medications only as ordered and to document

i whether the PRN medications had the desired

" effects. The Manager/Nurse acknowledged ;

i during interview at 11:10 AM that audits are not ¢

- done on the charts nor the controlled substance |
count sheel. S/he confirmed responsibility for i

. staff performance.

Divigion of Licensing and Protection
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R155: Continued From page 7 R155

i

Also sea R-171.

R162] V. RESIDENT CARE AND HOME SERVIGES
85=D
\
3.10 | Medication Management
3.10.c. Staff will not assist with or administer any
madication, prascription or over-the-counter
medications for which there is not a physician's
written, signed order and supporting diagnosis or
problem statement in the resident's record.

This REQUIREMENT is naot met as evidencead
by: ‘
Based on staff interview and record review, the
RN fziled to assure that all resident medications
administered by staff had a current physician's
written order in the medical record for 1 of 4
applicable residents in the sample (Resident #3)

1. Per record review, Resident #3, who was
admifted in May 2018, had no written physician
orders in the medical record for the anti-anxiaty
medication Buspar. The resident had received
this medication, according t¢ the MAR

i (Medications Administration Record) from
September 2015 until March 2016. The

. Manager/RN stated "t remember the phone call,
talking to the doctor at that time” but canfirmed

- there is no written signed order in the resident's

t
1

IL162

L

sce Gujfir?dnefg

“ chart,
i |
R171! V. RESIDENT CARE AND HOME SERVIGES | Ri??'l gee. ohtached
88=E : ’

H i H
: 5.10 Medication Management r; E
! i
d i
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R171| Continued From page 8

' 5.10.g Homes must establish procedures for

. documentation sufficient to indicate to the
physician, registered nurse, certified manager or
representatives of the licensing agency that the
medication regimen as ordered is appropriate

| and effective. At a ywinimum, this shall include:

{1} Documentation that medications were
administerad as ordered;

(2) Allinstances of refusal of medications,
including the reason why and the actions taken by
the home;

(3) All PRN medications administered, including
the date, time, reason for giving the medication,
and the effect;

(4} Acurrent list of who is administering
medications to residents, including staff to whom
a nurse has delegated administration; and

{5) For residents receiving psychoactive
medications, & record of monitoring for side
effects.

{ (6) All incidents of medication errors.

This REQUIREMENT is not met as evidenced

! by:

Based on medicai record review and staff

| interviews, the community care home failed to

, provide documentation for residents receiving
psychoactive medications that side effects are
being monitored, falled o énsure all as needed

! [PRN] medications administered included the

- date, time, reason for giving the medication, and
failed to ensure medications were administergd

" as orderad for 2 of 4 residents (# 1 and # 3). The

i home also falled to have a current list of those

i individuals who are administering medications 1o
| residents, ineluding those to whom a nurse has

- delegated administration. The specifics are as

follows:

R see atkached
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R1711 Continued From page 9

t. Resident #3 has a diagnpsis of major
depression, gereral anxiety and mood disarder jn
which psychoactive medications were given

i without monitering for side effects, PRN
medications were given without documenting the
effects and medications were given without
physician's orders. The resident received
scheduled antipsychotic medication, Seroquel,
that had no documentation showing that the

i facility was monitoring for side effects. 1n
addition, from admission in May 2015 untit
present, the PRN medications Sumatripan 60 mg
PRN for headaches, Buspar for anti-anxiaty, as
welf as Tylenol with codeine for pain, were not
consistently recorted on the MAR [medication
‘administration record] whether the medications
had the desired effects. Furthermore, a physician
order dated 01/14/16 noted a charige to an order
to discontinue Ambien [for sleep] and to give
Trazodone 50 mg. Per review of the MAR and/or
controlled substance count sheet, Ambien wag

| administered on 01/30/16 and 01/31/16 and on

v U371316 and 05/14/16,

: 2. Per medical record review Resident # 1 had
been receiving Seroquel dafly. This medication
was recently changed to Risperdal daily. There

: had been no assessment of nor monitoring of

; possible side effects, for either medicaticn.

3. Pér observation, the med defegation list in the

i front of the MAR contains names of individuals

I who ho longer work at the home and does not

i have names of some newer ermployeas who are
able to administer medications,

' The Manager during interview at 11:10 AM

" confirmed that there was no documentation for
; the monitoring of side effects of psychoactive

- medication for both of the examples above, that |

F;“” See C)L,L{-ndx\{fJA
i
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{1) Resident medications that the home

manages must be stored in locked compartments

under proper temperature contrels. Only

authorized personnel shall have access to the
keys

This REQUIREMENT is not met as evidenced
by:

Based on ohservations and staff confirmations,

| the community care home failed to assure that

. resident medications that the home manages are
stored in locked compartments. The specifics
are as follows:

Per observation during the initial tour at 9:40 AM,
. the medication cart has a bubbie pack, containing
1 synthroid pill, 2 Vitamin B tablets and 1
~omeprazole tahiet placed between the pages of
- the Medication Administration Record {(MAR), on
! top of the locked medication cart. This is
" confirmed by the manager by her observation at

|
{
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R171! Continued From page 10 R171 ¢l a‘H'a(,.L'\ {4 i
 staff were not consistently monitoring for PRN ;
: medication desired effects, that discontinued g
-| medication was administered and that the i
| medication delegation list was not current or f
| accurate. !
i
| Also see R-155. !
. This is a repeat citation, i
R173 V. RESIDENT CARE AND HOME SERVICES R173 Cee€ a’{f{'aot'\fd :
85=E
510 Medication Management
5.10.h,
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i 5,11 Staff Services

{1} Resident rights;

| residents;

: by: .
Based on review of s

R173! Continued From page 11

10:20 AM. Surveyors further observed upon
leaving the community care home at 5:45 PM that
the medication cart was not locked. Itis kept in
 the entry way to the home. This is confirmed by
the manager at 5:45 PM,

R179 V. RESIDENT CARE AND HOME SERVICES

2.11.b The homa must ensure that staff
demanstrate competency in the skills and
techniques they are expected to perform before
providing any direct care to residents. There
shall be at least twelve (12) hours of training each
year far each staff person providing direct care to
residents. The training mustinclude, but is nat
limited to, the following:

(2) Fire safely and emergency evacuation;
| (3) Resident emergency response procedures,
i such as the Heimlich maneuver, accidents, police
i o ambulance contact and first aid:

(4) Policies and procedures regarding mandatary
» reports of abuse, neglect and exploitatian;
: (5) Respectful and effective interaction with

- (8) Infection control measures, including but not |
| limited to, handwashing, handling of linens, i
| maintaining clean environments, blood borne |
- pathogens and universal precautions; and i
- (7) General supervision and care of residents.

. This REQUIREMENT i3 not met as evidenced

taff personnel files and staff

2173

f
v gec abached
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35=D

5.12.b.(2)

R179| Continued From page 12

i interviews, the community care home failed to

i assure that staff providing direct care to residents
t completed 12 hours of required training. The

i apecifics ara as follows:

During record review on 05/Q9/16, 5 of 5 direct

- care staffs in-service records lacked
documentation of at least 12 hours of annual

i training which inciuded the mandatory elements
of Resident Rights, Respectful Effective
Communication, infection Control, First Aid

| response, and Policies and procedures regarding
i randalory reports. In addition, three new staff
did not receive the specialized training prior to
providing direct care to residents. The House
Manager at 2:00 PM confirmed the above

R188 V. RESIDENT CARE AND HOME SERVICES

Arecord for each resident which includes:

: resident's name; emergency netification
numbers; name, address and telephone number
- of any legal representative or, if there is none, the
' next of kin; physician's name, address and’

| telephone number; instructions in case of
resident’s death; the resident's assessment(s);

- progress notes regarding any accident or incident |
- and subsequent follow-up; list of allergies; a .
. signed admission agreement: a recent

photograph of the resident, unless the resident

. objects; a copy of the resident's advance |
! directives, if any completed; and a copy of the ;
" document giving legal authority to ancther, if any. :

m 79

R188

sCe Q,M‘Cﬁ‘
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R188| Continued From page 13

. This REQUIREMENT s not met as evidenced
i by:
Based on record review and staff interview, the
home failed to assure that 1 of 4 resident records
i included all of the required information. (Resident
i #3) Findings include:

| 1. Per record review, there were no signed
admission agreements, no evidence for
instruction in case of death, next of Kin or a copy
of the document giving legal autharity to another

' for Resident #3. Resident #3 was admitted in

| May 2015, however, there is no signed admission
agreement. Furthermore, during interview at
11:10 AM, the Manger stated that the father had
authority as the payee, however no
documentation was evident in the chart nor was
any kin identified in case of death. This was

: confirmed by the Manager at that time.

Also ses R-104.
| This is a repeat citation.

R189] V. RESIDENT CARE AND HOME SERVICES
38=D

|

: 5.12.b. (3)

' For residents requinng nursing care, including

I nursing averview or medication management, the

: record shall also contain: initial assessment:

’ annual reassessment; signfficant change

' agsessment, physician’s admission statement

~and current orders; staff progress notes including
changes in the resident's condition and action

i taken; and reports of physician visits, signed

telephane orders and treatment documentation;

and resident pian of care.
!

éwa

|
i
i
|
?
!

g 4?:#&&“5"‘) '
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Continued From page 14

This REQUIREMENT is not met as avidenced
by:

Based on staff interview and record review, the
record for 1 applicahle resident in the targeted
sample did notinclude signed telephone orders.
(Resident #3) Findings include:

1. Per record review, Resident #3, who was
admitted in May 2015, had no written physician
orders in the medical record for the anti-anxiety

i medication, Buspar. The resident had received

this medication, according to the MAR
{Medications Administration Recerd) from
September 2015 until Mareh 2016, The
Manager/RN stated "l remember the phone call,
talking to the dpctor at that time" but confirmed
thers is no written signed order in the resident's
chart, ‘

Also see R-162.

V. RESIDENT CARE AND HOME SERVICES

5.12.b.(4)

The results 'of the criminal record and adult abuse
registry checks for all staff.

This REQUIREMENT is not met as evidenced
by:

Based on review of the community ¢are home's
personnei records and staff interview, the home

i failed to obtain the required background checks
for 1 of 5 staff reviewed. The specifics are as

follows;

© Per review of parsonnel files, 1 emnployee hirad
- on 5/5/2016 did not have any of the background

R189
|
1
]
|

See Gﬂ@‘j’t”{?

BTATE FORM
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R190: Coentinued From page 15 R190 f
: ) ) f !
checks (Child and Adult Abuse registry or VCIC [ g
(VT Criminal data base)) retumed prior to i @
beginning work/orientation on 5/9/2016. This is r , ,
confirmed by the manager during interview at : ' ‘ :
4:00 PM. ‘; 0{ ;
R208 V. RESIDENT GARE AND HOME SERVICES Re08 | ST at ach 5
585=D i

5.18 Reporting of Abuse, Neglect or Exploitation

5.18.¢ Incidents involving resident-to-resident
abuse must be reported to the licensing agency if
a resident alleges abuse, sexual abuse, or if 2n
injury requiring physician intervention results, or if
there is a pattem of abusive behavior. Al .
resident-to-resident ingidents, even minar ones,
must be recorded in the resident's record.
Families or legal representatives must be nolified
and a plan must be developed to deal with the

: behaviors

This REQUIREMENT is not mel as evidenced
by:

Based on record reviews and interviews, the
home did nat report to the Division of Licensing
and Pratection (DLP) a pattérn of resident to

resident incidents in a timely manner in far 4 of 4 !
applicable records reviewed, nor did the heme
develop a plan fo deal with the behaviors.

Per record review, a pattern of aggressive
behaviors invalving Resident #4, was not reported |

|
!
{Residents #4) Findings include; i
|
|
l

' as required nor was a plan developed to deal with ;

the behaviors. During interview one resident who
wishes to remain anonymous stated that {the

: house pet, a deg) "didn't like (Resident#4) whao
has kicked him and is mean”. Resident #4 was

P
|
i
|

Givision of Licansing and Protection
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i
1

16.12  Residents shall be free from mental,
verbal or physical abuse, neglect, and
exploitation. Residents shall also be free from
restraints as described in Section 5.14.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record reviews, all
residents of the horne were not free from mental,
verbal or physical abuse. Findings include:

During interview one resident who wishes to
remain anonymous stated that [the house pet, a
dog] "didn't like (Resident#4) who has kicked him
and is mean”. Resident #4 was admitted in
October 2015, in which the initial assessment
identified behaviors and mood as anxious,
impatient, verbally and physically abusive as we!l
as socially inappropriate and resists care. The
aggressive behaviors cccurred, par the staff log
book,as follows: 12/10/15 ..."nearly started a fist
fight at breakfast today”; 01/26/16...picked a fight
with another resident; 02/10/16 ..."other residents
f are prefty irftated by [resident’s] behaviors,
disrupts meals”; 02/20/16 ..."threatenad [male

: resident) and shoved [female resident];

. 02/21/16...5:30 PM, thraew a chair into the
hallway- [resident#d] was behind [female
resident] and asked her to sit somewhegre
else_concemed about safety”, 03/26/16 .. threw |
a chair fowards the bathroom, a resident standing |

I near the bathroom was not in danger”; 04/11/16 !

- & 04112116 "[Resident #4] verbaily abusive”. '

» Per interview at 3:00 PM the Manager confirmed }
that Resident #4 had Kicked the house pet (dog) |
in front of other resident, which could be

upsetting, threateningfaggressive behaviors

1

Xa &M%A

Division of Licensing and Protection
STATE FORM )

4399

2GVUN

If continuation sheet 18 of 19



PRINTED: D5/17/2016

i FORM APPROVED
Diviston of Licensing and Protection i
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA, (A2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i . COMPLETED
A BUILDING:
| C
0618 B; WING — 05/0912016
NAME OF PROVIDER OR SUPPLIER STREET ADDR:ESS, CITY, STATE, ZIP CODE
' 92 COTTAGE STREET
BRADFORD QASIS LK :
BRADFORD; VT 05033 .
(X4 ib SUMMARY STATEMENT OF DEFICIENCIES TS PROVIGER'S PLAN QF CORREGTION { )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 'PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) L IAG CROSS-REFERENCED TQ THE APPROPRIATE | DATE
. ; DEFICIENCY} :

Also see R-208.

R224! Continued From page 18

|
Howards other resident, and did put fhisfher]
hands on another resident's shoulder.

R224
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BRADFORD OASIS
PLAN OF CORRECTION
MAY 2016

RESIDENT CARE AND HOME SERVICES

R104 ADMISSION ,
Correct. Peter Lawlor’s closed record does not have the admission agreements, I know
they exist since I made copies for him just the week before. Tassume they have been
misfiled and I have not looked for them. All other open and closed records do have
signed admission agresments and the residents or their representatives also have copies.
Maintaining up to date admission agreements is and will continue to be Bradford Oasis
policy. '

R136 ASSESSMENT

All Bradford Oasis residents do have admission and annual assessments completed, K
Pollender did not have a new asscssment completed after the 4 day hospital stay. The
problem list/plan of care had not been updated to include hospice care, but the nurse’s
notes contain references to Kitty’s decline, conversation with her MPGA, and PCP that
hospice is appropriate at this time. The hospice plan of care and ERC/Hospice admission
are in her chart. In the future, Bradford Oasis will be more complete in documenting
changes in condition.

R145 CARE PLAN

All residents have a care plan based on the resident assessment. The problem list/care
plans are not in the detail required by inspectors. All care plans are in the process of
being revigwed and updated where necessary. Bradford Oasis will maintain more
detailed problem list/care plans in the future,

R151 CARE PLAN

The care plans are not in the detail requested. As above, all care plans are being updated
to individual needs. #3 did not reflect well in the care plan although there is general
instruction on his behavior and activities he can use to calm himself. This is located in
his resident profile and his file in the med book. Bradford Oasis will maintain more
detailed problem list/care plans in the future.

R155 MEDICATION MANAGEMENT

Proper documentation of pm effect has not been done well lately. We recently bad a new
documentation inservice on daily notes and medications. Pm documentation has become
part of the shift report and narcotic count. This practice will improve compliance with
docwaenting pm effect. Med sheet documentation will be reviewed more often by
Bradford Oasis management and employees counseled on lapses. #3 had controtled
drugs administered after d/c order, The order had been clearly d/c’d on the MAR but had
not been yellowed out across the page. All d/c’d meds will now be yellowed out across
the entire page to avoid future incidents. This has also been addressed in a med inservice
and control sheets will now be monitored by RN, manager.



R162 MEDICATION MANAGEMENT

#3 did not have the written order in his chart. Iknow that the order was present and
remember the conversation with MD about its dosing order. Unfortunately it is not
present in the resident’s closed record. 1have nothing I can say to this situation. IThave a
practice of not giving medications until I have a written order. It has been difficult iu the
past to get written orders in time, so I don’t accept them, Written orders are the only way
meds can be delivered from our pharmacy and I have seldom received verbal orders.

R171 MEDICATION MANAGEMENT

Documentation of refused meds and effect of prn meds has been an issue for us from time
to time. This has been addressed in the recent documentation inservice and is now part
of the shift change sign off. All scheduled and pm meds will be fully doctumented before
the oncoming shift can accept responsibility and keys. The authorized staff list for
medication administration does have old employees on it. The indicated a willingness to
be per diem staff. There are staff still in orientation who have not yet been added to the
list. The List is now updated. Idid not realize that residents on psychoactive meds
needed to be assessed for side effects. There is now a policy in place and nursing notes
now include this assessment. Meds left out on the cart and an unlocked cart are
occasional errors, This has been addressed in the med inservice,

R179 STAFF SERVICES

Several of the required inservices were informal and conducted during staff meetings. [
am in the process of creating more formal outlines for the topics not covered by existing
edncation modules. Staff are strongly encouraged to keep up individual lessons, It will
be a focus in the near future as new staff are well in place. We are having frequent
inservices to catch up on the slow start this year.

R188 RESIDENT CARE AND HOME SREVICES

Resident #3 does have incomplete info on the front sheet. He has no death/funeral plans,
his father is not designated as next of kin, his father may have completed the payee
approval before resident’s discharge, but we did not get documentation. Not all residents
have death/funeral plans and we will now highlight this information rather than leave it
off the front sheet.

R189 RESIDENT CARE AND HOME SERVICES
As stated before, the written order for Buspar is not in the record although I know it was
obtained, 1 will keep better order of discharged charts when they are compiled.

R190 RESIDENT CARE AND HOME SERVICES '
Yes. One new employee began orientation and job shadow before the background check
had been received. I will not allow this to happen in the future. 1 further understand
these can now be obtained online and I will learn the process.




R208 RESIDENT CARE HOME AND SERVICES

We do have a resident who has created distress, turmoil, and potential violence in the
home. We were expecting some behavioral issues and have a list of calming practices he
uses. I'was also in contact with his guardian and mental health case manager concerning
events as they happened. We expected that issues would be occasional and fairly easily
managed. This was not 50 much the case. At no time did his case manager assure us the
emergency line would be helpful, that APS would be appropriate, or that we should call
the police. We know realize how to best use our options. Although his behavior has
improved over the Jast few months we are well prepared to counter any further outbursts
with legal action. The team plan is to find him a new residence and I cannot recommend
level 111 residential care for him. Iam exploriug other possibilities and his behavior or
similar behavior of future residents will not be tolerated.

R224 RESIDENTS RIGHTS

I will no longer tolerate distressing, disturbing, or possibly violent behavior from any
resident. Any resident will be told it will not be tolerated and a next event will result in
legal action — APS, police, and certainty. I will add this to our household policies as
emphasis on admission,

Front sheets are reviewed

RA, problem list/care plan updated
Inservice outlines in process

Staff and med admin lsts updated

I believe all deficiencies are corrected or in the process. This should be completed by

June 15.
o %/M", g

May 27, 2016
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