< VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

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

Voice/TTY (802) 871-3317

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

June 3, 2013

Ms. Ursula Margazano, Administrator
Burlington Health & Rehab

300 Pearl Street

Burlington, VT 05401

Dear Ms. Margazano:

Enclosed is a copy of your acceptable plans of correction for the survey Conducteq on May
10, 2013. Please post this document in a prominent place in your facility.

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

Sincerely,

ORI

Pamela M. Cota, RN
Licensing Chief

PC:jl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation



PRINTED: 05/15/2013

DEPARTMENT-OF HEALTH AND HUMAN SERVICES . : ' ’ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA X2 M : N - : :
AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: L. ;U,,I_JI;L!ZLE GONSTRUCTIO \ ‘xa’gé‘&ffé’r??y
c
475014 B. WING 05/10/2013
NAME OF PROVIDER COR SUPPLIER v STREET ADDRESS, CITY, STATE, ZIP GODE ‘
BURLINGTON HEALTH & REHAB FUUREASLETRERL .
BURLINGTON, VT 05401
(X4) ID . SUMMARY STATEMENT OF DEFICIENCIES D . -  PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: - " DEFICIENCY) .
. ‘ ~ TheTollowing constitutes the
F 000 | INITIAL COMMENTS . F 000 facility's response to the

findings of the Deépartment of -
; . e : SR LS Licensing and Protection and
An unannounced investigation of a facility does not constitute an

_self-report was conducted on 5/7/2013 by the ) admission of guilt or
Division of Licensing and Protection and agreement of the facts
concluded on 5/10/2013. There were regulatory alleged or conclusions set
deficiencies identified during this investigation. ' forth on the summary
: | Findings include: _ , statement of deficiencies.
F 221 483.13(a) RIGHT TO BE FREE FROM . F221| = ks e 7 _
§8=D | PHYSICAL RESTRAINTS . : . The facility maintains that it's
. L ’ residents have the right to live
The resident has the right to be free from any free from any physical restraints
physical restraints imposed for purposes of imposed for purposes of
| discipline or convenience, and not required to : discipline or convenience, and
| treat the resident's medical symptoms. . . not required to treat the
' ' resident's medical symptoms.
This REQUIREMENT is not met as evidenced | How the corrective action(s)
by: : will be accomplished for
Based on staff interviews and review of those residents found to be
documentation the facility failed to assure that . affected by the alleged
one resident (Resident #4) was free from any deficient practice? :
 physical restraint not required to treat the ‘ Intervention had been put in
resident's medical symptoms. Findings include: - place and modified as needed
Per record review Resident #4 has a history of ~ . gﬁ&%ﬁg?;;gﬁ::e;t:sident
agitation with combative behavior and resistance . #4 had no negative
to care. On 5/1/2013 Resident #4 refused to allow outcomefinjury
morning care when approached by staff. The LNA DON, Unit Mng, SDC, &/for 5.6-13
(LNA#1) assigned to his/her care left and s designee ’
attempted to reapproach later. LNA#1's written
statement says that s/he returned several times : PR :
to attempt and offer care, all of which the resident L{&vzr":le"s::; :“f:sc;::xi:jgemgy
refused. The resident had also been incontinent | potential to be affected by the
and remained in clothing wet with urine. . " same deficient practice? :
At approximately 2 PM on 56/1/13 LNA#2 arrived Q!Iﬁ:e:;?: rgrsetggggsar"eymstant
at work and received report. During report s/he ‘ affected by this alleged
_ learned that Resident #4 was wet and had deficient practice
o : _ . oy
BORATORY DIRECTOR'S PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' T TITLE ’ E)\L j_u_Li- W (x8) UAT?
\H-A\ WAL ST Dbt trator Sywador ) Sat{ 13

A‘ﬁif deficiency statem%réding with a| aste@( {*) denotes a deficiency which the institution may be excused from correcting providing it [s determined that
other safeguards provide sufficient protettion Y0 the patients. (See instructions.) Except for nursing homes, the findings stated above are dlsclogable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of _con:ecﬁon are dlsclosgble 14
days following the date these documents are nade available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. ’
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F 221 | Continued From page 1 ‘F221 What measures will be put
refused care all day. At that pomt LNA's #182 into place or systematic
reappproached the resident to attempt care. changes made {0 ensure that
| During-this time the resident became agitated and the deficient practice will not
began yelling at the two-LNAs and attempted to recur? : Re-education to all
strike out at them. LNA#1 left the room to obtain Unit 5 direct care nursing staff
clean bed linens leaving LNA#2 alone in the room re: restraint use/abuse protocol,
with the resident. ‘ behavioral triggers, symptoms,
: interventions specific to
At this time LNA#3 was nearby outside the room resident #4.
completing his/her daily charting. As LNA#1 DON, spgm_rcfes_'gﬁe_'*. 5-6-13
re-entered the room LNA#3 asked how it was Re-education to all nursing staff |
going and went into the roem after LNA#1. Upon re: recognition of '
entering the room it was noted that the resident - abusé/restraint pfatocol,
was on the bed with his/her hands tied together . inc|uding reportmg timelines
with his/her shirt sleeves.. LNA#3 reportedly DON, SDC, &/or designee 5.31-13
stated "you can't do that" 'and untied the
resident's hands, Helshe attempted to soothe the How will the facility monitor
resident as the reS|dent became more agitated its corrective actions to
agaln . A ensure that the deficient
. s , practice will not recur? :
The LPN (Licensed Practical Nurse) was making 3 audits/week of Resident #4
walking rounds and was near the resident's room. intervention outcomes X 4
When LNA#1 came out of the room and weeks through clinical stand-up
explained that the resident was very agitated the meeting (concurrent review) to
LPN told him/her not to go back in and went and ™ insure effectiveness of
and told the other two LNAs to leave the room to interventions. Results reported
allow the resident to calm. At that point the at Action Team and QA
resident was not tied. The LPN was not made meetings with changes made
aware that the resident had been tied by any of as appropriate.
the three LNAs. DON, Unit Mngr, Social Svc, 5-31-13
In an interview on 5/7/2013 at 12:07 PM, LNA#2 &lor des'gnee
confirmed that he/she had tied the wrists of Q’( O
Resident #4 with his/her shirt sleeves fearing that QG (L0 QL\Q
the resident would harm him/her. These facts are ;SFD
also confirmed in LNA#2's written statement, as 0
well as in interviews of LNA#3 at 11:30 AM and
LNA#1 at 1:15 PM on 5/7/2013 and the written

FORM CMS-2567(02-89) Previous Versions Obsolete

Event ID:OVT411 .

Facllity ID: 475014

If continuation sheet Page 20f9




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

PRI NTED: 05/15/2013

“FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X3) D
AND PLAN OF GORRECTION IL?ENTIFICATION NUMBER: SZE)M,LDING . ( )CS&ELS%REYJEY
475014 B. WING _ 05120/2013
AASRE OF FROMIEIES NQUPFLIER " | STREET ADDRESS, CITY, STATE; ZIP CODE '
BURLINGTON HEALTH & REHAB BUL PERAE BTREET
. BURLINGTON, VT 05401
" (X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION . (X8)
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
- DEFICIENCY) :
F 221 | Continued From page 2 F 221
statements of LNAs #18&3. -
F 223 | 483.13(b), 483.13(c)(1)(i) FREE FROM F223 The facility maintains that it's
§8=D | ABUSE/INVOLUNTARY. SECLUSION - residents live free from verbal,
¢ , * sexual, physical, and mental
The resjdent has the right to be free from verbal, abuse, corporal punishment,
sexual, physical, and mental abuse, corporal and involuntary seclusion.
punishment, and involuntary seclusion. 4
_ ' How the corrective action(s)
The facility must not use verbal, mental, sexual, will be accomplished for
or physical abuse, corporal punishment, or those residents found to be
involuntary seclusion. affected by the alleged
deficient practice? :
. . Re-education for all staff re;
This REQUIREMENT -is not met as evidenced Resident rights and Abuse
by: ' protocol.
Based on staff mterv;ews and review of DON, Unit Mng, SDC, &/or 5/31/13
documentation the facility failed to assure that designee
one resident (Resident #4) was free from any
physical abuse, by physical restraint: Flndmgs How wiil the facility identify
include: - other residents having the
, potential to be affected by the
Per record review Resident #4 has a history of same deficient practice? :
agitation with combative behavior and resistance All residents are potentially
to care. On 5/1/2013 Resident #4 refused to allow affected by this alleged
morning care when approached by staff. The LNA| - deficient practice.
({LNA#1) assigned to his/her care leftand What measures will be put
attempted to reapproach later. LNA#1's written into place or systematic
statement says that s/he returned several times changes made to ensure that
to attempt and offer care, all of which the resident the deficient practice will not
refused. The resident had also been incontinent recur? - Re-education for all
and remained in clothing wet with urine. staff re: Resident rights and
At approximately 2 PM on 5/1/13 LNA#2 arrived B teon 806, Bl | 53143
at work and received report. During report s/he designee ! !
learned that Resident #4 was wet and had
refused care all day. At that point LNA's #182
reappproached the resident to attempt care.
During this time the resident became agitated and
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F 223 | Continued From page 3 . _ F223 How will the facility monitor
began yelling at the two LNAs and attempted to ' its corrective actions to
strike out at them. LNA#1 left the room to obtain ensure that the deficient
clean bed linens leaving LNA#2 alone in the room practice will not recur? :
.| with the resident. 100% of all new orients will be
educated re: Resident Rights
At this time LNA#3 was nearby outside the room and Abuse protocol. All staff
completing his/her daily charting. As LNA#1 will minimally attend re-
re-entered the room LNA#3 asked how it was education re: Resident Rights
going and went into the room after LNA#1, Upon and Abuse protocol annually.
entering the room it was noted that the resident Results reported at Action
was on the bed with his/her-hands tied together Team and QA meetings with
with his/her shirt sleeves. LNA#3-reportedly changes made as appropriate.
stated "you can't do-that" and untied the DON, Unit Mngr, Social Svc, 5-31-13
resident's hands. He/she attempted to soothe the ‘&/or designee
resident as the resident became more agitated '
again. o (,(,&Q’t LQDAQ
The LPN (Licensed Practical Nurse) was making "(’(\\%
walking rounds and was near the resident's room.
When LNA#1 came out of the room and -
explained that the resident was very agitated the ,
LPN told him/her not to go back in and went and
and told the other two LNAs to leave the room to
allow the resident to calm. At that point the
resident was not tied. The LPN was not made .
aware that the resident had been tied by any of
the three LNAs.
In an interview on 5/7/2013 at 12:07 PM, LNA#2
confirmed that he/she had tied the wrists of
Resident #4 with his/her shirt sleeves fearing that
the resident would harm him/her. These facts are
also confirmed in LNA#2's written statement, as
well as in interviews of LNA#3 at 11:30 AM and
LNA#1 at 1:15 PM on 5/7/2013 and the written
statements of LNAs #1&3.
F 225 | 483.13(c)(1)(ii)-(iii), (c)(2) - (4) F 225
sS=pD | INVESTIGATE/REPORT
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ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guity of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which, would
indicate unfitness far service as a nurse aide or
other facility staff to the State nurse aide reglstry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law.
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all'investigations must be reported

' to the administrator or his designated
representative and to other officials in accordance }

with State law (including to the State survey and
certification agency) within 5 workmg days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

involving mistreatment, negiect,
or abuse, including injuries of
unknown source in accordance
with State law.

How the corrective action(s)

*| will be accomplished for

' those residents found to be
affected by the alleged
deficient practice? : Incident
involving resident # 4 was
investigated and reported upon
= confirmation of allegation.

DON, Unit Mng, SDC, &/or
designee

How will the facility identify
other residents having the
potential to be affected by the
same deficient practice? :

All residents are potentially
affected by this alleged
deficient practice.

> _into place or systematic
changes made to ensure that
the deficient practice will not
" recur? : Re-education for all
staff re: Resident rights and
Abuse protocol.
DON, SDC, &/or designee

What measures will be put |

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION, IDENTIFICATION NUMBER: COMPLETED
: A.BUILDING
475014 B. WING 05/10/2013 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BURLINGTON HEALTH & REHAB 300 PEARL STREET
: g BURLINGTON, VT 05401 =
x4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION -
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
. , ; B DEFICIENCY)
: . } - The faclllty mamtams that it
F 225 | Continued From page 4 F 225 reports all alleged violations

56-13

5-31-12
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X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
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F 225 | Continued From page 5 F 225 How will the facility monitor
| This REQUIREMENT is not met as evidenced Its corrective actions fo
| by: ensure that the deficient
Based.on staff interviews and record reviews the P’a‘:ﬂce will not recur? :
facility failed toreport af incident of alleged 100% of all e orients will be
abuse immediately to the State Survey Agency educated re: Resident Rights
within the required time frames. Findings include: and Abuse protocol. All staff
will minimally attend re-
The facility first became aware of an alleged staff education re: Resident Rights
to resident abuse incident on 5/4/2013. On and Abuse protocol annually.
5/4/2013 the Director of Nurses (DNS) was _ Results reported at Action
approached by an LNA who stated that a second . Team and QA meetings with
LNA had told some staff about a resident changes made as appropriate _
(Resident #4) being "tied up". The DNS began an DON, Unit Mngr, Social Sve, | 5-31-13 .
immediate investigation and later that afternoon, &lor designee
when the LNA arrived for a shift, suspended that
LNA!pending the results of an internal N
investigation. &gvz‘*p@
THe incident was reported to the State Agency on
the afternoon of 5/6/2013. In an interview at 8 AM
on 5/7/2013 the DNS confirmed that s/he had
reported the incident to the State Agency on the
afternoon of 5/6/2013.
See also F223. - ,
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
§s=D | ABUSE/NEGLECT, ETC POLICIES
The facility must develop and implemerit written
policies and procedures that prohibit |
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.
This REQUIREMENT is not met as evrdenced
‘by
Based on record review and staff interviews the

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:0VT411

Faclity ID; 475014

If continuation sheet Page & of 9




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

PRINTED: 05/15/2013

"FORM APPROVED"

OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE chsmucno:u (X3) DATE §
. URVEY
AND PLAN OF CORRECTI : :
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SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION

(X8)
COMPLETION

{Daughter) of the incident on §/6/2013. Ina
telephone interview on 5/10/2013 at 10:05 AM the
facility DNS stated that the Ombudsman and the
Facility Medical Director have not been notmed of
the incident at this time.

. Q%%({iqcboho (LO
1{\‘\%

PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG _ GROSS-REFERENGED TO THE APPROPRIATE DATE
‘DEFIGIENCY)
F 226 | Continued From page 6 F 226 The facility maintains that has
i . - . loped and implemented
facility failed to implement the facility Abuse policy de_ve s
i & : ; s written policies and procedures
. regartfhng reporting. Findings include: that prohibit mistreatment,
Per record review the facility policy titled "eg'e‘%t' and abuse of ’?s'de""s
"Reporting Abuse to Facility Management", in anc dmlstappropnatlon °
Pailicy Interpretation and Implementation section PRsKistt Propathy:
5 states: . fi
"WWhen an alleged or suspected case of Hfﬁ" $ha °°"°°l.wﬁ a:’cf orifs)
mistreatment, neglect, injuries of unknown ";"' be acs;:m&l: e - ‘t:‘r %
source, or abuse s reported, the facility t e e ey, T
administrator,or his/her designee, will g ;cie t v 3 » ;?e
lmmedlately (within twenty-four hours of the Rz-: dﬁgat'i’;:‘;of:fl s;taff s
alleged incident) notify the following: Resident rights and Abuse
a. The State licensing/certification agency protocol. _
responsible for surveying/licensing the facility; DON, Unit Mng, SDC, &/or 5-31-13
b. The local/State Ombudsman; designes
cRe 'Et;eradReSIdent s Representatlve (Sponsor) of How will the facllity identify
d. Adult Protective Services; other residents hav!nttl:e
f. The Resident's Attending Physician; and g:ﬁ;‘gae'ﬁt‘;::t;f:::éi e"!-, the
F dical D ..
9. The Facilty Medicl Director. All residents are potentially
In an interview at 8 AM on 5/7/2013 the facility affected by this alleged
DNS stated that s/he became aware of an alleged | .. deficient practice.
incident of staff to resident abuse on the morning What measures will be put
of 5/4/2013. The incident was reported to the into place or systematic
Division of Licensing and Protection (the State changes made to ensure that
licensing agency and Adult Protective Services) the deficient practice will not
on the afternoon of 5/6/2013. In an interview on recur? : Re-education for all
5/7/2013 at 3:50 PM the 5th Floor Unit Manager staffre; Resident rights and
confirmed that s/he notified the Resident's Abuse protocol.
Attending Physician and Legal Representative DON, SDC, &/or designee 5-31-13
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. How will the facility monitor
~ F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F226 _its corrective actions to
. 8s=D | RELATED SOCIAL SERVICE , O - ensure that the deficient
practice will not recur? :
The facility must provide medically-related social 100% of all new orients will be
services to attain or'maintain the highest educated re: Resident Rights
practicable physical, mental, and psychosocial -and Abuse protocol. All staff
well-being of each resident. will minimally attend re-
education re: Resident Rights
and Abuse protocol annually.
. , ' Results reported at Action
This REQUIREMENT is not met as evidenced Team and QA meetings with
by: - changes made as appropriate
Based on record review and staff mterwew the DON, Unit Mngr, Social Svc, 5.31-13
facility falled to provide medically-related social &/or designee
services to maintain the highest practicable N . .
well-being of one resident (Resident #4). Findings F250 The facility maintains that it
include: ' provides medically-related :
. social services to attain or j
Per record review, the resident record for . maintain the highest practicable
Resident #4 reflects that the Social Services ~ well-being of the residents. :
department has been involved in Care Plan . . ¢
meetings in January 2013 and April of 2013, How the corrective action(s)
There are no notes reflecting Social Worker visits - will be accomplished for
regarding the resident's agitation and combative those residents found to be
behaviors. The resident was reportedly extremely affected by the alleged
resistive to care and combative for several days £ deficient practice? : Social
prior to an incident of restraint/abuse by staff on Service intervention has been
May 1, 2013. There are nofollow-up notes by the | put in place and modified as
Social Services department regarding this recent needed depending on
behavior or multiple prior resident to staff residents’ outcome/response.
incidents reported in the investigative DON, Unit Mng, SDC, &/or 5-31-13
documentation related to the most recent event. designee '
There is one Social Services note related to the
current incident dated 5/7/2013 at 14:44 PM. How will the facility identify
_ _ other residents having the
In an interview on 5/7/2013 at 3:20 PM the Social potential to be affected by the
Worker who covers this unit stated that if there - same deficient practice? :
isn't documentation regarding an incident in the All residents are potentially
record it would be in a "soft file". When asked to . affected by this alleged
' deficient practice. ,
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GiTY, STATE, ZIP CODE .
300 PEARL STREET
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ROV  ortD

cct
N

O

BURLINGTON HEALTH & REHAB ;
. BURLINGTON, VT 05401
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D “PROVIDER'S PLAN OF CORRECTION T o
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENT!FYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ’ DATE
DEFICIENCY) :
F 250+ Continued From page 8 F 250 !N:'at :neasures vtv‘;ll b-‘:. put
see the soft file for this resident sfhe stated there WD piscR or ey STmaT
is no soft file for this resident. chagggsimads 5 te_znsur.eil that
When asked what services Social Services was the deficlent practice will not
- providing of this resident the Social Worker pEME? .Soc]xal_:ent/_lces .
replied that they have been working on exploring procecum-c a;': . loin = ida
other possible placement and working with the [95pOnSe o cnafige: M sidant
residents daughter. S/he stated that she does not behavior initiated and reviewed
know if the resident has ever had a with approprzte n(;xrs[ng staff
Neuropsychiatry evaluation and the she would not A DON, SDC, &lor designee 5-31-13
do those referrals, "the nurses do that". . . .
S/he stated "I have spoken.to our Psychalogist How wil ﬂ."’ facnllity mto i
about him" but that s/he (the Social Worker) has its °°"e|‘:""teh“°; i)
not made any recommendations for referrals for afmito fat five catic ant
this resident. : practice will not l:ecur? :
' , Any change in resident
The Social Worker stated that the resident is behavior/social.service "
seen for Quarterly Assessments and will be seen response procedure audited x4
for the next three days stating "We have to see - weeks through clinical stand-up
hiin three times after something like this mesting (concurrent review) to
happens.” Other than that the résidents are seen insure effectiveness of
| "as needed”. S/he stated that there has been no interventions. Results reported
need to see this resident as he hasn't changed, at Action Team and QA
this is his baseline behavior. . meetings vglth changes made
' as appropriate.
DON, Unit Mngr, Social Sve, 5-31-13
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