
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 

January 2, 2014 

Ms. Suzanne Anair, Administrator 
Centers For Living And Rehab 
160 Hospital Drive 
Bennington, VT 05201-2279 

Dear Ms. Anair: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
November 13, 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, 

Pamela M. Cota, RN 
Licensing Chief 

PC:jl 
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INITIAL COMMENTS 

An unannounced on-site complaint Investigation 
and Investigation of facility self-reported incidents 
were conducted by the Division of Licensing and 
Protection on 11/12/13 and 11/13/13. There were 

regulatory deficiencies identified. The facility was 
found have Substandard Quality of Care related 
to the deficiencies found. The findings include; . 
483.13(c) PROHIBIT 
MISTREATMENT/NEGLECT/MISAPPROPRIATN 

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resident property. 

This REQUIREMENT is not met as evidenced 
by: 	' 	. 
Based on record review and interview the facility 
failed to assure each resident is free from neglect 
and mistreatment, by failing to provide services, ' 
necessary to avoid mental anguish for 1 of 4 

residents (Resident #1) identified. The findings 
include; 

1. Per review of the medical record of Resident 

#1, the record indicates that Resident #1 was 
admitted to the facility on 4/29/13 with diagnoses 
that include anxiety, depressive state and 
paranoid delusions. Per review of the facility 
internal investigation dated 11/8/13, on 11/6/13, 

Resident #1 purposefully ingested an unknown 
amount of Valium pills in an attempt to end 
his/her life. The investigation indicated that the 

F 000 

F 224 

The facility submits the following information 
and corrective action plans to demonstrelea 
Facility's compliance with all rules and 
regulation. This Plan of Correction is filed 
comply with requirements set forth by CMS 
does not constitute an admission that the 

. 11E1iiciedieieS did 'rand exist. 

F Tag 224 

the 

to 
and 

alleged 

Mr I 	What CorriEtive action will he accoMplidhed 
Anse ricsidents band to have hew, affected by the 

f.Ltt2 ifrficirl firficti 
 

R 
... 	..  

esident #1 umn ulTected by the practice deseribed 
in this Tug 224 with the potential to a Ilect all 
rosi<lenis.••To.whIrewthe immudiutoneeds or 
Resident AI, I.NA //l was rcrrawcil from 1-1siilevil 
Al 'N care kl-`1111)11I1 an the concern/I were identified, 
which wissem or about °chiller IS, 2013: Resident 

MI repotted that he/she had ingested an tiny:adEvil 
amount of Valium pills, Resident Al appeared 41 he 
at his/her DOLTS baseline. Ilefshe WII:j transported 
to the local Emergency Room For evaluation. While 
at the ER the Resident remained at baseline, 
Medioal testing showed no cleViatil levels of 
Valium in hiii/her system. Resident was returned to 
the facility. 

All residents with any Aril h any documented medical 
history of anxiety or depression were evaluated (hr 
suicidal ideation and their cure plural were reviewed 
to confirm appropriate interventions were in place. 

2. Now will mu identilif other residents having iilk 

potential to he aflected-by the same deficient 
practice and what corn'clivc action will be taken: 

100% of intersiewable residents were evaluated by 
Registered Nurses to confirm that all residents feel 
safe and to identify any residents who may have had 
any thoughts of suicidal ideation in the Iasi 30 days. 
The Following questions were used for discussion 
with all residents: Do you like your stay hue? Are 

LADO 
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C.._ 	ino 
Any defies 	 nt ending wi 	n asterisk (1) cleriStes-a deficiency which the Institution may be excused from correcting providing it is del tome that 
other safeg ads pro ide sufficient protection to the patients. (Sao instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
Following th 	survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited. an  approved plan of correction Is requisite to continued 

program padicipabon. 
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Resident #1 indicated that he/she wanted to kill 
themselves because of feelings he/she had that a 
facility staff member (LNA #1) was isolating 
Resident #1, stealing his/her things and trying to 
get the physician and other staff to drive Resident 
#1 crazy, 

The facility was aware that the Resident made 
frequent allegations/accusations about LNA #1, 
but did not take steps to avoid-mentalanguish for 
the resident. • The direct care staff on the unit had 
to step in to make the decision that the LNA 
should not care for Resident #1 anymore; facility 
administration/leadership had not instituted that 
measure despite ongoing concerns/allegafions. 
The resident Indicated to staff at the Nursing 
home and at the hospital that the suicide attempt 
was related to LNA #1. 

Per interview with LNA #1, he/she confirmed that 
Resident #1 made numerous accusations 
regarding the LNA from 9/2013 to 11/8/13 and 
that the LNA reported these via email to the IDNS 
(Interim Director of Nursing). The LNA confirmed 
that he/she did not do direct care on Resident #1 

after 10/15/13 but was still on the same unit as 
the resident and would see resident in hallway 
and in his/her room when the LNA walked by, 

Per review of the facility staffing sheets the LNA 
from 10/15/13 to 11/13/13 was not providing 
direct hands on care to Resident #1. Review of 
the staffing sheets indicated that the LNA was still 
working on the same unit (Moses) that the 
residents room was on. 

Per interview with Resident #1 on 11/13/12, 
he/she confirmed that he/she was in need of help 
and that he/she did not want to be around LNA 

F 224 
you comfortable here? Has the staff treaded 
well? Have you had any suicidal thoughts 
30 days? No other residents way noted to 
affected, 

3. What measures will i2c put itliapjaacariytai 

you 
in the lin 
ho 

i. 

and/or 

Social 

An 

The 

and the 

Social 

not 

systematic thangesl,dil you make to cr,,Tuaggi 
deficient practice does nor reoccur: 

The following facility policies were created 
revised: Suicidal Ideation, Biopsychosocinl 
Assessment and Reassessment, Referral for 
'Servieej;Stitly.ClIdeks;"Rcsident's Own 
Medication Use of—CLR, and Plan of Cam. 
Luta-disciplinary Can; Team (MT) was created. 
'This team inccts weekly with the purpose of 
reviewing all changes and concerns in resident 
condition and to confirm that all needed 

 
interventions are in place and am effective. 
DNS and/or designee is the leader of this team. 

t00% of all staff were educated on the following 
policies; Suicidal Ideation•Safety Checks, 

Own Medication Usc Resident's 	 of—CLR, 
Plan. of Care, 

100% of all Nurses were educated on the following 
policies:-Suicidal Ideation, Biopsychosoeial 
Assessment and Reassessment, Referral for 
Services, Safety Checks, Resident's Own 

 Use 	—CLR, 	Plan 	Care, ofand 	of 

4, 	How the correcrive aeflot! WM bF 
wmhilcred In 	 Practice dPec .rannthfdeficirm 
reoccur l.c 	wlza. 	am its aysuremert provram will 
be poiaLplacc:  

For the Tick( our weeks, the DNS and/or designee 
will conduct a weekly mildew churt audit and 
residenkiiiletuiews goillfie.ccaalucted.io.conflon dia. 
all retiitlents' cure plans are updated to lacer/wale 
the items identi fed in die IDT meeting and Tor. 
compliance with the Suicidal Ideation and Safety 
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Continued From page 2 
#1. Resident #1 during the interview was 
observed to be weepy, shaking and broke into 
tears when speaking regarding the situation with 
the staff member. 

The Short Term Rehab Social Worker confirmed 
that Resident #1 had a long history of Increasing 
behaviors and accusations towards LNA #1 and 
accusations of poor care and improper treatment. 
Per interview the IDNS confirmed that Resident 
#1 had made accusations for months regarding 
issues surrounding LNA #1. The IDNS confirmed 
that since admission Resident #1's behaviors and 
accusations would increase when in the presence 
of the LNA. 
Per review of the physician's assessment made 
on 11/6/2013, the physician indicates that 
Resident #1 is increasingly paranoid that one of 
the LNA's in the facility is conspiring to make 
his/her life miserable and today stated Resident 
#1 took a handful of Valium. The physician also 
indicates that Resident #1's perception of the LNA 
over powers any medical condition that the 
resident may be experiencing. 
483,13(c)(1)00-010, (c)(2) - (4) 
INVESTIGATE/REPORT 
ALLEGATIONS/INDIVIDUALS 

The facility must not employ individuals Who have 
been found guilty 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 for service as a nurse aide or 
other facility staff to the State nurse aide registry 

F 224 

F 225 

Checks policies, with random monthly chart audit 
dicreaftet for three months. The results of this audit 
will be reviewed by the Facility Safety-Quality 
Committee. 

The Social Services Coordinator will conduct a 
random monthly audit to review the biopyschosocia 
NSNCSSOICEILS Ihr content and completion for the nod 

.. I iin daysobe results of.which,will be mvicwed.by 
the Facility Safety-Quality Committee. 

The Social Services Coordinator will conduct a 
random inonthly audit to review conduct a random 
monthly audit to review compliance with the Social 
Services Referral policy and process completion for 
the next 90 days, the iesults of which will be 
ENS eSIN ed by the Facility Safety-Quality Commirtee. 

• 
5. Date of corn:dive action will be cookie: 

December 2, 2013 

60 t Ft:CZ( caLOc) l4\'  nth f14.10cAlf-A 

. 	- 
F Tan 225 

fifrr -I. What.Correcrive 0(dipry toccomplithed 
those resMenr:I.Mord to have been glreeled by the 
deficient pc/laic:EL 

the 
the 

neglect 
of 

the. 
#1 

'lag 
'fo 
LNA 

soon as 
or about 

One resident (Resident 41) was faceted by 
practice described in Tug F225; To address 
-immettinte needri Or the resident, an investigation 

and report oldie allegation ofinistreaunent, 
or souse was conducted by the Interim') Director 
Nursing Service (IONS) and was reported to 
tic agency in Me required thneframe. Resident 
wilti linrecitti by the practice described in this 
225 with the potential to affect all residents. 
IllIdrtss the immediate needs of Resident fil, 
ti I was removed from Resident fil 's care as 
the concerna were identified, which was on 
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F 225 Continued From page 3 

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 admihistrator or his designated 
representative and to other officials in accordance 
with State law (including to the State survey and 
certification agency) within 5 working days of the 
incident, and if the alleged violation is verified . 
appropriate corrective action must be taken, 

• 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview the 

facility failed to investigate allegations of 
mistreatment, neglect or abuse for 1 of 4 
residents (Resident #1). The findings include; 

1. 	Per review of the medical record of Resident - 
#1, the record indicates that Resident #1 was 
admitted to the facility on 4/29/13 with diagnoses 

that include anxiety, depressive state and 
paranoid delusions. _ 
Per review of the facility internal investigation 
dated 11/8/13, on 11/6/13, Resident #1 

F 225 
October 15, 2013, Resident #1 reported that 
had ingested an unspecified amount of Valium 
Resident NI appeared to be at his/her normal 
baseline, Hdshe was tansported to the local 
Emergency Room for evaluation. While at 
the Resident remained at baseline. Medical 
showed no elevated levels of Valium in his/her 
system. Resident was rcturned to the facility. 

2. How will you identify other resideacKhnving 

he/she 
pills, 

the ER 
testing 

the 

taken; 
.. 	...... 

by 
feel 

had 
30 days. 

Are 

you 
the Last 

what 

porenrial to be affected by the same deficient 
practice and what corrective action will be 

. 	. 
100% of interviewablc residents were evaluated 
Registered Nurses to confirm that all residents 
safe and to identify any residents who may have 
any thoughts of suicidal ideation in the last 
The following questions wise used for discussion 
with all fcsidentS; Do yon like your stay here? 
you comfortable here? Has the staff treated 
well? Have you had any suicidal thoughts in 
30 days? No other residents were noted to be 
affected. 

3. What measures.will be put into place.or 
systematic changes will you make to ensure that the 
deficient practice does not reoccur: 

on 
NH 

new 

to 

The facility's policy on Abuse, Neglect and 
Exploitation was revised, In addition, abuse 
reporting folders have been creates' and placed 
each unit, The facility hes educated 100% of 
staff on abuse, neglect and exploitation. All 

• staff will complete this course as loirtiii their 
orientation. 

1 Lrnw the corrective action will hr monitored 
eaccure Me deficient practice does pol reoccur, i.e. 

into what quality auto-Unit grog am will be PS 
lit 

For the next (bur weeks, Die DNS and/or designee 
will conduct a weekly random chart audit and 
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purposefully ingested an unknown amount of 
Valium pills in an attempt to end his/her life. The 
investigation indicated that Resident #1 indicated 
that he/she wanted to kill themselves because of 
feelings he/she had that a facility staff member 
was isolating Resident #1, stealing his/her things 
and trying to get the physician and other staff to 
drive Resident #1 crazy. 
Resident #1, per the internal investigation was 
transferred to an acute care facility. 
Per review of an email from a patient advocate at 
the acute care facility dated 11/6/13 at 6:23 PM, 
the email was sent to Centers for Living 
Administrator, Interim Director of Nursing, Unit 
Manager and Social Worker. The email indicated 
that Resident #1 voiced to the patient advocate at 
the emergency room that Resident #1 was 
"dropped out of a lift," that Resident #1 had been 
"secluded" and is "not allowed visits with others", 
a facility staff member takes the resident's things 
and that a nurse is putting something in his/her 
tea causing him/her to have diarrhee:— — — 
Per interview on 11/12/13 with the facility 
Administrator, he/she confirmed that he/she was 
aware of the accusations made by Resident #1 at 
the emergency room. The Administrator indicated 
that he/she was unaware if there were 
investigations for these accusations and also 
indicated that he/she was not aware if these 
incidences had been reported to the appropriate 
state agency because he/she didn't know if the 
paperwork existed. The Administrator indicated 
that the Interim Director of Nursing may know, 
Per interview with the Interim Director of Nursing 
(IDNS), he/she confirmed that he/she was aware 
of the accusations made by Resident #1 when at 
the emergency room on 11/6/13. The IDNS 
confirmed that he/she had not conducted any 
investigations regarding these accusations. 

F 225 
resident interviews will he concluded to confirm that 
on ,-e ideas' cure plans are updated to incorporate 
the items identified in the lin niteling and Ihr 
compliance with the Suicidal Ideation and Safety 

 
Chocks policies, with random monthly chart audit 
thereafter ler three months. The results of this audit 
will he revitwed by the Futility Safely-Quality 
Committee, 

The Corporate Compliance Officer will provide 
monitoring of 100% olstute reported events for 
compliance with the slate law requirement); in the 
form ors review of 100% atvoiiimporis fled in 
the category Of "Stale Report Filed". This 
monitoring will occur weekly to ensure compliance 
and will provide correction and additional education 
as deviations are identified for the next 90 days. 
The results of this monitoring will he reported to the 
pxocutivc Coinpliance Committee each quay-lc and 
subsequently to the Board level Audit and 
Complionco Committee, 

J.. Pate of eurreelive action will he complete: 

r D ecembe 2, 2013  
' 	- 	• —• 

Das-  Mc atc11-cA 1 IQlll-1 ftlAttiaPtq 
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483,13(c) DEVELOP/IMPLMENT 
ABUSE/NEGLECT, ETC POLICIES 

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resident property. 

This REQUIREMENT is not met as evidenced 

by' 	
. 

Based on record review and staff interview the 
facility failed to develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect and abuse of 2 of 4 
residents (Resident #1, #2) The findings include; 
1. 	Per review of the facility internal investigation 
dated 11/8/13, on 11/6/13, Resident #1 
purposefully ingested an unknown amount of 
Valium pills in an attempt to end his/her life. 
Resident #1, per the internal investigation was 
transferred-to an acute care facility. 
Per review of an email from a patient advocate at 
the acute care facility dated 11/6/13 at 6:23 PM, 
the email was sent to Centers for Living 
Administrator, Interim Director of Nursing, Unit 
Manager and Social Worker. The email indicated 
that Resident #1 voiced to the patient advocate at 
the emergency room that Resident #1 was 
"dropped out of a Ilft," that Resident #1 had been 
"secluded" and is "not allowed visits with others", 
facility staff member takes the' resident's things, 
and that a nurse is putting something in his/her 
tea causing him/her to have diarrhea. 
Per review of the facility internal investigations 
there were no investigations regarding any of the 
concerns communicated to the facility 
Administration on 11/6/13 by the patient advocate 
concerning allegations of potential abuse and 

F 226 

dthcient practice? 
 

kr Tait 226 
for 1. __Ipun Cerrecave action will be accomplished 

those resittento limpid to hove.been affected by she 

by 

the 

the 
.. — 

he/sho 
pilla 

the ER 
testing 

The 
of 

of 
was 

to a 

noted 

in this 

was 

token: 

Two residents (Resident HI andliz) were affected 
the pructicc described in this 'fag 226 with the 
potential to affect all residents. To address 
immediate needs of Resident #1, LNA #1 was 
urnovoil Gam Resident Hi's care as soon as 

noncoms were identified, .which was on or about 
Oolnbcr 15, 2011 Resident itt reported that 
hail ingested an unspecified amount of Valium 
Resident 41 appeared to be at his/her normal 
baseline. Ile/she was transported to the local 
Pmergency Room for evaluation. While at 
the Resident remained at baseline. Medical 
showed no elevated levels of Valium in his/her 
system. Resident was returned to the facility. 
Emergency Room report revealed no signs 
bruising or abrasions noted. Upon investigation 
Resident #2's allegation it was found that she 
experiencing some mental status changes related 
urinary tract infection (uTO. Urine was obtained. 
and culture was found to be positive. She was 
to have had female caregivers. Family member 
rt.-ported hallucinations as a symptom of LITT 
resident. There were no physical findings or 
complaints of abuse once treatment of bet-  UT1 
initialed. 

z How will you identify other residsus kfmg_t_h_e 
potential to be affected by the samCAACEC21/ 
practice and what corrective action will be 

100% of interviewable residents were evaluated by 
Registered Nurses to confirm that all reaitIcnts feel 
safe and to identify any reside-nix who may have hod 
any thoughts of suicidal ideation in the last 10 days. 

The following questions were LINO(' liar discussion 
with all residents: Do you like your slay here? Are 
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mistreatment. 
Per review of the facility policy and procedure 
titled "Abuse Neglect and Exploitation" last 
revised on 9/17/13, indicates that upon receiving 
information regarding potential suspected abuse 
to a resident, an internal investigation is to be 
conducted. 
Per interview on 11/12/13 with the facility 
Administrator, he/she confirmed that he/she was 
aware of the accusations made by Resident #1 at 
the emergency room. The Administrator indicated 
that he/she was unaware if there were 
investigations for these accusations and also 
indicated that he/she was not aware if these 
allegations had been reported to the appropriate 
state agency because he/she didn't know if the 
paperwork existed. The Administrator indicated 
that the Interim Director of Nursing may know. 
Per interview with the Interim Director of Nursing 
(IDNS), he/she confirmed that he/she was aware 
of the accusations made by Resident #1 when at 
the emergency room on 11/6/13. The IDNS 
confirmed that he/she had not conducted any 

investigations regarding these accusations. 
2. Per review of the facility internal investigations, 
on 11/6/13, Resident #2 reported to the Licensed 
Nursing Assistant that he/she "felt like [he/she] 
had been raped," The investigation indicated that 
the Interim Director Of Nursing was made aware 
upbn arrival to the facility on 11/6/13. Per review 
of the investigation there was no evidence that 
the incident was reported to the appropriate state 
agency . Per interview with the Interim Director of 
Nursing on 11/13/13, he/she confirmed that this 
incident on 11/6/13 was not reported to the 
appropriate state agency per regulatory 	

.. 

requirements. 
3. Per review of the facility's policy and procedure 
titled Abuse Neglect and Exploitation Prohibition, 

F 226 

' 

you comfortable here? Has the staff crewed you 

well? Have you had any suicidal thoughts in the bit  

3H days? No other residents were noted to he 
affected. 

3 	What measures will be pm into place or what 

a 

wviemaric Mauves will you make to (my,'" Mat The 

Meant nractice does not reoccur 

The facility's policy on Abuse. Neglect and 
Exploitation was revised, In addition, abuse 

folde 	have been created and placed on 
 

reporting 	rs 
esiely unit rpm facility has.educateth L00%. ofAll .. 
kalion obuse, neglect and cacploitatim, All new 

Atari will complete this course as part of their 
- oriemtation. 

The facility's policy on the use of lifts (Lifting, 
Manual) was revised: 100%rotthontincing MAI 
were educated on the use of mechanical lifts. All 
now AMY will complete this course as part of their 

kiricraviion. 

1. llow Me curowIlve action will be monitored In 
ensure the dslictent pmctice does not re.ocor4e. 
what M.; iity assurance program will be pm into . 

place: 

Fur the next four weeks, the DNS and/or tleiti go= 

will conduct a weekly random chart :milli to conlin 
Altai all notations of any alleged abuse, neglect, 
exploitation, criminal act or other indication of 
mental anguish on the part of any rwadeni is fully 
documented, that appropriate clinical interventions 
are occurring, and that state reporting has occurred 
within the correct timdrume us required, the 
monthly audit thereafter for three months. The 
results of this audit will he reviewed by the Facility 
Safety-Quality Committee. 

The Corporate Compliance Officer will provide 
monitoring of 100% of state reported events for 
compliance with the stale law requirements in the 
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form IAN review 0 r 100% of event reports filed in 
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feels neglected. 

F 260 the category of "Son= Report Filet This 
monitoring will occur weekly to ensure compliance 

On 11/12/13, Resident #1 verbalized that he/she and will provide correction and additional education 

was "going to go postal with a gun", and "If I really 
wanted to kill myself then I would wait until night 

as deviation, ere identi lied for the next 90 days. 
Then:sults °lath; monitoring will be reported to the 
Executive Compliance Committee each quarter and 

because the night shift takes naps." subsequently to the Board level Audit and 
Per review of the Sadie! Service notes there was Compliance Committee. 
no evidence that Social Services addressed any 
of the documented concerns regarding Resident 5, Age al corrective action will be complete: 
#1 on 6/23, 9/2, 9/8, 9/29, 9/30, 10/5, 11/10. 11/11 
and 11/12113.• 	• December 2, 2013. 	• 	-• 	—•- - — 	- -.- — 

Per interview with the Short Term Rehab Social Ijal( Kc ii-li c epiicel II:2 ikj kAortap14 
Worker, on 11/12/13, he/she indicated that 
he/she went to see Resident #1 on the morning of 
11/6/13 to discuss the resident's interest to 

Irla 250 
 

g 
for 1, Thaw_orrecrive cictian will be accomplished 

thosnvidtmis Am( to hove been affected by the 
transfer to another facility, The Social Worker gefirituLpracact? 
indicated that he/she saw the fax to the physician 
on 11/6/13 that indicated that the resident had One resident (R.esident PI) was affected by thc 
expressed thoughts of suicide, that Resident #1 practice deacribod in Tag 17250 with the potential to 
Indicated he/she had to "get out of here", that "the affect all residentaTo address the inunediate needs 

nurse was out to get [him/her]", and "the doctor of thc resident, an investigation and report of the 

wanted [him/her] death" 	The Social Worker allegation ofmistreatment, neglect or abuse was 

indicated that Resident was "weepy" at the-[ 
also. The Social Worker indicated that he/she 
was made.aware later in the day that Resident #1 

_ conducted by the Interim Director of Nursing 
Service (IONS) and in this case it was reported to 
the suite agency in the required thneframic. To 
address the immediate needs of Resident ill, LNA 

had attempted suicide by swallowing in was removed from Resident NT's care as soon as 
undetermined amount of Valuim. The Short Term the concerns were identified, which was on or about  
Rehab Social Worker confirmed that Resident #1 Octohcr IS 2013. Resident iti reported that he/she 
had a long history of Increasing behaviors and had ingested an unspecified amount of Valium pills 
accusations, especially accusations voiced by ResidentIn appeared to be at his/her normal 

Resident #1 regarding a specific staff member, baseline. He/shc was transported to the local 

and Resident #1 is accusations of poor care. Emergency Room for evaluation. Social Services, 
were 

Per interview on 11/13/13, the Long Term Care psychiatry, and united counseling servici. 

Social Worker reviewed the behavior 
apartof the treatment for this resident While at the 
ER the Resident remained at baseline. Medical 

documentation (noted above from 6/23/13 to testing showed no elevated levels o f Valium in 
11/12/13) and he/she confirmed that there was no hiller system! Resident was returned to the Facility 
evidence that the Social Worker addressed any 
of these areas of concerns. The Long Term Care 
Social Worker confirmed that he/she was aware 
that Resident #1 had attempted to commit suicide 
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2. /Thw will war identify other residents having the 
paiential to be affected by the some deficient 
practice and what corrective action  rvilft 

100% of interviewable residents were evaluates(' by 
Registered Nurses to confirm that all residents fed 
sale and to identify any residents who may have had 
}my thoughts of suicidal ideation in Inc last 30 days. 
The following questions were used for diacussiim 
with all residents: Do yon like your stay hero? Are 
you comfortable hut? Has the staff treated you 
well? I lave you had any suicidal thoughts in the last 
30 days? No other residents were noted Iota> 	• • • • 
affected. 

3. What measures will be put into place  gr Kb! 
systematic changes will you make re onarc that the 
deficient practice does not reoccur 

The facility's policy on Abuse, Neglect and 
Exploitation was revised. In addition, abuse 
reporting folders have been created and plated on 
each unit The facility has educated 100% of all mar 
on abuse, neglect and exploitation. All now stuff will 
complete this course as pan of their orientation. 

4. How the corrective actions will  tp monitored to  

ensure the deficient practice will not  reoccur i 
what qUedlip assurance program }lilt he put into  

dt! meet 

Monitoring: For the next four weeks, the DNS 
and/or designee will conduct n weekly random chart 
audit and resident interviews will he conducted to 
confirm that all residents' care plans are updated to 
incorporate, the item; identified in the PDT meeting 
and for compliance with the Suicidal Ideation and 
Safety Checks policies, with random monthly char 
audit thereafter far three loonies. The results of this 
audit will he reviewed by the Facility Safety-Quality 
Committee. 

D ex_ 
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F 250 

F 280 
8.9=0 

Continued From page 10 	- 

on 11/6/13, and confirmed that Resident #1 had a 
long history of increasing behaviors and 
accusations especially accusations voiced by  
Resident #1 regarding a specific staff member 
and Resident 41's accusations of poor care, 

483.20(d)(3), 483.10(k)(2) RIGHT TO 
PARTICIPATE PLANNING CARE-REVISE CP 

The resident has the right, unless adjudged 
incompetent or otherwise found.tto be.- 	• •-• 
incapacitated under the laws of the State, to 
participate in planning care and treatment or 
changes in care and treatment 

A comprehensive care plan must be developed 
within 7 days after the completion of the 
comprehensive assessment; prepared by an 
interdisciplinary team, that includes the attending 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 	' 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the residents family or the resident's 
legal representative; and periodically reviewed 
and revised by a team of qualified persons after 
each assessment 

This REQUIREMENT is not met as evidenced 
by: 

ff Based on record review and sta 	interview the 
facility failed to revise the comprehensive care 
plan for 1 of 4 residents identified (Resident #1) 
to reflect current resident status and goals and 
Interventions to meet the specific needs of the 
resident. The findings include; 

.1'.  250 

F 280 

The Social Service-3 Col irclinaLL T will conduct a 
lily audit to review the hiopsyclicuocial 'random mon' 

assessmenL3 for the contend and completion Mr the 
next 180 day.. The ranoltv will he assessed by dm 

Safety — Quality Committee facility 	 Comm 

The S06111 St:tyke:4 Coordinator will conduct a 
random monthly audit to review compliance with 
the Social Services Referral  R licy and  mouths 
completion lkir the nut 90 days, the results of which 
will he assessed by the facility Safety Quality 
Committee. 

The Corporate Compliance OI1]cer will provide 
monitoring of 100% of state reported events for 
compliance with the state law requirements in the 
form of u review OF I 00% or evcril reports tiled in 
the cUtegory of "Stale Report Filed". TIliK 
monitoring will occur weekly to ensure emnpl lance 
and will provide correction and additional education 
US deviations arc identified for  flit next 90 days. The 
remult8 Of this monitoring will be reported to the 
executive compliance committee each quarter arid 
subytaquently to the Board level Audit und 
Compliance Committee. 

 
, 

5. Daley corrective action will he completed: 

December 2, 2013 
Faso cccaccepw I OM er'blee t 1/2■1 

F THE 750 
!Pr I. What corrective action will he accomplished 

those rev-idylls Input, to have hten ale:tied hr the 
deficient practice? 

that 

was 
plan 

Team 

The facility uotes that the survey findings stale 
2 residents were affected by the practicedeseribed 
in '  fag 280 (Resident NI and 03) wish the potential 
to affect all residents. To protect the immediate 
eafcty of Resident NI, Resident NI's care plan 
rcvicwed and follystpdatcd. Resident #1 .s care 
was discussed at the Interdisciphoory Care 
(MT) meeting. Social Services met with Resident 
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1. Per review of the medical record of Resident - 

#1, the record indicates that Resident #1 was 
admitted to the facility on 4/29/13 with diagnoses 
that include anxiety, depressive state and 
paranoid delusions. Per review of the behavior 

 

documentation; 
On 9/2/03 Resident #1 is "easily agitated, 
threatening to throw self from bed" and that 
resident's behaviors are increasing. 
On-9/8/13, Resident #1 expresses depressed or 
hopeless "Would rather be dead". 	- 
On 9/29/13, Resident #1 is withdrawn and 
negative. 
On 9/30/13, Resident #1 expressed that "I am 
nothing", "I am no use to anyone", "nothing 
matters", "would rather be dead", "what's the 
use", "why can't I die." 
On 10/5/13 Resident #1 verbalizes that "I am of 
no use to anyone", "Nothing matters", what's the 
use" and is easily annoyed. 
On 11/8113, Resident #1 threatens to commit 
suicide in the morning and then when left alone
for a minute by staff on 11/6/13, he/she swallows 
an undetermined amount of Valium that he/she 
had, and the resident is transferred to the 
emergency room, 
On 11110/13, Resident #1 verbalized that he/she 
said "I wish I had a gun so I could clean house 
around here." 
On 11/11/13, Resident #1 verbalizes that the 
resident across the hall should be shot." Resident 
#1 also verbalizes that he/she knows she is in 
crisis and that he/she needs help and feels 
neglected. 
On 11/12/13, Resident #1 verbalized that he/she 
was "going to go postal with a gun", and "If I really 
wanted to kill myself then I would wait until night 
because the night shift takes naps.' 
Per review of the Comprehensive Assessment 

F 280 

_ 
 

Al multiple times to discuss her social service 

An advocate has been established for this resident. 
The resident is participating in In-weekly therapy 
messioAs. Resident H3's safety status was re-
evaluated and changes were made accordingly 
updated in the care plan. 

 

2. How will witidentify other residents haying 

needs, 

and 

the 

taken: 

wh04  
that the 

Itinerant] to be affected by the same deficient 
practice and what corrective action will be 

The care plans for all residents were reviewed, 

i What measures will be put into plq_ce f p" 

systematic changes will you make ig erfaire 
deficient practice does not reoccur: 

ibis 
update 

i.e. 

The facility policy "Plan of Care" was revised. 
Education for all nurses was completed shout 
policy change to include when and how to 
the care plan. 

4. Haw the corrective action will be monnuredia 
ensure the deficient practice does not reoccur, 
what quality assurance program will be put into, 

to 

verily 

The 

tine.:  

TlienNS/and or designee and the facility medical 
director will have a standing weekly meeting 
discuss any issues or concerns about the residents. 

For the Dag four weeks, the DNS and/ or Designee 

will conduct a weekly random chart audit to 

that residents' care plans are updated to incorporate 

the items identified in the TOT meeting, with 
monthly random chart audit for three months. 

results will be reviewed by the facility 

Committee. Ss ray-Quality 

Aye, Q f corn:cave act ion wid he complete: is., 

December 2, 2013 

\ ;2F,C) tOC c‘Ccepkca 4 IN 	("Al■(k-10•90 
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Continued From page 
(MDS) dated 10/2/2013; 
diagnoses of paranoid 
depression. During 
period Resident #1 
doing things, and he/she 
asleep 12-14 days 
Resident #1 was feeling 
on 12-14 days during 
was delusional and 
Per review of the Comprehensive 
provided by the facility; 
the care plan dated 
issues noted in the 
records on 9/2, 9/8, 
11/11, and 11/12 were 
resident's care plan 
specific needs and interventions 
to prevent situations 
Per interview with the 
on 11/13/13, he/she 
care plan dated 10/2/13 
care plan did not reflect 
Resident #1 and interventions 
established to help 
prevent behavior issues 
483.20(k)(3)(ii) SERVICES 
PERSONS/PER CARE 

The services provided 
must be provided by 
accordance with each 

. 
care. 

This REQUIREMENT 
by: 
Based on record review 
facility failed to provide 

12 
Resident #1 has 	. 

delusions, anxiety and 
2-6 days in assessment 

had little interest or pleasure 
had trouble falling 

during the assessment period. 
tired and had little energy 

the assessment period and 
displaying behaviors, 

Care Plans 
there was no evidence on 

11/8/13, that the specific 
medical record and behavior 
9/29, 9/30, 10/5, 11/6, 11/10, 

addressed on the 
to reflect the resident's 

and goals placed 
from reoccurring. 
Interim Director of Nursing 

reviewed the comprehensive 
and confirmed that the 

F 280 

F 282 

P282 
for I. What Corrective triton will lir accomplished 

those residents found to &ye been allthed by the 
deficient practice? 

were 
with 
the 

care 
#1's 
Care 

with 

for 
bi- 

status 

. 
the 

Two residents (Re-441en1 dri wid Resident 43) 
affected by the practice ileseribed in "lAg 282 
the potential lo affect all residents. To proton 
immediate safety of Resident #1, Resident ffl's 
plan was reviewed arid fully updated. Resident 
care plan was discussed at the interdisciplinary 
.ifeam-(fDT)inettirrg. Social Services met 
Resident #1 multiple time:: to discuss her social 
service needs, An advocate has been established 
this resident. The resident is participating in 
weekly therapy sessions. Resident 03's safety 
was re-evaluated and changes were made  

. 'accordingly and updated irrthetare plan. 

a How will you identyV other re.•idents having 
potential to he affected by the same deficient 
practice andrhaLOrreetiye action will be taken; 

100% of imerriricwable residents were evaluated 
Registered NIATata to eonlino (hat all residents 
safe and to identify my residents who may 
any thoughts of suicidal ideation in the last 
the following questions were used for discussion 
with all Maidenix Do you like your stay here? 
you comfortable hene7flas the staff treated 
well? Have you bud uny suicidal thoughts in 
30 days? No other residents were noted to 
affected. 	 • 

1 	what it:nano-es will be put into Oleg or 

by 
feel 

have had 
30 days. 

Arc 
you 

the last  
be 

what 

that the 

the specific, uweds of 
and goals 

Resident #1 manage and 
and concerns. 

BY QUALIFIED 
PLAN 

or arranged by the facility 
qualified persons in 

resident's written plan of 

is not met as evidenced 

and staff interview the 
or arrange services by 

SYSIEM(II it: clue:r•es will you make to ensure 
deficient practice does AN reoccur: 

Euldior 

Social 
An 

The f011owing facility policies were craned 
revised: Suicidal Ideation, Biopsyehosuend 
Assessment and Reassessment, Referral for 
Services, and Safety Cheeks, and Plan &toe. 
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F 282 Continued From page 13 

qualified persons in accordance with the written 
care plans for 2 of 4 residents identified (Resident 
#1 and #3).The findings include; 
1. Per review of the medical record of Resident 
#1, the record indicates that Resident #1 was 
admitted to the facility on 4/29/13 with diagnoses 
that include anxiety, depressive state and 
paranoid delusions. 
Per review of the behavior documentation: 
On 6/23/13 Resident #1 exhibits behavior to 
intentionally cause harm when fitting in 
wheelchair tries to fall forward, holds pills in throat 
and tries to choke, displays extreme anger. 
On 9/2/03 Resident #1 is "easily agitated, 
threatening to throw self from bed" and that 
resident's behaviors are increasing. 
On 9/8/13, Resident #1 expresses depressed or 
hopeless thoughts "Would rather he dead". 
On 9/29/13, Resident #1 is withdrawn and 
negative. 
On 9/30/13, Resident #1 expressed that "I am 
nothirig",'"I am no use to anyone", "ribthing 
matters", "would rather be'dead", "what's the 
use", "why can't I die," 
On 10/5/13 Resident #1 verbalizes that "I am of 
no use to anyone", "Nothing matters", "what's the 
use" and is easily annoyed, 
On 11/6/13, Resident #1 threatens to commit 
suicide in the morning and then when left alone 
for a minute by staff on 11/6/13, he/she swallows 
an undetermined amount of Valium that he/she 
had, and the resident is transferred to the 
emergency room. 
On 11/10/13, Resident #1 verbalized that he/she 
said "I wish I had a gun so I could clean house 
around here." 
On 11/11/13, Resident #1 verbalizes that "the 
resident across the hall should be shot." 
Resident #1 also verbalizes that he/she knows 

F 282 

Irderdiiciplinary Care Meat (IDI) was created. 
eam race  This ts weekly with the purpose of 

reviewing all changes and concerns in resident 
condition and la confirm thal all needed 
interventions are in place and are effective. The 
IYNS and/or designee is the leader of this team. 

The cure plans for all residents were reviewed. 
Educationwas provided to all Social Workers on thr 
following policies: Suicidal Ideation, Safety 
Checks, Biopychosocial Assessment and 
RcLISReRSillellt, and the Plan of Care. 

IOM's of all Nurses were educated oilic following 
policies: Suicidal Ideation, Blopsychosocial 
Atiassmentond Reassessmem, Referratfor Social 
Services, Safety Checks, and Plan of Care. 

4, How the corrective action will 	monitored to 
rnelire the deficient finretice does not reoccur, i.e., 
what qualify onto-once program will be put into 

' . 

verify 

• 
The 

chocks 
or 

weekend 

a 

the next 

Fur lilt next four weeks, the DNS and/ or Designee 
will conduct a weekly random chart audit to 
that residents' care plans ire updated to incorporate 
the items identified in the IDT meeting, with 
monthly random chart audit for three months. 
results will be reviewed by the facility Safety-
Quality Conunirrec. 

For the next 30 days, the Unit Managers or 
designees will identify all residents on safety 
and.conduct a daily rcvicw of the documentation 
the safety checks to confirm that they ore being 
conducted and correctly documented, with 
reviews occurring on Mondays, and 11 random 
sample of records reviewed For three mon thN 
thereafter, 

The Social Services Coordinator will conduct 
random monthly audit to review lime hiepyselioriodal 
assessments for content and completion for 
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IMO days, the results of which will be reviewed by 
F 282 Continued From page 14 F 282 the Facility Safcry-Quality Committee, 

she is in crisis and that he/she needs help and 
feels neglected. 
On 11/12/1 3, Resident #1 verbalized that he/she 

The Social Services Coordinator will conduct a 
edden) monthly audit to review conduct a random 

inctalltly audit to review compliance with the social 
was "going to go postal with a gun", and "If I really Services Itcferral policy and process completion for 
wanted to kill myself then I would wait until night. the next 90 days, the results of which will he 
because the night shift takes naps." . assessed by the Facility Safety-s3utility, 	Conniniltee 
Per review of the Social Service notes there was 
no evidence that Social Services addressed any 5. Dare of corrective. action melihruarrnnlert: 
of the documented concerns regarding Resident 
#1 on 6/23, W2, 9/8;9/29, 9/30, 10/5, 11/10, 11/11 
and 11/12/13. 
Per review of the comprehensive care plan dated 

December 2, 2013 	• 

r,,S•21 f ci accefiveA I latH Prvit4,J241 
7/9/13, the care plan indicates that Social 
Services Is to make 1:1 visits as needed, allow 
resident to ventilate. Review of the care plan 
dated 11/8/13 the care plan indicates that nursing 
is to consult social services when behaviors 
escalate or mood deteriorates. 
Per interview on 11/13/13 with the Interim Director 
of Nursing, he/she reviewed the comprehensive 
care plan and confirmed that services were not 
proNiided by qualified persons in accordance with 
Resident #1's plan of care. Per interview with the 
Ling Term Social Worker on 11/13/13, he/she 
indicated that Nursing staff had not notified 
him/her of Resident #1's behaviors as they 
increased or deterioration of Resident #1's mood 
state as per the care plan. 

2. 	The facility failed to show evidence the care 
plan was implemented by failing to assure staff 
documentation of every 15 minute safety checks 
for Resident #3. Review of 15 minute safety 
checks show that they have not been completed 
consistently since August 13, 2013. 7 out of 7 
days had incomplete data from 8/13-8/19_ The 
dates of 8/22-8/28 were presented with 4 days of 
incomplete data. September data was complete 
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F 282 

.. 

F 319 
SS=I•I 

Continued From page 15 	. 
for all days except 9/22/13, which was the day 
Resident fell with injury resulting, There is no 
documentation for the dates of 10/7, 10/8, 10/13 
or 10/14. 	There was sporadic data completion 
for the month of October and for 10/22-10/28 	' 
there were entire shifts without completion of 
information. Medical records personnel stated 
that there were no safety sheets for this resident 
in medical records, nor overflow. The facility was 
not able to produce the missing documentation. 
Per Interview at 1:10 PM on 11/13/13, the nurse 
on unit stated that they could not verify that the 
checks have been completed the way they are 
suppose to be. Confirmed that the care plan 
reflects they are to be done every 15 minutes and 
documented. Per interview at 1:55 PM on 
11/13/13, the Unit Manager confirmed that the 
documentation is to be done on the safety check 
documentation form every 15 minutes. The Unit 
Manager further confirmed that the care plan 	. 
reflects that Resident #3 is to have documented 
15 minute safety checks. 
483.25(0(1) TX/SVC FOR 	 . 
MENTAUPSYCHOSOCIAL DIFFICULTIES 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who displays mental or psychoSocial adjustment 
difficulty receives appropriate treatment and 
services to correct the assessed problem.. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, record review and staff 
interview the facility failed to ensure that 1 of 4 
residents (Resident #1) who displays mental or 
psychosocial adjustment difficulty receives 

F 282 

F 319 

Fig 319 
/i». 

' 

I. What correcdtge trethdi will he acenmplisheil 
ffiagi rarleferafininti lo have heen iillecled lig lhe 
deficient practice 

One resident (Resident 41) was ii 'acted by 
practice described in thin Tog 319 with Ole 
to affect all mmidents, To address the immediate 
minds of Relmident Al, consultations with Social 
Services, Remittent 41's primary care physician, 
psychiatrist, and United Counseling Services 
community mental health service) WeitiallinilqUegii 
and occurred, To further provide lit are immediate 
safely of Resident 81 and all residents, the 
with any with any documented medical history 
anxiety or depression were evaluated lit suicidal 

the 
potential 

a 
(the 

residents 
of 

to 

the 

ideation and their care plans were reviewed 
confirm appropriate interventions, were in place. 

a Mow  wilt yorr larlfffrSthernridenis having  
potential to hpfferried by the sante deficient 
procrice 	what 	will he taken,: 

100% of interviewable residents were evaluated by 

Registered NUTSCN to confirm that all residents reel 
safe and to identify any residents who may have had 
any thi night:. a suicidal ideation in the last 30 days. 
The lifflowing questions were used l'or discussion 
with all residents: Do you like your stay hem? Are 
you comfortable here? I las the staff treated you 
well? I lave you had any suicidal thoughts in the las 
10 days? No other residents were noted to be 
effected. 

3. What measures will be put into place or what 
systematic .chankes will you make to ensure that the 
deficient practice does riot reoccur:  

and/or 

Social 

The following facilitypolicit•crc neared 
revised: Suicidal Ideation, Biopsychosocial 
Assessment and Reassessment, Referral for 
Services, Safety Checks, Resident's Own 
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F 319 Continued From page 16-  

appropriate treatment and services to correct the 
assessed problem. 
1. Per review of the medical record of Resident 
#1, the record indicates that 'Resident #1 was 	. 
admitted to the facility on 4/29/13 with diagnoses 
that include anxiety, depressive state and 
paranoid delusions. 	Per review of the facility 
internal investigation dated 11/8/13, on 11/6/13, 
Resident #1 purposefully ingested an unknown 
amount of Valium pills in an attempt to end 
his/her life. The investigation indicated that the 
Resident #1 indicated that he/she wanted to kill 
themselves because of feelings he/she had that a 
facility staff member (LNA #1) was isolating 
Resident #1, stealing hIS/her things and trying to 
get the physician and other staff to drive Resident 
#1 crazy, 
The facility failed to meet the psychosocial needs 
by failing to identify, recognize and provide 
services for signs of psychosocial difficulties prior 
to the suicide attempt, failing to protect the 
resident from mental anguish by allowing LNA #1 
to continue to be around Resident #1 despite 
months of ongoing allegations against LNA #1, 
failing to implement their policy regarding a 
resident who makes suicidal statements, failing to 
revise and implement the resident's plan of care, 
failing to thoroughly investigate allegations and 
complaints made by the resident, and failing to 
provide services by qualified mental health 
professionals as indicated, 
Per interview with LNA #1;  he/she confirmed that 
Resident #1 made numerous accusations 
regarding the LNA and that the LNA reported 
these via'email to the IONS, The LNA confirmed 
that he/she did not do direct care on Resident #1 
since 10/15/13 but was still on the same unit as 
the resident and would see resident in hallway 
and in room when the LNA walked by. 

F 319 

Committee  

Medication Use of 	CUT, and Plan of Care. An 
Intenlisciplinary Care 'team (IDE) was created. 
This team Incas weekly with the purpose of 
reviewing all changes and concerns in resident 
condition and to cannon diet all needed 

 interventions are in place and arc effective. The 
DNS and/or designee is the leader of this ream. 

100% nTall staff were educated on the following 
policies: Suicidal Ideation, Safety Checks, and the 
Plan of Care_ 

100%a all Nurses were educated on the following-
policies: Suicidal Ideation, hiopsychosocial 
Assessment and Reassessment, Referral for Social 
Services, Safety Checks, and Plan of Cate. 

 

100%0f Social Workers were educated on the 
following policies: Suicidal Ideation, 
Hicipyschosocied Assessment and Reassessment, 
Referral for Social Services, Safety Checks, and 
Plan of Core 

4. How the coil-et:live tecliun will be tnoniloral lu 
engure the deficient practice does not reptant; Le., 
what qualify assurance program will be put into . 
t .: 

that 

for 
Safety 

audit 
imilii 

al 

the next 

For the next four weeks, the DNS and/or designee 
will conduct a weekly random chart audit and 
resident interviews will be conducted to confirm 
all residents' care plans arc updated to inecaporatc 
the items identified in the IDI meeting and 
compliance with the Suicidal Ideation and 
Checks policies, with random monthly chart 
thereafter for three months, The maul ts of this 
will be reviewed by the Facility Safety-Quality 

The Social Services Cotirdinaiiir will conduct 
random monthly twilit to review rho bioDyschlNani 
assessments for conionl and complciiin lie- 
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180 days, Om results of which will be reviewed by 
F 319 Continued From page 17 F 319 the Facility Sauey-Quality Committee. 

Per interview with the Interim Director of Nursing 
(IDNS), he/she confirmed that he/she was aware The Social Services Coordinator will conduct a 

of the accusations made by Resident #1 when at random monthly audit to review conduct a random 
monthly audit to review complitutec with the Souiul 

the emergency room regarding LNA #1 on Services Referral policy and process completion for 
11/6/13. Per interview the IDNS confirmed that the next 90 days, the results of which will be 
Resident #1 had made accusations for months asswsed by the Facility Safety-Quality Committee. 
regarding issues surrounding a facility Licensed 
Nursing Assistant (LNA). The IONS confirmed 5 Date a f corrective action will be complete; 

that since admission Resident #1's behaviors and 
accusations would increase when in the-presence December 2, 2013 

of the LNA and that the floor staff had decided on 130 cu u eacc,q-c cl ■Vrakli lAvvz40.214 
10/15/13 to not have the LNA care for Resident 
#1 because of the increase in behaviors. Per Tag 323 ,F 

interview with the IDNS on 11/12/13 he/she I. What Corrective action will he pccontalished for 
these residents found to have been affeted by the indicated that since Resident #1 returned to the 
Flefleient practice? facility on 11/6/13 psychiatric services were 

attempting to be obtained for Resident #1 but that Resident fil .was affected by the prueliee dawrilied 
United Counseling Services had indicated that in this Tag 323 with the potential to affect all 
they would not follow this resident because of residents. To address the immediate needs of 
who his/her doctor was. The IDNS was unable to Resident if), LNA101 Wit, removed from Resident 
explain the rationale for this decision but felt it Al's care as soon as the concerns were identified, 
maybe of-a political nature. 	• which•as-e» or about October 15, 2013. Resident 

F226, F250, F280.  , F282. See also F224, F225, itl reported that he/she had ingested an unspecified 

F 323 483.25(h) FREE OF ACCIDENT F 323 amount of Valium pills. Resident Al appeared to be 

SS=H HAZARDS/SUPERVISION/DEVICES at his/her normal baseline. He/she was transported 
to the local Emergency Room Mr evaluation. While 
at the ER. the Resident remained at baseline. 

The facility must ensure that the resident Medical testing showed no elevated levels of 
environment remains as free of accident hazards van= in his/her system. Resident was returned to 
as is possible: and each resident receives the facility. 
adequate supervision and assistance devices to 
prevent accidents. 2. How will you identify other residents having the 

poremial w he affected by the swat deficient " 
practice and what corrective action will betaken; 

To address the immediate needs of Resident AI and 

This REQUIREMENT is not met as evidenced 
by: 

all other residents at risk of suicidal ideation, an 
immediate sweep was conducted of 100% of 
residents to review inedicaden safety, tonsure about 

Based on record review and staff interview the 
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F 323 Continued From page 18 

facility failed to ensure that 1 of 4 residents 
(Resident #1) receives adequate supervision and 
assistance devices to prevent accidents. The 
practice also has the potential to affect all other  
residents of the facility, 	The findings include; 
1. Per review of the medical record of Resident 
#1, the record indicates that Resident #1 was . 
admitted to the facility on 4/29/13 with diagnoses 
that include anxiety, depressive state and 
paranoid delusions. 	 ..._ 	, 	. 
Per review of the facility internal investigation 
dated 11/8/13, on 11/6/13, Resident #1 
purposefully ingested an unknowri amount of 
Valium pills in an attempt to end his/her life. 
Per review of the facility internal investigation,  
Resident #1 indicated in interview that he/she had 
the Valium and other pills on admission to the 
facility. Per interview with Interim Director of 
Nursing Resident #1 also had Lexapro and an 
over the counter medication possibly Miralax in 
his/her possession on 11/6/13. 
Per interview with the IDNS on 11/13/14,-he/she ---- 
indicated that the facility does not ask upon 
admission if a new resident has any medications 
in their possession. The IDNS 'indicated that the 
facility does not have any System on admission 
that would ensure that medications prescribed to 
a resident prior to admission did not enter the 
facility without the staffs knowledge. 
2. Per the facility internal investigation Resident 
#1 was placed on immediate supervision with 
facility staff after informing staff on the morning of. 
11/6/13 that Resident #1 wants to kill him/herself, 
Per the internal investigation, because Resident 
#1 had not made any other negative statements, 
per nursing judgment, the resident was placed on 
15 minute checks. 
Per the investigation, the resident was left alone 
and when the nursing student left the room, the 

F 323 

widow_ 
 

any home medications that arc held by the resident 
while in the facility, to educate residents and their 
family members about the iinportanco of not taking 
home medications without the knowledge of care 
providers, and TO obtain permission to ohcck the 
belongings of residents to confirm that no 
undisclosed medications an, in the possession of 

100% of into-viewable residents Were evaluated by 
Registered Nurses to confirm that all residents fed 
safe and to identify any residents who may base had 
any thoughts of suicidal ideation in the-last.30 days.... 
The following questions were used for discussion 
with all residents: Do you like your stay hero? Are 
you comfonable here? Has the staff treated you 
well? Have you had any suicidal thoughts in the lost 
30 days? No otherreside-nts ware noted to be 
affected: 

3. What measures will be put into place or what 
systematic chimes will you make to encore that the 
deficient practice does not reoccur; 

and/or 
of—, , 

of 

rtS'donts 

a 
to 

accurate. 
and 

'the following facility policies werereviewed 
kcyiscd;_ "Resident's Own Medication, Use 
CLIC' and "Admission of the Res dent". 100% 
anises were educated on the policy changes 
including medication safety review with all 
and/or choir POA's upon admission io the facility. 

The quarterly MDS review process will include 
review of all medications used by the residents 
confirm that all residents' records' are Fully 
This  will he twirlaril through a record review 
via a Ines-in-lace meeting with each residers 

For the next 'bur weeks, the DNS and/or designee 
will conduct a weekly random chart audit for 
compliance with the "Admission of the Resident", 
"Suicidal Ideation", and "Safety Checks" policies, 
with a madam inonthly audit for three months 

FORM CMS-2567(02-90) Pravlous Versions Obsolete 
	

Event 10:B17Z11 
	 Facility ID; 05029 

	
If continuation sheet Page 19 of 21 



01/02/2014 THU 11:36 FAX 802 447 5482 Centers Living and Rehab 
	

421020/022 

PRINTED: 12/26/2013 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

	
FORM APPROVED 

CENTERS FOR MEDICARE &MEDICAID SERVICES 
	

OMB NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

475029 

(X2) MULTIPLE 
A. BUILDING 

B. WING 

CONSTRUCTION (X3) DATE SURVEY 
.COMPEE1 ED 

C 

11/130013 • - 
NAME or PROVIDER OR SUPPLIER 

CENTERS FOR LIVING AND REHAB 

STREET ADDRESS, CITY, STATE, ZIP CODE 

160 HOSPITAL DRIVE 

BENNINGTON, VT 05201 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST GE plu200.)60 HY FUR 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREF x 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD RE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)  

(%s) 
COMPLETION 

Par 

F 323 

F 490 

SSA-I 

Continued From page 19 

resident purposefully ingested an unknown 
amount of Valium. Per the investigation, when 
the nurse reentered the room Resident #1 
informed the nurse that he/she had just taken a 
handful of pills in attempt to take his/her own life. 
Per review of the facility policy and procedure 
titled Suicidal Ideation Prevention and/or 
Management of Harmful behaviors indicates that; 
"Any resident/patient verbalizing that he/she 
wishes.to harm him/herself or demonstrating 
self-destructive behavior will be taken seriously, 
no matter how vague or seemly immaterial". The 
policy also indicates "A staff or family member will 
be immediately assigned to stay with a 
resident/patient until the resident/patient is 
appropriately evaluated or transferred." 

483:75 EFFECTIVE 
ADMINISTRATION/RESIDENT WELL-BEING 

A facility must be administered in a manner that 
enables it to use its resources effectively and 

practicable 
to attain or-maintain the highest -• 	• • 

practicable physical, mental, and psychosocial 
well-being of each resident 

This REQUIREMENT is not met as evidenced 
by: 
Based on regulatory violations found at the 

actual harm level at F224, F250, F319 and F323, 
and violations regarding the same resident at 
F225, F226, F280 and F282 (Resident #1), the 
facility is not administered in a manner that 
enables it to use its resources effectively to attain 
the highest practicable mental and psychosocial 
well being for residents of the facility. 

1_ The facility tailed to assure Resident #1 is free 

F 323 

F 490 

theresth-T. The results of DI ik audit will he reviewer 
by the Futility sorely-Qualify Committee. 

5. Amor cpathie action will be complete: 

r Decembe 2, 2013 
 r-,,..1-) cbc,,,ws._.c.cry,..1 	i iz..*\.i 	fryttekciSna 

F 'fag 490 
for j, What Corrective exotic!, will be accomplished 

/{Anne re /dents bond to have been affected by the 
fidicieni practice? 

t //Ili 
by 

of 

Refer 

plan 

to 
as 

- 

to 

from 

the 

taken; 

XI 
by 

and 
 

_I. 	• The Fticility flailed-to assute Jibe-Olden 
 free From neglect and mistreatment 
stuff Refer to POC F224 

• 2, 	-The-futility .failed to assureallegations 
abuse are thoroughly investigated 
roiled to implement abuse policies. 

An PDC F225 Si. F 226 
3. 	The Facility failed to provide adequate 

sotnal services. Refer to POC 1250 
4. The facility laded to revise the care 

14,1 refloat significant changes in 
pt,yolosociui well being and failed 
implement the existing plan of care 
written. Refer to POC ENDA 1282 

S. 	The facility failed to provide adequate 
. 	treatment For mental and psychosocial 

difficulties. Refer to l'OC F319 
6. 	The facility failed to have any process 

evaluate if residents bring prescription 
and/or over the counter medication 
home that is accessible to them during 
theirstay. itefemo POC-P323 

2. How will you identify other residents havinA 
potential to be affected by the smite deficient 
practice and what corrective action will be 

1. 	The Facility failed to assure Resident 
is free from neglect and mistreatment 
staff. Refer to POC F224 	. 
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from neglect and mistreatment by staff (Refer to 
F224); 

2. The facility failed to assure allegations of 
abuse are thoroughly investigated and failed to 
implement abuse policies (Refer to F225 & 
F226); 

3. The facility failed to provide adequate social 
services (Refer to F250); 

4. The facility failed to revise the care plan to 
reflect significant changes in psychosocial 
well-being and failed to implement the existing 
plan of care as written (Refer to F280 and F282); 

5. The facility failed to provide adequate 
treatment for mental and psychosocial difficulties 
(Refer to F319); 

6. The facility failed to have any process to 
evaluate if residents bring prescription and/or 
over the counter medication from home that is 
accessible to them during their stay (Refer to 
F323). 

F 490 
2. 	The facility failed to assure allegations of 

abuse are thoroughly investigated and 
failed to implement abuse policies. Refer 
to POC P225 & F 226 

3, 	The facility failed to provide adequate 
socini services. Refer to POC F250 

4. The facility failed to revise the core plan 
to reflect significant changes ia 
pNyehoSOciDI well — being and failed to 
implement the existing plan of care as 
written. Refer to POC F280 & F282 

5. The facility failed to provide adequate 
.7 	treatment for mental andpsychosocial 	• 

difficulties. Refer to POC F319 
6, 	The facility failed to have any piece's to 

(-walnut° if residents bring prescription 
and/or over the counter medication from 
home tliat is accessible to than during 
their stay. Refer to POC F323 

3. What 	
i ?measures will he put ma place or whar 

systematic changes will you make to ensure that the 
deficient pre{ ke does not reoccur: 

#1, is 
by 

of 
and 

Refer 

plan 

to 
as 

to 

I, 	The Facility fin led to assure Resident 
free from neglect and mistreatment 
stall Refer to l'OC F224 

2, The facility failed to assure allegations 
abuse are thoroughly investigated 
failed to implement abuse policies: 
to POC F225 & I' 226 

3, The facility failed to provide adequate 
social services. Refer to POC F250 

4, The facility failed to revise the care 
to reflect significant changes in 
psychosocial well—being and railed 
implement the existing plan of cure 
written. Refer to POC F280 &172.82 

5. The facility failed to provide adequate 
treatment for mental I Ind psychosocial 
difficulties. Refer to POC Ell 9 

6. The facility failed to have any process 
evaluate if residents bring prescription 
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and/or over the counter medication From 
home that is accessible to them during 
their stay. Refer to POC F123. 

4. How the corrective action will be morAttoregiu 
ensure the deficient practice 49e4..noitslol.tuas, 
what quality assurance program will he put Lath  

I , The Facility failed to assure Rc4idcnt al is 
free From neglect and mitibmulment by stuff 
Refer to POC F224 
2. The facility failed to assure allegation:rot' 

abuse arc thoroughlyinvestiguted and 
fail(xl to implement abuse policies. Refer 
to POC F225 & F 226 

3. The facility failed to provide adequate 
social services, Refer to POC F250 

4. The facility failed to revise the care plan 
to reflect significant changes in 
psychosocial well— being and failed to 
implement the existing plan of (Mt us 

written. Refer to POC F280 & F282 
5. The facility failed to provide adequate 

treatment for mental and psychosociol 
difficulties. Refer to POC F319 

6. The f 	fill h facility 	to _lode any prticess to 
evaluate if residents bring prescription 
and/or over the counter medication from 
home that is accessible to them during 
their stay. Refer to POC F323 

5. .Date of cOotorgeren ruin he complete:  

Duccmber 2, 2013 
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