AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hali
Waterbury, VT 05671-2306
http://iwww.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,

SUNRIN

Pamela M. Cota, RN
Licensing Chief

PC:jl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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_ The Facility snbmits the following information
F 000} INITIAL COMMENTS F 000| and corrective sction planys to demonstrules the
ERacility's compliance with all rnles and
repulation. This Plax of Covrection is [iled to

An unannounced on-site complaint Investigation comply with requirements set forth by CMS nnd
and Investigation of facility self-reported incidents does not constitute an admigsion thut (he alleged
were conducted by the Divisien of Licensing and " teNiciexcies Will in Tact exivt.

Protection on 11/12/13 and 11/13/13. There were

regulatory deficiencies identified. The facility was ¥ Tag 224

1. What Carrective acring will be apnomplivhed for
those revidents favnd to have been affected by the

found have Substandard Quality of Care related
to the deficiencies found. The findings include;

- riee?
F 224 | 483.13(c) PROHIBIT F 204 | SR practice?
55=H | MISTREATMENT/NEGLECT/MISAPPROPRIATN i Reyidenl ¥1 wun ulfected by the practice descrilved
: tn thin Tag 224 wilh the polentind Lo alfect wll
The facility must develop and implement written v | rosidends. - To uddross the imemediato nosds ol
po|icies and procedures that prDhibit Residenl #1, INA 4 was removal (Torn Resident
mistreatment, neglect, and abuse of residenis AL care e xoon iy he concomna wore identifed,

which wun-on or sboul Qclaber 15, 2013, Rastdent
#1 1eported that he/she hud ingesied an unspaci fied
amount of Valium pills, Rewidenl #] upponred W he
ut his/her nuomal bascline.  Me/she wits limyported
to the locnl Pmergency Room for eveduslion. Whilg
at the BR the Resident remigined at bascline,
N Madion] testing showed no clevated levels of
This REQUIREMENT s not met as evidenced |~ Valium in hisher syslem, Resident was retumed

and misappropriation of resident property.

by - , the facitity,
Based on record review and interview the facility o ) ) )
failed to assure each resident is free from negiect All residents with any wilh any documented medicul

history of mnxicly or depression were evelusded Tor
guickfnl ideution und {heir cure plung were reviewed
to confirm appropriale interveniions were in pluce.

and mistreatment, by failing to provide services
necessary to avoid mentai anguish for 1 of 4
residents (Resident #1) identified. The findings

|nclude; 2. Jiow wild yra ddeniify uther rexidenty having e
patentiod to be affected by the yame e ficient

1. Per review of the medical record of. Resident proaclice gnel whit carreclive aclion witl be taken

#1, the record indicates that Resident #1 was

admitted to the Tacility on 4/29/13 with diagroses | 160% of interviewable residents were evaluated by

that include anxiety, depressive state and Registered Nurses to confirny than all cesidents feel

safe and to idemify any rcsidents wha may have had
any (honghls of siicidal ideation in e last 30 days.
The (ollowing questions were uscd for discussion

with all residents: Do you like yonr stay herc? Axe

paranoid delusions. Per review of the facility
internal investigation dated 11/8/13, on 11/6/13,
Resident #1 purpaosefully ingested an unknown
amount of Valium pills in an attempt to end
his/her life. The investigation indicated that the

PO e N
£ < TITLE . (M5) DATE

U rryot ek olo 2‘7&1(.{

Any deflclamyrSturgipant anding wi n materisk {*) denctes-a deficiency which the Inslitutton may ba axcused from correcting providing it is detdrmined thal
firdfs projide sufficient protection fa tha palients. (Sea instructions.) Except far nursing homies, the findings stmed above are diaclosable 90 days
following thehdate of survey whother or not a plan of correction is provided. For nurslng homas, the aboue findings and plans of correction are digclosable 14
days fallowing the data these docurments are made available (o the facility. If deficiencies are cited, an approved plan of comection Is requisita to continuod

program padicipation.
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you comfortable here? Has tho stuff treated you

F 224 | Continued From page 1 F 224 well? Have you had any suigidual thoughts in the Inx
Resident #1 indicated that he/she wanted 1o kill 30 days? No other residenty were noted to be
themselves because of feelings hefshe had that a " affceted, -
facility staff member (LNA #1) was isplating ) _

Resident #1, stealing hisfher things and tryingto | - 3__Mhat meqsyres will be purinie piace or what
get the physician and other staff to drive Resident ;vsrcf_nanc Chm_ngcs will you make \,? ennwe that the
eficient practice docs not yeoacir:

#1 crazy.

] ; The followiag faciity policics were ercatesd and/or
The facility was aware that the Resident made reviscd: Suicidul Idearion, Biopsychogocint
frequent allegationsfaccusations about LNA#1, Asscssment and Reassessment, Refonal for Svcial
but did not take steps to avoid-mental-anguish for |- ‘ “Scrvices, Safory Cliceks; Resident’s Own
the resident. - The direct care staff on the unit had Medication Usc of—CLR, ¢nd Plan of Cure. An
to step in to make the decision that the LNA lnardisciplinary Care Team (INT) way crented.
should not care for Resident #1 anymore; facility This teant mects wockly with the purposc of

| revicwing all changes and concerns in regident
condition and to confivm that all noedes
intervenfions are in place and arc offective, The

administration/fieadership had npt instituted that
measure despite ongeing concems/allegations.

The resident Indicated to staff at the Nursing . : ; )

home and at the hospital that the suicide attempt DNS and/or designee is the feader of this team.

was related to LNA#1. 100% of all staff were oducated on the following
policics: Snicidal Idoation,-Safoty Cheoks,

Per interview with LNA#1, he/she confirmed that Resident’s Own Medication Usc of—CLR, and the

Resident #1 made numerous accusations | Planof Caxe.

regarding the LNA from /2013 ta 11/8/13 and - :

that the LNA reported these via email to the IDNS 100% of all Nurscs were cducared on the following

policiex:-Swcidal Tdcation, Biopsychosecial
Aszessiment and Reasscssment, Referral for Social
Scrvices, Safery Cheekes, Rosident's Own

(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 ) Modicaton Use of—CIR. arudl Plan of Caro,

the resident and would see resident in hallway e

and in his/her room when the LNA walked by. 4. How the corvecrive gerion will be
wonitored m enmire the deficient praciice dnes nol

Per review of the facllity staffing sheets the LNA Feocenr, i, what quality avsuranes program will

from 10/15/13 to 11/13/13 was not providing be pui inin pince:

' direct hands on care to Resident #1. Review of
the staffing sheets indicated that the LNA was stil
working on the same unit {Moses) that the
resident's room was on.

For the next [our wecks, the DNS andfor desipnes
will condict o weekly random chiurt audit and
residenLinteniews will be conducted do. conflan tha
nlf residents” cure pluns wre updutod W incoporate
L ] . {he items identified in e IDT mocting ued for
Per interview with Resident#1 on 11/13/12, comphisnce willi the Suicidal dention and Salely
he/she confirmed that hef/she was in need of help
and that hefshe did not want to be around LNA

FONM CMS-2567 (02-80) Previous Veraions Cbsalals Evenl 4y 817211 Facilily iD: 475029 If continuatlon shon! Page 2 of 21
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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, negiect, 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
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. Checks policies, with random monthly chart audit
F 224 | Continued From page 2 F224| (crealier for three months. The results of this audit
#1. Resident #1 during the inlerview was will be reviewed Ly the Facility Safery-Quality
observed to be weepy, shaking and broke into Comrmikice.
tears when speaking regarding the situation with T ,
the staff member. The Social Services Coordinator will cenduct a
rundom monthly audit w0 revicw the biopyschosocia
. auxessmenls b content and campletion for the noxt
The Sho.rt Term Rehab SOC|aI_ Worker conﬁrmed « 180 days,.the pesulis of-which will be vevicwed by
thet Resident #1 had a long history of increasing (he Facility Safely-Craality Commitice.
behaviors and accusations towards LNA#1 and
accusations of poor care and improper treatment. The Sucinl Seivices Coordinator will conduct a
Per interview the [DNS confirmed that Resident random monthly audil o review conduct a randony
#1 had made accusations for months regarding muonthly audii 16 review compliance with the Social
issues surrounding LNA#1. The IDNS confirme Services Refenal policy and process cmfnplcnon for
thal since admission Resident #1's behaviors and the next 90 days, the yesults of which will b
accusations would increase when in the presence nusessed by the Facility Safety-Quality Commnirtec.
of t,he L.NA“ . ., 5._Date uf corrective action will be complete:
Per review of the physician's assessment made
on 11/6/2013, the physlician indicates that December 2, 2013
Resident #1 is increasingly paranoid that one of 7 ‘
the LNA's in the faciiity is conspiring to make E’j@‘k PoC me L-Ji?}—f.rj Halu eesapin
his/her life miserable and foday stated Resident
#1 took a handful of valium, The physician alsa
indicates that Resident #1's perception of the LNA| - FTar 225
over powers any medical condition that the _———f-——~1_ What. Corrective action will be accomplished for
resident may__be _9xpenencmg. —Qt.q;  residens founc to have heen uffected by Ure
F 2251 483.13(c){1)(iD)-(iii), (c){(2) - (4) F 225 geficient pragiice?
55=p | INVESTIGATE/REPORT

One rogident (Resident #41) was allecled Dy (he
practice deseribadl in Tug F225. To nddress ihe
-immedinle neals or e residend, an investigation
and report of the allegalion olmistreatment, neglect
oy abuse wis conducted by (he laterim Divector of
Nursing Service (I0NS) and was reported to the.
stale ngency in the required timeframe. Wesident #1
was nfMected by the practice described in this ‘Fag
225 willi the polential 10 alfect all residents. ‘fo
ucldress (e immmediate needs of Resident #1, LNA
K1 was removed from Resident #1°s carc s soon a3
the concemns were identilied, which was on or aboud
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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 properly 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 sutvey and certification agency).

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

The results of all investigations must be reparted
to the adminisfrator 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 carrective action must be taken,

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview the
facility failed to investigate aliegations of
mistreatment, neglect ar abuse for 1 of 4
residents (Resident #1). The findings include,

1. Perreview 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

- cach unit, The facilivy haz cdvecated [00% of il

-staff will complete thix coursa ng part-of their

(X4 1D SUMMARY STATEMENT QF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 3.4
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. October 15, 2003, Resident #1 reported that hefshe
F 225| Continued From page 3 F 225| bhad ingested an ungpecified mmount of Valium pills,

Resident #1 appeared to be at histher nommal
bascline. He/she was wansporied ro the local
Emcrgency Room for evaluation. Whilc at the R
the Rosident remained at bascline. Mcdical testing
showed no clovated lovels of Viliem in hivher
system. Resident was rerumed to the facility.

2. How will vou idensify orher ré.ridem,v_ having the
potenral fp be affected by the some deficient
practice and what corrective. action will be raken;

100% of intcrvicwable rosidenty were svalunted by
Registered Nurses to confirm fiel all regidenty foul
safc and to idcatify any residents who may have had
any thoughts of suicidal ideation in the last 30 days,
The following questions wore wsced for discusvion
with all revidont¥: Do you like your sthy here? Arc
you contfortable here? Has the maff weated you
well? Have you had any suicidal thoughts i the last
30 days? Noother residents were noted to be
affceted,

3. Whar measures will be put into placg or what
Systermaric changes will vou make to epsure shar the
deficient practice does notreoccur:,

The facility's policy on Abuse, Negleet and
Exploitation waz roviscd, In adeition, abusc
reparting folders have been created and pluced on

staff on abuse, negleet and capleitation, All new
orientulion.
£ ow pthe correciive acton will by moniinred o

exsure the deficient practice does pod reoceur, Le,
whedd qualily avsuwrance progrom well be pud inta

pluaee:

Far the next ivur weeks, the DNS and/or designee
will conduct u weekly randon chart audit and

FORM CMS-2567{02-00) Previous Versions Ohsolate Evanl ID:B17Z11
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regtdent interyiews will be conducled Lo conlirm
F 225 Continued From page 4 F 225 all residents’ care plans are updaled Lo ineorporite

purposefully ingested an unknown amount of
Valium pills in an attempt to end his/her life. The
investigation indicated that Resident #1 indicated
that hefshe wanied to kill themselves because of
feelings he/she had that a facility staff mamber
was isolating Resident #1, stealing histher 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 Directar of Nursing, Unit
Manager and Social Worker, The email indicated
that Resident #1 voiced to the patient advocate at
the emergency room that Resldent #1 was
"dropped out of a lift " that Resident #1 had been
"secluded" and is "not allowed visits with others”,
a facility staft membper takes the resident's things
and that a nurse is putting something in histher
tea causing him/her to have diarrheg.— — — -
Per interview on 11112/13 with the faciiity
Administrator, hefshe 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 alsae
indicated that he/fshe was not aware if these

| incidences had been reported to the appropriate

state agency because hefshe 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), hefshe 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 sccusations.

the items idenlilicd in the IDT meelng und lor
complitnce with the Suicidal 1dention and Salety
Checles policies, with ronilom monthly churl uudil
thereulter jor three monlha. The resulls ol thig audil
will be reviewed by lhe Fucility Salely-Qualily
Committes,

The Curporule Comphunce (ONicer will provide
rmamitoning oF J00% of stule reporled events For
comphsnce with the shale luw requirernents in the
form ol s review of T00% of evanl reporls liled in
the cutegory ol *Shule Reporl Filed”. This
snpniloring will eecur weekly Lo ensure complisnce
andd will provide correciton ind ndditionn] education
0¥ Uevintiany ure identified {ur the next B0 duys.
The resulis of this monitonng will be reported (o the
Fixecutive Compliance Conmnilles each quarier and
subsctjuently tu the Benrd Tevel Audil snd
Cormpliunce Commitlos,

A
December 2, 2013

e aetien will be camplee:

of crrecit

Fﬁ&? (e acuaﬁtd i pncctaPag

FDRM CM5-2567(02-90) Previoua Vereicna Obaalete

Event 1ID:B1741

Facllily 1O 476029
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The facility must develop and implement written
palicies and procedures thal prahibit
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 falled 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 facilily internal investigation
dated 11/8/13, an 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 intarnal 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 (o 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”,
facility staff member takes the resident's things,
and that a nurse is putting something in his/her
fea 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 allegaticns of potentral abuse and

“urinury truel nfection (UTT). Urinc was obtaned .

‘resiclent. There were no pliysical findings or

those residents fovnd to have been affecred by the
deficiem praciice?

Two residents (Resident #1 and #2) wero affccred by
the pructice described in this Tag 226 with the
potentiul Lo affect ail residents. Lo addrcas the
immediate needs of Resident #1, LNA #1 was
reroved [ram Resident #1°3 care as soon a2 tho

concemns were idenUtied, which was onorabout .. _[.. ...

Oclober 15, 2013. Resident f#1 rcporred that he/she
haul ingested an unspecified amount of Valivm pilly
Resgident AT uppeared Lo be at his/her nomal
baseline. le/she was transported 1o the locad
Tmergency Room for evaloadion. While at the ER
the Resident remained art baseline, Mcdical tesbing
shuwed ne clevoled levels of Valiam in his/hor
systemn. Rosident was retutned to the facility. The
Iimergency Room report revealed na signs of
bruising rr ahrasions noted. Upon investigation of
Reyident #2°5 ullegation it was found that shc was
cxpenencing some mentaf statns changes xelated to 4

anc! eulture was found to be positive. She was notes
to have hed female coregivers. Family member
repurted hutlucinatons as a syimprom of UTI in this

complaints of abuse ohce weamnent of her UTI was
initinked.

2. _How wilf you identify o ther residents having the
polentiaf 1o be affecred by rhe some deficion
practice end whar correcrive, acrion will be tuken;

100% of intexvicwable revidents were evaluuted by
Registered Nurses to confirm €hat nil rewidents leel
safc and ro idenrify any resident(s who mnay huve tiod
any thoughts of suicidl idestion in die lus 30 days.
The following questons were usod Fur discussion
with all remdenty: Do you like your sty 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
1o a resident, an internal investigation is o be
conducted.

' Per interview on 11/12/13 with the facility

Administrator, he/she confirmed that he/she was
aware of the actusations made by Resident #1 at
the emergency room. The Administrator indicated
that hefshe was unaware if there were
investigations for these accusations and also
indicated that he/she was not aware if these
sllegations 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 Inlerim Director of Nursing
{IDNS), hefshe confirmed that he/she was aware
of the accusations made by Resident #1 when at
the emergency room oh 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
upon arrival to the facility on 11/6/13, Per review
of the investigation there was no evidence that
the incident was reporfed to the appropriate state

agenoy . Per imlerview with the Interim Director of |

Nursing on 11/13/13, he/she canfinmed that this
incident on 11/6/13 was not reported to the
appropriate state agency per reguiatory
requirements.

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

- grientalion.
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you comfortable here? Has the staff mreared you
F 226 | Continued From page 6 F 22@| well? Have you had any suicidal thoughty in the luxt

30 doys? No other residents were nored 1o be
affecled.

3 What measwres will be put intg place or whg
ypstemaile changes will vou make 1o engure that
deficient practice docs Hol reoceur:

The lacility’s policy on Abusc, Nogleet wnl
Exploitation was revised, In addition, shuse
reporling folders have been crcated and placed an
ench-unil. “The facility hag-edacared_LO0%, alall
slaiT oo nbuse, negleet and aplofration, Al new
atafl will complete this course as part of their

The lacility’s policy on the usc of lifts (Tifling,
Manuaf) was reviscd:  100% ofthe nwrsing sbafl’
werc educated on the use of mechanical lifis. AR
new sta{T will complete this course as part of their
uricnlotion.

4, Hinw the corweilve action will be monitored (o
enyure the deficlent practice does Nl reoGE .
what qualley’ assurance pragram will be purinio .

pluge;

Fyr the next four weeks, the DNS and/or dexignee
will conduer a weakly random chiart iadit Lo canlin

lhat all noratians of any alleged sbuse, neplect,
exploilation, criminal act ar other indication of
menlal anguish on the part of any resident i ully
dacumcated, that appropriste clinicul inlerventions
are pecurring, ant thut state reporling has ocowred
within the correel tmofrume ms required, the
mouthly audi thereafter far ree mnths. The
resuliz of this audit will be reviewed by (he Facility
Safery-Quality Commillec.

3

The Corporate Compliance Officer will provide
monitoring of 10N% ol stule reporied events for
complisnee with the stule law requircments in the
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indicated hefshe had to "get out of here", that "the

feels neglected.

On 11/12/13, Resident #1 verbalized thal he/she
was "going to go postal with a gun®, and "If | really
wanted to kill myself then | would wait unti night
because the night shift takes naps.”

Per review of the Sodial Service notes there was
no evidence that Social Services addressed any
of the documented concerns regarding Resident
#1 on 6/23, 9/2, 9/8, 9/29, B/30, 10!5 11/10 11111
and 11/12/13.-

Per interview with the ShortTerm Rehab Social
Woarker, on 11/12/13, hefshe indicated that
he/she went to see Resident #1 on the morning of
11/6/13 to discuss the resident's interest to
transfer lo another facility. The Social Worker
indicated that he/she saw the fax to the physician
on 11/6/13 that indicated that the resident had
expressed-thoughts of suiclde, that Resldent #1

nurse was out to get [him/her)”, and "the doctor
wanted [him/her] dead.” The Social Worker

indicated that Resident was "weepy" at tho-lime—

alsa. The Social Worker indicated that he/she
was made.aware later in the day that Resident #1
had attempted suicide by swallowing
undetermined amount of Valuim. The Short Term
Rehab Social Worker 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#1's accusations of poor care.

Per interview on 11/13/13, the Long Term Care
Social Worker reviewed the behavior
documentation (noted above from 6/23/13 to
11/12/13) and he/she confirmed that there was no
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

| conducted by (he Interim Director of Narsing
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) form ot 4 roview oI 100% of event reponts filed in
[F 250 | Continued From page 9 F 250 | tho category of “Stule Repor( Filed”. “Fhis

momlonng will occur weekly 1o ensure compliance
and will provide correctiom and additional cducation|
as dovistiony sre identified for the next 90 days,
The rosults of thix monitoring will be reported 1 the
Cxeeutive Compliance Colnmittee cach gquarter and
subscquently Lo the Baard level Audirand
Compliunce Commillee.

5. Date of corrective action will be complere;

December 2, 2013 - -
gale ol c\uephc ilr)\N ()W\MT uwkd

K Tayr 250
1, What Covrective activn will be accomplished for

those rexidenty foumd (o hove Deen affecred by the
deficaient pruclice?

Onoc revislent {Rosidont #1) wos affected by the
practice deseribed in Tog F250 with e porcarial 1o
affect nll regidents. To eddress the inuncdiate necds
of the resident, un investigation and report of the
allogation ol mistrenlinent, neglact or abuse was

Servive (IDNS) and in 1his case it was reported 10
the sibte agenty in the requiced 1imeframe. To
addresy the immediate needs of Resident #1, LNA
#1 was removed [rom Resident #1 s carc as soon 83
tho concerms were idendified, which was on or about
Qclober 15, 2013, Resident #1 reported that he/she
hud inpested an unspecified amount of Valivm pilly
Resident #1 appearcd to be a1 hisher normal
baseline. He/she was wansported o tho locul
Emergency Room for ovalustion. Social Services,
psychiauy, and unired counscling servicey were
npail of the tweaunent for this resident, While at the
ER the Resident remained at basaline. Medicut
lesting showed no cdevated Jevels of Valium
his/her systein. Residlent was retmed o the Meilily
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2_How will yeu_identify ather residents having the

potential 1o be affected by the somé deficient
prachice and whar correciive gerion will be iwen;

. 100% of interviewable residents were cvalunted by
Repistered Nurses to confim that all residents feel
safe and o idenify any residents who may huve had
uny thanphts of suicidal ideation in the Iast 30 duys.
The following questions were uscd for diveyyyion
with all residents: Do you like your stay here? Are
you comfoitable here? Has the stoff brated you
well? 11ave you had any auicidal thoughty in the Insg
30 dJays? Mo oflicr residents were noted (o be -
ullected.

1. Whail measures will be put into place gr what
syxtemalic changas will you make vo ensure thot the
eficient practice does not reoceur:

“The lacility’s policy on Abusc, Nogleet and
Fxplaitation was reviscd. Iin addinion, abusc
repording, folders have been croated and pluced on

; each unit The facility has cducatcd 100% of sl stall’
vn abuse, neglect and exploirauon. All now gt {f will
cnplete this course as pant of their orientaion.

4. Haw the corrective actions will be monitored (o
ensure the deficient practice will not reocgyr, £,
wehel guality assuranee program will be put inio
pluce?

Monitoring: For the next four wecky, the DNS
and/or designee will conduct o weekly rudem charn
audit and resident intervicws will be conducted o
confinm that all regidenty” esre plans oxe updated to
incorportte the ilamy identilied in the (D1 mecting
and for complirnuee with the Suicrdal [deation and
Safery Check« policies, with randem Inonthly chart
audit therenfler Tor iree months, The results of this
auclit will he reviewed by the Facility Safay-Quality
Commitioe,

1D o
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The resident has the right, unless adjudged
incompetent or otherwise found-to 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
comprehersive 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 resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of gualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by

Based on record review and staff interview the
facility failed to revise the comprehensive care
plan for 1 of 4 residents identified {Resident #1)
to refiect current resident status and goals and
interventions fo meet the specific needs of the
resident. The findings include;
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TAG REGULATDRY QR LSC IDENTIFYING INFORMATIGON) TAG _ CROSS-REFERENCED TO THE APFIROPTIATE DATE
DEFECIENCY)
The Socinl Services Conrdinnlor will conduct o
F 250 | Continued From page 10 F 250 random monilily sudit by review the biopsychozocial
on 11/6/13 and confirmed that Resident #1 had a ayyeasmends {or the cunlent sad compleation oy the
long history of increasing behaviors and next | B0 duys. The rewily will be uysesyorlby the
- o ) . facility Snlcly — Quality Commillce
accusations especially accusatioris voiced by
Restden§ #1 reg:?trding a sp_e(:fflc staff member The Social Services Coordinator will conduct o
and Resident #1's accusations of popr care, random monhly audit W review comphinnee with
F 2801} 482.20(d)(3), 483.10(k){2) RIGHT TO F 280/ the Sociul Services Refomul Policy und process
> 4 P
88=D | PARTICIPATE PLANNING CARE-REVISE CP compheiinn for (ie next 90 duys, the resulls ol which

will be saseksed by he Macility Salely Quality
Commillca.

The Corporale Compliauee Officer will provide
moniloring of 100% of state reported events for
complisinue wilh the stute Tuw requiremnenls in e
form al'u review ol 100% of event reparls filed in
Lhe citegory of “Siale Reporl Filed™. This
mantering will occur weekly Lo ensure cinnpliance
and will pravide cormrection and additionnl plucution
uy devinliuny urs identificd for the nexl %0 duys. The
results of thin moniloring will be repotled Lo (he
Execulive Compliance Cormanitiee snch quarler and
subsoguently W the Bonrd level Awdil und
Complisnce Commilioc.

5. Dalex corrective action will he completedd:

December 2, 2013

st oo .\(CE(;\T& taih sy
F Twg 280
. What curreclive actinn will he accomplished for
those rewideniy found jo have becn aftecied by the
defleient practlce?

‘{he facility notcs that the survey findings swalc that
2 vesidents were affccted by the pracrice described
in Tag 280 (Mesident #1 and #3) with tlic porcadial
to affcet all residents. To proteet the immediace
safcry of Resident #1, Resident #1's caie plan was
revicwed and fully updated. Resident #1°s carc plan
was discusscd at the Intcrdizciplinary Care Team
(IDT) miceting. Scocial Services met with Resident
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_ #1 multiple times to discuss her social sorvive nowds
F 280| Continued From page 11 F 280 An advocaie has been established for this resident.
1. Per review of the medical record of Resident - The resident is participating in bi-weckly therpy

sessions. Resident #37s safety status was re-
evelusied and changes were made accordingly and
updated in the care plan.

#1, the record indica‘es that Resident #1 was
admitied to the facility on 4/29/13 with diagnoses
thal include anxiety, depressive state and

paranoid de!usaons. Per review of the behavior 2. How will you identify other vesidents hurving the
documentation; ) potentiod (v be affected by the same deficient

On 9/2/03 Resident #1 is "sasily agitated, practice and whar correcrive action will be pken:
threatening to throw self from bed" and that ’

resident's behaviors are increasing. The care plans for all residents were rovicwed,

1 On-9/8/13, Resident #1 expresses depressed or- . - :
‘hopeless "Woulki rather be dead". 3. What measures will be put into place or whai
On 9/29/13, Resident #1 is withdrawn and spstematic changes will you make, 1o ensurs that e
' defieient praciice does Rot reoccur;

negative,

On 9.,3(,],“,,3' Resident #1 e"pres‘ie? that_ I am The facility poliey "Plan of Care™ was revised.

nothlng“, uI am no use 1o anyon? f nothing Education for all urscs was complcted nbout thix

matiers”, "would rather be dead”, "what's the policy change to include wheu and how to updute

use’, “why can't | die." (e care plan.

On 10/513 Resident #1 verbalizes that "l am of

no use to anyone”, "Nothing matters”, what's the 4. How the corrective action will be monitored 1o

use" and is easily annoyed. ensure the deficlent praciice does not reocelr, i.¢.

On 11/6/13, Resident #1 threatens to commit what quaflty assurance program will be pus inip
|-suicide in the morning and then when left aione o | place: .

for a minute by staff on 11/6/13, he/she swailows

: ) JDNS/and or desi ility modlicsl
an undetermined amount of Valium that he/she The DNS/and or designec and the facility moflic

director will have a standing wockly mcebng to

had, and the resident is transferred to the discuss any issucs or colcemiz about the residents.
emergency room. i

On 11/10/43, Resident #1 verbalized that he/she For the nexr four wecks, the DNS snd/ or Designee
said "[ wish | had a gun so | could clean house will conduet a weckly random churt sught Lo verily
around here.” thar residemy’ care plans are updated Lo incorporate
On 11/11/13, Resident #1 varhalizes that “the the items idennfied in the IDT meeling, will
resident across the hall should be shat." Resident monthly randem churl audil for iree months, “Lhe

regults will be reviewed by the lucility Sulety-

#1 dlso verbalizes that hefshe knows she isin ; r
Quality Commilter,

crisis and that he/she needs help and feels

neglected. g carrective action will be ¢ lete:
On 11/12/43, Resident #1 verbalized that he/she .. Pote of currective action will be conplete:
was "going to go postal with a gun”, and “If | really December 2, 2013

wanted lo kill myself then | would wait unlil night (280 f0C (‘a_q,)\(_& Wo i eraceiap

because the night shift takes naps.”
Per review of the Comprehensive Assessment

FORM CMS-2587 (02-8) Previous Vorsions Obsolele Event ID:B17211 Facility ID: 475029 If continuatlon shest Page 12 of 21
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F 280 | Continued From page 12 F 280 | r282
(MDS) dated 10/2/2013; Resident #1 has LWhat Corrective otion will be ucvoiplished for
) . . . thiose residents found to have been aflected by the
diagnpses of parangid delusions, anxiety and deficient praciice?
depression. During 2-6 days in assessment lcient pracice?
period Resident #1 bhad little interest or gleasure “T'wo residents (Resident #1 ond Resident #3) were
doing things, and hefshe had frouble falling affeered by the prastice desoribed in “'og 282 with
asieep 12-14 days during the assessment period, the potentisl to affuet ali residents. U'o proteet The
Resident #1 was feeling tired and had litile energy immediatc sufety of Resident #1, Resident #1°s carc
on 12-14 days during the assessiment period and plan way revicwed and fully updated. Resident #1°s
was defusional and displaying behaviors. carc plan was discugged at the Interdisciplivary Care
Per review of the Comprehensive Care Plans Feam (IDT)meting. Social Services met with
provided by the facility; there was no evidence on R-CB?'dCI'lt#llmlllhplc hfnc.\ o dlsi::uss ber social
the care plan dated 11/8/13, that the specific scrvice neels, An udvocale has been established for
. . . , 1his resldent. The remittent 18 pacticipacing in bi-
issues noted in the medical record and behavior weckly tharapy scuvions, Resident #3°s safety stafus
records on 9/2, 9/8, 9/29, 9/30, 10/8, 11/6, 11/10, was re-ovalutted knd chunpes were made ,
1111, and 11412 ‘were addressed on the accordinply ond updated irthe care plan.
resident's care plan to reflect the resident's .
specific needs and interventions and goals placed 2 How will you identify other rexidents having che
to prevent situations from reoccurring. potential to be affected by the same defIcient
Per interview with the Interim Director of Nursing practice and what eorretive action will be tnken;
on 111313, he/she reviewed the comprehensive 100% of i owable residents we mated b
care plan dated 10/2/13 and confirmed that the e T e ol reotdints fooy
lan did not reflect the specif: ds of Legistered N!ll‘-‘!l:-‘! to con i thac all residents focl
carg p : . safc and to identily uny residents who may have had
RESid?nt #1 and |nterve_ntlcms and goals any thoughts of yaicidul idealion in (he last 30 days.
established fo ‘hEIIP Resident #1 manage and “the following questions were wsed for discussion
prevent behavior issues and concerns. with all resitlenly: Do you like your siay here? Arc
F 282 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282| you comforlsble hers? Has the staff ncated you
§s=g ! PERSONS/PER CARE PLAN wcll? Have you had uny suicidal thoughts in the lagy
' 30 duys? Nao other residents were noted to be
The services provided or arranged by the facility affected.
must ld)e pl'OViC_!t(I:d by quahlf(ifd SEFSD_R: in , ¢ 3, What yeasures will be prir ingo place or what
.a(_:cor ance with each resldent's written plan o systematic chunyes will vou m(tkc to_ensnre. ht the
care. deficient pructice does noy reoccur:.
] The loliowing facility policios were erculed and/or
This REQUIREMENT is not met as evidenced rovised: Suicidal [deation, Riopsychosocinl
by Avsessiment and Reassczsment, Referral for Socia
Based on record review and staff interview the Services, and Safety Checks, and Plan of Cure. A
facility failed to provide or afrange services by
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Inlerdiseiplinary Care 'Yemn (111} was creatcd.

F 282 | Continued From page 13 F 282 'l"hi_s le_mn meels weekly with the pl.ﬂ"posc_of
. . . i reviewing all changes and coiicerns mn residens
qualified persons in accordance Wlth_the Wr'tt?n condition md Lo conlirm tal all nceded
care plans for 2 of 4 residents identified (Resident flerventions are in place and are cftcctive. The
#1 and #3).The findings include; TYNS and/or desipnee is Ure leader of this roam,
1. Per review of the medical record of Resident
‘#1, the record indicates that Resident #1 was The cnre plans Jor all residenis werc revicwed.
admitted to the facility on 4/29/13 with diagnoses _ .| Education"was provided to all Social Workers on 1l
that include anxiety, depressive state and following policies: Suicidal ¥dcation, Safety

Checks, Biapychosocial Ass¢ssmernt and

aranoid delusions.
P Rensseasment, ahd the Plan of Carc.

Per review of the behavipor documentation:

_OFI 61_23[1 3 Resident #1 ethbI'(S_; i;feh?:-]\flor to 100% of alt Nurses were educated on the following
mtentlona'lly cause hamn when lifting n o policies: Suicidal Ideation, Biopsychosocial
wheelchair fries to fall forward, holds pills in throat Anvessmentand Reassessment, Wefereal for Social
and tries to choke, displays extreme anger. | Services, Safely Checks, and Plan of Care.

On 9/2/03 Resident #1 is "easily agitated,

threatening to throw self from bed" and that 4. How the corractive action will be-mouitored 1o
residenl's hehaviors are increasing. | ensure the deficient proctice does ngt reocerr, ie.,
On 9/8/13, Resident #1 expresses depressed or what quolity asswrance program will be put into

{71

hopeless thoughts "Would rather be dead”,

On 8/26/13, Resident #1 is withdrawn and For the nexl four weeks, the DNS and/ or Designec

negative, . Y will conduct a weekly random chart andit to verify
On 9/30/13, Resident #1 expressed _t_hat lam thl residents” coge plans are updaced to incorparaty
nothifig", "l am no use to anyone”, "rnothing the items identificd in the IDT mecting, with -
matters”, "would rather be dead”, "what's the monthly randon chare audit for three months. The
use”, "why can't | die.” reaulls will be ravicwed by the facility Safay-

Dn 10/5/13 Residant #1 verbalizes that "l am of Quality Conumimree,

no use to anyone”, "Mothing malters”, “what's the
use” and is easily annoyed,

Dn 11/6/13, Resident #1 threatens to commit
suicide in the morning and then when left alone

For the next 30 days, thc Unit Managers or
designees will idencify all residents on wafory checks
and.conduct a daily review of The documentation of
e safcty checks to confimm thul they ure being

for a minute .by staff on 11/6/1 3‘. he/she swallows conducted and correelly documented, wilk weckend

an undetermined arrount of Valium that he/she revicws occurring on Mondlys, und w rundam

had, and the resident is transferred to the samplc of rocords reviewed for three munthy

emergency room, thercafter,

On 11/10/13, Resident #1 verbalized that he/she

said "] wish | had a gun so [ could clean house The Social Services Coaordinulor will conduet a

around here.” random monthly sudil to review the hiopyscliogocia
| On 11111713, Resident #1 verbalizes that “the . agsesyneny for contenl und completion (e the next

‘| resident across the hall should be shot.”
Resident #1 also verbalizes that hefshe knows
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F 282 | Continued From page 14

she is in crisis and thal he/she needs help and
feels neglected.

On 11112/13, Resident #1 verbalized that he/she
was "going to go postaj with a gun", and “If | really
wanted to kil myself then | would wait until night.
because the night shift takes naps."

Fer review of the Soctal Service notes there was
no evidence that Social Services addressed any
aof the documented concerns regarding Resident
#1 on 6/23, 9/2, 9/8,9/29, 9/30, 10/5, 11/10. 11/11
and 11/12/13. '

Per review of the comprehensive care plan dated
719/13, 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 nhursing
is to consutt social services when behaviors
escalate or mood deteriorates.

1 Per interview on 11/13/13 with the Interim Dicector
of Nursing, he/she reviewed the comprehensive
care plan and confirmed that services were not
provided by qualified persons in accordance with
Resident #1's plan of care. Per interview with (he
Long Term Social Worker on 11/13/13, hefshe
indicated that Nursing staff had not notified
him/her of Resident #1's behaviors as they
increased of deterioration of Resident #1's mood
state as per the care plan.

2. The facility failed to show evidence the care
pian was implemented by failing to assure staff

| documentation of every 15 minute safety checks
for Resident #3. Review of 15 minufe safety
checks show that they have not been completed
consistently since August 13, 2013. 7 outcf7
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

140 days, (he results of which wall be reviewod by
F 282 the Facility Safery-Quality Committoe,

The Social Services Coordinator will conduct n
random meathly audit to review conduct s randor
monthly audit 1o roview complionee with (he Sociol
Services Refaral policy and process completion Loy
ihe next 90 days, the results of which will be

- assessed by the Facility Safcty-Quality Commnilice,

3. Daw of corrective genon will be somplels:

December 2, 2013 g
Fhea Ul accephed 1ol Pricotes
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Based pn the comprehensive assessment of a
resident, the facility must ensure that a resident
who displays mental or psychosocial adjustment
difficulty receives appropriate tfreatment 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
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F 282 i ,
Continued From page 15 ‘ " F 282 310
for all days except 9/22/13, which was the day |, What comentive qetion will be aepomplivhed for
Resident fell with injury resulﬁng. There Is no those rexidents found to hove heen affected hy the
documentation for the dates of 10/7, 10/8, 10/13 deficient practice?,
or 10/14, There was sporadic data completion . i N
for the month of October and for 10/22-10/28 One rexident (Revident #1) wux alfected by the
there were entire shifts without completion of 1”’“‘;‘?" ‘1;"“"}_’?‘ . “#f‘ T“]E'f 19 l:'“.‘ “'”:;.“e"““l
information. Medical records personnel stated to aftuct al] yesidents, To address the iminédiate
that there were ro safety sheets for this resident nootly of Rewdent #] | compullnlions with S‘ﬂc!nl
h - = Services, Resident #)7x privnary curc physician, o
in medical records, nor DV.EH'_IOW. The fﬂCllIQ{ was puychintrist, und United Caunseling Services (the
not able fo produce the missing docurmentation. community mental henlth service) Weore Bl réquesied”
Per Interview at 1:10 PM on 11/13/13, the nurse and ocenrral, To further provide for (he immediale
on unit stated that they could not verify that the nfely of Revident #1 and all residents, (e residents
checks have been completed the way they are wilk amy with any documented medical histosy of
suppose (o be. Confirmed that the care plan fmxitity or dcprc:wiun were evalunted _l'nr sutciclud
reflects they are ta be done every 15 minutes and ideution und [hefr cary plans were reviewed Lo
documented. Per interview at 1:55 PM on gonfirm ppproprinte inlervenlions were in place.
11713113, thg Upit Manager confirmed that the 2 ow will you idensify other residents hqving the
documentation is to be done on the safefy check oy I""‘Hf‘if(’—lbﬂ.ﬁm:"!' [ by the xome defigient
documentation form every 15 minutes. The Unit ractice and what correctivy action will be tuken;
pr
Manager further confirmed that the care plan
reflects that Resident #3 is to have documented 100% of interviewnble residents were evaluuted by
--1 15 minute safely checks. Registered Nurses to-coniirm that ol ressdents (el
F 319 483.25(f( 1) TX/SVC FOR . F 319 sufeani Lo idenlily uny residents _whu may hove bad
$5=1 | MENTAL/PSYCHOSOCIAL DIFFICULTIES any thoughts af suicidal idestion m e last 30 days.

The {ollowing guestions were uied lor discassion
with ull residents: Do ynu like your siay bere’ Are
you comfortuble here? Las e stall treated you
well? llave you had any suicidal thouphts in the las
30 days? No alher residents were noted Io be
uflecled.

3. What measures will be put into place or what
systematic.changes will you make fo gnsure that the
deficient praciice does not reaccir:

v

Thc following facitity- policieswere croated andfor
revised; Suicidal ldcarien, Biopsychoseoial
Asscssment and Keaszcssment, Refarral for Social
Services, Safety Checks, Resident's Own
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Medicalion ‘Use of  CLE, and Plan of Care. An
F 379 Continued From page 16 F 318| Interdisciplinary Cave Team (11) was creatcd.

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 diaghoses
that include anxiety, depressive state and
paranoid delusions. Per review of the facility
internal investigafion dated 11/8/13, on 11/6/12,
Resident #1 purposefully ingested an unknown

-[-amount of Valium pills in an attempt ta end

his/her life. The investigation indicated that the
Resident #1 indicated that he/she wanted to kil
themselves because of feelings he/she had thaf 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 faled to meet the psychosocial needs
by failing to identify, recognize and provide
services for signs of psychosccial difficutties prior |
to the suicide attempt, failing {0 protect the
resident from mental anguish by allowing LNA #1-
to continue to be arcund 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 heaith
professinnals 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 IDNS. The LNA confirmed
thai 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.

This teain meets weekly with the purpose of
reviewing oll chanpes and concens in resident
condition and to conlinm that ali nesded
inlerventions are in place and arc effective. The
DNS and/or designee is the lcader of this rcan.

100% of alf staff were educated oh the following
pollcies: Suicidal Ideation, Safcry Checks, and the
Plan of Cave.

100% of all Nurses were educaied on the following] - -
policies: Suicidal Ideation, Biopsychosocial
Assessinent and Keasgessinenr, Referval for Social
Services, Safety Checks, and I'lan of Cave.

100% of Soctal Wotkers were cducarcd on the
tollowing policies: Suicidal Idcacion,
Biopyschosocied Assessment and IRReassessiment,
Relecrnd (or Social Services, Safety Checks, and
Plan of Core.

4, Huw the corrective uctiun will be monitored to
ensure he deficicnt practice docs nof reoccuy, Lo,
whiat qunlity assurance progran will be put into

" place:

For the nexi four weeks, the DNS and/or designce

" will.conducr a weckly random chart audit and
residens intervicws will be conducted 1o confirm thap
all residents’ carc plans are updated to Incorporate
the items identificd in the IDY inccting and for
compliance with the Suicidal Idcation and Safery
Cheeks pelicics, with random monthly chmt audit
thercafter for three months, The results of this audi]
will be reviewod by the Faciliry Safery-Quality
Commiites,

The Socil Services Coordinaror will conduct »
random monthly it o review thy biopyschoaocin
aggesymenty for conlen( and complelinn for the next
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The facility must ensure that the resident
environment remains as free of accident hazards
as ig possible; and each resident receives
adequate supervision and a55istance devices to
prevent accidents. s

This REQUIREN’IENT is not met as evidenced

by:
Based on record review and staff inferview the

o the local Emargeney Room {or oveluation. While
at the ER the Revident remuined ol baseline.
Mecdical resting showed no elevated levels of
Valiunt in kigher system, Resident was refarned 1o
the faciliry,

2, How will you identify vther residents having the
portepuial w be affecied by the same deficient
pracrice aad what corrective actlon will be taken;

To address the immediate necds of Resident #1 and
wlf ather residents at risk of suicidal idcanon, an
immedinte sweep was conducted of 100% of
residenty Lo review inedicadon safoly, inguire aboet
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_ - 180 day=, the resulis of which will be reviewod by
F 318| Continued From page 17 F 319 the Fucility Safety-Quality Coromitice,
Per interview with the Interim Director of Nursing . o .
(IDNS), hefshe confirmed that hefshe was aware Tl‘”f“”“‘] ST"‘C“-‘? Coordinator “"1{1 coluduct
of the accusations made by Resident #1 when at random 'm(m.i ily nuc{nt o rcmc'\fr COIL 'u.cl a mndor.ri
the emergency room regarding LNA#1 on mon!hly uudil ko review compliaacc with tlic_Sucml
. . 9 fi Services Referral policy and proceys completion lor
1”6,” 3. Perinterview the IDNS_ confirmed that the pext 90 days, the results of which will be
Resident #1 had made accysations for months nssesscd by the Facility Safcey-Quality Commiltee.
regarding issues surrounding a facility Licensed
Nursing Assistant (LNA). The IDNS confirmed 3. Dute of corrective aciion will be complete;
that sirce admission Resident #1's behaviors and : .
accysafions weuld increase when in the-presence December 2, 2013 P -
of the LNA and that the floor staff had decided on 244 o acae?‘\.ta tajiy Prctara
10/156/13 to not have the LNA care for Resident
#1 because of the increase in bahaviors. Per F Tap 323
interview with the {DNS on 11/12/13 hefshe L. What {,‘orrecrfve action will be accomplished for
indicated that since Resldent #1 retumned to the thissy, residents found ro fave heen affected by the
facility on 11/6/13 psychialric services were deficieni practice?
attempting to be obtained for Resident #1 but that . ) .
. . . - Resident #1 was affceted by the prustice descrilsed
Uniled Counseling Serv_lces ha_d indicated that in this Tag 323 with the potentitl o afleet oll
they wouid not follow this resident because of residents. To adklrcss the immediste needs of
who his/her doctor was. The IDNS was unab!e to Resident #1, LNA #1 way removed lrom Resident
explain the rationale for this decision but felt it #175 care as soon 23 the concemy were Identi fed,
rmaybe of-a political nature. which-wag-en or about October 15, 2013, Resident
See also F224, F225, F226, F250, F280, F282 #1 repoyted that hie/she had ingested on unspecified
F 323| 483.25(h) FREE OF ACCIDENT F 323 amown of Valium pills, Residont #1 sppeared to be
55=H HAZ—ARDS’SUPERVISEO N/DEVICES at Tus/her normoal bascline. He/she was lrnnsporled
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. any home medications that are held by the resident
F 323 | Continued From page 18 F 323| while in the facility, to cdacate residents and their

facility failed to ensure that 1 of 4 residents family nranbars about the iinportanco of not taking
(Resident #1) receives adequate supervision and hoe inedications without the kaowledge of care
assistance devices 1o prevent accidents. The providers, and 10 obtain penmission to oheek the

practice also has the potential to affect all other belo,ngmgs of rc"’.ld("'."s 1o Gopﬁml that no .
wirdisclosed medications ans in the poyscysion of

residents cf the facility. The findings include; resident

1. Per review of the medical record of Resident '

#1, the record indicates that Resident #1 was 100% of intcrvicwable residents were cvalustod by
admitted to the facility on 4/29/13 with diagnoses Registered Nurses to confim that all residents feel
thatinclude anxiety depressive state and safe and to identify any residents who may have had
paranoid delusions. - .- - any thoughts of suicidal ideation in theJast 30 duyy, |
Per review of the facility internal Investigation The following questons were wyed for discuysion
dated 11/8/13, on 11/6/13, Resident #1 with all residonrs: Do you like your stay here? Are

you comfortablc hae? Has the staff trested you
well? Bave you had any suicidal thoughts in tho Tast
30 days? No other mosidents ware tigted to be

purposefully ingested an upknown amount of
Valium pills in an attempt to end his/her life.

Per review of the facility internal investigation, sffccted.

Resident #1 indicated in interview that he/she had

the_\./alium and Ot_her PE“S on aFimls§an to the 3. What measures will be pur into place or what
facility. Per interview with Interim Director of systematic changes will you make to ensure that the
Nursing Resident #1 also had Lexapro and an deficient practice does not reoccur:

over the counter medication possibly Miralax in
his/her possessien an 11/6/13. ‘Lire following facilicy policics were revicwed dndfor]
Per interview with the IDNS on 11/13/13,-helshe -~ -- .-~ - | 1&vised; “Restdour's Qun Medication, Use of-—,
indicated that the facility does not ask upon CLR" and "Adumission of the Revident™, 100% of

R . . nuisey were cdneated on the policy changes
admission if a new resident has any medications including medication safcty roview with all revidents

in t'hleir possession, The IQNS indicated t})at_the and/or thoir POA s upon admission fo the ficility.
facility does not have any $ystem on admission

that would ensure that mgdications prescribed to The quarterly MDS roview process will include

a resident prior to admission did not enter the revicw of 4l medicaliony used by the residents Lo
facility without the staffs knowledge. confirm that all revidentls” records ure [ully aecurate.
2. Per the facility internal investigation Resident Thiy will be completed through e record review and

#1 was placed on immediate supervision with vin a fice-to-fuce meeling wilh each vesident.

facility staff after informing staff on the morning of .
11/6/13 that Resident #1 wants to Kill him/herself. T condc & ekt doan o ik
Per the internal investigation, because Resident will conduclt s weekly random chart JUCH cfz "
#1 had not made any othec negative statements ""g’“fp!:;"ﬁflw'ﬁ' the ’:‘Id";'nsﬁ'f’"am‘: "‘es'l.e'?l ’
o | N ! *“Suictdud [deation”, und “Salely Checks™ policies,
ggr n_urstlng #Udiment’ the resident was placed on with & random monthly audit for dhree months
minute checks.
Per the investigation, the resident was left alohe
'| and when the nursing student left the room, the
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A facility must be administered in @ manner that
enables it to use its resources effectively and
efficiently fo attain or-maintain the highest --
practicable physical, mental, and psychesocial
well-being of each resident

This REQUIREMENT is not met as evidenced
by: )

Based on regulatory violalions 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 failed to assure Resident #1 is free

{x4) ID SUMMARY STATEMENT OF DEFICIENCIES D
PREEIX (EACH DEFICIENCY MUST BE PRECEDED AY FULL PREFIX {(EACH GORRECTIVE ACTION SHOULD BE COMI'LETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
. therenfer. The rexults of Lhis sudit will be reviewed
FF 323 | Continued From page 19 F 323 by the Facility Safely-Qualily Commiltee.
resident purposefuily ingested an unknown . ] .
amount of Valium. Per the investigation, when 4. Pare of correciive activn will be complete:
the nurse reentered the raom Resident #1 Devember 2. 2013
informed the_ nurse that hefshe haq just taken ,a FER2 ¥00 LB/.;':"C.{;"{-:(.\ Lz frngoizen
handful of pills in attempt to take hisfher own life. F "Cag 490
F‘Der re‘”?v‘." of the fE!CI[Ity policy Iand procedure 1. What Corrective action will be accomplished for
titted Suicidal ideation Preven t"?" apdlpr thoge rextdents found to huve been uffected by the
wManagement of Harmful behaviors indicates that; deficient practice?
"Any resident/patient verbalizing that hefshe :
| wishes to harm him/herself or demonstrating - L - The Facility foiled-o assuve Resident 11 i
self-destructive behavior will be taken seriously, free [rom neglect and wistceatment Ly
no matter how vague or seemly immaterial”. The » stadl. "‘};_'ﬂ_“’_ ]"UF F224 )
policy also indicates "A staff or family member will - The-feility failed to assure allegalions of
be immediately assiqned to stay with a vhuse are roroughly mvestipated and
e im Iately 9 s'ay . . filed (o implement abuse policies. Refor
rBSIdenUpatlent untit the I’eSldenUpatrent IS -l PO F2I5 & F 226
appropriately evaluated or transferred.” 3. The lueilily fuiled o provide adequate
F 490 483.75 EFFECTIVE F 490 suciul services. Reler Lo POC F250
s5=H | ADMINISTRATION/RESIDENT WELL-BEING 4. The lucility failed Lo sevise (he care plan

I relleot significant changes in
peychosouial well  being and (ailed Lo
mplemenl the existing plan ol care as
wrillen. Reler o POC F280 & F282

5. The lucility failed Lo provide adequate
reatment [ir menlal und psycliogocial

. difliculties. Reler o "OCF3I1¢

6. The locilily failed to have ainy process ©
evaluate if vesidents biing prescription
avdfor over (he counter medication from
home thal is accessibic o them during
their.stay. Jieferto 1'OC.F323

2. How will you identify ether regidents having the
peteniiaf ta be affected by the same deficient
practice and what corrective action will be taken;

1. The Facility failed to sssure Resident #1
is free from ncgleet apd mistrentmeont by
seaff. Wefer o POC 1224 7
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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 fo provide adequate
treatment for mental and psychosocial difficulties
{Refer to F318);

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

owiiluule if residents bring prosaiiption
and/or over (he counter medicarion from
homee (hot is accessible to thon during
their slay. Refec to POCF322

3. What megsures il he put into place oy what
SYstemanc ¢

hanpes will you make to ensure thar the

deficient pragijce daex not reoccuy:!

6.

The Facility failed to assurc Residont #] i
free lrom neglect and mistrcawnent by
stall. Reler lo POC F224

The fucility ibiled to assurc allcgations of
sbuse ure (haroughly investigated snd
fuiled (o implement abusc policics,” Refer
to POC F225 & ¥ 226

The lucility failed o provide adoquate
socinl services. Iefer to POCF250

The (acility failed 10 revise the care plin
(o reflect significant changes in
psychosocial well — being and (idled w
implement the existing plan of cure s
written. Refor to POC F260 & 282
“the facility failed to provide ndeguate
ucatment for mental ind prychasocial
difficultics, Refor to POC IS

‘The facifity farled to have ury process (o
evaluarc if residents bring prescription

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {(%2) MULYIPLE CONSTRUGTICN (X4) DATE SURVEY
AND PLAN OF CORRECTION IDENT{FICATION NUMBEIR: A BUILDING COMPLETED
C
475029 U. WING 11(13/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
160 HOSPITAL DRIVE
CENTERS FOR LIVING AND REHAB
BENNINGTON. VT 05201
{Xa) 10 SUMMARY STATEMENT OF QFFICIENCIES o PROVIDES PLAN OF CORREGTION T
PIEFIX (EACH NEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTIDN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) G CRDSS-REFERENCED TO THE APPROPRIAYE DATE
DEFICIENCY?
F 490 | Continued From page 20 F 490 2. The fucility {ailed to asswrc allcgations of
9 ubuse ure tioroughly investgated and
from neglect and mistreatment by staff (Refer to firiled to ianplement abuse policicy. Refer
F224), to POC F225 & F 226
3. The lucilily laifed to provide adcquate
2. The facility failed to assure allegations of socinl services. Iefer to POCF250
abuse are thoroughly investigated and failed to 4. The lucilily lailed to revisc the care plen
implement abuse policies (Refer to F225 & to veflect significant changes i
F226); pxychusocinl well — being and failed to
' jmplenent the existing plan of coro ay
. . . . written. [tefer to POC F280 & F282
3. The facllity failed to provude adequate social S, The fucilily failed to provide adequate
services (Refe___r_ to F250); - trentment for inental and-psychosocial
. ) . dilfivuliies. 1tefer to PQCF319
4. The facility failed to revise the care plan {0 6. The lucility [ailed to have any process to

FORM CMS-2587(02.68) Previous Versions Obsolele - Evant ID:B17211

Facility 10 474020
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and/or over the counter medichbion From
Liome that is aceewible to them dunng
i stay. Refer to POCT323

4. MHow the corrective action will be monitored i

ensura the deficient practicg does nog renciur, ie,
whart quality assuremee progrom will be il indn

place:

1. The Fueility failcd to assure Rexident #1 15
free from neglect #nd mistreulinent by stalT.
Refer to POC F224

2.

The facility failed to nssure allegntionyof* -

sbuse are thoroughly invesliguled aind
fuiled to implement ubuse policicy. Reler
w POCF225 & T 226

The facility failed to pravide ndeguule
social sorvices, Refer o POC F250

The facility failed to revise the cure plan
to reflect significant changey in
psychososial well — heing andd failed to
implement the exasting plan of carc uy
wriwen, Refer to POC F280 & F282
The faciliry failed to providc adeguirte
wearment for mentul and pyychasecisl
difficaltics, Refer to POCTY]9

The facility failed to huve any pratess Lo
cvaluarc 1f residon(s bring presenption
and/or over the counter medicubivn from
home that j9 neecpnble o them during
their stay. Reler lo POC F323

5. Dare of porrective aetion will he compleie:

Nuecemnber 2, 2013

440 VDCd(tic(r\-Lc\ Hadw oredupe
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