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7~~~ VERMONT
® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://iwvww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

April 13,2015

Ms. Kim Campbell, Administrator
Rowan Court Health & Rehab
378 Prospect Street

Barre, VT 05641-5421

Dear Ms. Campbell:

Enclosed is a copy of your acceptable pians of correction for the survey conducted on
February 17, 2015. 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,

SR\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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= 000" INITIAL COMMENTS ' F 000

i An unannounced on-gite complaint investigation I
» ong a self-report investigation wag conducted by
the Divislon of Licensing and Protection on
2117115, The findinga include the following: : :
F 280" 483,20(d)(3), 483.10(k)(2) RIGHT TO I F 280
§8=0: PARTICIPATE PLANNING CARE-REVISECP | i

The resident has the right, unless adjudged
i incompetent or otherwise found o be
_incapacitated under the laws of the State, to

participate in planning care and treatment or i : .

changes in ¢are and treatment. E |

: A comprehensive care plan must be developad I
within 7 days after the comgletion of the |
; comprehensive assessment; prepared by an f
" interdiscipiinary team, that includes the attending
» physician, @ registered nurse with responsibility
| for the resident, and othar appropriate staff in
' disciplines as determined by the residant's needs,
and, 10 the extent practicable, the participation of |
the resident, the residant's family or the residents |
. legal representative; and periodically reviewed |
and revised by s team of gualificd parsons afler ! ]
; sach assessment, i ' )
l
|

: This REQUIREMENT s not met as evidenced |
Chyr

1 Baged on interview and medical record review, !
- the focility falled to revige a care plan for1of 5 |
: sampled residents after an alleged report of i
| physical and mental abuse by Resident#1 who is |
i the alleged perpetrator, The findings nclude the

: folfowing:
X z . N
ABORATORY FROVIDER/BYFPUER REPABSENTATIVE'S SIBNATURE | . TITLE ety b " {6} DATE
ﬂé/// Lecotive g Ao : L// T/ a0t5”

¥ A
ny deficienty statement enging withfan asteris‘%@‘deﬂptes 4 defigiency which the ingtilution may he excused fronj correcting prawiding il ls__datx_r_mrpaci'gha(
fler siateguards provide sufficient plotection to tHe petithis, (See IMEIUCHoNS.) Exeept for nursing hemes, lne findings slated abdve ace disclosble 6 doyd
sllowing the date of survey whather of not a glan of correctlon Is praviged, For pursing homes, the ahove Tingdings and plans of _corr.ect[o.n ore disclosable 14
ays following the date these documents ara made gvailable o the faciity. If deficiencies are clted, an spproved pian of correction is requisile to conlinued
fogran participation,
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TAG REGULAYORY OR L3C IDENTIFYING INFORMATION) : TAG CROES-REFERENCEDR TO THE APPROPRIATE DATE
H DEFIGIENGY} | .
} L| Preparation and or execution of this
: . lan of correction does not constitute
F 280 Continved From page - . |P :
'= rom page 1 F ZBDi the providers admission of/or
" Per medical record review, Resident #1 was . :' || agreement with the alleged violations or
" admittad on 8/4/14 with diagnoses to inctude i ’ conclusion set fourth in this statement
Alzheimer's Disease, Chroni¢ Kidney Disease, | /| of deficiencies. This plan of carrection is
: «fjevere Depression, Failure to Thrive, recurrant \ ‘ prepared and/or executed as required
. T . .
rinary Troct Infections and Hypertension. ; ! | by state and Federal Law.
| H
. Per medicat record review on 2/17/16 at
i spproximately 10 AM, incident and progress l F 280.483.20{d){3).483.10(k)(2]
; notes for Resident 14 (victim), identifies that the | )
rasident had a traumatic Folgy Cathetér removed | 1. Resldent #1 and Resident #4 care :
* by Resident #1 (alieged perpetrator). . | plans have been updated to reflect the 1
_ X i | accident.
{ Par madics! record review for Resident #1, there | . |
is no EVI";en_fée dt(‘r)fcudmenﬂlqg the V?gm?ﬁﬂ For‘tey A l 2. Education has been provided to ‘
, removal a5 identifiad on the an incident repo ) .
i and progress note for Resident 44, dated ! P | licensed staff on the requirement for |
12022114, ! updating resident care plans. !
{ !
' Per interview with the Unit Manager (UM) on | 3. Random audits are being conducted 3 1,
$ 2/17/16 8t 2 PM, confitmation Is mads that there 3 | times weekly by the DON or designee 10
! ;ﬁ "; progress note ar care plan revision/updats | ! monitor the effectiveness of the Plan,
: for Resident #1 regarding the incident betwgen | : ' . _
" Resident #1 and Resident #4 that accured on ; | The resukis of the audits are_ being |
K2i22714. i reported to the QAA committees for (3)
F 323 493.25(h) FREE OF ACCIDENT {  Faz23] | threemonths, The QAA committee wilt 1
5= HAZARDSISUPERVISION/DEVICES | determine the continuance and l
) o ; ' frequency of audits, ,
The facility must ensure that the resident . auency
: environment remains as free of accident hazards | . -
| ag is possible; and each resident receives ! | %PNsand E_D CO“Slde.red the l‘nu.dent |
adequate supervision and assistance devices to ] to bean accident. Resident #4 insisted
: prevent accidents, . upon belng transferred to his original |
! \ room and he was transferred on
: i : ‘ 12/31/14. Patient relates he feelssafe in | .
| I his reom. \
| This REQUIREMENT is not met as evidenced |
‘- ;L : 5. Corrective action was completed on |
ORM OMB-2657(02-99) Pravious Versioris 0bsglte ** " Event iD:YGVT caiit | 3/16/15. zet Pa 2004
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' Based on staff interview and medical record

" review the faciiity failed to ensure that 1 of &

« sampled residents, (Resident #4) was free fram

i acgidents and that each resident receives |
adequate supervision to prevent acsidents, The
findings include the following: .

|

! Per medical record review, progress notes and
incident report dated 12122714 evidenca wiitten

| documantation by tha Licensed Practical Nurse |
(LPN) identifying that at approximately 1530 (330 :

: PM), staff heard Resident #4 yelling "No...No...Oh
God No*. Resident #1 "was observed coming out |

: of Resident #4's room with a catheter that stil '

* had & drainage bag attached and an inflated

I pallogn on the cathatar, with bright red dreinage

| noted to end of cathater in [hisfher] right hand”,

. LPN observed and documented that Reaident #4 !

| was "viglbly diglraugnt, tears sireaming down ,
! cheeks and snbbing hystercally. cortinuously i

| rubbing head and face with hands and repeatedly [

_stafing don't let her near ma again, { amigo )

i scared here. please don't leave me, ) don'twant |

" to be here anymore, ©Oh God, keep that woman l

. away from ma." LPN cleansed the affected area,

! applied pressura to stop bleeding end notified
physlclan, administrator, director of nurses and

- regponsivla parly. Residentwas transferred 0

- another Unit within the facillty, Per review of '
Resident #4's interdisciplinary Care Plan, page 3

. of 18 identifias a facus of "Foley Catheter

{ removed traumatically by another resident who l

, suffers from dementta. Dated 12122114 by Unlt

l Manager (UM). |

. Per care plan review on 2/17/15, Resident #1 has :
a care plan focus dated 12/8/14, created by the |

i UM, identifying that the resident has made

i F 323 F323.483.25(h)

OEFIGIENCY) I_,

1. Residents with a history of intrusive
|| behavior will be provided adequate
| | supervision as per plan of care.

i 1 2. Education was been provided to the

staff regarding adequate supervision for
intrusive behaviors as per resident care |
plan.

| 3. Random audits are being conducted 3 l
times weekly by the DON or designee.

I To monitor the effectiveness of the plan, | |
results of the audits will continuetabe |
reported to the QAA committees for (3) l
three months. QAA committee will
i | determine the continuance and |
l frequency of audits. :

{ | 4. DNS and ED considered the incident
to be an accident. Resident #4 stated,
“she thought my catheter was a par of
shoes that belonged to her and she teok
| my catheter right out.” On 12/31/14 he
| insisted upon being transferred to his

i | original room and he was. Patient

1 | relates he feels safe in his room,

. &, Corrective action was completed by
V| 3716015,

| F333 00C auepted Yinhy pracors |
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physical contact with another reatdent.

[ntervantiong ingiude thar the nursing staff and

. social services ere to be under mindful
" ohservation for gigng and gymploms of

; aggressive behaviors and staff will be mindful of
' Rasident #1's infrusive behaviors and redirect
. higfher attention elsewhere if invading ghother

, residents parsonal apace.

' Per review of Bohavior Interventions on 2/17/15,
Identifies recent interactons with other resldents.

The dogument evidences that Resident #1

wangera and entars others parsonal space. This
docyment wag raviewsd with the Unil Manger and

f confirma the incident dated 12/2214.

. Perinterview with the Directar of Nurses (ONZ} |
con 217115 at 8:45 AM, confirmas that the incident :
was reviewed with the Administrator. The result

- of the traumatic removal of the Foley Catheter
| caused pain and mental anguish to Resident#4,
i @s Identlfied in the progress notes and continued |

! theough 1/21/15.

Per ¢anversation with the DNS ah 21715,

confirmation is made that the resident's care plan
. Idantifiog that Reskdent #1 is a known wanderer
Pas dosumented on both Care Pian and Minimum

' Data Ser Assessment.

{

} Fazsl
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