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://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

September 30, 2014

Mr. David Lamando, Administrator

Rutland Healthcare And Rehabilitation Center
46 Nichols Street

Rutland, VT 05701-3275

Dear Mr. Lamando:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 8, 2014. 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,

SNONNIWN

Pamela M. Cota, RN
Licensing Chief

PC:kc

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



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

PRINTED: 09/17/2014
FORM APPROVED
OMB NO. 0338-0391

STATEMENT Of DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (X2} MULTII;LE CONSTRUCTION B ) (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
375039 B. WG 09/08(2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
46 NICHOLS STREET
RUTLAND T
HEALTHCARE AND REHABILITATION CENTER RUTLAND, VT 05701
RO SUMMARY STATEMENT OF DEFIGIENCIES ] i } PROVIDER'S PLAN OF CORRECTION (85)
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. | } : DEFICENCY)
"» ‘ [ ’ The filing of this plan of |
F 000 | INITIAL COMMENTS i F 000 correction does not consfitute an ;
! admission of the allegations set |
© An unannounced on-site complaint investigation i forth in the statement of
-was conducted by the Division of Licensing and . : deficiencies. The plan of :
fl;;gtisgt;r_)n on 8/8/14. There were regulafory | correction is prepared and i
. . : | i .
 F 250! 483.15(g)(1) PXOVISION OF MEDICALLY . Fasol  oxecuiedas evidence of the
s5=¢ | RELATED SOCIAL SERVICE ! | facuity’s continued compliance .
i : | ! with applicable law. !
| The faciiity must provide medically-related social | ; :
I'services to attain or maintain the highest ( | i
practicable physical, mentai, and psychosocial | ; Corrective actions for those
d - 3 1 !
: well-being of each resident E ' residents found to have been
i : I affected | All 3 residents have been .
‘ ‘ :] identified and the social worker !
i This REQUIREMENT s not met as evidenced | ! rmade aware that her nates were
H . I :
by —_— _ ) ; ! not saved by the computer.
Ba;.ed on reswﬁent and staff mtgrwew and recorg : ! Resident # 2 was offered a room .
: review, the facility fafled to provide ! ! N by both th o K ;
! medically-related social services o attain or | change by 9 ) & social worker ;
!maintain the highest practicable physical, mental, | F and the administrator and refused. :
l'and psychosocial well-being for 3 of 4 residents in | ’ we will continue offering her a E
:l the sample, Resident #2, #3 and #4. Findings I room change. The socal worker ]
sinclude: | ; has re-interviewed these residents %
N } ' 3 :
1 1. Anincident occurred on 8:‘25_/14, in the j arfd fohurj.d that they arz satisfied !
: evening, when Resident #1 began using foul ! : with their stay here an ‘ !
‘language and was verbally abusive to staff. On 1[ understand the situation. Nursing
1 9/B/14 at 3:15 PM, Resident #2 stated that h/she | ] and Social work will foliow them
was in thelr robm and the noise and language g ; monthly for the next 3 months to |
was intense. H/she state_d that she is afraid of | i insure they feel safe and are f
 Resident #1 when h/she is around because of the | L comfortable |
: foul language that hshe uses. Hishe said that : omto i ;
i Resident #1 is always compiaining about the ; :
i food, the room that he is in (Resident #1 was ! ! i
: offered a private room and declined), and that if i '
: things don't go histher way, hishe starts yelling at - i
- the staff and swearing. H/she stated that the 5 ‘
R BORAT ORY DIRECHORS | FoRE SENTATIVE'S IGNATLRE : TITLE (X6) DATE
| ,,Z Ay 1105700 24 G2 e

Any deficiency stawent ending wilh an asterisk (%)

p LA
denotes a daficiency which the institution may be axcused from comecting providing it i1s datarmined that

other safeguards provide sufficient protection to the patients, (See instructions.) Except for nursing hornas, &e findings stated sbove are disclogabla 30 days
fallowing the date of survey whather or nol a plan of correctlon i provided. For nursing homes, the above findings and plans of corfection are dlsclo_s:?\b{e 14
days following the date these dosumarnts ere made availadlke to the facilty. If deficiencias are cited, an approved plan of correction is requisie te continued

program parhicipstion.
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resident is pleasant to visit with when h/she is not

! upset, Resident #2 stated that the social worker

{ came and talked to her pnce about the incident,

* but not since then. Per review of the medical

. record there ne social service notes to indicate

| f-:t the resident was seen by social services.

| rerinterview at 4:15 PM with the Registered

i Nurse (RN), Unit Manager, there is no evidence

i of follow up for social weli-being. At4:30 PM per

i interview with the Director of Nurses, the sogial

! worker obtained statements from Resident #2, #3

tand #4 and the statements ware includad in the

incident sent to the State Agent. Hishe further

 staled that the social worker had made notes, but :

! the electronic medical record system did not save |

 the information and hishe stated that the same

thing had happened to them and they had to go in'

the next day to input information. H'she stated af |

1 4:30 PM that there is no evidence in the medical |

record that indicates the resident was seen i

regarding the incident and there is no foliow up - |

for psychosocial well-being. .‘

i :
|
F
|

|
b
'
]

1 2. Resident #3 was aiso affected by the incident

| as stated |n the above example on 8/25/14, Per

i interview with Resident #3 on 9/8/14 at 3:35 PM

i h/she was "very upsef" abouf the outburst of
Resident #1, H/she that hishe has those kind of

{ outhursts at least once a week and it bothers :

: him/her to talk about &. H/she stated that the

{ incident'was because there wasn't enough pizza |

l'and Resident#1 began sweafing and yelling at

| everyone. M/she "was saying words that no one |
should have to listen to." Resident #3 stated that j
h/she doesn't scare himfher and hfshe is not i
| afraid, but doesn't like to hear those things and |
i this place is their home and they don't like that

| kind of language in their home. H/she stated that !

: the social worker did speak with him/mer after the ;

affected All residents that reside
on this unit have the potential to
be affected. all residents that
were able to be interviewed were
interviewed immediately after the

: incident and no otherr

immediately.

entry she should check
entry has actually heen
not she i5 tp do a hand

|
i
i identification of other residents
|
|
!

Systematic changes put inte place
to ensure this practice does not re-
occur: The social worker has been
educated that when the computer
system takes too long to save an
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TAG REGULATORY OR LSC IDEN TIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFIGIENCY)
!
i
F 2501 Continued £ ’ i
entinued From page 1 | F 250; that have the potential
i
i

f
I
!
|
l
to be |
|
i
!
|
i

esidents

the cutburst. Nursing and socjal
services will monitor the unit for
any signs that a resident is

uncomfortable and will intervene

felt threatened or worried about ,’
|

f

|

saved. |f
written

note and update the system once
it is back up and cperating. Both

|
5
thatthe - ’
i
l
|
I

social work and nursing have been ;.
reeducated on the necessity of :

follow up interviews when an
incident like this occurs.

i
1
f
H
f
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i )
i Each resident must receive and the facility must
| provide the necessary care and services to attain
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PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE COMPLETION *
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) ™™g CROSS-REFERENCEL TO THE APPROPRIATE DATE
; i ; DEFICIENCY)
_z f [ Monitoring of the corrective
F250! Continued From page 2 , F 2501 action: The Social warker has been
! incident, bu} there hasn't been any visits since. i | instructed to check that her notes
f g}i@;ﬁgﬁ:ﬁ“&g?ﬁ:“ﬁ ?&agon,gfig‘;- ﬂ"g gt | . are beingsaved and any issues are
i [ et with Resident #3 and that : - :
: the request to stay away from Resident #1 was ! { to be.: r_epnrted lmmedlz_ﬂely tothe |
| made. There is no evidence of follow up notes. | | administrator. The social worker
i Per interview at 4:15 PM with thc Registered ; ; and nursing will continue to !
: Nurse (RN), Unit Manager, thers is ho evidence : monitar the residents’ behaviors !
; of follow up for social well-being. ! , on that unit and continue to offer |
J ; . !
: 3. Resident #4 was alfso affected by the Incident :rocfm cha;get.nlresmfnt.]#:z, {
; @s stated in the above example on 8/25/14. Par | j urs‘mg an ‘socua Work will report i
| interview with Resident #4 at 3:55 PM on 9/8/14, | | anyissuesdirectly to the !
' hishe stated that they were sitting in the hall and | II administrator. f
i they get nervous when Resident#1 begins yelling | €450 foC 2ceephed qlaaln BoueLen |Pwe i
| and swearing as they do. H/she stated that they : : ‘ |
i grew up in a home where a ot of yelling and foul i ‘ F309 Corrective action for those [
l language occurred and they had fo listen to it as aI ; .
! child, but they don’t feel they should have to as an | 1 fesidents found to be affected:
] adu!t H/she stated that staff tres to redirect i : Upon investigation it was clear !
Resident#1, but it just seems to make him/her ! ' that the nurse had notified the |‘
| angrier and louder. Review of medical record ' ; PCP, but the PCP had not gotten i
: f'ncf§ no evidence that social services spoke to | ' back to the facility on the !
! Resident #4 about the incident. Hfshe stated that ; i dati The PCP i
! the social worker came and asked some ; : recommencations. ine was l
| questions after the incident, like whether they i called and has addressed the i
; were afraid and if they felt safe, but she does | ; recommendations. The Unit 5
i not recall any other visits regarding the incident, ! i manager did not develop a care !
1 Per review of medical record, thers is no ; i plane for the new diagnosis. A i
. evidence that Resident #4 was seen by the social § ; care plan has been developed and
- worker in regards fo the incident. Per interview i ! . . i
| at 4:15 PM with the Registered Nurse (RN), Unit | isnowin place. a?/zz,//df
' Manager, there is no evidence of follow up for | I
‘= social well-being, ! ; ldentification of ather residents
F 309 | 483.25 PROVIDE CARE/SERVICES FOR | F309]  thatmay beaffected: All residents
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' of maintain the highest practicable physical,
i mental, and psychosocial well-being, in
i accprdance with the comprehensive assessment

- " and pian of care.

| This REQUIREMENT is not met as evidenced

i by

: Based on staff inferview and record review, the
I facility failed to provide the necessary care and -
| services to affain or maintain the highest level of
i gracticable mental and psychosocial weil-being
Ifor 1 of 4 residents in the sample, Resident #1,

' regarding following up pn recommendations

! made for medication change to manage Resident ;

‘ #1's mood/behavior. Findings include.

! par recard review, the Minimum Data Set {MDS)
! information for Resident #1 on 4/21/14 reflects

: that the resident was feeling down, depressed or
I hopelass for a period of 2 to 6 days during the

| look back period and it had increased to 12 tn 14
i days on the 6/30/14 quarterly MDS. His/her

i thoughts of feeling bad about self or that hishe

| was a failure in the 6/30/14 MDS reflected an

| answer of yes for 12 fo 14 days and it was

! negative on the 421 MDS. Resident #1 has

! diagnoses that include: Intermittent Explosive

! Disorder and Depression. H/she has been

| fallowed by psychiatric services and

"telecommunicafion conferences have heen
! ytilized. Resident #1 was on a trial of Serogue!

i (an antipsychotic medication), which hfshe did not:

| feel was warking and it was not reordered by the

: Primary Care Physician.

H

i ,
i On 7/16/14 Resident #1 had an intake done by
: the psychiatrist and there were recommendations

i

!
]
]
1

the session recommendations
have been reviewed and no other
missed recommendations were -
found.

Systematic changes put into place
to prevent this from reoccurring:
The nurse involved in this incident
has been reeducated on the
importance of deveioping & care
pian for all diagnosis . Additionally
the facility has impiemented a
faxed messages book to ensure
that when a fax 1s sentbutto a
PCP it is responded to in a timely
manner.

Meanitoring the corrective action:
An Audit tool has been developed
to po along with the faxed
message book. This audit will be
cormpleted weekly for 3 weeks and
then monthly. The director of
nursing will review the findings of
this audit and report to the QA
commmitiee for further action or
recomimendations.
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! | DEFICIENCY) f
i i that are seen by tele-psych have :
F 309 Continued From page 3 F 309: the potential to be affected. All of

%%‘
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! ; ; BEFICIENCY) |
1 ; ! T
| R : t
F 309 | Continued From page 4 | F 3001
I'to include Depakote ER to medication regimen as | i
St may allow him/her to think about his reactions !
* to other people before hishe acts on hisher i :
i reactions. Review of medications for Resldent #1 ;
! does notinclude Depakote ER and there are no ; !
PCP notes to indicate notification of the ! i i
i psychiatrist recommendations. Per interview with | !
; Resident#1 at 1:45 PM, h/she stated that the { :
i psychiatrist had mentioned the new medication ! !‘
| (Depakote), but the resident was unsure if it ﬁ
rwould work, but would give it a try. The | !
' Registered Nurse, Unit Manager on 9/8/14 at | ! [
. 1:50 PM stated that the PCP had not been made | i 1
i aware of the recommendation. : ! :
a; . i; i i
i i | I
: : !
i :
! T
: | :
i | i ;
; .1 i :
: ?
; ? i 3
\ : i ;
: i :
; i ) i
! E :
: ! |
i : |
! 1 ;
| | i |
i i ;
| i i
] . i
| | s
I ' :
i !
| | |
; : : l
‘ | é
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