"~ VERMONT

AGENCY OF HUMAN SERVICES
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

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

Voice/TTY (802) 871-3317

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

July 23, 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 July 1,
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,

SONRIIN

Pamela M. Cota, RN
Licensing Chief

PC;jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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1 i
F ooo]_ INITIAL COMMENTS ' Fooo The filing of this plan of |
[ | l correction does not constitute an|
" An unannounced on-site complaint investigation I admission of the allegations set
| and investigation of a facllity self-reported incident forth in the statement of

i

- |

' was conductad on 7/1/14 by the Divisionof | : ol ‘

| Licansing and Protection. ‘)E here were findings  ; | deﬁcm‘}me; The plan of |
' regarding this investigation. ! carrection 1s prepar ed and ;

F 223 | 4B3.13(b), 483.13(c)(1)(i) FREE FROM  F223 executed as evidence of the

$5=n ' ABUSEANVOLUNTARY SECLUSION | ' facility’s continued compliance

. wi i
Tha resident has the right to be free from verbal, | | ith applicable law.
. sexual, physical, and mental abuse, corporal ‘ ]
' purishment, and involuntary seclusion, 1 .| |
' F223 :

, The facifity must not use verbal, mental, sexual, | ‘ '
| or physical abuse, corporal punishment, or Corrective action for those

"involuntary seclusion. ; .
ry : | | residents found to have been

Ii | affected: Resident number one’s

This REQUI NT is not met as evidenced
bis REQUIREMENT is not met ag evidence community councilor was l

!
1by. i

Based on re';sédent and staff inten!iev;gnd : immediately caled in to assist the l
medical record review, the facility failed fo keep 1 i ; ; . ) .
of 1 residents reviewed, Resident #1, frea from j l resu':h'ant In coping, this was in

! sexual abuse 1 1 addition to our in-house Social

) o Service su .

1.} On 6i20/14 per medical record review, : | v pport l

| Residert #1 called the State Police and was a | , _ |
threatening to commit suiclde and to harm All staff have been in-serviced on
ﬁ?yﬁne that cam;eo irgto hii.fhar rohom}; AL t_hils time 1 | all aspects of Abuse and

. hishe requested a taken fo the hospital. Per . .

| intarview with resident on 7/1/14 gt 12.55PM | Mistreatment, and were required

| hishe stated that h/she feit they no longsr could | ' tocomplete and pass a postin- |

. cope. When asked why highe was feeling that .

i way, Resident #1 stated that the coping I service test. |
mechanigms they used were no Jonger working. ( o ) ,

When asked why h/she felt they needed coping Identification of other resident’s

mechanisms, hishe stated that hishe falt bad that have the potential to be

aboutwhat had happened. When asked to ] | affected: All repsidents hav: the

oy | |
LAB T ORY DIREGTORS OR P| ER/SUPPLIER RERRESENTATIVE'S SIGNATURE TITLE %) DATE

Any deficlency statemant ending with an asterisk (") denotes a deficiancy which the instifution may ba excused from gorratting providing it is détermintd that

other safequards provide sufficient protection to tHe petients. {See inswuctlons.) Except for nursing homes, the findings stated abova are discloSabla D0 days
following the date of survey whether or not = plan of comactlon is provided, For nursing komes, the above findings and plans of correction are disciosable 14
days following the date thess documents are made avallable fo the facility. |f deficiencles are cited, an approved plen of corgctian is regulelte to cartinted
program participation. .

N
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elaborate, hfsha stated that hfshe had reported -
" someone that n/she liked and it made him/her !
i feel bad, During this interview Resident #1 stated ;
that Bn employee had asked him/her to perform a
sexual ect and Resident #1 stated they did so
because aven though h/she felt there was &
relationshlp developing between him/herself and |
the employee, hishe had no other choice at the
fiima. Incident occurred during a tub bath and
Resident #1 confided in another employee a
couple of days [ater that h/she felt uncomfortable
that tt had oceurred. Gn 7/1/14 at 2:35PM per
interview with the LNA that Resident #1 spoke to,
confirmation was made that Resident #1 had told
" him/her about the incident.

2.) On 71114 durning record review, it was noted
-| that a nursing entry was written oh 6/17/14 at

| 13:22 that presented that Resident #1 had voiced
. concems about a conversation between

i him/hergelf and another Resident #2 that made

" him/her very uncomfortable. Record also reftects |
that Rasldent #1 stated that Resident #2 =at
outside hismer doorway until [ate that night.

' Nursing assured Resident#1 that it would be
taken care of and that hishe needed to practice
using the call bell to alert staff f continued to fea
uncomfortable. A progress note written on |

i 5/19/14 by social services presents that Resident

i #1 had reported that another rasident, (Resident
- #2), made him/her feel uncomforlable and had
i spaken to him/her in a sexually ingppropriate

| manner, Resident#1 also stated to tha social

| worker that Resident #2 had called Resident #1 i
* into hisfher room and blocked him/her from i
lmaving with histher wheelchair and when
Resident #1 was able to get out of tha room,
Resident #2 followed to histhar toom and came |
into the room without parmission and stated they }

(%4} 10 ] SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PUAN OF CORREGTION Do
PREFIX ! (EACH OEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
T8G REGULATORY DR LSC |DENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
i OEFICIENCY) !
4
| ! l ]
F 223 | Contihued From paga 1 F 223 potential to be affected. All staff |

members are being required to
attend an in-service on abuse and
mistreatment of residents. This in

service will also include a review of
the centers sexual harassment |
policy and the policy that pmhibir_JI
having a romantic or inappropriatd.
relationship with a resident.

1 Violation of either of these policiey

is grounds for immediate
dismissal.

Measures put into place or

systematic changes made to

) ensure this practice will not recur:
A team, consisting of a Clinical

} social worker, manager of Clinical

i Operations and Human Resource

_ manager in-serviced all

| department heads on abuse and

[ mistreatment of residents. :

- Everyone attendinglthis in service | .
was required to complete a post

! in-service test.

Monitoring the corrective action to
} ensure the practice does not recur:

The social worker or their designee

witH-Boxcf, 10
—WW Il FCTIUYIII paw I
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Event ID: NFMR1

Facay I0: 475039 If continuation gheet Page 2 of 8



PRINTED: 07/11/72014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) GATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
_ c
475033 B WING _— , 07/01/2014
NAME QF PROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
D HEALTHC D REHABILITATION CENTER 46 NIGHOLS STREET
RUTLAN ARE AND REHA T RUTLAND, VT DE701
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F 223 Continued From page 2 F 923 interviews per month for 3 months

~were not leaving until h/she fell asleep. 7/1/14 at

| 12:55PM during intanview with Resident #1, hishe

1 confirmad feeling as if he/she was held against

hisfher will by Resident #2 and that Resident #2

made him/her uncormiortable with the sexually

inappropriate remarks that h/she has made. ;

711144 @ 3:45PM Interview with Direator of i

Nurslng confirmed that there had baen an issue

batween Resident #1 and Residant #2.

F 225 | 483, 13(c){1)(i)-{iii), (c)(2) - (4)

55=D INVESTIGATE/REPORT
ALLEGATIONSANDNMDUALS

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 enfered inta the State nurse aide
registry conceming abuse, neglect, mistreatment
of residents or misapproprlation of thelr property;
! and report any knowledge it has of actions by a
; court of law agalnst an employee, which would
indlcate unfitness for service as a nurse alde or
i othar facility staff to the State nurse alde registry
or licensing authorities.

{ The facility must ensure that all aleged violations

| involving mistreatment, neglect or buse,

+ including injuries of unknown source and :
. misappropriation of resident property are reported ;
. immediately to the administrator of the facilty and i
i to other officials in accordance with State law i
through established procedures {including to the
State survey and certification agency).

The facility must have evidence that all allaged

violations are thoroughly investigated, and must
prevent further potential abuse while the ' {
investigation is in progress. |

asking if the resident feels safe
here and if they have been abused;
Results of the audit will be !
presented monthly at the QA

meeting. Apy affirmative answers
will be immediately brought to the
administratar and an investigation:
completed.

F 225,

i+ Completion date: July 15, 2014

£33 Do T prouns

225

Corrective action for those g
residents found to have been 5
affected: No specific resident was ,
clted however the investigation [
into resident 1 was cited. All
residents on that unitwere
interviewed and asked if they were
a victim of abuse neglect or
! mistreatment and if they had

FORM CMS-2567(02-9%) Previous Versions Obsolele Evenl iD: NFMRA1

Fewty 10; - RIEEMS Tegaramg thelr saledy shae;t Page 30fb
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The results of all investigations must be reported

 to the administrator or his designated

representative and to other officials in eccordance

with State taw (including to the State survey and

' certification agency) within 5 warking days of the |
incident, and if the alleged violation is verified |

v appropriate corrective action must be taken. ]

This REQUIREMENT is not met as evidenced
by

Based on recard review and staff interview the
facility falled to ensure that all alleged violations
involving mistreatment, neglect, or abuse are
reported immediately to the administrator of the
tacllity and to other officials in accordance with
State law through established procedures
(including to the State survey and certification
agency) for 1 of 1 residents reviewed. The facility
! failed to hava avidence that all alleged vialations
are thoroughly investigated.

Findings include:

i 1.) On 71/14 upan ardval to the facility at

| 9:30AM, a request was made far all investigations

. the facility either have or are curently

. Investigating, regardless of whether they have
been reported to the State Agency or net, for the

. past 60 days. The Administrator presented this
surveyor with the currant investigation of alleged

| sexual abuse and stated that the only other

{ investigation was a resident complaint of abuse

. 8gainstan LNA for being rough.

Per interview with the Director of Nursing and the -
' Administrater, they confirmed that the :

STATEMENT OF REFICIENCIES ®1) PROVIDER/BUPPLIERIGLIA {x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION, IDENTIFICATION NUMBER: b BUILDING COMPLETED
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e 1D BUMMARY STATEMENT OF DEFICIENCGIES | ID PROVIDER'S' PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 1 PREFJX (EAGH SORRECTIVE ACTION SHOULD BR GOMPLTEHGN
TG REGULATDRY OR LEC IDENTIFY|NG INFORMATION) i TAG CROSSREFERENCED TO THE APPROPRIATE DATE
) l DEFICIENCY)
F 2251 Gontinued From page 3 ’ F 225 Identification of other residents

that have the potential to be

i affected: All residents involved in
: an investigation have the potential
to be affected. A survey form was
created and all residents were
interviewed and asked if they had
ever been the victim of abuse,
neglect or misappropriation and if
they felt safe or had any concern
for their safety.

Measures put into place to or ;
systematic changes made to
ensure this practice will not recur:

A team, consisting of a Clinical
social worker, Manager of Clinica)
Operations and Manager of
Human Resources in- serviced all
department heads, on the
requirements for conducting an
investigation. _
Monitoring the corrective action to.
ensure the practice does not recur:
The DNS or designee will audit
daily to identify any suspicion of
abuse, neglect or mistreatment is
immediately identified and an

WIPL JTOLY ST G| o
TUBWTRTT oo ara1s
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F 225 | Continued From page 4 F 2795 reviewed to ensure that itis

; iInvastigation regarding sexual abuse of Resident
. #1 by an employee (see £F223, example #1)was
“ conducted, but during the investigation there were |
no other residents that were interviewad fo |
detarmine If this was an solated incident and fo 1
; insure that no other residents wera affected. Per !
intarview with the Director of Nursing and the !
Administrator, they confirmed that the !
investigation regarding saxual abuse of Residant
:#1 fram an employee was conducted, but during
i the investigation there were no other residents
that wera interviewed to determing if this was an
isolated incident.

On 7/1/14 at 2235PM during Interview with LA
that Resident #1 confided regarding a sexual
encounter with another employee, h/she
confirmed that she had knowleédge of the Incident
an 6/19/14 In the later part of the evening and
hshe did not report it to anyene. The LNA said
that her supervisor had gone home and h/she did
not know what to do with the information, but was °
- going to encourage Resident #1 to report it the

- next day. H/shie found that when she arrived for
thelr scheduled evening ahift the next day, that i
had already been reported. When asked who
else hishe could have told, the response was
protably the charge nurse. |{was confirmed by
the Director of Nursing at 3:45PM that this LNA

- was not the one that had reported the Incldent.

i 2.) On 7/1/14 during record review. it was noted
that a nursing entry was written on 5/17/14 at
1322 that presented that Resident#1 had voiced .
concerits about interactions between him/herself |
" and another Resident #2 that made himher very
uncomfortable (See F22Z3, example #2), ,
Administrator confirmed that an investigation was !
not conducted and this allegation of sexual abuse !

thorough. The DNS will present
the findings monthly to the QA

]
committee for further review and I*

recommendations.

Completion date: July 15, 2014

- F285 000 accepted Tasliy pnahepn

|

PORM CMS-2567(9Z-8) Provious Versions Obsoleta

Event 1D: NFMR 1Y

Facility 1Dz 475038
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F 225 Continued From page 5 I F225
was not reported. | 5
|
i
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