% 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://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

March 27,2013

Ms. Melissa Jackson, Administrator
Vermont Veterans Home

325 North Street

Bennington, VT 05201-5014

Dear Ms. Jackson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 26, 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,

LMl 1)

Pamela M. Cota, RN
Licensing Chief

PCjl

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

Ay
TS B

(xa10 | SUMMARY STATEMENT OF DEFICIENG :
P?EFIX ; R(éACH DEFICIENCY MUST BE PRECEDEg els?:uu_ : PRII?H)( | IEISSZQ’EE‘ESC';LAQ Og CORRECTION i (x5)
AG GULATORY OR LSC 10 . IVE ACTION SHOULD BE | COMPLET
C IDENTIFYING INFORMATION) . TAG | CROSS-REFERENCED TO THE APPROPRIATE | are "
. : DEFICIENCY) |
' T fl
F 000 ; INITIAL COMMENTS ; F ooo;' The filing of this plan of correction does '
; ) : not conslitute an admission of gulit. !
! o o : Vermont Veterans Home (“the !
i An unannounced on-site investigation of : i Provider) submits this Pan of !
; complaints and facility self-reported incidents was ! ‘ sc:ergﬂc: o (T?C") eeordance with
| conducted by the Division of Licensing and | P feguistory requirements.
Protection on 2/25/13 and 2/26/13. There were |’ ;
| regulatory deficiencies identified. | . E223 Fres From Abuse/invgiuntary
F 223 483.13(b), 483.13(c)(1)(i) FREE FROM i F 223! Sechuelon
SS=E USE/INVOLUNTARY SECLUSION : ’ Resident #8 has a caro plan In place for
5 _ i J behaviors, Since the 2/15/13 altercation
| The resident has the right to be free from verbal, ’ ' .‘";d ’“b".eq“:"‘ unit change as an
' sexual i Intervention this veteran has had ng
; _ 6;1 . phyts(ca!cli Qnd mental abuset corporal i documented behaviors. A “huddle” was
: punishment, and involuntary seclusion, ; conducted by Social Services on ;
| _ | 1/30/13, 2/7/13, 2/7/13, 2/15/13 and i
: The facility must not use verbal, mental, sexual, ! 3:;“3 “’°?9 With his MDS review and i
- or physical abuse, corporal punishment, or ;’ COre plan was feviewed at that time. l
- involuntary seclusion. | ' Resident #7 has 8 care plan in place for ‘
: behaviors. Since the 2/15/13 altercation |
E ' this veteran has had no documentad .
L . . behaviors. A “huddfe” wes conductad by ’
': This REQUIREMENT is not met as evidenced Social Services on 1/9/13, 1/22/13. 2/6. : i
“by: : . 13. 2/15/13 and 3/16/13 and the care |
' Based upon staff interview and record review, plan was revised at that time. ;
; ili i S ! )
i the faC'"lY failed to ensureéhat 5 9f 1h0 re de?ts Resident #8 has had no altercations
- (Residents #6, #7, #8, #9 & #10) in the sample since the 2/15/13 incidant. This
- group were free from verbal, physical, and/or . veteran's fingers are healed at this time.
| mental abuse. Findings include: : Social Services reviewed the pian of
| : care on 3/19/13.
1 I
| 1. Per record review, the facility fallgd to prevent Resident #9 has a cara pian for
i the abuse of residents by other residents of the ! behaviors in place, This vetaran’s last '
! facility. ; documented incident was 2/14/13. No
[ i injury occurred during thal incident and
. , ea i the veteran was at baseline direclly after
Per rec.ord review of the facility's TG_DOFt marked (he avent. Social Services ravised ¥he
- 'Behavior Incident', on 1/22/13 Resident #9 care plan on 3/11/13 and conducted a
: "punched [Resident #6 two times] in the face. . "huddle” on 3/16/13. 3
; i ‘ in the chest ' |
. [Resident #6] punched [Re5|dent“#9] in th I Resident #10 has a care plan for i
| [two times] and in the face [once]". ! bahaviors in place. This veteran’s last
: ; i documented incldent was 2/2/13. A
‘ Per record review of Nursing Notes dated 1/30/13 : i "huddie” was conducted by Social
"this vet's [Resident #9] shirt was pulled by 1 . Servicas on 1/9/13, 2/6/13, 2/22/13,
i .
“ABORATORY DIRECTOR'S OR RROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE LT
' ] . B oo . o e , P . N i e ! o e . ., f -y }
e ) Ar o il AS U AN L—Q;' ER LIRS Iae ORRI N VRS

fici ing (i aplerisi (- ici i instituti be excused trom correcting providing It is determined that
Sny defjiciancy stalament ending ith ar gplerisl () denotes a deficiency which the institution may :
ather sgfeguards provide sufficfent protection to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey wheer or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dlsclosgble 14
days followlng the date these documents are made svailable {o the facility. If deficiencias are clted, an approved plan of correction is requisita to continued

orogram participalion.
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(X4)ID SUMMARY STATEMENT OF DEFICIENCIES '
pFT(ng ! (EACH DEFICIENCY MUST BE PRECEQED BY FULL :
A
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i

o |
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE ARPROPRIATE

DEFICIENCY)

] sy
COMPLET]ON
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F 223 Continued From page 1
: another vet [Resident #6]. This vet punched the i

: other vet [two times] in the face”,

. Per record review of Nursing Notes dated 2/2/13

- "this veteran [Resident #8] grabbing at right wrist
 Of the other veteran [Resident #10], the other
veteran grabbing the left wrist of this veteran, .|

| Both veterans attempting to swing out at each

! other".

1

‘I Per record review of the facility's investigation f
1 dated 2/22/13 of an incident on 2/1 5/13, Resident i
| #6 pushed Resident #7 "into the hallway. i
 [Resident #7] fell onto [Resident #8] . [Resident |
: #8] fell to the tloor with [Resident #7] on top of ‘
. him". Resident #7 "was found to have minor

. abrasions...[Resident #8) complained of pain in

- several areas including [h/her] back, chest, and

“hip." Resident #8 "was diagnosed with 2
- dislocated fingers and 1 fractured finger”.

' Per interview on 2/25/13 at 4:30 P.M. the facility's .
Director of Nursing confirmed that the four

: incidents within & month, on 1/22/13, 1/30/13,

. 2/2/13 and 2/15/13 involved resident to resident
 physical aitercations, the incident on 2/15/13

' required an emergency room treatmeat for

- Resident #8, and that the actions demonstrated

: by resident]s] during all four incidents, though the
. residents were cognitively impaired, would be

i considered 'willful".

F 225 483.13(c)(1)(i0)-(iii), (c)(2) - (4)
$S=t ' INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS

" The facility must not employ individuals who have
* been found guilty of abusing, neglecting, or
mistreating residents by a court of law: or have

f'
F223:

3/15/13 and 3/16/13 and the care plan
was reviewad at that time.

All veterans' who have had a veteran 1o
veteran altaccatlon since February 1"
has had a "huddle” conductad by Saciaf
Services, al) findings wera documented
in the clinica) record, and their care
plans were reviewad ang revised as
warranted..

An analysis was conducted on incidants
and times were determined to place a
Hall Monltor Program for Increased
observation as a result of the analysis.

Education will be provided to facility staff
bsginning on 3/20/13 regdrding
prevention of veteran to veteran .
altercations, This education will be
ongoing.

The Diractor of Social Services or
designae will conduct weekly audits on
all veterans who have had veteran to
vetaran altercations to ensure the care
plans is effective in intarvening with
behaviors.

Data from the audits will be brought to
lhe Quality Assurance meeting evary
other month for 6 months ar until the
committea determines resglution.

The Administrator is ultimately
respansible to ensure thet veterans are
free of abuse.

An IDR is being submittad for this
deficiency.

Compliance Date: March 30, 2013

Poc 32013 G~

F23

i
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f haq a finding entered into the State nurse aide

' registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
' and report any knowledge it has of actions by a

i 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
: or licensing authorities.

 The facility must ensure that all alleged violations i
| involving mistreatment, neglect, or abuse, ’
 Including injuries of unknown source and J
' misappropriation of resident propeny are reported |
. immediately to the administrator of the facility and |
. 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 alleged

. violations are thoroughly investigated, and must
' prevent further potential abuse while the

| investigation is in progress.

' The results of all investigations must be reported
 to the administrator 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 venfied

" appropriate corrective action must be taken.

. This REQUIREMENT s not met as evidenced |
* by: _
Based on record review and staff inter\{rew_the
facility failed to ensure that all alleged violations
of abuse, neglect, mistreatment, misappropriation .

: .
X410 SUMMARY STATEMENT OF DEFICIENCIES
| b , PROVIDER'S PLAN OF CORRECTION
Pl;iglx 5 R(Eéﬁﬁa %%fgslgr;cgs MUST BE PRECEDED BY FUL| " PREFIX (EACH CORRECTIVE ACTION SHouL% BE GoMPLETION
i C IDENTIFYING INFORMATION) [ Y- CROSS-REFERENCED TO THE APPROPRIATE | DATE
i, ‘ , DEFICIENCY) |
: | ‘ :
| : | i :
F 225 ! Continued From page 2 F 225] F225 Investigate/Report Alleqations i

i| Resident #2 is deceased !
Resident #3 incident occurred on
: 11/12/12 and was reported to &P on
; 11/13/12 with the conclusion reported
; on 11/19/12 within the 5 working day
[ requiremant. Tha veteran was evaluated |
! by the physician on 11/13/12 findings
' were no obvious pulmonary or cardiac }
| issues. Thig veteran has had o |
! yerba!lmlions of neglect and volces no |
1ssues with care. |

! Residents #6, #9 and #10 incjdents
were reported to L&P al the raquest of
the surveyor on 3/18/13. These veterans
had no negative outcomes as a result of
the incidents. had no recollection of the
incidant and ware at baseline diractiy
after the Incident. The care plang were
revised 1o reflect their currant status.

i

1

! Ali veteran to veteran altercations since -
i February 1* were audited and all were

raported to L&P on 3/20/13.

The Director of Nurses or designee will .
call L&P after any velaran \o veteran |
altercation to confer with the department i
to inquire if the incident must be

reported. and will report as direcled.

The Administrator or designee will !
i conduct random audits of any veteran to
i vetaeran akarcation to ensure raporling i
i was conducted as directed.

Data from the audits will be brought to
the Quality Assurance meeting avery

! other month for 6 months or unlil the

i commiltee determinas resolution.

e e —ed

FORM CMS.2587(02.88) Previoys Verslons Obsolele Even! ID-7UGN11
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b [ PROVIDER'S PLAN OF CORRECTION

I
(Xa)ID ! SUMMARY STATEMENT OF DEFIC !
D | IENCIES v
P#Egl,( i R(EQSH DEFICIENCY MUST BE PRECEDED BY FULL : EACH
! LATQRY OR LSC IDENTIFYING INFORMATION) | CF§OSS R%gepsgﬁggg TAC(): :'T"Ir(()ENASPHPOR%LD o~
N PRIATE

—— ‘| : DEFICIENCY)
. - : (

F 225, i :
:, Continued From page 3 The Administrator is ultimately
| of property and injuries of unknown origin are i | ceponelble to ensure reports to LAP are

|
l
|
!
|
! thorqughly investigated and reported to other | | eonducted
! ofﬁc&a!s In accordance with State law through ! f

: established procedures for 5 applicable residents ! ‘

; o

| — oC atd Lov ¥ 225
+ 1. The facility failed to have evidence that an i ‘ !
1 alleged incident of abuse against Resident#2 S\/va W
- was thoroughly investigated and those results i 9— O 7 |

(X5)
COMPLETION
OATE

43
> m
am
x

-
N
N
(€]

! (Residents #2 , #3, #6, #9, #10) of 15 in the i - Compliance date: March 30, 2013

| sample group. The findings include:

- reported within 5 working days of the incident to

- the State Survey and Certification Agency (DLP). ' b / 15)

. Per the Incident and Accident report dated |

1 09/22/12 at 5 p.m. states "vets [family] reported |

| LNA was rough with [resident] during care, [s/he]

! stated a pillow was put down the back roughly

: and reclined [resident's] chair. MD notified on

, 09/24/12". Per review of the facility event report |

‘ states ”[LPN] reported to DNS on 0645 on ;

© 1 9/23/13 that [family] of Vet reported that [LNA] i
l

f was rough with [resident] during care on
1 09/22/12."

| On 09/24/12 a report was faxed to Adult 5 .
. Protective Services (APS), greater than 24 hours |

 after the incident. A summary report was faxed
i to DLP on 10/11/12, 19 days after the incident. -

|
i Per interview on 02/25/13 at 1:26 P.M. the LNA
: stated "| was told the next day that | had to leave"
!and that several weeks later was interviewed.
!"No one asked for a written statement until that
. time, | guess they made an internal : :
_investigation™”. Per interview on 02/26/12 at 2:56 |
P.M. the DNS confirmed that staff did not report :
the incident in a timely manner and the results of '
the investigation was not reparted within S
~working days.

FORM CMS-2567(02:99) Previous Versions Obsolele Evenl 1D: TUGN11 Facilily iD; 475032 - |f continuation sheet Page 4 of 17
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(Xay1D | SUMMARY STATEMENT OF DEFICIENCIES i
p ! 1D
P;Eglx A R(ESKCJEA DT%:e%r;ch MUST BE PRECEDED BY FUL| I PRERIX (EACH CORRECTIVE ACTION
SC IDENTIFYING INFORMATION) i TAG | CROSS-REFERENCED TO T,HE SPHP%%L;)RIB::TE

!
| {
| . | DEFICIENCY) }

1

T

i PROVIDER'S PLAN OF CORRECTION

(XS)
COMPLETION
OATE

F 225 2 Continued From page 4 © F225 |

2. The facility falled to have evidence thatan | ' |
i alleged incident of neglect against Resident #3 || * B
was thoroughly investigated and those results -
: reported within 5 working days of the incident to |
“the State Licensing Agency. The Adult ' -'
! Protective Services (APS) was notified on _
: 11713/12 of an alleged incident of resident neglect : i
 on 11/12/12. Per review of the Social Service ,= ‘ |
| note of 11/13/12 states that at 2:15 P.M, “[family
“member] called with concerns will continue to ! '
: follow up with concerns, talked to nursing and ‘
- continue to work with [resident] on adjusting to
. unit”, There is no further documentation as to the
! follow ups, to whom, nor the conversation with
‘nursing. Per review of the facility's incident
report, the facility investigation was written on ;
*11/19/12, seven days after the 11/12/12 incident. | |
:The State Licensing Agency was told during : ’
i telephone interview on 11/16/12 thata summary | - !
| will be faxed. A revised investigation was sent on ' ' :
1 12/05/12, however the alleged perpetrator was .
not interviewed until 12/20/12, nearly 1 month P i
after incident. Per interview on 02/26/13/ at 3:14 i
_p.m. the DNS confirmed that the incident was not
' reported timely and thoroughly investigated within | i
' the 5 day limeframe as evidenced by-lack of ‘ | ?
- documentation.

. 3. The facilty failed to have evidence that an

- alleged incident of abuse between Resident #6
and #9 was thoroughly investigated and those
results reported within 5 working days of the

_incident to the State Survey and Certification

: Agency (DLP). Perrecord review of the facility's
- report marked 'Behavior Incident’, on 1/22/13
'Resident #9 "punched [Resident #6 two times) in
the face. [Resident #6) punched [Resident #9] in

RN CMS.2667(02.83) Previous Versions Obsoias Event 1D 7UGN11 Facility 1D: 475032 If continuation sheel Page 5 of 17
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 the chest [two times] and in the face [once]", ,

: The facility failed to have evidence tha !
incident of abuse between Residental't-“(:‘t :gda;gged !

: was thoroughly investigated and those results

l@ reported within 5 working days of the incidentto '

;. the State Survey and Certification Agency (DLP).

]i fer record review of Nursing Notes dated 1/30/13

 "this vet's [Resident #9] shirt was pulied by

| another vet [Resident #6]. This vet punched the

; other vet [two times] in the face". ' i

 The facility failed to have evidence that an alleged |
“incident of abuse involving Resident #6 and #10 @ !
; was thoroughly investigated and those resuits | !
' reported within 5 working days of the incident to | ;
! the State Survey and Certification Agency (DLP). : |
' Per record review of Nursing Notes dated 2/2/13

- "this veteran [Resident #6) grabbing at right wrist

of the other veteran [Resident #10], the other

; veteran grabbing the left wrist of this veteran, : i
. Both veterans attempting to swing out at each ;
. other".

i Per interview on 2/25/13 at 4:30 P.M. the facility's
| Director of Nursing confirmed that the three
. incidents, on 1/22/13, 1/30/13, and 2/2/13
 involved resident to resident physical altercations,
" and that the actions demonstrated by resident(s)
- during all three incidents, though the residents
- were cognitively impaired, would be considered
'willful'. The DNS stated that the 3 incidents of
" abuse, occurring on 1/22/13, 1/30/13, and 2/2/13, :
were not reported to the state agency as required
by federal and state regulations. :
F 241 483 15(3) DIGNITY AND RESPECT QF : F 241
$s=p INDIVIDUALITY :

(Xd)yID ! SUMMARY STATEMENT
. OF DEFICIENCIES !

PREFIX (EACH DEFICIENCY MUST I D ;] PROV '

TAG REGULATORY OR | S 'DENBTTFF:TIEGC 'E"?FEODR?Wj\ﬁ%:\[-) PREFIX . (EACH ngggsc};‘nggTi:O?\]RgﬁgyL%NBE : co (X5} —l
. i TAG CROSS-REFERENCED TO TH ! COMPLETION
E APPROPR I o

' . DEFICIENC v) JATE i ATE

F 225 Conti ' |
. nued From page 5 : '
: F 225, |

FORM CMS-2567(02-99) Previous Versions Obsoleie Evenl!D: 7TUGN11 Facility 1D: 475032
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éé‘g Fl]l))( i (EA Cs:ggnagé ﬁ'cT:/;T’\EMENT OF DEFICIENCIES . D [ PROVIDER'S PLAN .
TR | REGULATORY DA LSCLIJSETN!_B;'FF;T&&E’?FED BY FULL . PREFIX (EACH CORRECTIVE Ag:FT?o?uﬁgﬁgSL%N " e
: ORMATION) :  TAG | CROSS-REFERENCED TO THE APPROPR!?AETE B
? ; j DEFICIENCY) :
:' " i
F 241 Continued From page 6 - F 241 | E 241 Dignity gnd Respect of :
l; The facility must promote care for residents ing | | ndlidual -
! minner and in an environment that maintains or / Unit slaff that were on duty at 10:45 am ':
' enhances each resident's dignity and respect in ) On 2125113, have all had 1:1 education !
full iti i i P ’ ' a
- lull recagnition of his or her individuality. ' s;"\‘,’:::d same d"yt” providing snacks |
; ; ' rans request and ar: :
: . ptanned for. o6 care |
, i : i
- This REQUlREMENT is not met as evidenced | ; )n additton, sducation was rovided '
i H p to !

nursing and LNA staff beginning on
2/25N1 3. regarding honoring request for
food/Miuids and per the plan of care. i

; by.' |
|: _The facility failgd to care for 1 applicable resident |
- N @ manner maintains or enhances Resident #5's -
' dignity and respect in full recognition of his or her |’ ~ CCCs or designae will conduct random |

j individuaﬁr Findi . - waekly audits‘ lo enaure that requests
I y. Findings include: are being honored for food/flulds.

1. Per observation on 02/25/13 at 10:45 A.M. i Data from the audits will ba brought to

' Resident#5, who has dementia, stated to the | L’;ﬁﬁ“i‘;’th"f‘}”y"w meeting every
m 0 monthe or untii tha

: i 112 . -
; nurse surveyorin tf\e TV room, ‘I w'ould like , commitiae detemmines resolution,
1 something to eat, I'm hungry, | didn't have !

| 1 i ini i i
: breakfast". The nurse surveyor told staff that : : The Administralor is ultimately
responsible lo ensure that dignity is

! say to the resident that "lunch will be soon". ' :
: Approximately 15 minutes later the resident came : ;
-walking out of T.V. room saying s/he was hungry, .
another staff person spoke into the right ear 7, -
saying "you'll be having food soon, soup will be Ow _Q_A ' (:’ “& L)Lf
. Up about 11:30, soon" and walked away. Neither E A O C

- staff offered drink or food. ; ) 8 ‘)
: | S/DOQN Q. Cpwwero ﬁ

: At this time (11:00 A.M.) the LPN, stated to nurse 5 r ‘
surveyor “[s/he] eats all the time, stays up at night | ; 3120 / 13
" and complains of stomach aches all the time, : ;
i |s/he] sleeps in, so [s/he] eats late and then :
| forgets". Nurse surveyor then asked for the care :
' plan. The Resident's care plan for Nutrition dated ; " :
: 01/31/12 states "at risk related to dementia, §
: depression, and hyponatremia, tends to stay up
‘late and eats lots of the time, frequently sleeps
, - late receives a therapeutic diet r/t [related to]
: _serum sodium levels that drops, lactose

' N H P H ll
Resident#5 is hungry and then heard the staff | | being maintaed. i

|

|

|

Compliance date: March 30, 2013
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i
! (X5)
;. COMPLETION
DAYTE

. The facility must provide medicafly-related social
services to attain or maintain the highest
practicable physical. mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to provide medically related social
: services to attain or maintain the highest _

: practicable physical, mental, and psychosocial

(X4) 1D SUMMARY STATEMENT OF DEFICIENC
P?Egﬂ( : R(ggﬁ& DEFICIENCY MUST BE PRECEDED BIESFULL | PREFIX || (E:g}-? 5’855&?%6‘3 ACTION SHoULD!
TORY OR . ! ACTION SH
; LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APP(I)?L())LFPR?AETE I
; : ]- DEFICIENCY)
F 241 Conti | | :
| pontlnued From page 7 F 241!  F250 Provision of Medically Related
| Intolerant, feeds self, makes needs known ! | Soclal Services.
i requla i e | ,
- 9 hr texture, Sh?” accep.t fooq/ﬂmds of choice.": t  Residenl #1 has a carefully crafiad care
i’ ert e care plan, interventions include; plan in place for his behaviors and
| hydration protocol, offer meal alternative and d"’:"f’“ﬁﬂ"" staff when regative
| give snack/meals when up at ni ! ver alizations occur, This alert ana
| ikes/disiik p at night, assess fQOd L | oriented vetsran is care planned for
; dislikes...encourage dining in social setting." : i rejaction of care. This veteran was
I . ‘ reviewed by the physician and had (he
'At11:14 AM. in the dining/activity area, the | e pln reviewed and revised (0 aler
activi arson L , ; i e physiclan weekly of refusals for
o ty person was ob;erved giving Resident #5 : " care. [n addition, it is dacumentad that
? "ome Juice and stated to the nurse surveyor ! : the physician will raview rejactions of
" "[s/he] can have a snack anytime." Per interview ! | care with (he veleran with routine visits
2t 11:15 AM. the dietician stated "[s/he] can eat | | el il document the risk vs. benefitof
: anytime [s/he] likes", and was given a sandwich. | the rejection &t that ime.
+ Per interview at that time the Unit Manager stated i Al alart and oriented veterans who
: that the resident likes protein sandwiches, eggs, | | verbaiize rejection of care and display
 that the spouse works in the kitchen and will ; | sggzr‘:‘;ﬁm':'{z:'%ﬁ;?".‘“@ that
- make sandwiches but will generally not finish the | present that risk vs. beneft of the.
{ whole sandwich. The Unit Manager confirmed | i rejection of care ig present in the
| and stated that "staff should know better [in i ‘ physician notes and all care plans will
| providing snacks to the resident when the | | placadto reduce the reccecmmance of he
| resident asks]" and staff did not assist the | | behaviors.
‘resident in a timely manner. ; _
F 250 ' 483.15(g)(1) PROVISION OF MEDICALLY F 250| I:;;’n';‘:°'vi’5.°;§3°‘i'§2;‘¢§‘” o
,- N ucl Yyanoam
§8=D : RELATED SOCIAL SERVICE audits of vaterans’ behaviars lo ensure

that documentation for the behaviors is
present, thal risk vs. benefit of tha
rejection of care Is prasent in the
physician notes and all care plans will
be revised to ensure interventions are
placed to reduce Lhe reoccurrence of the
behaviors.

Education to Social Service staff will be
conducted on 3/25/13 regarding
documentation for the behaviors, rigk vs.
benefit of lhe rejection of care is present
in the physiclan notas and that all care
plans are reflective of the behavior and
interventions are placed to reduce the
reoccurrence of the behavlors.
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; NFORMATION) | TAG |  CROSS-REFERENCED TQ THE APPROPRIATE } oM
f 1 i DEFICIENCY) |
i |' i
F 250 | Conti i :
. COﬂth{Ed From page 8. ; F 250! Data from the audits will be brought to |
. well-being of one resident identified (Resident | | the Qually Aesurance mesting every

. other r_nonth for 6 months or until the i
: commiftee determines resolution. I
[
|

- #1), The findings include:

: 1. Per medical record review, Resident #1 was The Adrministrator is ultimately

+ admitted to the facility on 6/13/11, Resident #1 . | rerhonsible to ensure that madically
t had diagnosis that included; cellulitis, : | services is provided.
“lymphedema, chronic kidney disease, diabetes, | AnIDRis being submitted for this

‘and urinary incontinence. deficiency.

Per review of the Comprehensive Assessment Gompliance date: March 30, 2013
(MDS) dated 1/14/13, is independent in daily i
decision making. Resident #1 has no short or :
long term memory issues, the MDS indicates that ; ;
Resident #1 is short tempered and easily ) ' %/V\pp,\_.j\ W W
annoyed during the assessment period 7-11 days ! / |

: and rejects care 4-6 days of the assessment , 3 (2_\6 //3 {

. period.

! Per review of the Nurses notes and physician

- progress notes on 2/25 and 2/26, there were

- numerous instances documented of Resident #1
, being verbally abusive and degrading, physically
. abusive, throwing things at staff, manipulative

i with care and treatments, and non-compliance
and refusals of daily care and treatments.

Per interview with primary Licensed Nursing
Assistant (LNA) on 2/25/13 at 1:58 PM, he/she
indicated that Resident #1 frequently refuses

care. The LNA indicated that Resident #1 dictates
. his/her care and speaks down to staff. The LNA

" indicated that staff "are afraid of [Resident

#1)]...s0 no one makes waves and just do what
[he/she] wants". The LNA indicated that it is
difficult to provide appropriate care to Resident #7 -
because of his/her refusals of care. '

Per review of the Comprehensive Care Plan

;BRM CM$-2567(02-99) Previous Versions Qbsolete Event 10: TUGN1 1 Facillly 1D: 475032 |f continuation sheet Page 3 of 17
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(X4)ID . SUMMARY STATEMENT OF D
: EFICIENCIES ; "
PREFIX ' (EACH DEFICIENGY N ' preFy | e o |
R N S
; : OSS-REFERENCED TO THE APPROPRIATE |  DATE

i DEFICIENCY)

F 250! Continued From page 9 F 250;

|

|

|

|

l| Updated on 1/28 and 2/25/13 and titled "Mood | '
| and'Behawor’, the care plan indicates that | : |
i Resident #1 is resistive to medical treatment and | . {
; I

\

|

|

evaluation and Resident#1 declines care and
! reatments. |

|

: Per interview with the UM on 2/26/13, he/she
v confirmed that the nurses progress notes indicate | i
‘that Resident #1 is verbally sbusive, physicafly | :
; abusive at times, and displays manipulative and |
 controlling behaviors and refuses health care | |
‘ frequently. The UM confirmed that these !

behaviors are displayed on a day to day basis

. some behaviors are even seen shift to shift and
. Interfere with the care being provided to Resident
| #1. The UM reviewed the comprehensive care |
i plan and confirmed that there was no care plan

1

‘ that addresses the specific behaviors displayed
|

by Resident #1 of verbal, physical abuse,
| manipulative and controlling behaviors. Also
: confirmed that there were no goals and/or ,
| interventions to help Resident #1 minimize these i
: behaviors and prevent reoccurrence. The UM |
; confirmed that from 1/22/13 to 2/25/13, Resident f
. #1 had refused medical treatments and care and
"that the interventions listed in the care plan of '
" re-education of resident, reapproach, and

encouragement of resident were not effective

because they were not being implemented.

Per interview on 2/26/13 with the Director of

I Nursing, he/she confirmed that Resident #1 is

| verbally abusive, physically abusive at times, and :

| displays manipulative and controlling behaviors

. and refuses health care frequently. The DNS
confirmed that these behaviors are displayed on

*a day to day basis some behaviors are even seen . ;
shift to shift and interfere with the care being : ?

“ORM CM§-2587(02-99) Previous Versions Obsolets Evenl ID-TUGN11 Facility ID: 475032 If continuation sheet Page 10 of 17
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ATE
| DEFICIENCY)

P

F 250 Continyed From page 10 | F 2505

;' prqwded to Resident #1. In interview the DNS |
Indicated that the interdisciplinary team had met -"
on several occasions and developed a plan with |
j the physician on how to deal with Resident #1's |
i behaviors. After review of the medical record and |
: care plan the DNS was unable to provide i |
. documentation that the interdisciplinary team had ! : |
I created a plan to intervene and assist Resident | ;
#1 with his/her specific behaviors of | '
 verbal/physical abuse, manipulation and
i controlling behavior with health care and was
| unable to provide documentation on how the !
facility was preventing reoccurrence of these : |
. behaviors. ' ; f :

. Per interview with the Social Service Worker on |
2/26/13 at 12:49 PM, he/she confirmed that i
i Resident #1 displays behaviors that include the
i resident being verbally and physically abusive, _
i manipulation of medical care and displays _ !
. contralling behaviors. The SSW confirmed that T
| these behaviors make it difficult to care for \
. Resident #1. The SSW reviewed the SS progress :
- notes and confirmed that there was no i i
|
|

. documentation that indicated that Resident #1

' had behaviors that include being verbally and

| physically abusive, manipulative and controliing

| with care and refusals of care and there was no

i documentation in the progress notes that

i indicated how these behaviors were addressed to

, help minimize and prevent reoccurrence. The '

- SSW reviewed the "Mood and Behavior" care i

. plan and confirmed that from 1/28/13 to 2/25/13
there were no resident specific goals or

_interventions to meet the resident's needs
regarding verbally and physically abusive

" behaviors, manipulation and controlling behaviors

: with care, and that there were no interventions

“ORM CM$.2567(02-88) Previous Versions Obaolete Event 10: TUGN11 Facilily 1D: 475032 If continuation sheet Page 11 of 17
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| i ! -REFERENCED TO THE APPROPRIATE ~ :  OATE
{ : - DEFICIENCY) '
F 250 | Contj j
250 '| Continued From page 11 Fo50  F282 Sepvice ualified Staff per !
! thgt indicated how these behaviors would be I carepian |
! reduced and/or prevent reoccurr | : |
' ence. _ i Resident #1 rej ‘
: C i jection of care and !
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED | Fogp  educalion s documentad in the |

SS=E ' PERSONS/PER CARE PLAN i

The services provided or arranged by the facility
must be provided by qualified persons in _
accordance with each resident's written plan of

i care.

i 'bThis REQUIREMENT is not met as evidenced
1 Dy i
| Based on record review and staff interview the

| facility failed to provide services by a qualified
.| persons in accordance with three of ten residents' |
- | written care plan.( Resident #1, #2 & #4) The
| indings include:

i 1. Per medical record review, Resident #1 was

- admitted to the facility on 6/13/11. Resident #1

" had diagnosis that included:; cellulitis.

" lymphedema, chronic kidney disease, diabetes,
and urinary incontinence.

" Per review of the Comprehensive Assessment

" (MDS) dated 1/14/13, is independent in daily

" decision making. Resident #1 has no short or

_long term memory issues, the MDS indicates that
Resident #1 is short tempered and easily .

. annoyed during the assessment period 7-11 days |

! and rejects care 4-8 days of the assessment :

| period.

. Per review of the medical record on 2/25/13,
Resident #1 refused care and treatments on 2/4
8:50 AM (vital signs), 2/4/13 at 9:45 PM (vital
signs), 2/5 at midnight (vital signs), 2/5 at 10:35

physiclan notes since admission. This

: veteran’s MAR has been reformatted

; with spaceas available for nursing staff to
sign off on for rejection of the tests and

g that educatlon was provided at the time
! of the rejection.

Resident #2 is diseased. i

Resldent #4 has behavior monitoring in
place for behaviors of combativenass.
: There hava baen no episodes of
| combatlvaness or altercations since
11/17113. The care plan in place at this
‘ lime is successful in reducing and
preventing behaviors.

All vetarans with rejection of care, those i
who are hacd of hesaring and with !
behaviors involving veleran to vetecan !
allarcations will be auditad to ensure

thal care plans are implemented,

Education to nursing and LNA staff will
bagin on 3/20/13 and will be ongoing.

ADNS or designee will conduct random
weekly audils of resldants with rajection
of care, those who are hard of hearing
and with behaviors involving veteran to
velaran altarcalions will be audiled to
ensure that cara plans are Implemented.

Data from the audits will be brought to
the Quality Assurance maeting every
other month for 8 months or unt! the
committea determines resolution.

The Diractor of Nurses is ultimately i
responsible to ensuna that the plan of :

C caré is implemented. ‘—\/)Q %&
@O v 3/0 (/% /
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L ; j DEFICIENCY) 5 e
F 282" Contin | |
ued Fr " |
: From page 12 F 282 An IDR i3 bsing submitted for this |
deficiency.

. AM (vital signs). 2/7/13 at 930 PM (vital si
! ) 4 : tal signs),
} 2/8/at 2:30 AM (vitals signs and observation og

| abdomen), 2/8/13 at 9:45 PM (vital signs), 2/9/at

.‘ 1_2:30 PM ( vital signs), 2/13 at 2:00 AM (vital

; §igns), 2/13 at 5:45 AM (blood work), 2/13 at

.‘ 10:30 AM (vital signs), 2/21 at 3:45 AM (personal
| care on rounds, vital signs), 2/21 at 1:00 PM

: (chemsticks and insulin), 2/23 at 9:30 PM

. (chemstick and insulin), 2/24 at 1:30 AM (vital

1 2/25/at 3:00 Am (vital signs), 2/25 at 5:50 AM

i (bloodwork), and 2/25 at 1:30 PM (chemsticks).

. Per review of the Comprehensive Care plan

i initiated on 1/28/13 and titled "Mood and

i Behavior” indicates that Resident #1 is "resistive

to medical treatment and evaluation including
blood tests." The care plan also indicates that
Resident #1 will decline care and treatment at

times. The care plan interventions indicate that
the facility will encourage compliance with
ordered medical tests and that staff will “review
with [Resident #1] reason and need for tests and
explain risk of refusing”.

- Per review of the nurses notes there was no
- evidence that Resident #1 was encouraged to

“comply with medical orders on these dates, there

was no evidence in the nurges notes that
- Resident #1 was educated on need for the tests

: and educated on the risks of refusing per the care

plan. -

Per interview with the UM on 2/26/13, he/she

‘reviewed the nurses progress notes and
confirmed that Resident #1 had refused care,

| 1:00 PM (blood pressure), 2/9/13 9:45 PM (blood
| Pressure), 2/11/13 at 3:30 AM (vital 5igns)2/12 at

 signs), 2/24 at 10:00 PM (chemstick and insuliny,

Compliance date: March 30, 2013
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- care plan indicates that chem sticks are to be
- done per physician order and Re-Approach for

- three times a day with coverage with meals.

. Resident #1 was re-approached with refusals of
. tests and treatments, and there was no evidence

: was encouraged to comply with ordered medical
- tests or educated on the need for and the risks of ;
refusing tests and care on 2/4, 2/5, 217, 2/8, 2/9,

: the care pian.

 Including vital signs, blood work and diabetic T 282?
: fingersticks and insulin administration from L !
" 1/22-2/25/13. The UM confirmed on 2/26/13 that | |
‘ there was no documentation that Resident #1 ;

Sasper | .

2111, 2112, 2113, 2121, 2/23, 2/24 or 2/2

Per review of the Comprehensive Care Plan
initiated on 8/2/12 and reviewed and revised on
1/22/13 and 2/20/13, and titled "At risk for
Hyper/Hypoglycemia", the care plan indicates that
Resident #1 often "refuses chem sticks". The

i
|
i
|
!
]

refusals. The care plan updated on 2/20/13 also '
indicates that Resident #1 is to have Accu-checks -

: Per review of the nurses notes and medication
. administration record, there was no evidence that.

" that Resident #1 was re-educated at the risks of
refusing tests and treatments.

“ Per interview with the UM on 2/26/13, he/she

_reviewed the medical record and confirmed that

. from 1/22/13 through 2/25/13 there was no

- documentation that indicated that Resident #1
was re-approached by staff after refusing chem

. sticks and/or insulin coverage. The UM also
confirmed that there was no documentation that
Resident #1 was educated on the risks of
refusing as per the care plan.

(X4)ID SUMMARY STATEMENT OF D
PREFIX (EACH DEFICIENCY M EFICIENCIES D ! PROVIDER'
TAG | REGULATORY OR LSC IDENTIEYIS Treor FULL . PREFIX | (EACH CORREC TIVE AR T ReCTION o
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: - APPROPRIATE |  DAT,
i i DEFICIENCY) ; :
F 282 Continued From page 13 | i |
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P2, Rer record review and staff interviews
Resident #2 was care planned for Cognit{on
i Problems related to dementia. Staff are directed | | |
,i to approach and speak in a calm manner, make : " .
i eye contact, be patient and explain procedures !
1 before doing them, and ask yes/no questions. i i |
t The Care Plan for Communication directs staff to | |

| speak slowly and clearly, make eye contact, ' |
' approach from the front, explain all interventions,
; anticipate needs, observe non-verbal clues. The
 ADL function/impaired care plan states, extensive |
| assist, can be resistive, reapproach after refusal, |
i scoot chair for locomotion and may startle during !
| approach to give care. Per review of an incident
: report, the family of Resident #2 stated that staff
 treated this resident roughly by shoving a pillow
| down the back and roughly moving the chair.

" This caused the resident to become startled

- making both family and resident upset.

~Per interview on 02/25/13 at 1:36 P.M. the LNA
. staff stated that around the change of shift the .
i family said the resident was uncomfortable and .

' asked if the resident was uncomfortable which

! s/he replied yes. "[S/he] was in a broda-chairat ' ;
.1 95 degree angle, which didn't have a pillow, so ;
| did place one behind the back and | said | will be :

! reclining you but [s/he] was hard of hearingand

- when | moved [her/him], [resident] startled. The ! ' :
. LNA stated that when adjusting the chair, the : : !
¢ back as well as the legs move simultaneously, I
i The LNA confirmed at this time the s/he was

" behind the chair. The DNS confirmed that staff
: did not follow the care plan as written for this
_resident by speaking slowly and directly in front. : .

* 3. Per record review of Resident #4's care plan
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' dated 7/20/12 for Behavior and Mood related to | |
! Alzhelmer's dementia, depressijon, lose of i 'I |
 family/home life, behaviars and becoming | |

, agltated_ and confused, the care plan directs staff - : |
to: monitor mood and behavior, provide 1-1 time
; conversations in quiet area, maximize ’
| [resident's] strengths, [oves westerns John

' Wayne/John Denver, Ioves chocolate, reassure
1 that [spouse] will return.

i Per review of the nursing notes, sociel service
| notes and physician progress notes from July
: 2012 through February the resident had incidents |
of exit seeking, insomnia, refusing care, resident
. to resident altercations and aggression towards

- staff. The resident was also on an anti-psychotic !
i medication. The Behavior Monitoring Flow

- Sheets are noted for exit seeking, insomnia and
| refusing care. However, there is no Behavior

| Monitoring Flow Sheet for agitation or

. combativeness until mid December 2012,

- Per a physician progress note during the week of ‘
. 12/17/12, the Nurse Practitioner's Progress note : 5 :
; states "per nursing report of increased behavior i |
! since lowering risperidone, no documentation to ;
. support, check behavior monitor and re-educate”. ‘
 Per a nursing note of 12/18/12 states "provider i
: ordered behavior monitor x 3 days, then ! . \
' re-evaluate”. :
|
|

" Perinterview on 02/25/13 at 2:23 P.M. the staff ; i
nurse stated, "l would expect that we use the :

* Behavior Flow Sheets especially for someone

{ who has known aggression and is taking

! medication for it, we usually do." The unit .
manager at that time confirmed that there was no |
behavior flow sheet to monitor for aggression and : : .
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