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% 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

June 12, 2013

Ms. Melissa Jackson, Administrator
Vermont Veterans' Home

325 North Street

Bennington, VT 05201-5014

VIA FAX (802) 447-6466 AND FIRST CLASS MAIL

Dear Ms. Jackson:

Enclosed is a copy of your acceptable plans of correction for the revisit surveys to the
Recertificaiton survey of April 3, 2013 and the Complaint Investigation of February 26, 2013,
conducted on May 7, 2013 . Please post this document in a prominent place in your facility.

We will 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,

SRR\

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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{F 000} INITIAL COMMENTS . fFoogy, | TReTRRg mMGn o smedicn goes
i . not constitute an admission of guilt. v L
i i Vermont Veterans Home (“the '
An unannounced, an-site follow up to the annuai : Provider”) submits this Plan of j §
| recertfication survey was conducted by the | .. Correction (‘POC") in accordance with i ;
| Division of Licensing and Protection on May 6 | o EpecHiErgUiton: rqumsSHSS: i

cand 7, 2013, The deficiengy cited at the survey ;
i remains uncorrsoted and findings are as follows: ! '
{F 431} 483.680(0), (d), (¢) DRUG RECORDS, {F 431} Fa31 |
58+ LABEL/STORE DRUGS & BIOLQGICALS : i

I | : The resident specific Sulfacteamide ;

~The facility must employ or obtain the services of ! Opth. Solution eye drops were i
i a licansed pharmacist who establishes a system | ,  discarded. The card of resident specific
, of records of recept and dispasition of all 'I |  Carbidopa/Levodopa 25mg/100mg

| controfied drugs in sufficient detall 1o enable an | medication was discarded.

| accurate reconciliation; and determines that drug T m——
' records are in order and ”_‘a’* an a""ouﬂt ol @l I mediation carts were audited to ensure
controlled drugs is maintained and periodically ! that all medications were removed if

reconciled. , | they were past the expiration date or
discontinued. !

Drugs and biologicals used in the facility must be ! | - _
_iabelad in gccordance with currently accepted . } Facility Nursing sta_ff hgve begun to be l
: orofessional principles, and inchude the l :f’”catfd th:t msdr']cat'm;f that are ’
‘x appropriate acceszory and cautionary ! iscontinued and those that are noted to

; . be expired will be removed for
instructions, and the axplration date when P

i

!

destruction or return the pharmacy. I
I

: applicable. f

' ’ The facility Supervisors or designee will

I accordance with Stata ana Federal laws, the : conduct weekly random audits of l

3 facility must store all drugs and biologicals in i | medication rooms and medication carts |
Hocked com partments under proper temperature | toensure that all expired medications i
_controls, and permit only authorized personnel to | - arediscarded or returned to the '

‘ indi ;
| have access to the keys. _ | BhamERfRs ixlesied. g

!

Yo ' o i . The Assistant Director of Nursing or o ;
The facility must provide separately locked, [ i designee will conduct weekly random |

" permanently affixed ¢compartments for sterage of ! audits of Medication Rooms and
, controlled drugs listed in Schedute 1l of the i i Medication Carts to ensure that i
" Gomprehansive Drug Abuse Prevention and : ! compliance is being maintained.
i Gontral Act of 197€ and other druge subjectto | . __ .
"anugs, except whan the facility uses single unit | Data from the audits will be brought to |
| package drug distribution systems in which the | the Quality Assurance meeting every |

IR RISUPPLIES. REPRESENTATIVE'S SIGNATURE TITLE
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Any deficiepey statement ending wiityan asterisk ;ﬂ eenotes A dsficiency which the institution may be exeused from corredting providing it s determined that
other szfeduards provide sufficient pfotection te the patients. (See hstructions.} Except for nursing homes, the findings stated ahove are dmclogbi_e 80 days
fottowing the data of survey whettisrkr nat & plan of conection is provided. For nursing homes. the ancve findings 2nd plans of _con:ection are dlsclus;:\ble 14
days foliowing the date theue docuimsnts ane made availabie 10 the facility, ¥ daficiencies are cited. an approved plan of correction is requisite to continued
program participation. ' ’
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NAME OF PROVIDER DR SUPPLIER

VERMONT VETERANS' HOME

STREET ADDRESS, CITY, STATE. ZiP GODE
425 NORTH 3TREET
RENNINGTON, VT 05201

SUMMARY S§TATEMENT OF DEFICIENCIES

quanu’cy stored is minimal and a missing dose can .
. be readily detected.

|
|
i
!

This REQUIREMENT s not met as evidenced
! by: |
Basad on abgervation, intervisw, ans record '
review, the facility failed to assure that ;
i medications were stored and labeled according to |
cutrently acceptad professional principles '
i regarding dispoqat of unused and/or expired
| medications for 2 residents (Residents #7 and |
- #8) of 14 residents sampled. Findings include: !

i A l
| 1. Per observation of faciiity's Brahdan wing !

i medication storage room an 5/6/13 at 11:2% AM,,

! the medication cart containad 2 bottie of |

| Bulfacteamide Opth. Solution 10% (eye drops) for

' Resident #7 dated as being opened on 4/15/13. |

: The labal directions were for instillation of two |
drops in each eye four times a day for five days. I
. Per record review Resident #7's Medicatinn
| Administration Record for April documents the

| ‘medication was started on April 15 at 8:00 P.M. |

' and ended after the 4,00 P.\.. dose on April 20,
2013, Per interview on 5/6/13 at 11:40 AM. the

1 Licensed Practical Nurse (LPN} in charge of

! medicationes confinmed the date on the bottle, and

" stated that the resident was no longer receiving

| tha eye drops &% the order was only for five days

1 and had ended in April, and that the drops should

" have been removad and discarded at that time

- butwere not. Pear interview with the Administrator

- and Assistant Director of Nursing on 5713 at
1 12:45 P.N),, both confirmed that Resident#7's |
| eye drops should have besn removed once the ’
* phiysician's arder expired.

xXHD / §T4 oo PROVIDER'S PLAN OF CORRECTION P
RREFX |  (EAGH DEFICIENCY MUST BE PRECEDED BY FULL | FREFX ! (BACH CORAECTIVE ACTION SHOULD BE | COMPLETION
YAG | REGULATORY ORLSC IDENTIFYING INFGRMATIGN) L Tas | CROSG-REFERENCED TO THE AFPROPRIATE |  DATE
: : DEFICIENCY) i
{F 431}: Continued From page 1 L {F 431}y, i
1

two months for six months or until the |
committee determines resolution. ’

It is the responsibility of the Director of
: Nursing to ensure that medications are '
i stored and labeled appropriately. :

Compliance Date: May 27, 2013 |

| FU3) foc Accepted Si3ch3 m&i&@ﬂ
! : .
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| i  DEFICIENGY) ,
' ; '

{F 43'!}’ F490

{F 431}i Continued From page 2 }

3 The Nurse Responsible for conducting :
the audit of the medications on the .
American and Brandon units has been v i
reprimanded and 1:1 education provided i
on the process of handling expired
and/or discontinued medications and :
those medications that are to be ) |
returned to the pharmacy. ] i

i 2. Per r'eoo(d review of Residant #8's Medication
i Administration Record (MAR) on 5/6/13, Resident |
#2 has a order to be given Carbidopa/levadopa !
(a medication for Parkinson's disegse) 25
milligrarm/100 milligram dose by mouth 4 fimes
day. Per abservalion on 8/6/13 at 1110 A.M., the | !
A medication cart for the facility's American Way 'a
wing cantained two 30 teb sheets of the |
Carbidops/Levadopa 25 milligram/100 milligram | .| Allnursing unit mediation rooms and :
medication labsled for Resident #8 with the | mediation carts were audited to ensure
expiratinn daie of 4:30/13. Per interview on 5/6/13 1| ek all medications were removed if
-at 11:14 AM. g Registered Nurse (RN) on the Sengwara it the expirsiion diale or
American Way wing stated that the drawer where bt
. thex expired medicafion was found was the ;
i "overflow" supply which would ke used once the | ;
"dlaily" drawar ran oul, The RN stated " don't ! discontinued and those that are noted to | i
know ficw often” the drawer is checked for ! . be expired will be removed for ’ }
expired medications and "usually night shift | destruction or return the pharmacy.
handies it. The RN also reported that if expired | . . ; ; | &
- medications were found they would be i Bl Taciliy Supsnienes Oraesios ¥l | |

Facility Nursing staff have begun to be
educated that medications that are

. iImmediately removad from the drawer and placed 1 amRluct skl rEndem AU s ot " :

inn a plagtic bin on a counter in the medication i

room to be returnied to the pharmacy. Per ?

interview with the Assistant Director of Nursing on

/71173 at 3:30 P.AL medications in the drawer

- where the expired medication was found only

- hold expired medications to be returned to the |

' pharmacy. However, per interview oh 5/6/13 at
11:14 AN the Registered Nurse on the

 Amatican Way wing confirmad that the !
Carbidopa/levodopa was the only expired

- medicaticn amongst ihe other “overflow"

, medications stored for use by residents in the |

: medication cart drawar, and should have been
removed from the cart at the and of 4/30/13.

medication rooms and medication carts i
) to ensure that all expired medications |
i are discarded or returned to the

pharmacy as indicated.

The Assistant Director of Nursing will '
conduct weekly random audits of |
: Medication Rooms and Medication

| Carts to ensure that compliance is being ‘
maintained. i

i Data from the audits will be brought to |

the Quality Assurance meeting every I
; two months for six months or until the
% committee determines resolution.

It is the responsibility of the Director of

F 450, 48375 EFFECTIVE B T : |
55D ADMINISTRATION/RESIDENT WELL-BEING | || Nomogloensaiatienids ae
| , .
4 | !
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i

i ; DEFICIENCY;

F 480, Continued From page 3 ' ©OF490] '
! ; ;

" A facility must be administered in a manner that = o : L
enables it to use its resources affectively ang 4 i :
efficiently to attain or maintain the highest ’
sracticable physical, mental, and psychosocial ;L

well-being of sach resident. | . i

_This REQUIREMENT is not met as evidenced | i : !

by: , !
! Based upon observation, interview, and record | '
. review, the facility's administration failed to .
. ensure its auditing process for monitoring expired | |

medications contained accurate information. :
i Findings include:

1. Per vbservation of facility's Brandon wing i
. medication slorage room on 5/6/13 at 11:35 AM., ‘
- the medication cart contained a botile of

: Sulfacteamide Opth. Solution 10% dated as bemg :

" opened on 4/15/13. The labe! directions were for |

. 'nstillation of twe drops in-each eye four imes a

| day for five days. Per record review the '

. Madication Administration Recard for April )

| documents the redication was started on Aprit | !

I 15 at 8:00 P.M. and ended after the 4:00 P.M. i

! dose on Apri! 20, 2013. Per interview an 5/6/12

| 11:40 A.M. the Licensed Practical Nursg rLF’N} m ;
* charge of medications confirmed the date on the i ' i

] pottia, and stated that the resident was na longer | :

| receiving the eye drops as the order was only for | | !
five days and had ended in April, and that the . I

i drops should have been removed and discarded | )

! - at that fimie but were not, ! ;
! ) ! . i
|

! Per interview with the Administrator and Assistant |
. Directer of Nursing on §/7/13 at 12:45 P.M. ; ; |
| random audits are done weekly on ai the units to : .

“ |

FORM CM&-26€7{02-66) Pravicus Varzicns Dosolete Bvem |D:VB4RIZ Faclity iD: 475032 : it contiruation sheet Page 4 of §
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(S

i
F 420 | Continued From page 4

, ensure the medication racms and medication
| carts have only current medications, and date
"opened and discard Jates are marked on the
packages (if appropriate). Both confirmed that the
aye drops should have been remaoved oncs the |
physician's-crder expired, and if they remained in
the Tnedication cart it shouid have been identified
during an audit. Both confirmed tha! an audit was .
coraplsted on Brandon the week of April 21 - Ap'u‘
27,2013 and a ¢heck mark for that week

indicated everything was appropriate and there

| were no findings. ;

l

2 Perobservation on 5/6/13 at 11:10 AM. the 'A'

" madication cart for the facility's American Way

- wing contained two 30 tab shests of

C‘ﬁrbpdopa/Lavodopa 25 milfigram/100 milligram

rredication labeled for a resident's use with the

! exptratmn date of 4/20/13. The Registered Nurse
! sonfirmed that the madication should have been

removed from the cart at the end of 4/30/12.

Per record review of the facility's audit of expired .
' medications In medication carts, an audit was
| conductad on the American Way wing's
| medicalion cart for 4/28/13 through 5/4/13 and
“reports no expired medications were found. Per |
interview an 5/7/13 at 3:30 P .M. the facility's ;
. Administrator and the Assistant Director of =
i Nursing confirmed that the axpired
Larbldopa/Levodopa medication would have
' heeh present during the sudit penod, and that if !
| the audit process had been done corractly the '
emnred medication would have been recordsd on
.the audit hut wag not. i

l ,
| |

. H
[ i
i .

"F 490

<
i

|

b
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x| SUMMARY STATEMENT OF DEFICIENCIES in ? FROVIDER'S PLAN OF CORXECTION ! )

VERMONT VETERANS' HOME

PREFIX (FACH DEFICIEMCY MUST BE PRECEDED BY FULL i  PREFIX ] (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATCRY QR LAT IDENTIFYING INFORMATION} ! YA CROZS-REFERENCED TO THE APPRCPRIATE TAYE
DEFICIENCY) i

1 '
: - e . ) The filing of this plan of correction does not
{F 00C} INITIAL COMMENTS ~ {FODD}  constitute an admission of guilt. Vermont
. i i Veterans Home (“the Provider”) submits this
| Plan of Correction (“POC”) in accordance
- with specific regulatory requirements.

. Anunanviounced on-site follow up 10 5 comiplaint |

| investigation was conducted by the Divisicn of |
Licersing and Frotection or May 6-7, 2013. A

“new deficiency was identified in relabon ta one of |

the original citations concerning Resident to i Resident #2s incident with Resident #1 on
Rasident incidents. 3{30_/1 3 was witnessed by §taff who were
within a few feet of the resident when the

F 223 : 483.25{h) FREE OF ACCIDENT ) ‘ F 323; incidsnt occurred, in addition, resident #1 ‘
Ss=g  AAZARDS/SUPERVISION/DEVICES | was under close observation for neurological |
1 - assessment at the time of the incident. !

The factity must ensure that the resident ’ . Resident #2's response to resident #1s kick

anvironment remains as fres of acgident hazards ¢ | wasiotum dnd lok ot himonlyand vontinge

as is possible; and each resident reoeives | ambuiating, S1AT interyened immedately 4
adequate supervision and assistance devices to Resident #1 care plan was revised at that
prevent acciden's time to include to be seated in a straight back
! chair and be provided with diversional
l activities when he is noted to be agitated and
propelling his wheelchair. In addition, the
i facility has implemented an additional
! " intervention on 4/22/13 adding Tylenol

| This REQUIREMENT is not met as evidenced | ~ 650mg TID X4 weeks then reassess to

by i ! identify if there was any unrelieved pain as

| Based on interview and racord review the facility ! this resident has a diagnosis of arthritis and
failed to assure that € out of 12 residents | DJD. This resident has had no resident to :
| sampled |Residents # 1, #2, #3, #4, #5, and #6] | resident altercations after the addition of the |

: L ot i : two care plan interventions. Resident #2 care |
received adequats supervision to prevent | . plan was revised to include redirect away

resident to resideni incidents involving physical i from congested areas as the resident loves to
contact. Findings include: : i " take walks. This plan of care is successful at
g [ this time and will be continued.
! 1. Per record review on 5/6/13, Resident #2, ' ! |
| whose diagnoses include Damentia with i

Psychptic Features and Difficulf Behaviors, has & ;‘ {
Care Plan which identifiss problems including ; ‘
“ran become agitated by others”. Listed under : i i
. Approaches to the problems is ‘please intervene !
“when necessary 10 ensurs the safety of myself |

and pthers”. Per record review of the Tacility's
audit of Veteran to Veteran Altercations, on
3/30/13 "[Res. #2] was observed 'driving’ {h/her]

{ : !

TITLE , K OATE
_ IRYNM3

othar dafeguards provide suffickent protaction to the patients. (3es nstnictions.) Except for nursing homes the findinge siated above are disclosabie 90 days
fellowing the date of survey whather or net a plan of correciion s provided. For nursing homras, the =bove findings and plans of correction are disclosadle 14
days following the date these docurnenis are made availatie to the fsciity.  deficiencies are cited, an appravad pran of correction is raquisite 10 cortinued
program particioation
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475032 B, WING Q5072013
NAME OF PRCVIDER OR SUPPLIER STREET ADDHESE, CITY, STATE, ZIP LODE
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XAV I SUMMARY STATEMENT OF DEFICIENCIES iD FROVIDER'S PLAN UF CCRREC ”‘5{” Lo s
BREFIX (EALH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE | COVE.ETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENG E.‘) THE APPROPRIATE eal
) DEFISIENCY:
! Resident #5 incident with Resident #3 on
F 223 Continved From page 1 = qon! 4/4/13 was witnessed by the Hall Monitor and
L R sl ] ! | a Housekeeper who was moving in the
| wheelcharr in the hallway. {FH/she; came up ‘ | direction of the two residents immediately
behind (Res. #1] and kicked [n/her] in the prior to the incident occurring. Resident #5
- buttocks”. had his legs crossed and was propelling
d ‘ down the hallway in his wheelchair. When he |
© 2 Per record review Resident #5, whose : . came upon Resident #3 who was in his path.
" diagnoses include Dementia with Agitated |  Resident #5 kicked Resident #3 with his i
L o i i ifi i * crossed leg in the leg. Resident #3 did not 3
' Behaviurs, has a Care rlcﬂ)Wh'uh identifies i retaliate and continued ambulating. The Hall
' problems including "I may kick people or abjects Monitor intercepted the residents and
[ ifthay are in my way” and Potentat for Physical separated them without incident. On 5/5/13
' sggression toward other VetMembers. Listed : Resident #5 was getting his medication from
- under Approaches to the problem is "pease : g‘e ’_’(;"S?#‘E"ého V;’fstta”td'ft‘ﬁ in ftfont of h';‘“-t
| e e o5t By 2 ootentialiv i esident #6 walked up to them to see wha ;
i ,je:.!e'cl'imé 'f my- b‘?f’a;’,m b.:ce.mfsv?;;v éfn!t.;: ! | was going on, and Resident #5 kicked out his |
i C‘“’TQSF‘JUS S’tu,?‘t'm‘ . er recora e . S i foot sideways hitting Resident #6 on his right !
facility's Investigative Report of an ai}&:rcatfa:; on " leg to get him to leave. The nurse directed
S 44013, an interview dated 4/10/72 with staf” i Resident #6 away from Resident #5 without
Cwiness documents [Res. #3] "was kicked with } incident. Resident #6 care plan intervention
purpose cut of way X 2 times” by Rasident #5. was to redirect to an acti\{ity. Resident #5 |
. Per record review ragarding ancther altercation | care plan was revised to include for the both
o e ”l;,- 515013 jurses Notes | the 4/4/13 and 5/5/13 incidents to redirect !
| VST RBSIENE 50, B S L P 3 Riekad ot | away from crowded areas and bring for a ‘
report Resident #5 "raised seif up ang_k’-CkEd‘ & walk off the unit to decrease stimulation. In
[Res #9] connecting [h/her] teft foot with Vel's | addition Resident #5 had his Hyperthyroidism |
Cright leg". * medication Methimazole discontinued due to
- | worsening anemia on 4/11/13 the physician |
) o review Fesidet A v ze | i evaluated this resident on 5(2/13 and will i
i / 3 Per recfa_rfj e _I:<e¢"d?'\£ft i ,eﬁ reassess his h/o hyperthyroidism in one
 diaghoses nchude ngenna wnhZBeha\mir_ . month. Signs and symptoms of :
‘ - Disturbance has a Care Plan wnich identfies | hyperthyroidism is irritability, this residentis |
probtems including "l may grab, hit, or punch ; . monitored closely and is on the Hall Monitor
| when | become agitated”. Per record review of | Program. Resident #6 care plan intervention |
| the facility's sudit of Vet to Vet Altercations, on | - includes to redirect to an activity. This plan of
‘ | 4/6/13 Resident #4 "walked up to [Res. #7]and : 1
sapped [Res. #1] on the left sidz of the face while | ;
' [Res. #1] was holding the hand of a female |
resident ..[Res. # 4] can become ealous when i
| another [Male/Female] is sitting by this female
“whom [h/she] sees as [h/her] girfriend” ‘
. Additionally, Nurses Notes dated 4/6/12 :
“decument the incident as Resident #1 "had been .
hit on the =ide of [F/her] face (almost knocking |
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#4].

| [Wher] glesses off) by another Veteran” [Resident |

Resident #4 has documentation in his chart
on 4/6/13 that he hit Resident #1 on the left

i side of the face when he noted that Resident

: #1 was sitting on a sofa in a group activity
with staff in attendance and holding hands
with a female resident. During the course of
the investigation it was stated in an interview
with the activity staff member who witnessed
the altercation that no contact was made by
either resident. The two residents were easily
separated and had no injuries or marks to
suspect a slap occurred to the side of
Resident #1 face. Resident #4 care plan had
the following interventions placed. Namenda

. was started on 2/15/13 at 5mg QD and

' increased to 10mg QD on 3/29/13 then to
10mg BID. This resident began the Namaste
program on the Brandon unit and alternated
times to attend the program with the female
resident. In addition, a geri-psych admission
was done from 4/17-5/7/13 and changes
were made to his medication regime. This

. resident is on the Hall Monitor Program and

| has no further altercations since 4/6/13.

Resident #1 was monitored for signs of latent

injury and none was noted. This plan of care

is successful at this time and will be

continued.

The facility has developed a Hall Monitor
program and has implemented the program
on 3/31/13 the purpose of this program is to
provide increased observation of residents on
the unit at times identified as being
problematic after a root cause analysis was
conducted. The Hall Monitor program was
initially implemented from 4pm to 6pm on the
! Cardial Unit and the times were readjusted as
the needs of the unit changed.
In addition, the facility implemented an Adopt
a Unit program which was educated on
3/6/13 and implemented on 3/13/13. The
purpose of this program is to have
Department Heads and Nursing

Ix8 SUMMARY STATEMENT OF DEFICIENCIES 2 PROVIDER'S PLAN OF CORRECTION b
Scrx (EACH DEFICIENCY MUST BE SRECEDED BY FULL FREFIX | {EACH GORSECTIVE ACTION SHOULD BE | GONPLETION
TAG REGULATORY QR LSC IDENTIFYING iNFORMATION) TAG CROSE-REFETENCED TO THE APPROPRIATE A
’ DEFICIENCY)
’ | care is successful at this time and will be
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l i Administrative staff spend time on their

F 323 Continued From page 2 ' F 323 “adopted unit” to assist unit staff as !’
" : warranted. They act as oversight and can
%;‘9” glesses off) by another Veteran” [Resident | assist with Unit Hall Monitor duties, assist

| with an activity program, assist as oversight

i i and provide increased observation of

i . i residents and answer call lights etc. Each unit !
: has designated three Department heads and

) ' . one Nursing Administrative person per

i ; | neighborhood.

The facility will immediately investigate and
evaluate each resident to resident incident to
determine if it constitutes a reportable event.
J ¢ The event must meet one of the following
i criteria to meet the standard for reporting to
Adult Protective Services and Licensing and
Protection: alleged victim displays behavior |
that is a change from baseline behavior, i
| obvious trauma or resident voices being
: I fearful following the incident. If none of these
i i criteria-are met, the facility will conclude that |
! abuse did not occur and will close the :
| . investigation with no reporting to APS or L&P.
. i ! The residents will continue to be monitored
i . per facility policy post any incident or i
i ] accident. :
|

The facility has conducted an analysis of all
resident altercations and determined the
locations of the altercations. As a result of the

| : i
: i |

'
i
' A
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analysis the “club” or activity room has been

reassigned to one of the day rooms at the
end of the hallway to decrease the
congestion in the club-nursing station vicinity.
Moving the location of the activities has

; significantly decreased the congestion on the

' neighborhood.

F 323. Continued From page 2 ‘ F 32
'[/her] glesses off) by another Veteran" [Resident ;
#4). '

At this time the facility has conducted a
Cognitive Impairment analysis of every
resident on the Cardinal Neighborhood to |
determine if they still meet the criteria for !
: ; programming. As a result of the assessments ‘
i i family meetings are being scheduled and unit i
i transfers are discussed and/or activity !
" program attendance on.a different unit is ’
! i i being conducted to engage the residents in
i meaningful activities and ensure that their
i ; " needs are being met. i

' | Facility and Nursing staff have begun to have '
' i education on Neighborhood programming i
l and supervision of residents on 3/23/13 and
! . ! will be ongoing.

| The Director of Nursing or designee will |

I ' conduct further analysis of Neighborhood i

‘ ! incidents and adjust programming as |
warranted as a result of the analysis. In

| _addition, The Administrator will audit all

i ’ cognitive assessments and ensure

i neighborhood transfers occur as warranted.

Data from the audits will be brought to the .
Quality Assurance meeting every two months ‘
for six months or until the committee i
determines resolution.

1‘
'
i
'

! The Administrator is ultimately responsible to |
| ensure that adequate supervision is provided.

. i + The facility is filing an IDR for this citation.

| 1
| i Qjcility is filing an IDR for this deficiency.
v l P R
; i !

i i
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