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September 22 2012

Mr. Richard Shaw, Branch Chief

Cerntificate & Enforcements Branch

Northeast Consortium Division of Survey & Certification
Centers for Medicare and Medicaid Services

JEK Federal Building, Room 2275

Sovernment Center

Bostan, MA 02203

Attn: Enforcement Unit

Dear Mr. Shaw:

Erciosed you will find The Wermont Veterans' Home's plan ef correction far the

Septemper 13, 2012 compixint survey.

Please do not hesitate to contact me if you should sequire additional information. | can

be reached at 802-447-6533 or Melissa.fackson(@state.vt.us

Sincerely,

’:‘%w/&w\ A Ao“ﬂgfﬂmu @&i{ Y%

Melissa A Juckson, BSW, LNA
Administrator
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F 000 | INITIAL COMMENTS ' Fooo
' The Veterone' Home s
i comemnined |o the s_afety
An unapnounced, an site, complaint and socutity af ai ity
INVesgatnn was cornpleted on 05/13/12 by the :;:mi’hﬂi;ﬁf ::a
Divigian of Licensing and Protecyon. The reguast end IDR ar te fle
| following deficiencies were issued 2s a resuil. on appeal we 3ubmik this
F 223 | 282.15(b): 463.13(c)(1)(i) FREE FROM F 223 D a  citc
35=J 1 ABUSE/INVOLUNTARY SECLUSION ragulntaey réquirerments
f © Inaure resident remaln
The resident has the right to be free from verbal, Iroa from
J sexual, physical, and mentat abuse, corporal :::ﬂ'::oiumm
| punishment, and invoiuntary seclusinn. '
’i The F 223
e facility must not use verbal, mentai, sexual. .
l  or physicat abuse. corporal punishment, or Rosiont #1 s srick
; ivieduntany seclugion merrbes. w: toax the
f | foliowing actighs:
! | mmedigicly. 1) Nurse
! | This REQUIREMENT i not mét a8 evidenced as 0;':::"":’2‘}":4":’;2‘:5
Uy w3 removed from the
Based on clinicat record review, staff interview, buitding immediately and
observations, review of the Abuse Prevention i Riaced an aominisiative
Policy and review of hahavorfintgrvention | :Tf:ciuzﬂlolmm;uu
mopthly How records, the facikty failed to prevemt weta notfied 4) Residenl
staiv to resident physical abuse, resulting in £1 was senttg the
immediate Jeopardy when one Resident (#1) om?rgﬁnc’ r:’:t':; o
| was struck in the face by a staff nurse and ::;,::,-,a\:}u, cq:auc:,d
P sustained bifateral nasal bone fractures, for Ragident #1 ard the
findings xre gutine
The Dheector of Nursing, Assisiant Director of halow,
Nurgaing, Administrator and Assistant Resigent 1 way
Adminigirator were notifled on 08713712 at 415 evaluatad by an ENT on-
P AL thal limmediate Jeopardy began on 814,12, The ENY
:09/11/12 31 7:05 P.M. when Licensed Practical determined thal there are F‘
[ Murse (LPN) 8 struck Resident #1 in the face, ’f.;::i?'.f.':féi’.ﬁzm
| Rusident #1 was regted in the emergency room does have 8 chranic
| on 09791112 and susiained bilaterat nasal bone dﬂf"”""“::;':“;:i‘:g'
: fraciures ﬁ;’;,‘i,’“mi,:m..,
W\? DIRECTORS OR PROVIOERAUPPLIER REPRESENTATIES SIGNATURE TITLE B DATE
- — A’-{.M H /

nya-ﬂ":ﬁil::.cy SLHLMOnt widing with an.aflensk (¢ e 3 o

iency whith the inslituiion may be wxtused (rom correcting providing it s ddterminad that ather
ate Ui il drovade authownt protectind lofthe patidpté. (See instructions,) Except for nursing homes, the fingings stated above are disclpsable 90D deyd foowing Lhg
e ey wiveifior or nat 2 plon j#'ccuim\ is proviced. Fof aursing homas, {he above findings and plans of correction are disciosable 14 days Toligwing no date

Tk GaGurnaats g made avallabieiio Pl fzcity. Il deficancies are citad, un approved plan of cofreclion is requisie o Continued program porticipation,
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R

Review pf an Evenl Reponing Form submitted
to the Division of Licensing and Protaction by the
Director of Nursing on September 13 revagled
rthat LPN # 5 reported 1o a Nursing Supervisar

L that LPN & 5 struck Resident & 1 in the face on
September 11, 2012, Review of 2 September

1 11. 2012 Physician Communication note signed
by a facility RN reveals a notation that Resident
# 1 was punched in the nose by stalf.

Review of the record for Resident #1 on
08/12/12, revealed art admission date of
12719/11 and dizgnoses of depréssion, recent

squamous cell corcinoma of the face with
radiation and reconstructive surgery. right moiar
facial mass, and diapetes. The most recent
Minimum Data Set Assesarnent (MDS) dated
09/04/12, indicates Resident #1 has moderately
impaired cognitive function with ne shert or long
term mamory probléms. Thé mood saverfty
HCOFG 18 seven and indicales Resident #1 repons
baaity hopelessiess, is short tempered, and had
nne recent exprassion of the desire 1o inflict self
harm. The MDS indicates care is rejected 4-6 of
7 days. Resident #1 requiras limited assistance
(non weight bearing) of one staff for bed mobility,
transfer, locomation off the unit, dressing,
personal nygiene and bathing. Resigent#1 is

| ingependent with gating, taileting, and
jocornotian on the unit,

1

f

The plan nf care for behavioral syrnptoms, dated
05/11/12, indicates Resident #1 has behavioral
symptoms related to being verbally abusive to
staff and other residents, and can be resistive to
care bring offered, On 0B/20/12 an addihonal

facizi harpes xaster, tecent suicidal ideation, |

aotation was rmade of sucidal ideation related (0

DENMINGTON, VT 05201
A0 | SUMMARY STATEMENT OF DEFICIENCIES D [ ' PROVIDER'Y PLAN OF CORRECTION e
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TAG REGULATORY OR L3C IDENTIEYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE OaTe
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~ . aher removal of
F 223 Continued From page 1 F 223 Squamaus Gell CA of the

foca. The resident danies
pain at thia tims ana
bahaviors sns curcently
improvad with recent
Changes 1o the behavior
cam plan. Cam plan
interventions ineluds two
care glvers &t &l times,
alsrays approach
reapdent from the front In
3 cabm manner, do not
lean over the asident 1o
anut off call light, a
discuasion was
conducted with tha
msidart to change nis
fe8m CoNTRUrNNDN 30
that sialf do not have o
hadm ever nim and invada
hiz pargongl spece, if
agnatien iz notud lspve
thes residant and re-
approach at a [atar Ume.

AL & rosultaf the mal
CAuSe anaiysis the
foilowing changes t pur
syatems wi! ba
implamantad: Facility
leadecship et with stalf
onh ol chifta Lo nguire as
to whe! happuned with
Razidant #1 and o
delerming whi? Can be
done 10 pravant this in
the futurn, Thoza
suggesdond were odded
to Rogidom's ¥1 care
plan, All mesidsnrs with
behaviors jhut &re noted
to cause stress te st
ond ars dificuit \o anar
heve been idantifind,
These resigent's
bahawiers and
intarvonilens thal are
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Continued From page 2 F 223 eMactive in aitening the

pain and on 09/12/42 a notation of physical
abuse tbwards others, An undated notation
indicates Rasident #1 has ongoing bahaviors
such a5 throwng items at staff and foul language
I 23 evidencad by nurses notes an 041312 and

i previous. The goal stated for Resident #1

- Indicates the resident should have improved or

| maintain acceptable behavior through next

| feview. The'intervantions include 1) Assess,
monitor and document unacceplable behaviors,
Observe what may trigger these behaviors,
document and notify the MD. 2) Intervene o
gnsura the satety aof the Resident and olhers,
encourags o ask for gssistance and fing the £all
1gnt. 3y Visuai checks only at mght - do not wake
up - per Resident roguest. 4} Anlicipaie the
heeds of the rasident hefore the resident
bocome: overly atressed. Appfozch calmly. 5)
Provide 1.1 time for resident to express feelings
and concerns. §) Maxumize strengths and
positive behaviors. Offer meals in room with
NCIEALES bebaviore, 7) Adminigter medications
| 23 ordered. Observe for ffectivaness and side
offecrs. The Licensed Nurse Aid (LNA)
assignment sheet updated 09/12/12 was
revidwe:d and indicated Resident #7 required 1
assistance wher in bed, was independent in the
wheelchair. raquired 1 assistance with toileting
20d special instructibns indicated the Resident
thok Ensure with meals. A phystcian's order
gated 08/23/12 discontinued multipie
redications, including an antidepressant. The
corresponding progress note indicated the
Rewidenl had been retusing medication for
greater than one week and reqiested alf
medication be stopped. Tha medicalidn
administration record indicaled Resident £1 did

not receive medication on one day, 08/23M12. l ,

behaviors hava been
identiliad and the care
plang mvisod or ewriticn
ta /Aciuda these effaotive
interventions, in
addition_ those idamified
residents’ are otated on
the LNAY assignments lo
ongive that cteff burnouy
and stress are allavialed,
The sysiams changes
will onsure \hat this will
not aeocur with
Raakdent &1 or any othér
Rasddent,

Fuciity leedemnhip have
comphetagd an sudh af oif

employees (0 endure thal
‘ avery smployee hag had
i he proper background

chedlkes, regiovy checks
and reference chodkg
prior o hire_ [n addilion,
aducation on the abuse
policy has bean
educated to slaff. This
aducation bugan on
Toesday Seoternbar 11,
2012 and wili be
ohgoing.

Faculity leadership s
conducting staff
meetings. Thede
rmastings wilt have a
dizcunsian abou caff
tirass and inform tham
al wiys 10 allsviolk
strens and to akka inform
tham of program:
pwpinible to them for
oounaeiing sic. Staff s
encauraged o schedule
a faca to Face mecting
for any Sress they miy
have. Faciity leadeorihip
will dirace tham to the

i

[ Rp—

Ewgnt |0 00K 11

S60°d EBOT S99 419

Fatiihy i( 475032

EAOT S9% LT9

if continuation choo!l Foga 3 of 18

12:80 ZT102-%¥¢-43S



B83/22/20812 20:57 BB244 75466

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

VERMUM | VE T EMAND HUME

[l =N oo

PRINTED: 09/18/2012
FORM APPROVED

OMB NO. 0938-0391_

| The reason was not documented,

i Raview of the pahaviorfinterveniion monthly flow |
I racord tar 08/2(112 revealed that agitatian :
! hirritability as evidenced hy verbal abuse was |
[ documented on day shift on 08/10/12 and
positive resuits were noted fram redirection and
' reapproach. On 08/29/12 no results were noted
! from redirection. 1:1. retwrn to roam, D position
| change when attempted. The record for 0912012
| revealed that agitation, as evidenced by verbal
abuse, was displayed on 09/01/12, 09702712 and
08/0312. interventions fnclugded redirect, 1:9
and e approach and wera atfeciive only on
08/03/12. Mo behaviors were documentad on
(0911712, Review of the nurses notes lor
0972012 revealed no documented behaviors for
08/2012 and the docomentauion on 09/11/12
. apecifically, did not indicafe behaviors. A care
t plan meeting note was madg on 09/11/12 ang
was untmed. Itindreated Residen! #1 did not
attend arng the zame plan bf care was to
sontinue

Review of Situouon Backgraund, Assessment,
Request (SBAR) torm dated 09/11/12 reveaied
that on 09/11/12 at 7:10 P.M., Resident #1 was
"punched in the nose by alalf’ LEN #5. The

, altached progress note ingicated that the

' Rogutered Nurse supervisor was called to the

| American Way unit at 710 P.M. an 091112,
when Resident #1 reported peing hit in the nase
by staff, Staff reported Rezident #1 had been
agitated. calling them names and throwing things
| through out the evening. Resident #1 imitially

L rleskned to go to the Emergency Room but later
agresd. Resident #1 was transfered with police
Cascor at /.50 PV, The Cmergerncy Robm

STATEMENT OF DEFICIENCIKS (1) PROVIDER/S!/PPLIER/CLIA (XY MULTIPLE CONSTRUCTION %3) DATE SURVEY
AND PLAN OF CQRREGTION IDENTIFICATION NUMBER: COMPLETED
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F 222 | Conlinued From page 3 F 223 appropridte support
- EAMvIDET.

Ali resigonis identified
with Dahowiers that are
gifficult 18 alter will havs
visits by the Soelal
Woykiar twica 6 month to
discuss the behaviors
and int@reerdions that
wauld alier the
beheviors. The cora
plans will be reviasd s
warrantad from thase
visils ang referrals mada
to paychalogicll services
a6 NECESIAry.

The Director of Sockal
Sarvices will condict an
audil every two wesks on
ragidanis with aotad
bahaviors ta antire
wkiy vights Oy tha
Saocial Worker are
occuming. The Ditactor
of Nursing Senices or
designec will condgst
audiis to ensupd that tha
physician i notifled of
issuas uywarrentad and
the plan of carc {3
reviged to reflact thair
current ataius.

Tt Admiartrator ar
designee will conduct
audits of newly hired
graff o Brsure all
background chacks hawva
begh conducBd a8 weall
24 ragistry checks snd
rafetonca chocks.
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FF 223 Continued From page 4 F 223 be braught ta the Quatity !

Department Report indicated Resident #1 arrved
P with dried tload 1 the right nares znd mitd
hilatera) tarderness 1o paigaton. CT scan
i revealud mildly displaced bilateral nasat bone
i fractures, The report indicates Resdent #1 hed
a known history ol deeply invasive squamous
cell carcinoma of the right face. The nurses note
dated 0%/12/12 at 3:00 A M. indicaled Rosident
#1 returned to the facitity on 09792012 at 230
| A M with diagnoses of nasal fraciure, nasz)
| contusion. 2nd abrasion. The documentation
Lindicated Resident #1 atked on return “1s that
man here?, the pne who hit me?” The nurse
| documented repasurance and abservation of
: slight sweliing to the nose Review ot the facility
\ investigation revealed that all steff on the unit
documented stalernems and all staff ingicated
- Restdent #1 had been agitated through aut the
| " gvening, beginming i the dining room at the
|i evening meal, calling them vuigar names,
cursing and throwing water bottles at them. No
one witnessed the ncident,

Observation of Resident #1 on 09/13/12 at 11:08
AM. revealed an abrasion, slight swelling and
redness to the tip of the nose and dned blood
visible in the niares. The nose deviates stightly 0
ihe teft. Dunng interview at this e, Residont
#1 srated "ot course it huiris". LEN #5 "hit me for
| no reason”. Resident #1 stated thai the nasal
fracture s painful Kesident %1 refused further
comment.

Imterview of the RN cadng for Residerns #1 on
09/13/92 at 7350 AN reveaied that Readent #7
"B never been very nice, but hax nad
nelzased behaviors fately” wWhen asked to

| wiahorate the RN stated “since the

Adaurance meeting bi-
monthly for 2ix manths or
unh! the committen has
derarminsd resolution.

Tha Administeator iy
wl{irndtaly rapponsible to
gnaure that rasidents are
free fronn abuse,

Comgletion Date,
Seapwambar 25, 2012
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[ 223 Continued From page 5 F 223

' antidepressant was discontinued. | think for
refusal, but [Resident #1] always takes
! madications for me”, The KN indicated that
Resident #1 aispiayed verbally abusive
behaviors but denied knowledge of any physical
behaviors. Interview of the LNA who cared for
' Resident #1 on 09/11/12 revealaed that on that
date many different paople werg in and out of
Residert #1's room. The LNA indicated that
Rasident #1 had daily verbal outbursts and they
were worge bn thig date. The LNA ingicated
behaviars were typical and that the assignment
shett did not address Resident #1's behaviors.

{ The LINA stated "we hag nothing v go by” then.

' Yhe LNA indicated that now here are "steps to
foliow” {0 manzge the behaviofs and (ry o keep
i tham from gering that taa

i

| interview of the Sacial Worker for American Way
! unit and the Social Worker from unit B, where

| Resigent #1 resided pnor o A room change late
it June, on 09/13/12 at 4:00 P.M., revealed that
Rasident #1 had always displayéd verbat
behaviors They stated that afeer the move, the
and of June, Resident #1's behaviars improved
and recently stacdted to relurn to previous
patterne, They staied ihe Residert's pattern was
' 10 be distant until suddenly, rapidly escalating to
an cxplpsive eplsode, They indicaied the
Resident 1s difficull to support without
overwhelming, During review Of fhe plan of care
| at that time, both confirmed that there were no

| specitic inferventions hsted to manage Resident
| #1's hehaviors and stated that is why the Plan of
CAaction in case of escalating behdiviar was
‘developed on 09/12/12. They stated that staff

| wiyie being in-serviced on the ptan of actior but
I rnat was ongoing, at shift change 2ach day and

l

|
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F 2231 Continued From page 6 F 223 F2re
all siaff had nat been in-services. Both reviewsd Resident#1 was struck
i the behavior/intervention flow records for :_:::b'c"r“\:: :0"0:':;6
3 ifi ; i ’
08/2012 and 09/2012 and verified that daily following actions
Dehéaviors were reportad by staff but not nmediately. 1) Nurss
documented and teparted they wwre unawars of 85 goll-rgported thiy
increased behaviors untit the 09/11112 incident. nckaents 7 Mrse &,
Thev repofteq that R&SEQent #1 scored @ 13 of 13 buikding immadialely and
Lan Ithe genatric depression scale on 09/13/12, placed an adminlciralve
indicaung severe depression and 21 of 30 an the isavo 3) local law
mini mental status exam compieted on 09/13/12, :’;’f"’:‘"{";:é i‘;‘;::::f:m
R R . . fea B ng
indscgnng maderaltety ifmpaired cognitive 21 was sart ta the
function. The Social warkar fram unit D reported | amargeancy room fo
that Resigent #1 had asked during interview, if | ovalubion. A root cause
1 the nurse way stili there and Resident #1 | ?Aﬁuﬁ?gg:ﬁ::
{ indicated to the Social worker that sihe was fincngs are avtin
t dbieed someone might try In kill him/her. below.
interview of the DNS and Administrator an ;:f;:ﬁ: :?Em on
09/13/12 at 4:15 P.M, confirmed that daily S1412 Thy ENT
behaviors were reported by stafl during the determined that there ars
investigation but were not consistently na nass! ractures
documented per the plan of care. The DNS g":"::‘:':’a’zf}m';é
stated we have igentified that and are in the dalormity of the nasal
process agdressing it. They canfirmed that the sEpium a% b reault of
i LNA assignment sheet did not reflect current . reconsirucilve surgery
‘ infarmation about the behavioss of Residant #1 ; gﬁ:;:mf:éljm otho
; and dld_ not I"efIECT the upd@tes made on 09;12!12 fu::e. Th3 ragiden[ denies
{ 1o provide 2 staff with care. pairs at this ime and
- 279 | 483.20(d), 483 20(k)1) DEVELOR F 278 behavlgzs a'"r: currenltly
- improved with recir
$5=D | COMPREHENSIVE CARE PLANS changes 1o the behaviar
| _ care plan. Carg plan
i A factily must use the resuits of Ine assessment intervantins include wo
: W develon, review and rewse the gsident's Cﬁg 9;“:;’;‘31’;"’“”“-
: 5 always app
seomprehensive plan of care. resident fram e froat in
I a calm manner, do not
i The facility must develop a comarehensive care leen svor the rasidant to
' pian for each resident that includes meagurable | shut 0""03" ight, »
| objectives and timetapies 1o meet a resident's discussion was
- I v !
M UG, TBENQZ0D) Pravious Varaian: Qb Evant ID: JUNX 11 Facility 12! 475032 Il contiaualien sheet Pago 7 af 18
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i medical, nursing, and mantal and psychosocial
[ needs that are identified in the comprehansive
| assessment.

|

1 The care pian musl describe the services that

i are 10 be furmahed to attain or maintain the
resident's highest practicable physical, mental,
and paychosocial well-being &s required under
§483.25; and any services that wouid otherwise
be requined under §483.25 but are not provided
due to the resident's exercise OF rights under

| §483.10, inciuding the: right to refuse reatment
sunder §483 10(b)(4).

|

This REQUIREMENT 3 not met a5 evidenced
by

. Based on clinical record review and staff
imerviews, tha facility faiied to develop a
comprehansive plan of care which accurstely
refiected tha behayioral history and provided
airecion for the management of current
behaviors for Resident #1. This affocted one

Findings include;

| Review of the record for Resident #1 bn
| 09/13/12, fevealed an admission dafe of
12/19/11 and diagnoses of gepression. recan
swedat ideation. The rnost recent Minamum
Data Set Assessment (MDS) dated 09/04/12,
indicates Resident #1 has moderately impaired
cognitive function with no short or long term
memaory problems, The mopd severity score 1S
seven and indicates Resident #1 repos daily
hopelessness 1S short lempared, and had
lrenently expressed 2 desire {0 milier self harm.
D The MDS indicaies care s (ejected 4-6 of 7

{Rosident #1) resident in the applicable samplé.

j STATEMENT OF QEFICIENCIES (K1} PROVIDERISUPRLIERICLIA (X2) MULTIPLE CONETRUCTION {X3) DATE SURVEY
ARG PLaN OF CORREL TICH IGERTTIFICATION NUMRBER: COMPLETED
A EBUILDING
B WING ¢
L A75032 ’ 09/13/2012
NAME OF PROVIOER OR SUPPLIER STREEY AGDRESS, CITY, STATE. 2IF CODE
T
VERMONT VETERANS HOME 375 NORTH STREE
BEMNINGTON, VT 05201
LY SUMMARY STATEMENT OF DEFIGIENCIES D ] PROVIDER'S PLAN OF CORRECTION {K5)
ERIZFIC (EACH REFICIENGY MUST 8 PRECE(ED BY FULL PREFIX (EACH COARECTIVE ACTION SHOULD BE COMPLETION
1AG REGULATORY QR LSC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED 70 THE aPPROPRIATE oATE
DEFICIENCY
cted
F 279 | Conunued From page 7 F 279 conducted with the

residant Lo change bis
rogim configuration so
that sweff do not hava [0
1aan over him and invade
tua personal spaca, if
aniation 19 roted leave
the resident and ro-
appeoach ot a laler lime.

As o resudt of tha root
cause analyzis the
folgwing chorges to our
2ystems will bo
implamaeniad: Faciity
Joadersnip met with siaff
on all shifis to enquitc 43
to what huppened with

! Regjdent & 1 and to
datormine whar an bo
done (o pravent this In
ths fuiure. Thafo
suggesiions ware sdded
lo Resident 311's cane
plan. Alf reswdents
idantifiad with behaviors
thet are difficuit Lo alter
will have visita by the
Social Werker twice 3
month 1o discuss the
behBaviom and
intervonfions that woig
alter the bahEviors. The
care plang wili ba revised
a5 warmaniod lrom these
vigite and refairalz mada
to paychologica) services
a3 NECOUIETY.

Murting staff have hnd
aducatisn stated 3n
Saptemnber 11, 2012
reparding reuging and
following the plan of cara
this educallen will be
ongoing.

The Director 3t Social
Services will canduct an

et
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STATEMENT OF DEFICIENCIES X1} FROVIBER/SUFPLIERICLIA (3 MULTIPLE CONSTRUCTION (%3) DATE SURVEY
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475052 ' 09/13/2012
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e 3¢ SUMMARY STATEMENT OF DEFIGIENCIES 0 _ PROVIDER'S PLAN OF CORRECTION ] o
' FREFX (EACH DEFICIENCY MUST BE PRECEOED 8Y FULL PREFIX (EACH CORRECTYVE ACTION SHOULD &€ ¢ COMPLETION
Thd RECWILATORY OR LSC IOENTIFYING INFORMATION) | TAG CROSS-REFERENCED TD THE APPROPRIATE GATE
. ’ DEFICIENCY)
. Audi svery two waakd on
¥ 272 | Comtinued From page 8 F 279 residents with nolad
days. Resident #1 requires limited assistance _ behoviors to ensure
- . ¢ i weokly viglts by the
(non weignt bearing) of one staff for bed motility,
s N " . . Social Worker are
1iranster, locemobon off the unit, drgssmg, occurming. Tha Ditecor
parsonal hygiena and bathing. Hesident #1 is af pursing Services or
lindependant with eating, toilleting, and “'3.?.?,"?" N"U“":ucih
: . d o oNAUMS thet the
tocomohion on the unit, physicien i nofified of
isaues as warranted and
The plan of care for behavioral symptoms, daled the plan of cara Is
058/11/12, indicates Resident #1 has behavioral revised 1o reflect their
Sympioms regted to being verbatly abusive to currant SIALK.
staff and other residents, and can be rasistive to Oata from the audita will
cane hoing offered. On 08/28/12 an additional be brought to the Quaiity
» notation was made of suicida) idaation related to i A“ﬂm"‘f "‘_‘"’""“I‘:‘"
i - : s : rmonthiy ror Six Fonthe or
. par and on 09/12/42 a notation of {:«hySfCai untl the commitiag hac
abuse towards others. An undated natation detarmined reyolution.
indicates Résidant #1 has obgomng behaviors . )
such as throwing items at slaff and foul language The Director of Nursing
i Sorvicas 1y vitimataly
as evidenced by nurses notes on 04/10/12 and reaDonsibIe o chaure
| previous The goal stated for Rexident #7 that care plahs ars
ingicates the residant should have improved or doveioped and refisct the
maintain accuptable tehavior theough next reLident’s stolus,
’ I't‘:\(lt‘..‘_‘w. Thc_’. mntervaentions mlude 1) Assess, Complation Date:
| moritor and document unacceptable hehav|ors. September 25. 2012
| Observe what may tngger these hahaviors,
j socument and notify the MD. 2) Inlervene to
| ensure the safety of the Resident and others, !
gncourage 1o ask for assistance and ring {he call
light. 3) Visual checks only 3t aight ~ do not wake
up - per Resident request 4) Anticipate the
| nEeds of the resident before the cesgidant
| becomes overly stressed. Appreach calmly. 3)
'Provide 1.1 ume for reaident to axprass feelings |
and concerns, 8) Maximize strenglbys and
positive behaviors, Offer meais In room with
increased behaviors. 7) Administer medications
as ordered. Observe for effectiveness and side
effects. The plan of cace did not widicale that ; !
Resident #1 refused psychological counseling or | l
- a1 L
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PREFIX
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F279

Caontinued Fram page 9

that antidepressant rnedication had been
discontinued at the Resigent's request. There
was no specific information regarading jikes or
dislikes to distract or redirecl the Resident or
whar tiggered bebaviors in the past.

Interview ot the RN caring for Résigent #1 on
09/13/12 at 11:50 A.M. revealed a1t Rasiaent #1
“hag never peen very nice, but has had
increased behaviors lately”. When askad o
elaborate the RN stated 'since the
anticepressant was discontinued. | think for

- refusal, but (Resident #1] always takes

. medications for me". The RN indicated thal
Resident #1 digplayed verbally abusive
behaviors but damed knowledge of any physical
behaviors When asked how statt managed the
behaviors Resident #1 displayed, the RN stated
"just go beck lateris all we can do”. imMerviaw of
me LNA who cared for Regident #1 on 09/11/12
revealed that, on that date, many different

: peopie ware in snd out of Resident ¥1's raom,
The LNA indicated that Resident #1 had daily
verbal outhursts and they were worse on this
gate. The LNA indicated benaviors were typrcal
and than the assignment sheet did not indicate
how to address Resident #1's behaviors. The
LNA stated “we had nothing to go by then. The
LNA indicated thal “now there are staps w follow
te 11y to keep them from getting baid, Including
wo staff (o be present for all care”. The LNA
also slated that turning the calf light off at the
dazk mstead of in the room helps, because you
Mave G lean over the bed to get o o

interview of the Social Worker for American Way
unir and the Social Worker trom urat B, where

Resident #1 rezsigded priaf to & room change |ate

!
F 279
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’ A BUILDING
C
. £ WING
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DEFICIENGY)
. 2
F 279 Continues From page 10 F 279 F 202
n June, on 09713712 at 4:00 P.M. | revealed that Residant #1 wii atruck
| Resident #1 had always dispayet verbal In the face by & XA
behaviors. They stated that after the move, the following actions
end of June 2012, Resident #1's behaviors immediately: 1) Nutsa
improved and recently started to return to 45 _“9""";""“ this
previous patterns, They confirmad <iaff on the ff?&tﬁwﬁ}'ﬁ:‘fﬁa
Resnde_nt's current unit may not be avare of that bullding Immadiately end
bohavioral histary. During review of the plan of piaced on sdministrative
| care: 21 thal time, bath confirmed that thare wers laave Jdocallaw
f no specific interventions listed (o manage s 4 esident
Residaryt #1's pehaviors and stated that is why 81 was senlio the
the Flan af Action in cage of escalating benavior emergancy toom far
was developed on 09/12/12. They stated that evaluation. A Tocl calsd
| staft were being in-serviced on the plan of action | eyl s
but that was ongaing, st shift change each day fingingt ate sutling
and all staff had not been in-serviced. They pelow,
| verifien that the LNA's suggestion to trn the light Sent i
. off 8t the desk was not included and was a good i) ;,":‘:,‘ENT on
: suggestion 1 help prevan escalabon for this 9/14/12. The ENT
: | redident. , delermined thot there bre
L F 282, 382.20(k)(3)(i) SERVICES BY QUALIFIED £ 262 m:m ::i:ﬁ:m
| 354! PERSONS/PER CARE PLAN fons have & chronic
: detarmity of the nwoxl
| The services provided or arranged by the. facility Saplum as & ro3ult of
. Mmust be provided by qualified parsons in ;ﬁ"m":’oﬁwg""
| accordance with each resident’s written pian of Squamous el CA of the
cars. face, The rasident denies
pain at this tme and
achgviors are curtantly
. impraved with reconl
This REQUIREMENT is not met as evidenced Erangea 1o tha behaviar
by: cafe plan. Care plan
Based on clinical record review and interview, intarventions include two
the facility falled to implement The plan of cane bouih el ;‘2‘;‘;‘""““'
for management of one residents bERAVIOTS. ,e_,,d::;“ ﬁﬂm {ha frany in
| This aflected one (Resident #1) resident in the & calm manner. do nof
| applicabke sample. Findings inciude: lean ovar the resident 1o
! ahut off call light, 2
Raview of an Evenl Reporting Form submitted hcupsion was

TORM CME- EXGTT02-09) Previgus Vefsians Oblolcie

e

Even 10 U0X11

EIG"d EH0T 999 A19

Faciiity |D; 475032
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PREFIX | IEACH DEFICIENC Y MUST BE PRECEDER BY FULL PREF{x (EACH CORREC TIVE ACTION SHOULD BE COMPLETION
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' . d with
F 282 Continued From page 11 Fogp| Conductdwihthe

that LPN # 5 atruck
11, 2012 Physician

# 1 wag punched in

09/04/12, indicates

daily hopelessness,

care being offered.

to the Division of Licensing and Protection by the
Director of Nursing on September 13 revealed
thar LPN # 5 reported to a Nursing Supervisor

September 11, 2012 Review of a Septembar

by = faciity RN reveals a notabion that Resident

Review af the tecord for Residunt #1 on

09/13/12, revealed an admission date of
12/19/11 ana diagnoses of depregsion, recent

{acial nerpes zoster, recent suicidal ideation,

: squarmous cell carcinoma of the face with

! epgimion and reconstructive surgery, right molar
tacial mass, and diabetes. The mosf récént

Minimum Data Sef Assessment (MDS) dated

impatired cognitive function with no $hort or long
term memory problems. The mood severity
score i seven and indicates Resident #1 reports -

| Dhe recent expression of the desire lo inflict self
harm. The MDS indicates care 1s rejected 4-6 of
7 days. Resident #1 requires limitad assistance
{non weight bearing) of one staft for bed mobility,
ransfer. [ocomotion off the unit, dressing,
personal hygiene and bathing. Resident #1.1s
independent with eating, toleting, and

| lnegmotion on the unil.

l The plar of care for behavioral symploms, dated
05/11/12, indicates Resident #1 has behevioral
symploms related to being verbally abusive to

' staff 2nd other residents, and can be resistive to

natation was made of suicidal idealion refated (o -

Resident # 11n the face on
Commumncalion note signed

the nose hy staff.

Resident #1 has moderately

i$ short tempered, and had

On 0B/28/12 an additional

resider to changs hig
rogm canflguration 30
mat staff do hat have to
iman ower him and invade
nis porsonal spaca, i
agitalion & noted loave
\ha reskdant ond re-
approach at o later time.

A 3 rasiit of the roe)
cuuve andlyss Lhe
following changes o our
systern will be
implamanted; facikty
lpxdurahip met with staff
an ali shifte 0 tnauire as
g what huppdned with
Rasident #1 ahd 10
determing what can he
dana \a prevant this in
the fpture. These
sugQaskons warg added
to Resident #1's cars
plan. Al residenta
wontified wilh bahaviors
that are difficult o aher
will haves visits by tha
Saciol Werker wice o
month Yo discuss the
bahaviors and
itErveniony thal wollkd
alter Ihe behaviars.
Nurting staff will
decumeni ali bahaviors
on the behaviar
mrentecing ferms, The
calp plans will ba revised
a5 wotrgniesd from these
visits and refarrals mads
1o paycholegical servicen
a3 NEba3adry.

Muesing st hawa had
education stated on
Soptambar 11, 2012
ragurding revising und
fatiowing the pian of care

SN CIAR-2%6 M0 395 Prewaus Varsinas Obsolute Event W0 JUOX11
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this education will be

F 282 | Continued From page 12 F 282 ongalng.

pair and on 09/12/12 5 notation of physical ,
abuse towards others, An undated notation The Directar of Soccal
indicates sid . Services wil conduct on
indicatet Resident #1 has ongoing behaviors Judit Every two weeks on
auch as throwing items at staff and foul language rabiianis wih notod  ~

| as evidenced by nurses notes on 04/10/12 and phaviors lo enslife
previous, The goal stated for Rewident #1 "S"::s}’ng:zi“
indilcatgs the regident should have improved ar occurring. The Direclor
maimain accopisble behavior through next of Nursing Sarvicas or
raviaw, The interventions include 1) AS38S8S, designee will conduct
monitor and document Unacceptable behaviors, :::;‘;:nﬂ:’n";ﬁﬁr:‘j“
Qbserve what may trigger these behaviors, j1suQs u3 worrantad and
document and notify the MD. 2) tntervens ta tha plan of care is

ensure the safsty of the Resident and others, roviaed 1o reflect thelr
currenl Saws. 1

&ncourage to 4sk for assistance and ring the calt |

I

Light 3) Visual checks only at night - do not wake Data lrom the audts wil
up - per Resident request. 4) Anticipate the be broughl to the Quality
needs of the resident before the resigent Assurancs maeling bi-

i o I s . monthly for sk mortha of
I:;eco_med gve; ly stressed. Appraach cajmly 3) o the, Commilies has
rovide 1:1 time for resident o express faelings delerminzd resolution,
and concerns. 8) Maximize strengths angd Tha Diractoer of Nurses i
| positive behaviors. Offer meals in moom with Ultimataly responsitle to
Lincreased behaviors. 7) Administer medications ensure thal care plona

u#s ordered. Obs for effectiveness and side are devalopad and
: erv g Tar errech as 2ng st reflect the rasident's
effects. slatuy,

Review of the iorfi ntior monthiy flo Complesion Oute.
behaviorfinterventian monthly flow Sapismbar 28, 2012

record for 08/2012 revealed that agitation
firntability as evidenced by verbal sbuse was
documentad on day shift bn 08/10/12 and
posiuve resuits were noted from redirection and
reapproach. On 08/29/12 no rasuits were npted
from redirection, 1:1_ return to focom, O position
change when attempled. The recors for 0972012
revealed that agitation, as evidenced by verbal
abuse, was displayed on 08/01/12, 09/02/12 and
09/03/12. Intervention included redirect, 1.7 and
r¢ approach and were effective onty on 09/03/12.
Nio behaviors were documented oh 08/11/12

[
.‘
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Review of lhe nurses notes for 09/32012 revealad |
no decumented behaviors for 08/2012 and the
dorumentation on 09/11/12 specifically, did not
indicale behaviors, A care plan maeling note was
made on 09/11/12 ana was untimad. It indicaled
Resident #1 did not attend and the same plan of
care was fo contlnue. No documentation was
incated lo indicate that staff atlempted 10 rémove
Resident #7 fram the dining room on the evening
of 091112

Raview of Siyation, Background, Assessment,
Request (SBAR) form dated 09/11/12 revealed
thaton 09/11/12 at 7:10 P.M., Resident #1 was
: "punched in the noge by staft” LEN #5. The
attached progress note indicated that the
Registered Nurse supervisor was cailed 1o the
Amencan Way unit at 710 P.M. on 02/11/12,
when Residgent #1 reported being hit in the nose
by staff. Staff reported Resident #1 had been

' agitated, calling them names and throwing things
throughout the evening.

interview of the LNA whp carea for Resident #1
on 08/11/12 revaaled that on that date masny

difierent peable were in and out of Resident #1°a
| room. The LNA indicated that Resident #1 had |
daiy verbal outbursis and they weré worse on
this date. The LNA confirmed that Residant #1
was displaying severe verba! outbursts and
cursing in the dining room on 08/11/12 at the
wvemng meal. The LNA indicated that the
Resigent was not removed from tha dining room
dunng the oulburals,

irterview of the Social Workar tor American Way
funit and the Social worker from unit D, where

' Resident#1 resided pror to @ reom change late

F 282
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in June, on 09/13712 at 4:00 P.M. revesled that Bﬁbd::'o:;ﬁ:;:c"
. o - n [
Residant #1 had atways dispiayzd verbal Tarmber. W 100K the
behaviors. Both reviewed the following actians
behaviorintervention flow records for 0Bf2012 immediataly: 1) Nufse
and 09/2012 and veritied that datly behaviors 75 ;ﬂ'-lﬁl;“::d “";s
were rapored by staff but not documented per e :::wtdm e
the plan of care and repo red they were unaware Buliging Immadiaely and
of increased behaviors unti the 09/11/12 placed an administrative
incident Isave 3) local law
I enforcamnant authanlvs
. notified 4) Resident
inteniiew of the DNS and Administrator on ::r‘:n‘ <onl m}thn
09/13/12 at 4:15 P.M. confimmed that staff emergency room for
t rephred daily behaviors butk did not document evalugtion_ A roo:j caus:
the behaviors per the plan of care. The DNS A 1 ard e
stated "we nave identfied that and are in e findings are oulling !
| process addressing it belaw,
F 514 483.75()(") RES FS1e

35«D

RECORDS-COMPLE TE/IACCURATE/ACCESS!
. BLE

The faciity musat maintain clinical records oh
2ach resident In accorgance with accepted
professional glandards and practices that are
complete’ accurately documentro; readily
accesaible: and systematicaliy organized.

The clinical rzcorg must contain sufficien
information to identify the resident a record of

| ihe resident's assessments: the plan of care and
L wmrvices provided: the results of any
preadmission screening conducted Dy the State:
and progress notes., !

Tnis REQUIREMENT is not met af evidenced

' Based on chiracal record review and Niernview,
| the facihity falied to ensure acourate

by.

Rosidanl #1 was
| evaluated by an ENT on
} 9/i4/12. The ENT
i deformined thet there afe
! no nesal fractyros
predant the resident
doesy have a chronic
defarmity of Lhe nasal
éprum az 3 mault of
reco Patrugtive Surgery
afier ramoval of
Squarmoaus Call CA of the
fope. Tha redident denigd
pain al this time and
behaviors o currently
improved with recent
changes to the behavior
care plan. Lare plan
imarventlans include two
care grears al 8l imes,
. atways approach
! resident from the frontin
2 6alm manner, do not

ean over thae rosident 1o
I &hut off call light, 2
dis cussion was
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- | , conductod with the
F 512 Cantinued From page 15 F 514 residant to chango his

documentation of the beheviors exhibited by
Resident #1. This affected one {Resident #1}
resident in the applicable sample. Fingings
include:

Reviow of the racord for Resident #1 pn
Q9/13/12, revealed an admission date of
12:18111 and diagnoses of depression, and ;
recent suicidal ideaton. The most racent :
Minimum Data Set Assessment (MDS) daled
09/04/12, mndicates Resident #1 has moderately
impairad cognitive function with no shott or long
tenn memory problems. The mood seventy
scofe is seven and indicates Resident #1 reponts
gaily hopeiesiness, is shomn tempeded, ana had
racently expressed a desire 1o nflict self harm.
The MDS indicates care i rejected 4-6 of 7
days,

The plan of care for behavioral symptoms, dated
05/11/12. indicates Resident ®1 has behavioral |
sSymptoms related to being verbally abusive to ;
staff and other residents, and can be resistive to
care being offered. On 08/28/12 an acditiona!

notation was made of suicidal ideation related to

pain and on 09/12/12 a notation of physical
abuse towards others. An uhdated notation :
indicates Resident #1 has ongoing behaviors
such as throwing items at steff and foul 1anguage
as evidencad by nurses netes on 04110112 and
previous. A physician's order dated 08/23/12
discontinued multiple medications, including an
antigdopressant. 'The cofresponding progréss

: note indicated the Resident had been refusing

medication for greater than ane week and had

requested all medication be stopped. The -
medication administration record indicated |
Resident #1 did nol recejve medication on ong |1

J

ream conliguration 3o
that staft do not have to
lean ovet him and invads
his personal space, if
agiratian is noted Igave
{he reaident and re-
approdch st z later times.

AL & rosult of the root
caule analyais ths
tollowing chonges to our
syGtams will be
implemented: faciity
iaader hip met with seaff
on ail shifts to inquire as
to what happanad with
Rasldent 2t ond to
gacarming what ¢on be
dane to prevent this from
nappening 10 [he future,
All rezidont; identified
with bahaviors thay are
difficult ta aker will have
visits by tha Soclai
Worker twice a manth (o
digcuss the behawiors
and intervenlond That
wauld piter the
behaviors, Nursing staft
will documane ali
behaviors on the
hehaviol manionhg
tormg. The care plans
will be ravised e
wemanted from these
vigits and refercalz made
o paychologicti servicon
A% NACAZLATY.

Mursing staff will begin to
ba adugaied an
docurnanling Dehaviars i
oh tha bahaviar forma
and in 1he nursas’ rnotds
as warrarded an
Septamber 29, 2012
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} The Director of Social
Cononued From page 16 F514 Senvices will conduct an

FS‘MI

day, 08/23/12, The reason was 1ot agocurmented,

Review of the: behovior/intervention monthly flow
record for 08/2012 revealed thal agitation
fieritability a< evidencad by verbal abuse was
documanted on day shift on 08/10/12 on
08/29/12, The record for 0972012 revealed that
agitation, as evidenced by verbal abuse. was
disprayed on 09/01/12, 08/02/12 and 08/03/12.
No behaviors were documented on 09/11/12

. when the Resident allegedly struck 8 staft
member, Review of the nurses notes for
0972071 revealed no documented behaviors for
09/2012 and the documentation on 09/11/12
specifically. did not indicate behaviors. A care
plan note was made on 09/11/12 and was

L untimed. It indicated Resident #1 did nat attand
and the same plan of care was o continue.

Interview of the RN caring for Resigent #1 on
09/13/12 al 11:50 A M. reveaied that Resident #1
“has never bean very nice, but has had
increased behaviors ataly™. When asked o
elzboraie the RN slated 'since the
antidepressant was discontinued. 1 think for
refusal, but [Resident #1] always @kes

| medications for me”; The RN inpicated that
Resident #1 typically displayea verbally abusive
oehaviors. Interview of the LNA who carad for
Resicent #1 on 09/11/12 and on 09/13/12 an
evening shift was condugted on 09/13/12 al 330
P M. and revealed that Resident #1 had daily
verbzl ouibursts,

L ivtarsiew D the Socia Worker for Amancan Way
unit @nd the Sociai Worker from unit D, where
Resident #1 resiged prior 1o @ room change jate
in June, on 09/13/12 at 4:00 P.M_, revealed that

audlt avery twO wasks an
residonits with nolad

b haviors to ensure
wieekly vizils by the
Saclal Workar are
oGCuFing. The Owector
of Nuraing Serviobe ar
dacighoe will condust
audits 1o ensure thak the
physician is notifiad of
iBSUBL @8 warrantda and
he plan af cate [s
revited 1o roflocy thelr
current Jtatus.

Datm from tho sudito will
bo brought to the Quality
Aszuranca meeling bi-
menthly for 6w mantho or
unlil the cammmiflet has
dateminad rezaliion,

The Diredtor of Nuraing
i utiimataly responalble
to engure (hat care plans
are developed ond
retlact the reaident's
Starus,

Compietion Oate.
Suptember 25, 2012
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