7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306

http://Awww dail.vermont.gov

Voice/TTY (802) 871-3317

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

September 15, 2015

Ms. Jennifer Bibeault, Manager
Brookwood

2 School Street

North Springfield, VT 05150

Dear Ms. Bibeault:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
18, 2015. 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,

SR

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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Ensure that the resident's record documents any
changes in a resident's condition,

, This REQUIREMENT is not met as evidenced
Loy

Based on record review, the owner/manager
failed to document in 1 of 2 applicable resident
records information regarding an incident
invoiving a resident and an empioyee of the RCH,
{Resident # 1) Findings include:

During the week of 4/26/15, Resident #1 was

. subjected to verbal abuse by Caregiver #1 during

" the overnight hours when the resident was being
provided assistance with toileting. Resident #1
had informed Caregiver #2 at the RCH about the
incident and stated s/he was afraid of Caregiver
#1. When interviewed by the RCH
owner/manager, Resident #1 confirmed, that
during one of the overnights during the week of

~ 4/26/15 when Caregiver #1 was working, the

" resident was subjected to swearing and yelling by
Caregiver #1 when the resident had become
incontinent. Caregiver #1 informed the resident

" that s/he was capable of going to the bathroom

" on his/her own. Upen requiring assistance with a
protective underwear brief, Caregiver #1 again
became abusive, throwing the brief at Resident
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R100 Initial Comments: R100
!
- An unannounced on-site investigation pf 3
Residential Care Home (RCH) self reperts was
conducted on 6/16/15 and completed on 8/18/15.
The following regulatory violations were identified.
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~#1. Aithough the incident was acknowledged, -&;g W, how Jo CCM(-NU({
_there was no written document in Resident #1's ha d”b
. record regarding the significant events and how C&\Uw\ Gf) Commman 'QOI"
. the resident was feeling emactionally. This was
confirmed with the owner/manager via telephone \Q\’/t ll'l \ \S,
interview on 6/18/15 at 11:35 AM.
R173 V. RESIDENT CARE AND HOME SERVICES | R173
58=F
!
"5.10 Medication Management . - -
o All medrcehons wedd (0305
ofon be Stoced an _rredd closed:
{1) Resident medications that the home Wit tock %,“d,(_
manages must be stored in locked compartiments
_under proper temperature contrels. Only W [AJ,UV m'ud, cqj.,m 5

authorized personnel shall have access to the
keys

This REQUIREMENT is not met as evidenced

by
" Based on observations and staff interview, the

RCH failed to assure resident medicafions were
stored and locked and not accessible to
unauthorized individuals. Findings include:

Per pbservation on the afterncon of 6/16/15,
medications belonging to Residents #3 and #4
were stored on top of a cabinet in the
ownerfmanager's office. Staff present at the time
of observation stated some of the medications
were brought from home by Resident # 4 and the
medications for Resident #3 should have been
stored in the medication closet. The office is

" accessible to all staff and one of the two exits to

this office is connected directly to a resident's
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room, The office remained unlocked. This was béen discondenvect Weld |
" confirmed by telephone interview on 6/18/16 at 06 CA 17
11:43 AM with the owner/manager on the RCH. klé Cﬁ S/?OJ-(C/( ’LV
70 Phowmatyf. Ay Medi
R206 V. RESIDENT CARE AND HOME SERVICES R206  Uftoth 16 e a,q,&/ AN % ct

55=0

.5.18  Reporting of Abuse, Neglect or
- Exploitation

5.18.a The licensee and staff shall report any
case of suspected abuse, neglect or exploitation
to the Adult Protective Services (APS) as required
by 33 V.S.A. §6903. APS may be contacted by

made to APS within 48 hours of learning of the
suspected, reported or alleged incident.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, RCH staff,
as mandatad reporters, failed to report to Aduit
Protective Services {APS) within 48 hours of

: learning of suspected abuse for 1 applicable

; resident. (Resident #1) Findings include:

On the morning of 4/30/15 there was a discussion
between 2 empioyees at the RCH regarding an

- allegation of abuse made by a resident. Resident

#1 had informed Caregiver #2 that during the

~week of 4/26/14 s/he was subjected to verbal

. abuse by Caregiver #1 who worked on the
gvernight shift. The information was provided to
the ownerfmanager on £/1/15. Subsequently a
sacond complaint was then voiced by another
resident on 5/2/15 about Caregiver #1 to the

" owner/manager regarding an additional incident

- of abuse by Caregiver#1. When staff was first

calling toli-free 1-800-564-1612. Reports must be .

1

- made aware of the incident involving Resident #1 '
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resident's rights.

This REQUIREMENT is not met as evidenced
by:

Based on staff and resident interview and record
review 2 elderly residents residing in the RCH
were not treated with consideration and dignity
during the provision of care by RCH staff.
(Residents #1 & #2) Findings include:

1. During the week of 4/26/15 Resident #1 was
subjected to verbal abuse by Caregiver #1 during

- the avernight hours when the resident was being
" provided assistance with toileting. Resident #1

had informed Caregiver #2 at the RCH about the
incident and stated s/he was afraid of Caregiver
#1, When interviewed by the RCH
owner/manager, Resident #1 confirmed that

. during one of the pvernights during the week of
' 4/26/15 when Caregiver #1 was working, the

resident was subjected to swearing and yelling by
Caregiver #1 when the resident had become
incontinent. Carsgiver #1 informed the resident

that s/he was capabie of going to the bathroom

1

i

I
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Continued Fro.m page 3 R206 3. Condnyed eéww.hoh Ay j
there was a failure to report the initial event to M‘\P?\LW\(‘A CRPUH gy
- APS within the required 48 hours. It was not unti TR {35 Uen, C
5/5/15 that a report was calied into APS of the Y. ﬂk)( M%W wld i
bath incidents of suspected abuse. This was fepod Sus ayuse ,
confirmed per telephone interview on 6/18/15 at Neglct egnlof W ikhi |
11:40 AM with the RCH owner/manager that staff L{%’q K10} ' “W"'g
failed to promptly report the allegations of abuse. Yours A«b hew NO¥ gl
| Sponded by Bl \
R213 Vi RESIDENTS' RIGHTS R213
S8=G
6.1 Every resident shall be treated with , _ ‘ d
consideration, respect and full recognition of the | “Thas Plen D S ?J O\’\’\S
resident's dignity, individuality, and privacy. A ook v coledhon Gl Tl 12
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R213| Continued From page 4 R213 TThis w Al nClucle

~on his/her own. Upan requiring assistance with a
protective uncerwear brief, Caregiver #1 again
became abusive, throwing the brief at Resident

- #1. In addition, during the overnight hours,

' Resident #1 was often not being assisted to uss

| the bathroom by Caregiver #1 resulting in

" Resident #1 becoming incontinent which would
then trigger verbal berating by Caregiver#1. Per

. interview on the afternoon of 6/16/15, Resident

i #1 reconfirmed the incident and expressed how

» badly sthe had felt about the incident and
humiliated by Caregiver #1. Per review of the
Resident Mobility Assessment dated 5/6/15 noted

| Resident #1 required extensive assistance with

i toileting and transfers. The resident's care plan

' also noted Resident #2 required assistance when

: Using the bathroom and changing
undergarments.

2. On the morning of 5/2/15 the covering nurse

for the RCH was asked to speak with Resident #2

regarding an incident which had occurred during

the overnight hours. Resident #2 reportad to the

nurse "Sthe had a reaily rough night” stating that

at approximately 5:00 AM on 5/2/15 while being

: assisted out of bed by Caregiver #1 his/her knee

gave out and s/he fell to the fioor. While on the

floor, Caregiver #1 stood over the Resident #1

- and yelled te her/him to “get the F.... up” muitiple

times. The resident reporied s/he started 1o cry

and eventually Caregiver #1 got the resident to

the rectiner in histher room. Per interview on

6/16/15 at 11:30 AM the covering nurse stated

. Resident #2 repcrted how upset s’he was about

! the incident, Resident #2 also stated s/he was

" nervous about Caregiver #1 returning to work and
continuing to provide care to Resident #2. The

{
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nurse also noted staff failed fo notify her How ook Com 4 3854
| regarding Resident #2's fall, as required per RCH - Houo §os WL UL!CUL -Avore )
' policy. Per interview on 6/16/15 at 10:45 AM Cory & HIuAS -
Division of Li‘censing and Protection CW‘@QJV Uw%el

STATE FORM

G69R

CbOP—MC\}n‘J e
LCPX11

If continuation sheet 5of 10

S




PRINTED: 06/30/2015

FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUGTION {X3y DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
0115 B. WING 06/18/2015
NAME OF PROVIDER DR SUPFPLIER STREET ADDRESS, CITY, STATE, 2iP CDDE
2 SCHOOL STREET
BROOKWOOD NORTH SPRINGFIELD, VT 05150
(XA} 1D SUMMARY STATEMENT OF DEFICIENGIES D : PROMVIDER'S PLAN OF CORRECTION T xs
PR LF1X (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE” COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7D THE APPROPRIATE . DATE
: - DEFIGIENCY) |
R213 Continued From page 5 R213 ORI % ‘3 s vok |
- Cs‘ EC‘*( 1 '
Resident # 2 reconfirmed the incident and recalls ¢
, . e . Ww&wwocm ,
Caregiver #1 as "abrasive”, Per review of |
ResidentAssessment dated 2/3/15 for Mobility, - mwrﬁa%i‘u\ T
Resident #2 reguired extensive assistance for ; NOot oL 30\0 Yo CB'-LCIdvab
toileting and transfers. T4 75 adoine om‘\so\p o
CTLRUw,
Per telephone interview on B/16/15 at 11,55 AM, wR ;
the owner/ manager confirmed the reperted Residapds Cunx - :
incidents involving Caregiver #1 and the 2 wm -
residents. The owner/manager aiso confirmed 5 A
Caregiver #1's employment was terminated on W O CUBROMA S AL PROR S
 5/3/15, had not returned to work after 5/2/15 and ~ Wi oAg q’u@&é An MMM,
a report was filed with Adult Protective Services. C\,c
R224, vi. RESIDENTS' RIGHTS R224 i e d’“w‘ti
55=G
' — o) A
6.12 Residents shali be free from mental, O\.Q T le—‘m
‘verbal or physical abuse, neglect, and - \Shl -&r.;— UJ\ Mﬁ U'b'
exploitation. Residents shaii also be free from 2% PorG-Ly Ceni
restraints as described in Section 5.14. oUhowotos Mok 00\2,
(o Pedvlemode. |
This REQUIREMENT is not met as evidenced Wil edveatks in cppinkz
by: ot OQ)EHSEA
' Based on record review, staff and resident am J/f\ WW X
interview, the RCH failed to assure all residents
were free from both verbal and physical abuse for; WL “Tacin ﬁé’w(%t
2 applicable residents. {( Residents #1 & 2) Ao ceuxo.
Findings include:
| i \Q-«
1. During the week of 4/26/15 Resident #1 was O A\ %W
subjected to verbal abuse by Caregiver #1 during
. the overnight hours when the resident was being i
. provided assistance with toileting. Resident #1 ' .
' had informed Caregiver #2 at the RCH about the < eSO 4o M
incident and stated s/he was afraid of Caregiver OJooNL. L0 e\
#1. When interviewed by the RCH ;
owner/manager, Resident #1 confirmed that 2w O L’&CW\ o |
1
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* badly s/he had felt about the incident and
 Resident #1 required extensive assistance with

" also noted Resident #2 required assistance when
. using the bathroom and changing

. Resident #2 reported how upset sfhe was about

during one of the overnights during the week of
4/26/15 when Caregiver #1 was working, the
resident was subjected to swearing and yelling by
Caregiver #1 when the resident had become

. incontinent. Caregiver #1 informed the resident

that s/he was capable of going to the bathroom
an hisfher own, Upon requiring assistance with a
protective underwear brief, Caregiver #1 again
became abusive, throwing the brief at Resident
#1. In additicn, during the overnight hours,
Resident #1 was often nat being assisted to use
the bathroom by Caregiver #1 resulting in
Resident #1 becoming incontinent which would
then trigger verbal berating by Caregiver #1. Per
interview on the afternoon of 6/16/15, Resident
#1 reconfirmed the incident and expressed how

[
i

'
:
!
1

humiliated by Caregiver #1. Per review of the
Resident Mobility Assessment dated 5/6/15 noted

tolleting and transfers. The resident’s care plan

undergarments. i

2. On the morning of 6/2/15 the covering nurse
far the RCH was asked to speak with Resident #2
regarding an incident which had occurred during
the overnight hours. Resident #2 reported to the
nurse "S/he had a really rough night" stating that
at approximately 5:00 AM on 5/2/15 while being
assisted out of bed by Caregiver #1 his/her knee
gave out and s/he fell to the floor. While on the
floor, Caregiver #1 stood aver the Resident #1
and yelled to her/him to "get the F.... up® muitiple
times. The resident reported s/he started to cry
and eventually Caregiver #1 got the resident to
the recliner in histher roam. Per interview on
6/16/15 at 11:20 AM the covering nurse stated
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R224 " Continued From page 7 R224

. the incident. Resident #2 also stated s/he was
' nervous about Caregiver #1 returning to work and
continuing to provide care to Resident #2. The
nurse also noted staff failed to notify her
regarding Resident #2's fali, as required per RCH
© policy, Per interview on 6/16/16 at 10:45 AM |
- Resident # 2 reconfirmed the incident and recalls
- Caregiver #1 as "abrasive”. Per review of
Resident Assessment dated 2/3/15 for Mobility,
Resident #2 required extensive assistance for ;
toileting and transfers,

BROOKWOOD

Per telephone interview on 6/16/15 at 11:55 AM,
the owner/ manager confirmed the reported
incidents involving Caregiver #1 and the 2
residents. The awner/manager also confirmed

- Caregiver #1's employment was terminated on

' 5/3/15, had not returned to work after 5/2/15 and
- areport was filed with Adult Protective Services,

|
R268 IX. PHYSICAL PLANT R266 4
- Al equiptmont -espundly 6HOP
: 9.1 Environment S20 onoLl Lq()‘qﬁjgw U-’.m
| $OVON

be T8 VLV
I 8.1.a The home must provide and maintain a on

safe, functional, sanitary, homelike and ~ ,}-o,k,m oV W
comfortable environment,
| Wi\ e 0laoned) h.uﬁ/ub

This REQUIREMENT is not met as evidenced USU’\C‘
by | ’ . -
Based on ohservation and staff interview, the el M Q-'\«OD W..7,|5’2 H
RCH failed to maintain a safe and sanitary . :
environment. Findings include; JDDC W}(W «{'O ,
During the course of the onsiie visit to the RCH — [Chetk %U\EW

| the following observations were made: Moy
1. Adusty and soiled fan was in use in the

. kitchen throughout the day while food was be et C,Q}QU(\ M MU tp’\‘h‘hﬁ—
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" prepared. |
e e et T oundien o ot ol - 9345
*on the storm windows. The patential for harm eed- L Salt l
" could oceur if the wingdows were opened. A Cov MW
3. At the backdaoor, which accessed to yard and i
deck area, a large opened bag of bird seed was CV\CCXJ—L@\’ wil be fY\adAL
" observed. Beside the bag of seed and close to % ( WW -}o '
the fioor was a previously used vent pipe which \/-
exited to the outside and was partially covered o Reom,
with duct tape, providing easy access by pests to Q'U\ }\%oud/\) oein
enter the RCH drawn by opened bird seed bag
. and cther food sources within the property. ('LUUPS \0’\0 M Wwddwq
4. Inthe kitchen a 12 x 12 tile near the entrance C_,OQ.O\D {,CJ\" e W t\,\
ta the dinning room was damaged with protruding !
edges and un-level surface creating a fall hazard | QC) ' @W&d‘t%
. for both residents and staff. During the onsite, o . -
. residents were cbserved ambuiating through the W l\\' @ U '&_ P LOLA 5 T OVign olen.
kitchen into the dinning room. WWOOD . M U(J%ms
Per telephone interview on 6/18/15 the Wivdous ‘o } o g-5-F|
; owner/manager confirmed findings observed by ﬁ:P b
" the surveyor. ‘U‘\‘ M e \
“C. L
R272 IX. PHYSICAL PLANT R272 «DJW(M\H w
$5=D; Pr w
9.2 Residents’ Rooms ? (‘, \3’ _4.
€95 lcﬂzn -1
. 9.2.e Resident bedrooms shall be used only as -ﬁ\%“’ +S I 5
' the personal sleeping and living quarters of the \ ,
residents assigned to them. C&QW m—&-o !
This REQUIREMENT is not met a5 evidencad Lvom %l(ﬂ. Sw‘ch |
y:
Based on observations guring the onsite www o~ QU l\dUWVh ,
complaint investigation, staff repeatedly passed <\'_
through a room where 2 residents resided in | CCM\ NO XM‘H/\_,
order fo enter the RCH office. (Resident #5 & #6 ) cr MG L \“dM
Findings include; \CL S“b TS i
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Resident # 5 and Resident #6 share a room in the
annex side of the RCH. During the onsite, staff
directed the surveyor.several times through the
room belonging to the residents in order te
access the RCH office. Although there was
another entrance to the office by an outside exit

. door, staff did not utilize this option and

i repeatedly walked through Resident #5 & 6's

‘ room. At times a resident was sitting in their room |
when staff accessed the office. Per telephone
interview on 6/18/15 at 11:45 AM, the
owner/manager confirmed staff do access the
office by directly passing through a resident's
room.
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