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280 State Drive/HC 2 South

Waterbury, VT 05671-2060
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Survey and Certification Reporting Line:
To Report Adult Abuse:

802) 241-0480
802) 241-0343
888) 700-5330
800) 564-1612
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May 12, 2025

Martha lisley, Manager

The Village At White River Junction
101 Currier Street

White River Junction, VT 05001

Dear Ms. lIsley:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April 15, 2025.
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.

If you have any questions, please feel free to contact me at (802) 585-0995.

Sincerely,

.
/ e =

Carolyn Scott, LMHC, MS
State Long Term Care Manager
Division of Licensing & Protection


http://www.dlp.vermont.gov/
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R100| Initial Gomments: R100
On 4!15!2-.5 the Division' of Lacensmg and ‘ o L | o )
Protection conducted an investigation of one . - The Vlflage at WRJ neither admits
facility reported incident. The following regulatory or deriies the Deficiencies set forth
_ defc,enc,es were identified: in this Statement of Deficiencies. o
. The facility a!teges compllance
R144] V, RESIDENT_ CARE AND HOME SERVICES R144 with all deficiencies cited by
SS=E| o o ' the Dlv15|on of Licensing and Protection
' _ by the alleged comp]etron date
5.9.'c.(1)
Complete an assessment of the resident | in
: acc:ordance W|th sectlon 5. T
This REQUIREMENT is not met as evidenced
by: =~ ¢ : R
.Based on staff interview and record review the
-Registered Nurse failed to complete Resident R144 g
‘Assessments for 2 applicable residents (Resident Residernit # 1
‘#1 and Resident #2) in accordance with Secion hasa.
5.7 of the Vermont Residential Gare Home : _ th’ipletéd
Regdtattons e’ffet_:tiye 10/3/2000. Findings include: S Slgmt"cant
Th .f fity's Resid t Chari o diti change
€& . Tacllity's hesiden ange in L.endition, . assessment
Subcategory Assessment & Service Plan policy :
n : dated and
provided for review on request states, When - db
| changes in condifion or need are identified, a Signea by
nurse/designee will initiate a change in condition the RN on
HSE (Health Services Evaluation).” and "A 4/22/25 and
change of condition HSE will also be 5/2/25- on ..
initiated...per state guidelines." This policy does | 5/2/25Reside-
not indicate the Registered Nurse shall complete nt#2hasa .
a Resident Assessment at any point in which : completed -
thereis a change in the resident's physical or : signifjcant
mental condition. o change -
. asse, '
1. Per record revisw, Resident#1 was admitted ﬁﬁr%ﬂ@tt wiill be condumed of all
6 the facility's Memory Care unit on 2/17/2025. resident assessments to ensure
An Admission Assessment dated 2/17/25 _ _that alt admission assessmems
I TAVES
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indicates a Registered Nurse completed this

Resident Assessment; however, this Assessment '
is incomplete as it has not been SIQned and dated

as completed by the applzcable Reglstered Nurse
inthe desngnated areas. of section N.1 of the

' RemdentAsses_s_rnent as required.

Per review of this Resident Assessment, on
admission to the home Resident #1 was never
physically abusive. Per Staff interview on the
afternoon of 4/15/25, Resident #1 has a history of

biting and hitting staff since the Resident's ‘-

admission to the home. Resident #1's Admission
Assessment also indicates they exhibit socially
inappropriate /disruptive behaviors less than
daily; however, Resident #1's Sennce Plan
indicates they exhibit socially

inappropriate/disruptive behaviors "Frequently (up -

to 1x /day)"

Per record review, Resident #1's Admission
Agreement dated 2/17/25 is incomplete; and a
Significant Change Assessment has not been
completed by a Registered Nurse in response to
slgnificant changes in Resident #1's behaviors.

2. Per record review, Resident #2 was admitted
to the facility's Memory Care unit on 8/1/24. A
Resident Assessment dated 9/6/24 is identified as
a re-assessment. This Resident Assessment
indicates a Registered Nurse completed this -
Resident Assessment and documents a
significant change in Resident #2's behavioral
status. This Assessment is incomplete as it has
not been signed and dated as completed by the
applicable Registered Murse in the dosignated
areas of section N.1 of the Resident Assessment
as reqmred

been completed within 14 days of
admission, consistant with the -
dlagn051$ and orders from’ the

licensed health care prowder and th

all residents have besh’ reassessed

t-

ennualfy and at any point in which thiere

is a significant change in the résidents

physrcal or mental condition. The a\
assessments will be completed by

a Reglstered Nurse, and will be datel
when completed.

The results of this audlt WIII be prese

to the Quality Assurance Performange

improvement committee for further |
action and monitoring. -
This audit will be conducted monthly

‘for 3 months and as needed

. The Director of Health
Services or RN desrgnee will
maonitor .

R144 Plan of Correction
accepted by Jo A Evans RN
on 5/10/25 .

[

nted

5/2/25
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On the afternoon of 4/15/25 the Interim Director
of Health Services and the Executive Director
confirmed Resident Assessments on file for.
- Resident #1 and Resident #2 were not completed
in accordance with Section 5.7 of the Vermont
Residential . Care Home Regulations effective
10/3/2000.
R179| V. RESIDENT CARE AND HOME SERVICES R179 _
SS=F - : , . .
R179 - Staff have been re-educated
5.11 Staff Services ) .
‘ regarding how to safelyand
5.11.b The home must ensure that staff
demonstrate competency in the skills and effectively respond to a behavioral
techniques. they are expected fo perform’ before ' :
providing any direct care to residents. There outburst or refusal of care, and have |
shall be at least twelve (12) hours of tralnmg each / :
year for each staff person providing direct care to demonstrated competency using
residents. The training must include, but is not . :
limited to, the following: , ‘ ;
9 learned technigues such as i
(1) Resident righis;. ) . L
(2) Fire safety and emergericy evacuation; : -| redirection, validation, staff
(3) Resident emergency response procedures, R179 |
such as the Heimlich maneuver, accidents, police assistance, and or other creative
or ar_nbulance contact and first aid; |
(4) Policies and procedures regarding mandatory re-direction techniques. Staff i
‘ reports of abuse, neglect and exploitation; !
' {5) Respectful and effective interaction with will receive the required training |
residents; ‘ : :
(6) Infection control measures, including but not dd istrat : t . 1
limited to, handwashmg, handling of linens, an emaonstrate competency In f
maintaining clean environments, blood borne . . |
pathogens and universal precautions; and the skills and techniques they
(7} General supervision and care of residents. ' ]
are expected to perform prior
to providing direct care.!
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LNA’s

This REQUIREMENT js not met as evidenced
by: ]

Based on staff interview and record review
Memory Care Staff failed to demonstrate
competencies in the skills they are expected to
perform related to an incident which resulted in a
resident injury requiring medical care. Findings
include:

1. Per record review, Resident #1 and Resident
#2 reside in the facility’s memory care unit. Both
Residents are diagnosed with Dementia and
demonstrate behavioral changes associated with
cognitive decline, Per a facility incident raport to
the licensing agency, on the evening of 3/25/25
Resident #1 obtained a Staff walkie-talkie,
refused to return the device, and was aggressive
towards Staff. Resident #2 overheard the incident
and responded by pushing Resident #1. Per the
facility's report, Staff immediately redirected
Resident #2 then calmed and reassured both
residents. Resident #1 complained of shoulder
pain immediately after the incident, then voiced
no further complaints and there was no known
bruising or evidence of injury after the incident,
Per record review, on 3/27/25 Resident #1 was
examined by their Primary Care Provider during a
previously scheduled appointment and was
referred to the hospital for an x-ray which
determined Resident #1 had sustained a right
clavicle fracture during the incident on 3/25/25,

2. Per staff interview and record review staff on
duty in the Memory Care unit on the evening of
3/25/35 failed to demonstrate competency in
skills required to safely and effectively respond
during the incident involving Resident #1 and
Resident #2. C

The facility's Behavioral Outbursts - Handling By

and Q”ua‘lit-y-of life Specialists

have reviewed skills and demonstrated |
competency thatis necessaryto !
perform their duties.An audit has
been conducted to ensure that
existing staff have completed required !
training, including 12 hours per year |
for direct care staff. All newly

hired staff will be required to complete all
trainings and demonstrate competencies :
prior to providing direct care.The audits will

be conducted on all new hires for 3 months
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Staff policy includes Procedure #1 which states,

"Staff witnessing behavioral autbursts and/or
refusal of care shall immediately take steps to
diffuse the behavior using learned techniques
such as redirection, validation, have another staff
offer assistance, and or creative reality [sic]."

On the afterncon of 4/15/25, a Licensed Practical
Nurse (LPN) described the incident on the
evening of 3/25/25, which occurred after Resident
#1 obtained a walkie-talkie left unattended by
staff. Per the LPN, after Resident #1 refused to
give the walkie-talkie back the LPN and another
Staif approached Resident #1 from both sides
and attempted to grab the device from the
Resident. Resident #1 yelled and started "flinging
[their] arms around” in response to this
intervention. N
Resident #2 has a history of physically aggressive
and abusive behaviors towards Resident #1
including an incident on 2/23/25 during which
Resident #2 pushed Resident #1 causing this
resident to hit their head on the med cart as they

fell. Resident #1 required medical evaluation of a ¢

large bump on the left side of their head
sustained during this incident. On 4/15/25, the
LPN on duty during the incident on the evening of
3/25/25 stated Resident #2 was seated nearby
and responded to Resident #1 yelling and fiinging
their arms by pushing Resident #1 into a door
frame. The physical impact of Resident #1
sfriking the door frame fractured this Resident’s
right clavicle. The LPN stated they responded by
"grabbing" Resident #2 by the shirt and "pulling"
this Resident away from the area, then assisting
Resident #1 off the floor with another Staff by
"scooping under fthe Resident's] armpits and
liting them up. *

and as needed and will be presented \

' Tothe Quality'Assurance/QualE;cy
Improvement committee for ;
Further review and follow up.

This will be moniforeq by the

Directér of Health Services and/or

RN designee and the Human

Resource Manager ) 5/2/25

Division of Licensing and Protection

STATE FORM

B838%

EXJH11 If continuation sheat §of 13




PRINTED: 04/29/2025

B - FORM APPROVED
Division of Licensing and Protection : Lo R
'STATEMENT OF DEFIGIENCIES X1) PROVIDER/SUPRLIER/CLIA - {X2) MULTIPLE GONSTRUCTION o (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: e "~ GOMPLETED

G
0660 B. WING 04/15/2025

NAME OF PROVIDER OR SUPPLIER 'STREET ADDRESS, CITY; STATE, ZiP CODE Co
; 101 CURRIER STREET .
THE VILLAGE AT WHITE RIVER JUNCTION
‘ - - WHITE.RIVER JUNCTION, VT 05001

(X4}1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIGER'S PLAN OF CORRECTION )

PREFIX | - {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE .. COMPLETE
P TAG . REGULATORY OR LSG IDENTIFYING INFORMATION) L TAG - CROSS-REFERENGED TO THE APPROFRIATE DATE

Lo DEFIGIENGY)
R179| Continued From page 5 R179

During the interview on the afternoon of 4/15/25
the LPN did not recall specific trainings provided
by the home related to techniques for the safe
rermoval of a resident from a situation, the use of
*hands on" interventions with a resident, and
procedures for a resident lift assist. The LPN
stated they had received yearly training related to
de-escalation techniques; and confirmed the
techniques utilized during this incident including
staff approaching the Resident #1 from both
sides in an attempt to grab the walkie-talkie,
grabbing Resident #2 by the shirt and pulling this
Resident away from the area, and scooping
Resident #1 under their armpits and lifting the
Resident are not techniques included in facility
trainings.

3. Per Staff interview and record review the
Memory Care Nursing staif failed to demonstrate
competency in performing roles and '
responsibilities censistent with the Vermont State
Board of Nursing Scope of Practice following the
incident between Resident #1 and Resident #2 on
3/25/25.

The home's Behavioral Outbursts - Handling By
Staff policy states, "To ensure the safety and
wellbeing of residents, staff must understand their
role and responsibility when a resident
experiences behavioral outbursts and or refusal
of cares. [sic]".

On 4/25/25, the LPN confirmed the Memory Care
Director, who is a Registered Nurse, was
contacted after Resident #1 was assisted off the
floor, and confirmed Resident #1 was not
assessed by a Registered Nurse to determine if
the Resident was injured and in need of medical
care following the incident on the evening of

R 179 Staff are re-educated regarding

Lifting techniques, and all newly hired

staff will be educated regarding lifting
technigues and will demonstrate |
competency priorto providing direc_t ;
care. This education will be monitored I
bythe Health Services Director or RN |
designee with the Human Resource
Coordinator. Audits will be conducted
of all new employees to .ensure that
their trainings are complete and

the results of the audits will be

reﬁiewed by the Quality Assurance
~Pen‘orma nce Review committee for

further action and review

Division of Licensing and Protection
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3/25/25. The LPN stated they attempted to
assess Resident #1 after the incident, and 2
additional Staff on duty during this incident stated
the PN assessed Resident #1 on the evening of
3/25/25. During an interview commencing at 3:38
PM on 4/15/25, a Staff present during the incident
stated the way Resident #1 was holding their arm
and said "ow" when the nurse was trying to feel it
they could tell Resident #1 was in pain, A note
included in an Incident Repert regarding this
incident states Resident #1's Durable Power of
Attorney was nofified of the incident and "came in
to assess [Resident #1's] need to go the ED."

The facility's LPN Supervision policy states, "The
Director of Health Services shall ensure any/all
LPN staff nurse job duties are specific to the care
and services that shall be provided to the resident
and within their individual scope of practice and
supervised by an RN [sicl."

Performing a physical assessment of a resident is
not within a Licensed Practical Nurse's scope of ©
practice in the State of Vermont. The failure to
ensure Resident #1 was assessed by a
Registered Nurse following this incident, and the
LPN's reported assessment of Resident #1
indicate the Memory Care Nursing Staff did not
demonstrate. understanding of the roles and
responsibilities of a Registered Nurse and a
Licensed Practical Nurse.

The facility's LPN Job Description also indicates a
lack of understanding of the role and
responsibilities of a Licensed Practical Nurse in
the State of Vermont. The facility's LPN Job
Description identifies the task of completing
assessments as delegated by the DOHS '
{Director of Health Services) in the Position
Summary. The Essential Job Functions listed in

R 179 The LPN Job Description f

has been revised to define the performing | r‘

roles and responSIbllltles ofthe LPN 5

consistent with the Vermont State

Board of Nursing Scope of Practice. |

The revised job description has been
Explained and reviewéd with all currently
emplpyed LPNs.

The Registéred‘Nurse is on call
and available to the LPN 24 hours a day, |

7 days a week if not available w:thm f

l

,_JJ__
5225

The facility.

R179 Plan of Correction

accepted by .
Jo A Evans RN 5/10/25
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Continued From page 7

the facllity's LPN Job Description include
"Assess resident and notify attending physician

+ and responsible party in the event of a change in
the resident's condition” and “"Assess and monitor

complex resident health status and determine the
appropriate nursing intervention.” Additional
Essential Job Functions identified in the facility's
LPN Job Description which are not within a
Licensed Practical Nurse's scope of practice in
the State of Vermont include development of
resident care plans and re-assessment of each
resident.

On the afternodn of 4/15/25 the Interim Director
of Health Services confirmed Memory Care Staff
failed to demonstrate competencies in the skills
they are expecied to perform during and following
the incident invelving Resident #1 and Resident
#2 on 3/25/25. At 4:13 PM on 4/15/25 the
Executive Director confirmed documentation of
competencies in the skills facility staff are
required to perform are not on file and available
for review at the facility.

V. RESIDENT CARE AND HOME SERVIGES

5.15 Policies and Procedures

Each home must have writien policies and
procedures that govern all services provided by
the home. A copy shall be available at the home
for review upon request,

This REQUIREMENT is not met as evidenced
by: .

Based on staff interview and record review there
is a failure to develop policies and procedures

R179

R200

R200-The community has |
performed a review of alil

Policies and Procedures.

forthe facilities On-Call policy
for Registeked Nurées, Nursing
Assessment, Incidents and
Accidents, and responseto

such by the Registered Nurse,

Division of Licensing and Protection
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governing all areas of service provided by the
home. Findings include: ;

During the investigation conducted on 4/15/25 the
Executive Director and Interim Director of Health
Services were requested to provide copies of the
facility's On-Call polic’y;\Nursing Assessment
policies and procedures; policles and procedures
governing responsé fo resident incidents and
injuries by a Registered Nurse; and policies and
procedures related to Staff competencies in the
skills they are expected to perform. Per review
of the policies and procedures provided by the
Executive Director and Interim Director of Health
Services, the requested policies and procedures
were not on file and available for review.

On the afternoon of 4/15/25 the Executive
Director confirmed the requested policies and
procedures listed above had not been developed
by the facility.

R213| VI. RESIDENTS' RIGHTS
88=E :
6.1 Every resident shall be treated with
consideration, respect and full recognition of the
resident's dignity, individuality, and privacy. A
home may not ask a resident to waive the
resident’s rights.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review there
is a failure to treat 2 applicable resident's
{Resident #1 and Resident #2) with respect for
both residents’ dignity, individual abilities, and
needs related to interventions utilized by Memory

R213

and for Staff competencies and
Required Training. The Policies !
and Procedures will be reviewed |
atleast annually and as needed.
Staff will be educated when there

Is a change in policy. All new

Policies and Procedures witl be
reviewed by the Quality Assurance
Performance Improvement
Committee and f_ecommendations P
by the committee will be revieWed
and implemented as needed. i
This will be monitored by the Executlve

PR TS Eo)

Director. R200 Plan of Correction

accepted by Jo A Evans RN 5/2/25
on 5/10/25. R [ e

R21 3-Staff have been re- educated regardmg
how to safely respond to a behavioral

outburst or refusal of care, and have

demonstrated competency using

Division of Licensing and Protection
STATE FCRM
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R213| Continued From page 9 R213 : . ]
pag the techniques such as redirection, validation, :

Care Staff during an incident of resident to
resident abuse on 3/25/25. Findings include:

The facility's Abuse Prevention Program policy
states, “We have established policies and
procedures that will provide personnel ... with the
knowledge to further ensure each resident is
treated with individual respect and dignity. "

Per record review, Resident #1 and Resident #2
are residents of the facility's memory care unit.
Both Residents are diagnosed with Dementia and
demonstrate behavioral changes associated with
cognitive decline. During an interview on the
afternoon of 4/15/25, a Licensed Pracfical Nurse
(LPN) described the incident on the evening of
3/25/25 which occurred after Resident #1
obtained a walkie-talkie left unattended by staff.
The LPN stated when Resident #1 refused to give
the walkie-talkie back, the LPN and another Staff
on duty approached Resident #1 from both sides
in an attempt o grab the device from the
Resident. This intervention did not demonstrate
respect for Resident #1's individual needs and
abilities; and resulted in further escalation of
Resident #1's behaviors during the incident as
evidenced by Resident #1 yelling and flinging
their arms towards Staff.

Resident #2 has a history of physically aggressive
and abusive behaviors towards Resident #1
including an incident on 2/23/25 during which
Resident #2 pushed Resident #1 causing this
resident to hit their head on the med carf as they
fell, Per Staff interview and record review,

| Resident #2's incidents of physically abusive
behaviors towards Resident #1 appear'to be
related to Resident attempting to protect Staff
from Resident #1. Per interview with the LPN ¢n
duty during the incident on 3/25/25, Resident #2

any further incidences between Resident #1

and resident # 2! o

: obtainihg staff assistance, and or other creative f
re-direction techniques. Stafflhave also been .
re-educated regarding Resident ‘s Rights. ,

All newly hired employees will also f';

be educated in the above priorto providing ‘

direct care The LPN involved in the |
incident has been re-educated and has

demonstrated competency in this area. ,

\

Staff have also been re-educated regarding |

abuse, abuse prevention, definition of abuse

1
i

and reporting. The Responsible persons,
(DPOAHC) have had meetings with |
The Executive Director regarding these

.lngiden’Fs and a plan approved by both i

DPOAHC is in place with the goal of preventing
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R213| Continued From page 10 R213 . R
pbag __Bothresidents physicians ;‘I
was seated nearby when the Staff on duty /
attempted to grab the walkie-taikie from Resident . are actively involved as well and following, f
#1 followed by Resident #1 yelling and flinging : :
their arms towards Staff. Resident #2 responded Resident o .
. ar
by moving towards the incident and pushing ) e and approach by staff will be
Resident #1 into a door frame. The physical . _ . ;
impact of Resident #1's body striking the door monitored to ensure that all residents /
frame fractured this Resident's right clavicle. On /
the afternoon of 4/15/25, the LPN on duty stated - will be free Of mental Verbal or physncal /
they responded by grabbing Resident #2's shirt r T !
and pulling this Resident away from the area. The abuse, neglect and exploitation, and that
use of this physical intervention to remove !
Resident #2 from the incident did not Theirrights will be respected. Th
. : . Ther -
demonstrate respect for Resident #2's individual P esults of
needs and abilities; and was a risk for further This monitoring wi i
: w
escalation and harm during this incident. ) g will be reviewed by the
: uali ;
On the afternoon of 4/15/25 the Interim Director Quality Assurance Performance Improvement
of Health Services and the Executive Director Commi ) ]
acknowledged there was a failure to treat mittee for further action and Review
Resident #1 and Resident #2 with' respect for L ‘
both residents’ dignity, individual abilities, and The Director of Health Services, or RN
needs which resulted from the interventions )
utilized by Memory Care Staff during an incident Designee, other Department Managers and
of resident fo resident abuse on 3/25/25. \\
The Executive Director will monitor,- | <%=~ 1
R224 V|, RESIDENTS' RIGHTS R224 R213 Plan of Correction accepted @2 25

88=G

6.12 Residents shall be free from mental,
verbal or physical abuse, neglect, and
exploitation. Residents shall also be free from
restraints as described in Section 5.14.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview there is a failure to

.Jo AEvans RN on 5/10/25
R224 —Staff including the LPN mvolved

- have been re-educated in
Resident’s Rights, including the right
to be free from menta L, verbal,

physicalabuse,neglect and 7
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R224| Continued From page 11 R224  exploitation and have demonstrated

ensure one applicable resident (Resident #1)
remained free of physical abuse by another
resident {Resident #2). Findings include:

The facility's Abuse Prevention Program policy
and procedures states, "It is the policy of this
community to provide each resident with an
environment that is free from verbal, sexual,
physical, and mental abuse...".

Per record review, Resident #1 and Resident #2
reside in the facility's memory ¢are unit. Both
Residents are diagnosed with Dementia and
demonstrate behavioral changes associated with
cognitive decline.

Per record review, Resident #2 has a history of
physically aggressive and abusive behaviors
towards Resident #1 including an incident on
2{23/25 during which Resident #2 pushed
Resident #1 causing this resident to hit their head
on the med cart as they fell. On 2/23/25 Resident
#1 required miedical evaluation of a large bump
on the left side of their head sustained during this
incident.

Per record review, on the evening of 3/25/25 a
second incident of physical abuse occurred when
Resident #2 pushed Resident #1, causing an
injury requiring medical attention. On the
afternoon of 4/15/25, a Licensed Practical Nurse
{LPN) described this second incident which
occurred after Resident #1 obtained a
walkie-talkie left unattended by Staff. Per the
LPN, when Resident #1 refused fo give the
walkie-talkie back the LPN and another Staff
approached Resident #1 from both sides and
attempted to grab the device from the Resident.
Resident #1 responded by yelling and "flinging
[their} arms around”. Per staff interview on

competency and understanding of these}

tights. Staff have atso been re-educated

regarding abuse, definition of abuse, |
reporting requirements and prevention |
and have demonstrated understanding
and co‘mpetency in abuse. Staff have
Been educated in abuse prevention

specific to Residents #1 and #2, ways

to redirect, creative activities to prevent

and avoid incidences involving resident |
| #1 and #2. Family meetings were held

with responsible parties (DPOAHC) ‘-%
]
and primary care physican for resident #1

and is being scheduled for Resident #2
with PCP and Gero psychiatrist forinput |

regarding redirection and altern atives !

to attempt to avoid incidences between
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R224 inued A R224 . A .
Continued From page 12 both residents. The Executive Dlrector and
4/15/25, Resident #2 was seated nearby during ;
this incident and responded to Resident #1 yelling Department Managers will monitor i
and flinging their arms by pushing Résident #1 : |
into a door frame. The physical impact of direct care and staff interactions with B
Resident #1's body striking the door frame : S
fractured this Resident's right clavicle. Residents to ensure that residents are |
1
On the afternoon of 4/15/25, the Executive _ free from abuse, and that they are I
Director and Interim Diréctor of Health Services :
acknowledged Resident #1 was physically tr . _— i
reated with res
abused by Resident #2 on 2/23/25 and 3/25/25. pect anddignityand
This deficiency is cited at a harm leve! due to the ' .
- y that their rights are being respected.

injuries caused to Resident #1 by Resident #2.

The results of this monitoring will be
\ reported to the Quality Assurance/

Performance Im provement Committee |

. 5.2.25 ]

1
I

for further action and review,

R224 Plan of Correction
accepted by Jo A Evans RN
on 5/10/25.
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