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

August 1, 2012

Ms. Patricia Horn, Administrator

Cedar Hill Health Care Center

49 Cedar Hill Drive

Windsor, VT 05089 , . Provider #: 475046

Dear Ms. Horn:

Enclosed is a copy of your acceptable plans of correction for the recertification survey
conducted on June 27, 2012. 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,

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced on-site recertification survey
was conducted by the Division of Licensing and | _
Protection from 6/25/12 through 6/27/12. Based i
on the information gathered, the following .
regulatory violations wers cited. : Under Appeal 8/1/201%
F 157 483.10(b)(11) NOTIFY OF CHANGES . F1s7 PP /1/2011
$8=D (INJURY/DECLINE/ROOM, ETC) ‘
_ ) ) ; -All behaviors occurring more than 2
- A facility must mmgd:atgly mfoqn_\ the resident;, | . days consecutively or occurring
consult with the resident's physician; and if i ) . )
known, notify the resident's legal representative l more than 3 times in a 7 day period
or an interested family mfgmber wi)en there i§ an | will have MD notified via fax form.
. accident involving the resident whlcplresultsw'n‘ MD will be responsible to respond to
- injury and has the potential for requiring physician . ) o _ o
| intervention; a significant change in the resident's fax with verification of his receiving
physical, mental, or psychosocial status (i.e., a it and acknowledgement of
deterioration in health, mental, or psychosocial . e
| status in either life threatening conditions or .bejhav'o.rs‘ MD may “Sfa this faX.tO
clinical complications); a need to alter treatment initiate new orders or interventions.
. signiﬁca?tly (i.ef.. a need tOddisco_nti;ue an All initial faxes will be kept in the fax
| existing form of treatment due to adverse .
|
consequences, or to commence a new form of ~ logbookuntil MD has returned
treatment): or a decision to transfer or discharge | signed fax. The signed fax will be g
1 §483.12(a). note section. If a new order is on
The facility must also promptly notify the residgnt . form a copy will be placed in the
and, if known, the resident's legal representative physician order section of chart and
or interested family member when there is a .
_change in room or roommate assignment as taken off as a normal order.
_ specified in §483.15(e)(2), or a change in '
. resident rights under Federal or State lawor
- regulations as specified in paragraph (b)(1) of
" this section.
: The facility must record and periodically update
/HWdress and phone\number of the resident's
.ABO?ATORi (X6) DATE

DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SlG?ATURE 1 ,‘ )

%ram

Any de?cienc

statement ending with an Aetdrisk (") denotes 2 deficiency which the institution may be extused from correcting providing it is determined that

sther safeguadis provide sufficient protection to the patients, (Ses instructions.) Except for nursing Nomes, the findings stated above are disclosable 80 days

‘oliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
jays following the date thess documents are made svailgble to the facility. If deficiencies are cited, an spprovad plan of corraction is requisite to continued

arogram participation.
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SUMMARY STATEMENT OF DEFICIENCIES T

legal representative or interested family member.

~This REQUIREMENT is not met as evidenced
by: ' :
Based on record review and staff interview, the

_facility failed to notify the primary physician of an

increase in combative behaviors and agitation for

i 1 resident of 31 (Resident #35) in the Stage 2

i sample. The findings include: !

| 1. Per review of the medical record, Resident

- #35 was admitted to the facility on 12/4/11 with

- diagnoses that include dementia with behaviors. !
Per the psychological evaluation dated 4/13/12,
the evaluation indicates that Resident #35 has a

" history of dementia and was seen for-evaluation

- of the dementia and behavior problems. The

' evaluation indicates that Resident #35 has a

= history of striking out with care. Per raview of the

| nurse's notes, Resident #35 was medicated with

i an as needed (PRN) dose of Ativan for combative

: behaviors and agitation on 5/2, 5/4, §/10, 5/12,

5/23,,5/27, 5128, 5/31, 6/5, 6/7, 6/8, 6/9 and

6/10/12. Per review of the nurse's notes, the

notes indicate that Resident #35 has sustained

bruising as a result of his/her combative behavior.

Per review of the comprehensive care plan titied

“At risk for untoward effects of Haldol,

Psychotropic drug use” initiated on 12/11/11, the

‘ care plan indicates that "if resident presents with -

| Increased combative behaviors then reportto

! physician".

" TTPET review of the physician notes, there was
no documentation that the physician was notified
of any increase in combative behaviors from
§/2/12 until 6/10/12 when the physician was

F 157

(X0 ' ) PROVIDER'S PLAN OF CORRECTION X5
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SRESULD BE conbLenon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157 Continued From page 1

DNS/designee will monitor behavior
sheets and PRN to ensure that MD
has been notified as outlined above -
at least 2 times a week.

DNS/designee will audit the MD fax
book to ensure that MD has
responded to faxes on a weekly
basis.

All nurses will be educated on the
new behavior fax form and its
process.
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notified via fax. Per review of the facility's policy ‘
titled "Problematic Behavior Management', the |
policy indicates “the staff will identify, document i
; and inform the physician about an individual's
i mental status, behavior, and cognition." Per
| interview with the DNS on 6/27/12 at 1:09 PM,
! he/she confirmed that no physician had been '
- informed from 5/2/12 to 6/10/12 of Resident #35's :
increase in behaviors, and the DNS confirmed
that the resident should have been re-assessed
for the increase in behaviors, .
F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 Resident #15 skin inte rit. risk care
55=D PARTICIPATE PLANNING CARE-REVISE CP 7o siin Integrity
; plan was immediately updated to
| The resident has the right, unless adjudged reflect history of reddened heels as

incompetent or otherwise found to be
incapacitated under the laws of the State, to
‘ participate in planning care and treatment or

; changes in care and treatment.

| A comprehensive care plan must be developed

1 within 7 days after the completion of the

comprehensive assessment; prepared by an

interdisciplinary team, that includes the attending

! physician, a registered nurse with responsibility

| for the resident, and other appropriate staff in

' disciptines as determined by the resident's needs,
and, to the extent practicable, the participation of

" legal representative; and periodically reviewed
and revised by a team of qualified persons after
|‘ each assessment.

This REQUIREMENT is not met as evidenced
by:

well as failed attempts by resident
refusal to float/elevate heels and to
use booties as prevention.

#1. The DNS did not confirm
that the red heels were getting
better on resident #15 and that they
remained the same since 4/20.

- the resident, the resident's family or the resident's |

2. The bilateral red heels had
[ not remained the same since 4/20

and in fact had resolved.

3. The surveyor, the DNS and RN

responsible for wounds went to
visually inspect the bilateral heels
“and noted that the areas '

-2567(02-09) Pravious Versions Obsolets
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the notes indicate that Resident #15 has

reddened heels, and a new order was obtained

for skin prep to heels three times a day. Per the

nurses notes on 5/4, 5/11, 6/8 and.6/21, Resident
: #15 has bilateral reddened or pink heels and skin

: prep was applied. Per review of the nurses notes,

: there was no cvidence that any other

“interventions were utilized to help resolve the
 bilateral reddened heels and no interventions to

: prevent reoccurrence. Per review of the

- comprehensive care pian initiated on 4/30/12

titled "At risk for skin integrity impaired”, there

" was no documentation identifying the reddened .

: Per interview with the Director Of Nursing (DNS)
on 6/27/12, hefshe confirmed that Resident #15
had been identified on 4/20/12 to have bilateral
_reddened heels. The DNS indicated thatthe .
. redness indicates potential area for skin
breakdown and pressure sores to develop. The

| DNS confirmed that the bilateral red heels were

| not getting better and that the area is remaining

for updating care plans and will take

care plans to ensure that any new
order is followed up with a care plan
‘update. Interdisciplinary team will
ireview each care plan individually
:fafter each assessment to ensure that
all areas are covered. Nurses and .

: LNA’s will be consulted before team

and pink heels identified on 4/20/12, and there meetings.

was no documentation to indicate any specific

interventions to help resolve the bilateral - Fago Poc omgh»«b Tlavliy
reddened heels and prevent reoccurrence. Scsvren|

l

. F .
i part in the oversight and revision of -

{Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTIGN )
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F 280 ed From pa
Continued page 3 F 280! \yere healed and were no longer red
| Based on staff interview and record review the ) ‘
facility failed to revise the comprehensive care | or pink.
plan for 1 resident of 31 in the Stage 2 sample
(Resident #15) to reflect the resident's current
| medical status with goals and interventions ; : . ) i
| i specific to meet the resident's current needs. The  ADNS/designee will audit care plans |
fndmgs include: | on a weekly basis to update and
' . audit for appropriate interventio
"1, Per review of the medical record on 6/27/12, pprop ns
" Resident #15 was re-admitted to the facility on that reflect the current POC
~4/18/12 with diagnoses that include dementia and ; effective June 28, 2012. Nurses will
syncope. Perthe nurses notes dated 4/20/12, be educated on proper procedure 8/1/12
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F 280 Continued From page 4 F 280
the same since identified on 4/20/12. The DNS
indicated that the nurses were utilizing skin prep
three times a day. The DNS indicated that the.
staff had attempted to float the resident's heels
but he/she was noncompliant. The DNS indicated
that Resident #15 wears shoes or slippers and at .
~ times will allow staff to put him/her in a recliner to
- put heals up.
. Per review of the comprehensive care plan with
. the DNS on 6/27/12, hefshe indicated that the
' care plan dated 4/30/12 did not address the
bilateral reddened heels identified on 4/20/12,
‘ and did not address any resident specific
{ interventions to treat the current area and prevent
: reoccurrence“of the area. £ 282 Under Appeal 8/1/12
Fsé?g ‘ ;%i%%‘ggg'g;giggg&eg QUALIFIED All behaviors occurting more than 2
_ : : days consecutively or occurring
" The services provided or grranged by tbe facility more than 3 times in a 7 day period
must be provided by qualified persons in il h MD notified via fax f
accordance with each resident's written plan of will have MU notitied via tax form.. -
care. MD will be responsible to respond to
fax with verification of his receiving
This REQUIREMENT is not met as evidenced it and acknowledgement of
by: 5 behaviors. MD may use this fax to
Based on record review and staff interview, the initiate new orders or interventions.
{ facility failed to provide services for 1 resident of o . .
31 (Resident #35) in the Stage 2 sample. The All initial faxes will be kept in the fax
i findings include: log book until MD has returned
1. Per review of the medical record, Resident s.|gne.d fax. The signed fax will be
#35 was admitted to the facility on 12/4/11 with filed in the back of the MD progress
diagnoses that include dementia ;Vlth :37183;228 note section. If a new order is on
. Per the psychological evaluation date | . .
the evaluation indicates that Resident #35 has a form a copy will he placed in the
history of dementia and was seen for evaluation
FORM CMS-2567(02- ) Previous Versions Obsolste Event 1D: JOUP11 Fagility 1D: 475048 If continuation sheet Page 5 of 11
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of the dementia and behavior problems. The

. evalyation indicates that Resident #35 has a

history of striking out with care. Per review of the
nurse's notes, Resident #35 was medicated with
an as needed (PRN) dose of Ativan for combative

_behaviors and agitation on 5/2, 5/4, 5/10, 5/12,

5/23, 5/27, 5/28, 5/31, 615, 6/7, 6/8, 6/9 and
6/10/12. Per review of the nurse's notes, the’

" notes indicate that Resident #35 has sustained

bruising as a result of his/her combative behavior.
Per raview of the comprehensive care plan titled
"At risk for untoward effects of Haldol,
Psychotropic drug use” initiated on 12/11/11, the
care plan indicates that "if resident presents with
increased combative behaviors then report to
physician". .

Per review of the physician notes, there was

- no documentation that the physician was notified
" of any increase in combative behaviors until
" 6/10/12 via fax. Per review of the facility's policy.

titled "Problematic Behavior Management”, the
policy indicates

“the staff will identify, document and inform
the physician about an individual's mental status,
behavior, and cognition." Per review of the

- behavior monthly flow record for May and June,

: with the Director Of Nursing (DNS) on 8/27/12,

i he/she indicated that the interventions listed on

. the flow record were tried and were unsuccessful
' prior to the administration of Ativan. The flow

' racord indicates and the DNS confirmed that 11

' ifterventions (redirect, 1:1, ambulation, activities,
_return to room tilting, giving food, giving fluid,

changing resident's position, encourage rest, and
a back rub) were tried and were unsuccessful,
causing the nurses on 5/2, 5/3, 5/10, 5/11, $/12,
5/23, 5/27, 6/5, /7, 6/8, 6/3 and 6/10 to

F 282 physician order section of chart and
;taken off as a normal order.
DNS/designee will monitor behavior
sheets and PRN to ensure that-MD
has been notified as outlined above
at least 2 times a week. B

DNS/designee will audit the MD fax
book to ensure that MD has
responded to faxes on a weekly
basis.

All nurses will be educated on the
new behavior fax form and its
process.

F202 (o deecprds (0wl
Jtoswurerl| Bwne
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Each residént‘s drug regimen must be free from
" unnecessary drugs. An unnecessary drug is any

- duplicate therapy); or for excessive duration; or
" without adequate monitoring; or without adequate
" indications for its use; or in the presence of
. adverse consequences which indicate the dose
' should be reduced or discontinued; or any
* combinations of the reasons above.

drug when used in excessive dose (including

' Baged on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not

given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically

. contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

(X410 - SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S'PLAN OF CORRECTION 05)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A
F 282 Continued From page 6 F 282
administer as needed Ativan for agitation and
. combative behaviors. Per interview with the DNS
on 6/27/12 at 1:09 PM, he/she confirmed that no ;
physician had been informed of the increase in
combative behaviors, and Resident # 35 should ;
have been re-assessed for the increase in
_behaviors. i
F 329 483.25(/) DRUG REGIMEN 1S FREE FROM F 329
$S=D . UNNECESSARY DRUGS

1. Medication errbr report
immediately completed
for Resident #25, staff
counseled, family and

physician notified of

[ medication error.
Nurses will be educated
' on the procedure for

I monthly MAR turnover
by Omnicare on

to complete education
on a monthly MAR for
those unable to attend.

3. ltis the expectation of
Cedar Hill that all nurses
will partake in the
monthly MAR first
reviews as the first
checks.

7/9/2012. DNS/designee

- 8/1/12

8/1/13

FORM CMS.-2587(02-99) Previous Varsions Obsolste
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Based on staff interview and record review, the il b ioned d
| facility failed to assure that the medication will be assigned secon :

F 334

: regimen of 1 regident of 4 reviewed in the stage 2
| sample (Resident #25) remained free from
unnecessary drugs by administering a higher

. dose of medication than what was ordered by the

i physician on 5 occasions during May 2012,
Findings include:

|

. 1. Per record review on 6/27/12 at 10:00 A.M.

i Resident #25's medical record contains a

i Physician's Order dated 4/20/12 decreasing the

: dose of Ativan (an anti-anxiety psychotropic drug)

: from 0.5 milligrams (mg) to 0.25 mg by mouth up !

' to four times a day PRN (as needed). Nursing

: Notes for that day record the decrease in dosage -
and that Resident #25's daughter was called and ;

; approved the new orders.

Per record review, Resident #25 has a Care Plan
: which includes a "risk for untoward effects of
psychotropic drug use: Ativan used to treat

anxiety". Approaches for the pian of care include

| "medications per orders”. A Care Plan Actian
I Notice on 4/30/12 lists "Nursing: reviewed
" changes in medication, Ativan decreased”. Per
record review, Resident #25's Medication
Administration Record (MAR) for May, 2012
documents a dose of 0.5 mg of Ativan given on
514, 5/6, 5/10, 5/26, & 5/29/12. Per interviewon -
6/26/12 at 2:09 P.M,, the facility's Director of
Nursing Services conr rmed that the Physician's
{ Order decreasing Resident #25's dosage of
Ativan an 4/20/12 was not transcribed 10 the
MAR, and that Resident #25 was administered a
: dose of Ativan larger than the ordered dose on §
k { gifferent occasions in May 2012.
| 483.25(n) INFLUENZA AND PNEUMOCOCCAL

|
1
1
l
i
n
I
l

F 334!

' take the old MAR with

“third check to ensure ‘

334 Poc accepid faulp
Jhesmaren) fme

and final checks on
MARS prior to the start
of each month.

It is the expectation of
Cedar Hill that the
nurses who work the
first day of the month to

the new MAR and
compare both MARS
during that pass for a

that MARS are accurate
from month to month.

MAR process and
identified problems will
be reviewed at least
quarterly with the
Quality Assurance
Committee.
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$S=E | IMMUNIZATIONS

. The facility must develop policies and procedures

" that ensure that --

- (i) Before offering the influenza immunization,

. each resident, or the resident's legal
. representative receives education rega

. benefits and potential side effects of the

immunization;

(i) Each resident is offered an influenza .
immunization October 1 through March 31
annually, uniess the immunization is medically
contraindicated or the resident has already been

immunized during this time period;
. (iii) The resident or the resident’s legal

. representative has the opportunity to refuse

" immunization; and

" (iv) The resident's medical record includes
" documentation that indicates, ata minimum, the

following:

(A) That the resident or resident's legal

representative was provided education

the benefits and potential side effects of influenza

immunization; and
(B) That the resident either received t

rding the

regarding

he

influenza immunization or did not receive the i

! influenza immunization due to medical
| contraindications or refusal,

that ensure that --
(i) Before offering the pneumococcal

immunization;

The facility must develop policies and procedures

immunization, each resident, or the (esident’s o
legal representative receives education regarding :
the benefits and potential side effects of the :

(i) Each resident is offered a pngurqocqccal
immunization, unless the immunization i$

Policy and Procedure for!
influenza Immunizations
was revised to include .
the dates of the flu
season as defined by
federal regulation '
(October 1 through
March 31), and to
include that each =~
resident, and/or '
resident representative
will be given proper
education regarding
influenza vaccination for
that year as set forth by
CDC. Annual consent for

7/16/12

immunization will be
obtained.

Influenza Informed
Consent forms will be
revised to include a
section to document
that education regarding
the vaccination was
given to the resident or
representative at the 7/16/12
time of requesting

consent.
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. medically contraindicated or the resident has
already been immunized;

(iii) The resident or the resident's legal
representative has the opportunity to refuse
immunization; and

(iv) The resident's medical record includes

. documentation that indicated, at a minimum, the
: following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of
pneumococcal immunization; and

(B) That the resident either received the
pneumoceoccal immunization or did not receive
the pnaumococcal immunization due to medical
contraindication or refusal.

{v) As an alternative, based on an assessment
and practitioner recommendation, & second
pneumococcal immunization may be given after §
* years following the first pneumococeal

. immunization, unless medically contraindicated or
" the resident or the resident’s legal representative

. refuses the second immunization.

This REQUIREMENT is not met as evidenced
< by
i Baged on record review and staff interviews, the
facility failed to provide documentation of consent
| received for vaccine administration and/or
. education provided regarding the benefits and
" risks of influenza immunization, for 4 of § _
résidents or theif 1egal representatives in the
applicable stage 2 sample (Residents #7, #11, |
#13, #30), each time the vaccine is offered.
: Findings include: ‘

This information will be
kept in the resident’s '
record.

The Infection Control
Nurse or designee will
check to make sure that

all consents are
obtained before
administration of
vaccine.

Quality Assurance
Committee reviews flu -
vaccine pdlicy and
procedures, and
vaccinations pending
and completed yearly
during the flu season.

334 PoC acepd ol
Jteswmaren| fne
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. 1. Per record review, the facility failed to develop

- and implement a policy and procedure that

| assures that each resident or their legal

! representative has the opportunity to accept or

: refuse vaccination, and receives education

: regarding the benefits and side effects of the

" influenza vaccine each time it is offered. The
facility's written procedure states that "Residents
who received vaccine in previous years and who
have signed or whose responsible party has

i signed will not have to renew permission”. The

written policy and procedure does not address

education regarding benefits and side effects of

the vaccine.

The facility provided information which indicated ! -
i that 8 residents received influenza vaccing during ° ' :
: the 2011-12 influenza season. During record
reviews, there was no evidence in the medical
records of 4 of 5 residents in the stage 2 sample
" (Residents # 7, #11, #13, and #30) that they or
their responsible party had either given consent
for immunization or received education regarding
_the bengfits and side effects prior to being
administered the vaccine on 10/7/11. During an
interview with the Assistant Director of Nursing
(infection controf nurse) on 6/27/12 at 10:45 AM, .
! s/ne confirmed that the facitity could not provide
evidence of congent by the residents or their
responsible parties, or education provided
regarding bensfits and side effects of the
influenza vaccine prior to administration each
; time the vaccine was offered.

i |
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