7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

October 2, 2014

Ms. Suzanne Anair, Administrator
Centers For Living And Rehab
160 Hospital Drive

Bennington, VT 05201-2279
Dear Ms. Anair:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 15, 2014. 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,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:ke

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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DEFICIENCY)
. {F 000} | INITIAL COMMENTS {F 000}| 'I'he facility suhmits the following
information and corrective aclion plans to
An unannounced on-site follow up survey for demonstrate the Facility’s compliance with
7/14114 was conducted by the Division of all rules and repulation. This Plan of
, Licensing and Protection on 9/15/14. There were Correcton is filed to comply with
! findings with this follow up survey. requirements set forth by CMS and does nol
. {F 280} | 483.20(d)(3), 483.10(k}(2) RIGHT TO {F 280} cousl_ituff: an ?dgnission t}‘mt the alleged
. 55=p | PARTICIPATE PLANNING CARE-REVISE CP deficiencies did in fact exist
! The resident has the right, unless adjudged
i incompetent or otherwise found to be
) ingapacitated under the laws of the State, to
participate ir planning care and treatment or F Tay 280
changes in care and treatment. 1. What corrective acilon will be
accomplivhed for those rexidents found to
A comprehensive care plan must be developed have been offected by the deficient
within 7 days after the completion of the practice? '
comprehensive agsassment; prepared by an
interdiseiplinary team, that includes the attending Care plans far resident #1 and #2 have
; physician, a registered nurse with responsibility been reviewsd and appropriate revisions
; for the resldent, and other appropriate staff in have been made.
! disciplines as determined by the resident's needs,
i and, to the extent practicable, the participation of 2. - How will pou ldenilfy other resiients
i the resident, the resident's family or the resident's having the potential to be affecied hy the
! legal representative; and periodically reviewed same sdeficient practice and what
and revised by a team of quatified persans afler corrective action will be taken?
each assessment. .
All residents that arc currently being
(reated for wounds have had a CP review
and revisions have heen maidc accerdingly.
This REQUIREMENT is not met as evidenced 3. What mensures will be put into place or
by: what spstemutic change will yoo make (o
. Based on siaff interview and record review, the ensure that the deficient praciice does not
' : facility failed to review and revise the pian of care reaceur?
5 regarding prassure ulcers for 2 of G residents in
| the sample, Resident #1 and #2. Findings All now admissions and readmissions will
: include: ‘ be reviewed by a member of the nursing
fe——,
LR REPRESENTATIVE'S SIGNATURE TITLE (X8 IATC

= Admindsdnas—1\ (A 2620}y

ol .

Trdeficency-tate ding with an astarisk (%) danolas a deficiency wiich the institution may be excused from costacting ploviding it iz detarminad thal

olns sl‘eguar_ds prdvide 5 cient proteclion to the patients. {See instructions,) Excopt for nursing homes, the findings stated above are dlsclosable 90 days
foilewing the date of Yurveylwhethar ar not a plan of correction is provided. For nursing hemes, the above findinps and plans of sortaction are disciosabie 14
days following the dald*#hte documents are made available lo the facility. If deficieneias aro cited, an approved pian of comection is requistte ta continued

program paticipation.

Facilily I 475029 If continuation sheetl Page 1 af 6
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PROMVIDER'S PLAN OF CORRLCMNION

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is nof met as evidenced

X4y 1D BUMMARY S1ATEMENT OF DEFICIENGIES 1) (&)

PREFIX (CACH DEFICIENCY MUST BE PRUGEDED BY FUILY PREFIX (LACH CORRECTIVE ACTION SHOULD BE GOMPIETION

TAG REGULATDIAY OR [.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE

DEFICIENGY)
{F 280} | Continued From page 1 {F 280} leadership team withm 24 hours of
1. Resident #1 was admitted to the facility on admission/readmission.
9/4/14 aftar an acute hospital stay for pneumonia.
Resident #1 had pressure ulcerations prior o All eare plans of residents with wounds
discharge fram the facility to the hospital of right WIII be réfiewed at the weikly "Ar Tisk”
medial leg and upon return to the facility h/she meeting.
was assesged to have Stage 1 pressure
Ulceration of leftright buftack. Treatment was for 4. How will the corrective action be
barrier cream and prevention was to lurn/position manitored to ensure the defivient practice
and perform routing skin assessments, Care does noi reoccar, Le; what quality
plan was not revised until 912114 to reflect assurance prograw witl be pni into place}
changes and to intraduce interventions for the:
pressure area, Confirmation was made at 1:40 All care plans of residents with weunds
PM by the Director of Nursing (DON) that lhere is will be monitored 5 ont of 7 days of every
ro evidence that the care plan had been revised weelk for the next 4 weeks, then weckly [of
to include the pressure area on the buttocks, 4 weeks. Thereafter random reviews wilt
be done manthly for 3 months.

2. Resident #2 was readmitted to the facility on
o/4/14 after an acute hospital stay for cardiac 5. Bate corrective action will be complete:
related problems. Upon readmission to the Octaber 3,2014
facility Resident #2 was assessed on 9/10/14 fo S ) )
have stage 2 pressure areas on right and Ie;t FBBO PM’MM ﬂ;oht{ Bloiden ol | Pric
butlock measuring as 4.0 x 4.5cm with depih of 281
less than 0.1gm on the right buttock and on the %%comcﬂw netion will be
left butiock a Stﬂge 2 measuring In size as 1.7 x accomplished for thase residents found 1
0.7cm that is improving, There is ng evidence fave been ffected by the deficient
that a care plan revision was made to include the practice?
pressure uicers of the buttocks. Confirmation ,
was made by the DON at 1:40 PM that there is no Resident #1°s wound was resolved—no
evidence that a care plan had been revised to further action is indicated
include the pressure areas on the buttocks. )

F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET F281L 2 How will you fdentify other residents

58-D | PROFESSIONAL STANDARDS ' baving the potential to be affected by the

- correcrive nction will-be raken?

sume deficient pracice and what

FORM CM5-2567(D2-93) Previous Versiona Obsolota

Fvent ID:US0512

Faility Iy 475029

I cantinuation sheet Page 2 of 6
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CENTERS FOR MEDICARE & MEDIGAID SERVIGES OMB NQ, 0938-0391
STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA {(*2) MULIPLE CONSTRUCTION (X3 DATE SURVLY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER A. BUILDING COMPLETED
R-C
475029 B. WING 09/15/2014

NANL O PROVIDEIR OR SUPPLIFR

—LERIERS EURLIVING AN T EEHAR

S1REETADNRFSY, CITY, STATE, ZIF CODE
160 HOSPITAL DRIVE

TBENNINGTON, VT o821

) ID SUMMARY STATEMENT OF DEFICIENCIFS . ID PROVIBLIZ'S PLAN OF CORRECTION (s
PREFIX | . (FACH DERCIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTIONM SHOQULD Ol GOMPLETION |
TAG RLGULATORY OR 150 IDENTIFYING INFORMATION) NG CROSS-REFERE}\I(_:&%E% (I:.-I_)E APPROPRIATE DATE
b =N
F 281/ Continued From page 2 F 281 100% of all residents wore asscssed [or
by: _ . _ wonnds.

Based on record review and staff interview the 100% of all MI} orders regarding skin
facility failed to meet professional standards of treatments were roviewed and reconciled
quality for 1 of 3 residents reviewed in the with existing wounds,

| sampie, Resident#1. Findings include: The following policics were reviswed and

. . . updated accordinply: Transcription of

During record review of physician otdars for Physician's Orders, Physician’s Orders,
wound care for Resident #1, it was noted that the MAR/TAR Guidelin.es for Use.
physician, on 8/7/14, ordered Xerofoam, 2X2
gauze and teggderm as the treagment_for a 3. What measures will be put into place or
wound on the Aght bullock. Review of the witat sysiematic chunge witl you make to
treatment record presents that the nursing staff ensure that the deficient praciice does noi
have been utilizing Narmal Saline, hydrogel and reocenr?
aquacel foam and a kling. Confirmation was
made by the Director of Nursing at 2:40 PM that All nurses wecs educated on the
the nursing staff have not been following the transcription process and the process for
phiysician oraers. conducting 24 hour chart checks.

Reference based on Standards of Frofessional 4 How will the corrective acfion be
N“m'.“g PI'aCtICE:_. _Llppm‘cott manual of Nursing monitored to ensure the deficlent priciicd
Practice 16th edition, Wolthers Kluwer does not reaccur, ie,; what gualiy
Health/Lippincoti Wiliams, Page 17, Standards of . o y
practice was deviated with the failure to follow assurance program will he put lnio place:
physician orders. - - . Random 24 hour chart checks will be

F 314 | 483.25(c) TREATMENT/SVCS TQO F 314 andited $ out of 7 days for the next 4
$$=t | PREVENTHEAL PRESSURE SORES weeks, (hen weekly times 4 weeks, then
. ’ mouzhly for 3 manths.
Based on the comprehensive assessment of a v ror
resident, the facility must ensure that a resident 5. Date corrective action will be complete:
who enters the facility without pressure sores ) Octaber 3. 2014
does not develop pressure sores unless the ’
indivigual's clinical condition demonstrates that
| ! h \ C L
they were unavoidable; and a resident having F%\ poca ey Yed q\%l ™ WW“QA\
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

FORM CMS-2567 (02-0) Previous Versicns Dbsolole

Event ID;US0512

Favility ID: 475029

If continuation sheet Page 3 of 8
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-t gtatus is improving. There is no documentation

by

Based on interview and record review,; the facility
failed o assure residents with pressure sores
receive the necessary traatment to promote
healing, prevent infection and prevent new sores
from developing for 3 of 3 residents in the
sample. (Residents #1, 2, 3) !

1. Resident #1 was admitted lo the facility 9/4/14
aifter an acute hospital stay for pneumenia. Prior
to hospitalization, Resident #1 presented with
wounds to lower right medial leg and the wound
was assessed and lreated per orders. When
returned from the hospital h/she was assessed,
and documentation prasented that the resident
had a Stage 1 pressure area on hig/her right/eft
huttock. Treatment was barmier cream and
prevention strategies were fo turn/position the
rosident and perform routine skin care
assessments. Per review of the treatment record
(TAR), there is no evidence that the harrier cream
was applied and it was not on the TAR. On
9/7/14, wound documentation présents that there
is a Stage 2 pressure arza on thé right iner
ankle. Alater enfry on the sameé day states that
the right medial leg [s a current Stage 2 and

menfioning the buttocks for measurements ar
assessment. A 9/10/14 entry also does not
address the buttock areas, nor is there evidence
in other dogumentation to support that the facility
assessad the buttocks areas presant on |
admission. At 12:23 PM the Director of Nurses
(DON) confirmed that the documentation doesn't
provide the information as to what area the
resident had and which areas were measurad,
also that the buttocks has not been resolved and
that it is no longer being manitored.

STATEMENT QF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {2} MULTIIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN O CORRLGTION IDEN TIFICATION NUMBER: A BLILDING COMPLETED
R-C
475029 B. WING 09/1512014
NAML OT PROVIDER OR SUPPLIFR STREET ADDRESS, CITY, STATE, ZIF CODE
' 150 HOSPITAL DRIVE
— CENTERS - LI NG AL R H AR iyt Mo " s - o ——
e HERNINGTON, VT 052017
(%4) I BUMMARY STATEMENT OF DFFICIENCIES D ; PROVIDEITS PLAN OF CORRFCTION {X5)
PREEIX ({EACH DEFICIENGY MUST EE PREGEDEL BY 1FULL PREFIX {EACH CORRECTIVE ACTION SHDULD BG COMPEFTION
TAG RFGULATORY OR LSC IDENTIFYING INFORMATION) ne o CR(S55-REFERENCED TO THE APPROPRIATE - DATE
. DEFIGIENGY)
F 314 Cor\tlnued From page 3 ‘ F 314! ¢ Tae 314
This REQUIREMENT is not met as evidenced T What correciive action will bo

accemplished for those residents found to]
have heen affected by the defivient
practice?

Rasident #1's wounds have resotved—-no
finther interventions are indicaled.
Residents #2 and #3 received a foll skin
assessment and documentation bl the
assessment reflecled acenrate
docomeniation of wound sites and
condilion.

How will yor identify otler residents
having the potentinl to be affecied by the
smme deficient practice and what
corrective action will he tiken?

100% of #)l residends wero assessed for
wounds.

100% of a1l MD orders regarding skin
trealments wers reviewed and reconciled
with existing wounds.

What measiires will be put fnte place or

what xystematic change will you mahe to
ensure that the deficient practice does nof
reoccur? '

All residents with wounds will be
reviewed at the weekly “At Risk™ mesting,
100% o all nurses were educated on
skin/wound docwnentation.

FORM CME-2567(02-08) Previous Versions Obsofetu

Evenl iy, USOLI2
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i
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1 Stage 2. Measurements of the right buttock on

2, Resident #2 was admitted to the facilily on
8/27/14 and it was dacumented that h/she had
Stage 2 pressure ulcers of the left and right
buttock. Wound #1 was the left upper butlock and
measured 5.5 X 6,.5cm and that Wound #2 was of
the right upper butteck and measured 0.4 x
0.6crr. Per interview with the DON at 12:23 PM,
hishe stated that the documentation was
inaceurate as the wounds were red and not
blanchable and that they were actually Stage 1
areas and that an area is not a Stage 2 unfil the
skin-has is na longer intact. An entry on 9/3/14
presents that an area was noted on the left heel
to be brown in discoloration and measured as 2.0
cm in diameler and is indicatad to be a Stage 1.
There are no further measurements of the left
heel, 9/18/14 wound documentation presents
the slte as the left and right buttocks and as a

8/27 were 1.4 x 0.6cm. There were no
measurements on 9/3/14 and on 9/10 the area
measured 4.0 X 4.5cm and was listed as
improved. The DON confirmed at 1:40 PM that
the measurements were inaccurate and the areas
that were measurad did not illustrate wheare the
wounds were.

{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES ! I v FPROVIDER'S PLAN OF CORREGTIUN 1X5)
PIREFIX (EACH DEFICIENCY MUST BE FRECEDED RY FULL | PrEFIX (EACH CORRECTIVL ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO T1IL APPROPRIATE DATE
: DEFICIENCY) :
F 314 | Continued From page 4 F314: 4. How will the corrective action be
monitered tn ensure the deficient practice]
During record réview of physician orders for dues not reocenrs, i.e.; what quality
waound care for Resident #1, it was noted that the assurance pragram will be put into placed
physician, on 8/7/14, ordered Xerofoam, 2X2
gauze and tegaderm as the treatment for a A documentation of wounds and wound
wound on the right butiock. Review of the carc will be monitored 5 aut of 7 days of
treatment record presents that the nursing staff every week for the next 4 weeks, then
have been utilizing Normal Saline, hydrogel and weekly [or 4 weeks. Thereafier random
aguacal foam and a kling. Confirmation was teviews will be done monthly for 3
made by the Director of Nursing at 2:40 PM that monlhs. :
the nursing staff have not beén following the
physician orders. 5. Date currective aetion will be complete:

PR PoC accephed 4|5l Boakilen | puil

October 3, 2014,

FORM CMS-2667(02-80) Previous Verzions Obsolete’

Evenk ID: USOs12

Faclily iD; 475029

I continuation sheet Page 5 of 6
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; F 314 | Continued From page 5 £ 14

3. Resident #3 was admitted to the facility
8/16/14 and upon admissipn was assessed to
hiave a Stage 2 on right buttock measuring 4.5 X
2.5em. Entry on 8/28/14 indicated no

1 measurements, and there were no -
measurerments for 83, /6 or 9/10/14.
Documentation indicates that the area is
improving. Documentation on 8/27 presents that
resident has area on lower right buttock and an
B/28 it states that the area is on the
sacrum/coccyx. An entry in the record then
presents that on 8/29 the coctyx was without an
open area, but a Stage 2 is present, butno
indicatiohs as 10 whereabouts or size of the
wound. 1:40 PM per confirmation from the DON,
' there is no evidence that the wound was

' assessed and there is no evidence of where the
wound fs.

FORM CIMS-2567{017.88) Previous Versians: Dbsolots Event 10:U50512 Facilily ID: 475028 if continuation sheet Paga 6 of 6
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