/‘\ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DMSABILITIES, AGING AND INDEPENDENT LIVING

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

Voice/TTY (802) 871-3317

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

December 6, 2013

Mr. Alan Blier, Administrator
Centers For Living And Rehab
160 Hospital Drive
Bennington, VT 05201

Dear Mr. Blier;

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 6, 2013. 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 faited to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

fro
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Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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ALLEGATIONS/INDIVIDUALS

Tha facility must not employ individuals who have
bean found guilty of abusing, negiecting, or
mistrealing residents by a court of law; or have
had 2 finding entared into the State nurse aide
registry concerning abuss, neglect, mistreatment
of residents or misappropriatian of their property;
and repart any knowledgae it has of actions by a
courl of [aw agains! an amployee, which would
indicate unfitness for service as a nursa aide or
other facility staff to the State nurse aide registry
or licensing aulhorities.

The facility must ensure that all allegad violations
invelving mistreatment, neglect, or abuse,
in¢luding injuries of unknown source and
misapproprialion of residenl praperty are reported
immedialely ta the administrator of the facility and
Lo ather gfficials in accordance with State law
through established procedures {(including to the
State survey and certificalion agency).

The facility must have evidence that all alleged
violations are thoroughly invesligated, and must
prevent further potentinl abuse while the
investigatian is in progress.

The results of all investigations musl be reported
to the administralor or his designated
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476028 B. WING 11/06/2013
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(X4 10 SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION o8]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACII CORRECTIVE AGTION SHQULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFDRMATION) TAG CROS$S-REFERENCED TO THE APPRDPRIATE PATE
' DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 | Tag F0OQ
: The Facility appreciates the opportunity to
An unannounced on-site Recertificallon survey address the findings of the Division of
and complaint investigation were conducted from Licensing and Protection survey that
11/4/13 - 11J6/2013, by the Division of Licensing ended on November 6, 2013, and to
and Protection. There were reguiatory submit the following Information and
deficiencies identified. The findings include: corrective actlons plBns o demonstrate the
F 225 | 483.13(c){1)(ii)-(iif), (c}(2} - (4) F 225 | Facility's compliance.
88=D | INVESTIGATE/REPORT

Tag F225

Bacgkground information:

Fagcility policy entitied "Abuse Negiect and
Exploitation Prohibition” was raviewad by
ihe survayors and found le be in
compliance with applicable ragulations,
Howsver, the survayors found that the
palicy was not followed by staff in the case
of one resident, Upeon review foilowing the
survey, improvemenis to the policy were
idantifiad, as was the need forre-
educalion on the policy.

The Facility netes that the employee

‘referenced in this tag as well as Tag F226

as being suspected af ulilizing a resident’'s
medication Tor personal use is no longer in
the employ of lhe Facility,

Plan for Correclion:
All Facilily residenis have been identified

as having the patential Lo be affecied by
the issues addressed in this Tag F225.

EIL KEPRESENTATIVA'S SIGNATURE

TITLE (X6) DATE
Ac{mrm' C’_/F‘ci?[bfl /f,/Q b fr. 3

Any deliclency stalement ending wilh an asierisk {*) denates a deficiency which tha inslilution may ba excused from correcling providing it ie determined (hal
other safeguards provide sufficien! profection ta the patienls. (See instruclions.) Excepl for nurslng homas, Iha findings slated abova are disclosabla 90 days
following the dale of survey whether or nol a plan of corraction Is prowidad. For rursing homes, the above findings and plans of corraclion are disclosablo 14
days following the dale Ihase documenls ara nade avallabia to the facllity. il deficiencies are ciled, an approved plan of correctian 15 requisiie 1o continued
pragram parucipatlan.
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facilily Licensed Nursing Assislant {LNA) reporled
to the RN Supervisor on 7/27/13 Lhal a facility
LPN asked the LNA to apply a lidoderm patch to
the LPN's back. The LNA informed the RN
Supervizor that after he/she epplied the Lidodarm
paich, the LNA heard the LFN 1ell the residenl
that the LPN had "borrowed” one of the residents
paiches.

Per review of the fax receipt, an event reporl was
sent (o the Division of Licensing and Protection
(DLP) notifying the agency of the reportable event
on 8/23/13, aimost 1 month later.

The DNS and/or designee will conduct a
weekly random sampling chart audil to
aesure that all notations of any alleged
abuse, neglect, exploitation, criminal act or
other indication of mental anguish on the part
of any resident is fully documented, that
apprapriate clinical inlerventions are
occurring, and that slale reporting has
occurred within the correct timeframe as
required; these will occur weekiy for 4 weeks
and monthly thereafter for 3 months, to be
assessed by lhe Facility Safety-Qualily
Commiltee.

STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIEI/CLIA (X2 MULTIPLE CONSTRUCTION (X3) ONTE SURVLY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A COMBLETED
. BUILDING _
ATEO29 B. WING 11/06/2013
NAME OF PROVIDER OR SUPPLIER T STREET ADDRESS, CITY, STATE, ZiP CODE
160 HOSPITAL DRIVE
CENTE FOR LIVING AND REHAB
RS ¢ BENNINGTON, VT 05201
(X<h) D SUMMARY STATEMENT_O}-DEFiCIEPiCIES . D PROVIDER'S PLAN OF CORRECTION [x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR | SC IDENTIFYING INFORMATIDN) TAG CROSS-REFERENCED TG THE APPRDPRIATE DAtk
DEFICIENCY)
F 225 | Cantinued From page 1 F 225 | Tag F225 (continued)
represantative and to other officials in accordance A , . .
wih Sto I (ncluding 1 he Satesurey and it ek Mot B
certification agency) within 5 working days of the to inciu?le the federally-mandated i
incident. and if the alleged viotation is verified imeframe m‘? o omny Su"‘s oriod abuse
appropriate corrective action must be taken. porting suspectec
and neglect to the Facility Administrator
(immediate reporting is required, which is
hot later lhan 24 hours) and to update the
. . Facility reporling procedure. Additicnal
;;lfs REQUIREMENT is not mel as evidenced education on Abuse, Neglect and
Based on record review and staff intarview the E:qﬁiﬁg?rt\f:t:ff:ru ::::’?‘ﬁfge}glggn?d the:
facility failed (o eneure that all alleged violations -
inuol?:'ng mistreaiment, neglect, urgabuse. c?nducted for 100% %f Facillty staff and
including injuries of unknown source and :2;‘:',:;::'3212‘8:”b’;ta?f:.r;r:iﬁ; 331103'
misappropriation of resident property are reported have nol com 'Ieteyd thie training will not be
immediately to (he administrator of tha facility and ermitted to rslurn to dut untilglt has beer
to other officials in accordance with Slate law Eom leted. The understayndin and
through established procedures (including lo the 'competenc-' of this education ?uill be
Stale survey and cerlificalion agency) for 1 assepssed b,; obtaining a passing score on
resident In the tolal sample. The findings inciude: a written test. Al new staff will complete
[ 1. Per review on 11/8/13 of the facilities internal g‘rfaif"t’igrf"‘:’sf:s a component of their
investlgation, & faciity Licensed Praclical Nurse @ program.
(LPN) was suspected of utilizing a resident’s Monitorina:
medication for the LPN's personal use on —enitenry:
7/2713. Per review of the wrilten slatements, a Ongoing

FORM CMS.246/7(02-69) Pravious Veraions Obsolele

Event 1D: HTT811

Facility ID: 475029
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475029 B. WING o 11/06/2013
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x4) ID SUMMARY STATEMENT OF, DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFEX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATC
: DEFIGIENG'}
F 225 | Continued From page 2 F 225 | Tag F225 {continyed),
Per interview with the facilily Director of Nursing The Corporate Compliance Officer will Ongoing
on 11/6/13, helshe reviewed his/her investigation provide monitoring of 100% of state
and confirmed that the incident on 7/27/13 was reported avents for compliance with the
not reported to the appropriate state agency uniil state law requirements in the farm of a
8/23/13 per tha date on the fax receipt and review of 100% of event report= filed in the
he/she confirmed that a reportable Incident was category of “State Report Filed." This
to be called to tha appropriate state agency wilhin monitoring will occur weekly for 3 monlhs
24 hours of the incident. 1o ensure compliance and will provide
F 2268 | 483.13(c) DEVELOP/IMPLMENT F 226 | correction and additional education as
§5=D | ABUSE/NEGLECT, ETC POLICIES deviations are identifiad. Tha results of

The facility must develop and imptement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

Thizs REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview the
facility failed 1o implement writlen policias and
procedures that prohibit mistreatment, neglect,
and abuse of residents and misappropriation of
resident property. The findings include,

1. Per review on 11/6/13 of the facilitias inlernal
invastigation, a facility Licensed Praclical Nurse
{LPN) was suspected of ulilizing a residant’s
medication for the LPN's personal usa oh
7127113, Per review of the written statements, a
facilily Licensed Nursing Assistant (LNA) reported
to lhe RN Supervisor on 7/27/13 that a fadility
LPN asked the LNA to epply a lidoderm palch o
the LPN's back. The LNA informed his/thar
suparvisor who was the RN Supervisor that aftar
he/she applied the Lidoderm patch, the LNA

this monitoring will be reportad to the
Executive Compliance Committea aach
quarter and subsequently to the Board
level Audit and Compliarice Committee.

Faas poc Becephed 1243412 Beotenen|f

Tag F226

Background information: '

Facilily policy entitled "Abuse, Neglect and
Exploilation Prohibition" was reviewed by
the surveyors and found to be in
compliance with the with applicable
regulations. Howaver, the surveyors found
that the policy was not followed by staff in
the case of one resident, Upon review
following the survey, improvements to the
policy were identified, as was the need for
re-education on the policy.

AL

Ongping

FOIRM CMS.2587{07 9%) Fravious Varsions Obsoloty

Cvent - H7To11

Faciiity ID: 475020
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CIIA (X2} MUULTIPLE CONSTRUCTION {X1) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMMLEIED
A. BUILGING
475029 B. WING 11/06/2013
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CENTERS FOR LIVING AND REHAB 160 HOSPITAL DRIVE
' BENNINGTON, VT 05201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG CROSS-1:ERENCED TO THE APPRDPRIATE DATF.
DEFICIENCY)
Tag F228 {continued) o
F 226 | Continued From page 3 F 226 | Plan for Corraction;
heard the LPN tell the resident that the L PN had . _ e 1221
"borrowed” one of {he residents patches. All Facility residents have been identified 11722113
as having lhe potantial to be affected by
Per review of the fax receipt an event report was the issues addressed in this Tag F226. To
seni to the Division of Licensing and Protection ensure the immediate safety of all Facility
(DLP) notifying the agency of the reportable event residents, the Medication Administration
on 8/23/13. Record (MARS) and Treatment
Administration Records (TARS) for all
Per review of the internal investigation and residents within the facility from
interview with the Unit Manage on 11/6/13, the September 3, 2013 to Navembar 15, 2013
RN Supervizor did not report tha incident to the were reviewed by the Interim 'DNS. an‘d
UM until B/23/13 and then the Diractor of Nursing designees, to ensure that no madicatians
on 8/23/13 after the resignation of the suspecied were documented as missing. Pain
LPN was received by the facility and facility sfaff assessments for all residents werae also
then reported the Incident to the UM. reviewed for lhe same time panod._ The
review of the MARS, TARS and pain
Per intarview with the facility Direclor of Nursing assessmenls for ali residents was
on 11/6/13, helshe reviewed his/her investigation completed by November 22, 2013, No
and confirmed that the incldent on 7/27/13 was deficiencies were found.
not reported to the apprapriate state agency until . .
3!2331% par the da:eiﬁ: the fax receipt and The policy and procedures entilled 12/2/13
he/she confirmed that a reportable incident was Medication Administration®, *Pain
1o be callad to the appropriate state agency within Management”, Narcotic Count Sheet’, and
24 hours of the incident. Narcotic Administration” were reviewed.
The “Pain Managemenlt” and "Medication
Per review of the facility policy and procedure Administration” policies were updaled lo
titled Abuse Neglect and Explaitation reviewed provide accountability for pain _
last on 12/2001, the policy indicates thal every medications. All non-over-lhe-counter pain
employee and volunteer is responsible 10 “cause madications were added to the shift-lo-shift
a report to ba made"te APS of any actual or count (o be conducled at the same lime
suspicious act or sign of abuse, neglect or and in the same manmer as lhe narcotic
mistreatmant. When informed, counit. Ed‘uca.tlon on the po!l_cy changg for
employee/volunteer must immediately reporting pain med!cat}an accouptabl?lly and shifl-10-
all such circumstances to his/her supervisor. This shift medication count ia being provided lo
supervisor will proceed with the reporting process all nursing staff and will be completed by
until the report is made 1o the Administrator or December 2, 2013.
designee, . ) .
F 280 | 483.20(d)(3), 483.10(k}2) RIGHT TO F 280 | The Facility’s policy on "Abuse, Neglecl 12/2113
and Exploitation Prchibition” was revised
on November 20, 2013 to include the
federally-mandated 24-hour timeframe for
reporting to the Facility Administrater and
lo update the Facility reporting procedure.
Education on tha standards, process and
expeclations for reporting abuse, neglect
or exploilation is being conducted for
100% of Facilily staflf and will be
completed by December 2, 2013,

It conlinuation shect Pago 4 of 13
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Faciiily ID: 476020

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3] DATE SUTVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BULDING
) 4750729 B. WING 1110672013
NAME OF PROVIDER O1l SUPPLIER STREET ADDRIESS, CITY, STATE, Z[P CODE
160 HOSPITAL DRIVE
CENTERS FOR LIVING AND REHAB BENNINGTON, VT 05201
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
: DEFICIENGY)
F 226 | Continued From page 3 F 226 | Tag F228 (continued)
heard the LPN tell the resident that the L PN had
u " ; After Decernber 2, 2013, any staff
borrowed” one of the residents paiches. members who have nat completed these 1212113
Per review of the fax receipt an event report was trainings will not be permitied to return to
sent to the Division of Licensing and Prolection duty until they have been completed. The
(DLP) notifying the agency of the reporlable event understanding and competency of this
on 8/23/13. education will be assessed by obtalning a
passing score on a writlen test. All new
Per review of the intarnal investigation and staff will complata_ the same caurse as a
interview with the Unit Manage on 11/8/13, the component of their orientation program
RN Supervisor did not report the incident to the o
UM until 8/23/13 and then the Director of Nursing Monitoring: , ) .
on 8/23/13 aller the rasignation of the suspected The DNS or designee will monitora Ongoing
LPN was received by the facility and facility slaff random sample of the count sheets daily,
then reporled the incident to the UM. providing corraction and additional
education as needed, for a period of 4
Per intervlew with the facilily Director of Nursing weeks, wilh weekend count shaels
on 11/8/13, helshe reviewed his/her Investigation reviewed on Mon_days. and random sample
and confirmed thal {he incident on 7/27/13 was on a manthly basis thereaftar for 3 months,
not reported to the appropriate state agency until assessed by the Facility Safety-Quality
8/23/13 per the date on the fax recaipt and committee.
hefshe canfirmed thal a reporiable incidant was o o o .
to be called 1o the appropriate stale agency within [n ac_ldltio_n, the monitoring prowsno_n Ongoing
94 hours of the ingident, provided in response to Tag F225 is
referenced and incorporated.
Per review of the facilily policy and procedura )
titled Abuse Neglect and Exploitatian reviewad P22l 10 C aciephed 21213 Bowentadpwife
last on 12/2001, the policy indicales that avery
employee and volunteer is responsible to "cause
a report o be made"to APS of any actual br
susgpicious act or sign of abuse, neglect or
mistreatment. When informed,
amployee/volunteer must immediately reporting
all such circumstances to hisfher supervisor. This
supervisor will proceed with the reporting procoss
until the reporl is made to the Administrator or
designee.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 | Tap F286 (see following page)

it conlinualion sheel Page 4a of 13
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The resident has the right, unless adjudged
incompetent or olherwise found to be
inoapacitated under the laws of the State, lo
paricipate in planning care and {(reatment or
changes in care and treatmant.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdiscipiinary team, that includas the atlending
physician, a registered nurse with responsibility
for the resident, and pther appropriate staff in
disciplines as delermined by the resident’s needs,
and, 1o the exlent practicable, the participation of
the resident, the resident's family or the resident’s
tegal representative; and periodically reviewed
and revised by a feam of qualified persons after
each azgessment.

This REQUIREMENT iz not met as evidenced

by: .

Based on record review and siaf inlerview the
facility failed to assure that the care plan was
revised by qualified persons after each
assessment for 1 resldent of 35 sampled Stage 1
residents, Resident #41. (R#1} Findings include:

Par record roview, R#41 was assessed with a
Stage 3 pressure ulcer on 12/29/12. The

Impairad Skin Integrity care plan was initiated on
admission in 2004, There are numerous
disconlinugd antrias on the care plan. There are
no revisions to the care plan after the discovery of
a Stage 3 pressure ulcer on the coceyx/R Upper

FORM CMS-2567(02-99) Pravious Varsions Obscicle

Event 1U; H7 1911

Facility palicy entilled “Plan of Care” was
reviawed by the surveyars and found to be
in compliance with applicable regulations.
Howavar, the surveyors found that the
policy was not followed by staff in the case
of one residenl. Upon review following the
survay, improvements to the policy ware
idantifiad, as was the need for re-
aducation on tha policy.

Plan for Correction:

All Facllity residents have been identified
as having the polential lo be affected by
the issues addressed in this Tag F280. To
ensure the immediale safely of all Feacility
residents, a review of the trealment sheets
to identify skin issues and the correlating
interventions was compared to the cere
plans of those residents with skin issues.
The review of the treatment sheets and
correiating interventions compaered to care
plans was completed for 100% of Facility
residents on November 22, 2013.

The Facility policy enlitied "Plan of Care”
was revised to provide greater direction
regarding need for timely updales to the
Care Plan and to assign responsibility for
the responase to the indicated changes.
Education and staff in-servicing was
provided to all licensed nurses on the
importance of inltiating timely interventions
and on the care plan procezs, including the
step-by-slep process to place the entries in
the Electronic Charting Syslem. This
education included specific requirements
of the revision to the policy "Plan of Care”.
This education and in-servicing will be
completed on December 2, 2013. This
aducation has been documented and
tracked via a sign-off sheet, 100% of
licensed nursing staff is required to
complele this competency. After
December 2, 2013, any staff member who
has not compieled this training will nol be
permitted to return fo duly unlit the
competency has been compléeted. The

- \0 .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMHLEI LD
475029 B. WING e 11/06/2013
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, 2IP CODE T
160 HOSPITAL DRIVE
CENTERS FOR LIVING AND REHAB
BENNINGTON, VT 05201
(X4) ID SUMMARY STATEMENT OF DGFICIENCIES D PROVIOER'S PLAN OF CORRECTION (xs)
PREFIX (EAC! DEFICIENCY MUST GE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE LaTR
DEFICIENCY)
N Taq F280 {continued)
F 280 | Conlinued From page 4 F 280 Backaround information:
$5=0 | PARTICIPATE PLANNING CARE-REVISE CP

11422113

12/2/13

Facllly I0); 475028
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: DEFICIENCY)
F 280 | Continusd From page. 5 F 280 | Tag F2B0 {continued)
Buttocks of R#41, undersianding and competency of this
in an interview on 11/6/13 the acting Director of education will be assessed by obtaining a
Nursing Services (ONS) and the Care passing score on a written test,
Coordinato/MD S Coordinator (CC/MDSC)
confirmed that thare are no revisions to the care Moniloring:
plan to reflect interventions for treatment of the New skin findings on all residents will be Ongoing
pressure wicer and to prevent warsening of the idantifiad through the use of weekly
pressure uicer in the care plan. showar day skin checks, physician
F 281 | 483.20(k}{3)()) SERVICES PROVIDED MEET F 281 | treatmant orders and/or the 24-hour
§5=0 | PROFESSIONAL STANDARDS nursing report, and will be monitored by
thae DNS or dasignee daily for care plan
The services provided or arranged by the facility updates for a period of 4 weeks and
must meet professional standards of quality. i waekly thereafter for 3 months and
assessed by the Facility Safely-Qualily
committee. Education on overall skin
This REQUIREMENT is not mat as evidenced integrity will be provided and madae parl of
by: this monitoring process.
Based on record review and staff interview tha F20 P00 nccephed 2012 oo 26| pe
facility failed to assure that services provided or
arranged by the facility for 1 resident of 35 Stage Taq F281 o
1 sampled residenis, Resident #41 (R¥41) meet Bac_kgrOUnfi mformanon: ) _
professional standards of qualily regarding skin Facilily policy entitled "Skin [nspettion and
assessments for residents with risk for impaired Monitering” was reviewed by the survayors
skin integrity. Findings include: and found to be in compliance with
appiicable ruies. However, the survayors
Per record review R#41 was admitted to the found that the policy was not followad by
facility in 2004 with muitiple skin issues including staff in lhe case of one resident. Upon
venous stasis ulcers of the lower extremities. review following the survey, improvemants
R#41 did not have any identified pressure ulcers lo the policy were idenlified, as was tha
upon admission to the facility. The first notation of need for re-education on the policy.
pressure ulcers is found in a note dated )
12/23/2012 when an unstagable ulcer on the Left Plan [or Correction: '
(L) Buttocks is noted. A note dated 12/29/2013 All Facility residents have been identified 112113
states that there is no area found on the L as having the potential to be affectad by
Buttock but that there is a Stage 3 prassure ulcer the issues addressed in this Tag F281. To
noted on the coccyx/Right (R} Upper Buttock. ensure the immediate safely of all Facility
residents, all residents within the facility
In an interview on 11/8/13 the acting Director of were evaluated by the Interim DNS and
designees for skin conditions. Skin
assessments were compared fo the care
plan for each resident for identified skin
condition and trealment. Compietion of
this occurred on Novermber 21, 2013.
FORM CMS-2567(02-00) Praevious Veisions Obsolele LveptID: H7 ¥911 Facilily 1D: 475028 It conlinuation sheel age & of 13
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doas not develop pressure sores uniess the
individual's clinical condition dempnstrates thal
thay were unavoidable; and a resident having

for all residents will begin upon completion
of staff education and will be used each
week for regular skin checks.

{A4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 (x5)
PREFIX (EACH DEFICIENGY MUST DE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 6 F 281 | Yag F281 (continued)
Nursing Services (DNS) and the Care The Facility policies antitiad "Skin 12213
Coordinator/MD$ Coordinator (GC/MDSC) Inspection and Meniloring” and "Admission
confirmed that there is no indication in the record of the Re;if!em were rel\lnfsed and the
that the pressure area was noted to reported Weekly Skin Inspaction’ form was o
hefore it had reached Stage 3. They also both de‘{elopad which will b_e used for_ I.D.O ¢ of
stated that they were not aware of what the residants. Thesa provide for an initial skin
frequency or circumstances ware regarding skin ajszqssmznl;w!hln twa hours %f admllezn
assessments by nurses. LNAs are expected to and include dally skin checks by the LNAs,
monitor the skin and report issues during care. and weekly skin checks by b:th_the LNA
They are not aware of any specific process for and a licensed nuree, wn{? ar d“'on:iRN
nurses regularly assessing the skin of residents checks as needsd. The designate
Bt risk for skin impairments. will he nolified of skin conditions as a
trigger for a formal skin assessmenl and
In an interview on 11/6113 at 10:30 AM the DNS complation of skin assessment
stated that the facillty had a wound nurse who documentation in ECS. Skin assessments
saw residents weekly. The wound nurse moved w!llhalso rljle conducted on admission and
to per diemn status in October of 2012 and per the with the MDS assessment schedule.
DNS' statement a/he saw residents very . ) . -
sporadically after that unfil Ihe visils stopped Education is being provided to all nursing 121213
entirely. The facility hired & new wound nurse :/tlggi::;i:r::; pill{llgyigzgﬁgtgnazgduse of
approximately 3 1/2 months ago. “Weekly Skin Inspection” form. This
In an interview on 11/6/13 an LPN education will be completed on
Medication/Treatment nurse stated that s/he Eecember 2, 2013' 1;;"5 e;j(uc(;at[on ha_s
assesses the resident's skin if an LNA reports an een documenote and tracred via a sign-
issue or it s/ha is providing skin treatments. off sheel. 100% of licensed nursing staff is
‘ required to complete this education. After
Lippincatt Nursing Manual (9th Edition) Sandra b Pecember 2, 2013, any staff merber who
Nettina Lippincott-Raven Publishers 4/21/2009 as not completed this training will not be
F 314 | 483,25(c) TREATMENT/SVCS TO F 314 | permitted to refum [o duty until the
58=03 PREVENT/HEAL PRESSURE SORES educalion has been compleled. T]‘IB.
understanding and competency of this
Based on the comprehensive assessment of a education will be assessed by obtaining &
residant, the facility must ensure that a resident passing score on a written test.
who entars the facility without pregsure sores Use of the "Weekly Skin Inspection” form Ongoing

FORM CMS.2567(02-89) Previous Veraions Dbaciele
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Continued Fraom page 6

Nursing Services (DNS) and the Care
Coordinator/MDS Coordinator (CC/MDSC)
confirmed that there is no indicatlon in the record
that the pressure araa was naled to reported
before it had reachaed Stage 3. They also both
staled that they ware not aware of what the
frequency or circumstances were regarding skin
assessments by nurses. LNAs are expected to
monitor the skin and report issues during care.
They are not aware of any specific process for
nurses regularly assassing the skin of residents
at risk for skin impairments.

In an Interview on 11/6/13 at 10;30 AM the DNS
staled that the facility had a wound nurse who
saw residents weekly. Tha wound nurse moved
to per diem status in Oclober of 2012 and per the
DNS' statemnent sfhe saw residenis vary -
sporadically after that until the visits slopped
entirely. The facility hired a new wound nurse
approximately 3 1/2 months ago.

In an interview an 11/8/13 an LPN
Medication/Treatment nurse stated that 6/he
assesses the resident’s skin if an LNA reports an
issue or if sthe is providing skin treaiments.

Lippincatt Nursing Manual (9th Edition) Sandra M
Nattina Lippincott-Rawven Publishers 4/21/2009
483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facilily musl ensure that a resident
wha enters the facility wilhoul pressure sores
doas not develop pressure sores unless the
individual's clinical condilion demanstrates that
they were unavoidable; and a resident having

F 281

F 314

Taq F281 {continued)

Monitoring:

The DNS or designee will raview all naw
admissions to the Facility for completion of
skin assessment, Braden scala,
documentation of skin condilion, and
idenlification of indicaled treatment in the
care plan. This will occur daily for a paripd
of four weeks wilh weekend admissions
reviewed pn Mondays and monthly
thereafter for 3 months, to be assessed by
the Facilily Safety-Quality Committee.

The DNS or deslgnee will review the
"Weekly Skin Inspection” form for all
residents on a daily basis with weekend
reports reviewed on Monday for four
weeks and monihly thereafter for 3
months, to be assessed by lhe Facility
Safety-Quality Commiltee.

Fgm ol Becepred 12213 B eeiciien) put

Tag F314
Please accept the response to Tag F287 in

response to Tag F314, repeated below.

Background information:

Facilily policy entilled “Skin Inspection and
Monitoring" was reviewed by the surveyors
and found to be in compliance with
applicable rules. However, the surveyors
found that the policy was not followed by
staff in the case of one resident. Upon
raviaw following the survey, improvements
ta the policy wara identified, as was the
need for re-education on the policy.

Plen for Correction:
All Facility residents have been identified
as having the polential lo be affecled by

Cngoing

Ongoing

11421113

rOIRM CVS.246 7 (U2-80) Previous Versions Obsolcle

Even 1D HrTat1

Facility ID: 475028

If continunlien sheo! Page 72 0l 13
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pressure sores receivas necessary treatment and
services 1o promote healing, pravent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff intarview the
facility failed to ensure that a residant who eniers
the facliity without pressure sores does nol
develop pressure sores for Residant #41 (R#41)
in & sample of 3 residents with pressure ulicers
reviewed in Stage 2. Findings include;

Perrecord review Resident #41 was admitted to
the facility with iong standing venous ulcers,
chronic skin rash-and history of cellulitis. The
reaident was admitted to the facility in 2004.

A note in the record on 12/28/12 states that R¥f41
has a Stage 3 pressure ulcer of the cocoyx/Right
Uppar Buttochs. The first mention of a pressure
area is a note dated 12/23/12 which siates there
is an unstageahle area on the L Buttock. The
note of 12/28/12 siates that the area on the L
buttock cannot be found.

in an interview on 11/6/13 the acting Direclor of
Nursing Services (DNS) and the Care
Coordinator/MDS Coordinator (CC/MDSC)
confirmed Lhat there is no indication in the record
that the pressure area was noted to reporied
before it had reached Stage 3. They also both -
slated that they were not aware of what the
frequency or circumstances were regarding skin
assessments by nurses. LNAs are expected to
maonitor the skin and reporl issues during care.
They are not aware of any specific process for
nurses ragularly aszessing the skin of residents
at risk for skin impaimnents.

FORM CMS-2567(02.60) Previous Vergions Obkolale

Evanl[D:iI7T911

COMPLETED
A BUILDING e
B. WING 110612013
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BENNINGTON, VT 05201
] PROVIDER'S FLAN OF CORRECTION s
PREFIX (EACH CORREGTIVE AGTION SHOULD GF COMHLETION
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DEFIGIENCY)
Taq F3174 (continued)
F 314

the issues addressed in this Tag F314. To
ensure the immediate safety of all Facility
residents, all residents within the facility
were evaluated by the Inlerim DNS and
designees for skin canditions. Skin
assessments were compared to the care
plan for each resident for identified skin
condition and treatment. Completion of
this occurred on November 21, 2013,

Tha Facility policies entitied “Skin
Inspection and Monitoring” and "Admission
of the Reasidanl” were revized and the
"Weekly Skirt Inspection® form wasy
developad which will be used for 100% of
residents. These provide for an initial skin
assessmeant within two hours of admission
and include daily skin checks by the LNAs,
and weekly skin chacks by both the LNA
and a licansed nurse, with additional
checks as needed. The dasignated RN
will be nolified of skin conditions as a
trigger for a formal skin assossment and
completion of skin assessment
documentalion in ECS. Skin assassmaenis
will also be conducted on admission and
with the MDS assessment schedula.

Educalion is being pravided to ali nursing
stafl on the “Skin Inspection and
Moniloring” policy changes and use of
“Weekly Skin Inspection” form. This
education will be completed on

December 2, 2013. This education has
been documenled and tracked via a sign-
olf sheel. 100% ol licensed nursing siaff is
required la complele this education. ARter
December 2, 2013, any staff member whao
has nol completed lhis training will not bo
permilied to return 1o duty until the
educaiion has been completed. The
understanding and competency of this
educalion will be assessed by oblaining a
passing score on a writlen tesl.

Use of the “Weekly Skin Inspection” form
for all residents will begin upon completion
of staft education and will be used each
week for regular skin checks,

12,2113

1242113

Ongoing

Facilly ID. 475028
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Continued From page 8

of disease and infection.
(a) Infaction Contro! Program
Program under which it -

in tha facilty;

actions related to infoctions,

potential to be affected by the issues
addressed in this Tag F441. To raspond to
the immediata neads of these residants,
there was an immediate sweap of the
facility lo enisure that all oxygen tuhing not
in active use is properly labelad and stored
in siorage bags and correclicns made to
any lubing not stored appropriately.

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
(EAGH DEFICIENG Y MUSY BE PRECEDED BY FULL PREFIX (GACH CORMECTIVE ACTION SHOULD DE COMPLETION
REGULATORY OR LSC IDENTIFYING INFORMATION} TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Tag F314 jcontinued)
F 314 | Monitoring: :
The DNS cor designee will raview all naw Ongoing
In an interview on 11/6/13 an LPN admissions to the Facility for complation of
Medication/Treatment nurse stated that s/he skin assessment, Braden scale,
assesses the resident’s skin if an LNA reports an documentation of skin condition, and
Issue or If sfhe is providing skin treatments. identification of indicated treatment in (he
care plan. This will occur daily for a period
In an interview on 11/6/13 at 10:30 AM the DNS of four weaks with waskend admissions
stated that the facllity had a wound nurse who reviewed oh Mondays and monthly
saw resldents weekly. The wound nurse moved thereafter for 3 months, to be assessed by
to per dlem status In Oofober of 2012 and per the the Facility Safely-Quality Commitlea.
DNS' stalement s/he saw residents very
sporadically afler that until the visils slopped The DNS or desigriae will review the
entirely. The faclility hired a new wound hurse “Weekly Skin Inspection” form for all Ongoing
approximately 3 1/2 months ago. residents on a daily basis with weekend
reporls reviewed on Monday for four
in record review of the care plan currently in place weeks and rmonthly therealter for 3
no prevenlion strategies are noted for the present menlhs, 1o be assessed by the Facility
pressure ulcer and earlier prevention strategies Safety-GQuality Commiittee.
are in the dizcontinued care plan:
48365 INFECTION GCONTROL, PREVENT Fadr |F3W 00 accepted Dol goovarend| ot
SPREAD, LINENS :
Tag F441
Tha facility must establish and maintain an Background informnatian:
Infectian Control Program designed ta provide a Facility policy entilled “Oxygen
safe, sanitary and comfortable environment and Administration via Nasal Cannuia” was
to halp prevant the develapment and tranamission reviewed by the surveyors and found {o be
in compliance with applicable regulations.
However, the surveyors found that the
policy was not foliowed by staff in the case
The facilily must establish an Infection Control of one resident. Upan review following the
survey, improvements to the policy were
(1) invastligates, conlrols, and prevenls infections idenlified, as was tha nead for re-
oducation on the policy.
(2) Dacides what procodures, such ax isolatian,
should be applied to an individual resident; and Plan for Caorrection:
(3} Maintains a record of incidents and corrective
All Facility residents who receive oxygen
have been identified as having the 11/6/13

Event ID: H7TA11

Facilily 1D: 475020
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F 441 | Continued From page 9 F 441 | Tag F441 (continued)
) Preventing Spread of Infection - , . "
(b) Pre 8 =p The Facifity policy entilled "Oxygen 12/2/13

{1) When the Infecticn Control Program
determines that a resident needs isolalion to
prevent the spread of Infection, the facility must
isolate the resident.

(2) The facilty must prohibit emplayees wilh a
communicable disease or infected skin lesions
from direct contact with residents pr their food, if
direct contact will [ransmit 1he disease.

(3) The faciiity must require staff to wash their
hands after each direcit resident contact for which
hand washing is indicated by accepted
profassional practice.

(¢) Linens

Personnel must handle, store, process and
transport finens so as to prevant the spread of
infeclion.

This REQUIREMENT is not mel as evidenced
by:

Based on obsarvation, record reviaw and staff
interview the facilily failed to maintain an Infeclion
Conlraf Program designed to provide a safe,
sanitary and comforiable environment and to help
prevent the development and {ransmission of
disease and infection. The findings include:

1. 0n 11/9413, Hl was observed that there were
three wheelchairs in the hallway oulside
resident’s rcoms ¢n the Frost unil. Each
wheelchair had an 02 canister altached to the
wheelchair and attached to the 02 canister was
an allached nasal cannuia. i{ was observed that
the nasal cannulas on all lhree wheelchairs where
nol covered and that (he cannulas were laying in
the seat of each wheelchair.

FORM CMS3-2567(02-69) Pravious Versions Obsolele

Cyenl1e: 171911

Administration via Nasal Cannula" was
ravised on Novembar 6, 2013 for storage
of oxygen tubing when not in use.
Mandatory education and staff in-servicing
was providaed to all clinical staff on the
policy changes for "Oxygen Administration
via Nasgal Cannuia". This education and
in-servicing will be completad on
Dacamber 2, 2013, This education has
been documented and tracked via a sign-
off sheat. 100% of licensed nursing staff is
required to complate this competency.
After December 2, 2013, any staff member
who has not completed this training will not
be permitled to relurn to duty until the
competency has heen compleled. The
understanding and competency of this
eduoation will be assessed by ebtaining a
passing score on a writlen tesl.

Mandatory education was provided on the
Fecillty's general infection control policy,
and on the importance of infection control.
This educafion is & general tool on the
processes for infection conlrol beyend the
“"Oxygen Administration via Nesal Cannule”
specific education.

Monitoring:
A survelllance tool entitled “Changing of

Oxygen Tubing and Storage Audil® has
been developed to validale compliance
with the oxygen tubing slorage policies.
The Director of Nursing Services and/or
designee will compiele this weekly for a
period of at least 3C days and monthly
thereafter for 3 months. Iminediate
education wili be provided to staff for any
deviations from the policy. The results of
this monitoring will be reported to the
Facility Safety-Quality Cormmitlee for
review, which minudes are reported to and
raviewed by the SVHC Safety Quality
Commities,

Al foC acoepted lal Bevden ) i

Facllily 12; 475023

124213

Ongoing

If cantinualion shect Page 10 0113
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Per interview on 11/5/13 with one of the unit
Licensed Practical Murse (LPN#1), ha/she
confirmed that the cannulas on (wo of the
wheelchairs were not in use and ware nol
covered and laying on the cushion in the seat of
the wheelchairs, The LPN confirmed that this was
not an appropriate way to store cannulas not in
use and il does not adhere to proper infection
control siandards. Per interview with the Licensed
Nursing Assistant (LNA) on 11/5/13, he/she
indicated that nasal cannulas thal were notl in use
by a resident oould be laid uncovered on the seat
of s wheelchair but it depended on how often the
wheeichair seat was cleaned.

Per interview on 11/5/13 with LPN at 3 PM,
he/she confirmed that a nasal cannula for one
wheelchair was not in use and was laying on the
cushion in ithe seat of one wheelchair. LPN #2
confirmed that was not an appropriate way to
slore a nasal cannula when not in-use and did nol
adhere to proper infectlon conlrol standards.

Per interview with the Linit Manager on 11/5/13,
heishe abserved the wheelchairs In 1he hallway
on Frost. The UM confirmed thal the wheelcheirs
had an Q2 canister atlached fo the wheelchair
and attached to the O2 canister was an attached
nasal cannula. it was observed by the UM that
the nasal cannufas where not covered and that
the cannulas were laying on the cushion in the
saat of each wheeichair. The UM indicated that
hel/she was not aware if that was an appropriate
way to store a nasal cannula thal was not in use
by a resident.

Per interview with the Infection Control Nurse via
telephone on 11/5/13, he/she confirmed that

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (43) DATF SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: COMILEYED
A. BUILDING
475029 B. WING 14J08/2013
MAME OF PROVIDER DR SUFPPLIER STREET ADDRESS, CITY, STATE, 2P GO
180 HOSPITAL DRIVE
CENTERS FOR LIVING AND REHAB
BENNINGTON, VT 05201
0} ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION | %)
PREFIX (EACHI DEFICIENGY MUST DE PRECEDED DY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 190 Fa41

FORM CMS-256¢(07.89) Previous Versions Ohsalele

Evenl ID: HTTD11

Facility ID: 475029

If contmualion sheel Mage 11 of 13




11/26/2013 TUE 15:01

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

FAX 802 d47 5482 Centers Living and Rehab o1s/017

PRINTED: 11/14/2013
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

475029

(X2) MULTIPLE CONSTRUCTION (X0) DATE: SURVLY
COMPLETED
A. BUILDING

BWING 11/06/2013

NAME OF PROVIDER OR SUPPLIER
CENTERS FOR LIVING AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE
160 HOSPITAL DRIVE
BENNINGTON, VT 05201

(X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAC!| DEFICIENCY MUSY NE PRECEDED RY FULL
REGULATORY QR LSC INENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX {EACH CORRECTIVE ACTIDN SHOULD BE COMPLRYION
TAG LRDSS-REFERENCED TO THE APPROPRIATE DAIE

OEFICIENCY)

F 441

|

Continued From page 11

having an uncovered nasal cannula laying in the
cushion of the seat of a wheelchair was not within
acceptabie infection control standards. Per
interview with the infection Control nurse on 11/5
and again on 11/6/13, he/she indicated that since
histher appoiniment as the Infection Control
nurse, the facility focus on Infection Control has
been on the immediate infectiens with the
residents and not on education and surveillance
of infection control practices with the staff. The
infeclion Conlrol nurse indicated that he/she-had
not done eny education with facility staff
regarding infection conlrol standards since his/her
appointment. Per interview {he Infection Control
nurse confirmed thal the staff understanding of
appropriate infeclion control standards was not
clear.

Per interview with the facility Staff Educetor an
11/6/13, he/she confirmed (hat outside of [he
mandatory yearly in-service of slaff regarding
infection controf standards, and education upon
hire there was no other education provided lo the
facillty staff. The Staff Educalor confirmed that
the facility focus for infection control practices
prior 1o the appointment of the current Infeetion
Contro! nurse was addressing the immediste
infectians of the residents and rtot on educalion
and surveillance of infection control praclices with
all staff. Tha Staff Educator reviewed the
aducation for infection control standerds for staff
and confirmed that it was last reviewed with ali
staff last year as required and upon hire of new
employeas. Per interview the Staff Educator
he/she confirmed that the staff understanding of
appropriate infection control standards was nol
clear.

Per review of the documentation provided hy the
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facility there was no evidence thal the facilily was
conducting surveillance activities to menitor

infection control practices on an ongoing basis to
prevent the transmission of disease and infection,

Per raviaw of the facility policy and procedure
titlad “Infection Control Standards” last revised on
10/10, the policy and procedure indlcales under
the Responsibilities, the palicy and procedure
indicatas that the infection Control Program is
responsible for the “surveillance, prevention and
control of all infection.” The policy also indicates
that the goal is to maintain-a program in [nfection
control that ensures employees, physicians,
volunteers and others as appropriate are
knowledgeable in praclices necessary to perform
Iheir jobs salely,
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