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P 2 N 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

August 31, 2012 -

Ms. Penny Bruso, Administrator

Centers For Living And Rehab

160 Hospital Drive _

Bennington, VT 05201 Provider #: 475029

Dear Ms. Bruso;

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on August 2, 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,

NN

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services

Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL. COMMENTS . F 000
An unannounced op-site complaint survey was F157: '
initiated on 6/19/12 by the Division of Licensing & Corrcetive Action: ) _ .
Protection and completed after further offsite Resident /1 no longer resides in the facility. | 6/11/12
review on 8/2/12. The followlng are regulatory .
wolatlons Other Rexiden(s: .
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157| Allrcsidents arc atrisk.

$8=0 | (INJURY/DECLINE/ROOM, ETC)
' \ Systemic Chunpuy:

A facility must immediately inform the resident; {. Fducation provided to RN/LPNs by .
consult with the resident's physician; and if , Stalll Educator/designes rogarding o2
known, notify the resident's legal representative o .change in condition policy arid '
or an interested family member when there is an _ MD/Fumily noti Gention. )
-accident involving the resident which results in =~ | 2. Education provided w shift supervisors
injury and has the potential for requiring physician and managors by the Staff
intervention; a significant change in the resident's Educator/designee on acute condition
phys‘ca| mental or psYcho'social stafus (i e,a - report and their role in fO“OW—-Up with 9/2/12
déterioratiort in health, mental, or psychosoctal " charge murscs verifyiag MD/IFamily
status in either life threatening conditions or ~ ~ ~ nofification when needed: o
clinical complications); a need to alter treatment ' ‘
significantly (i.e., 8 need to discontinue an Ou going Monitoring: ‘
existing form of treatment due to adverse ' DNS/designee will review 24 he acute -
consequences, or to commence a new form of condition rcport for documentation of
| treatment); or & decision to transfer or discharge MU/Iawily notificatlon daily x 2wks, then | oo
the resident from the facility as spemf ied in weekly x4, then monthly x3. DNS will
§463.12(a). . : report monthly 1o the Qualiry Safety

Conmittcc mecting x5 months. (Exhibit A)
The facility must also promptly notify the resident i v
and, if kntgwn, the resizé'nt's Ie}:gal r?preSen,tative , F\Bf( PDCMULPM Bizo\ -
or interested family member when there is a- Dntrmdanes) P
change in room or roommate agsignment as
specified in §483, 15(e)(2); or a change in
resident rights-under Federal or State law or _ '
regulations as specmed in paragraph (b)(1) of '
this section.

The facility must record and rjeriodical.ly update’
the address and phone number of the resident's

LABORATOR IRECTOR'S QR PWR REPRESENTATIVE S SIGNATURE W} /(XW DA7

Any deﬂcloncy gtatamont Jndlng with an asterigk (") denotes a deficiency which the institution may be excused from correcting prOVIdlng It Is daterminad thal -
other safeguards provide sufficient protéctlan to the patlants, (See Imstructions.) Excapt for nursing homas, tha findings stated above are disclosable 30 days
“following the date of syrvey whether or not a plan of correclion is provided. For nursing homes, the above findings and plane of correction are disclosabie 14
days following the date these documents are made avaliable to the Jaqlllly If deficlencles are cltad, an approved plan of eotrection is requisite to conlinued
program penldpatlon
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Continued From page 1
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 noltify the physician in a change of
condition for 1 patient in the applicable sample,
(Patient # 1) Findings include:’

Per review of nursing documentation for
Resident #1 on the evening shift of 6/10/12 at
2117 (9:17 P.M,), the staff nurse documents for
Resident #1's 'sensory assessment’ under the
heading naose/sinuses: 'Bleeding, x 3 this shift.'
There was no further documentation related to
the bleeding including follow-up monitoring and/or
observation on his/her shift. In addition, the staff
nurse failed to communicate this change in the
resident's condition to the physician and
confirmed s/he was aware that the resident was
on long-term anticoagulant therapy énd that
bleeding was a side effect.

The next morning, on 6/11/12 at 7:40 AM the

ambulance was called to transport Resident #1 to.

the Emergency Department because of a
nosebleed. At 14:02 (2:02 .\M.) the staff nurse
documents: 'Resident sent to ER per MD re nose
bleed profuse and unable to stop and respirations
very moist at 0730. Residerit returned at 11:50
nose bleeding again and returned to ER where’
[s/he] wae admitted.” Per interview with the staff
nurse responsible for caring for Resident #1
during the evening of 6/10/12, s/he confirmed on
6/19/12 at 4:15 P.M. that the physician had not
been called to report the resident's three
nosebleeds although s/he was aware that the

F157{ *
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resident had been on long-term anti-coagulant
therapy and that bleeding is a side effect of
antl-coa?ulant therapy
F281; ' _
*Mosby's Nursing Drug Reference, 2012 Page - Coxrediye Action: , : _ .
10&11. Coumadin: Assess for bleeding gums, Resident #1 no longer resident in the . K
petechiae, ecchymosis, hematuria. Report signs facility. ) iz
> of bleeding: gums, under skin, urine and stools. ) Anticoagulation policy was reviewed. 8/23/12
F 281 483.20(k)(3)(i) SERVICES PRQVIDED MEET F 281 All residénts in (acility receiving :
$S=D | PROFESSIONAL STANDARDS anticoagulants had care plan revxewed and | 823012 -
' arc in place,
The services provided or arranged by the facility
must meet professmnal standards of quality. Other Resldents:
. : All residents receiving antlcoagulanh arc st
nisk.
This REQUIREMENT i8.not met as evidenced All residents rcceiving anticoagulants were 812312 !
by: - - | identiGed by their current Médication
' Based on record review and staff interview, Administration Record (MAR).
facility staff failed to provide services that met’
professional standards of quality for 1 resident in Systenuc Changm
the applicable samiple by failing to notify a 1. .Monitoring of poteutml compllc-\uons
physician of a change in'a resident's condition. will be signed by nursing on their 9/2/12
(Reslident #1) Findings include: treaunent-sheet each shift, .
' 2. Elcctronic charting systcm changed in : )
1 Per revigw of nursing documentation for circulatory folder to includé monitoring 92112
Resident #1 on the evening shift of 6/10/12 at of bleeding/bruising.
21:17 (9:17 P.M.), the staff nurse documents for 3. Liducation for RN/LPNs on polental
Resident #1's 'sensory assessment’ under the - complications of anticoagulant therapy
_ | heading nose/siruses: ‘Bleeding, x 3 this shift.' implemented by Staft 92112
' | There was.no further documentation related to . Educator/dcsignec. :
the bleeding including follow-up monitoring and/or :
observation on histher shift. In addition, the staff On going Monitoring:
nurse failed to communicate this change in the Treatment sheet decumentation will be
resident's condition to the physician and reviewed weekly'by Clinical Systers
confimed s/he was. aware that the resident was Specialist/designee. Weckly report will he /2112
on long-term anticoagulant therapy and that given (o the DNS. DNS will repor oul
bleeding was a side effect: monthly to Quality/Safety Committee for 3
, months. (Lxtibit B3) B
FQ'RM Ch;|8-2567(02-‘99)‘Pr9vioun Vereiona Obsolste Evenl ID: [E4411 Facliny ID: 475059 ' I comlnuatlon sheet Page 3 of 5
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The next moming, on 8/11/12 at 7 40 AM the
ambulance was called to transport Resident #1 to
the Emergency Department because of a
nosebleed. At 14:02 (2:02 P.M.) the staff nurse '
documents: 'Resident sent to ER per MD re nose /
bleed profise and unable to stop and respirations
very moist at 0730. Resident retumed at 11:50 '
nose bleeding again and returned to ER where 282
[s/he] was admitted’ Per interview with the staff Corroctive Action:
nurse respons’ble for caring for Resident #1 Resident #1 o longer n:sxdcs m (he [aullly. /1112
during the evening of 6/10/12, s/he confirmed on ‘
8/19/12 at 4:15 P. M that the phySIClan had not Other Resldents:
| been.called to report the resident's three All residents sire 1t sk
nosebleeds although s/he was aware that the S :
. resident had been on |0ng"tarm anti—coagulant Systemic (:h‘;nzcg; )
therapy and that bleeding ‘iS a side effect of . Education provided to RN/I.PNs by -
anti-coagulant therapy.* Staff Lducatot/designee regarding’
. - change in condition palicy and y2nz
"Mosby's Nursing Drug Reference, 2012. Page- - MDD/t uaily notification :
10&11. Coumadin: Assess for bieeding gums, - 2. Education provided to shift sxipervisor's
petechiae, ecchymosis, hematuria. Report gigns and munagers by the Stafl
of bleeding: gums, under skin, urine and stools. Fducator/designee on acute condition .
b n . : report nad their role in follow-up with 9/2/12
*Lippincott Manual of Nursing Practice (8th ed.). charge nuises verifying MD/Fawmily
Wolters Kluwer Health/upplncott Williams & notificativn when needed. N
| Wilkins, pg 17.
F 282 | 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282| On poinp Monitoring:
55=D | PERSONS/PER CARE PLAN ' - DNS/designee will review 24 hr acutc
. condition repoct for docurentation of )
The services provided or arranged by the facility MD/Family notification daily x 2wks, then -
must be provided by qualified pefsons in weelkly x4, then moothly x3, DNS will i1z
acpordance Wwith each resident's written plan of rcport monthly (o the Quality Safcty
tare, Committee meeting X3 months. (Lxhibit A)
; F583 POC aceaphid 8\33\\9—
Thls REQUIREMENT is not met as evidenced DCSI\\-\’ceV\&QMRN\W—
by:’
Based on- staff mtervlew and record review, the !
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facllity failed to have servlces provided by
qualified persons in accordance with the written
plan of care for 1 resident (Resident #1) in the
-applicable sample. Findings include: . :

Per review of nursing documentation for
Resident #1 on the evening shift of 6/10/12 at
21:17 (9:17 P.M.), the staff nurse documents for
Resident #1's 'sensory assessment' under the
-heading . nosefsinuses: 'Bleeding, x 3 this shift.’
There was no further documenhtation related to
the bjeeding incluging follow-up monitoring andfor
observation during the staff nurse's shift. In’
addition, the nurse failed to communicate this '
change in the resident's condition to the physician
and confirmed s/he.was aware that the resident
was on long-term antlcoagulant therapy and that
bleeding is a side effect.

The next morning, on 6/11/12 at 7:40 AM the
ambulance was called to transport Resident#1 to
the Emergency Department because of a. :
"| nosebleed. At 14:02( 2:02 P.M.) the staff nurse | '
doc¢uments, '‘Resident sent to ER per MD re nose
bleed p_rofu'se and unable to stop and respirations
very moist at 0730. Resident returmed at 11:60
(A.M.} nose bleeding again and returned to ER
where [s/he] was admitted.' ‘Per review of the
comprehensive care plans on 6/19/12 at 4:15 PM
: with the staff nurse respongibie for caring for
Resident #1 on the evenirg of 6/10/12, s/he
confirmed that there was a care plan related to ' '
‘| monitoring for any- bleeding related to : ‘ - )
"anticoagulant therapy. - -

1
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Centers for Living and Rehabilitation
Pcrforinance Improvement Audit

Standard of Practice: Acute Condition Report Review

—.Number.ol Residents Identified . . ... .. . __. .. ... ___ Reviewer. . ..

on Acute Condition Report:

@oo7/008

Exhibil A

Date:

- Was MD/Family 1 otified appropriately?
If no, see below.

Number of Residents needing action items: |

Corrective Action:

Resident Name: ‘ Action taken:

‘This will be monitoring by exception.
Goal = 0 residents identified on the Acute Condition Repart

Numerator  # of residents meeting standard to notify MD/Family in change of condition
Denominator = # of residents who havc a change in condition
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Centers for Living and Rehabilitation Exhibit B
Performance Improvement Audit

Standard of Practice: Anticoagulant Treatment Date:

- __..__.Mmbegﬂiki@t_&gu_m_ e

___ Reviewer:

Aunticoagulant Therapy:

1. | For each resident on anticoagulant therapy were all 3 shifts signed on
the treatment for monitoring of anticoagulant adverse effects?
If no, see below.

2. | For cach resident on anticoagulant therapy did all 3 shifts document the
monitoring of potential effects either no adverse effect of anticoagulant
ot bleeding/bruising documented?

If no, see below.

Corrective Action: )
Resident Nane: . Action taken:

I. First Goal — 100% of all residents on anticoagulant had treatment sheet signed for all 3 shifts.
a. Numerator = # of residents on anticoagulant therapy with all 3 shifts signed
b. Denominator = # of rezidents on anticoaguiant therapy

2. Second Goal — 100% of all residents on anticoagulant therapy documented the monitoring ofpotential adverse effects.
a. Numerator = # of residents on anticoagulant therapy had all documented potential adverse effects completed
b. Denominator = # of residents on anticoagulant therapy
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