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:/imww.dail vermont.gov

Voice/TTY (802) 871-3317

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

August 19, 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 July 21,
2014, Please post this document in a prominent place in your facility.

We may foliow-up to verify that substantial compliance has been achieved and maintained. fwe
find that your facility has failed to achieve or maintain substantial compliance, remedies may be
imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

PCjl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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o) 1D I S5UMMARY STATEMENT OF DEFICIENCIES 1] PROVIDEICS PLN DI CORRLC (0N (x8)
PREFX {LACH DLIICIENCY MUST BE PRECEDED BY FULL PREFIX {EACIK CORRECTIVE ACTION SHOULD BE COMPLETION
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. DEFICIFNCY)
F 000 INITIAL COMMENTS F 000
The lacility snbmils the foliowing
AN unannaunced, on-site investigation of a information and corrective nction plans to
complaint was conducted by the Division of demansirate Lhe Facilily™s compliance wiih
Licensing & Protection on 7/21/2014., The alt rules and regulation. This Plan of
following regulatory deficiencies were Identified '. Covrecton jx filed to comply with
during the investigation: requirciments sct larth by CMS and docs nod
F 279 483.20(d), 483.20(k)(1) DEVELOP F 279| constitute an admission that the alleged
s5=D | COMPREHENSIVE CARE PLANS deficiencies did in {act exis(
A facility must use the results of the assessment
to develop, review and revise the resident's I Tog 273
comprehensive plan of care. 1. What corrcctive action will be
accomplished for those residents found 1o
The facility must develop a comprehensive care have been affected by the deficient
plan for each resident that includes measurable praciice?
objectives and timetables to meet a resident's Resident #1 ways transforred (o an seule
medical, nursing, and mental and psychosocial care facility and did not return to this
needs that are identified in the comprehenswe fucility. Corrective action for this resident|
assessment. 1s not indicated.
The care plan must describe the services that are . 2. Hew will poucidentify ether residenty
o be furnished fo attain or maintaih the resident's having the potential Io be affected by the
highest practicable physical, mental, and sumte deficient practice and what
psychosccial well-being as required under corrective action will be taken?
§483.25; and any services that would otherwise 100% of residents” caro pluns were
be required under §483.25 but are not provided reviewed 1o confirm that an “alteration in
due 1o the resident’s exercise of rights under comfor, pain” or “polentinl [or alfcration
§483.10, including the right to refuse treatment -+ in comfort” care plan had been established
under §483.10{b}(4). und inilinted, idenlifying measures (br

-ongoing pain evaluation and weatmenr for
all residents within the [acility.

This REQUIREMENT is not met as evldenced .
by: “Pluan of Care™ policy wis reviewed snd/or]

Based on record review and staff inferview the revised.

facility failed to assure that a comprehensive care

plan was developed for one rasident In a sample _ 3. What mensures will be put inte place vr
of 3, Resident #1 (R#1) who had chronic pain. what spstematic change wifl you make fo

Findings include:

{X6) DATE

_OBIS 2014

foltowing lhe data s aurvay whether or not a plan of c;orrectvon is provided. For nursing homes, the above rndlngs and plans of correction are disclosable 14
days fallowing the dale these documents are made available to the facillty, If deficiencies are cited, an approved pian of correction is reqmsﬂe to continued

program participation.

FORM GMS-2587(02-99) Previous Versions Obsolete " Event [0 USD511 Fucilily 1D 475025 If continuation sheet Page 1 of 4
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enxere that the deficiens proctice does not
reoccnr? :

Rouline pain cveluntions were added (o the
MAR (medication administration record).

L:ducation was provided ro all RN's and
LPN’s on the initiadion and developrment
of an “Alteration in comfort, pain” or
“Potentind For alteralion in comlort” carc
plan for all new and readmissions 10 the
facilily.

Fducation was provided to all RN"s and
LEN’s on the “Plan of Care™ policy.

4. How will fhie corrective nctinn he
monitered to ensure the deficlent practice
does not reoccur, i.e.; whar quality )
axyarance progrim will be pot inty place?
For the next four weels, the TINS and/or
designee will conduct B weekly randony
chart audit to vevify that new and
readmission cure plans incorporade
“aheration in comfon™ or “potential For
alteralion i comforl”, followed by rundom
monthly chart audirs for three months. |

bO New admissions and residents with
((,Q(' chronic pain will be revicwed at the “AlL
?\C(;QSC.D Risk™ imerdisciplinary ream meeting o
identify non-pharmacalogical pain
interventions to be incorporared in the care
plan. Incorporation of these inleevenlions
will be audited randomly on a weekly
basis by the DNS und/or designee (or four
weeles, then monthly for three months.

3. Date corrective action witl be. complere:
August 21, 2014
Page 1a
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F 278 | Continued From page 1 F279 :
Per review of the record an 7/21/14 at 1 PM, R#1 I Tay 280
had & diagnosis of Esophageal Cancer with 1. What corrective action will be
Metastases and was recovering from fractures of accomplivhed for Grose rexidents foxnd fo
his Femur and a Thoracic Vertebrae, In a review lrave been affected by the deficient
of pain assessments, the resident received practice?
regular doses of "as needed” pain medication Resident #1 was transferred to an acute
daily for pain levels reported in the 6 to 10 range, cure fucilily #nd did not retum Lo this
on a scale of 10. There is no Alteration in Comfort facility. Corrective action for this resident
or Pain related care plan for the resident. in is not indicated.
interviews on 7/21/14 at 3,45 PM the Director of .
Nurses (DNS) confirmed that there was no care 2. How wili you ldentify other residents
pian for pain. harving the palential to be affected by the
F 280 | 483.20(d){3), 482.10(k)(2) RIGHT TO F 280 same deficlertt praciice and what
s5=0 | PARTICIPATE PLANNING CARE-REVISE CP corrective action will be taken?
'The care plans of all residents were
The resident has the right, unless adjudged reviewed tor hydration and selfecarc
incompetent or otherwise found to be deficit merventions and npdated as
incapacitated under the laws of the State, to needed.
participate in planning care and treatment or
changes in care and treatment. 3. What measires will be put into place or
what syytemic chunger will yox make to
A comprehensive care plah must be developed ensure that the deficlent practice does no
within 7 days after the completion of the reoccur?
comprehensive agsessment, prepared by an The facility policies “Plan of Care” and
interdisciptinary team, that includes the attending the “24 Hour Censug and Acute Condilion
physician, a registered nurse with responsibility Report” were reviewed and/or revised.
for the resident, and other appropriate staff in
discipiines as determined by the resident's needs, L:ducation was provided to all nurses
and, to the extent practicable, the. participation of regarding policy changes 10 include
the resident, the resident's family or the resident's identification, initation, and
| legal representative; and periodically reviewsd
and revised by a team of qualified persons after comumunication of care plan changes
each assessment. mdicated with changes in resident
' condition/self-care abilities.

FOItM CMS-2567 (02-90) Previous Varyions OLsolele
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Facilily 10: 4765029

If conzlnualfon_ sheet Page 2 of 4
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Residents with changes in condition will
be reported to the supervizor and placed on
the 24 hour report. The oncosning
supervisor will audit care plan changes for
identificd residents with change in
condition.

‘Fhie 24 hour report fonm™ was expanded
to improve comnitunication and
documentation for follow-up.

Residenis with changesin condition will be
reviewed at the weeldly interdisciplinary
feam meeling wills care plan ceview 1o be
conducted by the teamy members,

4. How will the corrective actions be
monirored (o ensure the deficient practice
will not reccorr, ey wited qualily
assarance program will be put inso ploce?
For (he nexl four weeks, the DNS and/or

' O desipnee will conduct a weekly random
QLT char sudil W verily thet residents’ cars
S{f)éév:)') plans ace updated to address changes in

resident statusfsclf-cure abililics, with

& : e far hi

monthly randemn chart audits for three
months therealler. Results of these andits
will be reported out ar the maonthly
Quality-Safety Commiilce mecling.

5. The dares corrective action will be

completed:
August 21, 2014

I'nge 2a
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DEFICIENCY)
F 280 | Continued Frem page 2 £ 280
This REQUIREMENT is not met as evidenced
by: ‘ _ K Tag 282
Based on record review and staff interview, the I What corrective action will be
facility faited to assure that the comprehensive accomplished for those residents found to
care plan was revised for one resident in a Drave heen affected by the deficient
sample of 3, R#1. Findings include: pracilce?
) Rosident #1 was translerred 1o an seule
Per record review on 7/21/14, R#1 had a care facitity and did not return to this
fr_acmred Left Hume_rus (arm), His left arm was facilily. Correclive action for this resident
his dominant amm. There were no revisions to the is not indicated.
ADL Self-Deficit care plan or the Nutrition care
pl?" to indicate tf]e resident's change in ab|||§y fo 2. How will pou identify ather revidents
drink without assistance and the need for fluid Itaving the polentiai 10 be affected by the
ass‘§[3nce_ throu_ghou? the day. The DNS yame deficiend practice and what
confirmed in an interview at 4:20 PM that there comective action will be taken?
was na revision of the care plan to reflect the 100% of treatment records were reviewed
resident's charige in abllity to hydrate. and compared o skin documentation 1o
F 282 | 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282 correlate skin conditions/wounds with an
§s=D | PERSONS/PER CARE PLAN identified Lrealnent.
The services provided or arranged by the facility 3. What measares will be puet into place or

must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by: '

Based on record review and staff interviews the
facility failed to assure that services were '
provided in accordance with the residents written
plan of care for one resident.in a sample of three,
R#1. Findings include:

Per record review R#1 was admitted to the facility
with pressure ulcers on his Left and Right
Buttocks. Additionally two other pressure areas
on the Right and Left Buttocks developed after

what sypstemic changes will you make fo
irsure that the deficient practice does nol|
reoccur?

Treatment records will be generaled by Lhd
pharmacy,

Al RN's and LPN’s were educated on
wound care prevention and
documentation, including routine
monitonng ot wound appcarance during
regular and as needed dressing changes.

FORM CMS-2567(02-90) Provious Veisions Obsololo

Cvonl ID: USOBTt

Faclity 10, 4750728

It continuation sheel Page 3ol 4




08/14/2014 THU 14: 46

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

FAX 802 447 5482 Centers Living and Rehab

door/o07

PRINTED: 08/12/2014
FORM APPROVED
OMB NG. 0938-0391

STATEMENT OF REFICIENCIES
AND Pl AN OF CORREGTION

(X1) PROVINER/SUPPLILR/CLIA
IDENTIFICATION NUMBER:

L {X2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING —_

. |(x® paTL. SURVEY .
COMPLETED

C
0712172014

NAME COF PROVIDER QR SUPRLIEN

CENTERS FOR LIVING AND REHAB

STREET ADDRESS, CITY, STATE, ZiF COUL
160 HOSPITAL DRIVE
BENNINGTON, VT 05201

the Right side pressure areas.

admission to the facility. There is no evidence in
the record of the consistent treatment of the right
Buttnck pressure areas. The DNS confirmed in
an intetview on 7/21/14 that there is not
documentation of consistent daily wound care of

How will the corrective actions be
ronitored (o inswre the deficient practice
will ot vecur, i.e.; what guolity
assurance program will be pul into place?
The DNS and/or designee witt perfonn
random audits of skin care docurientation

" weekly for four waeks, Lhew monlhly

thereafler for three months.
The daite corrective action will be

complefed.

August 21, 2014,

oL
o
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