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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) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

March 14,2011

Theresa Southworth, Administrator
Gill Odd Fellows Home
8 Gill Terrace
Ludlow, VT 05149
Provider ID #:475052

Dear Ms. Southworth:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 185, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

SRR\

Pamela M. Cota, RN

Licensing Chief
PC:jl
Enclosure
A
=
Disability and Aging Services Blind and Visually Impaire

Licensing and Protection Vocational Rehabilitation
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FORM APPROVED
s o _ . OMB NO. 0938-039
R mr-:ueu‘r OF oemsuetes x1) mcmoemsummcua (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| ii| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED |
. i C \
| - 478052 5 e 02/15/2011
NAME OF PROVIDER OR SUPPLIER ' 8TREET ADDRESS, CITY, STATE. 2IP CODE
GILL ODD FELLOWS HOM o 8 GILL TERRACE _ |
Lo 1 m (m:erli‘ omcmmmaeﬂ:m alvssmu Pnlgnx (EACH con:‘es&vsw »?:'r%)nn 2585'&" BE comrt
| e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o - » ) DEFICIENCY)
) INITIAL COMMENTS B [ Fooo
b | F170 Residents4,5,6,7,8, 9, 10, & 11
] Wa, anmm 21511 bycmmel lpwlalrgbs’t:rgfem"g ‘ all received the letter from their
and Protection. The follmng regulatory violations | .physician. Administrator or designee
were found. - wili monitor mall delivery and ensure all
Uil | 483, 10(i)(1) RIGHT TO PRIVACY - ~ F170 resldents receive mail in timely fashion.
L SENDIRECEIVE UNOPENED MAIL ‘ Mail delivery each day will be
o ; ' monitored and documented. Tracking
'_\ ' mm:gttbh:: m‘du"g':tg%m&y g‘m o will be completed by Recreation Staff. |
o C prompﬂy recoiva'macl that Is unopened : : Mail delivery will be monitored at QA
i . ‘ o monthly and tracking systems will be
! , vl,‘ . ‘ x maintained until consistent compliance
I ' , : maintained. '
1% z ! ] S gls REQU!REMENT is not met as ewdencod . ‘ Completion Date: 3\‘5 \ll
‘f'j‘i?.,;"t?}?‘l O ;Basadon resident and suaffmervim 8of12 IO P0C Accepted BN
N appllcable residénts did not receive their mailina 1" M .Bolin FNT;(V\N&QN
AN '} w7 1| promptmanner. (Resident #4, #5. #6, #7, #8.# 9, o ¢
gl | #10 & #19) Flﬂdlﬂos include: , 4 |~ F276Comiplete audit of each residents
L vt ' ,‘ assessments Assessments will be
v B : 12%‘”%"; 3‘?/1#%“;:';‘;' 2:?\:;‘1; : : completed on each resident overdue.
- . | stated to the nurse surveyor that they had not - o 'MDS Coordinator will be hired. _
. ..v| réceived a letter.from their physician which was | : Coordinator will be setting up
. recolved at the facility on 02/01/11. Residents #9 ‘ scheduled weeks for completion of
L | and #10 stated that their famllies raceived the ' monthly assessments on each resident
i i | lettered instesd of them. 'During the resident " which will bé reviewed at daily
R ‘:?r:gemén dia" Wg&mwsam?mua °f ’ v manager’s meetmg to ensure no further
RN 09 late assessments. :
+ 1| communication. Per interview at 1:35 PM, the .
N Mm,nls{f?tof confinr thgtthe bove residents |- " Schedule completion and transmissions.
Ll are i own degision hakers and that the letters . MDS will be monitored monthly at QA
T U were not de"vered pfompﬂy until substantial compliance has been _
i 4 i 483.20(c) GUARTERLY, ASSE§3MENT AT * |, Fore|, maihtainéd and determined no longer:
wih M EVERY 3 MON?HS el ' nécéssary by QA CommittTe
B : : Cmnpletuon Date: 3\\5
, o Afadlﬂymustasmsaresndentusmgme _
A .| quatterly review instrument specmea by the State | Fae ?oucuep\ed s\uﬂu o, OthQN \cﬁvwrhﬁ“
4 .1l ABORATORY DIRECTOR'S OR PR - I X5) DATE
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
;- .-,c NTERS FO '

PRINTED: 02/25/2011
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‘| STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA | ‘ TION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: O MULTIPLE CONSTRUG o) 33,}%3:,’2{,“
' , A BUILDING
C
. 47
NAME OF PROVIDER OR SUPPLI = ‘ ; P2san]
| ER STREET ADDRESS, CITY, STATE, ZIP CODE
| L oD FELLOWS HOME 8 OILL TERRACE
L , LUDLOW, VT 08149
. SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
S i R(Eaﬁﬂ DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE coﬂg’r:'ﬂon
LATORY ORLSC IDENTIFYING INFORMATION) . CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

e by

Céntmued From page 1

and approved by CMQ not less frequently than .
odce every 3 months.’

i

This REQUIREMENT is ot met as evidenced

.Baised on staff interview and record review, the
facility falled to complete Quarterly MDS
(Mmlmum Data Set) Assessments within the
required time frames for 15 of 36 applicable
resldents andings include: ¢

Perrecord rewewon 02/15/11 at 10 00 AM, of the | -

Printed Resident MDS Alert list from the software”
vendor, dated 01/24/11, 16 of 38 residents had
‘80 day alerts’. Elevén residents assaessments

+ | were last completed in October 2010 and four
resident's assassments were iast completed early
November 2010 (greater than 92 days) . During
!nterviaw later in the morning, the newly
appointed MDS coordinator stated that s/he was

A nat made aware of the fate assessments. In
/"1, | additio, the MDS ‘codrdinator confirmed that the

| Quarterty Assqssment Review had notbeen
‘ oompteted wrthin 92 days as required.

483 20(k (3 ) SERVlGES PRQVIDED MEET
P'RbFE ) é AI. STANDARDS

‘l‘ne serwces provided or arranged by the facility
must meet professlonal standards of qualrty

t ;‘\.:«,‘ e ; Lty e LR ' :
This R!’EQUIREMENT» is nidt met as evidenced

by: L

Based on obsewatton staff mtervlew and record

. review, the facmty falled to, assure that nursing

| staff administered medicétions/treatmants to 2 of

3 applicable, residents in accordance with.
aooeg(ed professiqna’ swndards of nursing

E

F281 All records wu“ be reviewed for

, nutrmonal supplements and LPN/RN

" staff will be educated on supplements.
Al RN/ LPN staff will be educated on G-
Tube med/fluid administration and
demonstrate competency. Staff .
orientation will include overview of
nutritional supplements and GTube
nutrition/med administration. RN/LPN
will demonstrate competency before
rendering care to GTube Patient.
Dietary supplements and GTubes will be
monitored randomly and be reviewed
at monthy QA until no longer necessary
by QA committee.
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!’, W L.STATEMENT OF DEFICIENCIES (X1)- PROVIDER/SUPPLIER/CLIA
g WD PLAN OF CORRECTION IDENTIFICATION NUMBER:
' U
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475052

v | | ' OMB NO. 0938-0381
{X2) MULTIPLE CONSTRUCTION . (X3) DATE SURVEY
A BUIL.DING COMPLETED
WING '
8 02/15/2011

R : . PRINTED: 02/25/2011
P : FORM APPROVED

weL ;l" ME OF, PROVIDER oa SUPPUER

STREET ADDRESS, CITY, STATE, ZlP CODE

" practlce dunng obserations with 2 nurses.
"I (Residents #2 & 3) Findings include;

:| 1. During an observatien-of medication and .
. | treatment administration for Resident #2 on
.| 2/16/11at 11:40 AM, the Licensed Practical Nurse
(LPN) poured an un-ordered nutritional
-supplement (Ensure) in place of the physician
., .-| ordered supplemem (2 Cal. HH) and was stopped
o fmm gMng it to the' rqsldent by the Surveyor who
P noted tha error. The LPN then confitmed the error
Vi and admnmstered the 2 Cal. HH supplement as
i ordered S/he stated that s/he had given the
.5, | Ensure and the 2 Cal. HH supplements '
1o mterchangeably in the past because g/he had riot
by realized that thqy were not nutritionally the same.

k] 2 During ‘ébservation of administration of
. il medications and initiation.of G -Tube feedings for.
| Resident #3 on 2/15/11 at 12 riodn, the'LPN
i fallqd to follow the, physk:uan orders for the
- .. '|'amounts of free water to give during the
i’ | administrations. The physician orders stated to: 1.
n ﬂush feeding tube'beforé and after feeding with
» 140 mt (mimllters) of water; 2. flush.G-Tube
during:med pass with 120 -ml.water:The LPN
| poured 120 mi water into 1 cup and did the
pre-feeding flush: The'nurse then poured water
from a larger container with a. capacity of 500 ml
'| Bs a flush-between.administration of 4..- )
medlcatbns and 1.nutritional supplement. The
nurse then initiated the feedlng via'pump over 2
‘ hours -The nurse did not méasure-the amount of -
| water bélng used.to flustithe G-Tube between
medicataons The amount of water d@dministered .
Lo was‘not Trieasured to. equal the ordered total of
260 ‘mi.. This wasg confirmed. by the nurse

i “had not acéurately measured the water forthe -

e imimegiately after the observation: She, stated she |

ﬂd‘ JJ m,}n' Hturvl.w‘ IR TR

Y !
| iueu.dooo FELLOWS HOME 8 GILL TERRACE
e : LUDLOW, VT 05149
i } "1, SUMNARY STATEMENT OF oemcneucnes ) PROVIDER'S PLAN OF CORRECTION ©(X8)
1! - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
" REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENCY)
| Contmued From page 2 F 281

e pe
P

v
AL e

Tl bl L
T
PR

e

" Event ID: 3MF711

Faciiity 10: 475062

Mo <

C:_:‘——u oonhnuat!on sheet Page 30f 7

> > 7




-.f,‘,‘ l:':l ‘ f

,!
&i % iv 11 \

i,‘PEPARTMENT OF HEALTH AND HUMAN SERVICES |

PRINTED: 02/25/2011

| HIGHEST WELL BEING

.| Each resident must receive and the faclllty must
| provide the necessary care and services to attain
| 'or malntain the highest practicable physical,
Ny ‘mental, and psychosocial well-being, in
w b accordance with the compreheoswe assessment
i .and p!an of care P .

. Thts REQUIREMENT is not met as evidenced

aaased op interview and record review, the iacmty
.+ | failed to provide the necessary care and services
HE 4 1o attain the highest practicable well- -being for 1
Sy lappllcab!e resident regarding emergency medical |
. | care and neurologncal asgessments, aftera fall
| (Resident #1). Fmdmgs include:

", |'Per intérview on 02/15/11 at 12:45 PM, ‘a family -
o member expressed cdncern regarding Resident
L | #ts well-benng after a fall on 02/08/11, stating
t 17 thatthe résident was.not;sent to the emergency
.1 roomi (ER) forinearly 10 hours after a severe fall.
| Per. record review of the incident/accident report,
trie fall ‘occurred-at approxlmately 8:50 AMon: ,
.| 2/08/11, and stated that'the "resident was found -
Lojon rounds prone:on floor.with head-under bed "
| Pera verbal order ‘dated 02/08/11.at.2:00 PM
C 'transport fo ER for evaluatnon of right wrist" ;

14 -Per the ER note's dated 02/08/11 at 2:47 PM, the
" résident sustained "multiple skin tears, large deep
laceratlon tothe’ nght dorsal forearm, can easily

'l | s&e Velns;and torn fascia, dead tissue along.the

borders that need to be cleaned up Ieft hand

———

lb". J.

Incident/Acc
monitoring a

.. will be monit

" week,

F309 Fall packet.initiated. Physician
and DON/Designee to be notified with
any fall within one hour. All nursing

staff to recei

monitoring and fall F/U. Each RN/LPN
will demonstrate competency with

- DON or designee will monitor each fall
L &[J_ZMIO ensure quality of care.

. All falls and treatments related to fall
meetings and monthly at QA

Committee. Medical Director will be
‘informed of each fall and f/u each

Completion Date: 3~‘ s ~”
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. FORM APPROVED
[F U CENTERS FOR' ME iCAR & MEDICAID SERVIQ§§ T .o . S OMB NO. 0938-0391
) z%TATEMENT OF DEFICIENC(ES (X‘l) PROVIDERISUPPUERICLIA : (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
it AND pt.m OF CORRECTION IDENTIFICATION NUMBER: | A BUILDING COMPLETED
| .
y . c
. WING
i L : 475052 & W 02/16/2011
:N(‘ME OF PR°V'°ER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
18 lGILL ODD F LOWS HOME - 8GILL TERRACE
G ﬁ}? L ELLOWS Ho - LUDLOW, VT 08149
L (x4) o] . SUMMARY STATEMENT OF DEFICIENCIES - D PROVIDER'S PL.AN OF CORRECTION (X5)
Gt }i PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
EPR I 'I'AG REGULATORY OR LSC IDENTIFYING INFORW\TION) TAG. -+ CROSS-REFERENCED TO THE APPROPRIATE DATE
s DEFICIENCY)
B i F"281 Continued From page 3 F 281
| IR : ‘ .
o | 483.25 PROVIDE CARE/SERVICES FOR ‘F 309 Lome

ve education on neuro

ident reporting/neuro
nd family/MD notification.

ored daily at manager’s

Co qumm 3MF711
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I |'STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

g'

EPARTMENT OF HEALTH AND HUMAN SERVICES

,':-CENTERS FOR MEDICARE & MEDICAID'SERVICES

SV e - PRINTED: 02/25/2011
' ‘ C FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

. 476052

{X3) PATE SURVEY
COMPLETED

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
8. WING

02/15/2011

NAME GF PROVIDER OR SUPPUER
- GiLL. ODD FELLOWS HOME

STREET AODRESS, CITY, STATE, 2IP CODE
8 GILL TERRACE

LUDLOW, VT 05149

o
‘\4 .

. a9
il PREFIX
| » TAG
I
I

... SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

- TAG

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X8)
COMPLETION
DATE

. pam and right wrist pain, abras:ons to both plus.
.| anterlor chest wall and both knees...hand x-ray:
i | fracture ir|wolvlng the head of the left first 1

»+ ' metacarpal...
AEaE [approximately 3 incties] complex requiring

AN A Pg review of the nurses's notes dated 02/08/11,

. areas, wrapped non-adherent pad to Tight hand

.| withf Kerlix; padded tegaderm applied to leff hand,
"+ bleedirig controlled...complains of pain, refuses
"1 Tylenol...MD, fam:ly, DNS and Administrator

Ly | fecord, the Neurological Record dated 02/08111
. .| had only 2 assessments obtained during the first

L1 Per the facility's Neurologfca! Récord; used for
| falls; staff were to ‘mohitor the. resident’s

. | hours, then every hour for 4 hours; every 4 hours
L for the first 24 hours' and every 8 hours for 72

! Per interview on 02/1 5/11 at 2:30 PM the staff

nurse was ot able to: ‘verbalize why the resident

Was not sént to the ER after sustaining severe
in;Unei/ where the policy. and procedure manuals

| for fall

! staff for optimal resident care in emergent

: |-of the neurologrca!lwtal 8igns for this resident .
o afterthls fall: Per interviewat 2:45 PM; the -
'Dwector of Nursing (DNS) confirmed that the'

Co‘hfinued From page 4

laceratlonwpalr length 8.0 cm

augnment {with sutures] of multiple flaps and’
‘revigion of wound margins".

te entry note at 1:38 PM states "cleaned all

‘aware". Per review of the resident's medical .

several hours'( 3:50 AM & 4:20 PM) and 1
obtained prior to sending to the ER at 12:15 PM.

neurological status every 30 minutes for the first 2

hours i!fv Lo !

k"'"”\ . ) ‘l' e

ER referrals ate located to help direct

sntuabons inot why.there was a lack-of monitoring

resndent's highest-well:being.was. not mamtamed
as the heQessary care’and servloes were delayed
.433 ?5(:)(1‘) RES (R RNRTRRERURERE 3 SR

NV NI SN R R

F 309

F 514

T T

L B L

Pl Evant10; SMFT11

Facility 1D: 476052
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DEPARTMENT OF HEALTH AND HUMAN:SERVICES .
i . GENTERS'FOR MEDIGARE & MEDICAID: SERVICES .

«

PRINTED: 02/25/2011
S FORM APPROVED
- OMBNO.0938-0391

e

A—

s . | STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (xz) MULTIPLE CONSTRUCTION . - (X3) DATE SURVEY
i .['AND PLAN OF CORRECTION IDENTIFICATION NUMBER: " COMPLETED
PR . S A_ BUILDING
- : 478052 iy . _02/15/2011
i f s NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
Iy ¢1[‘enL oo FELLOWS HOME - SGLLTERRACE
1{ % A LUDLOW, VT 05149
ﬁz%.:i S ]&:) o, . SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
4, , ] l PrEFXC|" ' (EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION .
TG 1y REGULA‘I’ORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
Sy, f _ : DEFICIENCY)
1514 Contmued From page 5 F 514
=D, RECG)RDS-COMPLE‘IE/ACCURATEIACCESSIB .
LE - F514 Al falls and Incidents regarding
- 1 neuro records will be reviewed for
s The facnll must maintair- clinical r g0 ; ‘
reSIdent '2' accotd ancea\:th lacoept:;o ;drofegs?:::I accuracy and completion after each fall.
‘standards and practices that are complete; Each RN/LPN will receive education
:| accurately documented; readily accessible; and related td Incident/Accident and neuro
systematlcally organlzed record and timely documentation.
BT Th inical g st tain siificient Fall documentation will be reviewed
S e ¢ nica recor mu con in sufficien ) d it h
c ,mfonnatlon to identify the resident; a record of the | an r_noq .° red aftgr eac. fall.
R resodent's ‘assessments; the plan of care and 7 Medical Director will be informed of all
‘ ' sewlces pro\"ded the resul{s of any a falls and incidents each week and -
preadmission screening conducted by the State ' treatment plan. All falls and incidents
o and Pfogress notes ' will be monitored daily at manager's
A e g 0 - meeting. All documentation of
b 'rThis'hEQmREMENT is not met as evidenced Incident/Accident will be reviewed
by . ‘monthiy at QA for compliance.
Based on'staff interview and récort review, the Coml’let'on Date: 3,—! 5-1\
1| facility, falled to maintain'a complete and '
o urately docurmented clinical record for 1
i apphcable resudept (Resident #1) Findings F514 foC AWPM M foltowen [rmestuen
"?c’” e :
i uii :.i-w‘:,i rs:; ,-‘g',-. s *-
: Per record review on 02/15111 at 1: :00 PM, |
I ReSIdent #1 8 mcldent/accldent report regardlng al ,
«fall, which. was.not dated, did not.identify .
additional areas of abrasions to both knees. or’
{anterior chest wall.. In addition, the'Neurological
| Record, dated 02/08/11, had.only 2 -assessments .
‘ obtamed during the first several hours (3:50 AM & '
. | 4:20 PM) and 1 obtained prior to sending to the
| ER at42: 15 PM."- Per the facility's. Neurological
Record, uged for'falls, staff were t6 monitor the .
‘resident's ‘neurological status every'30 minutes
for the: first- 2 hours, then:every hour for 4 hours, ‘
every 4 hours for the first 24'hours and every 8 ‘ ‘
hours for 72 hours. -Per interview on 02/08/11 at
Event 1D; 3MF711 Facllity lD:.475}05? '_ a If contlnuatlon sheet Page 6 of 7



Rt "y PRINTED: 02/25/2011
: DEPARTMENT OF HEALTH AND HUMAN SERVICES L FORM APPROVE10 :
' CENTER FOR MEDICARE & MEDICAID SERVICES Dasb L OMB NQ. 0938-0391 -~
| .STATEMENT OF DEFICIENCIES ' * | (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION . (X3) DATE SURVEY
{lil} AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
) i W' iy i} ! . A BUILDING
1l " o o ' C
g L (N i ..
g [ A A p 8. WIN :
b B FR ;L 475052 NG _ 02/16/2011
it TNAME € sﬁowoen oR swpuen ' STREET ADDRESS, CITY, STATE, ZIP CODE .
L IR 8 GILL TERRACE )
1 ODD FELLOWS HOME : - -
D WS HOME. - . LUDLOW, VT 05149 | :
RS 1" SUMMARY STATEMENT-OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
e ‘ & (EAcﬂ DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION :
! oo 1/REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
IR B v : " DEFICIENCY)
|1 L F 514 | Continued From page & ~ F 514
’; ) 1 2:45 PM, the DNS confirmed that the medical :
;g i | ecord was not complete or ‘accurate: ‘ B} - ;
i
y i, ;‘
’ f
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