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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

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

June 24, 2015

Ms. Theresa Southworth,
Gill Odd Fellows Home
8 Gill Terrace
Ludlow, VT 05149-1004

Dear Ms. Southworth:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
1, 2015. 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,

SN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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A 4 onsite investiat ‘ F-281 SERVICES MEET
n unannounced on-site investigation was ‘
conducted on two facility- self-reported incidents PROFESSIONAL STANDARDS
by the Division of Licensing and Protection on
B/1/15. The findings include the following: Resident # 3 and Resident #4 had
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 their Care Plan reviewed and
8s=E | PROFESSIONAL STANDARDS ' updated by the interdisciplinary
The services provided or arranged by the facility team. Nursing notes revealed Res #
must meet professional standards of quality. 3 & 4 were monitored for the 72
: hour period following a fall and there
. ‘ _ was no adverse effects as a result of
This REQUIREMENT is not met as evidenced .
oy: not documenting on neurg
Based on record review and confirmed by staff monitoring flow sheet. .
interview, the facility failed to adhere to
professional standards regarding the monitoring All residents with a fall in [ast three
and screening of Neurological Vital Signs after months will be reviewed for the
unwitnessed falls for 2 of 4 Residents sampled resence of logi ,
(Resident #3 and #4). The findings include the - P © of neurological screening
following: and all fall care plans will be
reviewed by the Interdisciplinary
1. Per medical record review, Resident #3 was Team.
found lying on his/her side in his/her room in front
of the door on 4/5/15 at 1645. The resident's Nursing tobe educated about falls
walker was down on the floor with hisfher. This policy. All falls will be reviewed b
unwitnessed fall did not result in any injury, as ‘ ’ ) e [‘a Y
determined by the Registered Nurse who DON or Designee for completion of
conducted the initial exam. Documentation Neuro Observations.
evidences a neurological evaluation sheet in
place. The DON or Designee will be
. _ responsible to monitor and review at
Per Neurological Screening Flow Sheet Quality Assuranc torl I | §
evaluations are to be evaluated every 30 minutes ¥ Ass € Mmonitoring at feast
times 4, every hour times 4, every 4 hours times quarterly.
B and every 8 hours times 6.
Per Neurological Screening Flow Sheet, dated Completion Date: June 29, 2015
4/5/15, identifies that the professional staff did not FQE\ PDLQLc{ﬁted Gll‘dls MBer I milm
_ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER I%_Mmmrz—»d TITLE - (X6} DATE
o0 Updlhpih ) Adricaeclizdy, Glnlg

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from cerrecting providing it is determined that
sther safeguards provide sufficienl protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
ollowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
fays following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

srogram participation.
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Continued From page 1

complete Neurplogical Vital Signs (NVS), for two
of the 30 minute evaluations, for two of the hourly
evaluations, for two of the 4 hourly evaluations
and all 6 of the 8 hour evaluations.

Per interview with the Director of Nurses,
confirmation is made that at 2 PM that the
Neurological Screening was not completed as per
policy.

2. Per medical record review, Resident#3 had
an unwitnessed fall on 4/19/15 at 1530. Resident
was in hisfher room with the door closed,
According to the resident sfhe was ambulating
without the use of a walker. Per evaluation by the
Registered Nurse no injuries resulted. Vital signs
and flow sheet in place.

Per Neurological Screening Flow Sheet
evaluations are to be evaluated every 30 minutes
times 4, every hour times 4, every 4 hours times
6 and every 8 hours times 6,

Per Neurclogical Screening Flow Sheet, dated
4/19/15, the professional staff did not complete
Neurological Vital Signs {NVS), for all four of the
hourly evaluations and for three of the 8 hour
evaluations.

Per interview with the Director of Nurses, |
confirmation is made that at 2 PM that the
Neurological Screening was not completed as per

policy.

3. Per medical record review, Resident #4 had a
fall on 5/11/15 at 11:15 AM. The resident was
trying to go to the bathroom, was assisted with a
staff member, but suddenly sat on the floor.
Resident assumed that there was a chair behind
his/her. Sustained a 3 centimeter {cm) x 3 cm

F 281
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hematoma on the back-of histher head.
I Documentation identifies that 15 minute vita) F- 309 QUALITY OF CARE
checks and neurological checks begun.
. . . Resident # 3 and Resident #4 had
Per Neurplogical Screening Flow Sheet their Care Plan reviewed and
evaluations are to be evaluated every 30 minutes } L
times 4, every hour times 4, every 4 hours times updated by the interdisciplinary
6 and every 8 hours times 8, team. Nursing notes revealed Res #
Per Neurological Screening Flow Sheet, dated 3 & 4 were monitored for the 72
5/11/15, identifies that the prpfesgional staff did hour period following a fall and there
not complete Neurolngicat Vital Signs (NVS), for it of
three of the hourly evaluations and four of the six was no adverse effects as a resuit o
8 hour evaluations. not documenting on neurc
) monitoring flow sheet. .
Per interview with the Director of Nurses,
confirrlnation is made that at 2 PM that the All residents with a fall in last three
| }l;lﬁ:(r)r; ogicai Screening was not completed as per months will be reviewed for the
f I presence of neurological screening
i Reference: Lippincott Manual of Nursing Practice and all fall care plans will be
(9th ed.) Wolters Kluwer Health/Lippincott reviewed by the Interdisciplinary
Williams & Wilkins. Team
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 )
SS=E | HIGHEST WELL BEING Nursing to be educated about falls

Each resident must receive and the facmty must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and confirmed
by staff interview the facility failed to ensure that

F309 PoC accephed Glaghs vgervand RN Puee

policy. All falls will be reviewed by
DON or Designee for completion of
Neurp Observations.

The DON or Designee will be
responsible to monitor and review at
Quality Assurance monitoring at least
quarteriy.

Completion Date: June 29, 2015
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each resident receives the necessary care and
services to maintain the highest practicable
physical well-being for 2 of 4 sampled resident
(Resident #3 and #4) regarding proper
assessment and monitoring after falls. The
findings include the following:

1. Per medical record review, Resident #3 was
found iying on his/her side in his/her room in front
of the door on 4/5/15 at 1645. The resident's
walker was down on the floor with hisfher. This
unwitnessed fall did not result in any injury, as
determined by the Registered Nurse who
conducted the initial exam. Documentation
evidences that neurological evaluation sheet in
place.

Per Neurologica! Screening Flow Sheet
evaluations are to be evaluated every 30 minutes
times 4, every hour times 4, every 4 hours times
6 and every 8 hours times 6.

Per Neurological Screening Flow Sheet, dated
415115, identifies that the professional staff did
not complete Neurological Vital Signs (NVS), for
two of the 30 minute evaiuations, for two of the
hourly evaluations, for two of the 4 hourly
evaluations and all 6 of the 8 hour evaluations.

Per interview with the Director of Nurses,
confirmation is made that at 2 PM that the
Neurological Screening was not completed as per
policy.

2. Per medical record revlew, Resident #3 had
an unwitnessed fall on 4/19/15 at 1530. Resident
was in hisfher room with the door closed.
According to the resident sthe was ambulating
without the Use of a walker. Per evaluation by the
Registered Nurse no injuries resulted. Vital signs

F 309
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and flow sheet in place.

Per Neurological Screening Fiow Sheet
evaluations are to be evaluated every 30 minutes
times 4, every hour times 4, every 4 hours times
6 and every 8 hours times 6.

Per Neuralngical Screening Flow Sheet, dated
4/19/15, the professional staff did not complete
Neurological Vital Signs (NVS), for all four of the
hourly evaluations and for thiee of the 8 hour
evaluations.

Per interview with the Director of Nurses,
confirmation is made that at 2 PM that the
Neurological Screening was not completed as per
policy.

3. Per medical record review, Resident #4 had a
falf on 5/11/15 at 11:15 AM. The resident was
trying to go to the bathroom, was assisted with a
staff member, but suddenly sat on the floor.
Resident assumed that there was a chair behind
hisfher. Sustained a 3 centimeter (cm) x 3 cm
hematoma on the back of hisfher head.
Documentation identifies that 15 minute vital
checks and neurological checks begun.

Per Neurological Screening Flow Sheet
evaluations are to be evaluated every 30 minutes
times 4, every hour times 4, every 4 hours times
6 and every 8 hours times 6.

Per Neurological Screening Flow Sheet, dated
5M1/15, identifies that the professional staff did
not complete Neurological Vital Signs (NVS), for
three of the hourly evaiuations and four of the six
8 hour evaluations.

Per interview with the Director of Nurses,
confirmation is made that at 2 PM that the
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Neurological Screening was not completed as per
policy.
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