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7~ 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

August 26, 2010

Mr. Robert Sterling, Administrator
Green Mountain Nursing Home
475 Ethan Allen Avenue
Colchester, VT 05446
Dear Mr. Sterling:

Enclosed is a copy of your acceptable plans of correction for the annual survey conducted on August
12, 2010. 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,

SfLbittly

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services ' Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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| F 000 | INITIAL COMMENTS , F 000 F242
An unannounced onsite annual recertification Assuring for the moment that the findin
survey was completed by the Division of and the determination of the deficiency ar|
Licensing and Protection from 8/9/10 - 8/12/10. accurate, without admitting or denying that
Based on the information obtained through they are, our proposed plan of correction is
interviews and record reviews, an Immediate as follows:
Jeopardy situation was determined to exist based
upon the facility's failure to provide resuscitation Resident # 137 has had a shower which i
according to a resident's predetermined status. his preference. Physical therapy did an
As a result, an extended survey was conducted evaluation of resident # 137 on 7/28/201
on 8/11/10 - 8/12/10, for bed mobility and transfers by slide
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 242 board which would cover bed to shower
ss=p | MAKE CHOICES chair or wheelchair. Physical therapy
reviewed transfer for toileting/shower wi
The resident has the right to choose activities, LNA with return demonstrations on
schedules, and health care consistent with his or 8/11/2010. Occupational therapy
her interests, assessments, and plans of care; preformed an evaluation on 7/29/2010 foz
interact with members of the community both transfers, mobility ADL’s and feeding
| inside and outside the facility; and make choices with follow up visits between 7/30/2010
| about aspects of his or her life in the facility that and 8/5/2010.
\ are significant to the resident.
All residents who need assistance with
bathing have a potential to be affected by
This REQUIREMENT is not met as evidenced this alleged practice.
by To assure that the alleged practice does not
: Based on resident interview, staff interview and occur, we afe taking the following
record review, the facility failed to assure each measures;
resident's right to make choices for 1 of 24 A professional nurses meeting was held oo
residents in the Stage Il sample (Resident #137). 8/20/2010 to remind the nurses on proper
Findings include: supervision and documentation in LNA
records on ADL’s.
During Resident interview on 8/10/10 at 9:40 AM, The day supervisor and MDS coordinato
Resident #137, identified as interviewable by will audit LNA flow sheets two times per
surveyor screening and the QIS (Quality Indicator week for six weeks and report findings to
Survey) tool, stated that despite several requests the Quality Assessments and Assurance
to various staff for a shower, the resident was Commuittee for further actions if needs.
offered only assistance with a sponge bath. A DON to monitor
record review of Licensed Nurse Aide (LNA) Completion Date:
flowsheets since admission reveals bathing 8/20/2019
ABORATORY DIRECFOR S FUSIPPUER REPRESENTATIVE'S SIGNATURE TITLE ‘ (X6) DATE

___{ > Lleds 2l i a7 75 Paacse

Any deficiency statement ending with an ast MEk () denotes a deficiency which the institution may be excused from correcting providing i is determined that
other safeguards provids sufficient protectich to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 deys
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cormection sre disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited. an approved plan of cofrection is reguisits to continued

program participation. Fata poc Aceghed 8Iau\\ocQM¢&uﬂN'/T§g“a
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(X4} 1D

SUMMARY STATEMENT OF DEFICIENCIES

A resident has the right to reside and receive
services in the facility with reasonable
accommodations of individual needs and
preferences, except when the health or safety of
the individua! or other residents would be
endangered.

This REQUIREMENT is not met as evidenced
by:

Based on record review, resident and staff
interview on 8/10/10, the facility failed to assure
an accommaodation of needs and
self-determination for 1 resident of 24 in the
Stage Il sample (Resident #137). Findings
include:

During resident interview on 8/10/10 at 8:40 AM,
Resident #137, identified as interviewable by QIS
(Quality Indicator Survey) tool and surveyor
screening, stated that in response to several
requests for a shower facility staff stated they
could not shower the resident because they did
not have a method to transfer him/her into the
shower. During staff interview on 8/10/10 at 10:30
AM, the charge nurse stated that s/he was
unaware that the resident had been denied a

Resident # 137 has bad a shower which i§
his preference. Physical therapy did an
evaluation of resident # 137 on 7/28/2010Q
for bed mobility and transfers by slide
board which would cover bed to shower
chair or wheelchair. Physical therapy
reviewed transfer for toileting/shower wit
LNA with return demonstrations on !
8/11/2010. Occupational therapy

preformed and evaluation on 7/29/2010 f‘i)r

transfers, mobility ADL’s and feeding
with follow up visits between 7/30/2010
and 8/5/2010.

All residents who need assistance with
bathing have a potential to be affected by
this alleged practice.

To assure that the alleged practice does not

occur, we are taking the following
measwes;

A professional nurses meeting was held g
8/20/2010 to remaind the nurses on propey
supervision and documentation in LNA
records on ADL’s.

The day supervisor and MDS coordinatot
will audit LNA flow sheets for bathing
compliance two times per week for six
weeks and report findings to the Quality

=]

Assessments and Assurance Committee

FORM CMS-2567(02-98) Proviols Versions Obsolels
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F 242 | Continued From page 1 F 242
coded as "8" (did not occur) for all shifts, In an
interview on 8/10/10 at 10:30 AM, the 1st floor
Charge Nurse confirmed that there is no evidence F246
of showers being administered to this resident
and stated that s/he was unaware that they had Assuming for the moment that the findings
requested or preferred showers. A preference for and the determination of the deficiency a
showers. is also.not reflected in the bathing accurate, without admitting or denying that
saction of the admigsion care pian, dated 7/27/10. they are, our proposed plan of correction is

F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION | F 246 as follows:

$5=D | OF NEEDS/PREFERENCES

A
f continuation shest Page 2 of 14
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F 246 | Continued From page 2 F 246 DON to monitor
shower on this basis. A record review showed no Completion Date: .
evidence of a Physical Therapy (PT) or 8/20/2010
Cecupational Thg?apy evaluation or Faub Poc Accepted sladm Cﬂ’\!\mm@l l RT, el
recommendations for bathing or showering this F279
resident, After the interview between the surveyor Assuming for the moment that the findings
and the charge nurse a PT referral wag made for and the determination of the deficiency axta
recommendations for showering Resident #137. accurate, without admitting or denying that
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 they are, our proposed plap of correction fs
- §5=D | COMPREHENSIVE CARE PLANS as follows:
A facility must use the results of the assessment Resident #137 has had the care plan
to develop, review and revise the resident's updated to address vital sign monitoring,
comprehensive plan of care. other monitoring before and after dialysis,
. risk for adverse medication effects and
The facility must develop a comprehensive care interactions with dialysis, instructions fof
plan for each resident that includes measurable medication administration prior to dialysis,
objectives and timetables to meet a resident's center protocols and coordination between
medical, nursing, and mentai and psychosocial dialysis center and facility. The dialysis
needs that are identified in the comprehensive unit was consulted for this update.
assessment.
: All residents who have dialysis have a
The care plan must describe the services that are potential to be affected by this alleged
to be fumished to attain or maintain the resident's practice.
highest practicable physical, mental, and To assure that the alleged practice does n+>t
psychosocial well-being as required under occur, we are taking the following
§483.25; and any services that would otherwise measures: '
be required under §483.25 but are not provided
due to the resident's exercise of rights under The dialysis unit at FAHC has been
§483.10, including the right to refuse treatment consulted to obtain guidelines in care plap
under §483.10(b)(4). development. The MDS coordinator and
care planner obtained this information.
A separate care plen has been developed
This REQUIREMENT is not met as evidenced for dialysis residents. :
by:
Based on record review and staff interviews, the The DON will audit the records of the
facility failed to develop a comprehensive plan of dialysis residents o assure the necessary
care to meet the needs of 1 of 24 residents in the information is included and report any
Stage Il sample (Resident #137), who is receiving findings to the Quality Assessment and
hemodiatysis. Findings include: Assurance comumittee for further action if
FORM CMS-2667(02-99) Pravious Versions Obsoleta Event I0; VBIS11 Faciity ID; 475040 if continuation sheet Page 3 of 14
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F 279 | Continued From page 3 F 279 needed. The audits will continue for 4
months.
During record review on 8/10/10, the
comprehensive care plan for Resident #137 does DON to monitor
not address all aspects of care related to dialysis. Completion Date
The admission care plan, dated 7/27/10, 8/24/20190 )
addresses only that dialysis occurs on Monday, FANA P0C Acceped Blawho Pricstarn|RT. €N
Waednesday and Friday each week. The care plan F281
dated 8/6/10 fails to address the following: Care Assuming for the moment that the findinés
of the access site, vital sign monitoring, other and the determination of the deficiency afe
monitoring before and after dialysis, risk for accurate, without admitting or denying that
adverse medication effects and interactions with they are, our proposed plan of correction is
dialysis, instructions for medication administration as follows:
prior to dialysis, dialysis center protocois, and
?o-?rdinaﬁon between dialysis center and the Resident #38 expired on May 17™ 2010.
acility.
Per interview with the 1st floor charge nurse on ot have
8/10/10 at 3:20 PM, s/he coulg not locate a care dent #38 chart, as
plan that addressed the above mentioned areas. closed record,
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
§8=J | PROFESSIONAL STANDARDS
The services provided or arranged by the facility € RN in charge
must meet professional standards of quality. a detailed
This REQUIREMENT is not met as evidenced
by:
Bsésed on interview and record review, the facility
staff failed to provide services that meet
professional standards of quality for 1 of 13
applicable residents in the sample (Resident
#38). Findings include:
Per record review on 8/10/10 at 4:00 P.M,, facility i +5
staff failed ta follow advance directives and
physician's orders to resuscitate Resident #38,
whose code status was resuscitate, do not
intubate (DN') Per record review, Resident #38 furthef stages was confirmed.
was at the facility for short-term rehab and was Tt RN’s complete assessment in her
FORM CMS-2567(02-85) Previous Versions Obaciets Event ID; VBIS11 Faciy 1D 4T Fesperti It continuation sheet Page 4 of 14
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geeking placement in an assisted living facility.
Per a 2:00 A.M. nursing note on 5/17/10,
Resident #38 was found by staff at 1:45 AM. on
§/17/10 without a pulse or respirations. There is
no documentation in the clinical record that the
Licensed Practical Nurse (LPN) who ragponded
hiade any.attempt at resuscitition (initating
Cardio Pulmonary Resuscitation (CPR)) or -
notified Emergency Medical Services (EMS). The
facility Registered Nurse (RN) was contacted,
responded to the resident's room, and aiso did
ré%t‘ énake any attempt at resuscitation or notify

There is @ "Green Mountain Nursing Home MD
DNR Form" signed by a physician on 4/23/10 that
indicates that Resident #38 is a resuscitate, do
not intubate code status. The resident's ¢care plan
for advanced directives, dated 5/3/10, states
"Resident is a full resuscitative measures/DNI."
Ouring an interview at 8:50 AM. on 8/11/10, the

Charge Nurse stated that residents who are a-full .

code are identified by a red dot on the spine of
the resident's clinical record, and per observation
on 8/11/10 at 8:52 A.M., Resident #38's ¢chart had
a red dot on the spine. '

Per an 8/11/10, 9:45 AM. interview with a
Licensed Nurse Aide (LNA) who was on duty at
the time of the incident, there was no EMS
notification or CPR done to his/her knowledge.
Ouring a 8/11/10, 11:40 A.M. interview with the
RN who responded to the resident's death, s’he
confirmed that s/he did not perform CPR or notify
EMS. The LPN who responded to the resident's
death was not able to be contacted for an
interview.

During an 8:33 A.M. interview on 8/11/10, the

s futile. Resident # 38 had been dead

All residents in a Full Code status have a
potential to be affected by this alleged
practice.

To ensure this alleged practice does not
oceur, we are taking the following
messures;

A “RED DOT"” is placed on the spine of
the medical record to indicate “Full Code
status. A list of “Full Code™ residents is
posted at each nursing station indicating
the names of the “Full Code” residents on
that unit. A “Red Dot” bas been placed on
the LNA care plan sheet to indicate “Full
Code” status and LNA’s have been
reminded so they may respond if needed.

3

If a resident does not have a DNR form
signed they will, by default be a full
resuscitate.

A policy has been instituted on CPR and
has been cormmunicated to each nurse.

FORM CM$-2587(02-89) Previous Versions Obsolete

Event ID: VRIS
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F 281 | Continued From page 5 F 281 The majority of professional staff have
Director of Nursing (DON) stated that it is her been recertified by the American Red
expectation that staff call EMS and initiate CPR Cross in CPR.
immediatety when a resident is found without
pulse or respirations. The DON confirmed during An investigation was conducted via the : ‘
this interview that there was no documentation in Quality Assessment and Assurance
Resident #38's clinical record that indicates EMS Committee.
was. nofified o7 that CRICwds done. The DON
stated that there was no intemnal investigation A professional nurses meeting was
conducted or incident repart completed regarding conducted on 8/20/2010 to review “Full
this event. The DON slso confirmed that the Code" status procedures and new revised
facility does not have a policy or procedure in policies. ,
place to address staff response when a resident
is found without pulse or respirations. Per The Quality Assessment and Assurance
cofrespondence on 8/11/10 between the - committee will monitor along with the
Assistant Director of the State Survey Agency and Administrator for six months and take
the Executive Director of the Vermont State action as needed.
Board of Nurging, an order for a code (CPR) is 4
the same as any other order, and that the nurses Completion Date:
the LPN and RN) did not have the authority to 8/26/2010
ghange physician)orders. R F281 POC Aeged T edits perolooie Bla| \om-f“‘m
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED " F282 F282 ol
ss=G | PERSONS/PER CARE PLAN
Assuming for the moment that the findings
The services provided or arranged by the facility and the determination of the deficiency afe
must be provided by qualified persons in ‘accurate, without admnitting or denying ttf.t
accordance with each resident's written plan of they are, our proposed plan of correctxon is
care. as follows:
Resident #38 expired on May 17" 2010.
This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review, the
facility failed to provide services in accordance
with the written plan of care for 1 of 24 residents
in the stage 2 sample (Resident #38). Findings
include:
Per record review on 8/10/10 at 400 P.M,,
Resident #38, who was a full code status, was
FORM CMS-2567(02-98) Pravioiss Varsions Obsolete Event ID.VBIS1 Facllty 1D; 476040 If continustion sheet Page 6 of 14
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F 282 | Continued From page 6 , F 282 ical pulse, breath , while assessing for
found by staff without pulse or respirations at 1:45
AM. on 5/17/10 and did not receive full
resuscitative measures as indicated on the
advanced directives care plan. The resident's
care plan for advanced directives, dated 5/3/10,
states "Resident is a full resuscitative
modsures/ONL" Further, there is a “Green
Mountain Nursing Home MD DNR Form" signed
by a physician on 4/23/10 that indicates that
Resident #38 is a resuscitate, do not intubate
code status.
During a 8:33 A.M. interview on 8/11/10, the DON
stated that it is her expectation that staff call EMS
and initiate Cardio Pulmonary Resuscitation
(CPR) immediately when a resident is found
without puise or respirations. The DON confirmed
during this interview that there was no
documentation in Resident #38's clinical record
that indicates EMS was notified or that CPR was
done. Per an 8/11/10, 9:45 AM. interview with a
Licensed Nurse Aide (LNA) who was on duty at
the time of the incident, there was no EMS
notification or CPR done to his/her knowledge. All residents in a Full Code status have a
During a 8/11/10, 11:40 A.M. interview with the potential to be affected by this alleged
RN who pronounced the resident's death, s/he practice.
confirmed that s/he did not perform CPR or notify
EMS. The LPN that first responded to the To ensure this alleged practice does not
resident at 1:45 AM on 5/17/10 was not able to be occur, we are taking the following
contacted for an interview. measures;
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
§S=4 | HIGHEST WELL BEING A “RED DOT” is placed on the spine of
the medical record to indicate “Full Codel”
Each resident must receive and the facility must status. A list of “Full Code” residents is
provide the necessary care and services to attain posted at each nursing station indicating
or maintain the highest practicable physu:al the names of the “Full Code™ residents o
mental, and psychosocial well-being, in that unit. A “Red Dot” has been placed o
accordance with the comprehensive assessment the LNA care plan sheet to indicate “Full
and plan of care. Code” starus and LNA’s have been
—seprnded-so-they-may+coopend-if-needed

FORM CMS—fSﬂ?(OZ—“) Praviocus Vergions Obgoiate

Event ID: VBIS11

Facifity ID: 475040

it continustion shest Page 7 of 14



AUG-25-2018 D4:26 From:ADMIN OFFICE 8226551962 To:18022412358 Pase:9
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: o820t
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENTY OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUA X2) MULTIPLE CONSTRUCTION RVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ( e gg?:EFfEUTED

. A, BUILDING
8. WING
. 475040 08/12/2010
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CATY, STATE. ZIP CODE
GREEN MOUNTAIN NURSING HOME 476 ETHAN ALLEN AVENUE
COLCHESTER, VT 05446
4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH 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 DATE
DEFICIENCT)
F 309 | Continued From page 7 F 309

| failed to Provide the:ndcessary

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the fagility

§ care and services
to sttain the highest physical well-being for 1 of 13
residents in the applicable sample (resident #38).
Findings include:

Per record review on 8/10/10 at 4:00 P.M,, facility
staff failed to follow advance directives and
physician's orders to resuscitate Resident #38,
whose code status was resuscitate, do not
intubate (DNI). Per record review, Resident #38
was at the facility for short-term rehab and was
seeking placement in an assisted living facility.
Per a 2:00 AM. nursing note on 5/17/10,
Resident #38 was found by staff at 1:45 AM. on
5/17/10 without a pulse or respirations. There is
no documentation in the clinical record that the
Licensed Practical Nurse (LPN) who responded
made any attempt at resuscitation (initiating
Cardio Pulmonary Resuscitation (CPR)) or
notified Emergency Medical Services (EMS). The
facility Registered Nurse (RN) was contacted,
responded to the resident's room, and also did
rEl:t“ glake any attempt at resuscitation or notify

There is a “Green Mountain Nursing Home MD
DNR Form” signed by a physician on 4/23/10 that
indicates that Resident #38 is a resuscitate, do
not intubate code status. The resident's care plan
for advanced directives, dated 5/3/10, states
"Resgident is a full resuscitative measures/DNI."
During an interview at 8:50 AM. on 8/11/10, the
Charge Nurse stated that residents who are a full

If a resident does not have a DNR form
signed they will, by default be a full
resuscitate.

A policy has beeg instituted on CFR 2and
has been communicated to each nurse.

The majority of professional staff has beTn
recertified by the American Red Cross in
CPR.

An investigation was conducted via the
Quality Assessment and Assurance
Comumittee.

A professional nurses meeting was
conducted on 8/20/2010 to review “Full
Code” status procedures and new of
revised policies.

The Quality Assessment and Assurance
committee will monitor along with the
Administrator for six months and take
action as needed.

Completion Date:

$26/2010
Fa8 R0C aceqhd T avow edits Blawho Fynostufn

¥309

Assuming for the moruent that the findings
and the determination of the deficiency ape
accurate, without admitting or denying that
they are, our proposed plan of correction|is
as follows:

Resident #38 expired on May 17™ 2010.
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F 309 | Continued From page 8 . F 309 During an interview with the RN in char%e
code are identified by a red dot on the spine of oXthe nmight of 5/17/2010, a detailed
the resident's clinical record, and per cbservation nt of her assessment was objdined.
on 8/11/10 af 8:52 AM., Resident #38's chart had
a red dot on the spine. \ ghing were
Per an 8/11/10, 9:45 AM, inteqviey v with 3
LicenasSNiurse Aida(ENA) who was on duty at iveN at the bédside of resident
the time of the incident, there was no EMS #38, resident # 3§ wa< found without
notification or CPR done to his/her knowiedge. apical pulse, breath while assessing for
During a 8/11/10, 11:40 A.M. interview with the breath RN felt fagé cgld and in stage of
RN who responded to the resident's death, s/he rigor. Upon furgher assegsment RN found
confirmed that s/he did not perform CPR or notify X d and in variouy

EMS. The LPN who responded to the resident's
death was not able to be contacted for an
interview.

During an 8:33 A.M. interview on 8/11/10, the .
Director of Nursing (DON) stated that it is her L oli
expectation that staff call EMS and initiate CPR

RN’s complete assessment in hg
cal expertise, determined that .
vas futile. Resident # 38 had been dead

immediately when a resident is found without - for a period of time.

pulse or respirations, The DON confirmed during

this interview that there was no documentation in covering
Resident #38's clinical record that indicates EMS { Qtion and
was notified or that CPR was done. The DON i . ysician gave

stated that there was no intemal investigation
conducted or incident report completed regarding

this event. The DON aiso confirmed that the
facility does not have a policy or procedure in i cted, Her rep
place to address staff response when a resident i expected

is found without pulse or respirations. Per
correspondence on 8/11/10 between the

N the case.
Assistant Director of the State Survey Agency and View the case

g‘:a%:t;::;g'gm:?;gg?oygmg (sctgts) is All residents in a Full Code status have a
: i t thi d
the same as any other order, and that the nurses ;;’;2222 to be affected by this allege
(the LPN and RN) did not have the authority to
change physician orders. To ensure this alleged practice does not
F 387 | 483.40(C)(1)-(2) FREQUENCY & TIMELINESS F387,  oocur we are taking the following
$5=€ | OF PHYSICIAN VISIT easures;
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F 387} Continued From page © F 387 A “RED DOT" is placed on the spine of
, the medical record to indicate “Full Code’
The resident must be seen by a physician at least status. A list of “Full Code” residents is
once every 30 days for the first 80 days after posted at each nursing station indicating
admission, and at least once every 60 days the names of the “Full Code” residents on
thereafter. that unit. A “Red Dot” has been placed on
_ the LNA care plan sheet to indicate “Full
A physician visitis considered timely if it occurs Code” status and LNA’s have been
not later than 10 days after the date the visit was reminded so they may respond if needed.
required.
If a resident does not have a DNR form
. signed they will, by defauls be a full
This REQUIREMENT is not met as evidenced resuscitate.
by:
Resident 1: Cited for out of compliance frequency A policy has been instituted on CPR and
of MD visits for 3 residents in St 2 sample. has been communicated to each nurse.
: The majority of professional staff has been
Based on record review and interview, the facility recertified by the Amersican Red Cross in
failed to ensure that 3 of 24 residents in the CPR.
applicable sample were seen by a physician at
least once every 60 days. (Residents #56, #78, An investigation was conducted via the
#97 ) Findings include: Quality Assessment and Assurance
Comumittee.
1. Per record review on 8/10/10, the last signed
physician progress note for Resident #87 was A professional nurses meeting was
dated 5/13/10 with a lapse of 88 days. Per conducted on 8/20/2010 to review “Fuil
interview on 8/10/10 at 4:14 PM, the Director of Code” status procedures and new or
Nursing confirmed the last signed physician revised policies.
progress note for Resident #97 was dated
6/13/10. The Quality Assessment and Assurance
committee will monitor along with the
2. Per record review on 8/11/10, Resident #56 Administrator for six months and take
had a progress note signed by the Medical action as needed. plaeho
Director on 10/2/08. The next Progress Note 204 P0C Aqq,w T abote edits . Fyiota ﬁN‘ Q7. @N
signed by the Medical Director was 110 days later Completion Date:
on 1/21/10. The next MD visit was made by the 8/26/2010
attending physician on 4/6/10, 74 days later. The
next two MD visits were made by the medical F387
Director in June 2010, and the Attending Assuming for the moment that the ﬁndinis
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F 387 | Continued From page 10 F 387 accurate, without admitting or denying that
Physician finally saw the resident and signed the they are, our proposed plan of correction is
Progress Note on 6/23/10. Per interview on as follows:

B8/11/10 at 9:45 AM, the Charge nurse confirmed
that the MD visits were not within the prescribed Resident #97 was seen by the physician on
frequency according to the regulations, that the 871072010 and is current. Resident # 56

| tacility had sent out requests to-the Attending MD was seen on 8/24/2010 and is current.
to see the resident, and that the Medicat Director Resident # 78 was seen on 7/29/2010 and
had to make the visit to the resident when the is in compliance.
Attending Physician did not come within the
regulatory time frame. ' All residents have a potential to be

affected by this alleged practice.

3. Per record review on 8/12/10 Resident #78 ;
was admitted on 3/24/08 and an admission visit To assure that the alleged practice does not
was made on 3/31/09. Physician Progress notes occur, we are taking the following
refiect an MD visit for 5/23/09, a period of §7 days measures:
after admission. The next MD visit was made on Physician visit policy has been updated tg
07/24/09, a lapse of 62 days since the last visit. reflect the current Regulations and new
The next Physician Progress Note reflects a visit practice. A nurses meeting was held on
on 10/13/09, which is a lapse of 81 days. The 8/20/2010 to communicate this policy as
next MD visit was made on 12/31/09, a lapse of well as a memo 10 each professional staff]
79 days. The record contains Nurses notes and
faxes requesting the Attending MD to make The DON and Day supervisor will monitor
visits. The facility Medical Director vigited the physician visits on a weekly basis for 6
Resident once on 5/21/09 when a visit by the months and report findings to the Quality
attending physician was out of compliance. Per Assurance and Assessxent comuuittee fo
interview on 8/12/10 at 1:10 PM, the Charge action if needed.
Nurse confirmed that these were the only Complction Date: Y F38"7 ¢ Aceghd 810l
documented physician visits made to the resident. 8/26/2010 ) frerary | RIT. &N

F 6502 | 483.75(j)(1) PROVIDE/OBTAIN LABORATORY F 502 F502

$8=€ | SVC-QUALITY/TIMELY Assuming for the moment that the findings

and the determination of the deficiency ate
The facility must provide or obtain laboratory accurate, without admitting or denying that
services to meet the needs of its residents. The they are, our proposed plan of correctionlis
facility is responsible for the quality and timeliness as follows:
of the services. o
All lab supplies have been checked for
date and discarded if out dated.
Zhis REQUIREMENT is not met as eviden
y: :
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F 502 | Continued From page 11 F 502 All residents who have lab services have 3
Based upon observation and interview, the facility potential to be affected by this alleged
failed to ensure the quality of laboratory services practice.
on two of three units (Cabot Cove and .
Champlsin). Findings include: To assure that the alleged practice does nqt
occur, we are taking the following
1: Per obseryvation on:8/11/10, threeed top measures:
tubes used Tor therapeutic drug levels were . o
outdated as of 12/09 on the Cabot Cove unit Per All Laboratory supplies will be checked
interview on 8/11/10 at 10:15 AM, the charge each week to assure dates are current; any
nurse confirmed that three red top lab tubes used found to be outdated or close to expiratio?
for therapeutic drug levels were outdated as of will be discarded. Nurses who draw bloo
12/09. will be reminded to check dates prior to
using. A reminder will be posted in the
2. Per observation on 8/11/10, sixty-seven red area that laboratory supplies are housed.
top tubes used for therapeutic drug levels were o
outdated as of 12/09 in the medication stock The supply room audit will be recorded
room for Champlain East and West. Per interview each week and a report submitted to the
on 8/11/10 at 10:41 AM, the charge nurse Quality Assessment and Assurance
confirmed that sixty-seven red red tops used for comittee each month,
therapeutic drug levels were outdated as of
12/09. The DON to monitor
F 520} 483.75(0)(1) QAA F 520 Completion Date:
ss=J | COMMITTEE-MEMBERS/MEET 8/24/2010
QUARTERLY/PLANS FS02 Q0C A C(q)\c 4 Blaelio
AR | &7, N
A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.
The quality assessment and assurance F 520
committee meets at least quarterly to identify
issues with respect to which quality assessment Assuming for the moment that the findings
and assurance activities are necessary; and and the determination of the deficiency afe
develops and impiements appropriate plans of accurate, without admitting or denying that
action to correct identified quality deficiencies. they are, our proposed plan of correction fis
as follows:
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F 520 | Continued From page 12 ‘

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith sttempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record review, the
facility's quality assessment committee failed to
identify issues and develop and implement
appropriate plans of action regarding
resuscitation for residents with a full code status.
Findings in¢lude:

Per record review on 8/10/10 at 4.00 P.M,, facility
staff failed to follow a physician's order to
resuscitate Resident #38, whose code status was
resuscitate, do not intubate. Per record review on
8/10/10 at 4:00 P.M., Resident #38 was at the
facility for short-term rehab and was seeking
placement in an assisted living facility. Per a 2:00
A.M. nursing note on 5/17/10, Resident #38 was
found by staff at 1:45 A M. on 5/17/10 without a
pulse or respirations. There is no dacumentation
in the clinical record that the LPN who responded
made any attempt at resuscitation (CPR) or
contacted Emergency Medical Services (EMS).
The RN who responded to the resident after
being notified by the LPN also failed to make any
attempt at resuscitation or contact EMS.

The Director of Nursing (DON) confirmed during

F 520 Resident #38 is deceased

All residents have a potential to be
affected by this alleged practice.

To assure that the alleged practice does nqt
N occut, we are taking the following
measures:

The goal of the QAA committee is to
make a good faith attempt to identify
quality deficiencies and develop and
implement plans of action to correct these
concems, including monitoring the effect
of implemented changes and make needed
revisions to the action plans. (42 CFR
483,75(0) Quality Assessments and
Assurance)

QAA will meet on a monthly basis. All
committee members must be present for
the quarterly meetings, Aptil, July,
October, and December and during
specific meetings according to their
reporting schedule (attached), unless
excused prior to start of meeting by
Administrator or designee.

Initiation of QAA review will start with ap
incident/accident repotting form or a
complaint/grievance report along with th
victim/witness statement. These reports
must be submitted to your departmental
SUpervisor.

The initial reporting form is then should b
copied and given to Administrator and ong
to QAA chair person.

The QAA chair person and Administrator
will start the investigation process by
using the investigation reporting form.
Once the investigation is complete the
QAA committee will decide on the

©
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F 520 | Continued From page 13 - F 520 corrective actions to take. And follow up

an 8:33 A.M. interview on 8/11/10, that there was on a monthly basis until issue is resolved.

no intemal investigation conducted or incident

report completed regarding this event. The DON Completion Date:

stated that the facility did not investigate the 8/26/2010

Resident's death. The DON aiso confirmed that

thie facility does. not have g poficy or procedure in | F5a0 ®C Aucpied lavlo

place to address staff response when a regident W ‘ RT. N

is found without pulse or respirations.

This is a repeat deficiency. F520 was cited at
the last annual recertification survey, completed
8/27/08, for failing to identify an issue and failure
to develop and implement appropriate plans of
action in regards to an environmental hazard.

L
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