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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

August 5, 2011 .

Mr. Robert Sterling, Administrator

Green Mountain Nursing And Rehabilitation
475 Ethan Allen Avenue

Colchester, VT 05446

Dear Mr. Sterling:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
July 13, 2011. 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,

SRR =N

Pamela M. Cota, RN
Licensing Chief

PCjl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 : INITIAL COMMENTS F000; F241
An unannounced, on-site recertification survey Assuming for the moment that the
was conducted by the Division of Licensing and findings and the determination of
Protection between 07/11/2011 and 07/13/2011. the deficiency are accurate
The following deficiency was identified: . dmitti d . that
F 241 483.15(a) DIGNITY AND RESPECT OF F 241 Without admitting or denying
sS=D INDIVIDUALITY they are, our proposed plan of
‘ correction is as follows:
The facility must promote care for residents in a
- ma;‘nner and inhan egvironrgent that maintains or Staff who care for resident #99
enhances each resident's dignity and respect in :
full recognition of his or her individuality. have been counseled on being
prompt and attentive to needs of
residents needs per care plan.
This REQUIREMENT is not met as evidenced
bBy:ased on observation and interview, the facility All residents who need assistance
failed to care for 1 of 17 residents in the Stage Il : with toileting h avea potentla} o be
sample (Resident #99) in a manner that promotes affected by this alleged practice.
- dignity. Findings include:
Unit manager states she did not
- Per interview and observation on 7/11/11, l?:ave the room after tu.rmg% call
Resident # 99 waited 43 minutes before being light off but rather, waited for
assisted to the bathroom. Per interview with physical therapist to arrive and
Resident # 99 on 7/11/11 at 12:05 P.M,, s/he ‘ assist with toileting. This was
verbalized to surveyors that s/he activated his/her | verified by the physical therapist,
- call light at 11:50 A.M. and was still waiting to be i 1.G '
, assisted to the bathroom. Per observation on T
1 7/11/11 at 12:05 P.M., Resident #99's cail bell .
“was activated, and at 12:30 P.M. the Unit To ensure the alleged practice does
Manager entered the room and shut the call light not occur, we are taking the
off and left the room. At 12:33 P.M. a staff following measures:
member entered the room and assisted Resident
#99 to the bathroom. Per interview with Resident ] . b held t
#99 on 7/11/11 and 7/12/11, s/he indicated that Unit meetings have been held to
s/he was afraid of having an episode of remind all staff the need for
incontinence and that waiting to be assisted to the promptness in responding to call
LABORATORY OR'S OR PROYIDER/SUBPLIER REPRESENTATIVE'S SIGNATURE OIS imLEe (X6) DATE
A/mw ($7relo0 RS

Any deficiéncy statement ending with an
other safeguards provide sufficient proteclio

erisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
n to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following 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
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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“ bathroom caused pain. Per review of Resident #

- 99's Comprehensive Assessment, s/he is
cognitively intact and requires the assistance of |

. two people for transferring. On 7/12/11 at 12:05
P.M., the Director of Nursing Services, during
interview, indicated that having a resident wait for -
43 minutes for assistance to be toileted is too
long and that the expectation is that staff address
the residents requests for assistance in a timely

. manner.
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The Quality Assessment and .
Assurance Committee will monitor
along with the Administrator and
DNS for three months and take
action as needed.

Completion Date: 8/2/2011
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