7~ 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.dait.vermont.gov

Voice/TTY (802) 871-3317

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

July 15, 2015

Ms. Jennifer Combs-Wilber, Administrator
Green Mountain Nursing And Rehabilitation
475 Ethan Allen Avenue

Colchester, VT 05446-3312

Dear Ms, Combs-Wilber:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
30, 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,

L) e ]

Pamela M. Cota, RN
Licensing Chief

gk -

Disability and Aging Services Blind and Visually ITmpaired
Licensing and Protection Vocational Rehabilitation
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An unannounced on-sité complaint investigation
concerming care and services was condueted on
8/30/15 by the Division of Licenging and
Frotection. The following regulatory violations
were identified:
F 282 483.20(k}3)(ii) SERVICES BY QUALIFIED F 282
58=0 PERSONS/PER CARE PLAN

The services provided or arranged by the facitity
must ba provided by qualified persons in
accordance with each resident's wrilten plan of
care

This REQUIREMENT ig not met as evidenced
by:
Based on staff interview and record review the
facility failed to ensure that care was provided in
accordance with the resident's written plan of
care related to fzif prevention for 1 of 3 residents
(Resident #1]. Findings include:

Per 6/30/15 medical record review. Residant #1
had a ciagnosis of Alzheimer's disease and

dementia. The resident's 4/8/15 MDS quarterly
review (Minimum Data Set) indicated that the
resident's cognitive skills for daily decision
making were moderately impaired; thera were
problems with both short and long term memory;
and his/her batance during walking, moving on
and off the toilet and moving from seated o
standing position was unsteady and required staff
assistance fo siabilize. The above information
was confirmad by the MDS nurse on §/30/15 at
12:18 PM.

Par review, Resident #1's physician ordars for

Assuming for the moment that the findings

and the determination of the deficiency are

accurate, without admitting or denying that
they are, our proposed plan of correction to
meet requirements established by state and
federal Iaw is as follows:

It is the policy of Green Mountain Nursing &
Rehab to ensure that care is provided in
accordance to the residents” written. plan of care
relating to fall prevention.

All residents who have a written plan of care
relating to fall prevention have the potential to be
affected by the alleged deficient practices

To ensure the alleged practice does not occur,
and procedure stays consistent we are taking
the following measures; staff have been
reeducated on the importance of making sure
devices are installed if care planned.

6/1/15-6/30/15 stated, "Bed/Chair atarm g shift."
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Additionally, hig/her care plan was revisec on
. §/7/16 foliowing a fall, to include "Chair [and) ;
bed alarms in-place ai all imes.* A 4728415 fall Continue F 262
risk assessment score totaled 13 {scores greater o .
than cr equai to 10 indicate a high risk for %aHS}. A quality improvement evaluation hfm,
been implemented under the supervision
An Accident/incidant Regort c;ated 6/23/15, of The Director of Nursing and
dacumented that on 6/23/15 esident #1 was . .
found on the fioor of room 114, left side lying, with Quality/ Process improvement team along
blood neted on the left side of the head; the fali with the incident/accident committee to
was unwitnessed, The resident complained of develop an audjﬁng process to evaluate the
head and feft hip pain and was transferreq via
ambulange for an Emergency Department fall nwnagen'\.ent P rogr'am and .
evaluation. Per staff interviews, the resident was implementation of devices, making sure
Presumed to have gatien up from histher chair devices are being utilized per plans of care.
and walked to another resident's foom in an
altempt to setf-toilet. The mitial audits and evaluations will be
nsecuti ee months, then
On 6/30/15 at 12.58 PM. the DNS (Director of done co &t‘;dy for thId y
Nursing) confirmed that the resident's physician less frequently if approved by
orders and care plan catled for an alarm to be in Quality / Process Improvement team.
place when the resident was in bed or upina
chair due to his/her high risk for falis, Facility staff Date of Completion July 24% 2015
and the DNS confirmeg that the care plan was
not implemenrted ang that Resident #1 dig not
have hisfher chair gfarm in place at the time of
the fall on 8/23/15, if in place. the atarm would
have sounded when the resident got up to
standing and algrted staff that the resident
nesded assistance.
F 323 48325(h) FREE OF ACCIDENT Faz23

88=D HAZARDS/SUPERVISIONDEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
a& i8 possible; and each resident recaives
adequate supervision and assistancs devices to
prevant agcidents.

Fux pec Atcepted hzhs SDewsis P fpes-
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This REQUIREMENT is not met as evidenced
by

Based on staff interview and recorg review, the
facility fafled to ensure that each resident
received adeguate supervision and assistive
devices fo prevent accidents for 1 of 3 residents,
(Resident #1) Findings include.

Per 8/30/16 medical record review, Resident #1
had a diagnosis of Alzheimer's disease and
dementia. The resident's 4/8/15 MDS quarterly
review (Minimum Data Sel) indicated that the
resident's cognitiva skills for daily decision
making were moderataly impaired.; there were
prablems with beth short and long term memory;
and hisiher balance during walking, moving on
and off the toilet and moving from seated to
standing position was unsteady and required staff
assistance 1o stabilize. The above information
wag contirrmed Ly the MDT nuise on 63015 at
12:18 PM.

Per review, Resident #1's madical orders for
8/1/15-6/30/1 6 stated, "Bed/Chair alarm a shift."
Additionally, his/her care plan was revised on
5/7115, foliowing a fall, to include "Chair [and]
hed atarms in-place af alt times." A 4/25/15 fall
risk assessment score lotaled 13 (scores greater
than or equai to 10 indicate a high risk for falis}.

An Accident/Incident Report dated 6/23/15,
documented that on 8/23/15 Resident #1 was
found on the fioor of room 114, left sige lying, with
ticod noted on the teft side of the head; the Fall
was unwitnessed. The resident compiained of
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Assuming for the moment that the findings

and the determination of the deficiency are

accurate, without admitting or denying that
they are, our proposed plan of correction to
meet requirements established by state and
federal law is as follows:

Itis the policy of Green Mountain Nursing &
Rehab to ensure that residents receive
adequate supervision and assistive devices to
prevent accidents.

All residents who have a written plan of care o
utilize assistive devices have the potential to be
affected by the alleged deficient practices

To ensure the alleged practice does not
occur, and procedure stays consistent we are
taking the following measures; staff have been
reeducated on the importance of making sure
devices are installed if care plarmed.

"ORMA CMS-2567{02.06) Presius Vervons Dbsolets Event 1D ZX7vys+
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head and left hip pain and was transferrad via

ambuiance for an Emergency Department ] T
evaluation. Per staff interviews. the resident was A quality improvement evaluation has been
presumed to have goften up from his/her chair implemented under the supervision of The
and wafh;ed to another resident's room in an Director of Nursing and Qua]ity/Process
attempt to seff-toilet. i
improvement team along with the
On 6/30/15 at 12:58 PM | the DNS Direclor of incident/accident committee to develop an
Nursing} confirmed that the resident's physiclan i to evaluate the fall
orders and care plan called for an aarm to be in audltmg process d impl tation of
plage when the resident was in bed or up in a - | management program and implemen n
chair dug to his/her high risk Tor fatls. Facility staff devices, making sure devices are being utilized
and the DNS confirmed that the rasident did not lans of g
have hiséher chair alarm in place at the time of perp Ot care
the fali op 6/23/15 Ifin place, the alarm wouid The initial audits and evaluations will be done
have sounded when the resident gotup to ivelv for thr ths, then less
standing :angd alerted staff that the resident consecutively for three mon 4
needed gssistance. frequently if approved by Quality/ Process
Improvement team.

Date of Completion July 24t 2015
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