»”~_ 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://mww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

October 7, 2014

Ms. Jennifer Combs-Wiiber, 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
September 22, 2014. 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,

S Lo 1)

Pamela M. Cota, RN
Licensing Chief

PC:kc
A
Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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{F 000}, INITIAL COMMENTS " {F 000}
An unannounced onsite follow up survey was ;
completad by the Division of Licensing and !
| Protection on 8/22714, to follow up on the
| deflciencies citad on 7/16/14 and 8/11/14. The
findings reiated to the follow up survey are as ‘
follows; ;
F 221 483.13(a} RIGHT TO BE FREE FROM . F221; L
S5=0 PHYSICAL RESTRAINTS Assuming for the moment that the findings
inati fth ici
T rasidant has the right o s rae fom any and the determiration ofthe deficiency are
physical restraints irposed for purposas of accurate, without admitting or enying tha
. i discipline or convenience, and not requirad to , | they are, our proposed plan of correction is
| treat the ragident's medical symptoms. | | as follows:
This REQUIREMENT is not met as evidenced 't is the policy of Green Mountaln Nursmg &
by: | Rehab to assure that residents have the right
to be free from any physical restraints

Based on observation, record review and staff
Interview for 1 of 9 sampled residents, the facility j
failed to ensure, that Resident #5, was free from

imposed for the purpose of discipline or
convenience, and not required totreat the

i int. T include the :
fad;:;l:mc;a} restraint. The finding inclu resident’s medical symptoms.
' l
Per review of the medical record on 9/22/14 at I Resident # 5's care plan has been updated

xpzrﬁgfrg;t?m’2;::;b’:::’;eagffd:aﬁuiﬂ:;gﬁs ' resident # 5 utilizes a Broda tilt wheelchair
| Dissase, Parkinson's Disease, Ostaoporosis, .| with a specific Huntington’s package that
| | includes a thigh restraint positioning device

| Anxiety and Dissociative Somatoform Digorder. |
! due to non-volitional sever spastic

| Itarclscipinary Care Plan (ICP) dated. g2 i movements.
o for i dus 16 falls rolated to diagnosie of | All residents who exhibit non volitional
‘ movements that require a restraint

Huntington Disease manifostad by spastic
" movemants of both upper and lower extramities. positioning device have the potential to be
Resident #5 requires & seatbelt restaint in wheel , | affected by this alleged deficient practice.

chair to enable herhim (o sit up safely. Seatbel
has a potential for injury. Documentation dated i ]

“?— TORY DIREC‘I"O R PROVIDER/SUPPLIER REPREEEmvE*a SIGNATURE
A , o

deficlancy slaterngnt anding with an astarigi (*) danotes a deficiency which the institution may be excused from coersciing providing ités dete
af gafequards provpdy sufficient prolection to the pationts, (See instructiona) Except for nuraing homay, the Sndings stategd sbove are disclogable 90 days
aifewing the date of sUfvey whather or not 3 plan of correction la provided. Por nursing hamas, the abovs findings and plans of corection are disclosabie 14
duys following the date thase decuments are made availsble to the factity. f aaficlancies ane cited, an approved plan of corraction 6 requislie to conlinuad

pragram pedcipation.
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F 221 Continued From page 1 F 221 ]

5/16/14 Identifies that @ Broda chair trial bagan.
The ICP evidences approaches {0 manape
Resident #5 safely as they relate spacifically lo
wheel chair and a seat belt restraint.

| Per observation on 9/22/14 at appraximataly 11

 AM and 3:45 PM, Resident #5 ls observed not to

| be in a whaalchair with a seat beit, but in & high
tacked Broda Chair that is slightly tipped in the

, re¢lining pasition. The rasident's head and upper

! tarso are supported on both sides with padded

cushions that are attached to the ohalr. Both of

the resident's legs are strapped in place with a
well padded strap {spproximately 6-8 inchas

wide), that enclrcles bath thighs individually. The
, strap then is clamped/iocked in placa undemaath
the chair. Surveyor (s able to place har/his hand

batwaen the strap and 1he resident's thigh to
avaiuate tightness with no diffisulty. The

, rasident's feet are rosting in a padded box for foot {

{ support that is also atlached to the chair.
|

| per observation at 3:50 PM, with the Physical
Therapist (PT), Diractor of Nurses (DNS) and
Asslstant Director of Nurses (ADNS), the

surveyor requeats the ADNS to remove the thigh
sirap. Resident #5 immediately moves both legs

_up towards har/his chest, moves both legs to
each side of the chair and then rests them
siraight for a few seconds, Tha invaluntary

. movement repeats itsalf. It iz confirmed by all

. | present that the thigh restraint restricts the
" invaluntary movement of Resident #5's legs.

Per review of faciiity policy tiled Use of
Restraints, dated 172013 identifies that prior to

placing a resident in & restraint, thera shall be a

| prerestralning assassment and review to

i . detarmine the need for the restraint. Tha policy J

.| To assure that this alleged deficient practice

) of failure to update care plan for a restraint
positioning device, staff have been

l reeducated on care planning for restraint

positioning devices and updating.

i | A quality improvement evaluation has been

.| implemented under the supervision of the

| quaiity improvement team. A thorough,

" | audit has been done by the DON and or

| designee, to review care plans and updates.

[ This audit will continue to be done as
changes to resident’s plan of care occur as

well as during quarterly team care plan

i reviews, Ongoing.

Completion Date: 10/6/2014

Fan foC Sceepted lDlla'l‘E Wpertyand M| Pwrl

o ]

—
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F 221 Continued Fram page 2 [ Fa221
also identifies that care plans for rasidents In ‘ I ;
restraints will reflect interventions, I
l Per interview on 9/22/14 at 4 PM with the FT, the [ |
 ONS and the ADNS, confirmation Is mada that f :
 there is no evidence In the medical record of
| ongaing assessments and careplans revisions ,
that demonstrate the ongoing need for a thigh ; !
restraint which was changed from a seatbeiton f
8/16/14. Phyaliclan ordars identify that the i [
resident may be in a wheelchalr with seatbel{te |-
! be used to prevent Injury from spastic movement i
. from medical condition of Huntington's Diseage. | '
" See also F282, l
{F 280} 483.20(d)(3), 483.10(k)(2) RIGHT TO \ {F ZBD}I Assuming for the moment that the
g86=0 PARTICIPATE PLANNING CARE-REVISE CP , findings and the determination of
; The resident has the right, uniess sdjudged i the c!ef.iciency are.accurate, without
incompatent or otherwise found to be . admitting or denying that they are,
{ incapacitated under the iaws of the Stats, to ) I our proposed plan of correction is as
" participate In planning care and treatment or i : follows:
, changes in cara and treatmsnt. i :
A comprehensive cars plan must be daveloped ! it is the policy of Green Mountain
within 7 days after the completion of the l Nursing & Rehab to assure that
pnI::\rg!'@h_G:}:WB tﬂssessul’?'letf}g Ilif:g:f;‘d b{t::ding | residents have the right to be free
i isciplinary team, that inglu ea . .
physician, a ragistered nurse with reaponsibility J fram any physucalfre; tr_a".]ts Imposed
I for the rasident, and other appropriate staff in . ! for the purpase o dlsmplm‘e or
! disciptines as determined by the residant's needs, | convenience, and net required to
“and, to the extent practicable, the participation of * j treat the resident’s medical
| the resident, tha resident's family or the resident's symptoms.
legal representative; and periodically reviewad ’
and ravised by a team cf qualifiad persons afler
. esch aegesamant. ' .
| ; | N\
. | —/
! . .
Event ID:UXCE12 Facity 1D: 478040 if continuation sheet Page 3 of 8
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¥ 230}’ Continued From page 3 {F 280}, i Resident # 5’s care plan has been updated
i resident # 5 utilizes a Broda tilt wheelchair
! This REQUIREMENT is not met as evidenced i with a specific Huntington’s package that
; bg: ’ b d rovi o staff includes a thigh restraint positioning device
ased on observation, record review and s voliti -
intarview for 1 of 8 aampled residents, the facility | :1“5 ::n’:;: volitional sever spastic
faiied to reviss the care plan to ensure it included vements. . -
measurable cbjectives and timetables that raflect I All residents who exhibit non voiitionai
the current care neads and equipment used for movements that require a restraint
the resident. (Resident #5) The findings Include . | positioning device have the potential to be
the folicwing. ! affected by this alleged deficient practice.
Per review of the medical record on 8/2214 at . '
spproximatety 10 AM, Resident #5 was admitted l To assure that this alleged deficient practice
on 2/13/08 with diagnoses to include Huntington's | of failure to update a care plan for a
! m:;’;::mg&:ﬁefgiﬁéggxpggfr:; r ! restraint positioning device does not occur
| interdisciplinary Care Plan (ICP) datad §/12/10 staff havg been re.edycated on care planning
identifies Problem 0047 as Resldant #5 being at for restraint positioning devices and
risk far injury due to fails related to diggnosis of updating.
Huntington Dissase manifested by epastic
movements of both upper and lowsr exiremities. . )
The ICP states that Resident #5 requires a A quality improvement evaluation has been
sosibelt restraint in whesl chalr ta anable hqrf!’nim implemented under the supervision of the
to sit up safely. Seatbelt has a potential for injury. quality improvement team. A thorough,
' g“;'i;";n:“:’: gme Igpird:ﬁ:db?g"aar{MThe . | audit has been done by the DON and or
e a ache . i : ;
O s o whaorchaf an  oont oo | This ot wil continge 5 5 doneas.
safoty as it relates an
restraint, not the broda ¢chair _tfiat utilizes thigh ] changes to resident’s plan of care occurs as
straps and a foot box, In sddftion to paddad { | wellas during quarterly team care plan
cushlons to maintain body position, , I | reviews.
Perobaervation on $/22/14 :é agp::xlmaﬁ:ly 1! | Completion Date: 10/ !‘5/ 2014
AM angd 3:45 PM, Resident #5 is observed ina FRPo ®C accepted 101l miotvaniey | Pac
high backed Broda Chalr that is slightly fipped in ]. epes
the reclining position. The resident's head and
upper tarsc are suppored an both sidas with \
padded cushions that are attached to the chair. Lﬂ
Event IC;UXCS12 Facility ID: 475040 If cantinuation shest Page 4 of &
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! T '

, 1]
{F 280) Continued From page 4 l

| Beth of the resident's legs are strapped In place

, with a well padded strap (approximately six-aight i
inches wide), that encircles both thighs
Individually. The strap ther is clampad/otked In
placa undemeath the chair. Tha rasident's fast
ara rasting in & padded (box) for foot support thal
is also attached to tha chair.

Per interview on 9/22/14 at 4 PM with tha PT, the f
| DNS and the ADNS, confirmation s made that

there [s no avidence in the madical record of care
| plans revisions that demonsirate the angeing '
* need for a thigh restraint which was changed

from a seatbait on 9/16/14.

Suo also F221. ‘
F 358 483.30(e) POSTED NURSE STAFFING
88=¢ | INFORMATION ;

| The facilty must pust the faliswing information on
8 daily basils:
o Facility nama.
o The current date. i
o The total number and the actual haurs worked }
{ by the following categorias of licensed and
unlicensed nursing staff directly responsible for '
_ residant care per shift:
' - Registered nurses.
| -Llcensad practicai nurses or licensed
voeational nursea (as defined under State Jaw).
- Cortified nuree sides.
o Rasldent cansus, |

| The facility muat post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data muat ba postad ag follows:

| 0 Glear and readabls format.
o in a prominent place readily accessible to

|

{F 280).| Assuming for the mement that the findings

F 356

and the determination of the deficiency
are accurate, without admitting or denying
[| that they are, our proposed plan of
correction is as follows:

| It is the policy of Green Mountain Nursing &
Rehab to assure that facility wili post, ona

l daily basis for each shift, the number of

[ nursing personnel responsible for providing
direct care to residents. .
Shift staffing information shall be recorded
I on the Nursing Staff Directly Responsibie for
Resident Care form for each shift. The
information recorded on the form shall

.| include:

! The name of the facility.

, The date for which the information is
posted.

J The resident census at the beginning of the
1| shift for which the information is posted.

. 1 Twenty-four (24)-hour shift schedule

! operated by the facility.

The shift for which the information is

[ posted. Type (RN, LPN, LVN, or CNA) and
category (licensed or non-licensed) of

l nursing staff working during that shift. The
actual time worked during that shiftfor
each category and type of nursing staff.
Total number of licensed and non-licensed
nursing staff working for the posted shift.

F356[

e ol
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SUMMARY STATEMENT OF DEFICIENOIES D PROVIDER'S PLAN OF CORRECTION 8
QRerx |  (EACHDEFIIENCYMUGTBEPRECEDEDBYFULL | pRRFx | _(BACHCORREQTVEACTIONSHOULDBE coubLEnDn
A0 REGULATORY OR LSZ IDENTIFYING INFORMATION) TAG ¢ °MEFERESE,EE|§§ g‘r'f,a APPROPRIATE '
/ | :
F 356 Continued From page 5 ' . F 366{ — ]
residents and visltors, : ! Within two (2} hours of the beginning
l ' l of each shift, the shift supervisor and or
The facility must, upon oral or writtan request, | DON designee shall compute the
| make nurse stsffing data available to the public | : number of direct care staff and
! :cg;z;zw 8t cost not to exceed the community i complete the Nursing Staff Directly
'8 - ' Responsible for Resident Care form.
The facility must maintain the posted dally nurss e The shift supervisor shall date the form,
staffing data for 8 minimum of 18 months, oras . [ record the census and post the staffing
required by State law, whichever is greatar, ‘ information  in  the location(s)
' ! : designated by the Administrator.
| gn Y
This REQUIREMENT is nat met as evidancad , | Aquality improvement evaluation has been
i bEya.aaed on observation and staff Intarview, the f implemented under the supervision of the
l facility falled to Insure that posting of daliy' hursing i{ quality improvement team. DON and or
ataff was in an accurate and readable format as designee will review staff posting on a daily
required by ragulation. This powntjallylu :ffacts. alf l basis t¢ assure that it is completed accurately.
Residents in the facility, Findings intluds: l | This audit will continue to be done dally for 30
| 1. Per obsarvation of the nursing stations at 9:56 | days then weekiy for 30 days and quarterly
| AM & total of threa RNs [registered nursesjwens ! | thereafter.
l presant. Per o%‘gen{atfar} at 1::%&%11;; KMosg‘ng ! l
of the daily staffing was found. : 8 . . 10/6
{ scheduler stated that a copy was made earlier ' Completion Date: 10/6/2014
and "wag in ry drawer | forgot to post it“. Upon i| P35k foC 2ccepttd \o] to] W Wervand e8| P
review there wag no census of the resikienta and !
it presanted as ane RN was working the day shif. [
. The scheduler furthar stated that the waekeand '
postings are filed out on Friday. When asked !
who makes changes to ths posting as needed |
g/ha stated | think the nuraes will change it” but |
confirmad that thare iz no one designated for tha
| evenings, nights or weekands. The DNS #nd
nures surveyor at 11:13 AM reviewed thedally :
posting for tha last three days, In which the ‘
_census was not documented and the following [ i
j errarg noted . ) /
l a) 09/22/14 - Day shift stated 6 LPNs present, l ‘
Event ID:UXCS12 Facilty 10: 476040 If continugtion sheet Fage Sof 9
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478040 8. WING 038/22/2014
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]
'F 356 Continuad From page 6 o F 358l |
athough gnly 5 were presant ' |
b) 09/21/14 - the day shift was posted as no
RN, 4 LPNs and 8 LNAs, when In fant per the . .

actual schedule was 1 RN, 3 LPNs and & LNAs. ]
Tha avaning shift presented with 1 RN, & LPN, 10 [
LNAs but actual was 1 and 1/2 [shiff) RN, 2 LPNs, |
8 LNAs. The night shift shows no RN, 3 LPNs - i
and 7 LNA vs. actual of 1 RN, 1 LPN and 6 and ,

, 172 [shiff] LNAs,

‘¢) D8/20/14 - Day shift no RN, 5 LPNs, when
aclual schedule was 1 RN, 4 LPN8. (LNAS were
correct] The evening had incorroct LNAS it
showed 11 were presant when in fact 8 were
present for the whole shift and 1 was working for
4 Hours. ‘The night shift shows 7 but thare were §
LNAs for 8 hrs and 1 LNA for 1 haur.

Tha DNS confirmed at that time that Daily staff
posting does not meet the requirements of the
regulations regarding timaly updates, accurate ]

steff/numbers and census, I
{F 387} 483.40(c)(1)-(2) FREQUENCY & TIMELINESS . {F 387)
ggsfy OF PHYSICIAN VISIT

Assuming for the moment that the
findings and the determination of the

I::er:vﬁ:;n;l;n :as)trsm ?c::ha: f?ryslﬂ s%hdy:ﬁa:nz: loast I ) deficiency are accurate, without admitting
admission, and at Ieast onca every 80 days || or denying that they are, our proposed
thereafter. l plan of correction Is as follows:
A physlcian visit is considered timaly If R ocou's It is the policy of Green Mountain Nursin
il 4
;1;;:'?::; then 10 days after the data the visit was l & Rehab to assure that residents are seen
l by a physician at least once every 30 days
. ) for the first 30 days after admission and at
:h‘s REQUIREMENT is not met as evidenced least once every 60 days thereafter.
Based on record review and ataff interview on - )
| 09/22/2014, the facility failed to assure that 3 of 8 | Residents # 2, 8, & 9 have been seen by
residents (# 2, #8 & #9) had physician visits made P ) '
) Lt
Event IC: UXCET2 Faclity 10: 47% If continuation shest Pags 7 of B
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FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONETRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMEER! A BUILDING
475040 ‘ B, WING 09/22/2014 |
NAME OF PROVIDER OR SUPPLIER STREGT ADDRESS, CITY, STATE, ZIP COOE ’
oN 475 ETHAN ALLEN AVENUE
GREEN MOUNTAIN NU/RSING AND REMARILITATI COLCHESTER, VT 08446
. SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION I
Aﬁr‘& i (EACH DEFICIENCY Jmus';I #E PREOEDED AY FULL [ PREFIX f (BACH CORRECTIVE ACTION §HOULD BE emé%m
TAG . REGULATORY OR L5C {DENTIFYING INFORMATION) TAG OROSE-REFERENCED TQ THE APPROPRIATE
| DEFISIENCY) I
{F 387}, Continued From page / {F 387}? -
j within the sppropriate time frame. Findings +'| the physician.
include:
L p o revi £ 10:00 AM on 0812212014 All residents have the potential to be
. Per £ecorg review al i on R he al . . .
Residant #2 has no documentsd evidence to affected by the alleged deficient practice.
support that any MD (physician's) vislts were _ ) )
_made to this resident since 07/10/2014, The staff To assure that this alleged deficient practice
| gonfirm during interview at 1:53 PM that the last does not occur the foliowing procedures are
' MD visit for Resident # 2 was on 07/10/2014. | in place.
Staff further Indicate that the primary physician for
this rasident is out of town and that an associate
will be in to make the visit at the end of this weak All staff have been reeducated on the
(prior {0 09/28/2014), That is stil maore than tha foliowing policy and procedures
10 day grace period to fuifit the raquirement for
°V°"}’a"‘.°*’ay visits by an MD, a8 found In the Afier the first minety (90) days, if the
regulations. i Attending Physician determines that a
. ident need not be seen by him/her
2. Per record review Raesident #8 was last seen resi ; Y
hirty (30) days, an alternate
on 07/23/14 by the Nurse Practitioner. Per a fax every thirty ( .
dated 08/04/14 from the faciity nurse to the : schedule of visits may Pc established, but
Nurse Practifioner states "piease sign ali of these r ) not to exceed every sixty (60) days. A
. [paper work) and fax back - Also due for a 60 day I PhYSlClaE aslsmtam or .nmsg Pri]ljctl'thn_ﬂ;
| compliance visit on/by 08/23/14." Par interview at may make alternate visits after the initia
| 2:30 PM nursing staff ‘were not sure” when the ninety (90) days following admission,
physician was schaduled to makeka v{?‘it b_ec;usa unless restricted by law or regnlation.
the nursa practitioner 'usually makes the vialt. :
Par further review the resident was last seen by 8 I A physician visit is considered timely if it
physician in March 2014, Perinterview at 2250 - occurs not later than ten (10) days after
; PM the DNS stated " know It [physician visif] is the (60) day required date of the visit
l supposed o be every other visit" and confirmed required. The subsequent visit is timed in
' . the resident was last seen in March 2014, Afthis relation to when the previous one was
i time, par request by the nurse survayor to verify l due, not to when it was made.
!hatm phyeician vielt wae scheduled, the DNS
Ghﬂﬂegr ﬁ‘m’hﬁ;"“:u f-"u nnm:?ra?e Oﬁw;t:::;gr A memo has been sent to physician
that the Nurse Practitioner transferred s .
practice In August and no Visit was scheduled. remmdr'ng hlm.o_f the guidelines relating to
: TRe DNS mngrmed at this time that tha resident SNF resident visits,
dld not have timely physician visite. : /)ﬁ )
i L
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STATEMENT OF DEFICIENCIES ’ QM8 NO &
1 (X1} PROVIDERISUPPLIER/CLIA MULTIP!
AND PLAN OF CORRESTION TOENTIFICATION NUMBER: in;wf;:,;s CONSTRUGTION o) 33‘{,%837“2‘?’
475040 B, WANQ R0
] : 09/22/2014
NAME OF PROVIOER OR SUPPLIER 8TREET ADDREAS, CITY, STATE, Z1P CODE T
GREEN MOUNTAIN NURSING A 476 ETHAN ALLEN AVENUE
ND REHABILITATION COLCHESTER, VT 08446
(%4} ID SUMMARY §TATEMENT OF DEFIQIENCIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX {FAGH DEFICIENCY MUST BE PRESEDED BY FULL H €Ol b
TAQ REGULATORY (R L8C IDENTIFYING INFORMATICN) P%gx cé%@”s«spéﬁﬁﬁégf*g ?l?g fi»'l%%‘?n?fn o
EFICIENCY)
{F 387} Continued Frorn page § {F 387} . - - ;
3. Per record review and intarview on 09/22/14, P.hysman:t. will be reminded of upcoming
| Rasldent #9 was not saen with [n ths iast 60 days visit requirements by phone and fax. If
i of this previous physician visit, The resident was physician fails to meet visit requirement
isean by the physician on 07/08/14 and due to be prior to 60 day due date Administrator will
' soen by 08/05/14, Per review of the nurses' contact physician for notification via email
- tracking sheet the physician was due to be ssen - '
in Septenber, however, the visit due date i | faxand or phone. If physician does not
overdue by greater than 10 days. The DNS meet visit requirement prior to the start of
“?P.med at 3"08 IPM the the physician viait is the 10 day grace period Medical Director
:gham?gl?"d will call the office to get this will attempt to contact physician for a
) courtesy call reminding him/her of visit
requirements and perform an assessment
i visit of resident.
! f A quality improvement evaluation has been
i ' | implemented under the supervision of the
i | | quality improvement team. A thorough,
! i physician visit audit have been done by the
DON and or designee, all resident
! physicians are currently in compliance. This
audit wiil continue for three consecutive
months then ongoing thereafter for
continued compliance.
Completion Date: 10/6/2014
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