7~ VERMONT
© AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http:/fwww.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

October 5, 2016

Ms. Lynnette Smith, Administrator
The Manor, Inc

577 Washington Highway
Morrisville, VT 05661-8972

Dear Ms. Smith:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 29, 2016. 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,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F-226 A report was made for the
F 000 INITIAL COMMENTS ¥ 000

identified resident in accordance
to APS regulation; however report
An unannounced on-site investigation of a _ : to the DLP was not made in a
facility self-reported incident was conducted by
the Division of Licensing and Protection on
August 29,2016, The following regulatory
violations were identified:

timely manner.

The policies titled Abuse

' F226| 483.13(c) DEVELDP/MPLMENT Foog| -~ Prevention Poiicy and Procedure
ss=D | ABUSE/NEGLECT, ETC POLICIES and Reporting Requirernents have
been combined as one policy titled
The facility must develop and implement written ABUSE PREVENTION POLICY &
policies and procedures that prohibit : _ PROCDURE AND REPORTING
mistreatment, neglect, and abuse of residents REQUIRMENTS. The revision to this| -
and misappropriation of resident property. policy refiect the most current

regulations from the LUCENSING
- AND OPERATING RULES FOR
NURSING HOMES (December 15, | .
* 2001) and Regulations: 42 CFR Part
483, Subpart B—Requirements for
Long Term Care Facilities {AHCA

This REQUIREMENT s not met as evidenced
by: -

Based on interview and record review, the
facility failed to develop and operationalize

abuse policies regarding the reporting of an July 2014)-@16 reporting of alleged
allegation of staff to resident abuse to the State ' ; or suspected abuse will be made
Agency within the required timetine for 1 immediately or within 24 howrs to
applicable resident. (Resident #1) Findings the State Agencyﬂ

include:

The facility failed to report an allegation of staff The revised abuse policy will be

to resident abuse to the State Agency (SA)

immediately or within 24 hours per regulations. disseminated to all Manor staff by

Per review of the facility internal investigation, on 9/26/16, including a test,
712116 there was an allegation of staff to resident
abuse involving Resident #1. Per interview with Staff Educator will monitor test

staff reparter #1 on 8/29/16 at 2:45 PM, sfhe
stated that s/he reported the allegation of staff to
resident abuse to a staff nurse on duty on the education as needed for test
day of the incident. Following the staff interview, scores less than 80%. To be
the DNS (Director of Nursing) reported that the

staff nursfa on duty on 7/2/16 was no fonger completed by 10/14/16.
working at the facility and that there was no

results and provide further

| ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

- i;)(wa}«k Di’rrc‘fﬂ/A’c{J’r G o4l 0+ 3 /s

A-z-f; de'ficﬁency stalement ending with an asterisk (*) denotes a deficiency which the institution may be excused from cof'fecting providing it is determined that qther I3 / j’_
safeguards provide sufficient protection to the patients. (See inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days foll_owmg the i
date of survey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days folfowing the date, M_,jrg
these documents are made available lo the facility. !f deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident’s written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review, the facility failed to provide services in
accordance with the plan of care for 1 of 3
residents (Resident #3) related to catheter care.

- resident identified at greater risk for
" abuse. Care Plans will be updated with
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-F 226 | Continued From page 1 , F 226
' evidence that the nurse reported the incident to § i
facility supervisory staff.. _ Al Residents are identified to be at
On 8/29/16 at 3:00-PM, the MDS/Nurse Manager " risk for abuse; however, there are
|{NM) stated that staff meriber #1 reported the “contributing factors that increase
.| allegatipn-of abuse o him/her on 7/4/16. The the risk of abuse. Th wdethe | -
DNS reported the incidert to the State Agency. € ns. o1 abuse. e,f.e incly .e- €l
(SA) on 7/6/16 {4 days after the incident). following factors (retrieved from
Per review, the facility Abuse Prevention Policy hitp://www.ncbi.nlm.nih.gov/book
and Procedure (reviewed 6/12) did not include a s/NBK98786/ on Sepiember 18,
procedure o report allegations of abuse o the 2016): i .
SA lmmediately of within 24 hours per »  Stressful working situations, -
.| regulations, A second policy, titled Reporting " harticularl staffm shortages:
Requirements (reviewed 7/12) stated to report particularly 8 :
"Allegation or suspicion of abuse, neglect or * staff burnout, often a product of
| exploitation of a vulnerable adult" to the Division ~ staffing shortages and mandatory
1 of Licensing and Protection (SA} in 48 hours. - " overtime; :
.On 8/29/16 at 10:50 AM, the facility DNS -
.| confirmed that there was confusion re the APS - .Combmatron of resident
.| (Adult Protectivé Services).and SA reporting ~aggression and poor staff trammg
'| requirements for allegations of abuse and that on how to handte such Cha”englng
there was a need for revisions in the facility behaviors.
‘Abuse Policy to clarifying the reporting : .
_ requirements. - The MDS Coordinator or designee will
F 282 | 483 20(k)(3)(ii) SERVICES BY QUALIFIED Fogp|  Identify residents with reported -
s8=p | PERSONS/PER CARE PLAN ‘aggressive/combative behaviors placing

them at greatest risk for abuse. The
Interdisciplinary Team will review Care
Plans and a Physical Therapy {PT)
referral will be made for observation
and evaluation of ADL care for the

the PT recommendations.

Staff Educator will include LNA and
nurse education on care for the
aggressive/combative resident in the
ongoing monthly mandatory meetings.
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'F 2821 Continued From page 2 F 282
F_indinlgs infclude:f . ) - To prevent a reoccurrence of this event’
;Z?MZIﬁggougﬁ:;yEé;a:gr;'dcgzag:trt\z;npfgslded + the ABLISE PREVENTION POLICY &
| "per faility protocol” as stated in the care plan. :RSE?RUJ £ AND RIEPORTI:T)G .
Per review, the facility pol_icy_Catheter Care, Ed ENTS ROTiCy Wil be reyuewgd
Urinary states under General Guidelines, step 4. - annually by the Director of Nursing .
"The urinary drainage bag must be held or (DON) and the Resident Careand .
positioned lower than the bladder at all time to ~ Services Director. All notices received
prevent the uring in the tubing and drainage bag from the Department of Licensing and
from flowing back into the urinary bladder." Protection regarding reporting
At . g
Cn 8/29/16 af 1:30 PM, during an obse_rvatlon of . requirements to APS and S&C will be
care by LNA#1-(Licensed Nursing Assistant), immediately included in the policy. -
Resident #3 was cbserved in bed with his/her ' o :
indwelling urinary catheter attached 1o a leg bag. i R
t fi f
| The leg bag was positioned level with the biadder Staff wil b? sen E]Ot' tcation o )
without gravity drainage; urine was observed in changes through internal electronic
| the tubing up to the catheter and was not : email and/or through staff meetings.
d/rr?mlgg 'nﬁ)t :EetleRg'b?ﬂg‘ ng LNA reportecll that : Signed documentation that the revised.
sfhe thoug at Resident #3 was using a leg : . il
bag to discourage pulling on the tubing. During policy has beeﬁ rewewed by Staﬁ _W!E
| the observation, the LNA did not adjust the be coflected by the Staff Educator.
tubing to gravity.to empty the urine into the : '
drainage bag prior to leaving the room. - Ongoing Reviews: Each reportable’
On 8/29/16 at 3:30 PM, LNA#2 reported that incident will be assessed for
Resident #3 keeps his/herleg bag on even when ineident witl be assessed.
1inbed ...stating that s/he "thinks it's in [his/her] conformance with the ABUSE.
care plan.” LNA #2 confirmed that the leg bag PREVENTION POLICY & PROCDURE AND
does npt drain well when the resident is in bed. .
. o REPORTING REQUIRMENTS by the
On 8/29/16 at approximately 4:30 PM, the facility . o >y
DNS (Director of Nursing) confirmed that Clinical Coordinators, Res’de"t_ Care
Resident #3's care plan was not followed related ‘and Services Director and the DON,
to e”SU_finQ that the urinary catheter was draining “Clinical Coordinators, MDS Coordinator
E;g;g:g;er facility protocol. and/or the DON will identify residents
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315  with new behaviors that will place
s5=0 | RESTORE BLADDER them at risk for abuse through the daily
review of the 24 Hour Report.
Based on the resident's comprehensive
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F 315 | Continued From page 3 F 315 A Registered Nurse will perform three

assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resldent's clinical condition demonstrates that
catheterization was necessary, and a resident
who is incontinent of biadder receives
appropriate treatment and services to prevent
urinary tract Infections and to restore as much
normal biadder function as possible,

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview and record
review, the facility falled to ensure that 1 resident
in the sample received appropriate treatment and
services to prevent the risk for urinary tract
infections related to catheter care (Resident #3).
Findings include:

Per record review, the physician note from an
8122116 visit reported that Resident #3 had a
history of multipte Staphylococcus UTI's (urinary
tract infections) and was catheterized for urinary
retention.

On 8/29/16 at 1:30 PM, during an observation of
care by LNA#1 (Licensed Nursing Assistant),
Resident #3 was observed in bed with his/her
indwelling urinary catheter attached to a leg bag.
The leg bag was positioned level with the bladder
without gravity drainage; urine was observed in
the tubing up to the catheter and was not
draining into the leg bag. The LNA reported that
s/he thought that Resident #3 was using a leg
bag to discourage pulting on the tubing. During
the observation, the LNA did not adjust the
tubing to gravity to empty the urine into the

e e,

random observations of ADL care for
residents identified with
aggressive/combative behaviars and
physical therapy referrals will be made
as needed by 11/1/16. These random
audits will be conducted quarterly.

Audited findings will be reported at the
next quarterly QAP meeting.

F 282 The identified resident had his leg
bag removed immediately and an
overnight drainage bag was applied.
The staff was educatéd this drainage
system needed to be continued and
placed below level of bladder for
optimal drainage every ime resident is
in hed.

Staff Educator will re-educate LNA staff
io ensure catheter care is performed
per facility policy and care plans by
10/14/16.

DON, Clinical Coordinators, Staff
Educator or designee will observe LNA
urinary catheter care at least once for
each resident with the indwelling
urinary catheter by 10/19/16.
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Results will be presented at the next
F 315 Continued From page 4 F 315 quarterly QAP! meeting.

drainage bag prior to leaving the room.

On 8/29/16 at.3:30 PM, LNA #2 reported that
Resident #3 keeps his/her leg bag on even when
in bed ...stating that sfhe "thinks it's in {his/her]
care plan." LNA #2 conflrmed that the leg bag
dpes not drain well when the resident is in bed.

On 8/29/16 at approximately 3:35 PM, the unit
Clinical Ceordinater (CC) reported that Resident
#3's family wanted the resident to keep the teg
bag on and not use an overnight bag (the
overnight drainage bag has Ienger tubing and is
used to ensure gravity drainage of urine from the
catheter). The CC reported, “it was their choice
...we followed what they wanted.” The CC was
not able to find documentation of the family's
request or evidence that the family and resident
were provided education related to the increased
risks of urinary infections when using a feg bag in
bed due to the catheter not being able to
consistently drain to gravity.

On 8/29/16 at 4:15 PM, the resident's physician, -
reported that the Foley [catheter] should drain to
gravity and that his/her impression was that the
family wanted to follow standards of care for -
Resident #3.

Per record review, the resident’s plan of care for
altered urine patlern and indwelling urinary
catheter states "Foley catheter care per facility
protocol.” Per review, the facility pelicy Catheter
Care, Urinary states under General Guidelines,
step 4. "The urinary drainage bag must be held
or positioned lower than the bladder at all time to
prevent the urine in the tubing and drainage bag
from flowing back into the urinary bladder.” Per

all residents with indwelling urinary
catheters are at risk.

Care Plans will be reviewed for all
residents with indwelling urinary
catheters by the Clinical Coordinators,
MDS coordinators and/or DON by
9/20/16. Any discrepancies in resident
care, policy, and/or care plan will be
immediately corrected.

The Care Plans will be immediately '
updated to reflect new physician orders
for indwaelling urinary catheters by the
Chinical Coordinators, '

Results will be presented at next
guarterly QAPI meeting.

Infection Preventionist will continue
ongoing monitoring of urinary culture
results and assess catheter care for
those residents with an UT! that have
indwelling catheters.
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SUMMARY. STATEMENT QF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION -

care plan review, there was no revision to the

| 'plan related to the family's request for the use of
‘& leg bag pbnly or'evidence-of education given to

the resident/family related to increased infection
risk dueto the difficulty of ensuring gravity

| drainage from the catheter with the use of a leg

bag in bed.

On 8/29/16 at approximately 4:30 PM, the facility

DNS (Director of Nursing) confirmed that
Resident #3's-care plan was not followed related
to ensuring that the urinary catheter was draining
to gravity per facility protocol. Additionally, there
was no evidence provided that the resident and

family were provided edugation related to the
‘increased risks of urinary infections related to

using a teg bag while in bed due to the catheter
not being able to consistently drain to gravity.

(Refer282) -

F 315 The identified resident had his leg |

" Educator or designee will observe LNA

1 x4)o D ( " (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX  (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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" F 3151 Continued From page 5 . F 315 Urinary Catheter Care will be included

in the annual mandatory training and
with new employee training. .

bag removed immediately and an

- overnight drainage bag was applied.
The staff was educated this drainage
system needed to be continued and
placed below fevel of bladder for

. optimal drainage every time resident is
in bed,

_Staff Educator will re-educate LNA staff
to ensure catheter care is performed
per facility policy and care plans by
10/14/16.

DON, Clinical Coordinators, Staff
urinary catheter care at least once for
each resident with the indwelling

urinary catheter by 10/19/16.

" Results will be presented at the next
guarterly QAP meeting.

All residents with indwelling urinary
catheters are at risk.
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F315 {continued).

Care Plans will be reviewed for all
residents with indwelling urinary
catheters by the Clinical Coordinators, -

MDS coordinators and/or DON by
9/30/16. Any discrepancies in resident
care, policy, and/or care plan will be
immediately corrected.

The Care Plans will be immediately
updated to reflect new physician orders
for indwelling urinary catheters by the
Clinical Coordinators.

Results will be presented at next
quarterfy QAPI meeting.

Infection Preventionist will continue
ongoing monitoring of urinary culture
results and assess catheter care for
those residents with an UTI that have
indwelling catheters.

Urinary Catheter Care will be included

in the annual mandatory training and
with new employee training.
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