VERMONT
AGENCY OF HUMAN SERVICES

July 6, 201

Ms. Lynnet
The Manor
577 Washir
Morrisville,

Dear Ms. S

Enclosed is
20, 2015. R

We may fol
we find that
may be imp

Sincerely,

ot

Pamela M.
Licensing G

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://imww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

T

e Smith, Administrator
inc

ngton Highway

VT 05661-8972

mith:

a copy of your acceptable plans of correction for the survey conducted on May
Please post this document in a prominent place in your facility.

low-up to verify that substantial compliance has been achieved and maintained. If
your facility has failed to achieve or maintain substantial compliance, remedies
osed.

Cota, RN '
hief

Disability

y and Aging Services Blind and Visually Impaired

Vocational Rehabilitation

Licensing and Protection
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i
F 000 INITIAL COMMENTS F 000
~ In the deficient practice assessed for
~ An unannounced onsite recertification survey | resident #97, preventative measures
- was conducted by the Division of Licensing and the Manor put in place during the
: Protf;:cttion ;rcdm 5/18M1 5-%20?1‘5&%8 following admission assessment period
- regulatory Tindings were identiiied. ‘ included, visual assessment and
F 314 - 483.25(c) TREATMENT/SVCS TO i F 314 observat’ion of resident conditio
ss=D PREVENT/HEAL PRESSURE SORES | : \ 'éent condition,
| physical and occupational therapies |
Based on thg comprehensive assessment of a : to improve strength and mobility, 5
resident, the facility must ensure that a resident supplementat nutrition, Braden
;\fho ent:te:js trne| facility without DFESSLl,Ire s;ahres assessments and pressure reducing
' does not develop pressure sores unless the .
' individual's clinical condition demonstrates that Szgf".ces fo; bed and chair. In 1
' they were unavoidable; and a resident having addition, The Manpr continues to ;
pressure sores receives necessary treatment and . make regular assessments of
- services to promote healing, prevent infection and resident’s wound and state of !
- prevent new sores from developing. healing. Based upon these |
j assessments the Manor nursing staff 5’
' This REQUIREMENT is not met as evidenced work with the interdisciplinary team |
by to evaluate treatments and identify
. Based on medical record review and staff _ additional approaches as needed to
| interviews, the facility failed to assure that 1 of 17 ! promote healing of her wound.
 residents (Resident #97) did not develop :
, préssure sores. The specifics are as follows: All Residents are at risk, The Manor
Per medical fecord review, Resident # 97 was will continue to follow its admission
 readmitted to the facility on 03/02/15 from the processes and the assessment and
hospital. The skin assessment in the medical care planning processes t st
' record indicates that the resident had a tender, pia . E processes to assistin
reddened area on his/her coccyx on 02/21/15, the identification resident care needs
; prior to being sent to the hospital on 02/23/15. : in the prevention and treatment of
' The MDS (Minimum Data Set) upon seentry from kin i i .
| the hospital and the MDS at the 5-day review, skin integrity issues during the
- code Resident #97 as not having any unhealed comprehensive care plan
- pressure ulcgrs and not receiving any treatments | development pro Reside
for care. Th|s is confirmed by the MDS f i p ) p. cess. idents
' Coordinator during interview on 05/20/15 at 10:54 | with skin integrity
LABORATORY WP PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE %6) DATE e
: Exeotive Disectr | Mninivater L1l 15

ny’deficiency statement end
other safeguards provide suff
following the date of survey w
days following the date these
program participation.
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" authorities; a
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I ioctenn saarll by dpm ot pd oo p o
T " ‘ TIICFC T ee I e Ll\_ut\..u [2pv] PJCT
F 314 Continued From page 1 ‘ F 314 physicians’ or'ders. ILI?IA Pressure
“am. There is ho evidence in the medical record to | | ulcer prevention training has been
support that services were put in place at the time | | provided to further promote staff
: of readmission on 03/02/15 to prevent the | awareness
- reddened tender area from re-developing or } )
! WOTsening. |
i g | . Completed 6/20/15
- Braden skin assessments for Resident # 97 from
'Feb 2015 to 3/16/15 are consistently between 5 ; In order to prevent the reoccurrence
15-18 and indicate miid risk for skin breakdown. | ofdeficient practice related to the
- On 3/16/15 the assessment changed to 13-14 ! Ly ; ,
' (moderate rigk) and on 03/30 it drops to 12 (high | development of comprehensive care |
'risk for skin breakdown). i plans the director of nursing or her |
; ‘ ) . . : designee will continue to review the |
Cn 3/16/15 the staff identified an area on his/her : )
“coccyx thatig 0.5 cm x 0.5 cm x 0.33 with partial ‘ comprehensive assessment and care
| skin layers thiat present as abrasion or blister. i planning process for new admissions
' Orders are dated 3/16/15 for wound care and 1 assuring that initial care plans are
dressing changes to be done every other day and o
. as necessary until the area heals. Skin care and i completed within 24 hours and that
' preventative measures for pressure ulcer comprehensive care plans are
| formation arg dated on the care plan 03/16/2015, . locti . |
| after the previously identified compromised area | reflective of the com-prehens:ve
| had broken down. The staff nurse confirmed this ; assessment/CAA review process. The
| during interview on 05/20/2015 at 11:00 am. : incidence of residents with wounds
F 371 483.35()) FOOD PROCURE, 3 F371. . .
ss=¢ STORE/PREPARE/SERVE - SANITARY | - Will be tracked by DNS or designee
‘ ‘ and reviewed in the quarterly QAPI
| The facility must - \ Meeting.
' (1) Procure food from sources approved or ;

atisfactory by Federal, State or local |
hd ;
pare, distribute and serve food

y conditions

Completed 6/20/15

£ oC accepted TIIS Prcstapnt

F371 All Residents are at risk related
to the deficiencies outlined in F371.
To correct the practice the following
has been implemented:

FORM CMS-2667(02-99) Previous
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(X410 SUMMARY STATEMENT OF DEFICIENCIES | D ; PROVIDER'S PLAN OF CORRECTION (8)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ FREFIX | (EACH GORRECTIVE ACTICN SHOULD BE GOMPLETICN
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! ‘ ‘ DEFICIENCY)
- { 1)  Adaily cleaning log for the ice
F 371, Continued From page 2 F 371 machines in the kitchenette/pantries
| This REQUIREMENT is not met as evidenced | will be written and reviewed with
i by: . ' 1 ? Dietary staff to ensure the ice
; _Base_d on obsery_atson_ and confirmed by staff | , machines are cleaned and sanitized |
interview the facility failed {0 store, prepare and : on a dail !
distribute foot under sanitary conditions. The ‘ } ; Y . . :
findings inclufle the following: ‘ basis. The Food Services Supervisor -

_ _ {FSS) will monitor the cleaning log and
1. Per tour of both pantr!eslk@chenette S, Iogated ; inspect the cleanliness of the ice
~on the Spruce and Elmore Units, accompanied by . ; )
the Food Service Supervisor (FSS), on 5/19/15 at ! i Machines weekly for 2 month and
“approximately 8:58 AM, both ice machines were | then quarterly. Audit reports will be
. found to have built up siimy grime with visible . .
+ orange/white|color material on the water ‘ rewe\‘oved during Quarterly QAPI
 collection troygh. FSS confirmed at this time that . ! meetings.
" both troughs peed cleaning. @ ‘
‘ . _ ! 2) A facility policy has been written to
| 2. Per tour of both pantrles/k|§ohenette S, io_cated ;_ ensure all foods have an identifiable |
! on the Spruce and Elmore Units, accompanied by _ |
' the Food Service Supervisor (FSS), on 5/19/15 at | discard date that meets current “
_approximately 8:58 AM, both refrigerators that are ; standards set by the USDA. Policy will \
- specifically identified for residents, were found
| with multiple ppen quart containers that were 3
| dated by facility staff. The handwritten dates : ' QAPl audit will be done on a weekly
identified, were beyond the 3 day discard policy. | " basis for 3 months, and then
The "Ki tte Policy” directs dietary staff to '
e "Kiichenette Policy directs y quarterly by the FSS and findings
| reported to the Hospitality Director.

' place items in the refrigerator, items must be ‘

- dated with the received date and the opened ‘!

' date. Al items that are 3 days past the opened | Audit reports will be reviewed durin

' date marked|on the item, must be discarded. ; PO uring

be reviewed with all Dietary staff. A

! i Quarterly QAP! meetings.

" The items in the kitchenettes evidenced the

| following dates: _ 3) A daily cleaning log for the

i Elmore Unit:| Partially open grape juice dated : . refrigerators in the

£ 12/10, thickened reduced fat milk dated 4;’29a . ‘ : kitchenettes/pantries will be written

" pineapple juice dated 3/18, thickened water dated : ! ) .

| 2/18, thickened apple juice dated 5/16 and | and reviewed with all staff to ensure |

thickened cranberry juice dated 4/22. - the refrigerators are cleaned and |

- Spruce Unit:| Partially open grape juice dated 4/1, . ; ;
pineapple juice dated 3/18, prune juice dated ! i

FORM CMS-2567 (02-98) Previous| Versions Obsolete Event ID: GBK211 Facility iD: 47E008 If continuation sheet Page 3 of 8
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i
F 371 Continued From page 3 ‘ F 371 sanitized daily. The FSS will monitor
| 4/22 and half gnd half creamer with no date. f. ‘ the cleaning logs and inspect the
\ _ _ A i ‘ refrigerators on a daily basis for 3
] The FSS at that time confirmed that the above menths. Findings will be reported to
listed liquids have been marked by dietary staff

. with the received date, but there is no evidence of i the Hospitality Director

. an open date [on any of the open quart containers weekly. Audit reports will be
listed. ! reviewed during Quarterly QAPI
i i meetings.

: 3. Per tour of both pantries/kitchenette’s, focated

‘ on the Spruce and Elmore Units, accompanied by ,

. the Food Service Supervisor (FSS), on 5/19/15 at | To be completed by 6/20/15

approximately 8:58 AM, the refrigerators that are P31 pol auteped 1ehis prcstma

- specifically identified for residents, were found ‘

- with caked, dtied and sticky substances on the | :

' sheives storing juices, milk and thickened liquids. F 386 In order to correct deficient
The FSS confirmed at that time that the | | practice related to Resident #79's

. refrigerators meed attention and are to be cleaned : | o,

| daily. Per fagility policy labeled "Kitchenette | Physician’s progress notes a

| Poiicy" identifies that the Dietary Department statement of correction was sent to

" stocks and cleans the refrigerators daily.

F 386  483.40(b) PHYSICIAN VISITS - REVIEW . F386

the resident’s physician to be signed

59=p | CARE/NOTES/ORDERS ‘ | and placed in the residents chart on
| ' | 6/4/15. This statement will be
' The physician must review the resident's total . _ returned and placed in the medical

" program of care, including medications and ‘
treatments, al each visit required by paragraph (c}| ;
; of this section; write, sign, and date progress ‘
| notes at each visit; and sign and date all orders . ! All residents are at risk for deficient
| with the exception of influenza and pneumococcal " practice related to F386. Inorderto |
* polysaccharige vaccines, which may be } identify residents who might be ;

administered |per physician-approved facility . .
" policy after an assessment for contraindications. affected an aUd_'t_Of electronically
} generated Physicians progress notes

1 ' ~ was conducted on 6/5/15. As a result
| This REQUIREMENT is not met as evidenced . . of this audit and in consultation with

by: _— . _ ! | the medical director a letter
. Based on chservation, staff interview and record : !

' review the physician failed to review the resident

record by 6/15/15.

FDRM CMS-25667(02-99) Pravious Mersions Obsoiete Event ID: GBK211 Facility 1D: 47E008 If continuation sheet Page 4 of 9
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F 386 Pontmued From page 4 ‘ _ o F 3863 educating physicians to issues related
s totai program ofrc:are, ipgludlng medioatl_ons | to this deficiency and a statement for |
~and treatments at each visit for 1 of 17 residents - { ohysici iliz] tside EMR
' (resident #79) in the stage 2 sample; and failed to - a . Physicians utilizing outside s
update the prpgress note(s) to reflect current . will be sent out for \
medication ofders. Findings include: - signature and return. This statement |
‘ will then be placed in each residents
* Per record review, the physician failed to update f medical record by 6/20/15. ‘
- the progress hote(s) to reflect current medication | \
-+ prders. The medication order dated 5/15/15 for ‘ . .
resident #79 Wwas for Seroquel 50 mg tablet, one - Audits of electronically generated |
half tablet by mouth every four hours as needed physicians’ progress notes provided
for breakthrough agitation. Physician progress from physicians’ practices will be
notes dated 3/13/15, 2/18/15,1/23/15 under plan performed going forward by DNS or
for dementia state "continue donepezﬂ'tablet, 5 her designee for accuracy of narrative |
mg, 1 tab{s), [orally, once a day(at bedtime); ' of medical plan by 6/15/15. ;
Continue Serpquel tablet, 25 mg, ¥z in the am, %2 ; ﬁﬁ(a foC chEe h‘é ! }
at2 PM. 1 in the QHS, orally”. Per interview with | pred iy |
the Clinical Coordinator and Staff Development | | F441lnorder to correct the deficient §
“nurse on 5/19/15 at 3:12 PM the Seroquel order | practice out lined F441 for resident .
was discontiqued on 10/3/14. Per interview with . #97, individualized education for the
the clinical cqordinator on 5/20/15 at 09:52 AM, _ staff nurse involved was conducted
hershe confirmed that the physician progress i : - -
_notes on 3/13/15, 2/18/15, 1/23/15 did not : on 6/2/35 P"t/'”:e]f:'od" t
E accurately reflect current physician orders. | preventionist/stair educator. '
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 |

§8=D.

- Infection Co
- safe, sanitary
“to help preve
" of disease ar

. (@) Infection

in the facility;

SPREAD, LINENS

The facility m

The facility m
Program ung

ust establish and maintain an

trol Program designed to provide a
and comfortable environment and
nt the development and transmiSSion
d infection.

Control Program

ust establish an Infection Control
er which it -

(1) Investigates, controls, and prevents infections

Complete 6/2/15.

All residents are at risk concerning

the deficient practice in order to .
mediate this risk the facility provided |
global education concerning the need |
to sanitize hands between glove
changes via their Internal messaging
system and a 1.5 CEU self-study
module was also provided to all

FORM CMS-2567{02-98) Previous

Versions Obsolete Event ID: G8K21

1
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(3) Maintains
actions relate

{1} When the
determines th
prevent the s

(2) The facilit
. communicabl
; from direct cg
| direct contact
- (3) The facilit

hands aftere

hand washing
- professional j

{c) Linens

“transport line
infection.

|
- This REQUIR
by
. Based on din
i the facility fai
sanitizing dut
| (# 97} in the 4
' as follows:

~Perdirect ob
. pressure ulcg

the facility inf
. technique fon

- (2) Decides w
. should be applied to an individual resident; and |

“isolate the resident.
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(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES iD ! PROVIDER'S PLAN OF CORRECT!DN 2 (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {(EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
‘ | DEFICIENCY)
% ! 1
| . | licensed nurses. In addition
F 441 Continued From page 5 F 441 '

hat procedures, such as isolation,

a record of incidents and corrective
d to infections. |

{b} Preventing Spread of Infection

Infection Control Program
at a resident needs isolation to
bread of infection, the facility must

v must prohibit employees with a
e disease or infected skin lesions
ntact with residents or their food, if
will transmit the disease. :
v must require staff to wash their |
ach direct resident contact for which
is indicated by accepted i
practice.

o

. Personnel myst handie, store, process and

ns sD as to prevent the spread of |

(EMENT is not met as evidenced |

ect observation and staff interviews,
ed to implement proper hand ‘
ing a dressing change for 1 resident

spplicable sample. The specifics are |
!

servation on 05/20/2015 at 10:35

. am, a staff nlirse was observed changing a

r dressing on Resident # 97. Per
ection controt policy, the proper
dressing changes requires that ’

! established annual infection
prevention education, which includes
glove use, will continue to be
provided and documented for all .
clinical employees by the infection |
preventionist/Staff educator.

Completed 6/8/15.
Y o (Fmﬁfqum;g facotpal
F514 1) in order to correct deficient
practice related to Resident #79's
Physician’s progress notes, a
statement of correction was sent tp
the resident’s physician to be sighed
and placed in the residents chart on
6/4/15. This statement will be
returned and placed in the medical
record by 6/15/15.

All residents are at risk for deficient
practice related to F386. In order to
identify residents who might be
affected, an audit of electronically

. generated Physicians progress nptes
| was conducted on 6/5/15. As a result -
of this audit and in consultation with
the medical director, a ietter
educating physicians to issues related
to this deficiency and a statement for
ail physicians utilizing outside EMRs
will be sent out for signature and
return. This statement will then be

FORM CMS-2567(02-98) Pravious

Versions Obsolete Event iD: GBK211
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55=D : RECORDS-(
| LE

' The facility m

residentin ad
+ standards an
r accurately dg
- systematicall

The clinical r
“information
‘resident's as
| services proy
i preadmission
| and progress

" This REQUIR
by:

~ Based on st

facility failed

L were comple

" of 17 residen

i #79 and #45

' 1. Per record

' tablet, one h
. as needed fg
| progress not
“under plan fg

OMPLETE/ACCURATE/ACCESSIB -

_ |
ust maintain clinical records on each 1
cordance with accepted professional
d practices that are complete; ‘

cumented; readily accessible; and
y organized.

ecord must contain sufficient :
y identify the resident; a record of the ;
sessments, the plan of care and

ided; the results of any

screening conducted by the State;
notes.

REMENT is not met as evidenced i

aff interview and record review, the

to maintain medical records that

le and accurately documented for 2

ts in the survey sample. (Resident
Findings include:

review, the medication crder dated

aff tablet by mouth every four hours

r breakthrough agitation. Physician
es dated 3/13/15, 2/18/15,1/23/15

r dementia state continue Donepezil

| 5/15/15 for resident (#79) read: Seroguel 50 mg 1
|
\

performed going forward by DNS or
her designee for accuracy of narrative |
of medical plan by 6/15/15. !
2} To correct the deficient practice
concerning resident #79 the
documentation of 15 minute checks

were reviewed and it was found that
the order for 15 minutes was time
limited and had expired. Fifteen
minute checks were not indicated for
this resident and the care plan was
updated to reflect this and 15 minute
checks were discontinued. To be
completed by 5/20/15

All residents are at risk and an audit
of all residents on 15 minute checks
was completed. In addition, staff was
sent a message via the internal
messaging system to reeducate them
concerning the importance of
documenting 15 minute checks.

Complete 6/8/15
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. ; ;
F 441 Continued From page 6  F441 :
hands be sarfitized between gIO\{e changes. The ‘ placed in each resident s medical |
: staff nurse was qbserved removing the old . | record by 6/20/15.
| dressing, removing his/her gloves and replacing
‘ ) , 2 : ~ ' _
| the gloves without first sanitizing hands. The was | Audits of electronically generated
- confirmed by|the staff nurse during interview at . hvsicians t ided
10-44 am on 05/20/2015. | p ysnmans‘ prog’ress ng es prow e
F 514 483.75()(1) RES ! F 514 from physicians’ practices will be
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Versions Obsolete Event 1D GBK211

Facility ID: 47E008

If continuation sheet Page 7 of 9




DEPARTMENT OF HE
CENTERS FOR MEDI

ALTH AND HUMAN SERVICES
CARE & MEDICALD SERVICES

PRINTED: 06/24/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

475057

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

05/20/2015

NAME OF PROVIDER OR SUR

PLIER

STREET ADDRESS, CITY, STATE, ZiP CODE

THE MANOR, INC

577 WASHINGTON HIGHWAY
MORRISVILLE, VT 05661

I PROVIDER'S PLAN OF CORRECTION (X5)

- Development
: Seroquel order (referred to in the physician

tablet, 5 mg,

the am, ¥z at
interview with

“(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES !
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 1 {EACH CORRECTVE ACTION SHOULD BE ; COMPLETION
TAG i REGULATORY OR LSC IDENTIFYING INFCRMATION) ‘ CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFIGIENCY)
!
F 514 Continued From page 7 F514
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with the Clinical Coordinator on
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gress notes on 3/13/15, 2/18/15,
ot accurately reflect current |
ers for Seroquel.

review on 5/19/15 at 2:10 PM, the
resident (#79) states; Potential for
kiety and expression of suicidal

ted to nursing home placement, loss
nce, cognitive loss, loss of rationai

|: will participate in activities, will
symptoms of mood problems,

es will decrease, safety will be i
Plan; Encourage involvement in daily :
ing , reinforce strengths, assess risk |
g 15 minute safety checks. Safety
not documented for the day shift on

5, B/7/15, 5/8/15, 5/9/15, 5/10/15,

15, 5/13/15, 5/14/15, and 5/16/15. |
with Clinical Coordinator on 5/20/15
he/she stated that he/she was .
15 minute checks were being done |

- and where the checks were being charted. Per

interview with
Con 5/20/15 af
i minutes ched
' checks shou

a Licensed Nursing Assistant (LNA) '
10:03 AM he/she confirmed that 15 °
ks were not being done daily, the

d be done daily, and that staff do not

“always document when the checks are done.
f 3. Per 5/19/16 medical record review, Resident
| #45 has a diagnosis of quadriplegia followinga |

. cervical neck

fracture. Per 5/19/15 observation '

The DNS or her designee will review
fifteen minute checks documentation
on any resident requiring them for
completeness going forward ona
weekly basis and report findings of
compliance in the QAPI meeting. i

Complete 6/8/15.

3) To correct deficient practice
regarding Resident #45 per the MD
the resident’s diagnosis list was
updated to reflect a historical
diagnosis of autonomic dysreflexia.
Inaddition, his neurological care plan
problem was updated.

Camplete 5/20/15.

| All residents are potentially at risk for
| this deficient practice. To mediate
' this risk the facility will continue to
review and maintain ali residents’ !
diagnosis lists through review at

admission/readmissicn, and during
the MDS assessment process by the |
DNS or designee. !

: Complete 5/20/15. |
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and intetvigw with the resident, there was a paper
treatment plan in his/her room (which the resident
stated had been provided by a former facility
rehab staff member) for "Autondmic Dysreflexia”
that states |t "is a medical emergency! it can
develop suidenly and if it is not treated promptly
it can lead lo seizures, stroke and even death.”
Per Medscape, "Autonomic dysreflexia is a
potentially dangerous clinical syndrome that
develpps ir| individuals with spinal cord injury,
resulting injacute, uncontrolied hypertension. Al :

caregivers,| practitioners, and therapists who %‘ ML P(Lg(/
interact with individuals with spinal cord injuries '
must be aware of this syndrome, recognize the
symptoms,|and understand the causes and
treatment gigorithm.”

Per electrohic and paper record review, there was
no documentation in the resident's medica! record
of a diagndsis of Autonomic Dysreflexia on the
problem list or care plan; there were no other
postings of a treatment plan for autonomic
dysrefiexia| visible other than in the resident's
room. The [above information was confirmed by
the nurse dlinical cocrdinator during interviews on
5/19-5/20/15. During the survey, the clinical
cocrdinator contacted the resident's physician
and on 5/20/15 the physician confirmed the
resident's diagnosis of "autonomic dysreflexia
(due to spipal cord injury) [and risks] for difficulty
[with] body|temp contro! (sweating, fever), and BP
[blcod pressure] control.”

http:/femedicine. medscape.com/farticle/322808-0
verview '
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