7~ 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:/imww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

May 6, 2014

Ms. Lynnette Smith, Administrator
The Manor, Inc

577 Washington Highway
Morrisville, VT 05661-8972
[Sent via fax 802-888-8788]
Dear Ms. Smith:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
2, 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,

SR

Pamela M. Cota, RN
Licensing Chief

PC;jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unanno_unced onsite racerlification survey ‘ ]
was conducted by the Division of Licensing and This page left blank
Protection from 3/31-4/2/14. The following ‘ :
_ | regulatory findings were identified, . :
F 1561 483.10(b}(5) - (10}, 483.10(b)(1) NOTICE OF | F156 . .
8s=C{ RIGHTS, RULES, SERVICES, CHARGES '

The facillty must inform the resident both orally
and In writing in a language that the résident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must aiso provide the resident with the
notice (if any) of the State developed under
§1910(e)(6) of the Act,” Such nolification must be
madse prior to or upon admisslon and during the
resident’s stay. Recaipt of such Information, and
any amendments to jt, must be acknowledged in
writing. - '

The faclilty must inform each resident who Is
entltied to Medicald benefits, In writing, at the time
of admission to the nursing facility ot, when the .
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services ynder the State plan and for
whish the resldent may not be charged; those
other tems and services that the facility offers
and.for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5)
(Y(A) and (B) of this_section. .

The facility must inform each resident before, or P '

at the time of admission, and periodically during S /0< C Ci/ww/ - /j Y

the resident's stay, of services available in the e WM / [‘ é/tg AL
' | NAL(¥%4

TITLE T 7 efoare

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' N
O St G Dt 2
.d

eficlancy stalement ending wilh an asterisk (*) denoles a deficiency which lhe instilution may be excused from cotracitng providing it is determined lhat
olher safeguards provide sulfficier! protection to Lhe pallents, (See Insttuctions,) Except for nursing homes, the findings stated above are dlsclosable 50 deys
following the dele of survey whether or nat a plan of gorrectlon Is provided. For nursing homes, the above findings and plahs of correction are disclosuble 14
days following Lhe dale these documents afa made evallabla lo the facllity. If delficlencies are cited, an approved plan af corcaction Is requlstte o conlinued

program parlfdpa!ior!. ) ;

n
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‘facillty and of charges for those services,

" | A description of the reqwrements and procedures

toward the cost of the institutionalized spouse's

name, specialty, and way of contacting the

Continued From page“l

including any charges for services not covered
under Medicare or by lhe facllity's per diem rate.

The facility must furnish a written descrlptlon of
legal rights which includes:

A descriptlon of the manner of protecting personal

funds, under paragraph (c) of fhis section:

for, establishing aligibillty for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of _
inslitutionalization and attributes to the community
spouse an equitable share of resources which
cannot be consldered avallable for payment

medical care in his or her process of spending
down tp Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State cliant advocacy
groups such as the Slate survey and cerfification
agency, the Slate licensure office, the Slale
ombudsman program, the protection and
advoracy nefwork, and the Medicald fraud control
unit; and a statement that the resident may file a
complalnt with Ihe State survey and certification
agency congerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facllity must inform each résident of the

physician responsible for his or her care.

F 156

~This page left blank
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The facility must prominently display in the facility
written information, and provide to residents and
applicants for admlssion oral and written
information about how fo apply for and use
Medicare and Medicald bensfits, and how to
receive refunds for previous payments covered by
such benefits. ‘

This REQUIREMENT fis not met as evidenced
by.. . -

Based on observalion and administrative and.
staff interview, the facility failed to provide the
correct contact number for the State Licensing
and Protection Agency on posted resldent rights
nofices and in resident admisslon packets as
required by federal regutations. Findings includa:

Per observation on 4/1/14 at 10:25 AM, the facility
resltdent rights posters on the Spruce and Elmore
units had an incorrect contact number for the
State Licensing ahd Protection Agency (SA)
posted (the SAnumber was changed in 2011);
the observation was confirmed by the facility's
Director of Nursing (DON) at the same time.
Additionally, per review on 4/1/14 at 12:48 PM,
the facliity's resldant admission packet containad
the same incorrect confact number for the SA,

| which.was confirmed by the resident care
services director; sfhe stated that the fnformation

was corrected one week ago and sihe reported

| that s/he had not made the change In 4ll of the

completsd admission packets, but stated sihe
was changing each individual packet to include
the new information prior to handing them out to
new residents. '
483.25(1) MAINTAIN NUTRITION STATUS

F 156 )
F-156 Upon receiving verhbal
hotice that 1 of 3 tefephone
numbers was out dated,
Immedlate action was taken to
.correct the facifity resident o
rlght posters. In addltlon,
immediate action was taken to

- correct all of the pre-fabricated
admission packets that had not
yet been corrected, 10

_ eliminate the potential for
accldental dellverance of the
incorrect number for the state
agency to residents and.
families. .

All admisslon packets going
forward have the correct
éontact number for the state
agency,

information willl be reviewed
ann.ually by the Resident Care
and Services Dlrector to assure
that needed changes, if any,

' have been made. '

Correctlve action completed

325
F 4/3/14.
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55=D | UNLESS UNAVOIDABLE

. ' This page left blank
Based on a resident's comprshensive ,
assessment, the facility fust ensure thata
resident - ‘ .
(1) Maintains acceptable parameters of nalritional ' - _ ,
status, such as body welght-and protein levels, ‘ o ;
unless the resident's.cllaical condition : '
demonstrales that thls s not possible; and
(2) Receives a therapeutic dief when there is a
‘nutritional problem

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to ensure that 1.of 19 residents in
the stage 2 sample, ldenfifled with nutritional
needs and a significant weight loss, received a
therapeutic dist supplement when a nutrifional
prablem was identified (Resident #23). Findlngs
include:

Per record review, Resldent #23 was admitted o
the facility on 8/18/12. Sihe had diagnoses that
included: depression, Aizheimers disease,
esaphageal reflux, Vitamin B 12 and Vitamin D
deficiencies, ostecarthritis, and a hfstory of a
 stage 2 pressure ulcer on his/her left heel that
was reported as healed on 3/6/14. Per his/her
nutrition care plan, dated 2/14/14, s/he was
_ | identifled as at risk for unintended weight loss

- | due to variable intake, cognitive impalirment,
weak mastication (chewing) requiring diet texture
alteration, functional impalrment, and confusion.

Per revlew of the facility's dietary progress note, -
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on 3/24/14 the Registered Disticlan (RD)
identified that Resldent #23 had experienced a
significant decline in weight status with a 7 pound
welght decline in the past month or 5.45% [weight
loss]. Weight on 3/1/14 was 128 4 pounds and
was down to 121.4 pounds on 3/22/14. The RD
noted that there was a declina in the percentage
-of meal consumption with some refusals. The RD
recommended to offer the resident Enstire, a
nutritional supplement with meal refusals and
medication pass.

On 4/1/14 at 2.30 PM, a staff nurse confirmed the
RD's 3/24114 recommendations and confirmed

.| that there was no documentation that the
-physician or famlly was’ contacted about the
findings, there was no nulrition supplement listed
on the physician orders, and there was no
documentation on the MAR ¢r TAR (Medicetjon
Administration Record/Treatment Administration
Record) that the supplement was given durlng
medlcatlon passes.

On 4/1!14 at 3:25 PM, the nurse cllnfcal
coordinator stated that the usuai facility
procedure for handling nutritionist
recommendations, is to notify the family of the
recommendation and if approved, to contact the
physician for an order for a-supplement. S/he
conflrmed that the family and physician had not

.| been contactad as of the date of the survey and
the resident did not obtain the supplement as
recommended :

On 4/0/14 the facility faxed addltional information
that Resident #23 was reweighed on 4/1/14 at
16:32:31 (4:32 PM) and his/her weight was 128.8
pounds; histher meal congumption for 3/31, 4/1
and 4/2/14 was between 75-100% for these 3

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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F 325 | Continugd From page 4 F 325

F325 The deficient practice
identified for resident #23 was -
addressed and rectified .

_between 4/1/14 and 4/3/14 by
notifying Family/physlcian,
obtalning order for
supplementation, and

amending the Nutrltlonal care

plan '

All Residents are potentially
affected; thus, RD.
Recommendations discussed i
the current biweekly Weight
and Wound meeting wlilf bé
immedlately transcribed onto
MD orders for MD Review.

To monltor for compliance RD
_notes will be audited weekly by
-DNS or designee to assure

recommendatlons are followed

through In a timely fashiors and
the results of the audits will
reviewed by the QAPI team.

Corrective action to be
implemented by 4/22/14.

\
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days. On 4/1/14, the physician was faxed [the

‘| RD's recommendations)] &nd a revision was made

| to the resident’s care plan on 4/3/14 to Include the
recent recommendations.

Per review of the documentation at the lime of the
survey and the additional documentation
submitted by the facility, the resident dld not
suffer harm based on the delay in offering
nutritional supplementation; howsver, the facility
faited to identify and respond timely to the ‘ This page left blank
| recommendations of the RD, for a rasident who o

was ldentlfied as at rsk for-harm based on hisfher ,
significant risk factors related to nutrition, until this , -
was brought to their attention at the time of the .
survey. . ‘ )
F 441/483.65 INFECTION CONTROL, PREVENT F 441
'ss=D | SPREAD, LINENS .

The facility must establish and malntaln.an

Infection Confrol Program designed to provide a

safe, sanitary and comfortable environment and

| to help prevent the development and transmission
of disease and Infection. :

(a) Infection Control Program ‘
The facility must establishan Infection Contro!
Program under which it -

(1) Investigates, controls, and prevents infections
In the facility;

(2) Decides what procedures, such as Isofafion,
should be appiied to an individual resident; and
(3) Maintains a record of Incldents and carrective
actions related to Infecflons.

{b).Preventing Spread of Infection
(1) When the Infection Control Program
determines that a resident needs Isolation to

FORM CMS-2567(02-89) Pravipus Versions Obsolele Evahi {D; $83Y11 Facllity 1D; 47E008 - [f conlinualion shas| Page 6 of 8
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prevent the spread of infection, lhe facilty must
isolate the resident. ,

{2) The facility must pro_hlblt employees with a
communicable disease or infected skin lesions .
from direct contact with residents or thelr food, :f
diract contact will transmit the disease.

{3) The facility muyst require staff to wash their
hands after 8ach direct resident contact for which
hand washing is indicated by accepted
professmna! practlce o

(c) Linens :
Personnel must handle, store, process and

‘I tfransport linens so as to prevent the spread of

infection.

This REQUIREMENT is not mst as evidenced
by

Based on ohservation, record and policy review
and interview, Ihe facility failed to implement
proper infection control measures duringa
dressing change for 1 of 19 residents (Resident
#90) in the stage 2 sample. Findings include:

Per observation of a wound dressing change on
412114 at 7:45 AM, a staff nurse assisted by an

LNA (ficensed nursing assistant) failed to follow

fnfection control measures for Resident # 80 who
has a dralning leg wound requlring dally dressing
changes. Per observation, a blood stained ace
wrap was placed directly on the resident's

- | bedding without & protective bartier. After a clean

ace bandage was wrapped on the leg, the LNA
took the bload solled wrap and washed it in the
resident's bathroom &lnk without using protective
eye wear (other than his/her personal glasses) or

a gown/apron to protect hisfher clothing. Three

Fa41 The deficlent practice for
resldent #90 was addressed and
rectified at time of incident
when the spread on his bed was
changed and the Ace wraps
were removed from the grab -
rall and discarded. The Certified
Wound Nurse then changed the
resident’s treatment tp Cohan, .
a disposabie produet

All Residents are potentially
affected. All staff providing
dressing chahges are Instructed
that Ace wraps soiled with
blood and or body fluids should -
be discarded and disposable

. products will be utllized when
contamiriation is likely.

To monitor for compliance the
Infection control nurse shall
conduct at least four dressing
_change observations per month’
and results of audits will be
reviewed by QAPI Team.

Corrective action completed
4/a/14,
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‘bathroom's toilet grab bar directly adjacent to the

{ the LLNA confirmed the above observations and

.of gther microorganisms to other résidents and

Continued From page 7
washed ace wraps were observed hangfng on the

toilet bowl, The staff nurse confirmed that the
resident uses the tollet and there was a risk for
contaminatlon of the hanglng ace wraps, s/he and

confirmed they were breaks in lnfect:on centrol
practices,

Per 4/2/14 review, the faclilty's "Infection Coritrol,
Standard Precautions" pollcy, provided by.the
Infeclion control nurse (un 4/1/14), states "handle
resident care equipment soilad with blood, body
fluids, secrelions, and excretions In a manner that
prevents .contamination of clothing and transfer

enwronments " Additionally, the policy states to
wear “eye protection or a face shield to protect
mucous membranes of the eyes, nose, and
mouth durng procedures.. that are likely to
generate splashes or sprays of blood, bedy flulds,
secretions, and excretionsand to "wear a gown
{clean, nonsterile) to protect skin and prevent
solling of clothing during procedures...that are
likely to generate splashes or sprays of blood,
body flulds, secrellons, and excrelions.”

. F 441
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