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&~ 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://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 6, 2010

Lynnette Smith, Administrator
The Manor, Inc
577 Washington Street
Morrisville, VT 05661
Provider ID #:475057

Dear Ms. Smith:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on November 10,
2010.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.
Sincerely,

SNONRIN=N

Pamela M. Cota, RN

Licensing Chief
PC:jl
Enclosure
Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F 000 F280 On 9/24/10 a seat belt alarm %
was put in place on the reclining :
An unannounced onsite complaint investigation wheelchair for the affected resident,
was conducted by the Division of Licensing and making the care plan current. ‘
Protection on 11/10/10. All residents have the potential to
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 be affected by this practice; -
ss=D | PARTICIPATE PLANNING CARE-REVISE cP therefore all resident fall care plans
will be reviewed and updated as ;
The resident has the right, unless adjudged necessary by DNS or designee by !
incompetent or otherwise found to be 12/9/10. i
incapacitated under the laws of the State, to Fall care plans will be reviewed
participate in planning care and treatment or and updated as part of the biweekly
changes in care and treatment. ' fall committee process. :
. DNS or designee will perform
A comprehensive care plan must be developed audits of residents who use alarms
within 7 days after the completion of the : to ensure care plan and nursing
comprehensive assessment; prepared by an practice match, These will be done
interdisciplinary team, that includes the attending monthly for four months and results
physician, a registered nurse with responsibility reported at April 201 1QA meeting.
for the resident, and other appropriate staff in (See attached form)
disciplines as determined by the resident's needs, b ‘ :
and, to the extent practicable, the participation of ey FAL 123 \ehiow .
the resident, the resident's family or the resident's M ‘ o, comg A&Jre \Ll |b‘\D
legal representative; and periodically reviewed _ Fa80 ?Dbkux;‘)kd with a\oo\wchm\%a
and revised by a team of qualified persons after
each assessn)ﬂlent. | P V243§ Hoomer®a | FuootuRN
This REQUIREMENT is not met as evidenced
by: :
Per record review and interview, the facility failed
to revise the care plan to reflect changes in care
for 1 of 3 applicable residents in the sample
(Resident #1). Findings include:
Per record review, on 9/23/10 the staff changed
the seating for Resident #1 who slid to the floor
while unmonitored. The resident had a written
TITLE ] (X6) DATE

MB%OR‘ PROVID, R/SUPPUWURE [

|y 4 ,

Any deficiency statement ending with an aste/risk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
r nursing homes, the above findings and plans of correction are disclosable 14

following the date of survey whether or not a plan of correction is provided. Fo
days following the date these documents are made available to the faciiity. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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F 280 | Continued From page 1 F 280
plan of care which included the use of bed and
chair alarms. During an interview on 11/10/10 at
11:35 AM, the Director of Nursing Services (DNS)
confirmed that the plan of care had not been
revised to reflect the use of the reclining chair
(which was not equipped with an alarm).
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282
ss=D | PERSONS/PER CARE PLAN
The services provided or arranged by the facility F282 On 9/24/10 a seat belt alarm
must be provided by qualified persons in was put in place on the reclining
accordance with each resident's written plan of wheelchair for the affected resident, |
care. making the care plan current.
All residents have the potential
to be affected by this practice. !
This REQUIREMENT is not met as evidenced All proposed seating changes
by: will be reviewed by the therapy
Per record review and interview, the facility failed department prior to addition to the
to assure that staff correctly implemented the resident plan of care and
written plan of care for falls prevention for 1 of 3 implementation.
residents (Resident #1) in the sample. Findings DN or designee will perform
include: spot audits of resident seating
, recommendations from therapy to
Per record review, on 9/23/10 Resident #1 was ensure they match the plan of care,
transferred to a reclining chair (which was not and the practice of care performed
equipped with an alert alarm) and subsequently by the nursing staff. These will be !
slid to the floor while unmonitored. Per further done monthly for four months and
record review, Resident #1 had a written plan of results reported at the April 2011
care (updated 9/21/10) for falls prevention which QA meeting. (See attached form) _
included the use of bed and chair alarms. in an L
interview on 11/10/10 at 11:35 AM, the Director of Per FAY. 1213l Cowpledion dake is * 1341010
Nursing Services (DNS) confirmed that Resident F202 L auepred withh dowe 124310 \oswver| Pucotald
#1 had not been monitored with a chair alarm as
specified in the written care plan. fvﬁianlf ﬁiﬁ?;i;?g?ﬁ.lm
F 323 | 483.25(h) FREE OF ACCIDENT F 323 h . mg )
s5=D | HAZARDS/SUPERVISION/DEVICES Ivrvla;?ulfha“ for the affected resident, R
g the care plan current. y [ b
i : : SN
The facility must ensure that the resident be :fg Zfesildgnttshpave the potential to {
environment remains as free of accident hazards ¥ this practice.
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az is possible; an.d‘ each éesndgnt recezleg All proposed seating changes

a equatte sqger\tnsnon and assistance devices to will be reviewed by the therapy

prevent accidents. department prior to addition to the

resident plan of care and
implementation.

DNS or designee will perform
spot audits of resident seating

This REQUIREMENT is not met as evidenced recommendations from therapy to
by:
Based on record review and interview, the facility :EZ“;:h:zcﬁfécgft?:rgla:r%i;a;ej’
failed to assure that 1 of 3 residents (Resident b nursiirjl staff. These gill be don
#1) received adequate supervision and assistive nzlonthl fgo s months and °1te
devices to prevent accidents. Findings include: reportez at tho April 20 1;‘2‘;65“ S
Per record review, Resident #1 was discovered meeting. (See attached form)
by staff to have slid to the floor while unmonitored Per ?A# 1213\, comq\ekilw\ date - \QJ \D‘ 10
and unalarmed in a reclining chair on 9/23/10 at '
4:57 PM. The written plan of care for falls 323 POC Awepd with aoove
prevention specified the use of bed and chair alert| -
2i3hte I ttosmer &y PveotuRrN

alarms to address a history of falls and poor trunk
control. In an interview on 11/10/10 at 11:35 AM,
the Director of Nursing Services (DNS) confirmed
that the reclining chair was not equipped with an
alert alarm as specified in the care plan for falls
prevention.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:RGCS11 Facility ID: 47E008 : . If continuation sheet Page 3 of 3



Seating Audit

Resident Name

Therapy Seating

Care Plan

Date

Observed




Alarm Audit Date
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