7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING Al}D INDEPENDENT LIVING
0

July 12,2010

Christine Scott, Administrator
Mayo Healthcare Inc.

71 Richardson Ave
Northfield, VT 05663

Dear Ms. Scott:

tvision 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

Provider #: 475053

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June 17, 2010.
Please post this document in a prominent place in your facility.

We will 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,

Laxgne £ Lt 10

Suzanne Leavitt, RN, MS
Assistant Director

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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The submission of this plan of

An unannounced onsite complaint investigation | correction does not irrply
was conducted on 6/6/10 by the Division of : agreement with the existence of
i Licensing and Protection, corcluded on 6/17/10. a deficiency. It is submitzed in
‘| There were regulatory vielaticns identified related . .

to the complaint. the spirit of cooperation, to
F 157 | 483.10(b)(11) NOTIF'Y OF CHANGES F 157 demonstrate our commitment to
§8=D | (INJURY/DECLINE/ROOM, ETC) continued improvement in the

A facility must immediately inform the resident, quality of our resident’s lives.

consult with the residint's physician; and if Review of the Medical Record
known, notify the resident's legal representative A .

or an interested famity member when there is an for Resident #1 for the fall on
accident involving the resident which results in 9/3/09 @ 4:20 PM shows no
injury and has the pofential for requiring ‘physician documentation of thie MD being
intervention; a significant change in the resident's " \ .
physical, mental, or psychosocial status (i.e., @ notified until 9/10/10 @ 10:43
deterioration in health, mentai, or psychosocial AM as cited. Interview of the
status in either life threatening conditions or RN who notified the family and

clinical complications); a need to alter treatment

significantly (i.e., a need to discontinue an initlated Neuro checks, reports

existing form of treatment due to adverse that the physician was notified
consequences, or to cammence a hew form of ; P
freatment): or a decisian to transfer of discharge within the hour of the incident,
the resident from the facility as specified in ' but she did not document
§483.12(a). notification in the Nurses notes.

This RN has been re-educated to

The facility must also promptly notify the resident

and, if known, the resident's legal representative the appropriate practice. |
of interested family riember when there is a . :
change in room or rcommate assignment as Since all Residents have the
specified in §483.15(e)(2): or a change in ial to be affected by thi
| resident rights under Federal or State law or ! potential to be affected by this
regulations as specified in paragraph (b)1) of same deficient practice, all
this section. RN/LPN staff will be In serviced
The facility must record and periodically update to notify physicians immediately
the address and phcne number of the resident's ! of falls with injury. ’4{( (o
legal representative or interested family member. | | :
LABORATORY maac?ﬁmwmsmsupmm REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
T/t ém"ﬁéwttﬂww H3/o

Any deficiency statement ending with an asieriek () denotes a deficiency which the institution may be excused from correting providing it is determined that
other safequards provide sufficient profection to the patients. (See instructions.) Except for nursing hames, the findings stated above are disclosable 90 deys
following the date of survey whether or not 2 plan of corection s provided. For nursing homas, the abova findings and plans of sorrection are disclosable 14
days follawing the date these documents are made available to the facility. If deficiencies ate cited, an approved plan of corroction is requisite to continued

program particlpation.
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ANC 2LAN OF CORRECTION DENTIFICATION NUMBER: CGMPLETED
A, BUILDING c
475053 B WING 06/17/2010
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE. ZIP COOE
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{X4) ID ’ SUMMARY STATEVENT QF DEFICIENCIES D PROVIDER'S PLAN OF COPRECTION (XS)
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F 157 | Continued From page 1 | | F1s7
This REQUIREMENT is not met as evidenced :
by: The Fall Incident report form has
Zasﬁs ;:r]t erzctorp revie;yv ta?d st?;; i{!rfewz_?W, the of been revised to include
¢ility failed to immediately rotify the physician . L .
| a fall with injury for or @ resident (Resident #1). directions for staff to notify the
Findings include: : Physicians immediately of all
. . falls with injury and to document
Per record review on 6/09/10, Resident # 1 o ) ry " .
sustained a fal on 9/9/09 at 4:20 PM that resuited such notification in the Nurses
'in & hematoma ta the right side of the head, The Notes.
' Nurse Progress Notes document that the resident
was assessed and neurclogical checks were ; .
done as standard prctocol for trauma to the head. Al fa" Incident reports will be
The documentation stated that the physician was reviewed by the DNS and
notified by fax on 9/10/09 at 10:45 AM, over 18 submitted to the QAA ,?, .
hours after the fall occurred. Per interview an . . { ‘-?/,
6/9/10 at 4:00 PM, tha Director of Nursing Committee to assure continued °
confirmed that there 'was no other documentation compliance.
to indicate that the physician had been contacted
before the fax was sent.on 9/10/09.
1 8{19
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