\// N ‘yERMONT 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) 871-3317
To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

April 11, 2013

Ms. Linda Minsinger, Administrator
Menig Extended Care
44 South Main Street
Randolph, VT 05060

Dear Ms. Minsinger:

Enclosed is a copy of your acceptable plans of correction for the unannounced on-site
recertification survey concluded on March 7, 2013. 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,

SRR\

Pamela M. Cota, RN
Licensing Chief

PCjl

Enclosure: As noted above.

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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l | | DEFICIENCY) ,
T *l [
F 000 INITIAL COMMENTS F 000
. An unannounced on-site recertification survey
was conducted by the Divislon of Licensing and
Protection from 3/6/13 t0.3/7/13. Regulatary F-279
findings include: . SS-D
F 279 483.20(d), 483.20(k)(1) DEVELOP F 279
§s=0 COMPREHENSIVE CARE PLANS Concerns Identlfied: Based on medical rccord
y . . review and staff interview the facility failed to
I A facility must use the results of the assessment develop care plans based on the comprchensive
" 10 davelop, review and revise the resident's assessments and individual nceds to 2 of 10
| comprehenslve plan of care. residents #7 and #12.
The facllity must develop a comprehenalve care | Cf;;”b“ﬁ"? ‘:F‘?'g“’l On “Chl:“igm? a‘;ﬂfm Dlmhtherﬂ ,
| plan for each resident that includes measurable “:Obl:m“" Indivicusl approach and goal for cac
 objectives and timetables to meet a residant's PR o :
; medical, nursing, and mental and psychosaclal Care plan revisions on the two residents noted in our
nbedB that 4are 'dentlﬁud n the ComprehGnSIVO survey rcsults wﬂ] be comp]ctcd immcdia[ely_
assessment, - :
Mocnig will have all 30 care plans revised by May 15
l The care plan must describe the services that are 2013
to be furnished to attain or maintain the resldent's o _ ) :
highest practicable physical, mental, and . Menig will always continue with the sam format for
psychosocial well-bsing as raquired under , ol residents jn the furure.
§483.25; and any services that would otherwlse Monitorina: s amusl oo oitg m-ecﬂng‘ . .'
be required under ‘§483'25. but alE not provided ! Director of Nursing will revicw cach cere plan and
c_iue to the {esm,em N exe_zrcase of rights under ensure riggered itcrns have individual approaches
§483.10, Including the right to refuse treatment | and goals.
under §483.10(b)(4).
| Completion Date: May 15.2013
g’;\_ls REQUIREMENT & not met &8s evidenced  : Fa'l‘l PoL GCch\ul ‘H \ \ll % Prmm?ﬂ
Based on medical record review and staff

intarview, the facllity failed to develop care plans

i based on the comprehensive assessments and
Individual neads for 2 of 10 residents (#7 & #12).
The findings Include:

L}W\nnsmupmm REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
K L S \ -
VY Lase o, o, . ; /)C(JS-M-L %22 7, (’Cpnw ‘(]u[;}

7S ]
W stgtement ending with nn.ntﬂ{ () denatas ncy which the ingtitutiongffay bejaxcussd from corracting providing it is determined that
other safsg provida sufficlont pratection-t6 the palients_ (Sed insiructions.) Except for niy mesz, the findings mtalad above are diclosable 90 days
follawing the date of survay whether or not & pfan of corraction |s provided. For nureing homes, the above findings and plans of correction ara disclosable 14
days following the date these documanta ure made avallabla to \he fadlity. If deficlepcies are cited, an approved plan of carrection {s requlsha a continuad
program paniclpation.
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WENIG EXTENDED CARE

i
1

F 279 , Continued From page 1 F 279
i 1. Par record review on 03/07/13 at 9:30 AM.
Resident #7's diagnosis included adult failure to
thrive, dementia/behavior/dalusions and chronic
pulmonary disease. Per the admisglon MDS
i (mInflmum data set) assessment on 08/04/12, it
_idenfified concerns related to cognitive
i loss/dementia, communication, behavior, ;
" incontinence, falls, nutrition, dental, skin and r
psychotropic drug use. The nursing assessments -
identified issues around pain, akin, cognition, "on
* Zoloft for depression", and use of side rails.

The care plan contained four areas of the eight i |
that were identified which included cognitive _ ’
loss/damantla/delusion, Functional ADL [ectivities

. of daily living) risk, fall risk and bouts of shortness
of breath. . There was no care plan developed for
| depreasion and the use of the anti-depressant

. Zoloft. Although interventions under functional

" ADL noles “no teeth, oral care b.i.d." and "likes
Jelly donuts and choc milk for breakfast”, as well
as” no pizza or grllled cheese", there is no
spacific care plan for these identified nutritional
and dental [ssues.

Per Interview on 03/07/13 at 4:17 P.M. the DNS
stated "the care plan is all lumped together* and
confirmed there Is no care plan daveloped to
address depression and specific nutritional/dental
naeds,

2. Per record review, Resident #12, who was

admittad on 02/06/13, had diagnoses that

" included Anxlety, Somatoform

Disorders/Dysthymic Disorder, Perslstent Mantal

Disorders, dementla w/ behavioral disturbance,

Incontinence, Stroke, Falls and akin Issues. The
admlssion MDS assessment identifled cognitive

1
A
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! ‘
F 279, Contlnuad From page 2 F 278

loss (dementia), communication, ADL's, urinary .
incontinence, falls, nutritlonal, pressure ulcers : l

. and paychotropic drug use as areas to ba care
l planned.

i Hawever, only 4 care plan areas are notad. ’
Problem #1 states “depressive hehavior w/ bouts g
of anger, outbursts, forgetful, Impaired Judgement |
, due to dementia, psychosocial". The approaches
are to reassure the resident is safe, reorlent,
family pictures area comfort, monitor for
! behavioral disturbances, encourage to attend
" activities, 1 to 1 attention when fearful/anxious, I8 :
| an early riser, likes to eat In the dining room for all
meals and llke tablemates. The other areas care °
. planned are Functional ADLs, falls and wandérs,

There is no care specific for behaviors nar the . F.456
use of psychotropic drug use that have : SS=K,

" measurable objectives and outcomes. Per
Intarview on 03/07/13 al 3:30 P.M. the DNS

. stated that "the care plan should not be all . Conqerns Identified: Based upon observation
lumped together, It should have separate areas and interview, the facility failed to maintain all

 that were Identified". The DNS confirmed that * cssential paticnt carc cquipment in & safe
there was no care plan developed for behavlars ' °g:.r;:“tg_°§“:‘“°“ which affected 8 of 27
nor the use of psychotropics. _ SIS .
F 456 | 483,70(c)(2) ESSENTIAL EQUIPMENT, SAFE ‘ F458| Gorrective Action: Al beds ther
: have & mattres
s§=E | OPERATING CONDITION issue will be replaced by May 15, 2013. e

i The facility must maintain all essential ' Until the beds and mattresses are replaccd, Gitford
- mechanical, electrical, and patient care . * has immediately added foam wedges to each bed
equipment in safe operating condition. ' to cnsuro safe patient care, |

Monitoring: At cach shift, the charge nurse will
check (and document) that the foam is firmly in
place and will ensure saf® pationt carc.

This REQUIREMENT is not met as evidenced
by: |
Based upon observation and interview, the
facility falled to maintain all essentlal patient care

! Completion Date: All beds that have a martrcss
I yssue will pe replaced by May 15, 2013
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F 456 Continued From page 3 l F 456

equipment in safe operating condition, which

resident rooms #2, #3, #4, #9, #11, #12, #14,
#18, #18, the mattresses did hot fit properly

11:34 A M,, the DNS stated "we have a
mishmash of beds and maitresses" and
confirmed the above findings

1 Per observation on 03/06/13 at 10:45 A M. in

affected 8 of 27 residents' beds. Findings inciude -

and/or securely on the beds. The mattressaes had:
gaps up (o B Inches betwasn the mattress and
foot of the bed and/or head hoard. Per a tour
with the Director of Nursing (ONS) on 03/07/13 at
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