
'~.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) 241-2345

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

July 5, 2011

Ms. Susan Laninfa, Administrator
Pine Heights At Brattleboro Center
187 Oak Grove Avenue
Brattleboro, VT 05301

Dear Ms. Laninfa:

Enclosed is a copy of your acceptable plans of correction for the complaint investigation conducted on
June 2, 2011. 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,

Pamela M. Cota, RN
Licensing Chief

PC:jl

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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FI57 Notify of Changes
I. Resident #I's responsible
party has been notified of change
on 4/24/2011.
2. All residents with change in
c()ndition which requires
treatment have the potential to be
effected by this alleged deficient
practice.
3. All residents with condition
changes which require treatment
have been reviewed. MD and
family notified. by 06/24111.
4. Staffre-educated as the
requirement for notification of
MD and Family related to any
change in condition requiring
treatment by 6/24/20 II.
5. Resident with change of
conditions shall be
communicated via the 24 hour.
report and reviewed by the
leadership staff daily during
rounds. 6/24/2011.
6. A random weekly audit shall
be perfonned for residents with
lack of progress to ensure
compliance with plan of
corr'ection.6/24/20 11
7. Results shall be reported to
QAA committee monthly x3
months then frequency will by
determined by committee.

Fooa

F 167

F 000 . INITIAL COMMENTS

I An unannounced complaint inv.stigatlon was
conducted from 6/1/11 to 612111 by the Division of
Licensing and Protection. Regulatory vIolations
were associated with the complaint allegation;.

F 157 483.1 O(b)(11) NOTIFY OF CHANGES
$S.O (INJURY/DECLINE/ROOM. ETC)

A facility must immediately infonn the resident;
consult with the rtsldenr. physician; and if

Iknown. notify the residents legal representative
or an Interested family member when there Is an
accident Involving the resident which results In

I injury and haa the potential for requiring physician
Intervention; 8 significant change In the residenrs
physical. mental, or psychosOCial status (i.e., a
deterloratton In health, mental. or psychosocial
status in either life threatening conditionl or
clinical complications); a need to alter treatment
significantly (I.e.• a need to discontinue an
existing form of treatment due to adverse
consequences, or to ClOmmencea new form of
treatment); or a decIsion to transfer or discharge
the resident from the facility as specified in
1483.12(a).

IThe facility must 81so promptly notify the resident
and, 11known, the resident's legal representatllle
I or Interested family member when there Is a
change In room or roommate assignment as
specified in 5483.16(e)(2); or a chlnge in
resident rights under Federal or Smte law or
regulations as specified in paragraph (b)(1) of
thIs 88ctlon.

The facility must record and periodically update
the Idd~ss and phone number of the residents
legal representative or IntI!JrBsted family member.
01 OR'S OR P OVlD!RlSUPPLl~!"I:St;NT-ATl\le'S SIGNATUft!! 1'_

.,( .~ ({.~"., ~ 2-
Any de nllY statem. e Ing w1lh an asterisk (0) dtlnotes a deft;kmcy which Ihe inslRutio may be IlU:lllsd flOm ClIl1l1ct1ngprovlding it il datermlned Ihlll
othlr I faallarels provl a I anl protlctlon la the pall.ntt. (see instruction •• ) Except for nUl1Iing hOlllll,lhlllndinlls 'tallU IbOV/lllTe dllclosable SOdays
1allawlna the dste of su whether or nllt a plan of COmtatlon 18provided. Fot nUl'liin; homlll, the .bovllindingfi and plans of COrreGlion are dlslllo58b1e '4
days following the dale IhllS documents are medfllvallable 10 thtl f/lcllll)'. Ifdtlflcfencl •• Ire clled. an allProlllld plan of CGl1lIctlon1$ruquisne 10COnlinlled
progrl\m plrticipallon.
... ._--.-._.. . .__ ._.,

FOfiM CMS-26&'TI02-llll) Prwvlous VOt'lionl Obsolete EvenIIO:OlVM\\ Feclllly 10: 41502$ If conUnualjon theel Page 1 of 7
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F 157 Conttnued From page 1

IThis REQUIREMENT is not met as evidenced

Iby:Based upon Interview and recQrd revIeW, the
,
;facility failed to Immediately notify 1 applicable
reS/denfs phyaician and legal representative Of a
clinical complicatiDn when the Nasogastrlc eNG)

Itube, WhiCh is used to feed the resident became
blocked Bndneeded !obe replaced. (Resldenl
#1). Findings Include:

Per Interview on 611/11 al3:40 PM. Realdent #1's
legal guardian slated the resident's "NG tub.
came out on 4/23111 at 3:30 PM and she/he was
not notified until 4124/11 at 6:00 AM", Par record
review and confirmed during an interview with the I
Director ot Nursing (ONS) on 6/1/11 .t 4:26 PM,
Resident '1'5 NG Tube became blocked and was I
. replaced by nursing stiff on 4/23111 at 1630 (3:30IPM), the physician WBS not notified until 4123/11

Iat 2300 (11:00 PM), and the legal guardian WIS
not notified until 4124/11 at 0800 (6:00 AM).

F 328 483.25(k) TREATMENT/CARE FOR SPECIAL
SS-D NEEDS

The facility must enSUf1t that reaidents receive
proper treatment and care for the following
special 8ervices:
Injections;
Parenteral and enteral fluIds;

IColostomy. ureterostomy, or ileostomy care;
. Tracheostomy care;

ITracheal auctioning;
Respiratory care;

I Foot care; BndProstheses.

i

F 157

F 328

6. A random weekly audit shall
be performed for residents with
lack of progress to ensure
compliance with plan of
correction.6/24/20 11
7. Results shall be reported to
QAA committee monthly x3 I
months then frequency will by
determined by committee.

f\51 Pol AL~\ttt &130\ iI
P .LUVbm\i\~S i2.Nj ~ I/\'CttoJ'2Jj~

F-328 Treatment and care for
special needs
1. Resident # 1 has been
assessed and there has been
no negative outcome from
this alleged deficient practice.
6/26/11
2. All residents who receive
enteral feeding have the
potential to be effected by
this alleged deficient practice.

FORM CMS.2567(02.BI) Previous versIons ObsOlIla EvetlIID:ClVMt1 If eontinullion $/leet Page 2 of 7
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F 328 IContinued From page 2

ThIS Rt=QUIREMENT 18nat met as evidenced
by:
Based upon Interview and record review. the

I
facility faUed to ensure that 1 applicable resident
received the proper treatment and care regarding
enteral1luldl by failing to assure the resident
received the physltian ordered amount of
fluid/nutrition per Nasogastric (NG) tube, and
failing to obtain snd Implement pnysiC/an's orders
In a timely mann.r regarulng placement check of

. the NG tube bVX-Ray. (Resident #1) Findings
, include:

1. Per record review of the NursIng Notes,
Medication Administration Recortf (MAR),
Physician Orders, and per Interview on 612111 at
10:15 AM, the Director of Nursing (DNS)
confirmed that Resident #1 did not receive any
food or fluids via the Nasogastrlc (NG) Tube,
from 4123/11 at 3:30 PM, when the feeding was
stopped, untJI4J24/11 at 9:16 AM. When the
feeding was restarted. The resident was without
food DT fluid for 17.76 hours.

The 4/23/11 1530 (3:30 PM) Nursing Note slates
the NG tube was pulled out and reinserted. The
. 4123/11 MAR Indicates the 2:00 PM to 1:00 PM II feeding and the 10:00 PM to 3:00 AM (4124/11)

I feeding were not given. Physlclan's orderi dated 1

411/11 to 4130111 state: "Pulmocare 1.5 ( I
0\ nourishment In liquid form) with fiber at 48
milliliters per hour via NG tube; on for 5 hours, off
far 3 hours; to provide 720 mili/liteltl (fluid), 1080
calQries and 43 gm protein (3:00 AM off. 6:00 AM
on, 11:00 AM off, 2:00 PM on, 7:00 PM off, and
10:00 PM on),

F 328. 3. All residents who receive
enteral feeding shall be
evaluated to ensure that they
are receiving enteral feeding
in accordance with
The physicians order. by
6/26/2011.
4. Nursing staff re-educated
as to standard for timely
administration of enteral
nutrition and required action
to be taken immediate! y upon
any interruption. by 6/26/11.
5. Random weekly audits
shall be performed by DNS
or designee to confirm
compliance with this
standard. Start 6/26/2011.
6. Results shall be reported
monthly x 3 to the QAA
committee. Upon completion
of this, frequency shall be
determined by committee.

f3~'~ PCl.Acct:{)kd(P\::-',c/II
\? (\UWjl.1I\1~\ iZ,~I f1Yv\Cv\a.PJJ~

FORM CM&-2581(OZ-80) Previous Vat&iona ODselbl8 Ev8llt 10: OTVMn Fadllly \0: 47S02~ " l:Onlinllatlon Sheel Pag, 3 af 7
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F 328 Continued From page 3
2, Per record review and interview, the facility
failed to obtain Ind Implement a phyaician's order
In a timely manner to check the placement of 8
replaced NG tube for Resident #1, so that the

I Resident could receive ftuid and nutritIon,
Resident #1'& NG tube was removed and I
I reinserted on 4123111 per the 4/23111 1530 (3:30 .
PM) Nursing Note. A Physician Order to check

INfl tube placement was not obtained until
4/23111 at 11 :30 PM (8 hours after the NG tube
was replaced) and states "Sand to ER for X-Ray
to confinn NO tube placement". The resident was
not transported to the ER until the next morning,
as evidenced by the 4124/11 6:00 AM nursing
note, which states "transported to ER tor 8n

I
X-Ray to conftnn placement of NO Tube". The
above was confirmed by the Director of Nursing
on 6/1/11 at 4:26 PM.

IAlao see F167 and FS67.
F 353 483.30(a) SUFFICIENT 24-HR NURSING STAFF
65*0 PER CARE PLANS

The facility must have suffiolent nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physical, mental,Iand psychosocial well-being ot each resident, as
. determined by resident assessments andI Individual plans of CII'l!t. I
IThe facility must provide services by lufficient I
I
nllmbers of each of the following types of
personnel on a 24-hour basis to provide nursing I
I care to aU residents in accordance with resident
care plans; I
IExcept when wai\led under paragraph (c) of thisI section, licensed nurses and otl1er nursing

F328

I
I' contrnuatlon &IIn' Page 4 of 7

Resident #,2 has been J

assessed and there has been
no negative outcome as it
relates to the alleged
deficient practice. 6/26/2011

2. All residents who require
assistance with toileting
have the potential to be
effected by this alleged
deficient practice.

FiRIllty ID: 470023

F353 1.

EVlinIID: O'NM11FORM CMS-2567(O;l.ee) P18viaul versions ObBolelll
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F 3531" Continued From page 4
personnel.

IExcept when Wlived under p.rlgraph (e) of this

I.
uction, the facility must designate a licensed
nurse to serve as a charge nurse on Hen tour of
duty.

This REQUIREMENT Is not met as evidenced
by:
Based on medical record review, etaff and
resident interviews, the facility failed to provide
sufficient nursing staff to meet the needs of 1

I
resident (Resident #2) in the applicable sample.
Tt'le findIngs InClude:

\
1. Per Resident interview on 0610212011 at 9:30
AM, Resident #2 reports that on 0611412011 slhe
was left on a bedpan for over 3 hours and called
the local police department to ebtaln assistance
when the facility staff did not respond to hl&lher
calls for help. Resident #2 is alert and oriented
during thIs Interview and responded appropriately
to the scl'lllning questions of the surveyor. The

o resident is coded on the MOS (Minimum Data

ISet) as needing assistance with tolletlng and slhe
confirms that &!he is not independent in this
aapect of care. The staff confirms during
Interview on 06/0212011 that ResIdent #2 does
need assistance with toiletlng.

2, During Interviews with 7 staff members from 3
nursing units In the facility on 08/01/2011 and
0610212011, they report that there are residents
who are found at the ohange of shifts who have
obvioY81y been incontinent for long periods of "

Itime, especially when comIng on duty in the
morning. 4 of 7 staff members interviewed report

F 3li3 3. Residents who require
assistance with toileting
evaluated to ensure plans for

I
assistance are being carried
out in a timely

. manner.6/26/2006
14. Assessment of staffing

patterns and opportunities to
provide additional assistance
perfonned by DNS and
Administrator by 6/26/2011.

1
5. Nursing staff re-educated as

to their role for providing
! timely assistance for

residents who require
assistance for toileting by
6/26/2011.

6. Random weekly audits
which include resident and
staff interview to be
perfonned by DNS or
designee to ensure
effectiveness of plan. Start
6/26/2011.

7. Results to be reported
monthly x 3 to QAA
committee. Upon
completion of this
committee willdetennine
reporting frequency.

FORM CMSoZU7(D2-98) Prelflous Vsralons ObsolOls I:v.nIIC: OlVM1 1 FaolVly tD: 4tllCm Ifcontinuation 'he'l Page 5 of 7
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F 3631 COntinued From page 5
tnat they felt that statting is inadequate to meetI the needs of the residents,

F 387 483.35(19) THERAPEUTIC DIET PRESCRIBED
SS=D BY PHYSICIAN

Therapeutic diets must be prescribed by the
attending physician.

This REQUIREMENT is not met as evidenced
by:
Billed upon interview and record review, the
facility failed to assure that 1 applicable resident
received food in the appropriate ferm and
appropriate nutritive content as prescribed by the
phvslclsn. (Resident #1) Findings Include:

1. Per record review cfthe Nursing Notes,IMedication Administration Record (MAR),

IPhysician Orders, and per Interview on 6/2/11 at
10: 15 AM, the DIrector of Nursing (ONS)
confirmed that Re5ident #1 did not receive any
food Dr fluids via the NasDglstrlo (NG) TubEl,
from 4123/11 at 3:30 PM,.when the feeding was
stopped, until 4124/11 9: 15 AM, when the1eedlng
was reetartea. The resident was without food or
fluId for 17.76 hours. .

The 4/23/111630 (3:30 PM) Nursing Notes states I
. the NG bJbe was pulled and reinserted. The
14123/11 MAR indicates the 2:00 PM to 7:00 PM
I feeding and the 10:00 PM to 3:00 AM (4/24/11)
I feeding were not gIven. PhysiCian's orders dated
14/1/11 to 4/30/11 state: "Pulmocare 1.5 (
nourishment In liquid form) with fiber at 48Imilliliters per hour via NG tube; on for 5 hours. off

l for 3 hours; to provide 720 milliliters (fluid), 1080
I calories and 43 gm protein (3:00 AM off, 6:00 AM

F 353

F 367 F-367 Therapeutic diets .
.prescribed by the physician.
1. Resident #1 has been
assessed and there has been
no negative outcome from
this alleged deficient practice.
6/26/11
2. All residents who receive
enteral feeding have the
potential to be effected by
this alleged deficient practice.
3. All residents who receiveI

enteral feeding shall be
evaluated to ensure that they
are receiving enteral feeding
in accordance with
The physicians order. by
6/26/2011.
4. Nursing staffre-educated
as to standard for timely
administration of enteral
nutrition and required action
to be taken immediately upon
any interruption. by 6/26/11.

PORM CMS-25&1(02081'1) P,.,IOllS vo~ 0Iwl1ela E~.ntID: OTVM11 F~KlY 10:.7&023 If continuation .lItelPage 8 of 7
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F 367 Continued From page 6
on, 11:00 AM off, 2:00 PM on, 7:00 PM off, and
10:00 PM on).

IAlso see F157 and F328.

F3a7 5. Random weekly audits
shall be performed by DNS
or designee to confirm
compliance with this
standard. Start 6/26/2011.
6. Results shall be reported
monthly x 3 to the QAA
committee. Upon completion
of this, frequency shall be
determined by committee.

f<3lo 1 'rot Jt~-e.prd wl3clll
~. lI.UtlWlivti)'; p...•-l. 111(Vl~k\2.<;\l

I
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I
I

I
I
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