7~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

January 5, 2016

Mr. Francis Cheney, Administrator
Pines Rehab & Health Ctr

601 Red Village Road
Lyndonville, VT 05851-9068

Dear Mr. Cheney:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 9, 2015. 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 compiiance, remedies
may be imposed.

Sincerely,
ST

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 003 INITIAL COMMENTS F 000,
- i

An unannounced onsite recertification survay
. was cormpleted by the Division of Licensing and
! Protection from 12/7-9/16. The following ]
! reguiatory violations ware citad: i !
F 158 483.10(c){2)(5) FACILITY MANAGEMENT OF 169 % :
38 | PERSONAL FLUNDS | QDL) Dpd’

Upon written authgrization of a resident, the , i U
faciity rust hokd, safeguard, manage, and : ’ \l
gecount for the personal funds of the resident { K\ Z

deposited with the Tacitity, as spacified in i ,\
: baragraphs (c}(3)-(8) of this section, : : ; CG
1 The facility must deposit any resident's personai 'I ' ' ‘ I
+funds in excess of $50 in an interast bearing : ; ' i |
account (or accounts) that is separate from any of ‘ ‘
the facility's operating aceounts, and that credits ; . , ,
all interest garned on residents funds to that , J : -
account. (In pooled accounts, there mustbe g |
separate accounting for each resident's share. ) ’

i The Facilty must maintain a resident's personai ; o
funds that do not exceed $50 in 2 non-interest i :

« beafing account, interest-bearing account, or i : :
i patty cash fund. ~‘ : ,

- The facility must establish and maintain a system ; :
that assures & ful and complete and separats : : *
accounting, according to generally accepted . I I
accounting principles, of each resident's personai j |

funds entrusted to the facility on the resident's I
behalf, :

. l :
. The system must praclude any commingling of ; . ' ; '
{ ragident funds with facllity funds or with the funds ! : j

of any person other than another resident, ' l

! TN —— e

LABDRM‘ORC)IRECT 'S QBOVJDE%PRE ATIVE'S SIGNATURE : TITLE {6} DATE
Am,) | &l /D S [2-30:[5

Any deficlercy statamin endlng with an asterigk {*) denctes a geficiency whicH the institution miy be excused from cotrecting providing it Is determined that
other sateguards provide sufficient grotecion to the petierts. (Sen }nsm;ct!ons.) Except for nursing homes, tha findings statad above argidisclosable 90 days
Tollowing tha date of survey whather or not a plan of comection Is provided, For aursing homes, the above lindings and plane of cotredtion are diaclozable 14
days following the date thase documents are made available to the facility, I deficiencies are cited, an dpproved pian of correetion is ragiisite to coniifyed

arogram participation,

' - ot — =
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1

" The individual financiat record must ba available
through quarterly statements and on reqtiest to :
 the resident or his or her legat representstive.

The facility must notify ¢ach resident that receives _

Medicaid benefits when the amount in the : !

resident's account reashes $200 less thar the !

S5l ragource mit for one person, speciied in .
{: section 1611(a)(3)(B) of the Act; and that ifthe |
- amount in the gccount, in addition to the value of J ‘
. the resident's other nonexempt resources, j
i reachss the SSI resource limk for one person, the i
 Tesldent may tose eligibility for Medicaid or S5,

| This REQUIREMENT is nat met as avidenoed !
! by: . i
Based on interviews with resident families and ’ i . ‘ :
{ facllity statf, and review of persona! funds 3 !
[ accounts, the facility failed to provide written [ i »
! quarterly statements to residents or legal 5
 repregentatives for 49 of 49 regidents who have a ’
personal funds account with the facility. The ;
spacifics are as folfows:

Per review of the fagility checking acsounting
j system used for ragident personal lunds
: accounts, there is no evidence to reflect that , i
guarterly statements were issued to aithar i i _ _
residents or their legal rapresantatives for tha last | ; ‘

. year,

; This is confirmed by the Directar of Social ‘ ; |

| Bervices during Intervigws on 12/08/2015 and | :
12/09/2015. $/he reports that residents or their . |
legal guardians are notified verbally when morey |
is needed to be ardad to the individual accounts ,

- butthat s/he has not sent out written statements : ! i

|  during the past year.Confirmation that no written | ; )

FORM CMS-Z#&?(W Varsiars Qbsotete Evant ID:4Q0P 51 Facilty ID: 475042 tF uontrnufaiiun shest Page 2 of 9
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_assessment,

. by|

statements were sent to residents was also

ehtained during & family interview during stage 1

of the sUrvey process on 12/07/2015. Family
‘reparfed never receiving a statement that

'indicates how much maney i in the personal

funds accourt but that sthe is told when money

‘ needs to be added tor incidentals.

F 279 483.20(d), 483.20(k}{ 1) DEVELOP

55=0 : COMPREHENSIVE CARE PLANS

A fagility must use the rasulits of the assessment
to develop, review and revise the resident's
’ cdmprehansive plan of care.

The facility must develop & comprehenslva care
i plan for each resident that includes measyrable
ohjectives and timatablas to meet a resident's
madical, nursing, end mantal and psychosocial
nieeds that are ldentifisd in the comprahensive

| The care plan must destribe the services that are

i to be furnished te attain or maintain the resident's

" highast practicable physical, mental, and

| Psychosocial well-being as required under

} §483.25; and gny services that would otherwise

" be required under §483.25 but are not provided
due to the resident’s exarclte of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4),

This REQUIREMENT 1s not met as evidenced

! Based on medical record review and staif

intarviews, the facility failed to develop & written
. plan of care for 1 of 3 rasidents (# 78) in the
j sample of those at rigk for wandering, The
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" speciiics are as fatows:

: Per madical record review, Resident # 78 was
. dssessed on the admission MDS {Minirnurm Data
i  Set) that was dated 07/29/2015 as being at risk
i for wandering. Resident # 78 was admilted on
+ 07/2212016 with alcohol dependeney, generaiized
weakness, etectrolyte imbalance and traumatic
brasin injury. Documentation indicates that while
 s/ha ig "drying out” that there is a risk for
i wandering Notes further indicate that Resident
#?8 left the facility through the therapy offica deor
i dunng tha 'detox’ pericd, was seen and followed
. by the therapy staff and brought back into the
bullding. There Is no written care plan to alert
sfaff that wandering was identified as & problem
_on admlsaion,

Per Interviow with the Nurse Supervigor at 1:30
FM an 120872018, s/he confirms that when this
client was admltted s/he was detoxing and was at
risk for wiandering. Staff further conftrrn that the
expeciation would be that a care plan would be In
place for wandering and that there is not a care
plan that was developed for wandering for
Resident #78.

F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIEDR F 282

$8=0 . PERSONS/PER CARE F'LAN ! p O (\/

| The sarvices provided or arn‘anged by tha facility | _ U[)h
f miust be provided by quallfied persons in : /{ WL D
! } / :

accordance with each resident's written plon of |
care. , : . ’W/p 4 } Lo
- o NE

This REQUIREMENT is hot met as evidanced :
by: | { |

567(02- 99) Pegvious Varsions Obsolpty Gvnt 10 JQPS‘H Faailty ID: a75044 . i cont!nuailon sheef Page dof 8
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Baged on observation and staff interview, tha
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F 282 | Continuad From page 4
i facility failed to provide services by qualified !
- persons in accordance with each resident's |
s written plan of care for 3 of 16 applicabie ; : '
 residents (Residents # 20, 22, and 68). Findings .

i inglyce: ;

"1, Per continuous observation on 12/7115 .
between 1:18 PM and 4:18 PM, staff did not turn, - ; Q) '
tallat, or reposition Residant # 22, The Minimum i F? D A
Data Set (MDS) dated 9/9/15 stated that Resident, } N ’D -
# 22 was totally dependent on staff for aj ; | M
aotivities of dally living (ADLs). A physician's rote | : J’f i

. dated 10/26/15 stated that for the (@51 2 years | le Y

, I/ahe has baen pratty much unable to rmove oa i M f

| his/her own, A care plan for limited mobility stated . i C

| to turn and redistribute weight every 2 hours, A : i ‘ ‘

care plan for Urinary Incontinence stated to toiiet ' |

i the residert every 2 hours, Per interview with the :

s Unitnurse 12/7/15 at 4:25 PM, Resident # 22

: should be turned, toileted 2nd repgsiticned every
2 hours.

2. Per record review on 12/8/15, Resident 220
has a care plan that Includes the use of a falt mat }
. placed next to the bed when the resident js in
| bed, Per observation on 12/8/15 hetween 1:05
r PM and 2:30 PM, the resident was observed in :
| the bed with no fall mat on the flogr. There was a . -
{ fall mat in the room Gp against the closet x |
- available for use. Per interview on 12/8/15 at 2:30 | |
, PM, the nurse confirmed that the resident's care [ i : :
: plan stated that a fall mat was o be placed by the ;
! bed, and that it was not in place today. : X ; I
i . . H
| 8, Per racord review on 12/8/15. Resident #55 ! _
; has dementia, and sits and walks in a stoaped : ;
" over position. Per an Occupaticnal Therapy ' |
evaluation completed or 10/7/15, the resident P ' i
was given a high back reclining wheelchair to ; | ‘

FORM CMS$ 2667(02-59) Previays Varsians Dbsolcte Evant D). JOPS1 Fagitity 10: 475044 ) camincation gheet Page 8 of ¥
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F 282 Continued From page 5 ] F 282|"
improve the position of the body when esting. i )
j Dietary alga included the recommendation of the |

i ehair for positioning when #ating, The plan of

| Gare was updated with this recommendation alsg,

“to be seoted at meals in thig whaglchalr, Per

. Observation on 12/7/15 at the noon meal, :

: Resident #65 wag observed sitting in the i ;
Wheelchair positionad with thelr head up, and :
being fed by sta#. The resident was ahle to look :
around the room and engage in eye contact with - ,

[ other rasidents and staff. Per observatian on o

| 12/8115 at the naon mea!, Resident #55 was ' .

" ubserved sitting In a reqular chair, stooped aver l i
SO that their head was hanging down near their ’
knees. The staff were feeding the resident in this :

- Position. Per Interview on 12/8/15 at 12:20 PM, ' 1 |

: the LNA {Licensed Nursing Assistant} ir the : ,

i dining room stated that the nursing students had ‘

| seated the resident in a regular chair, snd ; ;

| @ithough the LNA told them that the resident was : |

i to ba placed in the wheeichair, they did net i ‘ F
trangfer the resident, nor did any of the other ]

- staif. Per interview on 12/8115 at 12:30 PM, the |

. wrse confirmed that the plan of care for this

| resident stated that they were to be in the

' wheeichair far meals for proper positioning, and
that the care plan was not foliowed for Resident
#85

F309 489,25 PROVIDE CARE/SERVICES FOR "k 3pei

$$=D HIGHEST WELL BEING _ N ; )u} fﬁ D’JU | I

| Each resldent must receive and the facility must - J P . i
. provide the necessary care and services to aitain : f .
- oc maintain the highest practicable physical, : \ 5] )L{ ; :
, mental, and psychasoclal well-being, in J Cf; \ .

! accordance with the comprehensive assessment !
and plan of care,

: L]
FORM CMS.2867(02-99) Fravious versions Obsolate Eveni t0: JOPE1 Facility {5; 475044 if epntinugtion shaet Pege 8 of 9
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F 308 . Continued From page 6 F 309

' This REQUIREMENT s not met as evidenced |

by:
Based on ohservation and statf interview, the l
facility failed to provide the necessary carg and |
services to attaln or maintain the highest ;
practicable physical, mental, and psychosocisl |
well-being, in acoordance with the comprehensgive J
assesgment and plan of care for 2 of 16
applicable residents (Resldents # 22 and 85).
Findings inclutle:

e

1. Per eontinuious observation on 12/7/15

between 1:18 PM and 4:18 PM, staff did not turn, . fJ'/

tollet or reposition Resident # 22, The Minimur .

Data et (MDS) dated §/0/15 stated that Resident ) ] Le i
| # 22 was fotally dependent on staff for all _ \ 6 !
: activities of daily living {ADLS). A physician's note : (\/\ | ;

: dated 10/26/15 stated that for the last 2 years i

: h/she has bean pretty much unable to move on f

| hisfher own. A care plen for limited mokility P
! stated to turn and redistripute weight avery 2

“ hours. A care plan for urinary ingontinencee stated

10 tollet the resident every 2 hours. Per interview : : .
t with the Unit nurse 12/7/15 at 428 PM, resident # | : ‘ - i
{ 22 should be {umed, taileted and repositioned :

- every 2 hours,

|
t
.
2. Per racord review on 12/8/1 5, Resgident #65 fl i
i has dementia, and sits and walks in 8 stooped | |
| ovar pasition. Per an Qooupationsl Therapy ! |
| evaluation compieted on 10/7/15, the resident !
| wag givan a high back redlining wheelchair to |
imprave the position of the body when eating. ;
Dietary also included the recommendation of the :
 Cchalr for pogitioning when eating, The plan of '
care was updated with this recommendation @lso,

FORR CMIS-2967(02-09) Prévious Versions Dbasklo Svend Ity IOPS11 . Faciy D 475044 If cantinuation sheet Pags Tof 9
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LT
PINES REHAD & HEALTH CTR - LYNDONVILLE, VT 05851
(%4) D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTIDN i o
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F 308 Continued Frem page 7 ! F 309f
to be veated at meals in this wheelchair, Fer ! ;
observatlon on 12/7/1§ at the noon meat ’
. Resident #65 was observed sitting in the i :
: wheelchair positioned with thelr heag Up, and ; )
! being fed by staff. The resident was abls to look f
+around the room and engage in Bye contact with f

other residents and staff. Per observation on |
| 12/8/15 at the noon meal, Resident #65 was j
: observed sitting in g reguiar chair, stooped over
- 80 that their head was hanging down near thejr
( “knees. The ataff were feeding the resident in this . 5
position. Per inferview on 12/B/16 at 12:20 PM. f / !

the LNA (Licensed Nursing Assistant) in the

dining room stated that the nursing students had

seated tha resident in & regular chair, and

altfiough the LNA told them that the resident was . : ‘ :

to be placed in the whealchair, they did not ; ' !
{ transfer the cesident, nor did any of the ather ! .
| staff. Per interview on 12/8/15 at 12:30 PM  the .‘ |
' nurss confirmed that the ptan of care for this ; .-
; fesident stated that they were to ge in the I , :
| wheelchair for meals for proper positioning, ang ;
| that this was not done at todsy's ncon meat,
F 371 483.35(i) FQQD PROCURE, i Far
$5= ' STORE/PREPARE/SERVE - SAN/TARY ! |

The Tacility must - : . .
{1) Procure food from sources appraved or W_)
; considered satisfactory by Federal, State or logal

| authorities; and
(2) Store, prapare, distribute and setve food

;Iuncfar ganitary conditions ; ’ Cﬂ D 0)7 j 6) ’(p | |[

| |
f

This REQUIREMENT is not met as evidenced i

. ’ L

FORM £145.2267(02.59) Previous Versions Nhaalets Evont 1D JQPST Faciiity ID: 675044 i eontinuatior sheet Page 8 of @
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Based on observation and staff interview, the
facllity talied to prepare, distribute and serve food
under sanitary conditions, Fingings include:

: During the initial kitchen tour with the Dietary

Manager (DM) on 12/7/15 at 941 AM, the ,
exhaust hood over the main kitchen gtove was |
heavily soiled with grease and loosely hanging ‘
particles of dust and debris. The DM confirmed ,
this observation at the time of the cbservation,
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The Pines Rehabilitation and Health Center
Plan of Correction

Survey Completed on 12/9/2015

F159 483.10©{2)-(5) Facllity Management of Personal Funds

The facility failed to provide written quarterly statements to residents or fegal representatives
for 49 of 49 residents who have a personal funds account with the facility.

. Actlon taken to correct the deficlency:

1} The written quarterly statements for the 49 residents will be sent out January 8" 2016
(after the end of the last quarter),

IL. Measures put in piace to ensure deficient practice does not recur:

1} Alt residents who have a personal funds account with the facility will continue to receive
written quarterly statements. The statements will be sent out by the 8" of the month following

the end of the quarter.

2) The administrator will countersign statements sent out to ensure deficient practice does not
recur,

All reéidents have the potential to be affected.

Completicn date: January 8" 2016

Francis £. Cheney Jr. is responsible for the correction of this deficiency.
FISA for acuepled il Iesmarg)ome

F279 483.20(d); 483.20(k)(1) Develop Comprehensive Care Plans

The facility failed to develop a written plan of care for 1 of 3 residents (#78} in the sample of
those at risk of wandering.

1. Action taken to correct deficiency:

1) Nothing can be done resident #78 as this person was discharged on D8-19-2015.

tl. Measures put In place to ensure deficient practice does not recur;

1) Chart and MDS review was done on all residents at risk for wandering to ensure a care plan
i in place or that a note fs in place in the record to indicate why a care plan is not needed. This
will be checked quarterly on an ongoing basis to ensure deficient practice does not recur.



All residents have the potentiaf to be affected.
Completion date: 01/03/2015

Diana LaFountain RN/DNS Is responsible for the correetion of this defictency.
ﬁ?ﬁ‘”\ Poc aa_«ep{-ed ||‘~fhlﬂ di@mrﬁd)?wu/

F232 483.20]!([(3"“[ Services by gualified Persons/per Care Pian

The facility failed to provida services by qualified persons in accordance with each residents
written plan of care for 3 of 16 applicable residents (#20, 22, and 65).

L Action taken to correct the deficlency:

1) Resident #22 was checked and changed on change of shift rounds by 6-2 and 2-10 LNA's at
2pm per the LNA’s, The care plan stated that resident #22 needed to be checked and changed
every 2 hours, Staff did reposition the resident when toid ta by direct supervision on 12/7/15.

2) Resident #20 ‘s fail mat was placed by the bed an 12/7/15 by LNA’s when instructed to do
50 by the charge nurse.

3) Nothing can be done for resident #65 for the lunch time feedingon 12/7/15 as hefWas
done eating,

H. Measures put in place ta ensure deficient practice does not recur:

1) A Reposition and check and change sheet that needs to be signed off every 2 hours was
added to LNA documentation book for resident #22, (it will be on daily clipboard, checked by
LN’s and ptaced in chart avery day on an ongoling basis.

2) Resident #20 has a turn and reposition sheet in place. A fall mat check was added to that
sheet and is checked by LN's every day and placed in record on an ongoing basis. ‘

3) Lyndon Institute’s LNA instructor was counseled on the importance of reading residents
care plans and LNA assignment sheets when caring for residents at this facility, The instructor
was shown the care plan for resident #65 in regard to transferring to a high back wheel chair for
feeding. LNA’s were counseled on the impertance of following a care plan despite students
being in the building and that if a student did not follow the care plan it was their responsibility
to report this to their charge nurse for appropriate action, LN’s will check every shift when
being fed to ensure resident #65 Is always in a high back chalr for meals on.an ongaing basis,

All residents have the potential to be affected.
Completion date: January 3™ 2016

Diana LaFountain RN/DNS is responsible for the correction of this deficiency. .
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F309 483.25 Provide Care and Services for Highest Well-being

The facility failed to provide the necessary care and services to attain or maintain the highest
practicable physical, mental and psychosocial well-being in accordance with the comprehensive
assessment and plan of care for 2 of 16 applicabie residents (#22 and #65).

I. Action taken to carrect deflciency:

- 1) Resident #22 was checked and changed on change of shift rounds by 6-2 and 2-10 LNA's at
2pm per the LNA's, The care plan stated that resident #22 needed to be checked and changed
every 2 hours. Staff did reposition the resident when told to by direct supervision on 12/7/15.

2) Nothing can be done for resident #65 for the lunch time feeding on 12/7/15 as he was
finished eating.

Il. Measures put in place to ensure deficient practice does not recur;

1) A Reposition and check and change sheet that needs to be signed off every 2 hours was
" added to ENA documentation for resident #22 (it will be on daily clipboard and chacked byLN's
before placing in chart every day) on an ongoing basis,

2) Lyndon Institute’s LNA instructor was counseled on the iImportance of reading resident care
plans and LNA assignment sheets when caring for this facilities residents. The instructor was
shown the care plan for resident #65 in regard to transferring to high back wheelchair for
feeding. LNA’s were counseled on the importance of following a care plan despite students
being in the building, and that if students did not follow the care plan it was still their
responsibility to report this to their charge nurse for appropriate action, LN’s will check every
shift when being fed to ensure resident #65 is always in a high back chair for meals an an
ongoing basis.

All residents have the potential to be affected.

Completion date: fanuary 3", 2016

Diana LaFountain RN/DNS is responsible for the correction of this d eficiency,
T304 PO accephed 1o dHesnen i pr

F371 483.35(i) Food Procure, Store and Prepare Serve- Sanjtary

The facility failed to prepare, distribute and serve food under sanitary conditions.

I. Action taken to correct the deficiency:

1) The exhaust hood over the main kitchen stove was cleaned 12/7/2015.

It. Measure put in place to ensure deflcient practice does not recur:




1) Exhaust hood will be cleaned every week and will be checked by dietary manager weekly to
ensure this is being done on an ongoing basis.

Completion date: January 3™ 2016
Cathy Lacourse Dietary Manager is responsible for the correction of this deficiency.
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