=< VERMONT '
~e 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 /M. dail.vermont.gov

Voice/TTY (802) 871-3317

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

November 11,2014

Mr. John Danforth, Administrator
Redstone Villa

7 Forest Hill Drive

St Albans, VT 05478-1615

Dear Mr. Danforth:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on October
15, 2014. 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. ff 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

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection VYocational Rehabilitation
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F 000 | INIT§AL COMMENTS F ooo ﬂmmm—_%&
| ‘ MAINTENANCE SERVICES
An §nannounced onsite recertification survey and L How will ction be |
a cofnnlalnt investigation was conducted on agcompllshed for those
 10/1p/14 through 10/15/14 by the Division of alfteted by the deloicat
Licegsing and Protectioh. The findings include practice?
the fpllowing: All 3 portable privacy cuttains
F 263 | 483 ] 5(h)(2) HOUSEKEEPING & F 253 were cleaned and sanitized on
ss+E | MAITENANCE SERVICES | s
' - gther realdents having the
The facility must provide housekeepling and atentis] to
malrenance services necessary ta maintain a pume delicicnt practgy?
sanifary, arderly, and comfortable Interlor. Resideats who have portable
‘ privacy screens are at risk by this
alleged deficient practee.
ThisREQUIREMENT is hot met as evidenced inko place or syapemie chungen
by: | . made to enure that the
Baspd on observatioh and staff Interview the deficlent practice will not
facillly falied to assure that housekeeping gﬂil —
servpes maihtained a sanhitary Intetlor for 2 of 3 ¢ cducation o
Hougek:
pori ble privacy curtains. The findings Include the mf,f;c :fmémdgsﬁzgs
folloging: of portable privacy screenis and
re cdt:lcﬁiO!] of LNAS on
Per terview on 10/14/14 at approximately 2:15 f‘l“‘/‘;‘;‘/’iﬁp""“’y sereens by
PM, vith a Licensed Nursing Asslstant (LNA), ‘ :
| 4. How will the faeillty mop(for
s/hejvas questioned how personal care Is ity correstive nctions to emsure
proviled ta tesidents in roomns without hanging that the defielent practice will
priveey curtalns. LNA identified that portable not reuy?.
priveby cuttalhs which ere located on each floor Executive Director/Designee will
ate Qtllized to provide privacy duting personal audit portable ptivacy screens
! i S 3X per week for 3 months.
carefto residents. Per inspection of the portable Results will be reviewed at the
privaey curtain on the first floot on 10/13/2014 _ quarterly QA meeting,
nurrrols stains of yellow/brown drled fiquld was §. Xnclude dates when a
notell over varlous locations on the vinyl covering. corregtive agtion will be
LNAgonfirms at this time that Housekeeping Is %cm s
| H . c
resppnsible for cleaning of the portable privacy responsiblc for monitoring to
CUI‘E hs atswee complipnee with POC and
| . _ regulatory requirerments by
Per fiterview with the Housekeepihg Supervisor L5114,
R'S DR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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ent ending witha
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| . DEFICIENCY)
F 253 Con nued From page 1 F 253 453 ?0(’3""‘3?{‘"2 ”hoi“} WBerftand RK | Pt
on te moming of 10/15/2014, confirmation Is
madp thal the Housekeeplng Department does
not ean the portable privacy curtains, Per
Inspfctian of the 2 portable privacy curtains on
the Ind flcor, confirmation Is made by the
Hou ekeeping Supervisor that one of the 2
portdble privacy curtalhs also has humerous
stai \ of yellow/brown dried liquld over various
locaflons on the vinyl covering. Per interview and
obsdvation with the Nursing Home Administrator |
on thle morning of 10/15/2014 confirmation s
macdk that 2 of the 3 portable privacy curtains are
{ staifed and unsanitary. k218 cc
' ASSESSMENT/ACCURACY/
55=0 | ACQURACY/COORDINATION/CERTIFIED D
: : L. Ho rrettiv s be
The pssessment must accurately reflect the Assw_np_ll_s?!asslm&m
4 1 un v poea
resl : nt's status. Shected b the deficlen
' practise?
A reg Istered nurse must condUct or coordinate Resident 16 Comprehensive
eac 1 assessment with the appropriate Assessments were modified for
part Ipation of health professionals. 8/4/14, 8/14/14, §/17/14 cn
10/16/14.
A refistered nurs_e must slgh and certify that the OLM%MM:_G?H&
assgssment is completed. alle he
| : pame deficlent praciice?
Eacll individual who completes a portion of the Resldeats requiring MDS
assgssment must slgh and certify the accuracy of " assesstments dro 4 at risk by this
that orﬂon of the assessment. ' _alleged deficient practice.
| 3, What meanres wil be put
Undpr Medicsire and Medicaid, an individual who H&ﬂ!ﬂ!ﬂuﬁﬂﬁm
: R tetial and mads fo ansure that the
willfgily and knowingly certifles a mate dellclent practice will pot
faleq statement in a resident assessment s rectly?
subfpct to a civil mohey penalty of not more than Re education by the MDS Regional
$1,0D0 for each assessment; or an individual who Masager to the MDS coordinator
wilif lly and knowingly causes another Individual oy of coding was done on
to cfrtify a material and false statement in a =
resifent assessment Is subject to a civil money
! : ‘
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X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION - xs) -
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F 278 | Con§riued From page 2 E 278 4 tiow will the Iaelkity monitor
peng ty of not more than $5,000 for each " | thatthe dsvgc!eg'ggn:gcg:ﬂ!!.
assapament oot reour?
‘ : | ‘ MDS Regional
Clinigal dlsagreement does rot constitute a i : Manager/Designee will do
i rendorn audits of MDS'S weekly
matefial and false statement, for 3 months.
Results will be reviewed at
i quarterly QA meetinp.
This REQUIREMENT s not met as evidenced 3. lpsluds datey when a
by: | corrective actlo
Baspd on record review and staff interview the sempletid. .
facilily failed to assure that the comprehensive Exccutive Dircetor wil be
p responsiblc for moritoring te
assepsment accurately reflected resident status assure compliance with POC and
for 1kesident (R#18) in a Stage 2 sample of 13 , regulatory requiremeats by
who bas a pressure ulcer. Findings include; 154,
Per fecord review, Resldent #16 was coded In Fare ot ace WM ”‘MN mﬁmﬂ“aﬁl L
Preskure Ulcer assessments beginning on 8/1/14
untll pow as having a Stage |l area of het coccyx.
in MPS (Minimum Data Set - a comprehensive
assegsment topl) assessments conducted on 8/4,
8/14fand 8/17/14 each assessment coded the
| Presgure ulcer as a Stage ll. Per obsefvation of
the girery other day dressing change ta the
presfure ulcer at 2:10 PM on 10/13/14, the
resident has a Stage Il Pressure Ulcer with
undgrmining on her coccyx. In a staff Interview
oh 1§/14/14 at 2:30 PM the Director of Nursing
Servfes (ONS) confirmed that the MDS
assgpsments coded the Stage |l Pressure Ulcer
as ajptage |l
F 279 | 483.30(d), 483.20(k){1) DEVELOP F 279
55=¢ | COMPREHENSIVE CARE PLANS
A fadliity must use the results of the assessment
to depelop, review and revise the resident's
comgrehensive plan of care,
The Jacliity must develop a comprehensive care
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORREGTION " (XS
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CUMPLETION
TAG EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
DEFICIENCY)
: | VELOP C NSIVE
.F279| Co finued From page 3 F 279 CARE PLANS )
plarffor each resident that Includes measurable 1. Faw will correslive action be
objgrtives and fmetables to meet a resident's gucemplished for (hose
medfical, nursing, and mental and psychosocial re nd have b
neeld E| a8 |de ed | F ngiv alftcted by the defigient
s that ars (deptifled in the colmiprehensive "

ass ssment. Resident #16 Comprehepsive

carc plan for pressure ulcer was

reviewed and updeted oa

10/16¢14. Regident #41 care plan

for comfort carc was updated op

10/14/14. Resident #41 died on
~fon4/14,

are plan must describe the services that are
to b furnished fo attaln or maintaln the resident's
higest practicable physical, mental, and

psyfhosocial well-belng as required under

Th

§489.25; and any services that would otherwise oLt “deot
be kquired under §483.25 but are not provided 0 idents haylpe the
duedto the resident's exerclse of tights undet : tent] affccted
548P.10, including the right to refuse treatment aume deficlent praciice?

Resident who arc ot tisk for
pressurc ulcer development or
bave pressure ulcers and comfort
care orderd are at risk by thid

~ atieged deficient practice.

uncher §483.10(b)(4).

Thid REQUIREMENT is not met as evidenced

by: i | 3, What meagures will be put
Bafed on observation, medical record review mﬂ%«*ﬂnﬂuﬁé !":“

#41)

andjstaff interview, the facllity failed to develop,
revigw ahd revise the comprehenhslve care plah

% of 13 residents (Resident #16 and Resldeht
in the applicatile sample. The findings

recur?

deflcient practige wilt not

Re education of all Licenscd
Nurses nad Care plan
coordizator on care plany

Incljde the following: devclopment and revisions will

‘ be done by 11/15/14. ‘
1. Fpr staff interview on 10/13/14, Resldent #16 4, How wlli the fagllity monitor
hasfa Stage 3 Pressure Ulcer. Per obsetvation at, | Hycorrectiv to eus
2:14 PM on 10/13/14, Resident #18 has a Stage t | thay the dcficlent pragtice will
3 Plessure Ulcer with undermining.  Undermining sotreeusd
Is e destruction of tissue o ulceration extending DNS/Desiguec will audit carc

plany 3X per week for 3 months,

under the sklh edges (marglns) so that the

Results will be reviewced at the

prefsure ulcer is larger at its base than at the _ quarterly QA migcting.
skif surface. In a review of the Minimum Data Set 5. Inclusy dates when o
(MIJS) assessments, the resident was admitted | sorpesiive aetion will be
wit no pressure ulcers. In an MDS assessment spmpleted.

dat§d 7/24/14 is the first noted Stage 2 Pressure

Ulclr. Additional MDS assessmenis dated 8/4,
8/14/ and 8/17/2014 all note a Stage 2 Pressure

‘ORI CMS.2597(07888) Previous Verslona Obaolele

L10/900 4 68204

Evert 0. wB14

Ezclllty ID: 475085 -

iN01S03Y

NS will be responsible for
monitoring to assure compliance
with POC ahd regulatory
requitements by 11/15/14,,

if continuatlon sheet Page d of 15

0821 5BEL8L 1141

vlLoz/80/11L



DEPARTMENIN OF HEALTH AND HUMAN SERVICES

PRINTED: 10/29/2014

FORM APPROVED

CENTERS FR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF OEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A_ND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
475055 B. WING _ 10/15/2014
| NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
7 FOREST HILL DRIVE
REDSTONE VIl LA
_ | STALBANS, VI 05478
(4] o SUMMARY ETATEMENT OF DEFICIENCIES Ja] PROVIDER'S PLAN QF CORRECTION x5)
PREFIX CH DEFICIENCY MUBT BE PRECEDEC BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG GULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 279 | Confjnued From page 4 e 27g| VHT8 L accepld Mol b 4 ot

admjtted on 3/21/14 with no pressure ulcers, On
5/7/34 the Comprehensive Nursing Assessment
his a Stage 1 Pressure Ulcer of the Sacrum.
baper Pressure Ulcer Record dated 7/17/14,

meter (cm.) was noted. On 8/1/14 the

$ure Uicer Record notes a Stage 3 Pressure
is present and on other skin assessments
i 6/6/14 through 9/18/14 the Pressure Ulcer
A orded as a Stage 3 Préssure Ulcer varying

eview of the record the initlal comprehensive
Jof care did hot contain any preventative
Fures specific to pressure ulcer prevention.
§/15/14 a reddened area s noted on the care
piarjand a hydrocollold dressing placed over the
cocdyx to be changed every 72 hours. No ather
Intefventions specific to pressure ulcer prevention
werl Initiated in the plan of care untll the Stage 2
¥ Is noted on 7/17/14 when wound care and

4r mattress were intiated. On the Risk factors
in tHe pressure ulcer record initiated 7/17/14
Muiple Sclerosls, Immobility, Poor PO (oral)
ake of food and fluids, Resistive to care,
Reffsal to stay In side lying position are all listed

g the Pressure Uicer was determined to be a
Stafje 3, the intervention of repositioning every
and use of a wedge for pressure relief were
added as interventions. |h an interview on
10/§5/14 at 2:45 PM the Director of Nursing
Serfices (DNS) confirmed that new interventions
we added to the care plan i response o an

incase in the Stage and Size of the pressure
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F 279 Confnued From page 5 ‘ F 279
ulcef rather than as an initial preventative care
plan} :
2. Ppr medlical record review on 10/14/14 at
apprpximately 3:30 PM, Resident #41 was
admgted on 6/10/14 with diagnoses to include
Musgle Weakness, Anxiety Disorder, Anaplastic
Largp Celi Lymphoma Nodes with multiple sites,
Hypqrtenslon, Thyrold Disorder, Hyperlipidemia
and Post Traumatic Stress Disorder.,
Per Bhysician orders dated 10/10/14, they dlfect
staffgu begln comfort care, discontinue all
medfations administered by mouth (PO), with
the grception of Seroguel as tolerated to
contfue fluids as tolerated, administer Ativan
Interfsol 2 milligrarmis (mg), 1 mg PO every 2
hourg as needed (PRN) for anxiety and/or alr
hunger and administer Morphine Intense! 20 mg
PO gvery 2 hours PRN for palh and/or resplratory
distrgss. Pet interview with the Regional Director
of Qfallty Improvement at approximately 3:30 PM
on 19/14/2014 confirmation is made that there Is
no efidence that the Interdisclplinary Care Plan
Inclufles a written plan of care for comfort as — F261 SERVICES PROVIDED
presgrbed by the physician. © MEETTROFESSIONAL
F 281 | 483.30(k)(3)() SERVICES PROVIDED MEET F 261 -
‘sou | PROFESSIONAL STANDARDS e e asdun bt
regidenty found to have been
The gervices provided or arranged by the facliity Allected by the deficient
musymeet professional standards of quality arastics? _
Resident # 54 received the doscs
of IV medication, otdered thru
. K8,
ThisREQUIREMENT is not met as evidehced :gmtiuiie:: ﬁgith:“di:ngdd
by . wids Infuscd for the proper time
Baskd on record review and staff interview, the thru Jast dose on 10717/)4.
facilify failed to assure that nurses both received ﬁ:;‘s‘ij’-:,‘,’ﬁ“f‘;{d: ¢ coiained and
e Xygen usc on.
and fpllowed valid physician's medical orders for 10/14/14,
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m

| admitted to Redstore Villa from Figtcher Allen -

H&althcare (FAHC) on 10/3/14 with a ptimary

huired intravenous (IV) administration of
bictics for 14 days {o treat the Infection.

Dgring an [nterview on 10/14/14 at 10:15 AM, the |

] er for additional ordered doses (for three times
ddfly, every 8 hours, over 14 days) was faxed to
thi CAP Pharmacy. The DNS further reiated that
th phafmacy mistakenly delivered the

bdication (next due to be given at 12 midnight
ark 8:00 AM of 10/4/14) to the Revera taclity in
Rdchestar, NH. Upon review of the Medication
Administration Record (MAR), the Reglstered
N{rse (RN) confirmed that the circled "N/A" for

thi midnight dose of ceftazidime for 10/4/14
mgant that the dose had nat been administered.
THe 8:00 AM dose had been signed off as
Inistered. The RN also showed the pharmacy

gl to this sutveyor. The iabel stated, "infuse 2

Hratms In 50 mL over 30 min. at pump rate of

D mililiters per hour for 14 days] On 10/14/14
3:25 PM, Resldent #54 confirmed during an
rvlew with this surveyor that the midnight dose
is/her medication had been missed onthe

g|
[2]
1(

In
of

"| firgt night after admission.

infaddition, at 7:36 AM on 10/15/14, Residant #54
stfted to this surveyor that iast night's midright
iblotlc doge had Infused over approximately 10

ref ident was visibly distressed. At approximately
0 AM, the suiveyor interviewed the LPN

(50 mL) over 30 min, at 100 mLh gBh x 14 d" |

gthigr resideints having the

2] to be affee
sine defielent praciee?
Residenits who receive
: madications and Oxygen #ee at
‘ risk by this sllcged deficient
! practice.

3, What megsures will be put
into place or systgmic changes

into place o hanges

magde 1o engure that the
deficlent prac t
ecurt?
Re-in servicing licensed nurses on
IV administration, medications not
avallable protecol, and oxygen
adtninistration will be done by
11/15/14, Re cducation of IV
administration and IV pump usc
will be done on & a3 hoeded basts.
4, How will the facillty mopitor
Its correc t ensur
that the defielent pracice will
Not recur?
NS/Desipnes will audit 3X per
woek ot IV administration and
i 3X per week on oxygen
sdministration, and audit 3X per
weck oh itteds not availabic
protoeol. for 3 months.
Results will be reviewed at
quatterly QA mecting.
5, Inclnde Jates when g
i | correetive action will e
' completed,
DNS will be respotsible for
mouitorlng fo assure complisties
with POC aud regulatory
requirements by 11/15/14,

Fﬁbl fol atz.ap'twi Wio|w Mibertvand gl st
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F 281 | Centinued From page 6 ‘ F 281 |
2 bt 13 residents (Residents #54 and #8). 2. How wifl the faclllty identify
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F 281 Confnued From page 7 F 281

midtight dose last night, everything seemed fine
excgbt that the antiblotic had Infused in about 15
minges [rather than 30 min.]. At 1:15 PMon
10/1§14, the DNS confirmed that, aftet thelr
interfal Investigation, it was determined that the
L.PNhhad twice primed the intraverious equipment
an effort to clear alr bubbles from the

% had Jost more of the total liquid (50 mL)
thankusual. Mechanical problems with the pump
been ruled out. Thets was ho evidence of

Refdrence: Lippincott Manual of Nutsing Practice
(Sth|pd.), Wolters Kluwer Health/LippIncott

e-admitted to the facliity on 8/22/14 with
oses that included COPD (Chronic
Obsjuctive Pulmonary Disease, 8 chronic
resdratory condition), Congestive Heart Failure,
Atrid Fibrillation and other chronic medical
condliions. Per observation, on 10/14/14 the
resiflent was recelving.oxygen per nasal cannula
andfeported use as needed for shortness of
breh. Per review of the physiclan orders, there
waslio order for oxygen, by liters, route (mask or
nas§l cannula) or frequency for the perlod
g/1-40/31/14. The above was confirmed by the
DNY (Director of Nursifig) on 10/14/14 at 10:54
AMJSihe raported that the oxyger order had

beel missed during reconcillation. The facility
bleted a physiclan order for the oxygen at the
timdof the survey. Per review of the facility pollcy,

Oxyien Administration, under the heading,
ORM CMS-2667(C2fJb) Previous versions Obaolete Event ID: [IVB11 Faciiity ID: 475055
LLO/0L0 'd BZOLY ELNPRIEL |
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Prefaration, sigtes "1. Verlfy that there Is a 184 Trestment /sves tg preveny/ee

phyliclan's order for this procedure..." : pressure sores
F 314 | 483%5(c) TREATMENTISVCS TC F 314
s5=6 | PRAVENT/HEAL PRESSURE SORES -Flop vl cory tive agdon b

b ¢

Baspd on the comprehensive assessment of a o ted b uhe ?:nt .

resifient, the facility must enisure that a resident praciice?

whdenters the facility without pressure sores Resident pressuce sofe was

| to drevent the development and worsening of a

=p hot develop pressure sores unless the
Idual's clinical condition demohstrates that

13 Jecelved the riecessary treatment and services
ssure Ulcer: Findings include:

{statf interview on 10/13/14 Resident #16 has
dage 3 Pressure Ulcer. Per obsetvatlon at 2:10

Prdesure Ulcer with-Undermining. Undermining Is
fdestruction of tissue or Uliceration extending
er the skin edges (margins) so that the

Sef(MDS) assessments, the resldent was

itted with no pressure ulcers. in an MDS
essment dated 7/24/14 s the first noted Stage
2 Hressure Ulcer. additional MDS asséssments

cvaluated on 10/15/14 by Plastic
Surgery at FAH and carc plan
was Updated aftcr visit,

2. How will the fa de

ther reglde avl e

tend ]

eted by the

Residents who have the potentiul
For pressure ulcer developmeat o
with pressutc sores are at risk by
thig alleped deficient practice.

k) t mpA U I t

Re education of Licensed Nurses

oft the prossure ulcer care and

provention by 11715714,

4. How wi] the i ito
LK Ve R ns neu

that the deiiclent practice will
notyesur?
PNS/Designee conduct audits ol
minimiom of 3X prr week to
monitor effecriveness of the plan
for 3 moaths.
Results will be reviewed at the

_ quartetly QA meeting.
5. Ing/pde datey when s

somrectlye setion will by

sompleted.

DINS will be responsible for
moitoting to essure compliance
with POC and regulatory
requircments by 11/15/14..

Fadtlity ID: 475055

daged B/4, 8/14/ and 8/17/2014 all note a Stage 2
*ORM CMS-2587 D39} Previous Varnl-ons Obaolete Evan! ID:11vB11
Llo/Llo " d BeoL# INOLSOTY

082158E18L BL:LL
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NAME OF PROVI

REDSTONE VI

(%) 1D
PREFIX
TAG

F 314 | Confnued From page 9 F 314/ T3 fol aicepled vhol Wy Pgeivand W\P‘mb
Pregsure Ulcer.

eview of assessments, the resldent was
ed on 3/21/14 with no pressure Ulcers, On

revelils a Stage 1 Pressure Ulcer of the Sacrum.
hapet Pressure Ulcer Record dated 7/17/14,
a Sthge 2 Pressure Ulcer measuring 4x4
cenlimeters (cm.) was hoted. On 8/1/14 the
sure Ulcer Record notes a Stage 3 Pressure
& s present and on other skin assessments ‘

. _| datedt BI6114 through 9/18/14 the Pressure UICer | ..o o - oo i e m
d-orded as a Stage 3 Pressure Ulcer varyitg ' .

areview of the record, the Initial

nrehensive plan of care did hot contain any
ptefentative measures speclfic to pressure ulcer
prefention. On 4/15/14 a reddened area is hoted
e care plan and a hydrocolloid dressing

fd over the coceyx to be chianged every 72
§s. No other Interventlons specific to pressure
ulcd prevention were Inifiated in the plan of care
untlthe Stage 2 ulcer is moted on 7/17/14 when
wodhd care and an air mattress were initlated.
onfhe Risk factors In the pressure uicer record
initikted 7/17/14 Multlple Sclerosis, Immobility,
Podf PO (oral) intake of food and flulds, Resistive
to dhre, Refusal to stay in side lying position-ara |
all [ted as risk factors. i

& the Pressure Ulcer was determined to be a
Staie 3 the intetventions of repositioning every
hodk and use of a wedge for pressure relief were
added. In an interview on 10/15/14 at 2:45 PM -
thelDrector of Nursing Service (DNS) confirmed
thal new [ntarventions were added to the care
pla} in response to an increase In the stage and
sizq of the pressure ulcer rather than as an Initial i

"ORM CMS~2567(0%09) Previous Versions Dbsolete © EvertiD:Iveiy Facly 1D: 475056 If continuation sheet Page 10 of 15
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SUMMARY STATEMENT OF DEFICIENGIES
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p
PREFIX
TAG
DEFICIENCY)

 PROVIDER'S PLAN OF GORREGTION
{EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPRUPRIATE

X5
COMPLETION
DATE

F 314

F 328
S$3=E

Co inUBd From page 10
pre ‘ phigtive care plan.

In stff interviews pn 10/13/14 at 2:10 PM the

h representative of 3M (a wound care supply
company) who is a wound specialist. She

rmed that the wound speclalist had never .

d Resldent #16's pressure ulcer. in an

_stated that the resident had been sesn by the
Thefapist who is a Certified Wound Specialist
andghat the Therapist would be In the facliity the
follojving day. In an-interview on 10/14/14 at

4 PM the Occupational Theraplst stated that
elhad been trained in Lymphedema care which

inchided wounds. S/he stated that this led to

sev@ral wouhd niurses and taken some training

but (b not a Certified Wound Specialist and has

not done tralning specliic to pressure uicers. Sie
' slated that s/he has not seen ot treated

Hent#16's Pressure Ulcer or consulted with

deord review on 10/15/14, the Licensed Nurse
d (LNA) Electronic Activities of Daily Living

filtlaled as being done. In an interview on
B/14 at 12:30 PM, the DNS stated that the
ronlc flowsheet reflects the standard turning
2 hours and that there are no special

F 314

F 328

LL0/€10°d B620L%

Evant {D: dvB1{1

IND1S03Y
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. ) ___ERBTREATMENT/CARE
F 328 | Cofjtinued From page 11 - F 328
The facilty must ensure that residents recelve : .
proper treatment and care for the following _
spdgid| services:
Injgrtions;
Pafenteral and enteral fluids; N ' Resi‘dz:trt 54 :Ie_c;zed :ihec oo
Colpstomy, ureterostomy, or lleostomy care; ‘l’g}‘l’;jl A R‘;CE d:mt #"“54 °15V’
Tragheostomy care; | medication was instilled for the
'Fl; heal suctioning; mom?:ndcd time thru
efplratory care; 1071714,
Fo pcare;n;nd : 2 will the ident
__| Prdptheses, [ A ey —
eli actiee?
: ' Residents receiving IV
This REQUIREMENT is not met as evidenced 3 medﬁlﬂﬁol;(:lr guidstare atﬁn’sk by
by: ' ' j this allcged deficient practice.
Babed on record review and staff interview, the ‘
facyity failed to assure that one of 13 residents 1, What measures will be put
(Rqsident #54) in the sample received proper ' wﬂ h"o“‘“' !fm
tre§tment and care for parenteral flulds deficent practics will not
(In§avenous infusion of fluld with antiblotic). tesue?
Fir@iiings include: r}e;n seri\l:;?g lictenselt: ::351?:! oo
‘ eds available protoco
1. er medical record review, Resident #54 was tdministrtion will be done by
adfhitted to Redstone Villa from Fletcher Allen 4. Ho Wil the facity monlto
H “hcal'e (FAHC) on 10,3!14 Wlth a pl‘lma‘ry s corrective [ re
diagnosis of a respiratory Infectlon. Resident #54 that the deflcient practice wil
reduired intravenous (IV) admlr}aistratloré of ' W}m ST
anfblotics for 14 days to treat the infection. , it P
‘ Dufing an interview on.10/14/14 at 10:15 AM, the s
order for additional ordered doses (for three times months.
dafly, every 8 hours, over 14 days) was faxed to ‘ Results will be reviewed at
thdd CAP Pharmacy. The DNS further related that . Quarterly QA meeting,
| thdl pharmacy mistakenly dellveted the MM&M&:*HHF#&
| meldication (next due to be giver: at 12 midnight Serresiive action will be it !"“’"’
anj 8:00 AM of 10/4/14) to the Revera facllity In DNS wil be respormibie for
Rabhester, NH. Upon review of the Medication Mmonitoring to assure compliance
Adninistration Record (MARY}, the Reglstered with POC end regulatory
Nikse (RN) confirmed that the circled “N/A" for requirements by 11/15/14
the midnight dose of ceftazidime for 10/4/14 , _
*ORM CMB-2567(0§-99) Previcus Versiohs Obeolete Event LD: (IVB11 Faciity | 476056 " i continuetlon sheat Page 12 of 15
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F 328 Coptinued From page 12 : apg T 74t fol 2ucpted Wl Mbcrant exljnt
nt thet the dose had not been administered. : - :
8:00 AM dose had been signed off as
inistered. The RN also showed the pharmacy
| to this surveyor. The label stated, "infuse 2
(50 mL) over 30 min. at 100 mL/h g8h x 14 d"
rams in 50 mL over 30 min. at pump rate of
mililliters per hour for 14 days] On 10/14/14
125 PM, Res|dent #54 confirmed duringan
iew with this surveyor that the midnight dose
Isther medfcation had-been missed on the
night after admission.

ddition, at 7:36 AM onh 10/15/14, Resident #54
ed to this surveyor that last night's midnight
biotic dose had Infused pver approximately 10
utes rather than the usual 30 minutes. The
dent was vislbly distressed. At approxtimately
AM, the surveyor intervlewed the LPN
ensed Practical Nurse) who stated that for the
hight dose last night, everything seeried fine
ept that the antblotic had infused In about 15
utes [rather than 30 min.]. At 1:15 PM on
5/14, the DNS confirmed that, after thelr
mal Investigation, It was determined that the
had twice primed the intravenous equipmetit
in an effort to clear air bubbles from the
ng had lost more of the total liquid (50 mL)
usual. Mechanical problems with the pump
been ruled out: There was no evidence of
Im to the resident and the physiclan did not
e concern over the shorter infusion time.
60(a),(b) PHARMAGEUTICAL SVC - F 425
URATE PROCEDURES, RPH :

F 425 | 48
ss:p Al
facllity miust provide routine and emergency
s and biotoglcals to its residents, or obtaln
under an agreement described in

3.75(h) of this part. The facllity may permit

"ORM CM5-2567(08-96) Frevious Vesions Obsclote Ewvent ID: ivB11 Faglitty 1D; 475055 It cominuaholn sheet Page 13 of 16
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] DEFICIENGY)
F 425 | Coptinued From page 13 F 425 F425 PEARMACEUTICAL SVC-
- URE
unlfensed personnel to administer drugs if State ACCURATE FROCEDURES: RPI
la permits, but only undet the general 1 How will corrvstive astion be
sufervisior of a licehsed nurse. accomplished for thoe
Ve peen

| Intefvlew on 10/14/14 at 10:15 AM, the Director of

cility must provide pharmaceutical services
uding procedures that assure the accurate
Iring, receivihg, dispensing, and

inisteting of all drugs and biclogicals) to meet
eeds of each resldent. :

facllity must erriploy or obtain the setvices of ]
Il agpects of the provision of pharmacy
lces in the facility.

REQUIREMENT Iis not met as evidenced

ad on tecord review and Interview, the facility
to provide pharmaceutical setvices

ding procedures that assure the accurate
irlng, receiving, dispensing, and _
inistering of all drugs and biologicals) ta meat
eeds of 1 bf 13 residents (Resident #54) In
pplicable sample, Findings include:

t medical record review, Resident #54 was
Itted to Redstone Villa from Fletcher Allen
thcare (FAHC) on 10/3/14 with a primary

osis of a respiratoty Infectlon. Resident #54
fred Intravenous administration of antiblotics
4 days to treat the infection. During an

Ing Services (DNS) stated that the first
orddred dose of ceftazidime (an antiblotic
medication), due to be administered Intravenously
at 4p0 PM on 10/3/14, had been provided by

Bhsed pharmacist WHo provides consultation | -

affected by the deBeient

7

‘Pharmucy ws contscted on
11/4/14 on IV med not delivered
timely. Resident reccived
medication doses ordered thru
10717714,

| other yresldents having the .
Ratential to be affected by the

e defleienk praghiee?
Resident 3 receiving micdications
are at risk by this alleped
deficlett practice.

2. How will the facility idently

. What ¢ put

ce or systemic cha
madc tp epsure that the
dellcient practice will not
ecur?

Re education of all Licensed
Nurses on medication availsble
protocol by 11/15/14.

4, How will the facllity mogltor

<ton.

Ity correctlye actons to cngpre
that the delicient practice will
hotrecur?

DNS/Deslgnec will audit 3X per
weel mcds available protocol for
3 months. -

Results will be reviewed at the
quartetly QA meeting.

3, jnclude dates whei 4

corxractiv on will

Epmpicted.

DNS will be responsible for
monitorihg to assure compliance
with POC and regulatory
requirements by 11/15/14.

P43 Pl actephed WhelN Wiiivay s pu [rd

"ORM CMS-2587(D2.
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F 425

Co tinued From page 14 T .

In'dnight and 8:00 AM of 10/4/14) to the
Refera facility In Rochester, NH, and was thus
{oiven at midnight. Per the DNS, the dose of
ivenols antiblotic due at 8:00 AM on 10/4/14
4 been obtalned that same morning. from

F 425

iihistered, then the CAP PRarmacy dellvery
bubsequent doses. Upph review of the
ication Administratioh Record (MAR} at 10:40

dirmed that the circled "N/A" for the midnight
dofe of ceftazidime for 10/4/14 meant that the
dofe had not been administered, ‘

Llo/L10°d BZOLE
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