B “’VERMONT 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

November 22, 2010

James Beeler, Administrator
Rowan Court Health & Rehab
378 Prospect Street
Barre, VT 05641
Provider ID #:475037

Dear Mr. Beeler:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on November 2,
2010. :

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:jl
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F 000 | INITIAL COMMENTS F 000
An unannounced onsite complaint investigation F 202 No residents were affected by
was conducted by the Division of Licensing and his alleged d fici .
Protection on 11/2/10. this alleged deficient practice.
F 202 | 483.12(a)(3) DOCUMENTATION FOR F 202 .
ss=D | TRANSFER/DISCHARGE OF RES All charts of residents transferred or

When the facil " _ discharged to another facility will be
en the facility transfers or discharges a : )
resident under any of the circumstanges specified reviewed by the Unit Manager to
in paragraph (a)(2)(i) through (v) of this section, ensure proper documentation of the
the resident's clinical record must be nurse and MD. Any chart that does not
documented. The documentation must be made
by the resident's physician when transfer or
discharge is necessary under paragraph (a)(2)(i) updated with the proper
or paragraph (a)(2)(ii) of this section; and a documentation.
physician when transfer or discharge is necessary
under paragraph (a)(2)(iv) of this section.

have the proper documentation will be

Nursing staff will be re-educated on the

proper documentation for transfer or
This REQUIREMENT is not met as evidenced discharge of a resident to another

by:

Based on staff interview and record review, the
facility failed to provide written documentation by

facility

the resident's physician of the reasons for transfer Random audits will be done weekly x 90

or discharge for one of three resident's in the days.

applicable sample. (Resident #1) Findings

include: The results of all audits will he reported

1. Per staff interview and record review, there is to the facility QA committee for review

no documentation by the physician in the clinical x 90 days.

record of Resident #1 stating the reasons for

Fransf_er or discharge to another facility. Per' The DNS/designee will be responsible

interview with the Assistant Director of Nursing .

(ADON) and record review on 11/2/10 at 1:30 for compliance.

PM, Resident #1 was transferred and then

discharged from the facility on 1/31/10 in order to Corrective Action date November 26,

be evaluated and treated at another health care 2010

facility. While the Nurse's Notes on 1/31/10

indicate that there was a change in the resident's F?-OQ, AL ACL&Q‘CU{ Whalo W
LABORATORY DIRECTOR'S OR PROVIDER/SUPP) IVE'S SIGNATURE : TITLE (X6) DATE

/ Vi i stvetor W |golo

Any deficiency s ent ending with an astensk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Before a facility transfers or discharges a
resident, the facility must notify the resident and,
if known, a family member or legal representative
of the resident of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand; record
the reasons in the resident's clinical record; and
include in the notice the items described in
paragraph (a)(6) of this section.

Except when specified in paragraph (a)(5)(ii) of
this section, the notice of transfer or discharge
required under paragraph (a)(4) of this section
must be made by the facility at least 30 days
before the resident is transferred or discharged.

Notice may be made as soon as practicable
before transfer or discharge when the health of
individuals in the facility would be endangered
under (a)(2)(iv) of this section; the resident's
health improves sufficiently to allow a more
immediate transfer or discharge, under paragraph
(a)(2)(i) of this section; an immediate transfer or
discharge is required by the resident's urgent
medical needs, under paragraph (a)(2)(ii) of this
section; or a resident has not resided in the
facility for 30 days.

The written notice specified in paragraph (a)(4) of
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is

i
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F 202 | Continued From page 1 F 202

condition, there is no documentation by the '

resident's physician of the reasons for the transfer

or discharge. This was confirmed with the ADON

in interview on 11/2/10 at 1:30 PM.
F 203 | 483.12(a)(4)-(6) NOTICE REQUIREMENTS F 203
$s=D | BEFORE TRANSFER/DISCHARGE

F203 No residents were affected by this
alleged deficient practice.

All nursing staff will be educated on the
transfer/discharge policy. A bed hold
policy and information on the right to
appeal will accompany all transfers or
discharges from the center.

Random audits of all discharges and/or
transfers will be conducted during
concurrent review x 90 days

The results of all audits will be reported
to the facility QA committee for review
x 90 days.

The DNS/designee will be responsible
for compliance.

Corrective Action date November 26,
2010. -
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transferred or discharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone number
of the State long term care ombudsman; for
nursing facility residents with developmental
disabilities, the mailing address and telephone
number of the agency responsible for the
protection and advocacy of developmentally
disabled individuals established under Part C of
the Developmental Disabilities Assistance and Bill
of Rights Act; and for nursing facility residents
who are mentally ill, the mailing address and
telephone number of the agency responsible for
the protection and advocacy of mentally ill
individuals established under the Protection and
Advocacy for Mentally Iif Individuals Act.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to provide the resident, and a family
member or legal representative of the resident,
with notice of discharge in writing and in a
language and manner they understand, which
includes the effective date of discharge, the
location to which the resident is discharged, a
statement that the resident has the right to appeal
the action to the State, and contact information
for the State fong term care ombudsman for 2
residents in the applicable sample. (Resident #1,
Resident #2) Findings include:

1. Based on staff interview and record review, the
facility did not provide written notification of
discharge from the facility to Resident #1 and
Resident #2, or their legal representatives, as
soon as practicable after they were transferred
and discharged to an outside health care facility.
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Per record review both residents experienced a
change in their condition which necessitated
evaluation and treatment at an outside health
care facility. Per interview with the Assistant
Director of Nursing (ADON) and the Admission
Director on 11/2/10 at 1:48 PM, the facility did not
give written notification of discharge to these two
residents, even though the facility's own
Admission Agreement document, which is given
to all residents prior to their admission, states on
page 5, under 11 d. "Transfer or Discharge by -
the Center: The Patient will receive written
notification of the Center's plan to discharge or
transfer the Patient and the reasons such a
discharge or transfer is necessary, in accordance
with the requirements of state and federal law."
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