-~ VERMONT
/\"\ AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail. vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Aduit Abuse: (800) 564-1612

September 26, 2016

Ms. Melissa Greenfield, Administrator
Rutland Healthcare And Rehabilitation Center
46 Nichols Street

Rutland, VT 05701-3275

Dear Ms. Greenfield:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 22, 2016. 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

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS F 000
: . S ident #f1 no longer resides
* An unannhounced onsite investigation of two Residen .
complaints was conducted by the Division of In facility.
Licensing & Protection on 8/22/2016. There was _
a finding related to ane compiaint. Findings i :
" include: 2016
F 281 . 483.20(k)(3)()) SERVICES PROVIDED MEET (nitial audit done of 8/20/201

55=p | PROFESSIONAL STANDARDS

: The services pmvidEd_ or arranged by the facility
must meet professicnal standards of quality.

. This REQUIREMENT is not met as evidenced
by
Based on record review the facility failed to

of quality regarding clarifying incomplete orders

, and following orders for monitoring of pxygen

* saturation levels for one resident in a sample of 3
with Respiratory needs (Ri#1). Findings include:

Per record review R#1 had a diagnosis of
Obstructive Sleep Apnea. H/She was admilted
with an order for BiPAP (Bilevel Positive Airway

! Pressure) with an axygen (02) bleed-in of 3-4
liters per minute (LPM). There is evidence in the
record that the resident had been refusing to use

¢ histher BIPAP for an extended period prior o
admission to the facility. There was an admission
order from the hospital MD for "O2 as nesded to
maintain an oxygen level equal to or greater than
80%". The Primary Care Physician {PCP} wrote
an order for ihe use of BiPAP and oxygen that
was reflective of the hospital record orders. The
order, as written, contains no route of
administration or fiter flow parameters. In the
record there are noles on nUMerous occasions,

! provide services that meet professional standards ) i

| P28
Residents receiving oxygen

therapy to make sure orders

are correct,

Mursing staff have been
’ Re-cducated regarding
| the correct procedure

for oxygen orders and use.

ONS or designee will conduct
weekly audits x4 to monitor
effectiveneass of the plan and
then monthiy x3 with resuits
to be reviewad at QA meeting

for further review and recommendations.
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beginning with the evening of admission, that

, state that the resident is resting with O2 at 2 LPM

" via nasal cannula-for comfort and related to his
refusal to use the BiPAP machine.

f1n an interview at 2:35 PM the Assistant
Administrator from a sister facility and the Unit

. Manager from Unit 1 confirmed that the oxygen
order was incomplete and that there was no
evidence recorded of SAOZ2 (saturation of arterial
oxygen) levels as related to the O2 use.

*Reference: Lippincott Manual of Nursing i
‘ Practice (Sth edition) Wolters Kluwer Health/
| Lippincett, Williams, and Wilkins.
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