7~~~ 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:/fwww.dail.vermont.gov

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 Adult Abuse: (800) 564-1612

May 18, 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 April
27, 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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i ‘ i correction does not constitute the providers
' An unannounced on-site complaint investifgat!on | : af:{mis.sion of/or agreement with the alleged
1 was conducted by the Division of Licensing and | violatlons or conclusions set forth in this
Protection on 4/2718. There were regulatory 1 statement of deficiencies. This plan of
findings. : I
e
F 225 |.483.13(c)(1)(ii-(ii), (©)(2) - (4) | pggs| COrrectionis prepared and/or executed as
ss=p | INVESTIGATE/REPORT | _ required by State and Federal law. l
| ALLEGATIONS/INDIVIDUALS \
The facility must ot employ individuals who have | : o ' 1
been found guilty of abusing, neglecting, or _ ; F225 483.13(c)(2){ii)-(iii), (c)(2) - (4) .
mistreating residents by a court of law; or have | i . o o
had a finding entered into the State nurse aide 1. The identified incident was }
+ registry concerning abuse, neglect, mistreatment reported to state agency on
; of residents or misappropriation of the:'r property, 4/21/16 as identified
and report any knowledge it has of actions by a : o .. . o
court of law against an employee, which would ! 2. Facility administration has reviewed
indicate unfitness for service as a nurse aide or and understands the requirements
| pther facility staff to the State nurse aide registry for reporting altercations between
: or licensing authorities. ' i ‘
1 : residents to the state agency and
: The facility must ensure that all alleged vioiations the time frames in which to do so.
involving mistreatment, neglect, or abuse,; 3. Audits will be completed as needed
! including injuries of unknown source and ‘ X . .. '
1 misappropriation of resident property are reported | w:th.reportabh-e Incidents to
* immediately to the administrator of the facility and monitor effectiveness of the plan.
to other officials in accordance with State law I 4. The results of the audits will be
through established procedures (including to the ! .
i reported to t
State survey and certification agency). porte he. QAA committee X3
, - months for review and further
| The facility must Fave evidence that'mrallg'ged S actionneeded. I
| violations are thoroughly investigated, and:must 5. Corrective action.will ba completed :
prevent further potential abuse while the by 5/27/16
. Investigation is in progress. _ Y .
. L 6. The facility Executive Director will
_The results of all investigationis must be reported ’ be responsible to monitor the plan.
to the administrator or his designated
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F 225{ Continued From page 1
' with State law (including to the State survey and
certification agency) within 5 working days of the
| incident, and if the alleged violation is verified !
" appropriate corective action must be taken.

i
1
| This REQUIREMENT is not met as evidenced

i by: :
l | Based on staff interview and record review, the i
§ facility failed to report an allegation of a resident
- to resident altercation to the State Agency untila
week after the incident. Findings include: ?

Per review and investigation of an entity reported I
incldent, there was an altercation between two |
residents that occurred on 4/8/16 and it was not ’
reported to the State Agency until 4/21/16. Per :
! terview with the Administrator, sfhe confirmed at.
\ 210 PM that the incident had been filed late. At
6:10 PM per interview with the Director of Nursing |
Service, sihe was aware of the incident at the |
- fime it happened but stated that s/he was not fully .
' aware if it needed to be reported because the
l facility's computer software for logging incidents
did not "trigger” that it would require reporting.
S/he further stated that it was not unti
" "Corporate” reviewed the incident that it was
l reported. .
F279: 483.20(d), 483.20(k){1) DEVELOP
8s=D: COMPREHENSIVE CARE PLANS !

| A faciiity must use the results of the assessment |
| to develop, review and revise the resident's
_comprehensive plan of care,
i ‘ .

The facility must develop a comprehensive care
. plan for each resident that includes measurable

I
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' objectives and timetables to meet a residents |
| medical, nursing, and mental and psychosocial | | F279 483.20(d), 483.20({k)(1)
- needs that are identified in the comprehensive ' ﬁ
| assessment. _ i | 1. Resident #1 had no negative effects |

as a result of the alleged deficient
practice.

| The care plan must describe the services that are 1 |
i 2. Residents at risk for behaviors that
|
t

| to be furnished to attain or maintain the resident's |
highest practicable physical, mentat, and '
| psychosocial well-being as required under I
| §483.25;'and any services that would otherwise - : .
| be required under §483.25 but are not provided | | potential to be affected by the
' due to the resident’s exercise of rights under . alleged deficient practice.
| §483.10, including the right to refuse treatment | 3. Resident #1’s has a care plan in
|
[

| .
i under §483.19(b)(4). | place that identifies resident as
being at risk for abuse due to

| This REQUIREMENT is not met as evidenced 1 | behaviors. T
i by ' 1 4. Education provided to staff .
|
I
l

| Based on staff interview and record review, the regarding the requirements to *
facility failed to develop a plan of care for one ! . .
| resident, Resident #1, following a resident to : develop care plans to identify
potential risks for abuse and the

 resident altercation. Findings include: i

| !

i . . i time frame in which to do so.

| Per record review, Resident #1 was pulled from ! Weekl di b leted t
hisfher wheelchair by another resident on 4/8/15. : 5. Weekly audits will be completed 10

| S/he fell to the floor and struck hisfher head on | y monitor effectiveness of the plan.

, the doorframe. Review of care plans presented . 1 6. The results of the audits will be

! that a care plan was not developed until 4115116 | }
to indicate that Resident#1 was at Risk for ! ; reported to the_ QAA committee X3
| behaviors that puts him/her at rigk for abuse. | months for review and further

| Confirmation received at 5:15 PM by the Director | : action needed.
of Nursing Service that the care plan was not ‘ . . b leted
| developed until 2 week after the incident. | ! 7. Corrective action will be complete

: . by 5/27/16.- - .

f 8. The Center Nurse Executive will be
responsible to monitor the plan.
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