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September 16, 2016

Ms. Jessica Jennings, Administrator

Saint Albans Healthcare And Rehabilitation Center
596 Sheldon Road

Saint Albans, VT 05478-8011

Dear Ms. Jennings:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
21, 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,

o0t

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
ILITATION CENTE 596 SHELDDN ROAD
SAINT ALBANS HEALTHCARE AND REHARB R SAINT ALBANS, VT 05478
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES ' PROVIDER'S PLAN OF GORRECT ION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
"G REGU:,ATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE '
DEFICIENGY)
F9999 St. Albans Health and Rehabilitation Center
F 000 | INITIAL COMMENTS FOOO! provides this plan of correction without admitting
. o o or denying the validity or existence of the alleged
An unannounced on site complaint investigation deficiencies. This plan of correction is prepared
concerning care and services was conducted on and executed solely because it is required by federal
6/21116 by the Division of Licensing and : and state law.
Protection. The following State regulatory
violation was identified: The Center Executive Di .
irector, the Center Nursing
F9999 | FINAL CBSERVATIONS F9999 Executive, the Nurse Practice Educator, and the
‘ . Admissions Director were educated on F9999 tag
2.9 Reports to the Licensing Agencyl Any untiinely death that occurs as a result of an
]The following reports must be filed with the Untoward event, such as an accident that results in
icensing agency: Hospitalization, equipment failure, use of restraint
(b) Any untimely death that occurs as a resuit of Etc., shall be reported to the licens’ing agency by the
an untoward event, such as an accident that Next business day, foll .
. e . . ) y, followed by a written report
results in hospitalization, equipment failure, use That details and summarizes the event
of restraint, etc., shall be reported to the Vvent.
licensing agiency by the next business day, N .
followed by a written report that details and ﬁl.i r(;:s:_dclnts have the potential to be affected by
summarizes the event. is deficient practice.

This REQUIREMENT was NOT MET as Audits will be eonducted to ensure that
evidenced by: the center Reports to the Licensing Agency all
unfimely deaths resulting from a untoward event

Based on staff interviews and record review, the » Such as an accident that results in
facility failed to report to the State Licensing Hospitalization, equipment failure, use of restraint,
agency, the untimely death of 1 resident Etc., shall be reported to the licensing agency by the
following an accidental fall in the facility that Next business day, followed by a written report
required hospitalization (Resident #1). That details and summarizes the event.

‘ ) . This will be completed weekly x 4
Per record review, Resident #1 was admitted o and then monthly x 3.

the facility on 6/3/16 following discharge from the
hospital. Per staff interviews and record review,
on 6/3/16 less than 2 hours after admission, the
resident had an unwitnessed fall in his/her room
and was found lying next tg the bed on the fioor.
amily and Physiciapn-were nolifie
3gident was trans :
and admitied to thie hospital with a fragtured hip. I“?“ >
Thd resident digd In the hospital on 6/3/16. (i o
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ANy daficieMs sement ending willh fin aslerisk * denot%f deficiency whr&u‘ms}ﬁxsl&uliun ma{a‘ be excused from correcting pmvill‘ifag‘?f is datermined that olher

safeguards pr sufficient profection to the patients. (Sepdnstructions.) Except for nursing homes, the findings stated above are disclosabla 90 days following the
date of survey wiiether o nat & plan of carrection is provided. For nursing hames, the abave Tindings and plans of correction are disciosabie 14 days following the date
ifigsa document are made available to the facility. If dafiglencies are cited, an appraved pian of correclion is requisite lo continued program participation.
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c
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NAME OF PROVIDER OR SUPPLIER

SAINT ALBANS HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
596 SHELDON ROAD
SAINT ALBANS, VT 05478

SUMMARY S TATEMENT OF DEFIGIENG ES

Per interview with the facility administrator on
6/21/16 at 10:20 AM, sthe reported that the
facility was aware that Resident #1 had passed
away 2 days after histher transfer to the hospital
but did not realize this was reportable by the
facility as an untimely death. S/he stated that
the facility has a staff admission's director at the
hospital who has limited access to medical
informalion, but was made aware of the death.

of three months.

(X4} D D PROVIDER'S PLAN OF GORREGTION {xs)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED 70 THE APPROPRIATE DATE
DEFICIENCY)
Findings and trends will be reviewed at the
F9999 | Continued From page 1 FOo99 Quality Assuranec Meeting for a minimum

The Administrator is responsible for the overall

Management of this individual plan of
Correction.

Corrective Action will be completed by
Juiy 25, 2016.
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