7~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

April 13, 2015

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 March
24, 2015. 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,

SN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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(X4) 1D SUMMARY SYATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN DF CORRECTION %5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION EHOULD BE COMPLETION
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9t Albang Health and Rehab Center provides
F OO0 | INITIAL COMMENTS F 000 this plan Of COlTﬁction without admlttlng or !
A d ’ to | tigati gi denying the Vahd]l,ty or existence of the
n unannounced ongite investigation regarding . n of correction
two entiy self-reports and twe complalnts fﬂleged deficiency. Tl_ledp lal v because :
concerning care and services was completed by is prepared and executed solely |
the Division of Licensing and Protectlon on it is required by federal and state law. ;
3/23/16- 3/24/15. The foliowing regulatory ’
violations were identlfled: |

F 323| 483.26(h) FREE OF ACCIDENT : F 323 ‘
$8<D | HAZARDS/SUPERVISION/DEVICES |

‘ |
The facilily must ensure that the resident || F323 |
environmeant remalns as free of accldent hazards . , |
as is possible; and each resident receives | The manufacturer’s instructions have been
pdequate supervisioh and asslstance devices to " | Obtained and will be implemented with
]

prevent accidents. Continued use of air matiresses. L

The maintenance staff have been educated
regarding the installation/maintenance of air
This REQUIREMENT {2 not met a6 avidenced mattresses to assure that resident environment,

by: ‘ i ident. ossible,
Based on staff interview and racord raview, the , o+ vemans as free of accidents as possi
facllity failac to ensure that the environmant wes |

free of accident hazards and that each resident Residents requiring the use of an air mattress

recaived adaquals supervision to prevent have the potential to be affected by this |
accidents for 1 of 4 resldents who was ldantifled . deficient practice.

as having a fall risk. (Resident #1) Findings ' P |
Ihelude:

Per 3/24/15 record review, Resident #1 was
identifled on his/her 12/17/14 care plan ag having
a risk for falls based on cognitive loss and lack of
safaty awarehess. On 3/24/15 at 11:49 AM, the
Unit Manager (UM) of the East wing confirmed

RESENTATIVES BIGNATURE TITL ]
ar> O

TS a Wi kas/a daficlandiywhlch the institutioh may be excused from comacling Sgﬁviding it 1s delermiinad that
thar safaguards progide sufficlent protaction to tha patlotss, (See inafructid Excapt for nurelng homes, the findings steted doove are disclasable B0 days
wing the-date oifsurvey whethdy or not a plan of correction is provided. For nursing homas, the ahove findings and plans of carraction ars disclosakbla 14
Gwing ths dale these docurhgnis.are mada avallable to the facillty. If deficlancies ars cited, an approvad plan of correction la requlalte to centinued

« program participation. -

F'[;Eim cmswzser(oﬁ-éé) —F“.r.tlvl;blilg.\;fnfala;';a‘Dbaoini.a- - E;rsnllD: FJME1 Faclly ID; 478021 tf sontinuation sheat Page 1 of 4
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475021 8. WING 03/24/2015
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE B

£5a SHELDON ROAD
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{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED By FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY QR LSCIRENTIFYING INFORMATION;) TAG CROS3S-REFERENGED TD THE APPROPRIATE DATE
DEFIGIENGY)
F 323 : Maintenance will check the security of the
Cnntmgeg From page | F3231 Air mattress twice a week while in service,
to be sliding off the bed. Resldent was assessad And document in the TELS system un der

for Injurles (nose bleed and raised area on , ) ,
J ( ? Their preventative maintenance program.

|
forehead)." ”
Per 3/24/16 interview, both the UM and Staff Results of the audits
Development Nurse confirmed the above ' will be discussed at CQI for |
information. Both also confirmed thal there was further evaluation and |
no facility policy In place for nurees o check that : |
air mattresses remain secure on bed frames. Per recommendations. |
thair report, nurees are responsible for monitoring . |
mattress air pressura only, ' Corrective action will be completed by |

Per 3/24/15 interview with the facility Director of ' April 19, 2015.

Maintenance (DM), sfthe reported that when _ :
installing the alr mattrass for Resldant #1, the F203 foC aweptel 4liohs SPewnisiog
regular bed mattress was first removed and the :

air mattregs was placed on top of the hed
platform/frame, The air mattress was secured to
the frame with 6 wab straps (one on each cormer
and 1 dh the middle of aach side) so that it could
not slide off the bed, The DM reporied that there
was no routine tn place to recheck that the air
mattress straps remalned tight/sacure after the
mattress was inflated and the resident was on the
bed. Checking air mattress safety was also not
part of the routine monthly hed safety checks,
The DM did not have tha manufacturer's
instructions for instaliatlon and safety monitoring
of the air mattress but reported that s/he would
obtain prior to installing the next mattregs. There
were no &ir mattresses in use at tha time of the
survey,

(Refer 4568) ]

LNA= Licensed Nursing Assistant

F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456
s55=0 | OPERATING CONDITION

3

The facility must maintain all assential
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Il

| F456 The manufacturer's instructions have been
Obtained and will be implemented with
Continuad use of air mattresses.

F 458 | Continued From page 2 F 458

mechanical, electrical, and patient care |
equipment In safe operating copdltlon. ‘ I

|

|

[ The maintenance staff have been educated |
I

g‘h_ls REQUIREMENT i not mat as avidenced | regarding the installation/maintenance of air
Besed on medical record review and interview, | mattresses to assure that patient equipment Js
the facility falled to maintaln all essential patient in safe operating condition.

care equipment in safe oparating condition, which '

affected 1 of 4 residents with an Identified fall rlak Residents requiring the use of an air mattress
{Resident #1). Findings include:  have the potential to be affected by this |

Per 3/24/15 record review, Resident #1 was ' deficient practice. |'
identifled on histher 12/17/14 care plan as having
a risk for falls based on cognitive loss and lack of Maintenance will check the security of the

safaty awarensss. On 3/24/15 at 11:49 AM, the Air matiress twice a weck while in service,
Unit Manager {UM) of the East wing confirmed And document in the TELSs system under

that on 2/10/15 an air mattregs was. placed on X . .
Resident #1's bed for comfort. Per review, the Their preventative mainienance program.

21515 facllity risk management raport identifled
that Resident #1 "was found on the floor next to
bed by LNA doing rounds. Alr mattress was found
to be sliding. off the bed. Resident was sssessed

Resulis of the audits |
will be discussed at CQI for

for injurles (nose bleed and ralsed area on further evaluqtion and
forshead)." _ * recommendations.
| .
Per 3/24/15 interview, both the UM and Staff " Corrective action will be completed by
Development Nurse confirmed the ebove _ April 19, 2015
,, H '

information. Both also confirmed that there was
no facility policy in place for nurses to check that
air mattresses remein secure on bad frames. Per F4SL Pu cocepked U115 SDenmsrenlpd
thelr report; nurses are responsible for menlioring
mattress air pressure only.

Per 3/24/15 interview with the fagility Director of
Malntenance {DM), s/he reported that when
installing the air mattress for Resident #1, the ,
regular bed matiress was first removed and the
air mattrass was placed on top of the bed
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F 456 | Continued From page 3 F 466

platform/frame. The alr mattrass was securad o
the frame with 8 web straps (one on each corner
and 1 on the middle of each side) 8o that It could
not slide off the bed. The DM reptriad that there
was no routing in plaocs to racheck that the alr
mattregs strapa remained tight/secure after the
mattress was inflated and the resldent was on the
bed. Checking alr mattress safety was also not
part of the rautine monthiy bad safety checks.
The DM did not have the manufacturer's
instructions for installation and safety monitoring
of the alr mattress but reported that s/he would
obtain prior to installing the next mattress. There
wara no air mattresses in use at the {ime of the
survey,

(Refer to F323)

LNA= Licenzed Nursing Assistant
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