ﬁm\ 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
nitp:/iwww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

October 11, 2012

Ms. Jessica Jennings, Administrator

Saint Albans Healthcare And Rehabilitation Center
596 Sheidon Road

Saint Albans, VT 05478-8011

Dear Ms. Jennings:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 12, 2012. 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,

L L 1)

Pamela M. Cota, RN
Licensing Chief

PC;jl

Pisability and Aging Services Blind and Visually Impaired
S Yieensine and Protection 00 Voceational Rehabilitatiop
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St. Albans Health and Rehabilitation
F o000 | INITIAL COMMENTS F 000| Center provides this plan of correction
without admitting or denying the
validity or existence of the alleged
deficiencies. This plan of correction is
prepared and executed solely because
it is required by federal and state law.

' An unannounced on-site complaint investigation

was conducted on 09/11/12 - 09/12/12 by the

Division of Licensing and Protection. The

: following are regulatory findings as a result of the
i Investigation.

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281

$8=D | PROFESSIONAL STANDARDS

F281 483.20(k) (3) (i) Services
Provided Meet Professional Standards

Resident #2 diabetes management occurs

| The services provided or arranged by the facility per MD orders.

- must meet professional standards of quality.

Residents have diabetes have the
potential to be affected by this alleged

This REQUIREMENT is not met as evidenced deficient practice.

by:

Based on observation, record review and
interview, the facility failed to provide services
that meet professional standards for cne
applicable resident regarding reporting,
monitoring and management of diabetes for 1
- applicable resident. (Resident #2) Findings
finclude:

Education to licensed staff will be
provided on fellowing MD crders for
insulin administration, following MD
orders on monitoring of blood sugars and
notification of MD when a resident
refuses insulin.

Random audits of the Medication
Administration Records (MAR) to
ensure that residents who require blood
sugar checks and/or imsulin are provided
these services as ordered by the MD and
if a refusal of insulin occurs the MD is
notified. These audits will be done

i weekly x4 then monthly x3 with

! remedial measures initiated as needed.

1. Per record review on 09/12/12 of Resident
#2's Medication Administration record (MAR),

| there was a failure to monitor blood sugars, a

' failure to administer medications according to
physician's orders, a failure to clarify physician
orders that do not have clear and accurate
parameters for blood sugar (BS) readings, as well
as reporting to the physician status changes. Per
the MAR, Lantus insulin {a medication to manage
diabetes) 25 units was not administered in the L . ,
evening of 01/23/12 or 01/24/12. There is no Findings and trends will be reviewed at
documentation in the nursing notes or the MAR the Quality Assurance meeting for a

s to why this was not given or notes that it was noininum of 3 months.

given. Similarly, the morning BS on 01/21/12 &
01/22/12 were not d/ﬁrﬁgt@d\as being ‘The Director ofNursmg is responsible

Ve e A S

fhich the institution may he excused frDm correcting providing it |s determlr/ed that

foloWing the date of survey whethier or not a plan of correctlon is provrded For nursing homes, the above flndlngs and plans of correction are disclosable 14
days following the date these documents are made available to the facifity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 281 | Continued From page 1

monitored or assessed, nor were there notes in
the chart pf the residents status or if the physician
was made aware pf the above developments.

The twice daily BS is listed on the January MAR
as "FS - h.i.d" (finger stick [tp pbtain blood sugar
reading] twice per day), with reading of anywhere
from 76 to 380. Per interview, the Unit Manager
stated that s/he was sure the physician or nurse
practitioner knows of the results/readings
because they come in just about every week, but
also stated that s/he was not aware when to notify
the physician regarding this individuai resident's
blood sugars.

Resident #2's Medication Administration Record
(MAR) showed that the resident had refused the
morning doses of Novclog Insulin (a medication
to manage diabetes) 70/30 on 01/09/12 - 01/13
{12 resulting in blood sugar readings of 315, 286,
320, 349, 347 respectively. Per a note in the
resident’s chart dated 01/13/12 at 12:46 PM, the
Physician Non-visit Progress Note states
"Notified by nursing that [resident’'s] AM [marning]
: Novolog 70/30 has not been administered for the
past 5 mornings resulting in significant
| hyperglycemia in the afternoon - 300 - 310.
| Nursing unable to find vial of Novolog 70/30 to
administer today's dose. [Physician] had 1
increased dose from 8 units fo 12 units g am
' [every morning] on 1/13/12 . Unknown if
- [physician] was aware that [resident] has not
gotten the morning 70/30 Novolog”. Per
interview on 09/12/12 at 1.27 PM, the Unit
manager stated that when a physician is nctified,
there would be a note in the chart to the date and
time of notification and confirmed that there is no
| evidence that the physician was notified of the

for the overall management of this
F281| individual plan of correction.

Corrective actions will be completed
__QcﬁtoberiZ, 2012. 7

381 PoC secepled tdhidtia

- Sowimny & Pwae

i
]
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The faclity must have suffickent nursing statf o
pravide nursing and relatad services to attain or
maintain the highest practicable physlcal, mental,
' and psychosocial well-being of aach resldent, as
| determined by resident assessments and
individial plens of care.

The facility must provide services by sufficlent
numbpers ot each of the {oflowing types of
pereonnel on a 24-hout basls to provide nuteing
care to ali residents in accordatce with resldent
care plans:

Except whan wailved under paragraph {c) of this
sectlan, licensed nurses and other nursing
parsonnel, ’

Except when walved under paragraph {c) of this
section, the facllity mus!t designate a lkensed
nurse o serve as 3 charge nurse on each tour of

duty. : .
i |

(X4} 1D SUMMARY STATEMENT OF DER|CIENC|ES o] PROVIDER'S PLAN QR CORRECTIZN t33)
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F 281! Continued From page 2 F 281
residents’ refusal of medications and subsequent |
high blood sugar readings.
Per interview on 09/12/12 at 3:45 P M. tha DNS
(Director of Nursing Services) conflmed that .
medigations ware not given as ardersd, the BS F¥353 483.30 () Comprehensive (Jare
readlngs weare not documented as beng Plany
monltored, that the orders for the BS ‘were hat .
individualized nor had parametars and the Resident #4 is now dressed in timu for
fhy?cal; t':':'ig Drtd’_nafie aﬂ;;ﬂﬁg?:&? ards the noon meal. Resident # is now «ffered
reaime ording la pra ras. 10 go outside for a walk after hancl),
Reterance: Lippincott Nursing Manual, Wiliams several times a week,
& Wilkins, 8th edition , . .
F 353! 483,30{a) SUFFICIENT 24-HR NURSING STAFF F383| Residents throughout the facility bave
55=¢ | PER CARE PLANS the potential to be affected by this

! noon, meal arc dressed, Additional.
i randor observations will occur to casure

' xesident’s care plan,. This will be «lone
| weckly x4, then monthly x3 with

alleged deficient pracrive,

The facility will pursue an additioral 21
bours of staffing/week on the dementia
unit to assist in mecting resident nreds
identified in their care plan. In addition,
staff sha]l be provided with education on
developing an effective routine to tmsure
that there 13 time to ment the needs. of the
rosidents based on their plan of cars.

Random observations of the noon neal
will oceur to ensure that residents who
are care planned to be dressed by the

that residents who arc care planned to be
offered walks outdoors occur per the

]
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‘ o | Temédial measures initiared as nesded.
F 353 | Continued From page 3 F 3583, : as mende
Findings and trends will be revicwed ot
' the Quality Assurance meeting for a
I;\_ls REQUIREMENT 1a not met as evidenoed minimurm of 3 months. .
Based on observation and staff ilerviews, the | . ) S
facility failed to assure sufficlent staff to provide .| The Administrator is responsible lor the
nursing and refated services to malntain the overall management of this indivii{ual
highest practicable well-being of each resident plan of correction.

according to residents’ aseessmants and

Individual plans of cara. (Res|dent #2, #3 & #4) Conxective actions will b compleicd

Findings include: Octobey 12, 2012,
1. Per observation on the Special Care Unit on F?)SB poc Wfl‘d ID| IOI 19
09/11/12 at the noon hour meal, Res/dent #4 was SBuinuus RN\ twe

nal dressed or showered, and was stil |y sleap
wear. Sinff stated that the resldent needs a
shower and ia washad in the morning, but the
staff member was unable to 'get to the res|dent
yet'. Perreview of the care plan, thi& residant
needs asslstance In all arase of care. In addition, |
during the evening meal at &:45 P.M., Resldent
#3 was observed In a smail dining areq,
attempting to pull the bulletin bowrd off the wall,
with 2 other residents present, Residents in this
small area had no direct supsrvtsion. The Lt
Manager at that time came to the assistance of
the resident. Staff expressed that "espaclally
during meals It gets hectlc and we try to meet that
residents’ needs” '

2. Par review of the care plan and assessments
for Regident #2, they stated "# [ very important o
go outside”.  There are nursing and soclal
service notes since the beginning of the year

: 2012 that the resident attempted to go oul the
front door aind notes of staff returning the resident
to the unit. Per Interview on 09/12/12 5t 315 PM

|

It oontiniation sheet Page 4 of 8
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staff ta take [the resident] outsde mfter lunch" and
acknowledged that the attempts to leave the
building where roted especially after the umch
hour, the regident's preference to go outside. The
A.D. confirmed that by the time there is staff
availeble the resident is already napping.

the facllity is looking at ways lo staff espacially
around meal times to bettar garve the resident's

- needa,

4832.30(e) POSTED NURSE STAFFING
INFORMATYION

The tacility must post the following Information on
a dally hagis: .

o Faclltty neme,
_ 0 The current date,
0 The total number and the actual haura warked
by the following categories of lisensed and
unlicensed nursing staff directly responsibie for
resident care per shift:
- Reglstered nurses,
- Licensed practical nurses or licensad
vocational nursas (as defined under State law),
- Ceriifled nurse aldes,
o Resldent cangus.

The fecllity must postthe nurse staffing data
specified abave on g dally basis at the haglnrirg
of each shift. Data must be posted as follows:

0 Clear and readable format.

o In a prominent placs readily accagsible to

: Tasidents and visitors. .

The facllity must, upon oral or written request,
make nurse staffing data avallable to the public

k.

the Aclivity Director {A.D.) stated, "we don't have |

The DNS on 09/12/12 at 3:46 PM confirmed that |

F 356

¥356 433,30 (a) Sulficient 24-hr
Nursing Staff per Care Plan

The nurse staffing dara is now posted in
a prominent area daily.

* Residents throughout the facility have

the potential to be affecied by this
‘alleged deficient practice,

The staffing coordinator will be provided
education on the daily posting of nurse

 staffing data in o prominent locatior,

Random observations will be condusted
to ensure that the aurse staffing daw is

- posted in a prominent arza. This will be

done weekly x4, then monthly x3 with

- remedial measwres initiated as nced:d.

Findings and trends will be reviewed at |,
the Quality Assuxance meeting for » |
minimum of 3 months.
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atandard.

During obsenvation of the facility on Monday

- a RN was working "but thia was not captured by

for review at a cost nat to exceed the comiriunity |

The facliity must maintain the posted dally nursa
staffing data for 5 minimum of 18 months, ar as
required by State 1aw, whichever is greater.

This REQUIREMENT is not met ag evidenced
by;

Based on observation and Interview, the faciiity
failed to ensure that dally census and staffing
information was posted as required, This
potentlally effects ail'Reeldents In the faclity.
Findings Ihclude;

09/11/12 at 1:33 P.M., the facllity's census and
dally staffing information was naccurate. The
pusting was dated Friday 09/07/12 and did not |Ist
that a Registered Nurse (RN) was worklng on any
unit. Far |nterview al that time, the pereonnei
staff whois in eharge of staffmyg {PS5) stated that

the system”. In addition, the PSS statad that
usually the posting Is done first thing In the
maming for all three shifts and If there are
changes to the staffing or resident census that 1t
is nat changed on the posting but rather through
their gystem . The posting for both days of the
week-end are prepared In advance (on Friday)
which are stacked ohe upon the other. The PSS
confirmed the Information wag Inaccurate for RN
coverage, the wrong day was posted and that the
data is not posted o a daily hasis at the
heginning of each shift,

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS
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The Adminjstrator is responsible fox the |
F 356 | Continued Froim page 5

F 358| overall management of this indivicdual

plan of correction.

October 12, 2012,

Swmv\i' QN‘ Pwm-

F 441

Comrective actions-will be completed

F350 POC paeepted 10dic¥D-

|
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K441 483.65 Infection Control,
F 441 | Continued From page 6 F 441 | Frevent Spread, Linens i

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and fransmission
of disease and infection.

(a) Infection Control Program
The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections

in the facility;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

~(2) The facility must prohibit employees with a
! communicable disease or infected skin lesions

. from direct contact with residents or their food, if

direct contact will transmit the disease.
(3) The facility must require staff to wash their

hands after each direct resident contact for which |

hand washing is indicated by accepted
professional practice.

i (c) Linens

' Personnel must handle, store, process and
transport finens so as to prevent the spread of
: infection.

Resident #1 indwelling catheter bag is
now covered and placed in a manner to
prevent it from touching the floor.

Residents with indwelling catheters have
~ the potential to be affected by this
alleged deficient practice.

* Staff will be provided education on
keeping the indwelling catheter bags off
of the floor.

Random observations of residents will
indwelling catheters will be conducted to
ensure that the catheter bag is not
touching the floor. This will be done
weekly x4, then monthly x3 with
remedial measures initjated as needed.

Findings and trends will be reviewed at
the Quality Assurance meeting for a
minimum of 3 months,

The Director of Nursing ig responsible
for the overall management of this

7imr:{ividualip1an of correction.
Corrective actions will be completed
October 12, 2012.

P, foC Goapled 1010112~
Sommons Rl P
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This REQUIREMENT is not met as evidenced
by.

Based on observation and interview the facility

¢ failed to implement proper infection control
measures for one applicable resident . (Resident.
#1) Finding include:

1. Per observation on 09/11/12 between 11:15
AM and 2:15 PM, Resident #1, who has a history
of urinary tract infections, was noted to have
his/her Foley catheter drainage bag uncovered
and it was observed to be dragging on the floor.

| When asked by the nurse surveyor at 2:00 PM,

- about the drainage bag touching the floor, the

' LPN (Licensed practical nurse) stated "it wasn't

. dragging this morning" and was not aware if the
drainage bag shouid be or shouid not be on the
floor . Perinterview on 09/12/12 at 12:25 PM the
Clinical Staff Educator confirmed the Foley

.| drainage bag shouid be covered and that there

was a breech of infection control practice.
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