7~ 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
http:/iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

June 26, 2014

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 May
28, 2014. 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,

SRR\

Pamela M. Cota, RN
Licensing Chief

PC:jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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4 st. Albans Health and Rehabilitatlon Center provides
000 INITIAL COMMENTS H ooo this plan of carrectlon without admitting or denying |
i A d t aint | Hoat! the validity or existence of the alleged deficiency.
i An unannounced on-site complaint Investigation . o nd executed
i concerning resident rights was conducted by the i the plan of correction is prepared a I
| Division of Licensing and Protection o1 5/26/14. i solely because it is required by federal and state aw.
| The following regulatory viclations were identified: ; [
F 164 . 483.10(e), 483.75(1)(4) PERSONAL A164 F164 The mentloned resident of F164 has had a modif

88=D ' PRIVACY/CONFIDENTIALITY OF RECORDS

. The resident has the right to personal privacy and
| confidentiality of his or.her personal and cunlcal
: rEEUr&"

! Personal privacy Includes accommodatiohs,

i medical treatment, written and telephone
' communications, personal care, visits, and
’ meetings of family and resident groups, but this

does not require the facllity to provide & private
, rdom for each ree,ldent
I
- Except as provided.in paragraph (e)(3) of this
. section, the resident may approve or refuse the.
" retease of personal and clinical records to any

- individual outside the facility.

" The resident's right to refuse release of persanal
. and clinical records does not apply when the

i resident I transferred to another health care

! Institution; or record release is required by law.

3

| The facility must keep confidential all information
; contained in the resident's records, regardless of
" the form or stofage methods, except when

| release is requirad by transfer to another

. healthcare institution; law; third party payment

i contract; or the resident,

letter mailed to the resident’s grand daughter
providing the resident'with private and confiden
space for visitations.

Other residents requliring privacy have the
Risk to be effected by this alleged deficient
Practice.

Educatlon regarding Personal Privacy was
provided to Department Heads, Unit managers,
nurses and LNA’s completed by June 12, 2014.

An audit will be conducted by the Administrator
and or her designee once a week x 3 weeks, and
monthly x 3 to assure that center residents.
recelve Personal Privacy,

Results wlll be reviewed at CQl meetings for
Further review and recommendations,

- Date of compllance: June 12, 2014.

r
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Any deTc' NGy stalement Bndlng i !‘ an asterisk (- les u deﬂclancy

rther safaguards provide sufficient teclron to the tlent& {See Instmo@:‘
eliaviing-the: date of survey whathar plah of fearraatlon s provided nurs
tays following the date these documents ara mada availabla to the facility. If déficle|
yrogram pariclpation, .

ng ho
hclas are cited, an approvad plan of correctlon Is requitite to continued

¢ fstitution may ba excused from correcting providing K Is: determmed ma[

pt for; nurging homes, the findinge stated above are disclosable 90 days
tlnes the above lindIngs and plana of coerection ans disclosable 14

e
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F 164 Continued From page 1 F 164 The mentioned resndent of F164 has had a modified
| by: Hetter mailed to the resident’s grand daughter
Based on administration, staff and resident nroviding the resident with private and confidential
interviews and facllity record and policy review, | lspace for visitations. This was reviewed with the
the faciity failed to assure resident's rights for involved patient and she Is in agreement with this
- privacy during visitation by immediate family for 1 »
 applicable resident (Resident #1). Findlngs plan.
include: : ‘ ‘ _
 Per 6/28/14 interview at 9:25 AM, Resident #71 \ ‘| Residents who require privacy are at risk for this
| stated that s/he has bean a resident at StAibans | ‘|alleged deficient practice.

! Health and Rehab for 3 years and never had any
i problems, In March 2014, s/he reported calling -
+ histher family member, “I was crying because
they [the facifity] were evicling me." My [family

: iEducation regarding Persanal Privacy was

', member] got so mad ... [¢/ha] Is protective of me | iprovided to Department Heads, Unit managers,
i ..and thought "they were putting me outin the | .|nurses and LNA’s completed by fune 12, 2014.

! cold " S/he "came out and was upset and [s/he] ! .

i "was loud” ... thought they were “abusing” me. “]An audit will be conducted by the Administrator

,' Sthe was "yelling but so was the staff." Sthe "said |
i i the four-letter word,” Resident #1 added, "My

; family is all | have left ....| nesd my [famlly

“land or her designee once a week x 3 weeks, and
.jmonthly x 3 to assure that center residents

4 member] very bad, but they won't allow [him/her] ‘irecelve Personal Privacy.
| to Visitin my room.” "They are supposed ta have | :
|8 private place for yau to visit,” The resident Results will be reviewed at CQI meetings for

+ expressed that s/he is very upset about the IFurther revlew and recomme nhdations.-
situation, misses seeing hisfher family as the 1y d o \qrﬂq “Draass/
visits are very important {o himyher, 73] D:)[\

. On 5/28/14 at 11:15 AM, the social services 1iDate of compl[ance June 12, 2014\’4@
director reported that in March 2014, Resident #1 il

was presented with an eviction notice far y t

i nonpayment as the business office was not able & U A A e Daf b Ol

' to reach the rep payee (responsible financial B F\W o a;c{,\&cJ GBI < bemaic oai) i

party). The resident's family came In to arange

payment and was upsel that Resident #1 was
issued the 30 day notice. Per 5/28/14 interview

with the resident and staff and confirmed by the:
administrator, one family member responded to
the above situation with loud verbal behaviors
that included foul language and critical remarks |

; retated to the facility. i

" DRM GNIS-2587(02-98) Previaus Versioris Obsolate Evgnt [D:2EH31 Faolllly it 4?5021 f continuation sheet Page 2 off
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F 164 Continued From page 2 : Fl184

1 On 3/7/14 the facility issued a no trespass notnce
| to Resldent #1's family member related to the I
above incident. On 3/11/14 after a meeting with
the resident, family and the ombudsman, the
administrator issued a modification of the no
trespaas notica. The modified natice stated that’
the facility would allow "once & week vigltation to
take piace on Wednesdays in the front lobby with |
i supervision from 1-2 PM." Per 5/28/14 intarview-
with Resident #1, the family member listed in the
no trespass nofice was not available on
| Wednesdays at the specified time. Resident #1
' also expressad concern about the lack ofprrvacy
1 in the lobby (which is the mein entrance for the -
: facility) ... "People are always coming and
: going..." On 5/28/14 at 2:15 PM, the facility
.| administrator stated s/he did not consult with ;
| Resident #1 or the family member re establishing
: a convenlent visttation time, but used the advice |
| of a lawyer, The speciflc fime was chosen based .
' on availablity of facilily staffing with no input from
{ the resident. The administrator confirmed that
| Rasident#1 continues to want visltation with
his/her family member. |
1 Per 5/28/14 review, the facility "Welcome Packet’ |
on page 8, under the seclion labeled "Privacy" - |
states that "You have the right to persanal privagy .|
and ...." and further defines that "Personal privacy i
includes privaey in accommodations... visits, and ! "
meetings of family and resrdent/patfent groups,.." - of
(See F172) o '
F 172} 483.10())(1)&(2) RIGHT TO/FACILITY S P17
§8=p ; PROVISION OF VISITOR ACCESS R h:

' The resldent has the right and the facility must {
: provide immediate access to any resident by:the |
i followmg |

‘ORM CM&ZSB?(OLEB) Prevlous Vertlonz obaolem Evard {0; 2EH311 Faclllty ID: 475021 o It cor'{t'lnuatlénﬂéheat Pege 3 of 8
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F 172 Continued From page 3 - . 1 A172
- Any representative of the Secretary;,

i
! Any representative of the State;

% The resident's indIvidual physician;

' The State long term care ombudsman
 (astablished under section 307 (a)(12) of the
| OiderAmerlcans Act of 1865),

| Tha agency responsible for the protection and
i advocacy system for developmientally disabled
 individuals (establishad under part C of the

'E Davelopmental Disabliitles Assistance and Bill Uf
! Rights Act);

! The agency responslble for the protactlon and

| advocacy system for mentally Il individuals

| (established under the Pratection and Advocacy’
! ! for Mentally Ill individuals Act);

: consent at any time, Immegiate family or other

! relativas of the resident; and
l
* Subject to reasonable restrictions and the
| resident's right to deny or withdraw consent at amy
time, others who are visitihg with the consent of.
the resident.

1
i Subject to the resident's right to deny or withdraw |
i

The facility must provide reasonable access to - .
{ any resident by any entity ar individual that

: provides health, social, lagal, or other services fo
the resident, subject to the resident's right to dery
. or withdraw consent at any time.

.: This REQUIREMENT s not met as evidenced

Iby o ] o :'2

A,

FL72  The mentioned resident of F172 has had a modified

letter mailed to the resident’s grand daughter !
i providing the resident with private and confidential
f space for visitations.

| Other residents requiring privacy have the
.| Risk to be effected by this alleged deficient
1 Practice.

Education regarding Resident's Rights for

| Visltor Access was provided to Department
Heads, Unit Managers, Nurses, and LNA’s by
June 12, 2014.

! An audit will be conducted by the Administrator
1 and or her designee once a week x 3 weeks, and

monthly x 3 to assure that center residents
receive Personal Privacy for Visitations.

Results will be reviewed at CQl meetings for
Further review and recommendations.

Date of compliance: June 12, 2014.

]
A
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F 172 Continued From page 4 F 172]_’ The mentloned resident of F172 has had a modified

| Based on adminlstration, staff and resldent
| interviews and facility record and policy review, :
', the facility failed to assure reasonable access for ¢
ws;tatlc:n by immediate family for 1 applicable
' resident (Resident #1). Findings include:
; Per 5/28/14 interview at 9:25 AM, Resident #1
; stated that s/he has been a resident at StAlbans
{ Health and Rehab for 3 years and never had any
{ problems. in March 2014, sthe reported calling -
i histher family member, "l was crying bacause
f they [the facility] were evicting me." My [family .
member] got so mad ... [s/he] is protective of me
..and thought "they were putting me outin the |
cold Sihe “came out and was upset and [s/ha].
. "was loud” ... thought they were "abusing" me.
" S/he was "yelling but so was the staff.” S/he “gaid
- the four-letter word." Resident #1 added, "My
| family Is all | have left ._..[ need my [family
member] very bad, but thay won't aliow [him/her]
to visit in my room.” "They are supposed t0 have '
a private place for you to visit"" The resldent
expressad that sthe is very upset about the
sltuation, misses seeing his/her famlly as the
visits are very important to him/her.
On 5/28/14 at 11:15 AM, the social services
director reported that In March 2014, Resident #1 .
was presented with an eviction notice for D
i nonpayment as the business office was not able
o reach the rep payese (responsible financla) = - .
' party). The resident's family came In to arrange .
. payment and was upset that Resident #1 was |
! issued the 30 day notice. Par 5/28/14 interview .
1 with the resident and staff and confirmed by the
i adminfstrator, one family member rasponded to
: the abovae situation with loud verbal behaviors
; that included foul language and critical remarks -
i ralated to the facility, P
| On 3/7/14 the facility issued a no trespass notloe
| to Resident #1's family member related to the ; :

PR
1

letter mailed to the resident’s grand daughter
providing the resident with private and confidential
space for visitations.

No other residents are at risk for this alieged
deficient practice.

Education regarding Resident’s Rights for
Visitpr Access was provided to Department
Heads, Unit Managers, Nurses, and LNA’s by

June 12, 2014,

An audit will be conducted by the Administrator

and or her designee once a week x 3 weeks, and
monthly x 3 to assure that center residents
receive Personal Privacy for Visitations.

Results will be reviewed at cQl meetings for

Fur‘theé:eview aFd reéoin\ngwm |

Date of complianca: June 12, 2014, %

FUTA fec ac uﬂfl‘ﬂeﬂ' 6;‘43,6[?‘{ Scwuns £33}
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(x4 I
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
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PRE
TA

. PROVIDER’B PLAN OF CORRECTION © xep f
FIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
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F 172; Continued From page 5

s above incident. On 3/11/14 after a meeting w;th
i.the resldent, family and the ombudaman, the
i : administrator issued a modification of the no
lrespass notice, The modified notice stated that
i the faciiity would allow "once a week visitation to
i take place on Wednesdays in the front lobby with
l | supervision from 1-2 PM." Per 5/28/14 interview
i with Resldent #1, the family member listed In the
i no trespass notice was not availabie on !
i Wednesdays at the specified time. Resldent #1.
- a[so expressed concaern about the lack of prlvacty
1 in the Iobby (which is the mainh entrance for the :
; facullry) "Peaple ere always coming and
| going..." On 5/28/14 at 2:15 PM, the Facility
i adminletrator stated s/he did not consult with
! Resident#1 or the family member re establishirg
| & convenient visitation tme, but used the advice
: of a lawyer. The specific time was chosen based

| an availability of facillty staffing with no input from |

{ the resident. The administrator confirmed that |
; Resident #1 continues to want visitation with
. higsher famlly member.
Per 5/28/14 review, the facmty pollcy labeled
Visitation” states that the Genesis HealthCare -

Centars wiil provide 24-hour access to |mmed|a,te ,

' ' family, ather ralatives, and non-reflative visitors |
. with the conisent of the patient. The Center has :
: the right to impcse reasonable rastrictions;

- however, reasonable restrictions do not include:
i limiting vislting hours,
; (See F 164)

F 2811 483, 20(k)(3)(i) SERVICES PROVIDED MEET
58= D :

| PROFESSIONAL STANDARDS

The services provlded or erranged by the faclllty

i must meet professional standards of quality.

172

281]

‘ORM CM&-2587(02-98) Pravious Versione Dbsolste Evant 10; 2ER 311
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NAME OF PROVIDER OR SUPPLIER '

SAINT ALBANS HEALTHCARE AND REMABILITATION CEN}I’ER

T STREET ADDRESS, CITv, STATE, ZIP CODE
, 599 BHELOON ROAD
‘ SAINT ALBANS VT 08478
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F 281 Continued From page 6 H 281
This REQUIREMENT is not met as e\ndenced ! o |
F281  An order was obtained immediately on

by |
: Based on record review and interview, the facﬂ;ty j
' falled to provide services that meet professional
‘standards regarding notification and assurance:
thet physician orders for code status are accurste -
and reflect resident cholce for resuscitation '

i measures for 1 of 3 residents (Residant #1).

+ Findings include:;

-Per record review on 5/28/14, Resident #1 had
signed a COLST form (Cllnlcal Orders for i
 DNR/CPR and Other Life Sustalning Treatment)
indicating s/fhe wantad CPR/Attempt
-resuscitation. The form was dated 10/5612 and !

. igned by the facility Nurse Practitioner (NP),
The resldent's current physiclan orders for the
period 5/114-5/31/14 list coda status as "Do Nat

' Resuscitate” (DNR). The notes from the '

' physician visit dated 5/21/14 document the

i resldent choice as DNR.

t On 5/28/14 at 1.00 PM, the Unit Manager
-conflmmed the above findings and stated that
sociel services maintain a file for residents :
COLST forms. Per interview on 5/28/14 at 1:15
-PM, the social services director confirmed that -
the COLST directive signed on 10/12/14 was

! eurrent and that Resident #1's status was full

t code. Per review, of the 6/12/13 care plan -
meating minutes, which was attended by the
resident and his/her POA (Power of Attarney);

i there is documentation stating, "yes, resident
desires CPR at this time."” Subsaguent care plan
meetings on 2/8/14 and §114M4 are checked
"yes" advance dlrective reviewed; there is ro
change in the code status documented. :
1 On 5/28/14 at 2:04 PM, the Director of Nursing :
i (DON) stated that the Resident #1's code status’
| was DNR in 2011; the code status was changed:

{ to CPR /attsmpt resuscitation In 2012. The DON, |

© Date of cor:npliancef June 12, 2014,

fa

- May 28, 2014 to colncide with the resident’s
COLST Form after review with the resident
and her physician. An audlt was completed
on 5/28/14 on all of the residents o
assure COLST form compllance with
physician orders.

All residents have the potentlal to be
at rlsk for this deficient practice.

Center Licensed nurses have been
Educated on COLST Forms and Physician
Orders by June 12, 2014,

An audlt will be conducted by the Administrator
and or her designee once a week x 3 weeks, and :'
monthly x 3 to assure that professional
standards of Quality are met In reiatlon to
Physician orders/COLST Forms.

Results will be reviewed at CQI meetings for
Further review and recommendations.

B0 eeptrd Wlasiiy Sten i fPuc.
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| : | FRINTED: D&/10/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES @ : FORM APPROVED

CENTERS FOR MEMCARE & Mt;D’l&mn SERVlQES o e . . OMB NO. 0938-0381,
STAYEMENT OF DEFICIENCIES 14x1) PROVIDER/SUPPLIER/ICLIA (X2} MULTIPLE CONSTRUCTICN (X3} DATE SURVEY
ANO PLAN OF GORRECTION ) IDENTIFICATION NUMBER: ABUILDING o COMPLETEO
; : E . R C
: 475021 : BWING e idi i | D5/28)2D14
NAME OF PRCVIDER OR SUPPLIER’ ' : |: STREET ADDRESS, ciTy, STATE, ZIPCdbE 7 7 ’
o iTE , * 598 SHELDON ROAD 1
SAINT ALBANS HEALTHCARE AND REHABILITATION GER! R SAINT ALBANS VT 05478 |
o4) 1D | SUMMARY STATEMENT OF DEFICIENCIES P b ; PROVIDER'S PLAN OF CORRECTION ()
PREFIX | {EACH DEFICIENCY MUST BE PREGEDEDBYFULL | | . PREFIX | (EACH CORRECTIVE AGTION EHOULD BE . °°”§L$g‘°”
THG . REGULATORY OR LSC [DENTIFYING INFORMATION) © 1  TAG & CROSE-REFERENCED TO THE APPROPRIATE n
i P : DEFICIENCY)
. - - - . L : :
F 281 | Continued From page 7 F 2811

g‘ stated that the facility NP who compieted the | i
- COLST form dld not change the code status In!
the record. St/he reported: that 8 new order was:
~written to the physician loday (5/28/14) to correct |
. the code stalus; the correction was:made 18 @
| months after the resident's COLST form was
¥ changed to "altempt resuscitation™ and only aftpr |
. brought to the attention of the facility during the
. survey,

E

!
i
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