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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://www.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 19, 2016

Mr. Shawn Hallisey, Administrator
St Johnsbury Health & Rehab
1248 Hospital Drive

Saint Johnsbury, VT 05819-9248

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
25, 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,

SN IO\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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Aresident has the right fo examine the resuits of
the most recent survey of the faclilty conducted
by Federai or State surveyors and any plan of
correciion in effect with respect to the facility.

The facility must make the results available for
examination and must post in a place readtly
accessibia to residents and musl post & notlce of
their avallability.

This REQUIREMENT Is not met a5 evidenced
by.

Based on ohservalion and interview, the facility
failed fo post the results of the State survey,
posted In a place readily aceessible to residents
and post a notice of their availability. Findings
include:

Per observation on 04/24/16 af 4,30 PW, the
survey results wera located in a plastic
wall-mounted display folder approximately 58-59
inches off the floor, near the offices. Residents
in wheelchairs would not have ready access, In
addition, there were other informational
dacuments in the plastic wall-mounted folder.
There was no notice of availabllity posted. The
faciiity Administrator confirmed the above

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. D938:0391
STATEMENT OF DEFICEENGIES (%1} PROVIDER)SUPPLIER/CGLIA (X2} MULTIPLE CONSTRUCTION (Xa)‘DATESUﬁ:'FY
AND PLAN OF CORRECTION TDENTIFICATION NUMBER; A BUILDING COMPLET
‘ ¢
475019 B. WG - Qu/2812046 |
NAME GF PROVIDER QR SUPPLER STREET AUDRESS, CITY, STATE, ZIP CONE
1248 HOSPITAL DRIVE
SBUR
ST JOHNSBURY HEALTH & REHAB SAINT JOHNSBURY, VT 0819
®4} 10 SUNMARY STATEMENT CF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION coug@,m
PREFIX {EACH BEFICIENCY MUST BE PRECEDED BY FULL. PREFIX {EACH CORREGTWEACTION SHOULD BE e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) A6 CROSS-REFERENCED TO THE APFROPRIATE
DEFICENCY) ]
F 000 | INITIAL COMMENTS F ooo} The filing of this plan of
Unannounced onsite seif-report and compiaint correction does not constitute an
Investigations were conducted bn 04/24/18 -
04125118 by the Division of Licensing end admisslan of the allagations set
Pratection. The following are Federal and State !
regulatory findings. ' forth in the statemen
F 167 | 483.10(g)(1) RIGHT TO SURVEY RESULTS - F 167} ¢ ent of
§58= | READILY ACCESSIBLE

: defitiencies. The plan of

correction is prepared and

" executed as evidence of the
, facility’s continued compllanca

' with appficable law,

F- 167

" How will the corrective action be accomplished for
those residents found to have been affecied by the
alleged deficient practice?

The Survey Result Book will be moved to the Famlly
Communication board. The pocket that houses the
Survey Book will be lowered for w/c accessability.
The Pocket will be clearty labeled and [dentifiable.

How will the facility identify other residents having
the potentlal to be affected by the alleged deficient

’-J £ practice? (X6} DATE
LABORA ECTORS O VIDER/BLE Pl PREBENTATIVE'S BIGNATU ‘5.4
; [ / / (3¢ M.Mr"I“/m-afz” ‘7 [é _
- =i o t other
Any deficiency statement ending wih an asterisk (*} denotes a affficiency which tha institution may be excused from correctifig providing it is detarmined thal

" ollowing the
safeguards provide sufficent profection to the patisnts. (See instruclions.) Except for nurslng homes, the findings steled Zbove am disclosable 90 days 1

date of survey whelher or nat 2 pizn of correction is pravided. Far nursing homes, the abova findings end plans of commection are disclosable 14 days

fctlowing the dats

el icipation.
thege documens are mada availbie © the faclhy. f defidenties are cited, an spproved plan of covrettion is renuisite to continued prograr DB_fUGlPaﬂ“
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The facility must provide medically-related social
sarvices to atizin or maintair the highest
practicable physical, mental, and peychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by

Basad on record review, family and staff
interviews, the facility failad to ensure that
medically- related social services were provided
to attain or maintain the highest practicable
physical, mental, and psychosacial wali-baing for
1 for 5 residents sampled (Resident #1). Findings
include:

1. Per record review, Resident #1 was adrnitted
(epproximately two years ago} for rehab and/ior
possible long term care placement. Based on
record revisw, there was no social service notes
available to indicats that thera had been any
care plan decigon made to determine if the
rasident would be attempting to return to [hisfher]
homae, nor what assistance, interventions, and
services hava besn offered or obtained. Per
Intarview on 04/24/16 at 7:256 PM the family
member statad that [Resident #1] was still in pain
and not strang enough yet to go home but "lots of
things have to happen, like getting stronger, a
handicapped van, carsgivars..] gusss | gottn
leok into it". Perinterview on 04/25/16 at 8:25
AM the staff member responsible for
medically-related social services ackrowledged

ST JOHNSBURY HEALTH & REHAB 1248 HOSFITAL DRIVE
SAINT JOHNSBURY, VT 06818
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' . { Al residents have the potential to be at risk.
F 167 | Continued From page 1 F 1573 B
findings, |ater ptggt e\n?ning‘ : What measures will be put in placa te ensure the
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY cur?
$3=p | RELATED SOCIAL SERVICE alleged deflclent practice witl not reoc

Families and Residents will be notified of the
location of the Survey Results hook.

! ! How will the Facility monitor its corective action to
! ensure that this afleged deficient practice will not
; repceur?

 The Administrator or designee will audit family,

residents, and staff to inquire If they know where

the Survey Results book is focated. There will be
audits x 4 weekly for a manth. The x 3

monthly.

Results will be reported and reviewed at the QAP

" Committee meeting for further recommendation. o

Compliance Date is 05/20/2016.
Ft POCaccpted g4l Compnant-Ra [P
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DEFIGIENCY)
) " How wi ior fished for
F 250 Gonfinued From page 2 F 250| hcw will :che corractive action he accompted o
that a meeting took placa in March {2018) but ' those residents found to have been affec v
"thera hasn't been much movement on getting . alleged deficient practica?
[Resident #1] home on a temporary basis...some
delays in therapy....! am not surs why". The The Care Plan for Resident #1 has been reviewed
DNS on 04/25/18 at 3:19 PM confirmed there .
was no care plan written for possible discharge -+ and reviesed.
andfor pravision of services fo meet the neets of : .
the reside nt, as would be expected from that How will the Facility identify other residents having
meeting in March. . potentfal to be affected by the same deficient
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO : bo . ¥
$8=D | PARTICIPATE PLANNING CARE-REVISE CP  practice?
Tha resident has the right, unless adjudgad All residents have the potential to be at risk.
incompetent or otherwiss found to he .
incapacitated under the laws of the State, to What measures will be putin place to ensure that
participate in planning care and trestment or he defici . i 2
changas in care and treatment, ' the deficient practice will not reaceur?
A comprehensive care plan must be developed The S.W. staff will be re-educated that D/C Planning
within 7 days after the completion of the process.
comprehensive assessment; prepared by an
interdisciplinary team, that includes the atiending , pe . : ;
physician, a registared nurse with responsibility How will the Facliity monitor its corrective action to
for the resident, and other appropriate staff in ensure that the deficient practice wiil not reoccur?
disciplinegs as determined by the resident's
needs, and, to the extent practicable, the The Administrator or destenee will conduct audits to
participation of the resident, the resident's family g r.a ' g 3. Results
or the resident's legal representative; and ensure compHance weekly x4 monthly x 3.
pericdically reviewed and revised by a team of will be reviewed at QAP! for further
qualified persons after each assessment. recommendations.
F0 0oL aceepied shiahit smumnsfl? Shaln.
phed <] pnd]
This REQUIREMENT s not met as evidensed
by:
Based on observation, staff interview and record
raview the faciiity failed to updaia the Care Plan
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F 280 | Continued From pags 3 F 238
for one of the applicable residents raviewed, F-280
(Resident #4) The findings include the following: ‘
Per obsarvations on 4/24 and 4/25/16 and during | Resident #4 careplan has been updated to reflect his
interview, Resident #4 stated that [s/he] gets , current condition.
fluids provided with the meals and 'l am sure | : :
can get more if 1 ask". Afamily member during " All Residents have the potential to be affected.
tnierview stated ' have to give [resident] water .
because | think they don't give [her/him] fluids." s . sowed and
Resident record review deronstratad that on Residents have had their careplans review
0410718, Resident #4 went to the hospitsl fara updated as neaded.
tlagnosis of dehydration and recsived (V o
[iggavencus} fluids, There is na care plan for . The Interdisciplinary teams have been re-educated
dehydration or récommendad amounts by the : , .
diatician. A Dlefary Asssssment dated 02/17/16 and are involved in the carsplanning process.
demonstretes at risk for dehydration related fo . )
[his/her] medical condition and diuretic use. The The DNS or designee will conduct to ensure
d!etit_:ian recommended approximately 1975 ¢o "compliance weekly ¥’s4,monthly x'3. Results will be
{eubic centirmters) of fluids dafly. reported and reviewed at the QAP! meeting for
Per review of the Infaks record for the month of further recommendation.
Aprﬁ_ dermonstrates that the resident has hesn
receiving tess than a 1000 cc a day, with two. Dete of compliance Is May 20, 2016
days greater than 1000 cc {April 10 and 12 with
1380 ce and 1080 cc, respectively). Per i .
interview on 04{25{16 &t 6:30 PM, ths Unit Faes goc accepted i fi SEwumonh o fme|
Manager (LiM) stated that thera should have
been a revision to the care plan, refated to
dehydratiof, inwhich there would be alert
charting {documenting each shifif at least fora
waek, monitoring and then re-assess for any
addifional intervantions, or continus. The UM
confirmed the abave.
Also see F-353
F 281 | 483.20(k}(3)(i) SERVICES PROVIDED MEET F 281
58=0 | PROFESSIONAL STANDARDS
The services provided or arranged by tha facillty
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must meet professional standards of quality.
F-281

'kl"his REQUIREMENT is not met as evidencad
y:

Baged on observations, record review and staff
Interview, the facility failed to ensure that
services provided or arranged by the facility
meet professional standards of quality regarding
redicetion management and medication
administration for 1 of 5 applicable residents in
the sample, (Resident #1) Findings include:

1. Per an anonymous complaint and factlity self
report, conirolled medications were noj disposad
or agstroyed according to acceptable standards

nat follow facility guidelines for destroying
{wasting) controlled medication that was sither
refused or dropped, nor were pharmacy
guidelines followed for wasting unusad
medications by mixing with noxious materials,

the protocol for witnessing the wasting of the
controlled medications.

Pat nterview the Staff Developmant
Coordinator (SDC) stated that several nurses
would co-sign for the wasting of the cantrolied
drug as required but did not actually witness or
have full view of ihe medication being dropped
into the container of noxious matenal. Nurse #1,
who is nio longer employed, acknowledged that
medications were not wasted as per the pratocol,
in addition, the SOC stated that review of -
residenis records and interviews did notshow
that residents were harmed. The SDO firther
stated they changed thelr policy on who shall
perform the destruction of the medications.

of practice, it was reparted that staff nurse #1 did

Furtharmera, two olher staff nurses did not follow

~ Resident #1 has not been negatively affected.

. All Residents have the potential to be affected by the
 alleged deficlent practice.

Nurses have been re-edutated on the policy and
- procedure of narcotic destruction. And the policy far
" medication administration.

. The DNS or designea will conduct audits weekly X's 4
and monthly x’s3 monitoring narcotic destruction
and adherence to medication agdministration.

Results will be reported and reviewed at the QAPI
Committes meeting for further recommendations.

Compliance Date is 05/20/2016.

FOEL QoL accepted ST Db STminape-exl

L

L

FORM CAtB-2567(02-99) Previous Varslons Dbaolete

Event [0:voBD11

Facliy 10: 473018 1 continuation: sheet Patie 90 18

You created this PDF from an appiication that is not licensed to print to novaPDF printer (hitp:/iwww.navapdf.com)




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENT ERS FOR MEDICARE & MEDICAID SERVIGES

{NTED: 0510572018
PR FNORM APPROVED

OB NO. 0938-0391

STATEMENT OF DEFICENCIES (X1) PROVIDER/SUPFLIERICLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER;

476049

3. WiNG

{X2) MULTIPLE CONSTRUCTION
A BUILDING

NAME OF PROVIDER OR SUPPLIER
ST JOHMSBEURY HEALTH & REHAB

STRERTADDRESS, CITY, STATE, 2IP CODE
1248 HOSPITAL DRIVE
SAINT JOHNSBURY, VT 03819

w3y DATE SURVEY
( ,CGMPLETED

G
04/26/2018

(XD
PREFRX
TAG
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L.

F 281

F 282
SS=E

Caontinued From page 5

2. Per cheervation on 04/24/16 at 7:25 PM, a
family member was noted to be administering
medlestions, evaning pills and applying
analgesic cream to Resldent#1, The family
member stafed that the nurse came into the
ropm and stated that the family mernber could
dive the pills and apply the cream. The nurse did
not slay to monitar effects or assure madications
were given as ordered. Per interview shortly
theresfter, the nurse stated that the family can
give the medication because "[family] asked and
Il document it". When asked by the nurse
supveyor if there was a protocol regarding
miadicetion administration by someone pther
than the nurse, the st=ff nurse was unable fo
answer saying ™ ontly work weekends",

Per interview at 8:56 PM the SDC stated that
family members are not supposed to give
medicstions unless evaluatzd and with a
physician order. The SDC confirmed there was
no order or evaluation for the family rember to
give medicationsand s not a standard
procedure.

Reference; Facility Policy -Destruction of
Controlied Drugs: 6.2.1.1 Drug must be
destroyed by the person who poured or removed
ipatch] notes that Licensed nursing staff ... must
actually witness the destruction.

Reference: Lippincett Manual of Nursing Practice
(Sth edition) Woiters Kluwsr Haalth/Liggincott
Williams and Wikins

483,20(K)(3)(if) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

F 281

F 282
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The servicas provided or arranged by the facility
must be provided by qualified persons in

accordance with each resident's written plan of
carg,

This REQUIREMENT is not mat gs evidenced
by :

Based on obsarvation, steff interview and record
review, the facifity failed to implement the plan of
care for 2 of 4 residents in the sample (Resident
#1 8 #2). Fincings Include:

1. Perrecord review, Resident#1 has g
diagnosis of hemiparesis on the right side and
refles on staff for axtensive assist for activities of
dally living (ADLs). The resident did nat recslve

-} care and sarvices according to the cave plan

during two days of survey. The care plan for
AbLsand nutrition, directs staff to assist with
meals for cueling; provide adaptive self feeding
equipment (rimmed plate and built up utensile)
as nesded, when [n bed to keep the heals
elevalad upon pillows; right arm and elbow on a
pillow when in ted; call bell in reach and to
re-approach and fry a new staff when the
resident refuses care.

Per observations at 5:00 PM on 04/24/18, the
Resident was inbed with na pillows under the
feet nor under the right anm/elbow. Two pillows
were noted on oppusite side of the raom. The
LNA acknowledged at 8:00 PM itis geod to try to
keep the heels elevated and that {resident] will
try fo remove or refuse the pillows. Pillows wers
provided at thai time.

On 04/25/18 & 8:05 AM the nurse surveyor
Inquired what the resident had for breakiast as

Resident #1 has had his care plan reviewed and
updated, The staff have reviewed the updated care

" plan and wili provide assistance as needed and

permitted hy the Resident.

Resldent #2's care plan has heen updated and

| reviewed by staff.

All Residents have the potentlal to be affected by the
alleged deficient practice. No other residents were
negatively impacted by the deficient practice

| Nursing staff have re-educated on following the plan

. of care and providing assistance as needed. Re-
education has also heen provided to the LNA's on
when to repart fssues with skin integrity. LNA have
also heen re-educated on safe mechanical fift
transfers,

The DNS or designee wili conduct audits to ensure
complianca weekly X'4 then monthly times X's3 .

Resuits will be reported and reviewed at the QAP1
Committee meeting for further recommendations

Compliance Date is 05/20/2016.

F202 00C accephed Shialio ¢ ed|
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PREFX
TAG
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{K8)
COMELENON
LATE

) et ———1

F 232

Continugd From page 7

no ffay was located, Tha LNA stated that the
Resident had refused breakfast, as it Is hisfher
choice. When asked if the resident might eat
latar in the moming the LNA stated that he'll get
his funch but acknowledged that the resident was
not re-approached nor did anoiher staff attempt
{0 offer breakfast. The resident was observed
prior and during the provision of moming cars
not fo have the cail bell, and the LNA confirmed
he call betl was out of reach on the wall,

The Resldent's fray for the Noon time maal did
not hava adaptive equipment as care planned.
The Food Service Supervizor (FSS8) at 12:36 PM
stated "l am not aware of the [adaptive
equipment] and i should be on the slip, butitis
nat’. Per intelviow gt 12:57 PM the
Occupational Therapist confirmed that there
sheuld be a rimmed plate and the buiit-up spoon
and fork along with a regular set of utensils, as
the resident will often use one or the other.

2. Duiing obsevetion, record raview and
confirmed by siaff, Resldent #2 was not
provided care and services acgording to the care
plan, Resident's diagnoses Include diabetes, a
stroke with resuliing effects for right hemiparesis
{pettial paralysis] and dysphasia. The care plan
for diabetic care, immobliity and pressure ulcer
risk, states skin is assessed daily with care and
PRN [2a needed]; sxtensive 2 assist with turning
ard repositioning, use of machanicai ift; to
check all of the bady for breaks in the skin and
repartftreat prompily; and wears glasses that ars
to be kept clesn, in good repair and kept by the
bedside. Per cbhservation on (04/24/18 at 5:10 PM
the Resident was not wearling glasses and they
weare not found by the bedslde. In addition, a
large bruise was nated on the upper left arm.

F 282
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Review of the progress netes dues not show an
assessmant or report for the bruises. Per
observation at .30 AM on 04/25/18,
abrasions/scratches were alee noted on the right
hiplupper leg area. Staff found the glasses on the
dresser. Per an interview at 2:15 PM the staff
nurse wag not aware of any abrasions/scraiches
or brulsing to the left uppar arm. Thers was no
report nor any treatment ordered for the
abrasionsfscratches, The DNS during interview
at 245 PM confirmed that the bruises were
several days old, The DNS acknowladged that
althaugh therg was a reporting system, staff

failed ta report imely and the glassas ate to be
Woin. )

Alsp see F-323 and F-353
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as fres of accident hazards
as is possitle; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

Thiz REQUIREMENT is not met as evidenced

Baeed on observations, record review and
interviews the facliity did ot assure adequate
supervision for ane of two applicable residents
using an assistive davice for transfar. (Resident
#2) Findings include;

1. Buring obsevation and interview on the
svening of 04/24/16, Resident #2 had bruises,

F 282

F 323
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above the large brulss) an the upper left arm.
When asked how the bruises happened,

Resident #2, who has a diagnosses of diabstes, a
stroke with resulting right hemiparesls [partial
paralysis] and dysphasia, was unable to sxplain
and just sighed and shaok his/her head. A
progress notedincident report on (4/17/18 states
'ight arm squeszed betwesn hoyer [mechanical
lift] and body'; however, there are no reports of
any injury, bruising or any cther related skin
issuea. The brulses wars vigible on both days
tus to the resident wearing a short sleeva shiit.
The cara plan noted for dizbetic care, immohility
and pressure ulcer risk states skin is assessed
daily with care and PRM as neadad], extenzive 2
assist with fuming and repositioning, two staif for
standfplvot fransfer an days and two staff for
mechanical transfer on the other shifis, and to
check ail of the body for breaks In tha skin and
raport/ireat promptly.

During abservation of provision of moming care
on 04/28/16, additional skin sbrasions/scratches
weze notad on the resldent's right hip/upper leg
area, Staff at that time stated "sometimes
frasidents] get pinched by the hoyer...and those
marks can be from the fingernafls when (his'her)
hands get caught in the wheelchair." During
interview, prior to the changs of the day shift, the
nursa was not aware of any injuries espectally to
the left arm. The nurse said that there was an
analgesic patch on the Ieft shoulder, whichis
what the nurse surveyor "prabebly saw". The
nurse further stated that LNAs would also report
if there where any skin lssuss. At that time the
nurse surveyor then requested the staff nurse

STATEMENT OF DEFICENCIES (X1} PROVIDER/SUPPLIERGLIA ¥2) MULTIPLE CONSTRUCTION (xa) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: fq Y MULTILE COMPLETED
. BUILDING
c
475019 8. WING 04i25/2016
NAME OF PROVIDER OR SUPFLER STREET ADDRESS, CITY, STATE, ZIP CODE
1245 HOSPITAL DRIVE
ST JOHMNSEURY HEALTH & REHAB
SAINT JOHNSBURY, VT 05818
¢4 D SUNMMARY STATEMENT OF DEFICIENCIES D PROMIDER'S PLAN OF CORRECTION
PREF (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE DATE
TAG REGULATORYOR LSG IDEMTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 323 | Continued From page 9 F 323
one large blackblve (greater than 5 em in
diameter) & one smaller (less than 4 cm - directly F-323

- Resident #2 was assessed and the medical record
was ipdated,

All Residents have the potentlal to be affected by the
- alleged deficient practice.

- Nursing staff have been re-educated on timely skin
 assessments and the timely reporting of skin issues.

: Nursing staff hava been re-educated and monltored
: an staff transfers,

The DNS or designee will eonduct weekly audits on
accurate skin assessment and safa transfers x's 4and
manthly x's 3

Resuits will be reported and reviewed at the QAP!
Committes meeting for further recommendation. W

Compliance Date Is 05/20/2016.
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lock at the bruising, during which the staff nurse -
acknowledged the large bruises but stated
“maybs it might have been with the hoyer lift last
night when they wera putiing the resident fc bed. ¥%4%% | Howwill the corrective action be accomplished for
Per interview at 2:45 PM the DNS consirmed that - those residents found to have been affected by the
the bruises where several days old, The DNS - deficlent practice?
acknowledged that although there was a i
reporting system staff failed to report timaly, . .
moritor andor separvise the pracics of . Ad mfmstrat!ve staff h?ve reviewed staffing )
transferring a resldent with mobility issuss and . Tequirements.The Facility will continue ali of its
who has experienced bsing injured by the hoyer. ' recrultment efforts to hire more staff. 2
F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353}
88=F | PER CARE PLANS * How will the Facility identify other residents having
The facility must have sufftclent nursing steff to - the potential to be affected by the alleged deficient
provide mursing and related services to attain or " practice?
malntzin the highest practicable physical, mental,
and psychosocial well-heing of each resident, as . d.
determined by resldent sssessments and All residents have the potentfal to be affecte
individual plans of care.
. . . What measures will be put in place to ensure that
The facllity must provide servicas by sufficient the deficient practice will not reoccur?
numbers of each of the following typss of
personnel on @ 24-hour basie to provide nursing . : : et
cara fo all residents in accordance with residant Staffing will be reviewed daily. Al recruftm
care plans: | efforts are ongoing. Sign on bonus is offered. For
hire ads are in print and ongoing.
Except when walved under paragraph {c) of this P EONg
;t;gg:ﬁgfensed rurses and other nising How will the Facility monitor its corective actions to
ensure that the deficient practice will not recccur?
Except when waived under paragraph (¢) of this
seckon, the facllity must designate a licensad
nurse to serve asa charge nurse on sach tour of
duty.
— 10678 .
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This REQUIREMENT is not met as evidenced
by

Bassd on observation and interviews, the facility
failed to provide suffisient staffing to attain or
maintain the highest praclicable physical,

mantal, and psychosocial well-being of each
resident. (including residants #1, #2. #5)

Findings includs:

1. Refer to examples at citatlon F282 and F323
(for Resident #1 & #2);

2. Perreview of steffing records, the facility
failad to meet the state-required minimum
staffing levels. See FOB99;

3. Perinterviews throughout the fwo day survey,
numerous anonymous residents, famlly members
and staff report facility steffing challenges, high
tumovar of staff and lack of care related to poor
stafiing ievels. Avisiting relative for Resident #5
complained 0 the survey agency that call lights
40 unanswersd, semetimes it {zkes 88 long as 45
minutes to get cara. S/he reportad that histher
relative wes inconifinent of urine on the evening
of 04/08/16 and put on the call light, staff
answarad in 5 minutes buf furned the light off

and stated "will be right back”. The staff person
refurned 45 minutes later. This day was
ideniified as having below the required 2 hours of
personal carve a8 iisied at F9299.

Per interview on (4/25/18, the Administrator
acknowledged there are severs] initiakives {o
corract the staffing problems such as sign-on
bonuses and pay increnses. Sfha confirmed that
the facllity was aware of staffing problems.

F 386 | 483.30(=) POSTED NURBE STAFFING ] F 356

N i —
41D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION NN
PREFX (EAGH DEFIGIENCY MUST BE PRECEDED BY FLILL PREFIX {EACH GORRECTNVE ACTION SHOULD BE OATE

TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
F 353 | Continued From page 11 Fagsl TheAdministrator or designee will perform audits to

ensure compliance weekly x's 4,manthly x's 3.
Resuits will be reported and reviewed at the QAP
- meeting for further recommendation.

bate of compliance is May 20, 2016
£253 00 cecepled 5114 o Semimina [Pt
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85=C | INFORMATION How will the corrective action be accomplished for

The fagility must post the following information
on a daily hasis.
o Facllity name.
o Tha current date,
o The fotal number and the aciual hours worked
by the following categories of llcensed and .
unlicensed nursing staff directly respansible for
resident cara per shift:
- Registerad nursas.
- Licensed practical nurses ot icensad
vocational nurses (as defined under Siate law).
- Cextified nures aides,
o Residsnt census.

The facllity must post the nures staffing data
specifiod above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o in a prominent place readily accessible to
resldents and visitors,

The facility must, upon oral or wiitten request,
make nurse stafiing data available fo the public
far review at a cost not to exceed the community
standard.

The fagility must maintain the posted daily nurse
staffing data for a minimum of 18 manths, or as
required by State law, whichever is greater.

This REQUIREMENT [a not mat as evidenced
by:

Based on obsearvation the facility failed to post
the nurse staffing data as specified on a daily
basis, at the beginning of each shift, The

those residents found to have been affected by the
alleged deficient practice?

The posting will be moved to the Family
Communication board. The posting will be posted
for the day at hand. The posting will he updated as
needed.

How wilt the Facllity identify other resldents having
the potential to be affected by the alleged deficient
practice?

All resldents have the potential to be at risk.

What measures will be put In place to ensure that

the alleged deficient practice will not reoccur?

Nursing Staff will be educated on staffing posting
requirernants.

How will the Facility manitor its corrective action to
ensure that the alleged deficient practice will not
reoccur?

The Administrator or designee will audit the posting
for timeliness and accuracy weekly x 4 for 1 month
and the monthly x 3. Results will be reviewed at
QAP for further recomimendations.
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Continued From page 13
findings Include the following:

Per obwservation by the Registered Nurse (RN)
Surveyor, on Sunday 04/24/48 at 430 PM on
enfrance to thefacility, the facility nurse staffing
was ppsted on the bulietin board on the hallway
towards the Kitchan, empioyes lounge and
therapy office. The date on the posting was
Friday 04/22/18 that had the required information
visible, while Saturday 04/23/16 and Sunday
04/24/16's Information was filed behind Friday's
posting and not visible, In addition, when the
posiings wera taken down and reviewed, showed
Sunday's nursing hours were incorrect. Per
interview on (4/25/16 the Administrator and DNS
confirmed thatthe postings were made in
advance (not on a daily basls), notina
prominent place and contained incorrect
Information.

FINAL OBSERVATIONS

Per Vermont Licensing and Operating Rules for
Nursing Homes regulation 7. 13(d)(1}():

(d) Staffing Levels. The factlity shall maintain
staffing tevels adequate to mest resident needs.
(1) At & minimum, nursing facilifies must provide:
{{) na fewer than 3 hours of diract care par
resldant per day, on 2 weskly averags, including
nuirsing care, personal care and resiorative
nursing care, but not including adminisiraiion or
supervision of staff, and of the three hours of
direct vare, nofewer than 2 hours per resident
perday (PP} must be assigned o provide
standard 1NA care (sich as persoral care,
assistance with ambulation, feeding, etc.)
performed by LNAs or eguivaient stdf and not
including meal preparation, physical tharapy or

F 386

F9899
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. oW Wi we action be accomplished for
FO880 | Continuad From page 14 Foo9g| How will Fhe correct have b affeste d by the
the activities program. 'those residents found to have been
ideficlent practice?
This REQUHREMENT s NOT MET as evidenced _
by: Administrative staff have reviewed staffing -
; i | of its
Based on interview and review of faility staffing requirements.The Facllity will continue all
scheduies the faciity falled {o provida direct care {recrultment efforts to hire mare staff.
staff (LNAs) to meet 2 hours per resident per day | .
(PPD) as well as the 3 hours. Diract care staff How will the Facllity idantify other residents having
provide personal care, assistance with - . eficient
ambulation and feeding etc., but do not assist - the potential to be affected by the alleged def
with meal preparation, physical therapy or the practice?
activiles program. The findings include the
following: ' all residents have the potential to be affected.
|
Per review of facility staffing schedules for the ' - ; ensure that
rronths of January, Eebruary, March and April E\Nhat measures will be ?Ut in place to
20186 (fo date), the following PPD's ldentified that ‘the deficient practice will not reaccur?
the facitity did not meet the LNA requirement. |
affing will be reviewed dally, All recruitment
January 2018: identifiad that 5 of the 31 days ‘,St & . ue ic offered. For
were below the 2.0 PPD for LNA staffing. And on ‘efforts are ongolng. Sign on bonus is :
01/16/18 below the 3.0 hours of direct care. “hire ads are in print and ongoing.
February 2018; identified that 2 of the 20 days '
were below the 2.0 PPD for LNA staffing. Facility monitor its corrective actions to
March 2018 Identified that 2 of the 31 daysfor How will the Facility r i ot teoceur?
the month ware bslow tha 2.0 PPD for LNA ensure that the deficient practice will notre 7
sigffing,
April 2018: 1dentifled 9 of 24 (to date) were The Adrninistrator or designee will audit the
below the 2.0 PPD for LNA as well a5 5 days scheduies and PPD daily to ensure sufficient nursing
below the 3.0 bre/direct care i ie will b
staff to meet ali the resident’s needs. Auc_iits will be
Per interview through out the two day review reviewed at QAP for further recommendations
numerous anonymous family members and staff ) . ‘ '
report iack of care related to poor steffing levels, F944 PD(,G[C(zi?h’d Sl cemmisvalal jpme
turnover of staff, facility staffing chailenges, IE; :
staif deing double shifts, cobbling together _
caverage and lack of per diem pool. A5 ) 0 Il
-
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9902 | Confinued From page 15 F9999
Per interview on 04/24 and 04/25 /16, the
Administrator and the Direstor of Nursing Service
{DNS) confirmed that the abave information is
corract, Canfimaiion was also made that the
facility developsd numergus inltiatives io corrsct
the staffing problems tp inciude, fimiting
admissions, placing Ads and offering sign on
bonuses
Bee algo F3563.
. t Page 160f 16
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