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LT «: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
hitp:/Amvww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

December 9, 2013

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

Saint Johnsbury, VT 05819

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 14, 2013. 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

PCjl

Disability and Aging Services Blind and Visually lmpaired
Licensing and Protection Vocational Rehabilitation
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INITIAL COMMENTS

An unannounced, on-site complaint investigation
was [nitiated by the Division of Licensing and
Protection cn 9/30/13, and completed on
11/14/13, The foliowing are regulatory viclations.
483,10(b)(11) NOTIFY OF CHANGES
(INJURY/DECLINE/ROCM, ETC)

A facllity must immediately inform the resident;
consult with the resident's physician; ahd If
known, hotify the resident's legal representative
or an interested family member when there is an
accldent involving the resident which results in

injury and has the potential for requiring physlcian:

intervention; a significant change in the resident's
physical, mental, or psychosacial status (ie., a
deterioration in health, mental, or psychosocial -

-status in either life threatening conditions or

clinical compiications); a need to alfer treatment
significantly (i.e., a nead to discantinue an
exigting form of treatment due to adverse
conseguences, or o commence a new form of
treatment); or a declsion ta transfer ar discharge
the resitent fram the facility as specified in
§483.12(a). ‘

The facility must also promptiy notlfy the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or rocmmate assignment as
specified In §483.15(e)(2); or @ change in
resident rights under Federai or State law or
regulations as specified In paragraph (b)(1) of
this section,

The faciiity must record and perodically update
the address and phone number of the resldent's
legal representative or inferested family member.
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Any daficiency mtatement anding with an asterisk () danotes 3 deﬂcizw which the Jistitutian may be excused from comecting providing it is detarmined thet

other safeguards provide sufficient protactian to the patients. (Ses in

uctions) Except for nurding homes, the findings steted above are discio=ahle 90 days

followlng the data of survey whether or not s plan of carrection i provided. For nursing homes, the above finding= and plans of corraction are disclosable 14
days following tha date thess documents are made avallable to the faclity. If deficlencies ans cited, an appmved plan of correction is requiste to continusd
program participation. ‘
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F 157 | Continued From page ' F157| .F157
| . How will the corrective action be
_ . | i those residen
This REQUIREMENT " , i accomplished for
by: QUIRE I8 not met as evidenced . found to have heen affected by the
Based on record review and Interview the facility . deficient practice.
faiied to consyit with a physician or notify the ' ; . .
family regarding a significant change in medical ‘ Regident #] no loneer resides at
condition for one of six residents in the sample | : center.

group. (Resident#1). Findings include:

How will the facility identify other
residents having the potential to be
affeeted by the same deficient

practice.

Per medical record review an 08/30/12 and
11/14/13, Residaent #1 was admitted o the facility
on 8/8/13 with diagnoses of stage 4 lung cancer,
sacondary bone and bone marrow maiignancy,
muscle weaknass, Chronic Obsiructive
Pulmonary diseass (chronic fung disease),
anemig, and tachycardia along with other chronic

medical conditions, Per review of the meadical affected. All residents medical records
racord, Resldent #1's oxygen saturation level® for

i i : were audited for validation of contact
his first two dfays in the facility ranged from . . . P n
£9%-93%, He/she raceived supplemental oxygen | - ' information and family/ MD uotified
by nasal cannula. Cn 8/10/13 at 7:30 AM, a staff of sipnificant changes.
nurge recorded Resident #1'8 pulse oxygen !

saturation at 82% (abnormal vafue). Per the . What measures are put in place to
nursing 7 AM-7 PM shift note, on 8/10/13 at8 j

All residents have the potential to be

AM, Resident #1 was "very groggy and + ensure that the deficient practice ractice
unrespongive." He/she was "unable {o eat - will not reoccur.

brealfast” or take his/her medications and did not :

&at jurich, " Nursing staff have been re-educated
On 8/10/13 at 17:56 PM, the prograss notes on Changes of Condition owidelines
documentad that Resident #1 was found ' -

unresponsive with no respirations and no apical and reporting those changes 1o MD
puige. His/her MD was contacted and the facility and legal representative,

RN pronounced the resident per MD order, -

Per 11 t:'_;‘l(ﬂ 3 revilaw. the f:acﬂitytpnliqy f)of ltlutlse How will the facility monitor its
oximetry (assessihg oxygen saturation), siates tiv . ¢ that the
that if the $802 (SalZ=oxygen saturation) "is less corre:c £ ﬂct:?u t:,ii;l f:;:: reoceur
than acceptable level for a resident's candition, deficient practice will U0t regccur.
notify the physiclan.” ' ]

B - e
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A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facilty must develop a comprehensive care
plan for each resident that Includes measurable
objactivas and timatables to mest a residant's
medioal, nursing, and mental and psychosacial
needs that are [dentified In the comprehensive
assessment.

The cars plan must describe the services that are
to be fumished {o attain or maintain the resident's
highest practicable physical, mantai, and
paychosocial weli-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due io the resident's exercise of rights under

§483.10, including the right to refuse treatment |
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F 187 | Continued From page 2 - F157! The DNS or designee will copduet
On 11/14/13 at 11:50 AM, the facility Director of 3 : :cal record
Mursing Services (DNS) stated that he/she would f :ﬁrndogl audite Oflt(h ;ILH cdég“ici{_(l_
have expected Resident #1's famlly to be notified ; o8 WSS 8 WES 25 2 WOEKS .
on 810713 of his/er change in condition and that ! Weekly audits times 4 weeks then
the resident's doctor "should have been updated.” - monthly x’s2. Results will be reported
PerIreviaw of the nursing progress notes, the . through the QUAPI process with
facility DNS confirmed that there is no s : ;
con ‘ . PRrop .
documeniation in the medical record that : Ipterzventlons a5 8 .ro nau.: Olf
Resident #1's family or physician had been - significant changes in medical
notfied of histher change in condition until the - condition,
resident expired. ‘ ' 12/06/13
* Ohyger: saturation measuras the amount of
oxygen in the blood; normal readings range from FIST 00C accepted B4l SO Apia | OC
85-100%,; values under 830% are considered low. ! cepe . i
{www. mayoclinic.com/health/hypoxemia/MY002 1
F 279 3253 20{d), 483 20(k)(1) DEVELQP F 279 L2
- 1 499, I H ill the corrective action be
s5=0 | COMPREHENSIVE CARE PLANS O I

accomplished for those regsidents
found to have been affected by the

deficient practice.

Resident #1 no longer resides at
. center. ’

How will the faeility identify other

residents having the potential to be
affected by the same deficient
practice.

All residents have the potential to be

affected. All residents careplans have
been reviewed for significant

comprehensive are needs
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F 279 Continued From page 3 Fa7g What messures are put in place to
under §483.10(b)4). . ensure that the deficient practice
i will got reoccur.,
;‘;:ls REQUIREMENT is not met as ewnd;nc&d : ' Nursing staff have been ve-educated
Baséd an record review and interview, the fagiiity , ondevelo 111 and updatin
faited to develop an interim plan of care that ‘ - comprehensive care plang to ineet the
addrassed the significant medical noeds for 1 of 3 |- | current care needs of each resident.
residents in the sample. (Resident #1). Findings |
.| inelude: . . . N
| Per record reviaw on 11/14/13, Resident #1 was : How Wl,ll the i:ac'l" momitor ity
. | admitted to the facillty on 8/8/13 following || corrective action to ensure that the
hospitalizaticn for a fall at home and falling - deficient practice will not regecur,
condition. Hefshe had diagnoses of stage 4 lung !
cancer, secondary bone and bong marrow or designee will conduct
malignancy, muscle weakness, Chronic ThfiDNS i f%cnh edical recard
Obstructive Pulmenary disease (chronic lung Iancorn audits of L I
disease), anamia, and tachycardia along with three times a week times 2 weeks .
other chronic medical conditions. Per faview of Weekly audits times 4 weeks then
the medical record, an interim care plan was —&—'m_m
developed on admigsion; however, it failed fo monthly x's2, Results will < vﬁth
Identify and address the sianificant respiratory through t:hc QUAPI proces
care needs of & rasident with stage 4 lung cancer, intervenfions as appropnate.
e.4., the care plan failed to identify parameters 12/06/13
around oxygen use, respitatory medications,
changes in conditinn that would indicate the need R € aceephed 13441 £ Brants APRN | PWLL-
| to vontact the physician and monitering FATq 0 accepted > \\
parametars, '
On 11/14/13 at 11:50 AM, the facility Director of
MNursing Services confirmed that Resident #1's
interim carg plan failed to address the
comprehansive care nesds of a resident with fung
cancer and a compromised respiratory status,
F 281 483.20(k){(3)(i} SERVICES PROVIDED MEET |  F 281
§8=D | PROFESSIONAL STANDARDS
Tha services pravided or arranged by the facility
riust Meet professional standards of quality.

FORM CM5-2567(02-98) Previcua Versions Obsokte Byvant I0: 502741 Fachity 10 475018 ' if continuation sheaf Page 4 of 6




12/86/20813 16:14d aR27486503 ST JOHNSBURY HEALTH PAGE  BB/1A
' PRANTED: 11/18/2013

DEFARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED

CENTERS FOR MEDICARE & MERICAID SERVICES . - OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SURPPLIERICLIA (X2 MULTIPLE CONSTRUSTION M3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BU]LDING COMPLETED

G
475019 B. WING — 1144/2013
NAME OF PROVIDER OR 8UPPLIER | STREET ADDAESS, CITY, STATE, 21 CODR: )
1248 HOSPITAL DRIVE

ST JOHNSBURY HEALTH & REHAB L DRI
740 LTH A SAINT JOHNSBURY, VT 05819

(443 1D SUMMARY STATEMENT OF DEFIGIENGIES Ity PROVIDER'S PLAN OF CORREGTION (%8)
PREFIX [EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GCOMPLETION
TAG REGULATORY OR 1LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFRQPRIATE DATE
. DEF|CIENGY)
F 281 Continued F 4 FZSI
cnhtinued From page F 281 . How will the corrective action be

accomplished for those residents
found to have been affected by the

This REQUIREMENT is not met as evidenced

by | deficient practice.
Based on medical record review and interview,
the faclity failed to meet professional standards Resident #1 ta long er resides at

by 1) not natifying the attending physician of a

sighificant change in a resident's medical  center.

condition and by 2) not abtaining physician orders —
for oxygen far 1 of 6 sampled residents. How will the facility identify other
(Resident #1). ' I‘ residenty having the potential to be

Per medical record review on 08/30/13 and

11/14113, Resldent#1 was admitted ta the facility affected by the same deficiont

an 8/8/13 with diagnoses of stage 4 lung cancar, i practice.

secohdary bone and bohe marrow malignanay, : ]

muscle weakness, Chronic Ohstructive All residents have the potential io be
Pulmongry disease (chronic fung disease), . affected. All residents medical records
anemia, and tachycardia along with other ahronic | have been reviewed for

medical conditions. Per review of the medical

record, Resident #1's axygen saturation level for documentation of MD nofification of

his first two days in the facllity ranged from ' significant changes of roedical
89%-93%. He/she recaived supplemental condtion. All residents cutrently
oxytg?fn by nasal cannuFl? On Bg‘;ﬁo‘{w ati 730 AM, receiving axveen have had their

as nurse recorded Resident #7's puise : .

oxygen saturation at 82% (abnormal). Per the medxcal, records reviewed for presence
nursing 7 AM-7 PM shift nots, on 8/10/13 at 8 of oxygen orders.

AM, Resident #1 was "very groggy and

unresponsive." Hefshe was "unable to sat What measures are put in place to
breskfast” or take histher medications and did not ensure that the deficient practice
eat lunch, ELINC VIR E Tt p

On 8/10/13 at 17:56 PM, the nursing progress will not reoccur,

notas documented that Resident #1 was found

Lnresponsive with no respirgtions and no apical Nutging staff have been re-educated
-pulse. His/her MD was contacted and the facility on the notification of physician and

RN pronounced the rezident per MD order,

+ e N , 1 i
Per 11/14/13 review, the facility policy for pulse lepal representative regarding

aximetry (assessing oxygen seturation), states - significant changes in medical changes in medical
that if the Sa02 (Sad2=o0xygen saiuration) "is less condition. Nurses have been
than acceptable lavel for a resident's condition, reeducated on the facility policy for

FORM CMS-2567 (02-88) Previous Varslons Qbsolste Event [D; 503711 Facifty |D; 475018 If sontinuation sheet Page 5 of €
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notffy the physu:!an "

Cin 11714443 at 11:50 AM, the facility Drrectc:r of
Nursing Services (DNS) stated that hershe would
have expected Resident #1's family to be notified
of hisfher change in condition on 8/10/13 and that
the rasident's doator "should have been updated.”
Per review of the nursing progress notes, the
facllity DNS confirmed that there is no.
documentation in the medical record that
Resident #1's family or physiclan had been
notified of his/her change in condition until the
resident expirad. Additlonally, the DNS and Unit
manager for A wing confirmed that there was no
order for oxygen in the resident's medical record
and nu documentation that the physician was
contacted for one,

*Lippincott Manual of Nursing Practice (9th ed.).
Wolters Kluwer Health/Lippincott Williams &
Wilkins..
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F 281( Continued From page 5 F 284 the requitement of an MD order for

i the use of oxygen and pulse oximetry.

! How will the facility monitor its

 coprective action to ensure that the
' deficient practice will not repecur.

' The DNS or designee will conduct
| random audits of the medical record
three times a week times 2 weeks .

' Weekly audits times 4 weeks then
'monthly x°s2. Results will be reported
throuoh the QUAPI process with
interventions gs appropriate.

12/06/13

Ay PoC aceephed 12]4[13 ShenicArRN | L
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