7~~~ VERMONT

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

October 21, 2016

Mr. Bradford Ellis, Administrator
Vernon Green Nursing Home
61 Greenway Drive

Vernon, VT (5354-9474

Dear Mr. Ellis:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 28, 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,

&&w&m\\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F 000 Al]egation of Substantial Compliancc

Vernon Green Nursing Home, herein aller
sometimes “facility”, has and continues to be
in substantial eomplianee with 42 CFR Part
483 subpart B. Vernan Green Nursing Home

An unannounced onsite recertificatipn survey
was conducted by the Bivision of Licensing and
Protection on Sgptgmbgr 26 through Sep;ember has or will have substantially corrected the
28, 2016. The findings include the following: alleged deficicneies and achieved substantial
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 2801 compliance by the date specified herein,
S5=D | PARTICIPATE PLANNING CARE-REVISE CP

This Plan of Correction constitules Vernan

- ‘ . Green Nursing Home's allegation of
The resident has the right, unless adjudged subslantial compiiance such that the alicged

fnCDmp{eten! or ptherwise found to be deficiencies cited have been ar will be
incapacitated under the laws of the State, to substantially correcled an or before Ocetober
participate in planning care and treatment or 6, 2016.

h i . . .
changes in care and treatment The stalcments made on s plan of

correction are not an almission lo and do not
constitute an agreement with the alleged
deficiencies herein. To continue to remain in

A comprehensive care plan must be developed
within 7 days after the completion of the

comprehensive assessment; prepared by an substantial compliance wilh state and federal
interdisciplinary team, that includes the attending regulations, Vernon Green Nursing Tlome has
physician, a registered nurse with responsibility taken or will lake the actions set [orth in this
for the resident, and other appropriate staff in plan of correction.

disciplines as determined by the resident’s
needs, and, to the extent practicable, the
participation of the resident, the resident's family
or the resident's legal representative; and
periodically reviewed and revised by a team of .
qualified persons after each assessment. 11280

The Fuacility has and continues to ¢nsure that
the care plans are developed/revised andfor
revicwed ag needed and that residents can
participale in their plan ol care.

This REQUIREMENT is not met as evidenced What corrective action witl be
by: accomplished for those residents found to
Based on staff interview and record review, the have been affected by the deficient
facility failed to revise the care plan for 1 of 19 practice;
applicable residents in the stage 2 sample Resident #11°s care plan has heen reviewed 09727716
{Resident #11). Findings include: and updlated.
Per record review, staff did not revise Resident
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE

o Eveted ive  Mrector ey,

Any deficiency siafement ending with an aslerisk (*) dencles a deficiency which the institution may be excused from correcting providing it 1s determinied that other
safeguards predide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nussing homes, the above findings and pians of correction are disclosable 14 days foliowing the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 280 | Continved From page 1 F 280! How you will identify other residents
#11's plan of care to reflect recommendations by having the potential to be aifected by the
; ; : same deficient practice and what
the consulting dentist or speech therapist. . . . .
) . . corrective action will be taken;
Resident #11 requires staff assistance for oral . .
healith care. A dental consult on 5/3/16 noted that All residents have the potential to be affected
the remaining 3 teeth appeared tolerated but by this alleged deficient practice.
need to be brushed more consistently, What measures will be put into place or
Recommend staff assist twice daily (BiD). No what systemic changes you will make to
toothettes (a foam oral heaithcare device) should ensure that the deficient practice does not
be used. The care plan-for dental care did not recur;
contain the dental consultant recommendations. A mailbox for the unit charge nurse has been
established to place faxcs, consualts, MD 10/12/2016
Per an interview with a unit Licensed Nursing orders to assure proper recommendations are
Assistant (LNA) on 09/27/2016 at 1:48 PM, the put into place and followed.
LNA stated that staff used a toothettes to provide Nursing staff have been educated to enter 201016
Resident #11's oral care because h/she had no interventions on the care plan itself instead of 097292016
teeth. The LNA was not aware of that Resident using the paper forms. New
#11 had remaining teeth and was unaware of the recominendations will also be entered into
no toothetie recommendation nor the point of care with sign off by the nursing
recommendation to brush BID. assistants,
- . . Birector of Nurses (DON) or designee will
f\qqmonailm Swallowing precautions were conduct audits to us(sure iit‘ormati%)n ison 014708
initiated 9/17/14 by a Speech therapist (SLP). care plans and staff is updated on changes
The precautions included direct supervision while through huddles, meetings, the
eating and sitting upright @90 degrees with a communication book and the point of care.
pillow behind his/her back while eating. During DON or designee will also do audits to assure
interview, the unit LNA was aware of supervision information is on the care ptan and not on a
but not positioning requirements as per SLP piece of paper aside from the care plan.
recommendation. How the corrective actions will be
monitored to ensure the deficient practice
During interview on 09/27/2016 at 1:57 PM, the will not recur, i.e., what quality assurance
Unit Charge Nurse stated that the SLP program will be put into place?
ositioning requirements should be an th T e :
E!an and c?onf?rmed that the SLP & care The results of the au;dlts will be reviewed 10/18/2016
recommendations are not on the care plan. The monthly at the Quality Assurance (QA)
. : meeting until 100% compliance has been
Charge Nurse alsp also confirmed that staff are achieved and untii such time the QA
not following dentist recommendations from the Committee deemns ongoing compliance can
5/3/18 consult. be sustained.
F 281 | 483.20(k){3)(i) SERVICES PROVIDED MEFT F 281 %OPOCG.(@‘:J}CA I‘D] iqﬁlp WEMIFM
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not provide evidence that the medication had
been given. There is a stop date on the August
MAR for 8/8/16, but there is no supporting
evidence by the hospital physician or the
resident's primary physician discontinuing the
medtcation. Per interview with the Assistant
Director of Nursing, on 9/28/16 at 11:20 AM, s/he
confirmed that there is no evidence that the
Pravastatin had been discontinued, that the
signed orders from the hospital were acceptable
orders upon admissicn and the resident should
be receiving the medication. S/he further
confirmed that there had been no medication
error forms completed regarding the medication

admission orders, adding new erders and/ar
order changes to slow down and reread what
they have entered for accuracy. Post admission
audits will be performed which will include
assuring all admission orders/new orders and/or
order ehanges are wranscribed correctly to the
medication administration record.

How the corrective actions will be monitored
to ensure the deficicot practice will not
recur, i.e., what

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
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F 281 Continued From page 2 Fog1) 1281
$5=D | PROFESSIONAL STANDARDS The Ficility has and continugs to énsorc tine it > * -
meets professional standards of care.
The services provided or arranged by the facility . .
; ; What corrective action will be accomplished
must meet professional standards of quality. for those residents found to have been
affected by the deficient practice;
This REQUIREMENT is not met as evidenced Resident #72”s physician and family has been 092872016
by: notificd of the medication error. Resident
Based on staff interview and record review, the #72’s physician has discontinued the
facility failed to foliow the written physician medication order far Pravastatin, Medication
rders for 1 of 19 residents in the St T errors regarding vesident #72’s Pravastatin have
orders for 10 residents in the Stage Two been completed.
sample, Resident #72. Findings include: .
How you will identify other residents baving
Resident #72 was admitted to the facility from an the potentiat to be ﬂff“‘;“ by the same
acute care hospital on 8/8/16 with diagnosis that d'?:l'cl;*i“f E”‘_“"“ and what corrective action
included hyperlipidemia. The discharge orders Will be tuken;
from the hospital included Pravastatin 40 All residents have (he potential to he affected
milligrams (Mg} to be administered daily at by this alleged deficient practice.
bedtime. Review of the electronic medical . .
administration record (MAR) on 9/28/16 presents What measures will be put intc place or
that the medication had been listed, but had not what systemic changes you will make to
been given because it was unavailable and was ensure that the deficicnt praetice does not
on prder from-the pharmacy. Further review of reears
the MARs for August and September 2018, do Staff has heen cducated when entering L0/03/2016
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F 281 | Continued From page 3 F 2841 Aquality assurance program will be put into

. . 3
not being given. place?
The resulls of these audits will be reviewed

o ) bl : lity A ) i i 10/18/2016
Reference: Lippincott Manual of Nursing morthly at n.e Quality ssurance meeting uqtl
Practice (9th) edition Wolters Kluwer 100% compliance has been achieved am_i until
Health/Lippincott Williams & Wilkins such time the Quality Assurance Commitéee
F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM F 329 “eem\s ?ﬁi”&géomp“jwf;?" ;ac sustained, |
$5=D | UNNECESSARY DRUGS Foe epled (oi)tp MBabadi e
; - F329
Each resident's drug regimen must be free from :
unnecessary drugs. An unnecessary drug is any The facility has and will continue tv ensure
drug when used in excassive dose (including cach resident’s drug regime continues to he free
duplicate therapy); or for excessive duration; or from unnecessary mediecations.
Withou! adequqte mor_mor.mg: or without adequate What corrective action witl be accomplished
indications for its use; or in the, presence of for those residents feund to have been
adverse consequences‘wh:ch indicate the dose affected by the deficient practice;
should be reduced or discortinued; or any Resident #72°s physician and family has b
combinations of the raasons above. esident S physician and ipnly has beel 09/28/2014

notified of the medication error. Medication

Based h . ¢ orders are correel and resident #72 Is receiving
ased on a comprehensive assessment of a the correct dosc, Medication errors regarding

resident, the facility must ensure that residents resident #72°s Ferrous Sulfate have been
who have not used antipsychotic drugs are not comploted.

diven these drugs unless antipsychotic drug
therapy is necessary to treat a spacific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behaviocral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

How you will identify other residents having
the potential tn he affected by the same
deficient practice and what corrective action
will be taken;

All residents have the potential of being
afTected by this alleged deficient practice.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to insure that 1 of 19 residents in

FORM CMS-2567(02-99} Previous Versions Obsclete Event [D: XGKU11 Facility 1D: 475008 If continuation sheet Page 4 of 3
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{(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
CDMPLETED

Based on observation and staff interviews the
facility failed to dispose of garbage and refuse
properly for 2 out of 4 dumpsters. Findings
include:

i
i

was removed from service unti) the previously
scheduled repairs can be completed. Tt was
replaced with an intact containgr, The
dunipster behind the kitchen was replaced with
an intac! container,

A. BUILDING
475008 B. WING 09/28/2016
NAME OF PROVIDER OR SUPPLIER STREETADCRESS, CITY, STATE, ZIP CODE
61 GREENWAY DRIVE
VERNON GREEN NURSING HOME
VERNON, VT 05354
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F 329 | Continued From page 4 F 329 \that mensures]:vill be put intl(; pln;ze or
o : what systemic changes you willmake to )
g:‘ﬁgsﬁzg;’]z:ﬁ}faa{n\.f;iff’?:?:‘gf:t j:;é)c;er;ad a ensurc that the deficient practice doees not
u sary recur;
drugs. Findings include: o
Staff has beea cducated when enteriog L0/03/2016
Resident #72 was admitted to the facility from an admission orders, addiog ncw orders and/or }
acute care hospital on 8/8/16 after sustaining a order changes to slow down and reread what
. . they have entered for accuracy, Post admission
frac;t_uret.frnm. a fa](; dT'l;e fisted dlISfChal'ge audits will be performud which will include
m? dicalions Include errous Sulfate 325 assuring all admission orders/new arders and/or
mtli_lgrams (mg) to be gven e_very Ot_her. day. A order changes arc transeribed cotrectly to the
f(‘;(ew of t?e AuRgust §|ECU?:£NC Mg‘gc?tmn medicatian administration record.
ministration Record (MAR) on 9/28/16,
presented that Ferrous(Su]faze was given once a How the corrective actions will be wonitored
day and was documented as being administered trz:[?rs uir: tiﬁli:iﬂzﬁiyp;«:;;::n*:::}’:;’;mm
8/9-8/12/16. Further review of the MAR presents will be put Into pla'ccf, )
that on 8/14/16 the Ferrous Sulfate was to be ™ c lits will b ewed
given every other day and began that day. e results ol these ":Nc 1ts will be revtelwe . 10/18/2016
During interview with the Assistant Director pf monthly at the Quality Assurance mecting until
Nursing (ADNS), on 9/28/16 at 11:20 AM, the 100% eompliance has been achieved and until
signed dischargé orders from the hospitai are such time the Quality Assurance Committee
accepted orders. S/he further stated that there is deems ongoing compliance can be sustained.
no medication error report that has been P25 POC accepted 10i4/le meatandrn o
presented regarding the resident receiving the
Ferrous Sulfate daily instead of as ordered every
other day,
F 372 | 483.35(i)(3) DISPOSE GARBAGE & REFUSE F 372
ss=g | PROPERLY F372
- ] Vernon Green continucs to assure that garbage
The falcmty must dispose of garbage and refuse and refuse are properly disposed,
roperly.
propery Wihiat corrective action will be accomplished
for those residents found te have been
This REQUIREMENT is not met as evidenced affected hy the deficient practice?
by: The compactor/dumpster behind the facility 092772010
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Per observation on 9/28/16 at 8:16 AM there
were three dumpsters located approximately
20-30 feet from the back door of the facility's
kitchen, if a person was standing with their back
to the kitchen door entrance, the dumpster
located on the far right and was used for food
and cooking waste. This dumpster had two dime
size corroded areas on the front panel with holes
in the steel approximately one inch from the
bottom of the panel. The duempster had an odor
of refuse and a white congealed substance was

(x4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER’'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATDRY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 372 . How you will identify other residents having
Continued From page 5 _ F 3721 the potential to be affected by the same
Per observation on 9/27/16 at 2:45 PM, the deficient practice and what corrective actinn
dumpster located in the back of the facility will be taken;
adjacent to the maintenance garage, was noted . ) .
. P All residents have the potential (o be affected
to have an odor of refuse. Per inspection of the by this alleged deficient practice,
dumpster by two (2) surveyors, identified that the ‘ )
bottom front and left side panel of the dumpster, What measures wilt be put into place or
was found with several rusted/corroded areas what systemic changes you will make to
and two holes in the steel. A white congealed ensure that the deficient practice does not
substance was noted on the ground under these recurs
corroded arsas. The substance was also located A monthly audit will be conducted by the 018716
on the pavement and e)(lended Several feet maintenance dcpanmcnl 10 assurc that the 10/18/1
away from the dumpster. Per staff interview on n.jfusc conlainers are intact, If leakage is
9127116 at approximately 2:45 PM confirmation discovered, the container will be removed from
) . service us soon s possible.
was made, that staff had to walk and/or jump
over the substance on the pavement to aveid Ilow the corrective actions will be monitored
tracking waste material into the building. Per to ensure the deficient practice will not
interview with the Administrator at approximately recur, i.e., what quality assurance program
3:15 PM, s/he stated that s/he was aware the will be put into place.
dumpster had been leaking since the Summer of The refuse conlainer audit will be conducted
2015 and that it was on “the list” to be fixed. monihfy and the results will be reviewed at
S/he stated that trash, lunch and dinner food Qualily Assurance meetings to ensure ongoing 10/18/16
scraps, and soiled briefs were put into the compliance until the Quality Assurance
dumpster. The dumpster had no cocking waste. committce has determined that (100%
Sfhe confirmed that nothing was in place to hefp compliance has been achieved.
prevent tracking of the waste material into the X
facility. F212 PoC accepred ©halie MRedrad ) Pac
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the directar of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
complance of such committee with the
requirements of this section,

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used
as a basis for sanctions.

i
i
H
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F 372 | Continued From page 6 F 372
on the ground in front of it. Per interview on
9/28/16 at 8:16 AM with the Hospitality Services
Director, s/he confirmed that there were holes in
the dumpster and a white substance was on the
ground in front of it. $/he stated that s/he did not
know how long the holes had been in the
dumpster or how long the dumpster had been
leaking, and stated that s/he would replace the
dumpster.
F 520 483.75(c)(1) QAA F 520| Es20
35=C | COMMITTEE-MEMBERS/MEET The facility has and will continue to ensure that

it maintains a qualily assessment and assurance
committee.

What corrective action will be accomplished
for those residents found to have been
affected by the deficient practice;

The Medical Director was consulted regarding
participation and attendance at scheduted
quarterly Quality Assurance Commitice
Meeting.

10/06/16

How you will identify other residents having
the potential to be affected by the same
deficient practice and what corrective action
will be taken;

All residents have the potential 1o be affected
by this alleged deficient practice,
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F 520 Continued From page 7 F 520 . .
This REQUIREMENT is not met as evidenced What measures will be put into place or
by: what sys;emllc cl;a;gles )l/ou ‘w;i'I malke‘to
Based on interview with the Licensed Nursing ::2:;:“ at the defictent practice does not
Home Administrator {LNHA), the Director of o _ ,
Nurses (DNS) and review of attendance records, Ihf.f Admsmstratm: or his’her chlgn‘cc shall [0/06/16
the facility failed to assure that a designated review the upcoming menthly mecting calendar
physician attends the Quality Assurance (QA) for the aceurale scheduling Dm}c qu]‘“t”ly .
committee meeting, required to meet at least Quality Assurince meeling. Qu‘"%-er y meeting
! will be scheduled consistently during cach
quarterly. quarter and the Medical Director and his/her
. ] ) staff will be notified 30 days prior to the
Per interview with the LNHA and the DNS on scheduled Quality Assurance meeting, The
9/28/16 at approximately 10 AM, confirmation Administrator will confirm with the Medicat
was made that the QA committee meets Director that he/she or physician designee will
quarterly. However, the Medical Director (M) be in attendance for the next scheduled Guality
has not been in attendance for the 2015-2016 Assurance meeting.
year to date. The interim MD did attend one How the eorrective actions wilt be monitored
meeting on 8/9/16. Per review of the attendance 10 ensure the deficient practice will not
records, confirmation was made that a physician recur, ie., what quality assurance program
was only attended one of the four required will be put into place?
meetings. Participant attendance shall be taken and
reviewed at quarterly Quality Assurance 11/08/16
meetings to ensure ongoing compliance unti
the Quality Assurance committee has
determined that 100% compliance has been
achieved.
F5a0 00C accepled Iolialiy MBoband an)f it
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