o
<~ 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://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

February 6, 2014

Ms. Melissa Jackson, Administrator
Vermont Veterans' Home

325 North Street

Bennington, VT 05201-5014

Dear Ms. Jackson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 22, 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,

SENRIEN

Pamela M. Cota, RN
Licensing Chief

PCjl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
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TAT DEFICIENCIES . PROVIDER'S PLAN OF CORRECTION {59
F('}r;‘gv-"l-& (EAc?HUgEAQgEﬁCQ' nﬁlﬁdgrq Eg 'I:REC}E?JES BYFLLL . PRIEFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE
) . DEFICIENGY)
'F 000 | INITIAL COMMENTS Foop| . Theflling of this plan of correction does
. : nat constitute an admission of guiit.
‘ Vermont Veterans' Home ("the
An unannounced onsite complaint investigation Provider”) submits this Plan of
was conducted by the Division of Licansing and - Correction ("POC™ in accordance with
Protection on 1/21 and 1/22/14. The following specific regulatory requirernents.
regulatory violations were cited, 281 ) i ‘
F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET F 281 ;fffeiff"'cfgff%‘”ﬁ ded Meet olshe
$5=E | PROFESSIONAL STANDARDS : . onal Standards o
: i 1
[ The sarvices provided or arranged by the facl]ity gé%dggéggr\lls#zﬁﬁlSéﬂgaﬁsds?ggme oo
\ must meet professional standards of quality, - documentation have been educated
about nurzing practice standards of
| documentation, which inciudes
This REQUIREMENT is not met as evidenced traatments and-refusal of freatments as
'by: ‘ . ‘ ) well 2% :alrmirl}g another ataff member if
Based an record review and staff interview, the tcrgatr?:tr;tj. will not be able to be
tacility failed to assure that the professional mpletec. ‘
stancards were met regardinq following physician All regidents’ tregtmant records have
orders for 3 of 4 residents reviewed. (Residents baen audited and documented
#1, #2 and #4) Findings include: B ofnisgions ara followed up with
. : : individuat education about nursing
1, Per record review, Resident #1 has & practce standards of docurmnentation,
"1 physician order for dally suprapubic catheter care eneral education regarding Treatment
which includes cleansing and application of Administration Record documentation
dressing. Review of the treatment shest presents has begun and wili continue for the
that on November 10, 2013 and November 23, nurses of the facility,
.| 2013, there were omissions of initiais from staff . , . .
| assigned to .complete the task. Therais no g;;;%{ggggagﬁ::;ﬁaﬁgg :;V;" audit
documentation on the.back of the treatmant treatments at shift change ta ensure
racord or in the nursing pl‘Dgl’ess nates ta indicate accurate documentation of treatments is
the reason treatment not done, November 17 oeedrring. The nursing staff will sign off
and 18 have inittals indicating treatment was on the: “treatment documentation sign off
completed, but on back of traatmerit record, there shaet” that is maintained at the front of
_are statéments by the nurses assigned that the treatment binder. ,
indicate treatment was not done secondary The CCC or Nursing Supervisor wil
refusal on 18th and being "pulled off unit while randomly audit the freatmant
j N . : administration record documentation :
preparing to 4o treatment” and "pulied off unit to and sign.off shoet to ensure il _
go tu B wing thereafter so couldr't go back far camplianae,
ancther offer”.
| ~TTHLE X6) DATE

a¥
fi

gafoquards provide sufficient protectian to the patiants. (See instructions.) Ex

ng the date of survey whether ar not a plan of gorrection Is previded. For nur cort ar
daye follewing the dete'theee documents are made avallable to the facilty, i defisancias are cited, an approved plan of correction iz requisits to continued

pregram participation.

Ary deficlency statemant ending with an asterlzk (1) denotes a deficlensy whish theﬁtitutinn

t for nursin 5
g homes, the abave findings and plans of corection are discloszbie 14

y be'excused from comrecting frovlding it is determined that
mas, the findings stated above are disclossbla 80 days
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AN PLAN OF CORRECTION IDENTIFIGATION NUMBER: ‘| A BUILOING COMPLETED
. E c
475032 B. WING - 01/22/2014
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, Z)P GODE
' 325 NORTH STREET
VERM VET ¥
ONT ERANS ,HOME BENNINGTON, VT 05201
(%4 iD SUMMARY ETATEMENT OF DEFICIENGIES v} PROVIDER'S PLAN QF CORREGTION (o5 -
PREFIX (BAGH DEFICIENGY MUST BE FPRECEDED BY FULL © PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
T OTAG REGULATORY OR LEG iDENTIFYING INFORMATION) . TAG CROSS-REFERENGED T0 THE APPROPRIATE paTR
S DEFIGIENGY]
281 Contmuecl From page 1 F 281 The treatment doeumentation and sign

| Hishe also stated that if a treafment isn't done, it

| treatments not being done, Confirmation was

(9th ed.). Walters Kluwer Health/Lippincott

Per interview with nursé assigned to dc treatment
on 18th on 1/22/14 at 12:47 AM, hishe stated
that it is the policy of the facility.to alert another
staff member if unable fo complete reaiments.

is to be circled and a note o indicate why it wasn't
done is to be written, This was confirmed by. the
DON and Clinical Care Coordinator (CCC) at
11:45 AM. -

2. Per record review, Resident# 2 has a
vhysician order for skin prep to left haeal daily.
Treatment record presents with omissions on 1M1
and 1/2/14. There is na Indication on the back of
the freatment record or in the nurse progress

note to indicate the reasor why the treatmant was | -

not done. This was confirmed with the DON and
CCC on 1j22/14 at 11:45 AM.

3. Perrecord review, Res/dent# 4 has a
physician order for skin prep daily to-right heel
with omigsions on the treatment record for 142
and 1/19/14. There are also omissions of initials
for physician erderad A&D with Zinc to groin
every shift as well az application of Antifunga
cream to be applied prior to application of A&D,
on 1/8/14, Physician order to slevate right heel
off bed o avoid all pressure o heel had
omissions on 1/, 1/17 and 1/18/14. There was
no documentation to. présent reason for

made on 1/22/14 at 11: 45 AN by the DON and
CCC.

Reference: Lippincott Manual of Nursing Practice

Williams & Wilkins.,

off sheet wili ba furthet reviewed at the

“Fosus Meeting” weekly by the Director
aof Nurses or designee 1o ensure

follow up is occurring,

Data from the audits wifl be brought to
the Quality Assurance meeting avery
other month for six months or until the
commities determines resolution.

The Director of Nursing is ultimately
responsible to engure that Profesaional
Standards of Care are being
maintained.

compliance with documentation and that

i
!
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(%2} MULTIPLE CONSTRUGTION
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AND PIAN OF CORRECTION A BUILDING
o o)
475032 B WING 01/22(2014
~AME OF PROVIDER OR SUPPLIER . STREST ADDRESS, CITY, 8TATE, Zif CODE
VERMONT VETERANS' HOME 425 NORTH STREEY
= , BENNINGTON, VT 05201
(%43 10 SUMMARY STATEMENT OF DEFICIENCIES v] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APFRDPRIATE DATE
: DEFICIENCY) :
, : . F2a82 Care by Gualified Persons per
F 282 | Continued From page 2 F 282 Care Plan y P
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F 282 ]
88=0 | PERSONS/PER CARE FLAN Residents #1, #2 & #4 evalusted by the

This REQUIREMENT is not met as evidenced

The services provided or arranged by the facifity
musk be provided by quslified persons In
accordance with aach resident's written plan of
care. .

by:
Based on record review and staFF interviews the
facility failed to implement the care plans for 1 of
4 residents reviewed, (Resident #1) Findings
incluge: c :

Reasident #1 has a physiclan order for daily
suprapubic catheter care which includes _
cleansing and appiication of dressing.” Review of
tha treatment sheet presents that on November
10, 2013 and Movember 23, 2013, there ware
omissions of inittals from staff assugned to
somplete the task. There is no docurmentation on
the back of the treatment record or in the nursing
progress nates to indicate the reason treatment
not dohe, November 17 and 18 have initials
indicating treatment was completed, but on back
of treatment record, there are statements by the
nurses assigned that indicate treatment was not
done secondary refusal on 18th and being "pullad
off unit while preparing to do treatment” and
"pulled off unit to go to B wing thereafter so
couldn't go back for another offer".

Per interview with nurée assigned to do treatment
on 18th on /22114 at 12:47 PM, hfshe stated
that it is the policy of the faciiity tn alert ancther
staff member if unable to complete treatments,
Hishe alzo stated that if a treatment isk't done, it

CGGC and DNS and care plans reviewed,
The Nurses missaing documentation
have been educated about nursing
practice standards of doourmentation,
which includes treatments and refusal of
treatments as well as alerting another
staff member if treatments willnathe
able to be completed.

‘. 2J5/f+
CL

All residents' treatment records have
bean audited and documented
cmissions are followed up with
Iindividual education about nursing
practice standards of documentation.
Genaral aducation regarding Treatment
Administration Record documentation
has begun and will cantinue for the
nurses of the facility. ’

Going forward, nursing staff will audit
each othegr's doocumentation of
treatments at shift change 1o ensure
accyrate documentation of treatments is
oceurring, The nursing staff will sign off
on the "treaiment documentation sign off
sheet" that is maintained at the front of
tha treatment binder, .

The CCC ar Nursing Supervisor will
randomiy audit the treatment
administration record documentation’
and sign off sheet to ensure compliance,

The treatment documentation and sign’
off sheet will be further reviewsd at the
*Focus Meeting” weekly by the Diractor
of Murses crdeslgnee to ensure
compliance with dooumantation and that
follow up 15 occurring,
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' c
AT50%D B wine : 01/22/2014
- NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z{P CODE
. . 325 NORTH STREET
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¥4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ * PROVIDER'S PLAN OF CORRECTION - (x5)
F(’RE).FIX (EACH DEF]CIENCY MUST BE PRECEDED BY FULL PREFLY (EACH CORRECTIVE AGTION SHOULD BE GOM[I;I‘.Th;I'IDN i
TAS REGULATORY OR LSC IDENTIFYING INFORMATWON) TAG CROSS-REFERENCED TQ THE APPROPRIATE
T DEFICIENGY)
* F 282 | Continued From page 3 Fogs|  Datafrom the audits will be brought to

s to be circled and a nota to indicate why it wasn't
done is to be written. This was confirmead by the
DON and Glinical Care Coordinator (CCC).
Resident #1 has care plans regarding suprapubic
.| catheter care listed under Bowel Management/
Risk of Skin Integnt‘y and D=hydration. ‘
Confirmation was given by the DON and coCat

failure fo do the treatment as orderad,

14:45 AM that the care plans wers not followed by

committes determines resolution. .

Standards of Care are bemg
srainiained, - - o1

f?ﬁﬂ PoC accepted ﬁlbl\% BBovielt

the Quality Assurance meeting every
athar month for six monthe ot until the

The Director of Nursirg fs uttimately
responsible to ansure that Professional

N

RMIPW
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