2~~~ 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

bttp://Awww.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 6, 2016

Ms. Nancy Peers, Manager
Brookdale At Fillmore Pond
300 Village Lane
Bennington, VT 05201-9041

Dear Ms. Peers:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 2, 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,

SR

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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| An unanncunced onsite investigation of a
sglf-report was conductad by the Divigion of
Licensing & Proteclion on 8/2-3/2016. The

i| following regulatory deficiencies were identified
| as the resutt of the Investigation:

R1011 V. RESIDENT CARE AND HOME SERVICES R101
55=D :

5.1. Eligibility

8.1.a The licensee shall not accept or ratain as a
resident any individual who meels level of carg
sligibility for nursing home admission, or wha
atherwlse has cars needs which exceed what the
home is able to safely and appropriately provide.

j | This REQUIREMENT & not met as avidenced
R by: :

I | Based on staff interviews and record review the

1 tacility failed to assure that they did not accept or
retain an individual who meets level of care !
sligibility for nursing home admission for Resident
1#1 (R#1). Findings inciude: ‘

Per record review R#1 had a diagnosis of

Dementia and a history of falls with Injury. The

| pre-admilssion assessment states that the

resident needs a contact guard for mobility per

Physical Therapy (PT}. The North Central Slate

| Caliege PT 101 course notes defines Contact

4 Guard Assistance (CGA) as direci contact, by o

; hand on the body core (not an extremity) ora

. 1 device such as a galt belt, with patient for safely
1 but with no physical assistancs. With contact

¥ guard assist, the physical therapist needs to ,

merely have one or twe hands an the body or the

{ safaty device but provides no other assistance to

1

1 Gorractiva Actien: The rasldent no longer rasldes al 5

| Syslembc Chenges: Rasldents who have
- recommendalion for contact guard by thelr Primary

T aiven 30 day notice and Restdan! and famlly will be
~assisted with securing a hgher level of care that is
. appropriale for the resident.

J Chumllty Assurance: Haalth and Wallness Diractor
"(HWD] or RN deslgnéa will scraan all mobilily

. admisslon of or agreemenl with the findings and
= conclusions in the Stalement of Deficiencies, or the

. response to each allegation or finding. We have not

. nor hava wa [dentiflad all miligaling factors.

If PCP/Physlcal Therapy racommendatlon for contact
-guard is expected o be ongoing and family declines

Diate of compistion: September 22, 2016 ;
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R100 Initial Comments: . 1 R100

This Blan of Corractlon Is nat to be construad as an’

proposod adminlstrathva penally fwill dght to corract) :
an tha community. Rather, It 15 submilled as ‘
confirmation of our ongoing efforts to comply with alt |
statutory and regulalory requiremsnts. In Lhis

documant, we have ovllinad speciflc acllons in

presented sl conlrary factuel or legal argumaents,

FHimore Pond and no olher residen! has PCE order
or PT recommendalion for conlact guard.

Care Provider andfor Physical Therapy will he
raquirgd lo fisve 1:1 Privels Duly Alde at all iimes.

1:1 Privale Duly Alde at all times, rosidenl wil| be

ordersirecommendatlons, ongalng.
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R101

R126

S8=G

-éo'ht-i-r_iuec'l“From page 1
' perform the functional task. The contact is made
[ to heip steady the patient's body during mobifity.

The resident care plan includes a falls saction

which states that the resident is a contact guard, .
In an inferview on 8/3/16 the Clinical Servics

| Coordinakor (GSC) conflrmed that staff did not

- have any physical contact with the resident during ;

" mobllity nor was there any specific staff

designated to observe and assist mobllity for this
resident.

- Ref: www.nicstatecoliegs.edu

V. RESIDENT CARE AND HOME SERVICES

5.5 General Care

: 55a Uppna resident’s admission to a
residential care home, necessary services shall
. be provided or arranged to meet the resident's

Jipersonal, psychosocial, nursing and medical care’

‘neads,

This REQUIREMENT is not met as evidenced
by

Basad on racord review and staff Interviews the
facility failed to assure thet upon a resldent's
admission-to a residential care home, necessary
services were provided or arranged to meet the
residents medical care needs. Findings include:

Per recard review R#1 hed a diagnosls of
‘Dementia and a history of falls with injury. R#1
was admitted after a fall at home and has four

falls in June and two falls In July at the facility.

R101

" R126
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PROVIDER'S PLAN OF GURRECTI

R128

v

-{ provided by the corporate organization. This

resldents reviewed, including R#1.

.ONn7/17M6 R#1 is reported to have moved to
‘standing position from a difing room chair, turned

- head on the floor, and sustalned a significant
- head injury. The nearest staff member was a

“guard. (See R101 for contact guard definition)”

:in an Interview on 8/316 the Clinlcal Service

' Coordinatar {CSC) stated that the practice of staff
: for this resident was that when the resident was
observed walking, with or without his/her walker,
tha staff would go to him/her and walk with her,

i The CSC confirmad that staff did not have any
i physical contact with the resident during mobility

- nor was there any specific staff designated to
‘abserve and assist mobility for this resident. In an:
interview on 8/3/16 a Licensed Practical Nurse

- {LPN)who warks in the facility during the

' afternoon/evening hours stated thal the residant

- was independent in mobility with a relling walker.
 In interviews with both the CSC and the HWD

Tha facility has a Falls Preventlon program

program includes a directive that falls g
investigalions and care plan revisions after every
fall would be conducted, In an interview on B/3/16
the Heath and Wellness Director {HWD)
confirmed that falls investigations and care plan
ravisions have notbeen dona for R#1 or any
residents of the facility on a routine basis as _
required by the falls program guidelines and that .
there were no falls assesaments avallable for the

toward his/her walker, fell backward hitting his/her

careglver seated at a table with another resident.
The pre-admission asssssment states that the
resident needs a contact guard for mobllity per
PT, The resident cate plan includes a falls
section which stales that the resident is a contact

(x4) |D SUMMARY STATEMENT OF GEFICIENGIES 15} (X5 ‘
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE .
TAG REGLLATORY OR £SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
Continued From page 2 R128

Corraclive Actlon: Weliness staff will be re-ingerviced
| by HWD or RN designea, regarding mobillly
assistance wilh cantact guard. All nursing staff will -
| ba ra-inservicad ragarding ha Fall program :
process.

Systemic Changes: Fall program procass will be
completad by nursa post-fall, Including Investigation |
and davelopment and documentalion of approprisle
fall intervention on the affected tasident’s service
plan,
| Quality Assurance: Resldenls who experience falls
| whi be reviewed monthiy in Callaborative Care
| Review (CCR) by HWD or RN designes lo verlfy
*I campletion of Fali Program, post-fall investigation
1 and documentatian of approprials
intervantions in 1he raskient's sarvice plan.

Dale of complallon: September 22, 2016
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R126| Continued From page 3 ; 4 R126 -
the present staffing, o assign a saff person to ‘ ,
sasure a contact guard for all mobility for this i r
rasident. '
R14f V. RESIDENT CARE AND HOME SERVICES | R146
58=0G )
15.9.6(3)
' Provide instruction and supervision lo all direct
[ care persannel ragarding each resident’s heaith
| care needs and nutritional needs and delegate .
" | nursihg tasks as appropriate;
i
| This REQUIREMENT Is not met as avidenced e st nolonger Fosidos
I by: X )
; ) . , . Systernis changes: HWD or RN Daslgnee will
Ba?i‘?d Ifm rﬁcord reVIG“&‘]’ Etimli i{aﬁ Itn terview the provide copy of each resident's service plan to care
] faciiity Blile to _Eszl!m t a {[a I direc g?”e h . staff for review. New Alda Asslgnment plan will be
; rpeesrlsd%mz r';:‘;‘ﬁ';’iar‘gsnfe“cdsornr gl%aerr 129 eac ' ullizad by each alds dally, durng their shit lo revisw §
! eds i ;  care needs for each resident, i
implament the care plan, Findings include: " Chualily Assurahca: Durng monthiy
B T tovi ¢ the i ¢ Rt Gollaborallva Care Revlaws (CCR) HWD or nurss
er record raview Of the plan of care, deslgnee will reviow services provided for sach
_ | requires a contact guard for mobility. (See R101 resident end reassbss as neaded,
] | ;%ﬂgi‘;:ﬁﬂgsﬂéﬂcgtagt tﬁu?[g) |Qt:; int?kr;i?w'?hn Dats of complelion: Seplember 22, 2016 i
: e stated that the walked wi
; | Rt whan they identified that s/he was walking
; about and observed him/her is s/he was walking
steadily. In the same Interview the CSC, who )
] formulates the care plans (called service plans) at
j  this facility confirmed that the resident's plan of
' care calls for a contact guard. S/he .
acknowledged that the practice of the staff at that | -
: time did nol meet the definition of a contact P
' | guard, ‘ i !
; : i
Per racord review R#1 had a diagnosis of |
Damentia and a history of falls with Injury. On i
7117116 R#1 is reported 1o have moved to
_ v et eme b P
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'  standing position from a dining room chalr, turned] :
toward his/her walker, fell backward hitting his/her,
- head on the floor, and sustained a significant
:head injury. o
i ’ i
: b
] i
'i é
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