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7”7~~~ 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) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

September 13, 2010

Ms. Wendy Beatty, Administrator
Bennington Health & Rehab

2 Blackberry Lane

Bennington, VT 05201

Dear Ms. Beatty:

Enclosed is a copy of your acceptable plans of correction for the complaint investigation conducted on
August 24, 2010. 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,

Yl

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind anq Visually Impaired
Licensing and Protection Vocational Rehabilitation
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accomplished for those residents =
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i having the potential to be affected by
. . . the same deficient practice and what
The resident has the right, unless adjudged corvective action nill be taken?
incompetent or otherwise found to be . o
incapacitated under the laws of the State, to Residents that are readnitted with
A e . possible aspiration risk are at risk for
participate in planning care and treatment or nutritional careplan not being updated.
changes in care and treatment. . .
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physician, a registered nurse with responsibility review at the 7 and 14 days or ifa
for the resident, and other appropriate staff in concern for aspiration is identified.
disciplines as determined by the resident's needs, How will the corrective action be
and, to the extent practicable, the participation of :‘r‘;'::ig::‘:i;;’:;?::u‘r"ei 'e‘e"';li;':'
the FESldent, the reSident'S fam'ly or the reSIdent'S ) quality assurance prog'r;; will be put
legal representative; and periodically reviewed j:n pla‘c’?t?'  bas ben developad &
. .ge audit tool has been developed to
and revised by a team of qual'f'ed Perscns after ensure that on readmission nutritional
each assessment. careplans are updated with specific
approaches to prevent recurrent
aspiration.
These audits will be done weekly x 4,
monthly x 4 then quarterly x 1 with
results reported to the QAA committee.
This REQUIREMENT is not met as evidenced Nursing staff will receive education on
) readmission care pians being updated
by . . . with appropriate intervention on
Based on observation, interview and record rea{imtiitted re;idems identified as
review, the facility failed to revise the plan of care ESpIraion fisks-
to reflect the current needs of one applicable
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{ policy after an assessment for contraindications.

The physician must review the resident's total
program of care, including medications and
treatments, at each visit required by paragraph (c)
of this section; write, sign, and date progress
notes at each visit; and sign and date all orders
with the exception of influenza and pneumococcal
polysaccharide vaccines, which may be
administered per physician-approved facility

This REQUIREMENT is not met as evidenced
by:

Based on record review the facility failed to
ensure that the physician reviewed the resident's
total plan of care, including medications and
treatments, at each visit for one applicable
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during feeding. Per record review, Nurses Notes .
(NN) written on 7/7/10 on the 7AM - 3PM shift The order for CBC 3xweekly was
X L R . removed from the resident #1 medical
describe an incident which occurred while record with permission from the
Resident #1 was being fed the evening meal . residents physicain
The resident:was "noted to have wh!'te mucous of How will you identify other residents
foamy nature after starting to be fed" and was having the potential to be affected by
"coughing up some but unable to speak due to e cncient practice and what
throat being full." On 7/8/10 the NN describe the '
resident "just letting it run out of [his/her] mouth" Residents who have orders for blood
. . . work and have the same last names are
with attempts at feeding, and the resident was at risk
subsequently transferred and admitted to the Wirat measures will be out fe place
. . g or
hgspltal that afternoon. Thg 7/10/10 hqsp|tal what systemic changes L be made (o
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How will the corrective action be
monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be put
in place?

An audit tool has been developed to
review blood work orders on resident
charts that have the same last name to
ensure these orders are appropriate
orders for thise identidied residents at
risk .

Audits will conducted weekly x 4,
monthly x 4 then quarterfy x 1.
Results of these audits will be reported
to QAA

Nursing staff will receve education on
monitoring for accurate orders related to
bloodwork on residents with the same
last name.

The date corrective action will be
completed.
9/24/10

Responsible:
Nurse managers

Staff Educator

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 35821 1

Facility IL..

ADNS or other designee nuation sheet Page 2 of 4

F3ab f0L Mq)’fe& qhizlo A Xvorr RN| P



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/26/2010
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: COMPLETED
4 A. BUILDING
C
B. WING
475027 08/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2 BLACKBERRY LANE
BENNINGTON HEALTH & REHAB
BENNINGTON, VT 05201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRN<e DEEERENCED TO THE APPROPRIATE DATE
Fs14 DEFICIENCY)
R What corrective action will be
F 386 Continued From page 2 ) F 386 accomplished for those residents
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include: )
The order for CBC 3xweekly was
. . e removed from the resident #1 medical
Based on record review, signed Physician's record with permission from the
Orders for Resident #1 included orders for residents physicain
laboratory testing and treatment that were not How will you identify other residents
medically indicated. Per record review, Physician having the potential to be affected by
Orders written and signed for Resident #1 for the :‘(‘;j:c':':,;’;?;:f::v'l’lj”:e“f:k“e':“,’, what
months of June, July and August 2010 include an )
order for "CBC (Complete Blood Count) three 5;3("::;8;‘;‘;: :‘:::a‘:;‘f{:s f‘;’a‘r’r'l‘;gd
. . , s n X . 2 are
times a weekly (sic) at dialysis." Confirmed with atrisk,
the Unit Manager on 8/24/10 at 1:15 PM, the What mea il be put in pl
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resident does not require and is not receiving what systemic cl:;lnge: 3:: Lllel:n::eot'(‘)
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" H H " recur?
sta'_ced Tha_t is an error in the.orders. Record Residents with the same last name will
review confirmed that the resident has not had have “same name" alert stickers placed
- . . . on their charts,
dialysis or CBC testing three times a week Charts with same last name will be
F 514 483.75(|)(1) RES F 514 rcyieweq for accuracy at changeover
ss=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB with a riple check.

LE

The facility must maintain clinical records on each
resident in-accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on record review the facility failed to
maintain accurate clinical records on one resident

How will the corrective action be
monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be put
in place?

An audit tool has been developed to
review blood work orders on resident
charts that have the same last name to
ensure these orders are appropriate
orders for thise identidied residents at
risk .

Audits will conducted weekly x 4,
monthly x 4 then quarterly x |.

Results of these audits will be reported
to QAA

Nursing staff will receve education on
monitoring for accurate orders related to
bloodwork on residents with the same
last name.

The date corrective action will be
completed.
9/24/10

Responsible:
Nurse Managers

Staff Educator
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in the applicable sample. (Resident #1) Findings
include:

Based on record review, the Physician's Orders
for Resident #1 include orders for laboratory
testing and treatment that were not medically
indicated and written in error. Per. record review,
Physician Orders written and signed for Resident
#1 for the months for June, July and August 2010
include an order for "CBC (Complete Blood
Count) three times a weekly (sic) at dialysis."
Confirmed with the Unit Manager on 8/24/10 at
1:16 PM, the resident does not require and is not
receiving dialysis or three times weekly CBC
testing, and stated "That is an error in the orders."
Record review confirmed that the resident has not
had dialysis or CBC testing three times a week.
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