2~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

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

September 18, 2015

Mr. Randy Crowder, Administrator
Bennington Health & Rehab

2 Blackberry Lane

Bennington, VT 05201-2300

Dear Mr. Crowder:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 19, 2015. 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,

SN =N

Pameila M. Cota, RN
Licensing Chief
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F 000 INITIAL COMMENTS : : F 000:

An unannounced on site compiaint investigation F281483.20(k)(3)()

was conducied by the Division of Licensing and

Protection on 8/48/15 and 8/19/45. Therewas a i 1. Resident #1 had no negative effect
regulatory finding. as a result of t .
F 281 483.20(k)(3)() SERVICES PROVIDED MEET F 281 result of the aileged deficient
§8=8 ' PROFESSIONAL STANDARDS . ! practice

- _ ded 4 by the faciity 2. Resident requiring every 15 minute
e services provided or arranged by the facili _ .

: must meet professional standards of quality. : P checks have the potentiai to be

' ! ' affected by the alleged deficient

This REQUIREMENT is not met as evidenced : practice

by : ; 3. Residents currently requiring 15
Based on interview and record review the faciity : minute checks have been reviewed

failed o provide services that meet professional : .

' standards of quality surrounding the E : for continued need and
documentation process for one resident discontinued as appropriate

Resi 1). Findi inciude:
(Resicent #1). Findings inclu ; : 4, Education will be provided to staff
' Per interview on 8/18/15 at 2:05 PM with a Staff : regarding the appropriate method
Nurse on North Wing fifteen 15 minute checks . . :
. werg to be done and documented every 15 of documentation of 15 minute

' minutes. He/she stated these checks were . . checks
documented on a safety check sheet which was ki : . '
_kept on a clipboard at the nurses' station. Per ! 5. Weekiy audits \.eri be condus:ted by
' record review on 8/18/15 at 2:10 PM for Resident f the DNS or designee to monitor the
#1, who was care planned for 15 minute checks, effectiveness of the pla
the 1445, 1430, 1445, 1500 checks were signed : € ‘e P .n
off as complete prior to the actual time the checks: ' 6. Resuits of the audits will be
were {o be done. The Facility Administrator j ‘ reported at the QAA committee x3

confirmed at this time that the fifteen minute
checks for Resident #1 were signed off prior to E
the actual time the check was to be daone. committee will determine further

" He/she further stated that fiiteen minute checks .
are to be done every fifteen minutes and signed : frequency ofthe audits

i for at the time they are done. | _ 7. Corrective action will be completed

months at which time the QAA

by 09/18/2015
LABORAT y&DIRE’CT R'S OFROVEDERJ {UPPLIER REPRESENTATIVE'S SIGNATURE
0 ,&JSLL a [)r5”

other safeguards provide gufficient protection to the patients. (See inslructions.) Except for nursing homes, tha findings stated above are disciosabia 90 days
{following the date of survey whether o7 not a plen of correction is provided. For nursing homes, the abova fingings and plans of correction are disclosable 14
days foilowing the date these documents ara made availeble to the facility. If deficlencias are citad, an approved pian of correction is requiaiie {o continued
program participation.

Any deficiancy statement %nding with an asterisk (") denotes a [defici’ar{cs'f which the institution may ba excused from correcting providing it Is determined that
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The Lipincott Manual of Nursing Practice,
Seventh Edition, 2001, pg 19.

'Failure to make prompt, accurate entriesin a
patient's medical record.’
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