
~YERMONT
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
htlp:/Iwww.dail.vermont.gov
VoicelTTY (802) 871-3317

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

August 1, 2012

Ms. Patricia Horn, Administrator
Cedar Hill Health Care Center
49 Cedar Hill Drive
Windsor, VT 05089

Dear Ms. Horn:

Provider #: 475046

Enclosed is a copy of your acceptable plans of correction for the recertification survey
conducted on June 27,2012. 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,

Pamela M. Cota, RN, MS
Licensing Chief
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F 000 INITIAL COMMENTS

An unannounced on-site recertification survey
was conducted by the Division of Licensing and
Protection from 6/25/12 through 6/27/12. Based
on the information gathered, the following
regulatory violations were cited.

F 157 483.10(b)(11) NOTIFY OF CHANGES
SS::O (INJURY/DECLINE/ROOM, ETC)

. A facility must immediately inform the resident;
consult with the resident's physician; and if
known. notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results' in
: injury and has the potential for requiring physician :
: intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial

. status in either life threatening conditions or
clinical complications); a need to alter treatment
. significantly (i.e .. a need to discontinue an
iexisting form of treatment due to' adverse
! consequences, or to commence a new form of
! treatment); or a decision to transfer or discharge
! the resident from the facility as specified in
! 9483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
: specified in 9483.15(e)(2); or a change tn
. resident rights under Federal or State law or
. regulations as specified in paragraph (b)(1) of
. this section.

I
F 0001

!
i
I

F 157
Under Appeal

-All behaviors occurring more than 2

days consecutively or occurring

more than 3 times in a 7 day period

will have MD notified via fax form.

MD will be responsible to respond tOI

fax with verification of his receiving I

it and acknowledgement of i
I

behaviors. MD may use this fax to :

initiate new orders or interventions.

All initial faxes will be kept in the fax

log book until MD has returned

signed fax. The signed fax will be

filed in the back of the MD progress

note section. If a new order is on

form a copy will be placed in the

physician order section of chart and

taken off as a normal order.

8/1/201

;

~The facility must record and periodically update
: dress and phon. number of the resident's
I

~ deficienc statement ending with an t ris~J.l:~enot~~a defici~cy ~~~th~-.!.~_~~ution~~y b~e)(cu_~~_f~'!1_cO~~~~~J~!~.91tis determined that_
)ther safegu s provide suffioient protection to tI'le patients. (See instructions.) Except for nursing names, the findings stated above are disclosable 90 days
'oHowing the date of survey whether or not a plan of correction is provided. For nursing homes. the above findings and plans of correction are disotosllble 14
:lays following the date these documents ere made evaileble to the facility. If deficiencie5 Eire t;ited, anepproved plan of correction is requisite to continued
~rogramparticipation.
_____ ._ ...._.e ....._.... ".. ," .._._._ .•.•.. ._~ __ ----- _
FORM CMS-25117(02-991PrevIous Versions ObSOlete Event 10:JOUP11 FaCility 10:476046 If continuetion $heet Page 1 of11
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F 157 Continued From page 1
legal representative or interested family member.

, This REQUIREMENT is not met as evidencedby: .
Based on record review and staff intelView, the

facility failed to notify the primary physician of an
! increase in combative behaviors and agitation for
i 1 resident of 31 (Resident #35) in the Stage 2
: sample, The findings include:

11. Per review of the medical record, Resident
, #35 was admitted to the facility on 12/4/11 with
: diagnoses that include dementia with behaviors.

Per the psychological evaluation dated 4/13/12,
the evaluation indicates that Resident #36 has a

, history of dementia and was seen for evaluation
, of the dementia and behavior problems. The
: evaluation indicates that Resident #35 has a
; history of striKing out with care. Per review of the
: nurse's notes, Resident #35 was medicated with
i an as needed (PRN) dose of Ativan for combative
! behaviors and agitation on 5/2, 5/4, 5110, 5/12.
5/23,,5/27,5/28,5/31,6/5.617,6/8.6/9 and
6/10/12. Per review of the nurse's notes, the
notes indicate that Resident #35 has sustained
bruising as a result of his/her combative behavior.

I
,Per reVie.w of the comprehensive care plan titled
"At risk for untoward effects of Haldol,
PSYChotropic drug use" initiated on 12/11/11, the

~care plan indicates that "if resident presents withi Increased combative behaviors then report to
: physician",

----Peffreviewoflhe I'hysieian notes, there was
no documentation that the physician was notified
of any increase in combative behaviors from
5/2/12 until 6/10/12 when the physician was

I
F 157:

:,
, DNSjdesignee will monitor behavior

I sheets and PRN to ensure that MD

, I has been notified as outlined above

at least 2 times a week.

DNSjdesignee will audit the MD fax

book to ensure that MD has

responded to faxes on a weekly

basis.

All nurses will be educated on the

"

new behavior fax form and its

process.

EvenIID:JOUP11
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F 157 Continued From page 2
I

F 157
notified via fax. Per review of the facility's policy ,
titled "Problematic Behavior Management", the !

;

i

! policy indicates "the staff will identify, document i

i and inform the physician about an individual's , . ,

\ mental status, behavior, and cognition." Per , "

iintelView with the DNS on 6/27/12 at 1:09 PM,
! he/she confirmed that no physician had been
: informed from 5/2112 to 6/10/12 of Resident#35's \
increase in behaviors, and the DNS confirmed

,
I

that t,he resident should have been re-assessed
I !! i

for the increase in behaviors, -
F 280 483.20(d)(3), 483.10(K)(2) RIGHT TO , F 280 Resident #15 skin integrity risk carei .

8$=0 PARTICIPATE PLANNING CARE-REVISE CP
I plan was immediately updated to
I

The resident has the right, unless adjudged
j

reflect history of reddened heels as~ I,
incompetent or otherwise found to be well as failed attempts by resident !
incapacitated under the laws of the State, to i

! participate in planning care and treatme"t or refusal to float/elevate heels and to
! ctlanges in care and treatment. ! use booties as prevention.I,
i

,
i A comprehensive care plan must be developed

#1. The DNS did not confirmi within 7 days after the completion of the :

comprehensive assessment; prepared by an \ th;t the red heels were getting
,

interdisciplinary team, that includes the attending I !
i physician, a registered nurse with responsibility

better on resident #15 and that they i

I for the resident, and other appropriate staff in remained the same since 4/20.
, disciplil'les as determined by the resident's needs, ,
, and, to the extent practicable, the participation of I 2. The bilateral red heels had. the resident, the resident's family or the resident's i
, legal representative; and periodically reviewed I not remained the same since 4/20
and revised by a team of Qualified persons after and in fact had resolved.i each assessment. !

I
3. The surveyor, the DNS and RN

I responsible for wounds went to

ThiS REQUIREMENT is not rnet as evidenced visually inspect the bilateral heels

by: and noted that the areas

Event 10: J DUP11 FactiltY 10: 47s~oe If continuation sheet Paga 3 of 11
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: Per interview with the Director Of Nursing (DNS)
on 6/27/12, helshe confirmed that Resident #15
had been identified on 4/20/12 to have bilateral
reddened heels. The DNS indicated that the
: rednessindicafes potential area for skin
breakdown and pressure sores to develop. The
I DNS confirmed that the bilateral red heels were
I • • •! not getting better and that the area IS remaining

F 280: Continued From page 3
i Based on staff interview and record review the
. facility failed to revise the comprehensiVe care
plan for' resident of 31 in the Stage 2 sample
(Resident #15) to reflect the resident's current
i medical status with goals and interventions
i specific to meet the resident's current needs. The
i findings include:,
!

8/1112

I (XS)
. cOMPLETION
I OIlTI:I.
I
I

I
I
I
I
i
!

STREET ADDRESS, cny, STAT=. ZIP CODE
49 CEDAR HI!.!. DRIVE
WINDSOR, VT ~5089

PROVIDER'S PI.AN OF CORRECilON
(EACHCORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

i
F 2601 were healed and were no longer red

! or pink .
i
1

Iin ADNSjdesignee will audit care plans

Ii on a weekly basis to update and
,I

Ii audit for appropriate interventions

r that reflect the current POC

I
effective June 28, 2012. Nurses will

, be educated on proper procedure
I 'i for updating care plans and will take
i . I

[ part in the oversight and revision of

1 care plans to ensure that any new

! order is followed up with a care plan,
liuPdate. Interdisciplinary team will

jireview each care plan individually

jlafter each assessment to ensure that

Iall areas are covered. Nurses and

: LNA's will be consulted before team

Imeetings.
I fd'OO POe..~ 1\a\9\\dI
i .J\\;:6~\ ~
I
I

I
i

10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR lSC IDENTIFYING INFORMATION)

: 1. Per review of the medical record on 6/27/12,
. Resident #1 5 was re-admitted to the facility on
4/1 B/12 with diagnoses that include dementia and
syncope. Per the nurses notes dated.4/20/12,
the notes indicate that Resident #15 has
reddened heels, and a new order was obtained
for skin prep to "eels three times a day, Per the
nurses notes on 5/4,5/11,618 and.6/2', Resident
: #15 has bilateral reddened or pink heels and skin
~prep was applied. Per review of the nurses notes,
: there was no evidence that any other
: interventions were utilized to help resolve the
i bilateral reddened heels and no interventions to
, prevent reoccurrence. Per review of the
: comprehensive care plan initiated on 4130112
titled "At risk for skin integrity impaired", there
. was no documentation identifying the reddened .
and pink heels identified on 4/20/12, and there
was no documentation to indicate any specific
interventions tQhelp resolve the bilateral
reddened heels and prevent reoccurrence.

(X4)ID
PREFIX
TAG
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F 280 Continued From page 4
the same since identified on 4/20/12. The DNS
indicated that the nurses were utilizing skin prep
three times a day. The DNS indicated that the.
staff had attempted to float the residenfs heels
but he/she was noncompliant. The DNS indicated
that Resident #15 wears shoes or slippers and at :
times will allow staff to put him/her in a recliner to !
: put heels up. !

F 280

: Per review of the comprehensive care plan with
: the DNS on 6/27/12, he/she indicated that the
: care plan dated 4/30/12 did not address the
bilateral reddened heels identified on 4/20/12,
! and did not address any resident specific
: interventions to treat tne current area and prevent
, reoccurrence of the area. I

F 282 . 483.20(k)(3)(ii) SERVICES BY QUALIFIED 'I

S$=D : PERSONS/PER CARE PLAN
!

: The services provided or arranged by the facility
i must be provided by qualified persons ini~c:.rdance with each residenfs written plan of

I This REQUIREMENT is not met as evidenced
i by:I Based on record review and staff interview, the
i facility failed to provide services for 1 resident of
\ 31 (Resident#35) in the Stage 2 sample. The
! findings include:

1. Per review of the medical record, Resident
#35 was admitted to the facility on 12/4/11 with
dlagnOsesthatinclude dementia with behaviors.
. Per the psychological evaluation dated 4/13/12,
the evaluation indicates that Resident #35 has a
history of dementia and was seen for evaluation

F 282
Under Appeal

All behaviors occurring more than 2
days consecutively or occurring
more than 3 times in a 7 day period
; will have MD notified via fax form.
i MD will be responsible to respond to :
fax with verification of his receiving
it and acknowledgement of
behaviors. MD may use this fax to
I initiate new orders or interventions.
! All initial faxes will be kept in the fax
log book until MD has returned
signed fax. The signed fax will be
filed in the back of the MD progress
note section. If a new order is on
Iform a copy will be placed in the
!,

8/1/12

EvenllO: JDUPll Facilily 10. 475046 If continuation sheet Page 5 of 11
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F 282 Continued From page 5
of the dementia and behavior problems. The

, evaluation indicates that Resident #35 has a
history of striking out with care. Per review of the
nurse's not.es, Resident #35 was medicated with
an as needed (PRN) dose of Ativan for combative

, behaviors and agitation on 5/2, '5/4,51.10,5/12, I
5/23, 5/27, 5/28, 5/31, 6/5, 6/7,6/8, 6/9 and
6/10/12. Per review Of the nurse's notes" the'

, notes indicate that Resident #36 has sustained
bruising as a result of his/her combatiVe behavior. I

Per review Of the comprehensive care plan titled !
"At risk for untoward effects of Haldol, I
Psychotropic drug use" initiated on 12/11/11 J the i
care plan indicates that "if resident presents with i
increased combative behaviors then report to
physician".

Per review of the physician notes, there was
: no documentation that the physician was notified
, of any increase in combative behaviors until
: 6/10/12 via fax. Per review of the facility's policy.
titled "Problematic Behavior Management", the
policy indicates

"the staff will identify, document and inform
the physician about an individual's mental status,
behavior, and cognition." Per review of the

: behavior monthly flow record for May and June,
; with the Director Of Nursing (DNS) on 6/27/12,
: he/sheindicated that the interventions listed on
: the flow record were tried and were unsuccessful
i prior to the administration of Ativan. The flow
; record indicates and the DNS confirmed that 11
: interventions (redirect, 1:1, ambu'fation, activities,

_ 'J:eturntoJ:o_Om,Jilting, giving food, giving fluicl,
i changing resident's position, encourage rest, and

a back rub) were tried and were unsuccessful,
causing the nurses on 5/2, 5/3, 5/10, 5/11, 5/12,
5/23,5/27,6/5,617,6/8,6/9 and 6/10 to

(XS)
CO/ilPLETION

DATl;

,
j
i '
i DNSjdesignee will monitor behavior

sheets and PRN to ensure thatMD

has been notified as outlined above

at least 2 times a week.

DNSjdesigneewil1 audit the MD fax

book to ensure that MD has

responded to faxes on a weekly

basis.

I
iAll nurses will be educated on the
I
II new behavior fax form and its

J process. '
i
Ifa.~d-~o<.-~ '\~\Id'

. I J~n\,W~ \ fw\t.; ,

STREET ADDRESS, CITY, STATE, ZIP CODe
49 CEDAR HILL DRIVE
WINDSOR, VT 050~9

10 i PROVIDER'S PLAN OF CORRECTION
PREFIX II {EACH CORRECTive ACTION SHOULD BE

TAG CROSS-REfERENCED TO THE APPROPRIATE
DEFICIENCY}

!
i

F 282: physician order section of chart and

: taken off as a normal order.

SUMMARY STATE.MENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)
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,
I, Each resident's drug regimen must be free from !

: unnecessary drugs. An unnecessary drug is any i
drug when used in excessive dose (including I

" duplicate therapy); or for ex~essive duration: or
. , without adequate monitoring; or without adeCluate
, indications for its use; or in the presence of
: adverse consequences which indicate the dose
, should be reduced or discontinued; or any
: combinations of the reasons above.

F 282 Continued From page 6
administer as needed Ativan for agitation and
combative behaviors. Per interview with the DNS
on 6/27/12 at 1:09 PM. he/she co'nfirmed that no
physician had been informed of the increase in
combative behaviors, and Resident # 35 should
have been re-assessed for the increase in
behaviors.

F 329 483.25(1) DRUG REGIMEN IS FREE FROM
SS=D, UNNECESSARY DRUGS

(X.S)
COMPLETION

OATE

8/1/1.

8/1/1:

I
i
!

i '
!

1. Medication error report

immediately completed

for Resident #25, staff

counseled, family and

physician notified of

medication error.

2. Nurses will be educated

on the procedure for

monthly MAR turnover

by Omnicare on

7/9/2012. DNS/designee

to complete education

on a monthly MAR for

those unable to attend.

3. It is the expectation of

Cedar Hill that all nurses

will partake in the

monthly MAR first

reviews as the first

checks.

STReET ADDRE~S, CITY, STATE, ZIP CODE'
49 CEDAR HII.LDRIVf
WINDSOR, vr 05089
I PROVlDER'S'PLAN OF CORRECTION

(EACH CORRECTiVE ACTION SHOULD BE
CROSS-REFERENCED TO THe APPROPRIATE

DeFICIENCY)

F 329

F 282

10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

: .Based on a comprehensive assessment of a

I
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
, given these drugs unless antipsychotic drug

I'
therapy is necessary to treat a s.pecific~~ndition
as diagnosed and documented In the chnlcal
'\record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically

i contraindicated, in an effort to discontinue these
I drugs.

(X4) 10 '
PREFIX:
TAG I

\

This REQUIREMENT is not met as evidenced
by: I

I
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6/28/1~

I
;

!
!

If continuation sheet Page 8 of 11

4. One designated nurse

will be assigned second

and final checks on

MARS prior to the start

of each month.

5. It is the expectation of

Cedar Hill that the

I
I:,

I:
I!
I:

MAR process and

identified problems will

be reviewed at least

quarterly with the i
Quality Assurance

Committee.

nurses who work the

first day of the month to '

take the old MAR with

the new MAR and

compare both MARS

during that pass for a

third check to ensure

that MARS are accurate

from month to month.

F 329
i

F 329 Continued From page 7 I
Based on staff interview and record review, the

I facility failed to assure that the medication
: regimen of 1 resident of 4 reviewed in the stage 2
i sample (Resident #25) remained free from
: unnecessary drugs by administering a higher
; dose of medication than what was ordered by the

"

physician on 5 occasions during May 2012,
Findings include:

I
11. Per record review on 6/27/12 at 10:00 A.M,
i Resident #26'5 medical record contains a
! Physician's Order dated 4/20/12 decreasing the
: dose of Ativan (an anti-anxiety psychotropic drug)
j from 0.5 milligrams (mg) to 0.25 mg by mouth up
! to four times. a day PRN (as needed). Nursing
: Notes for that day record the decrease in dosage
; and that Resident #25'$ daughter was called and :
~approved the new orders.

: Per record review, Resident #25 has a Care Plan
i which includes a "risk for untoward effects of

psychotropic drug use: Ativan used to treat
anxiety". Approaches for the plan of care include

I "medications per orders", A Care Plan Action
I Notice on 4/30/12 lists "Nursing: reviewed :
: changes in medication, Ativan decreased". Per i

record review, Resident #26's Medication
Administration Record (MAR) for May, 2012
documents a dose of 0.5 mg of Ativan given on
5/4, 5/6, 6/10, 5/26, & 5/29/12. Per interview on I
6/26112 at 2:09 P.M" the facility's Director of

I Nursing Services confirmed that the ~hysician's !

'I' Order decreasing Resident #25's dosage of !
Ativan on 4/20/12 was not transcribed to the '

I MAR and that Resident #25 was administered a i! dose 'of Atival'l larger than the ordered dose on 5 !
. i different occasions in May 2012. II
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Influenza Informed

Consent forms will be

revised to include a

secti,on to document

that education regarding

the vaccination was

given to the resident or

representative at the 7/16/12
time of requesting

consent.
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Policy and Proced,ure fori

Influenza Immunizations

was revised to include

the dates of the flu

season as defined by

federal regulation i

(Octoper 1 through I
March 31), and tol
include that each - !
resident, and/or Ii I

resident representative
lwill be given proper

- education regarding

influenza vaccination for
that year as set forth by 7/16/12

CDC. Annual consent for

immunization will be

obtained.

Event tD:JDUP11 Facility 10: 475046

i The facility must develop policies and procedures
: that ensure that --
. (i) Before offering the influenza immunization,
; each resident, or the resident's legal
. representative receives education regarding the
: benefits and potential side effects of the
immunization;
(ii) Each resident is offered an influenza .
immunization October 1 through MarCh 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period;
. (iii) The resident or the resident's legal
: representative has the opportunity to refuse
: immunization; and
: (iv) The resident's medical record includes
. documentation that indicates, at a minimum, the
, following:
(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of influenza
immunization; and
: (B) That the resident eith~r received the
: influenza immunization or did not receive the
; influenza immunization due to medical
icontraindications or refusal.
i

I,The facility must d,evelOPpolicies and procedures
that ensure that ••
I (i) Before offering the pneumococcal i
'I immunization, each resident, or the resident's i
I legal representative receives education regarding ;
I lli-ebeiiefttsarid potential side effects of the :
i immunization: 'I (ii) Each resident is offered a pn~u~oc~ccal
I immunization, unless the immunIzation IS
I

F 334 ~Continued From page 8 F 334! .
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, medically contraindicated or the resident has
: already been immunized;

I
(iii) The resident or the resident's legal
~eprese"tative has the opportunity to refuse

1 immunization; and
! (Iv) The resident's medical record includes
. documentation that indicated, at a minimum, the

!: following: . ;
1 (A) That the resident or resident's legal
r representative was provided education regarding

the benefits and potential side effects of
pneumococcal immunization; and

(B) That the resident either received the
. pneumococcal immunization or did not receive
I the pneumococcal immunization due to medical
! contraindication or refusal.

'(V) As an al~ernative, based on an assessment I

and practitioner recommendation, a second !
pneumococcal immunization may be given after 5 I

: years following the first pneumococcal
. immunization, unless medically contraindicated or
. the resident or the resident's legal representative
. refuses the second immunization.

F 334

.1

'i

This information will be

kept in the resident's

record.

The Infection Control

Nurse or designee will

check to make sure that

all consents are

obtained before

administration of

vaccine .

Quality Assurance

Committee reviews flu

vaccine policy and

procedures, and

vaccinations pending
and completed yearly

during the flu season.

,
i

;

i
1This REQUIREMENT is not met as evidenced
.;by: .
! Based on record' review and staff interviews, theI facility failed to provide documentation of consent
I received for vaccine administretion and/or
: education provided regarding the benefits and
. risks of influenza immunization, for 4 of 5
residenfs'onheiflegal representatives .in the .
applicable stage 2 sample (Residents #7, #11, i
#13, #30), each time the vaccine Is offered.

, Findings include:
!

,
i,
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I
1. Per record review, the facility failed to develop I.

and implement a policy and procedure thaI
assures .that each resident or their legal
representative has the opportunity to accept or
i refuse vaccination, and receives education
: regarding the benefits and side effects of the
: influenza vaccine each time it is offered. The
facility's written procedure states that "Residents
whO received vaccine in previous years and who
have signed or whose responsible party has
i signed will not have to renew permission". The
written policy and procedure does not address
education regarding benefits and side effects of
the vaccine.

(XS)
COMP~STION

DATE

I
!,

F3341

I

I
!
i
i

I
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. !
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I
!

The facility provided information which indicated :
that 8 residents received influenza vaccine during :
the 2011-12 influenza season. During record
reviews, there was no evidence in the medical
records of 4 of 5 residents in the stage 2 sample
(Residents # 7, #11, #13, and #30) that they or '
their responsible party had either given conse.nt
for immunization or received education regarding
the benefits and side effects prior to being ,
administered the vaccine on 10/7/11. During an i
interview with the Assistant Director of Nursing I
(infection control nurse) on 6/27/12 at 10:45 AM, .
s/he confirmed that the facility could not provide !
evidence of consent by the residents or their
responsible parties, or education provided
regarding benefits and side effects of the
influenza vaccine prior to administration each
i time the vaccine was offered.I - -
!
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