
, 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 

December 6, 2013 

Mr. Alan Blier, Administrator 
Centers For Living And Rehab 
160 Hospital Drive 
Bennington, VT 05201 

Dear Mr. Blier: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
November 6, 2013. 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 
Licensing Chief 

Disability and Aging Services 	 Blind and Visually Impaired 
Licensing and Protection 	Vocational Rehabilitation 
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SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX 
	

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
TAG 
	

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 000 INITIAL COMMENTS 

An unannounced on-site Recertification survey 
and complaint investigation were conducted from 
11/4/13 - 11/6/2013, by the Division of Licensing 
and Protection. There were regulatory 
deficiencies identified. The findings Include: 
483.13(c)(1)(ii)-(iii), (c)(2) - (4) 
INVESTIGATE/REPORT 
ALLEGATIONS/INDIVIDUALS 

The facility must not employ individuals who have 
been found guilty of abusing, neglecting, or 
mistreating residents by a court of law; or have 
had a finding entered into the State nurse aide 
registry concerning abuse, neglect, mistreatment 
of residents or misappropriation of their property; 
and report any knowledge it has of actions by a 
court of law against an employee, which would 
indicate unfitness for service as a nurse aide or 
other facility staff to the State nurse aide registry 
or licensing authorities. 

The facility must ensure that all alleged violations 
involving mistreatment, neglect or abuse, 
including injuries of unknown source and 
misappropriation of resident property are reported 
immediately to the administrator of the facility and 
to other officials in accordance with State law 
through established procedures (including to the 
State survey and certification agency). 

The facility must have evidence that all alleged 
violations are thoroughly investigated, and must 
prevent further potential abuse while the 
investigation is in progress. 

The results of all investigations must be reported 
to the administrator or his designated 

PROVIDER'S PLAN OF CORRECTION 
(EACI I CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Tag F000  
The Facility appreciates the opportunity to 
address the findings of the Division of 
Licensing and Protection survey that 
ended on November 6, 2013, and to 
submit the following Information and 
corrective actions plans to demonstrate the 
Facility's compliance. 

Tag F225 

Background information: 

Facility policy entitled "Abuse Neglect and 
Exploitation Prohibition" was reviewed by 
the surveyors and found to be in 
compliance with applicable regulations. 
However, the surveyors found that the 
policy was not followed by staff ill the case 
of one resident. Upon review following the 
survey, improvements to the policy were 
identified, as was the need for re-
education on the policy. 

The Facility notes that the employee 
referenced in this tag as well as Tag F226 
as being suspected of utilizing a resident's 
medication for personal use is no longer in 
the employ of the Facility. 

Plan for Correction: 

All Facilily residents have been identified 
as having the potential to be affected by 
the issues addressed in this Tag F225. 

F 000 

F 225 F 225 
SS=V 

LABO 	D ECTOR'S OR OVIDER/SUPPLIER KliPlifiSENTATIvE'S SIGNATURE 	 TITLE 	 (Xs) DATE 

411-/-A- 	A- din IA Circii4 a 	4.264a 
Any deficiency statement ending with an asterisk (1 denotes e deficiency which the insUlution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See inslructionS.) Except for nursing bona the findings stated above are disclosatle 00 days 
following the dote of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction aro disclosablo 14 
days following !he dale Hulse documents are made avallablo to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program pailicipallon. 
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representative and to other officials in accordance 
with State law (including to the State survey and 
certification agency) within 5 working days of the 
incident. and if the alleged violation is verified 
appropriate corrective action must be taken. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff Interview the 
facility failed to ensure that all alleged violations 
involving mistreatment, neglect, or abuse, 
including injuries of unknown source and 
misappropriation of resident property are reported 
immediately to the administrator of the facility and 
to other officials in accordance with Slate law 
through established procedures (including to the 
State survey and certification agency) for 1 
resident In the total sample. The findings include: 

1. Per review on 11/8/13 of the facilities internal 
investigation, a facility Licensed Practical Nurse 
(LPN) was suspected of utilizing a resident's 
medication for the LPN's personal use on 
7/27/13. Per review of the written statements, a 
facility Licensed Nursing Assistant (LNA) reported 
to the RN Supervisor on 7/27/13 that a facility 
LPN asked the LNA to apply a lidoderm patch to 
the LPN's back. The LNA informed the RN 
Supervisor that after he/she applied the Lidoderm 
patch, the LNA heard the LPN tell the resident 
that the LPN had "borrowed" one of the residents 
patches. 

Per review of the fax receipt, an event report was 
sent to the Division of Licensing and Protection 
(DLP) notifying the agency of the reportable event 
on 8/23/13, almost 1 month later. 

12/2/13 

Ongoing 

Tag F225 (continued' 

The Facility's policy on "Abuse, Neglect 
and Exploitation Prohibition" was revised 
to include the federally-mandated 
timeframe for reporting suspected abuse 
and neglect to the Facility Administrator 
(immediate reporting is required, which is 
not later than 24 hours) and to update the 
Facility reporting procedure. Additional 
education on Abuse, Neglect and 
Exploitation of vulnerable adults and the 
requirements for reporting is being 
conducted for 100% of Facility staff and 
will be completed by December 2, 2013. 
After that date, any staff members who 
have not completed this training will not be 
permitted to return to duty untillt has been 
completed. The understanding and 
competency of this education will be 
assessed by obtaining a passing score on 
a written test. All new staff will complete 
the same course as a component of their 
orientation program. 

Monitoring: 

The DNS and/or designee will conduct a 
weekly random sampling chart audit to 
assure that all notations of any alleged 
abuse, neglect, exploitation, criminal act or 
other indication of mental anguish on the part 
of any resident is fully documented, that 
appropriate clinical interventions are 
occurring, and that state reporting has 
occurred within the correct limeframe as 
required; these will occur weekly for 4 weeks 
and monthly thereafter for 3 months, to be 
assessed by the Facility Safety-Quality 
Committee. 
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Per interview with the facility Director of Nursing 
on 11/6/13, he/she reviewed his/her investigation 
and confirmed that the incident on 7/27/13 was 
not reported to the appropriate state agency until 
8/23/13 per the date en the fax receipt and 
he/she confirmed that a reportable Incident was 
to be called to the appropriate state agency within 
24 hours of the incident. 
483.13(c) DEVELOP/IMPLMENT 
ABUSE/NEGLECT, ETC POLICIES 

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resident property. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview the 

facility failed to implement written policies and 
procedures that prohibit mistreatment, neglect, 
and abuse of residents and misappropriation of 
resident property. The findings include, 

1. Per review on 11/6/13 of the facilities internal 
investigation, a facility Licensed Practical Nurse 
(LPN) was suspected of utilizing a resident's 
medication for the LPN's personal use on 
7/27/13. Per review of the written statements, a 
facility Licensed Nursing Assistant (LNA) reported 
to the RN Supervisor on 7/27/13 that a facility 
LPN asked the LNA to apply a lidoderm patch to 
the LPN's back. The LNA informed his/her 
supervisor who was the RN Supervisor that after 
he/she applied the Lidoderm patch, the LNA 

Taq F225 (continued), F 225 

F 228 
SS=0 

F 226 

The Corporate Compliance Officer will 
provide monitoring of 100% of state 
reported events for compliance with the 
state law requirements in the form of a 
review of 100% of event reports filed in the 
category of "State Report Filed." This 
monitoring will occur weekly for 3 months 
to ensure compliance and will provide 
correction and additional education as 
deviations are identified. The results of 
this monitoring will be reported to the 
Executive Compliance Committee each 
quarter and subsequently to the Board 
level Audit and Compliance Committee. 

fps-  pot. act,tekcA t)-i3-l i3 64SciAstiet411)W1c. 

Ongoing 

Taq F226 

Background information:  

Facility policy entitled "Abuse, Neglect and 
Exploitation Prohibition" was reviewed by 
the surveyors and found to be in 
compliance with the with applicable 
regulations. However, the surveyors found 
that the policy was not followed by staff in 
the case of one resident, Upon review 
following the survey, improvements to the 
policy were identified, as was the need for 
re-education on the policy. 

Ongoing 

FORM CMS-2567(02 YU) Previous Versions Obsolotu 	 Event 10' Hflair 
	

Facility ID: 475020 
	

II conlinualion chcul P;tgr; 3 0119 



11/26/2013 TUE 14:58 FAX 802 447 5482 Centers Living and Rehab 	 Z005/017 

PRINTED: 11/14/2013 
FORM APPROVED 

OMB NO. 0938-0391 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

(Xa) DATE SURVEY 
COWIE I ED 

STATEMENT OP DEFICIENCIES 
AND PLAN OF CORRECTION 

(ri) PROVIDEFUSUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

(x1) MULTIPLE CONSTRUCTION 

A. BUILDING 

475029 B. WING 11/06/2013 

NAME OF PROVIDER OR SUPPLIER 

. CENTERS FOR LIVING AND REHAB 

STREET ADDRESS CITY. STATE LIP COLE 

160 HOSPITAL DRIVE 

BENNINGTON, VT 05201 

(X4) ID 
PREFIX 

TAG 

F 280 

F 226 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST 13E PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

(X5I 
COMPLETION 

DATE 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-III1FERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Taq_F226 (continued), 
Plan for Correction; 

All Facility residents have been identified 
as having the potential to be affected by 
the issues addressed in this Tag F226. To 
ensure the immediate safety of all Facility 
residents, the Medication Administration 
Record (MARS) and Treatment 
Administration Records (TARS) for all 
residents within the facility from 
September 3, 2013 to November 15, 2013 
were reviewed by the Interim DNS and 
designees, to ensure that no medications 
were documented as missing. Pain 
assessments for all residents were also 
reviewed for the same time period. The 
review of the MARS, TARS and pain 
assessments for all residents was 
completed by November 22, 2013, No 
deficiencies were found. 

The policy and procedures entitled 
"Medication Administration", 'Pain 
Management", "Narcotic Count Sheet", and 
"Narcotic Administration" were reviewed. 
The "Pain Management" and "Medication 
Administration" policies were updated to 
provide accountability for pain 
medications. All non-over-the-counter pain 
medications were added to the shift-to-shift 
count to be conducted at the same time 
and in the same manner as the narcotic 
count. Education on the policy change for 
pain medication accountability and shift-to-
shift medication count is being provided to 
all nursing staff and will be completed by 
December 2, 2013. 

The Facility's policy on "Abuse, Neglect 
and Exploitation Prohibition" was revised 
on November 20, 2013 to include the 
federally-mandated 24-hour timeframe for 
reporting to the Facility Administrator and 
to update the Facility reporting procedure. 
Education on the standards, process and 
expectations for reporting abuse, neglect 
or exploitation is being conducted for 
100% of Facility staff and will be 
completed by December 2, 2013. 

Continued From page 3 

heard the LPN tell the resident that the LPN had 
"borrowed" one of the residents patches. 

Per review of the fax receipt an event report was 
sent to the Division of Licensing and Protection 
(DLP) notifying the agency of the reportable event 

on 8/23/13. 

Per review of the internal investigation and 
interview with the Unit Manage on 11/6/13, the 
RN Supervisor did not report the incident to the 
UM until 8/23/13 and then the Director of Nursing 
on 8/23/13 after the resignation of the suspected 
LPN was received by the facility and facility staff 
then reported the Incident to the UM. 

Per interview with the facility Director of Nursing 
on 11/6/13, he/she reviewed his/her investigation 
and confirmed that the incident on 7/27/13 was 
not reported to the appropriate state agency until 
8/23/13 per the date on the fax receipt and 
he/she confirmed that a reportable incident was 
to be called to the appropriate state agency within 
24 hours of the incident. 

Per review of the facility policy and procedure 
titled Abuse Neglect and Exploitation reviewed 
last on 12/2001, the policy indicates that every 
employee and volunteer is responsible to "cause 
a report to be made"to APS of any actual or 
suspicious act or sign of abuse, neglect or 
mistreatment. When informed, 
employee/volunteer must immediately reporting 
all such circumstances to his/her supervisor. This 
supervisor will proceed with the reporting process 
until the report is made to the Administrator or 
designee. 
483.20(d)(3), 483.10(k)(2) RIGHT TO 

ID 
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heard the LPN tell the resident that the LPN had 
"borrowed' one of the residents patches. 

Per review of the fax receipt an event report was 
sent to the Division of Licensing and Protection 
(DLP) notifying the agency of the reportable event 
on 8/23/1a. 

Per review of the internal investigation and 
interview with the Unit Manage on 11/8113, the 
RN Supervisor did not report the incident to the 
UM until 8/23/13 and than the Director of Nursing 
on 8/23/13 after the resignation of the suspected 
LPN was received by the facility and facility staff 
then reported the incident to the UM. 

Per interview with the facility Director of Nursing 
on 11/8/13, he/she reviewed his/her Investigation 
and confirmed that the incident on 7/27/13 was 
not reported to the appropriate state agency until 
8/23/13 per the date on the fax receipt and 
he/she confirmed that a reportable incident was 
to be called to the appropriate stale agency within 
24 hours of the incident. 

Per review of the facility policy and procedure 
titled Abuse Neglect and Exploitation reviewed 
last on 12/2001, the policy indicates that every 
employee and volunteer is responsible to "cause 
a report to be made"to APS of any actual or 
suspicious act or sign of abuse, neglect or 
mistreatment. When informed, 
employee/volunteer must immediately reporting 
all such circumstances to his/her supervisor. This 
supervisor will proceed with the reporting process 
until the report is made to the Administrator or 
designee. 

F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO 

F 226 Tag F228 (continued' 

After December 2, 2013, any staff 
members who have not completed these 	12/2/13 
trainings will not be permitted to return to 
duty until they have been completed. The 
understanding and competency of this 
education will be assessed by obtaining a 
passing score on a written test. All new 
staff will complete the same course as a 
component of their orientation program 

Monitoring:  
The DNS or designee will monitor a 
random sample of the count sheets daily, 
providing correction and additional 
education as needed, for a period of 4 
weeks, with weekend count sheets 
reviewed on Mondays, and random sample 
on a monthly basis thereafter for 3 months, 
assessed by the Facility Safety-Quality 
committee. 

In addition, the monitoring provision 
provided in response to Tag F225 is 
referenced and incorporated. 

0-9,6 f0 C. acct \-4 	D-I■3 eNykt111411 

F 280 Tag F280 (see following Pagel 

Ongoing 

Ongoing 
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Taq F280 (continued' 
Background  information:  

Facility policy entitled "Plan of Care was 
reviewed by the surveyors and found to be 
in compliance with applicable regulations. 
However, the surveyors found that the 
policy was not followed by staff in the case 
of one resident. Upon review following the 
survey, improvements to the policy were 
identified, as was the need for re-
education on the policy. 

Plan for Correction: 

All Facility residents have been identified 
as having the potential to be affected by 
the Issues addressed in this Tag F280, To 
ensure the immediate safety of all Facility 
residents, a review of the treatment sheets 
to identify skin issues and the correlating 
interventions was compared to the care 
plans of those residents with skin Issues. 
The review of the treatment sheets and 
correlating interventions compared to care 
plans was completed for 100% of Facility 
residents on November 22, 2013. 

The Facility policy entitled "Plan of Care" 
was revised to provide greater direction 
regarding need for timely updates to the 
Care Plan and to assign responsibility for 
the response to the indicated changes. 
Education and staff in-servicing was 
provided to all licensed nurses on the 
importance of initiating timely interventions 
and on the care plan process, including the 
step-by-step process to place the entries in 
the Electronic Charting System. This 
education included specific requirements 

of the revision to the policy "Plan of Care". 
This education and in-servicing will be 
completed on December 2, 2013. This 
education has been documented and 
tracked via a sign-off sheet. 100% of 
licensed nursing staff is required to 
complete this competency. After 
December 2,2013, any staff member who 
has not completed this training will not be 
permitted to return to duty unlit the 
competency has been completed. The 

11/22/13 

12/2/13 

Continued From page 4 

PARTICIPATE PLANNING CARE-REVISE CP 

The resident has the right, unless adjudged 
incompetent or otherwise found to be 
inoapacitated under the laws of the State, to 
participate in planning care and treatment or 
changes in care and treatment. 

A comprehensive care plan must be developed 
within 7 days after the completion of the 
comprehensive assessment; prepared by an 
interdisciplinary team, that includes the attending 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative; and periodically reviewed 
and revised by a team of qualified persons after 
each assessment. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview the 

facility failed to assure that the care plan was 
revised by qualified persons after each 
assessment for 1 resident of 35 sampled Stage 1 
residents, Resident #41. (R/1-1) Findings include: 

Per record review, R#-41 was assessed with a 
Stage 3 pressure ulcer on 12/29112. The 
Impaired Skin Integrity care plan was initiated on 
admission in 2004. There are numerous 
discontinued entries on the care plan. There are 
no revisions to the care plan after the discovery o 
a Stage 3 pressure ulcer on the coccyx/R Upper 
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Buttocks of R#41, 
In an interview on 1116/13 the acting Director of 
Nursing Services (DNS) and the Care 
Coordinator/MDS Coordinator (CC/MDSC) 
confirmed that there are no revisions to the care 
plan to reflect interventions for treatment of the 
pressure ulcer and to prevent worsening of the 
pressure ulcer in the care plan. 
483.20(k)(3)(i) SERVICES PROVIDED MEET 
PROFESSIONAL STANDARDS 

The services provided or arranged by the facility 
must meet professional standards of quality. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview the 
facility failed to assure that services provided or 
arranged by the facility for 1 resident of 35 Stage 
1 sampled residents, Resident #41 (R#41) meet 
professional standards of quality regarding skin 
assessments for residents with risk for impaired 
skin integrity. Findings include: 

Per record review R#41 was admitted to the 
facility in 2004 with multiple skin issues including 
venous stasis ulcers of the lower extremities. 
R#41 did not have any identified pressure ulcers 
upon admission to the facility. The first notation of 
pressure ulcers is found in a note dated 
12/23/2012 when an unstagable ulcer on the Left 
(L) Buttocks is noted. A note dated 12/29/2013 
states that there is no area found on the L 
Buttock but that there is a Stage 3 pressure ulcer 
noted on the coccyx/Right (R) Upper Buttock. 

In an interview on 11/8/13 the acting Director of  

F 280 Tag F280 (continued) 

understanding and competency of this 
education will be assessed by obtaining a 
passing score on a written test. 

Monitoring; 
New skin findings on all residents will be 
identified through the use of weekly 
shower day skin checks, physician 

F 281 treatment orders and/or the 24-hour 
nursing report, and will be monitored by 
the DNS or designee daily for care plan 
updates for a period of 4 weeks and 
weekly thereafter for 3 months and 
assessed' by the Facility Safety-Quality 
committee. Education on overall skin 
integrity will be provided and made part of 
this monitoring process. 

FAO Pot acr.(04 	AP) f) eot4tft 1244 I Mt, 

Tag F281  
Background information; 
Facility policy entitled "Skin Inspection and 
Monitoring" was reviewed by the surveyors 
and found to be in compliance with 
applicable rules. However, the surveyors 
found that the policy was not followed by 
staff in the case of one resident. Upon 
review following the survey, improvements 
to the policy were identified, as was the 
need for re-education on the policy. 

Plan for Correction: 
All Facility residents have been identified 
as having the potential to be affected by 
the issues addressed in this Tag F281. To 
ensure the immediate safety of all Facility 
residents, all residents within the facility 
were evaluated by the Interim DNS and 
designees for skin conditions. Skin 
assessments were compared to the care 
plan for each resident for identified skin 
condition and treatment. Completion of 
this occurred on November 21, 2013. 

Ongoing 

11/21/13 
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Nursing Services (DNS) and the Care 
Coordinator/MDS Coordinator (CC/MDSC) 
confirmed that there is no indication in the record 
that the pressure area was noted to reported 
before it had reached Stage 3. They also both 
stated that they were not aware of what the 
frequency or circumstances were regarding skin 
assessments by nurses. LNAs are expected to 
monitor the skin and report issues during care. 
They are not aware of any specific process for 
nurses regularly assessing the skin of residents 
at risk for skin impairments. 

In an interview on 11/6/13 at 10:30 AM the DNS 
stated that the facility had a wound nurse who 
sew residents weekly. The wound nurse moved 
to per diem status in October of 2012 and per the 
DNS' statement s/he saw residents very 
sporadically after that until the Visits stopped 
entirely. The facility hired a new wound nurse 
approximately 3 1/2 months ago. 

In an interview on 11M/13 an LPN 
Medication/Treatment nurse stated that s/he 
assesses the resident's skin if an LNA reports an 
issue or if s/he is providing skin treatments.  

Lippincott Nursing Manual (9th Edition) Sandra M 
Nettlna Lippincott-Raven Publishers 4/21/2009 
483,25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they wore unavoidable; and a resident having 

F 281 Tact F281 (continued), 
The Facility policies entitled "Skin 
Inspection and Monitoring" and "Admission 
of the Resident" were revised and the 
"Weekly Skin Inspection" form was 
developed which will be used for 100% of 
residents. These provide for an initial skin 
assessment within two hours of admission 
and include daily skin checks by the LNAs, 
and. weekly skin checks by both the LNA 
and a licensed nurse, with additional 
checks as needed. The designated RN 
will be notified of skin conditions as a 
trigger for a formal skin assessment and 
completion of skin assessment 
documentation in ECS, Skin assessments 
will also be conducted on admission and 
with the MDS assessment schedule. 

Education is being provided to all nursing 
staff on the "Skin Inspection and 
Monitoring" policy changes and use of 
"Weekly Skin Inspection" form. This 
education will be completed on 
December 2, 2013. This education has 
been documented and tracked via a sign-
off sheet 100% of licensed nursing staff is 
required to complete this education. After 
December 2, 2013, any staff member who 
has not completed this training will not be 

F 314 permitted to return to duty until the 
education has been completed. The 
understanding and competency of this 
education will be assessed by obtaining a 
passing score on a written test. 

Use of the "Weekly Skin Inspection" form 
for all residents will begin upon completion 
of staff education and will be used each 
week for regular skin checks. 

Ongoing 

12/2/13 

12/2/13 
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SS=O 

FORM CMS.2567(02-99) Previous Versions Obsolete 	Evenl ID: H7TO II 
	

Facility ID: 475029 
	 If continuation shorn Page 7 of 13 



11/26/2013 TUE 15:00 FAX 802 447 5482 Centere Living and Rehsb 
	

U011/017 

PRINTED: 11/14/2013 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

	
FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
	

OMB NO. 0938-0391 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CL IA 
IDENTIFICATION NUMBER' 

475029 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 	  

B. WING 	  

0(1) DATE SURVEY 
COMPLETED 

11/06/2013 

NAME OF PROVIDER OR SUPPLIER 

CENTERS FOR LIVING AND REHAB 

STREET ADDRESS. CITY. STATE, ZIP CODE 

160 HOSPITAL DRIVE 

BENNINGTON, VT 05201 

ID 
PREFIX 

TAG 

F 281 

F 314 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From.page 6 

Nursing Services (DNS) and the Care 
Coordinator/MDS Coordinator (CC/MDSC) 
confirmed that there is no indication in the record 
that the pressure area was noted to reported 
before it had reached Stage 3. They also both 
staled that they were not aware of what the 
frequency or circumstances were regarding skin 
assessments by nurses. LNAs are expected to 
monitor the skin and report Issues during care. 
They are not aware of any specific process for 
nurses regularly assessing the skin of residents 
at risk for skin impairments. 

In an Interview on 11/6/13 at 10:30 AM the DNS 
staled that the facility had a wound nurse who 
saw residents weekly. The wound nurse moved 
to per diem status in October of 2012 and per the 
DNS' statement s/he saw residents very 
sporadically after lhat until the visits stopped 
entirely. The facility hired a new wound nurse 
approximately 3 1/2 months ago. 

In an interview on 11/6/13 an LPN 
Medication/Treatment nurse stated that s/he 
assesses the resident's skin if an LNA reports an 
issue or if s/he is providing skin treatments. 

Lippincott Nursing Manual (9th Edition) Sandra M 
Nettina Lippincott-Raven Publishers 4/21/2009 
483.25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable; and a resident having 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Tag F261 (continued' 
Monitoring: 
The DNS or designee will review all new 
admissions to the Facility for completion of 
skin assessment, Braden scale, 
documentation of skin condition, and 
identification of indicated treatment in the 
care plan. This will occur daily for a period 
of four weeks with weekend admissions 
reviewed on Mondays and monthly 
thereafter for 3 months, to be assessed by 
the Facility Safety-Quality Committee. 

The DNS or designee will review the 
"Weekly Skin Inspection' form for all 
residents on a daily basis with weekend 
reports reviewed on Monday for four 
weeks and monthly thereafter for 3 
months, to be assessed by the Facility 
Safety-Quality Committee. 

?9,8 Pet acct tel ()bite, ttActliznq fniA. 

Taft F314 
Please accept the response to Tag F281 in 
response to Tag F314, repeated below. 

Background informati.en: 
Factlity policy entitled "Skin. Inspection and 
Monitoring" was reviewed by the surveyors 
and found to be in compliance with 
applicable rules. However, the surveyors 
found that the policy was not followed by 
staff in the case of one resident. Upon 
review following the survey, improvements 
to the policy were identified, as was the 
need for re-education on the policy. 

Plan for Correction: 
All Facility residents have been identified 
as having the potential to be affected by 
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Tag F314 (continued) 
the issues addressed In this Tag F314. To 
ensure the immediate safety of all Facility 
residents, all residents within the facility 
were evaluated by the Interim DNS and 
designees for skin conditions. Skin 
assessments were compared to the care 
plan for each resident for identified skin 
condition and treatment. Completion of 
this occurred on November 21, 2013. 

The Facility policies entitled "Skin 
Inspection and Monitoring' and "Admission 
of the Resident" were revised and the 
"Weekly Skin Inspection" form was 
developed which will be used for 100% of 
residents. These provide for an initial skin 
assessment within two hours of admission 
and include daily skin checks by the LNAs, 
and weekly skin chocks by both the LNA 
and a licensed nurse, with additional 
checks as needed. The designated RN 
will be notified of skin conditions as a 
trigger for a formal skin assessment and 
completion of skin assessment 
documentation in ECS. Skin assessments 
will also be conducted on admission and 
with the MDS assessment schedule. 

Education is being provided to all nursing 
staff on the "Skin Inspection and 
Monitoring" policy changes and use of 
"Weekly Skin Inspection" form. This 
education will be completed on 
December 2, 2013. This education has 
been documented and tracked via a sign-
off sheet. 100% of licensed nursing staff is 
required to complete this education. After 
December 2, 2013, any staff member who 
has not completed this training will not bo 
permitted to return to duty until the 
education has been completed. The 
understanding and competency of this 
education will be assessed by obtaining a 
passing score on a written test. 

Use of the "Weekly Skin Inspection" form 
for all residents will begin upon completion 
of staff education and will be used each 
week for regular skin checks, 
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F 314 Continued From page 7 

pressure sores receives necessary treatment and 
services to promote healing, prevent Infection and 
prevent new sores from developing. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview the 
facility failed to ensure that a resident who enters 
the facility without pressure sores does not 
develop pressure sores for Resident #41 (R#41) 
In a sample of 3 residents with pressure ulcers 
reviewed in Stage 2. Findings include: 

Per record review Resident #41 was admitted to 
the facility with long standing venous ulcers, 
chronic skin rash•and history of cellulitis. The 
resident was admitted to the facility in 2004. 
A note in the record on 12/29/12.  states that R#41 
has a Stage 3 pressure ulcer of the coccyx/Right 
Upper Buttocks. The first mention of a pressure 
area is a note dated 12/23/12 which states there 
is an unstageable area on the L Buttock. The 
note of 12/29/12 states that the area on the L 
buttock cannot be found. 

In an interview on 11/8/13 the acting Director of 
Nursing Services (DNS) and the Care 
Coordinator/MDS Coordinator (CC/MDSC) 
confirmed that there is no indication in the record 
that the pressure area was noted to reported 
before it had reached Stage 3. They also both • 
stated that they were not aware of what the 
frequency or circumstances were regarding skin 
assessments by nurses. LNAs are expected to 
monitor the skin and report issues during care. 
They are not aware of any specific process for 
nurses regularly assessing the skin of residents 
at risk for skin impairments. 

12/2/13 

12/2/13 
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Tag F314 fcontInued), 
Monitoring: 
The DNS or designee will review all now 
admissions to the Facility for completion of 
skin assessment, Braden scale, 
documentation of skin condition, and 
identification of indicated treatment In the 
care plan. This will occur daily for a period 
of four weeks with weekend admissions 
reviewed on Mondays and monthly 
thereafter for 3 months, to be assessed by 
the Facility Safely-Quality Committee_ 

The DNS or designee will review the 
"Weekly Skin Inspection" form for all 
residents on a daily basis with weekend 
reports reviewed on Monday for four 
weeks and monthly thereafter for 3 
months, to be assessed by the Facility 
Safety-Quality Comniittee. 

1314 My acc,e0ea *1)113 boom ?lac  

Tag F441  
Background information: 
Facility policy entitled "Oxygen 
Administration via Nasal Cannula' was 
reviewed by the surveyors and found to be 
in compliance with applicable regulations. 
however, the surveyors found that the 
policy was not followed by staff in the case 
of one resident. Upon review following  the 
survey, improvements to the policy were 
identified, as was the need for re-
education on the policy. 

Plan for  QP(199.tiP 11: 

All Facility residents who receive oxygen 
have been identified as having  the 
potential to be affected by the issues 
addressed in this Tag F441, To respond to 
the immediate needs of these residents, 
there was an immediate sweep of the 
facility to ensure that all oxygen tubing not 
in active use is properly labeled and stored 
in storage bags and corrections made to 
any tubing not stored appropriately. 

Continued From page 8 

In an interview on 11/6/13 an LPN 
Medication/Treatment nurse stated that s/he 
assesses the resident's skin if an LNA reports an 
Issue or If s/he is providing skin treatments, 

In an interview on 11/6/13 at 10:30 AM the DNS 
stated that the facility had a wound nurse who 
saw residents weekly. The wound nurse moved 
to per diem status In Ootober of 2012 and per the 
DNS' statement s/he saw residents very 
sporadically after that until the visits stopped 
entirely. The facility hired a new wound nurse 
approximately 3 1/2 months ago. 

In record review of the care plan currently in place 
no prevention strategies are noted for the present 
pressure ulcer and earlier prevention strategies 
are in the discontinued care plan: 
483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS 

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility; 
(2) Decides what procodures, such as isolation, 
should be applied to an individual resident; and 
(3) Maintains a record of incidents and corrective 
actions related to infections, 

F 314 

F 441 

(X4) ID 
PREFIX 

TAG 

F 314 

F 491 
SS=E 

Ongoing 

Ongoing 

11/6/13 

FORM CMS-2507(02-99) Previous Versions Obsolete 
	

Event ID: H7TO'i 
	

Facility ID: 475020 	 0 continuation sheet Page 0 of 13 



STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

11/26/2013 TUE 15:00 FAX 802 447 5482 Centere Living and Rehab 	 Z014/017 

PRINTED: 11/14/2013 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

	
FORM APPROVED 

CENTERS FOR MEDICARE & MEDICAID SERVICES 
	

OMB NO. 0938-0391 

(X1) PROVIDEN/SUPPLIER/CLIA 
IvENTIFICaliON NUMBER: 

476029 D. WING 	  

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY 
COMMIE I ED 

11/06/2013 

STREET ADDRESS, CITY, STATE ZIP CODE 

160 HOSPITAL DRIVE 

BENNINGTON, VT 05201 
• • 

0(4) ID 
	

SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX 
	

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
TAG 
	

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F44 
	

Continued From page 9 
(b) Preventing Spread of Infection 
(1) When the Infection Control Program 
determines that a resident needs Isolation to 
prevent the spread of Infection, the facility must 
isolate the resident. 
(2) The facility must prohibit employees with a 
communicable disease or infected skin lesions 
from direct contact with residents or their food, if 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, record review and staff 

interview the facility failed to maintain an Infection 
Control Program designed to provide a safe, 
sanitary and comfortable environment and to help 
prevent the development and transmission of 
disease and infection. The findings include: 

1. On 11/5/13, it was observed that there were 
three wheelchairs in the hallway outside 
resident's rooms on the Frost unit. Each 
wheelchair had an 02 canister attached to the 
wheelchair and attached to the 02 canister was 
an attached nasal cannula. It was observed that 
the nasal cannulas on all three wheelchairs where 
not covered and that the cannulas were laying in 
the seat or each wheelchair. 
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F 441  

The Facility policy entitled "Oxygen 
Administration via Nasal' Cannula" was 
revised on November 6, 2013 for storage 
of oxygen tubing when not in use. 
Mandatory education and staff in-servicing 
was provided to all clinical staff on the 
policy changes for "Oxygen Administration 
via Nasal Cannula". This education and 
in-servicing will be completed on 
December 2, 2013. This education has 
been documented and tracked via a sign-
offshoot, 100% of licensed nursing staff is 
required to complete this competency. 
After December 2, 2013, any staff member 
who has not completed this training will not 
be permitted to return to duty until the 
competency has been completed. The 
understanding and competency of this 
education will be assessed by obtaining a 
passing score on a written test. 

Mandatory education was provided on the 
Facility's general infection control policy, 
and on the importance of infection control. 
This education is a general tool on the 
processes for infection control beyond the 
"Oxygen Administration via Nasal Cannule" 
specific education. 

Monitoring: 
A surveillance tool entitled "Changing of 
Oxygen Tubing and Storage Audit" has 
been developed to validate compliance 
with the oxygen tubing storage policies. 
The Director of Nursing Services and/or 
designee will complete this weekly for a 
period of at least 30 days and monthly 
thereafter for 3 months. Immediate 
education will be provided to staff for any 
deviations from the policy. The results of 
this monitoring will be reported to the 
Facility Safety-Quality Committee for 
review, which minutes are reported to and 
reviewed by the SVHC Safety Quality 
Committee, 
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F 441 

Per interview on 11/5/13 with one of the unit 
Licensed Practical Nurse (LPN#1), he/she 
confirmed that the cannulas on two of the 
wheelchairs were not in use and were not 
covered and laying on the cushion in the seat of 
the wheelchairs. The LPN confirmed that this was 
not an appropriate way to store cannulas not in 
use and it does not adhere to proper infection 
control standards. Per interview with the Licensed 
Nursing Assistant (LNA) on 11/5/13, he/she 
indicated that nasal cannulas that were not in use 
by a resident could be laid uncovered on the seat 
of a wheelchair but it depended on how often the 
wheelchair seat was cleaned. 

Per interview on 11/5/13 with LPN at 3 PM, 
he/she confirmed that a nasal cannula for one 
wheelchair was not In use and was laying on the 
cushion in the seat of one wheelchair. LPN #2 
confirmed that was not an appropriate way to 
store a nasal cannula when not muse and did not 
adhere to proper infection control standards. 

Per interview with the Unit Manager on 11/5/13, 
he/she observed the wheelchairs In the hallway 
on Frost. The UM confirmed that the wheelchairs 
had an 02 canister attached to the wheelchair 
and attached to the 02 canister was an attached 
nasal cannula. It was observed by the UM that 
the nasal cannulas where not covered and that 
the cannulas were laying on the cushion in the 
seat of each wheelchair. The UM indicated that 
he/she was not aware if that was an appropriate 
way to store a nasal cannula that was not in use 
by a resident. 

Per interview with the Infection Control Nurse via 

telephone on 11/5/13, he/she confirmed that 
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having an uncovered nasal cannula laying in the 
cushion of the seat of a wheelchair was not within 
acceptable infection control standards. Per 

interview with the Infection Control nurse on 11/5 
and again on 11/6/13, he/she indicated that since 
his/her appointment as the Infection Control 
nurse, the facility focus on Infection Control has 
been on the immediate infections with the 
residents and not on education and surveillance 
of Infection control practices with the staff. The 
Infection Control nurse indicated that he/she-had 
not done any education with facility staff 
regarding infection control standards since his/her 
appointment. Per interview the Infection Control 
nurse confirmed that the staff understanding of 
appropriate infection control standards was not 
clear. 

Per interview with the facility Staff Educator on 
11/6/13, he/she confirmed that outside of the 
mandatory yearly in-service of staff regarding 
infection control standards, and education upon 
hire there was no other education provided lo the 
facility staff. The Staff Educator confirmed that 
the facility focus for infection control practices 
prior to the appointment of the current Infection 
Control nurse was addressing the immediate 

infections of the residents and not on education 

and surveillance of infection control practices with 

all staff. The Staff Educator reviewed the 

education for infection control standards for staff 
and confirmed that it was last reviewed with all 
staff last year as required and upon hire of new 

employees. Per interview the Staff Educator 
he/she confirmed that the staff understanding of 
appropriate infection control standards was not 
clear. 

Per review of the documentation provided by the 
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F 4-41 F 441 Continued From page 12 
facility there was no evidence that the facility was 
conducting surveillance activities to monitor 
infection control practices on an ongoing basis to 
prevent the transmission of disease and infection. 

Per review of the facility policy end procedure 
titled "Infection Control Standards" last revised on 
10/10, the policy and procedure Indicates under 
the Responsibilities, the policy and procedure 
indicates that the Infection Control Program is 
responsible for the "surveillance, prevention and 
control of all infection." The policy also indicates 
that the goal is to maintaina program in Infection 
control that ensures employees, physicians, 
volunteers and others as appropriate are 
knowledgeable in practices necessary to perform 
their jobs safely. 
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