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:/iwvww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

April 29, 2015

Mr. Phillip Condon, Administrator
Franklin County Rehab Center LLC
110 Fairfax Road

St Albans, VT 05478-6299

Dear Mr. Condon:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
7, 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,

S st )

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adauit Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced onsite recertification survey
was conducted on 4/8-4/7/15 by the Division of
Licensing & Protection. The following regulatory
deficiencies were identified as a result of the
survey.

F 164 | 483,10(c), 483.75()(4) PERSONAL F 164
s5= | PRIVACY/CONFIDENTIALITY OF RECORDS F 164 .

The resident has the right to personal privacy and
confidentiality of his. or her personal and clinical || Thechart rack has been permanently
records. 1 builg into the nurse’s station on April
23,2015,

Personal privacy includes accommodations, >
medical freatment, written and telephpne -
communications, personal care, visits, and Date of CDmp[en‘Qf’" 4/23/2015
meetings of family and resident groups, but this
does not require the facility to perde a private
room for each resident,

A

Except as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the -
release of personal and clinical records to any
individual cutside the facility, .

The resident's right to refuse release of personal
and clinical recards does not apply when the
resident is transferred to ancther health care
institution: or récord release is- required by law..

The facility must keep confidential all information
contained in the resident's records, regardleas of
the form or storage methods, except when
release is required by fransfer fo another
healthcare institution; law; third party payment
contract; or the resident.

MBOW/WM%ﬁjA«/MQ Ya]l_mm/ﬁﬁzf Hfé&m‘/f /éﬂ'(/

An gﬁfélené?’tatzneﬂfending with an asterisk (*) denotes a deficiency which the instilution may e xcuse-z??fom correctlng prowdlng it is defrmin that

other safeguards pilovide sufficient protection to the patients, (See instruttions.) Except for nursing homes, the findings statad 2bove are disclosable 92 days
following the date of strvey whather or rot & plan of correction is provided. For nursing homas, the above findings and plans of corection are disclosable 14
days foliowlng the date these documents are mada available to the fadility. If deficiencies are cited, an approved plan of correctuoﬁ is requisite to continued
program pamcipatmn .
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Continued From page 1.

This REQUIREMENT is hot met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure that medical records wers

-stored in a manner that kept therm securs from

unauthorized access. Findings include:

Per observation over 2 days of survey (4/6/15 -
4/7115), clinical records for the Four Seasons Unit
were located in the hallway in front of the nurses
station, Residents from all units and visitors were
observad passing by the records, There were 18
records in the rack at the fime of the
observations. Per interview with the Director of
Nurses (DON}) on 4/7/15 at 2:10 PM, the records
have been in that locatien since ihe facility
opered, The DNS confirmed that the resords
were accessible fo residents and visifors.
483.25(h) FREE OF ACCIDENT
HAZARDE/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remaing as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent aceidents.

This REQUIREMENT is not met as evidenced
by: .

Based on observation, interview and medical
record review, the faciiily failed to ensure that the
resident environment remained as free of
accident hazards as is possible; and that each
resident received adequate supervision and
assistance devices fo prevent accidents for 1 of

F 164

F323| Fi23

Size of sling whl be entered on resident .
care plan. This will be reviewed at
every scheduled care plan meeting.

New admissions will be assessed for
trechanical lift usage during therapy
initial evaluation,

“If patient has been determined to
require a mechanical lift the charge
nurse or their desighee will be
responsibie for assessing the proper
sling size. '

Date of completion: 5/1/2015
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14 residents (Resident #4Q}, The findings are as
follows:

Per 4/7/16 medical record review, Resident #40 is
on palliative care-and had care plans in place for
high fall risk, decreased mobility and ADLs
(Activities of Daily Living). His/her 12/3/14 MDS
{(Minimum Data Set) identified Resident #40 as
being totally dependent an facility staff for
transfers with 2 staff assisting,

On 4/6/15 &t 4:07 PM, two staff LNAs _(Lic.ensed
Nursing Assistants) were chserved transferting
Resident #40 from bed to wheelchair using a
Hayer lift (a mechanical device that utilizes a
fabric sling that is attached and suspended from
a it boom and used for {ransfers). The LNAs
positioned Resident #40 on the fabric sling which
was then secured to lift bars an the Hoyer device,
The resident was then raised ftom the bad in a
sitting position, suspended in the sling.

During this part of the transfer, the sling, which
had covered and supported the resident's back to
the tail bone, was observad to ride up Resident
#40's back 1o above the hip level allowing the
resident's buttocks to slip significantly downward
through the sling. Per interview at the time of the
‘observation, the 2 LNAs Involved in the transfer
confirmed the above observation and that the
resident was sliding out from the bottom of the
Hoyer sling. ' : .

LNA#1 and #2 confirmed that Resident #40 was
transferred usinga-size XL (extra-large) sling
which was in the room at the start of the transfer.
LNA#1 reported that s/e typically determines
which sling to use by looking at the resident's
gize. (On 4/3/15, Resident #4C weighed 123

FORM CMS-2867(02-99) Previous Verslons Obsolete Event ID:Z01B14 Facility [0 475047 ' If continuation sheet Page 3 of 5
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pounds and had a recorded height'of 64 inches.)
Follawing the trahsfer, the facility DNS (Director
of Nursing) was notified of the above observation
and agreed that if the resident's buttocks were
sliding gut of the bottom of the sling,-the sling size
was likely too large; the DNS then reported that
the XL sling would.be removed from Residant
#40's room and replaced with a smaller size.

Qver the course of several interviews on 4/6/14
and 4/7/15, the DNS confirmed thatthe facility
had no written policy for the use of a Hoyer lift
and did not have a written policy to assist staffin
the proper fitting/size determination of a sling.
The DNS confirmed that s/he did not have any
manufacturer's information available for the
nursing staff to use to determine sling size.

On 4/7/158 at 1244 PM, the facllity Long Term
Care Charge nurse reported that the facility's
Physical Therapists make recommendations for
.1 the type of transfer device that is used for '
regidents (such as the Hoyer [ift), but confirmed

| that the rehab staflf had made no
recommendation for & specific sling size for
Regsident #40 in hisfher care plan or Care Tracker
| {the LNA care information sheef). :

On 4/715 at 2,47 PM, the facility Rehab Director
{RD) stated that rehab staff assess residents on
admission to the facifity fo determine the safest
method to uge for transfers. S/he reported that a
Haoyer [ift was recommended for Resident #40 in
July 2013, S/he reported that s/he was aware that
there are risks of residents, sliding through or
‘falling out of & gling if it is improparly applied or if
a sling is too small or too large. The therapist was
unable to find a recommendation for a specific |
sling size for Resident #40 in the therapy record -
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at the time of the interview.
According to the Arjo website (the manufacturer
of the Hoyer lift and slings used by the facility),
“chopsing the right sling slze is. important in.order
to achieve the highest possible patient comfort
and safety." The website gives guidance on how
‘to'measurs a patient for a sling.
<htip: 1hwww. arjohuntleigh. comlproducts/pahent -tr
ansfer~so]utlonslslmgs/sllng«slzmgb
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