7~~~ 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

May 19, 2015

Mr. William White, Administrator
Greensboro Nursing Home

47 Maggie's Pond Road
Greensboro, VT 05841-8800

Dear Mr. White:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
22, 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,

SNUNNIW:N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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NAME OF PROVIDER OR SUFPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
‘ 47 MAGGIE'S POND RDAD

GREENSBOBO NURSING HOME GREENSBORO, VT 05841

%4y 1 SUMMARY STATEMENT OF DEFICIENCIES (] PROVIDER'G PLAN OF CORRECTION (KB
PREFIX {EACH DEFICIENCY MUST RE PRECECED 8Y FULL ) PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED T THE APPROPRIATE DATE
: {IEFICIENCY)
F Q00| INITIAL COMMENTS F Q00
An unannouncad onzlte Investigation of an entity
self reported inoident was completed by the
Division of Licensing and.Protection on 4/22/15,
Related regulatory violations were cited aa :
follows. : L ' Y
F 282 | 483.20(k)(3)(IN SERVICES 2Y QUALIFIED F 82| Mhis Plan of Corvection 1s the conter's credible
g5=p | PERSONS/PER CARE PLAN allegution of compliance,
The services provided or arranged by the faclity | * Proparaiton andior execution of this plan of correction
must be provided by qualfiad persons n i it s e o
. [ 1 F & ne jacis 2 Egﬁ P CORCINSIGNS
sccardance with each resident's wrltten plan of et forth 1 the statemant of defictenatas, The plan af
gare. ) correction is prepored and/or exeoured solely because
it is reguired by ilte provisions of federal and state law,
This REQUIREMENT la not met as evidenced | . 7282
by: d staf 5122415
Based on record review, observation and staft For all residents, staff will be in-serviced on

interview, the facility faifed to ensure that the siaff
provided care in accordance with the written plan
of care for one of three ragidents in the sample
(Resident #1). Findings Include;

1. Per record reviaw, Regident #1 is
Ihdependently smbulatory and 15 care planned for

the process to be used for supervised
monitoring as part of a resident's plan of
care. This process includes use of the
interdisciplinary team to interact and
monitor a resident assesaed at risk as needed,

staff supervision while awake. Residen #1 was Thli’: procesas has been nnpl.emelntﬂd for
found on the sftarnoon of 4/18/15 having : Resident #1 on an ongoing basis.
accessed an ynlocked storage raom near the
laundry. Staff redirected the residant; howsver, The Director of Nursing or designee will
Resident #1 was found later having again conduct three random audits per week of this
a¢cessed the same storege room and having process to include verifying tracking forms
wrapped the cord of a fan around the neck. and observation of the resident in question.
During an intarview at 1:30 PM on 4/22/15, the -
Director of Nurglng confirmed that Resident #1 The Directar of Nursing is responsible for
had on 4/19/15 been unsupervised lang enough . this plan of correction
to twice access an unlockid stagag:et;oom a}?d
manipulated the cord to a fan about the neck, . : .
Themfz9 was no evidence of harm to tha resident, ,Fa% A PoC a—a"’v[)jrd 5’5’15 J ﬂnf ‘ Al
F 323 | 483 28(h) FREE OF ACCIDENT F 323
(ABORATORY DIREGTOR'S OR PROVIDEIUAURPLIER REPRESENTATIVE'S SIGNATURE TIT,] (6) DATE
/fl’ﬁfr&m'th § /8

denotss a deficlenay which the nstitution may be axcussd frrrngtl cornacung providing It s j‘“"",?.""gé' ;hm
othar safopuards provide sufficlent protection to the palients. ($oa imstruations.) Excapt for nursing homes, the findings siated above are disclosablo ays
fullowing tﬁe datepm sumey-whethef or nol 2 plan of correction s provided. Fer nursing hormms, the above findings and plans of satraction are dlsdosgble 14
Hays followlng the date these documeants are made avaliabla to the facility. |f deficlencles sra clited, an approved plah of corraction ls requlsits te continued

program participation.

Any deficiency statement snding with an astarial g
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The facility must ensure that the resident
environment ramaing as free of accident hazards
as i3 pessible; and each resident receives
adequate supefvision and assistance devices to
prevent ecoidents,

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and staft
interview, the facility falled to ensure that the
rasident environment ramalned as.free of
accldant hazards ms is possible, and that one of
three residents in the sample (Residert #1)
received adaguate supervision to prevent
accidents, Findings include;

1. Per record raview, Resident #1 [who is
independently ambulatory and is carz plannad for
staff supervision while awake] was found on the
afternoon of 4/18/15 having actessed an
uniocked storage roem near the leundry. Staff
rediractad the resldent; however, Resident #1
was found later having accessed the seme
starage room and having wrapped the cord of a
fan around the neck, During an interview at 1:30
PM on 4/22/18, the Director of Nursing confirmed
that Resldent #1 had on 4/19/16 been
unsupervised lorig enaugh to twise access an
uniocked storage room and manipulated the cord
to a fan aboul the neck. Thete was no evidence
of harm to the resident,
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AND PLAN OF CORRECTION IDENTIFIGATION NUMBRR: A BUILDING COMPLETED
‘ S c
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NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIF CORE
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(%410 SUMMARY STATEMENT OF DEFICIENCIES - D PROVIDER'S FLAN OF CORRECTION (")
PREFIX (FACH DEFICIERGY MUST AE PRECEDED BY FULL PREFIX ({FACH CORRECTIVE AGTION SHOULD BRE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSB-REFERENCER TD THE APFROPRIATE DATE
. . DEFICIENSY) .
323 Continued From page 1 Faga|  This Plan of Correction is the center’s credible
HAZARDS/SUPERVISION/DEVICES atlcgation of campliance,

Preparation andior exeeution of this plan qf correction
woes nal constitule adnrission o agragment by te
provider af the truth of the facts aileged or conelusions
sot forth i the siatemeny of defictencies. The plan af
corrgetion is prepared and/or execured sofely bacatse

it ix paquired hy the pravisinns qf federal and state law.

323
512215
For all residents and for Resicdent #1, the
facility has condueted an assessiment of the
building for potential risk areas for
aceidents. Locks and/or signage will be
instalied in identified arcas, Staff will be in-
serviced on these changes.

The Administrator or designee will conduct
three random audits per week of the
identified areas to verify these procedures
are in place and functioning.

The Administrator is responsibie for this
plan of correction.
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