"~ 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:/Awww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

March 2, 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
January 28, 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,

SNUNNIN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS F 000 ".
I
An unannounced onsite re-cerification survey i
- was completad by the Division of Licensing and ' |
Protection from 1/26-28/15. Based on information ; !
gathered, there were regulatory viclations cited as l :
foliows. "I This Plan of Correction 15 the senfer's credible
F 242 483.15(b) SELF*OETERMINATlON -RIGHTTO ! F 242, aliegation of compliance.
55=0 ' MAKE CHOICES - 1
il ! Zre!pamuan andvor executiateof this plan of correction
| . . . nes not constifute adnrssl Y :nt by th
" The resident has the nght to ChO(?SE acttyutae§. I'_ ‘ pravider of the rm-’: qf:hl:;;:;xr:ﬁ;;i:;ﬂ;’:fc;if:ﬂms
. schedules, and health care consistent with is or l sat forth in (he statement of deficiencies. The plan of
her interests, assessments, and p|ans of care; i | cm*recric:ﬁ is prepared and/or execuind solely bacause .
interact with members cof the community both A aidilid ihe provisinns of federal and state low: :
Inside and outside the facility; and make choices '
about aspects of his or ner it in the facility that ‘
are significant o the resident. ; FaAz ;
202815
Resident #29's bathing choice has been }
This REQUIREMENT is not met as evidenced updated. Forall residents, 10 8s5re (1017,
by right to make choices about aspects of theit
Bused on resident and staff intarview and record life t?‘ag are significant to them, all will be
raview, the facility failed to provide 1 of 16 queried as to their choicc of bathing, Care

residents with the right to make choices about
aspects of his/her iife in the facility that are
- significant to the resident (Resident#?_a). The i
findings inclucle: :
Per interview on 1/26/15 at 11:20 AM, Resident -
#29 responded "NO" when asked if s/he was ahle
to choose how many times a waek &/he tooka
bath or shower. S/he reported washing :
. him/herself daily but reported needing assisiance .
| from staff and the use of a “lift sit” to get intC the
“tyb Sihe reported sfhe did rot know why s/he ;
. was not getting 2 tub bath or showel but reported ¢
that s/he: liked them and had not recelved sither
Aor a long ime.
Par 1/27/15 record review, Resident #29's Nurse .
. Aide's Information Shest indicated that the

plans will be updated as needed to reflect
thesc choices, Staff bave been educated on
a resident's tight to make choices about their
| care and how care plans are to he followed

| to assure thos¢ choices are implemented,
including tracking forms,

] The Dircetor of Nursing or designee will
| conduct three random aud!ts per week of
resident care plans to assure the proper
process is being followed.

I The Direstor of Nursing is responsibie fer

this plan of correction.

¢oua PoC aeccpred Howhy ik | Pl A

(A7) DATE

L ABORATORY DIRECTOR'S OR

1
FROVINER{SUPPLIER R_’EP RESENTATIVE'S SIGNATURE

TIWLE

M, L/

e
Any deficiency statement ending with an asterisk ()

othar safeguards provide sufficient pretection to the patlents. (5ee
following the date of survey whathar ar not & plan of
days feliowing the dala these docliments
program participation

oL FF I Y PR Ao

| osrent 1Y L

danoles a deficiency which the institution may ba excused from correcting providing itis detarmined that
Insttuctions.} Exebpl for .
correction ig provided, Fot nursing nomes, the aboye finclings and plans of_ i ‘
are mate available 10 1he faciity. if deoficlencies are oned, an approved plan of earraction is requisite 1o cominued

the findings slated above are gisclosabie 50 days

nurging homas, :
eormaction an disclosable 14

|y 1 AT IF contimiahon whect Page 1 of 18
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STREET ADDRESS, CITY, STATE, ZIP CODE
47 MAGGIE'S POND ROAD
GREENSBORO, VT 05841

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

(D !
FREFIX
TAG |

FROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE

1D !

PREFIX
TAG .

DEFICIENCY)

I

F 242 Continugd From page 1

rasident is to have
the 3-11 shift, Per review of the CNA -ADL
Tracking Form, for
LA staff documented that Resident #29 had 1
shower (11/14/14) an
December 2014, LNA siaff documented 3 tub
baths {12/6, 1213, and 12/27/14) and nD

- showaers; for the month of January 2015, LNA
siaff documented 1 tub path {1/10/16) and no
showers. There were no notations indicating
refusals on the forms. '

. On 1/27/15 at 1:08 PM, LNA#1 stated that the

resident refused a tub bath this past Saturday sO
bath" but did not
resident had the

5at8:18

- s/he gave the resident a "partial
* document the refusal since the
“partial path" in his/her robm. On 1/28/1
~AM, LNA#2 reported that though s/he is not
. Resldent #29's ugual caregiver, if a resident
refuses a tub bath/shower, the path should be
ra-offered later in
_the charge nurse 5
reported
the CNA -ADL Tracking Fo
indicate that the bath was refusad.
confirmed there were ne vR's” entered on
form for Resident #29.
On /27115 at 1:21 PM, the facility Director of
Nursing (DNS) indicated that the resident has
memory issues; however, a/he confirmed that
thete 15 no evidence that tub baths or showars
were given to the resident once per week 2s
planned and confirned the entries on
-ADL Tracking Form
repotted that if & resi
- would expect staff to re-offer the
ghift/day and confirmed that there was no
evidence that this had occurred with Resident
#29.
(CNA=Ce

hould be motified. S/he also
rm with an “R" t©

The LMNA
the

dent refused 8 tub bath, 5

the CNA
as listed above. The DNS

!

ACTION SHOULD BE
OROGS-REFERENCED TO THE APPROPRIATE !

. (X3
| COMPLETION
DATE

1 whiripool bath per week on
the month of November 2014,

d no baths; for the manth of

1
¢
i
i
|
1
1
|

the day or the following day and

that refusais should be documentad on

bath oh anather

1
|

rified Nursing Assistant, ADL = : -
Faclity I ATEOAZ

FORM CMSQSGT(DZ‘BQ) Previous Vergions Cheolsle Event 10 8JHU

1

F 242

E
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‘ | |
F 242 : Continued From page 2 P F242 ‘
. Activities of Daily Living; LNA= Licensed Nursing - ‘ i
Assistant) i o
280 483.20(d)(3), 483.10(k)2) RIGHTTO F 280 i
25=D PARTICIPATE PLANNING CARE—RE\“SE CP T Plan of Correction is the center's credible

. alfegation af compfionae,
The resident has the right, unless adjudged

incompetent or otherwise found to be Freparaifon and/or axacurion of this plan af correchion

doos not constitule admmission or agrecment hp the

mca,p‘amtat_ec' under the laws of the State, to provider af the outh of the facls alleged or conclusions
participate n planning care and treatment or  setforih i the statement of defiglenctes. The plart of
chahges in care and treatment, . earrection is preparad and/or exveuted sofely hacause

It is required by the previsions of federal and statn law.

A comprehensive care plan must be developed

within 7 days after the completion of the \
' camprenensive assessment; prepared by an i ‘i F280

interdisciplinary team, that inciudes the attending | x 2128015
_physician, a reg/stered nUrse with responsibility

for the resident, and other gppropriate staff in 1
disciplines as determined by the resident's needs, -

and, to the extent practicabie. the participation of i
the resident, the resident's family or the resident's |
" legal representalive; and periodically reviewed -

and revised by a team of qualified persons after  revised o refioct the resident and family’s
- each assessment. : { nutritional choices. Al residents have been
|

| reviewed for the same guidedines and

' corrections made as noted. Staff have been
| oducated on a resident’s and family’s rightto
provide ifput and direction of thei cate and

This REQUIREMENT is not met as evidenced how cate plans are 1o be fallowed to assure
those chojces arc captured and implernented.

Por Resident #13, the nutritionist and
physician were notified of the family's
request 10 modify the resident's diet and 10
focus ot weight gain and not limiting
proteins. These changes have heen
fnpletnented and the carg plan has besn

oy
Baged on staff inferview and recard review, the

facility failed to revise the care plan for 1 of 16 The Director of Nuvsing or designee will
residents to reflect the resident's and family's " conduct three random andits per wecek of
wish for a change in dietary restrictions that were resident care plans to assure the propet

falt 1o be contributing to weight loss. {Regident process is being followed.

#15) Findings inciude; . ;

Per medical recort review, Resident #15 had a . The Director of Nursing i8 responsible for
" giagnosls of parkinson's Disease and had | this plan of correction

difficulty chewing and swallowing. Per review of : €250 foL 1 2l s ik P&iﬁ \
VAU YOL aciep ] 1S Jtes e PN | DA

Event 1 BJHUN Faclify 10: 475043 " f continuation sheet Page 3cf 18

FORM CMS.2567{02-85) Provious Versiana Ohsolate
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H 1 .
; , :
F 280 Confinued From page 3 F 280! ‘

the Registered Dietician's 8/18/14 note, the
- resident's diet was changed to @ "Low Protein”

(high calorie high protein drinks] were
discontinued. The RD noted "anticipate further
weight loss on low protein diet' and

recommend the low protein diet to aliow the
resident's Sinemet (a medication used in the
treatment of Parkinson's disease) the "best

and was stil an the low protein diet. The RD

eat [a meai],

_a low protein diet. Fer nutsing progress note

Power of Attorney for nealth care] was visiting

. ghared that Resident #15 and hisfher family

Kcals (calories), not limiting proteins.”
On 12/29/14 Resident #15 was seen for @

{hat the nurses raised cONCEM3 gbout the

resident's overall wellbeing...and that hisfher
“weight has gone steadily down and this/her]
quality of ilfe seems poot.”

was around 128-130 three months age." Per
record review, hisfher weight on 1/26/15 was
110,58 pounds.

diet by a neurologist and hisihet healthy shakes

recommended weekly weights. on 10/20/14 and
_14/17/14, the consultant neurologist continued to

review, on 12/18/14, & staff nurse documented
that Resident #16's family member [who is his/her

physician follow up visit. The physician reported

The physician wroté
that Resident #15's “weight is 112 pounds; it was
119 & month ago; { was 125.2 2 months ago; it

chance of working.” On 11/1 /14 the RD nutrition -
note stated that the resident had had a low weight

reported that the rasident takes from 2-4 hours o’

Per review. the resident's care pian for "Altaration -
in nutrition/hydration” was revised pn 7/14/14, t0

L

and "expressed Concems about the resident's wi.
loss end protein resttictions.” The family member

wouid like [him/her] "to concentrate on increasing -

FORM MS-2587 (02-99) Pravious Vorslons Obeolele

Evanl |D:8JHUT

Fatility 2 475043

1f sontinuation sheet Pege 4 of 18
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weight loss. The D

nutritional choice.
(Refer F325)

by

F 280, Continued From page 4

. Per record review, Resident #15's weight on :
. 1/96/15 was 110.8; hisfher height was reccrded ;
as BE" and his/her calculated BMI {Body Mass -
M that falls between 16,5-24.9
is considered normal weight; a BMI below 18.5 is .
considered underweight. .
- On 1/28/15 at 10:20 AM, the Dietary Manager :
(DM) reported that Resident #15 is still on the low
protein diet and because of it, cannot have high
calotie healthy shakes {which were stopped &s
they are also high in protein).
On 1/28/15 at 11:10 AM, the facility Director of
Nursing (DNS) confirmed knowledge of the
family's 12/18/14 request {0 stop the low pratein
dlet angd focus on weight gain. Sfhe confirmed
that the resident's physictan and or neurologist
had not been notified of the family's wish to stop
the low protein diet due 10 their concerns of
NS alse confirmed that the
nutritionlst was not notified of the family's request
to modify the resident's diet and to focus on :
weight gain and not limiting proteins and l
. confirmed that the resident’s nuirition care plan
was not revised to reflect the resident and family's .

Index) is 16.8. AB

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET
gg=p PROFESSIONAL STANDARDS

. The services provided or arranged by the facillty
must meet professional standards of guality,

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

facility failed to follow physician orders for 1 of 16
sampled residents (Resident # 39), Findings

F 280
|
!
|

This Plan of Carvection iy the cenfer's credi

allegarion of compliznce,

Preparation and/ar execution of tiris plati of correctinn

does nof constitute agmission or agreemeni

pravider af the truth af the facts afleged or conclusions
se! forth 1 the staremont af defictenciss. The plan af

correction is prepared andior execited sofe

it 1§ requived by the provisions of faderal and stute faw

ble

by the

Iy hecittise

I
-
© 1281

| Resgident #39 is no longer a resident

facility. For all residents, to assurs that

services provided meet professional

F 281 I standards, licensed nurses have been in-
! gerviced on the procedure for transcribing ;

standing orders to the MAR,

"The Director of Mursing or designee

conduet three random andits per week of

resident MAR's to assure the proper

for wransetibing standing orders is being :

followed.

The Dircetor of Nursing is vesponsible for

this plan of corraction

228113
of the

will

PTOCess

|

FORM GMS-2567(02-99) Previeus Versions Obsolele Event 11 84HUY

Facillly ID: 475043 If sontinuafion sheet Page 50f 18
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES - D ) PROVIDER'S PLAN DF CORRECTION ' (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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‘ DEFIGIENCY) .
F 281, Continued From page 5 ' F 281! 1
include: ' : %
t i
Per record review on 1/27/14 at 12:40PM, - i ’,
Resident # 39 did not recelve a medicatlon as : !
_ordered by the physician. Thereis @ sighed i ! i
physician standing order gated 1/22/15 for ! !
multivitamin with minerais - 1 tab every day i
unless prescribed differently. Review of the ! ;
Madication Administration Record (MAR) for _ :
January 2015 showed that the order had net been '
transcribed to the MAR, On 1127115 at 12:50 PM,
a facility nurse confirmed that the standing order s Pl of Cionrection i b
. L : iz Plan of Corveciton ¥ e conter's oFd {i
was a valid physician order and that the Resident allegation af compliance.
had not been receiving the medication as
ordered. Prepurasian and/ior execuition of this plan of corraction
does nar constine gdmission or agreement by the
R ; : provider of'the truth of the Jaces afleged or conciusions
Reference: l_lppmcott Manual of NL:IrSI_ﬁ g Ptractlce sai foreh in the stafatient of daficiencies, The pan of .
(chAEG.}. Wo[telrs Kluwer Health/Lippince t corraction is prepared ondfor exe cuind solely because !
Williams & Wikiins. it Ig required by the provistons of federal and state Tuw, :
F 282 483.20(k)(3){(I SERVICES BY QUALIFIED F 282 ;
§5=D PERSONS/PER CARE PLAN . :
. The services provided ot arranged by the facility | 228115
" must be provided by gualified peraons in : | For resident #29 and all residents, nursing {
accordance with each resident's written plan of ‘ | and dietary staff have becn in-serviced on 7
carzs, : | the process for communicating and i
' : | implementing dietary owders and :
: | documentation of such, including tracking ;
*Thie REQUIREMENT is not met as evidenced . . forms.
Y !
Based on staff interview and record review, the | The Director of Nursing or designee will
facility falled to assure that services were ‘ . conduct three random audits per week of
provided in accordance with the resident's plan of residents to COMPATE Care plans, doctor's
care for 1 of 16 residents (Resident #28). orders, and dictary orders to assure they
Findings include: ) . ~ match and are being implemented.
Per 1/27/15 record rgview and staff inferviews, on
both 0/22/14 and 12/1/14, Resident #29 was ‘The Director of Nursing is tesponsible for
identified by the Registered Dietician (RD} as this plan of correction
L
FORM CMS-2567(02-99) Pravious Varglons Obeoiel? Event \D; BJHU11 Facillty 1D: 475043 if continuation sheet Paga 6 of 18
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#A D

PREFIX

TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFIGIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INF DRMATION)

0 PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
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DEFICHENCY)

L

F 282

Continued From page 6

having both a pressura ulcer on his/her left ankle
and welght loss that "seems t0 be dropping at the
rate of about 1 pound per month.” The RD added
that "we will encourage extra protein with shakes !
and ice cream if js/he] will apcept.” Onthe |
g9/22/14 nutrition note, the RD wrote, "l have ,
spoken with this resident and |s/he] tells me that - |
[s/he] would happily accept & shake with [his/her] a
meal”,

. Per 1/27/15 review, on 9/22/14 the resident was

care planned to receive nghakes with all meals

* and with snacks.” On 1/27/15, a staff nurse i

reported giving the resident a ghake with hisfher
morning medications and tnat s/he leaves the
shake with the resident to finish with hisfher
breakfast: LNA (Licensed Nursing Assistants) are
then supposed to document the amount that the
resident drinks on a food/fluid intake sheet. Per
review of the intake form which includes a
specific column for shakes, the staff nurse
confirmed that there was no evidence that the
resident consumed or refused the AM shakes or
refused/consumed shakes with his/her other
meals.

. On 1/27/16 at 1:45 PM, the Digtary Manager !
- (DM} stated Resident #79 was to get a shake with

all meals. The DM stated that a reminder 1o give |

. the shakes had been posted on awhite board iIn

" the kitchen, though had been erased in

anticipation of the shake order being written on
the resident's meal card, The DM confirmed that
the shake order was not present on the resident's

" meal card and that the order for shakes with
mmeals was initiated approximately 3 months ago.

The DM conflrmed that s/he was not present
when ail meais were plated and that dietary staff
had no reminder to give the shakes to the
resident; s/he confirmed therg was no evidence
that shakes werg offered to the resident with

F O RM GMB-2667(02-89) Previous Verslons Obsoletc Event ID: BJAU11

Facllity i 475043 if continuation sheet Page 7 of 18
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Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
uniess the resident's clinical condition
demonstrates that this is not possible; and

(2} Recelves @ therapeutic diet when there isa
nutritional problem.

This REQUIREMENT s not mat as evidenced
by:

~ Based on staff interview and record review, the '.
facility failed to coordinate care related to nutrition !
for 2 of 16 residents to ensure the resident !

. maintained scceptable parameters of nutrition !
status when there is & nutritional problem
(Resident #15 and #29). Findings include: '
1. Per 1/28/15 medical record review, Resident
#15 had a diagnosis of Parkinson's Disease and

STATEMENT OF DEFICIENCIES {(%1) PROVIDER/BUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION q
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING e ggﬂifg—?gs\{
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NaME OF PROVIDER OR SUPPLIER 5TREET ADDRESS, CITY, STATE, ZIP GDDE Uz
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(X4 ID SUMMARY STATEMENT OF DEFICIE : .
F'RE)FIX (EAGH DEFICIENEY MUS?LE ';RECEDE'SCQ‘E(P;U LL PRIEFI}( (E:gg;Igsggcaﬁgng?&RgﬁgB?ﬂNﬂﬁ ; CUME:@TWON
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE  PATE
BEFICIENCY)
F 282 Continued From page 7 F 282 ;
meals. .
On 1/27/1% at 1:50 PM, the Director of Nursing i
(DNS) confirmed the resident had a care pian for 5
nutrition risk related to a pressure ulcer and i
weight loss, S/he confirmed that the resident's i
weight in October 2014 was approximately 140 i
_pounds and that his/ner current weight on 1/24/15 , ;
_was 133.9 pounds. S/he canfirmed that Resident ! '
" #29 was care planned to teceive shakes with all ' :
meals and that there was no evidence that the i
. resident's care plan was implemented and that l }
the resident was given the shakes with meals. b . « eredihic
F 305 483.25() MAINTAIN NUTRITION STATUS Fa2s, Il e, the centers erediite
§5=n ' UNLESS UNAVOIDABLE ategation KT

Preparation andior execution of this plan of sorvection
' dogx nof eonsticute admission agreement by the _

! provider of the pruith of the fucts allegad ar concliusions
saf forth n the statement 6f deficiencias. The plan of
comvetton 15 prepored andfor exeeuited snlely he cause
1t iy requirad by the provisions of fedural and $181€ Terw

F325 2815

For Resident 1§, Resident 29, and all
residents, nursing and dictary staff have been
in-setviced on the purpose and
iinplementation of a (herapeutic diet,
including capturng resident and famify input
in that process, As well as tracking fors.

The Direciof of Nursing of designee will
conduct theee random audits pet week of
rasidents to campare care plans, doctor's
orders, and dictary orders to assure they

match and are })eing implemented.

The Director of Nursing is responsible 'fgr
this plan of comection
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F 325 Continued From page 8

of the Registered Dieticlan's 8/18/14 note, tha

Thigh caiorie high protein drinks] were

weight loss on fow protein diet” and

recommend the low protein diet to aliow the
resident's Sinemet (a medication used in the
. reatment of Parkinson's cisease) the "best

- and was still on the low protein diet. Tha RD

' butter and other fats with meals © keep the
resident's weight stzble.
Per 1/28/16 nursing progress note reviaw, on

#15's family member [who is his/her PQA for
health care] was visiting and "axpressed

restrictions.” The family member shared that
Resident #15 and his/her family would like
[himfher] "to concentraté on increasing Keals
[calories], not limiting proteins.”

on 12/29/14 Resident #15 was seen for &

that the nurses rajsed conCerns about the
resident's overall wellbeing. .and that his/het
“welght has gone steadily down and [his/her)

" was arpund 128-130 three months ago.”
. Par record review, Rasident #18's weight on

had difficulty chewing and swaliowing, Per review

resident's diet was changed to a "Low Protein’
diet by a neurologist and his/her healthy shakes

discontinued, The RD noted "anticipate further

recommended weekly weights. On 10/20/14 and
_14/47/14, the consultant neurologlst continued to .

!
:
i

chance of working.” On 11/16/14 the RD nutriticn !
_note stated that the resident had had a low weight |

reported that the resident takes from 2-4 hours te '
“eat [a meal] and that dietary is to include lots of

concetns abouf the resldent's wt. loss and protein

physician follow up visit. The physician reported

quality of life seems poor.” The physician wrote ._
. that Resident #15's "weight is 112 pounds; itwas . i
- 419 a month ago; it was 1282 2 months ago; it

1126715 was 110.8; his/her height was tecorded

1

F 3256

12{18/14, a staff nurse documented that Rasident .

|
1
|
|
i
|

|
i
!
|
|
|
\
]

FORM GMS-2567(02-99) Pravigus Versions Obsolete

Evant ID; 8JHUT4 Facilty 10: 475043 if continustion shect Page 9 of 18




B2/23/2035 14:49 18B25337854

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERMICES

PAGE 12/22

PRINTED: 02/09/2015

FORM APPROVED

OMB NO. 0938-0381

STATEMENT OF DEFIGIEMCIES (1) PROVIDERISUPPLIERIGUIA ‘
AND PLAN OF CORRECTION ' {X2) MULTIPLE GONSTRUCTION {%3) DATE SURVEY
IDENTIFIGATION NUMBER: A, BUILDING COMPLETED
476043 B, WING
o 01/28/2015
NAME Of PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
GREENSBORO NURSING HOME 47 MAGGIE'S POND ROZD
GREENSBORO, VT 05841
(X4) 10 SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORREGTION
' : i %6
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compLEnION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! . DEFICIENEY)
i : : .
[
F 325 Continued From page 9

as 68" and his/her calculated BM) (Body Mass

"Index) is 16.8. A BMI that falis between 18.5-24.9
is considered normal weight, a BM! below 18.8 is

considered underweight.
On 1/28/16 at 10:20 AM, the Dietary Manager

they are also high In protein).
on 1/28/15 at 11:10 AM, the facility Director of
. Nursing (DNS) confirmed knowledge of the

" diet and focus on weight gain. Sthe confirmed
that the resident's physictan and or neurclogist

. resident's diet and to focus on weight gain and
not limiting proteins.
igentified by the Registered Dietician (RD) as

and weight loss that "seems to be droppling at
the rate of about 1 pound per month." The RD

meal.

- gare planned fo receive "shekes with all meals
and with snacks.” On 1727115, a staff nurse

morhing medications and that sihe leaves the
- shake with the resident {0 finish with his/her

(DM) reported that Resident #15 is still on the low
protein diet and because of it, cannot have high
calorie healthy shakes (which were stopped as

tamily's 12/18/14 request to stop the low protein

had not been notified of their wish to stop the Tow
" protein diet due to their concems of weight loss,
The DNS also confirmed that the nutritionist was
not advised of the family's request to modlfy the

added that "we will encourage extra protein with
shakes and ice cream if [s/he] will accept.” ON
the /22114 nutrition note, the RD wrate, "l have
spoken with this resident and [s/he] tells me that
[sihe] would happily accept a shake with [his/her]

Per 1/27/15 review, on gl22/14 the residentwas

_reported giving the resident a shake with hig/her

1
|

5 per 1/27/15 record review and staif intarviews,
. on both $/22/14 and 12/1/14, Resident #29 was '

having both @ pressure uicer on hisfher left ankle .

breakfast; LNA {Licensed Nursing Assistants) are )

F 325

.
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' then supposed to document the amount that the : i
resident drinks on a foud/fluid intake sheet Per :
review of the intake form which includes a

specific column for shakes, the staff nurse
confirmed that there was no evidence that the
resident consumed or refused tha AM shakes ar
refused/consumed shakes with histher other
meals.
On 172715 at 1:45 PM, the Dietary Manager
(DM) stated Resident #28 was to get a shake with
gll meals, The DM stated thata reminder to give
the shakes had been posted on 2 whita boatd in
the Kltchen, though had been erased in
" anticipation of the shake order being written on
the resident's meal card, The DM confirmed that
. the shake order was not present on the residents .
" meal card and that the order for shakes with
. meals was Initiated approximately 3 months aga.
The DM cenfirmed that sfhe wes not present '
“when all meals were plated and that dietary staff
had no reminder to give the shakes to the ;
resident; sthe confirmed there was no evidence x
" that shakes were affered to the resident with |
meals. ; :
On 1727115 at 4:50 PM. the Direstor of Nursing |
(DNS) confirmed the regident had 2 care plan for . i
: nutrition risk related to @ pressure dlcer and :
weight loss, S/he confirmed that the resident's
weight in October 2014 was approximately 140
pounds and that hie/her current weight on 1124115
was 133.9 pounds. Sfhe confirmed that Resident
#90 was care planned to receive shakes with all
meals and that there was no evidance that the
resident was given the shakes with meals,
(Refer F280, F2B2)

£ 2329 483.25() DRUG REGIMEN I8 FREE FROM . F 328

agsp UNNECESSARY DRUGS !
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“drugs.

_Each resident's drug regimen must be free from
- uhnecessary drugs. An unnecessary drug is any

drug when used in excessive dose (inciuding

“duplicate therapy); of for excessive duration; or
- without adeguate manitering; or without adequate -

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.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsycholic drugs are noi
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and decumented in the glinical
record; and residents who use antipsychotlc

_drugs receive gradual dose reductiolns, and :
" beHavioral interventions, uniess clinically

contraindicated, in an effort to discontinue these

This REQUIREMENT is not met as evidenced
- by:

Based on record reviews anc staff interviews, the
facility falled to ensure that the drug regime for 1
of 16 residents' was frea from unnecessary
drugs. (Resldents # 25) Findings include:

Per record review an 1/27/14, there is no
evidence that an attempt for a Gradual Dose
Reduction (GDR) of Divatproex 230 mg daily was
recommended by the consulting pharmacist after
the resident was observed fo have days where
s/he was too sieepy/net arousable to safely lake

STATEMENT OF REFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (0 MULTIRPLE CONSTRUCTION '
7) MU {X3) DATE SURVEY
AND PLAN DF GORRECTION IPENTIFICATION NUMBER: A BUILDING COMPLETED
475043 B. WING 012812015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE T
47 MAGGIE'S POND RDAD
GREENSBORO NURSING HOME
A GREENSBORO, VT 05841
PD SUMMARY STATEMENT OF DEFICIENGIES ! o 1 PROVIDER'S PLAN OF GORRECTION ) o
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX | (EACH GORRECTIVE ACTION SHOULD BE | compLEvion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG ! CROS5-REFERENGED TD THE APPROPRIATE | DATE
i | DEFIGIENCY) 1
. | ]
. f U This Flan of Corraciinn is the center's oredibie
F 329 Continued From page 11 ; F 329 aflegation of compliance.

| Prapavation andiar execuiion of ihis plan of carreerton
. daes not constitity adnitsston ar ageesment by the

I provider af the truth of the facis alleged or gonclusions
v sl forth in the sigiemen) of defigiensins. The plan of
corpartion ix prepared and/or executed solely hecanse
it is reguired by ihe provisions of fede ral and state faw.

F329
For Resident #25 and al) affected residents, |
facility consultant phatmacist has cenducied
a review off all resident's on antpsychotic
. drugs. Findings have been shared with the
attending physician to assure medications
are appropriate and 1o assess the passibility
of gradual dose reduction or changes as
. appropriate.

The Director of Nursing or designee will
conduct three rando audits per weck of
resident’s on anti-psychotic drugs 10 assure
the proper process has been followed.

The Ditecter of Nutsing is responsible for

i
!
- .
i this plan of correction,
|

i
1394 fol aceepted 2|aelis J&mu%l'““‘&r*'

%

i

2728115
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F 329 . Continued From page 12
- histher medications. {Divalproex is a meod

a common side effect).

_Per review of the Medication Administration
Record (MAR), in Oclober 2014 there were &
entries In the MAR where the resident was
documented as having medications held
secondary to "difficulty to swallow,” "sieepy,

"agleep.” In November 2014, there were 9

for "unable to wake", "sleepy,” "Resldent nat
arousable "Sleepy, unable to wake," and

resident being "sleepy" or "not arousable. In
January 2015, there were 4 entries where the
resident was not arousable,

reported that Resident #25 has days when it is
not safe to administer his/her rmedicztions.

his/her eyes, is looking but "does not
feel it's "not safe" to give them. The nurse

reported that it is not often that the resident
actually refuses rmedications, hut sometimes

“MAR that medications ware refused in
' Novernber; 5 entries for refusals in Decembet

resident's physician about the resident's
arousablity issues,

sheets from 10/1-1/26/2015 were reviewsd,

alabilizer for which drowsiness or sornnolence Is

entries whete the resident had medications held

wrafused to swallow.” In December 2014, there
were 7 entries that medications were held for the

" acknowledge you"..."so hoid the medications" as

cecord it as a refusal when the resident does not
“respond of does not acknowledge [the request to -
take medications]. (There were 11 entrigs In the

and 8 entries for refusals in January 2013). The
nurse reported that s/he had not spoken to the

On 1/27/14, Resldent #26's behavior menitoring

unsafe to adrminister,” "unable to wake, held" and °

On 1/28/15 at 8:48 AM, the staff medication nurse-

Sometimes the resident is “not arousable ” Other:
days, if you speak to [Resident #25), s/he opens

£ 329!

|
1
|
|
|
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F 329. Continved From page 13 F 329,
. There was no documentation that the resident | | |
. had had any episodes of anxiety {striking i 1
out/hitting or yelling/screaming) during the 4 i t .
months fisted. The sheets were copied and the - )
documentation confirmed by the DNS on 1727/15, ! !
On 1/27/15 at 10:05 AM, the Director of Nursing .
(DNS) confirmed the MAR entries and the 1
_resident's documented sedation and confirmed !
that the pharmacist had not made & This Pl of Corenction 15 thé ,
recommendation for an attempt at a GDR for T ommiamea. | Cemerer dtble
. Divatproex. The DNS stated that it would be : ' ‘
logical to consider a GDR of the Divalprogx Prepararion ardior execution of wils plan af correetion
based on the resident's sleepiness and inability to does not canstiture adwmission or agreenant hy the
rouse to take medications, On 1/28/15 at 8:57 f;,"};ff,: o :,’;,’,’j’,,ff{;,"’,i[;i},‘;’f"”"if bepionof
AM. the DNS stated that at one time s/he had osrection 15 prepared andlor v soieh beCaus:
written a note to the resident's physician that the i7 15 required iy the provisions of federa! and siate kne.
resldent was having difficulty taking medications,
but had not indicated that it was specific to
arousability or whethera GDR of the Divalproex Finl
might be considerad. ’ 2/28/15
F 371.483.35() FOOD PROCURE, F 371  For all residents of this facility and 1o assurc
ss=F STORE/FREPARE/SERVE - SANITARY the the storing, preparing, distributing, and

The facility must -
(1) Procure fond from sources approved of

considered satisfactory by Federal, State or local

authorities; and

' (2) Store, prepare, distribute and serve food

under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on ohservation and staff interview, the
facility failed to store and prepare food under

serving of food under sanitary conditions all
dietary task assignments have been
reviewed. [tems 1 thru 11 have been
addressed and rectificd. Dietary staff have
been in-serviced on kitchen task assignments
and on kitchen sanitary procedures and
gxpectations.

The Dictary Manager or designec will
conduct at Icast three random audits per
week of the kitchen to assurc task
assignments are complele and sanitary
standards are met.

The Administrator will be responsible for
this plan af correction,
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Even! iD:3JHUN

facility ID: 475043

If continuation sheet Fage 14 of 18

F311 P00 ate pred Houls oo s




P2/ 23/2035 14:49

18925337954

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDRICARE & MEDICAID SERVICES

PAGE 17/22

FIRINTEL, Uardiied 1y

FORM APFROVED

OMB NG, 0938-0391

TATEMENT OF DEFICIENGIES (%1) FROVIDER/SUPPLIER/ICLIA X3
'NO SLAN OF CORRECTION - LY (X3) MULTIFLE CONSTRUCTION (%3) DATE SURVEY
CTIO IDENTIFICATION NUMBER: A BULDING GOMPLETED
475043 B. WING
) §1/28/2015
MAME OF PROVIDER OR SUPFLIER STREET ADRRESS, CiTY, STATE, ZIP CODE
GREENSBORO NURSING HOME 47 MAGGIE'S POND ROAD
GREENSBORO, VT D524
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGTION (XE)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 184G CROSS-REFERENCED TO THE APFROPRIATE PATE
DEFICIENCY)
F 371 Continued From page 14 ‘

sanitary conditions. Findings include:

During the initial tour of the facility on 1/26/15
starting at 8:59 AM, the following phservations
were made in the kitchen:

1. Awire cleaning brush and & grill type scraper
“were stored on the same shelf as unwrapped
_cofee filters and dlean aprons. The aprons were

situated in contact with dust and particulate

matter on the shelf.

2. Dried spatter was cbserved on the underside

of the small standing mixer. On the large standing

mixer, crumbly brownish debris was present on
the end of the mixer shaft (where the blades
attach).

9. There was dust and debrls and thick dried
brown stalng on the top surface of the coffee
machine, surrounding the area whare water is
added.

4. Twe employes coats wefe observed hanging
on & rack that held kitchen utensiis.

5. The vant cover on the ice machine was not
attached exposing the filter compartment; heavy
soiling and cobwebs wWare ohserved on the
swiches and in the filter area,

6. The air conditioner vents (situated above the
work area kitchen sink) were heavily soiled with
- loose dust.

7 The shelf over a prep counter (that held the
microwave) was heavlly sciled with food crumbs

“and particies. Dried spatter was pbserved ¢h the

celling over the microwave/prep ares.

F 371,
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F 371 Continued From page 15 F 371 '

8. The top of the knife block (containing the
kitchen knives) was soiled with dust,

9. Clean meal tray covers were observed stored -
on a dust solied shelf, ’

1 10. In the walk-in refrigerator where resident food t

was stored, the plastic wrap was not secured on l
@ largé pan of meatbalis leaving part of the pan i
" uncovered. The foil wrap on a bowl with salad
leftovers was torn and the food was removed by
the Reglstered Dietician at the time of the tour. ‘

' 19, In the dry goods storage room, 2 popoorn {
snack bags were open and 10088 popcarm was ' ‘ !
observed in the box with the other snack bags. '

The above findings were confirmed by the facility ‘ !
Registered Dietician at the time of the tour. . :

On 1/27/15 at 2:51 PM, the Dietary Manager :
(DM) reported that though there 18 8 posted \
cleaning schedule in the kitchen, staff had not ,
been required to sign off that the tasks were : ,
completed and that it "fell through the wayside”. |
Sfhe also reported there had been some staffing ‘ .
issues that have also been corrected. During a
secend tour following the interview, the areas '
mentioned above had been cleared. : !
F 428 483.60(c) DRUG REGIMEN REVIEW, REFORT F 4281 |
gs=p IRREGULAR, ACT ON ! i |

3
The drug regimen of each resident must be :
reviewed at least once a month by 2 licensed : ;
pharmacist. . ! :

The pharmacist must report any irreguiarities o

FORM GMS-2557(02-98) Previous Versions Qbsoiede Evani 1D: 8JHUA Facltity 10; 475043 if continuation sheet Page 16 of 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ORI AP
_ CENTERS FOR MEDICARE & MEDICAID SERVICES © OB NO. 0933031
STATEMENT OF DEFISIENCIES (%1) PROVIDER/SUPPLIGR/CL ’ ‘
AND PLAN OF QORRECTION ) {DENTIFICATION NUMBEF;‘;Q T?S?S;EZLE CONSTRUCTION (xajggxﬁ%fg-ﬁyﬂm
475043 B, WING 01/28/2015

NAME OF PROVIDER OR SUPPLIER

GREENSBORO NURSING HOME

8TREET ADDRESS, GiTY, STATE, ZIP CODE
47 MAGGIE'S POND ROAD
GREENSBORO, VT 05841

SUMMARY STATEMENT DF DEFICIENCIES

(XD - () ! PROVIDER'S PLAN OF CORRECTION 4
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED RY FULL ' OPREFIY {EAGH GORRESTIVE ACTION SHOULD BE : comgf.?ﬂou
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE bate
DEFICIENCY)
F 428 . Continued From page 16 F 428 This Plan of Corraction (s the center's credible
the attending physician, and the directdr of ' alleguiton of eomphancc.
nursing, and these reports must be acted upon Praparctton andfor exeeniion of this pla of correction
dacs ot conslinute admission ar agreement by the
provider of the truth of the facis alieged or conciusions
a1 forth in the stadement af deficiencies, The plen af
corraction 1 prepaved andfor excevted solely hecause
i1 15 requitred by the provisions of federal and state faw,
This REQUIREMENT is not met as evidenced
.‘ by: , F428 .
Based on record review and staff interview, the 2/2813

pharmacist failed to report an iregularity to the

facility and attending physician so that it might be f

“acted upon for 1 of 16 residents (Resident #25), “

- Findings include; :
Per recaord review on 1/27/14, there is no

evidence that an attempt for a Gradual Dose

- Reduction (GDR} of Divalproex 250 mg daily was '
recommended by the consuiting pharmacist after -
the resident was observed to have days where
s/he was too sleepy/not arousable to safely take
his/her medications. (Divalproex is a mood
stabilizer for which drowsiness or somnolence is
a common side effect),

Per review of the Medication Administration
Recard (MAR), in October 2014 there were §

" entries in the MAR where the resident was
documented as having Medications held
secondary to "difficulty to swailow," "sleepy,
unsafe to administer,” "unahle to wake, held" and
"asleep.” In Naovember 2014, there werle g
entries where the resident had medications held

for "unable to wake", "sleepy.” "Rasident not
aroysabie," "Sleepy, unabie to wake," and
wrefused to swallow.” in December 2014, there |

- were 7 entries that medications were held for the |
resident being "sleepy” or "'not arousable.” (n
January 2015, there were 4 entries wherg the
resident was not arousable,

Resident's 23's medications have been
| reviewed by the consultant pharmacist and
' attending physician. An attempt ig ongoing
" atagradual dose reduction.

" For resident #25 and all residents of the

. facility, the Director of Nursing and

i Medical Director have in-serviced the

© consultant pharmacist on facility policy
regarding medication reviews and required
cormmunication thereafter.

The Direetor of Nursing or designee will
condnct three random audits per week of
resident records to assure a pharmacy review
has been completed and any
recommendations have been communicated
to the attending physician.

The Director of Nursing is responsible for
this plan of correction.

|
. FUzs B aceprd A |is Hoswes &“Eruu,
|

FORM CMS-2667(02-08) Previous Vorsiona Obsolete
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FORM APPROVED

OMB NO. 0938-0381
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A, BUILDWG
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(¥3) DATE, SURVEY
GOMPLETED
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NAME OF PROVIDER OR SUPPLIER

GREENSBORO NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
47 MAGEIE'S POND ROAD
GREENSBORO, VT 05841

(XY 1D SUMMARY STATEMENT (F DEFICIENCIES
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR 1SC IDENTIFYING INF DRMATIGN)

0 ! PRDVIDER'S PLAN OF CORRECTION

: (X5}
PREFIX . {EACH CDRRECTIVE ACTION SHOULD BE ' CONPLETION
TAG ‘ CROSS-REFERENCED TO THEAPFROPRIATE DATE

DEFICIENCY)

F 428 Continued From page 17

O 1128115 3t B:45 AM, the staff medication nurse’
reported that Resident #25 has days when it is

not safe to administer his/her medications.

Sometimes the resident is "riot arousable.
days, if you speak to [Resident #25], s/he opens

nisfher eyes, is looking but "does not

acknowledge you" ... "s0 hold the medicationg”

as feel it's "not safe”
reported that it's not

1o give thern. The nurse
often that the resident

actually refuses medications, but sometimes

record it as a refusal when the resident does not

respond or does not

take medications], (There were 11 entries in the

acknowledge [request to

 MAR that medications were refused in

- November; 5 entries

for refusals in Dacember

- and 8 entries for refusals in JanJary 2015).

On 1/27H4, Residen

" gheets from 1001-1126/2015 were reviewed,

There was na documentation that

had had any episodes of anxiety {striking
putfhitting or yefingfscreaming during the 4

months listed. The shee
rimed by t

documentation confi
Qn 1127116 at 10:05

_(DNS) confirmed the MAR entrigs and the

. resident's documented sedation and canfirmed

that the pharmacist had not made 8

recommendation for

an atiempt at 2 GDR for

Divaiproex. The DNS stated that it would be

logical to consider @

based on the resident

take rnadicalions.

GDR of the Divalproex

v Other

t #25's behavior manitoring

the resident

tz were copied and the
he DNS on 1/27/15. .
AM the Director of Nursing

s sleepingss and inability to

F 428

FDRM CM§-2567{02-69) Previons Verslons Ohwsolete

Event iTy 8JHU1
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STEMENT OF 1501, ATED DEFICIENCIES WHICH CAUSE PROVIDER Y MULTIPLE CONSTRUCTION DATE SUQEEORM
| HFARM WITH GNLY A POTENTIAL FOR MINIMAL HARM A, BUILDING: ) _]
R GNIFs AND NP5 ’ St COMPLETE:
475043 B. WING 171872015
WME OF PROVIDER OR SUFPLIER CTREET ADIRESS, CITY, STATE, ZIP CODE
REENSBORO NURSING HOME T v ROAD
EFTY
WG SUMMARY STATEMENT OF DRFICIENCIES
T 156 483.10(bY(5) - (10), 483.10(6)(1) NOTICE OF RIGHTS, RULES, SERVICES, CHARGES

under §1919(e)(6) of the Act.

rosident's stay, of services aval

to request an assessment pnder section

requirements.

for his ot het cate,

_

Such notification must be made priot to or
resident's stay. Receipt of such information, and any amendments to L, must

A deseription of the requirements and procedures for gstablishing

applicants for admission oral and written: inform
bancfits, and how to receive refunds for previous peyments covered by such benefits.

The facility must inform the resident both orally and in writing in & language that the resident understands of

his or her rights and all rules and regulations governing resident conduct and responsibilities during the stay
in the facility, The facility must also provide the resident with the notice (if any) of the State developed
pon admigsion and during the

be acknowledged in writing:

“The facility must inform each resident wha is entitled to Medicaid benefits, in wtiting, at the time of
admission to the nursing facility or, when the resident becomes eligible for Medicaid of the items and
sevices that are included i nursing facility services under the State plan and for which the resident may not
be charged; those other items and services that the facility offers and for which the resident may be charged,
and the amonnt of charges for those serviees; and inform each resident when changes are made to the items
and services epecified in paragraphs (5)(i)(A) and (B} of this section.

‘The facility must inform each resident befare, ot at the time of admission, and periodically during the

i

The facility must fumish a written description of legal nights which includes:
A dascription of the manner of protecting personal funds, under paragraph (¢} of this seotion;

924(c) which determines the extent of a coupie's non-cxempt

resources at the (ime of institutionalization and atiributes to the comimunity spouse an equitablc share of
resources which cannot be considered available for payment toward the cost of the institutionalized spouse's
medical care in his or het process of spending down 3o Medicaid eligibility levels.

A posting of names, addresses, and telephane nutnbers of alt pertinent State client advooacy groups sueh as
the State survey and certification agency, the State licenaure office, the State ambudsman program, the
protection and advoeacy network, and the Medicaid fraud covtrol unit; and a statement that the resident may

file o complaint with the State survey an
misappropriatien of resident property in the facitity, and non-compliance with the advance directives

d certification agency concerning resident abuse, neglect, and

The facility rmust inform each Tesident of the name, specialty, and way of contacting the physician responsibie

The facility must prominentty display in the facility writted information, end provide to residents and
ation about how to apply for and use Medicare and Medicaid

oligibility for Medicaid, inchiding the right

lable in the facility and of charges for those services, including sny charges for
services not eovered under Medicare or by the facility's per dicm rate.

Any defigiency statarent ending with an sterislk (*) denoies f
preaLgeLinn 10 tha patiznis. (S insiructions.) Fxeopt five eirging ho! h o ‘
For pursng homes, the ahove fnrimas and plans o cortection are disglosable 14 dnys Tollpwit the dmie these dnouiments ore mage available 1o he facility. If deficlongich sr

CThe abeve fsatied v fietencles pose un actint farny tn he residents

defiaiency which fhe inatitution mmy be gxoysed from eoresling praviding it it deternined thal ather enfoguards provide sufficient

rts, the findings soted hove are disclosatie 00 dnys foliowing the dee of survey wheilier or qnt 3 plan of comreetion is provided,
- cited, an Approved pim of

I esint e il e bty

IRSRTLRIAR LR
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" Ha;[éi;N’T BF SOLATED DEFICIENGIES WHICH CAUSE FROVIDER # MULTIPLE CONSTRUCTION w:m: SUI?VESORM
WITH ONLY A POTENTIALT _ ‘
D AT WITH O ALTOR MINIMAL HARM A BUILDTNG: COMPLETE:
475043 1, WING 12812018

NAME OF PROVIDER OR SUPTLIER

FREENSBORO NURSING HOME

STREET ADDRESS, CITY, STATE, ZIF CODE
47 MAGGIE'S POND ROAD
GREENSBORO. VT

n
PREFIX

TAG SUMMARY STATEMENT OF DEFICIENCIES ' .

F 156 Continucd From Page 1

cnded. Findings include:

when skillad Medicare services cnded.

*This is an "A" level citatjon.

© allegation of compliance.

F156

include remaining availablo days of

office for their records.

is completed.

The Administrator is responsible for
plan of correction.

1. _During an interview on 1/27/15 at 9:45 AM, the Admi
evidenee that Resident #35 was provided a required liability and beneficiary notice with appeal information

This Plan of Correction is the cemter’s credible

The Administrator will audit Medicare
dischargos to assure the reguired paperwork

This REQUIREMENT is not mct as evidenced by: :
Based on record_ review and stafF interview, the facility failed to provide a Tiability and beneficiary notice with
appea! information to 1 of 3 residents in the applicable sample (Resident #35) when Medicare skifled services

Preparation andfor exceution af this plan of cortection
daes not tonstiuie admission oF agreemens by the
provider af the trufh of the jacts alleged or conahisiony
st forth In the sidtement of daficiancies. The plan of
carrection 5 prepared andfor axnouted solaly beodise
it is required by the provistons af. federal ond stale faw,

228115

| Resident #35 is no longer a resident. For all
residents, Medicare covered stays will be
wacked via = weekly Medicare meeting, to

Medicare coverage. Medigare cat letters _
will be prepared and issued by the Social :
Services department, Copies will be placed .
in the resident's record, compiled in 2 binder
1o be maintained in the Social Services
office. and a copy given to the business

this

istrator canfirmed that the facility eould not provide

03109¢

EventID; RIHLILY
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