AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
hitp://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

February 2, 2016

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 6, 2016. 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,

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F 000
An unannounced onsite recertification survey and
investigation of 3 entity self-reported incldents
was conducted by the Division of Licensing and
Protection on 1/4/16 - 1/8/16, The following:
regulatory violations were identified:
7281 | 483,20(K)(3X! SERVICES PROVIDED MEET F 281
ag=p | PROFESSIONAL STANDARDS
This Plan of Corvection I8 the canter's credtbls
allegation of complianee,

The setvices provided or arranged by the facillty

| must meet professional standards of quality.
|

This REQUIREMENT ig not mat as avidenced
by,

Rased on staff interview and record review, the
facility falled to assure that nurses met
professional standards of nursing practice

Preparation and/or axeculton of this plan af correction
does not vonsittuls admissien or agresmen! by the
providsr of the truth of the facts alleged or conclusions
vt forth in the statement of defletaneies, Tha plan of
sorrection is prapared and/pr exeoued solely because
if {5 required by the provisions of federal and siate Letn,

F281

26116
regarding following physician arders aqcl for For resident #19 and all vesidents of the
monitoring and reassessing a residant's skin facility, to assure that services provided meot
fallowing an incident for 1 of 3 residents invelved prafessional standards, licensed nurses have
In entity reported events (Resident #19). Findings bean in-serviced on the procedure for the
include: _ ovdering of skin assessments and the proceas

* | for monitoring and re-assesging thevein.
1 Per 1/5-1/8/16 record review, Resident #19 has B b Hare!
a dlagnosls of Aizheimer's disease and a history The Director of Nursing or designee will
of sundowning with periods of increased anxiety conduct theee random avdits per week of
and agitation, Per hisher current care plar, the regident records 10 assure the proper progess
resident s dependent on staff for mesting his/er | for skin assessments is being foilowed
nhysical needs, has urinary incontinence and has o '
the potential for pressure ulcer development. . The Director of Nursing i e f
Physician orders (dated from 11/08/15 to tha time |this pian of cm.l.ecu?;ng ls respansibte for
of the suTvey) state to "Assess skin weakly on o
bath day, weekly every [Saturday] for potential ‘ '
skin broakdown." Per review of the record; a skin “pe W IRl b Xb/gq(’
assessment was last documented as carnpieted :
on 12118/15. On 1/6/16 at approximately 8:30 AM,
the DNS (Director of Nursing Services) confirmed

TeRRATORY DIRECTORE ORFROVIDER/BUPPLIER REFRESRENTATIVE'S SIGNATURE TITLE (Xe) OATE,

Ahy defigiency statement anding witt an astensk (1)

sregram patlicipation,

PR ———Y | FPCT

danotes a deficiensy which the inafitution may be
sther asfeguards provide aufficiant protection to tho patiants. (See inetructions.) Except for puraing
cllewing he date of survey whether or not & pian of comreetlon s providad, For nuralng homes, the a
iays following the date these dscuments ara mado avaliaiie to the faciity. If defloiencies are ciled, an approved plan of carres

noMmes,

wecusad fram correcting sroviding it is determined thad
the findlngs sletod ahove are disclos
bove findings and hians of correction 8re dlaclogapia 14
tior 1z requisie le conlinued

ablp 80 days

*ORM GMS-2567(03-69} Previous Verslons Obaalels

Evanl [D:WLU1pH

Facility 10; 47 5042

If eontinyation gheat Page 1 of 8
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F 281 Centinued From page 1 F g
that there was no evidence that a skin
assessment was complated during the following
fwo weeks (asseasments would have been dua

on 12/26/15 and 112/16) and ho evidence that the
physiclan orders were followed. :

2. Per review of a facllity reported ingident, on
12/18/15 Resldent #19 reportedly became very
agitated, puliing staff hair and striking out during
the provision pf incontinence care. Per raview of
the internal investigation and withass statements,
there were conflleting reporis of whether the
resident's wrists were held to prevent the staff
from belng struck or whether staff held arms up
to prevent contact by the resident. immediately
follpwing the Incident, a skin assessment was
completed on 12/18/15 which Identifled brulses
on the dorsal area of the resident's right hand
which the DNS described as 2 areas, one a half
moon shape and the other a pink 8rea, There
were no Injuries reported to the wrists. Per
Interview with the DN on 1/8/16, &/he confirmed
that there |8 no evidence that the residents skin
was reassessed or monitored following the
incident or checked for further bruises that might
develop over the day following the 12/18/15
ingldent, .

Referance: Lippincott Manual of Nursing Practice
(9th ed.). Wolters Kluwer Health/Lippincott,
wWilllams & Wiikins.

F 282 | 483 20(k)(3)(Il) SERVICES BY QUALIFIED F 282
s5=p | PERSONS/PER CARE PLAN

The services provided or arranged by the facliity
must be provided by gualified personsin
accordance with each resident's written plan of
care,

JRM RMS-2637(N29%) Pravious Varsions Ovanlels Evant [D: WiI1a11 Faglifty |D: 475043 if sontinuation sheet Pags 2of @
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476043 B, WING 01/06/2018
AME OF PROVIQER OR SUPPLIER STREET ADDRESS, GITY, STATE, &P CODE
47 MAGGIE'S POND ROAD
iIREENS o] E
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(x4} I SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREQTION (X8}
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRESTIVE ACTION SHOULD BE COMFLETION
TAQ REGULATORY OR L&C (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
| : REFIGIENGY)
. ! This Plan of Corvaction i the center 't pradible
F 282 | Continued Froem page 2 F 282| aliegation of compliance.
Preparation and/ot axscuticn of this plan of correction
i : dpes not consittuie admission or agraetient by the
This REQUIREMENT i& not met as evidencad providar of the iruth of the facts alieged or conalusions
Y sei forth tn the staiement of deficlenzies. The ;zfan of
Bused on staff Interview and record review, (ne correciton is prepared and/ar exccuted solely becayss
. ; ; 3 ! 12 faw.
facillty failed to provide services In acoordance i poquired by the provisions of fedetal and s Y
with the pian of care for 2 of 3 residents refated to T
nutritional needs (Resident #20 and #23}.
. . _ , F282
Findings include; aaha

1 Resident #20 was identified during record
review oh 01/04/16 as having lost welght during
the |ast guarter; September-December 2015 from
135 |bs to 120 Ihs, in addition there was a {ost of
5% in the last 30 days (October 10, 2015 walght
was listad as 138 lbs.) The Dietary Asgessment
dated 10/19/16 states for the goal and
interventions respectively to keep welght at 135#
+/- 6 bs; continue with & Regular diel
Multivitamins with minerals, fortify food with dry
skim milk; offer finger foads if [resident] starts to
wander, healthy snacks; monitor waight avery

| week: shakes three times a day [TiP] and &8
needed [PRN). The Dietary assessment note of
01/04/15 shows that tve resldent has B falr
appetite; Significant weight lcss noled, down
5.2% % 1 monih, currently has {ssues with 2 teeth
which is likely impacting intake and to continue
with the heaith shakes. .

The resident care plan dated 10/19/15 | revised
01/04/16] shaws tnat the resident has the
potential for aiteration in nutrition/nydration and ls
totally unawsre of the need for proper nutrition ar
hydration; tends to wander a lot which can affect
eating; and significant welght Jass with the geai to
maintain adeguate nutritich and interventions to
nclude "Provide and sarve supplaments as
ordered: TID and PRN, Provide, serve diet a%

j ordered. Monitor intake and recard avery meal

For resident #20, resident #23 and all
residenta of the facility, nuysing and distary
staff have been in-serviced on the process
for communicating and implementing
dietary orders as per the plan of carg and
documentation af such, including tmeking
mechanisms. Nursing staff have also beson

1 in-gerviced on covrect weight procecures
melnding data coilection, monitoring, and
copmunication to nursing and distary team
motnbets,

The Director of Nursing or designec will
sonduct three random audits per week of
residents to compare cale plans, cdoctor's
orders, dietary orders and weight
documentation to verify they match and are
being implementol,

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

JOC cvp i 2206 SD(M

SRM GME-2687(02-09) Praviots Varsions Obaoleta Evant 10:WU1811
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F 282 | Continued From page 3 : F 282
report significant weight ioss: 3 Ibs in 1 week,
»B% in 1 month."
Perinterviow the Dietary Manager on 01/05/16 at

4:03 PM slated that the resident gets a regular
diet as well as a peanut butter sandwieh in case
the resident starts to of wander. [When asked if
the residents gat a supplemental shake, the
Dietary Manager sald (t would be recominendsd
by the dietician or physician order.] There was no
physician order for the nutritional shake nor was
this noted on the nursing administration record.
The Director of Nurging on 01/05/16 al 3:15 PM
confirmed that the care plan as written, was not
followed regarding supplementsl nutritional
shake.

2. Per 1/5/16 recerd review, Resident #23 was
idantifiad on histher 11/23/15 nutrition -
assessment as being at nutritional risk related to
a dlagnosis of dementia and the resident's
complete unawareness of the naed for proper
nutrition or nydratlon, The resident's care plan for
aotential far nutritional/hydration problemns states
{0 "Monitol/recordfreport to MD prm [as needed]
signs and symptoms of malnutrition,, significant
welght loss: 3 [bs, in 1 week, »5% In 1 month,
»7.5% in 3 months, »10% In & months." Per
review of the resident's welght history, on .
12/14/16 Resident #23 weighed 120,2 pounds;
one weak later, on 12/21/15 the resident weighed
114 pounds (a 8.2 pound loss), On 1/4/15 the
resident weighed 110.2 peunds {(an 8.8% weight
loss from 12/7118 when the resident weighed
120.8)

Per 1/6/16 at 3:23 AM interview, the faclity DNS
(Director of Nursing) confitmed the above

information. Sfhe reported that LNAs (Licensed
Nursing Assistants) obtain resident weights and

JRM CMS-2687(02.80) Pravious Vorslons Dbuolsts Event ID;WU1811 Facillty 1Dy 475043 if continuation ahest Page 4 of 6
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475043 B, WING 01/06/2016

AME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, 8TATE, ZIP CODE
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F 282 | Continued From page 4 F 282
tne medication nurse la expected to verify the '
weights, The DNS reporied that an LNA staff
member had suggested that thece mightbe an |
inaccutacy [n the way the resident's waights were
measured’ howaver, the DNS confirmed that
there was no evidence that a process had been
developed to determine if measyrements were
accurate and confirmed that there was no
evidence that the resident's physiclan was
notifled of the resident's weight loss as directed
| per care plan, 8/he further ident'fied that the This Plan of Correction s the cemer's credible
facility did not have a syster In placs to assurs | alegation of comypliact.
that the attending physleian and Registered , ‘ Praparation and/ar execution of thic plan of carrection
Dietician were notified of resident welght losses, dnes 1ot constinde admission or agregment by ihe
e pvelly F 48D pron o T . Trapianal
58=E EAEFI\F]E\K/T;RUSST\ONA!JSAN%TARY/CDMFORTABL ‘;ﬂ{‘;’;’,m‘: 1s phepared andlor exscuied solely becanise

It ts raquired by the provisions of fedzral and state law.

—ar

The facility must provide a safe, functional,. ,
sanltary, and comfortable en vironment for F465 _
residents, sta#f and the public. 2616

Fer all residents of the facility, facility staffl
' havs been, i-serviced ot the recuivement of
This REQUIREMENT Is not met 8¢ evidenced majitaining clear hallways for saflety.
oy Housekeeping staff have been inserviced on
Based on observation and staff confirmation the cleating procedures and expectations for
facility failed to ensure that the faclilty wes ceiling vents. Maintenance will repait ihe
maintained to provide & safe, functionai énd basehoard in the shared bathroom between
sanitary environment for staff and the public. The Rm‘? and 10 and will effoct repair to the
findings includes the foliowing: wall i Rn 14.

1, During the.initial facliity tour on 01/04/18
between 9:20 - 10:30 AM the following were
observed:

The Admipistrator ot designos will conduct
three random audits per week of residents
rooms and bathroems to verify that a

. L apbropriate enviroment is wmaintained,
The South wing hall, near the shower room, was. PP

noted to have equipment such as a sera iift, a
reclining wheel chalr (Bfoda-type) and several

The Administrator i3 responsible Cor this

plan of correction.
‘ : @C(;of/g’»% o 4 .ﬁ?/w
IRM QMS~255'!_?(0'2-E‘3) Previous Versions Obaclets Bvant 1D wiitetd Fachity 1D: 475042 4 . If continuation shaot Page Sof 6
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F 465 | Continued From page 5 F 485

|

ragular wheelchairs in front of the fire pul} switch,
impeding the potential use of t. On the Nerth

Wing, a chair with arms for sitting, was directly Ity
front ¢f the fire puil station with a night stand just

| eft of the chair, There are slans posted above

sach fire pull swiieh directing staff not to block
tnem. In addltion, observations on 01/04/18
between 1:19 - &:55 PM in resident shared
bathrooms §-40 & 4142, the ceiling vents had
dust and cob-webs, The baseboard inbathroam
9-10 [0 right of tollet was puiling away from wal,
discolored, with a small ares of waler poted near
the bageboard, Room 14 had torn wallpaper on
the wall near the beds,

During the environmental four with the :
Malntenance Manager (MM) on 01/05/16 &t 3:00
PM observed the resident's bathroom as noted
above as well g8 the sifting chair partially in the
fire exit door egress and the night stand In the
corner. The MM stated "this has been on
ongoing sltuation with getting staff to keep the fire
pufls and oxit doors free", The MM promptly
removed the nlght stand and moved the sitting
chalr out of the way, The MM confirmed the
above findings at that time.

DRM GMS.2587(02-69) Brevlous Versiona Obsclota

Evont I Wu1gt

. Faellity i3 A75043
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