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{F 000} INITIAL COMMENTS {F 000}

completed by the Division of Licensing and
Protaction on 6/9/15. The following regulatory
| violations were identified:

An unannounced on-site follow-up survey was ]
]
l
F 241 483.15{2) DIGNITY AND RESFECT OF :

9411 This Planof Corvection is the conier’s credible

8s=p | INDIVIDUALITY allegation of compliance.
- ) . ! ‘ Preparation and/or exscution of this plan of correction
| The facility must promote care for res|dlents inha does #ot Constitule edmission or agreement by the
" anner and in an environment that maintains or provider of the truth of the fucts alleged or conclustons

set forth in the stotemeni of deficienctas. The plon of
carrection s prepored andior excoitod solely becouse
it is required by the pravisions of federal and stare faw.

* enhances each resident's dignity and respactin |
_ full recognition of his or her individuality,

. This REQUIREMENT is not met as evidenced  F24] 62715
by: "y . N
Basad on observation and interview, the facility f:;: ;:L:?iigr?iq;shzt?:{aﬁg]tht}ll: ST;!;C;Sn‘Z"

; failed to promote care for 2 of 4 residents in a of sions as woil &s the annronei P ting f

“manner and in an environment that maintains or bloog draws. This Tozgfqr?;:ﬂ;ise ting for

. enhanses aach rasident's dignity and respect in im lcmcntcci for RSsiden‘t\#ﬂ. Resident #4

! full recognition of his or her individuality (Resident mg || residents - Rasiden

. #3 and #4) Findings include: '

| 1. Per observation on 8/9/15 at 8:38 AM, there

. were two 8 ¥ x 11 inch signs with large bold,

-capital letiering stating, "Notice Activate Alarm

Before Leaving' posted outsida of Residant #3's

| room. One sign was positioned at eye level on the

- door and the second was positioned 1o the left of

' the door frame at eye level. On 6/9/15 at 12:44

| PM, the facility DNS (Director of Nursing)

'reported that the signage was implemented to -]

“Vinstruct staff” to reéset an infrared aiarm upon 1

' exiting Resident #3's rocm, Sfhe confirmed that |
|

The Administrator or designee will conduct
three random audits per week of the building
to assure any signage is appropriately
placed.

The Directer of Nurging or designee wil
conduct three random audits pet wock of

! hinad draws to assure they are drawn in an
 appropriate setting.

The Administrator is respansible for this

“the signs were visible to visltors and other -
plan of correction,

 residents who use the common hailway and I
 those visitors and other residents did not need to - i
‘ know about the alarm. During the observation, i |
‘ the DNS reported that the signs could have been | 3 |

I

! |
(X8) DATE

LABDRATORY D TOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
AAA&.—A”&"A\ (,,/L”l//’f

Any deficizncy statement ending with an asterisk (%} denoles a deficiency which the institution muy be éxcused from corracting providing it ls determined that
other safeguards provide sufficient protegtion o the patients, {See instructions.) Excapt for rursing homes, the findings stated above are diaclosable 80 days
fellawing the date of survey whether ar not a pian of correction is provided. For nursing homes, the abava findings and plans of correction ana dlsclosable 14
days fellowing the date these dosuments are made avallable to the fachity. If defiiencies afe cited, an approved plan of corractlon is requisite 1o continued

program parlicipation.
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£8=0  PARTICIPATE PLANNING CARE-REVISE CP

_The resident has the right, unless adjudged
s incompetent or otherwise found to be

I incapacitated under the laws of the State, to
partlcipate in planning care and treatment ar

| changes in care and treatment.

\
; Acomprehensive 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 responmbﬂ:ty ’
“ for the resident, and other appropriate staff in
dasmplmes 8s determined by the resident's needs, |
“and, to the extent practicabla, the participation of
the resu:ient the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of qualified persons after
t each assessment.

(Xd)ID SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN QF GORRECTION ! X5}
PREFIX . (EACH DEFICIENCY MUAT BE PRECEDED BY FULL | PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMF“’:TEE'ION
TaG | REGULATORY OR L5C [DENTIFYING INFORMATION) TaG .  CROSS-REFERENCED TO THEAPPRCPRIATE P
i : DEFICIENCY)
. ; |
F 241 Continued From page 1 ! F 241
] fastened to the inside of the dobrway {in the
' resident's room) 8o thay would not be vigible to
i others and yet still remind staff to reset the alarm.
-2.0n B/8/15 at 2:21 PM, a staff nurse was
observed performing a venipuncture (dlood draw) |
_on Resident #4 while s/he was seated in the | |
facility living room. The resident was heard to yell : o
out during the procedure. At the time, there were - This Plan of Correction is the centar's credible
; 3 other residents in the area within visual and allegaiion of compliance,
. auditory distance of the procedure as well as Preparatian andlor exactiton of this plan of _
on anasar exaciiion 15 pian g correciion
' OthEl’ S{Elff members. The DNS Can‘rmEd the : does el consithe admissian or agreemeni by the
" above observations and that performing the i provider of the muth of the facts alleged or conclusions
procedure in the living room with other residents sar forth in the siatement of deficiencies, The plan of
- present was a dignity Issue for Resldent #4 and it | correciion is prepared andfor exvoniod soiety becatse
was his/her expectation that the procedure was i1 ks rogutred by the provistons of fedsral and siate fory,
, gaing to be performed in the resident's room, ;
F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280

280
6/27/15

~ For all residents and for Resident #3, the

facility will assure that all vesidents with
identified pressure areas have current
nutritional intervention by qualkified
personnel. Licensed nurses and the
registered dietician will be educated on the
importance of nutrition in wound healing
and the requirement for nutritional
assessments in care planning on a timely
basis.

The Dirsctor of Nursing or designee will
conduct three random audits per week of
resident records to verify nutritional
intervention is in place including revision of
carc plans.

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

1
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F 280 Continued From page 2

“This REQUIREMENT is not met as evidenced |

. Based on record review and staff interview, the 1
_facility failed to revise the plan of carg for 1 of 3 |
" residents (Resident #3) related to nutritional
_recommendations following the development bf a
" pressyre wcer, Findings include:
Per record review, Resident #3 who had a right
- sided hemiparesis {partial paralysis) used a
, seated, crossed-ieg pulling motion for mobility
i which put pressure on hisfher right ankle, On :
L 4/12/15, 6 days following hisfher admission to the
| facility, the resident was identified as having a |
' Btage Il pressure ulcer {a partial thickness skin |
loss) on the right outer malleolus (ankle bone).
" Wound care foliowed a treatment plan and |
[

 healing was complicated by signs and symptoms |

' of infection necessitating treatment with i

" Clindamycin (an antibiotic) on 5/20/18 and a

' eoneern for the risk of osteamyelitis (a bane
infection) which was ruled out, i

Per review of the resident's nutrition assessment, |
“on 4/13/15 the Registered Dietician (RD) reported !
that Resident #3 was unaware df the need for Z
 proper nutrition and/or hydration, had a varighle
. appetite, 2 history of a 10% weight loss while in
_the hospital {prior to admisstan to the nursing _
" home] and required assistance/supervision and
' cueing at afi meals.
' was identified on 4/12/15, the RD's nutrition
assessment on 4/13/15 identliled Resident #3's.
skin as "dry and infact,” The nutrition assessmeant ;
' alsa listed that the RD was to "be informed of
" significant changes" for Resident #3.
. On 8/9/15 at 12:00 PM, the facility wound care
' nurse reported that Resident #3's pressure ulcer

Although the pressure ulcer
{

F 280,

!
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|
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F 280 Continued From page 3

- was curréntly unstageable (unstageable = fuli
- thickness tissue 10ss in which the actual depth of |
the ulcer is obscured) though it was improving in
slza. Sthe reported that it would be 2 :
recommendation that a skin sk team to have
- nuttltlonist input for wound treatments.
: On 6/9/15 at 12:23 PM, the Director of Nursing
| (DNS) confirmed that the facility RD had not been !
| consulted for Resident #3 once the pressure :
i ulcer was identified. S/he also reported that there
.is no process in place to ensure that the RD '
' reviews the medical records of residents who
have wounds to identify any nutritional
recommendations to promote wound healing. j
. During interview on 6/9/15 at 12:23 PM, the DNS
" {Director of Nursing) conflrmed that Resident #3's
nutrition care plan had not been revised related to !
the pressure ulcer/iwaund healing since the ulcer |
. was identifisd on 4/12/15 {an aimost 2 month _
intervan), |
- (Refer F314) '
F 314 483.25(c) TREATMENT/SVCSTO
&8=p . PREVENT/HEAL PRESSURE SORES

: Based on the comprehensive assessment of g
: resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the |

" individua!'s clinical condition demonstrates that

« they were unavaidabie; and a resident having

| pressure sores receives necessary treatment and
i services to promote healing, prevent infection and
 prevent new sores from deveioping.

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

F 280

This Plan of Correction is the center's credible™ * '
allegation of compitance,

Preparation and/or execution of Iitis plan of eorreciion
| does not constitute adnrissinn or agreement by the

i provider of the trieh of the facls alleged or conclustons
sei Jorth in the siatemom of deficlancies, The plan af
correctton Is prepared andior executed solely bacause
it is required by the provisions of faderal and state fuw.

F314
i 6/27/15
. For all residents and for Resident #3, the
facility will assure that all residents with
identified pressure areas have current
nutritional intervention by qualified
personniet. l.icensed nurses and the
registered dictician will be educated on the
. importance of nutrition in wound healing,
the reguirement for nutritional assessments
therein, and the requirement to notify the
dietician promptly of both new identified
areas and changes in condition of existing
areas.

F 314

The Director of Nursing or designee will
conduct three random audits per week of
resident records to verify nutritional
intervention is in place.

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

I
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F 314! Continued From page 4

i facility failed to ensure that a resident with &

' pressure ulcer received all the necegsary

freatment and services to promote healing for 1

i of 3 residents sampled (Resident #3). Findings
include:

" Per record review, Resident #3 who had a right

_sided hemiparesis (partial paralysis) used a

! geated, crossed-leg pulling meation for mobllity

" which put pressure on his/her right ankle. On

. 4/12/15, 6 days following his/her admission to the

‘ facility, the resident was identified as having &
Stage Ii pressure ulcer (a partial thickness skin

. 1088) on the right cuter malleolus (ankie bone).

' Wound care followed a freatment plan but was

. complicated by signs and symptoms of Infection

" necessitating treatment with Clindamycin (an

“osteomyelitis (bone infection) which was ruled
out,
. Per review of the resident's nutrition assessment,

that Resident #3 was unaware of the need for
. proper nutrition and/or hydration, had a variable
. appetite, a history of a 10% weight loss while in
' the hospital [prior to admission to the nursing
home) and required assistance/supervision and
- cuelng at all meals. Although the pressure ulcer
i wat identified on 4/12/15, the RD's nutrition
. assessment on 4/13/15 identified Resident #3's

also listed that the RD was to "be informed of
sighificant changes" for Resident #3,
- On 6/9/15 at 12:00 PM, the facility wound care

“was currently unstageable (unstageable = full
_thickness tissue joss in which the actual depth of
"the ulcer is obscured) though it was improving in
-size. S/he reported that it would be a

_antibiotic) on 5/20/15 and a concern for the risk of !

" nurse reported that Resident #3's pressure ulcer :

" on 4/13/15 the Registered Dietician (RD) reported -

skin as "dry and intact." The nutrition assessment .

|
|
i DEFICIENGY)
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F 314 Continved From page 5

recommendation for a skin risk team to have
- nutritionist input for wound treatments,
- On 6/9/15 at 12:23 PM, the Director of Nursing

there was no evidence that the facility RD had
been consulted for Resident #3 once the
- pressure ulcer was identified on 4/12/16, S/he

" residents who have wounds to idenlify whether
- there are additional nutrition recommendations
* that might promote wound healing,

_(Refer F280)

{DNS) confirmed the above information and that

i also reported that there is no process in place to
" ensure that the RD reviews the treatment plan for
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Greensboro Nursing Home

“A Living Center”
47 Maggie's Pond Road # Greensboro, Vermont 05841
(802) 533-7051 » Fax (802) 533-7054

anh@vtlink.net * www.greensharonursinghome org

June 24th, 2015

Pamela M. Cota, RN

Licensing Chief

State of Vermont DAIL, Div. of Licensing & Protection
103 South Main Street

Waterbury, VT 05671-2306

VIA FACSIMILE - 802-871-3318

Dear Ms. Cota,

This letter is in response to the investigation concluded by your staff on June Sth, 2015,
Please find enclosed the plan of cortection for the alleged deficiencies.

Flease note that the filing of this plan of correction does not constitute any aclmission as
to any of the alleged deficiencies set forth in the statement of deficiencies. This Plan of
Correction is filed as evidence of the facility’s continued compliance with all applicable
laws.

Sincerely,

William E. White, MBA, LNHA
Administrator
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