7~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
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

June 26, 2014

Mr. Bruce Bodemer, Administrator
Helen Porter Heaithcare & Rehab
30 Porter Drive

Middiebury, VT 05753-8422

Dear Mr. Bodemer:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
21, 2014. Please post this document in a prominent place in your faciity.

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,

SNONRIEN

Pamefa M. Cota, RN
Licensing Chief

PC:jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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Ah unannounced on-site ssif report complaint
inveetigation was conducted by the Division of

'| Licensing and Protection from 5/19/14 to 5/21/14,
Thera wera regulatery deficiencias identified, The
findinge Include;

F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157
ss=E | INJURY/DECLINEIROOM, ETC)

1) Correclive Action for Individual Rosidenta Aflccted by

A fachity must immediately inform the reeident Deficicncy- NA Resident # 2 deccancd |

X A i
consult with the resident's physician; and if i
known, notify the resldent's lagal represantative 2.) Tdentifying Other Reaidents- The numbar of pesidants i
or an Interasted famliy member when there s an affected by this deficioncy inoindes, potontially 105 i
accldent Invoiving the resident which resuits In residenta. :
injury and has the potentlal for requiring physlclan _ f
intervantion; a signlficant change in the residant's 3.) Systemic Changas-

physlcal, mental, or psychosocial status (Le., 8
deterioration in health, mental, or paychosocial
stetus In elther life threatening conditions or
clinical compiications); a need to aiter treatmant
signilficantly (1.e., & need to discontinua an

- DN3 reviawed "Physician Notificaion Policy & 05/23/14
Procedure”, State Survayor reviewed *Physician

Notification Policy & Procedure” end concurrcd that the
policy waa clear and complote, All sladf wiore required o
rend the polioy and yign that they understood 1t's content, | Ongolng

existing form of treatment due o edverse ~ Nursing slaff will be required lo review the *Phyaiclan
consequances, of to commence a new form of Natification Policy and Procedure” monthly x 3 months, ;
treatment}; or a decision to transfer or discharga thon quarterly thareafter, Cngoing |
tha resident from the facifity as specified in ~ Implament DN8/Unit Mansger or designes will follow up
§483.12(a). with record revicw to enawre plysician notification of eil
. reposted changos (n oondition, reperted in morming atand up
Ths faclity must also promptly notify the residant meeting of theresfter. _
and, If known, the resldent's legal representative Ongoing

4.) Monitoring- Quarterly monitoring of compliance witl be

or interasted family member when there is a malntained through Silverchair Leaming module by hursing

change ih room or rcommate asslgnment ae

leadorship.
spacified In §483,15(8)(2); or e change In _
resldent rights under Faderal or Stata Law or F\S"] ?QLach;.td (g\\q\\t.\ P\ Coknd
ragulations as specified in paragraph (b)(1) of
this sectian.

The fecllity must record and perlodicaily update
tha address a}d'ffhj ne humber of the resident's

/-v"‘

maow OVIFER/SUPPLIER REPRESENTATIVE'S BIGNATU , TLE {%8) QATE /
mﬂm ( Md& o171\

Any deflcisncy etatkment anding with an asteriak () denotes a daflolency which thé Inatilution mey bs excuasd from coreacling providing It Is daermihed that
olhor safaguarda provide sufficlant proiecilon o tha padents, (Gew Instructions.) Except for nuralng homes, the findinge atated abova are diacloanble 80 days
follawing Iha date of survey whether or not a plan of carrecilan |s provided. For nursing homas, the above findings and plans of corraction an dlclosable 14
daya following the date thans documants are made svailabls to the fecllity, If deficlenclas are citad, an spproved plan of correciion {e requisite lo conlinued
program participailon,
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|

Continued From paga 1
legal represantative or interegted famlily member.

This REQUIREMENT is not met ea evidanced
by

Based pn record review and staff Interview the
facllity falled to Immediately Inform the physlcian
of Resident #2 of a significant changa In the
rasldent's physlcal, mental, or peychoaoclal status
{l.a., & deterloratlon In heaith, mental, or
peychosoclal status In eithar life threatsning
condltlons or cllnicat complicetions); a need to
siter treatmant significantly (.e., a nead to
dlscantinue an axisting form of treatmant due to
adversa conseguences, or i cOmMmence a Néw
form of treatment). The findings Inciuds;

1, Per madlcal racord raview on 6/21/14,
Resldent #2 was admittad to the faclility on
4/21/14 for short term rehablitation after
sustaining & fall and a cerebrel vascular accident
(CVA/stroke). Par record review Reeldent #2 also
had diagnosis of atrlai fibrilation, diabetes and
chronlc kldney dlseasa, Per the record Resident
#2 was alert and orlented and abla to make
hls/her neads known.

Per review of the comprehensiva cara plen under
the heading of Potential for Alteration in Cardlac
Outpul created on 4/21/14 Indicates that the
nurees are to pravide sevaral Intervantions
including “chack resldenis respiratory stetus” and
“noftify the physiclan as needed". Per review of
the madical record the nurses documented a
respiratory agaessment each day on all three
shifte,

Par raview of the nurse's documantation on

F 157

5/9/14 m resplratory assassment wes completed
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Continuad From page 2

and it was notad by the nurea that Resldant #2
had “fine crackles heard with Inepliratory bilateral
upper lobe congestion.” Per the racord prior to
619114 Rasident #2 had no [ssues or concerne
relatad to his/her respiratory status,

On 5/10/14 the nurses documented abrormal
respiratory assessment for Resident #2 that
included expiratory fina crackles. On 5/11/14 the
nurse documentad at 4.27 AM that Resldent #2
had a cough, mild nesal congestion, wheezing in
the upper lobas and resldent waa running & low
grade temp of g9.0. At 9:41 AM tha nurse
indizated that Resident #2 had scattered rhonchi
(abnormal reapiratory aaaassment) throughout
luings and the nurae documented at 3,268 PM that
Resident #2 had both Inspiratory and expiratory
whaezes, On 5/12/14 the nurse documaentad at
2:20 AM the naed to elevate Rasldent #2's head
of the bed to a 30 degrea angle bacause
Raslderit #2 la short of breath when laying flat.

Per nurses documentatlon from 5/12 to 5/18 each

.| shift nurses were documanting abnormal

respiratory assessments for Rasident #2 that
included wheezing, non productive cough, cparae
crackies throughout all lung fialds,

On £/16 the medlcal record indicates that at 9:38
PM tha Licensed Nurse Assistant (LNA) infarmed
the nurse that Resldent #2 "wants somathing for
ghortness of breath.” Tha nuree documants that
he/she asgesead the resident to have pulsa of
120 (high), resplrations of 28 {high) and oxygen
Saturation of 88% (low) on room aif, The nurse
documents that at 9:45 PM Resident #2 was
given 2 litefs of oxygen via nasal cannula,

On 5/16/14 the madical record indicates that at

F 167
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Continued From page 3

10:45 PM the night shift LNA informad the nurse
that the LNA had "found [Resldent#2] to ba
unrasponsive.” Tha nurse documanted that
he/she found Resldent #2 In absance of human
respanses, spontanepus breathing and absent of
heart rate for two full minuise.

Par review of the medical record thers was no
evidenca In the physiclan’s notes that Indicated
that Residant #2 had any resplratory lsgues. Par
ravlaw of the medica] recond a care plan meeting
was conductad on 5/16/14 at 10:20 AM.and that it
was noted at the meating that “over a week ago
thls patlent came down with s cold.”

Par ravlew of the notes, a late anlry note written
on 5/17/14 Indicates that the evaning ntirae at
7,00 PM recelved report that a call was placed to
Resldent #2'a physioian af the end of day shift
ralatad to shortness of breath on exertion,
whaszes and a cough and that it would he
followed up on the next day.

Per raview of the madical record a nurge sent a
fax to the physician on 6/16/14 at 1.02 PM that
Indiceted *patlants coid symptoms are a Iot
worse...Inspiratory and expiratory whenzes
throughout. The patlenl ie short of bresth with
minimal sxertlon. The psatient has congested
nonproductive cough. Just an FY1.* The fax was
dated by the primary physiclan on 5/10/14 and
sent back to the facllity that Indicated "Just
learned patient has dled."

Par reviaw of the med|cal record "a call was
placed to on-call physlclan at 12;15 AM, Infarming
physiclan of resident's death." Tha note Indicates
that the physlclen ceme to the facility and
pronauncad Rasident #2's passing at 1:30 AM.

F 157
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Continued From page 4

Per raview of the physiciana documentation thers
wag no svidence that the phyelclan was aware
that Resldent #2 had a change In condition -
refated to his/har respiratory status untll 5/17 at
1:30 AM when the on call physician decumantad
that "ee6 through nuree documantation of the
evants Ieading up to the death, reportedly
reg|dent had been having cold symptome of hacal
congastion, cough, whaezing and wae having
gome wheezing and was glven 02 at 2 litars,”

Per review of all the documentation providad by
ihe facility thera wag no avidance that the staff
notlflad Resident #2'a physiclan of the change In
reeplratory elatus from 6/8 to &/18/14,

Par raview of the facliity policy and procedure
\tled" Protocols for Phyelcian Nofiflcation”, the
policy Indlcatee to noflfy the physician when a
patiant presente with an acute change of
candltion (definad as sudden clinical important
deviation for a pstients basaline in physical,
cognitive, behavioral or functional domains) thet
may require the attentlon of the medical provider.
And that Cllnical importance mesans " deviation
that without intarvention may result in
complicatione or death ™

Per Interview on 5/21/14 with the Unit Manager
and the Director of Nursing, of all the nurses

documentation, physiclans documentation, faxes, {

care plan meeting documentation, end cere plan
the DNS and UM confirmed that Resldent #2 had
a change In condgltion from hls/her normal
baseline and that the physician should have baen
contacted and informed of tha change of
condltion and Inqulre ragarding medical

[ntarvantions to asslst Resldent #2. The DNS

F 157
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The resldent has the right, unless adjudgad
Incomipatant or otherwise found to be
Incapacitated under the laws of the Stala, to
particlpate in planning care and treatment or
changes in care and lreatment.

A comprahensive care plan muat be developad
within 7 days after the completlon of the
corprehensive asSessment, prepared by an
interdisciplinary team, that includes ths ettending
physician, a registered nurse with reaponslbllity
for tha resldent, and othar approprista staff In
dieclpiines as determined by the resident's needr,
and, o the axtent practicabie, the particlpation of
the rasident, the resident's famlly or the residant’s
legal represontative; and perlodically reviewed
and rovised by a team of qualifled pereons after
each assessment.

This REQUIREMENT is not met na evidenced
by .

Baged on recard review and staff interview the
faclilty fallad to ensure that a comprehensive care
plan was reviewed and revised for Resident #1 by

1.} Corrective Action for Individual Rowidants Affeoted
by Deficioncy- NA Realdent #] decensed

21} Identifying Othear Residents- The nucaber of rogident
affeoted by this deficicncy includca, potentislly 105
reaidonts.

3 )8ystemic Changos-

~ tmplemcnt * Full Rolicy & Prooedure’ which will includs
the proceas of implementing fall intervontion en cere plons
fallowing all Ialls.

« Trmplomant Ball Commlttee consisting of intardisciplinary
tonm embors (o review all falls and aid ity intoryantion
implementation.

- Unit Managors wlll sonduet 8 oare plan review aftor fally
to enture implernentasion of interyenticna,

- DNS/Unit Menager or designee will follow up with all
1alls reporied in the merning stand up muetng.

4.y Monitoring- Evaluation of prooess te become
permanent agandn ivain a1 Quarterly Quulity Assurbnec
meeting,

Faso foCacopked Chali dmgotuend

STATEMENT OF DEFICIENCIES (}1) PROVIDER/GUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: 4. BULDING COMPLETED
' ]
478017 B.WING 05/2112014
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, GITY, 8TATE, ZIF CODE :
30 PORTER DRIVE ‘
HELEN PORTER HEALTHCARE & REHAB _MIDDLEBURY, VT 05763
'8 P OF CORRECTI(O 8)
F(’,:E’FI'& (ﬁc?“o"é“r’?%ﬁéﬁﬁﬁ Eg igg&cgégcgﬁuu PRI!?HX <J§%§§§§m'f32 AGTI(?N sHoELDNBE comﬁgﬂou
TG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DAYE
DEFICIENCY)
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confirmed that from 5§/ to 6/16 numerous nurses
on all shifts documented the changes to restdent
condition and no one notlfled tha physician. The
DNS confirmed thel thers was no death
cartiflcata In the medical record that it had to stay
with tha deceased but that the Physlcian
indicatad the causa of death was & Upper
Reeplratory Infaction,
F 280 | 483.20(d)(3}, 483.10(k)(2) RIGHT TO. F 280
58=0 | PARTICIPATE PLANNING CARE-REVISE CP

0&/27/14

Ongoing

Ongoing

Ongolog

Qugaing
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1. Per review of the medlcal record, Resident #1

a team of qualified persons {o address current
needs around safety. The findings include;

wasg admifted to the facllity on 6/6/14 with
diagnoses that Include pathologlc neck fracture,
Parkineon's and demaentla. Per review of the
madlcal record and facility incident reports,
Resldent #1 fell on 10/19/13, 11/20/13, 12/1113
and 12/3/13. Al falls were recorded a8 o have
occurred from the resident's bad at varlous times
during the day and nighl. Per reviaw of the facillty
fall assessmant lools that wera completed on
Admisslon, and then 101913, 11/20/13, 12113,
and 12/3/13. All the agsasaments Indicate lhat
Resldent is at high risk for falla,

Per review of the comprehenaiva cere plan that
addresses the Resldent's rlsk for falle, it indlcetes
that Resident #1 Is at risk for falis. There was no
Indicatlon that the care plan had baen raviewed
and revised to meet Resldent #1's neads related
to frequent falle, and there was no evidence of
any supenvision Inltiated for this resident (o help
prevent reaccurrance frorm 8/30/13 to 12/12/13.

Per Interview with the Unit Manager (UM) on
512114, the UM raviawed the medical racord and
facllity incident reporis and confirmed that
Resldent #1 fall out of bed on the above dates.
Tha UM reviewed the progrese notes and Ingldent
raparte and confirmad thare was no evidenca that
the facility Inlervened atter sach fell for Resident
#1 to review the cere pien and develop
intarventlons to prevent reoccurrance, Per
Intarview the UM confirmed after reviewing the
cara plan that the care plan did not reflect
Resldenl #1's etatus related o falls and did nol

refiect any intarventlong lo prevent recccurrance.
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The UM conflrmed that there was no evidence of
supervision of Resident #1 to help prevent
reaccurrencs, and the UM indicated that the
12/5/13 updata to the care plan was relatad to the
quartardy review and not any falls and that none of
tha Interventions lIsted for 12/6/13 were diffarent
than those documented on 8/30/13,

Par interview with the Diractor of Nursing on
5/21/14, hefsha raviewed the medical record,
Incident reports and comprehansive care plan
and confirmed that there waa no evidence that
interventions wara put Into place after the falis on
10418, 11/20, 12/1, and 12/3/13 to help pravent
raocaurcance. Tha DNS confirmed that his/her
expectation ia thet each Incldent be reviawed and
interventions utliized to prevent reoccurrance,
The DNS confirmed that there waa no method of
supervigion used to aselst the resident to prevent
| reoccurrence of falis.

8ae alsp F323,
F 323 | 483.25(h) FREE OF ACCIDENT , F 323
58D | HAZARDS/SUPERVISION/DEVICES

-| The facllity must ensure lhat the resident
anvironment remeing as frae of accldent hezards
as 1s possible; and each resldent recelves
adequate suparvision and assistance devices to
prevent accidents,

This REQUIREMENT I8 not met as evidenced
by: :

Baned on record review and staff Interview the
facility failed to ensure that the resident J
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environmant for one resldent (Residant #1)
remains ag frae of accident hazards as is
pessible; and aach resident recelves adequate
supervision and assistance davicas to prévent
accldents. The findinga include;

1. Par review of the madical record, Raesidant 1
was admitted to the facllity an 6/9/14 with
diagnoses that Include patholagic neck fracture,
Farkinsen's and dementia. Fer review of the
medlcal record and facllity incldent raporig,
Resident #1 lell on 10/18/13, 11/20/13, 12/3/13
and 12/3/13. All falle ware racordad as lo have
occurred from the resident's bed at various timas
during the day and night. Per raview of the facliity
fall assesement tools that ware completed on
Admieslon, and then 10/18/13, 11/20/13, 12/4/13,
and 12/3/13. All the assessments Indicata that
Resident fa at high risk for falia.

Par raview of the comprehensiva cara plan tha
addraszes the Resident's rliek for falis, it Indlcates
that Resident #1 is at risk for falls. There was no
indication that the care plan had baen reviewed
and revised to mee! Resldant #1's needd related
{o frequant felis, and thare was no evidence of
any supervision inltiated for this reaident to help
prevant reoccurrence from 8/30/13 to 12/12/13.

Per interview with the Unit Manager (UM) on
5/21/14, the UM reviewad the medical record and
facility Incident reports and conflrmed that
Resident #1 fell ouit of bed on the sbove dates.
The UM reviewed the progress notes and Incident
reports and confirinad there was no evidence that
the facility intervaned after each fall for Resldent
#1 to review tha care plan and develop
interventlons to prevent reoccurrence. Per
intarview the UM confirmed after reviewlng the
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1.} Correotive Actlon for Individual Regidents Affected
by Deficiency- NA Residant #] deceasad :

2.} 1dentifying Othax Residenty- Tho numbar of roaldent
affected by this deficicncy ineludes, potentially 105
rosidenta. '

3.)8ymemic Changos-

- Implensent * Fall Poliay & Procedurs” which will include
the process of inplomenting fell intervention on onro plina
following all falla.

"|- implement Fali Commitee consiating of intordiaciphinmey
team membera to review all falla and aid in intervention
implamontation.

- Unit Managers will conduet 2 caxe plan review after falls
ta enaure implamaontation of nterventions.

~ DNS/Urut Manager or designoc will follow up with il
IMl1s reported in the meming sland up mecting.

4.} Monltoring- Gvaluation of process 1o becomo

pormenant agenda itern &t Quanerly Quality Assurance
Ineeting.

F333 100 accegked halng pmetapd

06/27/2014
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Ongoing

Ongoing

Ongoing
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cere plan that the care plan did not refiact
Rasldant #1's status related lo falis and did not
reflect any interventions lo prevent reaccurrence.
Tha UM conflrmed that there was no evidence of
supervislon of Resldent #1 to help prevent
reocourrence, and the LIM indicated that the
12/5/13 update o the care plan was rajated (o tha
quarterly review and not any falls and that nona of
ihe Interventlons listed for 12/5/13 were different
than those documantsd on 8/30/13,

Par Interview with the Director of Nursing oh
5/21/44, he/she raviawed the medical racord,
Incident reports and comprehenglve care plan
and confirmed that there was no avidence that
Interventions were put Into piace after the falls on
10/14, 11/20, 121, and 12/3/13 to help prevent
recccurrance. The DNS confirmed that hisfher
expactation is thet each incldent be reviewed and
interventions ulilized to prevent recccurrance,
The DNS confirmed that there waa no method of
supervision used (o asslst the resldent to prevant
reoccurranos of falls,

Fa23
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