7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

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

Voice/TTY (802) 871-3317

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

March 2, 20156

Ms. Christine Scott, Administrator
Mayo Healthcare Inc.

71 Richardson Ave

Northfield, VT 05663-5644

Dear Ms. Scott;

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 10, 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,

NUNRIT N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F000| The submission of this plan of
: correction does not imply agreement
An unannounced on site re-certification survey with the existence of a deficiency. It
was conducted by the Division of Licensing and is submitted in the spirit of
Eroﬁectlo‘n on 2/9/15 thrDu'gh .2/10/15. The cooperation, to demonstrate our
| findings include the following: . ” tinued
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO Fogo|  Ccommitment {0 continue
$5=D | PARTICIPATE PLANNING CARE-REVISE CP improvement in the quality of our

. - resident’s lives.
The resident has the right, unless adjudged
incompetent or otherwise found to be F-280 For the two residents

incapacitated under the iaws of the State, o™ - . .
participate in planning care and freatment or identified, the Care Plans have been

changes in care and treatment. updated and revised to reflect each
fall and any further fall prevention

A comprehensive care plan must be developed interventions deemed necessary for

within 7 days after the completion of the each individual. Of the four falls

comprehensive assessment; prepared by an

interdisciplinary team, that includes the attending that sustained injury none of these

physician, a registered nurse with responsibility injures were serious. On 02/10/15 @
for the resident, and other appropriate staff in - 2:30 PM when staff asked # 10 to
disciplines as determined by the resident's needs, “come with me”. resident

and, to the extent practicable, the participation of
{ the resident, the resident's family or the resident's

demonstrated the ability to stand

legal representative; and periodically reviewed independently without assistance or
| and revised by a team of qualified persons after cues, so no further assistance or cues ..
each assessment. | were given. An order for Physical

Therapy evaluation was received on
| 02/11/15 for recent increase in falls
Py and possible decrease in gait/balance

| This REQUIREMENT is not met as evidenced for Resident #10 and an order for

oy . N Physical Therapy evaluation was
Based on record review and interviews the -ved on 01/06/15 £ t fall
facility failed to revise the care plan for 2 of 4 received on U1/UO/ L) Tor recen 1alls
applicable residents in the survey sampie. and gait training/endurance for
(Resident #10 and 21) Findings include: Resident #2.

1. Per record review, Resident #10 was identified |

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE V(X5) DATE

e (Sml , A*&NLAIEVL{“N_ 2—/23/15
Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be-excused from corfecting providing it is determined that
other safeguards provide sufficient protectian to the patients. (See instructions.) Except far nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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' as being at ‘high-risk’ for falls and for having a
i recent fall. Per review of the MDS [minimum data

set] for the last two quarters, from September
2014 through February 2015, the resident had
four (4) falls per quarter. Of the total eight falls,
four were with injuries sustained and four were
without injuries. Per review of the care plan
initiated on 05/06/14 has as a goal 'will sustain no
serious injury refated to fall... will benefit from
assistance with mobility'. The interventions are
noted as the bed against wall, use of half rails for
repositioning, assist with transfer using wheeled
walker as needed, full weight bearing and
unsteady on [his/her] feet, make sure [s/ he]
wears proper footwear and walkways are clear so
[s/ he] can ambulate on own, can use wheel-chair
for long distance, check pain each shift, has
code alert for exit seeking, provide call bell within
reach and instruct its use.

The Resident Incident Log on 12/12/14 notes 'try
and make sure area is free of clutter and
roommate belongings are put away.' This
information was not revised on the care plan. In
addition, although on 07/28/14 the care plan
notes needs frequent cueing’, it is not specific as
to what kind of cueing. Per observation on
02/10/15 at 2:30 PM staff stated to the resident,
who was sitting near the nursing station, "come
along with us”, however, no further assistance or
verbal cueing for a upright position was
presented. Perinterview an 02/10/15 at 3:37 PM
the Physical Therapist confirmed that four falls a
quarter is a lot and there should've been
re-evaluation befare that.

2. Per review of the facility's 'Falls: Past-Fall
Policy', procedures in the policy include

All residents have the potential fo be
affected by the same deficient
practice. Documentation of fall
prevention interventions will be
updated and recorded on all Resident
Incident logs and each individual
care plan. When no further
interventions are indicated the care
plan will include the date and a
written notation indicating that it has
been reviewed and remains current.
All licensed RN/LPNs will attend a
Mandatory In-Service education
session to review our current policies
and procedures pertaining to this
issue conducted by our Staff
Development Coordinator or
designee.

All Resident Incident logs will be
audited by the DNS or designee to
assure that each individual care plan
has been reviewed and/or revised.
Any omissions will be corrected.
Further education will be provided to
any RN/LPN involved.
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F 280 | Continued From page 2 F280{ All Resident Incident logs are
"document incident and interventions in the presented at Mayo’s Quality
' medical record” and “review and revise the Care Assurance meetings and reviewed by
| Plan as necessary after each fall to develop . : . e Medical
strategies to minimize the likelihood of additional the conm“tteeullnduglﬁg th I\(f. sl
' falls”. Per record review Nursing Notes for Dlrectf)r. Results of these audits wi
' Resident #21, they record falls on 12/30/14, : be reviewed by the Quality
112115, and two falls on 1/5/15. There are no fall | Assurance Committee. The
- prevention interventions listed in the Nursing - : frequency & duration of further
| Notes. . audits will be determined by the
Per interview with the Unit Manager [UM] on- committee.
2/10/15 at 1:30 P.M. Care Plan interventions are
reviewed after each fall at a clinical meeting, with Corrective action will be completed
the information passed on verbally and in a shift by 03/20/15
report. The UM confirmed that Resident #21's Fﬁ‘gb POC acepted 24auhis mbetvadn] o
Care Plan does not specifically address falls and F-323 For the tw {dent
there is no documentation that any interventions oA orthe ,0 1:es.1 ents
in the care plan were reviewed regarding identified, each individual has been
preventing additional incidents after the fall on evaluated by Physical Therapy to
12/30/14 and the first fall on 1/5/15. The UM also determine the best
confirmed that the fall on 1/2/15 is not recorded . : :
anywhere in Resident#21's Care Plan. mte'rvent}ons/strategles to prevent
accidents. These
! | interventions/strategies have been
| Also see F323. ] implemented and documented on the
F 323483 25(h) FREE OF ACCIDENT F323| jndividual care plans and reviewed

$$=D, HAZARDS/SUPERVISION/DEVICES

+ The facility must ensure that the resident ;
1 environment remains as free of accident hazards
: as is possible; and each resident receives

: adequate supervision and assistance devices o
! prevent accidents.

|

|

This REQUIREMENT is not met as evidenced

* by the Interdisciplinary team.

All residents who are assessed to be
“high risk” for falls have the
potential to be affected by the same
deficient practice. Since falls are
expected with this population;
especially those who choose to
remain as independent as possible,
Mayo will request Physical Therapy
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F 323 | Continued From page 3 F 323| and Occupational Therapy
by: cvaluations to assess and provide fall
Based on staff interview and record review, the prevention methods such as gait
facility failed to ensure 2 of 4 applicable residents i uscle strengthenin,
in the sample (Residents #10 & #21) received training, m 0 ﬁit dent &
adequate evaluations and supervision or exercises as wel. as Ireq .
interventions/strategies to prevent accidents. supervision/monitoring, appropriate
- Findings include: footwear, a clutter free environment,
| . S e assistive devices as appropriate, etc.
. 1. Resident #10 was identified as being at
. 'high-risk’ for falls and for having 8 falls [four with .
injury] from September 2014 to February 2015. All‘res1dents who are gssessed to be
i Although neurplogical monitoring was noted after at risk for falls will be included ina
i each of the falls, there is no documentation that Quality Assurance study to assure
| directs resources to address safety concerns. that each individual receives the
! The Fall incident report/post fall assessment . . :
dated 12/11/14 and 12/12/14 was completed by appropriate sCrecning a"flg eva}‘}uaugn
the Licensed Practicat Nurse (LPN) and was to remain as free of accident hazards
noted to be reviewed by the Registered Nurse as possible.
(RN) on 12/15/14 and Director of Nurses (DNS)
Oguggggs?[gis t-gher:fgﬁ’:t ?uthfr\éef:ﬁ:'?s"g:ttggl Results of this study will be
P : : : ,
reviewed in clinical care" and "further rewews:d by the Quality Assurance
recommendations”, which were all left blank and Committee. The frequency &
not documented that these areas were duration of further studies will be
addressed. determined by the committee.
Per interview on 02/10/15 at 12:55 PM with the . . b leted
DNS, sihe stated that "falls are expected because Corrective action will be comp:eie
the resident] wants to be independent, but we by 03/20/15.
' toilet, do frequent checks, make sure there is L i
- appropriate footwear, we think there are no other | 233 foc Alefhed 2|15 MBedvandt A oL
' interventions as [the resident] wants to ambulate”. :
' Sthe further stated "we review residents weekly in ;
' clinical care meetings”, but confirmed there is no
* documentation in the chart of the results or !
: discussions regarding the resident's safety. Per
interview on 02/10/15 at 3:37 PM the physical
i therapist acknowledged that 4 falis a quarter is a
| lot and there should've been an evaluation before
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[this quarters review].

2, Per review of the facility's 'Falls: Post-Fall
Pulicy', procedures in the policy include
"document incident and interventions in the
medical record"” and "review and revise the Care
Plan as necessary after each fall to develop
strategies to minimize the likelihood of additional
: falls”. Per record review Nursing Notes for

| Resident #21, they record falls on 12/30/14; |
i 142115, and two falls on 1/5/15. There are no-fall
prevention interventions listed in the Nursing

; Notes.

| Per interview with the Unit Manager [UM] on
211015 at 1:30 P.M. Care Plan interventions are
reviewed after each fall at a clinical meeting, with
the information passed on verbally and in a shift
report. The UM confirmed that Resident #21's
Care Plan does not specifically address falls and
there is no documentation that any interventions
in the care plan were reviewed regarding
preventing additional incidents after the fall on
12/30/14 and the first fall on 1/5/15. The UM also
confirmed that the fall on 1/2/15 is not recorded
anywhere in Resident #21’s Care Plan.

Also see F280.
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