
~YERMONT
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
VoicelTTY (802) 871-3317

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

July 6,2012

Ms. Judy Morton, Administrator
Mountain View Center Genesis Healthcare
9 Haywood Avenue
Rutland, VT 05701

Dear Ms. Morton:

Provider #: 475012

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on June 13, 2012. 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,

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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F 000 INITIAL COMMENTS

An unannounced on-site complaint investigation
was conducted on 6/13/12 by The Division of
. Licensing and Protection In response to a facility
: self-reported emergency discharge, During the
course of the investigation regulatory violations
were identified. The findings include:

F 201. 483.12(a)(2) REASCNS FCR
SS=D TRANSFERIDISCHARGE CF RESIDENT

The facility must permit each resident to remain in
the facility, and not transfer or discharge the
resident from the facility unless the transfer or
discharge is necessary for the resident's welfare
and the resident's needs cannot be met in the
facility;

F 0001

F 201

Mountain View Center provides
this plan of correctiol1 without
admitting or denying the validity
or existence of the a.lleged.
deficiencies. The Plan of
Correction is prepared and
executed solely because it is
required by federal and state law,

Resident # 1 was discharged
home under the care of her
family.

The transfer or discharge is appropriate because
the resident's health has improved sufficiently so
the resident no longer needs the services
provided by the facility;

No other residents have been
discharged at the direction of the
facility.

The safety of individuals in the facility is
endangered;

The health of indrviduals in the facility would
otherwise be endangered;

Theresident has failed, after reasonable and
appropriate notice, to pay for (or to have paid
under Medicare or Medicaid) a stay at the facility.
For a resident who becomes eligible for Medicaid
after admission to a nursing facility, the nursing
facility may charge a resident only allowable
charges under Medicaid; or

Center will audit discharges that
the facility initiates to ensure
education a.ndwritten notice of
dischal'ge is provided to
resident/responsible party on
their rights to appeal and the
resident's ability to rem.ain in
facility during the appeal
process.
Audits will be brought to CQI
monthly x 3

. The facility ceases to operate.

Any deficiency statement ending th an asterisk (j denotes a defidency which the Institution may be excused from correcting providing it is determlnad that
other safeguards provide sufficient otection to the patients, (See instructions.) Excepl for nursing homes, lhe findings staled above are disclosBble 90 days
following the dale of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plt'lns of corredlon are dl9clo~able 14
days following the date these documents arElmade F,lvailable to the facility. If deficiencies are cited, an approved plan of correctIon is requisile to continued
program participation. .
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ThIS REQUIREMENT is not met as eVIdenced
by:
Based on record review and staff interview, the
facility failed to permit one applicable resident

I
(Resident #1) to remaIn in the facility and not be .
transferred or discharged from the facility unless'

I
the discharge is necessary for the resident's
welfare and the resident's needs cannot be met
, by the facility. The findings include:

1. Per record review on 6/13/12, Resident #1 was
• admitted to the facility on 5/23/12 for short term
rehabilitation, Resident#1's diagnosis included;
Dementia, atrial fibrillation, syncope with falls, and
orthostatic hypotension. The Nurses Notes (NN)
indicate that Resident #1 had a rapid progression
in his/her dementia, was unable to remain at
home and had numerous hospitalizations~

Center staff will be educated on
policy al1d regulation of
discharges being initiated by
facility.

Oversight: Adm.inistrator

Per review of the facility physicians progress note
dated 5/24/12, the physician indicated that
Resident #1 had new onset dementIa that was
progressing rapidly. Resident #1 was noted to be
ih need of long term living situation because
Resident #1 was non compliant with care and
medications when at home and that Resident
#1's spouse also had significant memory loss and
this complic~ted the care at home. Per Social
, Service (SS) notes on 5/24/12 at 2;55 PM, .
Resident #1 was moved to the secure dementIa
unit and a secure care bracelet was applied
related to Resident #1'5 verbalization of wanting
to leave the facility. Per NN dated 5/25/12 at 7:00
PM, Resident #1 became agitated, with an
increase in exit seeking behaviors when husband
.was at facility Visiting Resident #1, The NN
indicate that on 5/25/12 at 8:50 PM, Resident #1

FORM CMS-2587(02-SQ) Previous Vel'9iona Ob~Qlele Event ID: VJP011 Facility ID: 475012 If contInuation sheet Page 2 of 10
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'continued From page 2 F 201

was exhibiting increased exit seeking behavior,
I refusing to eat, family was in visiting and needed

I
to be distracted by staff so family could leave the
facility. PerNN on 5/26/12 at 9:12 AM, Resident

I
#1 was "asking to leave". The NN indicate that
Resident #1 was displaying increased exit

I
seeking behavior, stating that he/she was going
to "call the police" and stating "I don't live here."
The NN also indicate that Resident #1 was ••
standing watching exit doors for someone to open
them." Per NN, Resident #1 placed on 15 minute
checks and secure care bracelet was in place.
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Per the NN dated 5/26/12 at 6:14 PM,Resident
#1 continues on 15 minute monitoring, Resident
#1 agitated, exiting seeking pacing the halls and
Resident #1 was in dining room looking out the
window. Staff reported 10 minutes later Resident
#1 could not be found. Administrator and police
were notified. Resident #1 was returned to facility
by local police. Resident #1 's secure care
bracelet was found on the ground', outside
Resident #1 's bedroom window. Resident #1 was
evaluated by the Nurse Practitioner (NP) on
5/26/12 and no injuries were found. Resident #1
stated that he/she would leave again if he/she
needed to.

On 5/26/12 Resident #1 's family.met with the NP
and staff nurse and were informed by the NP that
.the facility Administrator had indicated that the
family needed to take resident home, and that the
Administrator had indicated that the facility could
not meet the needs of Resident #1. Per NN,

j medications were reviewed with the family and
Resident #1 and family left the facility that same
evening. Per review of the medical record there
was no evidence that Resident #1 or Resident

FORM CMS-2567{02-99) Prevlolis Versions Obsolelo EV9nt 10: VJP011 Facility ID; 475012
I

If continuation sheet Page 3 of 10



PRINTED: 06/26/2012
FORM APPROVED

OMS NO 0938~0391

If continuatit?" sheet Page 5 of 10Fllciliry ID: H5012Evon! JD:VJP011

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

FORM CMS-?567(02-99) Prevlolls Versions Obsolete

STATEMENT OF DEFICIENCIES (X1) PROVIDERlSUPPLIER/CllA (X2) MUI. TIPLE CONSTRUCTION (X3) DATE SURVEYAND PLAN OF CORRECTION IDENTIFICATION NUMBER:
COMPLETEDA BUILDING

C475012 B. WING
06/13/2012NAME Or: PROVIDER OR SlJPPUE;R

STREET ADDRESS, CITY. STATE, liP CODE

MOUNTAIN VIEW C~NTER GENESIS HEALTHCARE 9 HAYWOOD AVENUE

RUTLAND, vr 05701
(X4) ID I SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)PREFIX I (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFi>( (EACH CORRECT/VI:; ACTION SHOULD BE COMPLETIONTAG REGUlATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFF.RENCED TO T~IE APPROPRIATE DATEi DEFICIENCY)

F 201 I Continued From page 4 I I

I
F 201I inform the family that Resident #1 had to be .

discharged from the facility because of the

II resident's "intense desire to leave, physical ability
to leave the building and statements made by

I [Resident #1] that he/she would do it again, and
that the facility could not ensure [Resident #1's]
) safety." The Administrator and DNS confirmed
that no written notice of discharge was provided
to Resident #1 or his/her family prior to discharge
indicating when, why and where Resident #1
would be discharged and that Resident #1 was
not provided with education of hislher rightsI regarding discharge and ability to challenge the
discharge decision.

---- --- -- -- .... '" . .,.--F 203 483.12(a)(4)-(6) NOTICE REQUIREMENTS

I
F 203

Resident # 1 was dischargedSS""D [ BEFORE TRANSFERIDISCHARGE
home under the care of herI Before a facility transfers or discharges a family.

resident, the facility must notify the resident and,

z.,if known, a family member or legal representative
No other residents have been ~'U.(of the resident of the transfer or discharge and
discharged at the direction of thethe reasons for the move in writing and in a

language and manner they understand; record facility.
the reasons in the resident's clinical record; and
include in the notice the items described in

Center will audit discharges thatparagraph (a){6) of this section.
the facility initiates to ensure

Except when specified in paragraph (a)(5)(ii) of education and written notice of
, this section, the notice of transfer or discharge discharge is provided to
required under paragraph (a)(4) of this section resident/responsible party on
must be made by the facility at least 30 days

their rights to appeal and thebefore the resident is transferred or discharged.
resident's ability to remain in

1 Notice may be made as soon as practicable facility during 1he appeal
before transfer or discharge when the health of process.
. individuals in the facility would be endangered Audits will be brought to CQII under (a)(2)(iv) of this section; the resident's

monthly x 3i health improves suffiCiently to allow a more
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immediate transfer or discharge, under paragraph
I (a)(2)(I) of this section; an Immediate transfer or
discharge is required by the resident's urgent

I
medical needs, under paragraph (a)(2)(ii) of this
section; or a resident has not resided in the
I facility for 30 days.

I

The written notice specified in paragraph (a)(4) of
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone number
of the State long term care ombudsman; for
nursing facility residents with developmental
disabilities, the mailing address and telephone '
number of the agency responsible for the
protection and advocacy of developmentally
disabled individuals established under Part C of
the Developmental Disabilities Assistance and Bill
of Rights Act; and for nursing facility residents
who are mentally ill, the mailing address and
telephone number of the agency responsible for
the protection and advocacy of mentally ill
individuals established under the Protection and
Advocacy for Mentally III Individuals Act.

F 203
_.,_.. . .._._ _-_ _ __ .
Center staff will be educated on
policy and regulatioll of
discharges being initiated by
facility.

Oversight: Administrator

fa()3 ~oc.~ 1l3\l'2.
~~C2.t" ~

This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview the
facility failed to provide written notlce of
involuntary discharge of one resident (Resident
#1) from the facility and failed to ensure that the
resident understood their right to appeal theI action to the State. The findings Include:

FORM CM5-2567(02."g) Previous Verslon& Obsolete Event IP;\lJP011 Faclilty 10; 415012 If continuation sheet Page 6 or 10
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1, Per record review on 6/13/12, Resident #1 was .

I
admitted to the facility on 5/23/1.2 for short term I
rehabilitation. Resident #1 's diagnosisincruded;
Dementia, atrial fibrillation, syncope with falls, and

\

orthostatic hypotension, The Nurses Notes (NN)
indicate that Resident #1 had a rapid progression
In his/her dementia and was unable to remain at
home and had numerous hospitalizations.

F 203

Per the NN dated 5/26/12 at 6;14 PM, Resident
#1 continues on 15 minute monitoring, Resident
#1 agitated, exiting seeking pacing the halls and
Resident #1 was in dining room looking out the
. window, Staff reported 10 minutes later Resident
#1 could not be found. Administrator and police
were notified, Resident #1 was retumed to facility
by local police. Resident #1 's secure care
. bracelet was found on the ground, outside
i Resident #1's bedroom window. Resident #1 was
evaluated by the Nurse Practitioner (NP) on
5/26/12 and no injuries were found. Resident #1
stated that he/she would leave again if he/she
needed to, On 5/26/12 Resident #1's family met
with the NP and staff nurse and were informed by
the NP that the facility Administrator' had indicated
, that the family needed to take resident home that
the Administrator had indicated that the facility
could not meet the needs of Resident #1, Per NN
medications were reviewed with the family and
Resident #1 and family left the facility that same
evening. Per review of the medical record there
was no evidence that Resident #1 or Resident
#1 's family received any education or paperwork
regarding why Resident #1was being discharged
trom the facility and Resident #1'5 rights
regarding challenging the discharge decision.

Per interview with on 6/13/12 at 11: 15 AM with

FORM CMS.2li67(02-99) PrevlQus Versions Obsolete Event ID;VJP011 FaellllY ID: 475012 If continuation sheet Page 7 of 10
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the facility Administrator, Director of Nursing
Services (DNS), Social Service Director (SSD),
Social Service Worker (SSW) and Admission

I Coordinator (AC) the facility Administrator
confirmed that he/she gave the directive via

I telephone on 5/26/12 to the NP to inform the
family that Resident #1 had to be discharged from

I
the facility because of the resident's "intense
desire to leave, physical ability to leave the

I
building and statements made by [Resident #1}
that he/she would do it again, and that the facility

I
could not ensure [Resident #1's] safety." The
Administrator and DNS confirmed that no written
notice of discharge was provided to Resident #.1
or I,is/her family prior to discharge indicating
when, why and where Resident #1 would be
discharged and that Resident #1 was not
provided with education of his/her rights
regarding discharge and ability to challenge the
discharge decision.
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3,14 Transfer and Discharge
(g) Discharge to community setting. No resident

I
appropriate for nursing home care may be
discharged to a community setting against his or
her will. A facility must document that a resident
voluntarily discharged to a community setting
understood fully all options for care and
understood fully the right to refuse such a
discharge,

I The REQUIREMENT is NOT MET as evidenced
r by:

\ Based on record review and staff interview the
i facility failed to document and assure that a
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resident discharged to a community setting
. understood fully all options for care and
..understood fully the right to refuse such a
discharge for one resident (Resident #1). The.
findings include:

1. Per record review on 6/13/12, Resident #1 was
admitted to the facility on 5/23/12 for short term
rehabilitation. Resident #1'5 diagnosis included;
Dementia, atrial fibrillation, syncope with falls, and
orthostatic hypotension. The Nurses Notes (NN)
indicate that Resident #1 had a rapid progression
in his/her dementia and was unable to remain at
home and had occurred numerous
hospitalizations.

Per the NN.dated 5/26/12 at 6:14 PM, Resident
#1 continues on 15 minute monitoring, Resident
#1 agitated, exiting seeking pacing the halls and
Resident #1 was in dining room looking out the
window. Staff reported 10 minutes later Resident
#1 could not be found. Administrator and police
were notified. Resident #1 was returned to facility
by local police. Resident #1's secure care
bracelet was found on the ground, outside
Resident #1'5 bedroom window. Resident #1 was
evaluated by the Nurse Practitioner (NP) on
.5/26/12 and no injuries were found. Resident #1
• stated that he/she would leave again if he/she
needed to. On 5/26/12 Resident #1's family met
with the NP and staff nurse and were informed by
the NP that the facility Administrator had indicated
that the family needed to take resident home that
the Administrator had indicated that the facility
could not meet the needs of Resident #1. Per NN
medications were reviewed with the family and
Resident #1 and family left the facility that same
evening. Per review of the medical record there

F9999
.- . , ..- ,--- ._-

Resident # 1was dischatged
home under the care of hel:
family.

No other residents have been
discharged at the direction of the
facility.

Center will audit discharges that
the facility initiates to ensure
education and writtel1 IJotice of
discharge is provided to
resident/responsible party on
their rights to appeal and the
resident1s a.bility to remain in
, facility dwing the appeal
process.
Audits will be brought to CQI
monthly x 3

Center staff will be educated on
policy and regulation of
discharges being initiated by
facility.

Oversight: Administrator

f1'l" Poe..~ 113\11-
~{1tJ\~
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F9999 Continued From page 9
was no evidence that Resident #1 or Resident
#1's family received any education or paperwork
regarding why Resident #1 was being discharged
• from the facility and Resident #1's rights
regarding challenging the discharge decision.

F9999

Per interview with on 6/13/12 at 11: 15 AM with
the facility Administrator, Director of Nursing
Services (PN8), Social Service Director (S8D),
Social Service Worker (SSW) and Admission
. Coordinator (AC) the facility Administrator
confirmed that he/she gave the directive via
telephone on 5/26/12 to the NP to inform the
family that Resident #1 had to be discharged from
the facility because of the resident's "intense
, desire to leave, physical ability to leave the
building and statements made by [Resident #1]
that he/she would do it again, and that the facility
I could not ensure [Resident #1'5] safety." The
Administrator and DNS confirmed that no written
notice of discharge was provided to Resident #1
or his/her family prior to discharge indicating
, when, why and where Resident #1 would be

I
discharged and that Resident #1 was not
provided with education of his/her rights

I
regarding discharge and ability to challenge the
discharge decision.

!
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