& ~ VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Diviston of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http:/fiwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

October 25, 2012

Ms. Judy Morton, Administrator

Mountain View Center Genesis Healthcare
9 Haywood Avenue

Rutland, VT 05701

Dear Ms. Morton:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 9, 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,

SSUNRIN

Pamela M. Cota, RN
Licensing Chief
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A. BUILDING
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of correction does not

(X4 1D SUMMARY STATEMENT OF DEFICIENGCIES i o PROVIDER'S PLAN OF CORRECTION [%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX {EACH CORRECTIVE ACTION SHOULD BE " COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG CROSS-REFERENCED TO THE APPROPRIATE _ DATE
: DEFICIENCY) !
| o | |
{F 000} | INITIAL COMMENTS {F 000} The Center’s filing of this plan ‘
|
|

The Division of Licensing and Protection constitute an admission to any
conducted an unannounced revisit survey on I I

| 10/9/12. One regulatory deficiency remains | of the alleged citations set forth |
" uncorrected from the annual recertification : in this statement of deficiency.
- survey. = : The Center files this plan of
{F 279}, 483.20(d), 483.20(k)(1) DEVELOP {F 278} ti ; !
c5-n. COMPREHENSIVE CARE PLANS correcrlon as.ev:dence of the !
Center's continued compliance

with all applicable federal and
state laws and reguiations.

! A facility must use the resuits of the assessment
 to develop, review and revise the resident's
. comprehensive plan of care.

' The facility must develop a comprehensive care
! plan for each resident that includes measurable
objectives and timetables to meet a resident’s
" medical, nursing, and mental and psychosociai
' needs that are identified in the comprehensive

i assessment.

Resident #125 discharge care , /00[ (7
plan was created.

Care plans were audited to
ensure discharge care pians are

' The care plan must describe the services that are !

. to be furnished tp attain or maintain the resident's - in piace for patients with an

. highest practicabie physical, mental, and : active discharge plan and no

" psychosocial well-being as required under
§483.25; and any services that would otherwise .
be required under §483.25 but are not provided ‘ !

_due to the resident's exercise ¢f rights under : ; |

- §483.10, including the right to refuse treatment

_under §483.10(b}{4). ' Social Service staff to receive

| ! : education regarding care plan

 This REQUIREMENT is not met as evidenced | entries for residents with an
by . _ | active discharge plan.

. Based on record review and staff interview the . |
 facility failed to use the results of the : i
comprehensave assessment to develop a |
CD mprehensive plan of care for bne resident _
(Res&dent #125) in a sample of 3 residents. f !

LABORATORY RIRECTO IDER/SURPLIER EPRESENTAT!VESSIGNATURE TITLE (XG}DATE_
08
. 2u , i 01912

Any deficiency temgnt ending W|th an as(erisk {*) denotes a deficiency which the msmution may he excused from correcting providing it is determined that
other safeguards|provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the datd of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 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.

other residents were affected.
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SUMMARY STATEMENT OF DEFICIENCIES :

D i PROVIDER'S PLAN OF CORRECTION

(X5)

X0 |
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[ .
{F 279} * Continued From page 1 | {F 278},

Findings include: |

. Per record review Resident #125 (R#125) was

admitted to the facility on 9/6/12 from an acute
hospital stay for a fall and fracture of histher Left
Lower Extremity (LLE). S/he was admitted to the

* Therapeutic Care Unit (TCU) which is, primarily, a-
-short term rehabilitation urit. The record contains .
" two Social Services Assessments dated 9/20/12

“and 10/2112. In both assessments, in section ,
- Q300, the question (#Q4C0C0A) "Is active discharge |
i planning already occurring for the resident to ;

return to the community?” is answered yes. In |
the 5 Day Admission MDS (comprehensive i

- assessment) dated 9/20/12 and the 30 Day MDS |
" dated 10/4/12 in section Q300, the question !
- (#Q400A} "5 active discharge planning afready |
. occurring for the resident to return to the I
. community?” is answered yes.

Ina review of the initiai care plan dated 9/7/12 |
- and the comprehensive care plan dated 8/1712

. there is no Discharge (Planning) Care Plan in !
f gither Care Plan. There are also no discontinued |
' Discharge Care Plans for this admission found in

. two Social Workers confirmed that the Social
Services Assessments state that the resident
: intends to return home and that there is an active
. discharge plan in place, They also confirmed that

the record. 1n an interview on 10/9/12 at 1:40 PM

there is no discharge care plan in the record.

In an interview at 1:55 PM the Director of Nursing

! Services {DNS} confirmed that there is no .
| Discharge Care Plan in the record. Both the DNS
-and the Nurse Navigator for the TCU confirmed

I

that np "Discharge Book" (the discharge plan)

has been opened for this resident.

Administrator will moniter for
care plan entries weekly x 4
then monthly for 3 months. The
findings of these audits will be
reviewed at CQl committee.

Oversight: Administrator
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