”~~ 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

January 31, 2013

Mr. John Danforth, Administrator

Redstone Villa

7 Forest Hill Drive

St. Albans, VT 05478-1615 Provider #: 475055

Dear Mr. Danforth:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on January 3, 2013. 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,

) Lt 1)

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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X4) 0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L8
EACH DEFICIENCY MUST BE PRECEDED BY FULL REFIX (EACH CORRECTIVE ACTION SHOULD BE ton
- P?ng R(Eeufmros'w OR LSC IDENTIFYING INFORMATION) -Pms CROSE-REFERENCED TO THE ARPROPRIATE l:ﬁ :
] ‘ . DEFICIENCY)
| F 000 | INITIAL COMMENTS F GO0 ||| Redstone Vilia, (the "Provider) submits this plan of
corection, (POC), In accordance with specific
An unannounced on-site complaint investigation regulatory requirement. t sgall 22: be W"b;"”"d
was conducted by the Division of Licensing and as an admission of any alleged deficiency ciled.
Protection from 1/2/13 to 1/3/13. There were The Provider submits this POC with the intention
State and Federal Regulatory violations, that it be inadmissible by any third party any civil or

§8=D

: known, notify the resident's legal representative

| physical, mental, or psychasocial status (i.e., a

(INJURY/DECLINE/ROOM, ETC)

A facility must immediately.inform the resident
consuit with the resident's physician; and if

or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's

deterioration in health, mental, or psychosogial
status in sither life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a). '

The facility must aiso promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a

| inadmissible in any proceadings an that basis.

employes, agent, officer, director or shareholder of
the Provider. The Provider hereby reserves the
right to challenge the findings, that are relied upon
to adversely infiuence or serve as a basis, in any
way, for the selection and / or impositien of future
remedies, or far any increase in future remedies,
whather any such remadies -are Impased by the
Centers for Msdicare and Medicaid Services
('CMS"), the State of Vermont or any ather entity.

Any changes lo Provider Policy or Procedure
shauld be considered to he subsequent remedjal
measures as that concept is employed in Rule 407
of the Federal Rules of Evidence and should be

change in room or roommate assignment as ‘Resident #1 was not affeoted by f-‘ l § )

specified in §483.15(e)(2); or a change in this deficient prectico. w

resident rights under Federal or State Jaw or 2.How siki Yol 4adeg

regulations as specified in paragraph (b)(1) of i

this section. NEUIZ ZTACS Rums

e - L ... — All Besideny h m R U IS

——Fhe-fadi| drcally updare | chenge have the potential {o be / / % / p

the address and phone number of the resident's uffected by this deficient TETT

legal representative or interested family member. Jpclice. —_—
BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TLE (A

- 33

\

y deficiency statement ending with an aslen';k (*) denoctes a deficiency which the institutlon may be excused from corracting providing it is determi

1er safeguards provide sufficient pratection to the patients. (See instructions.) Except for nursing hemes, tha findings stated above are disciosablp 0

owing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclo
ys following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to ca
'gram participatian.
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* DEPARTMENT OF HEALTH AND HUMAN SERVICES FoRM AIPRQVED .
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. (@38-D391 -
STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURREY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLET
A. BUILDING c
475055 B WING 01/03/§013
NAME OF FROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7 FOREST HILL DRIVE
REDSTONE VILLA ST ALBANS, VT 05478
(X4) ID SUMMARY STATEMENT OF OEFICIENCIES iD PRQVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE Tk ON
TAG REGULATORY OR L SC IDENTIFYING (NFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE 3
: DEFICIENCY)
) [ 3. What meanares will be put
F 157 | Continued From page 1 F 157 Into piace or svafemic chanzes i " ”u° 1S
deflcient orgenie will not voo | lidultcd
. reewr? . | — .
This REQUIREMENT is not met as evidenced R education of ol Licensed U CRpnpd g s v
by: | oy nd omsmaning
. . . 1 ng -
Based upon interview and record review, the Resideat foom chango by 23 { /):§> | B
facility failed to document that the resident or 4- How will the facility monitor
legal representative was notified when there was Ima corrective actiony (o cpanre
a room change for 1 of 8 residents in the thax the deficient practee will
applicable sample. (Resident #1). Finding MDN«—. e
includes: .f‘\IDacgnee will sudit
Resident room changes for
notifying and documenting for 3
months, .
1. Per record review and confirmed during an Results will bo reviewcd st the
interview with the Director of Nursing (DNS) on :“‘“:"’ QA megting:
1/3/13 at 10:50 AM, Resident #1 was moved i orrective gerign will be
| from the first flaor to the second floor on 12/18/12 [ L , ‘
| and there is no documentation that the family was ! "DNS will be responsibla for
notified of the room change in either the monitoring to assure compliancs
| electronic or hard capy medical record. . with POC by 233,
F 223 | 483.13(b), 483.13(c)(1)(i) FREE FROM F223| ~
ss=£ | ABUSE/INVOLUNTARY SECLUSION i
The resident has the right tc be free from verbal,
sexual, physical, and mental abuse, carporal - > %
punishment, and involuntary seclusion. !" %
The chalr glide was repaired on h
The facility must not use verbal, mental, sexual, 173/13. Residents #5,7,8 no g‘ ) C "
or physical abuse, corporal punishment, or f:ﬁ‘;:;":;"l "2' ;": T.Q"?;m ‘¥ W
involuhtary seclysion. ) 1ol affected by'th'is'alleg:d ( LM
deficient practice. Rosidents #2
) _ and #3 rcfuse as per their wishes . /]
This REQUIREMENT is not met as evidenced be whonto 1*floor Y [~
{ by: . 2. How will the facility idestify 47 ] me
Based upon interview, observation, and record oy e
review the facility failed to assure that 8 of 8 : i / /B
i jvi 2nd-floarwere-ot: - “"~ Ay Resident reSIAmE on 2 Y 7
invaluntary secluded (separated from cther floor mg:his unabie to ;lsc ::e
i ' i stairs with assistance has the
i residents or confined to his ar her room with or poieatial fo be affected by this
allcged deficicnt prachice..
Event ID: 12H711 Facillty IE, v wapinienwnON) Sheot Pala) 2 pf 28
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. - PRINTED: /170013
DEPARTMENT OF HEALTH AND HUMAN SERV|CES FORM APRQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. #38-9391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SUFIEY ]
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLET
A. BUILDING c
475056 8. WING otioyfoy3] |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE
7 FORESTHILL DRIVE
REDSTONE VILLA ST ALBANS, VT 06478
(X4).1D SUMMARY STATEMENT OF DEFICIENCIES ) " PROVIDER'S PLAN OF CORRECTION X6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE | @WPLATION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
DEFICIENCY)
F 223 | Continued From page 2 F 223 3. What wessures will be pat
. | without room mates) and allowed free movement Into place or svsiemic changey
{ throughout the facility after the stair chair lift was wn;ﬂ
out of working order from 12/11/12 to 1/2/13. /: japhl =
(Residents #1, 2, 3, 4, 5,6, 7, 8) Findings The chair lift is on & regular "
include; muintanence schedule. An order for O) @ (
sliemate transport equipment 1o be ' /(/
used if chair glide fajls. /W /t
1. Per joint resident interview with resident room MW[:' v b ;a/u/r‘S
mates #7 and #8 on 1/2/13 at 2:00 PM, both that the deficient practice will 4 (e W/Tb‘{(
'| residents were aware that the chair stair lift was Dot recur? ol
out of working order. Both residents stated " sdmmuml:fmmm:nmce ¥ | 3
have not been downstairs since the stair glide veetor will audi chair glide i [+DK 17
has been broken. { used to use the glide to go - :f:fé’r‘;’:mf"g"'s days l / 7
downstairs“, Resident #7 stated that “it would be ' Results will be reviewsd at
very hard to go down the stairs without the stair | qurtrya meeting,
glide. | have a bad shoulder and use a quad cane i 5. Include dates when o
and walker'. Resident #8 stated she/he "Does || caoeslive acfio
‘not use a cane and only uses a walker” and °| mm e
would have difficulty getting down the stairs if | : for compliance by zlax'?sm neble
had to use them".
In addition, Resident #7 stated "We are very
clean people, but have not had a bath or shower
since the glide has been broken. It's hard being
clean only taking a sponge bath". Both
Residents stated they are only doing sponge
baths in the bathroom in their room and wauld
like a bath or shower.
2. Per resident interview witﬁ Resident #7 on
1/2/13 at 2:00 PM, resident stated "I haven't
played Bingo downstairs since the chair lift want
out. | like playing downstairs". In addition, per
review of the activities log for Resident room
mates #7 and #8 and interview on 1/2/13 at 2:19
——PhM-the-Activities Direeter-stated,—Priertothe—+———— 1 — - ——
stair glide being out, [Residents #7 and #8]
enjoyed going downstairs for Bingo, meals and
JRM CMS-2567(02-89) Previous Versions Obsolete Event ID: 12H711 Facility [D: 475056 If continuation sheet Pallis (3 d4f 28
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0888-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (x3) DATE SUREY
AND PLAN OF CORRECTION IDENYIFICATION NUMBER; . COMPLEY
A. BUILDING e
475055 B WiNG 0103 P13| |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7 FOREST HILL DRIVE
’?EPSTONE VILLA ST ALBANS, VT 05478
D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s)|
A (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE v{'ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE p
DEFICIENCY)
F-223 | Continued From page 3 F 223

1 been alone in [his/her] raom for approximately a

| room on the second floor. Per resident

2012 documents the resident attended 1 sacial

Sing Along." Since the stair glide has been out,
the Activities Director has been doing Bingo in
their room with just the two of them.

3. Per resident interview on 1/3/13 at 8:53 AM,
Resident #4 stated "I don't have anybady to talk
to except myself.” Per staff interview and review
of the aclivities log on 1/2/13 at 2:19 PM, the
Activities Direclor stated that , "[Resident #4) has

week and has had no interactions with other
residents since the room mate left and the stair
glide broke",

4. Per interview with Director of Nursing (DNS)
on 1/3/13 at 10:50 AM, the DNS stated "Before
the chair lift went out, [Resident #1] went
downstairs for meals and for the day and has not
been downstairs since coming back up to the
second flooron 12/18/12". Per resident
abservation on 1/2/13 3:06 PM, [Resident #1)
was sitting in a chair watching television in his/her

observalion on 1/3/13 8:53 AM, [Resident #1] was
eating breakfast in his/her room on the second
floor.

In addition, per record review Resident#1's
Activities Care Plan states "get downstairs; bingo,
special events, etc". Per record review Resident
#1's Daily Participation Recard for December

hour/special event, a Christmas party on
12/12/12, and no social hours or special events
were documented after that date.

7 a2 _
Zatin s
[»S/1%

Activities Director [AD) stated since the stair glide

5. Per interview on 1/2/13 at 2:19 PM the

|
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. , PRINTED: 0f17/4013
*  DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROYED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0386-0891
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SUR\RY:
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETE
A. BUILDING o
475055 8. WiNe 0103313 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
. 7 FOREST HILL DRIVE
REQSTONE VILLA | sTALBANS, VT 05478
SUMMARY STATEMENT OF DEFICIENCIES 1o FROVIDER'S PLAN OF CORRECTION (KE)
Ll (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE e
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)
F 223 | Continued From page 4 F 223 .
has been broken on 12/11/12, [Residents #2 and ' , 2
#3] have had no social interactions with residents F P 2 "y i
ather than each other. .
? Jot AN
6. Per review of the activities log and staff O; , M ,
interview on 1/2/13 at 2:19 PM, the Activities 2
Director stated "Neither [Residents #5 or #6] /]2 S/ [
have had any interactions with other residents .
than each other since the stair glide broke".
[Residents #5 and #6] are roommates and
activities have been done in their room. In
addition, per interview with Resident #5 on 1/2/13
at 11:20 A.M. [s/he] stated | don't dare ga alone
(downstairs). I'm afraid to fall down. It's been
quite a while since |'ve been downstairs. it was a
couple weeks ago."
7. Per interview an 1/3/13 at 1:03 PM, the the
Director of Nursing [DNS] stated that for
Residents #1, #2, #3, #4, #5, #6 #7 and #8
residing on the second fioar of the facility, the
number of these residents unable to get Fi41 Dignity and respect of ipdividualizy
downstairs on their own is "all of them". - .
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 recamplithed for thase o
SS:E INDIVIDUALITY roijde o
. -
.| The facility must promote care for residents in a i i—‘zlin —
manner and in an environment that maintains or c chair Jifl was repaired on
enhances each resident's dignity and respect in :c’:gidk:;;t:z f mg o 4l
full recognition of his or her individuality. Residens #7 was discharged an v %
' V14/13. Resident #8 was (7 0 K
dischurged an 1/7/12. J
This REQUIREMENT is not met as evidenced 2 Row will the facility identify | ( RM )
by: . ) ﬂmﬁmm
. Based upon interview, the facility failed to e 0 ab
| T [ pumoteTTa e far TESRISALE T & TranmeErT and tarn Any Residents residing on 20 ¢~/ °
environment that maintains or enhances each floor who are unable fo usc the 5\
resident's dignity for 2 of 8 residents in the chai glide arc at rick by chis \ / >
' . slioged dcficicnt practice,
’ SRM CMS-2667(02-88) Previous Versions Obsolete Evant 10: 12H711 Facility |D: 475058 (f continuation sheet Ple ! S pf 20
|
|
|
|
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] s . . PRINTED: Q1/17/p013 |
. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMA ED |
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0§38-4391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) PATE SUR
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLET!
) A. BUILDING c
|
' 475055 8. WING . 01/03/13 ‘
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7 FOREST HILL DRIVE
REDSTONE VILLA . ST ALBANS, VT 05478
(xa) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION xs
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECT(VE ACTION SHOULD BE "a LEFION
TAG REGULATORY OR LSC |DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE AT
, DEFICIENCY)
: 3. What menures will be put
F 241 | Continued From page 5 F241); Into place or svetemic changes ke 1 caare £ l‘
applicable sampie from 12/11/12 to 1/2/13. i chice wi
(Residents #7 and 8) Finding includes: xecur?
k Re educltion‘of all Licensed
1. Per joint resident interview with resident room Nurses and Liccnsed Nursing -
! Assistants on dacumenting baths i
mates #7 and #8 on 1/2/13 at 2:00 PM, both and showers by 2/3/13, fn,sc chair {5 2 / M/ ;
residents were aware that the chair stair lift was liftis on a rogular maintancnce 1 |
out of working order. Both residents stated "I schedule. An order has been O} 0C . N WY
have not been downstairs since the stair glide ;  Phed i"’!‘,’f‘;‘!“ trenspoi Y AV
has been broken, | used to use the glide to go | roupninitetelihde b, O/ SR
downstairs”. Resident #7 stated "We are very . mmmmmm‘“fmmm' 2 .
clean people, but have nat had a bath or shower i ctice wj /53|
since the glide has been broken. !t's hard being i ? s
clean only taking a sponge bath”. Both Resident : DNYDesigaes do random audits
#7 and #8 stated they are only doing sponge ofbith and shower
X . . ocumcntation for 3 months.
baths in the bathroom in their room and would , Results will be reviewed at the
like a bath or shower. In addition, Resident #7 ! quuterly QA moeting.
stated that "It would be very hard to go down the i 5 e
| stairs without the stair glide. | have a bad : sarrective getion will be
shoulder and use a quad cane and walker". i D;,s =
Resident #8 stated she/he "Does not use a cane mo“““;’:gm‘;c""ﬁﬂiﬁ'
and only uses a walker" and "] would have with POC by 2//13.. plasee
difficulty getting down the stairs if | had to use
them". ’
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 242
.SS=E | MAKE CHOICES
o The resident has the right to choose activities,
schedules, and health care consistent with his or ?%' /6J
her interests, assessments, and plans of care, = . -
interact with members of the community both B’%?S"?{Jﬂb";;‘?vs 2’33':3 - v : 4 ' N\S
inside and outside the facility, and make choices longer reside at the fucility, Chair /- (f/ %N )
about aspects af his or her life in the facility that Glide has regular maintenance 67 (W@
are significant to the resident. schedule. An order has heen O(
placed for altemate transport ) . }
equipment if chair glide fails. \H l 9.‘ |
1, How will the facility ideneily
This REQDIREMENT 1s nof met as evidenced ofher res|dents having the '
by: begental i be gffected by the
Based upon intarview and record review, the ¢ Jeflci chiee?
ORM CMS-2567(02-99) Praviaus Varsions Obsolsta Event ID: 12HT 11 Facliity (O: 475054 If continuation sheel Pale |6 pf 268
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1. Per jaint resident interview with resident room
mates #7 and #8 on 1/2/13 at 2:00 PM, both
residents were aware that the chair stair lift was
out of working order, Both residents stated "|
have not been downstairs since the stair glide
has been broken. | used to use the glide to go
downstairs". Resident #7 stated, "] haven't
played Bingo dawnstairs since the chair lift went
out. { like playing downstairs". Per review of the
activities log for Resident room mates #7 and #8
and staff interview on 1/2/13 at 2:19 PM, the
Activities Director stated, "Prior ta the stair glide
being out, [Residents #7 and #8] enjoyed going
daownstairs for Bingo, meals and Sing Along."”
Since the stair glide has been out, the Activities
director has been daing Bingo in their room with
just the two of them.

2. Per resident interview an 1/3/13 at 8:53 AM,
Resident #4 stated "| don't have anybody to talk
to except myself." Per staff interview and review
of the actjvities log on 1/2/13 at 2:19 PM, the
Activities Director stated that , “[Resident #4] has
been alone in [his/her] room for approximately a
week and has had no interactions with other
residents since the room mate left and the stair
glide broke".

o — A a
3
o
g

Activities Dircctor will be
educated on docurnentation of
aciivities provided for Residents
and on continuing to do Activitics
on 24 floar if Residents refuse
uansport 10 2™ Acor by 2/3/13.

co i 5
G
porrecur? -
Administretor/Designee will
Teview Aotivily records weekly
for 3 manths.
Results will be reviewed at
_gquanerly QA mesting.
S. I!.G]Mﬁ dﬂﬂ wh:n ]

Ve g

¢ wi

Administrator will be
respansible for monitoring to
wsure compliance with POC by
mna.

FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0338-Q391
STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (<3) OATE SURYEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLET
A BUILDING c
475055 B. WING 01/03/313
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE
7 FOREST HILL DRIVE
STONE VILLA
REDSTON ST ALBANS, VT 05478
(X4} 1D ‘SUMMARY STATEMENT OF DEFICIENCIES [o] PROVIDER'S PLAN OF CORRECTION 5)
é;fg’,:',x (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE ff, 1oN
. TAG REGULATORY OR LSC |DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE r
, TAG, - DEFICIENCY)
F 242 | Continued From page 6 F 242
| facility failed to aliow residents to choose j o
activities consistent with his or her interests, | fgg:;":‘ ﬁs‘a’l‘l‘ e ot
assessmerits, and plans of care; interact with prucica Any Resigoms on 24
members of the community both inside and | floor who arc unable to use the
outside the facility for 5 of 8 Residents in the : chair glide have the potential to
applicable sample from 12/11/12 to 1/2/13. | , ::ﬁ“?“"‘d by this alleged
(Residents # 1,4 ,7, 8) B v

d?/,l

3. Per interview with Director of Nursing (DNS)

on 1/3/13 at 10:50 AM, the DNS stated "Befdre

S

\/(}S/\B o
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(X2) MULTIPLE CONSTRUCTION
A. BUILDING

((3) DATE SURYEY
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NAME OF PROVIDER OR SUPPLIER
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STREET ADDRESS, CITY,
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Continued From page 7

the chair lift went out, [Resident #1) went
downstairs for meals and for the day."  Sthe
stated the resident has not been downslairs since
coming back up to the second floor from 12/18/12
to 1/2/13." Per resident observation on 1/2/13 at
3:06 PM, Resident #1 was sitting in a chair
watching television in his/her room on the second
floor. Per resident observation on 1/3/13 at 8:53
AM, Resident #1 was eating breakfast in his/her
room on the second floor.

Per record review of the activities log and
confirmed during interview with the Activities
Director on 1/2/13 at 2:19 PM, prior to moving to
the 2nd floor the activities log document that
. Resident #1 did balloon toss on 12/1/12, 12/5/12
and 12/10/12. The Activities Director stated that
after the chair stair /ift stopped working, Resident
#1 was moved upstairs. The resident has not
been able to do balloan toss dus to space
limitations and sensory activities have been
substituted.

In addition, per record review of the Care Plan for
Resident #1, interventions include "provide
activities that promote exercise and strength
building”, "invite the resident to activities that -
promate additional [nutritional] intake”, and
“encourage and provide opportunities far
exercise, physical activity” . Also, Resident #1's
Activities Care Plan lists “get downstairs; bingo,
special events, etc." Per record review Resident
#1's Daily Participation Record far December
2012 documents the resident attended 1 social
hour/special event, a Christmas party on

F 242

F 246

T2IT2IT2,and nio social hours ar special events
were documented after that date,
483.15(e)(1) REASONABLE ACCOMMODATION

F 246
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OF NEEDS/PREFERENCES
A resident has the right to reside and receive L [deea °i ,
services in the facility with reasonable , W
| accommodations of individual needs and H ige?

preferences, except when the health or safety of
the individual or other residents would be
endangered.

This REQUIREMENT is not met as evidenced
by.

Based upon interview and record review, the
facility failed to ensure that residents had
reasonable accommodations of individual needs
and preferences for 4 of 8 residents in the
applicable sample from 12/11/12 to 1/2/13.
(Residents #1, 7, and 8). Findings include:

1. Per joint resident interview with resident room
mates #7 and #8 on 1/2/13 at 2:00 PM, both
residents were aware that the chair stair lift was
out of working order. Both residents stated "|
have nat been downstairs since the stair glide
has been broken. ! used to use the glide to go
dawnstairs”. Resident #7 stated, "l haven't
played Bingo downstairs since the chair lift went
otit. | like playing downstairs".

‘Per review of the activities lag for Residents #7
and #8 and staff interview on 1/2/13 at 2:19 PM,
the Activities Director stated, "Prior to the stair
glide being out, [Residents #7 and #8] enjoyed
going downstairs for Hingo, meals and Sing
Along.” Since the stair glide has been out,

just the two of them.

he/she has been dding Bingo in their room with ~ " |~

'IRM CM5S-2567(02-99) Previous Versions Obsolete

Event I 12H714

Facilily (©; 475086

Chair Glide was repaircd on
1/3/13. Residents #1,7,8 were

1 nkon to 1 floor on 1/4/13,

i Residents #1,7,8 werc not

: adversely affecicd by this allegod )
© deficicnt practice.Resident #7 -~ }

¢ ad# 8 nolonger reside at the [/ J
© fecility.

=2
S <
>
<
é\
35S

All Residents.on 2* floor muy be
affected by this alleged doficient
__prmctice.

r?
The chair glide is on a regular
maintanence schedule. An order
has besn placed for alpmate
transpont equipmont to be used if
chair glide fails.

no| '

Admunsirator/Designes will

feview activity records weckly

for 3 months,.

Resuits will be revicwed at the
aterly QA meeting,

s. e 0

¢
Administntor will be responsible

for manitoring to assurc
compliance with POC by 2/3/13. |
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F 246 | Continued From page 9 F 246
2. Per interview with Director of Nursing (DNS).
©c-lon 1/3/113 at 10:50 AM, the Director of Nursing
(DNS) stated "Before the chair lift went out,
[Resident #1] went downstairs for meals and for
the day.” S/he stated the resident has not been " '
downstairs since coming back up to the second ? 9‘{ . /1/§>
floor from 12/18/12 to 1/2/13. Per resident 0 3 V/ J
observation on 1/2/13 at 3:06 PM, Resident #1 g,
was sitting in a chair watching television in his/her Uu
room on the second floor. Per resident 07 ’ 2
observation on.1/3/13 at 8:53 AM, Resident # 1 i ),:f/ j
was eating breakfast in hisfher room an the
second floor.

i In addition, per record review of the Care Plan for
| Resident #1 interventions include “pravide
activities that promate exercise and strength
building ", “ invite the resident to actjvities that
promote additional [nutritional] intake", and
"encourage and provide apportunities for
exsrcise, physical activity”. Additionally, Resident :
#1's Activities Care Plan lists "get downstairs; ' .

H H " i : __Edﬂ.&.ﬁ!mﬂm
bingo, special events, etc." Per record review .
Resident #1's Daily Participation Record for
December 2012 documents the resident attended
1 social hour/special event, a Christmas party on
12/12/12, and no social hours or special events

after that date, v glide wea repaired on
F248 | 483.15(f)(1) ACTIVITIES MEET F 248 TS R $r2345.78 248
ss=€ | INTERESTS/NEEDS OF EACH RES - were noj adverscly affectsd by
. . , : this alloged deficient practice. t o
The facility must provide for an ongoing program &‘:‘:‘;‘:‘::if:ifa‘gmi’“ ﬂ 0
af activities designed to meet, in accordance with oor. The care plans for - iﬂ
the comprehensive assessment, the interests and Regidenss # 1.2,3,4,5,6,7,8, (™ "ﬂb"‘
the physical, mental, and psychosocial well-being refloct the Rasidents preferences J .
of each resigent. L LD - T
ofher residents baving the \ /35| .

l
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F 248 | Continued From page 10 F248| | | uosenialto bestiecteqby the
- . , i & gefic d g
_. | Tnis REQUIREMENT is not met as evidenced e
by. : ) 5 l affected by this alleged deficient
Based on record'review and interview, the facility i ractice.
failed to provide a program of activities to meet i | & What pearures will be put
the assessed needs of 8 of 8 residents || imiopiace arayaiemic changes
(Residents #1, 2, 3, 4, 5, 6, 7, and 8) while the || koo futie
stair chair ift was not in working order, preventing | recur?
the residents from being able to go downstairs. : Reedugation with Activity
Findings include: . Director and Care Plan Coordinator
, ‘on care planning for Resident
1. Per record review and confirmed during an : m%%m“ﬁiﬁ“:::d’ snd
interview with the Director of Social Services and | cducatcd on offering activitics so by
Director of Nursing (DNS) on 1/3/13 at 2:14 P.M., ¢ choice residents who rcmain on 2
Care Plans for Residents #1, #2, #3, #4, #5, #5, | Baorby /83, _ .
#7 and #8 were not implemented due to the stair E & v will the fpeility mo
1 chair lift not working. : mimﬁdeﬂsmﬁmn;ﬂu
Dot recur?

Per record review, Care Plan interventions for
Resident #1 include "provids activities that
promate axercise and strength building", "invite
the resident to activities that promote additional
[nutritional] intake”, and "encourage and pravide
opportunities for exercise, physical activity".
Additionally, Resident #1's Activities Care Plan
lists "get downstairs; binga, special events, alc."
Per record review Resident #1's Daily
Participation Record for December 2012
documents the resident attended 1 sogial
hour/special event, a Christmas party on
12/12/12, and no social hours or spacial events
after that date. Resident #1 was moved from the
first floor to the second floor on 12/18/12.

Per record review, Care Plan interventijons for
Resident #2 include "take to recreational

All Resideats an or admifted to
2" floor will be apditod by
Administratar/DNS/Designes far
3 months.

Resulss will be reviewed at
quarterly QA mecting,

5.Toclude datgy when
hlndode il

(

Administrator/DNS will be
tesponsible for monitoring 1o
asspre compliance with POC by

P21t

0ot ¥

N

\[o8 [i2

w)M’S

acfivities/programs™, Per record review Resident
#2's Daily Participation Record for December

2012 documents the resident attended 1 social
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F 248

.

— | hours or special events after that date.

; for December 2012 documents the resident

hour/special event, a Christmas party on
12/12/12, and no social hours or special events
after that date.

Per record review, Care Plan interventions for
Resident #3 include “take ta recreational
activities/programs", "encourage resident to
attend group activities”, “encourage resident to
take active social role within facility", “offer
activities of which the resident has shown
interest: small group discussion". Per record
review Resident #3's Daily Parficipation Record

attended 1 social hour/special event, a Christmas
party on 12/12/12, and no saocial hours or special
events after that date.

Per record review, Care Plan interventions for
Resident #4 include “encourage resident to walk
with staff supervision frequently about the facility".
Additionally, Resident #1's Activities Care Plan
lists "likes bingo-push ta get downstairs". Per
record review Resident #4's Daily Participation
Record contains no documentation that the
resident aftended a social hour/special event
during December 2012.

Per record review, Care Plan interventions for
Resident #5 include "provide actjvities that
promote exercise and strength building where
possible”. Per record review Resident #5's Daily
Participation Record for December 2012
documents the resident attended 1 social
hour/special event on 12/11/12, and no social

Per record review, Resident #6's Activities Care
Plan lists “less TV, more intaraction”.

|
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'| documents the resident attended 1 social

1 decisions about activities attending to provide

Continued From page 12

Per record review Resident #6's Daily
Participation Record for December 2012 lists TV
as an activity for every day of December, and
documents the resident attended 1 social
hour/special event an 12/12/12, and no social
haurs ar special events after that date.

Per record review, Care Plan interventions far
Resident #7 include "the resident needs physical
assist to attend all activities", "provide a program
of activities that accommodates resident's
preferences such as bingo, large group music",
Additionally, Resident #7's Activities Care Plan
lists "foves bingo, loves music, canversation* with
the approach "get downstairs- for meal time toa!"
Per record review Resident #7's Daily
Participation Record for December 2012

hour/special event, a Christmas party on
12/12/12, and no sacial hours or special events
after that date.

Per record review, Care Plan interventions for
Resident #8 include "provide activities that
promate exercise and strength building where
possible” and “aliow the resident to make

sense of contral". Additionally, Resident #8's
Activities Care Plan lists “loves bingo” with the
approach "downstairs- for meals too!" Per record
review Resident #8's Daily Participation Record
for December 2012 docyments the resident
aftended 1 social hour/special event, a Christmas
party, and no social haurs or special events after
that.

F 248

F 280
[

See also F280 and F282. ...

483.20(d)(3), 483.10(k)(2) RIGHT TO

F 280
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F 280 | Continued From page 13 F 280 cars plan
S§S=E | PARTICIPATE PLANNING CARE-REVISE CP -
’ JJo Ve §& [4
The resident has the right, unless adjudged | |Restmalithed for those
incompetent or otherwise found to be ' | o £ deficient
incapacitated under the laws of the State, to edioe?
participate in planning care and treatment or . | - Residonts #1,3,4,5,6,7,8, carc
changes in care and treatment, :  planwas updated ta include
i interventions if chair glide fails
, | on V413, Residents # 1,2,34.5,6
A camprehensive care plan must be developed i werenat affected by this alleged
within 7 days after the complstion of the i deficient practico. Residents # 7
comprehensive assessment, prepared by an i :"u‘?‘ na lager reside at this
‘interdisciplinary team, that includes the attending I v
physician, a registered nurse with responsibility | W
for the resident, and other appropriate staff in i ec <
disciplines as determined by the resident's needs, i | same defief chice?
and, to the extent practicable, the participation of : Al Residonts on 2* floor have
the resident, the resident's family or the resident's : g.‘ P“I’;""“"d"’ﬁb? affoctad by
legal representative; and periodically reviewed  ibis slieged deficient praclict.
: " 3. Whetmeasures wiil be put
- and revised by a team of qualified persons after ino plase or sysiemic changes
each assessment. mnde fo enyure thet the
defisiens praceice will not
| recur?
Re education of Care Plan
Caordinagor on updating care
. . ) Jans for resid id
This REQUIREMENT is not met as evidenced g"fgoor't:f ;/35;‘1‘3‘.% oo
by: 4. How will the facility mobitag
Based upon observation, interview, and record i ive gcfigps to
review, the facility failed to revise the care plan for that the deficient practice wili
| 8 of 8 residents to reflect that residents were not g‘g—;f;‘f TS
able to leave the second fioor fram 12/11/12 to Voiriel sisteivine 9;{0
1/3/13 while the stair chair (ift was out of working 2% floar for updaring care plans ¢~
order. (#1,2, 3,4, 5, 6, 7, and 8) Findings on chair glide for 3 months. 0 ¢
include: Rosults will be reviewed at the O \S
quarterly QA mecting, . ' o) J
1. Per record review and confirmed during an M__ e !
_ interview with the Director of Social Services and comnlered.
= eee—t-Direclor of-Nuesing (DNS)-0n-1/3/13.at 2:14 P.M., DNS wili be respansiblc_for :
., | Care Plans for Residents #1, #2, #3, #4, #5, #6, monranng 10 assure compliance PSS }la
_ with POCby 2313 l
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apportunities for exercise, physical activity",
Additionally, Resident #1's Activities Care Plan
lists “get downstairs; bingo, special events, etc."
Per record review Resident #1's Daily
Participation Recard for December 2012
documents the resident attended 1 social
hour/special event, a Christmas party on
12/12/12, and no social hours or special events
after that date. Resident #1 was moved from the
first floor ta the second floor on 12/18/12.

Per record review, Care Plan interventions for
Resident #2 include "take to recreational
activities/programs”.’ Per record review Resident
#2's Daily Participation Record for December
2012 documents the resident attended 1 social
hour/special event, a Christmas party on
12/12/12, and no social hours or special events
after that date. .

Per record review, Care Plan interventions for
Resident #3 inciude "take to recreational
activities/pragrams", “encourage resident to
attend group activities”, “encourage resident to
take active social role within facility, “offer
activities of which the resident has shown
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‘F 280 | Continued From page 14 F 280
#7 and #8 were not revised to refiect that the stair
chair [ift was not working and how this impacted 2 O M
the resident’s activities and mobility. F AL 2 )/V‘5
. . o L
Per record review, Care Plan interventions for 0)
Resident #1 include "provide activities that (9
promote exercise and strength building", "invite !
| the resident to activities that promote additional 25 / 1%
[nutritional] intake”, and “encourage and provide i/,

} '"+-reviewResidem*#3‘s-Baily—Participation Record
for December 2012 documents the resident

interest: small group discussion”. Per record

[
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-| lists "likes bingo-push to get downstairs", Per

Per record review, Care Plan interventjons for
Resident #4 include “encourage resident to walk
with staff supervision frequently about the facility",
Additionally, Resident #1's Activities Care Plan

record review Resident #4's Daily Participation
Record contains no documentation that the
resident attended a social hour/special event
durng December 2012,

Per record review, Care Plan interventions for
Resident #5 include "provide activities that
promote exercise and strength building where
possible", Per record review Resident #5's Daily
Participation Record for Decembar 2012
documents the resident attended 1 social
hour/special event on 12/11/12, and no social
hours or special events after that date.

Per record review, Resident #6's Activities Care
Plan lists "less TV, more interaction”,

Per record review Resident #6's Daily
Participation Record for December 2012 lists TV
as an activity for every day of December, and
documents the resident attended 1 social
hour/special event on 12/12/12, and no social
hours or special events after that date.

Per record review, Care Plan interventians for
Resident #7 include "the resident needs physical
assist to attend all activities”, "provide a program

_preferancas such as hinga large.group.music”,
Additionally, Resident #7's Activities Care Plan

REDSTONEVILLA = - -
: ST ALBANS, VT 05478
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION ;54“
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attended 1 social hour/special event, a Christmas '
party on 12/12/12, and no social hours or special
events after that date, y O
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Continued From page 16

lists "laves bingo, loves music, conversation” with
the approach "get downstairs- for meal time too!"
Per record review Resident #7's Daily
Participation Recard for December 2012
documents the resident attended 1 social
hour/special event, a Christmas party on
12/12/12, and no social hours or special events
after that date.

Per record review, Care Plan interventions for
Resident #8 include "pravide activities that
promate exsercise and strength building where
possible” and “allow the resident to make
decisions about activities attending to provide
sense of control", Additionally, Resident #8's-
Activities Care Plan lists "loves bingo" with the
approach "downstairs- for meals too!” Per record
review Resident #8's Daily Participation Record
for December 2012 documents the resident
attended 1 social hour/special event, a Christmas
party, and no social hours or special events after
that.

See also F248,
483.20(k)(3)(ii) SERVICES BY QUALIF IED
PERSONS/PER CARE PLAN

Thae services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's wrilten plan of
care,

This REQUIREMENT is not met as evidenced
hv

F 280

F 282

— "t review the facitity failed ta provide or arrange
|

| Based upon abservation, interview, and record

| services in accordance with each resident's [

Residerns #1,2,3,4,5,6,7,8 care
plan was updated for
inferventions lf chair glids fails {

[7(9

2
P
()

were not cﬁecred by this alleged
doficiont practice.Resident #5,7,8
no longer reside at the facility.

\‘2}!\ ?
l

QC e
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F 282 | Continued From page 17 F 282 Al Reside g
written plan of care for B of 8 residents from e pal’zlud:lm!:‘gc uffczsu:dtiy“
12/11/12 to 1/3/13 while the stair chair lift was out i _thisallcged deficient practice.
of working order. (#1,2, 3, 4,5,6,7,and 8) i | 3.%hat measores wil) be put
Findings include: .| inte placs or sveremic chapees
¢ 10 enk d
- R i i
1. Per record review and confirmed during an ; mm“—“ -
iﬂ.tel'VieW with the Director of Social Services and . Re education of Care Plan
Director of Nursing (DNS) on 1/3/13 at 2:14 P.M., ;  Coardinakor on updating caro plan
Care Plans for Residents #1, #2, #3, #4, #5, #6, for Resideats an 2 flaar for chair
#7 and #8 were not implemented due to the stair glide inecventions by 2/3/13.
chair lift not working. Frrpw—— prov
: _n_n!s_umnm_n_n._e " e
Per record review, Gara Plan interventions far pot recur? '
Resident #1 include "provide aclivities that DNS/Designoe will audit
l promote exercise and strength building”, “invite R:idcn:s care plans residing oo
! the resident to activities that promate additional g_, gg:: ;‘o’r";‘;‘: :g':'”"’“’ to
[nutritionz_i!] intake", and "encourage and prlovide Results will be reviewad st
opportunities for exercise, physical activity". quartcrly QA meeting.
Additionally, Resident #1's Activities Care Plan 5. Include dafer when 8
lists "get downstairs; bingo, special-evenls, etc." sorrecive aerion will be
Per record review Resident #1's Daily m e
Participation Record for December 2012 » W be Fespobiibie for
documents the resident attended 1 social with PO oy 2yt P e
hour/special event, a Christmas party on
12/12/12, and no social hours or special events ~ 2
after that date. Resident #1 was moved fram the 9,'% M)
first floor to the second ficor on 12/18/12. F’ 0
\ 0 P
Per record review, Care Plan interventions for O W i
Resident #2 include "take to recreational )
activities/programs”. Per record review Resident '\ g, '3
#2's Daily Participation Record for December / P
2012 documents the resident attended 1 social
hour/special event, a Christras panty on
12/12/12, and no social hours or special events _ ) . N
after that date.
Per record review, Care Plan interventions for l
I ;
‘ORM CMS-2567(02-99) Pravious Versians Obsolete Even] ID: 12H711 Facility {0: 475055 If conginyation sheet P 1 tTof 28
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v
+

| documents the resident attended 1 social

e rdoedrnents-thefesident-attended-1-soeial - -

Resident #3 include "take to recreational
actjvities/programs”, "encourage resident to
attend group activities", “"encourage resident to
take active social role within facility”, "offer
activities of which the resident has shawn
interest: small group discussian". Per record
review Resident #3's Daily Participation Record
for December 2012 documents the resident
attended 1 social hour/special event, a Christmas
party on 12/12/12, and no social hours or spemal
events after that date.

Per record review, Care Plan interventions for
Resident #4 include “encourage resident to walk
with staff supervision frequently about the facility".
Additionally, Resident #1's Activities Care Plan
lists "likes bingo-push ta get downstairs". Per
record review Resident #4's Daily Participation
Record contains no documentation that the
resident attended a social hour/special event
during December 2012.

Per record review, Care Plan interventions for .
Resident #5 include "provide activities that
promote exercise and strength building where
possible". Per record review Resident #5's Daily
Participation Record for December 2012

hour/special event on 12/11/12, and no social
hours or special events after that date.

Per record review, Resident #6's Activities Care
Plan lists "less TV, more interaction”.

Per record review Resident #6's Daily
Participation Record for December 2012 lists TV

as an activity for every day of December, and

hour/special event on 12/12/12, and no social

W
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Continued From page 19
hours or special events after that date.

Per record review, Care Plan interventions for
Resident #7 include "the resident needs physical
assist to attend all activities", "provide a program
of activities that accommodates resident's
preferences such as bingo, large group music".
Additionally, Resident #7's Activities Care Plan
lists "loves bingo, loves music, copversation” with
the approach “get downstairs- for meal time toal”
Per record review Resident #7's Daily
Participation Record for December 2012
documents the resident attended 1 social
hour/special event, a Christmas party on
12/12/12, and na social hours or special events
after that date.

Per record revisw, Care Plan interventions for
Resident #8 include "provide activities that
promote exercise and strength building where
possible” and "allow the resident to make
decisions about activities attending to provide
sense of controf”, Additionally, Resident #8's
Activities Care Plan lists "loves bingo” with the -
approach "downstairs- for meals too!” Per record
review Resident #8's Daily Participation Recard
for December 2012 documents the resident
attended 1 sacial hour/special event, a Christmas
party, and no social hours or special events after
that.

See alsa F248.
483.70(c)(2) ESSENTIAL EQUIPMENT SAFE
OPERATING CONDITION ’

F 282

F 456

P ?*7M”J "

04 1/%3/’3

Stair chair glide was repaired and
warking st 10PM on 1/3/13.

The facility must maintain all essential”

| mechanical electrical,.and patient care-

equipment in safe operating condition.

" Tolles seat in Batfroom between
12 & 13 was.repaired.on 1/2/13.
No residents were affected by

this alloged deficient practice,

0
@.‘&Uo’ e e —

—

/2]
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. . I sother residents having the
F 456 | Continued From page 20 F 456| | eati ec
i el jea?
! All Residents wha uso the toilet
This REQUIREMENT is not met as evidenced _ ; L‘;}-,’c?:nmif’, thiselleged '
by: 3. What measures will he put :
Based upon interview, the facility failed to 1ok place or systemic changes |
maintain all essential mechanical equipment and i made to enaure fhyt the {
patient care equipment in safe aperating 1o eat praetice will no
condition, which affected 8 of 8 residents on the b “Roulint mit : ' M
! . ine m chocks will !
2nd floor. (Residents #1, 2, 3, 4, 5,6, 7, and 8) ! be set up':VI:r;cgl:lc:nth: wizhwme C 1‘| 5
Findings include: i sldalr cheir g:_i;: company. Re- f/ 0 @ a[ t’)\l\) m
; education of Maintonanco ! L
1. Per interview with the Administrator on 1/2/13 [ Cecor on wdie for adequate O) ;‘ #M?
at 1:08 PM, the stair chair lift which maves I._ cﬁcﬁna R,,,idcmf‘;j;mim by 07 ) C
residents betwesn the 1st and 2nd floors of the i 2043. ’ [ 9.5 / | Ch
facility was aut of working order from 12/11/12 to | /' [
1/2/13. There is no other equipment that allowed :
| for the movement of residents between the 1st :
and 2nd floors. Mainisnsnce Directar will be
. . | tesponsible for canducting
2. Per observalion an 1/2/13 at 3:00 P.M. and ; manthly chocks o ensure the
confirmed by a staff RN at 3:11 P.M. the ; cbaiv sair glids s in operationul
bathroom serving residents in Room 12 & 13 ' order. Dlirect obscrvation of the
. . . steir chair glide will be
contained a commode with a loose toilet seat that documented by the
could be swung several inches side to side, and Adminiswraior/Designee and then
attached support rails that were unstable and sonfirmed twico a day on 1/4/13,
. - | easily twisted . J13, @d VB3, Then
F 495 | 483.75(e)(4) NURSE AIDE WORK < 4 MO - F 495 i oy S rr ek o
8S=€E | TRAINING/COMPETENCY o ;::qum operation of chair glide g
_ . 13 menths. Maintanance
A facility must nat use any individual who has E;f\f;z”"‘“ ohock Resident ? N i A
worked less than 4 months as a nurse aide in that | mom ipment wecldy for
facility unless the individual is a full-time Results will be roviewed at the 67 0
employee in a State-approved training and wancrly QA meeting. ok 0/'4
competency evaluation program; has 5 Inglade L] :
demonstrated competence through satisfactory _ Sorreelfive geflon will be ] .
) participation in a State-approved nurse ajde '\ } 25\P
training-and-competency-evaluation program or ro:\TdnE;'::!;:%l':i:‘:gr:bwnﬂ:cmwmbk )
competency evaluation program, or has heen campliance, Regwlstory
| requiremeats are in complianes as
‘ORM CMS-2687(02-98) Previaus Versians Obsolele Event ID: 12HT11 Facilgy ip:  ©f23/13. sheet Padk 21
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F 495 | Continued From page 21 F 495
deemed or determined competent as provided in -
§§483.150(a) and (b). | mﬂmﬂ%ﬂmm
! ceildents found to have heen
aflected by the deficjent
This REQUIREMENT is not met as evidenced
by: Al Suﬂ' was rs educated on
. Based upon observation, interview, policy review, ;ﬁ%g‘dﬁ: ::j‘ﬂr‘:;'non fre
and record review, the facmty failed to train and emergencies by 1/22/13. No
determine that Licensed Nurse Assistant (LNA) residents worc adversely
1 Staff were proficient in opening the Emergency alfzcted by this deficient
Exit Door during non-fire related disasters for 2 of REEE. —
3 LNAs observed, potentially affecting 8 of 8 W
residents on the 2nd floor (Residents #1, #2, #3, poteatial to be affected by the
#4, %5, #6, #7 and #8). Findings include: | sime deficiept pructice? |
. All Residents on secand foor
_ . _ bave Lhe potantial to b affected
1. Per abservation and interview on 1/2/13 at 3:17 ;” this aleged deficient practico.
PM, an LNA was unable to'open the second fioar m
Emergency Exit Door and was stopped by the made o cpaare that the
Surveyor after 6 attempts. The LNA stated"I've c cfice wi
never played with the back doar”. In addition, [ reeur?
per Surveyor request on 1/2/13, the Administrator Re education of staff was dane
stated all staff would be trained how fo open the :;;z‘;‘g;ho::ﬁ;‘g‘;‘;’
Emergency Exit Doar priar to the stant of their i_Huuumeemmmnm;
shift ity corrective actions fa gogure
2. Per observation and interview on 1/3/13 (Day 2 L glreeurt :
of the Survey) at 10:30 AM, an LNA was unable mfg@gﬁvxu do random 9
H 3 weel
to open the second flaor Emergency Exit Door on Staff proficiency on opening \‘// L‘ (t
and was stopped by the Surveyor after 3 . ths second floor Emergency
attempts. The LNA stated she was not trained on dogr, The proficiencics will be (% i
the second floor Emergency Exit Alarm System dons for all now Staff upon hire. 67 0
prior to working on 1/3/13. *| was off yesterday 252“,31'??;‘;;‘.”,12 r;?‘ef:m all ?/\}
and wasn‘t trained. ! don't know haw to open the elemonts of the orientadion
door. I've never dons it". program are inclusive of
R PRSI _ET‘T'W‘_,YP_'WE"W"' — o
— |3 Per review of facility Disaster, Palicy. and.. ults will be reviewed ut the i ) 3
conﬁrmed during interview on 1/3/13 at 11 20 AM ﬁmnf ”y:) oy \ I 3!
L ! eorreggive action will be
JRM CMS-2667(02-39) Previaus Versions Obsolela Event I0: 12H711 Fac 22 bf 28
' Admmtstmor will be respansible
far monitoring 5o assure -
compliance with POC by 2/3/13..
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F 495 | Continued From page 22 F 4985
the Dirsctor of Nursing (DNS) stated that staff 5 Y
need to be able to open the Emergency Exit Door A 9 /)/\g
in non-fire related disasters which require F GU‘) )
resident evacuation, such as bomb threats and 90 e
chemical spills. In addition, per telephone () W
interview on 1/3/13 at 10:35 AM, the Fire Chief
stated “When the fire alarm is pulled, the ' 1 2% .
Emergency Exit Door demagnetizes (unlocks). if \ ;S )
there is a non-fire disaster, the fire alarm is not r
pulled by staff. The Emergency Exit Daor stays
magnetized (locked) and must be manually
released by the staff".
F 518 | 483.75(m)(2) TRAIN ALL STAFF-EMERGENCY F 518
ss=g | PROCEDURES/DRILLS '
The facility must train all employees in emergency
procedures when they begin to work in the facility; 518 Train Al S v
periodically review the procedures with existing Procedures/Drills
staff; and carry out unannounced staff drills using : :
those procedures, | =HO srective ycfion he
accemplished for those
' affecced by the deficient
This REQUIREMENT is not met as evidenced : 2
by: i All S_raﬂ‘ were re educated on
Per abservation, interview and record review, the : Opening the dﬁ::r"::if'g" 6
facility failed ta train employees in emergency emorgencies by 12213 No 'y 4
procedures when they begin to work in the facility, . Tesidents were adversely i
periodically review pracedures with existing staff- afficid by this deficicnt \ Q-
and carry out unannounced staff drills using those practics. () O ms
pracedures for 3 of 4 staff observed. Findings J f l/‘}
include: ﬁrf
1. Per observatian and interview on 1/2/13 at 3:17 All Residents on sccond fioor
PM, an LNA was unable to open the second floor huve the parontial 1o be afcied ‘
. Emergency Exit Door and was stopped by the °Y this alleged deficient practice.
'Surveyor after 6 attempts. The LNA stated "I've ooy ‘ \ é}% - o
_— -_.neueLplaywwAthe,back-doof' -
I
| | l
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| F 518 | Continued From page 23 F 518 -
Per observation on 1/2/13, ane RN was unable to ‘-l mwm“l R eILic chanees
open the second floor Emergency Exit Door and made to ensure that the
was stopped by the Surveyor after 3 attempts. 4 ctit o
p pis. l -
Per Surveyor request an 1/2/13, the Administrator b Re =d"ﬂ"°“h:f :‘:o‘: d“g;’o?“‘
stated all staff would be trained how to open the ! mﬁ‘:’f;m:wau
Emergency Exit Door prior to the start of their ! 4 How will the faifity mopifac
shift. & ine ive 800 ¢
' || maxshe deficlent practice wil
2. Per observation and interview on 1/3/13 (Day 2 l, el
of the Survey) at 10:30 AM, an LNA was unable ' D‘:ﬁ’%';‘('@":vzt ;‘:r ’;‘:v"e"c‘;‘s
to open the second floor Emergency Exit Door | Smlf proficiency on poning
and was stopped by the Surveyor after 3 ! jncsecond Aoor Emorgency

.| interview on 1/3/13 at 10:35 AM, the Fire Chief

attempts. The LNA stated she was hot trained on
the second floor Emergency Exit Alarm System
priar to working on 1/3/13. "| was off yesterday
and wasn't trained. |1 don't know how to apen the
door I've never done it".

3. Per review of facility Disaster Policy and
confirmed during interview on 1/3/13 at 11:20 AM,
the Director of Nursing (DNS) stated that staff
need to be able (o open the Emergency Exit Door
in non-fire related disasters which require
resident evacuation, such as bomb threats and
chemical spills. In addmon per telephone

stated "When the fire alarm is pulled, the
Emergency Exit Door demagnetizes (unlocks). If
there is a non-fire disaster, the fire alarm is not
pulled by staff. The Emergency Exit Door stays
magnetized (locked) and must be manually
released by the staff".

4. Per interview and record review on 1/3/13 at

1:35 PM the Stalt Educafor statéd “Everyorieis™ 7~

cy-procedures at .|
least annually. All staff are trained upon hiring,

door. The proficioncies will be
dane for all new Staff upon hire,
Administrutor will review
records of treining to ensurc all
dements of the orientation
program ase inclusive of
emergenoy procedures..

Results will be ceviswed at the
quarterly QA meeting.

L Inelude dates when a
s il

€0

Administrasor will bo responsible

 for rmonitoring to assure -

compliance with POC by 2/3/13..

- <%
",/
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both inside and outside the facility;

(c) make chaices about aspects of his or her
life in the facility that are significant to the
resident; and;

(d) retain and use his or her personal
clothing and passessions as space limits, unless
to do so would infringe upan rights of
other residents.

Based upon observation and interview, fram
12/11112 1o 1/2/13 the facility failed to care for its

promoted the rights of 8 of 8 residents to choose

_""_ | ECIVINES CONSISIENT WIth hiS OF her interes T

. .. | assessments and plans of care, make ChOICES

| residents in A manner and in an environment that |

JRM CMS-2667(02-08) va«ous Versions Ohsalete

Event 10; 12HT14

Facily

plans for residens who reside on
2™ Boor by 2/3/13.

20% Fecur?

DNS/Designee will andis all
present and new admissions 1o
2 floor for updating cars plans
on chair gide for 3 months.
Results will be reviewed at the

. DNSwill | bc responsible for

" monitoring to assure comphnncc T
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4F 518 Continued From page 24 F 518 1. How will corvective setion be
. - | then on an annual basis." The Training Record sccomplished for thoge B e bezn
Attendance for “Fire Safety", "Evacuation”, and . e defici ‘ Ip
“Disaster Preparedness" during 2012, does not ee? l’b/ ﬁ
contain documentation that 8 of 36 employees Residents #1,2,3,4,5,6,7,8, care F S ‘
received the training. plan was upda!::h To ﬁ;l:d; | N , ;.7/1/ '
interventions if chair glide fails i
F999s FINAL OBSERVATIONS . F9999 oo U413, Residonts # 1.2.2.4.5.6 \//)0 |
werc 0 affected by d?is allcsc: ‘
Per Vermont Licensing and Operating Rules for deficion prackice. Residents | 1S /{ Z
Nursing Homes: Il ;:‘cdu 'l'l‘l;nn Tangor reside a this \ >y
A facility must care for its residents in a manner 1 other residents having the
and in an environment that promotes .| motentialto be affgcted by the
maintenance or enhancement of each resident's | m;io‘r_h-‘-“—- J
i c6laents on .
! qualiy of life. ! the potential to be affected by \/o ;
L . L i this alleged deficicnt practics,
4.3 Self-Determination and Participation { [ 2. Whar messwres will be pat ‘o
The resident has a right ta: or sygiemic ¢ v B
(a) choose activities, schedules, and health made o ensure thatthe
| care consistent with his or her interests, defleient practice will sof 0) .
assessments and plans of care; ?‘; g T ‘/{
(b) interact with members of the community Coardinator on Updating care A ‘

>0

N\
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about aspects of his or her life in the facility that "
are significant to the resident, and interact with
members of the community both inside and
" outside the facility. (Resident# 1, 2, 3, 4, 5, 6, 7,
| 8). Findings include:
1. Per record review and confirmed duringan
interview with the Director of Social Services and
Director of Nursing (DNS) on 1/3/13 at 2:14 PM,
Care Plans for Residents #1, #2, #3, #4, #5, #6, ; Staiy char glido was repaired and
#7 and #8 were not revised to reflect that the stair g Working et |0PM an 1/3/13.
| chair lift was not working and how this impacted
the resident's activities and mobility. -
2. Per joint resident interview interview with deel
resident roam mates #7 and #8 on 1/2/13 at 2:00 f ff.‘f‘f:;‘;:ﬂ,‘ o oot may
PM, both residents were aware that the chair stair ; _prectice.
lift was out of working order. Both residents } & What messures will be put
stated "| have not been downstairs since the stair ; Inte place gr aystemlc changes
glide has been broken, | used to use the glide to : sade (o enyure that the
go downstairs". Resident #7 stated "We are very ‘ deficient prastice will po
clean people, but have not had a bath or shower Routine maiareaance checks will
since the glide has been broken. It's hard being be set up every 3 mounths with the
clean only taking a sponge bath". Both Resident $fair chair glidc company. Re-
#7 and #8 staled they are only doing sponge g‘::‘;“‘ of Maintonance
baths in the bathroom in their room and would oporuion af the chacy aoedudic
like a bath or shower. In addition, Resident #7
stated that "It would be very hard to go down the
stairs without the stair glide. | have a bad 4, 5
.| shoulder and use a quad cane and walker". q q - /}Ag
Resident #8 stated she/he "Does not use a cane ? qol (?JQ -
and only uses a walker” and *| would have
difficulty getting down the stairs if ( had to use ) 0
. |them". J . / 2
..... R . il 2 -
3. Per resldennntemew_mm_aemdenLLon — ____\J_&_ o s e -+
1/2/13 at 2:00 PM, resident stated *| haven't
JRM CMS-2567(02-99) Previous Veuioﬁs Obsolsts Event [D: 12H711 Facility ID; 475065 % 3 If conlinuatian sheet Page JP off28
24-
0) 0 ¢ &/JM{;
>,
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F8989 | Continued From page 26 FO900 ) | L rions roehere
played Bingo downstairs since the chair lift went »

out. | like playing downstairs". In addition, per
review of the activities log for Resident room
mates #7 and #8 and interview on 1/2/13 at 2:19
PM, the Activities Director stated, “Prior to the
stair glide being out, [Residents #7 and #8)
enjoyed going downstairs for Bingo, meals and
Sing Along. Since the stair glide has been out,
[the Activities Directar] has been doing Bingo in
their room with just the two of them".

4, Per resident interview on 1/3/13 at 8:53,
Resident #4 stated "I don't have anybody to talk
to except myself." Per staff interview and review
of the activities log on 1/2/13 at 2:19 PM, the
Activities Director stated that ‘[Resident #4] has
been alone in [histher] room for approximately a
week and has had no interactions with other
residents since the room mate left and the stair
glide broke". In addition, per record review of .
Resident #4's Individual Resident Daily
Participation Recards, there is no documentation
that the resident attended any social hour/special
events during this time. :

Per Vermont Licensing and Operating Rules for
Nursing Homes: :

8.3 Space and Equipment

The facility muyst:

{ - (a) provide sufficient space and equipment in
dining, health services, recreation and

program areas to enable staff to provide

esidents-with-needed-sepvices-as - - ——- --

required by these standards and as identified in

Maintanenoe Dirsctor will be
responsibie for conducting
monthly checks ta ensure the
chair stair glide is in operational
order. Dirtet ahservation of the
stair chair glide will be
documented by the
Administratar/Designee and then
confirmed twice a day on 1/4/13,
1/5/13, and 1/6/12. Then
Adminiswetar/Designee will do 2
audits per day 5X per week op
adoquats operasion of chair glide
for 3 months,

Resulis will be reviewed atthe
quaterly QA mesting.

E

5 Inclnde dates wheg §
-sqrrective action will be

Administrator will be responsible
for monitaring fo assure
compliance. Regulatory
requitaments are in compliance as
of 1A13. '

each residents plan of care; and

i
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P (b) maintain all essential mechanical,
electrical and patient-care equipment in safe _
 operating condition. 9 9 q '

Based upon interview, the facility failed to
maintain all essential mechanical equipment and
patient care equipment in safe operating
condition, which affected 8 of 8 residents an the
2nd floor (Residents #1, #2, #3, #4, #5, #6, #7
and #8B). Findings include:

| 1. Per interview with the Administrator on 1/2/13
at 1:08 PM, the stair chair [ift which moves
residents between the 1st and 2nd floors of the

'| facility was out of working order fram 12/11/12 to
1/2/13. There is no other equipment that allowed
for the movement of residents between the 1st
and 2nd floors. - .

2. Per abservation on 1/2/13 at 3:00 P.M. and
confirmed by a staff RN at 3:11 P.M. the
bathraom serving residents in Room 12 & 13
cantained a commode with a loose toilet seat that
could be swung several inches side to side, and
attached support rails that were unstable and
easily twisted .

i {

1.5

:
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(b) maintain all essential mechanical,
electrical and patient-care equipment in safe
operating condition.

Based upon interview, the facility failed to
maintain all essential mechanical equipment and
patient care equipment in safe operating
condition, which affected 8 of 8 residents on the
2nd floor (Residents #1, #2, #3, #4, #5, #6, #7
and #8). Findings include:

1. Per interview with the Administrator on 1/2/13

at 1:08 PM, the stair chair lift which moves

residents between the 1st and 2nd floors of the

facility was out of working order from 12/11/12 to
1/2/13. There is no other equipment that allowed

; for the movement of residents between the 1st
and 2nd floors.

2. Per observation on 1/2/13 at 3:00 P.M. and.
confirmed by a staff RN at 3:11 P.M. the
bathroom serving residents in Room 12 & 13

i contained a commode with a loose toilet seat that
could be swung several inches side to side, and

. attached support rails that were unstable and
easily twisted .

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 12H711 Facility ID: 475055 If continuation sheet Page 28 of 28




	00000001
	00000002
	00000003
	00000004
	00000005
	00000006
	00000007
	00000008
	00000009
	00000010
	00000011
	00000012
	00000013
	00000014
	00000015
	00000016
	00000017
	00000018
	00000019
	00000020
	00000021
	00000022
	00000023
	00000024
	00000025
	00000026
	00000027
	00000028
	00000029
	00000030

