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7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

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

Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 15, 2011

Ms.. Charlene Bedor, Administrator

Redstone Villa

7 Forest Hill Drive

St Albans, VT 05478-1615 Provider #: 475055

Dear Ms.. Bedor:

Enclosed is a copy of your acceptable plans of cor(éction for the survey conducted on
October 26, 2011. 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,

SSONRIWN

Pamela M. Cota, RN
Licensing Chief

PC:ne
Enclosure
{i
Disability and Aging Services : Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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, . Redstone Villa, (the *Provider") submits this plan of
An unannounced recertification survey was carrection, (POC), in accordance wilh specifi
conducted by the Division of Licensing and regulatory requirements. It shall not be cansirued
Protection from 10/24/11 to 10/26/41. The as an admission of any alleged deficiency cited.
following regulatory violations were identified: The Provider submits this POC with the intention
F253 | 483.15(h)(2) HOUSEKEEPING & F 253 that it be inadmissible by any third party any civil or

ss=8 | MAINTENANCE SERVICES

The facility must provide housekeéping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by: '

Based on observation and interview, the facility
failed to ensure that holes in walls and scrapes
on doors and walls near beds and chairs in
resident bedrooms were repaired. This affected
3 of 13 resident rooms observed (Rooms #5, #14,
#15) The facility has 15 resident rooms. Findings
include: '

Tour of the facility was made with Maintenance

| Supervisor on 10/25/11 at 2:00 P.M. During
observation of Resident room #5, scraped paint
and small holes in the wall were observed near
the head of the bed near the door. in Resident
room #14, the door located to the posterior of the
room was noted to have the paint scraped off at

side of the door at the same level. In Resident
room#15, black marks were noted on the wall at
the bottom right side of the bed by the door. The
wall at the head of the bed and to the right was
noted to have large gouges and the exposed and
crumbling wall material was noted {o be scattered

criminal action against the .Provider or any
employee, agent, officer, director or shareholder of
the Provider, The Provider hereby reserves the
right to challenge the findings, that are relied upon
to adversely influence or serve as a basis, in any
way, for the selection and / or imposition of future
remedies, or for any increase in future remedies,
whether any such remeglies are imposed by the
Centers for Medicare and Medicaid Services
(*CMS?), the State of Vermont or any other entity.

Any changes to Provider Policy or Procedure
should be considered to be subsequent remedial
measures as that concept is employed in Rule 407
of the Federal Rules of Evidence and should be
inadmissible in any proceedings on that basis.

1. How will corrective action be accomplished for
those residents found to have been affected by the
deficient practice?

Room # 5, 14, and 15 all areas on wall and door
surfaces were repaired by 11/11/11. i

2, How will the facility identify other residents having

the potential to be affected by the same deficlent

‘the level of the top edge of the recliner positioned practice? ' . ent
in front of it. The paint was marred to the right Reslquents were not harmed by this alleged deficien
: practice.. - :

. 3. What measures will be put into place or systemic
chauges made to ensure that the deficient practice will
not recur? :
Maintenance Director was re educated on routine
repairs on walls and deor surfaces. J

. TITLE : {X6) DA

C Almistratsr 1))/

7 - .
Any deficiency statement endifg with an asterisk (*) denotes a deficiency which the institution may be excused from cormecting providing it is {ietermined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. ' . . - . .

LABORATORY DIRECTOR'S OR PWTATNE'S SIGNATURE
vd =
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A facility must use the results 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, arid mental and psychosocial

needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
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 of rights under
§483.10, including the right to refuse treatment
under §483.10(b)}(4).

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and’
interview, the facility failed to ensure that

REDSTONE VILLA
: ' ' ST ALBANS, VT 05478
(X4) ID SUMMARY STATEMENT-OF DEFICIENCIES D 'PROVIDER'S PLAN OF CORRECTION (X8},
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F 253 | Continued From page 1 . F '253""' ‘4;‘ﬁwwrrr the facility mqnifor i_ﬁ"&tmﬁ&é actions to
on the floor between the bed and the wall : ensure i ’j{;‘,;ggeﬂ;'ﬁ;;’;ifm‘,“,.;‘:;;ﬁ?ﬁn wall
. and door surfaces. -
The observations were confirmed by the o _ Results wil be reviewed at Quarterly QA meeting.
Maintenance Supervisor-at the time of the facility ' 5. Include dates when a corrective action will be
environmental tour. ' He stated that the damage completed.
was caused_ by the movement of beds and crrairs ‘ Admmish'ator/[)esignee wil be responsible for
in the Resident rooms. He stated that staff did monitoring to assure with compliance with POC
not aiways submit requisitions for maintenance as and requlatory requirements by 11/26/11.
they should when the damage is noted. ' : ' o _ E‘ {
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279[" - -F 485> PDO '
$5=D | COMPREHENSIVE CARE PLANS | an i2fis[ v

i - F27. re Plans -
' 1. How will corrective action be

accomplighed for those .
residents found fo have been
affected by the deficient
practice?

. Resident #46 Physician’s order
was writtenfor the use of alanms,
placed on the treatment sheet,
and care plan was updated on the
use of bed and chair aldrms by

- 11/11/11, Resident #21 care plan
was updated with the risk of
bleeding related to dialysis shunt
with emergency procedures to
follow, the location of the
fistula, monitoring of the shunt
for bleeding, location and contact
information for-the dialysis
center. Care plan also was
updated on amount of fluid
restriction and amounts of fluids
to be given at meals and with

_ medication passes by 11/14/11. -

e emsme Ty
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comprehensive care plans were developed that
included the use of bed and chair alarms and
emergency procedures for a resident requiring
dialysis services. This affected two (Resident

1. Per review on 10/25/11, the clinical record
accumulative-diagnosis list for Resident #46
revealed diagnoses of dementia, syncope and
history of falls. The admission assessment dated
09/14/11 indicated that bed and chair alarms

other residents having the
poteiitial to be affected by the
same deficient practice?
All Residents using chair or bed

#46 and Resident #21) of 16 resident care plans -:'&éms are at risk ‘ﬁ‘gs ﬂl'deeieg

. eficient practice. esi ‘
reviewed. Findings include: roceiving dialysis are at risk by

'this alleged deficient practice. .

3. What measures will be put
into place or systemic changes
made to ensure that the
deficient practice ‘will not

recar?

- Re education of all Lloensed

REDSTONE VILLA
. o ST ALBANS VT 05478 ,
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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)
- F 279 Continued From page 2 F278) .
o 2. How will the faellity identify

were in place at the time of the assessment. Nurses on protacol for use of
Review of the plan of care for fall risk initiated ;. alanms and re education of Care ~ *
10/19/11 did not md!cate the use of a bed or chair’ : Plan Coordinator on updating
alarm. i care plans for'u§e of .alam_w and

: residents receiving dialysis by

. . 5 11/26/11.

Observation of Resident #46 on 10/25/11 at 5:00 4. How will the facility monitor
P.M. revealed a chair alarm was in use in the its corrective aetions to enstire

recliner in the community living room.
Observation of the bed assigned to Resident #46

that the deficient pracuce will
aot recur?

DNS/Designee will audit all
at 5:05 P.M. revealed a bed alarm pad was in charts for Residents using alarms
place. and care plans for Residents

Interview of Registered Nurse #1 on 10/25/11 at
4:45 P.M., confirmed that the bed and chair
alarms were noted on admission on 09/14/11.
She. stated that the use of alarms is addressed in
the facility standing orders. She indicated that
when standing orders are used, a physicians -

receiving dialysis.. Random
audits will be done for 6 months.
Results will be reviewed at the

quarterly QA meeting.

5. Inel ates when a
corrective action will be

completed.

DNS will be responsible for

monitoring to assure compliance
with POC and regulatory
requirements by 11/26/11.

;F 9 P0l acnzpled
ag&tﬂwé/mg vQ//U

order should be written to allow the standing .| -
order to be transcribed to the appropriate tracking
document and to be incorporated into the plan of
care. She was not able to locate-a physician
order that was written for the alarms since the
admission on 09/14/11. This protocol was
verified with the Director of Nursing Services

’ (DNS) on 10/26/11 at 8:30 A.M. She verified that

[w
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without the written physicians order when
activating the standing order for the alarms, the
treatment record and the plan of care were not
updated.

2. Review of the clinical record accumulative
diagnosis list for Resident #21, revealed a
diagnosis of end stage renal disease with dialysis.
The physician's orders revealed dialysis services
three times weekly on Monday, Wednesday and
Friday and fluid restriction of 1000 milliliters daily.
The Dialysis plan of care dated 7/13/11 indicated
that Resident #21 had a shunt and directed staff
to take no blood pressures in that arm, to assess
bruit and thrill each shift, fo assess the site for
signs of infection, to educate Resident #21 on -
diet restriction and fluid limitations and -
medications, and to provide a binder for * -
communication with the dialysis unit. The plan. of
care did not address information specific to
Resident #21, his/ner physician's orders related-
to dialysis or his/her risk for bleeding related to .
venous and arteriole access. The plan of care
did not identify the location of the access, the
location or contact information for the dialysis
center, or the need to monitor the site for
bleeding and the emergency procedures to follow
if bleeding was noted. Review of the plans of
care for dialysis, fluid volume excess, and state of
nourishment, revealed no specific information
related to the fluid restriction. The amount of fluid
allowed, or how much fluid to provide with
medications or meals was not specified.

Interview of Registered Nurse (RN) #2 and ,
| Licensed Practical Nurse (LPN) #3 on 10/25/11 at
1:15 P.M. verified that the plan of care did not
contain the specified information relatéd to
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.| dialysis care for Resident #21. They stated that
the information is scattered throughout the
records. They were not able to produce
emergency procedures for bleeding at a dialysis
_site. They stated the communication binder
ccontained information related to the location,
contact numbers and schedule of dialysis
sessions as well as recent laboratory values.
RN#2 and LPN#3 were not able to locate the
communication book for review and indicated
they had not seen it since his last treatment. -

1 They indicated that Resident #21 frequently did -
not return the book. The communication book
was provided. at 5:00 P.M. on 10/26/11, which

| was 24 hours after Resident #21 returned from
dialysis.
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