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://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

April 7, 2014
Mr. Shawn Hallisey, Administrator
St Johnsbury Health & Rehab

1248 Hospital Drive
Saint Johnsbury, VT 05819-9248

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
5, 2014, 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,

SSONRIOWN

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES

I ) PROVIDER'S PLAN QF CORRECTION )
PREFIX ! (EAGH DEFICIENCY MUST Bt PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
™G l REGULATORY OR 1SC IDENTIFYING INFORNATION) TAQ CROBI-REFERENCED TO THE APPROPRIATE ‘ OATE
| l | DEFICIENGY) |
T ’ r
F 000, INITIAL COMMENTS ' Fou
: i o cati ‘ | F221
| An unannounced on-site complaint investigation ) . .
of a gelf-report was conducted by the Division of | How “’lu the corrective action be
Licensing and Protection on 3/5/14. Reguigtory ~ accomplished for those residents found to
findings were found as a result of the { i have been affected by the deficient
investigetinn. The findings are as followe: ‘ practice? ‘
F 221 | 483.13{a) RIGHT TO BE FREE FROM ] F 221 | The resident#3 has been reassessed and

88=0 FPHYSICAL RESTRAINTS ] the seatbelt has been determined to be a

Tha resident hag the right to be free ﬁ‘dm any restraint. All documentation s in place.

physical restraints imposed for purposes of fl !
| discipline or convenience, and not required to ‘
: treat the resident’s medical symptoms. ! f

! I How will the facility identify other

residents having the potential to be

| This REQUIREMENT is not met as evidanced affected by the same deficient practice?

by: .
| Based an medioal record revisw and staff | |

interviews for 1 of 3 sampled residents (Rasident All other residents with enablers have

#3) the facility falled to ensure that the resident | | been reviewed and they have been
I'haa the right to be free from any physical : * determined appropriate and documented

restraints Jmposad for purposes of discipline or as such.

! tonvenience, and nat required to freat the
resldent's medical symptoms. The findings | |

l include the follawing: :

! Par medical record raview Resident #3 was :

| admitted on 12/24/13 with dlagnosas {o include

- Depression, Prostatic Hypettrophy, Alzheimer's |
Diseage, Depression, Muscle Weakness with
History of Falls eind Hyperiension.

What measures will be put dn place to
| | ensure that the deficient practice will n_oti

i | accur |

Per medlcal record review Resldent #3 had both ' ‘

witnessed and Lnwitnassed falls on the following | Nursing staff have been reeducated the I
dates: 1/2, 1110, 1/13, 1715, 1117, 1718, 1/25, ! . policies and procedures regarding

l 1/29, 2/4 and 2/5/14, Per Interdisciplinary l I restraints and enablers and the

progress note dated 1/21/14 by Physiclan

: documentation and the assesgments that
r Agslstant (PA), it states: 90 year old with severe : [

j are required.
,

1
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Any daficiency statement anding with 21 asserisk (%) denates g doficiency which tha Institutlendnay be axcused fram cammeting providing # ks detarmined that
other gafeguards provide sufficlenl protaction to the patlents. (See Instructions.) Except for nutaing homas, the findings statad abova are dixviasakle 30 deys
fatlowing the dute uf survey whathar of not & plun of cormestion Is provided. For nursing hormaa, e wliove findings and plate of anection ere disoloasble 14
diys following the date these documenta are made evallable io the facity, If deficlencles are ctted, an approved plan of comection |2 requisjta to contmued
program pardicipilon.

—
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{%4) ID SUMMARY STATEMENT OF DEFICIENCIES ) FROMIDER'S PLAN OF CORRECTION 1X5)
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. DERGIENGY)
F 221 | Continved Erom page 1 F 924 How will the facility monitor its

i Regident #3's famlly requested that the resident

dementie who Is on comfort measures and is
unfortunately faling frequently. Other than glving
nim 1.1 nursing care or restralning [Resident #3],
I'm not sure what to do about this. Resident
appears to heve lost some gmound neurclogically
and would expect this 1o continue.

Par notess dated 2/4/14 by the PA Identifles that

be evaluated by the PA versus gaing 1o the
Emergency Room for seat belt alarm. Advise wil
do trial ot seat belt alarm. Physical Therapy {FT}
put weat belt alarm to wheel chair,

Per reviaw of Physical Restraint Consent signad
on 2/20/14 by Resident #3's family member
provides documented congent for Velero sedt belt !
alarm in whael chair. Document identifies that

- famnily was Informed thet healthcare professionsls

have assessed the need for such and &
rastraining device which has been indicated ay
part of the recommended plan of care, The
document is not completed. it is unclear if the
famfiy has been inforrmed of the benefits and risks
involved with the physical restralnt use. This
consent i& signad by the RN on 2/20/14. The
writtan congent was signed on 2/20/14 by the
Famiy for restraint’enablar, sixtasn days after the
device was appled.

Tha Interdisciplinary Care Pian (ICP) evidences
that PT installed the Velcro saatbelt mlarm on

whaalchair on 2/4{14, Par progress notes of the
Physical Therapist dated 2/7/14 idantifios that |
Resident #3 is currantly plateauing and Is no ;
longer progressing due to decrease safely }
awareness pnd poor carry over of safety i
fechnigue, Realdent remains 1o be st high risk forw
a fall due to recent fall history, Seet beltalarmis :

-corrective; actions to ensure that the

E;deficient practice will not reoccur?
i

:Audits will be performed on enablers and
restraints. Weekly times 4 and then
monthly times 5.They will be reviewed at

the Falls Mecting monthly.
Results will be evaluated and prese
the QA meeting quarterly.

The DNS and QA nurse are responsible.  03/31/14

FAR POC secepted Hl
Mbetvand af| Pwe

nted to
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: } T
F 221 Cantinued Fram page 2 . Fz21|

on for safety, resident is ahie to hook and Unhaok
‘ seat belt alarm. Sest belt alarm was requested I | l
i by family &nd was put on to keep the resldant
[ positioned in the wheelchalr withot risk of fall.

_Par medical record review on 2/5/14 thers are ra | |
| interdiscipllnary progress notes from 2/4/14 i _
| through 2/19/14 evidencing that the resldent can { : I

remove and/or regpply the Velero seat bedt on |

command. Z/20/14 RN documents patlent apble to . ‘
| self-reloase saathalt. ) |

2121714 through 3/6/14 o documented evidence
 that Regident #3 is able 1o remove andior raspply l

seat bett alarm on command. ' I

Per abservation on 3/5/14 in the presence of | g \
_I famly, Resident #3 was Unable to remove gndfar
reapply the Velcro seat belt alarm on command. l l
' Family confirms on 3/5/14 at 1 PM he can't ‘
unbuckle the seat beit and they have never seen
" fhe rasidant attampt too.
. Confirmation was mada during interview with ’ |
Director of Nurses (DNS), Quakty Assuranca ‘ {
Nurse and Unit Menger (UM} on 3/5/14 gt 4 P,
that Resident #3 has been reviewed for fails on |
numerous occasiong, discusaaed at rorning
maeling, ICF has baen fyllowed and family has * |
i requested the seat belt alarm for safety. Physical | (
Therapy appliad the seat belt and identified that
: tha residerit was able to ramaove the device on
i command on 2/7/14, ' '

|
. |
Par farliity palicy for the Use of Restraints dated
122008, identifies prior to placing a resident 1h ] |
| restraint, theye shall be a pre-restralning ‘ I
agpessrnent and review to determine tha nead for '
| the cestraint. The asseaerent shall be used i ]
| defermine possible undetiying causes of ) | I,

FOkM CIS.2567(02.40) Previcus Veralors Obevigte Ewant {0 TQZEN Facllily (L 473013 if cantihyation shoet Page 3 of 12
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0W) 1D 1 SUMMARY STATEMENT OF DEFICIENGIES 19} PRCMDER'S PLAN OF CORRELCTION { Mmlr
PREFIX | {EACH DEFICIENGY MUST BE PRECEGED BY FULL . PREFIX fEACH CORRECTWEACTION BHOULD BE | eo 1ON
TAG REGULATORY OR LEC [DENTIFYING INFORIATION) ! TAG CROSI-REFERENGED TO THX APPROPRIATE
. DEFICIENGY)
. [
F 221 | Conttnued From page 3 F 221 :

problematic medical symptoms end ta detsnmins
¥ there are leas restrictive intervantions that may
[ improve the symptams. |

DONS confirms on 3/5/14 at 4 PM that closer i
In-parach supervisiun or 1:1 steff supervision was - |

never considered which Is fege restrictive.then & F280
Valcra seat belt restraint -
 (Refer 323) - How will the corrective action be
F 280 | 483.20(d)(3), 483,10(k)}{(2) RIGHT TO F280) accomplished for those residents
55=0 | PARTIGIPATE PLANNING CARE-REVISE CP found to have been affected by the
; deficient practice.
The resident, has the right, unless adjudged : '
NEOmpOtart or o ot e The Resident #3 carcplan has been
| incapecitatad under the laws of the State, fo updated to reflect his current status
! participate in planring care and treatmant or including restratut usage.
. changes in care and freetment,
' comprehensive cars plan must ba developad w will the facility identify other
' within 7 deys after the completion of the idents having the utial to be
comprehansiva assessment; prepared by an affected by the same deficient practice
Interdisciplinary feam, fhat includes the sttending | All resident have the potential to be
physician, & ragistered nirse with responsiblity affected. All Residents with enablers or
for the rasident, and other appropriate stadf in restraints have hed their careplans

diuciplines as determined by the resldent's nesds,

and, to the extent practicable, the participation of reviewed and updated to ensure they are

the resident, the residant's family or te resident's current.

lagal reprasentetive; and petiodically reviewed

and revised by B team of quahﬁed pergany after What meanares will be pot on place to

eech assessment. , ensore that the deficient practice will
oo not peguar

Nursing Staff have been re-educated on

This REQUIREMENT is not met as evidencad ' ensuring that enablers/restraints are
by l reflected on their care plans and

Based on medicel record review and stedf documentaticn.

FORN| CMIS-2587102-27) Pravious Varviona Obaolate Bvent [D-TQXEN Faaflly ID: 475098 if cotipuetion sheat Paga 4 of 12
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Per reviaw of Use of Restraint policy deted
Daecember 2008 ldentifies, page 2:
1 #17 Cere plans far residents In restraints will
i rafiact Intansentions that eddresa not only the
immedicte Mmedical aymptomia), but tha
' underfying problerms that may be causing the
symptom(s).
#18 Care plans shall also include the measures
taken to systematically reduce oralimnate the
need for restraint use. ‘

| Par progress neotes of the Physical Therapiat

- dated 2/7/14 identifies thet Regident #3 s
currently plaaaling and is no longer progressing
due to decrease gafely awarenoss and poor cArty
ovar of safely technique. - Resldent mmalng fo ba
[ &t high rigk for a fall dua to recent fall Wstory.

. Seat belf miart & on for safaty, resident s able to
: hook and unhook saat beit alary:, Swat beit
alpnm was requestad by family and was put on to
keep the recldant positionad in the wheelchalr

. without risk of fall,

' Confirmation was mada during inferview with
L , Director of Nurses (DNS), Quality Assurance

STATENENT OF DEFICIENCIER (1) PROVIDER/SUPPLIER/CLIA {42y MULTIPLE OONSTRUOTION {x=) DATE SURVEY
AND PLAN OF CORRECTIOQN MENTIFICATION NUMBER: A, BUILDING COMPLETED
C
ATEY 5. WING,, . RSz 4
NAME OF PROVIDER QR BUPPUER o STREET ADDRESS, £iTY, STATE, ZIP CODE
1248 HOSPITAL DRSVE
ST JOHNSBURY HEAILTH & REHAB SAINT JOHNSBURY, VT 05819
o D SUWVIARY STATEMENT DF DEFICIENCIES [ " PROVIDER'S PLAN OF GORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREP {EACH CORREGTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROGB-REFERENCED TO THEQAPPROPRIATE DATR
_ DEFICIENCY)
F 280 , Caontinusd From page 4 F 230[ How will the facility monitor ity
intecview for 1 of 3 sampled residents (Rasident corrective actions to ensure that the
#3) tha facility feflad to revisa the compn2hensive deficient practice will not regecur?
care plan to rafisct the resldent's curmant status. '
The findings include: DNS or designoe or will conduct random
. andits on care plans for all residents wj
Per medical record review Resitent #3 sdmitted enablersfrestraﬁzts weeil ;?s‘llgen;s wl:Jth
on 12/2413 with diagnosis to Includa Depression, will be re Greinoe s o sesuts
Prostatic Hypertrophy, Alzheimer's Disease, - ve reported and reviewed at the QA,
Depression, Muscle Weakness with Hisiory of committee monthly and will bo reassessed
Fallg and Hyperensian. on a quarterly basis.
. | desi i8 responsible for
Per. record review, g Veloro sealoelt alarm was - Ee DNS 0: e81gnoe 15 rospons
f placed on Resident #3's wieel chair on 2/4/14. ' 8 proces

- 03/31/14

| Fa6o ot accepted i3y
- Mbordvan d fu] pe

g |

]
o |
L

—i I

FORM CIMB-2687{0249) Previoun Vestana Obsalate

Event |D:TQZET
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AND PLAN OF CORRECTIOM INENTIFICATION NUMBER:

A BUILEING

ATHD1S B. WING

(%) DATE SURVEY
COMPLETED
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03/05/2014 |

NAME QF PROVIDEA DR SUPPLIER

ST JOHNBBURY HEALTH & REHAB
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TAG

xa o |
PREFX :

SUMIMARY STATEMENT OF DEFCIENGIES. . I8}
(EACH DEFICIENCY MUST BE PRECEDED HY FULL- PREFIX
REQULATORY OR LSC IDENTIFYING INFOQRMATION) TAG

FROVIDER'S PLAN OF CORRECTION

(xa)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSSREFERENCED TO THE APFRDPR
DEFICIENCY)

—

LATE DATE

F 280

F 323
35560

1
» Cortimyed From page 5 F 280

Nurse and Unit Manger {UM) on 3/5/14 at 4 PM,
that Resldant #3 has been reviewad for falls on
nimerous aecasions, discussad Bt moming
meeting, |CP haa besn fllowed and family has
requested the seat belt aiarm for safety. Physical
Tharapy applied the seat belt and identifiad that
the residant was abla to remove the device an
command on 2/7/14,

Poar medical record review on 3/5/14 there are no
inferdisciplinary progress notes from 2/4/14
through 2/19/14 evidencing that the resident can
remove gnd/or reapply the Velcro seat belt on
command. 2/20/14 RN documents patignt abie to
selfreloase seatbelt. From 2/21/14 through
9714, there is no documented svidence that
Resident #3 is able o remove and/or reapply seat
balt alermn on commiand. -

Par obsarvation or: 3/5/14 in the presence of
famfly, Resident #@ was unable to mmove andior
reapply the Velero sget belt alarm on command.
Family confirms on 3/5/14 at 1 PM s/he can't
unbuckie the seat belt and they have naver seen
the resident atteampt fo do so, i

Per ICP review and |nterview with the Unit
Manger cn 3/5/14 a1 4 PM, s/he conflms that the
plan of care has not been updated since 2/4/14,
fo reflect the resident's ability to remove/reapply
the geat belt or plans the? include measures to be

taken to systematically reduee or eliminata the
nead for the rastralnt use. 5
483.25(h) FREE OF ACCIDENT F 323’
HAZARDS/SUPERVISION/DEVICES !

Tha facllity must ensure that the resldent
emnvironment remains gs free of accident hezards

l

FORR CMVS-2567(02-88) Previnua Versiona Obaolee Ewvem 10: TAZET Facllity i 478019 Y continual

lion sheet Page 6 of 12
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T — t T - . — - —
|‘ ow will the corrective action be
F 323 Comtinued From page 6 I F 323i accomplished for those residents
| |

| 8s1s possible; and each resident recelves
adequate supervision and assistance devices o
prevant accidents.

' |
% Ehis REQUIREMENT is not met as evidenced

E);asad on redloal record review, docymentation |

1 and ataff Intervlews for 1 of 3 sampled residents, |

(Resident #3), the facility failad to ensure thal,

' sach resident receives adequate supervision and |

| assigtive devices to prevent accidents. The

| firdings include: |

|
| Per madica| record review on 3/5/14 at 4 PM, |
- Resident #3 was admitted on 12/24/13 with |
| end-stage dementis, who was falling at hame and |
family could not safely take care gf him/har,
Resident was admitted for long-term placement, |
|

| Par medical record review on 3/5/14, Resident
#3, sustained ten (10) winessed and i
i unwiressed falls on the following dates: 172, ;
'[ 1110, 1113, 1116, 1117, 1118, 1125, 1/29, 2/4 and |
[ 2/5/14. Five (5) talls ocourred while the resident |
atternpted o get out of bed and five (5) falls
occurred while the resident attermpted to stand or |
get out of his/her motorized wheel chair. Fall |
history was known on admission 12/24/13,
[ resident was assessed by the nursing stafasa |
' fall risk 12/24/13, and the Rehéb. Department .
| assesxed the rasident as a fall risk 12/27/13 and |
. ZAN4. The faclity falled Yo adequately supetvise t
| Resident #3 to prevent falls. ]

| Per Interdisciplinary progress note dated 1/21/14 ,
| by Physiclan Assistant (PA). Resident#3 Is on

found to have been affected by the

deficient practice, F

i The Resident #3 careplan has been
updated to reflect his current status

including regtraint usage and less

restrictive interventions bave been

! mstituted as the resident tolerates.

| How will the facility identify other
residents having the potential to be
affected by the same deficient practice

l All resident haeve the potential to be
affected. .There have been no other
restraints identified.

| What measures will be put on place to
| ensure that the deficient practice will
not occar

| Nursing Staff have been re-educated on

| ensuring that enablers/restraints arc

" reflected on their care plans and
documentation. The nursing staff have

1 been re- aducated on less restrictive

l interventions.

| How will the facikity monitor its
| coxrective actions tg ensmre that the

] deficient practice will not reoccar?

DNS or designee or will conduct random
’ andits for appropriate interventions and

1 1

FORM CME-2567 (02-60) Pravious Varrlona Obsolete Event (D TQZEN

Faclily ID: 475018 I cantinuetion sheat Page 7 of 12
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F 323 | Confinued From page 7

comfort measuras and s unfortunately falling
frequently. Other than giving him/her 1:1 nursing

this,

an 3/5/14 st 4 PM the date on the last care plan

' revision was on 2/6/14. There is no evidence in
the ICP or in the Interdiscipiinary Progress Notss
ldentifying that closer supervision was initiated.
Per policy implementation, Use of Restraints,

. dlated as revised 12/08; #5 Restraints may only
i be used HAwhen the resident has a specific
madical symptom that cannot ba addrassed by
anather less restrictive intervention and restraint
ie required.

. Per review of the medical record on 3/5/14 at 4

resfrictive alternative was attempted prior to the
| application of the sest belt alarm on 2/4/14.

Per {ntarview with DNS and UM on 3/15/14 at4
PM, confirmation was mede that cloge
supenvision was never considered as an
alfernative.

(Refer F221)
483.25()) DRUG REGIMEN 1S FREE FROM
UNNECESSARY DRUGS

F320°
§8=D |

Each residents drug regimen must be free from

| unnecessary drugs. An unnecesaary drug is any

" drug whan used In exceseive dose (including

i duplicate therapy); or for excesslve duration; or
without adequebe monitoring; or without adequate
indicetions for its use; or in the presence of
agvarsa cohsequences which indicate the doza

care or restraining, I'm not gure what to do about |

| Par review of the Interd|sciplinary Care Plan (IGP)

PM there | no evidance that idertfies that  least

[

!

F 323 completeness for residents who have

E 320

!
i
E

falls. Weekly times 12. Results will be
reported and reviewed at the QA
_committee monthly and will be reassessed
op a quarterly basis,

HF323

33> o accepted 2|
MBedvand Ri|pme

03/31/14

' |

FORM CVi8-2587(02-98) Fravious Visglons Obaoieta

BEvanl ID: TAZEM

Facility ID: 475010

If continuatian shewsi Fage B of 12
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STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIER/GUIA (X2 MULTIPLE CONSTRUCTION o 23;%%;‘5":*
AND PLAN OF CORRECTION NENTIFICATION NUMBER; A, BUILDING B
C
475019 B WING DI05/2014
NAME OF PROVIDER DR SUPPUER STREET ADDRESS, CrTY, STATE, ZIP CODE
1248 HOSPITAL DRIVE
ST JOHNSBURY HEALTH & REHAR SAINT JOHNSBURY, VT 05?15
GUIDER'S PLAMOF CORREGTION | om)
(%9 I ’ SUMMARY STATEMENT OF DEFICIENCIES D FR GULDBE . COMMETION
EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION B4
F'ﬁgx nlsuummm« R LBC \DENTIFYING INFORMATIDN) l gt I CRDSS-REFEREBISFEI% :E?l &EAPPROPRIATE [ DATE
. 329! Contitued From page 8 F 329, ow vnl! the corrective a .l.Oll be
. , i accomplished for those residents
should be reduced or dlscontinued, or any I ‘ found to have been affected by the
combinations of the reasons above. defi 0 5 . A A
eficient practice?
. | Based on ; cfc;rggrehensive asses‘:ment ;; ats ‘ ‘ Resident #3’s care plan has been
resident, the facllity must ensure that residan undated to reflect his ©
l whpo have not used antlpsychotic drugs are not HP . 0 th gcihls d un:em :::latus.
given these drugs unless antipsychotic drug ow will the facility identify other
therapy is necessary to treat a specific condition residents baving the potential to be
ag diagnosed and documented in the clinical afected by the same deficient practice?
record: and residents who use antipsychotic All residents have had their medication
' drups receiva gradual dose reductions, and i regime revicwed and parameters have
behavioral interventions, unless clinically been obteined for pain medications,
contraindicated, in an effort to discontinue thege | What measnres will be put on place to
drigs.  put on place to
5 ensure that the deficient practice will
: not oceur
' ‘ Licensed nursing staff has been
reeducated on the giving of pr pain
i i ) medications and the parameaters and
‘ This REQUIREMENT s not met as evidenced documentation that is needed.
' Béaed on medical record review and staff . . ..
interview for 1 of 3 samplad residents (Resident How “:‘u the gfmhmmmigx&
: #3) the facility failed to ensura the rasident’s drug corrective actions to ensure that the
regimen s free from unnecessary drugs deficient practice will not xeoccur?
(inadequate or uncleer indications for use). The | An audit will be conducted for the
_ findings inciude the following, adherence to all pain medjcations
i Per medical record review Resident #3 admitted :ﬁgﬁfﬁés?;fefgx ::::ssm
. on 12/24/13 with diagnoses o Include ; . -
Dissase, Depression, Muscla Weakness with audits for 2.
Higtory of Falls and Hypertension. I Results will be reported through the QA
rocess with interventions as appropriate,
l Par medical record review on 3/5/14 at 2 PM for | ¥ APPIopr
: Resldent #3, Physicign Qrders slgned and dated . . .
December 24, 2013, January 20, 2014, February | 'It.ll.m DNS or desigries is responsible for
: 20, 2014 and March 4, 2014 do not identify this process
| spesific parameters for adminisiration of &s ] X .
FORM GMB-Z057(02-49) Praviowcs Varstons Qbsolem Event 1 TQZEM Factity ID: 475018 IF cortinuntion shest Page 8 of 12
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1

ST JOHNSBURY HEALTH & REHAB

DEF|CIENCY)

F 329 | Continued From page 9

needed Tylenol, Morphine Sulfate and Ativan.

| The orders were written as follows:

Tylenal 850 milligrams (mg) by mouth (PO) every
4 hours as needed for painffever not to exceed 4
Grams in 24 hours.,

: Morphine Sulfate 1 (mg) subcutaneous (SC)

| every hour as needed for pain.

Afivan 1 mg by mouth (PO) every four hours as
needed for agitation,

Ativan 1 mg intramuscularly (IM) every hour as
needed for agitation,

F 329

Per review on 3/5/14 of the Medicalion
Administration Record (MAR), Resident #3 has
received Morphine Sulfate 1 mg SC an 1/1/14 for
pain. :

Tylenol 650 mg PO was not administered on
1/1/14.

Resident has received Ativan 1 mg po 16 times
since admission.

Per interview with the Director of Nurses on
3/5/14 at 4 PM s/he confirms thal there were no
specific parameters for the use of the mediation
(2 medications for "pain” and 2 different routes of
{ administration for "agitation"), that target
behaviors were not identified and that s/he was
unaware that specific parameters were necessary
when the resident was admitted for comfort '
measvures,

F 514 483,75()1) RES ‘ F514
55=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB .
LE . ‘

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complele; ‘
accurately documented; readily accessible; and

L
FORM CMS-2567(02-99) Previous Veralans Obsolete Event ID: TQZENM Facliity I1; 475048 if continuation sheaet Page 10 of 42
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NAME OF PROVIDER OR BUPBLER STREET ADDRESS, CITY, ETATE. 2P COOE
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(%4) 10 BUMMARY STATEMENT OF DEFICIENCIES o PROVIOER'S PLAN DF CORRECTION i 9
PREFIX (EACK DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTTVE ACTION SHOULD BE | CoMPLETIoN
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) I TAG CROBS-REFERENCED TO THE APPROPRIATE DATH
‘ DEFICTENGY) l
F 514 | Continued From pags 10 F 514} How will the corrective action be
 gystematically organized, accornplished fox those residents
) found to have been affected by the ,
The clinical record must contain suffictant deficient practice?
i Information to identify the resient; a recard of the ! . . -
resident’s assessments; the plan of care end | Res%dent #3 with wife presemi has had
gervices provided; the results of any | ' the nisks ﬂﬂ(? benefits of restraints
preedmiasion screening conducted by the State: ° usage explained to them. Consent has
! and progress notaes. : . been obtained and the IDT has

reviewed and accepted the restraint.

This REQUIREMENT 18 not met as evidenced '
|

by How will the facility identify othex
| Based on madlcal record review and steff ! residents hayving the potential to be
Interview for 1 ot 3 sampiad residents, for ' . affected by the same deficient practice?

Resident #3, the facility failed to ensure the

: i tenti b
accuracy of documented medicai infomation ] Allresident have the potential to be
]

affected. .There has been no other

condained in the resident's permanernt record, . . .
o restraints identified.

" The findihgs Include the following:

! Per madicel record review Resident #3 admitted What measures will be put on place to
o0 12/24/13 with diagnoses {o include epsure that the deficient practice will
Depression, Prostatic Hypartrophy, Alzhaimer's |} not occur

Disegse, Depression, Muscle Weaknesag with I -
: History of Falls and Hypertenslon.

Nurging Staff have beep. re-educated on

: Par medical record review on 3/6/14 at 2 PM the: ! ensuring that enfiblers/restramts Are

. Interdisgiplinary Care Plan (ICPYidentlfies thaton reflected on their care plans and the
2/4/14 Physicel Therapy instalted Velcro seatbeit neceysary documentation and consents are
alarm on wheelchair. completed. The nursing staff has been re-

educated on less restrictive interventions.

| Par Physical Therapy Progress Notes dated
i 27114, Wentifies that Resident #3 ia currently |

| plateauing @nd Is no langer progressing duie to How will the facility monitor its
dacrease safaly awareness and poor carry over | corrective actions to ensure that the
_of sefely technigue. Resldent remains tobeat | ' deficient practice will not reoccux?
high risk for @ fali due to recent fall history, Seat ' .
belt alamm is on for safety, resident is able o hook : DNS or designee or will conduct random

and unhook seat belt alarm. Seat belt alann was | |
| fecuested by family and wag put on 1o keep the ] ' ' |

FORM CMB.2687 (17:08) Praviows Vivelons Obsolgte Evant |D: TAZEN Fagilly ID: 4750190 ) Ifcontiruation sheet Page 11 0f 12

audits for appropriate materventions and
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“ragident positioned in the wheelchair without risk
of fall,

. Per review of Physlcal Restratnt Gonsent signed

1 O 2/20/14 by Resident #3's famlly membar '

L provides documented consent far Vilera saat belt ;
alarm in wheel ¢chalr. Document dentifies that

family was informed that healthtare profagsianals

have asaassed the need for such and a

restralning devisa which has been indicated as

* part of the recommaended plan of care. The
document is not campleted. It fa unclear ifthe |
family hes been informed of the benefits and risk3|
involved with the physical restraint use. This

| cansent is signed by the RN on 2/20/14,

The written conaent was signed by the family for -
| restraint/enabler on 2/20/14, sixteen days after
the device was applled.

, Medical racord review on 3/5/14 at 2 P identifies i
- meonsistencies in tocumentation. '

Per interview with the Untt Manager on 3/5/14 at
2 P, afha confirms during e review of Rasident
© #3's care plan, the inconsistencies.
l Inconsistencles are as follows:
2/4/14 \CP wdentifies instlllation of seat belt.
2174 Physical Thorepist evaluetes faor seat belt
and applies. i
2/20{14 Written consent signediby a family !
membar for the application/use of the geat beit. |
i Consent does not ident)fy If family has been l
informed of the benefits and risks of restraint use -
as per facility restraint form |dentifies.

|
| \ I

o) 1D SUMIVARY STATEMENT OF OEFICIENCIES iD PROVIDEA'S PLAN OF CORRECTION [x3)
PREFIX (EACH DEFIGIENCY MUST HBE PRECEDED BY FULJ. PREFIX (EACH CORRECTIVE ACTION SHOULD BE EOMI;}ETIBN
TAG REGULATORY OR 1SC IDENTIFYING INFORMATION) Lo | CROGS-REFERENCED TQ THE APPROPRIATE TE
: - DEFICIENGY)
] i | |
. completene i
F 61 4] Continued From page 11 F 514 p ss for residents who have

restraints and enablers. Weekly times 12.
Regults will be reported and reviewsd at -
the QA committee monthly and will be
reassessed on a quarterly basis.

| F514 03/31/14

F5IM P acoepred Yi3n wf] addendiiim

MBorkvand £ | P _‘
-Add b S fer MBerlyand - L‘

| Nweng Saff hate een recducgid
M sty Wat enaloiess 'ﬁf sHvamfs
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iecess do cremaatajwn and

i tonsents e tswpl bed Tinualy- ‘

[}

} |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Al
CENTERS FOR MEDICARE & MEDICAID SERVICES ” ) - "A" FORM
STATRMENT OF ISDLATBD DEFICIGNCIES WHICH CAUSE PRONIDER MULTIPLE CONSTRUCTION DATE SURYEY j
NO HARM WITH ONLY A POTENTIAL FOR MIINIMAL HARM A. BUILDING: COMPLETE:

FOR M NF:
e AT S 475019 B.WING 352014
NAME OF PROVIDER OX SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODB
) 1248 HOSFITAL DRIVE
ST JORNSBURY HEALTH & REHAR SAINT JOHNSBURY. VT
m
PREMIX
TAG SUMMARY STATEMENT OF DEFICIENCIES
¥ 387 433 40(c)(1)2) FREQUENCY & TIMELINESS OF PHYSICIAN VISIT

The rasident must be sean by a physician at Jeast once evary 30 deyg for the first 90 days after admission, and
at lzast once every 60 days thersafier. '

A physiciax visil is considered tiely if it occurs ot Jever than 10 days after the dute the visit was required.

This REQUIREMENT i1 pot met as evidenced by:

Based on madical record review and scaff interviews fot 1 of 3 sampled residents, for

Regident #53 the facility failed to efrsure that the resident way seen by a physician at least once every 30 days
for the first 90 days after sdmission, and et least once every 6¢ days thersfter. The findings include the
following:

Per medjcal racord review Rasldent #3 admived oo 12/24/13 with diegnosas 1o fnclude Depression, Prostatic
Hyperropby, Alzhejmer’s Disease, Depression, Muscle Wealmess with History of Falls sud Hypertension.

Per medical racord review op 3/5/14 at 2 PM, Resident #3 was seen on xdyuission 12/24/14 by the Physiclan
Assistagt (PA), 1/21/14 by PA, 2/4/14 by the PA and \astly by the Physician on 2/20/14,

Per interview with the Unit Manager on 3/5/14 a1 4 PM confirms that physician visits are untimely,

¥ 388 483.40(c)(3)-(4) PERSONAL VISITS BY PHYSICIAN, ALTERNATE PA/NP

Except as provided in paragraphs (€)(4) snd (f) of this section, ail required prysiclan visits must be smade by
the physician personally. )

At the option of the physician, required visits in SNFs, after the indtial visit, may altemate berween personal
visits by the physician and visits by a physician assistant, murs¢ practitioser or clinlcal aurse specialist in
accordance with paragraph (@) of this secton,

This REQUIREMENT is not met as evidenced by:

Besed on medical record review and staff intsrviews for 1 of 3 sampled msldents, for

- | Resident #3, the facility failed to ensure that a physician conducted an in-person ipital visit after admission,
The findings include the following:

Per medical record review Residept #3 admitted on 12/24/13 with diag'nosés to mclude Depression, Prastatic
Hyparmrophy, Alzheirmer's Disease, Depression, Muscle Weakness with History of Falls and Hypertension.

Any d-cgﬁuiuni.:y statumént inding wilh an rlstisk (*) dehotos o defiojency whlell the ntitgton miy bo axcused ftou camesting praviding it dotacminad thor athor kufuguards provide suliclat
pratEction to M pwticmin, (Sen oruntion,) Bxopt for nursing homas, fic Sadlngs matet soove are disclosable 90 dayy elluseing die dyte of survey whethes 8¢ A6t 4 plan of dorraetjan ls provided.
Fovnurstog bomray, thie sbove Sindings and plans of carmaetian are distarabls {4 days Pollowdng tha deve thewe desyments ars mads avallable 1o the: foeifie, | defisiencles s tiled, &n wpyproved phon of

The above nolated deficiencies post vo aciusd hiarm w the pesidents

081099
Event ID: TQZE1\ I centinuacion sl-lmnt 1of2
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STATEMENT OF Y9OLATED DBFICIENCIES WHICE CA - )

Q COMELETE:

NO HARM WITH OKLY A POTENTIAL FOR MINIMAL HARM &, FOILDN il
FORSNRARD NFY 475019 B, WING /51201
rbIkM}; OF PROVIUER OR, SUPFLIER YTREFT ADDRBBS, CITY, STATE, ZIP CODE

8T JOHNSBURY HEALTH & REHARB

1248 HOIPTTAL DRIVE
SAINT JOHNSBURY. VT

jin)
TAG SUWIMARY STATEMENT OF DEFICTENTIES
¥388  {Cominued From Page |

Per medical tecord review on 3/5(14 at 2 P, Residext #3 was seen on :Edmission 12724713 by the Physicisn
Assistant (PA), 1/21/14 by P, 2/4/14 by the PA and lastly by the Physicien on 2/20/14.

Per 'mtmﬁew with the Unit Maxaget on 3/5/14 wt 4 PM, s/he confirms that the PA visibafi ;’;&?ﬁf #3 on
admisalon and the following month 1/21714. The Physiclan did not see Res{dour #3 uil .

LA

Event ID: TQZE]1

1F cortivssion ghect 2 of 2
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F387

All credentialed physicians have been sent certified
letters regarding the timeless of visits and also have
a copy of the Federal Regulations.

The Medical Director has been made aware and is

involved.

All current medical records were audited for
progress notes and timeliness of the visits.

The Physician responsibilities have been clarified to
" include Physician Assistant and Nurse Practitioners

visits.

The Executive Director or designee will conduct

audits monthly X’s six months. The resuits will be
reviewed monthly with the QA committee.

Any MD who has not met the regulation will be
reported to the Medical Director for follow up.

03/31/14
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F388

All credentialed physicians have been sent certified
letters regarding the timeless of visits and also have
a copy of the Federal Regulations.

The Medical Director has been made aware and is

involved.

All current medical records were audited for
progress notes and timeliness of the visits. Also
noted when the PA and NP visited.

The Physician responsibilities have been clarified to
include Physician Assistant and Nurse Practitioners
visits. That are specified in the regulation.

The Executive Ditector or desighee will conduct
audits monthly X’s six months. The results will be
reviewed monthly with the QA committee.

Any MD who has not met the regulation will be
reported to the Medical Director for follow up.

03/31/14
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