2~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

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

November 5, 2015

Ms. Ashley Hudson, Manager
Four Seasons Care Home, Inc
135 South Main Street
Northfield, VT 05663-5603

Dear Ms. Hudson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 6, 2015. 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 faciiity has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,
0 )

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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initial Comments:

An unannounced cn-site re-licensing survey was
completed by the Division of Licensing and
Protection on 10/6/15. The findings inciude the
following: .

V. RESIDENT CARE AND HOME SERVICES

5.7 Assessment

5.7.a An assessment shall be compieted for
each resident within 14 days of admission,
consistent with the physician's diagnosis and
orders, using an assessment instrument provided
by the licensing agency. The resident's abilities
regarding medication management shall be
asseszed within 24 hours and nursing delegation
implemented, if necessary.

This. REQUIREMENT is not met as evidenced
by:

Based on medical record review and confirmed
by the Registered Nurse (RN) Administrator, the
facility failed to ensure that the admission
assessment was completed for 1 of 6 residents
reviewed within 14 days of admission. For
Resident #2, the findings include the following:

Per medical record review of the admission
assessment for Resident #2, dated 1/20/15, has
the following sections incomplete: Section F2,
#1. Sections 4a and 4b. Sections 5a and 5b.
Section F3, #1. Section F4, #1, #2, #3 and #4.
Section F5, #1. Section G1, #1b. Section G5,
#1. Section G7, #1. Section H3, #1. Section i1,
#3 and #4, Seciton K3, #1. Section K8, #1 and
#2.

Per interview with the RN Administrator

R100

0f Covreckion .

R1e4 | Please see abbadned plaws

Drivision of Lic
LABORATORY

ensing and Protection

DIRECTOR'S OR PROMIDER/SURPUER REPRESENTATIVE'S SIGNATURE TITLE

VAAA)

(46) DATE

nl4hs

STATE FORM

!

DNV S/ Nurse Mancgor

eees 7NBD11

Rz + R POCs accephed MJANS Pestue

If continuation sheet 1 of 3




Division of Licensing and Protection

PRINTED: 10/28/20%5
FORM APPROVED

5.9.c(2)

Oversee development of a written plan of care for
each resident that is based on abiliies and needs
as identifled in the resident assessment. Aplan
of care must describe the care and services
necessary to assist the resident to maintain
independence and well-being;

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and confirmed
by staff interview the facility failed to update the
written plan of care for 2 of 8 residents reviewed
describing the care and services necessary'to
assist the resident in maintaining independence
and well being. For

Residants #1 and #2 the findings include the
following: :

1. Per medical record review, Resident #1 was
admitted on 11/21/14. As per interview with the
RN Director of Nurses (DNS), Resident#1's
physical condition deteriorated to the point that
the physician directed staff to begin Hospice (end
of life) services with the home health agency.
Hospice services began on 6/24/15 and
continued through 8/22/15. The Home Health
Agency discontinued services for Resident #1, for
s/he was no longer required Hospice care.

Per interview with the RN ONS, confirmation is
made that the current Care Plan for Resident #1
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dated 6/17/15 identifies that the resident was
approved by the physician for hospice. The
services were discontinued on 8/22/15. The care
plan has not been updated to reflect the change.

2. Per medical record review for Resident #2,
who was initiaily admitted on 1/13/15, staff notes
identify that the resident was fransported to the
the physician's office on 5/20/15 for evaluation,
followed by a 10 day stay in the acute care
hospital. S/he then was transferred to a skilled
nursing home for rehabilitation for 19 days and on
June 18, 2015 retumed to the Community Care
Home.

Per medical record review and confirmed by
interview with the RN .DNS, after a twenty-nine
(29) day Leave of Absence (LOA), the current
care plan dated 5/1/156 does not reflect any
changes that occurred.
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We believe that the citations noted during the recent survey are in partrelated to both the
Administrator and DNS both having their hands in the day to day operations, as well as all
aspects of nursing care. Because of this, we will be clearly defining our roles so that each
team member knows exactly what their responsibilities are and will have the ability to
clearly identify where any future potential “problems” may lie.

R134-

It was noted that res. #2’s admission assessment was incomplete in the resident’s record.
This assessment was completed prior to the surveyor completing her inspection.

Previously we did not have a fail-safe measure implemented to ensure that all assessments
found within the medical record were completed. We have now put into practice 2
procedures (in addition to identifying job duties, as mentioned above); 1-Assessments will
be held by the RN until completed & signed. 2-Once the assessment has been deemed
completed by the RN, all staff responsihle for filing will now additionally be required to
ensure that any document set to be filed is completed to its entirety (signed by the
physician, nurse, all parts are complete, etc.).

The DNS & Administrator will both be responsihle to monitor compliance.
R145-

Despite the fact that each of these care plans reflected an accurate & up to date depiction of
hoth residents needs, it was noted by the surveyor that 2 residents care plans were not
“updated” in a timely manner. Both care plans were reviewed and noted as updated on
10/5 & 10/6.

We recognize two areas needing improvement. 1-Nursing made the unfortunate mistake of
haven hand written on the care plan, updates/changes noted but did not include the dates
of those notations. In going forward we will not only date each time something new is
noted on the care plan but also sign & date at the bottom, the last time the care plan was
reviewed. 2-In resident #2, despite her care needs not changing (left the Four Seasons
independent, returned independent) in her 29 days absence, we neglected to indicate on
the care plan that no changes occurred. Although this was noted in the nursing notes, in
going forward, we will make certain to notate not only anytime a care plan is reviewed but
also be sure that anytime a resident experiences; a change in condition, hospitalization,
rehab stay, etc. that the care plan has been reviewed and dated (regardless as to whether
any changes have occurred or riot).

The DNS & Administrator will both be responsible to monjtor compliance.

Allis Al
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