f\?’\ VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://mwww.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

March 23, 2018

Ms. Amy Russell, Administrator

Mountain View Center Genesis Healthcare
9 Haywood Avenue

Rutland, VT 05701-4832

Dear Ms. Russell:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 21, 2018. 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,

SR

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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An unannounced on-site follow-up survey was
canducted on 2/21/18 by the Division of
Licensing and Protection. While the facility was
found to be in substantial compliance, there are
ongoling issues identified that raquire a plan of
carrection.
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s5=B | CFR(s}: 483.15(c)(3)-(6)(8)

§483.15(c}(3} Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the residenl’s
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2} of this section,
and

(iii} Include in the notice the items described in
paragraph (c}(5} of this section.

§483.15(c}4) Timing of the notice.

(i) Except as specified in paragraphs {c}{4)(ii)
and (c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days befors the
rasident is transferred or discharged.

(i} Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1){i)(C) of
this section;
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(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this secticn;

{C) The resident's health improves sufficiently tc
allow a more immediate transfer or discharge,
under paragraph (€)(13(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident’s urgent medical needs,
under paragraph (c)(1){())(A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
{iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
inciuding the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and emal)) and
telephone number of the Office of the Stale
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
develocpmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 {Pub. L. 106-402,
cedified al 42 U.5.C. 15001 et seq.); and
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{vii} For nursing facility residents with @ mental
disorder or related disahilities, the mailing and
email address and telephone numkber of the
agency responsible for the protection and
advocacy cf individuals with a mental disorder
established under the Protection and Advocacy
for Mentally [l Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available,

§483.15(c)(8) Notice in advance of facility
closure

In the case of facility closure, the individual who
is the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required st §
483.70(1).

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the facility
failed to notify the resident and/or resident’s
representative of a transfer in writing for 3 of 5
resident's reviewed (Resident #1, #2, #3).
Findings include:

1.) Per record review Resident #1 was
transferred to the hospitai on 1/21/18 and
readmitted on 1/23/18. Resident #1 was also
transferred to the hospital on 1/29/18 and

The filing of this plan of correction does
not constitute an admission of the
zllegations set forth in the statement

of deficiencies. The plan of correction
is prepared and executed as evidence
of the faciiity’s continued compliance
with applicable law.
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readmitted on 2/7H18. There was no evidence in
the record that the resident and/or resident's
representative was notified of each of the
transfers in writing.

2.) Per record review Resident #2 was
transferred to the hospital on 2/11/18 and
readmitted on 2/13/18. There was no evidence
in the record that the resident and/or resident's
representative was notified of the transfer in
writing.

3.) Per record review Resident #3 was
transferred to the hospital on 2/20/18 and
readmitted on 2/21/18. There was no evidence
in the record that the resident and/or resident's
reprasentative was notified of the transfer in
writing.

All of the above information was confirmed on
2/21/18 at 3:30 PM by the Administrator and
Director of Nursing.
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FB823- There was no negative impact
on Resident #1, #2, #3. No other
residents were affected.

Written notice of transfer letter was
updated on 2/26/18 to include appeal
rights and other notifications

as required. Education regarding
written notification of transfer was
completed on 2.26.18

Audits will be conducted weekly x4
and monthly x3 to ensure proper
written notification of :

transfer was provided. Results of the
audit will be discussed at QAP! for
further evaluation and
recommendations.
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