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://www.dail.vermont.gov

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

September 19, 2019

Mr. Chad Dingman, Administrator
Pines Rehab & Health Ctr

601 Red Village Road
Lyndonville, VT 05851-9068

Dear Mr. Dingman:

Enclosed is a copy of your acceptable plans of correction for the investigation survey
completedon August 21, 2019. 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,

‘Qamﬂdﬂ.ccﬁ,@\’

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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An unannounced onsite investigation into three
facility-repoited-incidents and one:complaint'was
condtcted by the Division of Licenising and
Protection from 8/20-8/21/19. The following

 regulatory deficiencies:were identified.
FE56. Develop/lmplement Comprehensive Care Plan
§3=0 CFR(s); 483.21(b)(1)

| 1. Resident #1°s care plan has been
§483.21(b) Comprehénsive Care Plans ' updated to reflect current care
- §483.21(b)(1) The facility must develop and needs

" implement a-comprehensive persdn-centered care - . d
‘ . o i . irin ates to the
plan for each resident; consistentwith the resident 2. Residents regu g up

rights set forth at §483.10(c)(2) ahd §483.10(c)(3), - plan of care for care needs have
- that includes measurable objectives.and ; the potential to be affected by the
- timeframes to mest & resident's medical, nursing, alleged deficient practice.
| gn;i mental and psgchpsgma’l needs St i ; ‘ 3. Education will be provided to
identified in the cornprehensive assessment. The . : @
* compiehensive care-plan must describe the : staff regarding the requirement to
following - | have the plan of care updated
: (i)} The services that are to be furnished to:attain or : i with new concerns or care needs.
\.maintain the resident's highest practicable | 4. Audits will be ¢ omplete d weekly
physrcal mental, and psychdsocial well-being as : . .
' required under §483.24, §483.25 or §483.40; and by t_he Director CffNursmg_ or
- (ii)-Any-services that-would otherwise be required designee to monitor effectiveness
under §483.24, §483.25 of §483:40 but are:fiot of the plan.
| proviged due to fhe resitirits sxsroae.of igtits 5. The results of the audits will be
‘under §483.10, including the rightto refuse dto th it
treatment under §483.10(c)(6)- reported to the QAA committee
. (iii)Any specialized services of specialized x3 months at which time the
“refiabilitative sefvices the nursing fagility wil committee will determine further
provide as a result of PASARR ecommendations. frequency of the audits.
If a-facility disagrees with the findings of the 6. C £ tion will be
PASARR, it mustindicate’its rationale in the : OITCCUVE. ACUON
Fesident's medical record. completed by 9/18/19.

(iviln consultation with the residernt-and the

F56 Poc accepted U111 kecaspos ui] P

) LAsoaAT?fﬁéproFrs oR: F@: REPRESENTATIVE'S SIGNATURE TITLE (X6),DATE
. DOpninisbkentoe O\/ﬁ‘ /2_0)9

Any.deficiency staterhent ending-with:an asterisk [y denotes s ﬁcaency wmc_:h. the.xnsxixution gy be excused: frofm: chrrecting proyiding it is-determined that:
other safeguards provide sufficient protection.tofhe patients. (Set instructions.) ‘Except for nursing homes, the findings stated above-are disclosable 20
-days-foliowing the: date of survey whether ornot a:plan ef correction i$ pravided. For nursing hemes; the abave:findings and plans of caection are
-disclosable 14:days following the date.these documents.are made availableto the: facility. -If deficiencies are: ‘cited, an approved plan of correctionis requisite
‘fo-cantinued pregram- participation;
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F656 Continued From page 1 F 656
resident’s representative(s)-

[A) The resident's. goals for admission and desired
oufcomes.

{B) The resident's preference and potential for

fiiture-discharge, Facilities Must decuriert:

whether the resident's desire to: retumn to the

.community'was assessed and any referrals to

 local contact agencies-andfor other appropriate:

_entities, forthis purpose.

{C).Discharge plans in the comprebensive care

‘plan, as appropriate, in.accordarice with:the
requirements set forth in paragraph (c) of this
seclion.

This REQUIREMENT is niot met as evidenced by
Based on record review and-staff interview, the
facility failed to revise the plan of care for a new

‘concerm for one resident (Resident #1). Findings

: ihclude;

. Perrecord review, Resident #1 had a fall on

 7/29/19-sustaihing a fractured arm. The resident

. had the fractured arm putin a cast. Prior to the
injury, the resident was abie to amibiilate

- independently with a: rolling walker. Due to the

. injury to their left amm, they were not able to use

: the walker, and.utilized a wheelchairito be:

| fransported. The resident alsa: rieeded some more

assistance with-ADLs (Activity:ef Draily- Living) like:
dressing and-toileting due to the injury: Per review

.ofthe plan of care, there was ne update to reflect

the changes in'Resident #1's ability to perform.
ADLs, or interventions regarding the injury and
‘monitoring for any. concerns such as pain or
potential impaired circulation to the affected limb.
‘Review of the Treatment Adrinistration Record
TAR) for August 2013 did not include menitoring for
«cireulation problems, edema, or pain.as. potential

FORMCNIS-2567(02:99) Previous Versionis ObSolete Event/D: YSZU11 Facility ID: 475044 It continutic sheet Page’ 2 6F 6



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/04/2018
FORM APPROVED:
OMB NO.'0938-0391

| ' STATEMENT OF DEFICIENCIES {X1). PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
475044,

{(X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY.
A. BUILDING COMPLETED

C
BAMING 08/2112019

NAME QF PROVIDER GR SUPPLIER

| PINES REHAB & HEALTH CTR

STREET ADDRESS, GITY, STATE, ZIP COOE
601 RED VILLAGE ROAD
LYNDONVILLE, VT 05851

as fhe LNA (Licensed Nursing Assistant) was
providing care-to the remmate, whoss bed was by
the-door. Resident #1 opened the door and
entered, and fell ta the floor. The resident
“sustained-a breken am in the fall, and'was sent to
the hospital far an-evaluation and freatment. Per
interview with-the Tesident:on 8/20/19 at 9:50 PM,

X410 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION s)
PREFIX (EACH DEFICIENCY MUST BEPRECEDED: BY FULL PREFIX {EACH CORRECTIVE ACTION S'ﬁ(D_l{LD“ BE ﬁc”;fET'ON
TAG REGULATORY OR LSGIDENTIFYING INFORMATION] G | “CROSS-REFERENCED TO THE-APPROPRIATE
| DEFICIENCY)
F 656 Continued From page 2 F 656
side.effects of the fractured arm. Per'interview on
8124719 at 1:35 PM, the Director of Nursing
confirmed that the-plan of care had not been
updated to include the ehange'in ADL status.and
the care to be provide forthe fractured-arm. The
DNS alse confirmed that the August:2019 TAR had
not been updated with interventions for nursing to
- monitor potential problems related to the fractured
F 689 ' Free of Accident Hazards/Supervision/Devices F889, Fe89
$S=D CFR(s): 483.25(d)(1)(2)
b 1. Resident #1 continues to reside in
§483.25(a) Accidents. iy . :
Tne oty mustiansureshat - the facility and injury continues
§483.25(d)(1) The resident.environment remains as to heal.
. free Gf aceident hazards as is possible: and 2. Residents residing in the facility
have the potential to be affected
§4B3,25(d)(-2)Each resident receives adeguate: by the alleged deficient practice
. supervision and assistance devices to prev'eht 3. Biducation has Bee provi Aed to
;accidents. '
' This REQUIREMENT is not met as evidenced by: staff regarding the environmental
Based on record review: and:interview, the facility risks of leaving linens on the
Tailet'to erisure:that the. environment was free:of floor. Further education will be
g;gident hg;atgis, for 1 of 4 rs;sidents sampled o Tetedl i Ball "
(Resident #1). Findings include: GEphehell IO AL PISYEULO,
' 4. Environmental audits will be
Per réicord review, Resident #1 was ambulatory completed weekly by the Director
with use of a rolling- walker, On 7/28/19, the of Nurses or designee to monitor
resident was returring from supper in the dining 3
room. The doorto-the resident's room was clesed, effectiveness of the P lan.
5. Results of the audits will be

reported to the QAA committee
x3 months at which time the
committee will determine further
frequency of the audits.
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they stated that when-they entered the room, there: completed by 9/18/19. .
was linen on'the floor by the roommate's-bed; and : e
the walker whee! got caught up:inthe linens and L Fupa Foc d((fp-ffd q/l‘? G kf&w«f’cxﬂlf [ P
. caused the resident to.Tose balance and fall. Per ’ ,
interview-on'8/21/19'at 2:15 PM,. the:nurse on:
-duty-atthe time of the fall stated that the resident
was lying on the floer with their head nearthe
“bathroom. door, and'they saw a pile of lingh near
the-end of the bed on the floor. The nursé also
- corfirmed that the resident told them:they had
! tripped-on the. linens. :
F 880 Infection Prevention & Contral F 880
$S=D . GFR(s}: 483.80(@)}(N2)(4)(e)() F880
 §483:80 Infection Control 1. Resident #1 continues to reside in
| The facility: must establish and maintain an the facility had did not have
infectian preventiva:and control progeam. designed development of infection related
. to-provide a safe, sanitary and comfortable to the alleged defici .
. environment and to help prevent the development e _e ?ge . e- Cl?nt practn-:?.
and transmission 6f communicatle diseases.and 2. Resident’s residing in the facility
“infections. have the potential to be affected
' P —_— by the alleged deficient practice.
483.80(a) Infection preventiot and contral . ) )
‘z:;gm-m(a) - R 3. Education will be provided to
The facility' must establish an infection prevention staff regarding infection control
«and.control program (IPCP) that must include, at a practices to prevent the spread of
T, the follwing Slements. infection and requirement for
§483.80()(1) Asystem for preventing, identifying, handling of soiled Imen.
4. Audits will be completed weekly

reparting, investigating, .and controlling infestions

and cornmunicable diseases:for all residents, staff.

volurrteers, visitors, and other individuals providing
services under a confractual arrangement based
‘Upon the facility a8sessment conducted:according
to'§48370(e] and fallowing dccepted hational
standards; '

by the Director of Nursing or
designee to monitor effectiveness
of the plan.
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§483.80(a)(2) Written standards, policies; and

' procadures;for the-program, which must include,
but are not limited to:

- {iy A system of surveillarice designed to identify

. possible corimunicable diseases of

: infections before they can spread to otherpersans
in-the facility;
(i) When and to whem pessible incidents of
communicable-disease or infections should be

. reported;

i) Standard and fransmission-basad. precaufions

" to be followed:to prevent spread of infettions;
{(iv)When and how isolation-should be used fora
resident; including but ot limited to:
(A) The type and duration of the isolation,
depending upon the infectious agent or organism
invclved, and

- {B) A requirement that'the isolation should be the.
least restrictive possible for the resident underthe
circumstances.
(%) The circumstances under which the facility

- must prohibit employees witha tommunicable.

- with residents. or theirfood, if direct cantact will
transmit the disease; and.

staff invelved in direct resident cortact.

§483.80({aj(4) A system for recording incidents
- ideritified under the facility's. IPCP and the
carrective actians taken by the facility.

§483.80(e) Liners.

Persdnnel must handle, storeg, process, .and
transport linens $6 asto preventthe:spread of
infection.

. disease or infected skin lesions from direct contact

(vi)The hand hygiene procedures to be followed by

5. Results of the audits will be
reported to the QAA committee
x3 months at which time the
committee will determine further
frequency of the audits.

6. Corrective action will be
completed by 9/18/19.

[FBs0 FoC Clcf(_ph:d q[@ll‘] /(&U«quﬁﬁ'/m—
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' §483.80(f) Annuzlreview.
The-facility will conduct:an annual review of its
. IPCP-and update their program, as necessary. :
: This REQUIREMENT is nat«met.as.evidenced by:- :
Based on record review and staff interview, the !
facility failed to maintain a safe-and sanitary ;
enviranment to prevent the possibie spread of
infectiom. Findings include:

Per record review, Resident #1. had a fallin their

: reem-on 7/29/18, sustaining a fractured amm. Per

. interviews with the resident who fell and the nurse
on duty at the:time, the LNA who'was providing i

- tare to the roommate had placed sailed:linen on i

 the floar while changing:the resident’s clothes and

' bedding. Per inferview on 8/21/19 at 2:15 PM; the
nurse on duty-at the fime of the fall:stated that the
LNA had not followed infection control protocot
when placing dirty linen on.the floor, and also that
it caused a tripping hazard for the other resjdent,
The nurse statedthatthey bave encouraged staff
to carry bags with them so.they will have &
receptacle 1o put dirty clothing and bedding in
when: providing care, and. has. spoken with.ather
LNAs aboutithis as well. Perinterview:on 8/21/19
at 1:35 PM, the Director of Nursing confirmed that
the infection coniral policies:of the facility and
accepled professional practice regarding infection
control:and ;prevention indicate that dirty linen and
clathing should be bagged:and.not placed directly
on the: floor. The facility‘held 4n educational
inservice for staff aftér this incidentregarding risks
for falls; and included the subject of items placed
on the flaor as a possible fall risk, as wellas this:
being an'infection-¢ontrol ‘concem.
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