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

May 19, 2022

Mr. Carl Pratt, Administrator

St Johnsbury Health & Rehab
1248 Hospital Drive

Saint Johnsbury, VT 05819-9248

Dear Mr. Pratt:

Enclosed is a copy of your acceptable plans of correction for the complaint investigation
conducted on May 5, 2022. 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,

9Qmw1u¢m

Pamela M. Cota, RN
Licensing Chief
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§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review, the facility failed to ensure 1 applicable
resident (Resident # 1) received treatment and
care in accordance with professional standards of
practice and the comprehensive person-centered
care plan. Findings include:

On 4/29/22, Resident # 1, who has a status of
and orders for NPO (nothing by mouth) was fed a
small portion of a meal by mouth by an LNA
(Licensed Nursing Assistant). Resident # 1
receives all nutrition and medications by a gastric
tube, is at risk for aspiration if fed by mouth and
had physician orders to be NPO. Resident # 1
was not properly identified by LNA staff and was
fed by mouth. Resident # 1's care plans also
indicate that h/she is NPO and receives all
feedings and medications via a tube. On 5/5/22 at

Resident #1 continues to reside at the
facility and have their needs met.

All residents who are NPO are at risk for
this alleged deficient practice. Resident #1
now has an alert bracelet on their w/c that
they are NPQO, in addition to their name.

IA house wide audit was conducted for any
NPO residents to ensure proper
identification of NPO status is there.

’The individual staff member received
re-education on proper identification of
;esidents prior to performing assisted
eeding.

==

All licensed staff who assist with feeding o
residents have been reeducated on propef
dentification of residents prior to
performing assisted feeding.

'The DNS or designee will conduct random
weekly audits X 4 and monthly X 4 of NPC
residents to ensure proper identification oﬂ
dietary restrictions are adhered to.

The results of these audits will be brought
lo QAPI for review and interventions if

needed
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10:17 AM, the above was confirmed by the LNA
that fed Resident # 1. It was also confirmed by

the facility Director of Nursing on 5/5/22 at 8:48
AM.

F 805 | Food in Form to Meet Individual Needs
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§483.60(d) Food and drink
Each resident receives and the facility provides-

§483.60(d)(3) Food prepared in a form designed
to meet individual needs.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to ensure 1 resident receives food in a form
designed to meet the resident's individual needs
(Resident #1). Findings include:

On 4/29/22, Resident # 1, who has a status of
and orders for NPO (nothing by mouth) was fed a
small portion of a meal by mouth by an LNA
(Licensed Nursing Assistant). Resident # 1
receives all nutrition and medications by a gastric
tube, is at risk for aspiration if fed by mouth and
had physician orders to be NPO. Resident # 1
was not properly identified by LNA staff and was
fed by mouth. Resident # 1's care plans also
indicate that h/she is NPO and receives all
feedings and medications via a tube. On 5/5/22 at
10:17 AM, the above was confirmed by the LNA
that fed Resident # 1. It was also confirmed by

the facility Director of Nursing on 5/5/22 at 8:48
AM.

F684) TAG F 684 POC Accepted POC
on 5/18/22 by R. Tremblay/P.
Cota

F 805 Re_s_ident #1 continugs to reside at the
facility and have their needs met.

All residents who are NPO are at risk
for this alleged deficient practice.
Resident #1 now has an alert bracelet
on their w/c that they are NPO, in
addition to their name.

A house wide audit was conducted for
any NPO residents to ensure proper
identification of NPO status is there.

The individual staff member received
re-education on proper identification of
residents prior to performing assisted
feeding.

All licensed staff who assist with
feeding of residents have been
reeducated on proper identification of

residents prior to performing assisted
feeding.

The DNS or designee will conduct
random weekly audits X 4 and
monthly X 4 of NPO residents to
ensure proper identification of dietary
restrictions are adhered to.

The results of these audits will be
brought to QAPI for review and
interventions if needed.

TAG F 805 POC Accepted POC on
5/18/22 by R. Tremblay/P. Cota
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