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
hitp:/Mwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

September 30, 2015

Ms. Theresa Southworth, Administrator
Gill Odd Fellows Home

8 Gill Terrace

Ludlow, VT 05149-1004

Dear Ms. Southworth:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 2, 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 facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

ORI

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 ' INITIAL COMMENTS L Fooo
+ An unannounced, on site recertiflcation survey ; f
and an investigation of self reported incidents .
‘were conducted by the Division of Licansing and ;
Protection from 08/31/2015 to 09/02/2015. The :
_failowing finding s were identiflad: '
F 280 Right to Farticipate Planning Care - Revise’
F 280 , 483.20(d)(3). 483.10(k)(2) RIGHT TO ° ght o Participate Planning ovise'CP

§5=D E PARTICIPATE PLANNING CARE-REVISE CP

The rasident has the right, uniess adjudged
incompatent or otherwise found to be
incapacitatad under the iaws of the State, to
participats in planning care and treatment or
changes in care and treatment,

A comprehensive care plan must be devaloped
within 7 days after the completion of the
comprehensive assessment; prapared by an

Intardisciplinary tearn, thal includes the attending :

 physician, & raglsterad nurse with responsibiity
for the resident, and other appropriate staff in
 disciplines as determined by the resident's needs,
and to the extent practicable, the participation of |

the remdent the residant's farpily or the resident's

 lagal representative; snd periodicslly reviewed
. and ravised by a team of quaiified persens after
gach assessment.

This REQUIREMENT is not met as evidenced

by

Based on record review and staff Interviews the

faciity failed to assure that the care plan was

reviged for a resident with naw pain for Resident

#12 In a Stage 2 sampie of 3 residents raviewad
_for pain. Findings inciude:

Residant # 12 had a Care Plan Update and
wiil have new pain asaessment,

Therapy depariment reviewed alf residents
i onthelr caseload and thelr cara plans.

" Therapy will update care plans as

F 260

appropriate and than print the most current -

CF for chart and DON as nursing still not

vlillzing PCC for CP,

IDT to review updatad CP at weekly

utllizalfon reviaw mesting and will be

raviewsd gt a minlmum of quarterly at

! Quality Assurance meelings,

* Substantial conpiiance obtainad by
Qctober 2, 2018,

;r Favo poc accepred 912l él(;etama,!nﬁ“im

)

LABDRATOR\" DIRECTOR'S OR PROVIDER/SUPPLIER REPREGENTA

~Any deficlency stalamant-ending with-an-asterisk: (*) danotes-a- deﬂclanw which the: inefitution may be-excused- frum curracnng pravldlng it'ls-detarmindd-that -

cther sefeguerds provide gufficiant prolection to the patlants. (Sea Instructions.) Excapt for nyrsing homes, the findings stetad above are digciosabie 90 days
following the dais of survay whethar or nol a plan of corregtion is provided, For nursing homes, 1he above finding® and plans of corraction are disciosabia 14
dsye following the date thess documants ars mada avallable fo the faclity. |f deficlencies are cited, an approved plan of ¢osraction ie requiakts to continued

program paricipation.
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F 280 Continued From page 1 " F 280:

Per medical review on 09/02/2015 at 8:24 AM,
Resident #12 was admitted In February 2015 with |
chronlc back pain, among other diagnoses. S/Me
reported in a resident interview duting Stage 1 of -
"the survey process on 08/31/2015, that his/her
pain Is naver relieved despite the use of |
anslgesics. An order dated 8/20/2015 requests a
physical therapy referral for paln modalities and
functional training. Fhysical therapy staff report
during interview on 09/02/2015 at 8:43 AM that
_this referral Is for the recurrance of knee pain. A .
brace has baen ordered for Resident# 12, There -
is no revision to the pain management care plan
' to indicate the presence of knee pain or the
interventions requested by the physical therapy
" department. This ts confirmed by the DNS during
interview on 09/02/2015 at 8:04 AM. The DNS
further reports that aspects of care by other :
disciplines should be included in the working care
, plan. |
F 309 483.256 PROVIDE CARE/SERVICES FOR !
58=D I HIGHEST WELL BEING 1

Each resident must receive and the faclity must
* provide the necessary care and services to attain
_or maintaln the highest practicable physical, :
: mental, and psychosocial weli-being, in ;
" accordance with the comprehenslve assessment
and plan of care.

Thizs REQUIREMENT is not met as avidenced
by

Based on observation, record reviaw and staff
interview the facility failed to assure that care and *
gervices were provided to aitain or malntain the

T

E 309[ F 308 PROVIDE CARE/SERVICES FOR HIBHEST
: WELL-BEING

Resident # 12 AND 43 to hava naw pain assessment.

All residents to have new pain assessments;

* Murses to be aducatad about pain, documerltation of the

. effactiveness of intarventions to treat pain, A new pain

i fow sheat was created and will ba utlized to better

monltor pain,

Regidants will be aducated on pain by :

Rshab & Nursing during the October Resident Councll

mesting, (Scheduled for end of Qctober and wili not be

complatad by Oct 2,

FORM CMB-25a7{02.98) Previous Varaions Obaciala Evenl iD: EEFP11
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F 309 ’ Continued From page 2 ;
- highast practicable physmal well-being of two of
three residents with pain, (Residents #12 & #43).
Fmdings inciude; l

1. Per record review, Resident #43 experiences
chronie pain largely orthopedic in origin related to
the previous hip fracture and histher arthritis,
S/he states that s/he is always In pain and that
the medications don't help. In an Interview an
8/2/15 the RN (Registered Nurae) on the unit
confirmed that the resldent was admitisd 11/8/15

. and it is stated that the resident has not had good ]
pain control since admisslon,

The resident receives Oxycontin ER 40 mg PO
_(by mouth) BID (twice dally) and Oxycodons 30
" mg PO BID. The dose of scheduled Oxycodons
30 mg was changed from Dally at HS (bedtima)
to BiD and Q4H (evary 4 hours) PRN (when
. headed} on August 11th. [n review of the MAR |
- (medication adminlstration record} s/he requesis ;
" the PRN medlcation consistently once dan!y
usually between 2-4 PM. The PRN dose Is
recorded as administered daily during the month
of August howaver the rasult (effactivenass) is not
recorded in the MAR or In the Nurses Notes :
except for one day (Aug 1st) whan It was 5
recorded on the MAR.

~In an intsrview on 8/2/15 at 1:30 PM tha Diractor
of Nursing Sarvices (DNS) confirmed that the
rasultz of the pain maedication administration were
not recorded and should have been and that
there was no evidence of the reassessment of
pain levels aftar the administration of a PRN pain
- maedication. [n an interview on 8/2/15 at 12:40
PM the RN on the unit confirmed that pain
_assessments are done minimally each shift and
-when administering medioations for residents with !
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* [ [ F 309 Continued

F 309_E CON ar designes to complate paln assessment on three

residents waekly.

Pain assessments and flow sheets will be reviewed al lees
quarterly through the Quality Assurence program.
Substantiai complianae will ba achieved by .

i October 2, 2015

- F309 POC accepted Flaplts Glolimen erpre
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F 308 Continued From page 3 F 309

‘ frequent complaints of pain. S/he stated that
nurees are reguired todocumeant PRN medication
adminlstration including time and the
effactivaness of the medication. in the interview

! s/he confirmed that the effect of the pain

medicatinn was not documented and It should

" have been.

2). Per medical review on 08/02/2015 at 8:24 AM,
_Resident #12 was admitted in February 2015 with
“ chronic back pain, among other diagnoses. S/he |

reparted in @ resident Interview during Stage 1 of

the survey process on 08/31/2015, that his/her
pain Is never relleved despite the use of _

analgesics. An order dated 8/20/2015 requests a

physical therapy referral for pain modalitles and

functional training, Physical therapy staff report
_during interview on 09/02/2015 at 8:43 AM that
| this referral is for the recurrence of kneo pain. A !
brace has been ordered for Resident # 12, There

Is no revision to the pain Management care plan

i indicate the prasence of knee pain of the
| interventions requested by the physical therapy |

depariment. This is conflrmed by the DNS during '
“Interview an 08/02/2015 at 9:04 AM. The DNS

furthar reports that agpacts of care by other
[ disciplines should be Included In the working care |
plan. ‘
F 431 ; 483.80(b), (d), (&) DRUG RECORDS, ;
§S=p ' LABEL/STORE DRUGS & BIOLOGICALS

The facillty rmust employ or obtain the services of

1 & licenssd pharmacist who establishes a system

of records of receipt and disposition of all

; controtisd drugs In sufficlent detall to enable an
accurate reconciliation; and determines that drug

| records are In order and that an account of all |
controiled drugs is maintsined and periodiceily

F 431 | Al insulin boltlas labalad on top of cap and Res FSBG

‘
| [

F 431 DRUG RECORDS, LABEL/STORE DRUGS, &
BICLQGICALS .
| Meadlcation room and medication carts raviewed by
' pharmaclst on Sept 21, 2015 and |ssues resolved.

sheata ware highlighted with expivation dates of insulins and

nuraes were gducated on each insulin & explration dotes.

* Med room ingpection to be done by night nurse waeckly and
aizo to complete a daily cheok of insulins,

. Don or dasignee to spol check at least monthly and be
revlewed at least quarteriy at Quality Assurancs Mtg.

. Substentlal complianca by Cotober 2, 2016,

? B focaccepted Halls llomenien) P
| i

| !

FORM CMS-26671{02.96) Previous veraions Obsolets
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F 431 Continued From page 4 F 431,

"raconclied, .
: : ; |
Drugs and biologicals used in the facllity must be i
fabaled In accordance with currently accepted
» profegsional principies, and Include the :
appropriate accessory and cautionary _ i
instructions, and the expiration date whan
| gpplicabla.

In acoordance with State and Federal laws, the
. facility must store all drugs and biologicals in
_Incked compartments under proper temperature | |
" controls, and parmit only authotized parsennel to
- have access to the keys. B

* The facliity must provide separately locked, !

. permanently affixed compartments for storage of .
controfled drugs llstad In Schadufe 1l of tha
Comprehensive Drug Abuse Prevention and

. Control Act of 1976 and other drugs subject to

_abuge, excapt whan the facility uses aingle unit

' package drug distribution systems in which the

. guantity stored Is minimal and a missing dose can
be teadily detected, ‘

This REQUIREMENT is not met as evidenced
by i [
_ Based on observation and staff intarviews the _

' faclity failed to assure that medications ware :
: stered according to currently accepted , i !
1 professional principles. Findings include; |

. Per observation on 8/1/18 of medications stored
. in the medication room on Sweat Mapie Lane

Unit, 3 bottles of Extra Strength Antacid {ablets
 wara In the supply cupboard with an explration - i i
. date of April 2015. In obsarvation of the ’

FORM CMS-2587(02-88) Pravious Varsions Obsoldl

Fagllity iD; 476062
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F 431 . Continued From page §

- last administered on 8/31/15 at bedlime. A
second bottle of Humalog insulin opened 7/20

“with a digcard date 28 days later (August 17)
laheled and used for a resident discharged on
7/14/15 alst remained In the cart.

! in an‘interview on 9/1/16 the nurse on the unit
confirmad that expired medications were found

and tha medication cart.

: medication administration and that the night
" nurse is expected to check the madication
, storage room for outdates. .
F 441 ' 483.65 INFECTION CONTROL, PREVENT
§5=E; SPREAD, LINENS

The facllity must establish and maintain an

- of disease and infection.

! (a) Infection Control Program '
The facility must estabilsh an Infaction Control
Program under which it -

i in the faciiity;

. should be applied to an individual resident; and

actions ralated 10 infactions.

and removed from the medication storage room

. In an interview on 9/1/15 the Director of Nursing
Services (DNS) confirmad that nurses shouid be
checking medication expiration dates with every

- Infection Control Program designed to provide a
safe, sanitary and comfartable environment and
, to help prevent tha deveiopment and transmissiong

(1) Investigates, controls, and prevents Infections

medicatian cart on the same unit on 8/1/16 thers
was a bottle of Lantus Insulin which was opened
" on 7/25/16 and with a discard date 28 days later
“(August 22), The insulin was stilf In use and was

’

(2) Decides what procedures, such as Iéolatlon. !

i (3) Maintains a record of Incidents and corrective !

H t
F 441 F a4l INFECTION CONTROL, PREVENT SPREAD,
Housekeaper counselad by RN on floor and fater by DON.

Nurses will ba educzted about policy for ciean dressing
’ . change and demonstrate compstency with this tachnigue,
* Sign posted by ice chest detaillng process maintalning
. propar infection control techniguas.
! Spot checks of dreesing chun?e at feast waekly to
" ensure proper infectlon control by peears. :
;A staff member will be chosan to do spet infection cantrel
| rounds with DON af ieast twics a month. |
. DON or desionsa 10 ansure compilance and will be
. reviewad atleast Quarterly at Qualltz Assurancs Migs.
i Substantial compliance by October 2, 2015, -

F"Hl PCC GLE{PRCi ‘”AB‘\Y aloeimin p_;.}ilP“u_,

FDRM CME.2687(02-99) Provious Vlrlloni&”}ﬁﬂ"'—'

Faclily (0; 475052 if contim}aﬁon sal Fage Sof 8
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F 441" Continued From page F 441 A

(b) Preventing Spread of nfection

(1) When the Infection Control Program
- determinas that & resident neads isolation o
prevent the spread of infection, the faciiity must |
isolate the resident. ‘
(2) The facility must prohibit smployees with &
communicable disease or infacted skin legions )
from direct contact with residents or thelr food, if | i
direct contact will transmit the disease. '
(3) The faciilty must require staff to wash thelr - b
_hands after each direct resident contact for which '

hand washing is indicated by acceptad '
professional practice. | _ ;

H

(¢) Linens
Personnel must handie, store, process and

- fransport linens s0 as to prevent the spread of
infection,

. This REQUIREMENT is'not met as avidenced | .- ;
by: ' ‘ . .
Bassd on direct observation and confirmed by
staff during interviews betwesn 8/31/2015and
09/02/2015, the facility falled fo provide a eafe
and sanitary environment to help prevent the
development snd transmission of disease and
_infection during 2 of 3 dregsing changas for
Residents #38 and #52 and in filling s water Jug
improperly from a common ice chest. The
specifics are as follows: - :

1. Par observation at the nurses’ station on _
- 9/02/2015 at 11:38 AM a housekeeper was I !

observad fitting a water Jug with ice taken from a

large lca cannister that |s used for residents, The |
. container of ice is loceted at the nurses’ station. |
| The housekeeper is observed and It is confirmed i '

FORM CMS.2587(02.83) Pryvious Versisna Obsaleta Event 10: EEFPH Faglity ID: 476082 If continugtion shest Page 7 of 8
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F 441 Continusd From page 7

by & staff nurse during interview that the water jug |
was filled by putting it inside-the larger cannister. .
Staft report that the proper way to fiil resident
glasses is to weer the gloves that are avallable by
the side of the icB chest and only remove the lca
from the chest with the scoep that is in a covered
container next to the lce chest. Steff are notto
, dip glasses or water Jugs directly info the
“cannister. The water jug of the housekeeper was
immediately noticed being ptaced on the hand raii *
by the housekeeper and then inside his/her work
bucket with cieaning supplies. The floor nurse
tried, unsuccassfully to Intervene with the ‘
housekeeper to prevent this and then alerted the
Kitchen staff who remeoved the ice cannister, i
cleaned it out and re-fllied it with ice before
- returning it to the nurses' station.

2. Per observation of a dressing change for i
Regident #38 on 9/1/15 et 09:23 AM, the
Reglstarad Nurse (RN) put on gloves and
ramoved the oid dressing from the residant's left |
loweat leg. Wearing the same gloves that werg
used to remove the old dresging, the RN,
cleansed the resident's wound with wound :
cleanser. The RN then removed the dirty gioves,
and without sanifizing hands, applied new gloves
and proceeded 10 apply cream to the wound. i
With the same gloved hands, the RN applied the
" dressing to the wound, Hefshe then removed
hisiher gloves and proceeded to wash his/her
nands. The facliity procedure was not foliowed
“as it states remove old dressing, discard, remove
gioves, wash hands, and apply clean giovea, On
9/1/15 at 9:30 AM the RN conflrmed that the :
facillty protoco] was to wash hands prior o putting
on giovee and after gloves are removed. :

'

3. Per observation of a drassing change for

FORM GMB-2887(02.99) Pravicus Yerglons Obsolate WE&MUD:E,E_FRﬂ

/
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Rasident #52 on 9/2/15 at 10:38 AM, the
Registered Nurse (RN) put on clean gloves and
removed the oid dressing from the resident's left
heal. The RN removed hisfher gloves and

without sanitizing hands put on new gloves, dated
the dressing material and stated the dressing was
wrinkled and hefshe needed to get another ’
dressing. The RN removed gloves, touched the
doorknab without sanitizing hands and |eft room

to get a new dressing. The RN reentered the
room with a new dressing. He/she washed

his/her hands, applied clean gloves, and applied
the new drassing to the resldent's left hael,

He/she then proceeded to remove the dirty

gioves and wash hisfher hands. On 8/2/15 at
10:53 AM the RN conflrmed that when gloves are
ramoved, hands are to be washed bafore putting |
oh hew gioves, ' '

Par intarview on 8/2/15 at 11:03 AM, the Director "

of Nurging confirmed that hands are to be |
waghed when gloves are remaved during

dressing changes and that the facllity procedure
for clean dressing technlque was not foliowed.
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