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P N 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://Amww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

November 11, 2015

Mr. Francis Cheney, Administrator
Maple Lane Nursing Home

60 Maple Lane

Barton, VT 05822-9494

Dear Mr. Cheney:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 16, 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,

SUUNRTANCN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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i An unannounced onsite recertification survey :
was conducted on 9714- 916/15 by the Divisien of |
: Licansing & Protection. The following regulatary
| deficiencies were identlfied as a result of the
|~ survey.
F 28p - 483.20(d)(3), 483.10(K)(2) RIGHT TO
aa=p PARTICIPATE PLANNING CARE-REVISE CP

Fz00 Please See avkacned plans
, . 0of Cowechion.

The residant has the right, unless adjudged l

incompetant or otherwise found to be . :

Incapscitated uncer the iaws of the State, to

participate In planning care and treatment or : .

changes in care and treatment. '

. A cormprehensive care plan must be developed
within 7 days after the completion of the

| comprehensive assessment prepared by un

 interdisciplinary team, that includes the attanding

i physician, a registered nurse with responsibility

\_ for the resident, and other appropriate staff in

discipilines as determined by the rasident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resldent's
legal repregentative; and periodically reviewed ‘
and ravised by a team of qualified persons after

- ggch agsessment. ‘

i

|

| This REQUIREMENT s not met as evidenced
by
Based on recorg review, staff and resident
Interview, the facility falted to ensuré that &
resident with the capability to participata In
planning care was invited to the care plan
meeting for 2 of 17 rosiderits sampied (Resident
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R

#44, #52). Findings Inctude:

1, Per interview on 9/14/15, Resident #44 )
. answerad the resident interview question "No” l
| regarding involvernent in their carg and trestment. !
" The resident atated that they were not Invited to
the care plan meeting and did not participate in -~
 the process. Per revigw of the Social Servica !
i rictes and the care plan meeting sign-in sheet,
| thare wag no evidence that suggested s/he was
! agked to attend the care plan meeting. Per
. interview on 8/15/15 at 10:46 AM, ths Director of
Social Services (DSS) ponfirmed thet the resident
_was not invited to attend the care plan meeting,
nowever the family was involved, Per the DSS,
the resident is cognitively intact enough o i
participate in the care planning process, howesver l
, wag not consulied about attending the meeiing.
i i

1 H
' 2. Par resident interview on §/14/15, Resident |
| #52 stated that they ware not involved in :
' decigions gbout thelr care, and did not attend the
1 care pian meetings, nor wers they invited to
! attend them. Per review of the soell service
notes and care plan aftendance sign-in sheat,
there was no evidence that suggested the
rasident wag invited to attend the care plan |
mecting or particlpated in eny way. Per interview |
on §/15/15 at 10:45 AM, the DSS confirmed that
although family members were notified regarding ;
| the care plan meeting, Resident #52 was not I
' consulied to see if thay wouk fike to attend
| themseives to be & part of the care plan

! development process.

F 431 483.60(p), (d), () DRUG RECORDS,
ss=p LABEL/STORE DRUGS & BIOLOGICALS

The facility must amploy or obtain the services of

F 431;

i
:
I
|

i

It
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F 431 | Continued From page 2 COF 43 |
a licenged pharmacist who establishes a system | ; P
of records of eeetpt and disposition of all ! ; !
1 controlled drugs in sufficient detail to enable an I '
' acourate reconciliation; and determines thet drug :
records afe in prder and that an aceountof all i
controlled drugs is maintained and penodically l i
reconciled. ! l H

i
. g
i

|

1

' Drugs and biologicalg used in the facility must be | o
; labelad in acoordance with currently scoepted ; | ;
: professional principles, and include the ' | i
! approprigte accessary and gautionary . :
. instructions, and the expiration date when i

In a¢cordance with State and Fedaral laws, the \ :

facility must store all drugs and biologicals in , , ,

, lacked compartments under proper temperature | ' T

L .| controls, and permit only authorized personnel to [ ‘ ;
i ' have access 1o the keys.

i || The facility must provide separately lacked,
" permanently affixed compartments for starage of |
controlled drugs {isted io Schedule it of the | |
Comprehensive Drug Abuss Prevention and : i | l
Contro!l Act of 1976 and other drugs subjectto : :
abuse, except when the facility uses single uait | : o
1 nackage drug distribution systems in which the i P

quantity stored is minimal and a migsing dose can |
| ba readily detected.

- This REQUIREMENT is not met as evidenced \ | 5 |
by: : !

i Based on observation and staff interview, the |
| facilty failed to ensure that all medications were ‘ : ; 1

1 ! labeled in accorgance with accepted prafessional . .
l principles for expiration dates for 3 resident's ‘ ' U
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F 431 l Continuéd From pagae 3 : F 431 |
| medications {Rasident #13, #24, and #86). ,

Finctngs include: *

1. Per pbsenmation on 9/14/15 &t 7:25 AM, the

medication cart on the upstairs west wing ;
_contained insyling that were in use for regidents. l P
| Per observation, the cpened vial of Levemir ! : 1
! Insulin in use for Resident # 24 had no date ' |
 writtan on the vial or box o indicate when it had ! i
- begn wpened 1o indicets when it needed to be l : ' l
discardad per the pharmacy recommendgation. | ?

Also at ihis time & Humaleg Ihsulirt pen which |
| was opened and in yse for Resident #13 wag : ‘
' found to have no date wiittan on it to indicate o

when it was opened, Per interview on 8/14/15 at o E

7:35 AM, the nurse adminlstering medications !

canfirmed that these two insuling were not ;

labeled with the daie that they were bpenad. ‘

2 Pey observation on 9/15/15 at 2:356 PM, the ‘ Py
; qownstairs unit medication cart wee observed to I
l have: a Lanius insulin pen prescribed and in use o
| for Resident #66 that did not have ihe date written; \

oh it to [ndicate when it had haen opaned. Par

interviaw on 9/158/15 at 2:40 PM, the nurse
i administaring medications confirmed that the f
i (nsulin pen was unlabeled with the date it was
" gpened, -}

Per a reference sheet published by the American | ' ?
@ociety of Consuitant Pharmacists. the oo i
recommanded dizeard dates for insulin vials snd ; EE
| pens are as follows: Lantus Insulin- 28 days, Sy
l Lovemir- 42 days, and Humalog - 28 days, after Pty
opening. |
F 441 | 483.658 INFECTION CONTROL, PREVENT ! Fa41.
8- | SPREAD. LINENS ' !

R
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The facility must establish and maintaln an .
_ Infection Control Program designed to provide a l
| safe, sanitary and comfortable environment and
I to halp prevent the development and transmission,
: ot disease and infection, ‘

% (a) Infection Controf Program
i The fagitity must establish an Infection Control
" Program under which it - .
{1) \nvestigatas, controig, and prevents infections
in the faclity;
{2) Decldes what proceduras, such as isolation,
| shouid be applied to an individual resident, and
i (3) Maintalns a record of incidents and corrective
i gotions related to infaciions, i l

« () Preventing Spread of infeclion
i (1) When the Infection Control Program
' determines that a resident noeds isolation to
prevent the spread of infection, the facility must
igolate the resident,
(2) The facility must prohibit employees witha |
communicable disemsse or imfected skin leslons ]
: from dlrect contact with residents or their food, if |
! direct contact will transmit the disease.
(3) The facllity must require g1aff to wagh their
hands after each direct resident contact for which l
- hahd washing is indicated by accapted
_professional practice.
1 {¢) Linens
Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

| !
' This REQUIREMENT is not met as evidenced |
: by, E
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F 441 Continued Frem page 4 F 441 !
. o
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(X2) MULTIPLE CONHTR_UCTION
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NAME OF PROVIDER OR SuFPUER

MAPLE LAME NURSING HOME

B0 MAPLE LANE
BARTON, VT 85822

STREET ADDRESS, GITY, STATE, 2P CODE |

]
'
iy
3

%4} u:L i SUMMARY STATEMENT OF DEFICIENGIES
PREF} {EACH CEFICIENCY MUST BE PRECEDED BY FULL
G REGULATORY OR L0 IDENTIFYING INFORMATION)

m PROVIDER'S PLAN OF CORREGTION i g:sg
DREPIX (EACH CORRECTIVE ACTION SHOULD BE | | GOMPLATION
TAG |  CROSE-REFERENGED TOTHE APPRGPRIATE |

i DEFIGIENGY)

" BATE

i
| |
F 411 Continued From page 5

| ‘Based on observation and staff interview, the
, facility falied t0 ensure that infaction control

{inens for 1 of 17 residents sampled (Resident
#44). Findings inciude:

Par observation on 91418 at 7.05 AM, by the

| completed incontinence care on Resident #44

" diractly on the Garpeted foor.
F 514 48375(1){1) REB

standarde and practices that are complete;
systematically organized.
The clinical tecord must contain sufficient

resident's assessmants; the plan of care and |
- sarvices provided: the results of any

and progress notes,

by:

Based on medical record review and siaff
interview, the facilly failed to meaintain clinical
records that were complete and sccurate

" practices wera foliowed for the dispasal of solled

bed of Resident #44, thete was a seoiled bedpad
_lying on the carpet, and next to ita visibly soiled
" and wet washcloth was seen lying directly on the
: carpet. Per interview on 9/14/15 at 710 AM, the

L.NA working on that wing confirmed that they had |

and had placed the wet pad and soiled washcloth
88¢D lRECGRDSvGOMPLETE.’ACCURATEIACCESS!B
The faciity must rmgintain clinical records on each

resldent in accordance with accepted professiona

acourately documented; raadlly accessible; and

information to identify the resident; a record of the -

preadmission screening conducted by the State;

| This REQUIREMENT is not met as evidenced

F 441

F 514
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F 514 Continued From page 6 )

regarding documentation for 1 of 3 residants with
an identified nutrition risk. Findinga incluge;

Per staff interview and record review, the facility i

falled to maintain complete end accurate

i gucumentation to estaklish that physician orders

| for nutritlonal supplements were followed for a

" resident identified as having & significant weight |

“joss and nutriional risk. The lack of |

i documentation madea it difficult tp detenmine
whether or how frequently the resident was

| recelving or refusing the supplements and

' whether other nutritional strategies shouid be

| implemented for the waight loss,

Par 8/15/15 medical record reviaw, the Unit f
Coordirator (UC) documentead ot &/3/15 that |

. Resident #28 was steadily losing waight and had |

I lost @ total of 12 pounds since admissioh § weeks

!_ ago. The resident was repoited 10 receive health |
" shakes with sach meal which s/ha did not take
conglstently. The physician was notified andon

| 873115 signed an order adding ‘Banana Flip'

| drinks twa times per day and to continue Health

Shakes (both high calarie supplements) with

| every meal. Per review of the resldent's weekly

- weights, the residant welghed 148 4 pounds on
4/22/15 and hisfher weight dropped to 132.6
pounds on 9/11/18.

Per interviews with nursing staff, the facility racks
i supplement intake on a meal pergentage sheet
l and staff LNA'R (Licensed Nursing Assistants)
" enter the amounts of the supplsment consumed.
| Per review, Tor the month of June, there was
documentation that Regident #28 consumeda |
health shake supplernent on 4 of 90 opportunities
"angd refused the suppiementona time; for July,
documentation supported that the resident took

F 514
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|
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- | the supplement on 5 of 93 opportunities and | i
! | refused the stipplement two times; in August, ) 1 l
. sfhe ok the supplement on 6 of 83 opporiunities | '
| and in September, documantation supported that - ‘ k
| the resident took the supplement one time
" through September 15th. ' i T
On 91615 at 10:07 AM, LNA#1 reported that 1 | , . |
i LMNAs are supposed to document the percentage ! :
| of meats thet residents consume, but are hot _ -
. documenting whether residents drink their heath o |
| shakes or refuse them unless their nurss ‘ b
' apecifically asks for documentation or if & y o
resident is (psing weight. S/he reported that 1 '
Resldent #28 gets health shakas with histher | |
meals and is encouraged fo drink them. On : ’ P
8/16/15 at 10:39 AM, LNA#2 reported that it is S
+ difficutt to document whether Resident #28 drinks 1 ’
* nis/her health shakes as the resident sormetimas ! \
i tkes tham back to his/her roam and has been ‘ |
" caught dumping them in tha gink ar toilet. Sihe : ; :
I reported that no ohe is consistent about _ ’ .
documenting whether the shakes are consumed | Dl
: arid floating or new staff aren't aiways awara of \ ' ’ '
what needs dogumentian. | “ |

On 9A16/15 at 9:39, the UC confirmed the i b
| physician orders above for nutritional :
" supblements and confinmed that thare was a fack |
of dooumentation of whathar the resident was ! . l
consuming of refusing the shakes; she E |
| confirrned that the lack of documentation made it . g *
" difficult to determina [f the physican orders are \ o
! being followed or whether other nutritional = i ; ‘ .
1 strategies might have been called for, though the } ' ' i
! residents weight had recently stabilized, | '

B | | o
!Z: t . ‘ I v

1
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‘Maple Laxe Nursing Home
Plan of Correction
Survey 9/16/2015

F280 Right to Participate in Planning of Care

1) To address the Resident’s #44 and 55 lack of involvement in their recent Care Plan |
development our Social Service Directot will review these resident’s curtent Plan of Cay
with them if desired by the residents. ‘[

2) All other resident’s of the facility that have not been judged incotnpetent by the State

of Vermont have the potential to be affected by this deficient practice. All residents of the

facility who are able to participate in the Care Planning process will be identified. Our
Social Service Director will review their Plan of Care with each identified resident if so

desited.

3) In the future all resident’s of the facility that are able to participate in the Care

[y

Planning process will be invited to ali Care Plan Meeting by our Social Service Directou.
§

A formal tracking form will be instituted to record this process which will include detéﬂ
of resident participation. !

4y Out Quality Assurance Committee will monitor the effectiveness our corrective actiop. .
The participation tracking form will be submitted to the Administrator on a monthly basis

for review, finding will be reported to the Quality Assurance Committee.

Frank Cheney, Administrator is responsible for the correction of this deficiency. |

Completion Date: 10/26/15

B8 PoC accepkd 1HolS Pmesiwen]
F431 Store Drugs & Biologicals . I‘

All residents of the facility receiving Insulin have the potential to be affected by this
deficient practice. Our Plan of Correction includes: i

o
1) The DNS has examined all currently opened Insulin vials and pens to ensure that the!

date they were opened is identifiable and that they are not past the recommended discand

date,

2) An in-service will be held for all Professional Nursing personnel on Octaber 22, 2015

to review facility policy relative to the labeling and discarding of Insulin vial and pens.
Rhoida Smith, DNS will be delivering this educational program.




3) Professional Nursing personnel will now verify proper dating of Insulin during our
established controlled drug count gysiem.

R

4) Unit Coordinators will view all open Tnsulin vials and pens on a weekly basis to cns{ar
ongoing compliance with facility policy. Findings will be reported to out QA Committee
for an overview.

Rhonda Smith, DNS is responsible for the correction of this deficiency.

Correction Date: 10/26/15

P\ PoC accepied Mi]1olls Prcetuen)

F441 Tufection Control

All residents of the facility have the potential of being affected by this deficient practiée.
Comective action includes: .

1) The staff member caring for resident #44 has been counseled regarding importance of
the following proper IC policy and procedure.

2) An infection control in-gervice for all facility staff was held on 10/8/15. Frank Cheney,
Administrator and Claire Bishop, RN/IC Nurse conducted the educational event, Topics

included General IC policy, Blood borne Pathogens policy, Infectious diseases, Modes ch
transmitting, [solation procedures, Hand washing and handling of soiled linen. o

3) An IC in-service will be held for all Professional staff on 10/22/15. Rhonda Smith,
DNS and Frank Cheney, Adminisirator will deliver this in-service. Topics will include
monitoring LNA staff and supervisory responsibilities of staff nursing positions.

4) The existing IC observation reviews will increase from monthly to weekly.

Our Quality Assurance Committee will monitor the effectiveness of this corrective actidn
by reviewing weekly observation reviews. Reviews will be completed by out IC Nurse.

Rhonda Smith, DNS is responsible for the correction of this deficiency.
Correction Date: 10/26/15
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F514 Resident Records
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Documentation of Dietary Supplements is done by our LNA positions, Recording of thi
information has always occurred on our daily meal percentage sheets. This E
documentation has not been kept as part of our permanent records and thus has been :




shredded at the end of each day. Accordingly evidence of supplements administration
was not avaitlable during our recent survey. This documentation will now be kept as part
of the permancnt resident’s record. The effectiveness of this comrective action will ¢
monitored by our RN Unit Coordinator positions on a weekly basis. Findings will be ; !
reported to our Quality Assurance Committee. 5

Rhonda $mith, DNS will be responsible for the correction of this deficiency.

Correction Date: 10/26/15
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