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An unannounced recertification survey and
complaint investigation was conducted by the i
Divison of Licensing and Protection on 12/1/08 to

12/3/08, | F 226

F 226 | 483.13(c) STAFF TREATMENT OF RESIDENTS | F 226

S5=E Al _ : The 5 direct care staff who 12/05/08

[ Thg faclllt'_,r must develop and Imp!elment written inaccurately identified the
policies and procedures that prohibit ombudsman as to whom
mistreatment, neglect, and abuse of residents suspected abuse/neglect or
and misappropriation of resident property. exploitation should be reported
have been educated.

ghis REQUIREMENT is not met as evidenced The employee without evidence
Basat o ilniow St rviow oB it e ﬁﬁ‘;‘,ﬁﬁﬁﬁ:ﬁﬁ‘;‘;ﬁﬁ;’;iﬁ“
facility failed to implement their written policies . residents on 2 days only,

and/or Vermont State requirements around
screening and training of employees to prevent,

identify and report abuse, neglect or exploitation Al |
of residents for 5 of 11 employees. Findings miigf::g':ﬁ ﬁ:ﬁrﬁ ;i:z 1;:;?1 SIS

include: requested for the 4 employees
who have a history of criminal
convictions,

and is no longer employed.

1. During interviews on the 3 days of survey, 5 of
8 direct-care facility staff inaccurately identified
the Ombudsman as the entity to whom suspected
abuse/neglect or exploitation should be reported
rather than the Yermont State Division of
Licensing and Protection (DLP).

Policies regarding the prevention, 12/10/08
identifying, and reporting of

abuse, neglect or exploitation

of residents were reviewed

s an A : .
2. During a review of 11 personnel records on and updated 2s necessary.

12/2/08, 1 record did not show evidence of

required adult and child abuse registry S e e
verifications, Vermont criminal background check SR
regarding the prevention,

or Office of the Inspector General database
search. During an interview at 10:30 AM on
12/2/08, the Administrator confirmed that the
employee had not submitted the consents
required to obtain his/her background checks and |

LABORATORY DI TOR'S OR PR‘:KDEWEPRE SENTATIVE'S SIGNATURE Tl!LE (X&) DATE
ﬁﬁm : Qs lialot A Qb 2008

Any deficiency slgﬁma nt ending with an asterisk (*) denotes a deficiency which the institution may be excused from comecting providing it is determined that
other safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation,

identifying, and reporting of
abuse, neglect or exploitation
of residents.
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F 226 Continued From page 1 E 225' DN;‘: or de;ifszle? ;;1;13 E;Ifunn Ongoing
that the employee, now terminated, had worked :Em‘{;:r:“ o qﬁmr e
?swir; |J;Nﬁ"« performing direct care to residents for i edgg P oolion Is euriit
. Results will be reported at | Ongoping
3. Per record review on 12/2/08, there was : :
evidence of criminal convictions in 4 of the 11 i
personnel records of staff employed by the P 3 e o DI
facility. Per interview on 12/3/08 at 10:30 AM, DOC. zpe 204 1B 184/ § /7 Y
the Administrator confirmed that staff were ; il i
employed by the facility in violation of a
Department of Disability, Aging and Independent
Livng policy that prohibits the employment of
individuals, who provide direct care, who have a
history of criminal convictions.
F 278 483.20(g) - (j) RESIDENT ASSESSMENT F 278 £
55=B ’ :
The assessment must accurately reflect the WIS coding i g LR
resident's status. have been reviewed with all
staff members responsible for
A registered nurse must conduct or coordinate coding the MDS.
each assessment with the appropriate ) .
RAPs and Care plans was
A registered nurse must sign and certify that the performed to ensure that all
assessment is completed. required records are complete,
current and available.
Each individual who completes a portion of the | i ; :
assessment must sign and certify the accuracy of | DNS or designee will perform | Ongoing
that portion of the assessment. : audits of 5 resident records per
quﬂrter to ensure records are
Under Madicare and Medicaid, an individual who m!'rluplete_. current and
willfully and knowingly certifies a material and available.
false statement in a resident assessment is . .
subject to a civil money penalty of not more than Results will be reported at Ongoing

(JA meetings. DNS to monitor
for compliance.

Pac 2hbepiid 13/2C/08 0. fzed

1
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assessment.

Clinical disagreement does not constitute a
material and false statement.

by:

8 of 11 residents. (Residents #1, #2, #3, #4,
#5#6 #11, #12) Findings include:

1. Per review of records on the three days of

coded as having side rails used for resident

the MDS coordinator on 12/3/08 at 9: 30 AM
hefshe confirmed that the side-rails were not
used as a restraint and did not impede the
movement of the above residents.

12/2/08, the coding was confirmed to be
been captured by the facility's care tracking

software used to gather data for the MDS
assessment.

MDS coordinator generated an unsigned RAP

This REQUIREMENT s not met as evidenced

Per observation, interview and review of records,
the MDS (Minimurm Data Set) did not accurately
reflect the resident's status or was incomplete for

survey, Resident #1, #2, #3, #4, #5 and #12 were

restraint. The Residents were observed during
the three days of survey as having 1/2 side rails in
use as positioning aids. During an interview with |

2. Per review of the 11/25/08 MDS for Resident

#11 on 12/2/08, bathing was coded as having not
occurred in the 7 day look-back period. During an
interview with the MDS coordinator at 3:30 PM on

inaccurate as bathing had taken place but had not

3. Per records review for Resident #6 on 12/2/08,
the Resident Assessment Protocol (RAP) was not
available on the unit. At 9:15 AM on 12/2/08, the
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F 278 Continued From page 3 F 278 F282
from the facility's computer. During an interview . " o
with the DNS at this time, he/she confirmed that e i i
the RAP had never been completed per her own nE bR s dicetid oa
audit of the Resident's record at the departure of her MAR. A. it
the previous MDS coordinator. i ﬂbt;n}; 55 el
F 282 | 483.20(k)(3)(ii) COMPREHENSIVE CARE F 282 0 L e bl Wit
$8=D PLANS updated.
The services provided or arranged by the facility EINE ok il ravie all 12/29/08
must be provided by qualified persons in Saado ang::tans o et thak
accordance with each resident's written plan of | RS T P P e
L plan of care are being provided
accordingly.
;;,I.IS PECUIRENEDE Ls HE IR S DNS or designee will audit 5 resident Ongoing
Based on observation, staff interview and record G o g
review, the facility failed to ensure that care was “”I;""?S ML de dm :lij' anla i
 provided in accordance with the comprehensive e DEIE DR 0 BTy
care plan for 1 of 10 residents in the sample | Risilie will B Tepord 2 Chikoii
(Resident #5). Findings include: QA meetings. DNS to monitor
1. Per observation of the noon meal on 12/1/08 NCCETHR st
and the morning meal on 12/2/08, Resident #5 (AT s ot 5 Sk (146277
| did not receive Resource (a nutritional ! IC s ’dg?‘“ﬁ’”: “iég &t
| supplement) as indicated on the Resident's care p.:
plan. Per record review, on 11/8/08, the Facility
| Dietician recommended 6 ounces of Resource
| twice a day with the morning and noon meals. Per
review of the Resident's meal "card” with the
| Food Services Director on 12/2/08, there was no
indication that the Resident was to receive
Resource.
During a 2:00 PM interview on 12/2/08, the Unit '
Charge Nurse confirmed that the Resident should
| be getting the Resource as indicated on the care
plan.
F 371 | 483.35(i) SANITARY CONDITIONS F 371

%
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2 plastic containers of cooked pot roast
were not labeled or dated.

A large piece of pot roast was on a sheet
pan without covering, labeling or dating. The

sheet pan was had congealed fat and meat

juices over the entire surface.

A 2 inch hotel pan with cooked stuffing
with no label or date

In the walk-in freezer
5 coffee cups containing ice cream were

uncovered with no label or date
Cooked roast pork dated 7/3 with torn

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (25)
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' ; ' F 371
F 371 Continued From page 4 F 371
S The facility must - All food items that were not 12/01/08
(1) Procure food from sources approved or :g:_':::i;:t;imwl}r
considered satisfactory by Federal, State or local :
authorities; and :
(2) Store, prepare, distribute and serve food .ﬂﬂllfuuiserﬂ:;_staffhwe St LEran
under sanitary conditions Eaﬁzzwlal;ee?i?@ ?ngdpsl;ﬂﬂgzée <o
food.
AM/PM Cook’s checklist updated 12/24/08
to include ensuring all food
This REQUIREMENT is not met as evidenced products are properly dated and
by: labeled.
Based on observation and staff interview, the e 4 :
facility failed to store perishable food under , Food Service Director will perform Ongoing
sanitary conditions. Findings include: 5 ﬂud'tiiz:ﬂ_r qu?l;errtu enﬁ:re
[ proper dating, labeling an
1. During a kitchen tour at 11:25 AM on 12/1/08 ' storage of food.
with the Food Service Director, the following was Rl il tod s
observed: esults will be reported at ngoing
In the walk-in refrigerator: _ QA meetings. Food Service
Director to monitor
A plastic bag containing cooked beef was for compliance. &
not labeled or dated. a7 e v ffﬁy/c'ﬁ' ¢/o§ O fCz0f

9
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plastic wrap, exposing the meat to air and
evidence of freezer burn,
F 431 | 483.60(b), (d), (&) PHARMACY SERVICES F 431 F 431
SS=E [ [
The facility must en"!pFﬂy or ohtalq the services of R R ol s e e 12/05/08
a licensed pharmacist who establishes a system : :
. ; 5 checked and discarded if
of records of receipt and disposition of all i oE e
- controlled drugs in sufficient detail to enable an ;
accurate recenciliation; and determines that drug 3l Hli i e i i | 12/03/08

records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

longer in use were destroyed
and accounted for by 2 RN's.

Policies for storage of 12/05/08
medications , receipt and
accounting for Hospice
| medications and
destruction of controlled
substances were reviewed and
updated as necessary.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
| professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the

| facility must store all drugs and biclogicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

DNS/SDC will provide 12/30/08
education to nursing staff

regarding storage of

medications , receipt and

accounting for Hospice

medications and '

The facility must provide separately locked, :
destruction of controlled

permanently affixed compartments for storage of

' controlled drugs listed in Schedule |1 of the substances.
Comprehensive Drug Abuse Prevention and X : >
Control Act of 1976 and other drugs subject to DNS or designee will perform Ongoing
| abuse, except when the facility uses single unit audits of medication storage
| package drug distribution systems in which the and Hospice medications
quantity stored is minimal and a missing dose can monthly to ensure proper
| be readily detected. labeling and destruction.
Resulis will be reported at Ongoing
QA meetings. DNS to monitor
This REQUIREMENT s not met as evidenced for compliance.
FORM CMS-2567(02-29) Previous Versions Obsolete Event 10:K25Z11 Facility 10: 4?5}5% If continuation sheet Page 6 of 10
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by:

Based on observation, interview and records
review, the facility failed to store medications,
including controlled medications, in accordance
with accepted professional principles. Findings
include:

1. Per observation on 12/1/08 at 12:00 PM, the
medication refrigerator on the 1st floor of the
facility contained 1 vial of tuberculin PPD testing
solution labeled " opened 9/18/08 " and "
discard within 30 days of opening " . It also
contained a vial of Novolin N insulin labeled as
opened on 9/11/08 and in current use. Per
interview at the time of this observation, the DNS
confirmed that both vials were labeled as above
and should have been discarded 30 days after
opening.

2. Duwring this same observation, 2
single-resident-use medication packs from
Hospice containing medications to treat pain and
anxiety, including narcotics and other medications
with a potential for misuse, were found to be in
the possession of the facility 3 and 17 days after
the deaths of the respective residents. At this
time, the DNS confirmed that the medications
could not be returned or used by another resident
and should have been destroyed by 2 licensed
nurse witnesses after the deaths of the intended
recipients. The DNS was unable to identify a
timeframe in which this should take place and
stated that the facility had no written policy for
disposing of Hospice medications. At 10:20 AM
on 12/3/08, the two Hospice medications packs
noted on the first day of survey were observed
intact in the medication refrigerator. This was
confirmed by the DNS at the time of this
observation and the medications were destroyed
and accounted for by two licensed nurses prior fo
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F 431 Continued From page 7 ' F 431
exit at the request of this surveyor.
F 444 483 65(b)(3) PREVENTING SPREAD OF F 444
gs=p  INFECTION F 444
The facility must require staff to wash their hands | DNS/SDC will provide 12/30/08

after each direct resident contact for which

handwashing is indicated by accepted AiE cAvpRtion segading

professional practice. mﬁtzk?;n;i:;s -
procedures.
This REQUIREMENT is not met as evidenced DNS or designee will Ongoing

by:

Based on observation and interview, the facility
staff failed to use appropriate hand washing R
techniques to prevent cross-contamination when i i 5'0“
performing cares during 2 of 2 observations. changing is occurring. Results
(Residents #2 and #8) Findings include: will be reported at QA meetings.

U pteepied 144008 A ats A

conduct 5 random staff audits
quarterly to ensure appropriate

1. Per observation at 11:20 AM on 12/2/08, during
a dressing change for Resident #2, the facility
LPN removed the soiled dressing, performed
wound care and redressed the wound without

- washing or sanitizing his/her hands during 3 glove
changes as he/she transitioned between soiled

| and clean portions of the procedure. This was
confirmed in interview with the LPN immediately
following the observation.

2. Per observation of incontinence care for
Resident # 8 at 10:45 AM on 12/2/08, a Licensed
Mursing Assistant (LNA) touched a bottle of
peri-wash with sciled gloves after cleansing the
Resident's perineal area. The LNA then changed
' gloves without sanitizing his/her hands and
proceeded to cleanse the Residents buttocks.
Immediately after the observation, the LNA
confirmed that he/she touched the peri-wash with
soiled gloves and did not sanitize between glove
| changes.
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F 514 I 483.75(1)(1) CLINICAL RECORDS . F 514
SS=B F514
| The facility must maintain clinical records on each : :
resident in accordance with accepted professional An audit of all resident MDS, 12/05/08
RAPs and Care plans was

standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

performed to ensure that all
required records are complete,
current and available.

The clinical record must contain sufficient

information to identify the resident; a record of the DNS or designee will perform Ongoing
resident's assessments; the plan of care and audits of 5 resident records per
services provided; the results of any quarter to ensure records are
preadmission screening conducted by the State: complete, current and
and progress notes. available.

Results will be reported at Ongoing
This REQUIREMENT is not met as evidenced QA meetings. DNS to monitor =
by for compliance.
Per interview and review of Resident records on /J/ %

/) =5 ra)

the three days of survey, the facility failed to f’)‘{‘{? Mi’{’“ %{// A‘J % ’:ﬂ%— o i ‘M A
maintain complete and/or readily accessible ji- ,L"" Al

records for 3 of 10 Residents. (Residents #4, #5
and #5) Findings include: '

1. Per records-review for Resident #6 on 12/2/08,
the Resident Assessment Protocol (RAP) was not
available on the unit. At 9:15 AM on 12/2/08, the
MDS coordinator generated an unsigned RAP
from the facility's computer. During an interview
with the DNS at this time, he/she confirmed that
the RAP had never been completed per her own
audit of the Resident's record at the departure of
| the previous MDS coordinator.

2. Per record review on 12/1/08, the RAPs from
theMinimum Data Set (MDS) dated 11/13/08 and
| 6/12/08 for Residents # 4 &5 respectively were
not readily available on the unit. The MDS nurse
confirmed that they were not on the unit during a
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F 514
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