o
e VERMONT AGENCY OF HUMAN SERVICES
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

November 14, 2013

Ms. Ann Bouza, Administrator

Equinox Terrace

324 Equinox Terrace Road

Manchester Center, VT 05255 Provider #: 0127

Dear Ms. Bouza:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite
re-licensure survey conducted on October 15, 2013 and October 16, 2013. 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,

SONWIN=N

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: R100 ‘
|
| An unannounced on-site re-licensure survey was
conducted on 10/15 & 10/16/2013. The following
regulatory deficiencies were identified during the
survey:
1 - .
R144 V. RESIDENT CARE AND HOME SERVICES R144 e\ Wmﬂ Cci\;%s‘(
SS=D | [
| OB SSEAMEMN |
. sERo\ct oo Was |82
' Complete an assessment of the resident in TN Ej(&a (SN
accordance with section 5.7; &‘E/S\—a el 5.
| This REQUIREMENT is not met as evidenced o P\ i CQsN\)\/ C/\mg‘:
by: :
' Based on record review the facility failed to QoSS Odv\&
| assure that a resident assessment was : CS L \
| conducted for one resident Resident #5 (R#5 ), “]8‘13
" in a sample of seven, following a significant =& w o~ !*
| change. Findings include: i y E ‘
g g PER oo emQaumd
Per record review R#5 experienced a fall on . CIS )..\T%Cc NS =
| 8/12/13, which resulted in a fractured Left Femur. Cc
| The resident was returned to the facility in a . 1
% splint, not considered a candidate for surgery. e R0 LU\ REUV\EWD :
| S/he remains non-ambulatory, in the splint at the - |
| time of survey. In the record review there is no QAN ‘&E‘/Q.;\B&&m | \\[8(13
| significant change assessment for the resident Ww mmA :
following this event. In an interview on 10/16/13 ;
the Health Services Director (HSD) and the RN \Dccw‘j E
Administrator confirmed that a Significant Change 5
~assessment had not been conducted for this :
resident.
R145 V. RESIDENT CARE AND HOME SERVICES R145
SS=D
\
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R145| Continued From page 1 l R145 |
59.¢ (2) |
| Oversee development of a written plan of care for
| each resident that is based on abilities and needs
| as identified in the resident assessment. A plan
‘3 of care must describe the care and services
| necessary to assist the resident to maintain
independence and well-being;
This REQUIREMENT is not met as evidenced o P\ C O 2,
by: E \ \\
Based on record review and staff interview the \JLSLM \I\O\D ' \S
facility failed to assure that the written plan of ifc‘bd\ C'Cj'\i&
care for 1 of 7 reviewed residents, R#5 , i -
described the care and services necessary to (BN \(V-Z)E E)v\.)/ -'-‘(% 5
maintain well-being. Findings include:
Per record review R#5 expérienced a fall on FS -
8/12/13, which resulted in a fractured Left Femur. AN S & \QO\)J\
| The resident was returned to the facility in a -
| splint, not considered a candidate for surgery. (N U TR M&D@
| S/he remains non-ambulatory, in the splint at the _F,_( \(@w
time of survey. In a review of the resident's care | ’ ) \\’5
plan there is no update or additional information S ON e AW Wa' oL Q&QM \\\%
regarding the changes associated with the fall cCoON
and the new interventions. % = X -
| In an interview on 10/15/13 the Facility HSD and MENMQM\ % o
| the RN Administrator confirmed that there are no W N @) S !:& , 'O
‘ updates for that incident or for three previous falls >
| in May and July. ouvd VO . \s
\ O oI N o
| R148 V. RESIDENT CARE AND HOME SERVICES R148 Déa O QOO
SS=F
| Coufc chca&
5.9.c (5)
Assure that residents’ medications are reviewed &': R%am 5 \ \\’D
periodically and that all resident medications have A\ '\
either a supporting medical diagnosis or problem:; CoRRE N RIS |
R NR AN l
\—)
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| 5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

(2) Aregistered nurse must delegate the
responsibility for the administration of specific
medications to designated staff for designated
residents

This REQUIREMENT is not met as evidenced

by:
Based on staff interviews the facility failed to
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R148| Continued From page 2 R148 . M M@ @\w

This REQUIREMENT is not met as evidenced E"E i 12y \E
By W{‘B

' Based on record review and staff interview the | \QJQJS

| facility failed to assure that medications are ‘

- reviewed periodically and that medications have | Ea P(Q)G@w

| either a supporting medical diagnosis or problem. |
This affects all residents in the sample. Findings PE)&\OB\C %\J \%‘\D

include: © &%\}\\C&&@ \U( a

| 6\\
Per record review there is no evidence of regular \N e \’\,\&)" \O)ﬂ \\
review of all the medications by the resident's Q*
physician. Additionally there are not supporting
diagnoses for all medications for each resident "'\ta \CDA“Q.\,\ %L-O “ R
reviewed. In an interview with the Health Services
Directoron 10/15/13 at 4PM s/he confirmed that c 5 ; -~ )j "

 the facility does not have a system for assuring M Q)J\.O

' that the physician periodically reviews the &*—?Pﬁ% a \ .
residents' medications and that there are
supporting diagnoses for all medications in the = \(\mk\j\ g&m&g ‘

' record. f

| O ECAOR. LA\ |

R164 V. RESIDENT CARE AND HOME SERVICES R164

W e qmd&;’:g
ool do awuRe
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e O LR OB\ 0)\)\
\C ORI Lo~
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R164 | Continued From page 3 R164 (\C\Qﬂ)%‘t \P\ig\ﬂm
i o - s
| assure that the registered nurse (RN) delegates S

i responsibility for the administration of specific
i medications to designated staff for designated

} residents. Findings include: |
i

|

| Per staff interview with the Health Service

i Director (HSD) on 10/16/13 s/he is responsible

. for the delegation of medication administration to |

| unlicensed staff. S/he is an LPN according to the
interview, however she is attending school to get
her RN. In an interview with the HSD and the
Administrator (who is an RN) they confirmed that
a substantial portion of the delegation program

 rests with the LPN. B

R179§ V. RESIDENT CARE AND HOME SERVICES
SS=E |

| 5.11 Staff Services

|

{ 5.11.b The home must ensure that staff

f demonstrate competency in the skills and

| techniques they are expected to perform before

| providing any direct care to residents. There
shall be at least twelve (12) hours of training each

. year for each staff person providing direct care to

! residents. The training must include, but is not
limited to, the following: -

(1) Resident rights;

' (2) Fire safety and emergency evacuation;

i (3) Resident emergency response procedures,
such as the Heimlich maneuver, accidents, police
or ambulance contact and first aid;
(4) Policies and procedures regarding mandatory
reports of abuse; neglect and exploitation;

(5) Respectful and effective interaction with
residents;

(8) Infection control measures, including but not

o CAumcentss
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R179! Continued From page 4

I limited to, handwashing, handling of linens,
| maintaining clean environments, blood borne
| pathogens and universal precautions; and
(7) General supervision and care of residents.

i This REQUIREMENT is not met as evidenced
| by:

Based on record review the facility failed to
| assure that direct care staff had completed the
| seven mandatory inservices in regulation each

! year. Findings include:

| Per review of inservices for five randomly chosen

i staff in the year 2012 the facility failed to provide

| all of the specifically required inservices to direct
care staff . There were no inservices on Resident
Emergency Response procedures, Respectful

| and Effective Interaction with residents, and

| General Supervision and Care of Residents

provided for the year 2012.

R246)
SS=E

VII. NUTRITION AND FOOD SERVICES

7.2 Food Safety and Sanitation

7.2.a Each home must procure food from
sources that comply with all laws relating to food
| and food labeling. Food must be safe for human
| consumption, free of spoilage, filth or other

in food preparation must be pasteurized. Cans
with dents, swelling or leaks shall be rejected and
kept separate until returned to the supplier.

This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview the

contamination. All milk products served and used |

R246
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Per observation during a tour of the facility dry
food storage area on 10/16/13 at 10 AM, 4
restaurant size cans of spaghetti sauce were
found to be dented at the base of the cans. The
Kitchen Manager confirmed at the time of the

| observation that the cans should not have been
| placed on the food shelf and that the policy is to |

| put them in his/her office until the food supplier |

| picked them up. *

|
8%25D3; VII. NUTRITION AND FOOD SERVICES

;‘ 7.3 Food Storage and Equipment

7.3.c All food service equipment shall be kept
clean and maintained according to
manufacturer's guidelines

This REQUIREMENT is not met as evidenced
by:

' Based on observation and staff interview the
facility failed to assure that all food service
equipment is kept clean. Findings include:

Per observation on 10/16/13 at 10 AM the facility
ice machine, in the kitchen dry storage room, had
lime scale heavily around the top of the door
which then continued down inside the ice

(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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R246| Continued From page 5 R246
| facility failed to assure that cans with dents are |
| rejected and kept separate until returned to the QJ \\\
supplier. Findings include: \ \7’
|

N
VYN

R253

compartment and behind a shield. The Kitchen

the tour, that the ice machine should have been

' discarded until the machine is cleaned.

Manager confirmed in an interview at the time of |

‘a@’n
¢

cleaned and that the ice in the machine would be |
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SS=E |

9.6 Plumbing
' 9.6.d Hot water temperatures shall not exceed
| 120 degrees Fahrenheit in resident areas.

| This REQUIREMENT is not met as evidenced
| by:

| Based on observation, the facility failed to

i maintain safe hot water temperatures in resident
| areas as evidenced by the following:

| On October 16, 2013 at 9:00AM during a facility

| tour the water temperatures were tested in two

| {2) resident rooms, #45 which presented at 135

| degrees and room #53 which presented at 135.1
| degrees. Confirmation was made by the med
tech (trained non licensed medication technician)
and confirmed that these rooms were at opposite
ends of the hall way. Per interview with
maintenance manager, the boiler had recently
been adjusted by GSK, a local plumbing

| company, after the hairdresser voiced concerns

| that the water wasn't hot enough in the beauty
salon. Upon examination of the boiler gauges,
h/she confirmed that the temperature was set at
140 degrees.

R310
SS=E

X. PETS

10.2.d Pets must be free from disease including

leukemia, heartworm, hepititis, leptos psorisos,

parvo, worms, fleas, ticks, ear mites, and skin

disorders, and must be current at all times with
rabies and distemper vaccinations.

|

X4) D | SUMMARY STATEMENT OF DEFICIENCIES D ‘ PROVIDER'S PLAN OF CORRECTION o)
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~ - P " y !
; : !
R291 Continued From page 6 R291 COMN ) FEV TS ; \.‘::\ﬁ
| s Vo JE=WNN"1) s
R291 IX. PHYSICAL PLANT R291 Lo co

49"?9/
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' This REQUIREMENT: is not met as evidenced OREO O WS \WoudT |

| by:

| . . N\ O Res IO -
| Based on observation, record review and staff ()\ C@
interview the facility failed to maintain that pets be @ \)\O&[ LDME’J/ d}\% ! e,

| current at all times with rabies and distemper i N
vaccination. This was evidenced by the following: O\ O\B \‘\% :cc\% ‘bo
On October 16, 2013 it was observed that some W@\ﬁ —\O | \

|

residents had full size screen doors and upon
inquiring, was informed that it was because some

of the residents have cats as pets. m &Qtfca

Per interview with the executive director at \&Do = ;
1:45PM there are six cats in the facility and that
| the resident or family was responsible for '

| maintaining care for the pet and providing the G p ') ) ) m
- information to the facility. : - - : \‘b
Review of the pet policy that is signed upon —m Q&ﬂ) \AJ\M \\6\

admission or upon request for a pet, the pets
must be vaccinated and care maintained by the
resident or the facility. Upon request for
| vaccination records, the executive director was
only able to provide evidence of vaccination
records and health exams for one of six pets, .
h/she was only able to produce one record for o L\% M !
vaccination for rabies feline Purevax that was
| dated February 4, 2011 and was good for only

' one year. The executive director stated that she 3giZ) SN OWD W w\
sends letters to request families follow up, but g% QRCC va _\@

does not always get a response. ! | ‘7)
ux\j:i/\ \
O, g{wu&kj, S \®

/P@/O
3
§,
g
S

;
i
5’;

R311 X. PETS R311
SS=E |

' 10.2.e Pet health records shall be maintained by gbo'a_\’@m\ |
' the home and made available to the public. \]’O\CL)VV\OC&\Q)V\ @0‘\%

: This REQUIREMENT is not met as evidenced N
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Based on observation, record review and staff
interview the facility failed to maintain that pets be
current at all times with rabies and distemper
vaccination. This was evidenced by the following:

On October 16, 2013 it was observed that some
residents had full size screen doors and upon
inquiring, was informed that it was because some

. of the residents have cats as pets.

' Per interview with the executive director at

1:45PM there are six cats in the facility and that

| the resident or family was responsible for

maintaining care for the pet and providing the
information to the facility.
Review of the pet policy that is signed upon

- admission or upon request for a pet, the pets

must be vaccinated and care maintained by the
resident or the facility. Upon request for
vaccination records, the executive director was
only able to provide evidence of vaccination
records and health exams for one of six pets,
h/she was only able to produce one record for
vaccination for rabies feline Purevax that was
dated February 4, 2011 and was good for only
one year. The executive director stated that she
sends letters to request families follow up, but
does not always get a response.
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| Continued From page 8

Based on observation, record review and staff

interview the facility failed to maintain that pets be
current at all times with rabies and distemper
vaccination. This was evidenced by the following:

On October 16, 2013 it was observed that some
residents had full size screen doors and upon
inquiring, was informed that it was because some
of the residents have cats as pets.

Per interview with the executive director at
1:45PM there are six cats in the facility and that

| the resident or family was responsible for

maintaining care for the pet and providing the
information to the facility.

Review of the pet policy that is signed upon
admission or upon request for a pet, the pets
must be vaccinated and care maintained by the
resident or the facility. Upon request for
vaccination records, the executive director was
only able to provide evidence of vaccination
records and health exams for one of six pets,
hishe was only able to produce one record for
vaccination for rabies feline Purevax that was
dated February 4, 2011 and was good for only

| one year. The executive director stated that she

sends letters to request families follow up, but
does not always get a response.
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