7~ 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) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

September 21, 2011

Becky McDonald, Administrator
Loch Lomond

700 Willson Road

North Concord VT 05858

Dear Ms. McDonald:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite re-licensing
survey and complaint investigation conducted on July 25,2011. 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,

«QMMWW&A

Pamela M. Cota, RN, BS
Licensing Chief

Enclosure: As noted above.

Disability and Aging Services - o Blind and Visually Impaired

Ticensing and Protection Vaeational Rehahilitation
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agreement which describes the daily, weekly, or
monthly rate to be charged, a description of the
services that are covered in the rate, and all other
applicable financial issues, including an
explanation of the home's policy regarding
discharge or transfer when a resident's financial
status changes from privately paying to paying
with SSI or ACCS benefits. This admission
agreement shall specify at least how the following
services will be provided, and what additional
charges there will be, if any: all personal care
services; nursing services; medication
management; laundry; transportation; toiletries;
and any additional services provided under ACCS
or a Medicaid Waiver program. If applicable, the
agreement must specify the amount and purpose
of any deposit. This agreement must also specify
the resident's transfer and discharge rights,
including provisions for refunds, and must inciude
a description of the home's personal needs
allowance policy.

(1) In addition to general resident agreement
requirements, agreements for all ACCS
participants shall include: the
ACCS services, the specific room and board rate,
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R100Q| initial Comments: R100
An unannounced onsite re-licensing survey and
complaint investigation was conducted by the
Division of Licensing and Protection on 7/25/11.
The following regulatory violations were identified.
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the amount of personal needs allowance and the Y\.Cwos R.N\ &{\Ng\-vju\

provider's agreement to accept room and board
and Medicaid as sole payment.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, one
of three sampled residents (Resident #1) did not
receive an admission agreement upon moving to
the home. Findings include:

1. Per record review of Resident #1, there was no
signed admission agreement present in the
resident's medical record to describe the services
provided, room and board rates, transfer and
discharge rights, and other information pertinent
to the ACCS program such as specific room and

i board rates, personal needs allowance, and
provider's agreement to accept room and board
and Medicaid as sole payment. Per interview on
7/25/11 at 4.45 PM, the home's manager
confirmed that a signed admission agreement
was not on record for this resident, and s/he did
not think it was given to the resident upon
admission.

R110 V. RESIDENT CARE AND HOME SERVICES R110
8$S=D

5.2 Admission

5.2.b. On admission, the home must also
determine if the resident has any form of advance
directive and explain the resident's right under
state law to formulate, or not to formulate, an
advance directive. Any change of rate or services
shall be preceded by a thirty (30) day written
notice to the resident and the resident's legal
representative, if any.
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by:

provide information on how to formulate

of the home stated that the existence of

resident as to how to formulate them.

§S=D

5.2 Admission

Law Project.

by:
facility home failed to provide information

residents (Resident #1). Findings include

This REQUIREMENT is not met as evidenced

Based on record review and staff interview, the
home failed to determine the existence of, or

advanced directives for one of three sampled
residents (Resident #1). Findings include:

Per record review on 7/25/11, there was no
evidence in the resident record that they had
advanced directives, nor received the information
regarding the formulation of advanced directives.
Per interview on 7/25/11 at 2:15 PM, the manager

previously formulated advanced directives was
not determined, nor was information given to the

5.2.c The home must provide each resident with
information regarding how to contact the Long
Term Care Ombudsman, Vermont Protection and
Advocacy, Inc. or the Vermont Senior Citizen's

This REQUIREMENT is not met as evidenced

Based on record review and staff interview, the

to contact advocacy agencies for one of three

Per record review on 7/25/11, there was no
evidence in the resident record that they received
the contact information for the Long Term Care

R111| V. RESIDENT CARE AND HOME SERVICES R111
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5.7 Assessment

5.7.a An assessment shall be completed for
each resident within 14 days of admission,
consistent with the physician's diagnosis and
orders, using an assessment instrument provided
by the licensing agency. The resident's abilities
regarding medication management shall be
assessed within 24 hours and nursing delegation
implemented, if necessary.

This REQUIREMENT is not met as evidénced
by:

Based on record review and staff interview, the
home failed to complete an initial assessment for
one of three residents sampled (Resident #1).
Findings include:

Per record review on 7/25/11, Resident #1 was
admitted on 12/31/10. There was no evidence
that an assessment was completed including the
resident's abilities regarding medication
management. Per interview on 7/25/11 at 12:45
PM, the manager of the home stated that an
assessment had not been completed for this
resident since admission to the home.
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5.7.b If a resident requires nursing overview or s A legd’ N W(M
nursing care, the resident shall be assessed by a - /WLQUJ\PS‘» G ‘0.
licensed nurse within fourteen days of admission = WJ\ neLs o
to the home or the commencement of nursing W Oé;ﬁg Q <&M
services, using an assessment instrument w
provided by the licensing agency. O o g 4 ’/‘LQ Y\,Q,U‘/Q‘B Ug
: N . 5
This REQUIREMENT is not met as evidenced ooch y\,u{f \; Load posd hlo
y: -
Based on record review and staff interview, the 4& PFCN i ) ‘ [QQ
home failed to have a licensed nurse complete an ,.[;],\LGQ/ W\
assessment of the need for nursing oversight for Cp)& 6&'\ W@%‘bﬂ
one of three residents sampled (Resident #1). ) o> (,L/Q/Q .
™, . ) {Q)\\l )/ -
Findings include: UOT/U QA __{M
LML
Per record review, Resident #1 was admitted on Kd B ""J‘V JVcfliUA—
12/31/10 with significant medical conditions CXW‘& wn o A
including Insulin Dependent Diabetes with a &w\:gg;m Oﬁ At
sliding scale insulin regime. There was no \J\PCN\ c~
evidence of a nursing assessment of the resident ,\W
to determine nursing oversight needs within the r();( ©
required 14 days. Per interview on 7/25/11 at
10:20 AM, the manager of the home confirmed \
that the assessment had not been completed by K25 oL Ace &t A Q\aﬁ W
the licensed nurse on staff. W Comgos LIV] &(\M
R136] V. RESIDENT CARE AND HOME SERVICES R136
S§S8=D
5.7. Assessment
5.7.c Each resident shall also be reassessed
annually and at any point in which there is a
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condition. o CONP N

D o
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This REQUIREMENT is not met as evidenced S’w\ o
by: . N
Based on record review and staff interview, the G T cbean Hheppen
home failed to complete a timely annual ke pUADR LQ\,U sk cuth!L
reassessment for two of three residents sampled CL%(\*/\" R
(Residents #2, #3). Findings include: W\w\ﬂ\ +o m\iw {
AN  Buecer
1. Per record review on 7/25/11, Resident #2 was PN M AL
admitted on 11/04/05. The last reassessment on wp e o
. s j o

record for this resident was completed on & A Mo s LR s
1/10/09. Per interview on 7/25/11 at 5:50 PM, the c\;N W . wh mwjtl] -0
manager of the home confirmed that an annual or %& onvdn A &4 1
change in condition assessment was not . ’\7\'\“@\ _%M o bets
completed since 1/10/09. INONSZSN \ T howt—

. ‘ ORLANC "0 Haainess
2. Per record review on 7/25/11, Resident #3 was &;A\k Jxd o \% 08
admitted on 2/11/02. The last annual CUV\SXM Jread PN
reassessment for the resident was completed on /N M 4. ¢ _ M AL
5/8/10. Per interview on 7/25/11 at 5:50 PM, the 4o L NS
manager of the home confirmed that the annual N\rAAﬁ\ M
reassessment was not completed in May 2011 as M Cv
required.

A3 0L Atepred Blasih

R144| V. RESIDENT CARE AND HOME SERVICES R144 W

$S=D W .Coumgos eal|
5.9.c.(1)

Complete an assessment of the resident in
accordance with section 5.7,

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
registered nurse failed to complete an
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assessment to determine the need for nursing e Cova\ M/l& ek 2

overview, medication management, and nursing L haaraned _l(\;\r,é\* \\/‘&”N
care for one of three residents sampled (Resident FSCLI e

one o Seen
#1). Findings include: A o nﬂ&ﬁéﬁw\%‘ﬂ G,u\y}d"

Per record review on 7/25/11, Resident #1 did o\é%\v\\ﬁk“’i CJQQLJC\) 5 Mﬁ;} &
not have a nursing assessment in the medical e A s Por Mt
record. The resident has insulin -dependent S ‘5\0\ 3 . d '8
diabetes with sliding scale coverage, requires TR Y
medication administration, and has other medical s ) dcw% l/\aPPm ,9 J*
issues which would require oversight and care by \(P' QU Jf\/“" : ho Lgid 1
; ; . To e ’ ﬂN W X%
the nurse. Per interview on 7/25/11 at 3:15 PM, oo B < cudmieshion
the manager of the home confirmed that there s o 5p Q,cmo\ V“Q’Ltl m:éuck"
was no assessment completed for Resident #1 IO Ve C’*Q)”{XA A o@
A X , W o> N AAD—)
upon admission on 12/31/10 or since that time. Ve o R
We W ) Ojﬁ‘ ‘0 V.M\iz A~
A okl SWE dec il
R145/ V. RESIDENT CARE AND HOME SERVICES R145 G i M et Sles,
S$=D M cr T T\ Auing 3

M&,}w R <D Q’g(/v
5.9.¢c(2) M QSS\TQ?)?\QéW

Oversee development of a written plan of care for 2% =
each resident that is based on abilities and needs \M Poc @lax ] i

as identified in the resident assessment. A plan &W“S QN\ 8/(,////
of care must describe the care and services ) e [OP'“@

. . L (/G&D
necessary to assist the resident to maintain A ()IQJ\(\ of, C#
independence and well-being;

This REQUIREMENT is not met as evidenced ‘ i
by: _ . (s pin oo W herppon
Based on record review and interview, the home ) Q},@(,u&-- ,L,COIC
failed to assure RN (Registered Nurse) To . A )
development/oversight of a written plan of care Ou‘j&u‘ Lok O@ «H/\w%
for 1 of 3 residents in the survey sample —‘66 : >

(Resident #1). Findings include:

£
g
b
= ¢
g
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| _Per record review on 7/25/11, Resident #1 did not TLDJ\UU\M AdnENEA - wenSung_
have a written plan of care in the record. Per apthh e o - . Loimk
interview on 7/25/11 at 3:15 PM, the manager of i QM\Q;\;{&& n o Findy
the home confirmed that the plan of care was o@D YVACUDTV A
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R162| V. RESIDENT CARE AND HOME SERVICES R162 4o Veep Ao Vo the R
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. OMEXX g dod S el
510 Medication Management AT S e Lorda \8,
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5.10.c. Staff will not assist with or administer any
medication, prescription or over-the-counter A4S poc Afu,q)\rcd elasii
medications for which there is not a physician's . Cangos ra .
written, signed order and supporting diagnosis or ¥ M*Q

probiem statement in the resident's record.

This REQUIREMENT is not met as evidenced w ,M b(ﬁ,%c .
TH=

by:

Based on record review and staff interview, the i _ 5 N ,Q@f‘ -H\L '7/§C// /
home failed to obtain signed written physician &ém@s’m\ o -l

orders upon admission for the administration of T, aond we

medications for one of three residents sampled. Tt

(Resident #1). Findings include: &\,\,M,\Ug\ 5;(#\0,6&‘ (o‘;\{ ’H‘L
o
Per record review of Resident #1, there was no Mo, We WA @ h 0

current signed physician order to administer

& ', w .
medications to the resident. Although the record —{'\/wé( ‘\7\‘& @&L‘f S.z‘/r\gc()

contained progress notes from the doctor's office  _ : e,\t(‘\f““‘ ‘
before the resident's admission to the home that W%& ww AN owQMSS‘zm
included diagnoses, medications ordered, and Q«M\ ‘b\\& N\cO- "y | le
history and physical information, the facility had s 5 buﬁk w ]
not obtained admission orders for the resident I AN 5"“6{)‘ J o Mc‘/m‘u
that included signed MD orders for the care  MA p[/ ) odoss
home, therefore staff were administerin ' jeAmnC S
€, therefore staft were ering efcepx & h
medications including sliding scale insulin without o longeA Oecdoes ordang »
a current signed MD order. Per interview on O O %‘qm& ok WJM
7/25/11 at 5:00 PM, the manager of the home /r SIS ,\,l,\u; on Y
confirmed that there were no current signed C AL o OWA QAMSST’W\
orders for the administration of medications for w oo m\* X W w;u
this resident. L e cent annd Uk ‘ N
fo Jreaded \0\3 hosth WS@% Lout BV
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5.5 Medication Management ﬂ’f\}L ‘ c@mmﬁk’“dwﬂ and_
5.10.d If a resident requires medication (Y\Q,C\)w}w W ”{ is e
administration, unlicensed staff may administer OUASY ™M -
medications under the following conditions: {\w\smji Sd’b aémtms—‘ex V'/D“Lw‘
oble ot Mo
(1) A registered nurse must conduct an e hoo Ao H@ch
assessment consistent with the physician's oD Lo W ’r@ eMNSVA
diagnosis and orders of the resident's care needs oS M ‘\’JJ, T e~
as required in section 5.7.c et hepprn cgot 2
. . . A S b it reck
| :J-;:IS REQUIREMENT is not met as evidenced S(DLU‘ h admEsTn
Based on record review and staff interview, the e SUM be,é( qf
! home failed to assure that a licensed nurse ) ‘})‘ va{‘ v\edmnbw
| H QL OIM J /
| conducted an assessment before unlicensed staff I\ SM
administered medications for one of three Sjw,&g Mﬂ\ 'ﬂ/“:"‘l ejﬁ*- U’
.reslidgn.ts sampled (Resident #1). Findings : c&%" O(\O'-"‘-"‘/ I)ﬁw““’d’
include: \\/y\g{/ c(,\h _“\Q 73 oppmﬂ‘hm?y
Per record review on 7/25/11, Resident #1 AN wch-e,a h
receives medication administration by unlicensed OJM&, v O\’ ,r b NeAd
staff, including daily insulin injections. There was ce 61%
no evidence that a licensed nurse conducted an (9% {'6 OUA
assessment of the resident to evaluate the care L -02\- QLAW\tj&‘W\
needs before unlicensed staff administered 40 dd LA.PCV\
medication to the resident. Per interview on ,,{.Ws N
7/25/11 at 5:10 PM, the manager of the home @E\W
confirmed that an assessment was not O% (U
documented in the record to indicate the
registered nurse had conducted an assessment R ¥oC kU»e()M Blasin
before unlicensed staff administered medications % C o Qos oy
to the resident. \
R171) V. RESIDENT CARE AND HOME SERVICES R171
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R171| Continued From page 9 R171

5.10 Medication Management

5.10.g Homes must establish procedures for
documentation sufficient to indicate to the
physician, registered nurse, certified manager or
representatives of the licensing agency that the

‘| medication regimen as ordered is appropriate
and effective. At a minimum, this shall include:

(1) Documentation that medications were
administered as ordered;

(2) Allinstances of refusal of medications,
including the reason why and the actions taken by
the home;

(3) All PRN medications administered, including
the date, time, reason for giving the medication,
and the effect;

(4) A current list of who is administering
medications to residents, including staff to whom
a nurse has delegated administration; and

(5) For residents receiving psychoactive
medications, a record of monitoring for side
effects.

(6) Allincidents of medication errors.

This REQUIREMENT is not met as evidenced

by: ’

Based on record review and staff interview, the
home failed to assure that there was evidence of
monitoring for side effects of psychoactive
medications, and indication for use or clear
dosaging of PRN medications for 3 of 3 residents”
sampled. (Residents #1, #2, #3). Findings
include:

Per record review on 7/25/11, Residents #1, 2,
and 3 had PRN (as needed) medications listed on
the MAR (Medication Administration Record) that
had a dosage/time range, but no indication for
use, and/or lack of evidence of monitoring for
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R171{ Continued From page 10 R171

side effects of psychoactive medications.

V_p ond & hoA'& gure—

1. Per review, Resident #1's MAR had an order ¢ } ) tﬂmﬁ

for a benzodiazepine reading "Diazepam 5 mg. /n\k )e\M f\(\Px(L Mc\/ :0 5)//0/

(milligrams] one PO [by mouth] TID [three times Ov-A dtem for ]

daily] PRN" that had no indication for use, or 08 o(\(\/\,\g O ‘
' parameters for how many hours to wait between oy, Wk WR M\@u

doses. The order for "Ketostix DM one PRN" did Q,O*)"\ Tt &

not contain indication for use, or route of bo(;k/fs aJV\‘A &W%

administration. "Metamucil PO QD PRN" had no Q(,\,\-\(cu}&é/ d 4

indication for use or dosage amount listed. o Cleeuh

“Senekot 50 mg one PO BID" had no indication oj\& 0(&&5 %0 \0’2' e -

for use listed. "Milk of Magnesia as directed" did A wa\,eh — e N w{ s

not have an indication for use, dosage amount, oM P Disk AL

frequency, or route of administration. m éw‘b —*LL M ) y 33

‘ o (B poe T

2. Resident #2 had medication orders on the M Y 6d\ Coi0 oc!

MAR as follows: "Citrucel 1-2 tsp PO in water" e ndeodi t oS e PN

that had no indication for use and a dosage range Ln C 4 B0 e(z,\

without parameters. "lbuprofen 200 mg. PO BID O \‘i%u-h\)\ o -&*ﬂi Cnd (W\D

PRN" did not indicate what it was for. "Tylenol e - nabcos

Arthritis 1-2 tabs g 4-6 hrs PRN" had no indication M{,&S’bb ' ; A _p&(—

for use, and a dosage and time range without Q@'W M \(ﬁ

clear parameters. no s

The resident was also on "Seroquel 100 mg PO QAN Otifwﬂh-\ oY

evidence that the resident was being monitored M

for side effects. e oo s ,&MO\,%Z

+ Q HS", an antipsychotic, and there was no x )(\5 B&A»f 5) ef&c‘
e
3. Resident #3 has medication orders for ——H{ W \Lﬂﬁ ‘h mj:/bj 0_6

"Zyprexa 7.5 mg. PO Q HS", an antipsychotic, o & K ,

with no evidence of monitoring for side effects of MU“‘{O\‘N‘ (:G( > é«‘c&}fcmo oéfxw‘\

the medication. PS\.{(J’\OC\C tﬂ&mig R 4o ld e
Per interview on 7/25/11 at 5:10 PM, the manager ot w4 A e do boceroir [Fhs—

. of the home confirmed the above orders as listed No\ hee ) AOI o, Fpwer
were missing the elements to be a clear and \4{&5&5/\ uvgu’\"‘f v . Q'W\
complete order, and that the Mental Health Men h éocw\wv\*tm
Agency monitors the side effects of the % V)

psychoactive medications, but does not provide “H\Uf" ..€Q pr(m* —H\(/OQ‘ SO U )ﬂ)aﬂl&,
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currently accepted professional standards of
practice. Medication shall be used only for the
resident identified on the pharmacy label.

This REQUIREMENT is not met as evidenced
by:

Per observation and staff interview, the home
failed to properly label insulin/antidiabetic agents
to assure they were discarded within the
recommended time frame after opening for 2 of 2
residents sampled (Residents #1, #4 ).Findings
include: ‘

Per observation on 7/25/11 at 12:30 PM, the
medication cart contained three
insulin/antidiabetic agent pens currently in use
stored in the cart. Resident #1 had two pens, one
with Lantus insulin for once daily use, and one
Novolog insulin pen for use per sliding scale at
meals. Resident #4 had a Byetta (exenatide)
injectable antidiabetic agent for use twice daily.
There was no labeling on the pens to indicate
when they were first opened, and the
manufacturer's recommended discard date is 28
days after opening for Lantus and Novolog
Insulin, and 30 days after opening for the Byetta
pen. Per interview on 7/25/11 at 12:40 PM, the
manager of the home confirmed that the
medication pens were not labeled with the date
they were opened, and could not say how long
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R171| Continued From page 11 RIT | hey deaided 4o 0*'90/:“ Sos—
documentation to the home that the assessments Wy oA 5%&»
were completed. o LN W A camdost “+hora
R172| V. RESIDENT CARE AND HOME SERVICES | R172 | sk ﬁ‘-[ G “7 heo (A
58D weth New feep HhedT
5.10 Medication Management M O‘é NAA dOC (v
op W \O ’W
5.10.h All medicines and chemicals used in the 8’ﬂ - \ ©
home must be labeled in accordance with 4 m{)/(\’rcgjum v
()5()000.6 v
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R172 | Continued From page 12 R172 /ﬁ 2 inSuAS ’H/w Han o
they had been in use since they were first W\ Md%tw\o,ﬂx o
opened. éo P % ~
/ tlas
R173 V. RESIDENT CARE AND HOME SERVICES | Rizs | RVT& o reeeqied I
$S=D K Camgos x| Aok N
5.10 Medication Management o WA/
: N {—l\u ofil
510h By howe ph'qu et~
(1) Resident medications that the home W o 6 A @Q‘éﬁ? ;
manages must be stored in locked compartments U5 < \’\our"»am
under proper temperature controls. Only oJ/\,i frefT ,Ce( .
authorized personnel shall have access to the Q uy[ o (/‘/v,vt\' Q‘“ /7 Ny
keys 0.0 0{) Ka,{) W\ and. ¢
4{/ ‘ )
This REQUIREMENT is not met o5 evidencad Creazad fonps Ll dwiﬁu "
Y. b’l«
Per observation and staff interview, the home PBootd, CUAA- uﬁi-o‘h
failed to assure that refrigerated medications jL
were stored in locked compartments under /H\UU\ ’{"UN"P» 65
proper temperature controls. Findings include: ‘ 4(5 o NSuAL
Per inspection on 7/25/11 at 4:45 PM, the \Ot Ao, Y A ‘fL‘l E %
resident's food refrigerator in the kitchen N’f Omg) *’\D
contained a plastic sealed box with 64‘\
insulin/antidiabetic agent pens stored within it. 924 M (/‘/\{’D O"Q-‘
Observed on the door of the refrigerator in the ‘ Q,‘OLU'\ ¢
unsealed butter compartment were 3 unopened A O‘/VLA’
boxes containing Insulin/Antidiabetic agent pens \OC)‘-Q& J(M W* yda
for resident use. Per interview on 7/25/11 at 4:45 b{ N;’
PM, the manager of the home confirmed that é,b o el/lS\UU"
there was insulin stored on the door W ﬁ
compartment, no thermometer present in the 0/6 M c M Ctuqﬁ*()é
refrigerator, and no process in place to regularly V@ {V\OV\‘{IN \U() c&/
check and record temperatures of the refrigerator j’/\p , oNe-
to assure proper medication storage. W\ {,(\/S W\ Pb
‘ a2
N AW
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R174| V. RESIDENT CARE AND HOME SERVICES R174
8S=D
5.10 Medication M W o I
. edication Management LoD pm N
Asudlin L
5.10.h. (2) //r(/\ﬁ‘“\‘L bctin CMM%:M
Medications requiring refrigeration shall be stored LQ @M W 0
in a separate, locked container impervious to \\ﬂ\ -"0 '(7 5
water and air if kept in the same refrigerator used 4\ . Uj)ad?\ o ASUp
for storage of food. KQJZP v Pecrcreeo
s W
This REQUIREMENT is not met as evidenced ﬂ‘& 'H’Q’ /h /{’LQ_ phwllm
by: . . t/'j__
‘Per observation and staff interview, the home M (o - «H\.Q_
failed to assure that medications stored in the < Not f, 4 n
food refrigerator were kept in separate, locked '
containers impervious to water and air. Findings \’))O)L we M Q,Q
include: 5
' VApOI2— 00
Per inspection on 7/25/11 at 4:45 PM, the M P
resident's food refrigerator in the kitchen S{M ,’LLW‘ "H‘UUL -
contained on the door of the refrigerator in the
unsealed butter compartment three unopened < ovee A 0/0 ‘ lm (N
boxes of Insulin/Antidiabetic agent pens for 0 )
resident use. Per interview on 7/25/11 at 4:45 \/j%,u\ bo% SO
PM, the manager of the home confirmed that . N
there was insulin stored on the door W .Q;-)' A O-k S
compartment, and not in a sealed container N l sc\'
impervious to air and moisture. /\/ﬂ\)dl — ’rl/\.t,b S ‘
A gl
R179 V. RESIDENT CARE AND HOME SERVICES R179 ()(‘U\N)ld? ‘ELM g W Vy
SS=E “N o
5.11 Staff Services iy eoc A'Coq\—ca glasiy
5.11.b The home must ensure that staff \’\,CWO$ RN\&(\I\LD\‘OXU\\‘
| demonstrate competency in the skills and
1 techniques they are expected to perform before
| providing any direct care to residents. There
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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;

(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;

(6) Infection control measures, including but not
limited to, handwashing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and

(7) General supervision and care of residents.

. This REQUIREMENT is not met as evidenced

by:

Per review of education files for resident care
staff of the home, there was no evidence that
there was adequate education to meet the
required yearly training. Findings include:

Per review of the education files, there were
inservices and education materials provided to
staff that included some of the required elements.
The manager of the home was unable to show
this surveyor that the required 12 hours/year of
education was provided to each staff member.
Per interview on 7/25/11 at 4:50 PM, the manager
of the home confirmed that although ongoing
education was provided to staff, the
documentation of this education was
disorganized and did not show that the
requirement was met for each of the areas listed
as mandatory per the regulation.
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Rs1so V. RESIDENT CARE AND HOME SERVICES R180 | Ag 5{1&@ odpie vR heue 8 /(0 [ (
SS=E :
. o
oﬂ{cuua,& VSN 5-&06‘6 eduecchen
5.11 Staff Services Pm&m cnd h MMCd\
5.11.c All training to meet the requ'irements of LI NS\ CL/V‘M Ce cl. %U*SF
5.11.b shall be documented. Training in direct
care skills by a home's nurse may meet this ’\’\“Cllf\“"@{ Q(;\ A S -
requirement, provided the nurse documents the . f r ﬂ/\) .[
content and amount of training o&t‘-\ waplﬁ‘ha’\ Ok
This REQUIREMENT is not met as evidenced or T VJZ,U docu,yw '\LM»_
by: 5%
Per review of education files for resident care W Spu& ~Q)\ Wh
staff of the home, there was lack of Han hoadpon 07 re(,wbt’/t.q
documentation that adequate education was € :
provided to meet the required yearly training. VVL(,&U“G‘X or leetuos ol
Findings include: m o —7[,’\,/3
1]
Per review of the education files on 7/25/11, there - .
were inservices and education materials provided bf\/u by MoV U'J m 3’
to staff that included some of the required / a rw«/
elements. The manager of the home was unable b3 ’H“L m f;w lo?/
to show this surveyor that the required 12 uae. T O [ -
hours/year of education was provided to each ’tlb en N YL%/_
staff member. Per interview on 7/25/11 at 4:50 Q\/M\Q wm ‘(’N‘/‘\-(L‘j /%tfﬂc(
PM, the manager of the home confirmed that
although ongoing education was provided to staff, W\M‘Mw
the education provided was not consistently '
documented. R\BO foC Arce ke d b\a\ﬂ \
¢ % L e
R181| V. RESIDENT CARE AND HOME SERVICES R181 V\'C&‘“'LQO P\N\

SS=E
5.11 Staff Services
5.11.d The licensee shall not have on staff a
person who has had a charge of abuse, neglect
or exploitation substantiated against him or her,
as defined in 33 V.S.A. Chapters 49 and 69, or
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R181| Continued From page 16 R181
one who has been convicted of an offense for
actions related to bodily injury, theft or misuse of
funds or property, or other crimes inimical to the
public welfare, in any jurisdiction whether within
or outside of the State of Vermont. This provision
shall apply to the manager of the home as well,
regardless of whether the manager is the
licensee or not. The licensee shall take all
reasonable steps to comply with this requirement,
including, but not limited to, obtaining and
checking personal and work references and
contacting the Division of Licensing and
Protection in accordance with 33 V.S.A. §6911 to
see if prospective employees are on the abuse
registry or have a record of convictions.
This REQUIREMENT is not met as evidenced
by: SO doo
Based on employee file record review and staff m‘; WAk u’mw (,&Uiﬁ-&
interview, the home failed to conduct child abuse ’r_,t’
registry screening for staff. Findings include: CD\Q\‘\VW \ g :% . pu(fWW%D
’ (N}
Per review of five direct care staff employee files /ﬂ\»_,\‘ V\M J& p w\
on 7/25/11, there was no evidence that child S‘{f % "j: W
abuse registry checks were completed. Per “'l.’“ (d’d(_ ‘H‘m-"“-
interview on 7/25/11 at 3:10 PM, the manager of ON Y\(\‘M Suse , 3}
the home confirmed that they completed adult g %“ﬁ@ wbluﬂli
abuse registry and Vermont criminal checks on C\/O‘V\k N o«lg( Vl/uw/ N
employees, but was unaware they had to check o -t MW
the child abuse registry, and this was not done for OVV\(\/ OVV\'\'{ '1-('{,&,\5 L
any of the staff. ok N O«‘”’/ Vol
50 IRY s s
R189 V. RESIDENT CARE AND HOME SERVICES | 2o | oy \/m ot o Hepwethuy
:ﬁuﬁﬂb o st 30th 0
5.12.b. (3) dornte 04 *g W hesppn agein
For residents requiring nursing care, including To eNsuAs Hhrangs o Covv»pl;z,ﬁ
nursing overview or medication management, the ‘T/VWQ‘ L CQ
record shall also contain: initial assessment; Lotdh e a1 ) l’\\(‘Q and
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annual reassessment; significant change M \):b,\. c)—() ~[7\(\u\tp s C(M\plfﬁu
assessment; physician's admission statement :
 and current orders; staff progress notes including A1D\ QU(_,A&QR& B\?&S’ i
changes in the resident's condition and action
taken; and reports of physician visits, signed %,Cﬂ_we\)s Qﬂ\
telephone orders and treatment documentation;
and resident plan of care.
This REQUIREMENT is not met as evidenced {,J
by: \326 w T hoe Comfie fL
Based on record review and staff interview, the AS Slz)ﬁitk ‘H S; M/co
home failed to assure that a resident who N — i 3
requires nursing care had a complete medical = /
| record with current orders and assessments for N\O°"é’“\» ’H’“’” O\A"V\' ! W
one of three residents sampled (Resident #1). awu‘_ 'H\L()lﬁv'\/ )79(9//
Findings include: g QeS”c\,U\* ”,I
A ‘“H‘L
Per record review on 7/25/11 of Resident #1, ’ J/é wod eﬁ,(\,
there was no physician's admission statement, no Mﬁgfr ()—6 J\‘d\ C‘“"f
current signed orders for medications and l i ,\—k»\ un) Néb\&
treatments, no nursing assessment, and no plan AAY “}bb \(Y}CD
. . R GD M;-Q_
of care present in the medical record. Per _{ L bt"\' \(,V\%U»
interview on 7/25/11 at 5:10 PM, the manager of Wk L cdwmgrcm
the home confirmed that the resident has no "LB > W X Ole,ﬁ',
signed MD orders, no admission statement from ) 60& 0&)\ MUW']
the physician, no initial assessment completed, —‘H*L v ) UQ’ waq(t fheuppen—
and no plan of care as required per regulation. M\(\/{Q LMNSUNM R
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R302 IX. PHYSICAL PLANT R302 %u’\ LTSN ol
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| 9.11 Disaster and Emergency Preparedness PSSO~ .& N\GLL‘L
9.11.c Each home shall have in effect, and W\CX D @ 08 C(MA,O(U(’C& m
available to staff and residents, written copies of SWLL Q u
a plan for the protection of all persons in the d , O(\d}&aﬂf Woh o
event of fire and for the evacuation of the building €8
when necessary. All staff shall be instructed
periodically and kept informed of their duties Rip4 foL A(,{,e(r\-ﬁ(k 5\9\?‘ W
under the plan. Fire drills shall be conducted on K. Cfmupos RN\ @N\Uzs\’u)@\N
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at least a quarterly basis and shall rotate times of ]

day among morning, afternoon, evening, and fw é\’i\\5 Sl ngsli (
night. The date and time of each drill and the N 8/ /!
names of participating staff members shall be O\ 0'8 {L&A’Y\

documented. C\_,\/\A‘U'*‘L othan m’\@/‘?/l(

This REQUIREMENT s not met as evidenced ‘ 0 é_ef\/%g CMAN

by: - _ he hewre- : .

Based on'interview, the home failed to meet the Q(,LSU)/V\A/ N C\U\b‘ﬂ L\Aﬁr o
o

fire drill requirement for a residential care home.

Findings include: i fn GV"‘-P‘Dy‘&
Per interview on 7/25/11, the manager of the )
home stated that the Fire Safety inspector cited ’{/5 CUV\)’P ]Q/t(" Mﬁlf

the home in April 2010 for nét meeting the G Ch
required number of fire drills. On 7/25/11 at 3:15 "&'\N\% on Q CW

PM, when asked for a record of drills conducted, ‘ o S@ ‘jﬂ\
the manager confirmed they had completed no ¢ CD\-U""’UL {g
fire drills in 2011, with the exception of one L,L}Lu g‘_)— o

undocumented unplanned drill when the alarm

went off due to smoking food on the stove where p&)\w -

they evacuated residents from the building. h
y g W oL \48

&‘h, firae,

Division of Licensing and Protection
STATE FORM 6899 86VvD11 If continuation sheet 19 of 19

{202 toc Accephed Blasi i
V\-Wo& fa)




	00000001
	00000002
	00000003
	00000004
	00000005
	00000006
	00000007
	00000008
	00000009
	00000010
	00000011
	00000012
	00000013
	00000014
	00000015
	00000016
	00000017
	00000018
	00000019
	00000020

