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) 871-3317

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

December 12, 2013
Ms. Becky MacDonald, Administrator
Loch Lomond

700 Willson Road
North Concord, VT 05858-7007 Provider # 0062

Dear Ms. MacDonald:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite
re-licensing survey conducted on October 1, 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,

NN

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 onsite re-licensing survey was
| completed by the Division of Licensing and
| Protection on 10/1/13. Based on information
gathered, regulatory violations were cited as

follows.
|

R167 V. RESIDENT CARE AND HOME SERVICES R167
SS=D

| 5.10 Medication Management
5.10.d If a resident requires medication

. administration, unlicensed staff may administer
medications under the following conditions:

| (5) Staff other than a nurse may administer PRN |
psychoactive medications only when the home |
has a written plan for the use of the PRN

| medication which: describes the specific
behaviors the medication is intended to correct or
address; specifies the circumstances that
indicate the use of the medication; educates the

| staff about what desired effects or undesired side ‘

| effects the staff must monitor for; and documents }

| the time of, reason for and specific results of the ‘
medication use.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
home failed to assure that staff other than a
nurse administered psychoactive medications i
only when specific behaviors and undesired
effects were monitored and specific results of
medication use were documented for 1 of 5
residents in the sample (Resident #1). Findings
include:

1. During record review on 10/1/13, it was
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| (1) Documentation that medications were

| 5.10.g Homes must establish procedures for

5.10 Medication Management

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:

administered as ordered; .
(2) All instances of refusal of medications,

including the reason why and the actions taken by |
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| (3) All PRN medications administered, including
| the date, time, reascn for giving the medication,

| and the effect;

' (4) Acurrent list of who is administering

| medications to residents, including staff to whom

a nurse has delegated administration; and
(6) 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 observation, record review, and staff
interview, the home failed to document

| medication administration sufficiently to indicate
| to the Registered Nurse (RN) a record of

monitoring for side effects and all incidents of

| medication errors for 2 of 7 residents in the
| medication administration sample (Resident #1
| and Resident #6). Findings include: *This is a

repeat deficiency

1. During record review cn 10/1/13, it was
revealed that on 6/1/13 Resident #1 had been
administered 1/2 of a 0.5 mg (0.25 mg) tab of
lorazepam (an antianxiety medication) by an
unlicensed staff person who was delegated (by
the Registered Nurse/RN) to administer
medicaticns. It is not permissible for any staff,

- licensed or delegated, to change the dose of a

medication without consultation and direction
from the physician. The physician's written order
prescribed a 0.5 mg lorazepam dose to be
administered for episodes of anxiety which could
not be resolved with non-pharmacological
interventions. Additionally, there was no written
evidence that the staff had later monitored the
results or effects of the as needed medication
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the Administrator confirmed that documentation 1 =< (\Qq\ feeed

| indicated that the unlicensed staff person had
| administered 1/2 tab of 0.5 mg (0.25 mg) to
Resident #1 on 6/1/13 and that there was no

documentation of monitoring for behaviors or side |

effects after the medication use.

| 2. During surveyor observation of medication
administration at noon on 10/1/13, Resident #6

| was administered by mouth (2) 500 mg tablets of
| Tylenol (1,000 mg). Upon review of the

| physician's written order, the order indicated a
dose of 500 mg Tylenol to be administered by
mouth three times per day. At noon on 10/1/13
the Administrator confirmed that the physician's
written order was for 500 mg Tylenol by mouth

| three times per day.

' The RN was alerted to each of these medication
incidents during a telephone conversation on
| 10/1/13 at 1:00 PM.

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

| 5.11 Staff Services

5.11.b The home must ensure that staff
demonstrate competency in the skills and
technigues 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;
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R181

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

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:
Based on record review and staff interview, the

| home failed to assure that 1 of 3 potential staff in
the sample had not been charged with adult

| abuse or crimes inimical to the public welfare
prior to working with vulnerable residents.

1 Findings include: *This is a repeat deficiency

| 1. During record review on 10/1/13, no pre-hire
' screening information regarding adult abuse or

| criminal record was located for 1 of 3 employees

| in the sample. The Administrator confirmed cn
- 10/1/13 at 10:35 AM that no pre-hire screening
documentation for adult abuse registry or
Vermont Criminal Information Center could be
| provided for 1 of 3 employees in the sample.

|
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VERMONT DEPARTMENT OF PUBLIC SAFETY /\.\

DIVISION OF FIRE SAFETY VERMONT

Office of the State Fire Marshal, State Fire Academy and State Haz-Mat Team

CERTIFICA OF BOII_ER& PRESSIJRE VIESSEI. INSPECTION

[x]Boi : .Extemall:llntemal
Loed Lomonp

OlLAddress: | o0 Witsaw RD. MegT CowcskD NT
VT State ID #: 33438 NB #:

Manufacturer: B | Year: |74, | Object Type: CAST 1Ron

|| MAWP: o P S/V- R/V Set Pressure: 3 A

Insurance Co.:  |nartrors steamsoier | Inspector Name (Print): |ROBERT BABLER
VT Comm. #: 429 Inspector Signature:

Structure Name:

REINSPECTIONS

INSPECTION TYPE: INSPECTOR VERMONT VIOLATIONS
INT/EXT/OPERATING r NAME COMM. # FOUND

kK

THIS OBJECT MAY NOT BE OPERATED LEGALLY UNLESS THIS CERTIFICATE
IS POSTED UNDER GLASS IN A CONSPICUOUS PLACE IN ENGINE OR BOILER ROOM

Kk

***Report any accident, incident or explosion to 802-479-4434 ***
(1-888-870-7888 outside of normal business hours)
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