~ VERMONT
/\\ ® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

September 26, 2016

Ms. Jeanne Schmelzenbach, Administrator
Loretto Home

59 Meadow Street

Rutland, VT 05701-3994

Dear Ms. Schmelzenbach:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 23, 2016. 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,

S et o)

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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" R1 00! Initial Commeants;

, An unannounced on sile re-licensing survey and
i complaint investigations were completed by the
Division of Licensing and Protection on 8/22 and
8/23M6. The findings are as follows:

Ri14l
§8=D

V. RESIDENT CARE AND HOME SERVICES

' 1 5.3 Discharge and Transfer Requirements

5.3.a Involuntary Discharge ar Trqnsfer of
Residents

(2) In the case of an involuntary discharge or
transfer, the manager shall:

i. Notify the resident, and if known, a family
member and/or legal representative of the
resident, of the discharge or transfer and lhe
specific reasons for the move in writing and in a
i language and manner the resident understands
L at least 72 hours before a transfer within the

" home and thirty (30} days hefore discharge from
the home. If the resident does not have a family
member or legal representative and requests
assistance, the notice shall be sent to the Long

. Term Care Ombudsman, Vermont Protection and
i Advocacy or Vermont Senior Citizens Law

| Project.

il. Use the form prescribed By the licensing

agency for giving written notice of discharge or
. transfer and include a statement in large print that,
the resident has the right lo appeal the home's
decision to transfer or discharae with the i
appropriale infermation regarding hew tlc doso.

i Include a statement in the written notice that
the resident may remain in the room or hoime

R100
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| during the appeal.

| . . |
| iv. Place'a copy of the notice in the resident’'s
i clinical record.

This REQUIREMENT is not met as evidenced
by: ,

Based on record review and confirmead by staff
and resident interview, the facility failed to permit
Resident #1 to return to the Loretto Home during
the 30 day inveluptary discharge notice. The
findings include the following:

Per record review Resident #1 was originally
admitted to the Loretto Home on 9713/13.

On 5/6/14 the Loretio Home was granted a
variance for Resident #1 by the Divigion of
Licensing and Protection, to retain tha resident
whose care needs exceeded the level of care for
which they are licensed. The Laretto Home
verified that the necessary care could be

| provided.

. On 4/21/16 Resident #1 was transferred to an

. acute haspital for treatment of infected foot
“waounds. On 4/28/16 Resident #1 was transferred
from the hospital to a local skilled nursing homea
for continued intravenous antibiotic therapy (iV)
and rehabilitation services. On 5/9/16 Resident ,
#1 was issued a 30 Day Discharge Notice by the
Loretta Home, while the resident was still at the
local skilled nursing home, which was signed by
the Administrator and copied to Resident #1's
Case Manager and family. The resident |
appealed this notice and Licensing and Protection!
ruled in Resident #1's favor. -

The week of June 2nd, Resident #1 was ready to
return to hisfher home at the Loretto Home and 1

Division of Licensing and Proteciion )
STATE FORM 5242 667X I continuation sheet 2 of 13
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- was denied re-admission. The resident's care |
~heeds were unchanged from the variance

. request, wound care weuld be managed by the
incal wound clinic, rehabilitation services were no
i langer in place and 1V antibictic treatments were

 completed. June 2nd was day 26 of the 30 day
notice therefore, Resident #1 had 4 days
remaining before the discharge notice would

Continued From page 2

Resident #1 was not allowed to return the Loretto
Home until 8/10/16. Per interview with the
Administrator on 8/23116 at approximately 11:30
AM, confirmation was made that the resident was
denied his fight to return 1o his home during the
time of the 30 day nolice that had not expired.

5% General Care

5.5.c Each resident's medication, treatment, and
dietary services shall be consistant with the
physician's orders.

This REQUIREMENT is not met as evidenced

Based on observation, resident and staff
interview and medical review, the facility failed to
insure that medicaticn services were consistent
with the physician orders for 2 of 2 residents,

Resident #2 and #7. Findings include:

1.) During the observation of medication
administration on 8/22/16G for Resident #2 at ‘
12:27 PM, it was observed that the resident had a1
large bottie of Aspirin (ASA) 325 milligram (mg) '

R114

V. RESIDENT CARE AND HOME SERVICES | R128 See Adtached

1
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. tablets, a large bettle of Multiple Vitamins (MV])

i and a smaller bottle of Cherry Tarte, dietary

| supplement lablets on hisfher windowsill. This

| surveyar asked the medication delegated staff

i (MDS), that had accompanied the surveyar, if the

- resident was able to self-medicate and what the

| bottles on the windowsill were, S/he responded

| and stated that the resident did self-medicate
his/her nebulizer freatments, but not pills. The
staff member then asked the resident what the .

! pills were for and s/he stated that the Cherry

: Tarte was for gout, the Aspirin was because

i sometimes his/her teeth hurt and the MV is
hecause sometimes s/he thinks that s/he needs

! them. Per the MDS s/he was not aware of the

| medicaticns being in the resident's room. Per

| interview with Resident #2 on 8/23/16 at 9:27 AM,

i s/he stated that the medications have been with

! hirn/her since admission about 4 {four) years ago

» and when the pills run out s/he just gets more.

! Per interview with the Licensed Practical Nurse

- (LPN) on 8/23/16 at 10:00 AM, the resident had ’

' been out to the hospita! recently and s/he was :

- unaware of the medications in the room and that

i the resident does have a self-medicate

" assessment completed, butitis only for the
nebulizer treatments. Sthe further stated that

_ staff should have reported the medication if it was

~seenin the room. Review of the medical record

0N 823716 did not provide avidence that Resident
#2 had physician orders for self-administration for

-~ any medications, but according to the Medication

" Administration Record (MAR) s/he does
self-administer his/her nebulizer treatments which
the physician orders indicate as Performist 20
mcg {micrograms)/2 mbL (mililiter) BID (twice
daily) and Fulmicort ¢.5 mg#i2 mlL BID. Resident
#2 was also self-administering the over the ‘
counter ASA 325 mg and MVI and had no order |
for either. §/He does have orders for ASA 81 mg ]

Diviston of Licensing and Protection
STATE FORM 6842 BEZX11 I tconhnuation-sheat 4 of 13
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 daily and a MV! daily that the staff have been
: administering and confirmation was made by the

LPN at 11:40 AM on 8/23/16 that there are no

" orders for the medications found in his/her room
and that there is no order for self-administration
of any medications. '

- 2) Medical review of medications orderad for
- Resident #2, indicate that s/he is to have

Pulmicort via nebulizer twice a day (BID) and
Spiriva one inhalation BID. Inspection of the
medications that the resident keeps in hisfher
rcom for self-administration presents that sfhe
does not have Pulmicort but is using

\ Impratropium Bromide 0.5 mg/Albuterol Sulfate 3
: g (Duoneb) instead and the label indicates to

i use four times a day. The order was o

. discontinue the Ducneh on 7/19/16. On 8/23/16

at 9:35 AM Resident #2 said that sfhe threw the

| Spiriva away a couple of weeks ago afler arguing
" with the "breathing” doctor and that histher own
_doctor told him/her to stop using it. The resident
: sald that s/he doesn't always use it but that mosg
- of the time s/he does. Sthe further rezponded,

when asked, that the staff never ask him/her if it

- sfhe did the treatment. The LPN confirmed at

10:00 AM on 8/23/16 that the MAR indicates
self-administration of the medications and the
medications that the resident is actually
administering are not ordered by the physician.

3.) Review of medical record for Resident #7 cn
8123116, there are orders for Synthroid 150
nyicrograms {mcg.) at 5:00 AM, Arificial tears to
instill as directed in both eyes e a day (BID) and
Protonix 40 milligrams {mg) daily. Per review of
the MAR the resident self-medicates for these 3
{threg) medications. Resideni #7 presented
these medications that are kept in his/her
bathroom in a Incked box and stated that s/he
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“lakes the Protonix and the Synthroid every

. morning when s/he first gets up and then uses
the Artificial tears. At 1:53 PM it was confirmed

. by LPN that there is no order for the resident to

s self-administer any medicatinns and the staff

- doesn't check daily to insure that the resident has

R170
So=t1:

. self-administration have the right to purchase and
: self administer over-the-counter medications.

" Mowever, the home must make every reasohable
» effort to be aware of such medications in arder to
i monitor for and educate the residents about

: possible adverse reactions or interactions with

: olher medications without violating the resident's

i rights to direct the resident’s own care. If a
resident's over-the-counler medications use

_staff musl nolify the physician

taken the medications.

V. RESIDENT CARE AND HOME SERVICES | | R170

5.10 Medication Manhagement

£.10.f Residents who are capable of

poses a significanl threat o the resident's health,

This REQUIREMENT is not met as evidenced
by

Based on observation, staff and resident
interview, the facility failed to ensure awareness
that Resident #2 was self-administering over the
counter medications. ‘Findings include;

Resident#2 was observed on 8/22/16 at 12:27
PM to have a large bottte of Aspirin 325 milligram |
tablets, a large bottle of Muitiple Vilamins (MV1) !
and a smaller hottle of Cherry Tarte, dietary :
supplement tablets on hisfher windowsill. This:

surveydr asked the medication delegated staff

S é& Attanched,

Division of Licensing and Protéection
STATE FORM
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R170. Continued From page 6

! (MDS), that had accompanied the surveyor, if the

: resident was able to self-medicate and what the

| bottles on the windowsill were. S/he responded

i and stated thal the resident did self-medicate

| hisfher nebulizer treatments, but not pills, The

+ staff member then asked the resident what the

! pills were for and s/he stated that the Cheny
Tarte was for gout, the Aspirin was because

. spmietimes hig/her teath hurt and the Mviis

| because sometimes s/he thinks that sthe needs

fthem. Per the MDS s/he was not aware of the

. medications being in the resident's room. Per

R170

R171 V. RESIDENT CARE AND HOME SERVICES
S8=D

i interview with Resident #2 on 8/23/16 at 9:27 AM,

: sihe stated that the medications have been with

| nim/her since admission about 4 (four) years ago

i and when the piils runs out s/he just gets more.

' Per interview with the Licensed Practical Nurse

. (LPN) on 8/23/16 at 10:00 AM, the resident had

- been out to the hospital recently and s/he was

1 unaware of the medications in the room and that

. the resident does have a seif-medicate

. assessment completed, but it is only for the

i nebulizer treatments. S/he further stated that

- staff should have reported the medication if it was
seen in the room.

5.10 Medication Management

5.10.g Homes must eslablish procedures for ;
documentation sufficient lo 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 inchude:

(1) Documentation that medications were

R171

Sea Attacked

Division of Licensing and Protection
STATE FORM
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administered as erdered;

{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, ime, reasen for giving the medication,
and the effect;

(4) Acurrent list of who is administering .
i medications to residents, including staff to whom
“anurse has delegated administration; and

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

(6) Al incidents of medication errors,

" This REQUIREMENT is not met as evidenced
by:

Based on cbservation, record review and
confirmed by staff interview, the Tacility faited to
ensure that 3 of 8 residents sampled and who

' receive psychoactive medications, are monitored
" for side effects. For Residents #1, #2, #3 the
~findings include the following:

. 1. Per medical record review, Resident #1 was

- priginaily admitted with diagnoses to include

. Schizophrenia, Anxigty Disorder, Mood Disorder

and Major Depression, Fhysician order dated
8/11/16 identifies Abilify & milligrams {mg.} by
mouth al hour of slesp. Abilify is a medication
that can cause tardive dyskinasia (muscle
movements) that can not be controlled.

Per review of the medical recard there is no
svidence that the resident has been monitored for
side effects of psychoactive medications that
have been provided to Resident #1. Fer interview!
with the Licensed Practical Nurse (LPN) (#1}, at
9:35 AM confirmation is made that the facility :
does nol have a screening tool to monitor for side |

Division of Licensing and Protection
STATE FORM
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. effects of psychoactive medication.

. Per review of the facility policy/procedure titied

| "Medication Documentation”, identifies that any
! resident receiving psychoactive medications

- whether ROUTINE or PRN (as needed) will be

: monitorad by staff on a daily basis for undesired
. side effects. Per interview with LPN (#2), at2:30
| PM, confirmation is made that the facllity does
have a screening tool, but kas no policy
directingfinstrusting staff when the tool is to be
conducted. S/he also confirms that s/he was

; unaware of the policy identifying that

| documentation is to be completed daily.

. 2, During medical review for Resident #2, sihe

was found to be receiving Risperdat 0.5 myg

(milligramns), an antipsychotic, twice a day. Per

. interview with the Licensed Practical Nurse at

2:30 PM on 8/23/16, there is ne evidence that

monitoring for side effects is being done. S/he

. stated that they do not do any specific monitoring
and if the resident is being seen by cutside
services, the assessment is completed by them
or it is sometimes done at the physician's office.
5Sihe stated that Resident #2 does not receive
outside services. :

3. Permedical record review, Resident #8 was

- admitted with diagnoses to include Anxiety
Disorder, Seizure Disarder and Hypertension.
Physician orders dated 8/1/16 identifies Risperdal
0.5 milligrams (iMg.) hy mouth twice daily far
generalized anxiety. Risperdal is a medication
that can cause fardive dyskinesia (muscle
movemeants) that can not be controlled. Per
review of the medicat record there is no evidence
that the resident has been maonitored for side !
effacts of psychoactive madications that have
been provided to Resident #8,

Divisian of Licensing and Protection ]

STATE FORM : L] 867X ) I confipyation sheet o of 13
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| Per interview with the Licensed Practical Nurse
« (LPN) (#1), at 9:35 AM confirmation is made that
- the facility does not have a screening toal to
. monitor for side effects of psychoactive
medication. Per review of the facility
palicy/procedure litled "Meadication
Cocumentation”, identifies that any resident
receiving psychoactive medications whether
ROUTINE or PRN (as needed) will he monitored
by staff on a daily basis for undesired side
effects. Per interview with LPN (#2) at 2:30 PM,
- confirmation is made that the facility does have a
« sereening tool, but has no policy
i directing/instructing staff when the tool is {0 be
! ¢onducted. S/he also confirms that s/he was
. unaware of the policy identifying that

i decumentation is to be complated daily.

; ' |
R188' V. RESIDENT CARE AND HOME SERVICES | R188 See  Attached !
55=8" - \ :

|
. 5.12.b.(2) . ‘ ' : {

- Argeord for each resident which includes:

- resident’s name! emergency notification
numbers; name, address and telephone number
of any legal representative or, if there is none, the
next of kin; physician's name, address and
telephone number, instructions in case of
resident's death; the resident's assessment(s);
progress notes regarding any accident or incident
and subsequent follow-up; list of allergies; a
signed admission agreement; a recent ‘
photegraph of the resident, unless the resident !
objects; a copy of the resident’s advance
directivas, if any completed; and a copy of the
document giving legal authority to another, if any.

Division of Licensing and Protection
STATE FORM (211 662%11 If cordinuation sheet W or 13
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FORM APPROVED

- STATEMENT OF DEFICIENGIES (X1} PROVIOERISUPPLIERICLIA
AND PLAN OF CORRECTION

IDENTEFICAT!ION HNUMBER:

0138

8.

WING

(X2} MULTIPLE CONSTRUCTION
A, BUILDING:

{X2} DATE SLIRVEY
COMPLETED

 08/23/2016

NAME OF PROVIDER OR SUPPUER

LORETTO HOME

59 MEADOW STREET

RUTLAND, VT 05701

STREET ADDRESS, CITY, STATE, 2iP CODE

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o

18]
PREFLX
TAG

PROVIDER'S PLAN OF CORREGTION
{(EACH CORRECTIVE ACTION SHOULD BE

CROS55-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(45}
COMPLETE
DATE

R188

R266;
88=E |

" Continued From page 10

This REQUIREMENT is not met as evidenced
 by:

. Based on staff interview and record rewew the

i facility had incomplete information in the medical

. records surrounding instructions in case of
i resident’s death for 3 of 8 residents, Resident #2
g 3and 6. Findings incluge; ‘

" During record review for Residents #2, 3 and 6,
_there was no evidence of instrictions in case of

the death of the residents. Per interview with the
Licensed Practical Nurse on 8/23/16 at 11:40 AM
s/he confirmed that there was no evidence of

what to do and who to contact in thie event of the

" death of these residents.

[X. PHYSICAL PLANT

i 9.1 Environmenl

' 9.1.a The home must provide and maintain a

safe, functional, sanitary, homelike and

" comfortable environment,

This REQUIREMENT is not met as evidenced
by:

. Based on observation and confirmed by staff

interview the facility failed to ensure that the

‘home pravides a safe environment,

Per facility tour at approximately 10 AM in the
nresence of the Assistant Administrator, a storage:
area on the ground ievel was found with two
unlocked doors. The storage room has two

b

entrances: one door is accessed from a corridor ¢

adjacent 1o resident rooms and the second
entrance is jocated by the siltingflounge area (an

R138 .

R266

See dtdached

Division of Licensing and Protection
STATE FORM

499

66ZX11

Il continuation sheet 11 of 13
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FORM APPROVED
Division of Licensing and Protection _
SYATEMENT OF DEFICIENCIES {K1) FROVIDER/SUPPLIERICLIA (X3 MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
AND PLAN GF CORREGTICH IBENTIFICATION NUMBER: A BUILCING: COMPLETED
C
0138 B. WING _ 08/23/2016
NAME GF PRGVIDER OR SUPPLIER STREET ADDRESS, CI'I:Y, STATE, ZIP CODE
59 MEADOW STREET
LORETTO.HOME
RUTLAND, VT 05701 ‘
X4 1D SUMMARY STATEMENT OF DEFICIENGIES oo PROVIDER'S PLAN OF CORRECTION ey
PREFIX (EACH DEFICIENCY MUST &E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TA  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE LATE
‘ : : DEFICIENGY)

R266: Continued From page 11 ' R266

~area where residents congregate) and the nurses
treatment room. The unlocked storage rooms
are accessible by both residents and the public.

i The rooms contained the following: 240 gallon oil
tank, 330+ galion domestic hot waler tank, 18

- bags (50 pounds each) of ice meli/salt, 6
circulator water pumps, 2 wheel chairs, a bike
and various other maintenance eguipment such
as, hut not fimited to pieces of wood leaning ‘ |
against the wall, a hose, various tools and a
vacuum cleaner.

Per telephons conversation on 8/22/16 at 2:30

: PM with a Regianal Manager who is a Certified
Fire Investigator, confirms that since the storage
rooms are located adjacent to resident care areas
! they should be locked at all times.

| Per interview with the Administrator and the
Director of Maintenance on 8/22/16 and 5/23/16
: the doors have never been locked.

R257 IX. PHYSICAL PLANT R267 See Whuedned

35=E.

9.1 Envirenment

applicable state and local rules, regulations,
codes and ordinances. Where there is a
difference between codes, the code with the
higher standard shall apply.

: o . |
C 2.1 Allhomes shall comply with all current 1

This REQUIREMENT s not met as evidenced
by: .

Based on record review, observation and
confirmed by staff interview the facility failed {o
have the boiler (furnace) inspected hy a licensed

Division of Licensing and Prolection
STATE FORM &b GEZX1 IF continualion sheet 12 of 13
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FORM APPROVED
Division of Licensing and Proteclion
STATEMENT OF DERICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIFLE CONSTRUCTION {(X3) DATE SURVEY
-AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING: COMPLETED
C
0138 B. WING 08/2312016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
59 MEADOW STREET
’ RETTO HOME )
LORETT RUTLAND, VT 05701
o SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S FLAN OF CORRECTION (x5)
FREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENGY) .
R287 Continued From page 12 R267

i the the two (2) vear required timeframe.
i findings include the following:

 that the furnace was last inspected on 7/

: of 7NEMG.

- certified inspector, as indicated by the Vermont
' Fire and Building Safety Code 2012 (Section
: 6-Boiler and Pressure Vessel Inspection) within

Per facility tour on 8/22/16 at approximately 2 PM
i in the presence of the Administrator and the
: Maintenance Director, confirmation was made
16/14
i and has not been scheduled to be reviewed.
. Certificate identifies the nspection has expired as

The

Divigion of Licensing and Protection
STATE FORM

a3 BEIX T

If continuation shaet 12 a6l 13
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Plan of Correction Loretto Home 9/19/2016

L. R114 Discharge and Transfer Requirements 3.4

The Loretto Home needs to praovide additional details to this characterization of the statements described
in the summary staterment.

The Lorette Home denied readmission to the resident because the Home was appealing the case to the
State and did not want to compromise the resident while the case was being reviewed, The Resident's
condition had changed since original variance granted in May 2014, At that time, he was an ERC Tier 1.
In April 2016, he was assessed at ERC Tier 3 (87 points). Following a fune & letter from the Deputy
Commissioner, the Loretto Home went 1o assess the resident at Rutland Health and Rehab Center on
6/9/16, Ali parties agreed to have resident return to Loretto Home on 6/13/16. However, on 6/13/16,
Loretto Home received notice from Rutland Health and Rehab Center that the resident would need
further treatment due to additional wound issues, On&/14, Loretto Home received a follow up call
informing that the resident would need a new round of antibiotic therapy as his foot had become re-
infected and would be staying several more weeks. The Loretto Hormne appealed to the State on July 15
given resident's ongoing health issues. State agreed to allow the Loretto Bome to wait until Tuesday, July
19 to readmit while they considered Loretto's letter. OnJuly 18, the Loretto Home requested an
Emergency Discharge. On July 25, Loretto Home had a hearing with the Commissioner to review the
case. Loretto Home received a letter 8/4/16 denving Loretto Home's appeal. Resident returned to
Loretto Home an 8/10.

A. What action you will take to correct the deficiency.

Loretto Home will allow a resident to return to home during the time of a 20-day natice
that has not expired.

B. What measure will be put inte place or what systemic changes you wili
make to ensure that the deficient practice does not recur?

Loretto Horme will aliow a resident to return to the home during the time of a 30-day
natice that has not expired, even during an appeals process.

C. How the corrective actions will be monitored so the deficient practice does
not recur? '

Home Administrator is responsible for monitoring.
D. The dates corrective action will be completed.

Resident has been at the Loretto Home since 8/10/2016.
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A. What action you will take to correct the deficiency?
1. An audit of self-medication management will be conducted for the Loretto

Home, ensuring that specific medications which may be self-zdministered are
delineated. In addition, a rocm audit will he conducted specifically looking for
medications, {prescribed or aver-the-counter).

2. A physician’s writlten, signed order will be transcribed in the resident’s
recard for all medications {prescription or over-the-counter).

a) Medications which are “self-administered” will be designated as such in
the MAR.

b) Rasidents will he educated on how ta document that they self-
administered their medication on a tracking sheet. (Per TC vily tanager
c) Loretto Home staff will check resident documentation weelkdy. DAILY dlerfiie’)

3. If any facility staff withess medications unlocked in a resident’s room, the

staff will be instructed to bring this concern to the attention of the House Nurse
ar Directar of Nursing immediately.

a) The House Nurse or DON will collect the unauthorized medications.
b) If medications are found in resicent rooms which do not have an order,
the PCP will be contacted so orders can be clarified if discrepancies exist.
c) Medications will be added to resident’s secure medication box, located i the fesidents rovw?
4. Residents will he reminded that no medications can be kept in their roem (F;&I\;ETLBVSI\M Meneger
without physician arders and without clearance from the Director of Nursing.
B. What measure will be put into place or what systemic changes you will
make to ensure that the deficient practice does not recur?
1. The task of scanming each resident’s living environment for unsecured
medications will be added to the 1¥ shift responsibilitias checklist.
2. Residents will be reminded that no medication can be kept in their room
unless they have a physician’s order
a) tmmediately in Resident Newslettar
b) Annually whan they sign their Resident Agreement.
C. How the corrective actions will be monitored so the deficient practice does
not recur?
1. A monthly "Madication Room Sweep Audit” will be conducted on an
ongoing basis for each resident.
2. Self-Medication Assessments will be reviewed and certified on a quarterly

basis.
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D. The dates corrective action will be completed,
1. These changes will be in place by Gctober 31, 2016,

A. What action you will take to correct the deficiency?

1. An audit of self-medication management will be conducted for the Loretto
Home, ensuring that specific medications which may be self-administered are
delineated. In additicn, a room audit will be conducted specifically lonking for
medications, (prescribed or over-the-counter).

2. A physician’s written, signed order will be transcribed in the resident’s
record for all medications (prescription or over-the-counter).
a} Medications which are “self-administared” will be designated as such in
the MAR,
b} Residents will be educated on how to document that they self-

administered their medication on a tracking sheet. (Per Te with Maeger

c) Loretto Home staff will check resident documentation weetdy. Dm'—'j o 122l )
If any facility staff witness medications unlocked in a resident’s room, the

vtaff will be instructed to bring this concern to the attention of the House Nurse

or Director of Nursing immediately.

UJ

a) The House Nurse or DON will collect the unauthorized medications.
b) if medications are found in resident rooms which do not have an order,
the PCP will be contacted 5o orders can be clarified if discrepancies exist.
) Medications will be added to resident’s secure medication box, located mHhe resdend s vovpm.
4. Residents will be reminded that no medications can be kept in their room (Uiy[r,jhmmw

without physician orders and without clearance from the Director of Nursing.
B. What measure will be put into place or what systemic changes you will
make to ensure that the deficient practice does not recur?
1. The task of scanning each resident’s living environment for unsecured
medications will be added to the 1% shift responsibilities checklist.
2. Residents will be reminded that no medication can be kept in their room
unless they have a physician’s order |
a) Imrmediately in Resident Newsletter

b) Annually when they sign their Resident Agreament.
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C. How the corrective actions will be monitored so the deficient practice does
not recur?
1, A monthly “Medication Room Sweep Audit” will be conducted on an
ongeing hasis for each resident.
2. Self-Medication Assessments will be reviewed and certitied on a quarterly
basis,
D. The dates corrective action will be completed.
1. These changes will be in place by October 31, 2016,

BTG T T S T L T A L E I b g B T )
V. R171 Medication Mahagement 5:10.¢% Psychoactive Medication
A. What action you will take to correct the deficiency?
1. Each resident receiving psychoactive medications will have an AIMS test

completed. A copy of such will be included in the resident’s record,

7. The Medication Documentation Policy will be edited to comply with
cwrrent industry practices.

B. What measure will be put into place or what systemic changes you will
make to ensure that the deficient practice does not recur?
1 The three Directors of Nursing from Vermont Cathalic Charities will meet

and review the vCC Residential Care Homes Policy 13, subject: Medication
Documentation. Policy adjustments will be made to comply with current industry
standards.

C. How the corrective actions will be monitored so the deficient practice does
not recur?
1. Each resident receiving psychoactive medications will have an AIMS test

administered quarterly for side-effects either by their healthceare provider ar (Per Te witis Manaser
Loretto Home staff. “the Diveclsr of N\u&tnB Wil review eouplehed Atms tests ! ﬂ‘;tlﬂwhu )Wy’

2. Reeducation of nursing staff regarding AIMS testing and VCC palicy,
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D. The dates corrective action will be completed.

1. AIMS tests will be completed on residents with pgychoautlve medications
by September 30, 2016.

2. Policy adjustments to comply with current psychoactive medication
recommendations in the healthcare industry by November 30, 2016.

-

3. Reeducation of Nursing Staff to the updated Medication Documentation
Policy by December 31, 2016.

S 'R188 ReSIdent Care and Home Serwces 5 12, b ( ) lnsu uct:ons m
case of?r esudent S death
A What action you will take to correct the deficiency?

1. Staff will review face sheet with each resident end indicate which agent
they would like to have contacted in case of Death.

B. What measure wili be put into place or what systemic changes you will
make to ensure that the deficient practice does not recur?
1. The Annual Resident Agreement will be revised to include the following:
a) Instructions in case of death:
(1) Who do you want to be notified at time of death?
{a) Primary Agent: Name and phone number
(h) Secondary Agent Name and phone number
C. How the corrective actions will be monitored so the deficient practice does
not recur?
1. Home 1s making process change in the Resident Agreement and Face

sheets so that an annual review of instructions in Case of Death are indicated.

D. The dates corrective action will be completed.
1. Face sheet updates will be completed hy October 31, 2016.
2. Resident Agreements will be completed on an annual basis.

VI R266. Physical Plant: Environment9.1.4
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The Loretto Home disagrees with this characterization. Correction is in conflict with the
instructions suggested by our regional Fire Safety Inspector. Ragional Fire Safety
Inspector notifled of imposed changes.

Loretto Home is visited by the Rutland Reglonal Office of the State Fire Marshal, State
Fire Academy and State Haz-Mat Team annually. To date, the Fire Marshall has never
cited the Loretto Home regarding unlocked building service areas. On the contrary, the
Rutland Fire Marshall prefers that “Building Service Areas” be left unlocked for easy
access during potential emergency situations. This information was relayed to the
surveyor, It seems out of order that a phone assessment, made by a person who has
never evaluated our homes on-site should averride the local Fire Marshal without first
consulting him. It would seem more appropriate that a recommendation for a review be
conducted on-site by the Division of Fire Safety rather than being cited hy the State
Regulatory body. Loretto is in compliance with building expectations and is evaluated on
an annual basis by the Division of Fire Safety and the Rutland Fire Marshall. Thereis no
documented vialation from the Fire Marshal! at this time. Loretto Home depends on this
expert body to keep Loretto Home “safe” per Regulation 9.1.a.

Nevertheless, our plan of correction is as follows:

A, What action you will take to correct the deficiency?
1. Loretto Home will install locks on the identified doors,
B. What measure will be put into place or what systemic changes you will
make to ensure that the deficient practice does not recur?
1 Doar lacks shall be secured at all times.
C. How the corrective actions will be monitored so the deficient practice does

notrecur?
1. “Check Loretto Home south side storage doors” — has been added to the
Maintenance Facility Checklist. The Doors will be checked monthly during the
facility walk through to ensure that they are in good working order.

D The dates corrective action will he completed.
1. By 10/31/16

VIl R267 Physical Plant: Environment 9:1.b
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B.

What action you will take to correct the deficiency?

1. Loretto Home took immediate action upon identifying that the Boiler
inspection expired 7/16/16.

What measure will be putinto place or what systemic changes you will

make 1o ensure that the deficient practice does not recur?

C

1. The Administrator met with maintenance team 9/2/16 to review and
update Maintenance Facility Checklist to include all State Inspections.

How the corrective actions will be monitcred so the deficient practice does

not recur?

D.

1. The Inspection of the Loretto Boilers by Travelers Insurance Company
every two years was added to the Maintenance Facility Checklist.

The dates corrective action will be completed.

1, The Contractor come 9/1/16, completed the inspection, and cited no
violations — see attached documentation.
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59 Meadow Street

Rutland, VT Q5701

802-773-8840

B02-773-9638
jschmelzenhachig@vermontcatholic.org

Loretto Home

Fax

To: Pamela Cota From: Jeanne Schmelzenbach

Fax:  802-241-0343 Pages: )\ incl., Cover
Phone: 802-241-0480 Date: September 19, 2016

Re: Plan of Corfection cc:

DUrgent DOForReview 0O Please Comment X Please Reply [ Please Recycle

Comments: Please find the Plan of Correction for Loretto Home attached.
My phone number is 802-775-5133 x 10 if you have any questions.

Thank yeou, Jeanne Schmelzenbach
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