& 5\3’\ NERMONT
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

September 11, 2012

Ms. L.ois Langlois, Administrator
River's Edge Community Care Home
5 Hunt Street

Bennington, VT 05201

Dear Ms. Langlois:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 13, 2012. 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,

SRR

Pamela M. Cota, RN
Licensing Chief

PCji

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced on-site re-licensure survey was
conducted by the Division of Licensing and
Protection on 8/13/2012. The folidwing regulatory
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around Feb/March of 2012, S/he stated that at sie Me o s O\lfil la
the time of hire s/he did not re-dejegate compeTE A Fpann . A
previousfy delegated staff workimj in the facliity. SUALCE  Donnosd SYNATT T
This indicates that the non-nursirjg staff providing Cotm P STy o < NO —
nursing services to resldents do tjot have any B ¢ \ ‘ KRow 6w
authority to perform those duties pntil delegated O mowicaTian
by the current RN, j ‘ PO ML BB TRETIG RN
. - c,c?"'to ,
R167| V. RESIDENT CARE AND HOMIF SERVICES | R167 : A Wader™
S8=D| : . A o b 12

5.10 Medication Management

5.10.d f a resident requires meo‘iication
administration, unlicensed staff rjay administer S
medications under the following ¢onditions:

{6) Staff other than a nurse mayadminister PRN
psychoactive medications only wien the home
has a written plan for the use of the PRN
medication which: describes the pecific
behaviors the medication is interided to. correct or
address; specifies the circumstaijces that
indicate the use of the medication; educates the
staff about what desired effects ¢r undesired side
effects the staff must monitor for] and documerits
the time of, reason for and speciific results of the
medication use,

This REQUIREMENT is not mel|as evidenced
by: .

Based on record review and staff interviews the
facility failed to assure that staff pther than a
nurse did not administer PRN ps‘,rchoactive
medications without a written plan for use of the
PRN medications (Residents #3,|#1), Findings
include; : :

1, Perrecord review, Resident #I‘B's medication
list includes Lorazepam 0.5 mg (milligrams) PO

Divislen of Licensing and Protection .
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(by mouth) Q4H (every 4 hours) &s needed for < _—
anxiety and Haldol 0.5 mg PO QéH (every & ‘3 \'I‘ CHoTne P L
. hours) as needed for agitation. Tliere was no PACTD L AL or) F VLA
PRN Paychoaclive Medication written plan
available in the record, which wag confirmed by LA T > Co o]
the manager on 8/13/12 at 2:15 FIM. ? be Con p AT
: o Erntdl oS vuw Y
2. Per record review on 8/13/12, Resident #1's ) - T
medication list includes Seroqueli25 milligrams 1T oot o
(mg) take one tablet as needed {*RN) for é\
agitation. Per review of Residentl#1's care plan P‘L ‘\‘J’i;u\ CEHDTr .o P
last updated on 10/8/11, there w4s no PRN (as R fe
' needed) Psychoactive Mediocatiol Flan developed AL TO )W A
for Resident #1 identifying specific behaviors,
circurnstances that indicetes whejn the medication oreo |\\ l ( Au ST 'f_\.-‘
is to be used, what the desired eifect is and what 1
the potential side effects are to the medication bminer copmit of m 0
and how this medication is to be nonitored and NI ‘
any interventions utilized and thefe effectiveness P SRl R R & NACTE NS i UD S
priar to the administration of the PRN A O <
psychoactive medication, Per intierview with 10 SRS -
house Registered Nurse on 8/13(12, he/she O B (D v .
confimed after review of the carp plan for \© & LT oD B
Resident #1 that there was no Pijychoactive AL LTS p
Medication Plan developed for Rizsident #1 eSS B “\
identifying specific behaviors, cirfumstances that O\\’?“K l‘\,'lf D_;._\ 0 A
indicates when the medication is|to be used, what ) e
the desired effect is and what the} potential side : (_\._d(’ Yooy ™
effects are to the medication anc| how this A\C =
medication is to be mbnitored arjd any o\ \e
interventions utilized and there eifectiveness prior
" to the administration of the PRNpsychoactive
medication, '
R233| VII. NUTRITION AND FOOD SERVICES R233
7.1.a.(2) The meals served eadll day must
provide 100% of the Recommentled Dietary
Allowances (RDA) as establishei} by the Food |
|
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and Nutrition Board of the Nationiil Research
Council of the Natlonal Academy {pf Sciences and
comply with the Dietary Guidelinels for Americans.
This REQUIREMENT is not metiias evidenced (
by: : Duowa . | na A ik
Rased an record review and staffjinterview the Cere_
facility failed to assure that meals|served each W2 proccunn  oF
day provide 100% of the Recommended Daily €D v P L ‘ . _
Allowance (RDA) and comply with Dietary P ' (Moo
Guidelines. Findings Include: | 2 omTIHS  (n) ADU[RAN G,
i ‘
1. Per record review of the curnint week’s menu COrm P loT T D e \
resigents may request an egg at preakfast. Daily ¢ ” a &9,?1*’82(,\0
lunch is a sandwich, chips, fruit apd a drink. The 0\\. g-ﬁl V2. MJ,C 7
posted menu fists only the daily spndwich which : N o \‘o\ \
is a meat or salad (ham, chicken| tuna,egg)
sandwich. The week's menu incliided the Leviow = _ o Fgr—
following protein: - P V5 oI S Li'f’ )
WHTEY . ¢« -
8/13 Monday: Ham salad sandwich (tomato Svfs s TNV TGRS
sandwich was substituted), Hot lirkey sandwich e A o '
(liver was substituted); PAR OO A AR
B8/14 Tuesday: Egg salad sandwith, scalloped M"owu S
potatoes and ham; : .
8/15 Wednesday: Roast beef saiidwich, Quiche; i o
8/16 Thursday: Chicken safad sAndwich, (Pasta); Tlewos ™ &z kepTr
8/17 Friday: Bologna sandwich, lilemaon pepper W .
fish; : “ o Y B B\_I
8/18 Saturday: Turkey Sandwich| Pizza, Cottage N\ A F YL
cheese: . s
8/19 Sunday: Tuna salad Sandwloh, (Veggie (3?—1M’rrtr,>» MonY T BS
Lasagna). - ! blepwrvcrn 19 o
The menu did not contain the retjuired total of at - C? / l 2ING _n_’w n
least 2 servings equaling 4-5 oz bf meat or a WRBCTL TR T1lom5  will Be
meat equivalent per day. WIEA T D& D e .o X
| BOoaL 1N DINIeE guows
R23§ VIl NUTRITION AND FOOD SERVICES R235 :
55=B ; !
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; month on file
the licensing

as evidenced

Based on staff interview the facillty. failed to

substitutions,
le and available

for examination by the licensing pgency. Findings

include:

Per interview with the manager ¢
8/13/12 there were no written me

t 1:40 PM on

nus available

beyond the one week menu proviided to the

sUrveyors. i
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R235 Continued From page 8 R235
|
7.1.a.(4) The home must follow the written,
posted menus. If a substitution njust be made,
‘the substitution shall be recorded|on the written
| mendu. ;
i
This REQUIREMENT is not metias evidenced
L by !
‘Based on observation the facility failed to follow
the written, posted menus. Findirgs include:
Per observation an 8/13/12 the lnch menu called
for a Ham salad sandwich, but aitorneato
sandwich was served. At dinner (in 8/13/12 the
menu called for Hot turkey sandviich and stuffing,
but |lver, enions and mashed potatoes were
served, The substitutions were nit made on the
posted menu-which was confirmed in an interview
with the manager at 4:30 PM on B3/13/12,
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