7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

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

February 18, 2015

Ms. Lois Langlois, Administrator
Rivers 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
January 21, 2015. 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,
@m&mwﬂ

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced on-site re-licensing survey was | 4| Were poT comﬁ ~
conducted on 1/20 and 1/21/2015, by the Divislon | . DIT perpive AP prg Vel
of Licensing and Protection. There were ‘
el CFC [ W B
regulatory findings regarding the survey. . Fol. me®l Fe e

 farEm wie B weiresion)
R104 V. RESIDENT CARE AND HOME SERVICES | R104 | apmiss 00 Adnetm o7 BY

88=C —
& TIrere. Rnd Joword TR AT

5.1 Admission T e OF FaeprtSsiond .
5.2.a Prior o or at the time of admission, each o fleet o TS /P e es Wit
resident, and the resident's iegal representative if , B F1wN PravaTET LA A
gny, shali be provided with a written admission B L 7 5T CA )
agreernent which describes the daily, weekly, or : 5 YT & #}?4 Mefcf-
monthly rate to be charged, a description of the | - EFL ArprovaAl : .
services that are covered in the rate, and all other Witt, B& maws BY O AP Tm
applicanle financial issues, including an . ‘
explanation of the home's policy regarding ~ whe crc  EATES //9”7'5"-"7‘
discharge or transfer when a resident's financlal EHAnE PATTS DadE s 1m0,
status changes from privately paying to paying ‘ —
with 88t or ACCS benefits. This adrlasion Claw s Will ﬁ-E /H 9
agreement shall specify at least how the following /T AT
services will be provided, and what additional _ 7 Ve
charges there will be, if any: all persohal care | Aomuss lord A W - ,-—3 ‘
services; nursing services; medication vp TO b T
management; laundry; transportation; toiletries;

and any additlonal services provided under ACCS
or a Medicaid Walver program. If applicable, the
agreement must specily the amount and purpose
of any deposit. This agreement must also specify| - . _ o
the resident's transfer and discharge rights, : o -
including provisions for refunds, and must include
a description of the home's persona% neads
allowance policy.

(1) In addition fo genera! resident agraement
requirements, agreements for all ACCS
participarts ghall inciude: the

| ACCS services, the specific room and board rate,
Wsion of Licensing. and Protection
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-R104| Continued From page 1 R104

the amount of personal needs allowance and the
nrovider's agreement to accept room and board
and Medicaid as sole payment,

This REQUIREMENT is not met as evidenced
by: ‘

Based on staff interview and record review, the
facility failed to insure that 4 out of 6 residents,
Resident# 1, 3, 5 and 6, had signed admission
agreements which describes the daily, weekly, or
maonthly rate to be charged. Findings include:

On 1/20/2015 at 130 PV during review of
medical records looking specifically for signed
admission agreements and the content of the
‘agraement, it was found that Residents #1, 3, &
and 6 did not have any rates histed that would be
charged for their stay in the facility. The
Registered Nurse confirmed at this time that
there was ng evidence of rates belng listed and
further stated that the rates may have changed as
some of the admission agreements were
completed years ago. Per interview with the
owner at 1:30 PM on 1/20/2015, the rates had not
yet heen set and it is not the facllities procedure
to put a rate in if there is none yet set.

R145 V. RESIDENT CARE AND HOME SERVICES R145
85=F

5.9.¢(2)

Qversee developmeant of a written plan of care for
each resident that is based on abilitiee and needs
as identified in'the resident assesament. A plan
of care must describe the care and services
necessary tc assist the resident to Maintain
independance and wall-being;

i
Division of Licersing and Protection : :
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OF CAnE IOL../?—’?J M e
This REQUIREMENT is not met as evidenced :
by - ! Al BES o 7o B —
Based on record review and staff interview, the LA CO prig LgTTTETTR L A
tacility failed to develop a written care plan for 6 —
of & residents reviewed, Regident#1, 2, 3,4, & v DrTE ol
and 6, that is based on abilities and needs as - A B issTR  CAtred Lo
identified in the resident assassment. Aplan of Wil Be Chesgi=r 7
care must describe the care and services : - .
necessary to assist the resident to maintain B feFeaeg AESE PN TS METED
independsnce and well-being. Findings inciude; : + Ly TS W T AT ‘s
On 1/21/2015, review of Resident # 1 presentad pnoz dAm's | AT S
with no evidence of a written care plan {0 - ——
) " Lo L. L& FES TR
describe the residents needs, problems, goals ' S e Le ar
and interventions. Upon further review of the : B vt ] Zol5

other residents in the sample, #2, 3, 4, § and G,
there was no evidence of a written care plan. Per
! interview with the Registered Nurse (RN) at 12:08
PM on 1/21/2015, s/he confirmed that what the
tacility was using as a care plan, did not reflect
the requirements that identify the needs and
ahilities based on the residant assessment.

R165! V., RESIDENT CARE AND HOME SERVICES R155
S8=D .

5.9.c, (12)

Assume responsibillty for staff performance in the
administration of or assistance with resident
medication in accordance with the home's
policies. :

This REQUIREMENT iz not met as evidenced
by: :

Based on abservation, record review and staff

| interview, the facility and registered nurse failed
o ensure acceptable staff performance in

Dilvision of Licensing and rotectian
STATE FORM s48d VMIETY If continuation shaet 3 of 16
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dmiri i f medications, Findi include: o
administration of medications. Findings inclu JFOR. Tire me s
During cbservation of medication administration NS L AT oS AT
at 1:55 PM on 1/20/2015, an error occurred in . _ = e AT n/
which Resident #7 received Tylenol 500mg A2 R e _ e
tablets (two) instead of the ordered Tylenol OB ST a1 ol wiler g
325mg (two) to be given as needed. Per ' : ayirs
interview with medication delegated caregiver, Cona @ e TEE? o L/ H-(=(15
after the administration of the medication, sie Lleq e wWilie initvas
stated that the resident had not asked for Feeie B
medication for discomfort and that Resident #7 Frtd ta r‘?/ ATl % A
did not appear 0 be uncomfortable at the time of ‘ — -
the administration of the Tylenol. S/he further Res oon 1 AL LA7E 52 J“"G’*
stated that s/he administered the 1000mg of pOLlcL o Wit BE Lo b
Tylenol from the standing orders. Per interview 0 e
with the Registered Nurse (RN) at 2:45 PM, s/he AT o/~ Aehusswa) proccis
stated that the Tylenof 1000mg should not have IO Rt Ld | T RER por T
veen administered from the standing orders, as : ‘
the standing orders are for as needed {p) T L O .
- usage. The RN stated that s/he does not routinely /{70“77 aE mMERLCATI O ,‘LU
‘E monitor the staff during a medication observation, OAEETLN AT on it BE
The RN further stated that there are no specific _ . ' —-L/D
policies for medication administration. 2 e
. ' By f£n B s
R180 V. RESIDENT CARE AND HOME SERVICES -R160
S8=F : _
5.10 Medication Management
5.10.a Each residential care home must have
written policies and procedures describing the
home's medication management practices. The
pelicies must cover ai least the following:
(1) Level (Il homes must provide medication
management under the supervision of a licensed
nurse. Level IV homes must determing whethet
the home is capable of and willing to provide
assistance with medications and/or administration
Division of Licensing and Protection
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| of medications as provided under these
reguiations, Residents must be fully informed of
the home's policy prior to admission,

{2} Who provides the professional nursing
delegation if the home administers medications to
residents unable o self~administer and how the
process of delegation is to be carred out in the
home. . ’ .

(3) Qualifications of the staff who will be
managing medications or administering
medications and the home's process for nursing
supervision of the staff.

{(4) How medications shall be obtained for
residents including chelces of pharmacies.

{5) Procedures for doaurnentation of madication
administration, ‘

(8) Procedures for disposing of outdated or
unused medication, including designaiion of a
person of persons with responsibility for disposal.
{7) Procedutres for monitering side eifects of
paychoactive medications.

This REQUIREMENT is not met as evidenced
by: :
Basad on staff inferview and record review, the
faciiity does not have wiitten policies and
procadures describing the home's medication
managsment practices, Findings include:

On 1/21/2015, at 3:00 PM, during record reviews
of policies, the Registerad Nurse (RN) was agked
to provide the surveyor with evidence of written
poticies and proceduras for medication
management, Perinterview with the RN on
17202015 at 3:10 PM, s/he stated that there am
ne specific policies for medication administration.
Par raview of the policy book, there are policles
from BAYADA nursing serviges, but they are not
spacific to the facllity practices. The RN stated
that when s/he came o the facility there were no

Divisinn: of Liceneing and Protaction
STATE FORM
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policies and s/he implemented usage of the
palicies from his/her previous empioyer and did
not adapt them for the Residertial Care setting
SF§16E;‘3 V. RESIDENT CARE AND HOME SERVICES Rr168
510 Medication Managsment SNSUL i APMINES T AT Tea)
. . I D ABeT I, ELVC T O
5.10.d If a resident requires medication DEABCT 4
adininistration, unlicensed staff may administer INS TR T 7D Al
medications under the following conditions: Sid—r Doy oS G— RGeSt UA_J
) ) (TR DELEGy-ree ST
(6) tnsulin, Staff other than & nurse may r = - o w”s:i«—;
administer insulin injections only when: AAET LR S ’
wdsiia Al At A3 TR Y g
i, The diabetic resident's condition and . / . :
medication regimen is considerad stable by the Commpe eIy TN L7 1 G
registerad nurse who is responsible for BS TseTalG . '
delegating the administration; and B / InNSuie N INSEr L dET
if. The designated staff to administer insulin to TO BE S(HemoesEe BT
the resident have received additional training in Firetr S T4
;[jhe admini?_tration cr;n‘ﬂi;w:.Jlin_, itncltijdlng ret;:rn Docvm ererprTlen)  9F
emonstration, and the registered nurse has )
deemed them competent and documented that T A ME— Lt BE ek
assessment; and AT As T ,L/c%'/’—ﬂ"?/
iii. The registered nurse menitors the resident's '
sondition regularly and is available when changes
in condition or medicaticn might occur.
This REQUIREMENT is not met as evidenced
by. '
Based on record review and staff interview, the
faciity failed to insure that designated staff thiat is
to administer insuiln to the residents, have
received additional training in the administration
of insuiin, including return demenstration, nor has
Divigion of Licensing and Protection .
STATE FORM 6892 VMIE It eontinuation sheet 8of 18
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the ragistered nurse has deemed tham
competent and documented that assessmant,
Findings Include: ‘

On 1/20/20156 at 1;10 PM, during review of
Resident #3, the orders are {o administer Novolog
insulin 3 Units with meals and Lantus insulin 20
Units in the evening. The resident has dial dose
pens for the insulin administration and per the
Registered Nurse (RN), s/he is unable to seff
administer the insulin and staff needs to inject,
The RN stated that s/he has not provided
in-gervice training on medication administration
since 2013, S/he also, when roquested to
provide evidence of training for medication
delegated staff that they were competent and had
done return demonstration, s/he stated that it is
not documented and there is no evidenca that it
has been done,

V. RESIDENT CARE AND HOME SERVICES

5,10 Medication Management
5.10.h. (2)

Medications requiring refrigeration shall be stored
in a separate, locked contalner impervious to
water and air if Kept in the same refrigerator used
for storage of food.

This REQUIREMENT is not met as evidenced
by:!

Based on observation and staff interview the
facility failed to properly store medications
raguiring refrigeration in a separate, tocked
container. Findings include:

R168

R174
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During the initial tour of the facility on 1/20/2018
at 10:30 AM, there were Dulcclax and Glycerine

suppositeries as well as Hospice medicationg ina |’

cardboard emergency Hospice Kit that consisted
of medications to only be utilized for a resident on
Hospice, on the door sheives in a storage
refrigerator in the basement. There was insulin,
Lantus and Novolog, found on the door shelf of
the main refrigerater in the main kitchen. The
Registered Nurse, at the time of discovery,

| confirmed thai the medications were not in

separate, locked containers in the refrigerators.
S/he stated that they were unaware of the need
for & separate locked container being nesded.

V. RESIDENT CARE AND HOME SERVICES

5.11 Staff Sarvices

5.11.b The home myst ensure that stalf
demonstrate competancy in the skills and
techniques they are expected to perform hefore
providing any direct care to residents. There
shall be at least twelve (12) hours of {raining each
year for each staff person providing diract care to
residents. The training must include, but is nat
limited to, the following:

(1) Resident rights; _

(2) Fire safety and emergency evacuation,

(3) Resident emergency response procedures,
such as e Heimiich maneuver, accidents, police
or ambulance contact and first aid:

(4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploltation;

(8) Respectful and effective interaction with
residents; .

(6) infection contro! measures, including but nat

R174

R179
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limited to, handwashing, handling of linens,
rnaintaining clean environments, blood borne
pathogans and universal precautions; and

{7} General supervision and care of residents.

This REQUIREMENT is not met as evidenced
by:

Based on staff |ntemaw and record review, the
facility failed to insure staff demonstrate
competency in the skills and techrigues they are
expacted to perform before providing any diract
care to residents for 2 of 5 employees, Findings
include.:

On 1/20/2015 during record review at 11:45 AN,
itwas found that 2 employees, one hired
8/29/2014 and the other re-hired 11/17/2014, had
no evidence that the regulated tralning had been
provided. At 12:00 PM, the Registered Nurse
confirmed that there is no orientation training
upon hire and that the 2 employees have no
gvidence of training in the mandatory required
figids since being employed. Sihe also confirmed
&t this time that the required 12 hours of training
had not baen achaeved for these 2 emplayees.

R181] V. RESIDENT CARE AND HOME SERVICES R181
58=F

5,11 Staff Services

511.d The licensee shall not have on staif a
person who has had a charge of abuse, neglect
or exploitation substantiated against him or her,
ag defined in 33 V.8.A. Chapters 49 and €9, or
one who has been convicted of an offense for

| actions related to bodily injury, theft or misuse of
l ' funds or property, or ather crimes Inimical to the

Division of Licensing and Protection . ‘
STATE FORM 8555 VMIE ) If continuation sheet 9 of 16
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public welfare, in any jurlsdiction whether within
or outside of the Stale of Vermoent. This provision
shall apply to the manager of the home as well,
regardless of whether the manager is the
licengee or not, The iicensee shall take all
reasonable steps to comply with this reguirement,
including, but notlimited to, obtaining and
checking personal and work references and
contacting the Divislon of Licensing and .
Protection in accordance with 33 V.5.A. §6%11 to
see if progpective employees are on the abuse
registry or have a record of convictions,

' This REQUIREMENT is not met as evidenced

Dy

| Based on staff interview and record review the

facility failed to comply with regulations that
require contacting the Division of Licensing and
Protection in accordance with 33 V.8.A. §6911 to
see if prospective employees are on the abuse
registry and failed to contact the VCIC to obtain a
record of convictions for 5 of the § employees in
the survey review sample,  Findings include:

1. On 1/20/15, the review of 5 employee records
for current licensure, if required, Vermont
Criminal Background Check (VGIC), Adult and
Child Abuse Registries, presented that the facility
falled to obtain a VGIC hackground check for 1 of
the &5 employees. Perinterview with the
Registered Nurse (RN) at 4;10 PM on 1/20/2045,
the VVCIC check was not done because the
employee was recently rehired and the original
VGIC did not produce findings of criminal
offenses. Sihe stated thai the employee had
been absent fram the facility for greater than 6
months before returning and was not aware of the
need to have the VCIC check done again.

2. On 1/20/2015, review of & employee records

T
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8.18  The enumeration of residents’ rights shall
not be construed to limit, modify, abridge or
reducs in any way any rights that a resident
otherwise enjoys as a human being or citizen. A
summary of the obligations of the residential care
home 1o itg residents shall be written in clear

language, large print, given to residents on

admissign, and posted conspicucusly in a public
place in the homs. Such notice shall also
summarize the home's grievance procedure and
directions for contacting the Ombudsman
Program and Vérmont Protection and Advocacy,
Inc.

This REQUIREMENTY is not met as evidenced
by:

Based on observaticn and staff inierview, the
facility failed to have a summary of the obligations
of the residential care nome {0 its residents that is
written in clear language, large print, posted
conspicuously in a public place in the home,

Such netice shall also summarize the home's
grievance procedure and direclions for contacting
the Ombudsman Program and Vermont
Protection and Advocacy, Inc.  Findings include:

Durlng the initial tour on 1/20/2015 at &:45 AM
there was no evidence of the posting of .
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R181} Continued From page 10 R181
presented that no Aduit Abuse Rsgistry checks
were done for 4 of the § and thare was ne
evidence of Child Registry checks being
performed on any of the 5 reviewed, The RN
confirmed at 1:10 PM on 1/20/2015, that there
was no evidence of the background checks being
conducted as per required.
- R230, Vi, RESIDENTS' RIGHTS R230
58=C

15

‘[WC‘
= S ST
255
—L5

Divigion of Licensing and Protection
STATE FORM

L]

VMIE

If eontinuation sheat 11 of 16



PRINTED: 01/28/2015

L L FORM APPROVED
Divigion of Licensing and Protection .
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (%2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN QOF CORRECTION © IDENTIFICATION NUMBER: A BUILDING: ' COMPLETED

00685 B, WING 01/21/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ’
5 HUNT STREET
RIVERS EDGE COMMUNITY CAR .
GE UNITY CARE HOME BENNINGTON, VT 05201
(4) ID SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CDRRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: CEFICIENCY) ‘
" R230| Continued From page 11 R230
abligations to the residents, no evidence of
postings of house rules &nd the residents rights
were not in a conspicuous public logation to be
readily accassible o all residents and the public.
Also there was no evidence of the posting for the
grievance procedure. This was confirmed by the
Registered Nurse at the time of discavery.
R235 Vi, NUTRITION AND FOOD SERVICES R235

7.1.a.(4) The home must follow the written,
posted manus. If a substitution must be made,
the substitution shall be recorded on the written
menLu,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviews and
record review, the facility failed to follow the
wrilten, posted menus and to record substitutions
on the written menu. Findings include:

At 11:00 AM, during initial tour of the facility on
1/20/2015 it was noted that there was a large dry
erase board that listed the breakfagt shoices and
the weskly choices for lunch. At 11:15 AM on
1/20/2015, per interview with the caregiver that
was assisting with meal preparation and prepping
for serving, that if @ substitution is desired, they
just give &, but don't write it down. S/he further
stated that they don't always follow the menu that
i5 ligted and this was confirmed by a second
caregiver that stated on Sunday, January 18,
2015, the menu indicated to serve turkey
sandwiches, but chicken salad was prepared and
served instead. The caregivers indicated that
they prepare and serve what they are directed 1o

Division of Licensing and Protaction '
STATE FORM 5807 VMIETT If continuation gheet 12 of.18
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R236) Continued From page 12 R235
gerve and if not told what to serve, they do not
follow the menu, but make whatever they find, At
1130 AM, the Registered Nurse {RN) indicatad
that the dinnar for January 20, 2018 was o be -
Kielbasa, cabbage and potato, and this was
confirmed by the owner. The menu postad for
| 1/20/2015 indicated that dinner was to be corn
; dogs, roasted potatoes, yellow beans and Swiss
cake. Per review of the menu on 1/21/2015 at
10:30 AM, there was no indication that the
substitlition had been made on the menu. The
RN stated that the substitutions do not get written
on the menu and cenfirmed at this time the
posted menu had not been foliowed.
R236 VII. NUTRITION AND FOOD SERVICES R236
§5=G/ WhA (T ) eV S
. , t . o '
7.1.a. (5) The home shall keep menus, including Wt Bam Lep 77 Fewl
any substitutions, for the previous month on file AT LA { niom 7 w7
and available for exarmination by the licenging 7 H
agancy, C Hypnr % N Ao O-’"‘J T .
D1 =
This REQUIREMENT is not met as evidenced / ME MY ISt Y
by: _ o O DAk} ERMS S EoAAD
Based on record review and staff interview the e _
faciiity failed to keep menus, including any (o) LAl CET P Lo
substitutions, for the previous month on file and
available for exarnination by the licensing agency. fesiponrs 70 viOw fa)
'| Findings include; ' Dind s Ao LoD A . DA/
Upon request on 1/20/2015 at 11:30 AM, for STHFF Ll BE BCSPOnS g
menus for the pagt month to review, the 7D KE‘E:f R ﬁﬁ—z, fo)
Registered Nurse stated that the manus are not e N
kept from month to month. A pad T I27 2 Ay BortruD,
: O ) v EVSc & THAS
8%2:4[:7 Vil NUTRITION AND FOOD SERVICES R247 /S Do & Dian tAf
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R247| Continued From page 13 R247

7.2 Food Safety and Sanitation

7.2.b Al perishable food and drink shall be
labeled, dated and held at proper tsmperatures:

(1) Atorbelow 40 degress Fahrenheit. (2) Ator '

above 140 degrees Falirenheit when served or
heated prior to service. ‘

This REQUIREMENT is not met as evidenced
by:

- Based on record review ang staff interview the

facility feiled to provide evidence that ail
perishable food and drink are hald at proper
temperatures: (1) At or below 40 degrees

~Fahrenhelt, (2) At or above 140 degrees

Fahrenheit when served or haated prior to
service, Findings inciude:

1. Upon initial tour of facility on 1/20/2015 at
10:30 AM, it was observed that the ice cream,
ool whip and concentrated frozen juice cans
located in a freezer Iin the basement of the facility
were soft and easy to squeere, indicating
thawing. This was confirmed by the
accompanying Registered Nurse (RN). Request
of temperature logs for the freezer and '
refrigerators resulted in the RN stating they had
not been completed.

2. On 1/20/2015 at 10:30 AM, request for
ternperature logs for heated and served foods
resulted in the RN stating that s/he knew thay are
shecked, put that they are not recerded,
Interview with the owner/managet at 11.00 AM
confirmed that s/he takes the temperatures of
meats that have been cogked hut does not write
them down and has no svidence 1o indicate the
temperatures have been taken,
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R302} Continued From page 14 R302
R302! |X. PHYSICAL PLANT Ran2
§8=F
9.11 Disaster and Emergency Preparedness Fine s “i . B
9.11.¢ Each home shall have in effect, and &)ﬁpdm L& ST
‘i ) s G ej act, i
| availabie to staff and residents, written copies of Rt O a AL
~ | a plan for the protection of all persons in the SiHATE WHTH TR T s (o—
|

avent of fire and for the evacuation of the building
whan necessary. All gtaff shall be instructed
pericdically and kept informed of their duties
under the plan. Fire drits shall be conducied an
at least a quarterly basig and shall rotate times of
day among morning, afternoon, evening, and
night, The date and time of gach drill and the
names of participating staff members shall be
documented.

This REQUIREMENT is not met as evidenced
by

Rased on resident and staff interview and record
review, fire drills have not been conducted at
rotated times to Include the morning and night
shift. Fingings include:

1. On 1/20/2015 &t 1:00 PM, per review of the log
regarding Fire drills, they were conductad at the
facility In January, February, March, April, July
and August 2014, Per raview of the fire drill log
the fire drifls were conducted 4 fimas between the
hours of 1:00 PM and 2:00 PM and twice in the
evenings around 5:00 PM. Per confirmation by
the Registerad Nurse on 1/20/2015 at 1:10 PM,
the fire drills had not been canducted as per
regutation on the night shift and in the mornings.
S/he further stated that the quarterly fire drill was
missed in Decembar because of the holidays.

2. During interviews with Resident # 4, 6 and 7
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R302! Continued From page 15 ' R30Z
on 1/21/2015, they were not aware of any fire
drils being conducted during the night or in the
mornings befare lunch.
RO98 MISCELLANEQUS R9%9
55=A ‘
Based on observation and staff inlerview, the ‘ . .
facility falled to adnere to regulation 4 14f. The 2y, L r7ernt WQAII&
home shall make written reports resuliing from . W LA 18— 0 & S '
inspections readily available to residents and to Foere / *’\)
the public in a place readily accessible to FBL (- P b E o]
residents where individuals wishing to examine j .
the results do nat have to ask to see them. The Vlom /& witow  Copqlpixr

home must post a notice of the availability of such

written reports.  Findihgs include: From '/9“1/;‘5 /’\JSF‘CMB ‘_,A/

3 LY g 5 '

During the initial tour of the facility on t/20/2015 lp R = AL ﬂ”ﬂ:ﬁfﬂ!g@%
at 0:45 AM, there was no evidence of the most _ WENET 1A At , o
recent resiiits of inspection and no posting of 2 L T
availability of the written reports. Confirmed by ' Vo VIS s Le il Prsiq O

the Regisiered Nurse at this time that the survey W UM Lt A < L
results were not posted. S/he siated that they are NS Lt d

probably in the filing cabinet. Comp Lerre Borriig Do 7
' ‘Uf)‘)/‘) A2 1)
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