/7~ VERMONT

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

AGENCY OF HUMAN SERVICES

January 6, 2010

Ms. Lyne Limoges, Administrator
Scenic View Community Care Home
979 Vt Route 100 Box 154
Westfield, VT 05874

Dear Ms. Limoges:

Enclosed is a copy of your acceptable plans of correction for the annual survey conducted on
December 8, 2009. 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,

wﬁgﬂw JEMM,M%

Suzanne Leavitt, RN, MS
Licensing Chief

\\\\\\ i

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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. agreement must specify the amount and purpose |

or a Medicaid Waiver program. If applicable, the

of any deposit. This agreement must also specify | |
the resident's transfer and discharge rights,
including provisions for refunds, and must include ¢
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,

the amount of personal needs allowance and the
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R100 Initial Comments: R100 ! o1
; JAN - 4 2010 :L:;/\
t An unannounced onsite licensure survey was ]
i conducted on 12/8/09. The following regulatory . S S \
violations are cited: : L ‘
N < et ssncnd
R104' V. RESIDENT CARE AND HOME SERVICES R104
SS=D i
!
5.1 Admission Pdmizsio. Q0 monF 12/0/e5
. 5.2.a Prior to or at the time of admission, each Skgr&.d 12 J1o/0G Wh"cé‘
resident, and the resident's legal representative if M clindlon all ﬂQerIQA«4' nﬁmchh
~any, shall be provided with a written admission X P & iy
" agreement which describes the daily, weekly, or for &W“m’b“ SWWU’ A+ e
monthly rate to be charged, a description of the
services that are covered in the rate, and all other s c(’M s DmAri P’“
| applicable financial issues, including an ' . ﬁMSL be b [/LB(AW\Oj\(/\ CFDV
" explanation of the home's policy regarding | ﬂ 2] i ‘
discharge or transfer when a resident's financial Coani o 3 Spﬂ,cug”’—‘ﬂ' ‘
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 e -
management; laundry; transportation; toiletries; 1-5-2% ({‘) oA Mm\
and any additional services provided under ACCS! R 104 ‘

J/S’cq Pre C‘“‘LP
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R104| Continued From page 1 R104 : |

f and Medicaid as sole payment.

1 provider's agreement to accept room and board _ !
|
|

; This REQUIREMENT is not met as evidenced
by z

. Based upon record review and interview, the i

' home failed to provide Resident #1 with a written 1
i admission agreement describing the admission

- terms either prior to or at the time of admission. |

- Findings include: i

' 1. Per record review on 12/8/09, Resident #1 had !
no admission agreement available for review. Per
“interview that afternoon, the Manager confirmed
| that no admission agreement had been provnded
- to Resident #1.

!
R110] V. RESIDENT CARE AND HOME SERVICES | R110 |
il 12/1570% o |
: s :

5.2 Admission Roguast modde fo “‘Keadomt

1 i
' 5.2.b. On admission, the home must also ?ﬂ%ﬁﬂ'f MO One g(‘mjy Qoading
' determine if the resident has any form of advance % Qc/ua( QdUCcM dil/wfu/oo

. directive and explain the resident's right under - Jj
state law to formulate, or not to formulate, an { MA
_advance directive. Any change of rate or services %ol(w Uﬁ &V SDJ' on z/g:[aq | c_zdl 0

shall be preceded by a thirty (30) day written 'i ceA

notice to the resident and the resident's legal o | poc C\Qu,fj._) o W / 1 -0

' representative, if any. [ C~}7¢/,u,\a,l,aa7 2;)

- This REQUIREMENT is not met as evidenced
by:
Based upon record review and interview, the 1
" home failed to determine whether Resident #1 |
. had any form of advance directive or to explain 1
the resident's right to formulate an advance
directive if desired. Findings include:

Division of Li'censing and Protection
STATE FORM 6899 TLAW 11 if continuation sheet 2 of 8
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Continued From page 2

1. Per record review on 12/8/09, Resident #1 had
no evidence of an advance directive in the
medical record, although there was indication that
the resident was a DNR (Do Not Resuscitate)
status. On the afternoon of 12/8/09, the Manager
confirmed that the record did not contain
evidence of the advance directive for DNR, nor
evidence that the Resident or Resident

" Representative had been informed of the right to

formulate such a document.

V. RESIDENT CARE AND HOME SERVICES

' 5.2 Admission

5.2.d On admission each resident shall be
accompanied by a physician's statement, which
shall include: medical diagnosis, including
psychiatric diagnosis if applicable.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the home
failed to obtain a physician statement for
Resident #1 to identify the resident's medical

~diagnosis prior to admission. Findings include:

1. Per record review on 12/8/09, there was no
physician statement in the record of Resident #1
that included the medical diagnosis at the time

-from the time of admission on 11/23/09 to the

current date. During interview that afternoon, the
Manager confirmed that no physician statement
was available.

V. RESIDENT CARE AND HOME SERVICES

R110

R112

R148
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5.9.c (5)

Assure that residents’ medications are reviewed
periodically and that all resident medications have
either a supporting medical diagnosis or problem;

This REQUIREMENT is not met as evidenced ‘2}3’/04 - '

by: ' C o doh 4 |

Based on record review and interview, the home j'\ he ‘Pv’() GX uf A ,

failed to assure that there was a supporting Ol Rosicunts MDY arcors (Q{laohn,
diagnosis for all medications for 2 of 4 residents .

in the targeted sample (Resident #2 and Resident CUL PR wets: *k‘ hadh M

#3). Findings include: Chovts.

1. Per record review on 12/8/09, the MAR Swenl d haoo QM ctovts

(Medication Administration Record) for Resident .

#2 contained orders for "Imodium 1-2 tabs Q ;; Complotod Slghao\ oYy~

(every) hour PRN (as needed)", "Lasix20 mg Ve 2210
" (milligrams) QD (every day) PRN", "Maalox 30 cc | /%)eﬁﬁ{
' (1 ounce) Q 6 hours PRN" and "Pepto-Bismol 30 |

cc Q 1/2 - 1 hour PRN [up to 8 doses]". Per : :

interview that afternoon, the Manager confirmed - ,J £.20,0
' that none of these ordered medications indicated ! {ZIL{% Poc O&OL{;’GJ oA qutzjy\ ‘ o

a reason for use. ; . P

i S (/«»—*’5 ‘“77, |

2. Per record review on 12/8/09, the MAR for

Resident #3 contained orders for "Albuterol 0.5 ‘

mg / with NS (normal saline) in nebulizer Q 4 ' '

hours PRN" and "Flexeril 10 mg TID (3 times a ; ‘
. day) PRN". Per interview that afternoon, the |
~Manager confirmed that neither of these orders

indicated a reason for use.

R179 V. RESIDENT CARE AND HOME SERVICES . R179
SS=E ‘

5.11 Staff Services

5.11.b The home must ensure that staff
demonstrate competency in the skills and |
Division of Licensing and Protection

STATE FORM 6899 TL4AW11 If continuation sheet 4 of 8 |




Division of Licensing and Protection

- PRINTED: 12/22/2009
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0151

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING :

(X3) DATE SURVEY
COMPLETED.

12/08/2009

NAME OF PROVIDER OR SUPPLIER

SCENIC VIEW COMMUNITY CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

979 VT ROUTE 100 BOX 154
WESTFIELD, VT 05874

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION i (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE ! DATE
DEFICIENCY) ;

R179
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‘Continued From page 4

techniques 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,

(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:

" Based on record review and interview, the home

did not ensure that 5 of 5 employees reviewed
(Employee #1, #2, #3, #4, and #5) have received
required annual education. Findings include:

| 1. Per record review on 12/8/09, no reviewed

employee had received Abuse / Neglect /
Exploitation training during the past year.
Employee #3 also lacked training in Emergency
Response / 1st Aid and Employee #4 lacked
training in Infection Control. During interview on
the same afternoon, the Manager confirmed that
education requirements were not met.

R188 V. RESIDENT CARE AND HOME SERVICES

R179

R4

R188
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R188 Continued From page 5 R188 |
: 1
. 5.12.b.(2) |
‘ | ‘ ;
. A record 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 2@ Cayfa( o )),Qa.u /Z////a;
I next of kin; physician's name, address and . z rclint | . ‘
i telephone number; instructions in case of Cows le oot ém s ) 10l l
| resident’s death; the resident's assessment(s); 1
| progress notes regarding any accident or incident - |
: ) " —~ 8§~
. and subsequent follow-up; list of allergies; a r | Pec oty Tad) PLIV.E TN 1=§-ad.
" signed admission agreement; a recent C: ) { | ﬁ/J
. photograph of the resident, unless the resident S 4

SS=F

R247. VII. NUTRITION AND FOOD SERVICES R247

. objects; a copy of the resident's advance
directives, if any completed; and a copy of the
document giving legal authority to another, if any. |

This REQUIREMENT is not met as evidenced
; by:

. Based on record review and interview, the home ;

- did not obtain records necessary for the care and |
supervision of Resident #1. Findings include:

" 1. Per record review on 12/8/09, there was no w
: signed admission agreement, no copy of the
' resident's advance directives nor instructions in
' case of the resident's death in the record. The |
. home's Manager confirmed that these items were
i not available on the afternoon of 12/8/09.

7.2 Food Safety and Sanitation

7.2.b All perishable food and drink shall be
labeled, dated and held at proper temperatures: |
i (1) At or below 40 degrees Fahrenheit. (2) Ator S ;

Division of Licensing and Protection
STATE FORM 6899 TLAW 11 if continuation sheet 6 of 8
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above 140 degrees Fahrenheit when served or
- heated prior to service.

This REQUIREMENT is not met as evidenced
by:

Based upon record review and interview, the
home did not assure that foods were stored /
served at proper temperatures. Findings include:

1. Per record review and confirmed through

. interview with the Manager on the afternoon of
12/8/09, records of refrigerator / freezer
temperatures were not available for the prior

. month. In addition, it was confirmed, by the
Manager, that food temperatures were not being

. taken / recorded prior to the serving of such

- foods at mealitimes.

R314 XI. RESIDENT FUNDS AND PROPERTY
SS=D:

11.2 If the home manages the resident's
finances, the home must keep a record of all
transactions, provide the resident with a quarterly
statement, and keep all resident funds separate
from the home or licensee's funds !

This REQUIREMENT is not met as evidenced
by: f
Based on record review and interview, the home
did not provide a quarterly statement for the

" managed funds for 3 of 3 applicable residents
(Resident #2, #4 and #5). Findings include:

1. Per record review on 12/8/09, there was no
quarterly reporting documentation available for
the management of funds for Resident #2, #4
and #5. During interview on the same afternoon,
the Manager confirmed that quarterly reports of

resident funds have not been provided. i

| dostn ond

R314
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