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7~ 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:/fiwww.dail.vermont.gov

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

July 8, 2016

Ms. Melissa Greason, Manager
Washington Elms

126 Elm Street

Bennington, VT 05201-2232

Dear Ms. Greason:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
7, 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,

SRR\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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. 5.5 General Care

| dietary services shall be consistent with the
: physician's prders.

| This REQUIREMENT is not met as evidenced
by:

i Based on staff interview and record review, the

! facility failed to insure that 1 of 8 residents,

- Resident # 2, had medication orders consistent

- with the physician orders. Findings include:

' Resident #2 was admitted to the home on

J; secondary to a motor vehicle accident. Review of

* the Medication Record (MAR) the resident had a
hold order for Plavix 75 milligram (mg) starting
6/3/16. Per the assistant house manager on

a colonoscopy on 6/8/16 but it was going to be

further stated that there is no order to give the

- medication and the physician had not been
notified of the cancellation. S/he confirmed that
the Plavix was given 6/3, 4, 5 and 6/6. Resident
# 2 was also ordered to hold Ferrous Sulfate 325
mg prior to the colonoscopy and per MAR, it had
been given and this was confirmed by the
assistant house manager.

5.5.¢c Each resident's medication, treatment, and |

- 3/23/18, following a stay in a rehabilitation facility

. 616/16 at 2:00 PM, the resident was scheduled fDI'!

re-scheduled so s/he gave the medication. Sthe -

wite

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0103 B WING 06/07/2016
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
126 ELM STREET
WASHINGTON ELMS
BENNINGTON, VT 05201
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMRLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R100, Initial Comments: R100
An unannounced onsite re-licensure survey was
conducted by the Division of Licensing and
' Protection bn 6/6 and 8/7/16. There were
regulatory findings.
R128 V. RESIDENT CARE AND HOME SERVICES - R128
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R128: Continued From page 1 . R128

See also R155.

R134§ V. RESIDENT CARE AND HOME SERVICES ~ : R134
S8=D:

- 5.7 Assessment

5.7.a An assessment shall be completed for
- each resident within 14 days of admission,
consistent with the physician's diagnosis and
orders, using an assessment instrument provided
by the licensing agency. The resident's abilities
regarding medication management shall be
assessed within 24 hours and nursing delegation
implemented, if necessary.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to complete an assessment for
self-administration of insulin for 1 of 6 residents
reviewed, Resident #2. Findings include:

: During record review, Resident #2 was admitted

. to the facility following hospitalization and j

: rehabilitation on 3/23/16. The resident takes |

_insulin via a pre-filled FlexPen and takes Lantus |
insulin. S/he also self tests for glucose readings -
and alerts the staff to what the readings are and !
the staff will dial the insulin pen to the amount
required per sliding scale. There i$ no evidence
that an assessment was completed for
self-administration of insulin and during interview
with the Registered Nurse on 6/6/16 at 2:40 PM,
s/he confirmed at this time that an assessment
had not been completed.
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Assume respansibility for staff performance in the
administration of or assistance with resident
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R1356| Continued From page 2  Ri35 |
R135 V. RESIDENT CARE AND HOME SERVICES = R135 ’
88=D | :
; ‘ Ol 25« %/%{’UUJFMM#M
- 5.5 Assessment Wil EENndserae & /U
- 5.7.b If aresident requires nursing overview or S N2TTFITYD  OF
i nursing care, the resident shall be assessed by a | — P —
. licensed nurse within fourteen days of admission RES DTS PETp | 1 o
| to the home or the commencement of nursing | 1O E‘?’M 1T / AFTO
services, Using an assessment instrument |
provided by the licensing agency. | H’D—’Fi TA1l. < L
! En Weie CO/YL_/P L7 l:"f
E ;)F;Es REQUIREMENT is not met as evidenced z ﬂé’:’! POT ASSESS o2 I 7
| Based on staff interview and record review, the Vpon)  ADES S (onS Wi A
' facility failed to complete a resident assessment ! A AT
- within 14 days of admission for 1 of 6 residents /L{/ 2/ S Ao W7 .
' reviewed, Resident #2. Findings include: ; AN G CA"YU,’ CHrAn Ty
!
| During record review, Resident #2 was admitted E Ao L s / (€
to the facility in 12/30/15 and was transferred to | \/
| an acute care hospital 1/22/16. The resident ; /M M’M re A
| returned to the facility following hospitalization | é 7 é;’ (o
| and rehabilitation on 3/23/16. There is no ; :
| evidence that an assessment was completed and '
" during interview with the manager on 6/6/16 at | :
. 2:40 PM, s/he thought it would be a readmission ! !
and not require the admission assessment. The | |
- Registered Nurse confirmed at this time that the | |
- assessment had not been completed.
R155 V. RESIDENT CAREAND HOME SERVICES ~~ Ri%5 | Sea pAéx U |
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R155. Continved From 3 ' R155 !
: U page : %ugg maAar ATy L
* medication in accordance with the home's ,_ '
- policies. EF P SOr S (12 CE T

‘ This REQUIREMENT is not met as evidenced |
' by:

Based on staff interview and record review, the
nurse failed to insure that the administering of !
medication was done in accordance with the f
home's policies, Findings include:

1) Resident #2 was admitted to the home on |

| 3/23/16, following a stay in a rehabilitation facility .
' secondary to a motor vehicle accident. Review of :
the Medication Record {MAR) the resident had a [
. hold order for Plavix 75 milligram (mg) starting
| 6/3/16. Per the assistant house manager on :
I 6/6/16 at 2:00 PM, the resident was scheduled for
- a colonoscopy on 6/8/16 but it was going to be
' re-scheduled so s//he gave the medication. S/he :
" further stated that there is no order to give the
- medication and the physician had not been
notified of the cancellation. Sfhe further
. confirmed that the medication had been given
613, 4, 5 and 6/6. Resident # 2 was also ordered .
i to hold Ferrous Sulfate 325 mg prior to the
. colonoscopy and per MAR, it had been given and
this was confirmed by the assistant house '
manager.

R161 V. RESIDENT CARE AND HOME SERVICES | R161
SS=E

510 Medication Management

5,10.b The manager of the home is responsible
for ensuring that all medications are handled
according to the home's policies and that
designated staff are fully trained in the policies
and procedures.
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R161 Continued From page 4 R161 4SS o i QL/ / 20 /¢
. ; &0/
This REQUIREMENT is not met as evidenced AL MACS
by:
Based on staff interview and record review, the Bz Revtew o - 2O
~nurse failed to insure that the administering of Sl gL/ TrH = z/,\/
medication was done in accordance with the : |
; horqules policie; ford6 of t:; st%mfiesd reg.igents ] /7) “e. D o mer s ‘
. in the survey, Residents an - :
Findings include: OEINVE At awis 7l CTED
|
1.) Resident #2 was admitted to the home on /’/DLLS@ AT SO O '&"
3/23/18, following a stay in a rehabilitation facility - oS = PELeE ,4,,,_(__7:)
secondary to a motor vehicle accident. Review of ! & YA l
the Medication Record (MAR) the resident had a ; Wit ONnAy2 (‘m
. hold order for Plavix 75 milligram (mg) starting C=2 o e /Lé\/! W,
6/3/16. Per the assistant house manager on ;
B6/6/16 at 2:00 PM, the resident was scheduled for =7 ‘ = .
" a colonoscopy on 6/8/16 but it was going to be mencamen  Cbanee=,
re-scheduled so s//he gave the medication. S/he | Ar e T Pl
further stated that there is no order to give the | 20 L& EVI O D
medication and the physician had not been _ / ) Preo.c 7
notified of the cancellation. Resident # 2 was -
also ordered to hold Ferrous Sulfate 325 mg prior - el enToD STh P
to the colonscopy and per MAR, it had been given| AN ST 4 Ve |
and this was confirmed by the assistant house
manager. | Hovse m A~ cori
2.) Resident #2 has orders for Acetaminophen | e 5 W C«(_, Be /f”—z—’(/ﬂau S 1eB (=
500 milligrams (mg) take 2 tablet by mouth every .
8 hours as needed, s/he also has an order for 7 %9’ STrel= e
Acetaminophen 325 mg take 2 tablets by mouth DL O NI [ &
every 6 hours as needed for pain/fever. Review )0& LAt ==
of May 2016 MAR presents that on 5/14/186, the B
resident received Acetaminophen 500 mg at 11
AM and again at 3:40 PM, which is less than 8 /% vl E joa/
hours later. The assistant house manager ;
confirmed at 2:40 PM that the medication had & /, 203 / { G
been administered out of the time frame.
3.} Review of the MARs for the 6 sampled

Division of Licensing and Protection
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R161: Continued From page 5 - R161

residents does not provide evidence that they .
have been reviewed by the Registered Nurse |
- (RN). Per interview with the assistant manager, |
" sfhe does the MARs and transcribes the ?
. physician orders. S/he further stated that the
* standing orders contain the duplicate
: Acetaminophen orders and they are typed in by
" the pharmacy. During interview on 6/6/16 at 2:40
- PM the RN stated that sthe looks at the MARs but
doesn't sign them, and that s/he did not pick up
_on the duplicate orders.

*4.) Resident#2 has an order for Docusate |
Sodium 100 mg twice a day, which s/he had !

- refused 10 out of 11 doses since 6/16/16. Per

. review of the MAR documentation, it was only :

incidated 4 times as to it being refused and a i

reason for refusal. Confirmation from the RN on !

' 6/6/16 at 4.45 PM. |

R179 V. RESIDENT CARE AND HOME SERVICES - R179

" 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, butis 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;
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R179  Continued From page 6 R179 o Wit ewsva e
- (4) Policies and procedures regarding mandatory A S /uSonvl G
. reports of abuse, neglect and exploitation; L Sl
' (B) Respectful and effective interaction with A& &7 /J
| residents: PrenJ A O 7D MEFeaTH
' (B) Infection control measures, including but not e P
. limited to, handwashing, handling of linens, . Co /) Ct s = i e /73 T
| maintaining clean environments, biood bormne - ECU LT long S |
| pathogens and universal precautions; and
- (7) General supervision and care of residents. - New L/L/ Mt reco SW)’:
wicte. e vz
. This REQUIREMENT is not met as evidenced VI AP O TO A /SO v J CCX
by e __ L
- Based on record review and staff interview, the T g OF~ /Lg /\/
facility failed to insure that 5 of 5 direct care staff . . /24 t/LHﬂ r—g‘ A
: receive adequate training in the areas of i ‘ /
- Emergency Response procedures and Infection 2R T ke @

' Control. Findings include:

Review of the In-service training record for the
facility on 6/6/16, presented that 5 of the 5
sampled direct care staff did not have evidence of .
training in emergency response and infection
control. Fhe last training given for emergency
response was 5/18/15 and infection control was
2/16/15. Per interview with the Registered Nurse
at 3:25 PM, s/he confirmed that the required
training had not been completed annually. S/he
stated that the facility recognizes the year training
to be done between January 1st and December
31st of a year.

R188 V. RESIDENT CARE AND HOME SERVICES R188 S=E Pﬂ&g 5
S8=C

5.12.b.(2)

A record for gach resident which includes:
resident's name; emergency notification

Division of Licensing and Protection
STATE FORM 6899 K21011 If continuation sheet 7 of 11
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5.13 First Aild Equipment and Supplies
Equipment and such supplies as are necessary
for universal precautions, to meet resident needs
and for care of minor cuts, wounds, abrasions,
contusions, and similar sudden accidental injuries
shall be readily available and in good repair.

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION l (X5)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD RE | comPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) C TAG CROSS-REFERENCED TG THEAPPROPRIATE | DATE
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R188° Continued From page 7 i R188 /9(3 L& CL/ y=r=a ‘
numbers; name, address and telephone number 5 o
of any legal representative or, if there is none, the /IWNSTr~VCT IO ARy / A
- next of kin; physician's name, address and CAS o /
| telephone number; instructions in case of ; = OF fesioonTI( S
' resident's death; the rgsident‘s as;sessmept(s'); i DEn-T 1 witie A (:;——4
progress notes regarding any accident or incident )
~and subsequent follow-up; list of allergies; a éOM LT s % ;
: signed admission agreement; a recent i 7/ gf// @ ‘
: photograph of the resident, unless the resident | _
objects; a copy of the resident's advance ; 501),1_} LV~ nal Wl U4
directives, if any completed; and a copy of the
document giving legal authority to another, if any. - L R C%IPO/U S5 LE /%/”Z,
; Com pLeTIné |
This REQUIREMENT is not met as evidenced DA TI - STAES N
- by: _ i /f?/;u/é{’z rTE n
Based on record review and staff interview, the & -3, ﬁi,_ /b
facility failed to include in the record of 6 of the 6 | e
! surveyed residents, Resident#1, 2, 3, 4, 5 and 6, i
| instructions in case of resident’s death Fmdmgs !
~include: |
Review of the selected survey sample residents i
presented that there was no svidence of
. instructions in case of death. Per interview with
- the administrator and assistant house manager | ;
on 6/7/16 at 2:45 PM, they confirmed that there is 5
no instructions in case of death. /% i/t//,#'( = /u\) £-3o-,
|
R193 V. RESIDENT CARE AND HOME SERVICES © R193
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R193 Continued From page 8 !

This REQUIREMENT is not met as evidenced

by: =

Based on pbservation and per staff interview, the

" facility failed to insure that First Aid Equipment

" and Supplies, necessary for universal

- precautions, to meet resident needs and for care
of minor cuts, wounds, abrasions, confusions,

“and similar sudden accidental injuries, are readily .

- available and in good repair. Findings include:

During the initial tour, while accompanied by the
Registered Nurse (RN}, there was no evidence of |
a first aid kit or supplies. The RN stated at 10:00 |
- AM that there is no first aid kit and there are '
Band-Aids, but nothing for an emergency. i

R250 VII. NUTRITION AND FOOD SERVICES |
SS=F |

7.2 Food Safety and Sanitation

7.2.e The use of putdated, unlabeled or
damaged canned goods is prohibited and such
-gonds shall not be maintained on the premises.

This REQUIREMENT is not met as evidenced !
by:

Based on observation and interview, the facility
failed to insure that the use of outdated,

unlabeled or damaged canned goods is

prohibited and such goods shall not be

maintained on the premises. Findings include:

1.} During initial facility tour with the assistant
house manager (AHM), it was pbserved in the
pantry that there were 3 gallon jugs that were 1/2
{one-half) or nearly empty, these jugs contained
SDY sauce, sweet & spur sauce and pancake
syrup. There was a bag of Chinese noodles and

S Pﬁévs-:; {O

Division of Licensing and Protection
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. a package of crackers, that were both open. Also O REVL Wit p&=
found was a 10# bag of sugar (half gone) and a _ L — ; |
can of bread crumbs. All of these items were not /%éfé’ S 6 L /{7@
i d h d. ' . / -
| ated as io when they were opene ‘: IS T AT Al A US
" In the kitchen cupboards there were also open ! Al FEEEYL fffh&ﬁ
and undated items that included: cereal, . — i
. packages of powdered cheese and gravy, cocoa | 70 ENSAtE SESS Oﬁ e
mix, brown sugar, bags of chocolate chips and ! Y R Y O LD
baking soda. The freezer in the kitchen produced ' )ﬂ EPASEH B Fo ‘F___,
a pot pie that was in the box, but the box was : Wit b PATTE A
~open and a partial bag of frozen peas. In the ‘- — D) NS |
refrigerator there were two open packages of i Time OF OpPs Ve,
bologna, nane dated as to when opened. There DwrevL  wWitc colTind &
was a small white bowl with sauerkraut i :
(confirmed by the AHM) and with a date of | TTO WO LT Ac— P
5/30116 on it. There were also two types of cakes! e .
in a cake container that were not dated. The \W5 P Foors o
AHM confirmed at 8:10 AM that the foods were = A2 R
not labeled as to when they were open and that )Qg & A ‘5; ]
some may have been opened for a long time and T o< —— g A ( ot
past their dates of being used. ’ EMISwNC o .
2.) Tour of the food storage continued with the A
Registered Nurse and at 9:02 AM, sfhe confirmed ﬂl?m fi\ N
that there was a package of what s/he called ’_)' i
"mystery meat" in the storage freezer, there was o [ 2l { b |
no date as to when it was placed in the freezer !
and no label as to what the contents of the bag
were. The storage refrigerator had a jar of
applesauce that was opened and dated with tape -
4/30/08.
R999 MISCELLANEOUS R999
58=C
Residential Care Home Regulation 4.14.1.
The home shail make written reports resulting
from ingpections readily avaiiable to residents
and to the public’in a place readily accessible to
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residents where individuals wishing to examine
the results do not have to ask to see them. The
home must post a notice of the availability of such
written reports. If a copy is requested and the
home does not have a copy machine, the home

- that they may request a copy from the licensing
' agency and provide the address and telephone
number of the licensing agency.

This requirement is NOT MET as evidenced by:

Based on observation and staff interview, the

facility failed to appropriately display the home's
- current license nor were the written reports of

past surveys or investigation placed in place

for residents to view. Findings include;

' 1.} During tour of the facility there was no
evidence of the past surveys or investigations
being placed for the residents or public to view.
At 9:30 AM on 6/6/16, the Registered Nurse (RN)
canfirmed that the surveys and investigations
were kept in a notebook in the charting, med/food
storage office and not available to the residents
or the public.

2.) During the initial tour there was no evidence
of the current facility iicense being displayed in a
place that was readily viewed by residents or
people entering the facility. The license was

office off the sitting room. The RN confirmed at
9:30 AM that it was not in a place that could be
easily viewed.

must inform the resident or member of the public -

- readily viewable by persons entering the home or -

observed to be sitling on the desk in the business

o /am_k/‘ OF Su.rz_vc—(izﬁ
2wyl mAD S Cfoﬂ;'li

OF PrAST Survild $ +
IMUEST) ERTuns/S | 'n.ﬁ;l/l
AnG O DIS pl Ay ez TN
PubLil. LIy AD O~

&>~/ ~—
et e

cof Y 0F  LitonviE (S

Disp AT () prsii

Licvw An OF 6 6—(%Z
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