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/\'\ 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

Vorce/TTY (802) 871-3317

To Report Adult Abuse (800) 564-1612
Fax (802) 871-3318

March 29, 2013

Ms Mary Naumann, Administrator

Willows Of Windsor

121 State Street

Windsor, VT 05089 Provider # 0044

Dear Ms Naumann

Enclosed is a copy of your acceptable plans of correction for the complaint investigation
conducted on February 13, 2013. Please post this document in a prominent place in your
facihity

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,

SN

Pamela M Cota, RN
l.icensing Chief
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Disability and Aging Services Blind and Visually impaired

Licensing and Protection Vocational Rehabilitation
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R100' nival Comments: R100 g
i
i An unannounced nn-site complaint nvestigation
. was conducted by the Division of Licensing and
' Protection on 2/13/13. There were regulatory
| violations identified. !
|
Sf;[%’[ V RESIDENT CARE AND HOME SERVICES | R167 | () 4 ‘e amces” cF mcaicamion
DeS s oL TiMing il RE
L) AARES ot
6.10 Mcdication Management Lo 3Tt 3 4) AP R
nact3
5.10.d If a resident requires medication -
administranon, uniicensed staff may adminisier ) S.TH DSy ciOACT
medications under the following conditions: (D ALL ciEs e 1 Lo OGN
MERS  wsiu nhve f v
(8) Staff other than a nurse may administer PRN PLoki € POLumenTRTION M
psychoactive medications enly when the home (N THE MAR THAT FOPRESSCD
has a wntten plan for the Use of the PBN These Re &ula\tmf‘\,\]ﬁ
- medication which describes the specific . AR CHED
behaviors the medication Is intended to correct or See SANPIE PAN ‘
! address, speclfies the clrcumstances thal ‘
! Indicate the use of the medication, educates the ) ,
! staff about what desired effects or undesired side ? OC goldwfh,lfﬂ ) WA j:—eLe Pl&@l
: effects the staff must monitor far, and documents Cerarinsadion s MM# admand
| the time of, reason for and specific results of the | |
| medication use ' o 32 /9 { ‘ | 3 !
1 I 1 ‘
| This REQUIREMENT is not mat as evidenced s ) .
t 3
| by’ ' ‘ H"EY(\L MW Aq Shwbe w\tl lie
| Based on record review and staff interview, the rcg?gf\g) Ll /ﬁ)( c 6‘-“()1 YA .
home failed to assure that ail PRN (as needed) ,
psychoactive med.lCEtIOH'S hiad a comp_lete and M pr\g R (}_C e elce (/ b\.r&ci(" l
i clear order for their use for 1 of 12 residents ' ) Ho
| sampled (Resident #5) Findings nclude: Ve et cwﬁ liﬂ syt s
| _ ﬂn,ecpyém MAR [renices
Per record review on 2/13/13, Resident #5 had an ! % MM
order far "Haldol 1 mg. Give 1/Z tc 1 tab PRN, for ‘ . . ‘ l )
' Paranowa, Anxiety, Agltation” at noon. The PRN (yrreeth on (ia&ﬁ Hls D
- order did not Indicate when it would be P oC , B} I :
~appropriate to give a hall or whole: tab, thus @CCQJDM m/ﬂ_ﬂaf_ﬁﬂdxxwm st 312 f/li

i
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I 510 Madication Management

|

1 5.10 g Homes must establish procedures for
docurmentation sufficient to indicale Lo lhe
physician, registered nurse, certified manager or
| representatives of the licensing agercy that the

| medication regimen as ordered Is appropriate
and effective. At a minlmum, this shall include

|
|
' (1) Documentation that medications were
; administered as ordered;
L (2} All instances of refusal of medicatons,
% including the reason why and the actions taken by
tha home;
(3) All PRN medications admintsiered, Inctuding
 the date, time, reason for gving the medication,
, and the effect;
: (4) A current list of who is administering
| medications to residents, including staff to whom
a nurse has delegated administration; and
{(5) For residents receiving psychoactve
medications, a record of monitoring for side
1 effects
i (8) All incdents of medication errors.

| This REQUIREMENT 1S not met as evidenced

i
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R1G?’! Continued Fram page 1 RIbs
i . .
. leaving it up to unlicensed staff to be makmg the
chaoice of how much to administer. On 2/12/13,
the order was changed from a PRN dose to a
| scheduled dose, however was not clarified on the
Medicatlon Admimstration Kecord whether to give
1/2 brawhole 1 myg tab On 2/13/13 at 3:10 PM,
the home's manager confirmed that the order
was written with a range of dose, and that there
| were no clear behavior or other guidelines for
staff o make a choice batween the two doszes.
{
R171' V. RESIDENT CARE AND HOME SERVICES R171
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every 4-6 hrs PRN".

Resident #2 had an order for "Vit D3 by mouth
daily” with nn dose specified, and an order for
"Benadryl 1-2 tabs Q 6hrs".

Addosdud

t Resident #3 had an order for "Xopenex Inhaler2 | -1¢. ¢
' puffe Q 4 6 hrs PRN", and "Lactulose 1-Z ounces .
inDu‘ A :;IZ{‘\%

Resident #4 had an order for "Tylenol 500 mg
1-2 tabs Q 4-8 hrs PRN",
. Resident #5 had an order for "Senna 1-2 tabs
. PRN",

Resident #6 had an order for "Acetammophen
1 325 mg or 500 mg, 1-2 tabs PRN".
‘ Rexident #7 had an ordar for "Tramadol Hel. 50

mg., Take 1-2 tabs as heeded every 6 hours for
C pan".

| There were no indicators in these instances to

[ guide staff in chaasing the dose to give or to wait

| 4 or & hours befare agministering again. Mast of
these medications were brought over from signed

+ MD standing orders. which containad the doea

, and time ranges There were psychoactive

. medications ordered for Resident #5 with similar

II conrerns, cited under R167. Par Intervicw on

Ri7i
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by.
Besed pn record review and staff interview, the
| home failed to assure that all medication orders
. were complete, or had no dose or time ranges
without parameters for use for 7 of 12 residents
Y sampled (Residents #1, 2, 3, 4, 5,6 and 7).
| Findings include: ) ) { ,/
(exrechonddle oflis)12
Per record raview on 2/13/13, on the Medication - G Ty -
Admiristration Record, there were 8 number of A Lo EONCRA TTON D et ﬁ.omu
\ medication orders that contained a range of dose, A Wl BE
- - W TdEe AR
| range of time between doses, or incomplete ! B A DePED QO]
orders pase SP6CH g,
. e o
gy THE RN 1F H :
Resident #1 had an order for "Robitussin 1-2 tsp PN VOAVES
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» carmfortable anviranment

' access to residents, stored in an unlocked area,
! The items included Pine-Bol, Clorox Clean-up,
' liquid bleach, window cleaner, toilet bowl cleaner,

i the med cart, laundry equipment, food storage in

This REQUIREMENT is not met as evidenced
by, ‘
Based on observation and staff interview, the
home failad to assure that a safe environment
was miaintained Findings include

Per observation on 2/13/13 at 10:45 AM, there
were a variety of cleaning produgts within easy

disinfectant spray, and other cleaning products
and flquld soap. The room was ubized for storing «

Mdune
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WILLOWS OF WINDSOR WINDSOR, VI 05089
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R171| Continued From page 3 R171
2113/13 at 2:55 PM, the home's manager
canfirmed that the above orders were not
clarified with a defined dose or time range, which
means that unlicensed staff were making a
decision about which dose to admirister and how
frequently.
|
R266 IX. PHYSICAL PLANT R266
53=F
| c@ p / 13 f |
| T 18 cdl . 2 1 REN
' 9.1 Environment C "“t’:ha
' . - . S T PLLES e
' 9.1.a The home must provide and maintain a THE € LefiiiNG TQPPUIE W
' safe, functional, sanftary, homelike and Mosed PROM A cheT Witk 214 24y

LCf\s}
-3¢

Compliana vail be wondou

| one area. and cleaning products in another The .
' room connected the two resldent room wings, \'\E\P‘\»? A—&'vw\’@ﬂm wn il <
and had a 3 foot high gate that latched but did not . 1 e
lock, and was observed to be left opened w2 39WB1 b('e \ Com 634/&1(“ Cj
thraughout the day as staff came and went to A £ v e
access medications, laundry, and cleaning 6) CW ‘ ‘e
praducts. Even with the gate closed, | was able to P_@k “1 C bd‘ /\/\sz] {,\J AN O
easily reach the shetf from the haliway and pick / l
up items off the cleaning products shelf. This was Blai[13 } -
demanstrated to the home's manager at 11.05 Ppe (Lexmwel ol addesdipn | 212703
Dwvision of Licensing and Frolection ) ' ' .
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RZGB% Continued From page 4

AN. Per review of rasident records and confirmed
| with the managcer at the time of the
dermonstration, there were residants with
cognitive deficlts who could be injured by
| inyesting or otherwise Imprapsrly using the
| products, and that the items were easily
accessible from the hallway.
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