
~YERMONT
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) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

January 26,2011

Ms. Joyce Jacobs, Administrator
Windover House
451 Vt Route 66
Randolph, VT 05060

Dear Ms. Jacobs:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite licensing and
complaint survey conducted on August 11, 2010. 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. Ifwe find
that your facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:jl

Enclosure: As noted above.

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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~100 Initial Comments:

An unannounced onsite licensing and complaint
, survey was conducted, by the Division of
Licen'sing and Proteetionon 6/11/2010.

R128 V.RESIDENT CARE ANlD HOME SERVICES
$$=0

5.5 General Care

5.5.c Each resident's medication, treatment, and
dietary serVices shall' be Consistent with the

, physician's 'orders. ;,

~100

R128
. ~..~.

This ReQUIREM~NT is not met as evidenced'
by:,"',,'
Based on record review and intervIew, the ,home

'failei:l to assure that medication and I or 'treatment :
for 2 of 3 reviewed r:esidel;),ts (Resident 1f!2 and "
Reside,nt #3) was] consistent'Wlth the 'physician's
orders. l=indlngs Include: '

, 1. Pet record review on S/11/2010.Resident#2
"had an order dated 4/1/2010 to check weights
,daily and to call MD (physician) if a 2.3 pound
increase occurs in 2 daY$!Qr a 5 pound Increase
in a week followings Jiospltalization for CHF
(cong~stive heart rfailure) , There was no evldence
that weights had been monitored on a daily basis

, for this resident. DUl'ing interviewaH:45 PM, the I

RN confi'rmed that thIS order did require daily'
'weights, that the order had not been transcribed
and that weights had not been monitored as
orderect.' ' ' ,

: 2. Per record review on 81~1/2010, theMAR
(medication,adniinistration'record) of Resident #3' ,
IndicateCl "StooI'S(jftener"to be administered at '

! BAM. There was no MD order for this medication.
,Olvision of licensing !l,ndPro~,~," I'~ _ ••• 6~, ' :'0" I,

',:', : "j 04'\c:..l •.•~ ~ ~ ,
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Duling intervIew at 1:30 PM, the RN confirmed,
thatthls medication was 'not on the resident's
physician orders .

. R134 V. RESIDENT CARE AND HOME SERVICES ,R134. .55"b ' ., . ,

5.7 Assessment

- •••If••••Cd'''''n!r.tin:;;,ull:Jr.tlo;;'ftn-:ish;;';;ee:;;;I'2;;:;oIiiS..--XLLJ1taDDD:

,
I. !

5.7.8 An assessment shall be completed for
each resident within 14 days of admission,
consistent With the' physician's diagnosis and

, orderS,' us,~San assessrn,erit ,instrument J)rovided
by the licensing agency. The resident's abilities
regardIng medication management shall be
assessed within 24 houri, and nursing delegation., n ,;

implemented, if necessary. : -,' _.
'iii

This REQUIREMENT is not met as evidenced "
by: . :',' ,',,' ;,"
Based on recQrd'review and ,interview, the home
failed to complete' an:assessmentfor 2 of J
/~esidents (~e~idElnt#1 .and Resldent.#S) within
14. days of, admission,' Findings include:

1. Per record review on 8'111/2010. Resident#1
was admitted to the home on 5/1812010 but had
no compieted.admlssion assessment in the
record to the present date. Ourtng interview on

", : t~e!aft~rnOQno()f ,~/11/20tO, the Nursecqnfirmed
that no admission assessment had been
completedbeoause the resident was considered
'respite.',status, ..nor had medication management
abilities been assessed within 24 hours as
required. ",

\
' 2. ,p"et,.,~~c,.qrd.. :~eVi,e.w,O. r~8,,11,1,/2910. ~e~j~~nt#3
wa.~.~~~itted ~?t~e hpme"on 6/1~/20:1 O. Th.~~,
was n~ cpr:nPlete~;~dmisSion as,se$smen~ ': ;
av~llable, at the.tim~ C?Hhi!5review.. During .'

Division of licer'l,ing,an . Prqtedion~.. .' . .;"
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inter/iew on 8/14/2010 at 3:40 PM, the RN
confirmed that this ~Ident had not been
assessed within 1.4days bf.admission,

R135 V. RESIOENT CARE AND HOME SERVICES R'135 '
.~~ . .

,
"

•.. 1.

, ,
5.5 Assessment

5.7.b If ei resident requires nursing overview or
nursing, care,theresid~l'l~shallbe assessedby a
IIcen~ed niirse within fourteen days of admission

, .to thehom.e or the commencement of'nursingservioes, uSing an assessment lri'strument '
provided by the liCensing agency.

This REQUIREMENT is not met as evi~el'lced
I by: ,
, 13<:lsed on record revieWand"interview,,2 of'3 .'
residentSreviewed.(Resid~ht _1 and Resjd~nt
#3) were ncit assessecipnortottie ' "
,commencement qf nursing servJces, Fjnding$".
include: . ,

, ,J)

, ['

,~

, f< n) 1-Zl> ~ z 0 I I r" C QC

C'./-JMcx.w a.-; I;ZJJ
," '1 .',',

: 1, Per record review 01'1'8/1112010, Reskl'~nt #1
was admitted tathe hpme,on 5/18/2010 following l
a hospitalization: $'tay~~quITingrehabilitation r,
'services. There was no' completed resident
'.assessment available f()r ~i~ resident. ,During;
intel"iiew:that' a~n100r,;the RNconfirmed that,
this resident did require nursing oversight post
hospitalization,

2; Per record review on S{,11!2010, Resident #3
was .a~~ltt~d to,'the,ho.me,~n6/14/2010 wj~, .
IIdemer.wa and m,9b1hty pJ;?blems;ats a respite ';,
resident ..There w,asnoasiessmant completed
~pr.ic?rt9t,he:~ta~ of.' rJ4:rsil1~:,serV;'ces. quri~~"
,jntervi~w: that ~fter.n,ooPl.;tt1e ,RN confirmed. that

Msion of L.lcenslng and Prolaot on '
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, ,R135 Continued From page 3 ' R135

this resident requires nurslngsel'Vices and that
the assessment had not been completed within
the required limeframe. ;' . '

','r '

R147 V. RESfOENT CARE AND HOME SERVIGES i .R147
S~D ' ' . '

5.9.c (4)

Maintain a current list fqr review by staff and
'.I physi~ian of aU~reslde'1l:s'Jl'1edications.The list
.., shall inelude:residenfs name;rnedications; dat~
, medil:zation;ordered;:do~~e arictfrequercy:of

administration; and Iil<elyside effects to'monitor;
, I

"" '

This' ~EQUIREMENT is not met as evidenced
by: . '
Based on record review and interview, the home-
failed:to;maintaih:aturrent list of the. medications'
for 1 of '3 residents in 'the.reviewsample. ,;'

: Findings include: ' ' , , ,

. (.
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, , , .: >

. .,.
, 1. P.~r,re<#ord.revjewlon 8/11/2010, Resident#3

had orders daled '8/6/2610 for levoxyf O.05mg
, (milligram) aD:(dally); Setoquet 25 mg BID (twice ;
a day) ,nd'Propai'lotoI20rng BID~l'he..: ,'i

, Resident's'MAR.(Meclication Administration
Record) stated Propanolo! 20 mg QOD (every
othel::9ay); Aspirin Eq 81 !'1Q QQl Lith.!um orotate !

., 10 mg ,QO; Vitamin K.2 45 mg aD; Seroquel 25
mg QO; LevothyrQxine 0.05 mg QD and "Stool
SO,ft~ne~".During interview that afternoon at 1:30 ;

, PM, the .RN (Registered,Nurse) confirmed that '
,the sto,ol,sf?"e,ner:indi~~~~.onthe:MAR 1(~f1d.
giV~~,dally)'h~no; ty,~,; q~s;age,or;fre~~ency.

, IndIcated and that toe MA~did not reflect the f ' I,

,rilost~~rre~tpnySiCian.~rOers., r .,' I , '.' "
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. R1641 Continued From page 4
R164. V. RESIDENT CARE AND HOME SERVICES

SS=E .

'. " -

1. Pe'r record 'revIew on 8l~1/201~, tnere ~as no :
.evidence of medication delegation by the current. I
RN to 2 of 3 staff members currently j

admirjisteri~g medlcatioift6 r'esidents ..Duririg
. interview at's: 15 F>M, the RN confirmed that s/he

I
i had.person~lIy trained on'y 1 of.3 current staff
and that the prior facility nurse had trained the
others. .

R1731v. R'ESIDENT CARE AN~ HOME SERVICES " R173
ss,.,e, , " '
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TAG

• 'i' ~ '

SUMMARV S'l'ATEMENT OF I)EFICIENCIES
(EACH DEFICIENCY MUST BI; PRECEDED BYFULL

REGULATORV OR LSC IOE::NTIF'YING INFORMATION)

5.10 Medication Management

5.10.d If a resident requires medication
adn'lir\fstratf,on., .unlicensed staff may administer

. medications under the following conditions:

(2) A registered nurse must delegate the
respo~sibility for the admi.nistration of specifio
medications to designated staff for designated'.
residE!nts .

This REQUIREMENT is not met as evidenced
by:".. , ...'. ,

. Based on record review and interview, theRN
failed to personally delegate administration. of
medication to 2 of 3 staff. Findings Include: :,''.1 .

10
PREFIX
TAG

R164'

R164

PROVIOISR'S ~LAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS.~EPEFlENGEO TO THE APPF:l.OPRIATE
DEFICieNCY)

.\)u 1\\

(X5)
COMPI.ETE

DATI;: .

~'.

5,10., Medication Management

5.10.h ..

"

II conttl1vaUon aheet 5 of B

t.', , , I

(1 )'.R~sldentmedicO\l~ons,that the home, :
manages must be stored in locked compartments !

under proper temperature ,controls. Only
( authorized pers6nnel'shaltMve'access to the.

Division of lIeanSing and Proteotion
STATE FORM. .
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R173

5.1 1 Staff Services~, - ~. .,"

R173 Continued From page 5

keys

: This REQUIREMENT is not met as evidenced
by: . \
Based on observation and interview, the homel,
failed to assure that all resident medicatIons are
stored in locked compartments. Findir'lgs include:

1. Per observation on 8/11/2010, pre~poured
; resident m~dlcations for toe day were, in clear

;, " view from t~ehall', on top' of a filing cabinet in the '
medicatiOn storage area which consists .of Ii
counter 'and a 1/2 Idcked"door. ThroughOut 'the ,I

day of survey, various residents and staff passed
through the hall adjacent to this area. During
interv.iewthat afternoon, tl:1eRN confirmed that .:'
these "medications were not stored in locked

" compartments. .

(I. ' , _' ;' . ~ ,J , '

R179,V. RESIDENT'CAREAND HOME SERVICES R179
SS=F .

'.5,11.b. The home must ensure that staff
demonstrate competency in the skills and
:techni.ques they are expected to perfonn bef9re
provtdlng any direct carate residents, There '
,shall be at least tlNelve (12) hours of training each
, year for.each staff, person'providlngdirect care to
:residents, ,The training mustinclude,but'isnot
.limited; to. the following:

(1 ) Resit:1ent rights;' :('" , . i

'(2)'Fil'l:n~.tY,anqeme~iencyevacuation;';.
(3) :Resident emergency response procedutes;'\\.
such!~the Heimlich"maneuver, acc:idents, police
or ambl,llanc:e contact,andJlrst aid; ,
'(4)' Policies and' procedures 'regarding mandatory I

Divi9i~n of L1cen$ing~nd Protection.," I

STATE FORM ': " , '. eillo

I.

:'f ..

j'j'
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R1791 Continued From page 6 . .
reports of abuse, 'neglectand explOitation;

: (5) Respectful and effective interaction with
residents; , ,
(6) Infection control measures, including but not
limited to, hsndwashing, handling of linens, . .
maintaining clean environments, blood bome
pathogens ~nd universal precautions; and
(7) Genera'l supervision and care of residents.

, This REQUIREMENT is not met as evidenced
by: .'
Based on reCord review and'Interview, the home
fail~dJo,en$ure that staff received required
annual training. F~ndin9s include:

1. Per record review, no current staff person had
evidence of the completion of ongoing education'"

; for the prior 12 months. During interview.~. .
8/11'12010at 4:20 PM, the Manager confirmed"
that there was no ;record available to confirm that.

;; :: any staffm~mber'h.adOQrhple~d ledudation.
requirements for the prior :year.' . ' .

R179

,'.

. .' I,. ,~

9.11 Dis,aster and Emergency Preparedness

19;11.,c Each home' shall h~ve in effect, and
, available 'to staff and residents, written :copies of
a pran fOr.t~e'prOtectlon"of.an persons In the'
event of fire <and.for the evacuation Qf the building
when 'necessary, All staffahall be instructed
periodically and kept infOrmed of their duties

! under.tt:ie plan/Fire drills'shall be conducted on
at.least a quarterly basi$ and shall rotate times of
day;!~mong morning, ~ftem.pon, evening, and ~

, , night. The ~ate :.;In~time.:of''eachdrill anctthe
, na~es of participating staff members shall be
, documented,

." Division 01LIQensj~;.l'ldPllllectlon' " > ,

1; STATE FORM \'~ ',r,

.,
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R302 Co'ntlnued From page 7

This REQUIREMENT Is not met as evidenced
by: ' .
Based on record review and interview, the home
failed .toassure that:ftre drills were conducted a~
requited. Findings include: " i ' . "

: 1. Per record revIew,' fire 'drills during the prior
year had been completed:on 8/13/2009 at 1:15
PM, 1/812010 at 10:00 AM, 3/16/2010 at 2:00 PM,
and6/30!201 0 ~.1 ;00 PM. There were no night
timifdiiJls and only 40f 6requirecl annual drills
~ere ~dmF'leted. OuTing i1jterviewon ,8/1,1/2010 at
4:20 PM, the Manager cOAfltmedthat fire drills

. were not completed as required.
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