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. If we find
that your facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

SRR N

Pamela M. Cota, RN
Licensing Chief

PC:jl

Enclosure: As noted above.

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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: -R100] Initial Comments: | R100
An unannounced onsite licensing and complaint
survey was conducted-by the Division of
Licensing and Pratection.on 8/11/2010. -
R128 V. RESIDENT CARE AND HOME SERVICES - | R128 : C s
§8=D
5.5 General Care »
5.5.c Each resident's medlcation treatment, and
dietary services shall be consistant with the
physician's orders. .
This REQUIREMENT is not met as evidenced - ER P
by, . - ' S Al !
Based on record review and interview, the-home | l}’,;ZJ\ ‘ 1 , -
| failed to'assure that medication and / or treatment g ’ :
for 2 of 3 reviewed residents (Resident#2 and " |. UPO N odrasies 1O
Resident #3) was, consistent with the physician's ) e Asey  wall
' | orders, Findings include: - . } e -‘:'9‘0*\*'*"\ agt  OCANS
1! i revieased o
! 1. Per record review on 8/11/2010, Res|dunt#2 . ' . 'Fo/
‘had an order dated 4/1/2010 to check weights |~ + | Cor~Rynad - G 0
{ daily and to call MD (physician) if 2 2-3 pound ' : '
increase occurs in 2 days©or a $ pound ‘increase‘ ACcr= "“( - ‘ h/\
in a week following.a Hospitalization for CHF ‘ Chacd il
(congestive heartfailure). There was na evidence ' 640*\ S 2P TVNE o)
that weights had been monitored on a daily basis P RERY. l A BT o]
. for this resident. During interview at-1:45 PM, the | .. 6 - @y
: “+ | RN confirmed that this order did require daliy %‘Wb"&\ EENR
; ‘weights, that the order had not been transcribed | DS G ‘H—ﬁ-*“_ :
and that weights had not been monitored as : - Y~
‘orderéd. . o YRS JON
! ' W M_A (&4 ) -
2, Per record review on 8/1 112010, the MAR L a0 ~
a : (medication administration record) of Resident #3'|. (rvopar AR - _
: Co Indicated "Stool Softener” to be administered at | Riay 1-26-2aul Loc Q(U’»{w J —
t8AM. There was no MD order for this medication. Co. Lanael oy AN e

o Divnsxon of Licensing and Protggm

[ .
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5.7 Assessment

5.7.a An assessment shall be completed for
each resident within 14 days of admission,
corisistent with the physician's diagnosis and ~~
orders, usmg an assessment instrumerit provided
by the licensing agency. The resident's abilities
regarding medication management shall be

implemented, if necessary.

by: p . .

Based on recard review and.interview, the home

failed to complete an assessment for 2 of 3

. residents (Resident #1 and Resident#3) within
- 14 days of admission. Findings xnclude

-1. Per record review on 8/11/2010, Reszdent‘m
was ddmitted to the home.on 5/18/2010 but had
‘| no completed«admission assessment in the
record to the present date. During interview on
1. ' the:afternoon of §/11/2010, the Nurse confirmed
that no admission assessment had been-
completed because the resident was considered
respite’ status; nor had medication management
abilities been assessed within 24 hours as
required, . Coe >

|2 Pef record review on 8/11/2010, Resldent#:i
was admntted to the home on 6/414/2010, There .
was no completed ‘admission assessment ;

This REQUIREMENT is not met as evidenced ™| *

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: COMPLETED
A. BUILDING ¢
B. WING
0109 08/11/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS CITY, STATE, ZIP CODE
TR UIVEIL I 451 VT ROUTE €6 ..
_WINDOVER HOUSE  ~ _ RANDOLPH VT 05060
v (X8) 1D SUMMARY STATEMENT OF DEFICIENCIES o 'PROVIDER'S FLAN OF CORRECTION Loxe
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE | COMPLETE
TAG . REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG © CROSS-REFERENCED TO THE AFPROPRIATE DATE -
= DEFICIENGY)
" R128| Continued me page 1 R128
During interview at 1:30 PM the RN conﬂrmed
that this medication was riot on the resident's
physician orders.
'R134/ V. RESIDENT CARE AND HOME SERVICES R134 -
- '88=D R

assessed within 24 hours'and nursing defegation. | -

avallable at the timeé of this.review. Durmg
Divlsion of Licensing ang Prqtechan .
STATE FORM .
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5.5 Assessment

5.7.b_If a resident requires nursing overview or

R nursing. care, the. resudent shall be assessed by a

| licensed nirse within fourteen days of admission
to the home or the commencement of'nursing

services, using an agsessment instrument -

provnded by the licensing agency

C Thls REQUIREMENT is not met as ewdenced

: by

Based on record review and mtervnew 20f3"

residents reviewed. (Resldent #1 and Resudent

#3) were not assessed prior to the T :

.commencement of nursmg services. Fmdmgs
inciude: * .

i 1, Per record review on‘8/11/2010, Resident #1
was admitted to the home.on §/18/2010 following
a hospitalization: stay-requiring rehabilitation

‘services. There was no completed resident

. assessment avajlable for thig resident. During

interview'that afternoon, the RN confirtned that.

this resident did require Rursing oversight post

, hospﬂauzaﬂon :

2. Per record review on 8/11/2010, Resident #3
was admitted to the home'on 6/14/2010 with
.dementia and mobllrty problems as a respite - ,

_ resndent There was no ‘dsgessment completed
prior to_the. star; of nursmg services. Quring
mterwew that aftemoon, ,the RN confi rmed that

Dhes an B

RIS I-zb-zoil POC accqw,)‘_
R e
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. * ) c
. B, WING
4 1 o8 08/11/2010
NAME OF PROVIDER OR SUPPLIER | STREET ADGRESS, GITY, STATE. 2P GODE _
| WiNDOVER HOUSE - ﬁ‘ik‘éroﬁg# 05060
' (Xi) 1D SUMMARY STATEMENT OF DEFICIENCIES . DT . PRQVIDER'S PLAN OF CORREGTION. Xy
PREFIX (EAGH BEFICIENCY MUST 8E PRECEDED BY FULL . - PREFIX (EACH CORRECTIVE ACTION SHOULD BE 1 COMPLETE
TAG - REGULATORY OH LSC IDENTlFYING |NFORMATI°N) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
R | e » " DEFICIENCY) S
R134| Continued From page 2 ' R134
interview on 8/14/2010 at 3:40 PM, the RN -
confirmed that this resident had not been
assessed within 14 days of.admission.
* R135 V. RESIDENT CARE AND HOME SERVICES | R135

Division of Llcensing and Protection
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A. BUILDING

c
' B. WING
0108 08/11/2010

NAME OF PROV‘IDER OR SUPPL]ER , STREET ADDRESS, CITY. STATE. ZIP CODE

oo L. | 4stVTROUTEEE .
WINDOVER HOUSE S | RANDOLPH, VT 05080 -

L (X4} 1D SUMMARY STATEMENT OF DEFICIENGIES o D : FROVIDER'S PLAN OF GORRECTION (X5)
" _PREFIX © . (EACHDEFICIENCY MUSTBE PRECEDED BY FULL - I PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
! | TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG : cROSS-RﬁFERENCED TO THE APPROPRIATE DATE

: T o ~ : S : DEFICIENCY)

.. v | - R135 Continued From page 3 | Rri35

this resident requires nursing services and that
the assessment had not been completed within
the required timeframe. .

© R147):V. RESIDENT CARE AND HOME SERVICES: | R147
ss=D| g

16.8.c(4)

Maintain a current list for review by staff and

| physician of all-residents"medications. The list -
" shall inciude: resident's name; medications; déte
- medncatlon‘ordered dosage arid: frequency of ,
administration; and likely side effects to monitor; | -

This REQUIREMENT is not met as evideﬁ‘ced 1 e
h |z

Based on record review and mtervuew. the home

C | I . failed to;maintain'a current l|stofthemedncat|ons‘: 3 w P‘u*‘ Cp&

for 1 of 3 res'dents in the rewew sample..

- .Fmdmgsinclude i L T i

Lo . i1 Per record review,on 8/11/2010, Resident #3 R -
Ty | had orders dated 8/6/2010 for Levoxyl 0.05mg . : m /\-ZA/\W_A '6“"

| (milligram) QD (daily); Sefoquet 25 mg BID (twlce ' '
a day) and-Propanoiol 20omg BID. The.. : = . '} : CLUNNA o

'Resident's’MAR: (Medication Administration & q}'

| Record) stated Propanolol 20 mg QOD (every | . U.:bi..\_ s ptd
aother.day); Aspirin EG 81:mg QD; Lithium orotate-

v N ,m-..:h

. | 10 mg QD; Vitamin K-2 45 mg QD; Seroquel 25 | b«t d*c/""-‘k \'.\
mg QD; Levothyroxine 0.05 mg QD and "Steol : Yt e\ K %Q A Ui Y
Softener”. During interview that afternoon at 1:30 | '

EPM the RN (Registered.Nurse) confirmed that | - ’ : e /\—Q_CM

the stool, softener indicated on the MAR (and’ ?’-4 :

given daily) had no type. dosnge or frequency : ~DLLCRDS o M o o ot LS

' indlcated and that tlae MAR did not reﬂect the , CULQ L '

.most current physiman orders. . .. .. ‘ Lot A d,coq,»,:b"ruud - |
- “ '  ARy 1220 Poc accaldeJ -
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. WINDOVERHOUSE | Ao B 8 e
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.. R164 Contmued From page 4 ' : “R164
- R164 V. RESIDENT CARE AND HOME SERVICES -} R164
‘ SS8=E '
i .
5.10 Medication Management
T 1 - 15.10.d If a resident requires medication h . , ‘ W
o administration, unlicensed staff may administer Hzin

| medicationg under the following conditions:

(2) A registered nurse must delegate the . X - '
responsibility for the administration of specific M&A 7% TP M“’(&" :
medxcatlons to dessgnated staff for designated- :

‘ ;._ :; rl"_“ . I‘eSldents ) - . . L M&u/ UMWN
R Thie REQUIREMENT is notmetasevidenced ‘,:'U@MJ~ &—( M“'L
by b e : _‘}'.. - - ,. i . ': Q?‘E; E 'h e ‘2’ LA 1] n ' o

. , - ;f' Based on record review and interview, the RN’ .
failed to personally delegate administrationof | . |{hq  O_duA s I

medication to 2 of 3 staff . Findings include: - .; =

1. Pef record ‘review of 8112010, thefé was no S 1 ] e 8 Mr\\m

-evidence of medication delegation by the current

. RN to 2 of 3 staff members currently , / 2’ 1
; .. | administering medication’to residents, During ~ 1 -~ 7 ‘>'|

. interview at'3:15 PM, the RN confirmed that sthe _ 0, T
| had.personally trained only 1 of 3 current staff ' R (")L/ ]~ 26~ 201 POC acy ‘ ()
¢ | and that the prior facility nurse had trained the | — C.lonsoeag N
others. , L) "

- v RESIDENT GARE A'Nb HOME SERVICES | R173 .

o

510 . Medication Manégement

! 510h. - W , B | ' |
' . TR EI T .o i o . i E ’
. | (1) Resident medications that the home. : - |. : , | \

ol | manages must be stored in locked compartments | | 7 ¢ ‘ o
P under proper temperature controls. Only

‘ authorized personhel shalfhave access to the
Dwislon of Licentsing and Protectlon ‘ i . .
STATE FORM AR o : ' 8 b NI LI _ Hoontinuation sheet 8 of B
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: o o . A BUILDING o
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0109 : 08/11/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, GITY, STATE, ZIP coos -
. 451 VT ROUTE 66

WINDOVER HOUSE RANDOLPH, VT 05060 |
, (x4 D SUMMARY STATEMENT OF DEFICIENCIES ¥ D . PROVIDER'S PLAN OF CORRECTION ()
5 PREFIX {EAGH DEFICIENCY MUST-BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMPLETE
Ly b TAG REGULATORY OR |.SC.IDENTIFYING INFORMATION) TAG . CROSS.REFERENCER RJ%E APPROPRIATE DATE .
i » o DEFICIENC
* R173| Continued From page 5 R173 |
. keys
i This REQUIREMENT is not met as evidenced , v
by . _— '7'”“ ‘
Based on observation and interview, the home* - :
failed to assure that all resident medications are Rﬂ»\/\-‘«f 06 Am -
stored in locked compartments. Findings include: b‘]
1. Per observation on 8/11/2010, pre-poured a2 d M” o kpm b
, resident medications for the day were, in clear ~ee A "\ Q QcHL ,,(
' .. view ffom thé hall, on top of a filing cabinet in the - . /&0
medication storage area which consists of ‘ C‘O("'\P M ’OM
countér and a 1/2 locked door. Throughout the 3,
day of survey, various residents and staff passed /ro,}u,,( A ov
through the hall adjacent to this area. During '
f interview that afternoon, the RN confirmed that 2
; these medications were net stored in locked ce O{) (7’& t \e4
5 compartments. ’
P bR gy P -
- S%L?v RES!DENTCARE AND HOME SERV!CES "R179 CIRIMZ [-26-2001 POC alClys c)~
.| 5.11 Staff Services s |
:.5.11.b The home must ensure that staff
;_ demonstrate competency in the skills and
Z :techniques they are expected to perform before ‘1 l \ ;
: ‘providing any ditect care'to residents. Thare - 241 \ ‘ _
shall be at Jeast twelve (12) hours of training each ' ‘ o
i year for.each staff person-providing direct care to | »\J)“MQ MC{V?‘L deuoﬂ-‘bf
residents, . The training mdst mclude ‘butils not . : ‘
limited:to, the fo!lowmg - » "(‘D V,_J)pm c_ag i
(1) Resident nghts S J’ % S "‘
(2) Fira'safety.and emergency evacuatton. L ' ‘
i (3) Resident emergency response pracedures, .. | Ld'ew J '
such.as the Heimlich.maneuver, accidents, pohce ; | - ' i
or ambulance contact-and first aid; : 1 R C‘ ’ ~t6-2zont PoC C‘('ufw
' e -

i (4) Policies and pmcedures regardlng mandatory

Divigion of Licensing and Protectnon
, STATE FORM

A 4
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i conbnuaﬂon sheet 6 01 a
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AND PLAN OF CORRECTION (X1) PROVIDERUSUPPLIERICLIA " | (X2) MULTIPLE CONSTRUCTION DATE SLRVE
o A : A. BUILDING — I
- - | B.WING .
0108 L : - 08/11/2010

NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZiP CODE

WINDOVER HOUSE ' | ';i}ugdfgg TvE'rsgsosb - | ' '

- X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5).
7o | -PREFIX | = (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
O 1 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE '~ DATE

S , R - DEFICIENGY) :

R179| Continued From page 6 L R179

| reports of abuse, neglect and exploitation;
. (5) Respectful and eﬁective interaction with
residents; _
(8) lnfectnon control measures mcludmg but not
" | limited to, handwashing, handling of linens, .
o maintaining clean environments, blood borne -
pathogens and universal precautions; and
(7) General supervision and care of residents.

This REQUIREMENT is not met as evvdenced
by:

Based on record rev:ew and interview, the home
failed to-ensure that staff received reqwred ,
annual training. Fmdmgs include: : i,

| 1. Per record review, no current staff person had | - ‘ b

evidence of the completlon of ongoing educatlonv b

: for the prior 12 manths. Dunng interview, on

| 8/1172010 at 4:20 PM, the Manager confirmed, |

o | thatthere was no record available to confirm that-

s i | any statf mémber had completed educat:on . _
. ) requirements for the prior year. . _ , . ; ¢

.| . R302 IX, PHYSICAL PLANT = " |"Raoz
- .. 88=C o , ’

L 9.11 Disaster and Emergency Preparedness W
Lo 9.11.c. Each home shall have in effect, and i ' F\ r< Ars
avaﬂable to staff and residents, writtencopies of

SR ' a plan for the'protection of-all persons in the ;
R event of fire.and for the evacuation of the building |- M@J ‘1‘2-&
when necesgsary. All staff shall be instructed @ -
ST .| pericdically and kept informed of their duties ; ! oA } o
P under the plan; Fire drillsshall be conducted on |’ .
L .| at least a quarterly basis and shall rotate times of |, , M &/OC_WM '
A A ‘ day‘among morning, aftemoon, evening, and ¢ | '
AR " |'night The date and time. ofieach drill and the . E)  APTR
S o | names of partlclpatlng staff members shall- be ' .
| documented. , . : 'H'L U)()" -~
i Dlvdslon of Licensing and- Pretedlon : s S T Ty ¢
. STATE FORM T v R (v owme Xt 302 - 2(9 201 | ifcontinuetion ehoat 7 of 8
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- | This REQUIREMENT  Is hot met as evidenced

by: ‘ .
Based on record review and interview, the home
farled fo assure that fire drills were conducted as

required. Findings inclide: -

1. Per record review, fire drills during the prior

year had been completed:on 8/13/2008 at 1:15
PM, 1/8/2010 at 10:00 AM, 3/16/2010 at 2:00 PM,
and 6/30/2010 at 1,00 PM. There were no night.
time’ dn"s and onily 4 of 6 required annual drills
were cdmpieted During iterview on 8/11/2010 at

1 4:20 PM, the Manager confirmed that fire drills

were not completed as required,
X
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