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://www.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

October 16, 2018

Ms. Nancilee Kennedy, Manager
Bromley Manor

2595 Depot Street

Manchester Center, VT 05255

Dear Ms. Kennedy:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 5, 2018. 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,

SN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100; Initial Comments: ;
|

. An unanneunced on-sile relicensing survey and a

{ compliant investigation was ¢onducted by the oo

" Division of Licensing and Protection on @4 and

1 915118, The findings include the following:

| v
R132 V. RESIDCNT CARE AND HOME

3G=F !
- 8,5 Special Care Units

5.6c Ahame that has received approval to

: operate a special care unit must comply with the
- specifications contained in the request far

- approval. The home will be surveyed to
-determine if the special care unit Is providing the
| services, staffing, lrainlng ang physical i
environment that was outlined in the request for  *
approvai. |

. This REQUIREMENT is not met as evidenced
by
Based on observation, recard revisw and
-confirmed by the Registerod Nurse (RN)
Manager, the facility failed to comply with the
- specifications outfined in the approved request ta -
- operate the Special Care Unit in the areas of
 staffing and staff training. The-findings include
the follewing!

Per review of tha facility license, it includes a
license to operate an eleven (11) bed Special
Care Unit (SCU).

Per review of the approved request for licensure,
prepared by the facility, idenlified thay would
. comply with the following specitications:

1. "Staf Quatifications: Each Resident Attendant
(RA) will complete eight hours of training through
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" the Alzheimer's Association "Giares” outling
- iraining program. THis will consist of two
medules; Dementia Basics and
| Dementia-Reldted Behaviors, as well as
temonstrate skilis both in personial sare,
| intaraction and approach with the residents
: before working independently. Bromley Manor
l will partrier with the Alzheimer's Associalion for

£
¥

| ongoing educatian and incorporate the education: -

| into.manthly in-services with the SCU staff, whu:h
will provide 12 houts annually of
| dementia-specifictralning.”

| Confirmation was:made by the Registered Nurse :

| (RN) Manager on 9/5/18 at approximately 11 AM, |

‘ that staff have had some Dementia Basics
" education, but the Alzheimers Association
¢ "Cares” raining program is no longer avaliable.
- The facility has not devaloped an education
~program for staff that would meet the approved
‘requirement. The RN also ¢onfirms that there
- has been no amendment to the Bromiey Maror
Special Care Unit'to the licensing agency.

2. "Staffing will be as follows, using a 4
(residents) to 1 (staff) ratio:

1st shift, 6:30 am to 2:30 pm -~ 2 Resident
Attendants (RA’s) and one (1) Medication
Technician (MT)

2nd shift, 2:30 pm to 10:30 pm - 2 Resident
Altendants (RA's) and one (1) Medication
Tachnician (MT)

3rd shift, 10:30 pm to 6:30 pm - 1 Resident
Aftentiant (RA) and one (1) Medication
Technician (MT)"

The RN Manager conflirms that the SCU currently
has a census of 6 residents.

Per review of the stalf schedule for the SCU,
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5.9.c (12)

¢ Agsume respansibility far staff perfarmance i the i

. administration ef or assistance with resident
medication in acesrdance with the homea's

" policies.

. This REQUIREMENT s not met as evidenced
hy:
Based an obsarvation, record review and

- confirmed by the Registered Nurse
(RN)IMarsdJer the facility RN failed to assume

esponsibilily assuring the securily of medications

leﬂ al the bedside for residents who choose 1o
self-adinister prescription and.over the cournter
medicition, (Regiderits #4, #5 #6, #7, #8 and #9).
The findings include the foliowing:

Per chservation during the facility lour In the
presence of the RN Manager the fc;llowmg Was
identified;

1. Resident #6 had the: following medications
unsecured, Tound on the shelf on a table next to
the telavision: Vitamin D-3 400 Internatichal Units
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R132' Contiriued From page 2 R3O By -
: Lahe _ o B’—cmlu‘ Marer witd cﬂn-‘(m. , 3
- documentatlon identifies that during the 3rd ghift, , : . | .
i thereis 1 RA and 1 MT asslgnad Lo the unil, That| 7‘@, MLJI‘M) 2 /L()Lg,-ﬂ—’ ' 1
. staff, also have the responsibility te conduct ‘ : ’
| rounds and respond to rgsident needs fof the ; oLt Care ,amwdb.._ ﬂ,m : :
i additional thifteen (13) residents, who reside in )
. Residential Cate Home (RCH) The Manager ‘y S W !
: confirms on 9/5/18 during interview that the SCU |
" has only one (1) RAon the 3rd shift for a pefiod i Ad ke ‘i’v e b l
; of approximately 1+ hours depending on RCH : . '
: resident needs at any given night. ! o A‘-LM:S ,{ L.g db(_ :
‘ ! i
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R165 Continued From page 3 R155 EAJ/MM‘» w‘-"‘ka é A"V! fj_, )
%“E!-U) expired on 11/2014, 3 botlles partially used ‘ | M_J_,,J # & ;
. Myrbelrig 25 mg tablets, Toprol XL 50 mg (2 i -710 /} lM !
: bottles) partially used, 2 bottles partially used ML Lo f’ -
Lisinopril 10 mg tabs with one botlle identifying & |
i used by date of 8/8/18, 3 loose pills unidentifiable 1
‘\ silling dn @ lid of a card-board box, Cephalexin | |
. 250 myg capsules partially used, bollle af partially / :
| used Vitamin D-3 100 IU, Aspirin 81 mg tablets y i
" partially ysed, lron 65 myg tablets with no lid and | /

| an expiration. date of 10/2013, Bactrium DS 6

+ tablets with ne lid and instructs the resident to
. take daily, Lopermide Hydrochloride 2 mig tabs -
. partjally used with an expiration date on 3/2018, | P

| Systane eye drops lubricant expired on 172017, | / I ) : MM ¥~
! Visine Bye drops expired on 2/2015 and Narmal /# L M‘{'{ ¢ i
: Saline nose drops. ] d’fﬁf‘ﬁf/f d

- .Resident #7 had medications located intwo and “mh o

_separate drawers in the bureau. The medication ) - L %

" prescribed are not in their original containers, As . /O c K éd}d rov i &x_ﬂ( ‘I : ?ﬂl‘—"
per resident's preference s/e has color coated  ° / f A—i M,
the lids of the bottles and therefor sthe places the * = 4 < "
medicalions in the battles, that identify tFi}we varous! /| Heser Aon 540 S ’
time's for adrinistration. The bottes thia /
medications are plaged in, have dates that {

- identify the mydications:have gxpired; | 5_1937_,;4_ ‘b'f ﬁ)\) / M M( £ ﬁ‘/‘t/ e

' 3. Resident #8 has various prepared medicationsg W . : N M
_in day containeis placed by her/his family / ; dofzons
mermber who is a nurse. Medications are stored/ EIJ(ML whb T
on the second shelf of a tabla: iIne 0 lace A ”}""‘-L R
4. Resident #9 has the following medications ! ) a 4 (/Z,JL
stored in his/her hathroom counter: 2 partiaily ' &Ma’,; # C? b Kg /L
used bottles of Synthroid 75 meg reach_, 2 partially /( 008 P LWX L 4 C
used bottles of Hydrocherothiazide 12.5 myg ! L L ’4
tablets, parlially used bottle of Losartin 50 mg b‘"} LoVt i‘—f" /{J a}/
tabs, Amoxicillin 500 mg tabs partially used ks ( 61 i U 1/((,(_,)
instructed to take until gane (resident confirms ibj ;j LJ,LG/( 2 S_
s/he missed ane day), mulli dese/partially used ¢
T i Ll B bt ped 40 ) g, 2D~ fu St (m/:/uum
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R155 Continued From page 4 R155 :
bottles af Advit Tylenol and Multi-Vitamins. There , {
' are numeraus empty over the counter medication ' : I
bottles that need to be discarded that are also |
; stored on the counter top; | ;
a © 1
. 5. Resident #4 has a botle of Tylenol 500 my fu,u den b+ o /’lbd-' i—g{M{L o
s tablets al the bedside; hon. e 54 +5 a. e F 7
) e ] wictude OTE] ~
! 6. Resident #5 has a partially used bottle of Crag | e M"MJ: id A {'{( i }.
at the bedside; . e madicatams fob M }/Zm
by —
| . R T, M.W“}%—%A-W
| Per review of lhe Admisaion Agreernenl, Seclion
. ¢ entifies Medication Management: ["As lang
:.as yau are able ta direct the administration of | |
{ your medications in accordance with state
E regulations we will provide you with necessary
! assistance such as reminding you of medication
times or hglping you take medication"}. . A
- The RN Manager confirms an 9/4/18 at R widd nevees) a)rf‘#w tach
. approximately 11:30 AM that the staff.do not . : ; ]
* follow up ensuring that medicatiohs dre taken, nur’ @% prrctt caitor figedes X aLR]
, are thay reviewed to ensure that the residetit is Hk qf,{_mfwn 3N Kol on /z)c.},/emf_ ;
i taking the medication as per physiclan orders, nor B} } i :
can the manager confirm that the resident roam box s ke Airam UL‘Z’K_\( "
doors are locked consistently, &/».O/S w- 7 é{ dove e
See also R175. A Su e NG&'(-&:/-LJ}U Mm o=
“bed o Wit Ctuns
R161 V. RESIDENT CAREAND HOME SERVICES ~ R16 ceotu-bed | fr-
; 2 JICES R : 5 _
! ) te / 2!
H Je T/ ha appuias
510  Medication Managerment { Z"d/?‘ 5 ) i(f) e f
2 ; —
5.10.b The managear of the iome is réspansible ’ } o C‘L{ r‘*'ﬂ/ Lo S
for ensuring that all medications are handted SR
according to the home's policies and that
designated staff are fully trained in the policies
and procedures. - ' |
|

Division of Liedaning and Protéction
STATE FORM

6190

JOTST If eantinuaion sheat Sof 17

641229C80F :Wod SF:LT BTA2-0Z-d35



T e

PRINTEZD: 09/17/2018

‘ FORM APFROVED
Division of Licensing and Protechon ‘ . B
STATEMENT OF DEFIGIENGIES (X1} PROVIDERISUPPLIERIGUIA {#2) MULTIFLE CONSTRUCTION (¥3) DATE SURVEY'
AND PLAN OF GORAECTION IDENTIFICATION NUMBEER: # EliliiinG COMPLETED
G 3
0857 bt 09/05/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 2IP GOOR
: 2595 DEPCT STREET.
{ EY NOR .
HEOBELE A MANGHESTER CENTER, VT 05255
X SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S, PLAN OF CORRECTION F x5
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PHERIX (EACH GORREGTIVE ACTIGN SHOULD BE | COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQS55-REFEREMCED TO THE APPROPRIATE - DATE
; GERICIENGY) ;

R161 . Continued From page 5 - R161

This REQUIREMENT is not rmet as evidenced
by:

Baséd on abservation and record review the
facility failed to-ensure that medications are
handled according to the manufacturers ]
requiraments and that staff are fully-trained in the |
proper storage.of Insulin Pens for 2 applicable
* rasidents, (Resident #5 and Resident #6). The
- findings include the fallowing:

| Per review of the Medication Administration
" Recards and Physician Qrders far both Resident |

#5 and Resident #6, identify Insulin admlmstrmmn '
via Injection using an Insulin Pen. i
Recommendation for Insulin sterage after use
identifies that the pen may be stored at room
lemperature for 28 days.

Per inspection of both pens used during
- administration on 9/4/18 and 9/6/18, neither pen !
" has any identification as to when the pen was;firsl ;
putin use. Therefore, il is undatermined the
length of time the Insulin Pen has been usad for
administration of the Insulin, from eithér pen, for
Resident #5 or #8.

The Registered Nuise Manager confirmed on
9/4{18, that s/he never considered the nged
identify when the:pen was first used.

SF;-T? V. RESIDENT CARE AND HOME SERVICES R171

510 Medication Management
5.10.g Homes must establish proceduras for

documentation sufficient te indicate to the
physictan, registered nurse, certified manager or

i
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BROMLEY MANOR

Ri71 Continued From page 6 ' . Rt

represeniatives. of the licensing agency that the {
medication ragimen as ordered is appropriata !
and effective. At.a minimum, this shall inclyde i

(1) Documentation that medications were
. admintstered as ordered: : :
(2) Allinslances of refusal of medications, i
" including the reasofr why and the actions takan by\
the homg;
(3) All PRN medications administered, inclyding
the date, thme, reason for giving the medication,
@nd the effect;
i (4) Acirrent list 5f who is admiriistering g
- medications to residents, including staff to whom
: a nurse has delegated administration; and !
(5) Forresidents receiving psychoactive
medications, a record of maritoring for side : :
effects. i :
“(8) All Incidents of medication errors, : : ‘

' This REQUIREMENT is not met as evidenced .

by i i

- Baséd on record review and confirmed by the '

" Registered Nurse (RN) Manager, the facility failed }
to agsure that 2 applicable resident sampled, who
redeives peycheastive medicalion, is monitéred
for side sifects (Resident #1 and #3) The
findirigs include the follawing:

1. Per record review, Resident #3 fids a
physician order dated /23118, for: Serogquel 12.5
milligrams (mg.). by rmouth (pu) avery four {4)
hours as needed for agitation, hitting and yelling,
Har review of the Medication Administration
Record (MAR), identifies that in the menth of July !
2018 the resident received the medication on 7
differant occasions, August 2018 s/he received

the medication on & different uccasians and to

date in the manth of Seplember 2018, the
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R171 Conlinued From page 7 R174

| resident has not required any of the Seroguel.

Seroquel is an antipsychotle medication that may

. cause seriaus irreversible side effects such s,

but not limited, o muscle movement that can not
be controlled (often in the lips, lorgue, jaw or
legs). The RN manager confirms on 9/5(18at
approximately 1 Pt that there is ne evidence that !
1esidents who receive psychoactive medications
. have documentation idertifying that side effects
| are monitored. ;

-

" 2. Perrecord review, Resident #1 has a
physician order dated 6/18/18, for Seraquel 12.5
mg. po at bedtime for anxisty/agitation and
Seroquel 25 mg pa o times a day for
anxiely/agitation.

: Seroguel is an antipsychotic medication that may |
Gaysa serioug irreversible Side effects such as,
but net limited, to muscle movemerit that can not
legs). The RN manager corlfirms on 9/5/18 at
approzimately 1 PM, that therd is no evidence
medications have dacurnentation identifying that
sitle effects are moniiored.

be controled (ofteri in the lips, torigue, jaw of :
that regidents who receive psychoactive

72 V. RESIDEMNT CARL AND HOME SERVICES - ORA7E

6.10 Medicdtion Managemeant

£.10:h All medisines and chemicals used in the
home musl be labeled in accordance with
cugrently accepted prefessional standards of
practica. Medication shali be used only for the
resident identified on the pharmacy label
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH REEFICIENCY MUST BE PRECEDED BY FULL
REGULATQRY DR LSC DENTIFYING INFORMATIEN)

VENG
PREFIX
TAG

o]
FREFIX
TRG

' PROVIDER'S PLAN OF CQRRECTION
(FAGH CORRECTIVE ACTION SHOULD DE
CROSSREFERENCED TO THE APPROPRIATE
DEFIGIENCY)

sy
[ COMELETE
DATE

Ri1¥2 Contirived From page §

_This REQUIRENMENT is not met as evidencet

- by

Based on ohservation and confirmed by staff

interviews, thefagility failed to ensure that all

meditatigns are labeled imactordance with

- etrrent accepted professional standards of
practice for 1 of 3 residents nbsarved dyring:a

: medication adrministration audit, (Resident#4.

: The findings include the fallowing:

Per observation during a medication
adrpinistration with the Medication Technician,

" Resident #4 has a physician order far Gabapentin -
* 300 miligram (mg.j capsulas twice a day (bid) by: -
mauth [po), dated 8/8718.

: Per raview of the medication administration

: record TMAR) dated 8/21/18, instrudts the
Medication Technicians to assist with

~administration of Gabapentin 800 g po thres

*times a day.

~medication), is labeled Gabapentin 300 mg.
sapsules lake 1 capsule twice g day,

The Registered Nurse Manager on 974118 at
approximately 4 pm, confinms the tabel and the

physician order are incarcect and do not malch
what is prescribed

R175

175 V. RESIDENT CARE AND HOME SERVICES

8.10 Medication Management
5.10h (%)

Residents who are capable of sélf-adrmiinistration

C RIT2

)

Fer review of the Binge Card (card holder for the |

N
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(X110,
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENGES
(EAGH DEFICIENGY MUIST GE PRECEDEL 8Y FILL
REGULATORY OR LSE IDENTIFYING INFORMATIGN)

0o FROVIDER'S FLAM OF CORRECTION *5)
PREFIX (EACH CORRECTIVE AG‘P\DN SHOULD BE i OLOMPLETE
TAG GROSSE-HEFERENGER T THE APPROPRIATE I BaTe

DERICIENCY)

R175:

This REQUIREMENT is notmet as evidenced
by
" Based on observation and confirmed by the
- Registered Nurse (RN) Manager, the facility has

Continued From page 9

may choose to stere their awn medications

| pravided that the home is ablg to provide the
| resident with a secure-stofage space to prevent

unauthorized saccess to thé resident's
medlcatlon.. Whether or not the home Is able (o

failed to pravide 10 sampled residents, who
chobse to administer their own prascription and

uver the caunter medicaticns, with a secure

slorage space to prevent unauthorized access to
the resident's medicalion, (Restdent# 4, #5, #6,

include the folbwlng

Per facility lous in the presence of the RN

- Manager, on 9415 haginning at approximately
© 9;30 AM and concluded at 11:45 AWM, both

preseiintion and overdhe-counter madicatigris
were discovered in the following Resldelits
Rooms: Resident# 4, #5, #6, #7, #8, #9, #10,
#1, #12 dnd 13, The medications were Jucaled

" in visyal view, stored ol hedside tables,

bathroom counters ang burean draws, Some of

the medications, were identified as outdated,

bedroom doors unlocked and a number of

prescnptlﬂﬂ medications were not necessarily in
the ariginal boitles

Per diseussion with the RN Manager confirmation
was made that the facility does net provide a
secure locked space for each individual resident
who is able to self administer medications. The
RN also canfirms that since the resident takes
thelf owh medication the facility staff do not follow

L RITE

. provide such a secured space must be c-)cplamed :
“ to tha resident on or before admission. :

i

LA, 8,40, #10, #11,#12 and #13). The ﬁndlngs :
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86=F !
. 7.2 Food Safety and Sanitation

\ 7:2.2 Each home must pracure fodd from
saurces that comply with. all laws. refating to foad
and foed labeling Faod must be safefor human
censumption, free of spoilage, fitth or othier

" i food preparation must be pastedrized. Cans.
kept Separate-until returned tothe supplier.

_This REQUIREMENT iz not riet as evidehoad
By:
Based on observation and-confirmed by the main
cock, the facility faifed to enaure that all milk
products served and used in food preparalion are
fteg of spoilage. The findings inciude the
laflowing:

Per abservation dusing the noon meal and during
inspection of the dietary department, {he.surveyar
discoverad a partially used quart of whole milk
dated 93/18 and 1galion of skim milk partally

contarmination. All mitk prodycts served and tsed -

with dents, swelling or leaks shall be rejecled and

X4y iD SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECGTION %8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREE % (EACH CORREETIVE ACTION SHOULD BE COMPLETE
To0 REGULATORY OR 18C IDENTIFYING [NFORMATION) TG EROSS. EEFERENEE{D T gHE APPROPRIATE DATE
: DEFAGIENEY)
R175, Continued From page 10 | R175
_Up with the resident if the medication is tgken, it | ‘,l;l Jk, KM . ie M M \3
the medication needs to be discarded and the RN O A
* cannol confirm that the resident bedropm doors 71@ M ci-fj'b QZ‘T ﬂ
| afe consistently lacked
e d 7y Jn,(‘lﬁ/\— wdz.fz é}(
; Per review of the Admission Agresment, Section ¢ I Q ( [ W
& identifies Medication Management: (“As long P/L-{)\: Ide e Ah ec e
:as you are able to direct the administration of E
your medications in accordance with state : b(O(_ ,.7)—0 5'7% Ae Hu_af-(_r (_fuyg
» regulations we will provide you with necessary
i assistanca such as reminding you of medication - o o '
' imes or helping you take medication'y. ,iﬁﬂdﬁdf”**“Jﬂ* heacki cat-Cors I
) X 4 ) z ‘f- §
R246 VIL. NUTRITION AND FOOD SERVICES e |0 LA J.e chee f_c_af wiHN |
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2585 DEPOT STREET

7.2 Food Safety énd Sanitation

. 7:2,d The home shall assure that faod handling

and storage techalyues are consistent with safe
foad handling practices.

, This REQUIREMENT s not met as evidenced

" by

el e MANOHESTER CENT‘ER VT 08255
N ey In SUMMARY STATEMENT OF DERICIENCIES ' 1o | PROVIDER'S PLAN OF - CORRECTION (%3)
PREFIX {EACH DEFICIENGY MUST BE PRECEDEN BY FULL PREFIY {EACH C,‘CIRRECTI'U‘E AGTION SHOULD BE - GOMPLETE
TAG RAGUILATORY QR LEC IOENTIFEING INFORMAT! fOMY THEG CROSE-REFERENCED T4 THE APPROPRIATE { DATE.
‘ DEFICIENGY) {
R246 Continued From page 11 AR AlL o ‘HU"‘? % |
i e :
used dated on 8/13/18, in the beverage . ‘ 5
refrigeratar. ) ! +l A %b o M“‘:X“"‘r Cj /2,, /ﬁ
The coak confirrmed of 94718 at approximately
- i N : ol o 3 ’ 3 00
12:30 PM, Lhat both the skim milk and the whale M‘f wihan cldes !
milk were cutdated. The owner was aiso. present - g '
. : ; i L
during the tour and confirmed that the whole milk ;Sﬂ-‘d‘ I
b ba discarded. 3 '
shauld be discarded .. Ooc/ Qﬂfm.‘e;k{[m &
;ﬁf’i‘q VH, NUTRITION AND FOOD SERVICES - R249 e e /{mdb,./é

Based on phservation and confirmed hy the main
caok the home failed to assure tha food handling.:

; and storage technigues are consistent'Wwith safe
" food handling practices, The finglings include the

following:

Per dletary departrment tour oh 9/4/18 at
approximately 1:15 FM thie following foods were
found to be stored in the rafrigerater urigafely;
-Uncookéd Sword Fish dated 8/21;

-Fail covered meat, confirmied to be turkey bacan,
unlabeled and not dated as to when it was placed
in the: fél;

-Mulliple plastic wrappad grated and chunk
cheeses with no tabel or date as to when thay
were opened;

A plastic container of tartar sauce with no-date;
-A plastic container with no identification of what
the productis or when it was placed in the
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. Cottinued F | k24 - g . | ;

R249 (?ml{n?uc»:l From page 12 . Ra24 W Aé-d s _{_{A
container, |

[ 9 /[‘5//7

The ahove items were confitmed by the main | 7% é?—&// MJ C‘Z"j"‘f C};L

cook as unidentifiable or uniabeled, S/Healss |

- confirms thiat open foods are discarded after 7 d—ﬂ,@ }Zrn‘dd/ Vﬂaj AWJL— :

days. i | '

| J),m. o /abu.e_r( aral art !

R251 Vil NUTRITION AND FOOD SERVICES | Re51 ;
S§=F Ser/u_a( i

BROMLEY MANOR

7.3 Food Starage and Equipment

7.3.a All food and drink shall be stored so as to
: protect from dust, ingects, rodents, overhead
leakage, unnesessary handling and all ather
-sources. of contamination.

' This REQUIREMENT is not mel as evidenced
by: i
Basad on abservation and confirmed by dietary E
staff the facility failed to store food as (o protect
from dusl, insects, rodents and all sources of
contamination. The findings include the following: .

Per tour of the main digtary department on 9/4/18
atapproximately 1:15 pr the following was
identified:

- ~A 25 pound bag of corn meal opén in yse ang
unsealed. No daie as to when jtwas opened;
-Multiple assorted boxes of dry cereal, ranging
from 12 ounces to 2 pounds, found partially used,
unsealed and not dated as to when they were
opened.

The main cook confirmed at the time of the tour
that the products were nol stared properly.

oa=

: |
QRZSE VI NUTRITION AND FOOD SERVICES R252 :
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FORM ARPROVED

72 Foud Storage and Fguipment

T.8.b Aréas of the home used for slarage of
food, drink, equipmant or utensils shall be
. gonstructed to be easily cleaned and shall be.
i kept clean

. This REQUIREMENT is nat met as evidencerd
by

Based on ebservation and confirmed by staff

. interview, the-fagility failed to assure that all
equi pment is kept clean. The findings include the
~fellowing:

the main conk on 9/4/16 at approximately 1:15
: PV, the following was identificd;

- The raain hood that is located abave the farge
cooking stove was found to have visible,

" exterior hopd labaled Bromley Brook Schiool
"identifies that the next inspection is due B/20:1,
- Administration cannot confirm whet the last
inspection was conducted.
~The convection oven located to the right of the
main ¢cooking stove has visual dust, grime and
crumbs accumulated on multiple surfaces;
-The microwave oven has acoumulated splatiers
and food particles an the inside surfaces;
-The table thiat stores all clean dishes and bawls,

a greasy surface, visible dust, grirme and-Grumbs.
The main cock confirms during this: toir thal

there are no cleaning schedules and that the
above discovered concemns need atlention.

Per tour of the distary kitchen, in the presence of |

located below the service ling, wad found to have:

4TATEMENT OF DEFICIENGIES O} PROVIDERESUPELIERIGUA {X2) MULTIELE CONSTRUCTION (%3] DATE SURVEY
AND PLAN OF CORREGTION IBENTIFIGATION NUMOER A DUILDING: COMPLETED
G
0657 8. WING 08/05/2018
NAME OF PROVIUER OR SUFPLIER SIREETABORESS, CITY. STATE, %P GONE
‘ 25%5 DEROT STREET

BROMLEY MANOR MANCHESTER GENTER, VT 05255 |

)10, SUVWARY STATEMENT OF CEFICIENGIES n PROVIDER'S PLAN OF CORRECTION 8).

PREFIX (EATM DEFICIENCY MUST BE PRECEDED BY FULL FREFIL (EACH CORREETIVEE AL FION SHOULD BE | COMACETE
Crag REGULATORY OR LSE IGENTIFYING INFORMATION) TAG CROUSHEFERENCED TOTHE APPRAPRIATE DATE

: DEFICIENGY)
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LA 10 ' SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y-FULL
TAG REGUIATORY OR LSC IDENTIFYING INFORMATIOHN)

L
PREFX
TAG

(EACH CORRECTIVE ACTION SHOUL BE
CROSS REFERENCED TO THE ABPROPRIATE.
DEFICIENCY)

COMPLETE,

PROVIDER'S PLAN OF COARECTION L e
| oawE

R254  Continucd From page 14

R254 VII. NUTRITION AND FOOD SERVICES
55=C

7.3 Food Storage. and Equipment

7.5.d All equipment, utensils and dinnerware shall |
- b& iy good repair. Cracked or badly chipped
dishes and glasaware shall not be used.

This REQUIREMENT is not met as svidenced
I by
Based on observalion and canfitred by staff
interview the facility failed to maintain the freezer |
in the dietary department in good repair and a 3
sticker on hood abova the stove in the Kitchen
identifies that the equipment was due for
L inspection & 2011, The findings inchide the
 fallowing: ‘

1. Per abservation of the dietary departmenton
9/4/18 at approximately 1:15 PM the freezerwas
discovered to have huiltup ice secumulation

dlong the entrance of the door,and alohg the
insice on the left side of the doarway. The dodr is
difficult to open and cloga tight due to e
accumulation of ice. Temperature logs are
checked daily and identify appropriate:

parameters for freezing food, however the main
cook confirms that s/he chips away at the ice

build up 1-2 times a day. The owper alse.
confirms during the taur, thal they have contacted
a vendor approximately 2 weeks ago, but have

not had any response/servica to date on the
freezer.

2. Thg main hood that is located above the large
cooking stove was fourd to have visible,
accumuiated dust and grime. The slicker on the
exterior hood labelet Bromley Brook Schoo
identiliey that .the nex! inspaction is due 8/2011.

© RZ54 |
, RZ54
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R254 Continuzd From page 15

Adminiztrations cannet confirm when the lasl
inspection was conducted.

R302 |X. PHYSICAL PLANT
5G=E

911 Disaster and Emergency Preparedness

1 9.11.c Fach home shall have in effect, and
available to staff and residents, written. copies of
a plan tar the protection of all persons in the
svant of fire and for the evacualion of the building |

* when necessary. All staff shall be instructed
periadically and kept informed of their dutias
under the plan. Fire drills shall be conducted on,

at leasta quarterly basis and shall rotate times of

day among morning, afternoon, evening, and
* nighl. The date and time of each drilf and-the
. hames of participating staff mémbers shall be
documented.

This REQUIREMENT i3 not met ag evidenced
by:

Based on rectrd review ard confirmed. hy
managerant, the facility failed to conduct firg
drills on af least a quarterly basis and shall rotate
times of day among morning, afterneon, evaning,
and night. The date and time of each anII and the
names of participating staff mermbers shall be
documented. The findings Includa the following:

Confirmaltion was rade by the facility Manager
and one of e iwo-awners of Y4718 at
approximately 11:30 AM, that the facility has not
sondicled any fre drills since-opening on
11118, The first resident moved in o 1/15/18,
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R599  Continued From page 16 \ Ro99 (’Jf“‘:b ﬁf&" ?"’U" erf'h’o : ‘
R999 MISCELLANEQUS | 7999 AL be concduck

§5-C

4.14.f Survey/lnvestigation

The home shall make wiitten reports resulting
from inspections readily available to residents. 1
and to the public in a place readily accessible to
rosidents where individuals wishing to examine
the results do not have to ask to see them. The
Home must post a natice of the availability of
such wrillen reports. If a capy is fequested and: !
“the'home does not have a capy machine, the {
fome must inform the resident or member of the. |
public thatthey may request a copy from the
licepsing agency and provide the address and
telephone number of the licensing agency. }

Based on observation and confirmed by the
facility Manager, the home failed to. have the
Investigation results, conducted on 2/21/18,

avallable to resfdents dndlor the public. The : jg‘ﬂ - ( o ;
findings include the following: : B (r.,, ))(g_ *}‘m /t/ln L 5

Per facility tour in the presence of the Manager, | pe -
on 9/4/18 at approximately 8:55 AM, investigalion /iLd,l' éﬁd > Q”"'CI 3 %
resuits cenducted en 2/21/18 could nat be :

located. The Manager confirmed at the time that 3
lhe resutts are kept in a tolder in histher office

and is available when asked for. The Manger

also confirmed thats/he was not aware {hat the
results should be posted and available without
asking for them

i
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Division of Licensing and Protcction
HC 2 South, 280 State Drive
Waterbury, Vermont 0567 1-2060
802-241-0480

fax:802-241-0343

Plans of Correction updale
10/05/2018

Bromley Manor

2595 Depot street
Manchester Center, VT 056255
802-768-8134.

Fax: 802-768-8058

nurse@bromieymanar.arg
10/05/2018

Dear Ms. Cota,

Enclosed plaase find updated information regarding survey plans of correction as requested

R132:

The date for completion of training for plan of correction has been updated. The 10 module
CARES training program to include Dementia Basics and dementia Related Behaviors will be
completed by all SCU staff by 11/05/2018. Facility RN/Manager will supervisc and document the
above staff training. Documentation of completed above training will be kept in each applicable
emplayee’s file.

Staffing ot SCU will continue to reflect 1 care provider per 4 residents. There will be a minimum
of 2 care providers on SCU at all times 15t and Znd shift, one ot whom may be a designated
med tech. A designated med tech will be present on every shift. 3rd shifl stalfl will have minimum
of 2 care providers on SCU, one of whom will be designated med tech. RCH residents will
continue Lo have room specific emergency alerl device for emergencies and will continue to
have non emergency telephone number for SCU staff for needs that arise 11pm-7am. Qwners
will continue to he available for staff support in the event that a care provider must respond to
RCH slafl that would cause 1 care provider to be off 8CU for any length of time. Stalfing will be
monitored by designated scheduler and manager will be informed of any scheduling conflicts.
This is currently in place at this time. Staff and residents are aware of communication and
emergency systems. Each resident has been taught the use of emergency system and call
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syslem. All new staff members will be trained regarding above. New RCH residenls will be
informed of above.

R135

1) Resident #6 obtained a lock box on 09/08/2018. Ali medications are kept in this box.
Med staff checks daily wilh resident that medications are sacured in iock box. RN will
meet with residant on a weekly basis to revicw medications, check expiration dates of
medications, do weekly med counts to varify medications taken as prescribed. RN will
document compliance weekly in resident nursing note. RN is encouraging resident to
have all medications delivered in "medication on time” blister packs prepared in
pharmacy per provider order. This will be in place for next order cycles by 11/05/2018
and will be angoing.

2,3,4,6: Resident's #5,7.9 will be provided with lock box to sccurc medications in
bedrooms. Med staff will check daily with above resident's to make sure that medications
are secured in lock box. RN will meet with each resident weekly to review medications,
check expiration dates of medications and da waekly counts of medication to verify that
medications are being taken as prescribed. RN will document compliance in resident
specific nursing note. RN is cncouraging residents 1o have all medications delivered in
"medication an{ime” blister packs prepared in pharmacy per Provider order. This wilf be
in place for all current residents deemed through RN asseszmant and provider order to
self medicate, and will be in place upon admission for new residents once current
medication supply they anive with is due for reorder,

Resident #4 has agreed to have all medication, including OTC medication, administered
by ined stafl. All medicaticns were removed from resident room on. 09/07/2018.

Resident “8 discharged to home on 09/24/2018 as planned.
1681 510

Resident's #5 using insulin pens have above in medication refrigerator in med room.
When insulin pens are rermoved lrom the refrigerator for resident specific use, pens are
taped and daled. Med staff has been instructed to do above. RN will monitor that insulin
pens are disgarded no later than 28 days of non refrigerated use. Resident #6 keeps
insulin pen in refrigerator until use. RN has met with resident who verbzalized good
understanding of above, and has agreed to date pens as they are removed from
refrigeratar for use. RN will monilor this weekly upon weekly medication checks with
resident. Any resident requiring the use of insulin pen will be monitored as above by RN,
and RN will document in resident specific nursing nole re compliznce with above. The
above has besn put into practice as of 09/06/2018.
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All residents deemed through RN assessment and provider order able to self medicate
will be met with weekly by RN to make sure medication is being taken appropriately. RN
will monitor all self medicating residents for wellness t/t diagnosed, and chart weekly on
above, as of 10/01/2018.

R171:

All residents receiving psychotropic prn medication will continue to have in resident
specific MAR medication information sheet listing use of and potential side effects of
psychotropic medication. This has been in place and ongoing. Staff is trained to report
any potential side effects of prn psychotropic medication to RN. Each resident receiving
prn psychatropic medication has AIMS form in MAR. RN menitors and documents AIMS
on a monthly basis, effective 10/01/2018.

R172: Resident #4 received now supply of gabapentin frorn pharmacy with curren-t
provider order indicaling correct dosage. Any medication order changes will be reviewed
by RN and RN will have updaled or changed order direction labels sent from pharmacy
as orders change. Pharmacy had been conlacted on 09/06/2018 for correct labels prior
{o new supply being delivered.

R246:

Dietary staff has been instructed by management and staff chef to monitor expiration
dates ol 2l fuod and beverages used in resident food service, and to discard the above
on ar before expiration dates. Staff chef will monitor above. Dietary staff has been
instructed to date and label all foods that have been opened and stored. Chef will
monitor above and make sure that food in Tacility labelcd containers is discarded within 7
days of labeling and dating. This is effeclive as of 09/06/2018.

Dry foods will be appropriately stored, labeled dated and sealed once opened. Staff chef
will monitor above daily. Effective 09/06/2018.

There are Hood cleaning will be documented by staif chef to reflect dales of cleaning
and maintenance. Hood cleaning is scheduled for 10/26/2018 and will be documentad by
chel and kept in dictary notebook.

A cleaning schedule and check list is in place for eleaning all kitchen and food prep
surfaces. This will be documenied daily by dietury stall as lasks are completed and chef
will monitor and keep documents in digtary notebook.

Chef will be responsible lor daily lemperalure checks of freezers and refrigerators and
will monitor and record in dietary notebook daily.

R30Z:
On 9/19/2018 local fire chiefs were reviewed fire safety and emergency plans
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With Bromley Manor owners and several stall members, On 10/6/2018 the first resident
staff mock drill was conducted by RN on Bwing. Fire department chiefs will conduct staff
mservice in use of fire extinguishers to be scheduled 10/2018. Fire safety drill lng will be
kept in notebook and RN, Managers will document fire safety drills to include staff
present. RN will monitor and document fire drills.

All survey reporls are now in labeled foider on bulielin board in public hallway near
dining room and available for vicwing as of 09/06/2018. RN Manager will ensure that all
survey results are posted as above and available.
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