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May 29, 2024 

 

 

 

Douglas Divello, CEO 

Grace Cottage Hospital 

PO Box 216 

Townshend, VT  05353-0216 

 

Dear Mr. Divello: 

 

The Division of Licensing and Protection completed a recertification survey at your facility on May 8, 2024. 

The purpose of the survey was to determine if your facility met the conditions of participation for Critical Access 

Hospitals found in 42 CFR Part 485. 

 

Following the survey, your facility submitted a Plan of Corrections (POC), which was found to be acceptable on 

May 28, 2024.  

  

Sincerely, 

 
Suzanne Leavitt, RN, MS 
State Survey Agency Director 

Assistant Director, Division of Licensing & Protection 
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C 000 INITIAL COMMENTS 

An unannounced on�site re-certification survey 
was conducted by the Division of Licensing and 
Protection on 516124 through 518124 to determine 
compliance with the Conditions of Participation at 
42 CFR Part 485 Subpart F requirements for 
Critical Access Hospitals (CAH's). As a result of 
the survmy, the following d@fici@nci@, were 
identified 

C 1050 NURSING SERVICES 
CFR(s) 485.635(d)(4) 

A nursing care plan must be developed and kept 
current for each inpatient 
This STANDARD is not met as evidenced by: 
Based on record review and confirmed by 

interview, the Critlcal Access Hospital fa1!ed to 
assure the development of a care plan for one 
patient (Patient #11) admitted with a skin wound. 

Based on record review, Patient #11 was 
admitted in epring of 2024 with o prcG:surc wound 
on their coccyx. Although nursing started a wound 
care regimen, and obtained physician orders for 
the wound care five days after admission, the 
patient's care plan was not updated to reflect the 
wound, wound care interventions, and progress 
of healing. Based on review of the "Wound 
Management Protocol" developed by the Nursing 
Department and reviewed in January 2023, 
Nursing ,s responsible to assure that care plans 
are updated to reflect any alteration m sK,n 
integrity. Per interview on 51712024, at 4:35 PM, 
the Nurse Manager confirmed that nursing staff 
should have updated the patient's care plan to 
reflect the wound, interventions, and progress of 
the wound. 
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CFR(s): 485.64U(a)(:I) 

The infection prevention and control program, as 
documented in its policies and procedures, 
employs methods for preventing and controlling 
the transmission of infections within the CAH and 
between the CAH and other healthcare settings; 
This STANDARD is not met as evidenced by: 
Based on observation, interview, and policy 

review the CAH failed to ensure the methods for 
preventing and controlling the transmission of 
infcoticno ore fo!!owod related to the 
cleaning/disinfecting of re-useab!e tourniquets 
after blood is drawn for lab testing. Findings 
include: 

During a tour on 516124 at 3:20 PM of the room in 
which blood is drawn in the lab, a re-useable 
tourniquet was found on the top of a cart with the 
blood drawing supplies. The Lab Director stated 
that the patients preferred these types of 
tourniquets because they didn't pinch skin and 
stated, "We've had these for years." When the 
surveyor asked the Lab Director how this 
tourniquet was cleaned, S/he stated that it was 
wiped down with a bleach-type wipe that was 
used throughout the hospital for cleaning 
re-useable equipment. 

Per review of the packet insert for the tourniquet, 
the manufacturer's directions for cleaning and 
disinfection stt"ltes the following: "Cleaning: Do 
not apply mechanical cleaning processes. Wash 
the product with commercial washing agents that 
are gentle on fabrics at up to 60 degrees 
Centigrade (hand wash). Disinfection: We 
rt:oormrn.:;')m.l di::ilnfewtiun with a liquid disinfectant 
(e.g. CIDEX OPAsolution) ... Place the tourniquet 
in a container (non-metallic), cover it completely 
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C1206 Continued From page 2 
with the solution and leave it in the solution for at 
least 5 minutes. After the contact time rinse it 
with plenty of fresh water (at least 3 rinsing 
rounds of at least 1 minute) and let it dry 
afteiwards. Do not use chlorine-based release 
:.1g8'nts or .-:rornatic hydroc.:;irbon1.:." 

During an interview on 516/24 at 3:30 PM with the 
Lab Director and the Director of Quality/Infection 
Control, they confirmed that the staff were not 
cleaning/disinfecting the tourniquets per the 
manufacturer's recommendations and should be. 

Per review of the policy "Cleaning Reusable 
Equipment'\reviewed 2113/23, it states, "Policy: 
In accordance with existing infection control 
policies and procedures, GCFHH G will 

i implement and maintain processes to ensure <1!1 
reusable patient care equipment is routinely 
c!eai'lecl before reue.e ,,.Pn:.n:,edure: 2. U::,i;:: a 
hospital-grade disinfectant per manufacturer's 
recommendations. Dwell and drying times vary, 
see disinfectant info sheet". 

E 000 Initial Comments 

During an unannounced on-site re-certification 
survey from 5/6/24 through 5/8/24, the Division of 
Licensing and Protection conducted a survey of 
the Critical Access Hospiiai's (CAH's) Emergency 
Preparedness Program to determine compliance 
with Conditions of Participation at §485.625, the 
Emergency Preparedness requirements for 
CAH's. As a result of this survey, the following 
deficiency was identified. 

E 039 EP Testing Requirements 
CFR(s): 485.625(d)(2) 

§416.54(d)(2). §418. 113(d)(2), §441. I 84(d)(2),
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§460.64(d)(2), §462.15(d)(2), §463.73(dJ(2),
§483475(d)(2), §484102(d)(2). §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2)

'[For ASCs at §416.54, CORFs at §485.68, REHs 
at §485.542, OPO, "Organizations" under 
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility)
must do all of the following:

(i) Participate in a full-scale exercise that is 
community-based every 2 years; or 
(A) When a community-based exercise is not

accessible, conduct a facility-based functional
exercise every 2 years; or

(8) If the (facility] experiences an actual
natural or man-made emergency that req,Iires 
activation of the emergency plan, the [facility] is 
exempt from engaging in its next required 
community-based or individual, facility-based 
functional exercise following the onset of the 
actual event. 
(ii) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or 
functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is
not limited to the following:
(A) A sec.and full�Rr.�I� flXV:rl':if\R thr1t is 
community-based or individual, facility-based
functional exercise; or 
(8) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
a facilitator and ine!udes a group d!seusek,1"! using
a narrated, clinically-relevant emergency
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scenario, and a set or problem statements, 
directed messages, or prepared questions 
designed to challenge an emergency plan. 
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed,

·[For Hospices at 418, 113(d):]
(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
anmIally. The hospice must do the following:
(i) Participate in a full-scale exercise that is 
community based every 2 years; or
(A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or 
(8) If the hospice experiences a natural or 
man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exerctse or Individual
facility-based functional exercise following the
onset of the emergency event.
(Ii) CondLlct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not limited
to the following:
(A) A second full-scale exercise that is
community-based or a facility based functional
exercise; or
(B) A mock disaster drill; or 
(Cl A tabletop exercise or workshop that is led by 
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
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directed messages, or prepared questions 
designed to challenge an emergency plan. 

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergeney plan !Nice per
year. The hospice must do the following:
(i) Participate 111 an annual full-scale exercise that
Is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or
(8) If the hospice experiences a natural or 
man-made emergency that requires activation of 
the emergency plan. the hospice is exempt from 
engaging in its next required fu!!�scale con,n'lunity
based or facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise that
may include, but Is not limited to the following:
(A) A second full-scale exercise that is
community-based or a facility based functional
exercise; or
(8) A mock disaster drill; or 
(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, ciinicaiiy�re!evant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to 
challenge an emergency plan.
(iii) Analyze the hospice's response to and
maintain documentation of all drills 1 tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

'[For PRFTs at §441.184(d), Hospitals at 
§482.15(d), CAHs at §485.625(d):J
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(2) Testing. The [PRTF, Hospital, GAHJ must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the following!
(i) Participate in an annual full-scale exercise that
is community�based; or 
(A) When a community-based exercise is not 
accessible, conduct an annual individual,
facility-based functional exercise: or
(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or manwmade emergency that
requires activation of the emergency plan, the
[facility) is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event

(ii) Conduct an [additional! annual exercise or 
and that may include, but is not limited to the 
following: 
(A) A second full-scale exercise that is 

community-based or individual. a facility-based
functional exercise; or

(8) A mock disaster drill: or
(C) A tabletop exercise or workshop that is

led by a facilitator and includes a group 
discussion, using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
staten1ents, directed messages, or prepared 
questions designed to challenge an emergency 
plan, 

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop 
exercises, and emergency events and revise the 
[facility's] emergency plan, as needed. 

'[For PACE at §460.84(d):] 
(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least

Event ID. ISLD11 

I 

I 

Grace Cottage Web Fax 

(X2) MULTIPLE CONSIRUCT!ON 

A BUILDING ______ _ 

B, W!NG 

STREET ADDRESS, CITY, STATE, Z!P CODE 

PO eox 21e 

TOWNSHEND, VT 05363 

!D 
' 

PROVIDER'S PLAN OF CORRECTION 

Page:9,;17 

PRINTED: 05117/2024 
FORM APPROVED 

0MB NO 0938-0391 
(X3) OAT!;; SURVEY 

COMPLETED 

C 

05/08/2024 

! 

PREFIX (EACH CORRECTIVE, ACTION SHOULD BE 
TAG CROSS·REFERENCED TO THF. APPROPRIATE 

DEFICIENCY) 

E039 

j 

If contmuation sheet Page i of 13 



05/22/2024 12:33 From:18023657017 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DGF!CIENC1E8 
ANO PLAN OF CORRECTION 

(X1) PROVIOERiSUPPUSR,'CUA 
IDENT!FlCAT!ON NUMBER:· 

471300 

NAME OF PROVIDER OR SUPPLIER 

GRACE COTTAGE HOSPITAL 

(X4)!D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFIClENCIES 
(EACH DEFlCH.':NCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING !NFORMAT10NJ 

E 039 Continued From page 7 

annually. The PACE organization must do the 
following: 
(i) Participate in an annual full-scale exercise that
is community.based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required Tull�sca!e community
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(ii) Conduct an additional exercise every 2
years opposite the year the full-scale or functional 
exercise under paragraph (d)(2)(i) of this section 
is conducted that may include, but is not limited to 
the following: 
(A) A second full-scale exerc,se that Is
communityMbaeied or individual, a facility based
functional exercise; or
(B) A mock disaster drill: or
(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scen:ario

1 
and a set of problem ttatamente,

directed messages. or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

'[For LTC Facilities at §4$3.n(d):J 
(2) The [LTC facility] must conduct exercises to
test the emergency plan at least tvice per year,
including unannounced staff drills using the
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emergency procedures. The [LTC facility, 
ICF/IID] must do the following: 
(i) Participate in an annual full-scale exercise that
is community-based; or 
(A) When a community-based exercise is not 
accessible, conduct an annual individual,
facility-based functional exercise.
(8) If the [LTC facility] facility expenences an 
actual natural or man-made emergency that 
requires activation of the emergency plan, the 
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise that
may include, but is not limited 1o the following:
(A) A second full-scale exercise that is
community-based or an individual, facility based
functional exercise; or 
(6) A mock disaster drill; or 
(C) A tabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario.
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.
(iii) Analyze the [L

T

C facility] facility's response to 
and maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise the 
(LTC facility] facility's emergency plan, as needed. 

'(For ICF/IIDs at §483.475(d)]: 
(2) Testing. The ICF/11D must conduct exercises
to test the emergency plan at least 1wice per year.
The ICF/11D must do the following:
(i) Participate in an annual full-scale exercise that
is community-based; or 
(A) When a community-based exercise is not
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accessible, conduct an annual lnd!vlduai, 
facility-based functional exercise: or. 
(8) If the ICF/11O experiences an actual natural or
man�made emergency that requires activation of
the emergency plan, the ICF/11D is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event
(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
communityMbased or an individual, facility�based
functional exercise; or
(8) A mock disaster drill; or 
(C) A tabletop exercise or worl<shop that is led by 
a facilitator and includes a group discussion,
using a narrated, cllnical!y�relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the ICF/11D's response to and
maintaiI1 docu111entatio11 of all drills. tabletop
exercises, and emergency events, and revise the
ICF/11D's emergency plan, as needed.

'[For HHAs at §484.102] 
(u)(2) Testing. The HHA must conduct exercises 
to test the emergency plan at 
least annually. The HHA must do the following; 
(i) Participate in a full-scale exercise that is
community�based; or 

(A) When a community-based exercise is not 
accessible, conduct an annual individual. 
facility-based functional exercise every 2 years; 
or 

(8) If the HHA experiences an actual natural
or man-made emergency that requires activation 
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uf th1::1 emergency plan, the HHA is exempt from 
engaging in its next required full-scale 
community-based or individual, facility based 
functional exercise following the onset of the 
emergency event 
(ii) Conduct an additlonal exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not
limited to the following:

(A) A second fuH�scaie exercise that is
community-based or an individual, facility-based 
functional exercise; or 

(B) A mock disaster drill; or
( C) A tabletop exercise or workshop that is

led by a facilitator and includes a group 
discussion, using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an emergency 
plan, 
(iii) Analyze the HHA's response to and maintain
documentation of all drills. tabletop exercises, and
emergency events, and revise the HHA's
emergency plan

1 
as needed.

'[For OPOs at §486.360] 
(d)(2) Testing. The OPO must conduct exercises 
to test the emergency plan. The OPO must do the 
following: 
(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is 
led by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or 
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m:·m�mac.le t:mt11gt!n(;y theit rt!quires i::IGtivation of 
the emergency plan, the OPO is exempt from 
engaging in its next required testing exercise 
following the onset of the -c1nergency evt:JnL 
(ii) Analyze the OPO's response to and maintain
docl1mentation of all tabletop exercises, and
emergency events, and revise the [RNHCl's and
OPO's] emergency plan, as needed.

'[ RNCHls at §403.748]: 
(d)(2) Testing. The RNI ICI muot conduct 
exercises to test the emergency plan. The RNHCI 
must do the following: 
(i) Conduct a paper-based, tabletop exercise at 
least annually, A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan.
(ii) Analyze the RNHCl's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHCl's
emergency plan, as needed.
This STANDARD is not met as evidenced by:
Based on record review and confirmed by

interview, the Cntical Access Hospital failed to
conduct a full-scale exercise within its annual
cycle for 2023.

Based on review of the facility's Incident 
Command System (ICS) meeting notes, the 
Critical Access Hospital enacted their emergency 
plan Jn March of 2020. Furtherreview of the ICS 
minutes confirmed that the ICS was disbanded in 
2022, On 5/7/2024, the Director of Inpatient 
Nursi11g, who is also in charge of Emergency 
Planning, confirmed that the hospital did not 
particlpate in a full scale exercise in 2023. i 
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C1050 Nu1 sing care plao rnust be developed a·W Each patient \Wth a wound will '>.we impaired skin int�1 it'{ care pla:-is initiated within 8 hours of admission. 

kept for each inpatient. IDT meetings wil! disruss care �ans once a week. 
Al! rn..1rsJng staif wi!f au est that ·:hey nave reviewed the p(.Hicies for c;,re p!annmg and wound management protocol. 

Cl.206 Ensure methods for preventing: and Cleaning; The lab will be swll:c.h:ng product and using a Market lab Clip-Style tourniquet as well as a Mgle use 

controlling the transmission of infections disrosatile rubber band totrniquet. The lab will follow marrufactuer procedure for disinfection. See Policy #S.6010. 
are follo.\red relating to the 

de<lning/disinfecting of re-us;:b!e Disinfection; The labwlH be S½itching product and usiclg a Market. lab Oip-St�e tourniquet as well a:,ntinuhgto US-ea 
�ourn1quets Mter b!ood ls drawn for lat sin€Je L1Se disposable rubber band tourniquet. Trle lab will fof,ow mar.ufactuer procedure. Please see Policy It 5.6010 
testing. 

£039 The facility must conduct exercises to test Meeting with Jon Scott, VHEPC to set dates for training and <liscuss process for compiet'ng dli1s. Meeting wm inch.de 

the emergercy p!a-n annually, Director of Emergency Preparedru:ss/fnpatient Nursing and C!rector of Nursing¥ Emergency Dtpartment. 

Active Shooter Table,:op drill- t,:, indude ;;{! departments at GCH, local EMS and la\V enforcement, !oca! Em'?rgency 

Preparedness coalltion. Orm will be facilitated b'; VHf PC and Director of Emergency Preparedness. 

Mass Casau!ty Community Drill• to Include activating lnddent Command, utilizing al! dtnica! staff, local EMS, local 
Emergency Preparedness co.a fit on. Dril! will be -fadfitated by VHEPC and Director c-f Emergency Preµ3redness and 
Eme:rgency Department 
Tras-1ing and e:rercise plan fur n2-xt 3 years {;Omplcte1.t Traioirg plim will be ba:;cd off HVA scores and appr<Y;ed by 

Emergency Preparedness Committee. 

RESPONSIBLE PAR1Y 
TARGET 

COMPLETI{lN DATE. 

Director of Nursing 6/1/lOl.4 
Dlrector of Nursing 5/21/2024 
Director of Nursing 

7/1/224 

lab Director 

6/1/2024 

lab Director 

€/1/2024 

:;p rnrector 7/9/2024 

EP Director 9,'30/2024 

EP Director 10/31/2024 

EP Director 7/1/2024 
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GRACE COTTAGE FAMILY HEALTH & HOSPITAL POLICY# 5.6010 

PAGE: 1 

SUBJECT/TITLE: Tourniquet Cleaning and Disinfection OF: 1 

EFFECTIVE: 5/20/2024 

DEPARTMENT: LABORATORY 

Purpose: 

Tourniquets are medical devices utilized to halt venous blood blow, facilitating the identific�tion and 
puncturing of veins. 

Types of Tourniquets: 

1. Clip Style Tourniquet:

- Recommended for use on difficult patients due to its ability to achieve greater tightness without

causing discomfort.

Cleaning Procedure: 

-After each use, wipe the product surface area with an alcohol prep pad as per the manufacturer's

instructions.

Disinfection Procedure: 

Disinfect once a week or if visible soiled. 

-Immerse the product in 70-90% ethyl or isopropyl alcohol for a duration of 1 minute.

-Allow the alcohol to evaporate completely and ensure thorough air drying.

2. Rubber Band Tourniquet:

- Designed for single use; dispose of after one use.

This policy ensure the proper usage, cleaning, and disinfection of tourniquets, thereby maintaining hygiene 
standards and ensuring patient safety. 

Reference: Market Lab, Clip Style Tourniquet, https://www.marketlab.com/product/Clip-Style-Tourniquet­
ML53248-RD 
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