AVERMONT 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

March 29, 2018

Ms. Melissa Greason, Administrator
Washington Elms

126 Elm Street

Bennington, VT 05201-2232

Dear Ms. Greason:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
8, 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,

ﬂ%hm%m

Pamela M. Cota, RN
Licensing Chief
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Developmental Disabilities Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100 |[nitial Comments: R100 :

An unannounced on-site re-licensure survey was
conducted in conjunction with'a complaint
invesligation and an entity reported incident on

3/7 and 3/8/18. There were no findings for the
cemplaint investigation ar the entity reported _
incident, however there were findings surrounding .
the re-licensure survey. i

i

R110 V. RESIDENT CARE AND HOME SERVICES . RMO
S5=D . '

5.2 Admission

5.2.b. On admission, the home must also
determine if the resident has any form of advance
directive and explain the resident'sright under
state law to formulate, or not to formulate, an
advance directive. Any change of rale or services
shall be precedad by a thirty (30) day written
notice to the resident and the resident's legal
representative, if any.

This REQUIREMENT is nat mel as evidenced :
by

Based on record review and slaff inlerview, the l
facility fziled lo determine if the resident has any :
form of advanced direclives for 2 of 6 residents,
riesidenis #1 and 4. Findings include:

1.] Resideni #1 was admitted to lhe facility
3/30/16 and during record review an 3/8/18, there
was no evidence of advanced directives or code
status. Per interview with the house manager at

- 10:30 AM, sfpe confirmed that there is no
evidence that advanced directives had been
addressad with ihe rasident and there is no noted
code status.

e
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5.5 General Care

5.5.¢ Each resident's medication, treaiment, and
dietary services shall be consistent with the
physician's orders,

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to insure that for 2 of 6 residents,
Resident #1 and #2, medications and treatmenls
were consistent with the physician's orders.

1.) Resident #1 record review presented lhat
s/he had an order for Lanlus Solostar insulin
injection 46 Units subculaneous every morning.
Per review of the Medication Administralion
Record (MAR} the resident was receiving Levemir
46 Units. Interview with the house manager at
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R110 Continued From page 1 RT10 O ADrmission CopsS
2 Resident #4 was admitted 1o the facilily P e
i : ) T, wlel B &
531/17 from a rehabilitation nursing home with a ATVS /\j
form of discharge instructions that stated the Avncssc> B Y <
resident was a DNR (Do Not Resuscitate), bul Wl el BE
there is no signed physician stalement that the Cors 7 fonm .
resident is DNR and it was only filled in under ) T v Sl&pc 2
code status on the discharge instructions. In the ! Eieopn FLe ey
facility's medical record for Resident #4. one area : BV Py sic t A | VRSV
-indicates that the resident is Full Code and i T
another indicates No Code. Interview with the | nite FFRLLow ~ w2 Wit
house manager at 11:00 AM confirmation was
; ol 2 : ; S Le 5T
made that there is no wiitten statement or signed Ao issiond & e
physician order for No Code. The RN confirmed To ENSvas A foem S
at 11:15 AM that the code slatus was not made '
for the resident at this time. : AliE ) PlA— =,
R123 V. RESIDENT CARE AND HOME SERVICES ~ Ri28 Cove Sravus Fok ALl
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R128 Continued From page 2 R128 l ;’1‘./{’_ nleiaS Ot on &
8:15 AM confirmed that there was no evidence of WWee. 2BZo PlALTZ freAE&CU
the order change. Sihe stated that on 211818 : : :
the pharmacy had seni a copy of a fax that was SN REBIen TS EHtn TS
sent to the physician to indicate that the ‘ Fot. ~Rnal 7O Loviswd .
insurance would nol cover the Lantus any ionger E
and Levemir would be substituted. There was no P]L Lort. 7O p gl v b— ﬂ""“"/“-
communication sent to the facility from the 7 C o —_—
physician that it was all right to change the types ! = == ‘C"\/ /5 &S
of insulin that Resident #1 would take. Per : ] Ez! A TTunS_S
interview with Ihe Registered Nurse (RN} at 830 pMOTIFREZ. M
AM, sfhe confirmed that tha pharmacy had not L AAET AT T &S
senl natification of the response from the : i
" = 4 b Ao oo W] TTAUUTT
physician and the facility had not followed througn ! ot sl FE
with the physician to insure that the change was ’ i A/ /pgh PSS e nS .
approved.
_ +2.) Resident #2 was Iransported to the local | wﬁf—l men Snecons /55;( 7S
hospital on 2/10/18 and was admitted to the : e s
intensive care unit and placed on a ventilator, 'W”“ST gﬁ' e e 2
after an unresponsive episade that occurred at _ 5%,1 S Al s S TR Al
the facility. The reason for hig unrespansive !
episoce was secondary to having an increase of (A M Tl ens o
Tramadol dosing by the physician after continued ;
compiaints of leg pain. Per hospilal reports he ' /Q /1S5 TD Ee T Frmio

had z build up of the Tramadoi and histher

. < = 2 2 S
kidneys could not tolerate the medication. Upon o= & £ a2 wnd

his return to the facility his/her orders included lo P DPlS coni Ty nayy, >,
be weighed daily 2nd nolily Ihe physician of 2 :
weight gain of more than two pounds in one day j/M.Z;'D\ PETE LA TS STHE~
07 mare than five pounds in a week. Per review i =
; of the medical record on 3/8/16, the weights were MHEE 7}"/.(’_‘ O sy ]
i done for five days and then discontinued by the JProciz s g/_ APt g 2,20/5
facility staff. Resident #2 went to the physician on

371118 and relurned with arders to continue the
same lrealments and no changes in medications. i

There was ne order to discontinue ihe weightis. :

Confirmation was made by the house manager at b»/

10:45 AM that there was no order to stop the m 7 % rE

weights, s/he further stated that sthe had just ‘

2ssumed the weights were tc be disconlinued ; .’ .5' 77 /9
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5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the foliowing conditions:

(3) The registered nurse must accept
responsibility for the proper administration of
medications, and is responsible for:

.. Teaching designated staff proper techniques
for medication administration and providing
appropriate information abeut the resident's
condition, relevant medicalions, and potential
side effects;

i Establishing a process for routine
communication with designated staff about the
resident’s condition and the effect of medications,
as well as changes in medicalions:

iii. Assessing the residant's condition and lhe
need for 2ny changes in medications: and
Monitoring and evaluating the designaled staff
performance in carrying out the nurse's
instructions.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility Registered Nurse, failed to monitor and
evaluate lhe designated siaff performance in
carrying cut the nurse’s instructions. Findings
inciude:

On 317718 al 4:15 PM, medication policies weare
reviewed with the Registered Nurse (RN} and

4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
ISRF_FI)( {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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BEFICIENCY)
R128 Continued From page 3 R128 )
because of the five day notification. [ 7ot Cp? T 1O A
' | Peesds T Sraf
Ri85 V. RESIDENT CARE AND HOME SERVICES R165 ’
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R165 Continued From page 4. R165

during the racord review, there was no evidence
of evaluation and monitoring of medication
delegated staff performance in carrying out the
nurse’s instruclions. The RN confirmed at this
time, during an interview, that s/he will ohserye
the staff from lime to time but there is no
documentation to support this.

R168
55=D

V. RESIDENT CARE AND HOME SERVICES R168

5.10 Medication Management

5.10.d if a resident requires medication
administration, unlicensed staff may administer
medicaticns under the foilowing conditions:

(6) Insulin. Staff other than a nurse may
administer insulin injections only when:

i. The diabetic resident's condition and
medicalion regimen is considered stable by the
registered nurse who is responsible_for
delegating the administration: and 2 I

ii. The designated staff lo administer insusin 1o
the resident have received addilional {raining in
the administration of insufin, including return
demonstration, and the regisiered nurse has !
¢eemed them compelent and decumented that 5
assessment; and

iit. The registered nurse monitors the resident’s
condition regularly and is available when changes
in condition ar medicatien might occur.

This REQUIREMENT is not mat as evidenced
0y.
Based on siaff inlerview and record review, the

Division of Licensina and Proteclion
STATE FORM e SGVR
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R168 Continved From page 5 R168 D/ ME?’?C TE& AAClt7 o b
facilily faited lo assure that the designated staff At IS e or .a\/ Ao ) /J__
that administers insulin has received additional
training in insulin administration and shown a L ETATY tind LOr P LET B
return demonstration, and the registered nurse ’ Diai nt Fi
has deemed them competent and documented I VI
that assessment. Findings include: MED L a7 o/ DEt.elast) c,,\J

. { 7o &=,
After reviewing the records surrounding l i
medication delegates and insulin administration i . ﬁ:\l
: ; . i ¥ Zana_ TE twlis]
- Inere was no evidence that staff received specific ig ~~ PO te
fraining for ipsulm adminfstrathn training or TESYT S o Pt o G ) A é
cocumentation of return administration.
During interview with the Registered Nurse (RN) |—DLA~6@“ T —~ A =
an 3/7/18 at 4:15 PM, s/he staled that sfhe OO, =
doesn't keep documentation about return l = WD Aom il g T e
demonstrations of administering insulin and sthe M SLeean] AFTE__ e IJ
doesn't keep a record of specific insulin training J
provided to medication delegated staff. S/he also - Pomond STAATY ayla—
said lhat she observes the stafl from time to time, | i >
no Loy Do
but doesn't document this. E ! =T
_ el Lo o)

2185V RESIDENT CAREAND HOME SERVICES ~ Riss | % . e s

gEA C OB SEN AT e < WL e
5.12.b.(2) '}NCLUQ Ao o\ﬂ_,_ﬂb_\]
Arecord for each resident which includes: rol”‘ I NS A Aopt lwvis MTT_(.AJ
resident's name; emargency notification
numbers; name, address and teleghone number EFFELN L= [napr Tol g
of any legal representative or, if there is none, the |
next of kin; physician’s name, address and
telephone number, instructions in case of 7, 4/
resident's death; the resident's assessment(s); ﬂ/[ 22 é”l )
progress notes regarding any accident or incident /P
and subsequent follow-up; list of allergies; a 3_. 2
signed admission agreemenl; a recent
photograph of the resident, unless the resident
objects, 3 copy of the resident's advance
directives, if any completed; and & copy of lhe |

Cnasion of Licensing 2nd Prolection
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R188 Centinued From page B, R188
document|giving legal authority to another, if any.
This REQUIREMENT is not met as evidenced J
by: ; ’ PHO T2 Grreply a8 PES 1opw T
Based on staff interview and record review, 1 of 6 : .
residents, Resident #3 did not have a recent 7o Bz O Pl Tz A5
photograph of the resident in the medical record. ; e | ;
Findings include: l Time o peonals S rond.
i ) €5 /G- HATD 6 rot—p
Resident #3 was admitted to {he facility 12/27/17 !M = r a4
and review of medicai record presents that the OF EcSipon— ﬁ‘l?’w&fw
resident d 1ES not have a pholograph and there s
no documentation of resident refusai to have COM’) L= 7D 5/?’/ /D
picture taken. Condirmation made on 3/7/18 at ;,—-g"pa)
11.30 AM by the Registered Nurse. ’ /MM,H? 2
f - 20
R247 v, NUTP.I[I'EON AND FOOD SERVICES R247
SS=F 3
i i
7.2 Food slbfety and Sanitation f .
7.2.b All perishable food and drink shall be :
labeled, daled and held at proper temperatures: T
(1) Ators below 40 degrees Fahrenheit (2) Ator _ SWPF; IS Trw e
above 140 degrees Fahrenheit when served or ! PW Brm b s, =
heated prigf:to service. i 206
; ;DMA'/C’S AtTEV 7m
This REQUIREMENT is not mel as evidenced !
by: [ - LAtz AT
Based on o setvalion and staff interview, the Waren s ,p
faciiity faiteé;to hold food and drink at proper TTAZLES Dvtinb—  Aane
temperaturés. Findings include: :
P ; g M2 paes ow "*7/
ALT7:00 AM.‘per observation, the breakfast tables ! /J 5
were set and there were no residents present. C‘,OMJ !? teTo=> ’3 q
There were were glasses of poured orange juice,
water and cranberry juice. The direct care giver
| J £ ] s re oo/
Division of Licensing and Pro ector T k - -y
i SGVRIE i continuauon sreet 7 af 1>
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R247 i h

R247 Continued From page 7

on duty, stated that breakfag| staris at 8 AM ancd

the residents don't come 1o the tables until then,

The Registered Nurse (RN) confirmed at 7:55 am

that breakfast is at 8:00 AM and the poured ]

drinks were not Supposed to be out until residents i

were at the table and breakfast was served. Sthe i
. further staled that the drinks get warm.if they are !
" dutthat long and the issue had teen addressed [

with the staff before. !

R253 VII. NUTRITION AND FOOD SERVICES R253 ;

§58=D
7.3 Food Slerage and Eguipment ! EM S AT Syreerl-
7.3.c Al food service equipmenl shall be kent 1 y S = 7O
clean and maintained according to /S 53/ SLE
manufacturer's guidefines | Cp—ret e Al o tesgai >
This REQUIREMENT is not met as evidenced . I By sy VG N B

by:
Based on observation and staff interview, the 1

OF ShtEg— 72 ens S
facility failed to keep all food service equipment

Clean. Findings include: A e R Cee=A-—nS .

During the tour of the kitchen on 3/7/18 at 7:55 ; 57141’:’.41 7Dty

AM it was observad thal the microwave in the mic WA T Ereit

kitchen was dirty and it was greasy to touch.

There was spilled food on a plate inside. The St oo A ey
caregiver that was Preparing to serve breakfast at i —

‘ this time stated that sthe had not used the ’ HMse 1= I

‘ microwave at ail this moming. Sihe further state : 5F¢ HeD s o=

i that sthe had come on duty ai 7 A\ and hadn'|

used the microwzve and confirmed that it was

R299 VIL NUTRITION AND FOOD SERVICES R259 o Y24 7}’3"‘,2»/
S5=F
i w Wi 4
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258 Continued From page 8

7.3 Food Storage and Equipment

7.3.i Poisonolis compounds {such as cleaning
producis and insecticides) shall be labeled for
easy identification and shzll not he stored in the
tood storage area unless they are stored in a
separate, locked compartment within the food
storage area.

This REQUIREMENT is not-met as evidenced
by : )

Based on observation and siaff interview, the
facility failed to secure cleaning products, stored
in the food storage area. in a locked
comgartment. Findings include:

During the lour of the Kitchen at 7:55 AM an
3/7/18, it was observed that there was a botlle of

" Liquid Plumber, Cascade dishwasher liquid and
Comet cleansing powder under the kitchen sink,
which was unlocked. There were two (2)
residents that were eating at the kitchen table and
per the care giver, the kitchen is accessiole to all
the residents. Breakfast was being prepared at
the time of discovery and after confirmation at
this time, the Registered Nurse staled that the
chemicals are ta be stored in the locked closet
that is located in the kilchen.

R266 |X. PHYSICAL PLANT

9.7 Environment

9.7.a The home must provide and maintain a
safe, funclional, sanitary, homelike and
comfortable environment,

R259
|

SR IS TRt e

{ Ol opprt W— Chpm 1A S
TO InNOLo e &

DI Slpias JEre SO+42
To Bo Lockew

i) DEZ)ErtTET D
Acose—T . MDD A lertS
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2§ nekl
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This REQUIREMENT is not met as evidenced
by: g

Based on abservation and staff interview, the
facility failed to maintain = safe and sanitary
environment, Findings include-

On 3/7/18 during a tour of the facility: Room 5
presented with a fan with dirty blades and
housing that was set up facing the chair where
the resident sits, Per the registered nurse { RN),
the resident uses the fan to keep cool. Sthe
further canfirmed that all the fans in the house
need to be cleaned becayse they are diry. A
large amount of thick dust build up on the ceiling
fan that overhangs the staircase, per the house
manager and the RN, the fan is never turned on,
but confirmad that the dust builg up was very
thick and not healthy for residents that have
respiratory issues.
The front siair case has a lngse railing thal is at
the top of the stairs that leads from first tg second
floor, he house manager confirmed that the top

' staircase post was also loose.
The linen storage area was disarrayed and there
were 2 oillowcases on the floor. Per house
manager, itis a daily batlle to keep the closel
straightened aut, becayse residents will ga in and
helo themselves to linen, but confirmed that the
linen shauld not be on the floor and could not
posilively guarantee thatl lhe piliowcases wouldn't
be used by someone and they shouldn't be on the
floor, :
A smal] refrigerator on the second floar that is
used for the residents anc by the residents had
37 open package of hoy dog rolis that had an
expiration dale of 9/6/4 7 and had a resident's
name on it. Per house manager, the residents
take care of that refrigerator and there 1Sn’t any
oversight by staff. She also said that il is used by
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9.11 Disaster and Emergency Preparedness
¥
9.11.c Each home shall have in.effect, and
available to staff and residents, written copies of
a plan for the proteclion of all parsons in the
event of fire and for the evacuation of the building
when necessary. All staff shall be instrucled
pericdically and kept informed of their duties |
under the plan. Fire drills shall be conducted on i
at least a quarterly basis and shall rotate times of
day among morning, aflernoon, evening, and
night. The dale and time of each drill and the
names of participating staff members shail be
documented.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and recorg review, the
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' .  STArn /5}7‘7;&)
several residents and confirmed that it should be
cleaned ppriqdica[t_y. ) C ERn1> L QTE/ZL/\_
The hack stairs going from second to third floor
had dirt and were very dusly, some residents use D S MEE oo
this staircase. Y oV DuUs7 /pin >—
Room 11 had peeling wallpaper and ceiling i /
plaster that had falien on the television and chair !
- by the resident's bed. The RN and house } Koort /1
manager staled lhal the resident peels the i | g T——
wallpaper off; but cenfirmed that there were 'ﬂw T STHATERS [T
several areas between the ceiling and top of the R AT S
wall that was peeling and the ceiling plaster ; :
should not be talling. . fPAE PEELEY e i
Condirmation of these findings were-made by the :
house manager and the RN at 9:30 AM. g RE P E*-Z‘M' 2 CE G
PLADS IS DDA
R302 [X. PHYSICAL PLANT R302 /D /r'
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facility failed to conduct fire drills at least quartery
and rotate the times to include morning,
afternocon, evening and night. Findings include:

Review of the fire drill log record on 3/7/18, the
fire drifls for the last 12 months were conducted
once in January 2017, to include the night shift
and day shilt, twice in March 2017 to include days
and-afterncon, twice in July 2017 to include
afternoon and nights and then no fire drills were
held again untit February 2018 which included the-
afternoon and night shift. There were no fire drills
conducted on the evening shift. Interview with the
Nouse manager at 11:10 AM, s/he stated that
slhe thought that the the evening shift, which s/he
stated was from 3:00 PM to 11:00 BM v/ould
count for evénings. Afler reviewing the Vermonl
State Fire Regulaiions for Residentiai care and
Assisted Living facilities with the Registerad
Murse (RN) and the house manager, sfhe
confirmed that the fire drills were nct done
quarterly. After reviewing the regulation with the
house manager and the RN regarding the rotation
of times, the house manager confirmad that there
WEre No evening fire drills.

XI. RESIDENT FUNDS AND PROPERTY R322

11.9 Na licensee, staff or ather employee of the
fome may salicil, offer or receive 3 gift. including
money or graiuities, from a resident. Nominal
gifts, such as candy or flowers that can be
enjayed by all staff. are permissible.

This REQUIREMENT s not mat as evi
by

Based on observalion and staff interview, the
facility failed to assure that empioyees da not
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receive money from a resident. Findings include;

On 3/7/118 at 7:55 AM a resident told a care giver
a Happy Birthday and tock $5 00 from his/her
wallet and gave it to the empfoyee. The
employee told the resident that s/he didn't need
anything and couldn't take it and the resident
insisted that s/he take it and sihe told him Thank
You and put the money in his/her coat pocket.
On 3/8/18 confirmation was made by the

caregiver and {he re
AN, the care giver

gistered nurse (RN) at 11:55
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had not returned (he money to

the resident. Per the RN the resident Is always
© giving money to the staff for different reasons and

that per the owner, the money should be kept in
- an envelope with the resident's name on itand
" kept for him.

s/he gets upset if it isn't accepted. The RN stated |
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