/\‘?’\ : 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

May 22, 2023

Ms. Juanita Salmon, Manager
Washington EIms

126 Elm Street

Bennington, VT 05201-2232

Dear Ms. Salmon:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March 10,
2023. 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,

Mﬁmm

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: R100

On 311123 the Division of Licensing and
Protection conducted on unannounced on-site _
reficensure survey and investicafion of one l
complaint, with interviews related o the survey i
compieted on 3/10/23. There were no regutatory
deficiencies identified related to the complaint

invastigation. The foliowing regulatory
deficiencies were identified relzted to the

reficensure survey:

R145 V. RESIDENT CARE AND HOME SERVICES R145
S&=E

5.9.c(2)

: Cversee developrnent of a written plan of care 7or |
- gach resident that is besed on abilifies and needs
* as identified in the resident assessmeni. A plan

{ of care must describe the care and services |
a necessary 1o assist the resident to maintain

[ irdependence and well-being;

| This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
Registered Nurse (RN) failed to develop a written
care plan with measurable goals and specific
interventions to describe the necessary care and
services to address each of the resident's
identified needs. This practice affected £ out of 5
residents in the applicable sample. Findings

! include:

1. Per record review Resident #1 was admitted
on 3/3/2017 with dfagnoseas which include
Hypertansicn, Neuralgia, Maligrani neoplasm of
. the prostzate and Anxiety. The plan of care failed . o~
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to include inferventions related {o on-going
monitering and measurable goais of each
diagnosis.

2. Perrecord review Resident #2 was admitted
an 5/31/2017 with diagnoses which include
Insomnia, COPD, Arthritis and TBI. The plan of

care faited to include interventions related to
an-going monitoring and measurabie goals of

¢ each diagnosis,

i 3. Per record ravisw Resident #3 was admiited

o2 511201 with diagnoses which include
hypertension, depression, hvpercholesterolemia,
depression, atrial fibrillation. The plan of care
failed ta include interventions related 1o en-going
monitoring and measurable goals of each

. diagnosis.

4. Perrzcord review Resident #4 wes admitied

on 4/204/22 with diagncses which include Anxiely,
Depression, Diabetes and Hypertension. The
plan of care failed to include interventions related
te on-going monitering 2nd mezsurable goals of
each diagnosis.

Per interview with RN on 3/1/23 at 3:00 PM the

nurse corfirmed Fesidents # 4, 2, 3 and 4 plans
of care did nat identlfy specific residents needs,
ongoing monitoring 2nd measurabie goals.

V. RESIDENT CARE AND HOME SERVICES

59.¢ (M)

Assure that symptoms or signs of iliness or
accident are recorded al the tme of ascurrence,
along with action taken;

- R145

R150

! RN
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This REQUIREMENT s not met as evidenced
by:

Based on staff interview and record review, there
was a failure of the RCH nurse to document
assessments and follow up care for residents
whc were demanstrating changes in their heafth
status or had an acdident resulling in injury.
Findings inciude:

. 1. Per record review Residen: #1 and Resident

#2 testad positive for Covid an $/28/22. The
residents’ records did not include documentation
of provider notifcation, symptoms monitoring, and
fallow-up care provided related to Covid infection.

On 2123 at 3:00 PVl the Registered Nurse (RN)
Managear confirmed notfication of the providers
via phone czll, staif monfioring of symptoms, and
follow care ocourrsd, however was not
documenizd in Resident #1 and Resident #2's
recards.

2. Perrecord review Resident #4 an 2r14/2023
sustainad a fall while out of the facility, the
resident recelved emergency depariment care,
s/he was diagnosed with a right ankle sprain
requiring the use of device. A nurse's nofe was
wriften on the day the injury was sustainsd;
however, further documentation inciuding care
related to use of a device to promote healing and
prevent further injury, and follow up orthopedic
cere werg not documented in Resident #4's
record.

On 3/1/23 at 12:00 PM the RN Nurse Manager

H . . "
coniirmed the resident continues to wear a device

and follow-up care from orthopedics to monitor
heaiing. The RN acknowledge the record does
nol demonstrate follow up progress notes
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5.10.g Homes must establish procedurss for
documentation sufficient to indicate to the
physician, registered nurse, certiiied manager tr
representatives of the licensing agency that the
medication regirmen as crderaed is appropriate
and effective. At a minimum, this shall include:

{1) Documentation that rmadications weare
administered as ordered;

(2) Al instances of refusal of medications,
including the reason why and the actions taken by
the home;

{3) All PRN medications administered, including
the date, time, reason for giving the medication,
and the effect;

(4) Acurrent list of who is administering

¢ medicetions to residents, including staff to whom
a nurse has delegsied administration; and
t {5) Forresidents recelving psychoactive

medications, a record of monitoring for side
effacis.
{(6) Allincidents of medication errors.

This REQUIREMENT is not met as evidenced
by:

Basad on observation, record review, and staff
interview there was a failure to administer
medication for twe applicable residents as
ordared. Findings include:

i 1. Perrecord review Resident #8 is prescribed
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Omeprazole 20 mg to be given once daily 30
minutes befcre breakfast. Per obsenvation of a

i med pass for Resident #6 commencing at 8105

A on 3/1/23 the Manger acdministered -
Omeprazole 26 mg to Resident #6 after s/he zte
breakfast, The Manager confirmed Resident #8's
Orneprazole was not administered as ordered
during the med pass commencing at 8:05 Abt on

[ 3123,

2. Perrecord review Resident # 4, has an order
for Victozs 18 mg/3 mi Inject 1.8 mg
subcutaneously daily; and an order for Trulicity

i

}

: 1.5 mg/0.5 mi Inject 1.5 mg subcutaneously, Give
| 3 injections for total dose of 4.5 mg once a week
| on Saturdays. In review of the resident record on
| 2/118/23 2 progress note was writien stating
"...Resident has not had Vicioza since 2712123,
Rasident has also bzen without Truiicity since
2/14/23." Despite documentation of the
medicalions being out of stock, Victora was
documented as given for the indicated dates of
2114123, 2115/223, 2116/23, 2/17i23, and 2/18/23
and Trulicity 2s given on 2/18/23 in the
Mecication Administration Record (MAR).

On 31723 At 2:40 PM on 3/1/23 the Manager
confimed Resident # 4 was not given the
prescribed doses of Victoza on 2/14/23 through
2/18/23 and Truiicity on 2/18/23. Sihe stated "
made several attempts to order the medication,
the pharmacy stated they did not have the
medicalion in stack, a call to the provider was
made or 2/18/23 and the medication(s} weré
delivered by ihe pharmacy later thet day.” The
Manager also confirmed Residant #4's provider
was not notffied of missed doses of Victoza and
Trulicity unéil 2/18/23, and the documentation of
alministration of these medications in the MAR

i
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R172 V. RESIDENT CARE AND MOME SERVICES R172
SS=E

3.10 Medication Management i

5,10.h All medicines and chemicals used in the
home must be labeled in accordance with I

currently accepted professional standards of
practice. Medication shall be used onty for the

resicent idertifiad on the pharmacy labal.

This REGQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
hame failed {0 ensure that all medicines used in
th2 home were labeled in accordance with
currently accepted professional standards of
praciice. Findirgs include: ‘ 1’

Per observation of the medication storage cart an
3H23 at 9:00 AM, four rectangular pencil boxas
were observed in the top drawer, each box was
individually labeled by name of Residents #4, #8&, i
#9, #10 . The boxes contained insulin pens
prescribed for the indicated resigent on pengil
box. The insulin pens were found unlabeled with
the resident's name and/or the date of initial use.
Individual insulin pens are iaheled with the date
they are first "opened" to ensure they are
discardad within 2 set period of time after they
ara removed from the refrigeraior for use.
According to the American Dizbetas Association
website disposable insulin peng are discarded
after the cartridges is empty or the pen has been in
use for 28-32 days depending or the type of
insulin, Atotal of 9 unlabeled pens were
observed in the boxes belonging to Residents #4.
#8, #9, and #10.
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On 3/1/23 at 9:10 AM the Program Manager
confirmed the insulin pens were not tabled and
ware not dated with initlal use.
F173| V. RESIDENT CARE AND HOIE SERVICES R173
38=F
[ - £.10 Medication Management
5.10.h.

| (1} Resident medications that the home
manages must be stored in locked compartments
under proper tempetature controls, Only
authorizes personnel shall have accass to the
keys

¢ This REQUIREMENT is not met as evidenced
by:

Based on observation and siaff interview there

i was a faiiure to ensure ail medicalions managed
by the home are stored in locked compartments.
Findings include:

During ihe course cf the relicensure sunvey the
fcliowing medications were observed to be
unsecured and not stored in locked
companmants:

1. AL 8:30 AM on 3/1/23 the Manager confirmed
injectable diabeies medications for Residents #4,
#7, #8, #8, and #10 were stored in the unlocked
refrigerator in the laundry room adjacent to the
kitchen, The laundry room does not have a door,
and kitchen coorways remain open io allow
resident’s access to the Xitchen and laundry
room. Residenis were observed entering the
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R173| Continued From page 7 R173
kitchen and laundry room throughout the coursa
of the facifity tour commencing at 8:05 AM an

- cbservad and confirmed by the facility Owner to

Crcomsy

! Mupiracin Qintment; 2 boxes of Glucose
i Monitoring Sensors; and a box of Unifine Safe

| ¥ In Resident #12's single occupancy room: Alka
. Seitzer Chews, Saiine Nasal Spray, a ganeric

| * In Room #1 shared by four resicents;

317238,

2. During a tour of the resident rooms on the
second and third floor of the heme commencing
gt 11:15 AM the following medicaifons were

be stored, unsecured, and accessibie in resident

Chlerhexadine Skin Cleaner Selution in a section
of a shared living space inhabited by Resident #2;
and in the bathroom in this shared iiving space
Eetasept 4% Surgical Scrub belonging to
Resident#2. In a section of the room inhabited i
by Resident #4 an open square plastic comtainer |
contained Nystep 160,000 urit/gram powder, 2
botttes of Saline Nasal Spray, 2 botlles of
Miconazaoie Nitrata 2% Antifungal Spray,

Control Pen Needles for diabetic pen injections
belonging o Resident #4. !

Oral Paln Relief Gel and Oragel,  bottle of
Simethicone 125 myg gas relief tablets, Relieva
Refresh Eye Drops, and Salire Eye Drops.

* In room #8 inhabited by two residents Hydrogen
Paroxide Oral Rinse wzs observed.
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R174; Continued From page 8 R174
F-:W4[ V. RESIDENT CARE AND HOME SERVICES R174
88=F ‘
i |
{ 5.10 Medication Management

| 5,104 (2)

Medieations requiring refrigeration shall be stored !
in a separaie, locked container impervious ta |
water and air if kept in the same refrigerator usad
for stcrage of food.

| This REQUIREMENT is not met as evidencad
hy:

Based on abservation and staff interview there
was & failure to ensure refrigerates medications
belonging to 5 applicable residents (Residents
#4, #7, #8, #9, and #10) keptin the same
refrigerator as food are stored in a separate,
locked cantainer impervious to water and air.
Findings includa:

During the tour of the facility laundry room
commencing at 8:32 AM on 3/1/23 injectable
diabetes medications belonging ¢ Resident's #4,
#7,#8,#9, and #10 were observed to be stored in
tha doar of the untocked refrigerator in the
laurdry room to include:

- 1. Medications belonging to Resident #4:

* On the top shelf of the refrigerator door 3 boxes
each containing 4 single dose Trulicity pens, and

a box conteining a single use Emgality pen stored
directly against an opened expired jar of chopped
garlic were stored without a lacked container ang |
without protection from air and water. f

* A box cantaining & Victoza multi-dose pen was
stored uader a box of single serving yogurt
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Continued From page S

containers on the middle shel of the fridge door .

* A box containing 1 Humalog multi-dese pen
and a box containing 3 Basaglar muiti-dese Kwik
Pans werz stored in an unlocked metal box on
the botiom shelf of the fridge door.

2. Abox containing Trulicity single dose pens
belonging to Resident #7 was storad on the
middie shelf of the fridgs door

3. Opened boxes containing 2 Novolog Flex Pens
and 1 Basagfar Kwik Pen belonging to Resident
#8 were stored in an unlockes metal box on the
bottom sheif of the fridge door.

4. Opened boxss containing 3 Basaglar Kwik
Pens and 1 Novolog Flex Pen Resident #8 were

: stored in an unlocked metal box on the bottom

sheif of the fridge doar.
5. Madications beionging to Resideni #10:

* Cn the top shelf of the refrigerato- door a box
contgining 4 single dose Truficity pens was stored
directly against a containar of sour cream.

= An unopenad hox containing 5 Basaglar Kwik
Pens; en opensd box coniaining 1 Basagiar Kwik
Fen, and an opened box containing 3 Novolog
Flex Pens were stored in an uniocked metal box
on the bottom shelf of the fridge door.

At 8:50 AM en 3/1/23 the Manager confirmed
refrigerated injectatle diabetes raedications
belonging to Residents #4, #7, #8, #9, and #10
ware impraperly stared in the door of the
uniocked refrigerator i the faundry room.
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5.10 Medication Management
5.10.h (4)

Medications left afier the death or discharge of a
resident, or outdated medicaticns, shall be

promptly disposed of in accordance with the
home's policy and applicable standards of
praciics.

' This REQUIRENMENT is not met as evidenced

by

Based on coservation anc staff interview there
was & failure 0 ensure the prompt disposal of
autdated medications balonging to all facility
residents. Findings include:

During the course of the facility tour commencing
at 8:05 AM approximately 200 madication cards
were obszrved through the lockad glass doors of
& cebinet in the nursing office/medication room of
the home. The madications spanned zcross two
shelves located in the cabinet. A sample of 81

| cards stored in two bins were retrieved from the

mere accessibie lower shelf of the cahinet and
reviewed. Cf the cards reviswed 20 out of 81
cards contained & 7l unopensd 28 day cycle of
medicaions and many of the remaining 61 cards
were mostly full, raising concerns regarding
ptanned timing of the changeover from one
pharmacy to another, and potentiz! for duplicate

| billing for medications.

At 945 Al on 3/1/23 the Manager confirmed
approximately 200 medications cards belonging
to all acility residents were no longer in use and
had been stored for approximately 2 months
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since the Tacility switched from one pharmacy to
another in the beginning of January 2023. The
Manger stated stated a call was placed to the

| previous pharmacy o request pick up of the
* macications when their contract ended, follow up

cails ware not made fo the pharmacy when the
medications were not picked up, and further
aftempts to remove or waste the medications had
not been made by facility staff,

V. RESIDENT CARE AND HOME SERVICES

5.11 Staff Services

5.11.f There shall be at least one (1) staif
member an duty and in charge at alf imes. In
homes with mere than fifteen (158) residents,

i there shall be at least one {1) responsible staf
| member on duty and awake at zll times. There

shall 5e a record of the staff on duty, inctuding

i names, titles, dates and hours on duty.

This REQUIREMENT is not met as evidenced
by

Based on record review and staffinterview there
was a failure to maintain a record of the staff on
duty including the names, titles, daies and hours
on duty.

At 10:08 AM on 3/1/22 the Manager stated a
recard of the staff schedule for December of
2021 was not available far review: and confirmed
"we have never kept schedules, | didn't know we
had tq, the schedules are discarded after each
manth.”

R176

R183
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7.2 Food Safety and Sanitation

7.2.2 Each home must procure food from
sources that comply with all laws relating to food
end food labeling. Food must he safe for human
consumption, free of spoilage, filth or other
contamination. All milk products served and used
in food preparation must be pasteurized., Cans
with dents, swelling or leaks shall be rejected and
kept separate unili returnad to the supplier.

This REQUIREMENT is not mel as evidenced
by:
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R190| Continued From page 12 Rig0
R’IBU‘ V. RESIDENT CARE AND HOME SERVICES R180
SS=E.
5.12.b.(4} )
i
The resulis of the criminal recerd and adult abuse ;
registry checks far all staff.
This REQUIREMENT s not met as evidenced
by i
Based on record review and staff interview there :
was a failure 1o provide the resulis of criminal
i record and adult abuse registry checks for 2
- applicable staff. Firdings include: :
: Based on record review and confirmed by the ‘
- Manager, the results of criminal recerd and acult
abuse background checks were not evailable for :
- review for Staff #1's date of hire in September of ;
2001; and criminal recard and aduit abuse
background checks were not conducted when
Staff #2 was rehired in April of 2022.
R246] VII. NUTRITION AND FOOD SERVICES R246
35=F
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i Based on cbservation and staff interview there
was a failure to ensure food free of spoilage.
Findings include:

During the facilty tour commencing at 8:05 AM

on 3/1/23 expired fcod iterns including a container
of chopped garlic with an expiration date of
4/21/2% labeled as opened on 5/7/19: 2 botle of
vegeladie juice labkeled as opensd on 1/13/23; : ;
and an opened jar of apple jelly dated 9/5/22 {

were obsarved in the refrigerators and confirmed
by the Manager.

R247) VI, NUTRITION AND FOOD SERVICES R247
85=F

7.2.b All perishable food and drink shalt be
fabeled, dated and held at proper temperatures:
(1) Atornelow 40 degrees Fahrerheis. {2) Ator
above 140 degrees Fahranheit when served or
haated arior to servics.

|
|
|
7.2 Food Safety and Sanitation I
i
E

This REQUIREMENT iz not met as evidznced
by:

Based on observation and racord review there
was a failure to enswre 2l] perishable food items
are labeled and dated. Findings incluge:

During the facility tour commencing at 8:05 AM
on 3/1/23 the following perishabla food items
were observed:

. In the laundry room refrigerator:

* Undated opened containers of milk, grape juice,
cranberry lemonade, relish and pickles.

* Lindated items without the identifying labels znd
dates including a crock pot of pulled pork: and

@j’;f/jﬂj YGEYsSNM If contimiation sheat 14 of 15
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Continued From page 14
pitchers of tea, waler, and orange juice without
identifying labels and dates.

2. In the kitchen fridgs:
* Undated opened cream cheese; lemon juice

! ketchup; 4 satad dressings; whipped cream;

dipping chocolate; a take out box with a half
eaten sandwich; maoldy pie crusts; shreddesd
cheese; and condiments including
Worcesigrshire sauce, soy sauce, mango sauce,
and BBQ sauce.

* Undated #tems without identiying iabels and

i dates inciuding a sray of singie servings of gelatin;

& bowl of natmeai; a tub of cooked pasta; a block
of cheese in plastic wrap; & Ziplsc bag of
spaghetti; glass containers of tuna, dip, anc
haked beans; 7 single serving cups of milk and 4
cup of cofiee coverad with plastic wrap.

3. In the kitchen freezar;

* Undated opened hot pockets in an unsealed
box; 2 bags of pancakes with ice crystals forming
inside the bags; an unsealed bag of pizza ralis; a
bag of chicken patties; a bucket of vanilla ice
cream; and a bag of hamburger patties.

At 9:33 AM on 3/1/23 the Manager confirmed the
failure to ensure ail perishable itemns are Izbeled
and datad.

X, PHYSICAL PLANT

9.1 Environment

9.1.a The home must provide and maintain a
safe, functional, sanitary, homelike and
comfortabla envirornment.

R247

R266
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{
1 This REQUIREMENT is not met as evidenced
| by:
Basad on ¢bservaiion and staff interview thera

was a failure to provide care In a safe, funclional,
sanitary, hormnelike and camfortable environment.
Findings include:

The following environmenial issues were
observed during tours conducted by the Managsr
and Qwmner cf the facility:

1. The facility elevatar was observed fo be locked
and only accessible ta residents upon request
Buring the teur of the resident rooms
commencing at 11:15 AM the Owner canfirmed
facility staff lock the elevator and residents are
not nermitted to use the slevatar af will. The
fzcility is home to several residents who ara
unable to use the stairs due o use of a walker or
i wheslchair. Residenis are required to ring a bell

; to request use of the elevator to rave!l between

i their rooms located on the second and third floors
; and the first flcor ofthe hame.

} 2. At 8:056 AM on 3/1/23 the Manager canfirmed
' axygen tanks were stored in the kiichen in close
! prosimity to the gas stove and oven. Oxygen
tanks were also storad in resident rooms without
. appropriate cautionary signs in Resident #8's
room, and in the room shared by Residents #6
and #11 during the four of resident rooms
commencing at 1115 Al on 3/1/23.

3, The door o the bathroom beside the front
entrance of the home had a hole in it and was
splintering. The sink in the bathroom was not
firmly attached to the wall, the hathroom was in
reed of cleaning, and the floor was in need of

repair.
% /4 "%?5 YEYS IF continustion sheet 18 of 18
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4. Hazardous cleaning products were abserved
stored in unfockad cabinets including Windex
spray, dish soaps, dishwasher ge! stored under
the kitchen sink in an unlocksd cabinet; and
bleach, disinfectant sprays, Fantastic cleaning
spray, and Febreeze odor removing spray siored
in an untocked cabinet in the faundry rocm.

Spray bottles with rubbing alcohol, which the
Quwmner stated were sprayed around the resident's
beds to control a recent bed bug infestation, wera
observad in Room #1 shared by 4 residents and
Room #6 shared by 3 residents. Comet
disinfesting powder and & spray bottle cantaining
bleach were observed in Resident #8's private
bathroom; and WD40 lunricating spray, caulking,
and lighter fluid weare observed in his/her room.
Lysol Spray in Rocm #9 shared by 2 residenis:
and disinfecting wines were in Resident #12's
roofn were zlso observed. The home caras for
residents with debilitating medical and
psychoiogical canditions with varying ability to

| safely manage access to cleaning supplies.

The Owner confirmed hazardous chemicals and

cleaning producis were accessible to residents
during the tour of the residence on 3/1/23.

5. Mald and miidew were abserved in the shower
ard a window In room #6 shared by three
residents which was confirmed by the Owner
during the tour of resident's rooms commencing
at 11:15 Al on 3/1/23.

IX. PHYSICAL PLANT

8.11 Disaster and Emergency Preparadness

R266

RrR302
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9.11.c Each home shall have in effect, and
available to staiff and residents, written copies of
a pian for the protection of all parsens in the
event of fire and for the evacuation of the building
when nzcessary. All staff shall be instructed
periodically and kept informed of their duties

' under the plan. Fire drills shal! be conducted on

at least a guarterly basis and shall rotate imes of
day among moming, afternoon, evening, and
night. The dafe and time of each drill and the
names of participaling staff members shail be

i documented.

This REQUIREMENT s not met as evidenced
oy

Besed on record review and staff interview there
was a failure to ensure rotation of fire drills to
include drills during the evening and night; and to
ensure the names of all staff were listed on al| fire
drill records. Findings inciude:

At 1:38 PM an 3/1/23 the Manager confirmed
there ware no fire frills conducted during the
avening and night during the pravious vear; and

! the names of staff participating in the fire drill
conducted during the third quarter of the previous

year were not docurmanied.

R302
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Plan of correction
Washington Eims

05/10/2023

R145

In regards of finding #1, #2, #3, #4; individual care plans have been updated as of 03/26/2023 to meet
each resident based on primary diagnosis to include nursing diagnosis, assessment, rational intervention,
and evaluation based on specific needs with ongoing monitoring and goals. Care plans will be reviewed
by &N on the 1% of every month and upon any changes ar any condition changes or hospitalization.

R150

In Regards with #1, #2, #3; On 03/08/2023 had Inservice with staff on reparting and documentation in
resident’s charts on observations, changes, medication, doctor orders, visits along with progress notes
and any follow ups that relate to that resident. RN will review each resident chart weekly. If there is any
change in a resident’s condition, a fall or injury Rn will be notified immediately. Residents chart will be
flagged for RN to do assessment, provider notification, monitoring of symptoms and RN will follow up on
documentation.

R171

Regarding #1, #2, #3, #4, #5, #6 medication policy was updated on 03/05/23. As of 03/05/23 there will
be 3 checks done on Medication administration records: 1¥ check is done by the manager, 2™ check is
done by med tech, and final check is done by the R.N. Any new orders that come in will be checked twice
by the manager and the RN, then initialed and dated. Policy on medication that cannat be filled by
pharmacy due to shortage doctor will be notified immediately to see what they would like to do, and
documentation will be noted in resident’s chart. For emergency situations call RN will be notified
immediately.

R172

Med techs were counseled on 3/03/2023 that all resident’s insulin pens need to be labeled with their
name and date when opened. To prevent this from happing again the house manager and RN will be
monitoring the med cart and will continue to educated when neaded.

lg'd cre8Lrriogl sw|s uojBulyses 1222 ‘s 6l Aely



R173

As of 03/03/23 policy was put in place and staff was educated on that all skin cleansers creams,
ointments or powders will be put in house locked med cart or a locked box in residents room labeled
with name and date. The key to the locked box will be stored in locked med cart.

Any residents that are allowed to seif-administer or monitor their own blood sugars and recordings must
have a signed order from physician saying they are allowed to and are able to keep at bedside. All
medications must be properly stored in a lock box in the residents’ reom with name and date. They will
have a key and med tech will also have a key locked up in med cart. To prevent this happening in the
future, staff members are reminded daily to make sure they report any findings of any medications they
see in any resident’s room that is not secured in a lock box and to report to RN.

R174

Regarding medications management, all medications that are required to be refrigerated and separated
from food. Plan was corrected on 03/02/2023 when a mini fridge with a lock was installed just for
medication and med techs were counseled. RN, med techs, and house manager will only have access to
it. To prevent this from happening in the future all new med techs will be educated when hired and it will
be monitored by the house manager and RN.

R176

Plan of carrection was completed the day of survey. To prevent this from happening in the future any
medication that is no longer in use will be disposed of correctly by returning to our pharmacy within a
week by the house manager or RN. The House manager as of 03/02/23 does weekly checks of med carts
far expired medication or medication that is no longer in use.

R183

As of 03/01/23 and forward weekly time sheets and monthly schedules are kept in a binder labeled
schedules and will be kept for 2 years hefore disposing of. The house manager and owner will be
responsible for maintaining this.

R190

As of 03/05/23 In regards of criminal background checks and abuse registry, a plan of correction has
been updated in our policy and procedures so that prior to being hired a background check wilf be done
and updated checks will be done accordingly to regulatory standards. House manager and owner will be
responsible for monitoring.
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R246

On 03/08/23 Staff meeting was conducted, and staff were educated on checking food for expiration
dates and discard when needed. House manager will be monitoring along with 3™ shift. Will continued
to educate staff when needed.

R247

On 03/08/23 a staff meeting was conducted, and staff were educated on that all focd must be marked
with contents and dated. Plan of action was put in place that refrigerators are being cleaned weekly by
3" shift. All food will be checked by dates and discarded. That all food must be labeled and dated when
opened in refrigerators and cupboards. A new policy was put in place in our policy and procedure book
on 03/08/23. Will continue to educate staff and new hires. Also, a check list has been made and must be
initialed by staff members when refrigerators are cleaned. This will be monitored by the house manager.

R266

#1 As of 03/02/2023 in regards with elevator signs have been removed and elevator has not been locked.
Updated policy was put in place on 03/02/23. All staff and residents were educated on 03/02/23 that
elevator is not to be locked. That residents are allowed to operated elevator when they need to. We
have educated residents on 03/02/23 the proper way to use the elevator. Such as buttons to push and
how to make sure they are fully on elevator, so elevatar door can close.

#2 As of 03/01/23 all oxygen tanks have been removed from kitchen. On 03/05/23 oxygen tanks were
removed and picked up by Keene Medical. All staff members were educated on 03/08/23 on proper
storage and use of oxygen. Signs have been hung on the doors where oxygen is in use. RN and house
manager will continue to monitor and edicate staff when needed.

#3 Downstairs bathroom sink, door was replaced and fixed on 03/06/23. Both showers’ upstairs were
replaced on 03/30/23. The owner and house manager will continue to monitor and fix anything in the
house that we see needs replacement.

#4 On 03/08/23 held a staff Inservice educating staff on proper storage of cieaning supplies and any
chemicals are not allowed to be left cut. When they are finished with them, they need to be locked in
cleaning closet located off from kitchen. Will continue to educate staff and the house manager will
continue to monitor environment along with owner.

#5 Replaced both showers on 03/30/23. The owner and house manager will continue to monitor and fix
anything in the house that we see needs replacement.

R302

On 03/06/23 emergency numbers were placed on all floors with evacuation route in case of a fire. On
03/08/23 a staff meeting was held educating staff on fire drills. To prevent this from happening in future
the house manager is responsible for running fire drills and to make sure all paperwork is completed as it
should be with staff names, date, and times. A new policy and procedure was updated on 03/10/23 with
the correct times when fire drills need to be done.
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FIRE DRILLS

It is the policy of Washington Elms that every resident, visitor, workman, and staff person evacuate the
building in the case of fire or fire drill.

Fire drills will be run four times per year or as need to ensure our residents have a firm grasp of what
needs to be done along with staff members. They will early morning, afternoon, evening and during the
night.

Prior to conducting a drill, we will contact Countryside LOCK and Alarm at (800) 639-2521 to let them
know that we would like to run a fire drill. Staff member that oversees running fire drill will make sure
they have clip board with resident update sheet dated time started, time finished and has staff
members names listed that are involved with running fire drill.

Staff will follow Emergency procedures policy for Fire.

During this drill it is important to discuss with residents they are not supposed to find shoes and put
them on or decide what coat to they want to wear. They should have their bath robes and easily
accessible to put on in case fire alarm sounds at any time. Slippers should always be kept at bedside for
easy access. Itis important that you stress they must vacate the house as quick and safe as possible.

When evacuating and discussing fire evacuation with residents be sure they understand that the garage
is the meeting place so all can be accounted for.

Staff shall close doors and turn off lights in rooms once they have been evacuated.

Staff shall familiarize themselves with where residents’ rooms are located by looking house from
outside so during an actual fire staff will be able to direct fire department to any resident that may still
be in their room.

This time should also be used to educate staff on fire evacuation procedure the terms RACE and
PASS as well as what they mean and how to apply them in case of actual fire.

Staff person in charge shall perform head count. When fire drill has ended make sure to call and
Countryside lock and Alarm to let them know that you have finished fire drill. Fire drill resident up date
sheet should be filed away in the binder located in office labeled fire drill logs.



Washington Elms
Policies and Procedures

Medication Administration

The Registered Nurse or designated staff (designee) will administer ordered
medications to residents as follows:

Clean work surface. Wash hands.

Give meds to only one resident at a time
Review MAR for resident

Check medication for expiration date.

Use the 6 rights of med administration (right resident, right medication, right dose,
right route, right time, right documentation.)

Wash hands between residents
Documents medications given on MAR.
Documents refusals on MAR and in resident’s clinical record.

Notifies Registered Nurse of refusals.

Staff will not administer a medication unless there is a doctor’s order for it.

Diabetic Medications and insulin

PRN Medications

When a resident asks for a PRN medication, ask what problem or symptom he or she is
having that requires the PRN med. Medications given must be for a specific problem—
for example, Tylenol is given for pain.

Check the MAR for the time the med was given last. Check the doctor’s order to check
how frequently the med may be given.

After administering the med, initial the MAR, and on reverse side, document the name
of medication, dose, route, time, and reason for administration.



One hour later, ask resident if medication was effective, or observe for effectiveness.

All PRN medications given and their effect on the resident must be recorded in the Mar
and in resident’s clinical record. This note must include the medication given, reason for
giving, time given, dose given, and effect on resident.

Leave note in daybook for Registered Nurse.

Non-prescription (over the counter) medications will be secured in the medication cart.
They will be administered to residents only if the resident has a doctor’s order for the
med. They will be labeled with the resident’s name and the expiration date.

Psychoactive Medications

Residents who have a doctor’s order for a psychoactive medication will have a written
care plan completed by the Registered Nurse.

The Registered Nurse or the designee will administer ordered psychoactive medications
according to the doctor’s order. Scheduled psychoactive medications will be given as
ordered.

PRN psychoactive medications will be given only for the symptom or problem the
medication is ordered for.

The medication will be recorded as a PRN on the Mar and monitor the resident for
effectiveness, and document in the resident’s clinical record.

When a resident refuses a medication:

In the MAR, circle your initials and on back of MAR Document reason and also write a
note in the resident’s clinical record. Send a text message to the Registered Nurse
and/or leave a note in the daybook.
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