2~~~ 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
hitp://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

November 5, 2019

Ms. Patti Hutchins, Manager
Willows Of Windsor

121 State Street

Windsor, VT 05089-1213

Dear Ms. Hutchins:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 9, 2019. 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,
#»W%&M’

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100 mitial Comments: R10D0

An unannounced on-site relicensing survey was : -,
conducted on 10/08 through 10/09/19 by the 6@-’ X\D.QJQJ
Divigion of Licensing and Protection. The ; : .

: following deficient practices were identified: w Q}%

R1a5 V. RESIDENT CARE AND HOME SERVICES R145
S8=F: .

} 59c(2) ‘ :

Qversee development of a written plan of care for

each resident that is based on abilities and needs |
" a8 identified in the resident assessment A plan

of care must describe the care and senvices .

necessary to assist the residant to maintain i
_independence and well-bsing; "

! This REQUIREMENT is not met as gvidenced
by:
Based on record review and confirmed by staff
interview the facility nurse faited to ensure that a
written plan of cara was developed for 2 of 3
residents with known allergies [Resident #2 and
#3), and 1 of 3 residents with incongistent
documentation related to dietary needs,
(Resident #3). The findings include the following:

1. Per record review for Resident #2, who has
physician orders dated 05/02/19, identifies an
allergy to bees. Resident assessmant signes by
the Registered Nurse (RN) on 05/17/19 identifies
allergies to bees. A service plan dated 12/2G18
through 12/2019 doas not identify any allergies.
Tha faciiity manager canfirrms ons 10/09/19 at 8:20
AM, the allergy has not been addressed on the
resident's service care plan.
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" 2. Per record review for Resident #3 who has
physician ordars dated 01/31/18, identifies an
- allergy to Trees and Sulfonamides. Residant
- agsessment signed by the Regisiered Nurse (RN},
- on 06/18/18 identifies allergies to trees and Sulfa,
: Aservice plan dated 12/2018 through 12/2019
 does not identify any allergies and the Medication |
- Administration Record identifies No known Diug -
: Allergies (MKDA). The facility manager confirms
" on 10/09/19 at 8:20 AM that the information is not ;
. documented accurately and is inconsistent. |
l
!

]
1
|
1

3. Per review of physician orders dated 01/31/19
for Resident #3, does not identify a diet order,
Resident assessment signed by the Registered -
Nurse on 08/15/19, identifies that the residentis
on a therapexitic diet of low sodium and i
potassium with restrictions io salt and foods high
in potassium. The residents care plen dated :
Octobar 2018 through October 2019 identifies the -
- resident is an a regular diet. Confirmation ig :
. made by the manager on 10/09/19 at 8:20 AM

! that the information needs clarification.

—

Sg‘ifgﬁ V. RESIDENT CARE AND HOME SERVICES R165

5.10 Medication Management

3.10.d if a resident requires medication
administfatian, unlicensed staff may administer
medications under the following corditions:

(3} The registerad nurse must accept
responsibility for the proper administration of
medications, and is responsibla for

i Tsaching designated staft proper techniques
for medication administration and providing
appropriate information abett the resident's

Division of Licensing and Profection )
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condition, relevant medications, and patential

: side effects;

bl Establishing a process for routine -

- communication with designated staff aboutthe
resident’s condition and the effect of medications, *

- as well s changes in madications;

ifi. Asgessing the resident's condition and tha

need for any changes in medications; and - |
Manltoring and evaluating the designated staff |
performance in carrying out the nurse’s :

. insliuctions.

Fhis REQUIREMENT is not met as evidenced
| by:
- Basad an observation and confirmed by staff i
irterview the facility nurse falled to teach : i
dslegated medication technicians (Med. Tech.), ' :
the proper techniquss for madication
i administration for 1 of 4 residents, (Resident #Hdy, ;
. The findings inciude the following: 5

Per observation during a madication audit, on
10/08/19 at approximately § AM, the Med. Tech.
was preparing madications for Resident #4. SfHa
refnaved the bubble pack for Resident #4 from
the medication cart, opened the hubbie pack and
placad the pills in hisfher gloved hand. Srha
reconciled each pilt with the Medication
Administration Recard snd pltaced each pill (ona
by one) back info the hubble pack using histher
ungloved hand. During the recanciliation, the

- Med, Tech. dropped cne tablet onto the
medication cart (which was not observed to be
cleaned prior o the medication audit), s/he picked
up the tabiet, placed it back into the bubble pack
and proceedad to administer the now potentially
contaminated rmedications to Resident #4.

The Med Tech did confirm afier the audit that sha
should nat have administerad the contaminated
‘Division of Licensing 2nd Protection
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" medications to Resident #4.
R179

RI7S V. RESIDENT CARE AND HOME SERVICES
SS=E ! ,

" A.11 Staff Services

- &.1tb The home must ensure that staff
- demonstrate competency in the skills and
technigues they are expectad to perform hefore
providing any direct care to residents. There
~shall be at least twelve {12) hours of training each
. year for each staff person providing direct care fo
 residents. The training must include, butis not |
i limited to, the following:

. (1) Resident rights: .
| {2) Fire safety and amergancy evacuation;
(3} Resident emergancy response procedures,

* such a3 tha Heimlich maneuver, accldents, polica
or ambulance contact and first atd;

{4) Policies and procadures regarding mandatory
Téports of abuse, neglect and exploitation.

(5) Respectiul and effectva interaction with
residents: :
(B} Infection centrol measures, including but not
limited to, handwaghing, handling of linens,
maintaining clean environments, bicod barne
pathogens and universal precautions; and

{7} General supervision and care of residents.

This REQUIREMENT s not met as avidenced
by:

Based on empioyze file review and confirmed by
staff interview the facility failad to ensure that 2 of
S employees sampled received in-service
education related to mandatory reports of abuse,

Division f Licansing and Protection
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neglect and exploitation, (Employee #1 and #2).
The findings include the following:

" Per review of Employee #1 whe was hired in April
2014 and Empleyee #2 who was hired in

- February 2015, they have not had in-service i
; ducation in the past 12 months related to
- mandatory reports of abuse, negiect ang i
_exploitation. The manager confirms an 10/08/19
- at 10:30 AM that the education has not been

- condueted,

R25% VII. NUTRITION AND FOOD SERVICES ! R251
88=G| : _

7.3 Food Storage and Equipment

¢ 7.3.a Alt food and drink shall be stored so & to
! protect from dust, insects. rodents, overhead

! leakage, unnecessaiy handling and all other

' sources of contamination.

: This REQUIREMENT is not met as evidenced
by: ‘

Based on obzervation and canfirmed by staff

interview the facility failed to ensure that all food

and drink are stored to protect from dust, ingects,

rodents and all other sources of conmmination,

The findings include the following:

{Repeat Defisiency from relicesnsing survey of

10117

Per kitchen tour in the presence of a care
atiendartt, 3 plastic storage containers wera
fabated with diy Qatmeal, Maypa and Cream of
Rice cereal. All 3 containers have a stored

- contaminated scoop rasting on the product. The
Care Attendant confirmed on 10/08/19 at 8:11 AM
that the sco0ps should not ba stored in the

Division of Lieensing and Peatection .
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{ container en the product.
i

R266" IX, PHYSIGAL PLANT R266 |
$8=G| i

9.1 Environment

“9.1.a The home must provide and maintain a
. safe, functional, zanitary, homeliks and
comfortable environment,

! This REQUIREMENT is not met as evidenced

j by: . .

Based on abservation and confirmed by staff ) g
Cinterview, the facllity faled to maintain = safe, ;
| sanitary, homelike and comfortable environment.
" The findings include the following:

- {Repeat Deficiency from relicesnsing survey of

11701447.)

Per facility tour in the presence of the manager
- on 10/08/19 at approximately 10 AM the following
" were identified:

: -One of two emergency lights on the left

- hallfupper tevel was found to be nat functioning.
Confirmation was made by the facility manager
on 10/08/19 at 10 AM:

-Kitehen/Dining room was found with cracked and
missing pieces of the fooring, as well as shoes
sticking to the floor while walking. Fhis was
confirmed by the incoming manager on 10/05/19
atapproamately 315 AM:

-Cabinet surfaces in the main kitchen and dining
area evidence visible dried spills and in need of
cleaning. Walls in the dining room have visible

Division of Liwensing and Prolacion ,
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; dnied coffee spilis and are in need of cleaning,
! Confirmed by faciity staff during the tour at
" 10 AM and the incoming manager on 10/08/18 at ;
- 8:35 AM;
: -Wallpaper in the right hal is found to be torn and
. In need of repair. Confirmed by the incoming- :
i manager on 10/09/19 af 8:35 AM. i
. t
i
.
| .
:
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Plan of Correction Willows of Windsor 122 State Street Windsor, Vermont 05089
Due October 29,2019
Deficiency Qur Action to correct Measure or change made to How the corrective ACTION Dates Corrective action

prevent reoccurrence

will be manitored

will be compieted

R266

Physical Plant

9.1 :

Facility failed to maintain a
safe, sanitary, homelike and
comfortablie enviranment:

1. Emergency light not
functioning '

2. Cracked
kitchen/dining area
fiogring. Floor was
sticly

2. Kitchen/dining
surfaces and walls
weare not clean

4. Wallpapertorn

Facility will maintain a safe,
sanitary, hemelike and
comfortable envirenment by
repairing zll the items below:

1.
2.

w

Emergency light repair
Cracked kitchen/dining
area flooring repair
Flooring mopped

Kitchen/dining surfaces

and walls cleaned
Wallpaper repaired

Emergency light will be repair

Flaoring will be repaired or
replaced

Floors has heen cleaned

Kitchen/dining surfaces and
walls have been cleaned

Wallpaper will be repaired or
replaced

[t Audit the
cleaning, repair and/or
replacement of items listed

#1.11/1/19
#2.1/20

#3. 10/10/19
#4.10/10/19

#5.11/30/15




Pian of Correction
Due QOctober 29,2019

Willows of Windsor

121 Siate Street

Windsor, Vermont

05089

Deficiency

Qur Action to correct

Measure or change made ta
arevent reoccurrence

How the corrective ACTION
will be monltored

Dates Correciive action
will be completed

R172

Resident Care and Home
Services

5.11

Facility failed to ensure that
all staff received in-service
training on mandatory report
of abuse, neglect and
exploitation.

Facility will ensure that ail staff
recelved in-service training on
mandatory repart of abuse,
neglect and exploitation.

Educate all staff on mandatory
reporting of abuse, neglect and
exploitation.

Signatures acquired By,
13 # from all staff

RZ51

Nutrition and Food Services
7.3

Facility failed to ensure that
all food and drink was stored
to protect from dust, insects,
rodents and all other sources
of contaminaticon.

Facility will ensure that all food
and drink is stored to protect
from dust, insects, rodents and
all other sources of
contamination.

Hired extra staff for thorough
cleaning of reported areas.
Re-educate staff of cleaning
procedura.

Mznagérmill Audit the
cleaning checklist provided to
staff,




121 State Street

{ Plan of Correction Willows of Windsor Windsor, Vermont 05089
Due Qctober 29,2019
Deficiency Our Action to corract Measure or change made to How the corrective ACTION | Dates Corrective action
prevent reoccurrence will be monitored will be completed
R145 Facility nurse will 2nsure Service plans update with Monthly audit of MARS and 10/23/19
Resident Care and Home service plan includes khown current allergies and current Service Plans for qllergies and
Services allergles and current dietary dietary orders dietary orders
5.9.c orders :
¢ 1and 2: Facility nurse fajled
tc ensure service plan
included known allergies
3. Facility nurse falled to
ensure service planincuded
dietary order
R165 Facility nurse will teach All delegated stalf reeducatad Staff education provided and | 10/25/19
Resident Care and Home delegated staff proger on the proper techniques as signatures obtained
Services technique for medication sited indicating understanding
5.10 administration

Facility nurse failed to teach
delegated staff proper
technigue far medication
administration )
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