
4 	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 

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, 

4,-Ltie.t.Atecte—RIV 

Pamela M. Cota, RN 
Licensing Chief 

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

R100 

An unannounced on-site relicensing survey was 
conducted on 10108 through 10/09(19 by the 
Division of Licensing and Protection. The 

: following deficient practices were identified: 

R145 V. RESIDENT CARE AND HOME SERVICES 
	

R145 
SS=E : 

5,9.c (2) 

Oversee development of a written plan of care for 
each resident that is based on abilities and needs 

' as Identified in the resident assessment A plan 
of care must describe the care and services 
necessary to assist the resident to maintain 
independence and well-being; 

This REQUIREMENT is not net as evidenced 
by: 
Based on record review and confirmed by staff 
interview the facility nurse failed to ensure that a 
written plan of care was developed for 2 of 3 
residents with known allergies (Resident #2 and 
#3), and 1 of 3 residents with inconsistent 
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 assessment signed by 
the Registered Nurse (RN) on 09/17/19 identifies 
allergies to bees. A service plan dated 1212018 
through 12/2019 does not identify any allergies. 
The facility manager confirms on 10/09(19 at 8:20 
AM, the allergy has not been addressed on the 
residents service care plan. 
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2. Per record review for Resident #3, who has 
physician orders dated 01/31/19, identifies an 
allergy to Trees and Sulfonamides. Resident 
assessment signed by the Registered Nurse (RN), 

: on 06/15/19 identifies allergies to trees and Sulfa. i 
A service plan dated 12/2018 through 12/2019 
does not identify any allergies and the Medication 
Administration Record identifies No known Drug 
Allergies (NKDA). The facility manager confirms 

• on 10/09/19 at 8120 AM that the information is not 
documented accurately and is inconsistent. 	I 

I 
3. Per review of physician orders dated 01/31/19 I 
for Resident #3, does not identify a diet order, 
Resident assessment signed by the Registered 
Nurse on 06/15/19, identifies that the resident is 

. on a therapeutic diet of low sodium and 
potassium with restrictions to salt and foods high 
in potassium. The resident's care plan dated 
October 2018 through October 2019 identifies the i 
resident is on a regular diet, Confirmation is 
made by the manager on 10/09/19 at 8:20 AM 
that the information needs clarification. 

R165 V. RESIDENT CARE AND HOME SERVICES 	Ries 

5.10 Medication Management. 

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

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

i, Teaching designated staff proper techniques 
for medication administration and providing 
appropriate 	information about the resident's 

Division of Licensing and Protection 
STATE FORM 
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condition, relevant medications, and potential 
side effects: 

! if Establishing a process for routine 
communication with designated staff about the 
resident's condition sod the effect of medications, 
as well as changes in medications; 

	

iii. Assessing the resident's condition and the 	• 
need for any changes in medications; and • 	, 
Monitoring and evaluating the designated staff 
performance in carrying but the nurse's 
instructions. 

This REQUIREMENT is not met as evidenced 
by: 
Based an observation and confirmed by staff 
interview the facility nurse failed to teach 
delegated medication technicians (Med. Tech.), 
the proper techniques for medication 
administration for 1 of 4 residents, (Resident #4).. 
The findings include the following: 

Per observation during a medication audit. on 
10/08/19 at approximately 9 AM, the Med. Tech-
was preparing medications for Resident #4. S/He 
removed the bubble pack for Resident #4 from 
the medication cart, opened the bubble pack and 
placed the pills in his/her gloved hand S/he 
reconciled each pill with the Medication 
Administration Record and placed each pill (one 
by one) back into the bubble pack using his/her 
ungloved hand. During the reconciliation, the 
Med, Tech. dropped one tablet onto the 
medication cart (which was not observed to be 
cleaned prior to the medication audit), s/he picked 
up the tablet, placed it back into the bubble pack 
and prOceeded to administer the now potentially 
contaminated medications to Resident /M. 

The Med Tech did confirm after the audit that 5/he 
should not have administered the contaminated 

-Division of Licensing tend Protection 

STATE FORM 
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medications to Resident #4_ 

R17q V. RESIDENT CARE AND HOME SERVICES 	R179 
SS—E I 

5:11 Staff Services 

• 5.11.b The home must ensure that staff 
• demonstrate competency in the skills and 

techniques they are expected to perform before 
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 to 
residents_ The training must include, but is riot 
limited to, the following: 

(1) Resident rights; 
(2) Fire safety and emergency evacuation; 
(3) Resident emergency response procedures, 
such as the Heimlich maneuver, accidents, police 
or ambulance contact and first aid; 

` (4) Policies and procedures regarding mandatory 
.reports of abuse, neglect and exploitation; 
(5) Respectful and effective interaction with 
residents; 
(6) Infection control measures, including but not 
limited to, handwashing, handling of linens, 
maintaining clean environments, blood borne 
pathogens and universal precautions; and 
(7) General supervision and care of residents. 

This REQUIREMENT is not met as evidenced 
by: 
Based on employee file review and confirmed by 
staff interview thefacility failed to ensure that 2 of 
5 employees sampled received in-service 
education related to mandatory reports of abuse, 
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neglect and exploitation, (Employee #1 end #2). 
The findings include the following: 

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

• February 2015, they have not had in-Service  
; education in the past 12 months related to 

mandatory reports of abuse, neglect and 
. exploitation. The manager confirms on 10/08/19 
. at 10:30 AlVI,that the education has riot been 
: conducted, 

8251; VII. NUTRITION AND FOOD SERVICES 	: 
SS=C 

i 
! 
7.3 Food Storage and Equipment 

7.3.a Alt food and drink shall be stored so as to 
I protect from dust, insects, rodents, overhead 
I leakage, unnecessary handling and all other 
I sources of contamination. 

This REQUIREMENT is not met as evidenced 
by; 
Based on observation and confirmed by staff 
interview the facility failed to ensure that all food 
and drink are stored to protect from dust, insects, 
rodents arid all other sources of contamination. 
The findings include the following: 
(Repeat Deficiency from relicesnsing survey of 
11/01/17.) 

Per kitchen tour in the presence of a care 
attendant, 3 plastic storage containers were 
labeled with dry Oatmeal, Mayne and Cream of 
Rice cereal, All 3 containers have a stored 
contaminated scoop resting on the product. The 
Care Attendant confirmed on 10/08/19 at 9:11 AM 
that the scoops should not be stored in the 
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Container on the product. 

R266: IX. PHYSICAL PLANT 
SiSz•iC 

9.1 Environment 

9.1,a The home must provide and maintain a 
safe, funCtional, sanitary, homelike and 
comfortable environment. 

This REQUIREMENT is not met as evidenced 
by: 
eased on observation and Confirmed by staff 
interview, the facility failed to maintain a safe, 
sanitary, homelike and comfortable environment. 
The findings include the following: 

- ''(Repeat Def(ciency.from relicesnsing survey of 
11/01/17.) 

Per facility tour in the presence of the manager 
. on 10/0809 at approximately 10 AM the following 

were identified: 

-One of two emergency lights on the left 
hall/upper level was found to be not functioning. 
Confirmation was made by the facility manager 
on 10/08/19 at 10 AM; 

-Kitchen/Dining room was found with cracked and 
missing pieces of the flooring, as well as shoes 
sticking to the floor while walking. This was 
confirmed by the incoming manager on 10/08/19 
at approximately 9:15 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 Licensing and Protection 
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dried coffee spills and are M need of cleaning. 
Confirmed by facility staff during the tour at 
10 AM and the incoming manager on 10/09/19 at 
8:35 AM; 

-Wallpaper in the right hall is found to be torn and 
in need of repair. Confirmed by the incoming • 
manager on 10/09/19 at 8:35 AM. 
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Our Action to correct 

Willows of  Windsor 
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121 State Street 
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How the corrective ACTION  
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Windsor, Vermont 	05089  
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Nutrition and  Food Services 	Facility will ensure that all  food  
7 .3 	 and drink  is stored  to protect 
Facility failed to ensure that 	from dust, insects, rodents and  
al l  food  and  drink  was stored 	all  other sources of  
to protect from duSt, insects, 	contamination. 
rodents and  all  other sources 
of  contamination. 

•  

m
 D

zy
 

,
 	

T
w

0
h

.
_

0

a
o

 

0  
    

  cF0 r q
   

   
      

 6 =
         

  = u 
       

 	

n 
V

  
 L

  

	

4
4
4
®
 	

"
0
 

n
 

c
r
 

 

	

r
Z

C
°
 	

0
 

n
g

5
u 

 
m

  
"
 	

o
 

D
 

CD
 

a>
 	
Fl

- 	
,-

* 	
co

 
-o

 
a
, 	

e
. 

0
 	

a
. 

,
0
0

w
z
o

0
 

0
 

0
C

j
 

Q
0
"
 

C
  

  
  
 

  
 

  
1
 

0
0

 

-
-
 

4
-
 

".•
 	

0
 

A
J
 =

 
0
 

H
 

LO
. 

3
 	

CD
  

-,
 

 
CD

 	
a)

 
U

R
 	

R
E

 n
 	

n
 

m
 
	
2,

 -
=

 
g

 	
r,:_o

, 
0

 
cu

 	
0
  E

L
 

n
 

_0
 

5.-
- 

=
 

ct_
 "

-
 

co
 	

2
 	

m
  

0
 

x
 	

-c
i 	

in
 

"0
 	

0
 	

, 
F

 -
, 

5
 	
-s

 
'
 eD

 
0

  
0

 
o

 	
,--

1- 	
,-
I- 

	

!
I
 	
z

- 
a)

 	
a

l 	
fu

 
c
r 

5
- 	

4--1
- 

?
 	
c 
	

• 
a

i 
,,

, 
5

 	
—

 
SD

 	
ur

l 	
c•-•

 
0
 

Our Action to correct 

Willows of  Windsor 

-c
• -. E

 
n
 

co
 

Q
. 

17)
  

2:
3 

0 

ca'
 	

II
' 	

0
  

o_
 	

, 
0

- 
c
 

5
 r

o
 

@
 "

 A
. 

Fcr
 
0
 	

,T,
 

(A
 	

--.
 	

tA
 

,_,
_ 

(11
 	
-0

 	
EL

) 
4
 0

 4
 
I
.
 

0
  0

. 
:20

  
a,

 	
c.

 	
D

- 
tu

 	
o

 
n
 	

-I
 

-
-
 

0,
  .
 0

 
V

' 	
C

 
Ul

a 	
01

1 Z-
 

0
 

CD
 	

0
 	

R
. 

 
a.

 	
."

 	
rn

 

	

fp
 	

E
L c
 

0
 
	

n
  

	

71
7 

q.
 	

'•i
- 

Eu
 	

'5
 	

ID
 

	

;_-.0-
... 

oa
 	

o,
 

,..,
 	

0
 	
=

 
?
 
,
 u

, 

	

CD
 	

E
t 

	

0
- 	

-.
.. 

	

c
 	

-i
i 

	

u)
 	

0
  

SD
 

n
 

a.
 

	

go
 	

co
  

z
 

	

CD
 	

o
. 

n
 

w
 

	

,
 
	

.-1
, 

	

Cu
 	

0
 

M
 .

] 
C

I. 
--

• 

Measure or change made to 

prevent reoccurrence 
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