7~ _VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

January 5, 2016

Ms. Suzanne Anair, Administrator
Centers For Living And Rehab
160 Hospital Drive

Bennington, VT 05201-2279

Dear Ms. Anair:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 16, 2015. 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,
NN

Pameila M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F Goo F 323
An unannounced on-site recertification survey 1. What corrective action will be

gfafi g S:Sﬁgtzg c? g:ﬁggﬂ,ﬁ m—ﬁ':;?eb‘{g: Division accomplished for those residents found

regu|at0ry fmdmgs . o have been Qﬂéﬂled b_}’ the dé?ﬁﬁ'fﬁ‘f’lt
F 323 | 483.25(h) FREE OF ACCIDENT F 323| practice?

&g=£ | HAZARDS/SURFERVISION/DEVICES : _ . . o
The facility must ensure that the resideﬁt POF paticnt f1 75.thc pationt \l,vas,
environment remains as free of ecident hazards _agleeable to havmg the '.lsop ropyl
as is possible; and each resident receives . , aleohol and the nail polish remover
adequate sUpervision and assistance devices ta removed and stored ail the Nurses
prevent accidents. . ~|station. Alse; the M) reviewed the
' resident’s request for the isopropyl
-alcohol as.an car trealment.,

This REQUIREMENT is not met as evidenced

bgi g o y 3 staff interview. th 2. How will you identify other

ased on observation and staff interview, the : ; . b

facility failed to ensure that the resident residents having the potential to be.
environment remained as.free from accident affected by the same deficient practice
hazards as possible related {o storage of ared what correciive action will F}e
potentially hazardous chernicals in 1 rasident taken?

room (Resident #175) and safety and fall risk o .

issuas related to a lack of access to light switches Environmental salety rounds were

and low lighting levels in § single resident rocms

in the facility (Rooms A143, A144, A146, A148, - conducted on all resident rooms. -

5141, 5142, F118 and F120). Findings include: During the rounds any hazardous
_ chemicals and/or disposable razors
1. Per observation on 12/14/16 at 1:47 PM, a found were secured and/or disposed.

bottle of isopropyl aleoho! was obsarved on an
open shelf In Resident # 178%'s room. On 12/16/15 . ] .

at 11:47 AM during a tour with the Nurse Unit Dhrttip the environmental rounds all
Mznager (UM), the open bottle of isopropy residents found to be providing sclf
alcohol was still present on the open shelf and a administered treatmenls were assessed
6 oz bottle of nail polish remover was cbhservad ‘

pn another shelf. Both items were visibls,

]OI{Y? DILCTOR'S OR PROV "*‘JUF’I"LIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

NXo Cifae— Administrafos WW

Any aeflman@ment ending with an asterisk ("} denotos a daficiency which tha institution may he excused from correchng pruwdm{g it is det

olhar safpgudda prdvide sufficient protection lo the patients, {See instructions.) Except for nursing homes, the findings sleted abova ara disclosable 90 days
following the d survey whether or not & plan of ¢orrection is provided. For nuraing homos, the ebovo findings and pians of correction are disciosable 14
days following Ihe date these dosuments aro made availabla tg tho faciity. If deficiencies are ciled, an approved plan of correction is reguisite to continued

program participation.
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unsecured and accessible to anyone who entered
the room. Fallowing the observation, the UM
confirmed that there were residents with ,
dementla who wander on the unit and were at risk
for accessing the chemicals. S/he reported that
Resident #175's family oftan brought [him/her]
self-care products without notifying staff. Sthe
reported that typically siaff LNA's (Licensed
Nursing Assistants) would report finding these
products fo a supervisor but had not done so.

Per review, the facility policy, Self Administratian
of Medications and Treatments {Reviewed
11/24/13) states: . A, Self-administration of
medications or treatments by resident/patient i3
pormitted by a Physician Order ...and [includes)
any special instructions .... B. All medications and
traatments for self-administration are kept in &
locked box that will be provided to the resident ...
C. The resident/patient must be willing and able
to manage the lock and key to the storage box. D.
Self-administered medications and treatments will
be monitored by the charge nurse.

On 12/16/15 at 11:55 AM, the UM and facility
Director of Nursing (DON} confirmed that the
ahave policy appiied fo the isopropyl alcahol and
nail poiish remover found in Rdgident #175's
room: the UM corfirmad that there was no
physictan order for Resident #173 to use gither
product for self-treatment and that the facility
pollcy was not followed for safe atorage.

2, On 121415 at approximately 2:18 PM it was
observed that there was no overhead lighfing in
roems # 143 and #146 and no light switch at the
entrance to the reoms to tum on the over the bed
light (the main source of light In the room other
than a night light). The lack of & light gwilch by the

. |updatgcs,

facility policy.

All residents that are known Lo sell
administer medications or provide self
(reatmenls werc reviewed to insure
compliance with the facility pohicy.

3 Whar measures will be put into
place or what xystematic changes will
You muke (o ensure that the deficient
practice does notreoccur?

The policies {or “Self Administration of|
Medications and I?Garmenrs:” '
“Shavers — Electric or Disposal”' and
“Resident Rights” were reviewed and
updated as necessary.

Staff wus educated on the Policy
T;fthe [uture nail polish remover will
be sceured in the Medieation rooms.
Al sell admmistered medications will

be sccured in the patient’s room
according to the [acility policy.

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES [} ' (%8)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE - COMPLET ION
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' DEFICIENGY)
F 323 | Continued From page 1 F 323 and will be managed according to the

FAM CMS-2567(02-88) Mrevious Versions Obsolole

Event 1D; XGaN11

Fauility 10: 475029

If corlifualion sheet Page 2 of 7




]'.2/30/2015 WED 14:17 FAX 802 447 5482 Centers Living and Rehalk 1fo0e/008

PRINTED: 12/22/2015

PEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIGLIA {X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IRENTIFICATION NUMEER: A BUILDING COMFLETED

475029 BWING 121162015

NAMC OF PROVIDER OR SUPPLIER STREET ADDRESS, CITV, STATE, ZIF GODE

CENTERS FOR LIVING AN EHAB 160 HOSPITAL DRIVE

D RENA BENNINGTON, VT 05201
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 45)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY)
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lype bulb. Per observation, a louvered wall plate

entrance door required the residents to Crosgs a
darkened room to access a pull string located on
the far side of the over the tred light creating &
risk for falls.

During a tour of the facility on 12/16/15 at 8:57
AM with the facllity maintenance director (FMD),
room #143 was ohserved fo be daflk and
shadawy though the entrance doar was open fo
the hallway lights, the window curtaing in the
room were open and a night light at the entrance
to the roem was turned on. The FMD confirrmed
the above observations at the time of the tour and
that the low lighting and lack of access to a light
awitch (to turn on the over the bed light) when
entering the room contributed to a potential
safetytfall risk for residents with poor or low vision
who wauld need to cross to the farside of the
room to lum en thé over the bed light.

Although there was a night light in the room, the
FMD reporied that it used a 25-40 watt appliance

covered the night light bulbk limiting the
illurnination to & dim glow that did not reduce the
shadows or darknass of the room at the time of
the observation. At 2:09 AM room #146 was
observed to have the same lightingight switch
set up as room #143; the room was also
observad to be dark and shadowy when It by the |
night light though window drapes and room dcer
were open. The FMD reporied that rooms Al44,
Al148, 8141, $142, F118 and F120 alse have lhe
same lighting/light swilch sat up as room 143.
The FMD reported that the facility could install &
switch by the door for each of the above
mentioned rooms to light a ceiling fixture af the
entrance way to improve room lighting and
resident safiety. :

3. The date’s corrective action will be

conducted on the resident unils lo
ensure conipliance with our policy.

Dorve lights thatare connecied o the
light swilch al the deors will be
installed in rooms 1’118, F120, 5141,
S142, A144, A148; A143 & A146.

4, How will the corrective acfiony wiil
be monitored to ensure the deficlent
practice will not recur (i.c.: what
quality assurance program will he put
into place)?

Linvironmental Safety Rounds audits
will be conducled on all resident unifs

weekly x 4 wecks, then monthly x 3
mounths then randomly.

‘completed.

.la,nuar.yr 16,2016

F43 foc accepled 12|30]vs Beoril @ jPme
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PROVIDER'S PLAN OF CORREGTION

' behavioral interventions, unless clinically

ECach resident's drug regimen rmust be free frotn
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excesslve duration; ar
without adequate monitoring; or without adequate
indications for its use, or in-the presance of
adverse consequences which indicate the gose
should be reduced or discontinued, or any
cornbinations of the reasons ahove.

Based on a cotmprehengive assessmenfof a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed-and documented in the elinlcal
record: and residents who use antipsychotic
drugs receive gradual dose reductions, and

contraingdicated, in an effort to dlscontin ue these
drugs.

This REQUIREMENT is not met as evidenced
by

Based on staff interview and record review the
faciiily failed to ensure each resident's drug
ragimen is free from unnecessary medication for
1 of 5 applicable residents {Resident #1 2?)
Findings include-

Per record review of physician orders on 12/16/15
at 9:16 AM, Resident#127 had the following
allergies docurnented. azithromycein, tramadol,

-to-have been affecied by the deficient

medication listed on the allorgy list

i} (K8)
PREFIX (LACH DECICIGNCY MUST OC PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE CUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPRORRIATE DATE
DEFICIENCY)
F 329 483.25(1) DRUG REGIMEN IS FREE FROM F 329\ F 329
55=0 | UNNECESSARY DRUGS

1. "What corrective action will be
accommplished for those residents found

practice?

Resident #127°s chart was revicwed, 1t
was noted that nurse practitioner mel
with resident’s danghter on 9/10/2014
which included review of resident’s
allergics. Daughter stated during the
meeting that resident had been laking a

without ili cffeets. ‘Review of
dopumentation indicated that there
ware no ill elfects noted.

2. How will you identify other
rexidenty having the potential to be
affected by the same deficient practice
and what corrective action will be
takers? :

100% of all resident charts were
revicwed for drup allergies and
addressed as indicated.

3. What measures will be put inlo

FORM CMS-2567{02-09) Provious Vorsians Dbsoleie

Evenl I0: XQANT1
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F 229 | Goni ' oF 4 - | place or what systemaiic changes will
lofgz:::m crcc:tr;aiizgzl . indomethe F 329 you make to ensure that the deficient
\ , tlonazepam, indomethcin, - ,
randtidine, trazodone, lisinopfil. These allergies practice does not reoccur?
were also documented pn the top cover and in )
the frorit section of the clinical record, The MD waorksheet was updated to include
curent medication order read, "Xanax resident’s allcrgics.
{alprazalam) 0.25mg [miligrams) by mouth two ‘
times a day as needed for anxiety and agitation”, P S S R
The medic);tion had been prescri)l;ed sin%e July MEd”’dL“m_ leb{)l‘lhlllati\@'n Process was
2015. Per review of the Medication updated to include a review of
Administration Record (MAR) on 12/16/15 at allergies.
10:08 Al, the resident was receiving the )
medication daily and at times twice daily for Educalion was provided to nursing
anxlety and agitation. The medication, Xanax, is ataff-onth dication reconcilial
a drug that is fisted in the same pharmacological statl-on-the medyeation reconciliation
drug classification as lorazepam and clenazepam process. - '
(Nursing Drug Reference Book 2016). -FPer
interview an 12/16/15 at 10:11 AM with the Unit .
(anager (UM}, hefshe confirmed that there wae 4. How will the corrective actions will
no evidence that nursing, the physician or the Lo - P
pharmaclst had recognized the resident’s be monitored (o ensure the deficient ‘
aliergies to lorazepam and ¢kmazepam. Per praciice will not recur (fe: what quality
record raview on 12/16/15 at 9:16 AM pharrmacy assurance program will be put tnlo
consults were baing conducted manthly, hawever, place)?
thare was no evidence that the pharmacist
acknowledged the residgent's medication allergies , ] .
to lorazepam and ¢lonazepam. Per interview on Allergy review audits will bg
12/16/15 at 12:07 PM with the Consuitant conducled weekly x 4 weeks, then
Pharmacist, he/she confirmed that he/she was -monthly for 3 months, then randomly.
unaware of the resident's sllergies to lorazepam .
and clonazepam,
F 428 | 482.60(c) DRUG REGIMEN REVIEW, REPORT F 428 oy . . .
s5=p | IRREGULAR, AGT ON o 5. The dates corrective action will be
: completed
The drug regimen of each resident must be '
reviewed at feast once a month by a licensed Jammary 16, 2016
pharmacist, ’
P23 foC aceged PLools Beci v
The gharmacist must report any irregularities to

FORM CMS-2567(0% 88) Previpirs Versions Dbsolele

Evenl ID: XQONT1

I-acility 1): 475080

I continuation sheet Page & of ¥




12/30/201% WBD 14:290

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE

& MEDICAID SERVICES

FRX 802z 447 548? Centers Living and Reha‘b

007/008

PRINTED: 1212212015
FORM AFPROVED

OMB NO. 09350391

F 428

.the attending physician, and the direclor of

nufsing, and these reports must be acted upon,

This REQUIREMENT s not met as evidenced
by!
Based on staff interview and record review, the
facility consuitant pharmacist failed to report an
irregularity to the Attending Physician and Director
of Nursing for 1 of 5 applicable residents (#127).
Findings include:;

Fer record revlew of physlclan orders on 12/16/15
at 216 AM, Resident#127 had the following
allergies documented: azithromycin, tramadol,
larazepam, codeine, ¢lonazepam, indpmethcin,
randtiding, frazodone, lisinopril. These aliergies
were also documented on the top cover and in
the front section of the clinical record. The
current medication order read, "Xanax
(alprazolam) 0.25mg by mouth two times a day
as needed for anxlsty and agitation”, The
medication had been prescribed since July 2015.
Per review of the Medication Administration
Record (MAR) an 12/16/15 at 10:08'AM, the ~
resicent was receiving the medication daily and at
times twice daily for anxisty and agitation. The
medication, Xanax, is a drug that is listed in the
same pharmacological drug classification as
forazeparm and clonazepam (Nursing Drug
Reference Book 2015). Per interview an
12/16/16 at 10:11 AM with the Unit Manager
{UW), he/she confirmed that there was no
evidence that nursing, the physician or the
pharmacist had recognized the resident's
aliergies to lorazepam and clonazepam. Per

1428 ,
/. What correciive action will be
accompished-for those residents found
to have been qffected by the deficient
practice?

Resident #1275 chart was reviewed. Tij

was noted that nurse practitioner met
with resident’s daughter on 9/10/2014
which included review of resident’s
aflergies. Daughter staled during the |
meeling thal resident had been taking a
medication listed on the allergy list
without ill effects, Reviewol -
documenlalion indicaled that there
werc no 11l ¢ffects noted.

2. 1ow will you identify other residents
having the potential to be affected hy
the same deficient practice and what
corvective action will be taken?

[00% of all resident charts were
reviewed for drug allergies and
addressed as indicated.

3. What measures will be put inlo
pluce or what systematle changes will
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you make to-ensure that the deficient

£ 428 | Continued From page & F 428 praciice does not reoccur?

record review on 12/16/15 at 9:16 AM pharmacy
cansults were being conducted monthly, however,

there was no evidence that the pharmacist MD worksheet was updated (o include

acknowledged the resident's medication allergies resident’s allergices.
to lorazepam and clonazepam. Per interview on
12/16/15 at 12:07 PM with the Consultant ' Medication reconciliation proccss was

Pharmacist, he/she confirmed that he/she was
Lnaware of the resldent's allergies to lorazepam’
and clenazepam.

updated o include a review of allergies
by nursing and the physician.

| Bducation was provided to medical
dircctor and the consulting pharmacist
on pharmacy recommendations and
allergy reviews.

4. How will the corrective actions will)
he monitored 16 ensure the deficient
practice will not vecur (ie. what quality
assurance program will be put into
place)?

Allergy review audits will be
conducted weekly x 4 weeks, then
e |- - o imonthly for 3 months, ihen randomly.

5. Thé dates corrective action will be
completed.

January 16, 2016
FUBE FOC acrepted 1312011 Blortcli R
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