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P 2 N @VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING_
Division of Licensing and Protection

103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

October 21, 2009

Mr. William Spalding, Administrator
Allenwood At Pillsbury Manor

90 Allen Road

South Burlington, VT 05403

Dear Mr. Spalding:

Enclosed is a copy of your acceptable plans of correction for the annual survey and complaint
investigation conducted on September 14, 2009. 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,

Aagrne £ L A 10

Suzanne Leavitt, RN, MS
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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, ‘ : S2e 2Ztacted_ doc -
l An annual licensing survey and a complaint ZaAecr )P #/ %
+ investigation were conducted on-site on 9/9/09, ‘

' 9/10/09 and 9/14/09.
‘ AR W |
oW

| C
R128 V. RESIDENT CARE AND HOME SERVICES | R128 Q- o
SS=E, f pe Y | A i
| N4 !

' 5.5 General Care ;
; 5.5.c Each resident's medication, treatment, 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, 1 of
7 residents in the total sample received

- medications which were not consistent with

. physician orders. (Resident #2) Findings include: See QHCU«\\'QO(
order a5 mcluded on(

’/7/0‘7 to Henolo! ad;ng

. 1. Per record review and confirmed by the Nurse\
“manager on 9/10/09, Resident #2 had physician T~
- orders written on 7/10/09 to increase Atenolol to
25 mmhold for pulse less than 60). The /
 order omthe MAR was for Atenolol 25 mg QD_

()o &0:\\%‘ .
(hold if systolic <90). There was no current order S Ao e ‘b@ @(\OR'\@

. found to support the change of Atenolol 25 mg . ,
~BID back to Ate_nolol 25 mg QD. Therc—;- was also O\A\/\\\ \'\\5*6("“'\ /\0\ 0\
no documentation that staff were obtaining a & A
. pulse or a BP prior to administering Atenolol as / ,\‘v Y0 (35 OQ‘ ment-ed ;
 ordered Uow Sheet™ wnduded
- 2. Per record review and confirmed by the Nurse | ' N R.eweaﬂa? S /
: Manager on 9/10/09, Resident #2 had physician %p o‘\d%r a “5\07 :
- orders for Tramadol HCL 50 mg 2 tabs (100 mg) ple SBY On
PO every 6 hours for Pain. Documentation on . » T D
9/5/09 shows that Tramadol was given at 12:45 A. 5 ‘\—a‘CL \WUOLU&/ PV o R

" AM and 6:00 AM (5:15 hours apart) and on 9/9/095 QP)LUV\SGL‘CQ AS ‘LO am-opﬂa)ﬂ\{
' \
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| | Aimes + how Cruee| |
" documentation shows Tramadol was given at |
6:25 PM and again at 11:30 PM (5:05 hours —-é,//,, 5 15 7(/0‘/‘ ‘
apart). Resident #2 also had an order for e :
Darvocet N 100 1 tab to be taken orally every 4 [Ju/FS€§ J O“‘U ({ W‘Q_/
hours for pain. It was documented on 9/9/09 that lb
 the Darvocet was given at 8:20 PM and again at Y t \f’ ‘ d

11:30 PM (3:10 hours apart). 9\‘(/ o Wwove G ( an ?\ ‘

R145 V. RESIDENT CARE AND HOME SERVICEs | Rias | gtz Call ML/
SS=D: )

'
i

5.9 (2)

Oversee development of a written plan of care for W) THuo

each resident that is based on abilities and needs QA LrLao %

as identified in the resident assessment. A plan WWWC ratlec
. of care must describe the care and services ol W ] /

necessary to assist the resident to maintain M o) MW)
" independence and well-being;

Rloo bl care ypletn

This REQUIREMENT is not met as evidenced W Bezr7 wm

' by:

t Based on record review and interview the nurse bz W ’t/zz/ /752—764%:&

- failed to oversee the written plan of care reflected
" the current needs of 3 of 7 applicable residents _f_,

(Resident #2, #3, and#5). Findings include the MM
following: M

- 1. Per review of progress notes Resident #2 has #"'j é/b& WW

~had several recent falls. The care plan did not

" address interventions to prevent or minimize the \%Wf/‘ﬁg( M//MZ/

_likelihood of falls. This was confirmed with the ey dente L ciee o)

. Nurse Manager on 9/9/09. M 2 fdel AM

- 2. Per record review Resident #3 is on T cane )é % W
Coumadin therapy. Resident # 3 is identified to oo é(/é @zl ”f
self administer medications and has a o ‘CLM

" documented fall history. The care plan did not orn Reo, CAard-
address the signs/symptoms that the staff or | &D//ée/ &

. resident should observe for and report that may | el - ””M
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R145' Continued From page 2 R145 21453 Cnte |
I . . . , '
" indicate bleeding tendencies. This was confirmed }

- with the Nurse manager on 9/10/09. : éz

3. Per record review Resident #5 required staff >\
assistance to use bathroom during the night shift,
was frequently incontinent at night and had some m
document skin integrity issues. The care plan did ﬁW WZ Z

. not include interventions to address the resident's “> |
need for assistance with toileting at night or the ML/W/' WW@ Q U o

* need for skin assessments. This was confirmed Zq oeiZea. 7D
with Nurse Manager on 9/14/09.

R155 V. RESIDENT CARE AND HOME SERVICES R155 2 155 # /J% am.nse&eé.
SS=E ] 1 POV pClerrrEr mwéa ‘

'59¢. (12) WW‘?MM

Assume responsibility for staff performance in the X J% :
. administration of or assistance with resident W O Cerrr éﬂ;&ﬁm -
. medication in accordance with the home's : W c:ammun/cw“&ow |
* policies. Setzy _ew E -1
5 This REQUIREMENT is not met as evidenced *.

by, | | (Sea/ag.tf) |

' Based on record review, the home failed to

. assume responsibility for staff performance in the

- administration with resident medications for 1 of 7

~ applicable residents in survey (Resident #2).
Findings include the following:

Resident #2 was administered on 9/9/09
- Darvocet N 100 (1 Tab) at 4 PM and 11:30 PM AN
. and Tramadol HCL 50 MG (2 Tabs) at 6:25 PM. ; (\ \
The nursing note on ,
Resident #2 on 9/9/09 stated " Resident had .
~Darvocet at 4 and 8:20 PRN for leg pain. : Q
Tramado! @ 6:00 PM for leg pain". Per review of
the narcotic book the resident's Darvocet was
. signed out on 9/9/09 at 4 PM, 8:20 PM and 11:30
Division of Li'censing and Protection
STATE FORM 6899 RUXG11 If continuation sheet 3 of 8
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Continued From page 3 '_

PM (no record in MAR of the 8:20 dose being
given, noted to be given in nursing note). The

Nurse Manger confirmed that the staff

performance in the administration of the
medication and documentation was not in

- accordance with the home's policies.

2. Resident #2 has an order for Lorazepam 0.5
+ MG (2 Tabs) PO at Bedtime. On 9/9/09
' Lorazepam was signed out for resident in the

Narcotic book and a nursing note stated that
resident requested that the nurse leave it for her
to take with her Tramadol and Darvocet. The note

. indicated that the Nurse left the medication at the
- bedside. There was no documentation stating
~whether the resident ever took the signed out

Lorazepam, and the bedtime Lorazepam dose in
the MAR was left blank and was not circled. The
Nurse manager confirmed that the staff
performance in the administration of the

- medication and documentation was not in

accordance with the home's policies.

V. RESIDENT CARE AND HOME SERVICES

5.10  Medication Management

' 5.10.c. Staff will not assist with or administer any
. medication, prescription or over-the-counter
' medlcatlcns fqr WhICh there is not a physnc1an s .

| This REQUIREMENT is not met as evidenced
! by:
. Based on record review and staff interview, 1 of 7

applicable residents in the survey was
administered a medication without a physicians's
signed order (Resident #2). Findings Include:

R155

R162

2o~ &amz; mo
W tre g Rx
@?ﬂ C'a‘nﬁhu_é/

cortcted /ua(/;é;ﬂu ) Fo

ﬂu,éemomum&

W
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i psychoactive medications only when the home

- has a written plan for the use of the PRN

. medication which: describes the specific

. behaviors the medication is intended to correct or

" address; specifies the circumstances that

- indicate the use of the medication; educates the

- staff about what desired effects or undesired side

. effects the staff must monitor for; and documents
the time of, reason for and specific results of the
medication use.

This REQUIREMENT is not met as evidenced

by:

' Based on record review and staff interview, the
home failed to develop a written plan for the use
of a PRN(as needed) psychoactive medication for
3 residents in the targeted sample (Resident #1,

"#2, and #4). Findings include the following:

' 1. Resident #1, #2, and #4 had a physician order
for a PRN (as needed) anti-anxiety medication.
The nurse manger confirmed that staff other than
" a nurse administer psychoactive medications. Per

X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
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DEFICIENCY)
R162' Continued From page 4 R162 J
1. Resident #2 was administered Darvocet N 100 I
- PRN for pain on a regular basis by staff. Per i
" record review and confirmed with Nurse Manager
- on 9/10/09, there was no signed physicians order
j for the medication.
R167 V. RESIDENT CARE AND HOME SERVICES R167 2167
SS=E LeacAertle #/ lonar
5,10 Medication Management / %u//% < 2%7 Z :
. . ) . . ,//’- ’ 7”7 ‘
5.10.d If a resident requires medication allactiel Wﬁw% :
" administration, unlicensed staff may administer e .
medications under the following conditions: Lrordent- )5 pe )
- (5) Staff other than a nurse may administer PRN “%Aa beer apm&‘w

’1
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R167 . Continued From page 5- R167 !
" record review and staff ihterview there was no ;
+ written plan describing the sspecific behaviors that l
' " the psychoactive medication was intended to j
- . address and cnrcumstances that would indicate
! the use of the medicahon This was confirmed
" with the Nurse Manger on 9/9/09 for Resident
“#1and #2, and on §/10/09 for .Resident #4.
[ . .
R178' V. RESIDENT CARE AND HOME SERVICES R178 RITE : :
SS=E, We fiave W a W

|
5.11 Staff Services Vz%w ' W
|

' 5.11.a There shall be sufficient number of o V7 ) ]

~qualified personnel available at all timesto -~~~

provide necessary care, to maintain a safe and U // W ; 0 71
healthy enwronment and to assure prompt, /

appropriate action in"cases of injury; illness, fire ' ' /————"‘

. or other emergencies. ,

' This REQUIREMENT is not met as evidenced y [ a /l le MES
' by:

. Per review of staffing pattern documentation,
 staff and resident interview and observation, the
" home failed to provide sufficient number of |
+ qualified personnel on the night shift. Finding ‘ ~ 1_1\

cinclude: . (7 D”C/ M

. 1. Staffing for night shift consist of 1 staff person o
& nerQmsrdentsandaemcall personfor : tow a0 el [tf” .

gh mtervnews that there Wi
staff coverage on the night shift to assure prompt,

. appropriate action in case of injury, iliness, fire or

' other emergencies. This was confirmed with the

. Administrator and Nurse Manager on 9/14/09. ‘ {

i Staff interviewed during the 3 day survey process

! voiced concerns that if a resident with heavy

- care needs happen to fall on the night shift that
one staff person would have a hard time

| assessing the resident's condition, lifting the

Division of Licensing and Protection
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 resident off the floor and calling for help if

' needed. Staff also identified that some of the

. residents had very high care needs and it was

+ difficult for one person to be in many places at

. once. Residents interviewed voiced concerns that

* during the night it sometimes took a long time
before someone could answer their bell.

R247 VII. NUTRITION AND FOOD SERVICES
SS=E:

7.2 Food Safety and Sanitation

. 7.2.b All perishable food and drink shall be
labeled, dated and held at proper temperatures:
(1) Ator below 40 degrees Fahrenheit. (2) Ator
above 140 degrees Fahrenheit when served or

" heated prior to service.

This REQUIREMENT is not met as evidenced

by:

' Based on observation and record review the

 home failed to assure that all food was

" maintained at proper temperatures and failed to
assure that all perishable food was labeled and

* dated. Findings include:

" 1. During facility tour on 9/9/09 Refrigerator

i temperature on thermometer registered 43

" degrees. Upon review of the refrigerator

' temperature log on 9/10/09 demonstrated that the
" logged refrigerator temperature for the week of
9/7/09 ranged between 44 and 47 degrees.

: 2. In the Walk in freezer unit there was cooked
french toast and vanilla pudding that was not

- dated or labeled. This was observed and

. confirmed by Director of Nursing on 9/9/09.

* 3. During facility tour on 9/9/09 there was no

R178

R247

6{70‘9'?' i\ma:‘:f’cﬂ fé Ao
&Cﬁ '&z‘m %mégl\f ,6

< ranges '

Qegxﬁero&al‘? ?\iﬁ& MM
u\Q_l'o ter
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R247 Continued From page 7 R247 5*& edu caxed Y u
thermometer in the freezer in the dinning room ‘}@ Te bYO\

- refrigerator/freezer or in the chest freezer in % ﬂ {'6[

- dishwasher storage room. This was confirmed h " o m K d

. with the Director of Nursing. < '\—(IQ‘Q' QCQU,CQM *6
R251 VII. NUTRITION AND FOOD SERVICES R251 \U\J\Q Ce ?E—r? AANETMON *\3&‘%
§S=D

CUTQ Ke

7.3 Food Storage and Equipment

'~ 7.3.a All food and drink shall be stored so as to
. protect from dust, insects, rodents, overhead

. leakage, unnecessary handling and all other

- sources of contamination.

This REQUIREMENT is not met as evidenced
' by
- Based on observations during the kitchen tour
: conducted with Director of Nursing, the home
failed to assure that all foods were stored to
protect from all sources of contamination.
Findings inciude:

1. During the kitchen tour on 9/9/09 and

confirmed with the Director of Nursing the

, following foods were found not securely wrapped
or stored to protect them from contamination.

- a. Walk-in freezer unit: loafs of frozen bread

- dough and frozen chicken were unwrapped and
exposed.

b. Kitchen shelf. Stored bag of sugar in original

bag left wide open on shelf.
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STATE SURVEY CORRECTIVE ACTIONS

R128 Rﬁ@\mjr :ﬂf} |

1. Contesting this matter

‘ The telephone order sent out on 7-10-09 for Atenolol was a second
| request. The first request was from 1-6-09. (See the accompanying :
documentation) to support this. —

M Counsdes He imprtence of.
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