{MONT 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

March 24, 2015

Ms. Morgan Bovat, Administrator
Brownway Residence

328 School Street

Enosburg Falls, VT 05450-5500

Dear Ms. Bovat:

Enclosed is a copy of your corrected acceptable plans of correction for the survey conducted
on January 13, 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,

SUNWITN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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BROWNWAY RESIDENCE

R100 Initial Comments R100

An unannounced onsite licensing survey and : T -
investigation Into a facility self-reported incident S(J_,e_ L(‘Hﬂ chegl P\ dn S 0‘{'
were conducted by the Division of Licensing and

Protection from 1/12 - 1/13/15. The following ey

regulatory deficiencies were identified. (rive L/hm

R128 V. RESIDENT CARE AND HOME SERVICES - R128

55 General Care

5.5.¢c Each resident's medication, treatment, and
dietary services shall be consistent with the
physician's grders. : }

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
home failed to ensure that each resident had
signed physician orders for all medications and
treatments for 7 of 11 residents (Residents #1, 2,
3.4 7 8 and 9) and failed to ensure that
medications were administered consistent with
physician orders for 1 of 11 residents whose
medications were reviewed, (Resident’s #2}
Findings include:

1. Per medical record review and confirmed by |
the facility nurse on 1/13/15, there were no signed
physician arders for ail of the medications that are.
administered to Residents #1,2,3, 4,7, 8, and
9. Per interview with the nurse, s/he stated that
s/he consgidered the clinical summarigs that were -
provided to residents at their office visits to be
their physician medication orders. The nurse was
not able to produce evidence of signed crders at
the time of the survey and cenfirmed that there
was no electronic or conventional signature on
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R128

the clinical summaries for the above residents.
The nurse also confirmed that not all medications
were listed on each of the clinical summaries
making it difficult to determine the current
medications.

2. Per recerd review on 1/13/15, Resident #2 was ;
diagnosed as an insulin dependent diabetic who
is administered both long and shert acting insulin

- (additionally, short acting insulin iz administered

per sliding scale based ¢n blood sugar levels
before meals). The physician orders state that
Resident #2 is tc be administered Novol.og 100
units/m!, § units subcutanegusly [by injection] with |
meals three timas per day and additionally is to
receive Novoblog insulin per sliding scale based
on his/her blood sugar readings (which are
specified in the order).

Per review of the Medication Administration
Record (MAR) for January 2015, there is no
documentation that Resident #2 was
administered his/her "scheduled" 6 units of
NovoLog insulin with his/her meals on 1/3/15 at

1600; on 1/4/15 at 0800 and 1100; on 1/5 and

1/6/15 at 1600; and on 1/10 and 1/11/1% at 0800,
1100, and 1600. There was a strikeout line written
through the Novolog administration order for '
each of the 3 time frames and an unsigned note
stating, "see new instructions.”

. On 1/13/15 at at 11:15 AM, Med Tech #1 stated

that on 1/4/15, s/he thinks that s/he administered |
Resident #2 his/her NgovolLog insulin and :
confirmed s/he did not enter the administration on F

" the MAR for either the 0800 or 1100 dose. On

1/13/15 at 2:07 PM, Med Tech #2 who was
working on 1/10 and 1/11/15, stated that sfhe did
not administer the scheduled NovoLog insufin on
those days as the medication had a line through it
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and s/he thought it had been discontinued. Both
Med Techs confirmed that they did not call the
facility nurse to question what the strike through
line meant.

On 1/13/15 at approximately 2 PM, the facility
nurse confirmed the MAR entries as listed above : g
and stated that s/he did not know how or why the |
scheduled Novolog had been crossed off in the |
MAR and confirmed that there was no 5 |
documentation to explain this. The nurse stated | !
that all changes in medication are to go through

nim/her and s/he was not aware of the :
discrepancy in the MAR until it came to attention
during the survey.

3. Per record review on 1/13/15, Resident #1 has
thagnoses that include Insulin- dependent
Diabetes, and on 11/14/14 was sent to the
hospital with hyperglycemia after becoming dizzy
and falling. The resident went to a skilled nursing
facility for a rehabilitation stay after the hospital,
and was then readmitted to the home on
12/22/14 Per record review, there were no
signed admission orders present in the record.
The nursing home had written discharge orders
that were faxed to the home, however the
medication list was not signed, and the home did
not send put the new orders to the primary
physician for review and a signature that they
werg approved. Per interview on 1/13/15 at 4:30
PM, the Registered Nurse confirmed that the
discharge orders were not complete with signed |
physician orders in the resident record, and that
they had not been sent to the resident's primary
care physician for an approval signature for

. medications and treatments upon readmitting
Resident #1.

See alsg R162.
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R140 V. RESIDENT CARE AND HOME SERVICES - R140
55=D

5.8 Physician Services

5.8.d4 All physicians' orders obtained via
telephone shall be countersigned by the
physician/licensed practitioner within 15 days of
the date the order was given,

This REQUIREMENT is not met as evidenced
by: ' i
Based on record review and confirmed through
staff interview, the home failed to ensure that all
orders obtained via telephone were

countersigned by the providing
physician/practitioner in a timely manner for 1 of

11 residents whose medications were reviewed
during the survey. (Residents #3). Findings
include:

Per medical record review and confirmed by the
facility nurse on 1/13/15 at 10:38 AM, signed
telephone orders were not obtained for Resident
#3 for a medication change that included: a dose
increase in Zolpidem from & to 10 mg on 12/2/14.
(Zoipidem is a medication used for insomnia).

Fer 1/13/16 review, the facility policy labeled
Fhysicians Telephone Orders, states "Brownway
Residence nursing staff must send foliow up
facsimile to any practitioner that provides an
order via telephone. The practitionéer will be
expected to return the signed order back within
16 days of the date the order was given.” Per
interview on 1/13/15 at approximately 10:30 AM,
the facility nurse stated that s/he was not aware
that a signed telephone order was needed for the
medication change.

Division of Licensing and Protection
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R145 V. RESIDENT CARE AND HOME SERVICES R145 !

§8=n
59.¢(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 t¢ maintain
independence and well-being;

This REQUIREMENT s not met as evidenced
by:
Based on record review and confirmed by the
facility staff RN, care plans have not been
developed for 2 of 6 residents in the survey

- sample identified as having individualized needs
requiring specific care and services (Residents |
#1, #2). Findings include: : ‘

b

1. Per record review on 1/13/15, Resident #2 was ' f
diagnosed as an insulin dependent diabetic who !
is administered both long and short acting insulin ‘
{additionally, short acting insulin is administered

per sliding scale pased on blood sugar levels

pefore meals}. The resident has additicnal

diagnoses related to diabetes that include

polyneurcpathy and diabetic retinopathy. On

1/13/15 at 4:41 PM, the facility nurse confirmed

that the resident did not have a care plan

developed for diabetes care managemsnt,

monitoring and treatment.

2. Per record review on 1/13/15, Resident #1 is
an insulin dependent diabetic and is prescribed
both long and short acting insulin. Resident #1 ,‘
was sent to the hospital on 11/14/14 with : E
hyperglycemia and an evaluation for injury after a |
fall. The resident went from tne hospital to a ; !

Division of Licensing and Protection
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SS=F :

5.10  Medication Management

medication, prescription or over-the-counter
medicaticns for which there is not a physician’s

problem statement in thé resident's record.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview the
facility failed to ensure that staff not assist with or
administer any medication, prescription ¢r
over-the-counter medications for which there is
not a physician's written, signed order in the
resident's recerd for 7 of 11 residents whose
medications were reviewed (Resident's #1, 2, 3,
4,7, 88&9) Findings include:

1. Per medical record review and confirmed by

3.4, 7,8 9) Perinterview with the nurse, s/he
stated that s/he considered the clinica!

the facility nurse on 1/13/15, there were no signed
physician orders for all of the medications that the
facility Med Techs administer (for residents #1, 2,

5.10.¢c. Staff will not assist with or administer any

written, signed order and supporting diagnosis or
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R145 Centinued From page 5 | R145 !
skilied nursing facility, and was readmitted to the - !
home on 12/22/14. Per review of the plan of care - :
for this resident, there was no area developed to .
address the diagnosis of Diabetes, and the
appropriated interventions associated with this
medical condition. On 1/13/15 at 433 PV, the
Registered Nurse confirmed that the resident did
not have a care plan developed for diabetes to
address goals and interventions necessary to
menitor and treat the condition.
R162 _ R182
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summaries that were provided 1o residents at i
their office visit to be their physician medication ‘
orders and was not able to produce evidence of

signed orders at the time of the survey The nurse

confirmed that there was no electronic or

conventional signature on the summaries for the

above residents and confirmed that not ali

medications were listed on each of the clinical

summaries making  difficult to determine the

current medications.

2. Per record review on 1/13/15, Resident #1 has

diagnoses that inciude Insulin- dependent

Diabetes, and on 11/14/14 was sent to the

hospital with hyperglycemia after becoming dizzy

and failing.. The resident went to a skilled nursing -

faciitty for a rehabilitation stay after the hospital,

and was then readmitted to the home on

12122/14. Per record review, there were no

signed admission orders present in the record. ‘
The nursing home had written discharge orders | ;
that were faxed to the home, however the f
medication list was not signed, and the home did
rot send out the new orders to the primary
physician for review and a signature that they
were approved, The resident received medication
administration from Medication techs on a daily
basis. Per interview on 1/13/15 at 430 PM, the
Registered Nurse confirmed that the discharge
orders were not compiete with signed physician
orders in the resident record. and that they had
not been sent to the resident’s primary care
physician for an approval signature for
medications and freatments upan readmitling
Resident #1. The nurse also confirmed that
unlicensed staff were administering the
medications to Resident #1 with no signed
physician orders on file. )

Division of Licensing ard Protection
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by

Findings include:

Levemir manufacturer's

in-use.”

5.10 Medication Management

5.10.h All medicines and chemicals used in the
home must be labeled in accordance with
currently accepted professional standards of
practice. Medication shall be used only for the
resident identified on the pharmacy label.

This REQUIREMENT is not met as evidenced

Based on observation and staff interview, the
facility fafled tc ensure that medications were
appropriately labeled in accordance with
professional standards for 8 of 8 residents for
whom the facility was administering insulin.
{Resident's #1, 2, 10, 11, 12, 13, 14 and 15).

Per observation of the D- wing and main office ‘
medication carts on 1/13/15, 16 of 16 Insulin pens; ;
{7 Lantus solostar, 7 Novobog flex and 2 Levemir
flexicuch pens), which were used for 8 residents :
were not labeled with the date the pens were first
opened for use. Of the one pen that was dated
when opened, the date was not legible. Per the
Lantus sclostar manufacturer's package insert,
once the pen is in use (opened), it should be
discarded after 28 days;
manufacturer's insert states "Throw away ... a
used Flexpen after 28 days, even if there is
insulin left in the cartridge or syringe.” The

the Novol.og

insert states that "the

total time allowed at room temperature is 42 days
regardless of whether the product is in-use or not

Additionally, the insulin pens were not labeted

;. R172
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R172: V. RESIDENT CARE AND HOME SERVICES
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with resident's full first and iast name for 15 of the
16 pens; and instead were labeled with the
resident’s first and fast initial, first name or first .
name and last inttial. 1
Fer 1/13/15 review, the facility policy labeled
Medication Management- Medication QOversight,
states that "All medications and chemicals used
in the home are fabeled in accordance with
- currently accepted professional standards of
_ practice.” The labeling as identified above was
confirmed by a staff med tech and the facility
nurse on the afterncon of 1/13/15.
R173 V. RESIDENT CARE AND HOME SERVICES R173
$8=D
5.10 Medication Management
5.10.h.

(1) Resident medications that the home
manages must be stored in locked compartments
under proper temperature controls. Only
authorized personnel shall have access to the
keys

This REQUIREMENT is not met as evidenced i
by: i
Based on observation, staff interview and record
review, medications stored in the D-wing
medication refrigerator were not stored under
proper temperature controls affecting 2 of the 2
rasidents whose medications were stored in the
refrigerator (Resident #2 and #10). Findings
include;

Division of Licensing and Protection
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The temperature log for the D-wing medication
storage refrigerator lists that the Medication
Fridge temperatures should be "Between 36-46

degrees....If the temp is outside of the parameter

listed, please make adjustments and recerd the
follow up temperature." Per observation on
1/13/15 with Med Tech #1 and confirmed by the

facility nurse, the temp log for the unit refrigerator .

had recorded Fahrenheit. temperatures as
follows: On 12-30-14: 30 degrees; 12/31/14: 34

degrees; No temperatures recerded for 1/1/15 or |

1/2/15; 1/3/15: 28 degrees; 1/4/15 32 degrees;
1/5/15: 33 degrees; 1/6/15: 35 degrees; 1/7/15:
30 degrees; 1/8/15: 36 degreas; 1/9/15: 30
degrees; 1/10/15: 32 degrees; 1/11/15: 31
degrees; 1/12/15: 35 degrees and 1/13/15 39
degrees. There was one note on 1/7/14 that the
temperature was "turned [up]” but no other .
entries to indicate that the temperature was
adjusted for other dates when the temperature
was recorded as out of range; there were no
foliow up temperatures recerded on the log sheet
during these dates to indicate the temperatures
were rechecked. :

Cn 113115, per observation and confirmed by the

Med Tech #1, both Lantus solostar and Novolog -
flex pens (types of insulin used to treat Diabetes) -

for Resident's #2 and #10 were stored in the

- D-wing refrigerator. The manufacturer insert for

both types of insulin state that the insulin should
be stored between 36-46 degrees (F) and they

shouid not be frozen. The Novolog package insert.

states, "Do not freeze. Do not use Novolog if it
has been frozen." The Lantus package insert

" states, “if a disposable insulin pen has been

frozen or overheated, throw it away."”

On 1/13/15 at 3:12 PM, Med Tech #1 stated that
s/hie did not check to see if the insulin was frozen

Division of Licensing and Protection
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on 12/30/14 when the refrigerator's temperature
was recorded as 30 degrees. On 1/13/15 at
approximately 3:30 PM, the facility nurse
coenfirmed the temperature log's low readings and
stated that s/he was not alerted to the low :
temperatures. On 1/13/15, the facility manager i
reported that the out of range temps were not
reported and stated that the med techs would be
expected to report out of range temperatures to
the facility nurse.
R266 iX. PHYSICAL PLANT . R265

SS8=E

9.1 Environment

by:

include;

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

This REQUIREMENT is not met as evidenced

Based on observation, resident and staff
interview, the facility failed to provide a safe,
sanitary and homelike environment. Findings

1. During the initial tour of the facility on 1/12/15
at 9:45 AM, the bathroom shared by three
residents on B wing had a strong smell of urine,
and there was fluid on the floor that appeared to
- be urine. The fioor was sticky where it was not
wet. The observation was confirmed by the
manager of the home at 9:50 AM, who stated that
the housekeeper was not working today, and that
the bathroom was in nesd of cleaning. At 11:15
AM, the bathroom was observed once again and
found to be in the same congition with a puddle
on the figor and strong odor.
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2. A bathroom on the Awing was also observed to
have a strong urine odor during the same initial
tour on 1/12/14 with the facility manager. On
1/13/15, a resident who shares the bathroom {hut
asked not to be named) reported that strong

pdors from the bathroom and hail area have been
a problem for some time and that the bathreom
odors enter his/her adjoining room making it
unpleasant to be in the rcom. Per observation on
both 1/12/15 and 1/13/15 with the manager, the
bathroom had a strong urine odor. Additionally, -
the baseboard heater near the toilet was missing
its endcap, exposing metal edges and giving the
bathroom a non-homelike appearance,

3. On 1/13/15 at approximately 5:30 FM, the

facility manager and nurse confirmed that the

connection between 2 baseboard front panels {on

the C-wing main hatiway) were screwed in place

with a diagonal metat patch that protruded into :
the walking area of the hall and couid pose a ' \
safety issue for residents who used the handrail I
directly above the patch. ;

4. 0n 1/12/14 residents in the dining hall (who
chose not to be identified) reporied a concern
about the facility's cleaning practices and
reported that the light fixtures above the tables
were dirty for some time. On 1/13/15 at
approximately 5:30 PM, per observation and
confirmed by the facility manager, the light
fixtures were observed to have moderate to
heavy amounts of black debris visible in the
opaque fixtures that were situated above the
dining room tables. The manager confirmed that
the light fixtures were not on the housekeeper's
cleaning schedule.
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5.5.c Each Residents medication, treatment, and dietary services shail be consistent with the
physicians orders.

1. Action to correct the deficiency

1) The Health Services Director faxed consolidated orders on every Resident to their PCP with a
request for MD signature,

Expected completion date: Completed (1/12/2015 - 1/15/2015)

2) The order was rewritten to avoid confusion and all med techs received education on their
inability to write or mark the MAR,

Expected completion date: Completed (1/12/2015)

3) Signed orders were obtained at the scheduled post rehab visit with PCP on 1/15/2015 as PCP
will not sign off on discharge orders until residents are seen face to face following any short
term rehab stay.

Expected Completion date: Completed (1/15/2015)
2. Measures to assure that it does not recur

1} Consolidated orders will continue to be sent to all Office Visits — Office Visit form has been
updated to include verbiage that the physician has reviewed and agrees with the attached
medication list {see attachment A},

Expected completion date: Completed {1/14/2015)

2} Staff reminders have been posted on the cart and in the med room reminding them not to
write in the MAR.

Expected completion date: Completed (1/14/2015)

3) Physician re-admission forms have been developed for residents returning from rehab {see
attachment B).

Expected completion date: Completed (1/14/2015)
3. How corrective actions will be monitored

Going forward, on a quarterly basis, the Health Services Director is responsible for medication
reviews to assure that all residents have signed consolidated orders.

/1/‘\/»75/ 3fihs

Expected completed date: Ongoing
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5.8.d All physicians orders obtained via telephone shall be countersigned by the physician/licensed
practitioner within 15 days of the date the order was given.

1. Action to correct the deficiency
Order was located in thé residents’ medical record (see attachment C)
Expected completion date: Completed (12/02/2014)
2. Measures to assure that it does not recur
Nursing will continue to utilize their process of obtaining orders from physician offices.
Expected completion date: Completed (12/02/2014)
3. How corrective actions will be monitored

Going forward, on a quarterly basis, the Health Services Directoris responsible for medication
reviews to assure that ali residents have signed consolidated orders.

Expected completed date: Ongaing
/145

5.9.c Oversee development of a written plan of care for each resident that is based on abilities and
needs as identified in the resident assessment.

1. Action to correct the deficiency

Both plan of care, for Resident #1 and #2, which required interventions hased on diabetic status
were updated by the Heaith Services Director.

Expected completion date: Completed {1/14/2015)
2. Measures to assure that it does not recur

Plan of care temptate has been edited to include a separate dietary focus which is automatically
triggered when new care plans are initiated,

Expected completion date: Completed (1/14/2015)
3. How corrective actions will be monitored

Care plan reviews will continue to occur quarterly by the Health Services Director.

L

Expected completed date; Ongoing
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5.10.¢ Staff will not assist with or administer any medication, prescription or over-the-counter
medications for which there is not a physician’s written, signed order...

1. Action to correct the deficiency
1) Consolidated orders were obtained to satisfy the regulation for signed physician orders,
Expected completion date: Completed (1/12/2015 - 1/15/2015)
2) Signed orders were obtained at the appointment with PCP on 1/15/2015.
Expected completion date: Completed (1/15/2015)
2. Measures to assure that it does not recur

1) Consolidated orders will continue to be sent to all Office Visits — Office Visit form has been
updated to include verbiage that the physician has reviewed and agrees with the attached
medication list {see attachment A).

Expected completion date: Completed (1/14/2015)

2} Physician re-admission forms have been developed for residents returning from rehab (see
attachment B),

Expected completion date: Compieted (1/14/2015)
3. How corrective actions will be monitored

Going forward, an a quarterly basis, the Health Services Director is responsible for medication
reviews to assure that all residents have signed consolidated arders.

Expected completed date: Ongoing
R172

5.10.h All medicines and chemicals used in the home must be labeled in accordance with current
accepted professional standards of practice.

1. Action to correct the deficiency
All insulin was properly labeled, per regulation, immediately.

Expected completion date: Completad (1/13/2015)
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2. Measures to assure that it does not recur

To ensure proper Iabeli'ng, pre-printed labels were created for each resident requiring insulin
administration. The labels include first and last name and a spot for staff to place the date that
the insulin was opened. The labels are stored on the side of the medication fridge for easy
access when new insuiin is opened.

Expected completion date: Completed (1/14/2015)
3. How corrective actions will be monitored

Nursing will audit the insulin storage fridge weekiy to ensure proper labeling and fridge
temperatures.

Expected completed date: Ongoing
R173

5.10.h Ali medicines and chemicals used in the home must be labeled in accordance with current
accepted professionai standards of practice.

1. Action to correct the deficiency

Medication refrigerator was replaced secondary to inability to regulate to the proper
temperature.

Expected completion date: Compieted (1/15/2015)
2. Measures to assure that it does not recur

Med techs have been instructed to communicate abnormal fridge temperatures to the nurse.
Nursing will be responsible for adjusting abnormal fridge temperatures.

Expected completion date: Completed (1/14/2015)
3. How corrective actions will be monitored

Nursing will audit the insulin storage fridge weekly to ensure proper labeling and fridge
temperatures,

Expected compieted date: Ongoing
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9.1.a The home must provide and maintain a safe, functional, sanitary, homelike and comfortabie
environment,

1. Action to correct the deficiency
1) All bathrooms were deep cleaned by a contracted service.
Expected completion date: Completed (1/26/2015)

2) As explained, during the facility tour, the bathroom fiocr was scheduled to be replaced
secondary to continued strong smell of urine which was not rectified by cleaning of the
bathroom. Bathroom floor was replaced as was the base hoard heater.

Expected compietion date: Completed (1/15/2015)
3) Base board heater was fixed by facility handyman.
Expected completed date: Completed (1/13/2015)
4) Light fixtures were cleaned by a contracted cleaning service.
Expected completed date: Completed (1/15/2015)

2. Measures to assure that it does not recur

1) New housekeeping has heen hired with a background in janitorial services. Stronger attention
is being placed on deep cleaning of bathroom areas.

2] Bathroom floors, which are not ceramic tile, are all being replaced secondary to the linoleum
holding in odors,

3) Baseboard heaters were added to maintenance schedule for monthly inspections.
4) Light fixtures were added to the housekeeping assignment for monthly cleaning,
3. How corrective actions will be monitored

Weekly housekeeping meetings will occur until areas of concern are stable and routinely found
at 2 high standard.

Expected completed date: Ongoing

/f)/?% 3liefs




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18

