7~ 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:/iwww . 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

April 7, 2016

Ms. Amy Lockerby, Manager
Giordano Manor

34 Canada Street

Swanton, VT (05488

Dear Ms. Lockerby:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
2, 2016. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compiiance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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 An unannounced onsite re-licensing survey was U :

- conducted on 3/2/16 by the Division of Licensing PS_J C\\O(\Q& W
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| medication use.

. by

' 5.10 Medication Management

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

i (5) Staff other than a nurse may administer PRN
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

@ ' This REQUIREMENT is not met as evidenced

| Based on record review and staff interview, the
home failed to ensure that there was a written
plan for the administration of PRN (as needed)
psychoactive medications for 1 of 5 residents

| sampled. Findings include:

Per record review on 3/2/16, Resident #1 has an
order for "Trazadone 50 mg. Give 1/2 tab (25
mg.) by mouth every morning. May repeat X1
after two hours of 1st dose if anxious, agitated

. behavior”. Per review of the record, there was no
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i 5.10 Medication Management l

5.10.g Homes must establish procedures for
documentation sufficient to indicate to the
physician, registered nurse, certified manager or
representatives of the licensing agency that the \
medication regimen as ordered is appropriate

: and effective. At a minimum, this shall include:

(1) Documentation that medications were |

administered as ordered,; ‘

“{2) All instances of refusal of medications,

. including the reason why and the actions taken by\

the home; 1

' (3) All PRN medications administered, including

- the date, time, reason for giving the medication,
and the effect;

i (4) Acurrent list of who is administering ;

i medicatipns to residents, including staff to whom

a nurse has delegated administration; and

(5) For residents recelving psychoactive

medications, a record of monitoring for side

| effects.

{6) Allincidents of medication errors.

This REQUIREMENT is not met as evidenced
by
i Based on observation, record review, and staff
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interview, the home failed to ensure that the |
medication regime was followed for the timing of |
administration for 2 of 5 residents sampled l‘
(Resident #1, #2). Findings include: "

1. Per observation of the noon medication pass
on 3/2/18, Resident #2 has an order for Cilbstazol ;

(Pletal) 100 mg. that was ordered to be given 30 |
i minutes before the meal. The medication was |
" administered to the resident after they had started!
eating their lunch. The med tech and the nurse
confirmed at 12:15 PM that the order reads as

stated above, and confirmed that the order was
not followed to administer before the meal.

@)Z. Per record review on 3/2/16, Resident #1 has

an order for "Trazadone 50 mg. Give 1/2 tab (25
md.) by mouth every morning. May repeat X 1
after two hours of 1st dose if anxious, agitated
behavior”. The resident was scheduled to take
the morning dose at 8:00 AM. On 11/22/15, the
Med Administration Record showed that a PRN
dose of Trazadone was administered to Resident |
!t #1 at 9:00 AM. There was no indication that the
scheduled dose was given early that morning to
show the staff waited two hours to administer the
PRN dose. Per interview on 3/2/16 at 10:45 AM,

the Registered Nurse confirmed that Resident #1
“was given a PRN dose pf Trazadone at 9:00 AM,
and that the documentation did not reflect the |
actual time the scheduled dose was given, to '
show that staff had waited two hours per the MD
order.
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@ 7.3 Food Storage and Equipment
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7.3.i Poisonous compounds (such as cleaning

' products and insecticides) shall be tabeled for

, easy identification and shall not be stored in the
food storage area unless they are stored in a !
separate, locked compairtment within the food ‘
- storage area.

This REQUIREMENT is not met as evidenced

by:

Based on phservation and staff interview, the
facility failled to maintain a locked storage
compartment for chemicals and cleaning i
products in a food storage area. Findings include: ;

1. During the tour of the facility's main kitchen ‘
fwhere foods are stored and prepared, and
residents pass through freelyj at 10:15 AM on
312116, the cabinet locking device below the sink
was found unsecured. The under sink storage
compartment contained three jugs of Liquid i
Plummer drain product, a bottle of liquid Pine Sol |
cleaning agent, a can of powdered Comet ‘
cleanser, and various other cleaning products. At |
" 10:30 AM, the home's manager confirmed that |
the cabinet locking system for the chemical ‘
‘ storage area under the kitchen sink had been left
_unsecured by staff, :
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