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2~~~ 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:/fwww.dail.vermont.gov

S&C Main Line 802-241-0480

S&C Main Fax Line: 802-241-0343
APS Reporting Line: 1-800-564-1612

February 12, 2016

Ms. Cathy Conley, Manager

Historic Homes Of Runnemede-Stoughton House
40 Maxwell Perkins Lane

Windsor, VT 05089-1206

Dear Ms. Conley:

Fnclosed is a copy of your acceptable plans of correction for the survey conducted on
January 12, 2016 . Please post this document in a prominent place in your facility.

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

Sincerely,

s fv
W

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100? Initial Comments: R100 !
An unannounced onsite re-licensing survey and i
self-report investigation was conducted on 1/11 - !
1/12/16 by the Division of Licensing and
Protection. The following are regulatory findings.
R145 V. RESIDENT CARE AND HOME SERVICES | Ri4s | D st y
ss=p| Qoge @lan Sor President *1 fsolle
ofe Q %_ uSe Cg
| daked o reiles
I 59.c(2) \cpoic medieadon
gAY
Oversee development of a written plan of care for
each resident that is based on abilities and needs \ans R
as identified in the resident assessment. Aplan csigning Qare W Doty
, ' TAR oY : - N
of care must describe the care and services e o oM\ e
necessary to assist the resident to maintain O (oxe oor MM
. : W &
independence and well-being; cnadnon 1S
ok BAMNG
This REQUIREMENT is not met as evidenced N
by: Wi\ do oin
Based on record review and staff interview, the R Adoninot s ’\-oc'$ g WS oNgEANG,
home failed to ensure that the written plan of care ardom aodit ©
included all identified needs regarding the use of o ¢ Cor comRURNeS,)
psychoactive medications for 1 of 6 residents moﬁ“r\‘\\“\ Y _p.mc_\\ neSD
sampled (Resident #1). Findings include: M'LQ(&C—%
. . ceniDl ondS.
1. Per record review on 1/11/16, Resident #1 has A\ rw;&g‘ ‘A
short term memory problems, and is noted to <\cador oV R 0NAa° d
; ; A Adenin o e |
have episodes of sadness and anxiety. The A of av Ads !
physician ordered Clonazepam 0.5 mg., one tab b (eQof” w\\.\ and
- by mouth twice daily as needed for ot (‘,omm"‘f\ ee %D e :
' weepiness/anxiety. Per review of the plan of care, w ol ~ O |
. the section titled "Psychotropic Drug Use" stated Fne i
- there were none. There was no mention of the annLENH - :
i use of psychotropic medications for this resident i
. in any part of the plan of care. Per interview on ’
| 1711116 at 1:35 PM, the Charge Nurse confirmed
i that the use of psychcactive medications was not
 inciuded in Resident#1's plan of care.
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2. Per record review on 1/11/16, Resident #2 had
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Monitor stability of each resident's weight; ax ™ g\m"“m%& oo oL dne
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This REQUIREMENT is not met as evidenced or Yeg¥ :
by: CORR o on ose | Vi
Based on record review and staff interview, the -5\\&5,—-? esducation o
home failed to ensure that resident weights were C oo Lsi\l o
monitored regularly for 2 of 6 residents sampled ( o wnl 6'\—Q:q: m«a.e.-\—xr\cd \
Resident #1, #2). Findings include; N 2 Y '\ns\-n"‘ru*té lao);b
. . Vst Og: ‘ °
1. Per record review on 1/11/16, Resident #1 had
a monthiy weight recorded as 138 Ib. on 8/1/15. . . .
There was no monthly weight recorded in Q)nqr.y, Qorse will- (‘QJ\; t:ich OGO
September 2015. The weight recorded on 10/1/15 Mhe D5 weels oF ¢
was 134.2, an over 3 ib. weight loss since August. Lo o \jer(g:—\ meﬁ\)\fﬁc* o
On 11/1/15, the resident's weight was recorded vf\’w"\'\’sh s and a\\ow Lo
as 119 Ibs., which is a 15 Ib. difference from the o uRIGYT ‘e Yo el of
10/1/15 weight. There was no weight recorded for oequet® DT T cempleion.
December 2015. There was no evidence that esdro ey
staff had reweighed the resident for confirmation N Lk S .
of the accuracy of the reading after the weight G Ao o0 poerily WO eNgeINR
was so significantly lower, or that nursing Ouse. wiil ven
recognized and intervened to determine if Yne Cnarge < 3\_&5& o S IND
nutritional or other interventions would help to CD‘('\'\?\Q’AH on © e aod e
stabilize the weight loss. Per interview on 1/11/16 aMows G-é*e‘i)o \ o_m{\)\ﬁ"‘l
at 4:05 PM, the Charge Nurse confirmed that this o e L oot &
resident was weighed today and has not had a Yo O \ Aoc
significant weight loss, and that the reading on ] .. warl] e :
11/1115 was probably an error, however staff did RN ‘\dm“’_\\f*m*jg W S 63 R
not bring this to the attention of nursing. The oo meQ\e' el e ub;_\;,\ Crogel
nurse confirmed at this time also that the monthly deces and W . o
- o Jedop | cealiend G
weights were not recorded for September and e do SRV 1 o
December of 2015. ﬂ:{ﬁ Jo addesd S \
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a weight documented at admission on 3/31/15 of Cinosqa Quese will {:ﬁ_ do quomj
144.6 |bs. In April 2015, the resident was put on oy, Y203 mmu{ge!‘f‘
weekly weight monitoring after a 3 Ib. weight loss BN C_Dm;-\-\-e_e_ (‘6\)&(‘\11’\"{'_
since March 2015. Per review of the record, there ¥ne & A
were no weights recorded for the months of May o . i
or June 2015, In July 2015 a weight was R W.\c\_mm\'sit(td-o( " \\_\-("eio of ff“‘g
recorded of 135 Ibs. This showed a 6 1b. weight i Qe o emen
loss since admission. There were no weights o WY of TN S
documented in August or September 2015. In %L—?)Oﬁ—"é
October 2015, the resident's weight was AVONM |
documented at 135 Ibs, showing that this had Sl
stabilized. There was alsp no documentation of '
any interventions initiated, or an update to the
plan of care. Per interview on 1/11/16 at 4:05 PM,
the Charge Nurse confirmed that there was
missing weight docurnentation for Residents #1,
and #2 for the above months listed, and that
these residents had lost weight. The nurse stated
that they were not aware of the missing weight
documentation for these residents, and had been
counting on the direct care staff who weigh the
residents to alert nursing to concerns.
NS | _
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5.10 Medication Management ¢ 3«% Gy orael 'q’( X
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5.10.d If a resident requires medication ?m\mb&f— oW\ e (tﬁgr;f‘
administration, unlicensed staff may administer T2 %" " g uo N\ Bed
medications under the following conditions: “er""(_\c' Yo 0.dd(esSsS
o o e _ \,n(ma_go\OS\C
(5) Staff other than a nurse may administer PRN oS, OD‘I\DQ 4 ool
psychoactive medications anly when the home oS -
has a written plan for the use of the PRN evvel 40\'\* shering e cnesh Co-
medication which: describes the specific Yo oo yole mdica—-\'\'oﬁ
behaviors the medication is intended to correct or Ao, Qosst A\ also e
address, specifies the circumstances that e @ T e Q(T\’ A
indicate the use of the medication; educates the o ‘e — S wih e
\igted ! Sene. ONER
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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 ensure that there was a written
plan for non-nursing staff administering PRN (as
needed) psychoactive medications for one
resident sampled (Resident #1 ). Findings
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' 1. Per record review on 1/11/16, Resident #1 has (?O(mb o ord B ANCAA i
| short term memory problems, and is noted to Gynecge (W™ ]
. have episodes of sadness and anxiety. The . 5*(&_\{. J
physician ordered Clonazepam 0.5 mg., one tab A i' .
by mouth twice daily as needed for o\ cnon el mjo‘ﬂa
weepiness/anxiety. Per review of the plan of cars, Q)'\C‘{SL (\U( “e. Ao
the section titled "Psychotropic Drug Use" stated M“- -
there were none. There was no written plan for ot Qm@iui;c_c&a'of‘j o 3ml o ed
the non-nursing staff for the appropriate use of Sl [ ey e OND )
psychotropic medication that included the specific 55((93:« o
behaviors or circumstances , the side effects to o(\-\—\'\\'-'\.
be monitered, and documentation of the on Gde b;,%
effectiveness of the medication. Per interview on O\orse st W\ PrEnh S kS
1/11/16 at 1:35 PM, the Charge Nurse confirmed C/\‘\G;g: Le QR o™
that the resident did not have a written plan for R Yo 4 TR Rﬂniniﬁl\fa‘“
non-nursing staff for the use of the PRN wa\v\ an o ~piredes
psychoactive medication. —\:(_ to v T
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