VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISARTLITIES, AGING AND [(NDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VI 05671-2306
http://iwww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

May 28, 2014

Ms. Coleen Kohaut, Administrator
Holiday House Residential Care Home
642 Sheldon Road

Saint Albans, VT (05478-8014

Dear Ms. Kohaut:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
17, 2014. 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,

UM =N

Pameia M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Viseally Impaired
Licensing and Protection Vocational Rebabilitation
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An unannounced onsite relicensing survey and
complaint investigation was conducted by the
Divigion of Licensing and Protection initiated on
4/14/14, and campieted on 4/17/14. The foliowing
regulatory viglations were identified.

R172| V. RESIDENT CARE AND HOME SERVICES R172

5.10 Medication Managemeant
@ geman R172
5.10.h All medicines and chemicals used in the ‘
home must be labeled in accordance with Holiday House Residential Care Home
currently accepted professional standards of inserviced charge nurse wi ii
practice. Medication shall be ysed only for the ge nurse with policy and
resident identified on the pharrmacy label. -, 4 procedure of proper disposal of insulin on
‘ . - _ : < "5/15/14. The RN Resident Director will perform
;’SIS REQUIREMENT is not met as evidenced quality assurance checks and random audits of
Based on observation and staff interview, the the insulin vials to ensure proper disposal.
hame failed to ensure that medications were
discarded affer the recommendead date for 2 of & Date of Completion: 5/15/14
residents sampled (Residents #2, #3). Findings

inchude: P - 1 |

| astaghed 5 [20{i
Per observation on 4/14/14 at 4.16 PM, during R WZ' 0 C
Inspection of the medication refrigerator, two W /QU
opened insulin viaig ware noted to be beyond the

recommended discard date, Residént #2 had a
vial of Novolog 70/30 Insulin that was dated as
being opened on 1/31/14, and was still in use for
this resident Also per obsérvation at this time
was an insulin vial prescribed ta Resident #3, with
the opened date written on the box of 1/26/14,
which was also stili in use for the resident. Per
interview on 4/14/14 at 4:25 PM, the Registered
Nurse confirmed that these were the ¢urrént vials
in use for both of these residents, and that the
discard date should have been one menth after
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first opening them,
i
R188; V, RESIDENT CARE AND HOQOME SERVICES R188
S&=A ' ' R188

6.12.h.(2)

Arecord for each resident which Includes:
resident's name; emergency notification
numbers; name, address and telephaone number
of any legal represantative ar, if there is none, the
next of kin; physiclan's name, address and
telephone number; Instructions In case of
residenl's death; the regldent's assessment(s);
progress notes regarding any accident or incident
“and subsequent follow-up; list of allergles; a
signed admlssion agreement; a recent
photograph of the resident, unless the resident
objecis; a copy of the resldent's advance
directives, if any completed; and a copy of the
document glving legal authority to anather, if any.

This REQUIREMENT s not met as avidencad
by

Based on recard review and staff interview, the
home falled to ensure that documents indicating
legs! authority were on file for 2 of 8 Resldents
samplad (Resident #1, #2). Findings include:

1. Par racard raview on 4/14/14, Resident #1's
documentation stated that thelr son was the legal
guardlan of the rasldent. Although thera was a
copy of an Advanced Directive on file that named
the son as the health care agent for the resident if
they were unable to make declslons, the resldent
Ig alert and orlanted enough that this status would
not apply currently. The hame had no capy of 8
legal document that appointed Resldent#1's san

Holiday House Residential Care Administrator
completed in-service with the buslness offlce
and admission staff member to review
regulations of record keeping and need to
obtain all legal coples of documents glving legal
autharlty ta another person. In-service was
completed on 5/16/14. Quality Assurance check
to be done by RN Director and Administrator.

Date of Eompietlon 5/16/14
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Continued From page 2

ag the lagal guardian on file. Par Intarview on
4/14/14 T 3:00 PM, the Admiesion Coordinator
confirmed that the son was listed as the “legal
guardlan” for Resident #1, and that they had not
recelved any documaritation that this was a
legally appointed guardlanship.

2. Per record review on 4/14/14, Resldent #2's
aon was noted to have slgned the Admission
Agreemeant for tha rasidant. Resldent #2 Is alert
and orlented, and did not have any legal
documents on fila that Indicated they were the

-| legal representative for the resident. Par Interview

on 4/14/14 at 3:.00 PM, the Admlsslon-
Coordinator confirmed that there wars no lagal
documents on file that indicated lagal
representstion by the famlly-magxber who signed
the paparwork at zdmission, and that the resfdent
had agked the son to filf out the paperwark for
admission.

VI. RESIDENTS' RIGHTS

8.2 Each home shall establish and adhere to a
written policy, consistant with theee regulations,
ragarding the rights and respaonsibilities of
residents, which shall be explained to residents at
tha time of admlsglon’

Thls REQUIREMENT is nat matas evidenced
by:

Baaed on record review, resident and staff
interview, the hame falled fo ansure that a
resldent racelved a copy of the Resident's Rights
for 1 of 6 residents sampled (Resident #2)
Findings include:

R168

R214

R214

Holiday House Residential Care Home
completed in-service on Resident Rights on May
16", 2014 to admission and business office staff
member to ensure a copy of resldent rights will
be glven and explained upan admission. New
procedure checklist has been created and
Implemented that will document date given and
will be recarded in resident flle. RN director
and/ar Admlnistratar will perform Quality
Assurance checks to ensure this Is belng

Date of Campletion 5/16/14
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Per record review on 4/14/14, Resldent #2 had
Admlssion Agreement paperwork that was
slgnad by thelr son, including recelpt of
Resident's Rights. Per Interview with Resident #2
on 414114 at 1:40 PM, they stated that they did
riot recall being given the Resldent's Rights or
having them explained to them upon admisslon {o
the home. Res(dent #2 did state that they wanted
their son to do all the paperwork at admisaion,
and had asked him to do this, Par interview on
414/14 at 3:10 PM, the Admission Coordinator
also stated that It was the wishes of Resident #2
fo have tha son fill out and sign paperwork at
admission, They also confirmied that Resldent #2
is alert and oriented, and would be capable of
understanding the Resident Rights, but was nat .
provided a written copy or tald verbally ghout the . : A
' rights of residents in the home at the time of ' R302

admission. :

i Identlal held inservice with
R302! 1X. PHYSICAL PLANT . R302 Holiday House Resldentla ‘

§8=F - maintenance director and assistant manager on
' . 5/16/14. Review of regulation and policy for flre
817 Dieaster and Emergency Proparednase drllls was covered to ensure that fire drifls will

| 8.11.c Each home shall have In effect, and be done at least on a quarterly basis with at
available to staff and resldents, written coplee of least two drills belng performed during the
a plan far the protaction of all persons in the . b
event of fire and for the evacuation of the bullding night hours. Quallty Assurance checks will be
whan necessary, All'gtaff shali be instructed performed by Asst. Manager and
perlodically and kept informed of their duties Administration to ensure that drllls are being
under the plan. Fire drills shall be conducted on eted .

comp .

at least a quanterly basis and shall rotate times of
day emong marning, afternoaon, evening, and
night. The date and time of each drill and the
nammes of pariclpating steff members shall be
documiented, . Date of Completion 5/19/14
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This REQUIREMENT I8 not met as evidenced

| by

Basad on documentatlon reviaw and staff
Interview, the home falled to ensure that fire drills
wera conducted ag required, Findings include;

Per ravlew of flre driil records on 4/14 and
4/15/14, tha home did not conduct the required
drills at night to determine how residanis would
raspund Whan aslesp. Per review of the drilis in
2013 and 2014, the following were documantad:
January 18, 2013 at 1:44 PM; January 28, 2013
at 1:06 PM; June 14, 2013 (during tha day shift
but no time listed); Septernber 12, 2013 at 1:30
AM (staff had a drlil without waking residents);
October 24, 2013 at 3:15 PM; December 12,
2013 at 2:40 PM; January 14, 2014 at 8:15 AM
{actual evant with evacuation of resldants); end
March 12, 2014 at 1:60 PM. Par interview an

.| 4/15/14 at 1:35 PM, the Malntenance Supervisor

conflrmed that the afterrnoon drills included staff
frum both the day and the evening shlfts,
however there was only one drill conducted st

‘| night when the residents were asleep, snd that

the alarm was not ufilized to determine the
responee of the resldents in the event of an
actual emargency, Just to detarmine the action of
the night staff during a drill,
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