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P 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) 871-3317

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

March 2, 2012

Ms. Kim Russell-Peck, Administrator

Kirby House, Inc.

64 South Main Street

‘Waterbury, VT 05676-1517 Provider #: 0058

Dear Ms. Russell-Peck:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint

- investigation conducted on February 1, 2012. 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,

SR

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100| Initial Comments: R100
An unannounced re-licensing survey and
complaint investigation was conducted from
01/31/2012 to 02/02/2012. The following . N .
regulatory deficiencies were identified as a result \Z\Q(p - e ote Aev c\gp\ﬁo\
of the survey. N
y O DA TRCHCOEXNNEN
R126| V. RESIDENT CARE AND HOME SERVICES | R126 WM W) Lo o
SS=D :
Tontmwed ooy AN _%\Q\W.
5.5 General Care e \‘)O\\Q\' W\ SR
' 5.5.a Upon a resident's admission to a %Pfc.\g ‘\CC\\\\) uen o
residential care home, necessary services shall ) \Q . \
be provided or arranged to meet the resident's Y O Tras\esed
personal, psychosocial, nursing and medical care DOt . oy O e\
needs. !

i

|

} This REQUIREMENT is not met as evidenced

¢ by:

Based on record review and staff interview the
facility failed to assure that services were
arranged and provided to meet the needs of 1 of
2 applicable resident's reviewed (Resident #7).
Findings include:

Per record review, Resident #7 was admitted to
the facility on the afternoon of 05/13/2011 (2
Friday). The admission note states that the
resident had four dental extractions the day prior
to admission. It also states that the resident had
orders for Percocet (a pain medication) and
Clindamycin (an anti-biotic) for the dental
extractions. The Percocet bottle label stated that
15 tablets were provided, however a note states
that only 2 tablets remained in the bottle when the
resident was admitted. The Medication
Administration Record (MAR) indicates that one
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Percocet tablet was administered 9n 05/14%01 1.
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R126 | Continued From page 1 "R126

The medication was recorded on the back of the
MAR but was not listed or recorded on the front of
the MAR. The resident requested another
Percocet on the afternoon of 05/14/2011 and
according to the note, the medication was not
administered and the resident was informed that
there was no physician's order for the medication.
On the afternoon of 05/15/2011 the resident is
noted to have obtained and taken Excedrin. He
was advised that he could not take the
medication without a physician's order. On the
night shift of 05/15-05/16/2011 the resident is
noted to request Tylenol or ibuprofen which was
not administered because there was no
physician's order. The record contains no
indication that staff called the physician for a pain 2\ 24
medication order for the three days in question, Q
' despite the recent dental work and repeated W A Ovee &
resident request for pain relievers. The above :O\JV WO \'\ P @“c
was confirmed by the facility manager at 11:45 ¥ oNewd CAMISHCNS

AM on 02/02/2012. | S \o \\QNC 0\ \ \‘ﬁ%m
R134| V. RESIDENT CARE AND HOME SERVICES R134 oS mMmendy Cmp\€\€a

S0 WA YN Yhe W A
5.7 Assessment \\Ne:fm\e_ .\(\Ji ‘(\\ i S
| . .
5.7.a An assessment shall be completed for 66\‘(\\33\0(\ )i\\c C\%BC"&‘W?‘\\
each resident within 14 days of admission,
consistent with the physician's diagnosis and 0SS T\ Comple \ed od
orders, using an assessment instrument provided o \\DVOUO\\\ Teuiewy OQ
by the licensing agency. The resident's abilities .
regarding medication management shall be : V(D\C\QX\)\ Yoo LS O
assessed within 24 hours and nursing delegation |- } ~
implemented, if necessary. ‘ C\d\t Wt \’0\\\ dt'\se\op
This REQUIREMENT d d Q C}\éﬁ\‘\ SO < < \\8\—
is is not met as evidence
by: Ao ossure Dol N
Based on record review and staff interview the Tecoxds Oxe Cm\?\f\g
facility failed to assure that an admission 5\ i li&
Division of Licensing and Protection
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R134| Continued From page 2 R134
assessment was completed for one resident
(Resident #1) in the survey sample of 8 residents.
| Findings include:
Per record review, there is no admission
assessment in the record for Resident #1 who
was admitted on 10/04/2011. The finding was
confirmed by the facility Manager at 2:25 PM on _
02/01/2012. 4K
We o)) e e
R135/ V. RESIDENT CARE AND HOME SERVICES R135 . &@ A ﬁc\
$S=D GO OATTNRSZ OO ONeTOC N -
. 5.5 Assessment Yo omsore )V\"Q\‘ S\
- . . . Cecods  Nole Deen
| 5.7.b If a resident requires nursing overview or )
' nursing care, the resident shall be assessed by a Cm\c,&-e(\ _‘-\\c,
licensed nurse within fourteen days of admission .
to the home or the commencement of nursing O WTHON OSHreINmen)
e e s tumen W0 o oo Aol
provided by the licensi . Lo
e Onecis\ Yo he\p
| .
This REQUIREMENT is not met as evidenced oosece Anak e
by: P
- Based on record review and staff interview, the \Z’QC\\ o\evec_\ \\?Ut%c
facility failed to assure that an admission Oﬂc& e O@m\\'\\g\co\\@\“
assessment was conducted by a nurse within 14 ‘
] days of admission, using an assessment m\‘f \OG\\(\. FoNiewed
| instrument provided by the licensing agency for A %\O\\\ﬁ& \\‘\:
Resident #2, 1 of 8 residents in the survey . .
sample. Findings include: oodcTmeny Withiin
. . . e WY docp. _
Per record review Resident #2 was admitted to \ ;
the facility on 11/02/2011. An admission 3hio
assessment was completed by the facility K35 0Caiepcd %\\\\7’(““(““‘“3@\%9“
manager on 11/16/2011. The facility Manager is :
not a nurse. The licensing agency assessment
instrument was not signed by the nurse to
indicate nursing review and participation until
Division of Licensing and Protection
STATE FORM' 6899 If continuation sheet 3 of 11
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12/01/2011. The facility manager confirmed the
finding on 02/01/2012 at 2:45 PM.
R136| V. RESIDENT CARE AND HOME SERVICES R136 ,
S$S=D '
R\ -
5.7. Assessment \ ' ‘
WCT Gre (Xe\:Q\QD\\\O\
5.7.c Each resident shall also be reassessed _ .
annually and at any point in which there is a aQ W\\C\\ \\\O& o\
change in the resident's physical or mental . -
condition. Godessrmen\ osc
| | Yo o DA Tn aorsie
g;|s REQUIREMENT is not met as evidenced ﬂ.\\\eeo v\ TELVe LD 3
Based on record review and staff interview the AQA Saned o \
facility failed to assure a comprehensive annual Q ed *\\;i
assessment was conducted for Resident #4, 1 of eais\hes
8 residents in the survey sample. Findings v q \'E Q(\ no=e.
include: _ )(\‘\O}( \\me \\\e%m\\\
Per record review the annual assessment e GO \n
conducted on 02/24/2011 was not signed by the y i \C o We
nurse, to indicate review and participation in the \‘ﬁ’c\ de)(\\ \va uf ngd,
assessment. The assessment was completed by 3\ \\3
the facility manager, who is not a nurse. The ‘ . \
finding was confirmed by the facility Manager on 9\\3\” VDCO.U.(,Q(A 3\\\\1‘“\“4“\59“\‘9%%
02/01/2011 -at 2.45 PM.
R162| V. RESIDENT CARE AND HOME SERVICES R162 |
. 8S8=D : i
5.10  Medication Management
5.10.c. 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 and supporting diagnosis or
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5.17 Death of a Resident

5.17.c When a resident dies unexpectedly or
within 48 hours of a fall or injury, in addition to
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problem statement in the resident's record. Q\UD -
. . !
This REQUIREMENT is not met as evidenced | Oor Medicaion .
by: oo e~ eny oGy, S
Based on record review and interview, the facility
failed to assure that staff did not administer Sonedole Yo oo vevieurd
« medications without a physician's order for N\ COT NeX AN :
' Resident #7, 1 of 2 residents in the admission o A %\O‘m ‘et
sample related to a complaint investigation. Morcen 5, 5019, "In
Findings include: - .
O poliay, TNeQcaNNS
Per record review and staff interview, Resident #7 d\b@m e<\
was admitted to the facility on-05/13/2011. ' G‘\—Fi not orvaned
According to the initial note, on 05/12/2011, the wol oo\ o @%\)@‘\@Cﬁ%
day prior to admission, the resident had AR e
extractions of 4 teeth and obtained a prescription OvAes . U\‘)m O AISA
| for Percocet for pain and Clindamycin. According ' AenN oS
| o the Medication Administration Record (MAR) W oo sest S
the resident received a Percocet on 05/14/2011 LY waitn mMedccdron Loe
at 10:25 AM at the resident's request. The . \
medication administration is documented only on Oxe OO ﬁ*‘Pf’C\\“\q N
the back of the MAR for PRN (as needed) Oy Yo Call Our ceovs\esed
medications. The resident requested a Percocet W\ AQ)
later on the same date. The note in the record nLorSE, oo W elwyia\y
reflects that the request was denied hecause N ccd\ess
there was no physician's order for Percocet. Siened N SAS . c ol .
According to the MAR the resident received de\eoohe s\ for Adminishesiogy
Clindamycin 300 mg four times daily while in the .
facility. There is no physician's order for Percocet Theoe vredicohens. ,
or Clindamycin found in the record. The findings T o Nos been added o
were confirmed by the facility Manager in an ) . v
interview at 11:45 AM on 02/02/2012. G TNEACERION TRCNOCEen
| polcuy 2\s\19
R205 V. RESIDENT CARE AND HOME SERVICES R205
S$S=D

g2 foc acsghd Al M\\iqqmaﬂﬂ\@{v\tc\u%l\‘
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R205| Continued From page 5 R205
notifying the medical examiner, the licensee shall R D05 - Leoplodon had
send a report to the licensing agency with the N
following information: oeen Acrhied Yo
onocoesreny, X§
(1) Name of resident; : ‘\\\ N N
(2) Circumstances of the death; TYT 1D O woexpedy
(3) Circumstances of any recent injuries or falls; deok\\ e AN Q\,\m—t_
and
(4) Alist of all medications and treatments \\\e C\dm\ﬂ\\%\‘\&w Ox
received by the resident during the two (2) weeks AN .
prior to the death. he :OC\\\ \\' Wt \)
This REQUIREMENT is not met as evidenced - NGy Whe \icensine |
Based on record review and staff interview, the .
facility failed to report the unexpected death of a e nome N \‘e'b\C\S_\\,

resident to the licensing agency. Findings include: . ,
' CAT e nDYoNCes o Qecy,

Per staff interview and record review, the facility Cis Comm T =, CR =

failed to report the death of a resident subsequent

to a serious injury. Resident #8 was admitted to Vecf@f\\ IOy e, o .

the facility on 12/12/2011. He was 23 years of . \ QO\\\%i

age at the time of admission. He had lived A o i\ QQ o\

independently in the community prior to . »

admission but required some assistance with thedicanions ond Neeckren,
activities of daily living (especially medication N ov SO e

regime) and health management. During his stay Fecawved \'\\e o \

he had traveled out in the community _ d\)f 1N \'\'\e \\)QQ \nee\c*c
independently with no issues. On 01/02/2012 he | )

left the facility at approximately 2 PM with a pyee Yo Yrhe decdny, 2\1\\2

friend. On 01/03/2012 at 2 AM facility staff

| reported to Washington County Mental Health N

(WCMH) screeners that the resident had not ' R%S WLMW 3\\\\7—‘“\\\(\(‘\“32#\\%&&1@
i returned to the facility. At 9 AM on 01/03/2012 the '
facility Manager called the WCMH Case
Manager, who was listed as the resident's
emergency contact, and was informed that the
resident had been a passenger in a motor vehicle
accident. The resident was admitted to

| Dartmouth-Hitchcock Medical Center where he

Division of Licensing and Protection ‘
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R205| Continued From page 6 R205
expired on 01/25/2012. The facility Manager
acknowledged, in an interview on 02/01/2012 at
3:35 PM, that the licensing agency had not been
notified of the accident and subsequent death of
the resident.
RO33-
R233 ViI. NUTRITION AND FOOD SERVICES R233 QAN
SS=E ‘ A copy o Yne RO oS

Yeen provided i

| 7.1.a(2) The meals served each day must A .
provide 100% of the Recommended Dietary Toviewded Loth food
AIIowanqe_s (RDA) as established by the Food Sesvul\te %\Ogg A iy
and Nutrition Board of the National Research 9 Nt ‘o A ) Q -
Council of the National Academy of Sciences and o VOGO TWON YroWns
comply with the Dietary Guidelines for Americans. d \jfo\e\a\g\fyo o
Deen covaaned ond
l—;‘ls REQUIREMENT is not met as evidenced wot \) \Oe "W\COQOVG\QA
B?seq ont;‘ec?rd‘I'rtev;e}r,dotbserva.t(ijonihand staﬁ ] O \o oue QQ\\\‘ OENN
interview the facility failed to provide the require
100% of the nutritional Recommended Daily O feos\ evesy Nner
Allowances in menus for the week reviewed. Tl <= O W'\
Findings include: ™\ We o N <
Process of Aevanan ey
Per review of the menu for the week of Q \ . . S
i 01/30/2012 to 02/05/2012 the menu contains DT Ce QL \\'b\mﬁﬂ\
fewer than the 3-5 servings of vegetables on 5 o\ Yo
] days and fewer than the 3 (the minimum) : -\6 vrepave O \
servings of vegetables on the other two days. The Yoe e LoV e
menu also fails to provide food rich in Vitamin A , .
at least every other day as required. The finding O%Qece& (6.3 W EN 00\\\)
was confirmed by the facility Manager in an o
interview on 01/31/2012 at 3:30 PM. Lasis Yo help meey
: COT Tequited Negelade
R251 VII. NUTRITION AND FOOD SERVICES R251 N ; .
SS=E Sexinos. Menus Lol

Ao e Teviewed oy

7.3 Food Storage and Equipment '
\'T\C\’\OC\S,\‘(E\\\ A S Q‘\‘ﬁQ\ﬁ‘%\\l

Division of Licensing and Protection 3| \15\ 1D
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R251| Continued From page 7 R251
7.3.a All food and drink shall be stored so as to RS-
protect from dust, insects, rodents, overhead o .
leakage, unnecessary handling and all other R neth c”\\\/ e
sources of contamination. %\\e_\\)e-g wyes = A\ C\ecg\e(F'
This REQUIREMENT is not met as evidenced A \oe) P\ Caomyso\
by: | oA \ Nedoke A
Based on observation and staff interview, the c \Bm\/ © SOhedok
facility failed to assure that food was stored as to QQ\‘ O Covo\y \o
protect from possible contamination by rodents. N
Findings include; VOV edhiooe ow wee
Per observation, in a kitchen tour at 10:45 AM on Con qw\\} \Q\(ﬁ cosc
01/31/2012, mouse droppings were observed in &k Yee vfob\epﬂ ) N
two food storage cupboards in the dry storage 5\\0\\9
area. The observation was confirmed by the
facility manager at the time of the observation. fos) VDC&ULQ\LA A “}‘it\qﬂ‘ﬂw\m\’u@"‘/
R259 VII. NUTRITION AND FOOD SERVICES R259 _
A yewo Voo UsiW\ e

7.3 Food Storage and Equipment \h‘b\m\\eg o= Mhe
7.3.i Poisonous compounds (such as cleaning CuOPoosd contolniy
products and insecticides) shall be labeled for N\e C\eo:\‘v(\(:-\ ©F OALCNS.
easy identification and shall not be stored in the .3\ i \-\g
food storage area unless they are stored in a 354 foC 32 Mgl
separate, locked compartment within the food R i M[q\td H “W{ \
storage area.
This REQUIREMENT is not met as evidenced
by:
Based on observation the facility failed to assure
that cleaning products stored in a food storage
area were stored separately in a locked i
compartment. Findings include: -
Per observation on 01/31/2012 at 10:45 AM, a
cupboard containing cleaning products in the dry

Division of Licensing and Protection
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R258 | Continued From page 8 R259
storage area has a padlock with the hasp. broken LB -
from the door. The cupboard cannot be locked as -
is. The observation was confirmed by the facility \5 < Yeor e Whe
manager at the time of the observation. Cosve) Mo veen Yoped
Ao SRV T O APAN S\
8%2:?56 IX. PHYSICAL PLANT R266 Lo o) Q\ CORNq, C Do,
Yos ween comvacked ‘o
9.1 Environment Toulde O Dew C‘o\\m(\\e
9.1.a The home must provide and maintain a ot Neos WA A Ve !
safe, functional, sanitary, homelike and eqh Ty ASNTeXY} 2 Q9
comfortable environment. )
[
This REQUIREMENT is not met as evidenced 9\) Blecdtcal Q;m\vc@\cr
by: , o , o peen AN ed and
Based on chservation the facility failed to provide \ \o )
and maintain a safe and sanitary, homelike Sonedded vep\oce
environment. Findings include: Gule) coves. : 3\ . \\‘g
Per observation, during the three days of survey, : .
the following issues were identified: ?5 Residem tooros Whave
: Deen iﬁaoec\ed. o DU\‘ S}
Safe environment: | -
1).There is a tear in the carpet of the entry way 1S woseiy Do\ding repany,
which presents a falls risk. Wose voome “oted oA oy
l 2). An electrical outlet in the front common room otvers Yhal are C\u\-\erc;\
| ("Richard's room") has no outlet cover, leaving " \i Q W\ %
electrical connections accessible. Presentind o all risk of
3). Multiple resident rooms, including but not P\‘ﬁ\le)(\\‘\ﬁo\ Qi\reqm\c
limited to, rooms 210, 302, 304,and 400, contain . .
clutter presenting falls risk and preventing C\eq\\\‘\q wn \\ e c\\\eﬁc\ed
adequate room cleaning. Ao BY venidents LR
4).An open fire escape is accessible to residents
on the third and fourth floors through unlocked, ;?e Sp A (\* \(\?\\é ib\’?@\
unalarmed doors. Staff is not usually on these oF = 'S ene
floors except for rounds and cleaning. e \“00'“5 will hove o
Samtary emiirormont Mnorowain Cleonird c\owaKy
anitary environment: e \ceed Ve
1). The large dining area is carpeted with carpet Bu Nows Nk 3\\ \\Q
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R266 | Continued From page 9 R266 RO Ae -CON.
which is heavily soiled and stained. \—\\ A o eting sushem
2). The main, shared third floor bathroom has Soc Yhe S:\cc SO
black stains on the upper areas of the wall. ) v . \ooked alo
3). The fourth floor main bathroom has a heavily D oein\ \OO A
| soiled sink. A} Anis \ime woc See\
| 4). The second, third and fourth floor bathrooms, o
! shared by many residents, do not contain paper Aoy \me‘ S N
towels. oy Temidents here MeaX
5). Multiple areas of soiled ceiling tiles were sules Qm cq{usg\or\ (a\y
noted through he facilit < .
ed throughout the facility oS E \mpcreé\ Adec\sion
The observations were confirmed with the facility NO‘\QQOS A wyo\d Qos,fe
Manager at 12:55 PM on 02/02/2012 o~ ivemediade T3 Mo
R277| IX. PHYSICAL PLANT rer7  (YPemseNes haoiea Yne _
SS=E RNee cvcoped wnerenered | 2\
9.3 Toilet, Bathing and Lavatory Facilities LO0L. Do \0\-\/ Envitonent|
i 9.3.a Toilet, lavatories and bathing areas shall be \\\_,occ\\ X\oorv\c\ CONNTOCACS
. equipped with grab bars for the safety of the N LAC .
residents. There shall be at least one (1) full ' V\\O“\d\ A TN ch ‘3\\5\.\9
bathroom that meets the requirements of the voe\acoment,
| Americans with Disabilities Act of 1990 and state A )
building accessibility requirements as enforced by 9\ e Shared 3 Hoor oo
the Department of Labor and Industry. E Vo No boe \‘v\orout‘\\\\\) Crecre).

A Seoing Produc) ooohed

This REQUIREMENT is not met as evidenced
: Yo Al Lels oD Tonedv\ed

by: ‘
Based on observation, the facility failed to assure \o be cepanmed, @\/\SCQ‘(_\\/
that toilet and bathing areas are equipped with ‘ 3 > Ve
grab bars for resident safety. Findings include: b"?\\é\ﬁq ol oce TeRony
| , Wi\ ke N Grco, Yo
! Per obser\{ation, the main bathrooms on t'he AR o% Yoo elarcoors | 3\\5\\9
second, third, and fourth floors and the private
bathroom for room 304, do not have grab bars for 33 Plurber Nas oeen
toilet and/or bathing areas present in those A N
rooms. Observations were confirmed by the Comhohed Oy \g&& Qe
facility manager on 02/02/2012 at 12:50 PM. G TeQ\uCex N exy < 3\\5\\9

SO
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1) AN ohored bo\:w\;c;m? N
? \ N *\'a‘?eX\%ﬂ'%.
\'ﬁ\\:‘gbga&:\e“ﬁ\on'\ \cred Qon\y.
’5\\\7 =) Aceas ok soi\ed ceN\wW\q
WQ\CL\ None been tdeilied and |
Q\QW A\ \Do\ oo o sSonedo\e N 5\\5\\‘3'
PR Cep\OC ereny .
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R278| Continued From page 10 R278 o -
R278| IX. PHYSICAL PLANT R278 Grow bosrs Wil o
SS=E odded o A\ DaX\roons,
9.3 Toilet, Bathing and Lavatory Facilities hok ore missing e | s\
ooy . ' shsps ‘
9.3.b There shall be a minimum of one (1) bath .
unit, toilet and lavatory sink, exclusively available P‘Bm %(’M&Q\‘A 3““?' M“{qlmm\@m&uﬂt'\l
to residents, per eight (8) licensed beds per floor.
Licensed beds having private lavatory facilities
are not included in this ratio. 1% -
This REQUIREMENT is not met as evidenced \\\/\Xe ov < Ccutvently 4
by: co\NO, Yo G e
Based on observation the facility failed to provide g\cg\cx\(\o\“ W \ﬂ,??\\ )
1 bathing, toilet, and lavatory sink facility per 8 Al \O. < U"“
| licensed beds per floor. Findings include: TQQ\:C’0¥\\’\O\ G Nvesce
1 . - )
' or VD OBy T
Per observation the following issues were \Dﬁ ‘o \ & \ ) CO\
identified: _ e humbexs O Eﬁb\ﬁej\\s \She
» second oo BB
1). On the second floor of the facility there is one SO ‘
main bathroom, containing toilet, bathing and
lavatory facilities for 10 residents. )
, 9 Cuos ol veoidents
2). On the third floor of the facility there are no T “o\ Yo SNOLES ohougy
bathing units in the one main bathroom (serving 9 L Ve e
residents) or the two private bathrooms. The Vse Gy, 0 LMY G
Einaint bathroorg c;urrently serves only 6 residents \b\‘ Q"d or o™ _(;\o(y \NIC
ue o emply beds. one ot fed ANTE NNV S
Observations were confirmed by the facility QO@}‘*C\QM QO:‘ ac,\\eéc\\(\c\
manager on 02/02/2012 at 12:50 PM. R HECEEVE\VREYSN & ‘\:\\C
PN o SNoues LM |
Aveody, PArcrosed. 3\\6\\& (
R310 foC accepred iz Mrkiggudd | Pmetops)
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