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 0567 1-2060
http:/imww.dail vermont.gov

Voice/TTY (802) 241-0480

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-0343

February 17, 2016

Ms. Francetta Tice, Administrator

Misty Heather Morn Community Care Home
174 Blissville Road

Hydeville, VT 05750

Dear Ms. Tice:

Enclosed 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 achieved and
maintained. If we find that your facility has failed to achieve or maintain substantial
compliance, remedies may be imposed.

Sincerely,

N |
W‘anmc okl

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;

i An unannounced on-site Residential Care Home E
» (RCH) re-licensure survey was conducted on
! 1/12/16 by the Division of Licensing and

Protection. The following regulatory violations
- were identified:

R145 V. RESIDENT CARE AND HOME SERVICES
S5=D

. 598.c(2)

Qversee 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 to maintain '

" independence and well-being;

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review the
RCH failed to ensure that each resident's care
plan addressed all of the resident’s assessed and
identified needs for 1 applicable resident.

Per record review, the care pian for Resident #2
failed to reflect mental health concerns

(Resident #2) Findings include: g

: R100

R145

: associated with a recent hospitalization due to
self harm and ongcing generalized anxiety

- was a failure to incorporate specific interventions 5
. to assist staff in addressing and monitering the
resident's behaviors.

disorder and depression. Although the admission
resident assessment dated 12/7/15 had identified -
. some of the resident's psychpsocial needs, there

Jurt,

Qed(w_ s de fl"
fo ol e - it

o nxxilawwwwrﬁ (Jluowp
”(zi

E, 2‘1& e tnS

(s
s th ﬂgﬂ»

head
' \.uf.u\”t

u,c U?{(

mc fx Q‘s‘ﬂ Sﬁ

Wy

ie:w,fg-it}_il;

Oc’:( g

haf\cuﬁ Lm.otc atts GJ{S )

(u,LbMCLL oy UK.
“ }L.e,rm,u_ Inenag e

Ql "LQ"‘O-,BC I\_Qf &.m_,t_[_a

Division of Licensing and Protection

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE \j
XL H (e

TITLE

(X&) DATE

O -10-/o

STATE FORM

6808

Rw7J11

RIS~ R399 POCs actepled Hielil Fnddosmad | pme

If continualion sheet 1 of 11




L

Division of Licensing and Protection

PRINTED: 01/21/2016
FORM APPRCVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

0174

(®1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATIDN NUMBER:

{X2) MULT!IPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

01/12/20186

NAME OF PROVIDER OR SUPPLIER

MISTY HEATHER MORN COMMUNITY CARE H

STREET ADDRESS, CITY, STATE, ZIP CODE

174 BLISSVILLE ROAD
HYDEVILLE, VT 05750

. accordance with standards of infection control

- practices and present policies and procedures for i

' 1 applicable resident. (Resident #3) Findings

include:

Per observation on 1/12/15 at 11.26 AM a
medication delegated staff member was

. observed assisting Resident #3, an insulin
' dependent diabetic, with his/her blocd glucose

testing. The staff member was observed
remcving a used lancet from the "pull & click”
lancet pen and inserting a new lancet into the
pen. Resident #3 was given an alcohcl pad to
clean a finger in preparation for using the lancet
pen. The staff member gave the pen to Resident
#3 who positioned the device on the finger
prepped with the alcohol pad. With a click of the

pen the lancet pricked the resident's finger and a

drop of blood was present on the finger. The

| glucose meter with test strip was given to the

resident who preceded to collect a drop of the
blood onto the meter strip and a blood glucose
reading was obtained. As the staff member stood

* at the medication cart preparing the insulin pen

for Resident #3, the finger which was pricked by
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R155' Continued From page 1 R155
R155 V., RESIDENT CARE AND HOME SERVICES R155
SEEN
5.9.c.(12)
Assume responsibility for staff perfermance in the
administration of or assistance with resident
medication in accordance with the home's
policies.
‘ This REQUIREMENT is not met as evidenced 4\
by
There was a failure by the RN to assure staff pd‘fU-'Vl = %%U’ &J. Ol
_performance in the assistance with resident ‘ "jod, _ s LS
. medication and blocd glucose testing was in i NS : @&f’wu\lb
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STATE FORM

RW7J11

¥ continuation sheet 2 of 11




Division of Licensing and Protection

PRINTED: 01/21/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CCRRECTION IDENTIFICATION NUMBER:

0174

B. WING

{X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A, BUILDING:

COMPLETED

01/12/2016

MISTY HEATHER MORN COMMUNITY CARE H

NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZiP CDDE

174 BLISSVILLE ROAD
HYDEVILLE, VT 05750

X SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (FACH DEF!CIENCY MUST BE PRECEDED BY FULL
TAG .  REGULATORY DR LSC IDENTIFYING INFORMATION)

D
PREFiX
TAG

PROVIDER'S PLAN OF CORRECTIDN (X5}
(FACH COGRRECTIVE ACTICN SHGULD BE COMPLETE

CRDSS-REFERENGED TQ THE APPROPRIATE DATE

DEFICIENCY)

R155 Continued From page 2

the lancet continued to bleed. No direction was
provided by the staff member to the resident to
assist in controlling the bleeding. Resident #3
began sucking on his/her finger to help stop the
bleeding and was also in contact with surfaces
surrounding the med cart.

Per interview with the staff member after the

observation, it was confirmed a used lancet’

should not have been left in the lancet pen, noting

the procedure for delegated staffis to dispose

each lancet after use, eliminating any infection

control risk for both staff and/or the resident. in

addition, when informed Resident #3 continued to

i have a small amount of bleeding from the finger

i used to obtain the blood sample, the staff

: member acknowledged the resident "should

- have" used the alcohol pad and pressure on the
finger. However the resident was not observed,
monitored or directed by the staff member to
assure bleeding had stopped and to prevent

- further opportunity for the resident's blood to
potentially contaminate surfaces in and around
the nurses station and medication cart creating

. an infection control hazard.

- Per interview on the afternoon of 1/12/18, the

- RN/RCH manager confirmed staff failed to

i assure infection controi practices were

- incorporated and foilowed during the process of
i blood glucese testing.

R1671 V. RESIDENT CARE AND HOME SERVICES
$5=D

|
- 5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer

R155

H
i

R167
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R167  Continued From page 3

medications under the foliowing conditicns:

| (5) Staff other than a nurse may administer PRN
i psychpactive 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 cf 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
 medication use.

This REQUIREMENT is not met as evidenced

' by: ‘

- Based on staff interview and record review the
RCH failed to ensure there was a written pian for
unlicensed staff to direct them when made
responsibie for the administration of PRN

- psychpactive medication for 1 appilicable resident

. (Resident #2). Findings include:

Resident #2 has a significant mental health
history. in an effort to assist with managing
symptoms of anxiety, the attending physician had
. made medication adjustments to include a triai of
Trazadone 50 mg. 1 tablet every 1/2 hour up to 4
tabs orally PRN (as needed) and withholding
other medication. The resident’s record/care plan

to monitor during this triai period.

R169 V. RESIDENT CARE AND HOME SERVICES
88=D|
!

' 5.10 Medication Management

5.10.e Staff responsibie for assisting residents

- failed to reflect specific anxiety related behavicrs

)
i

R167
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R169 Continued From page 4 R169 ‘
" with medications must receive training in the A p POC, OLLDC‘\J{/ 1-2b-1%
" following areas before assisting with any Q P’Q . SS
- medications from the licensed nurse: > 60( 4 )ef“ -
{1) The basis for determining "assistance" ¢ * f’\d‘!
versus "administration”. C oer {(Q

{2) The resident's right to direct the resident's
own care, including the right to refuse
medications.

(3) Proper techniques far assisting with
medications, inciuding hand washing and
checking the medication for the right resident,
medication, dose, time, route.

: (4) Signs, symptoms and likely side effects to be

aware of for any medication a resident receives.
{6) The home's policies and procedures for
assistance with medications.

This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview,
improper techniques for assisting with
medications was noted during a resident's self
administration of blood glucose testing for 1
- applicable resident. (Resident #3) Findings
linclude:

© Per observation on 1/12/15 at 11:25 AM a
medication delegated staff member was

' observed assisting Resident #3, an insulin

+ dependent diabetic, with his/her blood glucose
testing. The staff member was observed
removing a used lancet from the "pull & click”
lancet pen and inserting a new lancet info the

- pen. Resident #3 was given an alcohol pad to
clean a finger in preparation for using the lancet

pen. The staff member gave the pen to Resident

#3 who positioned the device on the finger
i prepped with the alcohol pad. With a click of the

pocC .
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R168 Continued From page 5

- pen the lancet pricked the resident's finger and a

- drop of blood was present on the finger. The

' glucose meter with test strip was given to the

- resident who preceded to collect a drop of the
blood onto the meter strip and a blood glucose

at the medication cart preparing the insulin pen
for Resident #3, the finger which was pricked by
the lancet continued to bieed. No direction was
provided by the staff member to the resident to
assist in controlling the bleeding. Resident #3
began sucking on hisfher finger to heip stop the
bleeding and was also in contact with surfaces
surrounding the med cart.

Per interview with the staff member after the
observation, it was confirmed a used lancet
should not have been left in the jancet pen, noting
the procedure for delegated staff is to dispose
each lancet after use, eliminating any infection
control risk for both staff andfor the resident. In
addition, when informed Resident #3 continued to
" have a small amount of bleeding from the finger
used to obtain the blood sample, the staff
member acknowledged the resident "should
- have" used the alcahol pad and pressure on the
finger. However the resident was not observed,
monitored or directed by the staff member to
assure bleeding had stopped and to prevent
* further opportunity for the resident's blood to
potentially contaminate surfaces in and around
the nurses station and medication cart creating
an infection control hazard.

R213,
SS=A!

Vi, RESIDENTS' RIGHTS

6.1 Every resident shail be treated with
" consideration, respect and full recognition of the

reading was obtained. As the staff member stood :

R169
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R213

C

Continued From page 6

resident's dignity, individuality, and privacy. A
home may not ask a resident to waive the
resident's rights.

| This REQUIREMENT is not met as evidenced

- by:

' Based on observation and resident and staff

- interview, the RCH failed to recognize the breach
: of privacy for 2 residents. (Residenis #1 & 2)
 Findings include:

Per interview on 1/12/16 at 10:10 AM, Resident
#1 acknowledged s/he was uncomfortable with
: watching TV or listening to music in his/her room
i because of the large gap in a door located in a
wall which divides the resident rooms cccupied by
Resident #1 and #2. Resident #1 confirmed s/he

Resident #2's room and noting Resident #2 can
probably hear conversation conducted in
Resident #1's room. In addition, Resident #1
stated s/he enjoys meditation music but is
hesitant to listen at a reasonable volume, voicing
. concern it may bother Resident #2. Per interview
¢ on the afternoon of 1/12/16 the RCH

- Manager/owner confirmed the door does not fit

. properly creating the opportunity of imited privacy
: for both residents.

R234: VII. NUTRITION AND FOOD SERVICES
§8=

7.1.a.(3) The current week's regular and
i therapeutic menu shall be posted in a public
. place for residents and other interested parties.

This REQUIREMENT is not met as evidenced
L by:
| The RCH failed to ensure the current week's

can clearly hear conversations which transpire in |

£
!

R213

R234

u,c.:s

c)g.d.a b {mm’&

LY oL Eowé
ﬁ

)

i
Division of Licensing and Protection

STATE FORM

6898

RW7J11

If continuation sheet 7 of 11




Division of Licensing and Protection

PRINTED: 01/21/2016

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A. BUILDING: CGMPLETED
0174 B. WiNG 01/12/2016
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
174 BLISSVILLE ROAD
MISTY HEATHER MORN COMMUNITY CARE H
UNITY CARE H HYDEVILLE, VT 05750
(Xa)1D SUMMARY STATEMENT OF DEFICIENCIES I o PROVIDER'S PLAN OF CORRECTION | s
PREFIX ° (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE © COMPLETE
TAG REGULATORY CR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRGPRIATE . DATE
E OEFICIENCY)
R234| Continued From page 7 R234
" menu was posted in a public place. Findings |
- include: i
| Per observation on 1/12/16 of all public areas i
i accessible for the residents and other interested |
parties, a posting of the week's menu could not |
be located. When RCH staff were asked where :
_the menu was posted, the surveyor was directed ! i
to a menu posted on the side of the refrigerator in |
the kitchen. This location of the menu was not
accessible for 90% of the residents and was not
in a location the public normally would have
access to when visiting.
R271. IX. PHYSICAL PLANT R271
58=

9.2 Residents' Rooms

8.2.d The door opening of each bedroom shall

- be fitted with a full-size door of sclid core
" construction.

. This REQUIREMENT is not met as evidenced
L by
| Based on observation and confirmed by staff

interview, the RCH failed to ensure a door tocated

in between 2 resident rooms was full size and

, fitted to the door frame. {(Resident #1 & #2)
' Findings include:

Per observation of rooms occupied by Resident

#1 and Resident #2 both located at the top of the
. stairs on the second floor, a door was observedin,

" the wall which divides both rooms. The door did
not fit securely with a gap (approximately 2-3

inches in length) noted between the top of the
door and the door frame. Although the door was
not utilized as an exit, the large gap permitted

“Takern tan L‘
/\JU’H e N & e

oL @

(work wes 5
! od- 0o

d /MP e

Hu doof \,oc,o.s M_&iﬁf bt

)

Division of Licensing and Protection
STATE FORM

gase RW7J11

If continuation sheet 8 of 11




Division of Licensing and Protection

PRINTED: 01/21/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0174

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

01/12/2016

NAME CF PROVIDER DR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CQRE

174 BLISSVILLE ROAD
HYDEVILLE, VT 05750

MISTY HEATHER MORN COMMUNITY CARE Hr

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATDRY CR LSC IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN QF CORRECTION : (X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPRCPRIATE ‘ DATE

R271,

R277
§5=0

R293
SS=E

; sound to travel between rooms, limiting privacy
; for both residents.

' Based on observation and staff interview, the i

1. During the environmental tour of the RCH on
£ 9:45 AM on 1/12/16 grah bars attached to both
+ down stairs bathroom toilets were noted to be

. the nurse’s station were noted to be torn, rough
and wrapped with tape creating the potential for

Continued From page 8

IX. PHYSICAL PLANT

- 9.3 Tollet, Bathing and Lavatory Facilities

i 9.3.a Toilet, lavatories and bathing areas shall be |

equipped with grab bars for the safety of the

" residents. There shall be at least one (1) full

bathroom that meets the requirements of the ;
Americans with Disabilities Act of 1990 and state
building accessibility requirements as enforced by,

. the Department of Labor and Industry.

| This REQUIREMENT is not met as evidenced E

by: i
RCH failed to ensure the grab bars used in
bathrooms used by residents were safe and
secure. Findings include:

loose and easily moved back and forth when

touched creating an unsafe situation for residents
dependent on the grab bars when transferring on
and off the toilet. In addition, the grab bar handles
attached to the toilet in the bathroom located near

skin injury to residents utilizing the toitet. The
RCH Manager/owner confirmed the observation
on the afterncon of 1/12/16.

IX. PHYSICAL PLANT

R271

R277

. R293
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R293 . Continued From page 9 R293
|

9.7 Water Supply

. . . e ERE
9.7.b If a home uses a private water supply, said 0 )rm -~ Wa hf S (,(_, ‘3 -4k
supply shall conform to the construction, ! Lo
operation and sanitation standards published by 3‘(5“’"0 '4'( 1
- the Department of Health. Private water supplies on fu.L\ |
shall be tested annually for contamination, and ‘
copies of results shall be kept on premises. |

This REQUIREMENT is not met as evidenced

by: ;

Based on interview with the RCH Manager, no !

evidence of water testing could be provided.
~ Findings include:

Per interview pn the afternoon of 1/12/18, the
RCH Manager/owner confirmed the RCH water

© supply source is a private well and has not had
the water tested annually. The Manager was !
unable to determine the last time the water supply
was tested for contaminates,

R302 IX. PHYSICAL PLANT R302 3-1-}b

SS=E - ?ﬁ,{ M ) ‘,} *— }‘S
i %nk W 'f\
9.11 Disaster and Emergency Preparedness j

9.11.¢c Each home shall have in effect, and
. available to staff and residents, written copies of :
- a plan for the protection of all persons in the !
: event of fire and for the evacuation of the building |
when necessary. All staff shall be instructed ‘
|
|

periodically and kept informed of their duties

. under the plan. Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of
day among morning, afternoon, evening, and
night. The date and time of each drill and the

. names of participating staff members shall be

Division of Licensing and Protection
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documented.

- This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review, the
RCH failed to conduct required fire drills on a

. yearly basis, as required. Findings include:

- conducted from 2/3/15 - 8/16/15 were all

~performed during the day shift. There was no
evidence of drills on evenings and/or nights or
conducted when residents are sleeping. The
omissions were confirmed with the RCH
managerfowner on the afternoon of 1/12/16.In | |

~ addition, it was further confirmed residents | ‘
confined to wheelchairs would require additional
assistance at the time of an evacuation during a
planned fire drill,

!
1
i
Per review of documentation, Fire Drills l
|
i
|
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