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://www .dail.vermont.qov

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 1, 2016

Ms. Lyne Limoges, Manager

Scenic View Community Care Home
979 Vit Route 100, Po Box 154
Westfield, VT 05874-0154

Dear Ms. Limoges:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
8, 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,

%&M%J‘M

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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‘ 5.10 Medication Management

5.10.d If a resident requires medication
| administration, unlicensed staff may administer
‘ medicatipns under the following conditions:
(5} Staff other than a nurse may administer PRN
| psychoactive medications only when the home
has a writien 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 resuits of the
" medication use. ~

-, This REQUIREMENT is not met as evidenced l
by:
Based on record review and staff interview, the
' nurse failed to assure that as needed {(prn)
psychoactive medication was only administered
by unlicensed staff when there is a written plan
with specific targeted behaviors to be addressed
under specific circumstances (for 1 of 5 |
residents, Resident #2). Findings include:
1. Resident #2 was found to have a physician's |
order for 0.25 milligrams (mg) lorazepam, a
medication which addresses anxiety, to be given
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R10G Initial Comments: ! R100
- An unannounced pnsite re-licensing survey was .
completed by the Division of Licensing and "
| Protection from 3/7-3/8/16. The following .
regulatory violations were identified.
i
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orally up to three times daily. The written care
plan and Medication Administration Record
{MAR]) for Resident #2 did not have specific

. parameters regarding how far apart to administer -
_up to three daily doses, and did not describe the

specific target behaviors or circumstances to
address with the lorazepam, except saying

"anxiety". At 1:.15 PM on 3/7/16 it was confirmed

by the Registerad Nurse that the written plan for
Resident #2 did not include a specific, targeted
set of behavior and timing directives for the
unlicensed staff regarding use of prn lorazepam.

VII. NUTRITION AND FOOD SERVICES

. 7.3 Food Storage and Equipment

' 7.3.i Poisonous compounds (such as cleaning

products and insecticides) shall be labeled for
easy identification and shall not be stored in the

" food storage area unless they are stored in a

separate, locked compartment within the food
storage area.

This REQUIREMENT is not met as evidenced

i by:

Based on observation and staff interview, the
home failed to assure that potentially poisonous
chemicals stored under the kitchen sink were in a
locked cabinet. Findings include:

1. During the initial tour of the home's main
kitchen and food storage at 9:45 AM on 3/7/16,
the unlocked cabinet under the sink was found to
contain one gallon of bleach, one gallon of pine
cleaning liquid, and other potentially poisonous

chemicals. Staff confirmed at that time that there

is not a locking device for the cabinet under the
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kitchen sink.
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