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

hitp://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

June 2, 2016

Ms. Mary Jensen,

Wintergreen Residential Care Home
3 Union Street

Brandon, VT 05733-1127

Dear Ms. Jensen:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
13, 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,

kfl“&gméﬁﬂfif&mm

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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55 Generai Care

55.a Upon aresident's admission o a

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%59
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DEFICIENCY)
R100 Initial Comments: R100
An unannounced on-site re-ficensure survey was
completed on 4/13/16 by staff from the Vermont !
Division of Licensing and Protection. The ;
following regyulatory violations were found.
R112 V. RESIDENT GARE AND HOME SERVIGES  © R112 [Ano - No vean deot Car
$S=D : . X y
COOTL AT O ONRETRELD WO
52 Admission Ouls < {J\‘(\\\bit\m‘s fO‘vc&Zﬂ‘h’\f_v b-\-'
5.2.d On admission each resident shall be ’ : ?
accompanied by a physician's siatement, which PN o 4 _ i G
shall include: medical diagnosis, including ;ML\S&N‘ We N\JQ A O
psychiatric diagnosis if applicable. Cavasde Sop @(\\\‘O\Q\o‘ﬂ N 2 QS N\Y
e = \oewk \e , OGS
This REQUIREMENT is not met as evidenced WY oA \{ f'ﬁ\\éﬁ\(};n)\da
by: .
Based on staff interview and record review, the Q\\“C’\mb‘Schr \ COWEY e “ qu()
home failed to assure that new admissions to the © \o Ny S \oe
home had a physician statement that included the - MO O & Sore. bﬁé\é\u‘t\d
resident's medical and psychiatric diagnoses, as st
appiicable for 1 of 2 applicable residents in the Chapes 0 c .
' indings i : . ~ N
sample. (Resident #2) Findings include: W\OO\XYD(“\?C\ . Q\\\\ . \LJ\\\ \‘CQ
Per record review, Rasident #2 was admitied to Ny ¢ \Ce So s do : >
the home on 1/9/16 without a physician statement . i \Q\\MA( & 2 q}( m >
that included all applicable current medicat 0 :
diagnoses. The lack of this information upon :
admission was confirmed during interview with 30«&.1 o S,- CLoeee \ﬁoﬂ \ ;),6‘1 2 é
the Administrator.
R126 V. RESIDENT CARE AND HOME SERVICES R126
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SUMMARY STATEMENT OF DEFICIENCIES

5.9.5(2)

Oversee development of a written plan of care for
each resident that is based on ahilities 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

(X4 1D 1D PROVIDER'S PLAN OF CORRECTION {X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . CUMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
R126 Continued From page 1 R125

residential care home, necessary services shall | ‘S‘Q\( R (’\l\&\(}c\@» Needs +o ;
be provided or arranged to meet the resident's | I c\g\( GO e OSTEAS o w N@,{}
personal, psychosocial, nursing and medical care |
needs. : ves denk oelore cesident Qﬂﬂ

| NOW D

: [ONeasunes = Loy 0% lare Plan
This REQUIREMENT is not met as evidenced i af {5

by: J oo \"es;@%q\ 16 Meeded . Cesto cc,L

. Based on staff interview and record review, the | S‘Y - (\(ﬂ\ QQ% "DD-@J\ (&\ 5 c,\\ 4
home failed to assure provision of necessary l m\c_j
services relaled to the resident's medical needs \n \33"“‘\)&':\:'\.00.4 “
and presence of an medical device requlrmg ! ’D)\ \E
on-going treatment for 1 applicable resident in the | _ N ek, e
sample. (Resident #3). Findings include: E | A \*QW& i \rﬂ‘:xch

i | . . | RE c\x‘ac\urseo\

Per record review, Resident #3 was admiltedto ;

" the home on 3/21/16 with hospital discharge l 5& \:
instructions slating "Porta Cath care, flush par VX o Cefres e ‘ Solt
protocol”. Per interview with the Administrator, ’ ¢ ¥ 96{ d ’k
the resident still had the implanted access device | ‘
and there were no orders obtained from the PCP , @J ’),é WC (AL g(f;&a// [; /

{primary care provider) to maintain patency of the |
device, or otherwise treat the resident's needs 7 |
related to the device. : Lha
%
R14E5 V. RESIDENT CARE AND HOME SERVICES ; R145
88=
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identified needs. (Residents #1, 2 & 3). Findings
include:

1. Per review of the care plan for Resident #1,
the plan did nbt address the resident's needs

for impaired skin integrity related to a history of
venous ulcers.
2. Per review, the care plan for Resident #2

. faited to address the resident's needs and risks
related to anticoagulant therapy and history of
frequent falls; the plan also failed to include the
use of a walker for safe ambulation daity.
3. Perreview, the care plan for Resident #3
failed to address the resident's needs refated 1o
chronic pain management and new diagnosis of
anxicly/depression and use of psychoactive
medlications.
The above findings were confirmed during
interview with the Administrator.

R147
556=C

V. RESIDENT CARE AND HOME SERVICES

5.9.c (4)

Maintain a current hist for review by staff and
physician of ali residents’ medications. The list

medication ordered; dosage and frequency of
administration; and kikely side effects to monitor,

This REQUIREMENT is not met as evidenced
by:

refated to daily anticoagulant therapy and the risk . '

shall include: resident's name; medications; date :

STATEMENT OF DEFICIENCIES Xty PROVIDER/SUPPLIERICLIA (X2) MULTIPS. a LCONSTRUCTION X3 DATE SURVEY
AND BLAN OF GORRECTION IDENTIFICATIDN NUMBER. COMPLETED
A BUILDING'
0593 B. WiNG 04/13/2016
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, O1TY, STATE, ZIP CNDE
TERGREEN RESIDENTIAL CARE HOME 3 UNION STREET
WINTERGR BRANDON, VT 05733 .
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 13) PROVIDER'S PLAN QF CORRECTION : £45)
PREFLX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTSON SHOULD BE " COMPLETE
185 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. DEFIGIENCY)
R145 Continued From page 2 R145 T
by: )
Based on staff interview and record review, the R145 y

home failed to assure that the care plans for 3 of
3 residents in the sample addressed each of their .

Action: The care plans for { residents 1, 2, & 3} have

beeyr revised and now include each residents identified
needs.

Measures: The RN wil] review residents care plans weekly
to ensure they are complete and accurate. The staff will

: monitor residents currently taking Anticoagulant medication

for signs of bruising and /or bleeding, and immediately contact ,

| ?]i]RtM ﬂ\ﬂ}’hf[fv &y' M’L‘j/&ﬂ;v{,u Olp;ti( el /{ (

,Date Of Correction : June 1, 2016

eins Poe ngﬂﬁw/ “f
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R147 Continued From page 3 " R147 Aok ion - W\mmcae (AU TN ‘ue{a co
Based on staff interview and record review, the \LO\ Y QU W\Pé\\uﬂ-\ ONys Gt“éxe lXC\
home failed to keep current a list of all resident's \U‘@r\ Ao “3:\,55, o S AL €Qr§&'¥b
medications, including date ordered, dosage, P :
frequency and likely side effects for staff to Seor mvallc % ' b
monitar for 3 of 3 residents in the sample. (L e s - -V-ﬁg-‘éﬂé\—m%ﬁ;ﬁ
{Residents # 1, 2 and 3). Findings include: | Ay PR SN E é - fr
Par recard reviews for Residents #1, 2 and 3, t
there wera no required lists of medications ! o Noce\ - \Qu\ oM ‘DZ\’C(Q‘&“
ordered, including date ordered, dosage, and : ! <. - :
frequency and side effects to monitor for, The ; ‘ Toda oS WWQ\”\ Sl (‘(‘\Q\)\ oK, o I
failure to maintain this information was confirmed | ! W\
L . . o ; \
©during interview with the administrator. ; I?'G\J Loy m Dni TD f" —H‘ S
_ aoﬂon for wmel fM'f)kﬁ)
R150 V. RESIDENT CARE AND HOME SERVICES | Riso - -+ =47 PUC prongled € /2 ,_(y__ul?
5S8=D R150
“59.c (N Action: Al staff will attend a training on how to

Assure that symploms or signs of iliness or
" accident are recarded at the time of occurrence,
along with action taken;

This REQUIREMENT is not met as evidenced
by:

Based pn staff inlerview and record review, the
home failed to assure that resident symptoms of
illness or accident were racorded in the medical |
record on the date and time of the ocgurrence for |
1 of 3 residents in the sample (Resident #2). '
Findings include:

Per record review, Resident #2 experienced a fall -
with a minor injury on 3/6/18. On 3/8/18, the
resident had an appointment with the PCP
{primary care provider) to evaluate the injury,
There was no progress note wrilten by the staff

on duly on 3/8/16 who were present at the time of -
the injury; addibonally, there was no
documentation of any actions taken by staff after

properly document an incident and for illness along with actions
taken in a residents clart,
Measures: The RN, will monitor weekly for compliance,

Date Of Correction: june 1, 2016
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STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
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NAME OF PROVIDER OR SUPPLIER

1
WINTERGREEN RESIDENTIAL CARE HOME 3 UNION

STREETADDRESS. CiTY, STATE. Z1P CODE

BRANDON, VT 05733

STREET

5.10 Medication Management

5.10.d if a resident reguires medication
“administration, unficensed staff may administer
medications under the following conditions:

(5) Staff other than a nurse may administer FRN
psychoactive medications only when the home
has @ written plan for the use of the PRN
medication which: describes the specific
behaviars the medication is intended to cofrect of
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 resulis of the
medication use.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
home failed to have a written ptan for unlicensed
staff to use for the administration of PRN {(as
needed) psychotropic medications for 1
applicable resident in the sample. (Resident #3).
Findings include:

Fer record review, Resident #3 had previder
orders for “Lorazepam (an anti-anxiety
medication), 0.5 mg. tab, PO twice daily PRN
while awaiting Celexa {an antidepressant)’; 14

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION o s
PREF{X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD 8E ¢ COMPLETE
TAG REGULATORY OR LSC [DEMTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
| DEFICIENCY) ‘
R150 Continued From page 4 , R150 | oo b
the fall. The following day (3/7416), the Licensed |
Practical Nurse wrole a progress note regarding ';
the fall after receiving report from staff. The lack | |
of documentation regarding Resident #2 was i i
confirmed during interview with the Administrator. 1 |
R167 V. RESIDENT CARE AND HOME SERVICES . R167 l
$5=0 o |

l R167 3
| Action; The RN has reviewed all residents charts currently taking
psychotropic medications and has written a pian in place for the staff
to use for administrating a PRN:

i Measures:

! Thestaff now has a sheet to follow

with different steps to take before a PRN will be administered.

This will also be inctuded in their indiviual care plans,
The RN will mpnitor weekly to easure the staff is doing all the steps
correctly and in the best way possible before a PRN given,

Date Of Correction: june 1, 2016
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R167 Caontinued From page 5 | R167
tabs ordered 4/7/16. Per interview with the staff
an duty and the Administrator, there was na
written care plan developed that described the
- specific behaviars the medication was intended to°
-~ treal, specified the circumstances that indicate
the use of the medication, and educated staff
abaut the desired effects andfor the undesired ‘
side effects staff must monitor for. 1
R179 V. RESIDENT CARE AND HOME SERVICES R179
55= . o o
° O SafS WA \eate

5.11 Staff Services

- 5.11.b The home must ensure that siaff
demonstrate campetency in the skills and

. techniques they are expected to perform before

| praviding any direct care to residents. There
shall be at least twelve (12) hours of training each
year for each staff person providing direct care o
residents. The training must include, butisnot |
limited to, the following: {

H

(1) Resident rights;

(2) Fire safety and emergency evacuation;

{3) Resident emergency respanse procedures,
such as the Heimlich maneuver, accidents, police
or ambulance contact and first aid; ]
(4) Policies and procedures regarding mandatory |
reports of abuse, neglect and exploitation; '
{5) Respectiuvi and effective interaction with
residents; [
{6} Infection control measures, including but not
limited to, handwashing, handling of linens,
mainiaining clean environments, tiaod borne
pathogens and universal precadtions; and

(7} General supervision and care of residents.
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R178 Continued From page 6 R17%
This REQUIREMENT is not met as evidenced |
by:
Based on staff interview and record review, the
home failed to assure that all direct care staff had
completed the Vermont mandated annual :
trainings for 1 of 5 staff training records reviewed.
Findings include: : ,;
i
Per review of a sample of 5 personnel training
records, 1 of the 5 staff mambers had failed to
compiete all of the required annual trainings
mandated in the Vermont Residential Home !
Licensing Regulations. The finding was confirmed?
during interview with the Administrator. ; |
R189 V. RESIDENT CARE AND HOME SERVICES R189 ooy - Q\(\\\S\Q\q{\ Q&W\\£530(\

$5=0;
' 5.12.b. (3)

For residents requiring Rursing care, including
nursing overview or medication management, the
record shail also contain: initial assessment;
annual reassessment; significant change

assessment, physician's admission staternent
and current orders, staff progress notes including !
changes in the resident's condition and action
taken; and reports of physician visity, signed
telephone orders and treatment documentation;
and resident plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
home faiied to assure that staff documented
resident care and changes in the progress notes
for 1 of 3 residents in the sample. (Resident #2).
Findings include:

Per review, Resident #3 was admitted to the

%\\e&‘ 5 Qe QA e \Q O Q\oq
DUy X $esn &ff\%\.; s \O’r(ﬂ_goﬁg
Qe rescdent (g s e
LPNeasyres s YOI dae oDy
O e Sccm\:i\u\ W O @Qq\gﬂ- W Ha
B e WOWaN o O ot -
cnomtvored - S U Cveriew)
esiaeni s B\nawrk of SdiioS o0
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R18% Continued From bage 7

hoeme on 1/9/16 and there were no progress

notes regarding hisfher condition at admission
- and subsequent adjustment to the home until
© 4/21/16, a perind of 12 days. The lack of

documentation regarding Resident #2 was

R302
53=0

IX. PHYSICAL PLANT

g.11 Disaster and Emergency Preparedness

9.1t.¢ 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

- gvent of fire and for the evacuation of the building
when necessary. All staff shall be instructed
periodically and kept infarmed of their duties

- under the plan. Fire drills shall be conducted on

~day among morning, afternoon, evening, and
night. The date and time of each drill and the
names of pariicipating staff members shall be
documented.

This REQUIREMENT is not met as evidenced
by:

RBased on staff interview and record review, the
home faiied to assure that fire drills were
conducted at the required times of the day,
including morning, afternoon |, evening and
nights. Findings inciude;

:R?BQ ) NIy |
w0 5Tl e Mﬁﬂm,f ;

confirmed during interview with the Administrator.

e 0157 oraflol ¢

at least a quarterly basis and shall rotate times of i

vl |

Action: Staff will be trained on documenting in residents (a/l//é
charts from the start of the incident and the following actions taken,
Measures: The RN will continue to monitar the charts weekly

for compliance.

orrection: june ' ,«/
Date of C tion: jun 120}2%4 W‘-‘Z) /%M//Z/
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Per review of the log of fire drills conducted in the | L reedos ok PorRafoded
previous 12 months, the home failed to conduct ] N
any fire drills during the morning and evening <0 . ot
. . ) - - O \
hours during the previous 12 month period. The Sy, o Lopred o e A\ J o
findings were canfirmed during interview with the 30
Division of Licensing and Protection
STATE FORM 5899 JUPM 11 if continuation sheet 8 ol 9@

L L abed | LE8GOFZ08 ULDN UsaJbualuIM WdP2:90 91/L0/90



PRINTEED 04/28/2016

FORM APPROVED
Dinvision of Licensing and Pretectian
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: A DU COMPLETED
U DINGS
0593 B. WING 0411312016
NAME OF PRROVIDER DR SUPPLIER STREE1 ADDRESS. CITY, STATE. ZiP CODE
3 UNION STREET
WINTERGREEN RESIDENTIAL CARE HOME
BRANDON, VT 05733
) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN 1%
PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULE PREFIX {EACH CORRECTIVE ACTION SHOULD 3€ COMPLETE
TAG REGULATORY QR LSC IDENTIFYING HFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY}
R302 Continued From page 8 ¢ R302
I
Administrator. . i
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Action: We will conduct Fire drills at a minimum quarterly in the

hours of the Morning, afterNoon evening and Jate mght. Also included

the times and emploees attenading.

Measures: Tenia (Manager) will inonitor this actios Lo enste fire drills are being
completed with {nthe correct t_ime,

Date of correction:  Juncl, 2016
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3 Unjon St
Brandon VT
05733

Phone: 802-465.4101

E-mail:

m3jensen@comeast.net

Fax Transmittal Form
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Phone number:

Fax number:
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For Review

Please Comment

MESSAGE:

Wintergrccn Residential (Care e
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Wintergreen Residential Care Home

Phone: 802-465-4101

E-mail: m3jensen@comcast.net
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Time sent:
Number of pages including cover page:
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~~~ VERMONT

AGENCY OF HUMAN SE:RVICES

DEPARTMENT OF DISABILITIES. AGING AND INDEPENDENT l:,I'VING

Diviston of Licensing and Protection

FIC 2 South, 280 State Dirive

Waterbury VT 05671-2060

http://www.dlp. vermont;goy

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802} 241-(343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

April 28, 2016

Mary Jensen, Manager

Wintergreen Residential Care Home
3 Union Street

Brandon, VT 05733-1127

Dear Ms. Jensen:

The Division of Licensing and Protection completed a re-licensing survey at your facility on
April 13, 2016. The purpose of the survey was to determine if your facility was in compliance
with Vermont Residential Care Home Regulations. The survey statement is enclosed. This survey
found the most serious deficiency in your facility (o be a pattern of deficiencies that constitute no
actual harm with potential for more than minimal harm that is not immediate jeopardy. You must
submit a plan of correction. Please write/type the Plan of Correction in the space provided to the

right, A completion date for cach plan of correction must be indicated in the far right hand
column. Attach additional pages if necessary.

Please sign, date, and indicate vour title on the bottom of the first page of the report and return
this report to this office no later than May 11, 2016.

Plan of Correction (POC)

Your POC must contain the following:
. What action you will take to correct the deficieney:

. What measures will be put into place or what systemic changes you will make to ensure
that the deficient practice does not recur; and,

. How the corrective actions will be monitored so the deficient practice does not recur.
. The dates corrective action will be completed.
Developmental Disabilities Services Adult Services Blind and Visually Iémpaired
Licensing and Protection Vocational Rehabilitation
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You may aiso request an informal review of all or part of the contents of the notice at any time
prior to May t1, 2016 by calling Suzanne Leavitt, RN, MS. Assistant Division Director. or
Clayton Clark, Division Director at (802) 241-0480. 1f you arc not satisfied with the outcome of
the informal review with the Division, you may request a review by the Commissioner of
Disabilites, Aging and Independent Living. To request a review with the Commissioner, call

(802) 241-2401.

The Department is authorized to impose sanctions for failure 1o correet a deficiency and/or failure
to provide proot of correction by the specitied Correction Date. Depending on the nature of the
violations, the following sanctions may be imposed: administrative penaltics of up 10 $10.00 per
resident or $100.00, whichever is greatet, for cach day the violation remains uncorrected:;
suspension, revocation or modification of an existing license; refusal to renew a license:
suspension of admission or transfer of residents to an alternative placement; injunctive relief to
enjoin any act or omission; and the appointment of a recciver for a fucility. If vou feel strict
compliance with the law or regulations would impose a substantial hardship, you may apply to
the Department for a variance as stated under Section I of the Residential Care Home Licensing
Regulations. You must do so prior to May 11, 2016.

Appeals _

As noted above, you may seek an informal review from Suzanne Leavitt, RN, MS. Assistant Division
Director, or a Commissioner's review of this decision. In addition, you have a right to request a fair
hearing with the Hluman Services Board. Decisions by the Department of Disabilitics, Aging and
Independent Living can be appealed to the Human Services Board pursuant to 3 V.S.A. §3091. The
request for a fair hearing before the Human Services Board must be made within thirty (30) days of
your receipt of the notice of this decision, and can be made by writing to the the Fluman Services Board
at 14-16 Baldwin Street, Montpelier, VT 05633-4302, You have a right 1o appear before the Board and
to present witnesses and other evidence with regard to the case. You also have a right to be represented
by an attorney at the Human Services Board fair hearing.

Please contact me at (802) 241-0480 if you have any questions.

Sincerely,

:Qm&'wm‘me&

Pamela M. Cota, RN
[Licensing Chief
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Wintergreen Residential Care Home
Resident ldentifier
Health Survey April 13, 20186

Resident #1 Frank Wordwell
Resident #2 Maxwell Welton

Resident #3 Jane Cleaveland
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