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 26, 2016

Dr. Catherine lacuzzi, Manager
Maple Leaf Farm

10 Maple Leaf Road

Underhill, VT 05489-9358

Dear Dr. lacuzzi:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April 6,
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,

&»—@Mu’mﬂﬂ

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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5.6 Haalth Care Prowvider Services

5.8.d All health care providers' orders obtained
via telephone shall ba countersigned by the
health care pravider within fifteen (15) days of the
data the order was given,

This REQUIREMENT s not met as evidenced
by:

The facility failed to oblain countersigned orders
wilhin flfteen days of the date the order was given
for 2 of 6 mgidents reviewed. (Resldents #2 &
#4} Findings include:

1. Per record review on 04/05/16, Resident #2
was admilied on 02/02/18 and verbal arders were
obtained for Nicoderm Patch, Nicorette gum and
Citalopram 10 mg. The orders ware not
countersigned until 04/06/16, greater than 2
months later,

2. Resident #4 was admitted on 03/17/16 and

' verbal order was given far Gabepentin 300 mg

- three times a day for 2 weaks. As of the review
date on 04/05/16, the order has hol been

" countersigned by the ordering physician,
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T 001{ Initial Comments T 001 !'
An unannounced on slite annual re-licensure
aurvey and ssif report investigation was
conducted by the Division of Licensing and
Protaction on 04/05/1G - 04/06/16. As lhe resull,
the following are Therapeutic Community
Residence (TCR) regulatory findinge,
Tsozo V.5.6.d Rasidant Care and Aservices T029
S8k :

5.6.d All telephona Provider orders will be
countersigned within 15 days of the date of the
order and documented In the medical record. All
current orders will be countersigned and
documented. All staff will be trainad to use the new
Provider order forms. Proceduras for the
implementatlon of the new order form are
lcompleted by April 21, 2016. All staff tralning in the
pracedures for using the new order from are
completed by April 21, 2016. A random selection of
medical recards will be audited monthly for
verlfication of all orders with documented provider
signatures, All provider orders will be countersigned
and documentad in the medical record within 15
days of the date of the order.
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5.7 Treatment Plan

5.7.¢ The treatment plan shall conlain clear and
concise statements of at least the short-term
gnals the resident wilf be attempting to achieve,
along with a realiatic time schedule for their
fulfilment or reassessment.

This REQUIREMENT Is not met as evidenced
by

Based on record review and staff interview, the
facillly Failed to develop, for 4 of 8 Residents, a
tfreatment plan that contained clear and conclse
statements of at feast the short- lerm goals the
resident will be attempting to achleve, alang with
a realistic time table for thelr fulfilment or
reassessmant, (Rasidents #1, #2, #4 & #5)
Findings include:

1. Per record review on 04/5/16 - 04/08/18,
Residents #1, #2 #4 & #5's treatment plans were
not found In the resident's electronic records.
The admission dates were noted from Fabruary
2016 through March 2016. There are general
withdrawal and recovery modalities, however,

i there are no clear and concise statements to

address the specific goals for each resident. Per

1%'2133( (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETS
TAG REGULATORY DR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
T 029 Continued From page 1 T 020
Per interviaw with the Ciinical Manager and the
Medical Diregtor on 04/05/16 at 4:30 PM,
acknowledged that "we need to gat that
(signatures] cleanad up...has to be tightened up".
They confirmed at that time countersignatures
wera not obtained within 15 days of (he orders.
T 033 V.5.7.c Resident Cars and Services T 033
88=C —

5.7.¢ All residents will have nursing care plan
established to address their primary withdrawal
symptoms and a nursing care plan established to
uddress (as needed) any othar medical needs, All
staff will be advised of the need for nursing care
plans. Licensed staff will provide the nursing care
plans to be followed. All staff training in the use of
nursing care plans will be implemented Aprli 26,
2016

Licensed staff training In nursing care planning will
be implemented. Nursing Care plans will document
the short and longer term goals [ as needed) for
each resident. Beginning April 26, 2016

A random selection of medical records will be
audited monthly for the documentation of nursing
care plans for withdrawal and other medical issugs
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T 033 Continued From page 2 T033
Interview with the Clinical Manager.on 04/0518 at
3:41 PM stated that the Case Managers create
the treatment plang and "lhey might havs them in
hard copy, although they might not be avallable",
Stha confirmed that the expectation would be that
treatment plans have clear individual steps but
wera not found In the resldent's records. !
|
STSG‘;; Vv.5.8.9.1.2.3.4.5.8. Resldent Care and Services | T044 1
5.8 Medication Management 5.8.g The medical record will document Residents
5.8, Residences must establish procedures for requ ?tmg as needed meduca.tlon for symptom rellef
documantation sufficient to Indlcate to the health and will document the effectiveness of the
care prnvidc:;,t Aregist?lrﬁd lr_\urse, certifiad m;nstl%?r medication ordered and provided, All staff will be
or represeniauves o a8 licansing agenc a 8
e Focimetl o oleE e fgagpropyriale advised of the need to document the raquest for as
and effsctive, Ata minifnym, this shall include: needed medication and the documentation of the
L effectiveness of the medication. All staff tralning
{1) Documaentation that medications were .
administered 85 ordered: about the use of as needed medication and the
effectiveness of the medications frequently
(2) AllInstances of refusal of medications, requested by April 27, 2016. A random selection of
Including the reason why and the actions taken by . , .
the medical records will be audited for documentation
residence; of the request for as needed medlcation and
o ) . documentation of the effectiveness of
{(3) All PRN medigations administered, including ) SIS the
the date, time, reason for giving the medicatian, medication. All medical records will show
and the documented evidence that all as needed
effect; medications ordered and administered also note the
(4) Acurrent list of who is administering effectivenass of the medication,
i medipations to residents, in¢luding staff to whom
i a nurse has _
dalegatad administration; T
. (3) for reaidents receiving psychoactive
medications, a record of monitoring for side
Divislon of Lllcerlsfr:g oand Prolectlon .
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effects; and

(8) Allincidents of medicatiun errors,

This REQUIREMENT is nat met a3 evidenced
by

Based on rgcord revisw and Interview, tha TCR
falled to assure there |8 documentstion of
appropriata regimen and PRN medication's effact
for 1 of the 6 reaidents in the sample. (Residents
#1) Findings inaluda:

1. Resident #1 was admitted on 03/28/16 for
bi-polar and poly-substance abuse. Tha physician
ordered on admission Hydroxizine 25 mg 95
needed (PRN) avery 4 hours for anxiety and
Clonidina 0.1mg as needed for withdrawal
symptams. The medicalions were given on
04/01/16, however, there was no documentation
as o the effeclivaness of the medication. in
additlon, on 04/01/18 an arder for Seroquel 25-
50 mg was given. Tha physician evaluation note
stated a Irial of the mood stabllizer would he
consldered and 1o litrate to effect and adverse
reaction[sedation), Staff wrote the order as
Seroquel 25 - 50 mg at bedtime, Per the MAR
[medication administration record] 50 mg was
glvan on 04/02/16. A slaff progress note
demonstratas thal tha resident was very sedated
that night anad Into the next day. Per Interview on
04/06/16 at 1:10 PM tha Dlractor of Nursing
{DON) slated that staff will writs by 'default’,
meaning, if the medication didn't work there

| would be a nots and ‘we can assume if the

' rgsident didn't come back [to the nursing station]
! they're 0. When asked haw staff know which
I" dose should be given when there Is a range, the
, DON stated it should be more clear, which didn't
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T 044 | Continued From page 3 T 044 |
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T 044 Continued From page 4 T 044 [
]
happen. The DON confirmed the lack of i
documentation for proper ragimen and the
effectiveness of PRN medications.
T 062 V.5,8.h.1.2.3.4,5.8.7 Resident Care and Serviceg | T 062
8585=C

5.9 Staff Services

5.8.b. The residence must ensure that staff
demonstrats compstency in the skills and
techniques they are expacted to parform before
providing any direct care to residents. There shall
ba al loast twelva {(12) hours of tralning each year
far ench staff parson providing direct care to
residents. The training must include, butts not
limited 1o, the following:

(1) Resident rights;
(2) Fire safety and emergency evacualion;

(3) Resident emargency response proceduras,
such as the Heimlioh maneuver, accidents, police
or

ambulance contact and first ald;

{4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;

(5) Respectful and effective interaction with
residents;

(8) Infection control measures, Including but not

limited to, hand washing, handling of Ihens,
maintaining clean envirenrents, bloed horne

pathagens and universsl precautions; and

(7) General supervision and care of residents

5.9h Upon hire and annually all staff will receive
training to meet requirements set forth by alt
accrediting agencies. This process will initiate at
hire, each month every staff member will be
required to complete an online training that will be
assigned by their supervisor and gach direct service
staff member will also receive documented training
during supervision sessions, These details will be
monitared bi-weekly by the QA director. The QA
director will submit a written summary to the
Executlve director monthly, Nustrating the findings
of the bi-weekly audit. This will all be actlve and
ready for review hy 5/01/2016
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T 0562

" requested Information regarding employae

Gontlnued From page §

This REQUIREMENT is not imet as evidenced
oy:

Based on interview and record review, the
Therapeutic Care Residencé (TCR) failed to
agsure all direct care staff were provided 12
hours of training on a yearly basis and before
providing direct care to resldants. Findings
inchude:

Par review on 04/06/18 of tralnng records for 4 of
8 direct care staff, who have been emplioyed
greater than 1 year, the required 12 hours of
annual training had not been documentad as
baing completad. Two of two newly hired direct
care staff did not receive the all the requirad
trainings. In addition. review of the education
modules shows the Abuse/Neglect trainings were
not specific to reporling timelines for Verimont's
statutes. This waa conflrmad on tha afterncon of
04/06/16 with the Operations Director.

V.5.10.b.4 Resident Care and Services
5.10 Racorde/Reports

610.b.4 The results of the criminal record and
abuse registry checks for all staff.

This REQUIREMENT is not met as evidenced
by:

Based nn record review and interview the TCR
failed to maintain and have on sité the results of
the criminal record and abusa registry checks for
all staff. This has the potential to effect all
residents. Findings include:

1. On 04/05/16 at 2:45 PM, the nurse surveyor

background chacks. The Operatlons Director

T 052

T 062

|

f
|
f
|

5.10.b.4 Effective immaed(ately, all employee

|background checks are pulled prior to hire and
{annually regardless of their hira date, This will be

the standard for any staff member providing
services on site. The HR director will notify the first
Monday of May, the executive director will verify
with the HR director that all have been updated.
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Continued From page 6

stated that background checks for (outslde)
Agency workers are not on site and handled by
the Agency themselves and stated "because
they're not our employee they're the Agency's
employae’. A telephone call to the Agancy later
in the aftarnoon, demonstrated that the Agency
employee's background check was complated
06/22/12, although hired to work for the TCR in
December 2015. The Operations Director on
04/06/16 at 10:00 AM confirmed that the TCR did
nol have tha current required personnel files
maintained on site.

V.6.16.a Resident Care and Services
5.16 Reporting of Abuse, Neglect or Exploitation

5.16,8 The licensse and staff shall report any
case of suspsctad abuse, neglect or exploitation
to Adult Protective Servicas (APS) as required by
33 V.5.A. §6003. APS may be contacted by
calling toll-free 1-800-584-1612. Reports must be
made to APS within forty-eight (48) hours of
learning of the suspected, reported or alleged
inaident.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the TCR
falled to raport to Adult Protective Services (APS)
within 48 haurs of learning of alleged abuss for 1
applicable resident. (Resident #8) Findings
include;

1. Par record review and confirmed by the TCR
Director during interview on 04/05/16 at 1:20 PM,
former Resident #6 had alleged employse abuse .

T082

TQ78

5.16 Effectlve immediately, all reports of abuse
and/or neglect will be filed within 48hours of the
alleged Incident. The Executive director will
communicate with the operations directar that an
incldent has been reported and both the operatians
directqr and the executive director will review and
report.
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on Salurday 08/08/15 at 5 am. Although requlred
to file the report with APS within 48 houra of being
awara of the allsgation, the TGR filad a report on
. 08/21/15, 13 days after the sllegation was made.
The client reported that a staff member entered
{resldent's] room, the staff grabbed [his/her) arm
and it hurt, The TCR conducted their internal
investigation however falled to report the
allegation of abuse to APS within tha required
time frame. The failure to make a limely report
was confirmed with the TCR Diractor.
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