
4iteVERMONT 	
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.daitvermont.gov  
Voice/TTY (802) 871-3317 

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

October 21, 2014 

Ms. Ann Bouza, Administrator 
Equinox Terrace 
324 Equinox Terrace Road 
Manchester Center, VT 05255-9253 

Dear Ms. Bouza: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on October 
6, 2014. 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, 

Pamela M. Cota, RN 
Licensing Chief 

PC:jl 

Developmental Disabilities Services 	Adult Services 	 Blind and Visually Impaired 
Licensing and Protection 	 Vocational Rehabilitation 
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Initial Comments: 

An unannounced on-site complaint investigation 
was conducted by the Division of Licensing and 
Protection on 10/6/14. There were findings 
regarding this investigation. 

V. RESIDENT CARE AND HOME SERVICES 

5.9.c (3) 

Provide instruction and supervision to all direct 
care personnel regarding each resident's health 
care needs and nutritional needs and delegate 

: nursing tasks as appropriate; 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and staff interview, the 
nurse failed to provide instruction and supervision 
to all direct care personnel regarding each 
resident's health care needs for one of three 
residents in sample, Resident #1. 	Findings 
include: 

Per observation of Resident #1 on 10/6/14 at 
10:05 AM, h/she presented in wheelchair with 
back reclined. Resident was leaning forward over 
a desk and was attempting to cut stamps from a 
piece of an envelope. H/she was 
non-communicative when I introduced myself and 
focused on task. Viewed room at this time and 
reviewed communication book from At Home 
Senior Care providers. 	Providers are to provide 
companionship and personal care and to seek 
assist from staff at facility for transfers. 

Review of medical record for Resident #1 on 
10/6/14 at 10:25 AM presents that resident has 
diagnoses that include dementia, Hypothyroidism, 
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Parkinson's Disease, Osteoporosis, Anxiety and 
Depression. Admitted to facility 3/12/14 and 
his/her spouse is the legal health care proxy. 
Resident was seen by a dentist on 9/24/14 and 
presented without problems or plaque build up. 

Care plan presents that resident is to wear 
glasses. Staff are to assist to the toilet every two 
hours, and transfer via mechanical lift and two 
assist. 	Interview with the Licensed Practical 
Nurse (LPN) at 10:35 AM presents that in order to 
toilet the resident, two staff will put a hoyer pad 
under him/her while up in wheelchair, place 
resident on the bed, remove clothing and transfer 
onto another hoyer pad and then transfer to the 
bathroom and back. 

At 11:35 AM caregiver came and took the 
resident to lunch without toileting or checking for 
incontinence. 	Per interview with the caregiver at 
this time, the resident doesn't cooperate with 
anyone and wants to do his/her own thing even if 
it is dangerous. Caregiver stated that the 
resident requires total care for everything except 
eating. 	Further stated that h/she is no longer 
toileted in the bathroom, but is put into bed with 
the lift and changed and then gotten up again. 
H/she stated that it is done every two hours, when 
they wake up, before and after meals and at 
bedtime. There is no bedside commode because 
the resident is not safe to use it. 

During observation of Resident #1 between 10:30 
AM and 1:30 PM, h/she was not toileted and this 
was confirmed by the caregiver at 1:30 PM. 
Caregiver stated that she provides the care for 
Resident #1 and stated that h/she was unaware 
that the resident had not been toileted by other 
caregivers. 	During this observation period, the 
resident did not have his/her eyeglasses and they 
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were not offered. Per the LPN, the resident will 
often refuse to wear them and they are not given 
to him/her. The LPN confirmed at this time that 
the care plan indicates that the resident is to wear 
eyeglasses and that h/she is to be toiletea every 
two hours. 

IX. PHYSICAL PLANT 

9.2 Residents' Rooms 

9.2.e Resident bedrooms shall be used only as 
the personal sleeping and living quarters of the 
residents assigned to them. 

This REQUIREMENT is not met as evidenced  
by: 
Based on observation and staff interview, the 
facility failed to insure that resident bedrooms are 
used only as the personal sleeping and living 
quarters for one of three residents in the sample, 
Resident #1. 	Findings include: 

Based on observation on 10/6/14 at 10:05 AM 
and again at 1:30 PM, there was a mechanical lift 
stored in the bathroom in the walk in shower for 
Resident #1. Interview at 10:20 AM with the LPN, 
confirmed that the mechanical lift is stored in the 
bathroom shower. H/she stated that it would 
normally be kept in a corner of the bedroom, but it 
causes the resident to become distressed. H/she 
further stated at this time that the resident uses 
the shower with total assist from the staff and the 
lift is moved to the bedroom at that time. Per the 
Executive Director at 1:45 PM, the lifts should be 
kept in a separate room. 
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