>~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

August 12, 2011

Ms. Roxanne Ladabouche, Administrator
"Giordano Manor :

34 Canada Street

Swanton, VT 05488

Dear Ms. Ladabouche:

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306

~ http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
. Fax (802) 241-2358

Enclosed is a copy of your acceptable plans of correction fdr the survey conducted on April
20, 2011. 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
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An unannounced onsite complaint investigation
was conducted on 4/20/11. The following are
. regulatory violations.
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5.10  Medication Management

5.10.b The manager of the home is responsible
- for ensuring that all medications are handled
. according to the home's policies and that
. designated staff are fully trained in the policies
and procedures.

- This REQUIREMENT is not met as evidenced

" by:
Based on interview and record review, the facility
failed to assure all medications are handled
according to the home's policies and that
designated staff are fully trained in the policies

_and procedures. Findings include:

' 1) Per interview with staff and manager on
: 4/20/11, staff did not do a medication count on
4/16/11 at the change of shift per facility policy.
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5.11 Staff Services
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public welfare, in any jurisdiction whether within
or outside of the State of Vermont. This provision
shall apply to the manager of the home as well,
regardless of whether the manager is the
licensee or not. The licensee shall take all
reasonable steps to comply with this requirement,

. checking personal and work references and
contacting the Division of Licensing and

' Protection in accordance with 33 V.S.A. §6911 to

. see if prospective employees are on the abuse
registry or have a record of convictions.

i This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the facility
. has two current staff members with criminal
record charges substantiation against them.
Findings include:

" 1. Per review on 4/20/11 of personnel records,
two current staff members had positive criminal
record check for several misdemeanor violations.

- This was confirmed with the manager on 4/20/11.
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