
~YERMONT
AGENdOF 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 .dail. vermont.gov
Voice/TTY (802) 241-2345

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

January 20, 2011

Ms. Holly Baker, Administrator
Manes House
127 Union Street
Bennington, VT 05201

Dear Ms. Baker:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite licensing survey
conducted on October 12, 2010. 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

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation



0193

Division of Licensin and Protection

10/12/2010

RECEIVED PRINTED: 11/22/2010
Divisionof FORM APPROVED

DEr. 0 2 10
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING Licensing and COMPLETED-------p'-o ....'ection
B. WING _

-5)~~[N]INI~[]
'lJolu @f.

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

MANES HOUSE

(X5)
COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

10
PREFIX
TAG

127 UNION STREET
BENNINGTON, VT 05201

I
I

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4) 10 I

PREFIX
TAG

i
R100j Initial Comments: l-tOO- --....-.-----..--

i An unannounced onsite licensing survey was
! conducted on October 11 and October 12, 2010.
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5.7.a An assessment shall be completed for
each resident within 14 days of admission,
: consistent with the physician's diagnosis and
, orders, using an assessment instrument provided
by the licensing agency. The resident's abilities
regarding medication management shall be

i assessed within 24 hours and nursing delegation
implemented, if necessary.

: This REQUIREMENT is not met as evidenced
; by:
Based on record review and interview, the home
. did not assure that 2 of 3 applicable residents
(Resident #1 and Resident #2) were assessed by
the Registered Nurse (RN) within 24 hours for
medication management. Findings include:

i Per record review on 10/11/2010, Residents #1
: and #2 were not assessed by an RN prior to the
i initiation of medication administration. During
interview on the afternoon of 10/1.1/2010, an LPW
(Licensed Practical Nurse) confirmed that s/he
completes/signs all resident assessments rather
than the RN and that the assessments of each of
; these residents contained no indication that an
RN had completed the medication administration
: assessment.

R1451 V. RESIDENT CARE AND HOME SERVICES ~.PI$'
SS=EI .

!
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5.9.c (2)

Oversee development of a written plan of care for
each resident that is based on abilities 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
by:
Based on record review and interview, the RN
(Registered Nurse) failed to oversee the
development and / or accuracy of the plan of care
for 1 of 3 residents (Resident #1). Findings
include:

1. Per record review on 10/12/2010, the plan of
care indicated that the catheter of Resident #1
should be changed Q (every) 2-3 weeks and PRN
(as needed). A physician order, dated 8/10/2010,
indicated that the catheter should be changed
monthly. This resident's plan of care also
indicated that a medication (Methenamine) was
being administered prophylactically (as
preventative medicine) to decrease the risk of
UTI (urinary tract infection). There was no
currently signed physician order for this
medication nor was this medication listed on the
resident's MAR (Medication Administration
Record). Regarding the resident's ambulatory
status, the plan of care indicated that the resident
requires assist with ambulation and uses a
walker. Through observation on 10/11/2010 and
10/12/2010, Resident #1 is non-ambulatory and
requires a Hoyer lift for all transfers. During
interview on 10/12/2010 at 4:50 PM, the LPN
confirmed that the plan of care indicated catheter
changes Q 2-3 weeks while the physician order is
to change monthly, that Methenamine was on the

Division of Licensing and Protection
STATE FORM 6899 MJ6611
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plan of care but is no longer used and that the
resident is no longer ambulatory (although the
plan of care indicates ambulatory assistance is
required).

R146 V. RESIDENT CARE AND HOME SERVICES
SS=D

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, record review and
interview, the home did not assure that all nursing
services required by Resident #1 were taught to
unlicensed staff by the RN (Registered Nurse).
Findings include:

1. Per observation, record review and confirmed
during interview on 10/12/2010 by the home's
LPN (Licensed Practical Nurse), Resident #1 has
an indwelling catheter and is transferred via
Hoyer lift. There was no evidence that
unlicensed staff received instruction on how to
perform catheter care or Hoyer transfers from the
nurse responsible for nursing overview.

5.5 Medication Management

5,10.d If a resident requires medication
administration, unlicensed staff may administer

Division of Licensing and Protection
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R163 Continued From page 3

medications under the following conditions:

(1) A registered nurse must conduct an
assessment consistent with the physician's
diagnosis and orders of the resident's care needs
as required in section 5.7.c

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home
did not assure that the Registered Nurse (RN)
conducted admission and / or annual resident
assessments for 2 of 3 applicable residents in the
survey sample (Resident #1 and Resident #2)
prior to the administration of medications by
unlicensed staff. Findings include:

1. Per record reviews completed on 10/12/2010,
an annual assessment for Resident #1 was
completed on 9/11/2009 and was signed and
dated by an LPN (Licensed Practical Nurse).
Based upon this assessment, medication
management was implemented through
delegation to unlicensed staff by the LPN. There
was no indication that the RN had conducted the
assessment. During interview on 10/12/2010 at
4:52 PM, the LPN confirmed that s/he had
independently completed the resident
assessment.

2. Per record review completed on 10/12/10 an
initial assessment for Resident #2 was completed
on 1/30/10 and was signed and dated by an LPN.
Based upon this assessment, medication
management was implemented through
delegation to unlicensed staff by the LPN. There
was no evidence that the RN had conducted or
reviewed the assessment. During interview on
10/12/10 at 4:52 PM, the LPN confirmed that s/he
had indepen.dently completed the resident
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assessment.

R164 V. RESIDENT CARE AND HOME SERVICES
SS=F

5.10 Medication Management

5.10.d If a resident requires medication

I
administration, unlicensed staff may administer
medications under the following conditions:

(2) A registered nurse must delegate the
responsibility for the administration of specific
medications to designated staff for designated
residents .

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home
failed to assure that 3 of 6 staff members
currently administering medication received
delegation authority by a currently employed

I Registered Nurse (RN). Findings include:

1. Per record reviews completed on 10/11/2010,
there was no evidence that medication delegation
was approved by the current RN for 3 of 6
non-licensed staff members. During interview on
10/12/2010 at 12:45 PM, the LPN stated that slhe
and 1 or the Manager performed the training and
delegation tasks for all unlicensed caregivers,
confirming that neither the current RN nor the
most recent prior RN had signed the attestation
of training statement for 3 of 6 staff members.

5.10 Medication Management

Division of Licensing and Protection
STATE FORM
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R165 Continued From page 5 R165

55:; f
5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

(3) The registered nurse must accept
responsibility for the proper administration of
medications, and is responsible for:
i. Teaching designated staff proper techniques

for medication administration and providing
appropriate information about the resident's
condition, relevant medications, and potential
side effects;
ii. Establishing a process for routine

communication with designated staff about the
I resident's condition and the effect of medications,
as well as changes in medications;
iii. Assessing the resident's condition and the

need for any changes in medications; and
Monitoring and evaluating the designated staff
performance in carrying out the nurse's
instructions.
This REQUIREMENT is not met as evidenced
by:
Based on record review and interviews, the
facility RN (Registered Nurse) did not teach,
unlicensed staff regarding proper medication
administration, Findings include:

1. Per record review on 10/12/2010, facility
delegation records did not contain evidence that
each unlicensed person currently administering
medications had been directly observed by the
RN to assure competency prior to independent
medication administration. Per interview on
10/11/2010 at 12:45 PM, the facility LPN
(Licensed Practical Nurse) stated that s/he and
the Manager perform the medication delegation
training and that the RN reviews the delegation
training content. S/he confirmed that the RN does

Rlb\ 1....19-/1~.-
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R165 Continued From page 6

not do direct skills observation of trained staff
prior to the staff beginning medication
administration. During interview on 10/11/2010 at
4:27 PM, an unlicensed staff member confirmed
that s/he had not been observed during a
medication pass by the RN prior to delegation to
administer medications.

2. Based on observation, documentation review
and staff interviews, the aid administering
medications at the 5 PM medication pass on
10/11/10 failed to follow proper medication
administration procedures as outlined in
educational materials used in medication
delegation training. During a medication pass at 5
PM the delegated aid poured medications from
the bubble pack into his/her bare hand and then
into the med cup. While preparing and
administering medications s/he was also serving
food and fluids to residents seated at the table.
When s/he delivered the medication to the
resident at their seating place s/he failed to
remain and assure that the resident did in fact
take the medication.
During interview with the manager and LPN on
10/12/10 at 10:45 AM it was confirmed that the
above practices were not within the accepted
practices contain in the training materials used in
medication delegation at this facility (In-The-Know
Medication Administration). A review of the
training materials confirmed this statement.

R168 V. RESIDENT CARE AND HOME SERVICES
SS=E

5.10 Medication Management

R165

5~:::P

5.1 D.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

Division of Licensing and Protection
STATE FORM 6899 MJ6611 If continuation sheet 7 of 17
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R168 Continued From page 7

(6) Insulin. Staff other than a nurse may
administer insulin injections only when:

i. The diabetic resident's condition and
medication regimen is considered stable by the
registered nurse who is responsible for
delegating the administration; and

ii. The designated staff to administer insulin to
the resident have received additional training in'
the administration of insulin, including return
demonstration, and the registered nurse has
deemed them competent and documented that
assessment; and

iii. The registered nurse monitors the resident's
condition regularly and is available when changes
in condition or medication might occur.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the RN
(Registered Nurse) did not provide specific
training regarding the administration of insulin to
each unlicensed person administering
medications. Findings include:

1. Per record reviews on 10/11/2010 and
10/12/2010, there was no evidence to indicate
that the RN completes teaching for all unlicensed
staff regarding insulin administration. One NA
(Nurse Assistant) confirmed, on 10/11/2010 at
4:27 PM, that s/he administers insulin but has
had no RN training regarding this particular
medication. During interview on 10/11/2010 at
12:45 PM, the LPN (Licensed Practical Nurse),
confirmed that the RN did not perform insulin
training for delegated staff.

R168

S5':: £.
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R171 Continued From page 9

There was no indication that monitoring for side
effects is occurring, using an assessment tool
such as the AIMS (Abnormal Involuntary
Movement Scale) or the DISCUS (Dyskinesia
Identification System--Condensed User Scale)
tools. During interview on the afternoon of
10/12/2010, the facility LPN (Licensed Practical
Nurse) confirmed that no assessment tool is
being utilized to track and / or identify the
potentially irreversible side effects of this
psychotropic medication for Resident #1.

2. Per record review Resident #2 has an order
for Seroquel 25 mg PO HS Daily. There is no
indication in the record that this resident is being
monitored for side effects using an assessment
tool such as the AIMS or DISCUS tools. During
interview on 10/12/10 the facility LPN confirmed
that no assessment tool is being utilized to track
and/or identify potentially irreversible side effects
of a psychotropic medication.

R173 V. RESIDENT CARE AND HOME SERVICES
SS=E

5.10 Medication Management

5.10.h.

(1) Resident medications that the home
manages must be stored in locked compartments
under proper temperature controls. Only
authorized personnel shall have access to the
keys

I This REQUIREMENT is not met as evidenced
I by:
Based on observation and interview, the facility
did not assure that all resident medications and

Division of Licensing and Protection
STATE FORM
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s/he washed his/her hands for 8 seconds and
dried his/her hands on a communal cloth hand
towel hanging in the kitchen area. During the
second hand washing s/he washed his/her hands
for 12 seconds drying his/her hands on the
communal cloth towel hanging in the kitchen.

During the medication pass on 10/12/10 at 8 AM
a second staff member washed his/her hands
twice. The first handwashing was for 10 seconds
and s/he used the communal towel hanging in the
kitchen. The second handwashing was for 14
seconds and s/he used paper towels hanging on
a rack in the kitchen for hand drying.

In interview the LPN (Licensed Practical Nurse)
stated that the procedure for handwashing was
contained in the 1In-The-Know" for Infection
Control and for Handwashing. Review of this
documentation revealed a recommended time of
20-30 seconds for effective handwashing and the
use of paper towels for hand drying. If a cloth
towel is used it is recommended that the staff
person use a clean towel that only s/he uses
throughout the shift. In an interview at 11 :00 AM
the LPN confirmed that this was the facility policy.

R200 V. RESIDENT CARE AND HOME SERVICES
SS=D

5.15 Policies and Procedures

Each home must have written policies and
procedures that govern all services provided by
the home. A copy shall be available at the home
for review upon request.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home

Division of Licensing and Protection
STATE FORM 6899
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1. Per observation during initial tour on
10/11/2010, there was:

a. storage of numerous chemicals and
Division of Licensing and Protection
STATE FORM 6899 If continuation sheet 14 of 17
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R266

9.1.a The home must provide and maintain a
safe, functional, sanitary, homelike and
comfortable environment.

9.1 Environment

This REQUIREMENT is not met as evidenced
by:
Based on observation, the home did not assure a
safe, sanitary and homelike environment for all
residents. Findings include:

1. Per record review on 10/12/2010, there was
no written policy available for catheter care to
direct staff in the care of an indwelling catheter
for Resident #1. During interview on 10/12/2010,
the LPN confirmed that there is no written policy
regarding the care of this resident's catheter.

I 2. Per record review on the morning of
10/12/2010, there was no written policy available
to direct staff in the use of a Hoyer lift for
Resident #1 who requires a Hoyer lift for all
transfers. During interview that afternoon, the
Manager and LPN confirmed that no policy
directing staff in the use of this equipment is
available.

R200 Continued From page 13 R200

has not developed written policies to direct
unlicensed staff regarding the care of a catheters
and the use of a Hoyer transfer lift for 1
applicable resident (Resident #1). Findings
include:

R266 IX. PHYSICAL PLANT
SS=F
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9.6.d Hot water temperatures shall not exceed
Division of Licensing and Protection
STATE FORM 6899

R266 Continued From page 14

cleansers unsecured in bathrooms throughout
home, including a drain cleaner. In the large
upstairs bathroom there were containers of Drano
(next to a box of Polident tablets), Rust! Lime and
Calcium remover, Comet cleanser and
disinfectant wipes found under the sink with
personal care items.

b. a sharps container (approximately 1/4 full
of insulin syringes) with an opening approximately
1 and 3/4 inches to 2 inches in diameter, was
open on a shelf above the commode in the
common use 1st floor bathroom;

c. a loosened handrail on the second floor
next to the rear stairway;

d. a commode bowl stored in the linen closet
on the second floor with yellow spots on the
outside and touching linens stored within;

e. carpet spot and stain remover stored
under the sink in a second floor bathroom
accessible from the hallway.
These observations were confirmed by the
Manager on the afternoon of 10/11/2010.

2. On the initial tour on 10-11-10 and again on
10-12-10 it is noted that in the back hallway, used
by residents and near two resident rooms, there
is a Fire alarm control box.
The Fire alarm control panel box is found
unlocked, slightly open with key in lock
mechanism and screw driver inside panel near
wiring inside. Per interview with the Manager on
10-12 at 11 AM she states that this panel would
normally be kept locked.

R291 IX. PHYSICAL PLANT
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9.6 Plumbing

R266
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120 degrees Fahrenheit in resident areas.

This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, hot water
temperatures of the home exceeded 120 degrees
Fahrenheit (F). Findings include:

1. Per observation on 10/11/2010, water
temperatures throughout the facility exceeded
120 F. The water temperature in the community
bathroom on the first floor was 129.0 Fat 11:32
AM, followed by a second reading of 128.0 Fat
11:40 AM and was 124.0 F in the second floor
bathroom (hallway accessible) and 125.5 Fin
resident room #5 bathroom at 12:26 AM. The
Manager confirmed, at the time of this finding,
that a single water heating source was used for
the entire residential care area and that the
temperatures did exceed maximum safe levels.

~~C\\ IG- ~ \ - G-o\O Pd~ o..C
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R295 IX. PHYSICAL PLANT
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9.8 Heating

9.8.a Each home shall be equipped with a
heating system which is of sufficient size and
capability to maintain all areas of the home used
by residents and which complies with applicable
fire and safety regulations.

This REQUIREMENT is not met as evidenced
by:
Based on record review, observation and
interview, the facility did not follow the
recommended maintenance schedule for furnace
cleaning / inspection. Findings include:

R295

1. Per observation during the environmental tour
Division of Licensing and Protection
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on the morning of 10/11/2010, there was no
evidence that required boiler unit safety
inspections had been conducted for the home's
heating unit. During interview on 10/11/2010 at
2:40 PM, the Manager confirmed that the current
boiler has not been inspected by licensed,
certified boiler inspector (placed in service 1 year
ago per Manager).

Division of Licensing and Protection
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