7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http:/iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

January 28, 2015

Ms. Sonya Saltis, Administrator
Saltis Home

1141 Main Street

Castleton, VT 05735-7713

Dear Ms. Saltis:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 29, 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,

’\‘ i |
@w@ummm

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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SALTIS HOME

R100 |nitial Comments: R100
" Anurannounced onsite re-licensing survey was
conducted and completad by the Division of
Licensing and Pretection on December 28, 2014,
~ The findings include the following:

R104| V. RESIDENT CARE AND MOME SERVICES | R104
SS:A ‘ |
Porvicny DN c_:a.du\'g-c\f?\&c.\i :

LoV ST X G et

52.a Prortoor at the time of admigsion, each .
resident, and the resident's legal representative if Co “Q\QM(\ \\173\\1\_. X
any, shall be provided with & written admission o L L\L’Q,-( T ’\?"”{_ VPN

" agreement which describes the daily, weekly, or PONEN. U M LV A EN 0&
monthly rate to be charged, a description of the o Ca
services that are covered in the raig, and all other Ao Dl el b !
applicable financial issues, including an pvots gafm%rmﬁ
explanation of the home's policy regarding .
discharge or transfer when a resident's financial
status changes from privately paying to paying
with S8l or ACCS benefits. This admission
agresment shall specify at least how the following
services will be provided, and what additional J
charges there will be, if any: all personal care i
services; nursing services; medication . !
management; laundry, transportation; toiletries;
and any additional services provided under ACCS
or & Medicaid Waiver program. If applicable, the
agreement must specify the amount and purpose
 of any deposit. This agreement must alsp specify
the resident’s transfer and discharge rights,
including provigions for refunds, and must include
a description of the home's personal needs
allowance palicy.

5.1 Admission

-

(1) In addition to general resident agreemeant
requiremeants, agreements for all ACCS
participants shallinclude: the
| ACCS services, the specific room and board rate,
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R1D4i Continued From page 1

‘L the amount of personal needs allowance
i and Medlicaid as sole payment.

‘!
|
i by:

interview, the facility failed to assure that

| provider's agreement to accept room and board

1 This REQUIREMENT ig not met as evidenced

" Based on record review and confirmed by staff

! R104
and the

1¢f3

R181

residents in the sample had a written admission
agreement prior to or gt the time of admissicn
. (Resident #1). The findings include the following:

Per medical record review on 12/29/14, Resident
#1 was discharged from the facility in April 2012,
He/she was readmitted on 5/3/2014. Faaility
manager confirms that ihe latest admission
agreement signed by Resident #1 is dated
10/3/11.

V, RESIDENT CARE AND HOME SERVICES

Fi

510 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 observation and staff interview, the
menager of the facllity failed to ensure that all
medications are handled accerding to the heme's
policies. The findings include the following:

Per tour of the medication storage area on

R181

Porvicy Al\seoda, =n

Lo GRS
Chrogllad 23S .
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NAME OF FROVIDER OR SUPPLIER,
1141 MAIN STREET

STREET ADDRESS, CITY, STATE, ZIP CODE

| heated prior to service.
‘ ThIS REQUIREMENT is not met as evidenced

Based on observation and confirmed by staff |
\ interview the facility failed to assure that all

i perishable fogds are stored in accordance with
~ safe food handling.

‘ Perinspection of the two (2} refrigerators and

. freezers in the facility on 12/29/14, both were
found to have thermometers present, hut staft

| eonfirm that routine recording of refrigerator

| temperatures dees not occur. Therefore, there is
no way lo assure that all perishable foods have
been slored in accordance with safe food

1

SALTIS HOME
CASTLETON, VT 05735
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R161 Continued From page 2 | R161 |
i ) . ' o - - i
* 12729714, the medication cabinet was found | » Mo w © &3—:\):-_-5"\‘:\\4:9\9— '
, Unlocked and contained numerous prescription ~ ARC A A\
' medications for today's administration. o S\ ew ‘-"\"“:g" R
Prescription medication utilized for the treatment . AN . Sc,;’\;t;_;._—-_sdw:;—_
i of schizophrenia, depression and constipation for A v
. 7 of 8 residents. Confirmation by the Resident
' Altendant confirmed that the cart was unlocked at
| the time of the tour. /
Per facility policy the medication cart is to be kept :
iocked at all times unless dispensing
medications. Faciiity Manager confirmed at 9:60
AM that the policy was not followed.
R247! VIl NUTRITION AND FOQD SERVICES R247 NG ’QQ\\L,,_\ Gk.}{'(‘d,_\'\ii\
$8=C i
! \t)
C'~ N\Q\.‘ﬁuﬁ:\ \\1:5\ \0
7.2 Food Safety and Sanitation
Mo NI R As SO0 DL
| 7.2.0 All perishable food and drink shall be Al D
{ labeled, dated and held at proper temperatures: o Seez Do N @
(1) Ator below 40 degrees Fahrenheit. (2) Ator & N W N
[ above 140 degrees Fahrenheit when served or g\"-’\\ 2e ’
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R249} VI NUTRITION AND FOOD SERVICES R249 D s ?{')‘\'\c_\_s\ Ohaoarast
SS=E! . : N
covepladad 1|22\
7.2 Food Safety and Sanitation , JA R a5 TN
s L vz SN
£7.2.d The horne shall assure that food handling Kb ool ek R Ny
and storage technigues are consistent with safe Y I, @”
. ! ! ] - * L e R
food handling praciices. R\,\\uﬂ‘d 3\\

This REQUIREMENT is not met as evidenced

by

Based on cbservation and confirmed by staff

"interview tha facility failed to assure that food
handling and storage technigues are consistent
with safe food handling practices. The findings
include the following:

Per observation on 12/29/14, the following foods
were stored in the dry storage area:

Multiple assorted packages of jello/pudding/pie
- filling and powdered milk with out dates ranging
from 2012 through 2013,

Two partially used containers of marshmallow ftuff
with ¢ut dates of 2012,

| Abocttle of ranch dressing with an out date of Aprl |
20, 2013. :

A partially used guart container of Buttermilk,
stored in the refrigerator with an outdate of
' November 25 2014,

|

I Confirmation was made by the facility manager,
! that the above foods should not be used and

| were immediately discarded.
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[
7.3 Food Storage and Equipment : We WWNwan  NRKaS b,
7.3.a All food and drink shall be stored so as to (luﬁ‘\g‘u\cj(i_& \ \'2"?"\ ¥
protect from dust, insects, rodents, cverhead - 28 Oy
‘ - " 30
leakagz, unnecessary handling and all other Magwg 0 VS Kad VN
sources of contamination. - 'SJWE? L eﬂuﬁfcﬁﬁ_@
This REQUIREMENT is not met as evidenced O ,\PD\--\ an G (RSN TN
by: _ — T
Based on ohservation and staff interview, the Vi r:,-._\}'--. @

facility failed to protect stored dried foocd from
" dust, insects, roedents, unnecessary handling and
" all other sources of centamination. The findings
inciude the following:

Per observaticnfinspection of the kitchen storage
cabinets, on 12/29/14 at 8:30 AM, the dry storage
area contained the following:

Abox of dry cereal apen, not dated and not
secured,

A plastic gallon container of dry cereal not dated.
A partially used box of pasta open, not dated and
not secured.

i Per interview with the facility owner, canfirmation
was made that the above listed items were not
stored properly in order to avoid various sources
of contamination.

Division of Licensing and Protection
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Saltis Home
Food Storage Policies
Check Refrigerators and Freezer Temp

Check Temperature of Refrigerators and Freezers Each Day.

Circle that you checked and initial that temperatures were within
recommended temperature. At or below 40 degrees Fahrenheit for
Refrigerators.

All Food must be marked when opened of the date opened. Any loose
food must be stored in a closed container and marked when opened.

The manager will go through food weekly to double check expiration
dates. |

All staff must check dates before serving food. Dispense any food that
is of any question of expiration date or has expired.

Dates/ Circle and Initial. Any issues call manager immediately.

1 6 11 16 21 26 31
2 7 12 17 22 27
3 8 13 18 23 28
4 9 14 19 24 29
5 10 15 20 25 30

This sheet will be stored in the kitchen on a clipboard.
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