7~ VERMONT
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
hitp://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

August 31, 2012

Mr. Robert Wainwright, Administrator

Hilltop House

65 Harris Avenue ‘

Brattleboro, VT 05301 Provider #: 0047

Dear Mr. Wainwright:
Enclosed is a copy of your acceptable plans of correction for the survey and complaint

investigation conducted on July 18, 2012. 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,

L e 1)

Pamela M. Cota, RN
Licensing Chief

PC:ne
Enclosure
s
Disability and Aging Services Blind and Visually Impaire
Licensing and Protection Vocational Rehabilitation




PRINTED: 08/08/2012
. 1 Alle 21 2012 FORM APPROVED
Division of Licensing and Protection ,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
_ A BUILDING c
B. WING
0047 07/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
65 HARRIS AVENUE
HILLTOP HOUSE BRATTLEBORO, VT 05301
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- ' T3/12
R100! Initial Comments: R100 ESIDENT #/
An unannounced onsite complaint survey was /A 56/0@" ale mde U{M/Z&'{/
conducted on 7/18/12 by staff from the Division of 4’2 Y ¥/S £ Caye yZ /27 foczs

Licensing & Protection. The following regulatory

violation was found. égeﬁ Crecle g, + Qﬁ’d/&fr
/s and it ertrons

R145 V. RESIDENT CARE AND HOME SERVICES R145 f

SS=E 72 0 veLerr AN For YHis]

rer/de/?t H/ ves fctensrée/

59.c(2
@ Asites haveyelreiesl
Oversee development of a written plan of care for Yhe [z 27 %P,
each resident that is based on abilities and needs . a
as identified in the resident assessment. A plan Hwrse rriar? ﬁ
of care must describe the care and services
| necessary to assist the resident to maintain . ’
independence and well-being; /QE S)DE, A///#a? 7/ ?/ 5
. /
This REQUIREMENT is not met as evidenced 7'Ze Yes /denfg
oy: hds been liy ok

Based on staff interview and record review, the

Registered Nurse (RN) failed to develop care nelcede. f&é’/ﬂ’ﬂé’ ‘%ZZS‘
and it

plans that addressed all of each resident's

assessed needs for for 3 of 4 resident care plans o NEL)
reviewed. (Residents #1, 2 & 4). Findings include: V4 4/@766{1 ﬁ d %’Q/

, . . verbal abuse 1o S‘fd#
1. Per record review on 7/18/12, Resident #1
sustained an abrasion on the right elbow after a ﬁhrﬂﬂ/&ﬂfl X/?
fall on 6/10/12. During interview at 1 PM on
7/18/12, the RN confirmed that the care plan was 0{.‘70;’(5 S/ 0” as e/)?/dz
1 not revised to reflect this initial fall for this ery? e//l’é /SS‘U es.

resident %es plans have all
' 2. Per record review on 7/18/12, Resident #2 has élé/’? veu, ew% 5%6 )Q‘

dementia with behaviors including being verbally
abusive to others, resists care and has chronic witbo W/VZLVS‘Q &ﬂﬁef
anxiety with depressed mood. The resident also

requires outpatient hospital services monthly to
address anemia management issues. During
interview at 1:30 PM, the RN confirmed that the
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