
~YERMONT
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://wvwv.dail. vermont.gov
VoicelTTY (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

Dear Mr. Wainwright:

Provider #: 0047

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,

Pamela M. Cota, RN
Licensing Chief

PC:ne
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5.9.c (2)

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review, the
Registered Nurse (RN) failed to develop care
plans that addressed all of each resident's
assessed needs for for 3 of 4 resident care plans
reviewed. (Residents #1, 2 & 4). Findings include:

1. Per record review on 7/18/12, Resident #1
sustained an abrasion on the right elbow after a
fall on 6/10/12. During interview at 1 PM on
7/18/12, the RN confirmed that the care plan was
not revised to reflect this initial fall for this
resident.

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;

2. Per record review on 7/18/12, Resident #2 has
dementia with behaviors including being verbally
abusive to others, resists care and has chronic
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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I An unannounced onsite complaint survey was
conducted on 7/18/12 by staff from the Division ofi Licensing & Protection. The following regulatory

! violation was found.
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care plan did not address the resident's
psychoactive medication use. moods or need for
acute anemia management.

3. Per record review on 7/18/12, Resident #4's
care plan did not address the resident's need/use
of a Foley catheter due to urinary retention, falls
risk and use of psychoactive medications to
manage abusive and agitated behaviors. During
interview at 2:30 PM, the RN confirmed the lack
of care plans to address these assessed needs.
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