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://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

May 14, 2012

Ms. Sarah Davenport, Administrator

Twin Maples Community Care Home

612 Gage Street

Bennington, VT 05201 : Provider #: 0100

Dear Ms. Davenport:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 21, 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,

SRR

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100] Initial Comments: R100
An unannounced on-site re-ficensing survey was
conducted and completed on 2/21/12 by the
| Division of Licensing & Protection. The following
are the rggulatory findings. .
SR1 V. RESIDENT CARE AND HOME SERVICES R134
S=0 '
|
5.7 Assessme '
ssment ALL assessments wiil ke
5.7.a An assessment shall be completed for : .
each resident within 14 days of admission, Complete 4 withn he
conslstent with the physician's diagnosis and : ) _
orders, using an assessment instrument provided 14 Aa"\’ = 3domission =T
by the licensing agency. The rasident's abllities’ was '2-/wa4fs. o(omq Yhenr O
regarding medication management shall be : _ .
assessed within 24 hours and nursing delegation 30433’5 work ing on them
Implemented, if necessary. vn ha b Frme, /4/”1 Lurbher
This REQUIREMENT is not met as evidenced Dedoprssion s wi /! b cOuplete
by: Within <the /¥ degys ~1e
Based on record review and staff interview, the
home failad to assure that 1 of 2 resident and wrl/ be ehecked b 4
a§3‘gss$%nts (R;sidtint# 1)dha;ihb%eg completed BN, Corslracied ) + menifored
within ays after the resident ha een e (
admitted. Findings include: Corvechion witl Slait on TDZC 4ok
e T nex - admission — Clel
Per record review on 2/21/12 at 12 noon, S ol
Resident #1, who was admitted to the home on g2/ 2 3lzz/
8/18/10, had an admission assessment ‘ 2z ‘
completed 29 days after admission, on 9/17/10. R, 2y W @ Lp
This was confirmed by the owner /manager of the @ :
home on 2/21/12 at 3 PM. e C A obdoa
145/ V. RESIDENT CARE AND HOME SERVICES | R145 e
\‘ 59.c(2)
R
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R145| Continued From page 1 R145
Oversee development of a written plan of care for '
each resident that is based on abilities and needs ALL tesdents have
as identified in the resident assessment. A plan : Lwritter care 7/4,‘; I'n T/zcc
of care must describe the care and services
| recessary to assist the resident to maintain /4}9}72 ren H)’ was overleoked
independence and well-being; : el’h's was 'Cﬂ;tcc( to Y"‘D
This REQUIREMENT is not met as evidenced ‘/4 LL s428f will bring
by: ] ,
Based on record review and staff interview, 1 of 2 ‘o my IHention 16 No
residents in the sample (Resident #2) had no .
documentation of a written plan of care. Findings Care ’?\An s i nvlar—e.
include:
Plus RNV witl o/;e,c/( comp L&/Qé
Per record review on 2/21/12 at 12 noon, there lar | poeniter 7+ is CompleYd
was no care plan documentation for Resident #2 5 v 2l |F
who had been admitted to the home on 11/13/07. Correction’ dome 221 w2 S
On 2/21/12 at 3 PM the owner/manager of the @
home confirmed that there was no written plan of ,e (45 WM S Davan
| O.Chagerlon ) | 3lzzli4
pol e
R179| V. RESIDENT CARE AND HOME SERVICES R179 /1
SS=F ) ‘
5.11 Staff Services o
, te
5.11.b The home must ensure that staff StatC has a Jeﬁua,
demonstrate competency in the skills and Yranm \’nC‘ - plus Hhey have
technigues they are expected to perform before v ’
providing any direct care to residents. There 2 Complete manual that
shall be at least twelve (12) hours of training each I Pw\_ 'QOﬁUH\cr- Cor them
year for each staff person providing direct care to 4
residents. The training must include, but is not to refer fo 3t 2l times
limited to, the following: SHhis will be documented
(1) Resident rights; v +5 r’e7“"'“l - Al She
(2) Fire safety and emergency evacuation; Mendiome d dopics are Addressed
(3) Resident emergency response procedures, ‘H\Pouik oul <therr Lipgh lowla
such as the Heimlich maneuver, accidents, police or so of €mpleygmen k and |s
or ambulance contact and first aid; on Gmesn — T 2polig ¢ Stha b
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R179| Continued From page 2 R179 L Yave mot always writen
(4) Policies and procedures regarding mandatory his downm .Me&,‘ yow mus H 3/, ’)Z_
reports of abuse, neglect and exploitation; }’{ Yrack © St CWH
(5) Respectful and effective interaction with <y ap ° ear
residents; ' in-services, handson ‘eaching

: (8) Infection control measures, including but not et Sthis s L .
limited to, handwashing, handling of linens, . i Allays
maintaining clean environments, blood borne an on Gorng Srhing and wetl
pathogens and universal precautions; and
(7) General supervision and care of residents. Eépg;;}:zd jmma.h?:)w
Rt eer 0rthodlod)|
This REQUIREMENT s not met as evidenced “rthe  &olloom -{.o?ms uJ_/f:/ ma,wm)
Based on record review and staff interview, the have been ~‘pr=5e~n-\ecl do gemr .
home failed to have documentation that all direct State | + S ‘ip'z(';‘
care staff (staff members #1, 2, 3 & 4) had been N pes R { oS
provided with at least 12 hours of training each onsvhg - C@ / Zj 1 ’
year which included resident rights, safety and ’?a e vnalers v
emergency evacuation, emergency response, o .
policies & procedures on abuse, neglect & " Duabedic e:lucz-\\m
exploitation, respectful interaction with residents, .
infection control measures and general _\’lse’ st Co "U”‘a‘l‘“
supervision and care of residents. Findings RY home (PT/I/VQ ’
include: Yrontpr g :
r
Per record review on 2/21/12 at 12 noon there S ‘ A:WQ
was no documentation that the home had Falls and Risls T?)/N
provided 12 hours of training for all direct care . ¢
staff and this was confirmed by the Ca\“ rie T Bouwen LLS)’! e
owner/manager on 2/21/12 at
e 9 /Restc!evv\s‘ Rights -
/Jos‘FLu; o .
R190| V. RESIDENT CARE AND HOME SERVICES R190 ‘
8S=F ‘)0 l \C es &\/? r‘OCCciureS
: on
5.12.b.(4) i"e’ an " orr
o €. AUCAL €re__

The results of the criminal record and adult abuse 3* oM
registry checks for all staff. R 7 CI 0 : / p—
This REQUIREMENT is not met as evidenced Daot C,(,&WD
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R190| Continued From page 3 R190
by:
Based on record review and staff interview, 4 of 4 _ALL VF C Amunal Checlls are
staff members (staff members #1, 2, 3 & 4) had . e S
no evidence that the Vermont Crime Information be_mc‘ updated - waiting dor
Center (VCIC) checks had been done when they Jo ceturn,
were hired. Findings include: "6,\/7/‘”47)4 e CHmIia é}})”% Zf*) %ggg
.y ‘)ﬁ’ Ly woill be complete Com
Tty P 4
Per record review on 2/21/12 at 12 noon although L. L QwkKs ¢ C’ﬂgz
all 4 staff members had copies of the adult and With 1n the nex in'f
child abuse checks completed, the home failed to /Qz , : N
have evidence that the VCIC (criminal checks) S ponsible Forsor Costrasdad e
had been completed. This was confirmed at 3 -
PM on 2/21/12 by the owner/manager. \_?/JL//L O. % 2 ,
R234 VII. NUTRITION AND FOOD SERVICES R234 VS
o ko TIPS
0.C
7.1.a.(3) The current week's regular and st ,Q.J
therapeutic menu shall be posted in a public W\enus Qre- Lovmiren Oon
place for residents and other interested parties. board A& a‘\Y buk @re
‘he l
| This REQUIREMENT is not met as evidenced clommenie,c[ in 3 locse
by:
Based on observation and staff interview, the leafl viote book Yhatis om
current weeks regular and therapeutic menus e . [k ‘s
were not posted in the home for residents and/or wnter in K‘khcn‘ 's
other interested parties. Findings include: l\wa‘,\s available Yor anene
Per initial tour at 1 PM on 2/21/12, there was a Sto View AL reciulan
board in the kitchen area that listed today's menu B,h\,\%eraya\.\‘ub meals are
however there was no posting of the weeks ; .
regular and therapeutic menus. This was Noted 1nSthat beok- s
confirmed by the owner/manager on 2/21/12 at 3 not . —Pos-td ‘per 53\1 bk
PM who said that menus were posted on a daily !
basis. Yhrs nenu ook is ‘Hmeway
T have always dome. | & sinck
R235 VII. NUTRITION AND FOOD SERVICES R235 beind
SS=C emG in business,

les
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R235 i R235 -
Continued From page 4 Chanc‘e$ or tontt i rstrach
7.1.a.(4) The home must follow the written .
o ’ re {n Shes ol
posted menus. [f a substitution must be made, a vn bo
the substitution shall be recorded on the written Z am respons ble. Sor a1l ‘
ment. Yhe menus done and T am
This REQUIREMENT is not met as evidenced 3t Srhe home daily-so T
by: Tecord all Sthe wmeals and .
Based on observation, record review and staff Owner / AODM). &5,00775:5:4

interview, the home was not following a written,
posted menu nor was there evidence that a
record was being kept of any substitutions made
to the daily menu. Findings include:

Per record review at 12 noon and the initial tour
on 2/21/12 at 1 PM, there was no evidence that
the home was following a written posted menu
and there was no evidence that a record was
being kept of any substitutions being made to the
menu.. On 2/21/12 at 3 PM the owner/manager
confirmed that menus were posted daily and
there was no record being kept of any
substitutions made.
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