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
http://www.dail. vermont.gov

Voice/TTY (802) 871-3317

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

June 26, 2014

Mr. Mike Jensen, Administrator
Wintergreen Residential Care Home
3 Union Street

Brandon, VT 05733-1127

Dear Mr. Jensen:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
28, 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,

SNUNRIAN

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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WINTERGREEN RESIDENTIAL CARE HOME

R100| Initial Comments: R1i00

An unannounced on-site complaint investigation
was conducted with a re-licensure survey on May
| 28, 2014 by the Division of Licensing and
Protection, There were no regulatory findings
surrounding the complaint investigation. Thera
ware regulatory findings involved with the
re-certification survay.

R171l V. RESIDENT CARE AND HOME SERVICES R171
$S$=D

5.10 Medication Management

5.10.g Homes must establish procedures for
documentation sufficient to indicate to the
physician, registered nursa, cartified manager or
representatives of the licensing agency that the
medication regimen as ordered is appropriate
and effective. At a minimum, this shall include;

(1) Documentation that medications were
administered as ordered;

{2) Allinstances of refusal of medications,
including the reason why and the actions taken by
the home;

(3) All PRN medications administered, including
the data, time, reason for giving the medication,
and the effect;

(4) Acurrent list of who is administering
medications to residents, including staff to whom
a nurse has delegated administration; and

{8) For residsr?ls receiving psychoactive
medications, a record of monitoring for slde

i effects.

1 (8) All incidents of medication errors.

This REQUIREMENT is not met a9 evidenced
by
Based on staff interview and record review, the
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psychiatrist and the primary care physician that :
indicates n/she js currently on the lowest effective rn : . < \
dose of medications. Per review with the i €. ‘}N w' i\l eh ({‘(Q, Hr: S
owner/manager at this time, h/she was unable to dQQSV\T\" k\‘@c_u(‘" bY |mml (H{ﬂb
locate documentation to provide evidence that " [ ’ A-‘ _ ‘1 3“’
AIMS testing was done or other monitoring tool, A e Hhe AlmS 10
Per phone interview at 4:46PM with the WPo 47 ¥
Ragistered Nurse, h/she confirmed that there has n ad m 0N
rol been an AINMS done for Reslident #2. i . . .
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SRS‘LBg V. RESIDENT CARE AND HOME SERVICES - R181 Mo, "h) r()d b Y W manegef

5.11 Staff Services

5.11.d The llcensee shall not have on staff a
person who has had a charge of abuse, neglect
or exploitation substantiated against him or her,
as defined In 33 V.S.A. Chaptera 49 and 69, or
one who has been convicled of an offense for
actions related 16 bodily injury, theft or misuse of
funds or property, or.other crimes inimical to the
public welfare, in any jurisdiction whether within
or oulside of the State of Vermont. This provisicn
shall apply to the manager of the home as well,
regardless of whether the manager is the
licensee or not. The licensee shali take all
reasonable steps to comply with this requirement,
including, but not limited to, obtaining and
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contacting the Division of Licensing and
Prolection I accordance with 33 V.5 A §6811 o
see if prospeclive employees are on the abuse
registry or have a record of convictions.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff Interview, the
facility failed to insure that the required
background checks as defined in 33 V.5.A,
Chapters 49 and 69 were completed on 5 of 5
emplayees reviewed, before date of employment.

| Findings include:

1) Reviewed employee records of & employees

hired since May of 2013, In review of the

employee files it was found that 1 emiployes (#4)

that had a start date of 7/13/13, there was an
informed consent to obtain Adult Abuse (AA)
registry background check, but there was no
avidence of the results retuming. Thid way
confirmed with the owner/manager at 1:15PM on

the date of the survey. H/she did nof understand
how it was missed and not sent to the State for

review, This employee also did not have Child
Abuse (CA) registry checks returned until

"7/23/13. This was confirmed by the
owner/manager.

2.} Employee #1 had a start date in October of
2013 and the CA did was not abtained unti
4/4/14, At 1:15PM, per interview with the

- ownerfmanager, h/she stated that during review
' h/she was upable to locate the results and asked

that it be obtained again. H/she could not verify
the reason for the 6 month delay In review.

3.) Employee #2 began work 2/10/14 and histher
Vermont Criminal background check was not
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obtained untii 4/10/14, the AA on 2/19/14, 9 days
after the start of employment and the CA 2/13/14,
3 days after the start of employment. Per
interview with the owner/managet, h/she said that
the forms do not always return from the State in a
timely manner and h/she confirmed that the
requlred background checks were not compieted
per regulation.

4.) Employee #3 began work 2/27/14 and did not
have Vermont Criminal (VC) and Child Abuse
(CA) registry checks returned untll 3/13/14. This
was confirmed by the owner/manager at the time
of review.

5.} Employee #5 began work 3/10/14 and only
worked for 2 hours. The CA did not return until
3/17/14 and the AA returned on 4/14/14,
Confirmed by the owner/manager that Employee

- #5 was not alone with residents and only worked

2 hours before quitting,

Vi. RESIDENTS' RIGHTS

6.2 Each home shaii establish and adhere to a
writtan palicy, consistent with these regulations,
regarding the rights and responsibiiities of
residents, which shall be explained to residents at
the time of admission

This REQUIREMENT s not met as evidenced
by:

Based on observation and resident and staff
intarview, the facllity failed to establish a written
policy regarding the responsibilities of residents.
Findings include:
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On May 28, 2014 at 4:30PM during record review ’ N, o . |
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' 7.1.a.(1) Menus for regular and therapeutic dlets

shall be planned and writtan at least one (1) week
in advance.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review, the facility failed to post ptanned and
written menus at least one (1) week In advance,
The flndings inciude:

' On 5/28/14 at 11:40AM, during tour of faclilty,

there was no evidence of a menu for breakfast
meais posted. Per interview with caregiver that
was responsible for meal preparatian for the day
of the survay, h/she stated that the residents

have choice of what they want for breakfast and it
varias from day to day. H/she stated that there
are some resldents that will eat the same
breakfast every day and they are always offered
fruits, oatmeal, dry cereal, eggs, toast or french
toast. H/she did confirm that there was no wrltten
menu to follow. Per interview with house
manager at 1:00PM, h/she confirmed that lhere is
no specific written menu for the breakfast meal.
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