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://www.dail. vermont.gov

Voice/TTY (802) 871-3317

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

December 8, 2014

Ms. Jessica Lahens, Administrator
22 Upper Welden

22 Upper Welden

Saint Albans, VT 05478-18386

Dear Ms. Lahens,

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
11/05/14. 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,

SUNRICN:N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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5.7 TreatmentPlan

5.7.k The residence shall ensure that the
treatment plan refiects steps to be taken to solve

- identified problems, either by direct service at the
residence or indirectly by referral to a community

respurce. The treatment pian shall be completed
within fourteen {14) days of admission.

. This REQUIREMENT is not met as evidenced

by:
Based on record review and interview the TCR

- did not ensure that a treatment plan was
completed within fourteen days of admission for 11
- for 4 residents in the sample. (Resident #1) ‘

Findings inctude:

Resident #1 was admitted to the TCR on

" 08/04/14. Per record review on 11/05/14 there is

no complete treatment plan since admission.

“ The resident was living in the community and

receiving suppori thraugh a counseling service.
The community rehab treatment program plan
dated 2013 was noted, however the Operations

Manager stated that "a new treatment plan”

should've been develeped”. Sihe confirmed at
11:51 AM that a treatment plan was not |
completed within fourteen days.
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i
An unannounced onsite re-licensing survey and |
camplaint investigation were conducted on
11/05/14 by the Division of Licensing and
Protection. The following are Therapedtic ;
Community Residence {TCR) findings. :
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. residents. The training must include, but is not
limited to, the following:

(4) Policies and procedures regarding mandatory
. reports of abuse, neglect and exploitation;

(5) Respectful and effective interaction with
' residents;

5.9 Staff Services

59.b. The residence must ensure that staff
demonstrate competency in the skills and
techniques they are expected to perform before
providing any direct care to residents. There shall
be at least twelve (12) hours of training each year |
for each staff person providing direct care to

(1) Resident rights;
(2) Fire safety and emergency evacuation;

(3) Resident emergency response procedures,
such as the Heimlich maneuver, accidents, police
or

ambulance contact and first aid;

|
(6) Infection control measures, including but not |
limited to, hand washing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and

(7) General supervision and care of residents

This REQUIREMENT is not met as evidenced
by:

Based on record review and interviews the TCR
failed to have documented at least twelve (12)
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T 052 Continued From page 2 T 052
hours of training each year for each staff person
. providing direct care to residents for 4 of 5 staff.
“Based on staff interview and facility staff file i
. review, the facility failed to demonstrate that 4 of ‘:
. b staff members reviewed had received at least
: {12) hours of annual training specific to resident
rights, fire and safety and emergency evacuation,
resident emergency response, mandatory
reporting, respectful and effective communication
with residents, infection control measures, and
- general supervision of residents. The facility'’s
- Operations Manager stated some of the staff are
L 'subs' [per diem staff working part time or filling
in]. S/he confirmed on 11/05/14 at 2:46 PM, that 4
*of the 5 staff members did not have evidence of
receiving 12 hours of annuai fraining.
: , . _ , |
STSESC;Q% v.5.10.a Resident Care and Services T059 C{FlMiNll Roord and Mouse i ”}2 5 l"f
| checks and other

i 5.10 Records/Reports

5.10.a The licensee shall be responsible for

- maintaining, filing and submitting all records

i required by the licensing agency. Such records
- shall be kept current and available on site at the
. icensed facility for review at any time by

. authorized representatives of the licensing

! agency.

This REQUIREMENT is not met as evidenced
by:

: Based on record review and interview, the TCR
! failed to maintain and have on site the required
; records of the results of the criminal reccrd and

abuse registry checks for all staff. This has the
potential to effect all residents. Findings include:
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- 1.0n 10/13/14 at 9:30 AM, the nurse surveyor
" requested information regarding background
. checks. The staff person stated that background
. checks are not on site and handled off-site by the
* Northwestern Counseling Services' Human
i Resource Department. When the Manager
: arrived at 10:22 AM, again the request was made
" for background checks under the Regulation
5.10.b(4) ;" The results of the criminal record and
abuse registry checks for all staff. The Manager
stated that the background checks "are not here
and | don't have access to them”. The
Operations Manager, who was also present,
further stated the TCR will have to work out some
way to have the required background checks ;
maintained and available on site. S/he confirmed |
that the required records of the results of the
. criminal record and abuse registry. checks for all
* staff were not available and maintained onsite.
: The resulis of the requested background checks
: were faxed later in the day.
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- 7.1.a Menus and Nutritional Standards Wee 8 nn Yo g 0 \\OW“ M‘é‘
1 ; wat
- 7.1.a1 Menus for regular and therapeutic diets Reside rdﬁw\\h/) v}o
. shall be planned and written at least one would l\ ¥a 20 ey b
(1) week in advance Qoo Al S teurna “/ th
- : o Mevivs will be prepaved o
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Findings include: Yo peepare Fde peadently or wﬁh ceat
: . nvs
| ' Per observations during the initial tour of the ko &UE‘P"H' Wee \L\‘ﬁhmf < |
| home on 11/5/14 at 9:30 AM, the menu posted for AOwW i Sy e meal oghion
residents’ information included only one entree avalavle Foc prea¥fact and
. meal each day, for the noon meal, with no ) Tne }f\d‘ \r’ldu&\ A—t/\oﬁ
| . breakfast or supper listed. Per interview with the AN, Yo o \o% oF !
- staff present for the tour, residents have a variety i"e(«vd’eé‘ M o » e S i
of foods available for breakfast everyday and P6OS aund oo St cwee
| make their own meals. For supper, they take \)CS N \(\'V \OQLCUJYQ
| turns making meals with staff supervision, or if to Q\D =0 et CS |
they prefer, they may make their own supper from o}’hﬁc’r 76 gt e ?W (econes . 0“!\61*8
foods available in the refrigerator and pantry. Per : S
interviews with 3 (anonymous) residents of the MOy noye acswedl with %80“6
| home during the survey, each said there isn't a lot chnde ment e vaiowS TR 0N,
for supper, and they ‘usually eat a lot of eggs and , wit te dwne chntermerch w~deli
toast'. Per interview on the afternoon of 11/5/14, 44 oo
the home's Manager said that they have their Meats, € SuQose )
main meal at noon and supper is a lighter meal. D\V"‘; \01‘0‘6 :f Ve nbt Fouf\d inthe
Soups are available in the pantry and deli-meats . ; aS
are supposed to be available for making (‘{60 \C&'\OOV@ ) We kee\ q,a,\\‘a,;\\;ua
' sandwiches if desired. The only deli-meat in the 4 meod Sue })‘QQ"" o gt W
kitchen refrigerator was a small package with ! "CQ/§ AL L I MOTe abaen f-b(\‘x_,
approximately 1/2 pound of sliced ham, not an Pe v TR CecoVeES :
adequate amount if all of the home's 5 residents ef po¥ Yo . C avd ol
' wanted to make a sandwich for supper on the day oty food 1a DUC ana alee |
| | of survey. Staff interviewed said that some staff %ev\ds % 550/ weel on A nes,
| * do not always remember to remove food from the The deiy, of e i ospect dn WS
freezer in the basement for cooking/ use the d J Voo e Mt one e s €
following day. The requirement to have 3 meals Hre TN I ‘u W\:\
daily for the weekly menus and to post by the first oo e VAT \ﬁ:\‘b-‘ _OP' :
of each week was confirmed with the Manager at WAV re Blecle 4 W wie have y |
oy |
T 127 Vil.7.2.b Nutrition and Food Services T127 ‘
SS=E !
7.2 Food Safety and Sanitation { ‘
7.2.b All perishable food and drink shall be
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 labeled, dated and held at proper temperature. WmJld_Q‘ Wik %m\[’% Cocd. %Jtﬂ% }
i Hot foods shall be kept hot at 135 degrees F and . J d Acﬁf all I
: cold foods shall be kept at 41 degrees F or italy label an e
cooler. ﬁ):?d i“\fW\Q TA g Fﬂ@ﬁﬂm _lr. I
- : . ; ; stoe
' This REQUIREMENT is not met as evidenced Residants a\so coo¥ and e
: by: ?DCA o Hae f'@{:‘{?@@.,-m‘\af‘ “\Y\‘K\!
- Based on observation and staff interview, the ) '
: ! ! : o¢ e~
: home failed to assure that staff adhered to ey e QU f‘%\‘\aw ¢ lJ@
' accepted standards of Food Safety Principles Q;,we_' ;(\Mve&'\di'(\ . B cewmu Y
i regarding the proper storage and dating/labeling g;
. of leftover and/or perishable food items. This has '377 M\' Q{TM&F ﬂw\d I‘E%\C\ﬁv\k{% wa ;
. the potential to affect all residents of the home. ANCVY 4 O SYGN 1S oN=0
' Findings include: Qog\g & asS A WUWQWM :
s aind FpeCSOMy
; Per observations on 11/5/14 at 9:36 AM, the i N over N ont Ska;g e?fc\n |
" kitchen refrigerator contained unlabeled and/or Ao\ theck s Wf ' i
' undated perishable food items including the Aot as part of 9he
* following: a bowl of raw salad vegetables, , licd.
including wilted and browned lettuce greens; SM\F*AU*\{ che CRAG
untabeled and dated cooked green beans; a red
sauce had no label and no date; and some type
- of cooked casserole was unlabeled and undated.
- During interview at 3:30 PM, the Manager of the
 home confirmed that staff should label and date
- perishable foods when received or cooked, and
- that most leftovers are kept for 3 days and then
- disposed of.
STS1—?!>53‘ vH.7.3.a Nutrition and Food Services T133 The opein vread wis dlg?ogedf‘ t\/lﬂl‘q
=E | o Z
‘ 7.3 Food Storage and Equipment of ony iO[ Lt‘““'\ Hh\ﬂ Ct\“etfk WL\L’,'
373 All food and drink shall be stored t c\\}g&fié Ow\d %WEQL.EnSU{m[yle
| 7.3.a ood and drink shall be stored so as fo T e v ean nhas a\so
‘ protect from dust, insects, rodents, overhead Qwu\ TS Wept ¢ ed
leakage, unnecessary handling and all other been added o W Hnie
'~ sources of contamination. anet duty mecllist each
‘ night . We feel Tt is inperewt
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T 133 Continved From page 6

This REQUIREMENT is not met as evidenced
by:
Based on observations and staff interview, the
home failed to assure that all foods were stored in
~a manner to protect from dust and other
. contamination. This has the potential to affect al!
residents. Findings include:

" Per observations at 9:45 AM on 11/5/14, dry

. foods stored on a wire rack across from the
basement freezer were noted to be dusty and

" have food crumbs on some items. A bag
containing sandwich buns was wide open,
exposed to possible contamination from dust and

_rodents. Another storage shelving unit containing

- dry foods was noted to have visible dust on the
cans and boxes. The cbservations were
confirmed with staff present for the tour and later
during interview with the Manager at 3:30 PM.

T999
§8=C

Final Comments

This REQUIREMENT is not met as evidenced
by:
4.13 Survey/Investigation

(f) The residence shall make current written
reports resulting from inspections readily
available to residents and to the public in a place
readily accessible to residents where individuals
wishing to examine the results do not have to ask
to see them. The residence shall post a notice of
the availability of all cther written reports in a

~prominent place. If a copy is requested and the
residence does not have a copy machine, the
residence shall inform the resident or member of
the public they may request a copy from the

T 133

T999
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T998 Continued From page 7 T999 (e
o : ! W | NG ) }l
licensing agency and shall provide the address The VN\N}Ug L W“Q'N‘ \\“I’e}’fd’ﬁ(\ “}26 /
- and telephone number of the licensing Agency. | wo S in 200, undec 'diteen
, dasa N r
Based on interview and record review the TCR LMM VS\m P a“d _ﬁ& F{
failed to have the current report readily available. | was not QOQ—\?A. we wil
| Findings include: d T%Q\Gb s Wnesty e ont
' During the initial tour on 11/05/14 at 9:26 AM, no | 1€ O loy ! )au .

- posting of the current report or notice of the

i availability of other reports were observed. Per

" interview at 10:57 AM the Manager confirmed

_that the results of the inspection was not readily
available and accessible to the residents.
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