2~~~ VERMONT
® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://mww.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

July 8, 2016

Mr. Victor Martini, Manager
Battelle House

348 Dewey Street
Bennington, VT 05201-2255

Dear Mr. Martini:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
1, 2016. 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,

SN\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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DEFICIENCY)

T 0011 Initisl Comments . T 004

An unannounced on-site re-llcensure survey was
conducted by the Divislon of Licansing and
Protection on 6/1/18, There wera regulatary
findings. .

STSO%? V.5.8.b Resldent Care and Sanvices T 038

5.8 Medination Management
. - T026 Medication Management

5.8.0 The manager of the resldence is

. respensible for snsuring that all medleations are Corrective action: All medicatlons
handled according to the resldence's policias and ' will be handled according to regulatory

that designated staff are fuily tralned In the
poilcles and procgdures, The manager shali and agency policles. Medleatlon pollcles

assure that all medications and drugs are used ‘ will be reviewed with all nursing stoff
only as prescribed by the rasident's physiian, with an emphasls on procedures that
properly labelad and kept In a locked cabinet at assure accuracty, thoroughness, and

all bmes or, when e program of self-medlcation Is accountability. Special attention wlil be

glven regarding cantrelled substance
storage, and medications brought to

This REQUIREMENT Is not met ag avidenced the resldence from ancther prescriber.

In effact, otherwise safaly secured,

by: -
Based on staff interview and recard review, the Completion Date: All staff will
facility failed to Insure that medications for 1 revlew'madicatlon pollcles and Indicate

resident, Resident #1, were given as praseribed
i by the physlctan and failed to Insure that a completion by slgnature by September

: controlled substance was properly counted, : 15, 2018.

| Findings include: ;
i | Mohitering/Assurances: Spot-

. EUFIIHQ hmec_ilcatimg SItDraQB review, @ medicine checks across all shifts will occur by

- bottls that was labaled for Rasidant #1 and : :

. [abeled that it contained Atlvan 2 mg tablats, was Oé:tc;hergs, 2?1?; EEEETI 2\:/51;;‘1’371"/ 15

- dlscovered in the medication cabinet with ' 2017, and again by April 15,

' non-controfled madications. The Licensed

: Practleal Nurse (LPN) statad that it had been
braught in by the resident's family and it should

 be locked with the othar controlled substances
and accounted for. The LPN alsg conflrmed at” -

Divisian of Licansing and Prolaction ‘ ¥
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i
this time that the medlcation" i3 a controljed I
substance and should be counted, s/he
confirmed at 1:15 PM that the medication was not
"1 belng counted. - ‘ T037 Medlcation Management
T 037 V.5.8.c Resident Care and Services TCa7

SS=E .
5.8 Medication Managamenlt

| .
5,8.c Staff shall not assist with or adminlster any .
madicatior, prescription of over-the-counter
medications for which thera is not & physician's or
otherficensad health care provider's written,
signed order and supporting'dlagnosis or problam
statement in the resident’s record,

This REQUIREMENT [s not'met as evidenced
by: : i-

Based on staff Interview and recard review, the
facility fallad to insure that staff do not administar
madication, prescription or over-the-counter
medication, for which there is not a physiclan's or
other licensed health care provider's written,
signed order and supporting diagnosis er problsm
statement in the resident's record. Findings
include: }

1.) Residant#1 was admitted to the facllity
5114116 and hisiher admisslon orders included,
Lithlum 300 milligrams (mg) twice aday (B10);

| Risperdal 5 mg at bedtime and Ativan 1 mg thrae |
! times a day (TID) as needed (prn), Revlew of the i
| medicatlon adminlstration record {MAR) }
; presented that the Atlvan 1 mg was to be glven |
 routinaly at 8 AM, 2PM and 8/PM sven though the !
, orderwas to given TIDprn. The MAR indlcated |
; change on 5/17/16 that the Ativan was to be given!

Corrective action: All medicatlons

wili be handled according to regulatory
and agency pollcles. Medicatlon palicles
will be reviewed with all nursing staff
with an emphasls on procedures that
assure accuracy, tharoughness, and
accountability, Speclal attentfon wil] be
glven to assure that signed orders are
kept for all medications administered,
including otc medicatlons, and that the
medications avallable from the supply

of standlng arders are carefully glven as
written.

Completlon Date: All staff wif]

review medication poliicles and Indlcate
compietion by signature by September
15, 2016.

Manltoring/Assurances: Spot-

checks across all shifts will occur by |
Qctober 15, 2016, again by lanuary 15,
2017, and again by Aprll 15, 2017

i

i
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BID prn, but there was m::: avidence of sn ordar
change in the medical racord. Per intervigw with
the Licensed Practical Nursa (LPN), s/he stated
that s/he had talked to the Advanced Nurse
Practitionsr (APRN), that works with the
psychiatrist, on 5/15/16 about the orders and ths
APRN told the LPN that the rasident shoutdn'
have the Atlvan three timas a day and to give It
BID prn instead. Per the LPN at 12:30 PM, sihe
stated that s’he didn't kmow why s/he had not
made out a telephone ordsr slip and confirmed
that there was no evidencs that the order had
been changad by the physlclan, . -

‘BATTELLE HOUSE l

2.) Reviaw of the MAR fori Resident #1 presented
that s/he had an order for [Tylerol 325 mg prn, but
there was no evidence of an order, Per the LEN
the facility has standing orders and during review
of the standing orders It was found that the order
for Tylenol states "Acetaminophan 500 mg 1-2
tabs Q4 hrs po” (every 4 hours by mouth),
Review with the dose limits of Tylenol with the
LPN presents that the resident could receiva
double tha recommend dose In g 24 haur period
of tima and s/he was'not slire if ths Registerad
Nurse had reviswed the orders for Resident #1.
The MAR Indicates that Tylenol 325 mg {ablats
(thres of them) had been administered on sk
different occasions. The LPN statad thgt the
three tablets ware given becayse the faclity only |
had tha 325 mg teblets. S/he confirmed at 12:30 ‘
PM that there was np order for the Tyianol gs It i
was belng administered and that the dose was |
not what the physician had ’grdered.

P M

STSuasi V.6.8.d.1,2.3.\1Liiiiv. Resldént Care and Services | T 03
SE : 3,

5.8 Medication Managemai-nt

Division of Li'manslng &nd Pretection . ] :
STATE FORM Cot 1) GAGNI Il eantinvetion sheet 3of13

) ATILL QLOSAEUAED
SLOAFDD A LRy




Divislon of Licensing and Protection !

FRINTED: 08/08/2016
FORM APPROVED

d) If a resldent requiras meédicatinn
administration, unlicensed staff may adminlster
madications under the fo!!o\i«rlng canditions:

!

(1) A registered nurse must canduct an
assessment of the resident's care needs
consgistent with tha f ’

physician‘s or other health care provider* s
diagnosis and orders, j '

(2) Areglstered nurse m,tist[ delegate the
responsibility for the administration of specific
medications to

deslgnated staff for designated residents.

(3) The registered nurse mLst accept
responsibility for the proper adminlstration of
medications, and Is |

responsible for: ;

i. Teaching designated sta!ff proper tachniques

for medication administration and providing
approprizate

information about the resldent's condltian,
relevant medications, and potentlal'side effects;

ll. Establishing a process for routine
communication with designated staff about the
residents E ‘

condition and the effect of medications, rs
well as changes In medications:

ii. Assessing the residents condition and the
need for any changes in medications; and

lv. Monitoring and evaluating the designated

 staff performance in carrying out the nurse's
; instructions.
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(v d)

Ll

GQGN1. ..

* wliil review med delegation traln

T038 Medlcatlon Management

Correctlve actlon: Ali medications
wlil have arders written and signed by a
physlclan or ather licensed health care
provider, Additionally they will be
handled according to regulatory and
agency policles. Medlcatlon policias wili
be reviewed with all nursing staff with
an emphasls on procedures that assure
accuracy, thoroughness, and
accountabiilty, Special attentlon wlil be
glven to assure that standing orders
match the stock of supplies and that ot
medlcations are dispensed according to
the standlng orders in every case.

Completion Date: All staff wili

review medication policles and Indicate
completion by signature by September
15, 2016,

Standing orders frarn Medical Director
have been changed to include orders
for both 325mg and 500mg
Acetaminophen. Maximum dose limits
put In place by Medical Director and
reviewed with RN,

Monjtoring/Assurances: Spot-
checks across ali shifts will occur by
October 15, 2016, again by January 15,
2017, and again by April 15, 2017. RN

ingand

update as neaded.
13
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Findings include:

order was to glven
change on 5/17/16

Practloner (APRN)

- given by him/herse

assumed responsibility for the administration of
medication by dels

1:) Resident #1 was adltted to the faciiity
5/14/16 and his/her admission orderg Includad,
Lithium 300 milligrams (rr;\g) twice a day (BID);
Risperdal § mg at bedtime and Ativan 1 mg three
times & day {TID) as needed (pm). Review of the
medication administration record (MAR)
presentad that the Ativan (1 mg was to be given
routinely at 8 AM, 2PM and 8 PM aven though the

BID prn, but there was nojevidence of an order
change in the medical record. Per interview with
the Licensad Practical Nurée (LPN}), e/he stated
that sfhe had taiked to the Advariced Nurse

, that works with the
psychiatrlst, on 571516 about the erders and the
APRN told the LPN that the rasident shouldm't
have the Atlvan three limee a day and to give It
BID prn inslead. Per the LPN at 12:30 PM, sthe
siated that s/he didn't know why s/he had not
made out a telaphone order slip and confirmed ;
that there was no evidence that the order had ;
been changed by the physlelan. The LPN !
| confirmed at thig time that'the Ativan had been

- medication delegatad staff member.

- 2.) Review of the MAR for Resident #1 presented j
: that sthe had an order for Tylenol 325 mg arn, but:

gated {ho licensed staff,

TID prp. The MAR Indicated a
that the Atlvan was to be given

If and ¢ther LPNs as weilag a
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T 038? Continved From page 4 { | 'T038
' i
1 | |
This REQUIREMENT is ;not met ag evidenced
by: i
Baséd an staff interview and record revlew, the
faclilty falled to insure that the Reglstered Nurse

Divislon of Licensing arnd Protectian
ETATE FORM

SLOs800°d

there was no evidence of &n order. Perthe LPN |
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T038| Continuad From page 5 ! ! 1 03
the facility hes standing grders and during review
of the standing orders It was found that the order
for Tylenol stales "Acetaminophen 500 mg 1-2
tabs Q4 hrs po" (every 4 hours by mouth).
Review with the dosa limits of Tyienol with the -
LPN presents that the residant could racelve
double the recommend dose in & 24 hour period
of time and sfMe was not sure if the Reglsterad
Nursa had reviewad the orders for Resldent #1.
The MAR Indicates that Tylenol 325 mg tablets T044
(three of them) had been agministered on six T4 Medication Management
diffarent eceasions. The Lf’N stated that the
three tablets ware diven because the facllity only arrectlve action: All medlcations
had the 326 mg tablels. Sthe confirmed at 12:30 will have orders written and signed by a
PM that there was no erder, for the Tylenol as it physiclan or other licensed health care
wag being administered and that the dose was rovider, Additi
not what the physician had ‘ordered. The LPN \F:vil! be glven to n:saily é‘;;:‘ecial a;tentlon
¢onfirmed at this time that the Atlvan had been | g assure that each dose i
glvan by him/herae|f and other LPNs as weil as & glven with accounting for the reason for
medicatlon delegated staff member. giving medicatlon and sffectiveness of
: . | dose. Refusal of medication should alsa
7044/ V.5.8.9.1,2.3.4.5.6, Resident Care and Services | T044 be documented. Medication polices
£8=D o ‘ i wiil be reviewed with alf nursing staff
5.8 Medication Managemer}t and med delegated staff,
6.8.9 Residences muslesl?ablish procedures for N | i )
documentation sufficlent to indicate to the health Complatlon Date: All staff will
care provider, registered nurss, certifisd manager review medication palicies and Indicate
or reprasentatives of the licensing ageney that the completion by signature by September
madlcation regimen as ordered is appropriate 15, 2016,
and effective, At a minimum, this shall include: {
! (1) Documantaticn that me’dibatldns wera ‘ Monltoring/Assurances: Spot-
 adminlstered as ordered: | ; checks across all shifts will oceur by
! . | _ - October 15, 2016, agaln by Janusry 15,
. {2) Al Instances of refussl of medications, 2017, and again by April 15, 2017, RN
‘ ltﬂgludmg the reason why and the actions taken by: will review med delegatlon training and
Jne ' upd
residence; ! poate as needed,
Divislon of Lfdensing and Protection . -
STATE FORM : N tasy AAGN1T If continuation sheat 8 of 13
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|

NAME OF PRDVIDER OR SUFPUER
BATTELLE HOUSE

(3) Ail PRN medications administered, ineluding
the date, time, reason for g1 ing the medication,
and the |
effect, !

(4) Acutrentlist of who Is administering
medications to residants, including staff to whom
a hurse has ‘

delsgated administratjon;

(8) For resldents recaiving psychaactive
medications, & record of monitering for slde
effects; and '

{6} Allincidents of medicatién errors.

This REQUIREMENT s not :met as avidenced
b .

Based on staff Interview and :record review, the
facllity failed to insure that pro (as needed)
medications were documented sufficiently to
indicate administration of themedications
Inciuding the date, time, reason for giving and the
effect. Findings include; |

Resident #1 has ordars for pr}1 (25 nesded)
Ativan and Tyienol and s/he received the Atlvan 1
mg (milligrams) on ninateen {19) separate :
| occaslons between 517 end 5/3116, Review of :
 the medleation administration! record (MAR} _ : :
; Presents documentaticn only five (5) times. . . . !
- Medication was administered by licensed staff '
and medication delegated staff. Tyleno! was
. administered six (8) timas and only documented
four (4) times. Documentatlop did not aiways
- includé the effectiveness or reason for glving.
.. ;-The Licenged Practizal Nurse confirmed, per
Jvision of Licensing and Protection . '
ITATE FORM L GOGN1 If continuation shest 7 of 13

;

— () BTULL SLOTAI020
Lo ' "




Divigion of Licensing and Protection

PRINTED: 06/08/2016
FORM AFFRQVED

- ragldents;

5.9 Staff Sarvices

5.9.b. Tha residence must{ensure that staff
demonstrate competency in the skiils and
technicues they are expected to perform before
providing any direct care tolfesidents. There shall
ba at least twalve (12) hours of training each yesr
for each staff parson providing direct cara to
residents. The treining must Inciude, but is not
limited to, the foliowing:

(1) Resident rights; 4
(2) Fire safety and amergefmy evacuation;
(3) Residant emergency rax:aponse procedures,

such as the Halmileh maneuver, accidents, police
or '

ambulance contact and; first aid;

. ! ‘

(4) Pollclés and procedures regarding mandatory |
reports of abuse, nagiect an,d exploitation; i
; |

(5) Respectful and effective interaction with i

|

- (8) Infection control measures, including but not -
 limitad to, hand washing, hiandiing of linens,

maintaining cisan environments, blood borne :

: pathogens and universal pracautions; and

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MLLTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A, BUILDING: : COMPLETED
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T 044 | Continued From page7 | T 044 }
. : i .
interview, at 12:40 PM, that the documentation TO52 Resldent Care and Services
wes incomplete, Sihe also confirmad that there I
were missing nltials on two separate occaslons, i .
to indicats the medlcation had been adminlsterad Corrective actlon; Manager will
and no documentation-as to whether It was keep notebook for tralnings and will
refused or not. | ‘ include but not limited to: 1) Resldent
| rights; 2) Fire safety and emergency
STSE%E V.5.9,b.1.2.3.4,5.6.7 Resldent Care and Servicas | T052 evacuation; 3) Resldent emergency

_fequlred,

response procedures, such as Heimlich
maneuver, accidents, police ar
ambulance contact, and first aid; 4)
policies and procedures regarding
mandatory report of abuse, neglect and
exploltation; 5} respectful and effectlve
interaction with resldents; and 6)
Infection control measures, Including
but not limited to, hand washing,
handling liners, malntaining clean
environments, blood borne pathogens
and unlversal precautlons; and 7)
general supervision and ¢ats of
resldents, These tralnings will occur and
be documented at least once a year
with & minimum total of 12

hours, Manzger will keep record of
required tralnings and staff that has
received and when.

Completlon Date: We will begin

thls process at our next staff meeting In
July, Manager wiil chack by August 31,
2016 to assure that all tralnings are
being scheduled and completed as

STATE FORM
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(7) Geners! supervision and care of resldants

This REQUIREMENT s notI met as gvidenced
by l R :
Based on staff intarview and record review, the
facllity falled to ensura thet 6 (six) of the 6
samplead, direct care staff regeived at ieast 12
hours of tralning per year that Included the stats
required tralning and falied to have
documantation of completion. Findings include:
Revigw of the in-service trainings that the facility
provides to the staff, it was found that resident
rights, fire safety and emargency svacuation and
genersl care and supervision was nat provided {o
the sampled staff members, | Five of the sample
had not received Abuse and Mandatory reparting;
Respectful and effective Interactions. Par
intervlew with the hause manager, s/he stated
that mandatory trainings are provided by Unlted

.| Caunseling Services (governing corporation) and
they ere raquired every 18 - 24 months.
Tralnings are completed alectronically and thay
do not include gl of the re‘qui'red subjects,

§8=G ,
5.9 Staff Services |

6.10 (b) shall be documented. Tralning in direct
;: cere sklils by a rasldence ' s nurse may meet this

I requiremant, provided the nurse documants the
i content and amount of trafnlnlg.

|
5.9.c Ali training to mesat the requirements of i

" This REQUIREMENT s not inet as.evidenced
: by, ) .
' Based on staff Interviaw and fecord review, the

1053 V.5.9.c Resident Care and Sarvices T 053
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facility fatted to ensure‘tr‘]atﬁ (sx) of the & ; T053 Resldent Care and Services
ssmpled direct care staff received at least 12
hours of training per yesr that included the state Corrective actlon: manager will
&equired ttratl_nlng fand fallletq to h:{v%_ : melud assure that tralnings are yearly and
ocumentation of completion. Findings include: .
Ravlew of the in-service tralhings that the fachity Include dml:umentatlon that wil be
provides to the staff, it was found thal resident avallable along with the content
rights, fire safety and emergency evacuation and coverad.
general care and supervisioh was not provided to
the sampled staff members.} Flve of the sample Completlon Date: We will begin
had not recelved Abuss aﬁd!Maqdatory raparting; " process of revlew, plan and
Respactful and sffective Interactions. Per ol tation of bur training plan b
Intarview with the house manager, sihe stated mplementation of bur training plan by
that mandatory tralnings are! provided by United July 31, 2016, The new tralning
Counseling Services (governing corporation) and program will begin by August 31, 2016.
thay are required every 18 - 24 months.
Trainings are completed electronically and they nitoring/Assurances: Logs of
do not include &l of the requjred sublegts,  The -E:Inings :f:lrﬁ letad wﬁi be reviewegd b
house manager stated that s/ha does in-services omp Y
and taiks about the required 'areas, but wes the manager and given to the division
unable to produce documented eviderice of these director for review by December 31,
tralnings, Sfhe conflrmed at|12:20 PM that there 2016 and again by April 31, 2016. This
s na evldgnce that the requitlfed tralnings had will assure that ail tralnings wil! be
baen provided to the staf, ! completed within the currant fiscai
. i : ear.
S'I'S‘l Ié? ViL.7.2.b Nutritlon and Food Services T127 Y
7.2 Food Safely and Senltation | I
1 7.2.b All perishable food ancil' drink shalf ba 5
| labeled, dated and hald at proper temperature. N :
. Hot foods shall ba kept hot af 135 degrees F and :
t cold foods shall be kept at 41 degrees For +
. coclar. '
" This REQUIREMENT s not met as evidenced
by .
" Based on staff Intarvlew and record raview, the
 facility failed insure that all perishable food and
Division af Licansing end Prataction
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- This REQUIREMENT s not met as evidenced
. by:

" Based on cbservatien and staff Interviaw, tha
_facility failed to Insure (hat food 2ervice

i

BATTELLE HOUSE ; BENNINGTON, VT 05201
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES Peop | PROVIDER'S PLAN OF GORRECTION | &y
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TAG REGULATCRY CR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
I ; | - BEFICIENCY) i
T 127| Continued From page 10 T127 | I
l 0
drink held at proper temperalure. Findings : T127 Nutrition and Focd
Include: I i
Durlng tour of the kitchen area and refrigerators, Corrective action: Manager will
there was no evidence thet lemperatures wera . post a calendar In clear viaw near stove
belng monitored by the faciuty to Insure that hot and refrlgerator. This will be used to.
iR ot on v e
€ P r tem n taken dall
refrigerator, Per interview with the house record refrigerator temps V-
maneager at 1:00 PM,_ﬁi_he stated that the : '
temperature of hot foods are taken before they | Completion Pate: A calendar has
are sarved, but confirmed that s/he does nol keep been placed on the refrigeratoron hune
arecord and s/ha is nol sure that all staff take the 20. 2016
temperatures. The manager further stated at this e e e -
tima that maintenance from United Counseling ces:
Services checks the raffigerator once a month onlt suratiza: hi
and takes a temperature at lhat ime. S/he stated Manager will check In July that thls
that thera Is no swdence thatthe temparatures s continulng to be practiced.
for refrigerated foods are chacked routingly and o R
confirmed at this fime that s/he cannot state for j
sure that they are belng done. - 128 Nutritlon and Food
T 128 VI 7.2.6 Nutition end ’Focd Services T 128  Correctlve action: Manager will
' ' work with house manager to ensure
7.2 Food Safety and Sanitatlo
Safety [ aton that all surfaces ara claan and free from
1 7.2,6 All work surfaces must be cleanedand | - debrls and sanitized If necessary.
 sanitized after each usé, Equipment and utensils ;
must be cleaned and sanilized after each use 3 Completlon Date; Manager wlll
and stored properly. | f begin coaching house manager by July

15, 2016, and continue monitoring on a
monthly basls.

Monltorlpg/Assurances:

Manager will follow up wlith house
manager to demonstrate accountability
and review hy August 31, 2016,
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T 128| Continued From page 11 [ T128
equipment was cleansd and|sanitized after gach
usz. Flndlngs include: | ' i
Observation of the facility microwave and oven '
presentad with built up food on the floor of the
cven and the microwave haq eplatterad food -
particles on the turntabls, door and inslde
sompartment. The house manager stated that
tha resldents prepare their own breakfast and )
lunch from a varied menu and verffied at 1:10 PM
that the microwave and over} were not cleaned.
S'I'S1laa?' 1X.2,11.¢ Physical Plant i T187 T187 Physical Plant
i :
9.11 Dlsaster and Emergency Preparatness Corrective action: Manager wil
8.11.c Each residence shall havé in effect, and wark with health and safety officer of
available to staff and residents, written copies of Battelle to ensure that fire drlils are
a plan for the protaction of all persons in'the conducted during 4 different
a\;]ant of fire and,fgll'lthte.;vahcltijlagio? of tlm&:t b{l].llldlnﬁ shifts, This will ensure that all residents
when necassary. All stafi s dll be Instructe are familiar with ¢
periodlcally and kept informed of thefr duties and staff aml‘:a ] W duﬂhe I hour
under the plan. Fire drlis shall be conducted on emergency procedures during a 5
atleast a quarterly basls andjshall rotata imes of of @ 24 hour period.
day among morning, afternogn, avaning, and.
night, THe date and time of aach drill and the Completion Date: The manager
gamer: oftpsrticlpaﬂng staff npembers shall be will begin In July to rotate the
ocumented. | asslgnment of fire drills and emergency
! ! prosedures to concur with state
{ | llcensing regulation.
* This REQUIREMENT s not met a5 avidenced i
I by: , | . ? Monltoring/Assurances: By
-f ?asi:lﬁd i%?l ::iatﬂ E‘éig&a‘:’ﬁ?g%ﬁcord rz'*”f,w-dme August 31, 2016 the manager wii|
_' f-?lgdlr{gs inc:luc()ie‘ ¢ lis &3 required. ! assure that the fire drills are meeting
i ; the licensing requirement and one has
- Revlew of fire drill logs presented that the facility . been practiced on every shift. The
: gonducted fire drills at least quarterly between , manager wilf continue to have our
/8116 and 5/8/16, but the holrs they wara : ongoing emergency drllls according the
Jlviaion of Licensing and Prolaction agencles standard also.
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conducted did not rotate times of day to include |
morning. Per conversation with the house
manager, s/he stated that the fire drills are
conducted according to the schedule that is set |
forth by United Counseling Service, the governing ‘
body for the facility. S/he confirmed at 11:15 AM
that the drills were not conducted during morning |
hours. .

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0531 B WING 06/01/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
348 DEWEY STREET
BATTELLE HCUSE
BENNINGTON, VT 05201
(X4) iD 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-REFERENGED TO THE APPROPRIATE DATE
‘ : DEFICIENCY)
]
T 187 Continued From page 12 | T187

Division of Licensing and Protection
STATE FORM

6899

GQGN1 If continuation sheet 13 of 13




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14

