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:/iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

January 7, 2016

Ms. Catherine Haley, Manager
Woodstock TCR

1087 Woodstock Road

W Woodstock, VT 05091

Dear Ms. Haley:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 14, 2015. 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,

&@vvdmvmaiﬂm\l

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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T 001} Initial Comments

f An unannounced on-site survay was complated
L O 12114115 by staff from the Vermont Division of
| Llcansing and Protection 1o investigate 3

I complaints, The following regulatory violations
! were found.
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| Thie REQUIREMENT is not met as evidenced

by -
+ Per observation and staff iMerview, the home
| was not maintained in g Safe and homelike

I manner related to 2 areas of the home observed.
: Findings include:

On 12115/15 the smoking|
perch was emptied, clean pd, 8
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of Observations during a tour of the home on

ently vacated resident room was

ot homelike and safety hazards were hotad on
theloutdoor parch areas, i

.! 1, The fallowing safety hazards were noted on

closed to smoking. Al for her
cigarette recepticals were! |
disposed of, A des gnatedL7 i
smoking area was establig ed
on the grounds and away from |
the residence. i
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A Oddendum ! - ik

i thejfront upper and fower level porches:

| a: Two ash trays abserved on the poreh tabie

; O the second fioor were fulf of Gigarette bytts.

. 0. The Manager identified a plastic waste

! basket located on the second floor porch as the

, receptacle for placing cigarette butts for digposal,
: The; Manager confirmeid that it was a potenijal fire
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dafety hazard due to it's Plagtic composition, ! |
|¢. Alight fixture on the stairwel] wall betwean :
i the upper and lower porches had no covering for On 12/15/15 & globe was |
. the light butb; it had only a bare light butb in the Installed aver the light buin
. Sucket and was |ocated on the wall at a height !
| that created a danger of Shatlering ff accidentally |
| brushed by someone using the stairs, 3 |
[ '
| 2i Per obsarvation of a resident room that had , i .
; been recently vacated, the room had & very worn, Stained carpet is Schieduled fo be
 stained carpet; it was missing a length of replaced by 2/1/16 i
! baseboard trim near the floor/ wall junction o N
i Basuring around 256 inches in length. There Missing baseboargd 18 8chedyled to
i was also a hole In the wall approximately 7 inches be replaced on 1715/16
I by & inches surrounding a pipes leading to g i .
| basebosard heating unit and this hole was open to The hole in the wall Sprrounding the |
: the framing of the home, thus posing a risk of existing pipe will be a’hclos; on
| pest entry. 1115116 i
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o Qe
f This REQUIREMENT is not met as evidenced ! 1' :
| by: '
! Pej observations and staff Interview, cne resident | L
g rot{m failed to meet the minimum size of 100 | o
i qual‘e feat per bed. Flndlhgs :ncluda: WaiVEr iz befng requqsted fu%e l)/\)
: ize of this room, :
: Pelr observations during & tour of a regently Size of this 0% g 1 f
' vadated resident room. fhe room did not meet the .r |5 ' | &
; Minimum size requirements of 100 square feet of . DJ/D *
f usibie fioor area for a single resident foom. The W i /Y\\
. 6i2€ of the room was Measured by the Manager, p \/] “b
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measure approximately 90 square feet for the
singls resident room. The failure to meet the .
minimum size room requirement was confirmed

With the Manager, who could not provide

_ ﬂevldence of a written variance for the undersized
com.
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