"~ 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://www.dail.vermont.gov

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

February 22, 2019

Ms. Lindsey Fuentes-George, Manager
Elm Street Group Home

Clo Csac, 109 Catamount Park
Middlebury, VT 05753

Dear Ms. Fuentes-George:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 28, 2019. 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,

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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T0O Initial Comments

An unannounced on-site relicensure survey was
ccnduoted hy the Division of Licensing atid
i Protection on 428719 to determine compliahnce

i the Therapeutic Community Residences.
! The followmg reguilatory violations were identlﬂed

T035
55=D

V582123458678 Resident Care and
Services

! 5.8 Medication Management

i 5.8.a Each therapeutic cammunity residshce
must have written policies :and procedures

The policies fnust-cover at least the following:

{1) If atherapeutic community residence.

} pravides Medieation management, it shall big
! done under the

sppervision of a registered nurse.,

(2) ‘Who will provide the professional nursing

delegatiun if the residence administers

f medications to

residents unable fo self-administer and how
i the pricess of delegation is to bé caried out i
 the

’ residence;

(3) Qualifications of the. taff who will be
managing miedications or administering
medicationsand the
of the-staff,

" {4) How medications shall be obtained for
résidents ineluding choices of pharmacies.

-with the Licensing:and Operating Regulalions for |

describing the residence.* § medication practicas:

| T001

T035

residence’s process for nursing supervision

B TR ik

See  page a
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: 3(32] “):‘]Irg;ggg;es for documentation of medication pec (’:Drmgd on @ sseSSrMm‘} 54 2019
(6) S S on Resident =¥ Phat sha
rocedures for disposing of outdated or- .
" unused medication, including designation of a N O~\D @ *O self admxl\\s“ﬁr
: person of on0 On 2 6-19,
persons with responsibility for disposal. ot me A'j B
seo a¥ratche d Socem.
(7) Procedures for monitoring side effects of
psychoactive medications.
8) Procedures for assessing aresident ' s. . ’r,O?) _
ability to self-admiinister and documentation of the: :
assessment in the medical record 9~ 9" | q
This REQUIREMENT is not met &3 evidsnced ? O'
by: . _ ,b,(, o
Based on staff interview and record review, the \
TCR failed to conduet-an assessment 0fa
' resident's ability 1o seff-administer medications. ) Qf ! ')\%ﬁg ]/-\
: (Resident#1) Findings Include: '
Per interview an 1726/19 at 12:05 PM, the RN
assigned to provide nursing overview. for the.
! residentsliving atthe TCR confirmed although: ‘
| Resident #1 was performing self- administration of !
 histher medications, an assesamént has not been
i conducted by either TCR staff or the RN 1o

- ensure the resident is capable in directing the
administration of thelr own medicatlons, as !
_definéd in the TCR requlations: The RN did i
. confirin the resident's primary care physiclan’s .
. nurse Itad “signed off’ for Resident #1 to ; ; = :
* self-administer prescrined medications, however | : g
it hias not been hisfher responsibility to assure. :
- competengy of the individual who has possession ;

i of his/her medications now stored in a lock box | |n

'  the resident's room.
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:5.9 StaffServices pac Wapa in a as ! oS
i 2 AN
' ! L Hrainng o . PR N
! 5.9.b. The residencé must ensure that staff ‘ \& hes o J 6 '_w"\\\ Cally
 demonstrate competency in the skills and Lveat o e W N ¢
:  technigues they are expepfed to perform before | \ CQ 9 \9}&
- praviding any direct care to residents. There shall Mma e e “—\8 oﬁ:&m? (‘,P“'&
! besat least twelve (12) hours of training each year-| ‘ i
. for each staff person providirig difect caré ta -1\, oM "
residents. The training must.include, batis not - : g 1&;‘3
limited to, the following: Q!
Teounings hove Ny L;HM 50 .}O\q'
: Jjdent riohts: on 3
(1) Resident rights; Pom-\— @m\\i been KL a’ !
(2) Fire-safely and emergencyevacuation; eco - o ‘\“f\l’L howse &}D .
(3) Resident emérgency response procedurés, il olar st bF TFCI.,\T\\J\S
i such as the Heimlich maneuver, accldents palice %
or : ‘ d 3 %5— = u\gs“(“f‘{‘u% 5
armbulance contact and first ajd: recohe + + m
k. ey, aie ; ; h_'““ NoWw I«?ﬁ Kepl o
i (4) Palicies-and proc;edp_res ragarding mandatory *1
| reports of abyse, neglect and exploitation; house¢ a3 wp_\\ QocuneN 7;\3
1 (5) Respectful and effective interaction with M 12 hours o \.( eac, ﬁ

{ residents: j i

: (6). Infection coritrol. measures, inchiding but not
- limited to, hand washing, handling of linens,

maintaining clean environments, blood borne | V\
~ pathogeins dhd universal precautions; and P 0 Q) (f\)

(7) Genegral supervision and care of residgnts

This REQUIREMENT is not met as evidenced

by:

Bfasa_ti on record review:-and staff interview, the
TCR falled to demonsirate that 1 of 5 staff were

Division of Licensing and Pretection
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provided and participated in the annual twelve
hours of training as required by TCR regulatipn.
" Training topics miust be Spetific to resident rights, ,
fire safety and-emergency evacuation; first.aid; i
| abuse, neglect and exploitation; respectful - j
: communication; infection control, and general
: care and supervision. Findings include:
' 1. Per review of training records provided af the,
 time of survey-on 1/28/19, 1 of 5 employees who
! provide direct care o residents of the TCR have
not completed the mandatory 12 hours of annual
training. This was. canfirmed by the House.
Manager on the afternoon of 1/28/19.
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