»~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVvING
Division of Licensing and Protection
HC 2 South, 280 State Drive
Waterbury, VT 05671-2060
http://www.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

February 1, 2019

Ms. Rachel Sullivan, Manager
Seminary Street Group Home
C/o Csac, 109 Catamount Pk
Middlebury, VT 05753

Dear Ms. Sullivan:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 27, 2018. 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

Dis-abi]it.y and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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The Division of Licensirig and Potection
conducted an unahnounced, onsite Thérapeutic
Community Residence relicensure survey on Y / ’9

12/27/2018. The following regulatory violations
were identified.
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- Infarmafion atiout the resident's canditio,. ' ]
! relevant medications, and potential side eﬁacts |
! ]

i i Establighing:a process for routing
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,  condition:and the.effect of medications, as
| | well as changes in medications;

l iii. Assegsing the resident's condition and the
; need forany changes in médications; and

iv. Monitoring and evaluating the dessgnated
staff performance in carrying out the nurse's
instructions.

This REQUIREMENT s not met as évidenced
by

Based on staff interview anid record review, the
residence failed to ensure that all treining
requirements were 'met prior to the adiministiation
of medication by unlicensed direct care staff for 1
out of 3 residents in the sarnple (Resident #1).
Findings inclide;

 Per medical record review, Resident #1 had

! physitian orders to receive ngbulizer (asrosol

" respiratory medication) treatment faur times a

day, and was receiving this treatment by

. unlicensed direct care staff. There was no

* documentation available t confirm. unlicensed,

staff had been educated aboutthe administration

- of this specific medication, or had been informed

: aboul the .necessary cleaning and maintenance
required for fhe equipment used to deliver the

‘ reatment. The Senvice Coardinator confirmied

; sihe was.unable to provide evidence of education

 ar staff instructions regarding equipment

; maintenance at 1:30. PM on 12127/2018.
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: 5.10 Records/Reports
?

| 5.10.b The following records 'shill be maintained
; i and kept on file:

i :
i {1) Aresident register including all admissions 1o
: and discharges out of the residénce,

(2) Arecord for each resident which includes;

; i. The resident's name, -emergericy

¢ notificatioh numbers, the name, address and
1 telephone number of

H any legal representative or, if there is
“nene, the next of kin;

fi. The health-care provider s name,
address and telephone number:

fii. Instructions in:case of resident's deaih;

b
j iv. Theresident s intake assassment
. summyry, identification of problems-and areas of
i i sticcessful |
lite function;

v. Data from other ageticies;
| vi. Treatment plans.and goal, regular
* progress notes; supervisory and reviei
| canclusions, aftercare
‘ plan and discharge summary,
. appropriate medical infermation, and a resident
lnformation release
furrn‘

V'iL Asigned admission agfeémant;

vill. A recent phatograph of the resident (buit |
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1 10.2 Pets, owned by a resident or the residence, E
may reside in the residence providing the i
 Tollowing conditions are met:
. 10.2.a The residence shall enstire that the
- presence of a pet causes no discomiort 1o ariy
. resident. !
'
--10.2.b . The residence shall ensure that pet
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behavior poses no risk to residents, staff or

 Visitors.

- 102.¢ The residence must have procedures to
- ensure-that pels are kept under control, fed,.

- watered,

: ‘exercised and kept clean and

i wall-gmomed and that they are dleaned up aﬂer

10 2.d Pets mist be free from disease mcrudmg
+ levkemia, heartworm, hepatitls, leptos psorfasis,

| | pano,

wonms, fleas, ticks, ear mites, and skin
dlsurdem and must.be cuirent at all imeswith
mbles and
i distemper vaccinations.
i 10 22 Pet hegith records shall be maintained by
| the residence and made available to the pubiic.
I

. 10.2f The residencé shall maintain a.separate
 area for feeding cats ahd dofis other than the
* kitchen or

residentdining areas.

Thiq REQUIREMENT s riot met as evidenced
by:

" Based on stafhr_;’terwew‘and detumentation
raview, the residence failed to ansure that all
required records were avallable for a pet residing
in the home, Findings include:

The residence was unable to provide evidence of

recent pethealth records and veterinary
documentation in arder {0 demonsirale a cat

residing in the residence was free from disease

and current with rabies and distemper
“ vaccinations, The Residential Instrictor and

i
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FORM APPROVED
Division of Licensing and Protection :
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: TN COMPLETED
0501 B. WING: 1212712018
NAME OF FROVIDER OR SUPRLIER STREET ADDRESS, OITY, STATE. ZIF. CODE
. N GIO CSAG, 109 CATAMOUNT PK
SEMINARY STREET GROUP - HOME MIDDLEBURY, VT' 05753
4D SUMMARY. STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION s)
PREFIX ° {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH.CORREGTIVE ACTION SHOLLD BE GOMPLETE
TG = REGULATORY OR LSC IDENTIFYING INFORMATION]. P TaG ROSS-REFERENCED TO THE APPROPRIATE DATE
) E DERIGIENCYY
T193 - Continued From pagé 4. : T193

Bei Pebs

} (el ~th
%% {Ca/j r'efo ﬂﬁb 4
Fheyapy eat up

ey bedroon.

heis Been Placed 11 4eta

otfice Gt ;esawul& LA

for duble VL&LD Th
Lcrﬂé’f

con QD{}-FN]LL&

ﬂace&sct C e

hey Cat YOVige

ol do u,men b/
2 + 4o +he|

g

}Hﬁ

nl 03kt
53 (?itdu’ H r§;1)ch,}fﬂéf}

Y Nauh feun i Ei

;152/9’7/ ‘

W /0 ebook )

—

8

Division of Licansing.and Pmlachén
- STATE FORM

BBY9

DETF1a

I eoniinualioh sheet § of'6




5 1y m—: of Addx’on Ct

PRINTED: 01/07/2019

‘ ' FORM APPROVED
Division of Licensing and Protection ‘ . _
STATEMENT-OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE.CONSFRUCTION X3} DATE SURVEY
ANI)PLAN OF CORRECTION IDENTIFICATION NUMBER: P : COMPLETED
0501 — : 202712018
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- - ‘ CIO CSAGC, 109 CATAMOUNT PK
SEMIMARY STREET GROUEHONE, MIDDLEBURY, VT 06753
xa o SUMMARY STATEMENT OF DEFICIENCIES In : PROVIDER'S PLAN OF CORRECTION (X5
PREFIX : (EACH.DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH:CORRECTIVE ACTION SHOULD BE, ) E.
T | REGULATORY OR'LSC IDENTIFYING INFORMATION]) TAG : GROSS-HEFEHENGED JO THE APPROPRIATE DATE
_ ; : DEFICIENGY)
T 193»' Coniinued Fram page 5 i T893
;

1212712018 thé pet's records fronT annual
: vatennary appolntments were not available.

Division of Licensing and Prolection
STATE FORM

fosa DETF1Y

¥ tontinbalion.ehest 8 of 6




Seminary Street Group Home
Plan of Correction addendum

Survey date: 12/27/2018

T 060

Addendum: The House Manager is responsible for maintaining the resident register.

The Service Coordinator is responsible for monitoring all corrective actions.

Per telephone call with K. Hobbs 1/30/2019 12:35 PM§ é(/\/&/‘o) ﬂ/‘f&/ W
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