
~ YERMONT 
AGENCY OF H UMAN SERVICES 

January 8, 2020 

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 

Ms. Joanne Larsen, Manager 
South Street Group Home 
329 South Street 
Bennington, VT 05201-2389 

Dear Ms. Larsen : 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
December 10, 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, 

{ltt.djJ11--Cct,J.2JV 

Pamela M. Cota , RN 
Licensing Chief 

Disability and Aging Services 
Licensing and Protection 

Blind and Visually Imparied 
Vocational Rehabilitation 
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r 001, Initial Comments 
I 

i An unannounced on site ·complaint investigation 
: was conducted by the Division of Licensing and 
; Protection on 12110/19. The facility was found to 

I
. not be in compliance with regulations for 

Ther<!peutic Community Residences. 

! 

: 

' : 
i 
I 
I 

! 

I T 031· V.5. 7.c Resi.dent Care and Services 
. SS'-D 

5.7 Trearment Plan 
I 

ll 5.7.c· The treatment.plan shall contain clear and 
concise statements of at least the short-term I goals the resident Will be attempting to achieve. 

1 along with a realistic time schedule for their 
! fulfillment or reassessment. 

J 

l 
I 
l 

l This REQUIREMENT is not met as evidenced I 
; by: ! 
; Based on observation, resident and staff 1· 

i interview, the facility failed to Insure that a 
; treatrnerit plan .with clear anq conc;lse ~tatements i 

· ; of at least the short-term goals the resident will be i 
i attempting to achieve, along with a realistic time r 
: schedule for their fulfillment or reassessment. i 

: Findings inelude: 

' Observation of the living area for Resident #1 
• presents With food and dirt on the floor, a soil«:Jd 

mattress, empty and spilled bags of potato chips, 
as Well as other items0 of focid that would be -an 
attraction to insec,ts and rodents. There w~s also 
a pungent odor emoinating from the room anp · , 
was smelt in the hall and the kitchen area. where 
Resident #1 's bedroom .is lo.cated. 'Resident #1 
stated that s/he tries to keep the room clean. but 1 
has a hard time doing so . The manager of the 
res idence· stated that Resident #1 needs to take 
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. responsibility for ownership of keeping the room 
i clean and it is part of his/her treatment plan. The 
i manager further stated that Resident #1 has a 
t case m;;inager'l:hat has attempted to help him/her 
! with cleaning of the room, but it_ is short-lived. 
: There was no evidence of a treatment plan being 
i developed for Resident #1 in regards to hygiene 
! and keeping the room clean, this was confirmed I by the manager on 12/10/19 at 1:48 PM_ 

T 0381 V.5.8.d_ 1.2.3.l.fi.iii.iv. Resident Care and Services 
SS=F 

5.8 Me<li.cation Management 

d) If a resident requires medication 
administration, unlicensed staff may administer 
medications under the following conditions: 

(1) A registered nurse must conduct an 
assessment of the resident's care needs 
consistent with the 

physician's or other health care provider· s 
di9gnosis and orders_ 

(2) A registered nurse must delegate the 
responsibility for the administration of specific 
medic.ations to 

designated staff for designated residents. 

(3) The registered nurse must accept 
responsibility for the proper administration of 
medications, and is 

responsible for: 

i. Teaching designated staff proper techniques 
for medication administration and providing 
appropriate 

information about the resident's condition, 
relevant medications, and potential side effects; 
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ii. Establishing a process for routine 
: communication with designated staff aoout the 
: resident's 
I condition and tt1e effect of medications, as 
; well as changes in medications; 

I iii. Assessing the resident's condition and the 

1 need for any changes in medications; and 

I iv, Monitoring and evaluating the desig~ated 
! staff performance in carrying out the nurse's I instructions. 

; 
i 

i 
i 
I 
I 
I 
i 
I 

I 
I 

I 
I 

J This REQUIREMENT 
: by: 
: Based on staff in1erview and record review, the 
: facility failed to insure that medications were 

is not met as evidenced ! 

: properly administered to four residents of the 
: home, Resident #1 , 2, 3 and 4. Findings include: 

I 

1 
I 
i 
I 
I 

: I 

! Review of the medication administration process ! 
i presented that the Registered Nurse {RN} has , I 
! approved the pre-pouring of the resident l 
' medications at Batelle House,. which is the crisis : 
. home for the United Counseling Service (which 
: oversees this Therapeutic Community 

Residence) and picked up by the manager 
weekly. The copy of the physician orders are : 
sent monthly with the medication adminis tration i 
record (MAR) and when chat1ges;af$)11Me. The : 
RN from Batelle house, in an interview on · · 
12i1 0/19, st.ated·that th~ RN is responsible for ; 
reviewing the mpnthly MAR and assuring that the : 
medications are correct S/he said there are two ' 

· checks done before tha MAR is sent lo the 
residence. · 
In revlew of the November MAR for Resident #3, 
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I. there is and order for Prazosin (used to treat high i 
. blood pressure) 1 milligram (mg) by mouth two , 

I 
times a day in AM and at 4 PM and continue 2 mg i 
at HS. The AM dose was not given_on 11/20 and I 

! 11/28/19. It also was not given at 4 PM at an and j 
i was crossed out on the MAR without explanation. ! 
i The Prazosin 2 mg at HS has DIC (meaning to l 
: discontinue) written ne·xt to it and it is then 
i scribbled out form 11/2/-19 on. The order from the 1 

! physician was signed on 10/30/19 for "Prazosin 1 j 
'I mg in AM and 2 mg at HS". . 

Review of the December MAR for Resident #3 I 
/ was signed by the physician and MAR and orders I 
I do not match. Also in review of the medication I 
I container that was.sentto the home, there is no II 

Prazosin in the container for the PM dose, 
There is no way to accurately determine what pills ! 
are in the pill containers that a RN has prepared l 
off site and that unlicensed staff are 1· 

administering. 
At 3:00 PM a review of the November MAR for : 
Resident #3 was completed and s/he confirmed I 
that there Is no evidence that all medications l · 

! were administered as ordered due to the fact that \ 
! the MAR i.s incomplete on eight separate days ! 
I and varying shifts. There is no evidence of the ; 
; reason that pm (as needed) "Tylenol, Loratadine : 
· or Seroquel were given_ The manager stated that , 
' s/he had no explanation a.s to why there is so 

much missing documentation. 
· Residents# 1, 2 and 4 also had missing 
: documentation to insure that the medications 
; were administered,- · 

T038 
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5.10.d.2 A written report of any reports or 
incidents of abuse, neglect or exploitation 
reported to the licensing agency. 

I 

! This REQUIREMENT is not met as evidenced ! 
! by: i 
i Based on staff ihterview and record review, the I 
! facility failed to provide a written report of any l I reports or incidents of abuse. Findings include: I 
ii During a ~mplaint investigation of alleged abuse, I 
, it was found that the facility failed to file a written : 
I report to the State Agency an incident of physical ! 
i resident to resident abuse. j 

Per interview with the manager on 12/10/19 at 1 

10:38 AM, s/he confirmed that Resident #1 I 
phys_ically assaulted R~sident #5, leaving ' 
fingernail marks bn the outside cuNe of the ! 
breast, upper thorax and lower chin. Resident #1 ! 

. stated that she attacked Resident #5 because : 
! s/he thought that they had taken his/tier money. 
i The mariager further sta'ted that the police were 
: notified and did an investigation as well as the 
• home doing an inve$tigation. but it was not 
' reported to the State Agency. It was also state.d 
:-by the manager that allega1ions of missing money 
. complaints from Resident #2. and #3 had not 
. been reported, but was handled internally. 

T 085 VI. 6.1 Residents' Right$ 
SS=D . . 

VI. Resident Rights 

6.1 Every resident shall be treated with 
· ~onsideration. respect .and full recog11itioi1 of the 

resident ' s dignity, inpividuality, and privacy. A 
residence may ·not ask a resident to waive the 
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T 085 ! Continued From page 5 

i resident ' s rights. A resident has the right to 
: exercise any rights without reprisal. 

I This REQUIREMENT is not met as. evidenced 

I
~ . 
Based on staff interview. the facility failed to treat ! 

·1 all residents with dignity, and privacy for one 
, resident in tile sample, Resident #4. Findings 

1 
lndude: 

' 
Resident #4 was showering fn his/her room i 
upstairs and the maintenance personnel came to j 
remove an Item from tbe room. The previous : 
house manager sent them to the room, i 
unescorted, which is against house rules and l 
Resident #4 came out of the bathroom with only a 
towel around them~elves. Per confirmation of the I 
manager at 3:10 PM, it was not acceptable for ! 
anyone to be. in the resident's room without I 

[ express permis~lon of the re~ldent and the I 
! privacy was not maintained for Resident #4. ! 

T085 

T 146j IX.9.1.a Physical Plant T 146 
SS=O.! 

: 9.1 Environment 

: 9.1 .a The residence must provide and maintain a : 
: safe, functional, sanitary, homelike and · 
: c;ornfortable environment. 

This REQUIREMENT is not met as evidenced 
by: . 
Based on observation, the resiqence failed to 
provide and maintain a safe, sanitary, homelike 

Division of Llcens,ng and Protection 
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: and comfortable environment. 

Upon entering the residence on 12/10/19 for a 
complaint investigation that involved the 
environment, there was a strong odor of rotting 
garbage as soon as entering the building. In the , 
hall and near the kitchen, the smell was stronger. i 
There was food particles on the floor in the i 
kitchen, papers and dirt on the floors in the hall 
and living room. The remair'lder of breakfast. 

, partially eaten was still on the kitchen table and 
i there were glasses partially full. 
! Observation of the living area for Resident #1 i · 
! presents with food and dirt on the floor, a soiled I 
1 mattress, empty and spilled bags of potato chips, 

as well as other items of food that would be.an 
attraction to Insects and rodents. There· was also ! 
a pungent odor-emanating from the room and i 

! was smelt in the hall and the kitchen area, where j 
1 Resident#1's bedroom is located. Resident#1 i 
i stated thats/he tries to keep·the room clean. but / 
! has a hard time doing so. The manager stated at • 
: 1:48 PM on 12/10/19, that the residents are I 
i responsible for keeping the home clean and if i 
: they do not do 'it, then the night shift is 
' responsible. ~/he confirmed that there was a 

strong disagreeable. odor and that the home was 
not clean. 

T999 Final Comments 
SS=A ' 

This REQUIREMENT is not met as evidenced 
by: . . 

4.12 Responsibility and Authority 

(b) The manager of the residence shall be 
present in the r¢~ic;lence an average of lwP.nly-two 
hours per week_ 
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' This requirement was NOT_MET based on the 
: following: 

Based on an interview with staff and the manager l 
of the residence on 12/10/19, the manager does 

, not work in the residence an average of 
: twenty-two hours a week. The manager stated at : 
: 10:03 AM, thats/he has many duties within the 
: counseling services that oversees the residence 
: and s/he has to spilt their time at the main office 
·,' and the residence. S/he further confirmed that 

s/he does not usually do more than twenty hours 
1 per week and that there are some week.s that 
! s/he ls not at the resld.ence that rnany hours. 
i 

14.13 Survey/Investigation 
i 
i (I} 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. Th_e residence shall post a notice of 

the availability of all other written reports in a 
: prominent place. 

This requirement-was NOT MET based on the 
following: 

Based on observation and interview wlth the 
ma11ager, the survey results of the past 
inspections were not posted i.n a prominent, 
readily assesscible location. Per confirmation 
with the manager at 10:03 AM on th·e day of the 
investigatfon, the results had been moved from a 
bulletin board to a wall in the living room and the 
copy posted did not contain the accepted plan of 
co_rrection. T he m anager slated that the results 
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: were not in an easily accessible location and 
! there wa.s no description as to how the concerns 
I would be corrected. 

I 
! 

I 
! 
i 
' 
I 
i 
I 

I 

i 
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