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.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

January 8, 2020

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,
L ko d VLot RN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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T 001 Initial Comments { Tom
I
. An unannounced on site complaint investigation
- was conducted by the Division of Licensingand |
| Protection on 12/10/19. Tha facility was found to ! ‘
not be in compliance with regulations for ) :
Tharapeutic Community Residences. i
T033 v.5.7.c Resident Care and Services T033 : .
88=D * ]
5.7 Treatment Plan al _j,)u,.ﬁr wiﬁ bt W&qu{ M‘i‘)\ﬁ M
g ogedl A ~ oM, |
5.7.¢ The treatment plan shall contain ¢lear and { / ﬁ:‘n?r-/ s 7 ' h
concise statements of at ieast the short-ierm ‘,-6 ! ) e B8 alc LY af ;i 2L
goals the resident will be attampting to achieve, meas e ‘é D
along with a realistic time schedule for their - D apds. ge Ll
fuifitment or reassessmant, L ; ﬁg N IIE pllis
(e 5§ o PLoisn 1y
f ha leep T %
! LR
| This REQUIREMENT is not et as evidenced fo ipretec. nd il
' by: : : U e Arorgsatel wWika
. H é Fa ﬂﬂ g “'J 3 v‘
. Based on observation, resident and staff S STRY S ol s
Uinterview, the facility failed to insure that a ST D
" reatrment plan with cléar and concise statements 4
'1 of at least the short-term goals the resident will be |
. atternpting te achieve, along with a reaiistic ime
. schedule for their fulfilment or reassessment.
! Findings intlude:
' Observation of the living area for Resident #1 - .
. presents with food and dirt on the floor, a soiled ) N W ) wveckae |
mattress, empty and spilled bags of potato chips, F&C} [;-{-12; ‘/U gg,t‘Hd Y . "
as well as other items, of food that would be an - T n % AL il "‘NW 16
altraction to insacts and rodents. There was also UL"!UJ 2 {'l)at‘l ‘;‘fﬂ i . ot '
a pungent odor emanating from the room and- Mg o € k Chaids & & W
was smelt in the hail and the kitchen area, whera & NP
elt ! ! Jevcis o .
Resident #1's bedroom s located. Resident#1 Y Qrgb prav whim _
stated that s/he tries to keep the room clean. but .
has a hard time doing so. The manager of the .
residence stated that Resident #1 needs to take i
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T033: Contlnued From page 1 . T033 ;
responsibility for ownership of keeping the room J'
. clean and itis part of hisfher treatment plan, The ; !
i manager further stated that Resident #1 hasa |
| case manager that has attempted to help him/her | ?
! with cleaning of the roorn, but it is short-lived, }
; There was no evidence of a treatment plan being | :
! developed for Resident #1 in regards to hygiene | ‘
! and keaping the room clean, this was confirmed 5
by the manager on 12/10/19 at 1:48 PM. % ‘! ﬁ/wréaf‘) 5%,3,,,‘;,,.,»(
, ’ o Méﬁmﬂ Hept ¢ 12 /”3?‘
TO38 V,5.8d.1.2.3.1liiv. Resident Care and Services | 7033 M :’YMI 1l

83=F

5.8 Medication Management

d} If aresident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

(1} Aregistered nurss must conduct an
| agsessment of the resident's care needs

: consistent with the
,i physician's or other haalth cars provider* s

i diagnosis and orders.

{2) Aregistered nurse must delegate the
rasponslbihty for the administration of specific
medications to

designated staff for designated residents.

© (3) The registered nurse must accept

responsibifity for the proper administration of
medications, and is
responsibie for:

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

information about the resident's condition,
relevant medicatons, and potential side effects;
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SOUTH STREET GROUP HOME

T038 Continued From page 2 .1 T038

¢ ii. Establishing a process for routine

: communication with designated staff about the
' resident's

_L condition and the effect of medications, as
. well as changes in medications;

iHi. Assessing the resident's condition and the - ;
| need for any ¢hanges in medications; and :

W, Monitoring and evaluating the designated
staff performance in carrying out the nurse’s
instructions.

' This REQUIREMENT is not met as avidenced -‘i.1 :

: by: . _M @_@Jgu/h m »&’M,U/L?A

Based on staff interview and record review, the - ~ (V\,e.e}‘m( M);‘H’)
: facility fafled to insure that madications were /‘U s :;f\l 5 : {5

1
* properly administered to four residents of the S W ueMY ] LI:I'V:: Kﬂ?
" home, Resident #1, 2, 3 and 4. Findings includa: {""@k ﬂ:{) W ,}:) Q?'*WW W
: A _{,,, ) & AL m

! \ .
i Review ¢f the megdication administration process / . ; ot Lo
i presented that the Registered Nurse (RMYhas | | @U“L o1 i Wf’i L M da W
! approved the pre-pouring of the resident i n .
. medications at Batelle House, which is the crisis Cﬂﬁ. T -rhb W A4
- homie for the United Counseling Service (which WMJL‘ M‘?"'f %
. oversees this THarapeutic Community ! v
~ Residence) and picked up by the manager an- (To Vﬁa‘ " ’
weekly. The copy of the physician orders are i -
sent monthly with the medication administration ; : ol
record (MAR) and whien éhanges-aré made. The . m J‘\—% ,VJ\\\ \lL J\_s;:\'ﬁ PN ;\j \21:
- RN from Batelle house, in an interview on § r ko
12/10/19, stated that the RN is responsible for . W MR Foond W My oloseriate
reyiewing the monthly MAR and assuring that the ¢ < ; ,
rmedications are correct. Sthe satd there are two OZ) fWanar~eg & ’W‘ﬂ % N ::&ﬁ:m
- checks done before the MAR is sent o the ‘
residence.
In review of the Novermber MAR for Resident #3,
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Continugd From page 3

there is and order for Prazosin (used to treat high
biood pressure) 1 milligram (rng) by mouth two
times a day in AM and at 4 PM and contiriue 2 mg !
at HS, The AM dose was not given on 11/20 and |
11/28/19. italsc was not given at4 PM at all and
was crossed out on the MAR without explanation.
The Prazosin 2 mg at HS has D/C (meaning ta
discontinue) written next to it and it is then
seribbled out form 11/2/18 on.  The order from the
physician was signed on 10/30/19 for “Prazosin 1
mg in AM and 2 img at HS",

Review of the December MAR for Resident #3
was signed by the physician and MAR and ordars
do not match. Also in review of the medication
container that was sent to the home, thare is na
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
off site and that unlicensed =iaif ars
administering.

Al 3:00 PM a review of the November MAR for

Resident #3 was completed and sfe confimed |
! that there Is no evidence that alt medications j

were administered as ordered due to the fact that
the MAR is incomplate on eight separate days
and varying shifts. There is no evidence of the
reason that prn (as needed) Tylenol, Loratadine
or Seroguel were given. The manager stated that

. s/hie had no explanation as to why there is 50
much missing documentation.

Residents # 1, 2 and 4 also had missing

. documentation ta Insure that the medications
¢ were administered.-

V.5.10.d.2 Rasident Care and Services

510 Records/Reporis

T 066

T 0238
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’ 5.10.d.2 Awrilten report of any reports or
| incidents of abuse, neglect or exploitation
reported to the licensing agency.

This REQUIREMENT is not met as evidenced
; by

: Based on staff inlerview and record review, the
facllity failed to provide a written report of any
reparts or incidents of abuse. Findings include:

During @ complaint investigation of alleged abuse,
it wag founcd thal the facility failed to file a written
report to the State Agency an incident of physical |
resident to resident abuse.

Per inlerview with the manager on 12/10/13 at
10:38 AM, s/he confirmed that Resident #1
physically assaulted Resident #5, leaving :
fingernall marks on the outside curve of the !
breast, upper thorax and lowar chin. Resident #1 !
stated that she attacked Resident #5 because
s/he thought that they had taken his/her money, |
The manager further stated that the pelice were
notified and did an investigation as wall ag the |
" home doing an invastigation, but it was not
| reporied {o the State Agency. It was also stated
i-by the martager ihat allegations of missing money
. complaints from Resident #2 and #3 had not

been reportad, but was handled internally.

T 085
55=D .
V1. Resident Rights

VI, 8.1 Residents’ Rights

6.1 Every resident shall be treated with

- consideration, respect and full recognition of the
resident ' 5 dignity, individuality, and privacy. A
residerce may not ask a resident to waive the

 To66

7085
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7085! Continued From page 5 LT85
! resident’ s rights. A resident has the right to i
| exercise any rights without reprisal. |
This REQUIREMENT is not met as evidenced < !
by: : i
Based on staff interview, the facility failed to treat i g
l all residents with dignity, and privacy for one g ;
| resident in the sample, Resident #4. Findings ¢ 3
- include: ;
| | - é Q&Tmm 4 oA 'Pv—obc. (L\Lﬁ\p\,w‘
Resident #4 was showaring In hisfher room ! \"\m 1 W I ?ol
upstairs and the maintenance personnel came to | (:tf‘"
remove an item from the room. The previous : \0 w WA O VV\CRNAM
house manager sent them to the room, i A&)
unescorted, which is against house rulaes and { arne- C,a‘fw‘ﬁ‘l.k*\kq O Yoo
Resident #4 came out of the bathroom with oniy a W dm’l (VA [ P¥ed
towgl around themselves. Per confirmation of the f C)N’df” W-‘W AW W \ s ‘
manager at 3:.10 PM, it was pot acceptable for ! ’\-17 Lrnde Xy I @vf’ ‘
anyone to be.in the: resident's room without I
express permission of the resident and the !
: privacy was not maintained for Resident #4. ' {
" | peph one
T 145 1X.9.1.a Physical Plant L T146 | ey Hene & o
58=0. é Msrvud-fof M"’"M"‘M'M :
, 9_1 Enviranment ! ? 5“@(,‘,”,- edils Fo o
chopse 3 g " ‘
9 1.a The residence fust provide and maintain a Yhalir '
: safe, functional, sanitary, homelike and Joes5 /;.(/Mi FAl b"’l " ;/»z\{ / 20
" comfoitabla environment, B AT ;1 g ELALEA
Addra #U‘M,‘ﬁmjd' 4 %
jW g AT T "/'f’ .
Mo fereas ot SC
ad4Lht e 2]
i _ i ’ ,ﬂ/f\—d Ij Abdd T }MM :
This REQUIREMENT is not met as evidenced Pefas
by:
Based on observation, the residence faited to
provide and maintain a safe, sanitary, homelike J
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! This requirement was NOT MET based on the
. following;

i :
| Based on an interview with staff and the manager |
: of the residence on 12/10/13, the manager does |
. not work in the residence an average of !
twenty-two hours a week. The managef stated at |
10.03 AM, that sfhe has mariy dufies within the ;
counseling services that oversees tha residence
and s/he has to split their time at the main office
and the residenca. S/he further confirmed that
s/he doeg not usually do more than twenty hours
per waek and that there are some weeks that
s/he [s not at the residence that many hours,

4.13 Surveyfinvestigation

(f) Tha residence shall make current written i
reports resulting from ingpections readily

availabls to residents and {o the public in a place |
. readily accessible to residents where individuals |
wishing to examine the results do not have to ask !
" to sée them. The residence shall post a notice of |

the availability of all other written reports in a i
© prominant place. :

This requirement was NOT MET based on the
following:

Bas&d on obsarvation and interview with the
manager, the survey results of tha past
inspections wera not posted in a prominent,
readlly assessable location. Per confirmation
with the managsr at 10:03 AM on thi day of the
investigation, the results had been mover from a
bullatin board 1o a wall in the ving reom and the
copy posted did not contain the accepted plan of
correction. The manager stated that the results
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