
4ife`?-v 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 

April 29, 2019 

Mr. Willem Leenman, Manager 
47 Main Street 
Po Box 38, 706 Main Street 
Castleton, VT 05735-0038 

Dear Mr. Leenman: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March 
21, 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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T 001 Initial Comments 

An unannounced on-site re-licensure survey Was 
conducted on 3/19/19 and completed by phone 
on 3121/19 by the Division of Licensing and 
Protection to determine compliance with the 
Licensing & Operating Regulations of Therapeutic 
Community Residence (TCR The: following 
regulatory violations• was identified: 

T 001 

T 052 T 062 V.5.9,b.1.2.3A.5.6.7 Resident Care and Services 
56,»E 

5.9 Staff Services 

5,9.b. The residence must ensure that staff 
demonstrate competency in the skills and 
techniques they are expected to perform ;before 
providing any direct care to residents. There shall 
be at least twelve (12) hours of training each year 
for each staff person, providing direct care to 
residents. The training must include, but is not 
Hated to, the following: 

(1) Resident rights.; 

(2) Fire safety and emergency evacuation; 

(3) Resident emergency response prooedures, 
such as the fleimiich maneuver, accidents, :pace 
or 

ambulance. contact and first aid; 

(4) Policies and procedures regarding mandatory 
reports of abuse, neglect and exploitation; 

(5) Respectful and effective interaction with 
residents; 

(6) Infection control measures, including but not 
limited to, hand washi7 handling of linens, 

maintains g clean environments, blood borne 

. 

We will design a font that lists 
all the required educational topics 
that need to be addressed annually. 
Each employee will receive one of 
these forms to track that all 
mandatory topics will be addressed 
in any given year. 

Kathy Taylor RN, our consulting 
nurse, will check the progress for each 
employee on a monthly basis. 
She will also provide materials for 
self-study and conduct in-service 
training. 

This process will be in place no 
later than April 30, 201 
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T 052 Continued From page 1 

pathogen5 and universal precautions; and 

(7) General supervision and care of residentS 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and Staff Ihierview, the 
TC.R failed to demonstrate that 5 of 5 staff were 
provided and participated in the annual twelve 
hours of training as required by TCR regulation. 
Training topics must be specific to resident rights, 
fire safety and emergency evacuation; first aid; 
abuSe, neglect and exploitation; respectfut 
communication; infection control, and general 
care and sqpervisiori, Findings include: 

Per record review on 3/19/19, there was p lack of 
evidence that required training was provided on 
an annual basis to 5 applicable employees. The 
Manager/owner confirmed on the morning of 
3/21/19 although staff had completed a number 
of trainings associated with the TOR and resident 
behavioral management, the required regulatory 
training had net been completed. 

T 187 IX.9.11.c Physical Plant 	 T 187 
ss.p 

T 082 

9.11 Disaster and Emergency Preparedness 

9.11.c Each residence shall have in effect, and 
available to staff and residents, written copies of 
a plan for the protection of all persons in the 
event of fire and for the evacuation of the building 
when necessary. All staff shall be instructed 
periodically and kept informed of their duties 
under the plan, Fire drills shall be conducted! on 
at least a quarterly basis and shall rotate times of 
day among morning, afternoon, evening, and 
night. Tne date and time of each tidy and the 

Olviston of Licenain9 and Protection 
STATE FORM 	 6600 THOMI1 	 II continuation sum,' 2 or 3 
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names of participating staff members shall be. 
documented. 

This REQUIREMENT is.  not met as evidenced 
by: 
Based on staff interview and record review, the 
TCR failed to rotate times of day when 

• Conducting required fire. drills. Findings inclUde: 	1 

Per review of the TCR fire drill records, there was 
a failure to conduct a fire drill during 
nighttime/ovemight hours. This was confirmed by' 
the TCR Manager/Owner on the afternoon of 
3/19/19. 
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