7~ 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.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

October 16, 2018

Ms. Nicole Pierce, Manager
Averill Place

23 Jones Brother Way
Barre, VT 05641-3818

Dear Ms. Pierce:

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

SN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments:

An unannounced onsite re-licensing survey was
completed by the Division of Licensing and
Protection on 8/28/18. The following regulatory
deficiencies were identified.

R179 V. RESIDENT CARE AND HOME SERVICES
SS=E .

5.11 Staff Services

:5.11.b The home must ensure that staff
demanstrate competency in the skills and
techniques they are expected to perform before

- providing any direct care to residents. There
shall be at Jeast twelve (12) hours of training each |
year for each staff person providing direct care to
residents. The training must include, but is not
limited to, the following:

(1) Resident rights;
(2) Fire safety and emergency evacuation;
(3) Resident emergency response procedures,

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, handwashing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and

(7) General supervision and care of residents.

This REQUIREMENT is not met as evidenced
by:
Based on information provided, the facility failed
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such as the Heimlich maneuver, accidents, police |
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R179 Continued From page 1 _ . R179 ‘['\(\Q,n‘i oMU
to meet the training requirements in 5.11.b for 3 ‘ =% "‘?’? N oA —1 “1® '18'
of 3 direct care staff in the applicable sample.
Findings include: ! Ow@l ) \C})\)Sfo\
During the onsite record review and interview with % Wd‘ W C}/\_@(\ \
the Manager on 8/28/18 at 11:30 AM, the facility oncl) Sakt
failed to provide evidence that 3 of 3 direct care | oA LL{ wWa s
staff had completed training specifically for the ! &d =t l q \\ 1%
following required topics: Resident Rights; Fire LV C
safety and emergency evacuation; Resident a_A "CVM (A1 S
_ emergency response procedures; Policies and \lm k
procedures regarding mandatory reports of \ C
abuse, neglect, and exploitation; and Infection ONC™ O St 5 80y
Control. Records documented completion of the g AN ; i
' required 12 hours of training, appropriate ’Jﬂ ML O’Y S %{ 2 |
medication training, and the required topics of Wﬂucu @\Q) '
Respectful and effective interaction with M O LA
residents, and General supervision and care of j W 5.
residents. OV S (\(»_lk)
' i w A
R180 V. | R180 - \
(3180 V. RESIDENT CARE AND HOME SERVICES | Mo\ B LS Creci LSt
o en St QDUOM e R
5.11 Staff Services = SU VG\MAV AD W\_
5.11.c All training to meet the requirements of WP\VO‘/M "r(‘(l,U/LlHSS .
5.11.b shall be documented. Training in direct
care skills by a home's nurse may meet this @_ \-\c( PO oc u.)()\-té IO\‘—\ \\ﬁ
requirement, provided the nurse documents the
content and amount of training T Hosimey, o | Sa M CD
This REQUIREMENT is not met as evidenced
by:
Based on information provided, the facility failed
to document training to meet the requirements in
5.11.b for 3 of 3 direct care staff in the applicable i
sample. Findings include: i
During the onsite record review and interview with
!
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the Manager on 8/28/18 at 11:30 AM, the facility

failed to provide documentation that 3 of 3 direct

care staff had completed training to meet the
requirements in 5.11.b., specifically for the
following required topics: Resident Rights; Fire
safety and emergency evacuation; Resident
emergency response procedures, Policies and
procedures regarding mandatory reports of
abuse, neglect, and exploitation; and Infection
Control. Records documented completion of the
required 12 hours of training, appropriate
medication training, and the required topics of
Respectful and effective interaction with
residents, and General supervision and care of
residents.
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