»~ 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

July 2, 2018

Ms. Carrie Jewell, Manager
Davis Home

45 State Street

Windsor, VT 05089-1213

Dear Ms. Jewell:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
5, 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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R136 Continued From page 1

with transferring in and out of bed. During an
environmental tour on 6/4/2018, a quarter length
bed rail was observed to be in use on Resident
#2's bed. Per record review, there was no
evidence of an assessment to reflect Resident
#2's need for an assistive device to transfer out of

- bed. The resident assessment had not been
updated to reflect that Resident #2 was riow.
using a bed rail.

- During an interview on 6/5/2018 at 10:30 AM, the .

- Administrator confirmed that the resident

- assessments for Residant #1 and Resident #2
had not been completed or updated to inclide,
accurate health information.

. See also Tag R145
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necessary to assist the resident to maintain
independence and well-being;
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Based on observation, staff interview and record

plans of care included the interventions and
services necessary (o assist residents with

Oversee development of a written plan of care for |

review, the residence failed to ensure that written -

maintenance of independence and well-being for |
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