
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 

February 22, 2019 

Ms. Lindsey Fuentes-George, Manager 
Elm Street Group Home 
C/o Csac, 109 Catamount Park 
Middlebury, VT 05753 

Dear Ms. Fuentes-George: 

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

An 'unannounced on-site relicensure survey Was 
condudteCi by the Division Of Licensing •arid 

i Protection on 1128/19 to •determine compliance 
: with the Licensing: and Operating Regulations for: 

the Therapentic.CorproUnitY ReSidences, 	. 

The -II:ilk:41N regulatory violations Were Identlfiech 

V.5 1;a..1_23,4_5.6.7.8 Resident Care and 
Sr-vices 

5.8 Medicaticin Management 

5.8,a .a6h therapeutic OOMMunity residence 
policies and procedures must have written p 

i desciibing the reSidenCe ' s rnedidatien preeticeS, 
The policies Most.cover at leastlhe follOwinix 

(1) If a therapeutic corrimunityTesidence 
j provides Medication management; it shall be 

don 6 iltidee the 
sppervisiori of.:a registered' nurse,, 

(.2) Who Will hroVide the professional nurSing 
delegation it:the residence administers

• 
 

! medications to 
residents inatiIe• to self-admintstr and how'  

i the pitiee:S-Of delegatiOn is"td -b 	rried: ant ih 
the 

residence. 

(8):Oilialifications of the. Staff who Will 'be 
managing rnedieatiOns or administering 
me.rlicaOpp AO the 

fe..sidenee's;prOCeSS fot nursing' supervision 

(4) How Medications shall be obtained for 
residents including 'choice S of" phartnacies_ 

cif the-staff,  
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(5) iprooedures for doeUrnentatien 'of medication 
administration. 

0) Procedures for disposing of outdated or 
unused Medication, including.designation of a 

••• 
 

person or 
persent with responsibility fordisposal, 

1 (7) Precedures for menitciring Side effects d 
psychoactive medicationi. 

1 (8) ProceOres for assessing a resident ' s 
ability to self-administer and documentation of the 

j 	.aSsetSrrient in the Medical record 

ThIS REQUIREMENT is not Met as evidenced 
by 
Based on Staff interview and record review, the 
TCR failed, to conductan assessment of a 
residentd ability tei Self-adminiSterMedicationS. 
(kesidentIkl) Findings:Include:: 

Per interview on 1/28119 at 12:05 PM. the.RN 
1.assigned to provide nursing overView for the. 

residentsliVing at the TOR cenfirmed althongh 
Resident 01 was performing self-administratiOn of  

Ibis/her medlOatiOns, an assessment has not been'. 
conducted by either TCR staff or the RN to 
ensure the resident is icapable In directing the 
'adrninistration:of their own medicatlonscas 
defined in the TCR regulationS,. The RN did 

;:corifirin the.ratident's primary tare phySlcieffs 
nurse had 'signed off' for Resident.#1 to 
.self-administer prescribed medications, howeVer 

: it has 'not been his/her responsibility -to assure. 
COrnpetOncy, of theindividual who has possession 
of MS/her medications now stored in a lock box iti 
the resident's .113CM.  
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demonstrate competency in the skills and 
teehrillues they are expected to perform before 
providing any direct care to residents. There shall 
he a# least twelve (12) hours of tr a aining each year 
fat each staff peon providing direct Care ta 
residents_ The 'mining mustinClude, buds not 
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(1) ReSident rightS; 
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provided 	parociOated in the annual twelve. 
hours attaining ;as required by.-.1-CF regulation., 
Training topics ritristbe.apedifiC to resident rights, 
tire safety and emergency . evecuation;•firstaid; 
:abuse,. 'neglect and exploitation; respectful 
communication:infection centrol, and general 
care and superifition. Findings include: 

t Pet reviewof training records provided at the. 
time of s.urv.pron1/28.(19, 1 of 5 employees who 
provide .direct care tO reSidents of the TOR :haVe 
notcompleted The Mandatory 12 hours of. nnugl' 
training. This was, confirmed by the House. 
Manager on the aftemnon.of 1/28/19. 
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