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#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://Awww.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 23, 2017

Ms. Emma Sheldon, Manager
Holton Home

158 Western Avenue
Brattleboro, VT 05301

Dear Ms. Sheldon:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 2, 2017. 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,

SRR

Pamela M. Cota, RN
Licensing Chief

PG

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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5.10 Medication Managemerit
510.h (3)

Residents who are capable of self-admimstration
may choose to stare their own medications
provided that the homea is able to provide the
resident with a secure storage space to prevent -
unauthorized access o the resident's
medications. Whethsr or not the home is able to
provide such a secured space must be explained
to the résident on or before admission.

This REQUIREMENT ig not met as evidenced
by:

Based onh observation, interviews, and record
review the facility falled to assure that residents
are provided (and use) a secure storage space to
prevent unauthorized access to the resident's
medications for three of three residents reviewed
who self-administer all of their own medications,
Residents #1, #2 & #3 (Rm R#2 & R#3).
Findings mclude

Per record review R#1 self-administers hisfher
meadications. Per observations on 2/1/17, R
keeps his/her medications in a drawer in the
bathroom that does noi lock. The resident stated
that staff had not spoken to him/her regarding the
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pravided a Incking box to store them in.

Per record review R#2 self-administers his/her R ‘ 7€ P 0 c M P](_CJ

medications. Per observation on 2/2/17 R#2
does have a locked box in hisfher room. Sthe N
states that the facility did not offer a locked box, o / 23 l 17 :
but that sthe requested a lock box 1o kesp histher

medications in and was provided one. S/he states W %Pm__ RN

that she keeps the hox locked at all fimes.

Per record review R#3 self-administers his/her
medications, Per ohservation on 2/2/17 R#3
does have a locked box in his/her room. In an
interview on 2/2/17 the Maintenance Director
confirmed thal R#3 has a locked box in his/her
roem which is used to store only money, and
his/her medications are not kept in the locked
box. In interview s/he states that s/he had never
thaught of locking hisfher medications in the hox.
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The documents accompanying this fax ity contain confidential information belonging to the sender. This
information is intended only for use by the Individual named above, If you are aot the intended recipient,
you are hereby notified that any use of the information comiained in this fax i strictly prohibited.  vou
have received this fax in ervor, please immediafaly notify Holton Home by telephoue. Thank you,
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