
                   AGENCY OF HUMAN SERVICES 
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

 

 
Disability and Aging Services                                                                        Blind and Visually Impaired         

     Licensing and Protection                      Vocational Rehabilitation 

 
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 

 
November 3, 2023 
 
 
Ms. Kerri Elkouh, Manager 
Homestead,  Inc. 
73 River Street 
Woodstock, VT  05091-1226 
 
 
Dear Ms. Elkouh: 
 
Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 23, 2023.  
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, 

 
 
Carolyn Scott, LMHC, M.S. 
State long Term Care Manager 
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 R145Continued From page 2 R145

necessary to assist the resident to maintain 

independence and well-being;

This REQUIREMENT  is not met as evidenced 

by:

Based on record review and staff interview there 

was a failure to ensure the written plan of care 

that addresses care and services necessary to 

maintain independence and well-being for 3 

applicable residents (Resident #1 and #3). 

Findings include:

Residents #1 and #3 have diagnoses of 

cardiovascular conditions indicative of risk for 

cardiovascular events and are prescribed 

Nitroglycerin as needed for chest pain, which is 

often caused by poor blood flow to the heart 

muscles. Resident #1 and #3's plans of care do 

not include a description of the care and services 

required for safe administration of  Nitroglycerin, 

which is a medication that rapidly dilates the 

blood vessels that deliver blood and oxygen to 

the heart. Use of Nitroglycerin requires blood 

pressure monitoring due to risk of rapid drop in 

blood pressure and pulse. Administration of 

Nitroglycerin presents a risk for falls and injury 

due to dizziness, lightheadedness and fainting 

resulting from rapid dilation of the blood vessels. 

It is important to ensure the Resident is not 

standing when the medication is administered 

and gets up slowly following administration. 

Nitroglycerine requires storage without exposure 

to heat, moisture, and light; and this medication is 

ineffective when the bottle is not stored properly, 

is opened frequently or expired. 

On the afternoon of 5/23/23 the Director of 

Nursing confirmed Residents #1 and #3's plans of 

Division of Licensing and Protection

If continuation sheet  3 of 126899STATE FORM R4VJ11

Residents #1 and #3 risks of administering 
nitroglycerin have been corrected on 
residents MAR and Care Treatment records.  
(See copes included).

R145 Plan of Correction accepted by
Jo A Evans RN on 11/2/23
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care did not include a plan for Nitroglycerin 

administration and storage.

 R162

SS=D
V. RESIDENT CARE AND HOME SERVICES

5.10      Medication Management

5.10.c. Staff will not assist with or administer any 

medication, prescription or over-the-counter 

medications for which there is not a physician's 

written, signed order and supporting diagnosis or 

problem statement in the resident's record.

This REQUIREMENT  is not met as evidenced 

by:

 R162

Based on record review and staff interview there 

was a failure to ensure medication orders for 1 

applicable resident (Resident #1) were signed by 

the physician. Findings include:

Per review of physician's orders there was no 

signed order on record for Acetaminophen 650 

mg every 6 hours as needed for pain which was 

listed on Resident #1's Medication Administration 

Record for May 2023. This was confirmed by the 

Director of Nursing on the afternoon of 5/23/23.

 R175

SS=D
V. RESIDENT CARE AND HOME SERVICES

5.10 Medication Management

5.10.h  (3)

Residents who are capable of self-administration 

may choose to store their own medications 

provided that the home is able to provide the 

resident with a secure storage space to prevent 

 R175

Division of Licensing and Protection

If continuation sheet  4 of 126899STATE FORM R4VJ11

Resident #1 orders reviewed and corrected by 
physician.

Continue with weekly medication order audits 
performed by DON or designee to assure 
compliance.

Pharmacy Representative will do quarterly audits 
that will include auditing for expired medication 
and review MARS and Physicians orders.

6/05/23

R162 Plan of Correction accepted by 
Jo A Evans RN on 11/2/23
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 R179Continued From page 6 R179

(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 record review and staff interview there 

was a failure to ensure 3 out of 5 staff completed 

all required yearly trainings. Findings include:

On the afternoon of 5/24/23 the Director of 

Nursing confirmed 3 out of 5 sampled staff had 

not completed the required yearly trainings to 

include Resident Rights; Fire Safety and 

Emergency Evacuation; Resident Emergency 

Response Procedures and First Aid; Mandatory 

Reporting of Abuse, Neglect and Exploitation; 

Respectful and Effective Interaction With 

Residents; Infection Control Measures; and 

General Supervision and Care of Residents.

 R247

SS=F
VII. NUTRITION AND FOOD SERVICES

7.2 Food Safety and Sanitation  

7.2.b  All perishable food and drink shall be 

labeled, dated and held at proper temperatures: 

(1) At or below 40 degrees Fahrenheit. (2)  At or

above 140 degrees Fahrenheit when served or

heated prior to service.

This REQUIREMENT  is not met as evidenced 

 R247

Division of Licensing and Protection

If continuation sheet  7 of 126899STATE FORM R4VJ11











A. BUILDING: ______________________

(X1)  PROV DER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/30/2023 
FORM APPROVED

(X2) MULT PLE CONSTRUCTION

B. WING _____________________________

Division of Licensing and Protection

0135 05/23/2023

NAME OF PROVIDER OR SUPPLIER

HOMESTEAD,  INC.

STREET ADDRESS  CITY  STATE  ZIP CODE

73 RIVER STREET

WOODSTOCK, VT  05091

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFIC ENCIES

(EACH DEFIC ENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENT FY NG INFORMATION)

 R303Continued From page 11 R303

confirmed emergency numbers were not posted 

by the telephones on the first and second floors 

of the home.

Division of Licensing and Protection

If continuation sheet  12 of 126899STATE FORM R4VJ11

Emergency numbers were typed out,
laminated, and framed at these 
locations. It was brought to the residents
attention. These signs will be mentioned
on facility tours and at admissions.

05/25/23

R25 Plan of Correction accepted by 
Jo A Evans RN on 11/2/23

R303 Plan of Correction accpeted by 
Jo A Evans RN on 11/2/23
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