/\i\ - 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

August 19, 2021

Ms. Tonia Trask, Manager
Wintergreen Residential Care - North
360 New Road

Brandon, VT 05733

Dear Ms. Trask:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July 21,
2021. 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,

MMW

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100] Initlal Comments:

An unannouncad on-site investigation of 1
complaint and 1 entlty self-report was conducted
by the Division of Licensing and Protection on
7/20/2021 and completed on 7/21/2021, As a
result of the investigation the followlng regulatory
deficiencles were identified:

R
88=D

V. RESIDENT CARE AND HOME SERVICES

53 Discharge and Transier Requirements

5.3.a Involuntary Dizcharge or Transfer of
Resldents

(3) A resldent has the right to appeal the decision
by the home o dischatge or transfer. The
process for appaal is as follows:

L. To appeal the decision fo transfar or discharge,
the rasldent must notify the administrator of the
home or the director of the licensing agency.
Upon recelpt of an appesl, the administrator must
immediately notify the director of the licensing
agency.

ll. The request to appeal the decision may be
oral or written and mitst be made within 10

business days of the recsipt of the notice by the
rasident.

fil. Both tha home and the resident shall provide
all the materials deemad relevant 1o the decislon
to transfer or dischange to the director of the
licensing agency as scan as the notics of appeal
is filed. The resident may submit orally if unabls
to submit in writing. Copies of gll materials
submitied to the licensing agency will be available
to the resldent upon requaest.
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Iv. The director of the licenslng agsncy wil
render a decision within sight busihess days of
recelpt of the notice of appaal.

v. The notice of decision from the director will be
sent to the resident and to the home, will state
that the decision may be appesaled to the Human
Servicas Board, and will include information on
how to do so.

vi. The resident or tha home will have 10
business days to file a request for an appeal with
the Human Services Board by wiiting 1o the
Boand. The Human Servicas Board will conduct
a de novo evidentiary hearing in accordance with
3V.SA §3091.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review, the RCH manager falled o follow the
Inveluntary Dischargs process for 1 applicable
resident (Residant #1). Findings include:

Resident #1 was admitted to the RCH on
7/6/2021. Over the coursae of 2 weeks, Resldent
#1 demonstrated behaviors including resisting
care; refusing medications and combative with
staff. On 7/16/2021 at approximately 3:55 PM
Resident #1 exited the RCH by kicking the
window screen In his/har room angd climblng out
of the window experlencing an approximate 4 foot
drop to the outside ground. Resident #1 was
broeupght to the hoapital to asseas if any Injuries
occurred. As a resuit of the incident and
behavioral issues, the owner determined
Rasident #1 was unsafe to retum o the facility
and informexd family by phone Resident #1 could
not be readmitted. Per interview on 7/20/20201 at
9:50 AM, the mansger stated Resident #1's
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R115 [ Continued From page 2 R115
hahavioral Issues were not disclosed prior to
admission and the resident was upset s/he was
placed In the RCH. Howaver, the ownsar/manager
fallad to provids to the resident and famlly the
required Involuntary Digcharge
notification/documentation which would allow

family and/or resident an appeal process If they
were in disagreemant with the discharge. This
was confirmed with the owner/manager on
TI20/2021 at 12:40 PM.

R138 st

R13d
S8=E

V. RESIDENT CARE AND HOME SERVICES

b.7. Assessmant

5.7.¢ Each resident shall also be reassessed
annually and at any point in which there Is a
change in the rasigent’s physical or mental
condition,

This REQUIREMENT is nol met as avidenced
by:

Based on observation and staff interview, the
RCH nurse failed to conduct an assessmant for
the use of side rails for 2 applicable residents.
(Residents #2; Resident #3) Findings include:

During a self tour of the RCH on 7/20/2021 at,
8:45 AM side rail use was observad on 2 resident
beds. Per record review, there was a faflure of the
nurse to assess each resident for appropriate and
safa use of the siderails whether for mobility or to
assist with transfers. The nurse also failed to note
Residant #3's bed and siderails were unsafe due
to the improper fitting of tha mattress and
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5.11 Staff Sarvices

5.11.b The home must ensure that staff
demonstrate competency in the skills and
techniques they #re expacted to perform before
providing any direct care to residents. There
shaf] be at teast twelve (12) hours of training each
year for each staff person providing direct care to
rasidents. The training must inglude, but Is not
limited to, the following:

(1} Resldent rights;

(2) Fire safaty and emergency evacuation;

(3) Resldent emergency responsa procadures,
such as the Helmiich rmeneuver, accideniz, polica
or ambulance contact and first ald;

(4) Pollcies and procedures regarding mandatory
reports of abuse, neglect and exploitation;

(5) Respectful and affoctive interaction with
residents;

(6) infaction control measures, including but not
limited to, handwashing, handling of linens,
malntaining clean environments, blood bome
pathogens and universal precautions; and

(7) General supervision and care of residents.

This REQUIREMENT Is not met as evidenced
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by:

Based on record reviw and staff interview, the
RCH failed to ensure staff recaived 12 hours of
required training each year. Findings include:

Per review on 7/20/2021 of training records far
staff employed at the RCH noted the yearly 12
hours of training were not alt completad. Of the
employess reviewed, completed training hours
ranged from 0 hours to 8 hours of training over
the past 12 months. The lapse of tralhing was
confirmed with tha owner and manager on
aftermoon of 7/20/21.

R213 VI. RESIDENTS' RIGHTS
55=D

6.1 Every resident shall be treatad with
conslderation, respect and full racognition of the
resident’s dignity, individuaiity, and privacy. A
home may not ask a resident to waive the
resident’s rights.

This REQUIREMENT Is not met as evidenced
by:

Based on observation and =faff interview, there
was a failure to protact a resident’s dignity for 1
applicable resident. (Resident #2) Findings
included:

Upon arrival at the RCH on 7/20/2021 at 8:25 AM
Resldent #2 was ohserved sitting at a dinning
room table wearing a top and only a disposable
brief, At the time of the obsasrvation staff were
attending to a resident while other residents were
siting in the same location as Resident #2. Per
intsrview with caragiver at 11:55 AM on 7/20/2021
confirmed Resident #2 is resistant to wearing
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clothing and was aware the resident did not have
a lap covering and/or pants at the time of the
observation.

R260| IX. PHYS|ICAL PLANT
SS=F

9.1 Environment

9.1.3 The home must provide and malntain a
safe, functional, sanitary, homelike and
comfortable anvironment.

This REQUIREMENT s not met as svidenced
by:

Based on observation and staff interview the
RCH fajled to maint=in a safe environment as it
ralates to infection control during the Covid-19
outbreak sltuation hy the failure of staff to wear
masks. There was also & failure fo protect the
safety of a resident ( Resident #3) who was
observed in a bad with attached sidarails creating
the potential for entrapment. The RCH alao failed
to ensure all cleaning products were consistently
stored in a secure location. Findings include:

1. Upon arrival at the RCH on 7/20/2021 at 8:30
AM steff was observad not wearing masks. When
questioned why masks are not worn, the surveyor
was informed by a staff member that masks wera
no longer required If the individual has baen
vaccinated. Shortly after, the owner and manager
arived at the RCH who alzo falled to wear a face
mask. The owner stated the what s/he
understood from a recent publlc directive from the
CDC regarding no face mask If Individuals were
vacelnated was transitionad to the RCH and staff
were informed face masks wara not required If
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vaccinated. Mowever, per the State of Vermont
Depariment of Health PPE (Personal Protectiva
Equipment) Guidance effective 7/2/2021 states:

“Faca covering or mask (covering mouth and
nose, including for fully vaccinated staff) and
physical distancing at lezast six feet between
persons, in accordance with GDC guidance; Fully
vaccinated HCP ¢an gather with other fully
vaccinated staff without physical distancing or
source cantrol far dining, meetings, of in break
areas as oullined in CDC guidance above. Fully
vaccinated residents may gather without source
controf or physical distancing s Jong as there are
no unvaccinated residents present.”
https:/idail.vermont.gov/sites/dailfiles//documents
/LTCF_Operational_Guidance Lpdated_06_2%.p
df.

2. Per ohservations on 7/20/2021 at 8:45 AM,
Resldent #3 was laying in bad with siderails up.
The sidersils were noted to not fit properly
rasulling in an approximate §-8 inch gap between
the mattress and the side rail especially an
Resident #3's right side. When brought to the
attention of the owner and the manager, they
were unaware of the potantial for entrapmeant and
possible harm if the rasident's upper body
bacame stuck, wadgad or trapped between the
matiress and siderail. Per Interview at 2:15 PM
the Hosplce nuirse assigned to Resident #3 stated
the bed; mattress; and siderails ware not
provided by the Hospice DME company and
agreed the present bed required replacament
with appropriate fitting mattress and if needed
siderails to assist the resident with mobiiity.

N

3. Per observation on 7/20/2021 at 8:40 AM, a
clogat which stored floor and window cleaning
solutlons; laundry detergent; and sanilizing sprays
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was found to he uniockad. During the time of tha
obsarvatlon one resldent was noted to wander
throughout the facility and had access to the
closet. Per Interview with the owner and manager
confirmed the closet should have besn locked.
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