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DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345
To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 29, 2010

Kathleen Thibodeau, Administrator
Craftsbury Community Care Center, Inc.

1784 East Craftsbury Road
Craftsbury, VT 05826
Dear Ms. Thibodeau:

Enclosed is a copy of your acceptable plans of correction for the annual survey conducted on October
20, 2010. 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 Impaired
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: R100
An unannounced, onsite licensing survey was
conducted on October 20, 2010.
R179| V. RESIDENT CARE AND HOME SERVICES R179
$S=D
5.11 Staff Services
5.11.b The home must ensure that staff TN S [T\ %_,.;v . f\g,\\.;t\;«o\ A hedad
demonstrate competency in the skills and ; oy
H . = \:__ \\a a\“ AN <
techniques they are expected to perform before Chag NNy k"s‘\ ‘ - VQM\{.é
providing any direct care to residents. There AP PR PR P :- = \5‘3‘, “\y\\“
shall be at least twelve (12) hours of training each P siws o AN '
year for each staff person providing direct care to & x.m_* ;\m\a\:\ Ls 5 Sna Datod
residents. The training must include, but is not B R S S T
limited to, the following: : .
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(1) Resident rights; SO B g Wer segheage Teue ) §
(2) Fire safety and emergency evacuation; N e S N Py W\
(3) Resident emergency response procedures, o s N N TR YO W
such as the Heimlich maneuver, accidents, police : © A\ oo NG A
or ambulance contact and first aid; e N
(4) Policies and procedures regarding mandatory Qﬁ'\%\“ e Meaae Facpare snanhs
reports of abuse, neglect and exploitation; N*-:\\'\c_.;-« Rz e S BN
gg)s_ienstgectful and effective interaction with i Qg*,,w\ ~ e oo e s O N
i .
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(6) Infection control measures, including but not ““" Nl \ ;\( & el
limited to, handwashing, handling of linens, TG ety S\ e ASegieRs
maintaining clean environments, blood borne B m s oAE eed Cosmey Vol 8603
pathogens and universal precautions; and ) o
(7) General supervision and care of residents. KRG ieite i VL el e
This REQUIREMENT is not met as evidenced — Cos Amiieion oy AT
by:
Based on record review and interview, the home
did not assure that 1 of 5 staff members providing
direct care received 12 hours of annual training
as required. Findings include:
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R179| Continued From page 1 R179
1. Per record review on 10/20/2010, 1 staff
member reviewed had an incomplete education
record. During interview that afternoon, the
Administrator confirmed that the staff member
had not completed all mandatory training nor 12
hours of annual training.
R266| IX. PHYSICAL PLANT R266
$8=D
9.1 Environment
9.1.a The home must provide and maintain a
safe, functional, sanitary, homelike and
comfortable environment.
This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the facility
failed to maintain a safe environment for all
residents. Findings include:
1. On 10/20/10 during the initial tour, a (1PN G or  rewoanMemnnt, Qo ged, Vo= e
housekeeping cart (which was stocked with Ty AT S CVV A PR SRR S\
bleach disinfectants, toilet bow! Cleanser, carpet o ol & B e Ny of
stain remover and other chemical cleaning - ) : ' R
agents) was observed in the unlocked, resident A LNy u:«.a\\ e w\_:sm>.f,
laundry room. The Administrator confirmed the v s SNAL Wneses Sovsy
presence of unsecured chemical agents. Lo d  RACY Vot g
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2. During observation of the room of Resident #1 &> ene N\ o
on 10/20/2010 at 2:00 PM, a box of Frontline flea ol s e T e
control medication was stored on the top of the e S \ Nessa G, N B A 20 D
bureau. Per interview, Resident #1 confirmed that g E &K maéx OIS .
this is the usual storage space for this animal Cmean et AR e Noa, MeeRelX
medication and stated that the door to the room is A\ \w-\ CRR N,
not locked when the room is unoccupied. U, _\\ R o
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