2~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://mww.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

December 15, 2015

Ms. Emma Burke, Manager
Emma's Place

212 North Main St
Wallingford, VT 05773

Dear Ms. Burke:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 18, 2015. 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,

Pamefa M. Cota, RN
lLicensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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6.3 Dischargs and Transfer Requirements

5.3.2 Involuntary Discharge or Transter of
Residents

(AN involuntary digcharge of a resident is the
remaovai of the resident from a resldential care
home when the resident or the resident's legai
representative has not requested or consented in
advance to the removal, Atransfer Is the removal
of the resident from the room the resident
currently occuples to another reom in the home
or to another facility with an anticipated return to
the home. An Involuntary dlscharge or transfer
may occur onty when:

L. The residant's care needs exceed those
which the home Is ficensed or approved through
& variance to provide; or
Il. The home |8 unable to meet the resident's
assessed noeds: or
ifl. The resident presents a threat to the resident's
salf or the welfare of other resldents or statt or
iv. The discharge or transfer is crdered by a
sourt; or
v. The resident has failad to pay monthly charges
for room, board and care in accordance with the
admission agreement, '

This REQUIREMENT Is not met a8 evidenced
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R100 Initlal Comments: R100
An unannounced onsite re-licensure survey was
completed on 11/18/16 by the Vermont Division of
Licensing and Protection. Tha following regulatory
violations weare found.
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Continued From page 1

by '

Baged on staff interview and record review, the
home included non-allowed reasons for potential
Involuntary discharge in s admiaslion
agresments for 3 of 3 applicable rasidents in the

sample, (Resldents #1, 2 and 3). Findings
fnclude:

Pre review of the Admigsion Agresmants for
Resldents # 1, 2, and 3, all agréements contained
the same non-allcwed potential reasons the
resident may be lssuad an involuntary discharge
from the heme. The language was not In
accordance with the 6 reasons stated In the
Vermont "Residential Cars Home Licansing
Regulationg", The non-allowed reasons for
inveluntary discharge listed In the admission
agreements of the 3 sampled resldents was
confirmed during Interview with the Manager on
the afternoon of 11/18/185.

V. RESIDENT CARE AND HOME 8ERVICES

5.10 Madication Management

5.10.8 Staff responsible for asslsting residents
with medications must racelve training in the
following areas before gsslsting with any
medications from the licensed nurse;

(1) The basis for determining "assistance"
versus "adrinlstration”.

(2) Tha residents right to direct the resident's
own care, including tha right to refusa
medications,

{3) Proper tachniques for assisting with
madications, inciuding hand washing and
chacking the medication for the right resident,
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NAME OF PROVIDER QR SUPPLIER

STREET ADDRESS, CITY, 87ATE, ZIP CODE
212 NORTH MAIN ST

medication, dose, time, route.

(4) Signs, symptoms and Fkely side effects to he
aware of for any madication a resident recelves,
{5} The home's policies and procedures for
assistance with medications.

Thig REQUIREMENT s not met as evidenced
by

Bagsed on observation and staff Interview, the
faciiity failed to assure that ail staff administered
medications In accordance with infection
prevention protocals related to hand hyglens for
1 applicable resident in the sample. (Resident #1)
Findings Include:

Per obaervation on 11/18/15 st 11:45 AM, the
caregiver who administered medication via a
gastrostomy tube (GT) to Resldent #1 falled to
adhere to universal precautions ragarding hand

‘hygiene after administration of the medication.

The staff member was observed to don gloves,
per facility Tube Feeding Policy, prior to
administration of the medication via GT, mix the
medication, attach the syringo to the BT, flugh the
tube and administer the medication and flush,
then remave the syringe and re-attach the
fesding tube. The staff member then failed to
rempve the solled glovas and sanitize hands prior
1o touching other Items in the room, Including
putting away supplies, handfing the cabinet locks
and handles and touching varlous other items,
Potentiaily epreading contaminants throughout the
room,

The failure to perform approgriate hand hygiene
after administration of the medication was
confirmed with the statf member, the Manager,

-and the Registerad Nurse (RN), During a

EMMA'S PLACE
WALLINGFORD, VT 05773
(X4) 10 BUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF GORRECTION ()
PREFIX (FACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX | - AEAC‘-H CORREGTIVE AGTION BHOULD BE GOMPLETE
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' DEFIGIENCY)
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removed the gloves and sanitized hands prior to
touching other areas and items In the area

VIl NUTRITION AND FOOD SERVICES

7.2 Food Storage and Egquipment

7.3.0 Areas of the home used for storage of
fod, drink, equipment or utensiis shail be
constructed to be easlly ¢leaned and shall be
kept ciean

This REQUIREMENT is not met as evidencad
by: :

Based on observations, the facillty falled to
assure that ali areas of the kitchen and food
storage areas were kept slean. Findings includa,

Per ohservations of the kitchen andg food storage
areas of the home on 11/18/15 at 545 AM, the
following areas were not claan: the outslde and
Inside of the kitchen cabinets had visible soiting
and somo shelves were not palnted or sealed to
aliow far easy cleaning; the 2 reftigerators used
for resident foods were noted to hava sollad
shelves and alde walls and bing, and dried up,
small vegetable pleces ware sgan In the
vegetable bing, Pear interview during the tour, the
Mmanager of the home confirmed that thera was
ne cleaning sehedule to address how frequently
various areas of the kitchen must be cleaned to
maintain a sanitary environment,

IX, PHYSICAL PLANT

9.1 Environment
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8.1.a The home must provide and maintain a
sate, funstional, sanitary, homelike and
comfortable environment.
This REQUIREMENT 18 not met as evidenced
by
Baszed on chservation and staff interviaw, the
facllity failed to agsure that all areas of the home
were maintained in a sanitary and homailke
manner. Findings include:
Par pbeervation during a tour of the home on AN
111815 at 9:30 AEM. the following areas ware M’b’iﬂaﬂ (Loq‘\ pﬂ') ?)Kw \1\1\\‘3’
noted o have visible solling andfor excessive . o '
clutter: | lg Confletel Aé ONANIE) )
1. The activity room had vislble dust \
accumidations on the open shelves and tabla \'\\')U\Lb Yol 0%y v
tops.
2. Resident #1's roam had visible dust on tables, OF To Paas fone Wb
burgau tops and other ppen surfaces, There were X : P(
severai boxes and bing stored on the floor in front ‘3:./16"\5 } (-K D\"ﬂ@
of tha closst, clothing In dlsarray stared on
shelves, bedding nat put away o that the room P\({) u_@fwm . {*WJ’(M\.
was not homellke and somfortable.
These obsarvations were confirmed with the WX D@ﬁ"’NM@D ‘([Pﬁ" )
Manager of the homs at the time of tha tour. Sw ,.T ? ™ 1 o
0 foen WK
R802] IX. PHYSICAL PLANT Rz TNy of A Scluds et
9.11 Dismster and Emergency Preparedness Comftet® 1 "\"h \‘L\'ﬂt (
9.11.c Each home shall have in effect, and i TR
available to staff end resldents, written coples of o= NQ(’Q
a plan for the protection of all persons In the A
evant of fire and for the rvacuation of tha building M N\M\/\’S
when nacessary. All staff shall be inetructad
petiodically and kept Informad of thelr duties
under the plan. Fire drills shall be ¢onductad on
Division of Licenelng and Frotection
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at least a quarterly basls and shall rotate times of
day among morning, afternoen, evening, and
hight. The dats and time of each driil and the
names of participating staff mambers shall be
dogumented,

This REQUIREMENT is not met as evidencad
oy:

Based on staff Interview end record raview, the
home falled to aasyre that fire drills were
cotducted at the required times of the day, per
Vermont Residential Care Home Licensing
Regulations. Findings include:

Per raview of the fire drili logs and reports for the
last 12 months previous tp the date of survay, the
home falled to conduct a fire drill duting the night
tima hours as stated in the Vermont Resident/al
Care Homa Licensing Regulations, The
roquirement states that fire drills "shall rotate
times of day among morning, afternoon, evening,
and hight'. The lack of the night time drlll was
confirmed during interview with the Manager on
the afternoon of 11/18/15.
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