o
7~ VERMONT AGENCY OF HUMAN SERVICES

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

March 9, 2010 .

Ms. Tina Hessler, Administrator
Gatling House Group Home

101 John Street

Bennington, VT 05201

Dear Ms. Hessler:

Enclosed is a copy of your acceptable plans of correction for the licensing survey conducted on
January 21, 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,

"JZS‘"""‘ C{?Mﬂu,m

Suzanne Leavitt, RN, MS
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced, onsite licensing survey was i

- conducted 1/21/2010. .
| Ao
R136 V. RESIDENT CARE AND HOME SERVICES R136 f

SS=D o

' 5.7. Assessment

5.7.c Each resident shall also be reassessed % s / : : 3

. annually and at any point in which there is a MM %M
change in the resident's physical or mental ;z i%/
condition. W/’W - <

* This REQUIREMENT is not met as evidenced ! M‘/% ,{c,- ;o/&%)/

by:

' Based on record review and interview, the home -%& 368 d/% M”’f

- did not complete an annual reassessment for

“Resident #1 in a timely manner. Findings include: , M—V/ . W -
1) Per record review on 1/21/2010, Resident#1

- did not receive an annual reassessment until ‘ Y. %% W% 36(

10/1/2009. Per interview with the facility nurse on :

the afternoon of 1/21/2010, the prior assessment | @.} /‘ /@

- date was 6/4/2008 and confirmed that the time !

- span between these annual assessments was
: i ‘4 ,44)%,0 ﬁ-noén W

nearly 4 months beyond the previous annual

. review date. | 5 ; - / /Voé/

R179 V. RESIDENT CARE AND HOME SERVICES | R179 A el &‘W "

|
|
$5=D i
|
|
|
]

:5.11.b The home must ensure that staff i y .
. demonstrate competency in the skills and | G« UU(OQ) oA

f techniques they are expected to perform before I C)«JL( J__Mw«) ) /2,/‘)

5.11 Staff Services

. providing any direct care to residents. There '
- shall be at least twelve (12) hours of training each ;
(X6) DATE

Division of Lige, M
y A . TETLE
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R179 Continued From page 1 R179 3/‘7/0
year for each staff person providing direct care to i
residents. The training must include, but is not
limited to, the following:
(1) Resident rights; i {

(2) Fire safety and emergency evacuation;

(3) Resident emergency response procedures,
- such as the Heimlich maneuver, accidents, police
~or ambulance contact and first aid;
(4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;
(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 interview, the facility
failed to ensure that staff received the required
training for 4 of 4 staff members. Findings
include:

1) Per review of inservice records with the home
administrator on 1/21/10 , 4 of 4 staff had no

. evidence of required trainings during the past
year. 4 of 4 staff members reviewed had received
no training in Resident Rights, nor Abuse,

- Neglect / Exploitation; and 3 of 4 reviewed staff
members received no training in Respectful,
Effective Communication. Per interview on the

" afternoon of 1/21/2010, the Administrator

i confirmed that there was no documented training
as noted above.

R291: IX. PHYSICAL PLANT R291 ) )
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9.6 Plumbing }/é/
19.6.d Hot water temperatures shall not exceed
' 120 degrees Fahrenheit in resident areas.

+ This REQUIREMENT is not met as evidenced ; Mm,u—/ /@ ""é’n/
by: | Sostrng Awlcaror 25

Based on observation and interview, hot water . . -~ -
temperatures exceeded maximum safe o3 _LocarimS &/ :
temperatures in resident areas. Findings include: | Z Sfovse” 777 A P

1) Per observation on 1/21/2010 at 10:45 AM, //ff/J/ Mﬂ“é”‘/ ot
the hot water temperature at the kitchen sink was JR6® 7 W . j/y/

122.1 degrees Fahrenheit. This observation was
confirmed, during interview at 12:00 noon, by the /wo Aecr

Maintenance Director. _ /6 , 'WM/ a/t:é/ |

R314 X|. RESIDENT FUNDS AND PROPERTY R314 <
$S=D e . 0ach a.m. e
f a Log . ViomSonenec—
11.2 If the home manages the resident's / 2 7-/
finances, the home must keep a record of all “ e pr ; “’.é Ao
" transactions, provide the resident with a quarterly f MWVW

statement, and keep all resident funds separate a e /R ° /0’2 P

from the home or licensee's funds /gé.f ;/ ﬁ :; . !

- This REQUIREMENT is not met as evidenced /ﬁmi,m, W% |
o S5 it
Based on record review and interview, the home N &2 ’M": ‘ ‘
failed to maintain a record of transactions with e 2 ¢ fe-
quarterly statement for 1 of 2 applicable residents e ?/._/4 :5,4»
(Resident #1). Findings include: o Terer ’

. AHne Tra P20 A2
1) Per record review on 1/21/10, there was no a/;% % % 5.
available record of financial transactions for ‘ /)OC/ ac ﬁ()
Resident #1 from 1/09 to the present. During - R 2| — 3/ 8’/ 10 E( ' Cﬁa

" interview on the afternoon of 1/21/10, the - ; ' L .

" Manager confirmed that the home does manage » O umm/» ) § : ‘ 71/0\

" funds for Resident #1 and confirmed that there is
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