June 29, 2016

Ms. Katy Lemery, Manager
Homestead At Pillsbury

3 Harborview Drive

St Albans, VT 05478-4477

Dear Ms. Lemery:

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

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
24, 2016. 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

You created this PDF from an application that is not licensed to print to novaPDF printer (http://www.novapdf.com)
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R100 Initial Comments: ' R100
An unannounced onsite re-licensure survey was
completed by the Division of Licensing and
. Protection on 5/24/16. The following are
regulatory findings.
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Oversee development of a written plan of care for |

. each resident that is based on abilities and needs h
as identified in the resident assessment. A plan

i of care must describe the care and services “
necessary to assist the resident to maintain :

- independence and well-being; h

5.9.c (2)

This REQUIREMENT is not met as evidenced }i
by: ‘
Based on record review and staff interview, the \‘
home failed to ensure that the plan of care
described the care and services necessary to H

" assist the resident to maintain independence and
well-being, based on abilities and needs as

" identified in the resident assessment for 1 of 6
residents sampled (Resident #1). Findings
include:

Per record review, Resident #1 was assessed by :
nursing as having the ability to administer their
own medications. Per review of the physician's
orders, the Medication Administration Record,
and interview with staff, the resident was
self-administering most of their medications with
the exception of eye drops, and an anti-anxiety
medication that needs to be counted with the
controlled drugs. Per review of the plan of care
for Resident #1, there was no plan developed for
the self- administration of medications and the
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R145 Continued From page 1 } R145
associated monitoring and direction to staff
regarding this. Per interview on 5/23/16 at 3:45
PM, the Director of Nursing confirmed that there
was no care plan developed regarding the
self-administration of medications for this ;
resident. \‘
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9.1 Environment ihe ‘F\'(‘QP\OCQ i the K
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ased on observation and staff interview, the .
facility failed to maintain at all time a safe ot e /\D‘ \o O(\d screens
environment related to one gas fireplace located have been /\)L,L(ChQSQd

in a common area. Findings include:

1. On 5/23/16 at approximately 12:20 PM, the gas ;‘
fireplace in the common library was found to be -
on. The external metal framework, heat vent
area, and glass measured greater than 200
degrees Fahrenheit by laser thermometer |
measurement. This fireplace was found to be
similar and accessible on two sides, and had no
screening devices to prevent accidental contact

by residents or others. The Administrator
confirmed at the time that the metal framework
and glass front was hot and that no screening
device was in place. The facility immediately
deactivated the gas fireplace.
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Homestead

June 17® 2016

Pamela Cota

Division of Licensing and Protection
HC 2 South, 280 State Drive
Waterbury, VT 05671-2060

To Pamela Cota,

Enclosed you will find our plan of correction resulting from our survey done on May
24™ 2016. We hope that you will find our plan satisfactory. If you have any questions

please feel free to contact me. Thank you in advance.

Sincerely,

Katy Lemery
Administrator
Homestead

802-752-2101

Homestead 3 Harborview Drive, St. Albans, VT 05478

802-752-2100
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self-administration of medications for this
resident. _ _
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A Pillsbury Senior Community
3 Harborview Drive
St. Albans, VT 05478
Phone - 802-752-2100
Fax- 802-752-2057
Pillsburymanor.com
TO:/%.m CO‘\'CL From; HQ—\B \.Ef'r'\ P_ﬂ:}
"Divicion of Ll’cer\s:ng > Yrodeetion Adminstrotne
fax KN ~AHN-OBL™ Pages: .
Phone: B0 - 4| - OUBO Date: ()(n-\7) - \lo
e Plan of Carcecmonr Fax. 752- 2057
D urgent [ For Review O Pleasa Commant O please Raply (1 please Recycle
Comments:

Hourd COP% in the mail

**This correspondence is considered confidential. If this message is not intended for
you please notify us Immediately of our error and destroy this information. It is strictly
prohibited by law to copy, distribute, or disseminate any of this information. Not
abiding by this could result in a fine, jail time, or both.
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