#~~ 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:/Amww.dail. vermont.qov

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

March 8, 2016

Ms. Holly Baker, Manager
Manes House

127 Union Street
Bennington, VT 05201

Dear Ms. Baker:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 17, 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. [f
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

“‘Qbmﬁa,w\fﬂhﬁf\j

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services: Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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was completed on 2/17/16 by the Division of L0084 /H[ 0 ﬁ e "fé KE ot
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9.1 Environment ‘
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91a Theh t provide and maintain a \Ej /1 e
1. e home must provi nd main . o
- safe, functional, sanitary, homelike and I ﬁf' f7/l %ﬁ)}ﬁsﬂ ,
comfortable environrment. . 57 ‘ 'Zé ,
This REQUIREMENT s not met as evidenced ' ;QM #J’
by:
Based on observation and staff interview, the Kj{
facility failed to maintain a safe, sanitary and (° P LEDEd 7

homelike environment.
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' During a tour of the'facility at 11:10 AM, | i vErSd

accompanied by the ownerfadministrator, in foi.rr
| resident rooms, the furniture was worn and |
" mismalched. Room #3 had a dresser that Had b
broken drawer and the resident was not able t
use that section of the dresser for his/her
personal clgthing. Thare was also a bottle of
50% rubbing alcohol on top of & dresser in histher
room. The resident stated thal s/he brought it.
with him/her, but doesn't know why it is there.
Per administrator, the resident doesn't use it ar
that it shouldn't pe there. S/he also confirmed &
this tirne that the furniture wasz worn and the
i dresser drawer was Droken. Hisfher réom was
! also cluttered and there was dust build up on the
t furniture and the ropm presented as not being, i 7 , .
*clean. Do - i
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i Roam # 5 has chairs in the room for the [ |
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' pecupants to use and they have rips and teérs.
One of the chairs has tape on the arms over the
rips and the other has a tear in the upholstery.

'} the living area and there are ingontinent pads
" all of the furniture seats. The administrator stated

In raorn #7 the wallpaper was paelmg on the wall '

bealde histher bed.

There was dust build up on the television stanh in
n

that the residents are asked to keep their owni
rooms picked up ard the staff does the
housekeeping and cleaning. Sihe c:onfnrmed tLat
there are areas of the home that need attentio‘w
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