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://mww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

April 10, 2014

Ms. Holly Baker, Administrator

Manes House

127 Union Street

Bennington, VT 05201 Provider # 0193

Dear Ms. Baker:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite
complaint investigation conducted on March 10, 2014. 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,

SN

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An announced on-site complaint investigation TS ¢S ,or,\) UM AANIUCA ¥d

was completed by the Division of Licensing and

Protection on 3/10/2014. There were findings 0‘-L 5{ 'f‘b_ CMCP um+
with this investigation. ;t(\) WQWN P

R169| V. RESIDENT CARE AND HOME SERVICES R169
SS=E

5.10 Medication Management

5.10.e Staff responsible for assisting residents
with medications must receive training in the
following areas before assisting with any
medications from the licensed nurse:

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

(2) The resident's right to direct the resident's
own care, including the right to refuse
medications. ' '
(3) Proper techniques for assisting with i
i medications, including hand washing and
checking the medication for the right resident,
medication, dose, time, route.

(4) Signs, symptoms and likely side effects to be
aware of for any medication a resident receijves.
(5) The home's policies and procedures for
assistance with medications.

| This REQUIREMENT is not met as evidenced

by:

Based an observation and staff interview the

| facility failed to insure that proper administration
techniques during medication administration were
adhered to. Findings include;

1.) During observation of medication
administration at 8:15 AM, the caregiver faled to |
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R169 | Continued From page 1 | Ries ‘J A3 AU smFP /chﬁfiﬁ €
wash or sanitize hands between 3 of 4 resident | D\JG j ﬁiil 0IA m
; observations; Resident #1, Resident #2 and ‘ ml’h‘\)ﬁﬁ f A
‘ Resident #3. Spoke with caregiver after LW My e phot
i administration and s/he confirmed that s/he did ka‘ww d‘“& J;iﬁt;

ﬂﬂ: "'0
‘ Fﬁtfmmm% mk%&ﬂ SR
2.) During observation of medication Nat- Ot Y )

not sanitize or wash hands between resldents.

administration to Resident #1, the caregiver m”
placed a Carvedilol 3.125 mg (milligram) tablet in ‘ W u)){{, @%u['r
her/his hand and handed it to the resident. The | - D AT,
caregiver confirmed that the tablet was pfaced in MJ 3[ ,gﬂ 97
their hand and stated that sometimes the pills are "f:B ;
0 ¢ . w,.C?,l/(ﬁt .,
so small that it is hard to get them out of the O dé Sﬁ}ﬂ
package (pills were bubble packed) without i— MH‘“—%EK‘ jﬁ‘VL@ &

touching them.

3.) During observation, Resident #2 required a 1
finger blood glucose be checked. The caregiver '
proceeded to obtain sample from finger and test
without application of gloves or cleansing of
hands befare or after procedure. Confirmation

' made with caregiver immediately followmg
incident.

R172| V. RESIDENT CARE AND HOME SERVICES R172

5.10 Medication Management

5.10.h All medicines and chemicals used in the
home must be labeled in accordance with
currently accepted professional standards of -

! practice. Medication shall be used only for the
: resident identified on the pharmacy label.

This REQUIREMENT is not met as evidenced
by: '

Based on observation and staff interview the
facility failed to insure that all medications were

Division of Licensing and Proteclion B
STATE FORM 500 3Z7H11 If continuation shee{ 2 of 11
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R172| Continued From page 2

labeled and stored properly in accordance with
acceptable standards of practice. Findings
include: ‘ ‘

1.) During inspection of medication storage a{
8:15 AM, a medicins bottle was in the medication
cart and had a handwritten label taped over the

mg Exp 12/15. The original label indicated
Ibuprofen 200 ma. Per interview with the
manager/owner at 8:15 AM, s/he stated that the
medication came from a resident that no longer
wanted them and the pills were placed.in the
bottle and relabeled in an attempt to save money.

2.) In the medication cart a bottle of pills with a
handwritten label indicating that there were
Tylenol 500 mg tablets in the bottle. Inquiry of the
manager presentad that the medication was left
aver from a deceased resident and in an attempt
to save money the pills were kept.

‘'R176| V. RESIDENT CARE AND HOME SERVICES
$§S=E

5.10 Medication Management
15.10.h (4)

Medications left after the death or discharge of a
resident, or outdated medications, shall be
promptly disposed of in accordance with the -
home's policy and applicable standards of
practice, '

: This REQUIREMENT is not met as evidenced
| by ‘

Based on observation and staff interview the
facility failed to insure that medications left after

original label. The label indicated, Ibuprofen 600 |

R172

R176
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R176 | Continued From page 3

the death or discharged resident, or outdated
medications were promptly disposed of in
accardance with the facility's policy and
applicable standards of practice. Findings
include:

1.) (n the medication cart a bottle of pills with a

.| handwritten label indicating that there were
Tylenol 500 mg tablets in the bottle. Inquiry of the
manager presented that the medication was left
over from a deceased resident and in an attem pt
to save money the pills were kept.

2.) Gonfirmation was made by the manager
regarding dlscontinued Warfarin 1mg tablets for
Resident #4 that was retained on the medication.
cart. Per interview, the resident has frequent
changes in dosing and in order to save money
the medication.was kept in the event that it was -
reordered at that dose.

3.) In observation of medication storage for
insulin, it was found that there were outdated vials
of insulin for Resident #5. A box with that was
labeled Lantus insulin, was dated as being
opened 1/29/14, There were 2 open partially
used vials of Lantus in the box and neither bottle
- was labeled. Per confirmation with the LPN at
12:30PM the vials were not labeled and s/he had
placed both botties in the one box because s/he
was going to finish drawing up the vial soon.
Confirmed that date opened was 1/29/14.
Reviewed with LPN manufacturer's guidance
(that was in box with the insulin botties) that the
insulin is 1o be discarded 28 days after opening.

4.) In observation of medication storage for
insulin, it was found that an opened bottle of
Novolog insulin for Resident #5 was dated as
being opened 1/27/14. Confirmed with LPN of

—
R176
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date 1/27/14 being the date opened. Reviewed
with LPN manufacturer's guidance (that was in
box with the insulin bottles) that the insulin is to
i be discarded 28 days after opening.
R181| V. RESIDENT CARE AND HOME SERVICES R181
SS=E

5.11 Staff Services

5.11.d The licensee shall not have on staff a
person who has had a charge of abuse, neglect
or exploitation substantiated against him or her,
as defined in 33 V.S.A. Chapters 49 and 69, or
one who has been convicted of an offense for
actions related to bodily injury, theft or misuse of
funds or property, or other crimes inimical to the
public welfare, in any jurisdiction whether within
or outside of the State of Vermont. This provision
shall apply to the manager of the home as well,
regardless of whether the manager is the
licensee or not. The licensee shall take all
reasonable steps to comply with this requirement,
including, but not limited to, obtaining and
checking personal and work references and
contacting the Division of Licensing and

i Protection in accordance with 33 V.S.A. §6911 to
! see if prospective employees are on the abuse
| registry or have a record of convictions.

This REQUIREMENT [s not met as evidenced
by: . ,
Based on review and staff interview the facility
failed to have evidence of completed Vermont
required background checks for 6 of 7 employees
as required. Findings include:

1.) Per review of employee files, it was found that
Child Abuse background checks (33 V.S A.

STATE FORM

Division of Licensing and Protection
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R181| Continued From page 5 R181 m Aot BHJWI QI%MKJ éﬂzﬁ [
Chapter 48) on 5 of 7 employees have not been _ &wm;d;f‘[—,ﬂ 0(') 3 -1 (/ MY Lesulls
completed. Per interview with the W on F_y q/ \[e.fl’ A_ op OP
managerfowner, s/he stated that the employees 4 45 iy, :
have been with the facility for over 6 years, S/he ‘ &t o, 1 ¢ A
further Stated s/he was not aware of the need to o (,()M
obtain Child Abuse background checks. s W E&Jﬁi ,

2.) Review of employee files presented that 2 of . D e L Em 16 5 [z o _
the 7 employees do not have Criminal L~ 6&5 f o "
background checks done. Confirmation was - @ ot en) ﬂ Qg

made with the manager/owner that these have
not been completed.

R233 VII. NUTRITION AND FOOD SERVICES | R233 P M A0 VYt 60
$5=C MMM% ‘S‘E‘Lco 'ﬂch

7.1 Kectopl fpr_Swett
.1.a (2) The meals served each day must

provide 100% of the Recommended Dietary Mb o VM‘}: SQ CJ]OHJ my
Allowances (RDA) as established by the Food ’ 1
and Nutrition Board of the National Research E’Mﬂ"ﬂ ™ \fmﬂf Alga &Ffw

Council of the National Academy of Sciences and e P\ £ 0
comply with the Dietary Guidelines for Americans. ? l’&(—ﬂ ) v&m

This REQUIREMENT is not met as evidenced MW - j
by: : |
Based on record review and staff interview, the _ ’ﬂﬁs D fEpwq ChRRLED EM

facility failed to insure that meals served each day

provided 100% of the recommended Dietary s OO CE FNTHE M
Allowances and comply with Dietary Guidelines. 2

Findings include: hﬁ(’*—’ ﬁiﬁ’ pwﬂi 6%" me
1.) Review of menu with'the manager, there ‘ 6&&{4@11“\0 L{%\&W&Q,

were 4 out of 7 days without Meat/Equivalent of |
4-5 oz, daily on Wednesday, Thursday and Friday
of posted menu for week #3 dated 3/9-3/15/14.

- This was confirmed at 1:15 PM by the manager.
An example of the meat servings that the facility
utilized was Hearty Ham soup was an evening

%E
gz
§
\‘ib

Division of Licensing and Protection
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7.1.a.(4) The home must follow the written,
posted menus. If a substitution must be made,
the substitution shall be recorded on the written
menu,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview the
facility failed to insure that substitutions for the
menu were written on the menu. Findings
include:

Per observation of the posted menu, there were
no substitutions. - At 9:00 AM, per interview with
house manager, s/he stated that substitutions are
provided if a resident does not want the prepared
meal, but confirmed that these substitutions are
not documented.

Plopes. sts £33
Re! Mswd“

T

MBNESHRUGE BENNINGTON, VT 05201
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R233| Gontinued From page 6 R233 t) | v )T He NL?S/W*J‘ #rmit I%M
meal and consisted of potato, carrots, celery and 2 6H DU Acep € e EZ?M
ham, but per manager confirmation it probably did i @rfm ENCLAER
not not have the required servings per resident as J ZIEWLGEL'
reguired. QL Wf#" FB ,w
. o (L BE Od LN BWTRD gl
2,) Confirmation by the manager that there were J) Ao Mﬂ J%
4 of 7 days without adequate partions of :
vegetables that were listed on the menu. March ~ ~ ,
12,13, 14 and 15. Rftena Ly ol BE uﬁﬁwﬂm
3.) Per confirmation with the manager at 1:15 ‘Dﬂ% UL ‘
PM, there were 7 out of 7 days for the posted
menu, dated 3/9 - 3/15/14, that there was not
adequate Bread/Rice/Cereal/Pasta/Equivalent
servings. Bread or rolls are not offered at each
meal per interview with the manager
R235 VII. NUTRITION AND FOOD SERVICES R235
. SS=B :

{
)
i
]
]
i
|
1
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R246 | Continued From page 7

R246 VII. NUTRITION AND FOOD SERVICES
SS=B

7.2 Food Safety and Sanitation

7.2.a Each home must procure food from

consumption, free of spoilage, filth or other

kept separate until returned to the supplier.
by: R .
Based on observation and staff interview the

comply with all laws relating to food and food
handling. Findings include:

when made or what the contents were.

R247| VI, NUTRITION AND FOOD SERVICES
SS=E|° .

7.2 Food Safety and Sanitation

7.2.b All perishable food and drink shall be

heated prior to service.

sources that comply with all laws relating to food
and food 1abeling. Food must be safe for human

contamination. All milk products served and used
in food preparation must be pasteurized. Cans
with dents, swelling or leaks shall be rejected and

This REQUIREMENT is not met as evidenced

facility failed to procure food from sources that

At 12:50 PM during inspection of food storage, it
was found that there were 4 jars of home canned
goods. The LPN and caregiver were unsure who
had made them and were unsure of what was in
the jars. There was no labels or dates to indicate

labeled, dated and held at proper temperatures:
(1) Ator below 40 degrees Fahrenheit. (2) Ator
above 140 degrees Fahrenheit when served or

R246
R246

R247

DEFICIENCY)
oS LA
er il B oA THE
]

3.1y (eEL
4

b framy

t
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This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the -
facility failed to insure proper food storage
monitoring as evidenced by the following:

1.) No evidence provided by the facility regarding
temperature monitoring of refrigerator/freezer.
Per interview with staff and manager, the
refrigerator has a built-in digital thermometer and
it was confirmed at 12:50 PM that a log record is
not kept. :

2.) At 12;50 PM upon opening the refrigerator
door, there was a tube of blood on the shelf in a
plastic bag, next to a bag of partially thawed
hamburg, The caregiver confirmed that it had

Just been placed there by the nurse. Upon ) 3y )
interview with the nurse, s/he confirmed that it g}\’ L" ) ‘5() 5 é z M
was just drawn and the caregiver was to take it to i) 1 | B L EY
the hospital lab at end of shift (which was not for z} m Jd

a cogple of hours). d?ﬁ ﬁfﬁ(ﬂ/‘/@"’w

3.) Five containers of left overs found with only W

‘'one container labeled with date and what the
contents were. Caregiver unable to tell what

other items were or when they were placed in the
refrigerator.

4,) Removed from the refrigerator by the LPN
during inspection were rotten, moldy tomatoes
and peppers from the crisper bin, along with a
black slimy partial head of lettuce. The
refrigerator shelves were dirty and s/he instructed
the caregiver to clean them. There was also a
piece of molded cheese with a resident's name
on it that was removed secondary to being moldy.

5.) It was confirmed with the caregiver that there
were unlabeled and undated plastic bags of food
Division of Licensing and Protection

STATE FORM : 111 3Z7H11 . : If continuaton sheet 3 of 11
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R247 | Continued From page 9 R247
i in the freezer and that the freezer was dirty. One

of the plastic bags appeared to have gravy and

ancther baked beans, neither the LPN nor the

caregiver could confirm the gravy, but were sure

of the beans. Two bags were unidentifiable. 5

8.) On the dry goods food storage shelf there é) - f

were 2 cans of opened partially used frosting, the 4 “ﬁ’fi Fzﬂa&W&S m ﬂ

chocolate frosting being hardened with no date as | /4 3 /ﬂ /(Iﬂ oy, % ﬁﬁy

to when opened. The vanilla frosting had a date ,7 ) ‘

of being opened on 2/4/14. Per caregiver cans. of I iS’L{ﬁv{"/ﬂf/ b o

frosting are u_sed immediately upon opening and f7 #6] W

s/he was upaware they were open. Also on the

shelves were 2 pouches of seasoning mix with { :
expiration dates of 12/12/13 and 7/7/13, ajar of - /ﬁh/ M%@W M

| peanut butter dated as expired April 2013 and a h

o b, T PO - fg fteny

R268 IX. PHYSICAL PLANT - | R268 ﬂl%@ Ok f&ﬂﬁﬂﬁ%s K&ZZ'
= - - Belwled | e

| 9,2 Residents' Rooms mﬁdwbg /: J y
9.2.a Each bedroom shall have at least 100 //ﬁ% CUQL w wéfj

§
F
3
L5

square feet of useable floor space in single ]
rooms and at least 80 square feet per bed in m M , /WW ,
double-bed rooms, exclusive of toilets, closets, ’
lockers, wardrobes, alcoves or vestibules. These
specifications may be waived for beds licensed
prior to the adoption of the 1987 regulations.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to have at least 80 square feet of |
useable floor space per bed in a double-bed room
and provide at least 36 inches between beds.

i Further, the facility failed to provnde solid core
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doors to bedroom entrances. Findings include:

1.) During tour of facility, Room#6 has double
occupancy and the room size is 10.5 x 14.5 feet,
making it 78.125 square feet per bed. The room

i had 2 beds, dressers and very little walking

space. The space between the beds presents at
17 inches between beds and not the required 36
inches. Confirmation of measurements was
made by the LPN at 3:30PM,

2.) Room #8 js a room with double occupancy
and presents with 28 inches between the beds.
Confirmation was made of the measurements by
the LPN at 3:30PM.

entrance doors that presented with glass panes
and not of the solid core construction required.
This was confirmed by he LPN at 3:30PM.
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