/\‘?’\ : 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://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

February 6, 2024

Christina Taft, Manager
Ascutney House

Po Box 250

Ascutney, VT 05030-0250

Dear Ms. Taft:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on December 18, 2023.
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.

If you have any questions, please feel free to contact me at (802) 585-0995.

Sincerely,

.-""-F‘

Carolyn Scott, LMHC, MS
State Long Term Care Manager
Division of Licensing & Protection

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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ASCUTNEY HOUSE

R100| Initial Comments: R100

An unannounced on site relicensure survey was
conducted by the Division of Licensing and
Protection on 12/18/23. Regulatory deficiencies
were identified. Findings include:

R173 V. RESIDENT CARE AND HOME SERVICES R173
SS=F

5.10 Medication Management
5.10.h.

(1) Resident medications that the home
manages must be stored in locked compartments
under proper temperature controls. Only
authorized personnel shall have access to the
keys

R 173 Accepted
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by:

Based on observation the manager failed to \ A\\ W\‘J’ .y \\,@l)

ensure medications were stored in locked storage \ ] 2 e
compartments and secure from unauthorized (Y\ 2 5\@ [\ \\\ (\
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Per observation during the facility tour . (-’OU\A'
commencing at 10:10 AM, the medication cart \\ EL\UQC QL\,\}\Q \d—

stored near the dining area, within an a common __\, N LAY S*C&% Q'\\ IU i A
area of the home, was observed to be unlocked 50 0 \ 0 (

at 10:23 AM. The medication cart remained
unlocked until 10:50 AM, when the RN was \ M MQM Q\o

notified of the cart being unlocked from the )_\ Qy\Q(\( A (T(\
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Per interview on 12/18/23 at 10: 53 AM, the RN -H\L O\ | U«q Q—o \ Al

confirmed the medication cart lock was not 5X Q V\\ u 3\)\\ ya ;
engaged and the Medication Tech is the 2% oW 9L \/\ 20 WP QAN i
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5.11.b The home must ensure that staff
demonstrate competency in the skills and

techniques they are expected to perform before G‘E KCLK\C‘U(\ Unathn,
providing any direct care to residents. 'I:hgre : UX\O-W\@x Ol\U 0 Ctj\ )
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(1) Resident rights;
(2) Fire safety and emergency evacuation;
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such as the Heimlich maneuver, accidents, police
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residents; 0 m w2 '&’UYU" A QU j’
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hours of annual trainings. Findings include:

Per record review of staff education records, 1
out 5 staff records were incomplete to account for
the required annual trainings, Resident rights,
Fire safety and emergency evacuation,
Emergency response procedures, Policy and
procedures regarding mandatory reports of
abuse, neglect, and exploitation, Respectful and
effective interaction with residents; Infection
control measures, and General supervision and
care of residents.

Per interview on 12/18/23 at 12:30 PM the
Registered Nurse (RN) confirmed the records for
1 out 5 staff were incomplete to account for the
annual trainings and competency in the required
topics.

R266 IX. PHYSICAL PLANT

9.1 Environment

9.1.a The home must provide and maintain a
safe, functional, sanitary, homelike and
comfortable environment.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview the
RCH failed to provide care in a safe environment.
Findings include:

During the facility tour at 10:35 AM oxygen
equipment was observed in Resident #1 room.
The hallway of the rcom, entry to the room, and
the interior of the room did not have proper
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signage posted. Per NFPA 101 Life Safety &
NFPA 99 Health Care Facility Code, it is
recommended signage is needed when oxygen is
in use. In addition, per Lippincott Manual 8th
addition Administering Oxygen by Nasal Cannula
Procedure Guideline 10-14; page 244:
“Performance phase 1. Post NO SMOKING signs
on the patient's door and in view of the patient
and visitors" .

At 10:35 AM the Med delegated staff confirmed
signage was not posted, and acknowlegded the
use of appropriate signage when oxygen in use to
maintain a safe environment.
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