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Ve N 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 056671-2306

hitp //www dail vermont gov

Vorice/TTY (802) 871-3317

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

May 10, 2013

Ms Catherine Rooney, Administrator

Harvey House Ltd

1997 Main Street

Castleton, VT 05735 Provider # 0380

Dear Ms Rooney

Enclosed s a copy of your acceptable plans of correction for the investigation of a complaint
conducted on March 21, 2013. Please post this document in a prominent place in your
facility

We may follow up to venfy that substantial compliance has been achieved and maintained  If
we find that your faciity has falled to achieve or maintain substantial comphance, remedies
may be imposed

Sincerely,

SRR NN

FPamelaM Cota, RN
Licensing Chief
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| An unannounced onalta investigation of a
complaint was conducted on 3/21/2013 by the
Divisicn of Licensing and Protection Tha
followlng regulatory deficiencies were idanlfied:
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SS=E |

510 Wedication Management

§10.c Staff will not assist with or administer any '5‘ \O m UMM\W% bm\\

madication, prascription or over-the-counter \ ((.TOV\
medications for which there (s not a physician's T\'J\Q WM WO veiQ
! written, signad order and supporting dlagnos!s or QE_')\‘.)\Q\ \DQ_ QAM\V\\B
' problem statement in the resident's record AT\ &Y o ‘V\\ S N AR
|
| This REQUIREMENT is not met as svidenced oder Gnusd, enmon iVen
by AV.orQACrs C? \V\ eud W
Based on record review and staff interview the TCQ«\(\ QA&- A e e\

facilty falled to assure that staff did not

administer medications for which there is no AN QQ \ CO\Y—" Cb AR o 5:‘_:@ \‘Qﬂj
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|

resident's record Findings include
‘ | foWwone g dvagnosis
record e d ol Lo

Qo vea AR

AN vecos dm e\ be

AN de\/ ™oy ks 20y
. P.um@

of 1|2 «(\“’-@S’“"W

|
JE2X Starr Semc l

Civiaton of Licenst
LABORATORY DIREC LIER HFP SHONA L{

STATE F [ \N’PM 1 i conllnuation shdst 1kt 4

'

Per record review of the records for all seven
residants in the facllity, there was no problem llst
or supporting diagnosis statement in tha
resident's records  Additionaly, there are not
assoclated diagnoses fisted with each medication
in the physician'a orders nor on the MARs
{Madication Administration Records) for any
residen! The above was confirmed with the
 facility Administrator, in interview on 3/21/13 at
; 3:20 PM
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5.11.d The licensee shall pot have on staff a
person who has had a charge of abuse, naglect
or exploitation substantiated agalnst him or her,
as defined in 33 V.8 A, Chaplers 49 and 89, or
one who has bean conwicted of an offense for
actions related to bedily injury, theft ar misuse of
funds or propesty. or other crimes Inimical to the
public welfare, in any junsdiction whether within
or outside of the State of Vermont This provision
shall epply to tha manager of tha home as wall,
regadiess of whathar the manager is lhe
licensee or not The licensee shall take all
reagonable steps Lo comply with this requiremant,
inciuding, but not limied to, obtaining and
checking personel and work references and
conlacting tha Division of Licensing and
Protection in accordance with 33 V.5 A §8811 to
see |f prospective amployees are on the abuse
registry or have a record of convictions,

i This REQUIREMENT s no! met as evidenced

| by .

| Based on record review and slaff intarview the

' facilily failed to request a waiver to employ a

' person with a positive criminal background check
| from the Dhwision of Licensing and Prolection,

» Findings include:

Par 8 raview of staff background checks, for six
present and past employees, the facility failed to
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request a walvar {0 employ one of the six, with a Q@ o 5'/3 L?)
¢ enminal conwvictian, from the Division of Licensing ‘pf(_ci‘ﬁ"c & ﬂl\\ !
| & Protection. In an interview on 03/21/2013 the “ l ‘
facility Administrator confirmed that s/he had nat 5 ;
requesled a waiver for this employee | }
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5§18  Reporing of Abuse, Neglect or
f Exploitation

'518a The licenses and staff shall report any

. case of suspected abuse, neglecl or explotation

"to the Adult Prolective Services {APS) as

i required by 33 V.S A, §8903. APS may be
contacted by calling toil-free 1-800-564-1612

| Reports must be mada o APS wilhin 48 hours pf

learning of the suspected, reported or alleged

incldant.

| This REQUIREMENT 1s not met as evidenced

i by

I Based on interviews and record review the facliity
' talled lo report an incident of suspected

i explonation of one resident, Resident #3, who

| had reported the allegad theft of a deblt card and
‘cash Flndings include’

‘ Per intarview with Resident #3, s/he had a Iocked
t box which contalned $300-400 and her Bank

{ Debit card, n tha closet of her bedroom, On

| 3/17/2013 s/he noticed tha! the box had been

j priad open and that the money and card wers
gone. S/he slates thal s/he reported it to the

T facllity manager who than reponted it {0 locel

] police,

!'In an interview at 3,30 PM the Facitity

. Administrator confirmed that the residant had

, reperied missing money and the Debit card and

. that s/he had calied the police who are
invesligating. She states that sha has not heard

anything back from them, S/he stated that facility .

_staff had also tned 1o determine what might have
happenad but have bean unable to raach any

- gonclusion Sihe confirmed that the faciity did not |

. report this to APS but that she would report it
| immedialaly
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