2 SN 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://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

October 12, 2012

Ms. Kim Russell-Peck, Administrator
Kirby House, Inc.

64 South Main Street

Waterbury, VT 05676-1517

Dear Ms. Russell-Peck:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 11, 2012. 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,

Sl 1)

Pamela M. Cota, RN
Licensing Chief
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An unannounced on-site complaint investigation
survey of multiple complaints was conducted on
1 9/10/12 & 9/11/12 by the Division of Licensing
‘ and Protection. There were regulatory ;
| deficiencies identified during the survey as
| follows:

R145 V. RESIDENT GARE AND HOME SERVICES | R145 | Tor Yhe Cove Do veviewed
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: as identified in the resident assessment. A plan _QC\“:’ . . \\m\\
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v

necessary to assist the resident to maintain ‘ L
independence and well-being; \o Preneny, ouoA\ o

| Ae-escoxcne e berag

: This REQUIREMENT is not met as evidenced : .
by: WQenhi fred in Porss.
i Based on record review and staff interviews, the Wie oge cur
- facility failed to assure the development of a care i ) CovTEni)
plan which describes the care and services rouenine, a\\ core
needed to assist the resident to maintain ?\mq\) oo\ C‘&\X\ Oy Nores,

| independence and well-being for three (3)

residents in a sample of four (4). Findings o NQ.\.\\)Q GOPTOPT e
| include: Sox C\\(‘C(}Q\us ‘\C\e‘\'\"\%ecx yolt
' 1). For Resident #2 the Care Plan lists his/her Do aod Sram s |0t b | »

I behaviors as: Assaultive, Agitated, Self-Harm, ‘ _ LSJE,; N4
| Withdrawn, Elopement, and Anxiety. Although Poved Seriaerd) oy vend | Pard

| these behaviors are listed there are no Cove Okntnn Wi\
| interventions provided in the Care Pian to be ) ¥ - G\ L)
mi' employed by staff to prevent, avoid, or ncyude AND Dhep. 1
| de-escalate the identified behaviors. \0\3\\\9

' 2). For Resident #3 the Care Plan lists his/her
: behaviors as Assaultive, Agitated, and Suicidal.
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i Although these behaviors are listed there or no
“interventions provided in the Care Plan to be
. empioyed by staff to prevent, avoid, or
T de-escalate the identified behaviors.
‘ 3). For Resident #4 the Care Plan lists his/her
| behaviors as Anxiety, Assaultive, Withdrawn, and
| Agitated. Although these behaviors are listed
| there are no interventions provided in the Care
.. | Plan to be employed by staff to prevent, avoid, or
T | de-escalate the identified behaviors.
- The above was confirmed with the facility
' Manager on 9/10/12 at 4 PM.
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| 5.11 Staff Services

i 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
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.
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This REQUIREMENT is not met as evidenced

by:

Based on record review and staff interviews the
facility failed to assure that there was no person
onh staff who had a charge of abuse, negiect, or

exploitation substantiated against him or her.
Findings include:

In a records review for five {5) randomly chosen
staff members the file showed no evidence of
adult and child abuse registry checks forone (1)
staff member and no evidence of adult abuse {
registry checks for an additional three (3) staff i
members, The finding was confirmed. by the :
facility Manager and facility Owner on 9/12/12 at el
3 PM. A ;
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Each home must have written policies and

LN i
procedures that govern all services provided by Cecords Do\ \Ub\ .

the home. A copy shall be available at the home
for review upon request.
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Per record review Resident #1 had expressed O Qﬂ:\\ s"kev Y

suicidal ideation on 6/12/12 and Resident #3 is 3‘\\‘3 \_\:{\‘b\\\(\q\m CC&J\\\\/

identified as having Suicidal behaviors at times, ‘ - N

In an interview at 3:30 PM on 9/10/12 the facility fhemal RNead¥n Crvavs

Manager stated that the facility practice is to call -&E’(X‘ﬂ- An e éu(‘_(_‘x\ VOO

the Mental Health screeners anytime a resident
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