7~ 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 Cetrtification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

March 15, 2016

Ms. Catherine Rooney, Manager
Owen House, Ltd

3 Union Street

Fair Haven, VT 05743-1028

Dear Ms. Rooney:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 11, 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. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

W@d

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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v nitial Comments:

| An unannounced onsite re-licensure survey was
campleted on 1/11/18 by the Vermont Division of
Licensing and Protection. The following regulatory

’ vioialions were found,

|

|

i V. RESIDENT CARE AND HOME SERVICES

5.1 Admission

: 5.2.a Prior to or at the time of admission, each

" resident, and the resident's legal representative if

: any, shali be provided with a written admission

' agreement which describes the daily, waekiy, or
menthly rate to be charged, a description of the

I services that are covered in the rate, and ali other
applicabie financial issues, inciuding an

- explanation of the home's policy regarding

! discharge or transfer when a resident's financial

| status changas from privately paying to paying

i with S8i or ACCS benefits. This admission

| agreement shali specify at least how the following

! sarvices will be provided, and what additional

i charges there wili be, if any: all personal care
services, nursing sarvices; medication

" management; laundry; transportation; toiletries;

and any additional services provided under ACCS

or a Medicaid Waiver program. if applicable, the

agreement must specify the amount and purposs

of any deposit. This agreemeat must also specify

the resident's transfer and discharge rights,

including provisions for refunds, and must include

i a description of the home's personal needs

- allowance policy.

(1) Inaddition to general resident agreement
requirements, agreements for all ACCS
participants shall include: the
ACCS sarvices, the specific rogm and board rate, |
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!l .
‘ Continued From page 1 R104

‘ the amount of personal needs aliowance and the
. provider's agreement to acoept room and board
; and Medicaid as sole payment.

“This REQUIREMENT ig not met ss evidenced
by:

Based on stafi interview and record review, the
home falled to update admission agreements for
3 of 3 residents in the sample recelving ACCS
(Assistive Community Care Services) services
regarding room and board rates and parsonal
needs allowance. (Residents #1, # 2, and #3),
Findings include: '

Per review of the admission agreements for
Residents #1, #2 and #3 on 1/11/6, thers had
been no new agreement written to raflect the
annual changes in the specific room and board
rate and the amount of tha personal needs
allowance for each of these residents and the
stated rates were not accurate, The failure to
update the admission agreements was confirmed
during interview with the ADM the same day.

59.¢(2)

Cversee development of a weitten plan of care for
each resident that is based on apilities and needs
as identifisd in the resident assessment. Aplan
of care must describe the care and services
necessary to assist the resident to maintain i i
independence and weil-being; i '

" This REQUIREMENT s not met as evidenced
by
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. Based on staff interview and record review, the
RN failed to agsure that the care plan for each
. resident addressed all of their identified needs for
2 of 3 residents in the samplg. (Residents #2 and Q ‘ U(B
#3). Findings Include: -
1. Per record review, the care plan for Resident “\J ‘(‘%"‘Q \/\Q_&. o ol Qdif‘e%

#1 did not address the regident's gain of 25

- poundsz since admission in March, 2015, The RN N\_M 0L ?\CX.AA_S\:» 3

" monthly assessment noted the weight gain but \
did not address the gain in a care plan. The WY Cs \;-‘\Q (W% V\ Wy ‘

resident is 5 feat and 2 inches in height and Is Q Q % Q
| independent with all Activities of Daily Living | \/\O\,\T e“NMNeodos
(ADLs). The resident also has an anxiety disorder

requiring staff reassurance and support and this CA.Q__, O‘M-? \.Q_&. —

need was not addressed on the care plan,

%m\w& \Bes
. d raview, the carg plan for Resident \
2. Per record review, the care plan | eside §Q'~$‘§?x

#2 did not identify the resident's weight loss, The

resident iz averweight (52" and 186 pounds) and
has mullipte co-morbidities per the ADM. S/he YW ST (\-\ A _\-

has gradually lost 16 pounds in the last year and e \CSQN\:,YCL LSL\S:!A«\&LQC

is on a NC5 (no concentrated sweets) diet. The
weight [0ss is not Identified and addressed on the ANAS -3 \ &

care plan and there is no specific goal related to
the weight loss. L\ \ \ \\p CA'M_J

: V. RESIDENT CARE AND HOME SERVICES R179

RT
55=

5.11 Staff Services

5.11.b The home must ensure that staff
demonstrate competency in the skills and
techniques they are expected to perform before
. providing any direct care to residents. Tnere

shall be at least twelve (12) hours of training each'
- year for ¢ach staff parson providing direct care to
residents. The training must include, but is not
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- limited to, the following: i
i (1) Resident rights;
I (2) Fire safety and emergency evacustion,
{(3) Resident emergency respanse procedures,
such as the Heimlich maneuver, accidents, police
or ambulance contact and first aid;
(4) Policles and procedures regarding mandatory
reports of abuse, neglect and exploitation; Q \-(Q\
(5) Respectful and effective interaction with
residents; a.g \/\, \_\
(8 Infection control measures, inctuding but not m N %L L E)U
limited to, handwashing, handling of linens,
maintaining clean environments, blood borne —\-DS\S)\M Cow. W EAND
pathogens and universal precautions; and ‘
{(7) General supervision and care of residents. VAL GV WASK A
. o 2 V\_C_Xl....k(\\‘@_f& 4[31\@
This REQUIREMENT Is not met as evidenced
o WACAANS & ]
Basad on staff interview and record review, the '—I S-Q Ot ¥\ X
facility failed to assure that all direct care slaff LVLR QI VR A \\J—‘;,
; completed the seven required annuai in-services,
ag part of the total of 12 hours of annual @Tk‘b\ J\-'&CJ...\ LAV V\_‘:"}H
in-gervices training required. (5 of 5 staff . QA
reviewed did not completed all trainings), \wvw et
Findings inciude: m Vv \,Q\ cxj(.fﬁ’\"“\-\\ CH“‘Q
l' N - "
Per review of the in-service trainings for 5 direct e ESv - \—Q.KL(.\ L&)M\ \ vy
care staff for the previous 12 manth period, o " !c - __(J
staff had completed all of the 7 specific state ¥\—)\(\_SL__ \ "?_':?\_ %Vv\m\ m
| required annual trainings. f\ithough the‘staﬁ 'dld £ g\\ \Q,CLQ&/\ N leCudlclw
complete 12 hours of training, the training falled | | :
. to intiude the following mandatory subjects: E WD w\ e WS ‘&‘\Cgf?
| Resident Rights, Fire Safety, Emergency . ) . \
. Response, Abuse/Neglect Exploitation and \D‘Q%\ VU NG E-A V\Sﬂ
Respectful Effective Communication. The failure w& A-M
to include the required trainings was confirmed | W AAD
" during interview with the ADM on the afternoon of | ?_.—\\ \\\D ‘
418, i !
Division © .icensing and Pratection .
STATEF( M L DK 11 If coatinuation sheat 4 of 8
/v "E9vd Wd 82:20 9TQZ ST IeW




Divisia

of Licansing and Protection

PRINTED: 02/24/2016 -

FORM APPROVED

STATEM
AMD PL/

yT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
I OF CORRECTION \DENTIFICATION NUMBER:

0382

(X2) MULTIPLE CONSTRUGTION
A. BUILDING:

{(®3) DATE SURVEY
COMPLEYER

B WING

01/11/2016

NAME ©

OWEN

PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3 UNICN STREET

IQUSE, LTD

FAIR HAVEN, VT 05743

(X4) iD
PREF
TAG

; SUMMARY STATEMENT DF DEFICIENCIES
! (RACH DEFICIENCY MUST BE PRECEDED BY FULL
: REGULATORY OR LSC IDENTIFYING INFORMATION)

ID ‘ FROVIDER'S PLAN OF CORREGTIDN I xm
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG CRDSS-REFERENGED TO THE APPROPRIATE | DATE

DEFIGIENCY)

R+
88=

i VIl NUTRITION AND FOOD SERVICES
|
| 7.2 Food Safety and Sanitation

7.2.b All perigshable food and drink shall ba
labeled, dated and held al praper tamperatures:
{1) Ator below 40 degrees Fahrenheit. (2) Ator
ahove 140 degrees Fahrenheit when served or
heated prior to service,

This REQUIREMENT is not met as avidenced
by:

Based on observation and staff interview, the
facility faliad to assure that all perishable foods
wera maintained in accordance with licensing
regulations and aceepted safe food handling
practices, Findings include:

Per absarvations in the kitchan area on 1/11/16 at
10:15 AM, the following undated food was
obsarved in the main refrigarator. @ container of
left over chicken chow mein. Additionally, there
was leftover pizza dated 1/2/16 and scalloped
potatoes dated 1/4/16. Per interview with the
administrator at the time of the observation, per
facility policy, perishable leftovers should be

| disposed of by the end of the 5th day.

. The pizza and potatoes were disposed of at that
time.

R3¢ 1 IX. PHYSICAL PLANT
8=

i 911 Disaster and Emergency Preparedness

9.11.c Each home shall have in effect, and

. available to staff and residents, written copies of

" a plan for the protection of all persons in the
event of fire and for the evacuation of the buuldmg
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+ Continued From page 5
: when necessary. Al staff shall be instructed

. This REQUIREMENT is niol met as evidenced

LY

- 11.1 Aresidents money and cther valuabies

periodically and kept informed of their duties
under the plan. Fire drilis shali be conducted on
at least a quarterly basis and shall rotate times of
day among morning, afternoon, evening, and
night. The date and time of each drill and the
names of participating staff members shall be
documented.

by:

Basad on staff interview and record review, the
home falled to assure that fire drilis were
conductad for 1 of the 4 required times of the day
during the last 12 month period. Findings
inciude:

Per review of the schedule of fire drills conducted
during the past 12 month period, there was no fire
drill completed during the night time houts
(betwaen 12 midnight and 6:00 AM). The
Vermont Residential Care Home Licensing
Regulations state; Fire drills shali be conducted
on at least a quarterly basis and shall rotate times
of the day among morning, afternoon, evening
and night. The omisstons were confirmed with the
Administrator during interview on the afternoon of
1/11116.

XI. RESIDENT FUNDS AND PROPERTY

shall ba in the control of the resident, except
where there is a guardian, attorney in fact (power
of attorney), or representative payee who
requests otherwise, The home may manage the
regident's finances only upan the written request |
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R31 i Continued From page 6 R313 !
| of the resident, There shall be a written
i agreement staling the assistance raquestead, the .
' terms of same, the funds or property and persons |
involved, [
2D
This REQUIREMENT s not met as evidenced . é\ /
by: E: L Nv- VABLAD a0 Y W\Cb
Based on staff interview and record review, the \ Q -
facllity failed to obtain a written request for A LQQCL& C(_\“""CL“'C&' NCRAA
assistance from 1 applicable resident whoss wus \\\.Q,\ fal ey &.:s(‘.LT“AT‘-C’_V“ .
finances they manage. (Resident #1). Findings N - _ py
include: (BNAAN \T\ A QO PNV A
, o SR e TR
Per review of recards and interview with the - . -0
Administrator (ADM) on 1/11116 at 10:45 AM, the 5;\ VLA C R, . (RN S
" ADM provides management of financial records
for Resident #1 and does give a report verbaily to s\ PN PQ o |
 their legal guardian, The ADM confirmed that the ‘ NV h J\_g
| home did not require the resident's guardian to %JC‘”’R“ Novesa A
request assistance in maneging the financial &M (RCOTN -\LMQ
sgrvices in writing. C,\f\ VACK AW D e O
28"} X1 RESIDENT FUNDS AND PROPERTY R314 \ \':; \ \\\Q Vs %)‘:’( _
. 11.2 If the home manages the resident's Lk
: finances, the home must keep a record of all Q, %\ Y
| transactions, provide the re_sident with a quarterly g AR Cy ‘3_3
| statement, and keep all resident funds separate b \ ,
| from the home or licensee's funds N bl@aN! & a
This REQUIREMENT is not met as evidenced
by:
: Basad on staff interview and record review, the
" home failed to provide the resident/iegal i
representative with a quarterly statement for
applicable resident in the survey. (Resident #1).
Findings include:
1
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Fer interview on 1/11/16, the home's ADM stated
| that although they do provide frequent verbal
raports of Resident #1's financial fransactions,
they have not been providing the required written
quarterly reports, .
|
|
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