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 Certification Fax (802) 241-0343

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

July 6, 2016

Ms. Shannon Perry, Manager
LCMH Johnson Group Home
PO Box 406

Johnson, VT 05656-0406

Dear Ms. Perry:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
6, 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,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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T 001 Initial Comments ' T 001

An unanpounced onsite re-licensing survey and
self-report investigation was conducted on
06/06/16 by the Division of Licensing and
Protection. As the resull, the following are
Therapeutic Community Residence regulatory
findings.

T 022 V 5.4.c Resident Care and Services T022
SS5=A
5.4 Discharge Requirements

5.4.c Asummary of the resident’ s stay at the
facility shall be added to the resident record
within two weeks of his or her leaving. The
summary shall include the reason for leaving,
areas in which progress, no progress, or
regression was vhserved, and the medicaticn the
resident was prescribed at the time of leaving.

This REQUIREMENT is not met as evidenced
by:

Based on record review and inlerviews, there was
no discharge summary for one applicable
discharged resident in the sample. (Resident #3)
Finding include

1. Per record review, Resident #3 was admitted
on 03/01/14 and was discharged on 12/22/15,
There was no information regarding the
progression or non-progression of care and

- treatment nor the fisi of medications at the time of |
‘ feaving. The House Manger at 1:36 PM stated
"that when the resident left the TCR, the resident
went into a another living situation and there was |
& new case manager "so the summary probably
didn't get done™ . The House Marager confirmed

TOZ22:

discharge plan.

Discharge summary has been added to

the discharge check list. House manager
wiil now complete 2 house discharge _
summery to go with the case managers s

6l
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T 022 Centinued From page 1 T 022
the discharge summary was nol available,
T061 V.5.10.b,3.1.10.7ii.iv. Resident Care and Services TCB1
88=F _ i

-resource, the residence shail attempt to secure a

! resident

1 iil. Surmmary progress regorts shall be writlen
t regularly and made part of the resident record.

L iv. Whenever possible residents should be
- encouraged lo contribule to their own progress

5.10 Records/Reports

5.10.b.3.Progress notes that document a resident
' 5 progress and current status in meeting the
goals set by the trealment plan, as well as efforts
by staff members to help the resident achieve
these stated goals, shall be made a part of the
resident record.

i. All entries that involve subjective interpretation
of a resident ' s progress should be
supplemenied with

a descriplion of actual behavioral Observations
supporting the interpretation.

Il. If a resident is receiving services at an oulside

writlen
copy of progress noles and resident records
fror that source, These shall be atlached to the

record,

notes.

This REQUIREMENT is nol met as evidenced

TO61:

el
tPC will be updated the month
of move-Ii1 and will identify
goals and current problems by
case manager. House manager
will follow up with case
manager's supervisor to
address the timeliness of this
procedure.
Last two monthly notes have *
been added to the ciient file.
Monthly note audit has been
added to the discharge list, !
initial nursing assessment to be !

completed at inove-in, This
issue has been addressed with
current RN and is our current
practice,
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T 061 Continued From page 2 T 061

hy:

Rased on record review and interview, regular
summary reporls, current lreatment plans and/or
copies progress noles from outside sources were
nol writlen limely for 3 of 3 residenis in ihe
sample. (Residents #1, #2 and #3) Findings
include:

1. Resident #2 was admitied on 01/12/16. There
is no currenl idenlification of problems, curren|
functional situalion nor revised treatment plan, -
other than the Community Rehabilitalion
Treatment (CRT) and Individual Plan of Care
(IPC) from an area Mental Heallh Agency. The
CRT and IPC are dated 08/25/15, five monihs
prior to moving into this home, The House
Manger during interview at 2:02 PM confirmed
thal the admission paper work lo include current
status of function and lrealment plan for short
lerm goals were not done.

2. Resident #3's record review demonstrates the
lack of a treatment plan, two menths of summary
progress notes and a discharge summary. The
residenl was admilted 03/01/14 and discharged

| 12/22/15. During interview the House Manager

stated *f lhink it (IPC and/or CRT)was updated
about three months after [resident] moved in". In
addition, monthly progress notes for November
and December 2015 and the discharge summary
were nol found, The House Manager stated the
case manager usually writes the progress notes
and discharge summary but "at that time there

"was a newcase manager so that information
- was not written”. Sfhe confirmed the lack of &

treatment plan, two months of summary progress
notes and a discharge summary.  ALSO SEE
T-0022

3. Resident #1's initial nursing assessment,
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which notes current status in selling the treatment
plan, was nol completed in a timely manner. The
resident was admitlad on 08/22/14 and the
assessment was completed four months later, on
12121415. The House Manger confirmed the initial
assessment was not writlen timely.
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