7~ 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://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

~April 10, 2014

Mr. John Duffy, Administrator

Valley Vista

23 Upper Plain

Bradford, VT 05033 Provider #0540

Dear Mr. Duffy:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite
complaint investigation conducted on February 26, 2014. 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,

SR\

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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(echniques they are expectad to perform before
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be at least twelva (12) hours of fralning each yaar ‘ R oViE
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12/05/13 which states “.... [resident #1] vocalized : I /
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and belittled by a 1st shift RA [staff]. Patient did
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Per interview at 11:45 A.M. a clinical supervisor : i L TIEN ]
stated that "(Clinical Director] determined not to 3 Y WK Y P &
report becauselsihe] didn't assess It to be MEDICAL RECORD REVIEWS,
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Based on record review and interview, the TCR
falled to Tollow the grievance procedure for ohe
applicable resident. (Resident#1) Findings
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1. Per record review on 02/26/14 Resldent #1
" logged a complaint which wes not investigated in !
a timely manner per the TCR's policy and {
procadures. Per review of the Patient Rights 3
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should expect that they can register complaints
and grlevances withow fear of reprisal, and that
such will be addressed consistently, adequetely,
and promptly. Aleo |l states under the first bullat
‘Complaints necessitaling Immediate action In the
absence of the Program Director jnclude: alleged
. abuse or neglect of patients, imminent health or
safety concerns, matters which if riot promptly
could adversaly affect the palient community'.
Per Interview the on 02/26/14 at 1a:55 A M, the
Clinical Director staled the "complaint process is
usual!y handled In less than a day". S/he also
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] staff, looking at film, following up with the p
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department heads and/or staff and then meet
with patient.  Per review of the Valley Vista
Complaint Form from the resident dated
12/05/13 and two dated 12/06/13, there Is no
response noted on the reverse side of any of
thesa three Complaint forms which shows the i '
investigative steps, findings, recommendations or
action plan, .S/he confirmed during interview that ;
the procedure for the grievanca was not followad
as evident by the lack of documentation thet the
film was revlewed. staff were interviewed and the
| residant’s complain( was responded in a imely

f manner.

Pivislon of Ulcensing end Protection
STATE FORM L FKHB 11 If conlinuabion sheet & of @




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7

