~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) 241-2345

To Report Adult Abuse: (800) 564-1612
’ Fax (802) 241-2358

January 5, 2011

James Sutton, Administrator
Cedar Hill Health Care Center
49 Cedar Hill Drive
Windsor, VT 05089

- Provider ID #:475046

Dear Mr. Sutton:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 6, 2010.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

SNUNRIN=N

Pamela M. Cota, RN

Licensing Chief
PCil
Enclosure

Disability and Aging Services Blind and Visually Imaired

Licensing and Protection Vocational Rehabilitation
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incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by: ‘

Based upon interview and record review, the
Facility failed to ensure that alleged violations
involving employee to resident abuse and neglect
were thoroughly investigated and reported to.the
Division of Licensing and Protection. (Employees
A, B, C and Resident #1) Thisis a repeat
deficiency. Findings include:

1. Per employee file review, Employee A's file
contained a letter dated 10/30/10, signed by staff,
stating that Employee A was "spoken o today
concerning her inappropriate behavior/rude fo a
couple of residents". Per staff interview on
12/6/10 at 2:37 PM, the DNS (Director of Nursing
Services) acknowledged receipt of the 10/30/10
letter signed by staff concerning Employee A's
“inappropriate/rude behavior to a couple of
residents”. In addition, the DNS verified on
12/6/10 at 2:40 PM that she did not conduct an
investigation concerning the allegations and did
not report the allegations to the Division of
Licensing and Protection (Residents are
unknown).

2. Per record review, the Administrator and DNS
received a letter from a second employee, dated
10/22/10 at 9:00 PM, alleging staff to resident
neglect concerning Employee A. in addition, on
10/26/10 at 1600 the DNS attached a note to the
letter stating the DNS and ADNS met with the
employee. Per staff interview on 12/6/10 at 2:11
PM, the DNS confirmed that the alleged staff to
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[This corrective action will be monitored
by the Administrator and the DNS and
reviewed by the Quality Assurance

| Committee at the quarterly

 meetings.

 Corrective Action td be completed by
| January 6, 2011.
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‘| 10/25/10 at 1600, the DNS attached a note to the

resident neglect concerning Employee A was not
reported to the Division of Licensingand
Protection (Residents are unknown).

3. Per record review, the Administrator and DNS
received a letter from an employee dated
10/22/10 at 9:35 PM alleging staff to resident
neglect concerning Emiployee B. In addition, on

letter stating the DNS met with the employee to
discuss concerns. Per staff interview on 12/6/10
at 2:11 PM, the DNS confirmed that the alleged
staff to resident neglect concerning Employee B
was not reported to the Division of Licensing and
Protection (Residents are unknown).

4. Per staff interview on 12/6/10 at 2:22 PM, the
DNS confirmed that an employee reported that
Employee C spoke harshly to Resident #1 on
10/25/10. On 12/6/10 at 2:25 PM, the DNS
confirmed that an alleged abuse investigation was
not conducted, and the alleged abuse was not
reported to the Division of Licensing and
Protection concerning Employee C and Resident
#1.
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