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& T ‘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 26, 2013

Ms. Melissa Craig, Administrator
Rowan Court Health & Rehab
378 Prospect Street

Barre, VT 05641-5421

Dear Ms. Craig:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
1, 2013. 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
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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and asked them what they needed. LNA #2
stated that they were looking for a staff person,
and went out to tell a supervising nurse about the |
incident that they observed. LNA #1 left the
building shortly after the incident, however 5
telephoned another LNA on duty that evening
(LNA #3) at 10:00 PM on 3/17/13 to ask if they
would retrieve a personal item left behind. LNA
#3 wrote a statement for the facility investigation
that stated that LNA#1 told LNA#3 in that phone |
conversation that Resident #1 had pinched them, |
and that they struck the resident. The incident |
was reported to the local police department, and |
to the state agency within the required timeframe, |
| and a follow-up investigation was conducted
| which confirmed the abuse of Resident #1.
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