7~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

March 31, 2015

Mr. Raymond Andrews, Administrator
Autumn House

141 South Branch Street
Bennington, VT 05201-2677

Dear Mr. Andrews:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
5, 2015. 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,

NUNRT =N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: R100 i
An unannounced on-site complaint investigation i
~was cenducted by the Division of Licensing and i

Protection on 3/6/16. There were findings.

R185 V. RESIDENT CARE AND HOME SERVICES R185 i

~ 5.8 Recards/Reports cQ/e/ W;;iih-: -/I//{
pr 7

5.12.a The licensee shall be responsible for
maintaining, filing and submitting all records
required by the licensing agency. Such records
shall be kept current and available for review at L
any time by authorized representatives of the . |
licensing agency. '

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to maintain ali records required by
the licensing agency available for review at any
time by authorized representatives of the
licensing agency. Findings include:

Cn 3/5115 upan arrival to the facility at 11:45 AM,
it was made known to the administrator that a :
review of employee files would be dore. S/he !
stated that the files are not kept at the facility and
he would need to contact Human Resources
{HR} at the main building to get them. At 12:02

- PM, s/he made the call to request the files for 5
employees. The files did not arrive until 1:21 PM
and were delivered by the HR Director. The HR
Director concurred at this time that the files are
not readily available at the individual facility.

Refer to R190. :
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: The results of the criminal record and aduit abuse

R206&
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R190 V. RESIDENT CARE AND HOME SERVICES

H
T
i

i R190
R190

Continued From page 1

5.12.b.(4)

registry checks for all staff,

This REQUIREMENT s not met as evidenced
by: i
Based on staff interview and reccrd review, the |
results of the criminal record and adult abuse i
registry checks are not maintained pn-site at the
location of the home. Findings inciude:

On 3/5/15 upon arrival to the facility at 11:45 AM,
itwas made known to the administrator that a -
review of emplpyee files would be done. S/he .
stated that the files are not kept at the facility and :
he would need to contact Human Resources {
{HR) at the main building to get them. At 12:02
PM, st/he made the call to request the files for 5
employees. The files did not arrive until 1:21 PM
and were delivered by the HR Director. The HR
Director concurred at this time that the files are
nat readily available at the individual facility.

V. RESIDENT CARE AND HOME SERVICES R206

518  Reporting of Abuse, Neglect or
Expioitation

5.18.a The licensee and staff shall report any
case of suspected abuse, neglect or exploitation |
to the Adult Protective Services (APS) as required
by 33 V.S.A §6903. APS may be contacted by |
calling toil-free 1-800-564-1612, Reports must be !
made to APS within 48 hours of learning of the
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- resident's dignity, individuality, and privacy. A

suspected, reported or alleged incident.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to report a case of suspected abuse
to the State Agency for Resident #1 as evidenced
by the foilowing.

On 3/5/15, during review of the internal
investigation surrounding an incident that involved
Resident #1, it was noted that an incident
involving suspected verbal and physical abuse
occurred on 2/25/14 ahout 7:30 PM. The incident
was then not reported by the 2 individual ’
employees that witnessed the incident untii one of:
them came forward on 9/29/14 and reported itto .
the administrator. Per internal investigation

report, the administration did not report the \
incident until 10/7/14. The administrator stated at .
1:10 PM, that s/he had not reported it until
10/7/14 and that the employee that notified
him/her had not done so until 9/29/14.

Vi, RESIDENTS RIGHTS

6.1 Every resident shall be treated with
consideration, respect and full recognition of the

home may not ask a resident to waive the
resident’s rights.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to insure that Resident #1 was
treated with consideration, respect and full
recognition of the resident’s dignity. Findings

o
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R213 Continued From page 3
include:

On 3/5/15 during a review of the investigative
report and interview with the administrator, it was
presented that the alieged perpetrator (AP) was
attemmpting to put Resident #1 ta bed with the 2
caregivers that were assigned to the house the
svening of 9/25/14. Both of the care givers were
fairly new to their positions and in spite of being
told they did not need the help, the AP insisted.
When Resident #1 resisted being helped up from
the wheelchair, the AP yelled at Resident #1 and
told him/her that "We are not going tc do this
tonight.” 1t was loud enough to make both of the
other staff feel uncomfortable. Perreport, when
Resident #1 was not getting up quick enough the
AP continued to yell and grabbed him/her

i

T

* R213

facefjaw area with a slight shake and said "Knock .
it off- Behave", while yelling at him/her. The :
repart continues to include that the AP then :
covered the mouth of Resident #1 with a wet i
washcloth and told him/her to stop spitting, saying -
"you are not going to spit”. Per witnesses, the
resident was unable to spit, but was making
motions as if spitting. At 12:21 PM while
reviewing the incident with the administrator, s/he -
stated that "the resident was definitely not treated
with dignity and respect”. The administrator
stated that protocol was not being foliowed, which |
is to allow quiet time during pericds of being ‘
I
|
i
{
I

- resistive and then to re-approach.

R224
§8=D

VI. RESIDENTS' RIGHTS

6.12 Residents shall be free from mental,
verba!l or physical abuse, neglect, and
exploitation, Residents shall also be free from
restrainis as described in Section 5.14.

R224

e
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R224 Continued From page 4

This REQUIREMENT is not met as evidenced

Bésed on staff interview and record review, the
facility failed to Insure that Resident #1 was free
from verbal or physical abuse. Findings include:

On 3/5/15 during a review of the investigative
report and interview with the administrator, it was |
presented that the alleged perpetrator (AP) was
attempting to put Resident #1 to bed with the 2
caregivers that were assigned to the house the
evening of 9/25/14. Both of the care givers were
fairly new to their positions and in spite of being
told they did not need the help, the AP insisted.
When Resident #1 resisted being helped up from
the wheeichair, the AP yelled at Resident #1 and
told him/her that "We are not going to do this
tonight" It was loud enough to make both of the
other staff feel uncomfortable, Per report, when
Resident #1 was not getting up quick enough the |
AP continued to yell and grabbed him/her
face/jaw area with a slight shake and said "Knock
it off- Behave", while yelling at him/her, The
report continues to include that the AP then
covered the mouth of Resident #1 with a wet
washcloth and told him/her to stop spitting, saying.
"you are npt going to spit’. Per witnesses, the

resident was unable to spit, but was making

motions as if spitting. At 12:21 PM whiie
reviewing the incident with the administrator, s/he
stated that "the resident was definitely not treated
with dignity and respect®. The administrator
stated that protocol was not being followed, which
is to allow quiet time during periods of being
resistive and then to re-approach.

R224

I
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3/25/15 Plan of Correction: Autumn House Group Home, UCS

R185 and R190: Records and Reports: Employee files on site,

Plan of Correction: The facility manager, Program Coordinator, and DS Director will work with the agency HR
department to establish a method of making these confidential records available on-site, with no delay, in a
manner that is in compliance with legal requirements to protect all employee records from unauthorized access.

Completion Date of Correction: 7/1/15

Monitoring Plan: The Group Home Manager will ensure coordination with the UCS HR Dept. in order to
maintain background checks for ali staff at the group home, ensuring confidentiality as mandated.

R206 Report any case of suspected abuse, neglect, or exploitation within 48 hours.

Plan of Correction: All staff were retrained on Abuse Reporting Requirements on 9/15/14, 11/18/14 and again
on 3/12/15. The requirement of reporting within 48 hours was stressed, even if the potential threat to the person
has been removed from the facility or if you have reason to believe that the accusation was false. In this particular
case, the staff person was put out on leave immediately upon the manager being informed of the allegation, and
subsequentty terminated. However, the manager is now recognizing that the elimination of the potential threat
does not negate the need to meet the 48 hour reporting requirement.

Re-training will occur at a staff meeting each quarter. The manager will ensure that he reports all allegations
within the 48 hour timeframe. The Program Coordinator will review all reports and ensure compliance.

Compietion Date of Correction: 3/12/15

Monitoring Plan: All allegations will be immediately reported to the Program Coordinator, who will ensure that
the proper reporting occurs. The Program Coordinator will provide weekly supervision of the Program Manager.

R213 and R224 Resident’s Rights; Dignity and respect; free from ahuse.

Plan of Correction: As is practice, any staff person who is alleged to have not treated a resident with dignity and
respect, or who is accused of any verbal or physical abuse or neglect, is immediately put out on administrative
leave until an investigation clears them from the allegation. Even if cleared by APS, the agency may decide to
terminate the individual. This procedure was followed in this report on LC.

Behavioral Support Plans are implemented and reviewed with staff. The manager will ensure that the protocols
are reviewed quarterly at staff meetings and that all new staff are thoroughly trained on them. Resident’s Rights
training was provided on 9/15/14 and will occur again on 3/25/15. All staff will go back through our Respectful
Interactions Training by 5/1/15.

Completion Date of Correction: 5/1/15

Monitering Plan: The Autumn House Manager will ensure that all residents are treated with dignity and respect
at all times by all staff. On-going training and role-modeling will occur. Any reports to the contrary will be
immediately dealt with as described above. The Program Coordinator will monitor through weekly supervision of
the Program Manager.
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