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 Adult Abuse: (800) 564-1612

May 25, 2016

Mr. Edgar Greason, Administrator
Country Village Community Care Home
99 Atkinson Street

Bellows Falls, VT 05101-1302

Dear Mr. Greason:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 4,
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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R10G Initial Comments: R100

An unannounced on-site compiaint investigation

was conducted by the Diviston of Licensing and ' “U th
Protection on 5/4/16. There were regulatory P\ﬂﬂjb&eﬁ a e‘i P\M“ O‘F
| findings. : (pifecivvy .
R114 V. RESIDENT CARE AND HOME SERVICES i R114

55=D
5.3 Discharge and Transfer Requirements
I

' 5.3.a Involuntary Discharge or Transfer of
Residents

‘ (2) In the case of an involuntary discharge or
I transfer, the manager shall;

! .. Notify the resident, and if known, a family |
i member and/or legal representative of the i
‘ resident, of the discharge or transfer and the i
! specific reasons for the move in writing and ina |
language and manner the resident understands -
at least 72 hours before a transfer within the ‘
» home and thirty (30) days before discharge from
| the home. If the resident does not have a family
" member or legal representative and requests
assistance, the notice shall be sentto the Long
Term Care Ombudsman, Vermont Protection and
Advocacy or Vermonl Senior Citizens Law
Project.

- ii. Use the form prescribed by the licensing

- agency for giving written notice of discharge or
transfer and include a statement in large print that
the resident has the right to appeal the home's
decision to transfer or discharge with the
appropriate information regarding haw to do so,

Li. Include a statement in the writien nctice that
the resident may remain in the room or hame
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i during the appeal.

‘ iv. Place a copy of the nctice in the resident's ‘
| clinical record. |

1 This REQUIREMENT is not met as evidenced
! by
Based on staff interview and record review, the
facility failed to notify 1 of 2 residents in the
sample, Resident #1, of an invaluntary discharge
: according to state regulations at teast 30 days
before discharge from the home. Findings
include:

¢ Resident #1 was admitted to the hospital after a

o ’ fall on 1/14/16 and per pregress note dated

‘ 1/15/16. the administrator went to the hospital to
see the resident. 1t is further documented that |
s/he informed Resident #1 that s/he continues 1o
fall and doesn't allow the facility to help him/her
and doesn't call for help. Per interview with the
administrator at 1:10 PM, s/he stated that if the

. discharge notice is not in the chart, then it was

| not given and s/he stated that s/he verbally told

: the resident that s/he was not ailowed to come !
back to the facility and was being discharged,
The house manager cenfirmed at 1:45 PM that
there was no evidence of a discharge notice
being given to Resident #1.

R123 V. RESIDENT CARE AND HOME SERVICES R123
S&5=D-

5.4 Refunds

5.4.2 When a rasident is discharged, the
resident shall receive a refund, within 15 days of
discharge, for any funds paid in advance for each

Division of Licensing anc Protection
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day care was not provided. In the case of a

discharge to a hospital or cther temporary ;
" placement, the effective date for this pravision |
shall be the day the home is notified the resident
will not be returning.  For the purposes of
providing refunds, "day of cischarge” shall be
considered the day the resident's room is empty
of tha resident's belongings, if those belongings
are foo large or difficult for the home to store
temporarily. The facility shall temporarily store ,
small items such as clothing and other personal |
items if necessary. |

This REQUIREMENT is not met as evidenced
by: |
Based on staff interview and record review, the
 facility failad to provide a refund within 15 days of
discharge fram the facility for 1 of 2 residents, |
Resident #1, Findings include:

i Per phone interview with the administrator at i
12:10 PM s/he stated that he does not keep any |

" financial informaticn at the facility and does not .
keep record of who has made a payment. She | ‘
further stated that payments are deposited in the

» checking account for Country Village and it

! doesn't show individual names. S/he said that if |

: Resident #1 was supposed to get a refund he ‘ |
would have given it to them and that sfhe would : '
check on the status of the refund when s/he

" arrived home, where the financial records are
kept. When the administraiar called the facility at
1:15 PM and stated that after reviewing the
financial statements s/he confirmed that there is
na evidence that the resident received a refund

within 15 days after discharge.
' [{
o [l b Ol e
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i
5.12.b. (1) I
|

- Aresident register including all discharges, ’
transfers out of the home and admissions.

This REQUIREMENT s not met as evidenced |
i by
' Based on staff interview and record review, the
facility failed to maintain a resident register that
included all discharges, transfers ¢ut of the home I
| and admissions. Findings include:
|

The resident register that was presented for
review contained only 24 names and only one

| reflected a discharge. Per interview with the

| house manager sthe stated that s/he would notify -
the administrator to get assistance with locating |

i theregister. The house manager presented

| yearly fists of residents that had been hospitalized | :
Ior 2010 - 2013, but there is no indication of
discharges to other places and the data is
incomplete. The house manager stated, at 12:35
PI, that the register does net reflect discharged |

- residents and it dees not contain the names of alt
the residents thal have resided at the facility. The|
administrator confirmed, via phone interview at

. 1:10 PM, that s'he had destroyed the original }

* register and had started a new one with the '
current residents residing at the facility.

Vi RESIDENT'S RIGHTS

6.14 Residents subject to ransfer or discharge
from the home, under Secticn 5.3 of these
regulations, shall:

6.14.a Be allowed to participate in the .

- R187

R228
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decision-making process of the home concemrng
the selection of an alternative placement; _
I 6.14.b Receaive adequate notice of 2 pending
! transfer; and |

6.14.¢c Be allowed to contest their transfer or
| discharge by filing a request for a tair hearing
before the Human Services Board in accordance I
| | with the procedures in 3 V.S A. §3091. ;

|
This REQUIREMENT is not met as evidenced |
by |
Based on staff interview and record review, the
facility failed to allow 1 of 2 residents, Resident
- #1, to participate in the decision-making process ’
. concemning the selection of aiternative placement
| and failed o provide adequate notice of a
pending transfer. Findings include:

. Review of the record for Resident #1 did not f

| provide evidence that the resident was allowed to :

' participate in the decision-making process for
alternalive placement and was not provided with
adequate notice of a pending discharge.

| Resident #1 was admitted to the hospital after a

| fall on 1414/15 and per progress note dated
| 1/19/16, the administrator went to the hospital to ; |

' see the resident. |tis further documented that | i
s/he informed Resident #1 that sfhe continues to
fall and doesn't allow the facility to help him/her
and doesn't call for help. Per interview with the
adiministrator at 1:10 PM, s/he stated that f the ;
discharge notice is not in the chart, then it was
not given and s/he stated thal s/he verbally talg
the resident that s/he was not allowed to come
back fo the facility and was being discharged.
The house manager confirmed at 1:45 PM that
there was no evidence of a discharge natice
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. being given to the resident.
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Survey response 5/4/16

R114

Country Village will follow proper procedure for involuntary discharge or transfer of resident
as stated in Statement of deficiency. CVCC will add to its policy and procedures that
Administrator, Manager, and Nurse will meet to discuss possible discharge and follow proper
procedure to notify Resident, Family if available, and other concerned parties if decided to ga
forward with a Involuntary Discharge. This action will be monitored by administrator.

R123

CVCC will add to its Policy and Procedures that refunds are discussed and noted that a
refund will be issued in the 15 day period allowed. This will be monitored by the Administrator.

R187

CVCC will maintain a Resident Register indicating Admission, discharge and/or readmission
when hospitalized. Residents not returning to the Home will indicate placement. This
deficiency will be monitored by the Administrator.

R226

As an extension of deficiency R114, If it is decided that a involuntary discharge is in order, the
resident will be invited to join the Administrator, Manager and Nurse to discuss discharge and
the Residents Rights to contest decision, remain in place in the home and request a fair

hearing before the Human Services Board. This acticn will be monitored by the Administrator.
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