2~~~ 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://Amww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

December 4, 2015

Mr. Michael Joyce, Manager
Lenny Burke's Farm, Inc.

Po Box 75

Wallingford, VT 05773

Dear Mr.. Joyce:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 17, 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. [f
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,
"chmﬁ.cm Lcotapy

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100| Inltial Comments: R100
An unannounced on-site survey was completed
on 11/17/15 vy staff from the Vermont Divislon of
licensing and Protection. The survey included a
re-licensure survey and investigation of a
complaint, The following regulatery violations are
rolated to the redicensure survay only. The
complaint allegations were not substantiated.
R113 V, RESIDENT CARE AND HOME SERVICES R113

§58=C

5.3 Discharge and Transfer Reguirements

§.3.& Involuntary Discharge or Transfer of
Resldents

{1)An Involuntary discharge of a resident Is the
removal of the residant from a residential care
home when the resldent or the resident's legal
representative has not requested or consented In
advance to the removal, Atransfer Is the removal
of tha resldent from the room the resident
currently ocoupies to ancthar room In tha home
or to another facility with an anticlpatad return to
the homa. An involuntary discharge or transfar
may occur only when:

I, The rasident's care needs axcaed those
which the home is licensed or approved through
& variarce to provide; or
li. The home [s unable to tMeet the resident's
assessed neads,; or
iii. The resident presents a threat to the resident's
gelf or the welfare of othar residents or staff; or
iv. The discharge or transfer s ordered by a
court, or
v. The resident has fallad to pay monthly charges
far roam, board and care in accordance with the
admlsslon agreement,
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Continued From page 1

Thia REQUIREMENT s not met as evidenced
oy :

Based on staff interview and record review, the
heme included nen-alicwed reascns for pofentlal
Inveluntary discharge in It's admission
agreemants for 3 of 3 applicable residents In the
sample. (Rasidents #1, 2, and 3). Findings
inciude:

Per raviaw of the Admission Agreemants for
Residents # 1, 2, and 3, 8l agresments contained
the same non-allowed potentiai reasons the
resident may be issusd an Invoiuntary discharge
from the home. The language was notn
accordance with the 5 reasans stated in the
Vermont "Residentlal Care Home Licensing
Regulations". The non-aliowed reasons for
involuntary dlscharge listed In the admission
agreements of the 3 regidents was confirmed
during Interviews with the Manager and
Administrator an the afternoon of 11/18/15,

V. RESIDENT CARE AND HOME SERVICES

6.7 Assessmant

5,7.a An asgessment shall be completad for
each resident within 14 days of admlission,
congigtent with the physlelan's diagnosis and
orders, using an asaesament Instrument provided
by the ligensing agency. The resident's abiiities
regarding medication management shall be
assessed within 24 hours and nurging delegation
implemented, if necessary.

This REQUIREMENT I8 not mal ae evidenced
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Continued From page 2

by

Based on staff Intarview and record review, the
admission assessments for 2 of 3 residants in the
appllcable sample were not completed within 14

days of admission to the home. (Residents#1 and
&), Findings inciude:

Per review of the medical records for Residents
#1.and #2, the Admission Assassment was not
completad within 14 days of admission to the
home as required. For Resident #1, who was
admitted on 12/4/14, the assessment was

' completsd on 12/29/14. For Resident #2, who

was admitted on 2/18/15, the agmission
assessment was completed on 3/2/15. The iack
of imely completion cf these assessments was
confirmed during Interviews with the Reglstered
Nurse (RN) and the Manager of the home on the
atternoon of 11/17/15.

V. RESIDENT CARE AND HOME SERVICES

5.8.¢(2)

Qversee deveiopment of 8 written plan of vare for
each resident that is based on ablilties and needs
as identified in the resident agsessment. Aplan
of care must describe the care and services
necessary to assist the resident to maintaln
independence and wall-being;

This REQUIREMENT s not met as evidenced
by

Basead on staff interview and record review, the
RN falled fo assure that the resident Care Plans
addressed all of the regldent's assessed neads
and described the nacessary cars and sarvices to
assist in the maintenance of independence and
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Continuad From pege 3

well being for 2 of 3 residents in the applicable
sample, (Resident #2 and #3). Findings includs:

1. Par raview of the care pian for Regident #1 on
1117715, the pian did not address the resident's
nesds related 1o a rlak of Injury from a medloa!l
condltion and angoing treatment for stabliization
of the condition (esizure disorder). The lack of a
plan to provide written goaie and Interventions to
assist with this ident/fled need was confirmed
during interview with the RN on the afternoon o
11171185, :

2. Par review of the medical record for Resident
#3, the resldent had multipla medical congltions
reguiring daily treatments and ongolng monitering
for injury prevention and health malntenance. The
care plan did not address these 2 areas of
identified needs. The jack of pians to direct etaff
I the management of thase needs was
confirmad durlng interview with the RN on
11/1718.

V, RESIDENT CARE AND HOME SERVICES

5.12.0. (3)

For residents reqguiring nursing care, Including
nursing overview or medication management, the
racord ahali algo contain; inltial assessment;
annual reassessment; significant change
assessment; physician's admission statemant
and cutrent orders: staff prograss notes including
changes In the resident's condition and action |
taken; and reports of phyeician visits, signed
telephone orders and treatment documentstion;
and resident pian of care,
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Thie REQUIREMENT is not met as evidenced
by;

Based on staff interview and racord review, the
facility falled tc assure that the medicai records
for 1 resident wera complate and included aif
reports of physician orders for medications and
treatments. (Resident #1) Findings inciude:;

Per review of the medicel record for Resldant #1
on 11/18/16, the resident was adrittad to the
home emergently on 12/4/14, without physician
orders for all of the medications that the resident
brought with htm/her upon admission, The facility
had recelvad a set of incomplete medicai orders
that was dated from August 8, 2014, from the
pravious facllity, The resident did nnt see the new
physician until sarly January, 2015 to get a
complete set of all current orders, signed by the
current provider, Additionaily, a signed copy of
current meadications was not meintalned In the
medical record at the home, per review on
11/18/16. On 11/17/16, the home requested from
the physiclan and received via fax, a complete set

of signed medication ordars,

VIl NUTRITION AND FOOD SERVICES

7.1.8.(1) Menus for regular and therapeutls diets
ghail be planned and written at least one (1) week
In advance.

g’hls REQUIREMENT is not met as evigdenced

y:

Based on obeervation and staff interview, the
home falled to plan for and have the meny posted
of the current week's meais for braakfast, lunch
and dinner. All residents were potantially affected
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Continued From page 5
by this pragtice. Findings ihclude:

During the initlal tour of the home on 11/16/15 at
6:45 AM, the menu posted on tha refrigerater did
not include any listed Itsms for the noon meal
axcept for the pravious dey, 11/16/16, When
asked abeut the lack of tems listad for the Noon
meaal, the staff member stated that thay havae
saveral types of foods available every day for
lunch and that residents may choose whatever Iz
available to eat for that meal. The fallure to meet
the raquirament to plan and post aach weak's
complated menu, with spacifle focds listed for
each meal, was confirmed with the Manager and
the staff member at the time of the tour,

|X. PHYSICAL PLANT

9.3 Tollet, Bathing and Lavatory Facilities

8.3.d Each bathtub and shower shali be
gonstructed and anclosed 0 gs to enhsure
adequate space and privacy while in use,

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation and steff interview, the
homa falled to agsure that the resident bathroom
hed a door which was lockable to ensura tha
privagy of residents using it This oractice had the
patentlal to atfect all residents of the home.
Findings includs:

Par obsarvations during the morning of 11/16/15,
the surveyer noted that the resident bathroom on
the main floor of the homa dig not have a working
joek on the door to allow for grivacy whiie in use,
After exarmining the door's locking mechanism
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with the staff member, It was determinad by staff : sl
that the lock was not in working order., Lol Wudb Wiy 3 \\\\’\\H
Subseguently, a new lock was Installed later the WYL Suwein wWps Soan.
same day.
8231[? Xl REBIDENT FUNDS AND PROPERTY R313
T

11.1 Aresldent's money and othar valuables
ghall be in the control of the resident, except
where there 18 a guardian, attorney in fact (power
of attorney), or repressntative payse who
requests otherwige, The home may manage the
residant's finances only upon the wrliten request
of the resldent. There shall be a written
sgreament stating the assistance raquasted, the
terms of same, the funds or property and perzons
inveived.

This REQUIREMENT is not met as evidenced
by:

Basad on etaff interview and record review, the
faclity falled to assure that they had a written
request to manage funds from 1 applicable
rasident, and aiso failed t¢ assure that there was
a written agraement stating the assistance
requested, the terms of same, and the typa of
funds and the persons involved for 1 applicable
rasident In the sample. (Resldent #4) Findings
in¢lude:

Par Interview with the manager of the home, they
do asalst with the management of the personal
neads monies for Resident #4, per the the
regident’s request, The assistance Includes
writing out personal checks as requested by the
resldent for various personal neads. The resident
co-slgns all checks. The home had not obtalned a
written reguest from the resident (only a verbal

Divislon of Licansing and Protection
STATE FORM L] _ HEL11 f continuation ehest 7 of 8
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request); nor had the home provided a written
agreement of the arrangement made with the
resident to assist with chacking account
manegement, The hame did provide the reguired
quarterly statements to the resident. The fallure to
adhere to the regulatory requirements for
asslsting with resident funds was sonfrmed
during interview with the Office Meanager and

Administrator on 11/17/15 at approximately 2:46
PM.
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