7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 0567 1-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

March 2, 2015

Ms. Catherine Rooney, Administrator
Owen House, Ltd

3 Union Street

Fair Haven, VT 05743-1028

Dear Ms. Rooney:

Enclosed is a copy of your acceptable plans of cerrection for the survey conducted on
January 28, 2015. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compiiance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

‘WMMMN

Pameia M. Cota, RN
Licensing Chief

PC;jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: R1490
t An on-site complaint investigation was conducted '
i by the Division of Lirensing and Protactign on
| 1/28/2016. There were findings surroundmg this
.lnvashgahon
R18$ V. RESIDENT CARE AN HOME SERVICES R168

58=A

512.b.(2)

‘ Arecerd for each rasident which includes:
resident's name,; emergency nolification

[ numbers, name,.address and telephone number
i of any legal represantative or, if there i8 none, the
! hext of kit physician’s nama, address and

| telephone number; instructions in case of
resident’s death; the resident's assessment(s);
progress notes regarding any accldent or incident
and subsequent follow-up; list of allsrgies; a

! sighad admission agreement; a recent

; photograph of the rasident, unless the resident

: ghjecis; a copy of the resident’s advance

. directives, it any completed; and a copy of the

- document giving legal autheorlty to another, if any.

This REQUIREMENT s not met as evidenced
by : _

Based on record review and staff interview the
facility falled to have complete medical records
for 1 resident, Resident#1, Findings include:

On 1/28//2015 at 1:30 PM, during record review

for Resldent #1, there was no evidence of

t smergency contact address or telaphone

: humber, nor instructions in the svent of desth of
- the resident. Further review presented that thare
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| right to discharge himself or herseif from the
| homa. The home must fully inform the resident of
]' the consequences of refusing care, If the resident
j makes a fully informed decigion (o refuse care,
! the heme must respsct that declsion and is
absolved of further responsibifity. {f the refusal of
' care will resull in & residsnt's needs increasing
a beyond what the hame is licensed to provide, or
: will regult in the home belng In viclation of these
i regulations, the ‘hame may Issue the resldenta
thirty (30} day notice of discharge In accordancs
with section 5.3.a of these regulations,

This REGUIREMENT s not met as evidenced
by:

Based on resident and ataff interview, the facility
failed to aliow ong resident, Resident #1, the right
to refuse care to the extent allowed by law,
Findings inciude:

1. During Interview on 1/28/2015 at 11:48 AM,
| Resident #1 stated that a/he does not like most of
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R188 Continued From page 4 R8s G < ) g
| | Qogies CASEe ML
that there wes ha evidencs of emergency contact .
" infarmation, nor instructions in the avent pf the '
- resident's death. Srhe further confirmed that
there was no evidence gf a signed admission
; agreement, Sfhe stated that the rales had
" recenily changed and it had béen sent {o his case
i manager to be signed. When this sUrveyor
inguired as to whare the previous agree ment
was, s/he stated that it should be in the medical
racord and coea not know whare it is,
R227| vi. RESIDENTS' RIGHTS Ra2?
85=D
68.15  Reslkients have the right to refuse care F: -7
to the extent allowsd by law, This includes the ‘2'
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the foods that are served and that s/he can't have
3eConds if there is something that you doike to
eal. S/He further stated that s/he has been told
that if 8/he doesn't eat, then s/he can't have
dessort and if s/he doesn't eat what is served,
then sfhe doesn't get anything. Resident #1
further stated that sfthe shouidn't have to eat what
they don'l like and should have dassert If they
want to, Per intarview with the owner on 1/28/15
at 2:00 PM, the residents are on Heart Healthy
Diets, S/he confirmad that there ts no evidence
from the physician to support the dacision to
serve therapeutic diets or ko withhold desserts,

i 2. Resident #1 during interview on 1/28/2015 at
11:48 AM stated s/he can't take walke unless it is
on the property grounds and s’he doesn't like the
Tfeefings that s/he can't be trusted fo go for a walk
on herfhis own, Resident #1 said that s/he
doesn't like being made to felt like s/he has not
advanced enough to be trusted. Per review of
the survey results from the Division of Licensing
| and Protection dated January 2014, the Plan of
| Correction (POC) was to Include that a written
| safety contract on why some restrigtions are in
‘ plage for the resident's safety would be part of the
| resident record and that by not complying with the
* contract, that they would be in Jeopardy of losing
. placement from the horme with & 30 day written
: notice of discharge. At 1:30 PM, per interview
I with the owner, the resldent is unsafe to walk by
: her/himself about town and when sfhe has done
! 80 in the past, the police have heen notified and
i when the 1s found, the owner has fold the police
[ to nolify his case Mmanager beoause it has been
- reviewed with Resident #1 as to why they should
' not leave the facility grounds by themselves,
. 3/he confirmed that there is no evidence of a
w safety contract for Resident #1 as indicated by
| the POC,
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s 7.1.a. (8) Thare ghall be 3 written physician's
- oroer in the resident's record for all therapeutic . )
diets. E L] 1\'3""\\5“-3‘

This REQUIREMENT is not met as evidenced

by: o e “
. Based on record review and staft intorviow, the \{\(\Q_ N\_M L"‘%’ :

' facility failed to have written physician's order in

i the resident's record for all therapsutic diets for 1 VE'_\LQC% S \Q S \ \ \‘_\:\'\é

| of 2 residonts reviewsd, Resigent#1. Findings

] include: ) g —
CEx nesCs
furing intarview on 1/28/2015 at 11:48 AM,
Resident #1 stated that s/he does not like most of ﬁ\ \ \\. ,Q r
the foods that are served and that.sthe can't have \Q é:?' NS -

. eat. &§/He further stated that s/he has been told
. that if s/he doesn't eat, then sthe ¢an't have
. dessert and if s/he doean't eat what is sarved,
i then sthe doesn't get anything, Residen{ #1
{ further stated that s/he shouldn't have to eat what
they don't like and sholid have dessert if they
wam to. Parintarnview with the owner an 1/26/15
lal 2:00 PM, sfhé stated that the residents are on
| Heart Haalthy Diste. S/he confirmed that there is

' no avidenes from the physician 1o support the

; dagision to serve therapautic diets or to withhaold N

| desserts ‘ f l “-Q \é Q,U\
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