7~ 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 30, 2014

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 correction for the survey conducted on
January 30, 2014, Please post this document in a prominent piace 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,

SNONRIN

Pamela 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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55 General Care

b.8.a Upon a resident's admission to a
residential card home, necessary services shall
be provided or arranged to meet the resident's
personal, psychosocdial, pursing and medical care
needs, .

This REQUREMENT is not met as evidenced
by:

Based on record review, abservation, and staft
interview the facility falled to arrange necessary
services for ope resident Resident #8 (R&8) for
medical services of a worsening wound, Findings
Include:

Per racard review for Resident #6, a wound of the
Left {L) heel was first noted in records on
12119413, The nurses note does mention the
wound as a superficial wound and instruclions
weare to cleanse and cover the wound. In tha
direct caregiver Daily Log on 12/23 the wound is
described as swollen and hot. On 12/25 the |
haeel wound was described as hot and swollen
with & fou! dralnags. Tha drainage is deseribed in
notes a5 continuing and Incraasing with a note on
1/1/14 stating that the drainage had soaked
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: An unannounced pnsite investigation of a Fl€3$ ¢ see artadaed
- complaint was Initlated on 1/13/2014 by the T
| Division of Licensing & Protection, and concluded dociument ov Fult Plaﬂ
:on 1/30/14 aftar further offsite gathering of R .
" infarmation. The following regulatory deficiencies 0 J; Wﬂq"‘hms {/DY
were cited as a result of the investigation; & o
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through the dressing and the sock. On 1/2/14 a ' MM%‘Q—S’ \ i reEad
note stated that the regident complained of pain 1 % @:& 0 B4, m
in his/er L fool. The notes written by unlicensed
day staff state that the L foot was soaked daily. *-Q_J-c" A SO
Inan interview on 1/13/14 at 10:35 AM, the e3r¢1§5<éjtﬂﬁp

¢ for the wound but did have an appointment the
; following week for a routine neurology check.

L In an interview at 12;38 PM, the fadility nurse ,

caregiver en duty stated that s/he had soaked the
resident's foot in warm water (after removing the
dressing), S/he stated that then the foot was

" e ﬁé—i\(‘\;{) _
Tens e \Wﬂ@

glevated in a reclinar (o await the managers @\C&m A S

arrival to ptit the dressing on. In an interview at
11:40 AM, the Manager stated that the usual %‘5&;'3,.%—
procadure to cara.for the wound is that the day
staff remove the dressing and soak the foot and
then sfhe comes and applies & new dréessing.
This procediire was not found any where in the
nctes, orders, or care plan. S/he stated that the
goak solutlon is a combinatlon of warm tap water
and table salt that "we always use". S/he stated
that the resident had not seen histher physiclan

stated that when sfhe saw the wound on $2/19/13
the wound was small enough to be coverad by a
Band-Aid. S/he stated that the wound was
cleansed with saling and a Band-Aid applied. The
nurse frad not returned to the faciity since 12/18
and usually visits once'monthly and as needsd, |
S/he would usually come to the facility toward thae |
end of the month. Sthe stated Lhat the facility staff
had not notifiad him/her of the changes in the i
waund and s/he was not awars that the wound f
was reddenead, swollen, and d¢raining. S/he stated
that &/ne had nol notified the resident's physician
of the waund and had not suggested that an
appaintment be arranged basad on the
Information s/he had,

|
|
1
|
i
t
i
|
|
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|
5.9.¢12)

Oversep devaloprmant of a written plan of care for
_{ wach resident that |2 based on abilties and neads
as identified in the resident assessment. A plan

| of care must describe the care and sarvices

| necegsary to ssajst the resident to maintain |

! independence and well-baing, C_;}Jt“-@\ ?\‘U\N\ﬁ:‘ U&’\\\

! This REQUIREMENT is not met as evidenced OALO A esex\ Bt

| by: D eyyem O

E Based on record réview and intsrvisw the facility 'e) Shome '

! falled fo assurethat the written plan of cara Q%’\CE m ci:’ \’\_

i describes care and gervices necessary to ¢ ‘

i maintain well-peing for three residents (Residents : %\\Q_-GQ QO U3

| #2 %6 & #7). Findings inciude: d m -
1Hp Ddlra‘ew Rasident #2, according to VAOSACQ, " =, QQ

P&l ratnr VIBW, sidlen , BECOraIn ek By
notes, was in the kitohen searching the MMM -

‘ cupboerds for cookles on 12/20/13 and stuffing (ot Q& \\__Q_g;ﬁ‘p\..t{(\

| food Into his/her clothes on 172714 when steff . : p)

i stopped himmer and escorted himear fram the \(\w Q@w— E““

| kitchen. Thare is no dacumentation in the carg ' )

i plan regarding the resident's hehaviors. In ‘“LQSQ,-\CX. ' :
Intsrview or 1/13714 at 11:45 AM, the Manager , 5
stated that!t was common for this resident ' ‘
hoard and try to gathet food and other ltems In U@Acﬁ% CONL &C&M
the room. In an interview at 12:35 PM, the facility \ a \ ,
nuree statad that the behavior was not reported o ‘ \_}&-\,\\ - B
himvher and that sfhe had not care planned for Q,QJ’U-\’
that behavior, \E”MJ\ Es\bggj\

2). Per racord review of nurse's monthly notes,
Resldent #6 has a wound on the L heel, The
nursa did write 2 note on 12/19 stating that the
wound was {0 be cleansed and covered as

Divisial of Licending and Protection

STATE FORM ¥ peib1 If contiuation sheet 4 of 12

ZT /& HEOvd WY LZ'TT PBIQZ €2 d=sd
T




Division of Licensing and Protection

PRINTED: 02/10/2014
FORM AFPROVED

STATEMENT OF DEFIGIENCIES (%1} PROVIDE RISUPPLICR/CLIA (X2) MULTIPLE CONSTRUSTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER; A BUILDING: COMPLETED
C
ole2 BWING, 04/30/2014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESY, CITY, STATE, 2IP CO0DF

3 UNION §TREET

OWEN HOUSE, \TD

FAIR HAVEN, VT 05743

BUMMARY STATEMENT OF DEFIGIENCIES
[EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY QR LSG IDENTIFYING INFORMATION)

A4y 1D
PREFIX
TAG

)
i PREFIX
PTAG

H MPROVIDER'S PLAN OF CLYRRECT HIN
: (EACH GORRECTIVE ACTION SHOULD BE
CROSS-REFERENGEQ TO THE APPROPRIATE
DEFIGIENGY)

(%6}
COMPLETE
DATE

R145) Cantinued From page 3

‘[ neaded. There was no update the the written plan
of care regarding the worsening wound or care
that should be provided for the wound.
Additionaily R#8 had monthly weights recorded In
the nurses notes (but not on the monthly
| flowsheet). There fs one waight per month found
i i the record for September, QGdtober, and
- November, and no weights listed far Decamber or
Janusry The recorded weights reflect a 81 day
! weight logs of 14 pounds or a 6.6% weight loss.
| There was no revision of the care plan to reflect
‘ waight loss or provide strategies for maintaining
| waight,

i 3). Per recard review of nurge's monthly notes,

» Rasldent #7 had manthly weights recorded in the
nurses notes (but nat on the maonthily flowsheet),
The welghts are as follows- 913: 186#, 10/13;
180#, 11/13: 176# and 12/13, 170%, and there are
no weights listed for January. The recorded
waights refiect a 61 day weight loss of 10 pounds
ora 5,2 % weight loss and a 90 day weight loss
of 16 pounds ar an 8,4% weight loss. There was
! no revigion of the care plan to reflgct weight loss
: ar provide strategies for maintaining weight.

I}

S? rz;e! V. RESIDENT CARE AND HOME SERVICES

| 5.9.0(3)

|

| Provide instruction and supervision ta all direct
| care personnel regarding each residen{'s health
| care needs and nutritional needs and delegate
! nursing tasks a8 appropriate;

. This REQUIREMENT is not met as evidenced
’ fhy:
1 Based on record review, obsewatian and staff

R146

R146
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s inchude:

interview the facility failed to agsure that the nursa
pravided instruction and supervision ta all direct
care pefsaningl regarding each resident's health
care needs and nutritionat needs as appropriate,
for Reaidents #8 & #7 (R#8, R#7). Findings

1). Per racord raview, R#6 had a wound on
his/her Left (L) heel discovered on 12/18/13. The
nurses note written on that date states that the
walind ghould be cleansed and coverad as
neaded. The written plan of ¢are does not contain
information regarding treatmeant of the wound. In
a review of the caregivers Daily Log book it is
stated thal R#'s foof '3 soaked and slevated.

In an interview on 1/13/14 at 10:45 AM, the dirsct |

; caregiver staff bn duty stated that s/he was

: directed by the manager 1o seak the foat and

- him/her application of a dressing. She stated that
*the nuree had not provided any instrustion

i in an Interview at 11;45 AM, the facllity manager

leave it elevated and opan to air daily to await
regarding the woundl.

stated that s/ne had not contacted the facitty
nurse to report the wound changes or recelve
additional insfriction. The facility nurse
acknowledged that &/he becames aware of a
wound on the L heel of the resident, with iower
extretmily Neuropathy, on 1219413 and that s/he
had not been back to the facility as of this date
{1/13/14), nor had s/e cafled for ah update on
the condition of the wound. Sfhe also stated that
s/he had made no revislan of the carg plan
regarding the wound and the interventions
requyired.

i
!

2}, Parrecord review Residants # & #7 both has |
!

. significant weight lose during the periad of
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R148

R149:
S8=f

1
1

Continued From page &

8/13/13 to present. There were no notes
regarding the weight loss by the nurse and there
ware no revisions {o either rasidant's care plar.
The direct care staff on duty statad In an interview
at lunck time that s/he had not received any

! instruetion ragarding any residents at risk for
; waight loss.

V. RESIDENT CARE AND HOME SERVICES

£.9.c (8)

Maintain a current list of afl treatments for gach

rasidant that shall inglude: the nams, date

treatment ordered, treatment and frequency
preseribad and documentakan ta reflect that
tregtment was carried oyt

This REQUIREMENT |5 not met as evidenced
by

Basad an record review and staff interviews the
facility fallad ta assura that & current list of all
traatments was maintained for Resideni #6 (R#6)
recsiving wound care, Findings includs:

Per record review, R#5 had a wounhd pn the
bottom of hisher Left heet discoverad on
12/1913. The nurses note writtan on that dats
states that the wolnd should he cleansad and
covered a5 ngeded. There I no Physician's
CQrder for wound treatment. In a review of the
caregivers Daily Log book itis stated in notes that
R#6's fool is soaked and elevated.

[r an interview at 10:45 AM the direct caregiver
staff on duty atated that stha was directed by the
managar to soak the foot and leave It slavated
and open to air daily to, await his/her application
of a drassing. S/he sfated that the nurge had not

R146

R149

|
|

I
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R148° Continued From page 6 R149

! provided any instruction regarding the wound.

than interview at 11:45 AM the facility manager
stated that sfhe had not contacted the facility
nurse to report the wound changas or receive

1 additional instruction. Sthe stated that there was
! ho written list of the wound treatment available
and that dacumentation of the wound care is in
the Caragiver Lug,

R180: v, RESIDENT CARE AND HOME SERVICES R150
8S=E"

59.¢ (7}

| Agsure that symptoms or signs of iliness or
accident are recorded at the time of ogourrence,
! along with action taken;

| This REQUIREMENT is not met as avidsnced
by '
! Based on record review and staff interview the | x& !
i facility falled {o aasure that all symgtoms or signs | . '
of iliness were recorded at the time of b ?“@\é%& l@ LAY u.r_ﬂ.

ocourrance, along with actions taken for 2 Ny ey, VL
Residante (Resident #6 & #7). Findings include: k\i&f\g:év\i\& OQS:.;\ tl\ e &\Kﬂ
BN - B Ve -
1). Per record review and staff interview, two 9 ! \{\ v (i
residents experienced sighificant weight loss. \Q\\ Wis ? \w\%’\Q (AL
Resident #6 had monthily weights racorded in the "*—”"'"-: WS WY 'V\J\C,L\(;Q % WD

nurses notes (but not on the monthly flowsheet),

: The weights are as follows- 9/13: 250 Ibs, 10/13: AR Ax-ordevs

{240 ibs, and 11713 2236 Ibs. There are no

| weights listed for Dec 2013 or Jan 2014. The CaxX~ % A AALD V&_Q\@

i recorded weights reflect a €1 day welght loss of

o 3 .
14 pounds or a 5.6% welght loss. ' W\% ; LTPNA DA = '

Resident #7 had monthly weights recarded ih the
nurgas notes (but noton the monthly flowsheet).

|
Division of Licansing and Frofaction
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R150 | Continlied From page 7 R160

The weights are as follows- 8/13: 186 lbs, 10/13:
180 Ibs, 11/13: 178 lbs and 12/13, 170 ibs. There
are no weights listed for Jan 2014, The recorded
welgnts refiect a B1 day weight loss of 10 pounds
or a 5.2% weight loss and a 90 day weight loss of
16 pounds or an 5.4% weight loss.

in & review of the nursing notes the weighta ara
Itsted monthly but there is no documentation of
the significant weight loss and a plan for acton.
There is no indication of notification of the MD or
instruction to staff regarding weight maintanance
strategies or notification of hurse or MD,

. 2). Parrecord review, a wolnd Is notad for R#5
on the left neel on 12/19/13 but there I8 no
description of exact location, size, or color of the
wound in the notes nor any indication of
instructions to staff ag to notification of Nuree and
MD far changes in wound and treatment
procadures. .

R153 V. RESIDENT CARE AND HOME SERVICES R153
58=E .

5.9.¢{10)
Monitor stability of each resident's weight;

This REQUIREMENT is not met ag evidenced
by .

Based on record review the facility falled to
assure that the stability of each regidant's weight
wag monitored for Residents #68 & #7. Findings
include: :

1). Par record review and staff intarview, two
residents experianced sighificant weight loss,

| Resident #0 had monthly welghts recorded in the
{
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55D -

{

Continued From page 8

nurses notes (but not on the monthly flowsheet).
The weights are as follows-9/13: 250 ths, 10/13:
240 Ibs, and 11/13; 236 [ba, There are no
walghts listed for Déc 2013 or Jan 2014, The
recorded weights reflect a 81 day weight loss of

" 14 pounds or a B.6% weight loss.

. Rasident #7 had monthly weights recorded in the

nurses notes (hut not on the monthly flowsheet),

. The waights are as follows- 9/13; 186 ihs, 10/13;
180 lbs, 11713: 178 1bs and 12/13: 170 lbs. There
| are no welghts listed for Jan 2014, The recosded

walghts reflect 2 61 day weight logs of 10 pounds

or a 5.2% weight foss and a 80 day weight loss of

18 pounds or an 8.4% weight loss.

In & revlew of the nursing notes the welghts are
Hated monthly but there |3 no documentation of
the slgnificant weight loss and a plan for action
for elther residant. There is no indication of
notification of the MD or Instruction to staff
regarding waight maintenance strategies or
natification of nurse or MD, Additionally there s
no record of re-welghs or increage of the
irequency of weighing for residents with
significant weight loss.

VI, RESIDENTS RIGHTS

8.7 Residents have the right to reasonable
access to g telephone for private conversations.
Residents shall have reasonable access to the
home's telephone axcept when restricted
because of excesslve unpaid toll charges or
misuse. Reslrictions as to telephone use shali bs
in writing. Any resident may, at the resident's own
expanse, maintain a persenal tefephone in his or
har own room.
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£.15  Residants have the rigit to refuse care Lo &
io the extent ailowed by law, This includes the : % ‘( —Q'(‘CS‘M
right to discharge himself or herseif from the CAC TR S M
home. The home must fully Inform the resident of P tat
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Corrective Action Plan

Owen House - RAVNAH

V. Resident Care and Home Services:

(R\";},?,-) 5.5 General Care: Upon a resident’s admilsslon to a Residential Care Home, necessary services shall
be provided or arranged to meet the Resident’s personal, psychological, nursing and medical needs.

Nursing Oversight Pollcy to be developed/reviewed/Implemented with Facility. RN and House
Manager wlli sign pollcy and pollcy wili be kept on file at RCH. Completion date 05/01/2014. Palicy
to be reviewed annually. Monitored ongoing durlng Site visits to the facility by RN and direct
observation, chart raview, and intervlew with RCH Staff.

Contracted RN to increase visits to the facllity. Completion date 01/24/14 and ongolng.
2% POC accepted Ylaalid P tig gy R P
(({Hg) 5.9¢(2) Oversee development of a written plan of care for each resident that Is based on abllitles and

needs as identified in the resldentlal assessment. A plan of care must describe the care and services
necessary to assist the resident to malntaln Independence and well-being.

(R\‘W) 5.9 ¢ (3} Provide instruction and supervision to ali direct care personnel regarding each resldent’s health
care needs and nutrltional needs and delegate nursing Yasks as appropriate,

All Resldent’s will have an individualized Care Plan completed within 14 days of admisslon.
Completion date 05/01/14. Care Plan will be reviewed and updated at least annually and/or any time

there s a significant change in a resident’s physlcal/mental condition.

Written Behavioral Plans for ali Residents have been completed. House Manger tp co-slgn Written
Behavioral Plans. Completion 05/01/04. Wrltten behavioral Plans will be reviewed and updated at
{east annually and any time there is a significant change in a resident’s physical/mental condition
Monltored ongoing during Site visits ta the facility by RN and direct observation, chart review, and
intervlew with RCH S5taff/House Manager. ‘
RIYS * Ry, ol aclephed dhae liy Mg iy Yo | fend_

(&Nq)s,s‘a ¢ (6) Maintain a current list of all treatments for each resident that shallinclude; the name, date,
treatment ordered, treatment and frequency prescribed and documentation to reflect that treatment
was carried out.

Alf Resldent’s treatments will be on the MARS. Each Resldent’s treatments on the MARS shall be
consistent with the Physicians order, Treatment will be carried out in the same process as
medication administration and signed off on the MARS, RCH staff and/or House Manager will
contact RN when any change in Residents condition warrants an assessment or treatment
change or medication change in a timely manner. Monltored ongolng during Site visits to the
facility by RN and direct observation, chart review, and interview with RCH Staff/ House Manager.

R4y P0C accgpled iy PMthquns BN | Pac
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(RIED)S.Q ¢ {7) Assure that symptoms or signs of iliness or accident are recorded at the time of occurrence,
along with action taken.

All Resldentlal Care Home staff to be re-educated on how to access SN for any medical issue that arise
for any residents. Completion date 05/01/2014. Monltored ongolng during Site visits to the facility

by RN and direct observation, chart review, and Interview with RCH Staff/House Manager.
, RISE PoC 2ccepked 4139l Minggms Ralewi
{ Klga) 5.9 ¢ {10) Monitor stabillty of each resldent’s weight.

RCH Staff will be respansible to welgh residents monthly and record on the RCH house log. RN during
site visits wlil monltor welghts and welght/record as needed. Signiflcant welght gains or loss will be
communicated to the physician by the RN or House Manager. Dietary intervention may be indicated
and Implamanted basad an physician orders. Alternate therapy Interventions may also be tndlcated
and Implement cansistent with physician order and identifled on the Resldent’s Individualized Care
Plan. Monitored ongoing during Site visits to the facility by RN and direct observation, chart review
and Interview with RCH Staff/House Manager.
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