-~ VERMONT

AGENCY OF HUMAN SERVICES

August 7, 2017

Ms. Helen Bishop, Manager
Our House At Park Terrace
48 South Main Street
Rutland, VT 05701-4163

Dear Ms. Bishop:

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://iwww . 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

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
27, 2017. 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,

a’i‘*@dﬁw@fjﬁm

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation



Division of Licensing and Prcstectidn

JUL 25 201

PRINTED: 07/06/2017
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA [ iX2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
C
0146 8, WING 06272017
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CDDE
48 SOUTH MAIN STREET
RRAC

‘OUR HOUSE AT PARK TE E RUTLAND, VT 05701

[X4) 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 1X5)

PREEIX (EACH DEFICIENCY MUST BE PRECEDED &Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Ri00 [nitial Comments: R1090

An unannounced on-site complaint investigation ij
was conducted on 6/27/17 by the Division of ’
Licensing and Protection. There were regulatory -
findings. :

R181 V. RESIDENT CARE AND HOME SERVICES

| R181
$8=0 ;

1

F

5,11 Staff Services

5.11.d The licensee shail not have on staff a
person who has had a charge of abuse, neglect

or exploitation substantiated against him or her,

as defined in 33 V.S.A, Chapters 49 and 69, or
one who has been convicted of an offense for
acticns related to bodily injury, theft or misuse of .
funds or property, or other crimes inimical to the
public welfare, in any jusisdiction whether within

or outside of the State of Vermont. This provision
shalt apply to the manages of the home as well,
regardless of whether the manager is the

licensee or not. The licensee shall take all ‘
reascnable steps to comply with this req tirement, - .
including, but not limited to, obtaining and (’2 Igf
checking personal and work references and

contacting the Division of Licensing and

Protection in accordance with 33 V.S.A. §6911 to

see if prospeclive employees are on the abuse

registry or have a record of convictions.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
licensee failed to comply with regulatory
requirements that states they shall not have on
staff a person who has had a charge of abuse,
neglect or exploitation substantiated against him
or her, as defined in 33 V.S.A. Chapters 49 and
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69, or one who has been convicted of an offense -
for actions related to bodily injury, theft or misuse .
of funds or preperty, or other crimes inimical to
the public welfare, In any jurisdiction whether
within or cutside of the State of Vermont.
Findings include:

During review of five (5) employee files for
Criminal Background checks it was found that
ohe employee reviewed, Staff #1, had a
conviction of felony charges in October 2015 and
was given probation for Grand Larceny of greater
than $500.00 (five hundred dellars). The facility
decided to employee this caregiver 8/15/18, the
owner confirmed on 6/27/17 at 12;50 PM that
after receiving letters of recommendation, s/he
hired the employee.

Q18!

R191 V. RESIDENT CARE AND HOME SERVICES R191

$5=D

512 Records/Reperts

5.12.¢ Ahome must file the following reports with
the licensing agency; :

5.12.c.(1) When a fire’ cccurs in the home,
regardless of size or damage, the licensing
agency and the Department of Labar and Industry
must be notified within twenty-four (24) hours. A
written report must be submitted to both
departments within seventy-twe {72) hours. A
copy of the report shall he kept on file,

5.12.c{2) Awritlen report of any accident or
ilness shall be placed in the resident's record.
Any untimely deaths shall be reported and a
record kept on file.

{X4) D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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R181 Continued From page 1 - R181

-t

(@/‘;{7/;7

18

] >
ak‘ﬂ'dc\e(dum
see Criminal bc&ckxam'u\r»d_
Svevegsr LraTed
Ociober 2005
. when 1A FACLT i T
Cwas e
' 0
October 2007 W

See Cnminal
HHsTBRy

'KQG;() l”lL

{ivision of Licensing and Protection

STATE FORM 6890

uoDseN If continuation sheet 2 of 8




PRINTED: 07/06/2017

FORM APPROVED -
Division of Licensing and Protection .
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTIDN -IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c .
0146 B. WING 08/27/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
48 SOUTH MAIN STREET
R HOUSE AT PARK TERRACE
QUR HOUS K RUTLAND, VT 05701
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX IEACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG : CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

R191 Coniinued From page 2 ‘ R191

5.42.c. (3} Areport of any unexplained absence
of a resident from a home for more than 12 hours
shall be reported to the police, legal i
representative and family, if any. The incident
shall be reported to the licensing agency within |
twenty-four (24) hours of disappearance followed
by a written report within seventy-two (72) hours, }
a copy of which shall be maintained. :

5.12.¢c.(4) Awritten report of any breakdown or
cessation to the home's physical plant's major
services (plumbing, heat, water supply, etc.) or
supplied service, which disrupts the normal

course of operation, The licensee shall notify the
licensing agency immediately whenever such an |
incident occurs. A copy of the reporl shail be sent,
to the licensing agency within seventy-twe (72) i
hours. ;
5.12.c. (8) Awrilten report of any reports or }
incidents of abuse, neglect or exploitation
reported to the ficensing agency. ;

512.c. {6) Awritten report of resident injury or
death folipwing the use of mechanical or
chemical restraint.

Tl avert” shevld hawse
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Based on staff interviews, the facility failed to file bé€ﬂ (:@GT ‘LQC\ h—\ .
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exploitation to the licensing agency for one

resident, Resident #1. Findings include: OI’ W QSIUWICL l’\dU-Q
During interview with the house manager, s/he }\B‘PPMQA' Md\dﬂ I—,L.-

stated that on 8/16/17 it was discovered that
Resident #1 had missing money from the A Y ' 6ea
Gnd bodd net alsed

accounting of resident's petty cash. On the ) 'C
morning of 8/16/17, Resident #1 had a total of . L A lﬁ'e
$240.00 (two hundred forty dollars) missing from \HM 5 r&P@‘ '
Division of Licensing and Protection
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by: £i 9/




Division of Licensing and Protection

PRINTED: 07/06/2017
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0146

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED -~

c
06/27/2017

NAME OF PROVIGER OR SUPPLIER

QUR HOUSE AT PARK TERRACE

STREET ADDRESS, CITY, STATE, ZIP CODE

48 SQUTH MAIN STREET

RUTLAND, VT 05701

(xa}ID

PREFIX -
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATQORY CR LSC IDENTIFYING INFOCRMATION}

o
PREFIX |
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHCOULD BE
CROSS-REFERENCED TC THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

R191

R206 V, RESIDENT CARE AND HOME SERVICES
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Continued From page 3

the daily accounting. When s/he was notified,
notification was made to the owner and an
investigation was started. Review of the internal .
investigation indicated that Resident #1 had been
reimbursed hisfher money. Further indication that:
one of the caregivers, Staff #1 had taken the .
money for his/her own use. There is no evidence !
that a report was filed with the State Agency. i
During interview with the owner at 11:25 AM, s/he !
confirmed that no reports were made with the
State Agency and the caregiver had admitted to
taking the money.

518 Reporting of Abuse, Neglect or
Exploitation

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.8.A. §6903. APS may be contacted by -
calling toll-free 1-800-564-1612. Reports must be
made to APS within 48 hours of learning of the
suspectad, reported or alleged incident.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and racord review, the
facility failed to report allegations of exploitation to
APS (Adult Protective Services) within 48 hours
of learning of a report of thefl from one resident,
Resident #1. Findings include: ‘

During interview with Resident #1, it was
presented that on June 15, 2017, s/he overheard
the staff doing an accounting of the money that
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R206 Continued From page 4

was kept for safe keeping by the staff and it was
said that pnly hisfher two un-cashed checks were ;
present and not histher cash for $240,00 {two :
hundred forty dollars). Resident #1 further stated |
that when sfhe reviewed the accounting sheet,
there had been $100.00 {one hundred) taken

from histher account on 8/11/17 without his/her
knowledge and that the initials that was on the
accounting sheet were not his. Interview with the .
house manager at 10:30 AM, s/he stated that
during the timmediate investigation it was :
discovered that the money was missing and an |
accounting sheet was also missing sfhe reported |
it to the owner and hisfher understanding was that|
the owner weuld handie the investigation and
report it. Review of the facility policy states that
‘Licensee and staff are mandated reporters and
as such, must report any case of suspected "
abuse, neglect or expleitation to the Adult
Protective Services (APS) within 48 hours of
learning of the incident, as required by 33 V.SA
6093. The house manager confirmed that the
two caregivers and him/herself were aware of the 1
policies. Review of the training record presented .
that all caregivers involved were educated on
mandated reporting 1/4/17.. interview with the
owner at 11:25 AM confirmed that it is the
expectations of the staff and facility to report
allegations and that it was discovered that the
allegation was founded, but there.is no evidence
that a report was made to the appropriate
agencies.

R207 V. RESIDENT CARE AND HOME SERVICES
55=D

5.18 Reporting of Abuse, Neglect or Exploitation

5.18.b The licensee and staff are required to

- R206
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report suspected or reperted incidents of abuse,
neglect or exploitation. It is not the licensee's or
staff's responsibility to determine if the alleged on’] SQQ Q z0le
incident did occur or not; that is the responsibility |
of the licensing agency. A home may, and shouid,
conduct its own investigation. However, that must |
not delay reporting of the alleged or suspected t
incident to Adult Protective Services. I

i
This REQUIREMENT is not met as evidenced
by: ' .
The facility and staff failed to report an incident or i
exploitation for one resident, Resident #1 during
and after an internatl investigation involving theft
of money. Findings include:

During interview with Resident #1, it was
presented that on June 15, 2617, s/he overheard
the staff doing an accounting of the money that
was kept for safe keeping by the staff and it was
said that only hisfher two un-cashed checks were
present and not his/her cash for $2490.00 (two ;
hundred forty dollars). Resident #1 further stated
that when sihe reviewed the accounting sheet,
there had been $100.00 (one hundred) taken
from his/her account on 6/11/17 without his/her
knowledge and that the initials that was on the
accounting sheet were nothis. Interview with the
house manager at 10:30 AM, s/he stated that
during the immediate investigaticn It was
discovered that the money was missing and an
accounting sheet was alsc missing s/he reported
it to the owner and his/her understanding was that
the owner would handle the investigation and
report it. Review of the facility palicy states that

"'Licensee and staff are mandated reporters and
as such, must report any case of suspected
abuse, neglect or exploitation to the Adult i
Protective Services (APS) within 48 hours of i
learning of the incident, as requirad by 33 V.SA i

Divisicn of Licensing and Protection
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R207 Continued From page 6 R207

6093. The house manager confimed that the
two caregivers and him/herself were aware of the ;
policies. Review of the training record presented |
that ail caregivers involved were educated on i
mandated reporting 1/4/17. Interview with the
owner at 11:25 AM confirmed that it is the
expectations of the staff and facility to report
allegations and that it was discovered that the
allegation was founded, but there is no evidence
that a report was made to the appropriate
agencies. The owner further stated that an
internal investigation was conducted and it was
found that one caregiver, Staff #1 "confessed" to
taking the missing $240.00 over a period of time
and asked that restitution be made by takingit
from hisfher paycheck, The owner also stated !
that the law enfercement had not been notified
gither, because s/he was waiting to get written
statements from alt involved.

R224 V| RESIDENTS' RIGHTS .
55=D
v S hawe koo
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6.12 Residents shall be free from mental, RZZ‘/ ‘AAL W 6 P 1 A 22/17
verbal or physical abuse, neglect, and : . o an are.
exploitation. Residents shali also be free from - ﬁm m"l‘@:\ .
restraints as described in Section 5.14. woth Jersed A tha.
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This REQUIREMENT is not met as evidenced : . )
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Bésed on resident and staff interviews and record

review, the facility failed to insure that one T A Ps pAail P‘ =
resident, Resident #1 was free from exploitation. : : i ‘Y-h!‘:g oo
Findings include: while Star /
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During an interview with Resident #1, s/he feit inpenal
that the facility failed to keep hisfher money safe

and s/he doesn't have a lot of money that can just

Division of Licensing and Protection
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be taken by someone for their own use, The
facility holds spending money for some of the
residents that won't use the provided Inck boxes
and during accounting of hisfher money on _
6/16/17, it was discovered that s/he had no cash
to count. When s/he inquired about where
hisfher money went, the facility began an
investigation. After a review of the accounting
sheet with Resident #1 by the facility, sfhe stated
that on 8/11/17 sfhe had not removed $100.00
(one hundred dollars) and his/her initials had
been forged. Further investigation showed that a
totat of $240.00 (two hundred forty dollars) were

_ missing. Through the facility investigation it was
discovered that a caregiver, Staff #1 had taken
the money for his/fher own use and admiltted to
the facility that they had indeed taken that money.

Division of Licensing and Proteclion
STATE FORM

4835

UoD611

H continuation sheel 8 of 8




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9

