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 .///mww . dail.vermont.gov

Voice/TTY (802) 871-3317

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

September 17, 2014

Mr. Bruce Bodemer, Administrator
Helen Porter Healthcare & Rehab
30 Porter Drive

Middlebury, VT 05753-8422

Dear Mr. Bodemer:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 25, 2014. 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,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:kc

Developmental Disabilities Services Adult Services Blind and Visually impaired
Licensing and Protection Veocatienal Rehabilitation
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S FLAN OF CORRECTION (%)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH GDRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING (NFORMATION) TAQ CROSS-REFERENGED TO THE APPROPRIATE Qate
1 DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
The Diviaion of Licensing and Protectlon
conducted an unannounced onsits investigation
of two facility self reports on 8/25/14. A regulatory
violation was cited as a resuit. - y
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 260|Corractive Action- Care plan waa caracted
85=p | PARTICIPATE PLANNING CARE-REVISE CP Immedlately to reflect realdent’s #1'a level of
) ‘ functioning ans gupport nsedad,
The resident has the right, unless adjudged
incompatent or otharwlze found to be How will we Identity othar res|dents at risk-
incapacitated under the faws of the State, to. 105 reskdanta-are at potential risk,
participate in planning ¢are and treatment or -
changes in cara and treatment. Systemic Changss« ;
- Implement a machanism Into the, | 8(19/14
Acomprehenalve cara plan must ba davelaped slectronio charting aystam that wiil alert the
:’;{:_:Srzhd::;Vi“:;;ggﬁ;gﬁ[“:&%gggBby an nurse manager of each applicable unit/
Intardicclplinary taam, that Includes the attending nefghborhood and the Rehabllitalion departmend
physiclan, a reglstered nuree wlth responsibliity Is & realdant/palient i having & charige In level
for tha rezldent, and other appropriats etaff In of function. Tha manager will then follow up with
disciplines ae daterminad by the rasident's neads, asauring the care plan reflects the appropriate ,
and, ta the extent practicable, the participation of lavel of cara required for that residant.
the resident, the rasident's famly or the resident's - Iinplement procadure of LNA 913/14
lagel representative; and perlodically reviswed reporting off on each resident/ paflent they were
and revised by a team of gualified persons after asaigned to that shift at the end of thelr £hift to
aach assessment. the charge nurse which will tnclude changea of
. |status and leve! of functioning.
-Create/implemant "and of ehlf repart 91814
form" to ba used by chargs nurses to obtain
information from LINA, staff, pricr to the and of
This REQUIREMENT s not met ae evldenced thelr shift, related to resident/patient changes of
by: alatus and level functioning.
Baeed on slaff Interview and racord raview, the
facllity falled {o revlae the pian of care for 1 of 5
aampled resldants {Resldant #1), Findinge
include:
Per recard raview on 8/26/14 at 1000 AM, the
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE- TITLE (X8) DATE

Any deflolancy slatement anding with an asterlsk {*) denotss s deficianay whioh the inatitution may be axcusad from correcting providing 1t Is determined they
other safeguarde provide sufficient pratect|on tc the patiants. (Ses Instructlons.) Exaept for nurelng homes, the findinge stelsd above are dlsclosubla 50 days
following (he deté ol survay whather cor nct w plan of corraction le providad. For nursing homas, the above findings and plane of corracilen are disclosabls 14
daye (allowing the dute thase documents are made avallabla 1o the facllity, If deficlencles are citad, an spprovad plan of correotlon is requlélle 18 cominuad

program panicipation.

~
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- | resldent did require two aaslst for transfers and

review of Minimum Data Sets (MDS) with
refarence dates of 4/3/14, 4/15/14, 5/8/14 and
6/27114, Raskiant#1 required extensive agsist of
twa stalf for translers. The current care plan far
Impaired physical mobliity Indicated that the
resldent was a 1 assist with transfers. Review of
Lloensad Nursing Asglstant (LNA) dacumentatlon
Indicated the resldent did Indead requlre 2 person
aseist for transfers, On8/25/14 at 10:20 AM, the
Diractor Of Nurses (DNS) confirmad that the

that the care plan had not bsen ravisad to reflect
thla nead,
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TAG REGULATORY OR LEC IDENTIFYING [NFORMATION) TAG GROGS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 Continued From page 1 F 260 R '
-+ - |care planforResident:#1-was not revised:to -~ - |- - |How Corractive Moasuras Will Bo Monltorsd-
raflect actual naeds refated to transfers. Par - Unit Manager will collect and review | Ongolng

"and of shift report forms® dally and assure {hat
the resldent/patient's care plan reflacts an
approprizle level of care and asaure hat a
acreen has been submilited lo the Rehabliltatlon
department If apprapriats

F320 PoC sacpted Al Pestapn

This plan of corraction constitutes our
written allegation of compliance effectlve
09/19/2014 for the deficlencles cltad.
However submisslon of this plan of
correction ls not an admission thet
any deficlancies exist or were cited

" cotrecty. This plan of correction ls
submitted to meet requirements
by state and fedaral law,
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