
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 21, 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 April 
1, 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, 

etiLiek\ 
Pamela M. Cota, RN 
Licensing Chief 

PC:jl 

Developmental tisabilities Services 	Adult Services 	 tlind and Visually Impaired 
Licensing and Protection 	 Vocational Rehabilitation 
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nuantity 

INITIAL COMMENTS 

An unannounced on-site follow up visit was 
conducted by the Division of Licensing and 
Protection on 4/1/14. The facility failed to correct 
one deficiency. 
483.60(b), (d), (e) DRUG RECORDS, 
LABEL/STORE DRUGS & BIOLOGICALS 

The facility must employ or obtain the services of 
a licensed pharmacist who establishes a system 
of records of receipt and disposition of all 
controlled drugs in sufficient detail to enable an 
accurate reconciliation 'and determines that drug 
records are In order and that an account of all 
controlled drugs is maintained and periodically 
reconciled. 

. 
Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional prindplet, and inclUde.the 
appropriate accessory and cautionary 
instructions, and the expiration date when 	• 
applicable. 	' 	• 

• 
. 	. 

In accordance with State and Federal laws; the 
facility must store all drugs and biologicals in 	- 	• 

. locked compartments tinder proper temperature 
dontralit 'arid permitonlytithelited,OersOrinel to. 
have access to the keys. ' 	. 	. 	. 

The facility must provide separately locked, 
pernianently affixed compartments for storage of 
controlled drugs listed in SchedUle.II of the. 	. 
ComprehensiyeDrugAbuse Prevention and 
Control Adt of 1970 and otherdrugs subject to 
abuse, .except when the facility uses single unit , 
package drug distribution systems in which the 

stored is
,---) 

 minimal and a missing dose can 

IF 000} 

(F 431} 

- 

DATE TITLE 

Any delicien• rtoment ending h an asterisk (1 denotes a deficien which the institution may be excused from correcting providing It date fined that 
other safeguards provide suffident protection to the patients. (See inatnictions.) Except for nursing homes, the findings stated above are disclosable $0 days' 
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abovelindings and plane of correction are disclosable 14 

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requistte to continued 
program. padidpation. 
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(F 431} Continued From page 1 
be readily detected: 

. 	. 
This REQUIREMENT' is not met as evidenced 
by: 	- 
Based on observation, staff interviews and 
record review, the facility failed to assure that all 
drugs availablefor use are labeled properly for 1 
applicable resident (Resident #1). Findings 	' 
Include the following: 

1. Per Inspection of medication storage 	. 
conducted by this surveyor and a facility.LON • 
(Licensed Practical Nurse). at 1:30 PM on Waite 
River Way, it was observed that in the controlled 
storage unit of the medication cart there were 2 
green plastic bottles. inspection of these bottles 
presented, that one was frorri Marble Works 
Pharmacy and not the facility's pharmacy. The - 
LPN stated that they belOnged to a resident; 
Resident #1, that waathere for respite care and 
the family had brought in the medication. 

. 	. 	• 	. 	 . 	. 
On one bottle there was a label that had the 
residents name and Indicated that the mei:libation 
wasorazepam lriigt  InstructiOnS on label 

, indicated to take 	to t tablet as needed. 
• Haridwritten on the label indicated it.was to be 
used for agitation/restlessnets/arudety. Visual 
examiriationiof the contents.pnasented that there 
were 2 different types of medlCatIon in the bottle 
and this was Confirmed by the 1.13N, . Per review 
of the controlled substance reconciliation log, the 
facility accepted 18 tablets on 3/27/14 and it was 
corrected on 3/28/14 to indicate -  there were only • 
17 1/2 tablets in the. bottle. . 	. 

The second bottle only had a handwritten scrap 

{F 431} 
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{F 431} Continued From page 2 
of paper that stated, Lorezeparn lnig half to one 
tab as needed agitation/restlessness/anxiety. 
This bottle also had 2 different medications in it. 
Confirmation made with the LPN at time of 
discovery. There was no record in the 
reconciliation idg that the medication had ever 
been Counted andthe LPN was unsure how many 
pills were in the bottle, 

Interview with the DNS at 2:00 PM confirmed that 
the new policy, written 3/21/14, regarding.  
Medications Brought TO The Facility by 
Resident-Responsible Party was not followed, 
S/he further confirmed that the educational 
training was suppose to have been.completed by 
3/31114. Confirmation made at this time that.the 
pharmacist did not record that the medications
brought Into the facility were checked and 
deemed safe to use. Also that the pharmacist did 
not alert her/him to the fact that there was no  
proper labeling for the one pill container: 
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