7~~~ 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://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

May 14, 2015

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
21, 2015. 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,

S Ll 1)

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannouncad, on-slte invastigation for a self
report was conducted by the Division of
Licensing and Protection an 04/21/2015, One
deficlency was found to be rélated to the facliity
reported incident and another one was identified
that was unrelated to the allegations. The
spacifics are as follows:

F 282 483.20(k)(3)(i) SERVICES BY QUALIFIED F 282 Carrective Acllon Accomplisied For

—— M —m - .

PERSONS/PER CARE PLAN Those Residents Found To Have Been
Affected:

The services provlded or arranged by the «  Nurse involved was

facility must be provided by qualified persons in immecdiatcly removed from

accordance with each resident's written plan of | - resident #1 s room and taken

care. off this resident’s assignment.

¢« Resident #1 was reassured

+  Nurse was placed on extended
This REQUIREMENT Is not met as evidenced orientation with direct

by: supervision. ‘
Based on medical record review and staff ¢ Nurse was counseled by social
interviews, the facility staff failed to implement services on how (o approach

residents with Dementia and the
the pian of care for 1 of 1 resident reviewed. The abuse and neglect policy and

findings are es follows: procedure wus reviewed with

lier.
Per meadical record review on 04/21/2015 at = Nurse wos given a written
12:13 pm, Resident #1 has a care plan entry wamningfeomective action |
dated 01/02/2015 that directs staff {0 “offer nolice. ‘ )
reassurance, Use oaim tone of voice and to s Weekly review of this nurse’s s

performence is reported to the
manoger by the charge nurse
overseeing her.

»  Braff educator conducted

provide gentie encouragement” in the section
listing behaviora as a problem. Resident #1 has
episodes of being aggressive and lashing ouf af

staff. Par Interview with the sociai worker at 2:05 exterded one on one training
pm, Resident # 1 is in declining stages of geariona with this nurae. :
Alzheimar's Disease and is currenily exhibiting Other Resldents [denlified As Having !
difficuity articulating what s/he wants to say. The The Potentlal To Be Affected: i
social worker further reporis that this decline and e 105
the inability to adequately communicate can be

stressing “ resident.

1y dallclancy stafSment anding wilh anaslariak (%) denotes e deficlency which Ihe [ngtilulion may be excused from corracting providing il Is deta
Bl other safeguards provide sufficlant protection to the pallents. (Sae instructlons.) Except for nursing homes, the findings staled abave are 80 days
llowlng the date of survey whelher or not a pian of careclion Is provided. For nuraing homes, the above findings and plans of corractlon ara disciosabla
| days following the date these documante are made svaliable to the Tacllity. If daflclaneclas are ellad, an approved plan of carreclion [s requlisite to
ihtimuad program parilclpallon,

IRM CMS-2587(02-80) Previcus Versions Obsolele Event (DWJVE11 Frellity 1D: 475017 If continuallon sheet Page 1 of 4
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MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. ZIP
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN DF CORRECTION xs)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREF X {EACH CORREGTIVE ACTION SHQULD BE COMPLETION
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i Systemlc Changes Put In Place To Ensure
F 282 Gontlnued From page 1 F 262 T)I:e Deficient ]"grnr,tice Does Not Recur:
»  [mplement new orieniation progess
During interviews of four (4) staff members for nurses and LNAs to inglude the 59318
aszlgnad to the unit where resident# 1 resides, | completion of carc plan rovicw of
the nurses indicate that they did not see the all residenus for the unit to which
baginnings of an altercation between a staff nurae that staf¥ member has heen
and this resident. What 2 of them witnessed wag assigned, prior to being released
a staff nurse speaking loudly and polnting a finger ontp that anit for h‘_*l'l“li_f‘ on (raining.
to Resident # 1 who was in his/her bed at the ¢ ‘rt“ d“;:l‘:‘“:r:‘“{f“’.' e reﬁ‘;::i;”
time. The staff secured tha room and reassured a rasidonts g v havin N -
the resldent and provided care. All the nurses the potential for behaviars that
indicate during interview that the behavior they Inelude but are not limited to
heard from the staff person nvolved is not in agitation/viatence/aggression, of
character for how his/her work parformance has the unit to which they are assigned.
been sinca hire tn March 2015, Staff report that o implement check off systam for
they do not always look at the care plan, but that unit chargs nurses (o enqure staff 5122115
il is available to them and that communication of has vead the changea/updates ta the
cars that is on the care plan is reported to ea?h gg;?tplans pror o the sertof cach
other during rounds at shift change. Staff conflrm '
that the care plan Is In place to assist staff to I[JI(:;E::;Z ‘f‘"mu"e Actions Wil Be
provide consistency when caring for residents and o The staff educator will ensure that
that the staff nurse involved did not carry out the ail new nursing staff has read the Ongoing
directions on the care plan whan tending to resident care plans prior to
Resident # 1. relensing them to the unit to which
F 431 483.60(b), (d), () DRUG RECORDS, F 431 they heve been assigned. This will
$5=D LABEL/STORE DRUGS & BIOLOGICALS ll=_¢tf;;=i1ita§ﬁdbby uge r); adc:e:}i: off
. 13t thiat w1 € subtmileg o the
The facility must employ or obtaln the services of divector of nursing when complete,
a licensed pharmacist who establishes a system *  Unit Managere/designee will
f records of receipt and disposition of all raviow staff chock off system daily
o P HiEp . x 4 wesaks until [{(10% compliance 6/3/15-on
controlied drugs In sufficient detail to enable an hos been resched, ta ensure that poing

accurate reconciliation; and datarmines that drug
racords are In order and that an account of all
controlled drugs is maintained and petiodically
reconciled.

Drugs and blologicals used in the Tecility must be
labeled in accordance with currently accepted
professional principlas, and Include the

changes in tha care plan arc boing
reviewed at the beginning of each
shift prior to staff working with
residents, Then monthly thereafter,

F?!f!) PCL a(ceﬁﬂi sl
(rleemen Rad | Pt
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gﬂg in SUMMARY STATEMENT OF DEFICIENGIES in PROVIOER'S PLAN OF CORRECTION )
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F 431 Continued From page 2 F 431
appropriate accessory and cautionary instructions, Correctlve Action Accomplished For
and the expiration date when applicable. I‘f‘;"‘; ';“'ﬂﬁ““ Found To Be
eeteq;
In accordance with State and Federal laws, the * Medication cart was locked
s , \ immediately.
facility must store all drugs and biclogicels in e Nurse responsiblo for cart was
locked compartments undar proper tamperature counseled immediately
controls, and permit only authorized personnel to regarding het responsibility to
have access te the keys. cnsure the cart 18 locked svery
time she steps away from it.
he facilily must provide separately locked, Other Resldents Ideniifled As Having
armanently affixed compartments for storage of The Potential To Be Affeeted:
ontrolled drugs listed in Schedule Il of the o 105
omprehenalve Drug Abuse Preventlon and )
Control Act of 1978 and other drugs subject to g”"“m‘,‘}hc";“ﬁ"‘: P “‘P‘“ P ‘l““eDT"
abuse, excapl when the facllity uses single unlt nsure The Deficlent Practice Do¢s
Net Recur:
package drug distributlon systems In which the . DNS will implement
quantity stored is minimal and a missing dose can communication to all nursen 515
be readlly detected. stating that 1t 13 the
respansibility of each nurse to
ensurs that the medication cart
to which they have beon
hig REQUIREMENT is net met as evidenced by: nssigned is locked at all times
ased on observation and staff interviews at 2:33 when that nurse is away from
pm on 04/21/2015, the facility falled lo assure that their eart. ] .
medications were secured on the unit In a locked ¢  Each “;f““"“, be ‘i{‘l}lffﬂd to
medication cart, that was unatlonded by the staff.. sign underatanding ot this 52215
facility practice.
Per observation on Memaory Lane at 2:33 pm on *  Implement understanding of
this facility practice, by way of
04/21/2015, the medication cart that had beean & read and sign form, into the 52215
cbserved to have been locked at 1:56 pm was facility orientation process for
unlocked in a hallway that is accessible to —
resldents. This was confirmed by the nurse who How The Correetlve Actlons WII Be
was passing meds from this garl. 8/he indicated Monltarad:
hat s/he did not fock the cart whan golng into a s  Manager/dcsignee will perform
esldent's room. Another LPN leaving the unit and 2 random cart checks a day x 4
observing that the cart was unlocked, also weeka unti] 100% compliance
hog been achieved then
monthly thereafler,
P, it '

IRM CME-2687(02-88) Pravious Verslone Cbsolele

Event ID: WJvB11

Faciilty 1C: 475017
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indicated that the cart should be locked
whan unattended.

(
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