~ VERMONT
7, AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.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

October 11, 2016

Mr. James Darragh, Administrator
Helen Porter Healthcare & Rehab
30 Porter Drive

Middlebury, VT 05753-8422

Dear Mr. Darragh:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 13, 2016. 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,

SR

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 unannounced orj-site complaint Invesligation Correctlve Actlon: Follow up Soclai 0130/16
was conducted on 9/12/18-9/13/16 by the :
Division of Licensing end Protectian for a facllity Service documentation on reside'nt #
seif-report and an anonymous report regarding 3 was removed from resident #4s
the aliagations of resident to resident abuse, chart and placed In resident #3's
neglact, nurelng services, and quality of chart. '
careftreatment. Thare ware no regulatary
violations regarding the seif-repart and
anonymous report. Thers ware other regulatory Others Identifled: 105
vlolations identified during the complaint survey.
F 279 483.20(d), 483.20(k)}{1) DEVELOP F279 | .
55D | COMPREHENSIVE CARE PLANS Systemlic Changes: Following every
Internal investigation Soclal Services on
A facility must usa tha resuite of the assesement will notify DNS or designee of the Going
te davsiop, raview and revise the residant's campletion of thelr follow up
comprehensive plan of care. docurnentation.
The facllity muat develop & comprehensive care
plen for each resldent that Includes measurebla
ohjactives and timetables to mest a resident's . : 3
medical, nursing, and mental and psychosoelal Monltoring; DNS or designee will On
neads that are identified In the comprehensive review Soclal Service note for Going
Baseasment. tompleteness and ensure It s
lecated [n the correct resident’s chart,
The care plan must describe the sarvices that
are to ba furnished 1o ettain or maintain the
resident's higheet practicabie physical, mental, FSM poc aecephed 10ftfie meg,(inw.,
and psychosoclal weli-belng as required undar
§483.26; and any services thal wolld otherwise
he raquires under §483.26 but are not providad
due to the resldent's exercire of rights under
§483.10, inciuding the right to refuse treatment
under §483.10(b){4).
WIREME)/ {s not met as evidenced
by
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ol
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G
476017 B.WING 09/13/2016
NAME OF PROVIDER OR, SUPPLIER STREETADDRERS, CITY, 8TATE, ZIP CODE
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)10 BUNMARY STATEMENT OF DEFICIENCIER D PROVIDER'S FLAN OF CORRECTION A6
PREFIK (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOLILD BE EOMPLEYON
TAG REQLILATORY QR LEC IDENTIFYING INFORMATION) TAD CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 278 | Continued From page 1 F278| Fa7g
Based on staff Intarvlew and record review the \ '
facllty failed to develop a comprehensive caro Corractiva Actlon: Resident #2's
plan to meet the neads for 1 out of 4 residents care plan was corrected Immediately | go/13/18
(Resldent #2). Flndings include: to reflect her Cardiac and
Per record raview Residant #2 had the following Antleoagulation needs.
dlaghosss. non-rheumatic mitral valve prolapsa
(systolic: click murmur syndrome In the heart), .
rheumatic tricuapid insufticlancy (blood flows Others Identified: 105
backward in the heart reducing efflclency), a-fib
{Irregular, fast heart rate), hypothyroldism \ .
(thyroid gland does not produce enough of Systemlc Chang‘es. Post-Acute on
cartain Important hormones), irritable bowel Charge Nurse will be glven a routine Going
(disordar that affects the largs Intestine causing half day every weeak In which he/she
cramping, pain, diarrhes), and prosthetic vaiva Il vevt [l patient care plans far
(substituta valve ugad to replace a diseasad will review all p P
valva in the hesrt). Per teview of the physiclan's accuracy.
orders tha nursing staff were to compete &
gfatr:irl:c (heﬂr:i) ivs:emT 'the 1(?: |lhedrggé:mg and DNS and Staff Educator will arrange 1118116
oon, check vital signe (bloo BLire, ‘ :
pulsa, tamperature, resplration) in the moming for all nurses ta receive care planning
and afternocon, complete a weakly weight, end education,
zall the physlcian If PT/INR (lah used to monltor
effacta of & blood thinner-Coumadiny was over .
3.0. Per revlew of Resldent #2's medication list MoPitorlng-. Nurse Managers or on
s/he was recelving Coumadin daily. Resident designee will cenduct random care Coln
#2's care plan addressed the following problems: plan audits weekly and submit to 9
actlvily Intclarence, impairad physical mobility, DNS.
solf-cara deficit, diarchea, comfort, skin inlegrily,
walght 1ogs, and fails. Thera was no evidenca tn
tha cara plan that addressed the cardlac (heart) FATT Rt Quceped (o]l OWdspmcle i Pt
and anticcagulation (bicod thinner) needs of
Resldent #2.
Par Interview on 9/13/18 at 10:14 AM with tha
Post- Acuta Unlt Managar, s/he confirmad that
thare was no care plan n piaca that Identified tha
cardlac and enticorgulation needs for Resldent
#2. S/he stated that s/he would expect a care
pian to ba in placa to address those identlflad
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F514

483.75(1)(1) RES RECORDS-COMPLETE/ACCURATE/ACCESSIBLE

The facility must maintain clinical records on each resident in accordance with accepted professional

standarde and practices {hat are complete; accurately documented; readily acoessible; and systematically
organized.

The clinical record must contaln sufflclent information ta identify the resident; o recotd of the resident's

assessments; the plan of care and services provided; the results of any preadmission screening conducted by
the State; and progress notes,

Thiz REQUIREMENT is not met as evidenced by:
Bnged on staff interviews and record review the facility fiiled to maintain clinical records that are acourately

documsnted in accordance with accepted professional standards and practice for 2 of 4 residents (Resldent
#3, Resldent #4). Findings inelude:

Regident #3 and Resident #4 wers invelved in en altercatlon on 8/19/16. Per interview on 9/13/16 at 9:48
AM with one of the facility's sovial workers, s/he stated that the process for handling a resident ta resident
incident involved the soclal worker followlng up with each of the residents sfter the incident ocourred. Per
review of social work progress notes for Resident #3 there was no follow-up documentation noted for the
incident that occurred on 8/19/16. Upon review af Resident #4' soolal work progress notes, there appeered
to be fallow-up documentation of the incident on 8/19/16 for both residents {Resident #3 & Resldent #4)
noted in Resident #4' record. Per interview on 9713/16 at approximately 3:00 PM with the Unlt Managet
from the Memaory Care Unlt, sthe confirmed that the aocial worker had documented hisfher follow-up with
Resident #3 for the incident on 8/19/16 in Resldent #4's reoord,

*This is an "A" lavel finding.

Any deficlaney summent ending witls an aarerisk £*) denotca edeftclency which the inciitlion 1nay be excused fom commacting providing
Lo the patients, {Soa Insiructions.) Execpt for nurking hoines, s Midings stelod above are disckassbie 96 doyy llowing the dae ofaurve:
iouies, 11ié elmova fiudings and plana of eorraetion are discionblo 14 dayr Ditawing tha date thecs docwmeints arc inado avallabls 1o

The sbeve clwed deficlencles jose no seluel liamy 16 tha residents

0310w

It Ia datennined that other saRgutrds provids sufficisni preieeilon
y whotlior or not & plen ol comrection is provided For nursing
iha fsellly. [Tduficienvisa are oited, an appraved plan of comrectlon i
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