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:/iwww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

September 23, 2014

Ms. Kristine Kupcha, Administrator
Copley House Community Care Home
379 Washington Highway

Morrisville, VT 05661

Dear Ms. Kupcha:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on August
27,2014, 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;l

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100| Initial Comments: R100
On 08/27/2014 an unanounced, on-site \%—4&“5@—@-») ]Cj_n,__» an b 9 l[ 9
invastigation of 1 com:laint and 2 self reports ' P \wghﬂ;m '
was conducted by the Division of Licensing and ; Y “asd
Protection in conjuncticm with a re-licensing AN _oupe o W K
survey. The following ‘feficiencies were CpA o s el @R
identified. . -
R147) V. RESIDENT CARE /ND HOME SERVICES | R147  [\n ey, Ll o crdafnddoi
88=D . - :
LLnold W N )b'\—L -
5.9.c (4) et \op I WORLE S o ) N
‘ S L G .
Maintain a current list ‘or review by staff and ol ’
physician of all residel ts' med|cations. The list § aorteel i W=t
shall include: resident t name; medications; date
medication ordered; d-isage and frequency of A

administration; and lik:ly side effects to monitor;

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview on
08/27/2014, the camn unity care home failed to
assure the accuracy ¢! the medication list for 1 of
6 residents in the sammple, (Resident# 1). The
specifics are as follows,

Per record review on 18/27/2014 in the morning,
Resident # 1 has Ibup:"ofen 200 mg (2 tablets)
ordered as needecd. 1'ere are no parameters for
use and no frequency fisted on the medication
order form or the MAF: (Medication Administration
Record) for this meditation. This is confirmed
during interview with 1€ home medication nurse

i at 1:40 PM on the sare day,
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5,10 Medication Manzigement

| 5.10.a Each residentiil care home must have

written policies and pricedures descrlblng the
home's medication management practices. The
policies must caver at 1i2ast the following.

(1) Level lll homes m.ist provide medication

management under thi: supervision of a licensed
i nurse. Level IV home: must determine whether

the home is capable o' and willing o provide
assistance with medic :tions and/or administration
of medications as provi.ded under these
regulations. Residents must be fully informed of
the home's policy priol to admission.

(2) Who provides the -rofessional nursing
delegation if the home administers medications to

-residents unable to sei-administer and how the

process of delegation 15 to be carried out in the
home,

(3) Qualifications of the staff who will be
managing medication:. or administering
medications and the home's process for nursing
supervision of the stat’

{4) How medications 'hall be obtained for
residents including chrices of pharmacies.

{5) Procedures for do umentation of medication
administration.

{8) Procedures for di¢posing of outdated or
unused medication, inluding designation of a
person of persons witl- responsibility for dispesal.
(7) Procedures for monitoring side effects of
psycheactive medicati:ins.

This REQUIREMENT s not met as evidenced
by:
Based on record review and staff interview on
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R160| Continued From page ! R160 <y k_,\ e
08/27/2014, the comm:Inity care home failed to m %&S

develop and ensure pr:icedures to monitor each
resident for side effect: of psychoactive
medication use for 1 o' 6 residents in the sample

.:(Resident#1).Thespr:}ciﬁcsartaaéfolloWs: . '3' ol Y " ‘ie‘lﬁ
' | | SR 3 25

1. Per record review o1 08/27/2014, Resident # 1

is receiving lorazepam quetiapine and risperdone A owel l@\ 23 s P '
on a daily basis (psyct oactive medications), C A R § |
There is documentaticn that periodic screening _'?-’5

for side effects of antipsychotic medications S WIRNES L m-:“;ﬁ:F—‘—gso .
(using the AIMS asses smient tocl) was caompleted . | g

on 07/29/2009, 10/14/°009, 10/08/2010 and e o S ‘
10/19/2011. There are no AIMS assessments PN reslos :&ﬁ\»@ ol
done in 2012 and 201;:. This is confirned by the Chaod
house Registered Nur-e (RN) during interview on S ‘Q—*“’“ S
8/27/2014 at 2:40 pm. Qedarire. (aboe_afonn

R1683 V, RESIDENT CARE /<ND HOME SERVICES R183 - e
8S=D | S og«.—-‘-i\-b(,_,-t.:l._.l\, \\\_ﬁ
G oW \_p‘—ocg&a&
5.5 Medication Managament ‘ L% Q“L‘u‘gﬂ“b A<k t%

5.10.d If a resident re..uires medication S -
administration, uniicer sed staff may administer ) W“W—*—b’\ (Sb’%c#?
medications under the following conditions: 4

t g condit W@W
(1) Aregistered nurse must conduct an @‘QxA—-e ;
assessment consister: with the physician's 5 |
diagnosis and orders ¢ f the resident's care needs Ao ?BLM&{\M qlazly Sikwnerin e

as required in section '.7.¢

This REQUIREMENT is not met as evidenced
by

Based on record review and staff interview on
08/27/2014, the cormit unity care home failed to
follow the proper assersment protocol by the
Registered Nurse (RN for psychoactive
medication use for 1 ¢i 6 residents in the sample.
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Continued From page
(Resident # 1) The spe:zifics are as follows:

1, Per record review o1 08/27/2014, Resident# 1 |

is receiving lorazepam quetiapine and risperdone
on a daily basis, Ther: is documientation that
periodic screening for side effects of antipsychotic
medications (using the AIMS assassment todi)
was completed on 07/,°9/2009, 10/14/2009,
10/08/2010 and 10/18,2011. There are no AIMS

or other side effect scrsening assessments done |

in2012 and 2013. Th« is confirmed by the
house Registered Nur-e (RN) during interview on
8/27/2014 at 2:40 pm,

V. RESIDENT CARE »ND HOME SERVICES

5.11 Staff Services

5.11.b The home mus: ensure that staff
demonstrate competeicy in the skills and
techniques they are expected to perform before
providing any direct cae to residents. There

shall be at least twelve (12) hours of training each |

year for each staff person providing direct care to
residents, The trainini: must include, but is not
limited to, the following

(1) Resident rights:
(2) Fire safety and en zrgency evacuation;

. {3) Resident emerger::y response procedures,

such as the Heimlich rmaneuver, accidents, police
or ambulance contact nnd first aid;

(4} Policies and proce:dures regarding mandatory
reports of abuse, neglct and exploitation;

.1 (8) Respectful and efi::ctive interaction with

residents
(8) Infection control mizasures, including but not
limited to, handwashin:|, handling of linens,
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Continued From page 4

maintaining clean env -onments, blood borne
pathogens and univer:al precautions; and
(7} General supervisiin and care of residents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
home failed to ensure ihat direct care staff
competency training inzluded all mandatory
categories in the past /ear (Resident Rights, 5 of
5; Fire safety and eva: uation, 1 of 5 in the
applicable sample). Fi-dings include:

Ouring record review on 8/27/14, the in-service
training records for 5 ¢f § staff in the sample
lacked evidence that F'esident Rights had been
reviewed in the past twelve months. Additionally,
the in-service records ‘or 1 of & direct care staff
lacked evidence that f rre safety and evacuation
had been reviewed in the past twelve months, At
1:50 PM the Director confirmed that in-service
records for 5 of 5 staff lacked Resident Rights,
and for 1 of 5 staff lacred Fire safety and
evacuation training in ‘he past twelve months.

V. RESIDENT CARE ~ND HOME SERVICES

5,11 Staff Services

5.11.d The licensee a"all not have on staff a
person wha has had a charge of abuse, neglact
or exploitation substar rlated against him or her,
as defined in 33 V.S A Chapters 49 and 69, or
one who has been cotvicted of an offense for
actions related to bodi-y injury, theft or misuse of
funds or property, or clher crimes inimical to the
public welfare, in any j irisdiction whether within

R179

R1861

R4 &
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or outside of the Slate: of Vermont. This provision W T NN (\_}JW
shall apply to the mar.ager of the home as well, , | . |
regard|ess of whether the manager is the TR (R~ @
licensee or not, The liensee shall take all ; QW”DL"*E*‘D Y e e b ik,
reasonable steps to ¢.mply with this requiremient, o : ’
including, but not limitd to, obtaining and N RN
checking personal an| work references and @Ld— .
contacting the Divisio: of Licensing and N
Protection in accordance with 33 V.S.A §6917 to QD s o>
see if prospective empiloyees are on the abuse V%&_Mal . A((_A
registry or have a recird of convictions.
(5: ST %M(
g;.is REQUIREMENT is not met as evidenced %L) N W T S
Based on the review . f 5 employee personnel (A} b il Ol =
records on 8/27/2014 the community care home . .
failed to assure that ¢ of 5 employees had the C?_,}\,.‘-M_E%) w\'—g
“proper background cl:ecks prior to being hired to @(_g, 3 *‘\'QM
assure that no staff person had been charged
. with abuse, neglect, ¢ «ploitation, or crimes RIS L -
inimical to'the public ‘velfare (Employee # 2, # 4 _ ,
and # 5). The following are the specifics, oy foc &a{)-tg& U2od iy foscets |ered-
| Per review of employie personnel records on
08/27/2014 in the afternoon, 3 of 5 employees do
not have the required background checks in their
files. It is confirmed r:uring interview by the il il
Director, that employ::e # 2 and # 4 do not have
record of VCIC (Vermant Criminal Informafion A |
Center) check. Itis f.irther confirmed during the
same interview with thie Director that employee #
5 nas neither a VCIC =heck nor Adult or Child
Abuse background ¢l ecks in his/ her personnel
record. ‘
I
SF;1 ?EO V. RESIDENT CARE AND HOME SERVICES R190
5.12.b.(4)

1
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Continued From page 6
The resuits of the crir:inal record and adult abuse

registry checks for all staff.

This REQUIREMENT is not met as evidenced
by

: Based on the review .f 5 employee personnel

records on 8/27/2014 the community care home
failed to assure that & of 5 employees had the
proper background cirecks prior to being hired to
assure that no staff person had been charged
with abuse, neglect, e «ploitation, or crimes
fnimical to the public welfare (Employee # 2, # 4
and # 5). The followir g are the specifics.

Per review of employ:. e personnel records on
08/27/2014 in the afte:rnoon, 3 of 5 employees do
not have the required packground checks in their
files. Itis confirmed « Jring interview by the
Directar, that employce # 2 and # 4 do not have
record of VCIC (Verrr ont Criminal information
Center) checks. Wis rarther confimed during the
same interview with tle Director that employee #
5 has neither a VCIC :heck nor Aduit or Child
background checks in his/ her personnel record.

VII. NUTRITION ANC' FOOD SERVICES

7.2 Food Safety and vianitation

7.2.b All perishable f10d and drink shall be
labeled, dated and he-d at proper temperatures;
(1) Ator below 40 degrees Fahrenheit, (2) Ator
above 140 degrees Fahrenheit when served or
heated prior to servic:,

This REQUIREMENT |s not met as evidenced
by:
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Continued From page ’

Based on observation record review and staff

| interview, the home faied to demonstrate

assurance that perishi ible food and drink is held -
at proper temperatures. Findings include:

1. During the tour of tt @ home on 8/26/14, the
staff person stated thal freezer and refrigerator
temperatures are che ked monthly, There was no
evidence provided to indicate thal temperatures
were being checked nionthly or that the
refrigerated foods hac been held below 40
degrees Fahrenheit. £1 3:00 PM, the Director
confirmed that no writ-zn logs were available to
show temperature mcnitoring or refrigeration at
below 40 degrees Falirenheit,

1X. PHYSICAL PLAN"

9.11 Disaster and En-ergency Preparedness

9.11.¢ Each home sh.ll have in effect, and
available to staff and - esidents, written copies of
a ptan for the protection of all persons in the
event of fire and for th 2 evacuation of the building
when necessary, Al t1aff shall be instructed
periodically and kept informed of their duties
under the plan. Fire diills shall be conducted an
at least a quarterly besis and shall rotate times of
day among morming, ifternoon, evening, and
night. The date and ti ne of each drill and the
names of participatinig staff members shall be
documented.

This REQUIREMENT
by:

Based on retord reviow and staff interview, the
home failed to condu -t a fire drill during 1 of 4

is not met as evidenced

| R247

Rl vou e

R302
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J quarters in the past yrar, and did not rotate times ‘WM
| of day to represent m-yrning, evening and night.
Findings include: ‘ '—R&‘ L@MM_——
1. During record review on 8/27/14, the — ‘
documentation for fir: drills conducted in the past -
12 months included tiiree drills which were in the R307 POC aceehled t{[?,;/[\q Jles v it o
aftarnoon period. No drills were evident during the
morning, evening, or Tight periods, At 1:15 PM,
the Director confirme- i that no further fire drili
documentation was :vailable other than the three
afternoon drills, Addiionally, the three recorded
fire drills did not incli.<de any drill for the third
+1 quarter of the past 1.. month period. At 1:50 PM,
the Director confirmi-d that no documentation of a
drili during the third cuarter could be provided,
ﬂl‘\' : |1 l
.:'l || r
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