"~ 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://mww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

July 7, 2014

Mr. John Stewart, Administrator

Crisis Stabilization & Inpatient Diversion Program
Po Box 222

Rutland, VT 05702-0222

Dear Mr. Stewart:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
3, 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,

Ll A

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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{ An unanngunced onslte re-licensing survey was ‘ !
tconducted oh DB/03/14 by the Division of :
- Licensing and Protaction, The following are

« Therapeutic Commiunily Resigences (TCR) J
I regilatory findings. .

TSO%S V.6.2.a Resident Care and Services [T o0
88= \
§.2 Admission Agreements

152.a Priorto or at the time of admission, each ] = TOD? V.S.Z:a 'Remdent are and
resident, and the resident's lagal reprasentative if Services Admission Agreements
Cany, shall ba provided with a written admisaion
agreement which describes e daily, weekiy, or

[ rednthly rate to be charged, the services thatare |
covered in the rate, and all other appligabie
fingncial ssues, including an explanation of the
resikisnoe's policy regarding disoharge or transfer
. when a resident's financial status changes from the rate dnd other applicable financial

f privately paying to paying with S8l banefits. The information. The revised Admission
agraement must be written in a format that is } Agreement will be completed and inuse |

]

The Admission Agreement is currently | 80114

being revised to include the daily,
weekly or monthly rate that will be
charged, what services are included in

, accessihie, linguistically appropriate, and i by August 1, 2014, The new
available In large fant, : Admission Agreernent will be reviewed
. with, and signed by, 100% of residents
prior ¢ adrnission,

| This REQUIREMENT is not met as evidencad [
by: |

l Based on interviews and record reviaws the TCR | i

' [therapeutic community residence] Tatlad to i
' pravide for 3 of 3 residents In the samiple, a
written admission agreement which describes all

i applicable financlal issues. (Residents #1, #2, :

L #3) Finetings inchude: ‘ |
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[

t

’ 1. Per record review on 8/3714, Resident #1, #2,

| and #3's admission agreements did nat sontain

infarmstion that clearly states the daily, weekly, or
maonthly charges.  Additionally the admission

| agreement did not cover what services are
ingluded or ather financial nfarmation. Per
(nterviaw gt 215 PM FM the acting Program

i Direttor corfirmed that the signad admission

| agreements did not contain the dally, weekly, or

[ monthly rate that would be charged, what

. services are covered in the rate or other

| applivable finandial issues.

i
S‘rso*lc oif V.5.2.0 Resident Care and Services

8.2 Admisglan Agreemants

| 5.2.8 The regidence must provide each resident |

T 008

Te10

| with written information regarding how to contact

' the designated Vermont protection and agvosacy |
organization, the patient represantative, as ;
applicable, and the Digabiity Law Projeat or the
Mental Health Law Project, as spplicable. The
rasidence shall inform residents that these

: organizations are available 2150 to asgist with |

{ formulating an advance directive, if the resident

: wishas to do s0.

. This REQUIREMENT is not met as evidenced

{ by:

| Baged on revord review, the TCR failed to include
fn the resilent's admission agraement }

|
1
|
|

TOLOV.52.e Resident Care and Services
Admission Agreements

information on how to contact the 801-1

designated Vermont protection and
advocacy organization, and/or the Disability
Law Project or the Mental Health Law
Project will be included in the revised
Admission Agreernent, which wilf b
complete and in uge by August 1, 2014, The
new Admission Agreement will be reviewed
with, and signed by, 100% of residents prior
to admission.
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T 010, Continued From page 2 T010 |

information regarding specifle designated I

_nrganizations and how to contact thern, Findings
| Inciude: i

Each TCR is required tn include in their
L aimission agreement information in how to .
sontact the desigrated Vermont protection and '
advocacy organizaetion, andfor the Digabilily Law '
Project or the Mental Health Law Project and how .
these organizations can assist with formulating an |
advance directive if the resident request to 4o so. ) ;
Per review of the present admission agreement, : : | ‘
the TCR fallad to provide this negessary . . ‘ ;
inforrmation. i :

T 085 V.5.8.3,1.2.3.4.5.0.7.8 Residert Care and [ Toar | T35 v.5.8.2.123.4567.8 Resident

58wk Services Care and Services Medication Managameni o

%8 Medication Management Al Madication Managament policies will be raviswnd,
revisedd ang written (where needed) with full regard to
the TCR regulations and approved by Rutfand Mertal
Mesith Administration by August 10, 2014,

5.8 Each therapeutic communily residence
rnust have written policies and prosedures

desoribing the residence * & madication practices. )
The policies must cover at least the following:

Wa bave not utilized self-administration in tha past.
(1) If & therspeutic community residence ; We will ressareh, ereate policies, procadures, trainings,
provides medication management, it shall be measures of competency end performance monttaring

done under the by Augiist 31, 2014,
suparvision of a registered nurse, . 8-31-14

- {2) Who will provide the profeasional nuraing
; delegation if the residence sdministars (ot nued)
medications to

residents unable to self-administer and hew
the process of delagation I8 to be carrled out in e+ e
the
i ragidence.

i {3} Qualifications of the staff who will be

Divistan of Licenging and Protecfion
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T 035 Continued From page 3 T 036 I
| managing medisations or administering O 1035 {cantinuad)
| modications and the :
> | At the vime of admission during the Nursing 8-15-14

i
; residance's provess for nursing supervision |
of the glaff, i _ Wieliness Assessment the resident’s

i ' understarding of the resdication profile, reason
i (4} How medlcations shall be obtained for , for raking, dosage and timing, method of taking,

_residents including choicss of pharmacies, side effects and safe storage will be assessad.
A self medication assessment will be completed

and documented in the nursing notes every two
! weaks or mare fraquently, if warrsnted or when
k discharge s imminent.  The presence of a Seff

Medleation Assessmeant at time of admission
and at least every two weeks will be monitored
;o 100% of residents,  This wif] ba in place by
Aggust 15, 2014,

l (8) Procedures for documeritation of medication
| Rdmmistration.

' . (&) Procedures for disposing of outdated or
uvnused medication, inctuding l‘iﬁ‘SlgﬂatIOH of a
pérson or ’

persons with responeibliity for disposal, !

’ {7} Procedures for moniioring side effects of

' paychoaotive medications. A Forms has beey created and will be filled ourby | 8-01.74
the supervising RN to include the peychaactive
| (8) Procudures for assessing a resident” s drug, drug class, side effects to look for, the
ab‘ it}’ to Eeff—ﬁdmmlst@f &ﬂd dﬁcumaht’aﬂaﬂ Qf the pu(pose(and,’or é}(pac{ed e-ffem of the
assesgment ih fhe m@dlcaj F'B'COrd l madicatmn, and an area for specist

}
i cansiderations which might include potentiating

This REQUIREMENT is not met as evidanced actions. Dosage range is also provided on the
l form.  The form wiil be Incloded 'n the

‘ Baa@,‘d on record review ani interviews the TGR | | Mediestion Administration Record. The
’ failed to have written policles and procedures ’ i presence of and completeness of this form will

| desoribing the residence's medication practices, j | be monttored an 100% of resldents by review
This has the potential to effect all residartks, ! avery four weeks.  This wil be fully

= N . !

| Findings inciude: l implermented by August 1, 2014,

t

| Perrequest on 06/03/14 for the TCR's policies

¢ ang procedures manug, a copy of the the TCR l

| policy/procedure binder had some general : !
procedures, although not ail of nursing and ! i
rredication practices provided 1o the TR ;
residents, The nurse surveyor was unabla to find '
. procedures for defermining 2 resident's abifity to

i | self-administer versus administration by staff,

Shiplon of Licensing and Prataction
STATE FORM . 00 KA1 - It montinualion ghget 4 of 47
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T 035 Continued From page 4 T O’ f '

effecis of peychoactive medisations, or a
i protedure for disposing of outdated or unbsed
[ medication, including designation of a person or
" persons with responsibility for disposal. Per | |
interview on 06/03/14 at 11:57 AM the nurss ‘
i stated fhat although the resident is assessed by
. the nurse {o see if the resident s able to

I
|
There were no progedurgs for monitoring slde |!

F
: l
I self-administer medication there was np i
procedure to train staff for the basis for [

| determining asssistance versus administration.
The nuree also stated that medications are !
| ordered by the doctor and monitored by he |
physician and meadications are supposed o go |

| with the ragident upon discharge ar destroyed,
| Sihe confirrmed at that time that the above !
protedures were not found in the TCR |
pakcy/procedure binder, i
|
F

| Also see tags T-0044 and T-0049

T0M V585 Resident Care and ! -

F . .
'\ 5.8, ] : © (40 )
T 040 V.5.8.5 Resident Care ang Services | ' Services/Medlcation Managernent

85=01

i 58 M to

l edication Management | All Medication Management pelicias will be
[ 68,5 Staff other than @ nurse may administer | reviewed, revised and written (where “
[ PRN psychoactive medleations only whenthe ! - needed) with full regerd to the TCR - 81014
¢ residence hag 2 written plan for the use of the j | regulations and approved by Rutland Mental
j PRN medication wiich: describes the specific | ' Health Administration by August 10, 2014, ;
' hehaviors the medication is intended to corrzot of [ ‘
i mddress; specifies fhe circumstances that i Wiith regard to Resident #1, Trazodone wis
| indicate the uea of the medication; educates the | discontinuad and all ther orors have bean |
i staff abiout what desired effects or undesired side | clarified by the prescribing physician. 1
 effects the staff must monitar for and documents | i P l
| the time of, razson for and specific resuits of the
i medication use.

i
I 'This REQUIREMENT is not met as evidenced

i
| :
! . 3
1
!

Oivision of Licensihg and Protection )
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T 040 . Gontinued From page 5 l T 040 !

By

" Based on record review and interview there was
| 1o written plan for one applicable resident

| recelving PRN [as neaded) nsychoactive

medications, [Resident #1] Findings include:

[ 1. Per review on 06/03/14 of Resident #1's chart

i there was no written plan for the use of PRN

i psycheactive medications, Resldent #1 had

i physscnan orders for PRN Zolpidem 10 milligrams
(mg) [Ambien] and Trazadone 100 mg for

"ingomnia and Zyprexs 50 mg PRN for psychosis, E
| There was hg writien plan for the specific

‘ behaviors or spedific cireumstances when stalf
should give the medications in combinations or
the desired effecta to manitar for. Per interview

“an 08/03/14 at 11:57 AM, the nurse stated that |

i “alt staff are trained to recoghize psychosis and if
the doctor ordered meadication (for insomnia) than |
P wouid asgume that [the physician] wantad i
Ambiten and Trazadone given together”. S/he :
explained that the resident displays certain l
gpisodes that would be specific behaviors and

: circumstances for the Zyprexa and that both the

i madications for inapmnia were given {ogether ar i

P sometimes separately although not sure ag to

, why. 8/he confirmed that although the resident

i had received some of the psychotrapics there .
was no written plan that educated the staff as to |
the specific bahaviors or olraumstances,

§&=0
5 8 Medication Management

5 8,9 Residences must establish procedures for l
. documentation ayfficient to indicata (o the health |
care provider, regiatered nurse, sertified managcrl
| or representatives of the livensing agengy that the .

[

T 044i VBB 01234586 Residant Care and Servives | T

T. Daq V581232456 Resklent Care ard
Services Medication Managsment

f
$
|
! The Medication/PRN Loy has baen J W T I
amended to inglude documentation of
effectiveness, A form has baen greated ang
will be fifled out by the supervising RN {o _
irdude the psychoactive drug. drug dlass, |
side effocts to ook for, the purpose and/or

{continued)

l
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T 044 Continued From page 6 TO4 | 7044 feontinued)
- madiication regimen a9 ordered iz appropriate . .
| and effective, Ata minimum, this shall include;  expected effects of the medication, and an area for
i I special constderations which might include
(1) Deocumentstion that medications were potentiating sctlons.  Dlosage range is also
administered ag orderad; provided on thaform,  The form will be mcduded in
, ) the Medication Administration Record, The 0114
.(2) A_" instances of refusal of medications, presence of and completaness of this form will ke
iﬂgludmg the reasan why and the actians taken by monitored on 100% of residents by review avery
residence: ! four wesks.  This will be fully implemented by
| August 1, 2014
(3) Al PRN madications administered, including )
. the data, time, reasor for giving the medication, A comprafensive list of current staff defegated t
| and the adrnivister medication, tha daby they started this
: effect; | responsibility and the delegating nurse sighature is
: I mow In the front of the Medication Adminigtration '
C{4) Acurrent list of who is administering ‘ Record. The listis & be revised as needed and ;
. medications to residents, including staff to whom kept eurcant,
a nurse has
delegated administration;
- (8) For residents receiing psychonctive
. medications. a record of monitoring for side ,
sffects: and . f
f(B) Allincidents of medication emrors. |
i This REQUIREMENT (= not met ag svidenced !
by i
Based on record review and interview the TGR [
faiied to have proceduras for some of the E
medleation managemeant regimaen raquiraments. '
This has the potential to affect all residents.
Findings nclude:
" Per review on 08/03(14 of the MARg [medization
; administration record] the PRN [as narded)
| medications did not have documentation of the
sivision of Lizehzing and Rrgtection
SYATE FORM 0949 HEART1 If comlinbation sngst 7 of 17
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TAG
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DATE

T 044 Continued From page 7

| effect that the medications has on the residents,
Although the medication, date, time and the
person who administered the medication were

| ngted, there was No progress note nor
documentation as 1o whether the medication was

i effactive or not. Additionally, a current et of who

: ig mdministaring medications to residents,

| including staff to whom a nurse has deiegated

| agminigtration responsivilities was not available,

. Per intarview on 06/03/14 at 1131 AM, the nurse

| stated thatthe TCR Is in the progess of adding

"anather section on the MAR for tragking the
affects of the PRN medications, 5/he also stated

_that the medication delegation fist did not contain

} all the staff who are able to adminlister

medications and was in the process of doig so.

The nurse confirmed there are no procedures for

documenting the PRN medisations effects and a

- ehnent medication delegation list.

ST 01139? V.5 .8.R.4 Resident Care and Sendoss i
8= :

5.8 Medication Managamaent

|

*5.8.h.4 Medications left after the derth or
discharge of a resident, or outdated medications, |

. ghall be promplly disposed of in acctrdanse with

i the residence ' & pelicy ang apglicable standards

| of practice and regulations.

! This REQUIREMENT is not met as evidenced

i by
Baged on observation and Interviaw, the TCR

- failed 10 dispase of medicat'on upan-the

’ digeharge of & resfdent. (Resident #3) Findings
inciude:

i 1. Resident #3 wag admitted to the TCR on
120113 and was discharged on 12/20013. During

T 044

T.049 V.5.8.h.4 Rasident Carg and Sanvitem
Medlcation Management l

T 049

The: Lantus insulin has bean disposed of per
agancy palicy in the locked medical waste
disposal bin.  Mursing disposes of unused, :
discontinued or outdated medications, ]
Medications se disposed of in a designsted
plastis contalner and picked up at regular
intarvals by an outsite company for
incireration. Al Medication Managerwent ‘
policiss will bie reviewed, revised and writtan '
{whera needed) with full regard te the TCR
regulztions and approved by Rutiand Mardal !
Mealth Administration by August 10, 2014.

i

L 1014
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Divizion of Licensing and Profection
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA (x2) MULTIPLE CONSTRUGTIQN i (%3) DATE SURVEY
AMNE PLAN OF GORAECTIDN MENTIFICATION NUMBER: : GOMPLEYED
A, BULDING:
0806 8, WING Q8532014

NAME QF PROVIDER OR SUPPLIER

CRISIS STABILIZATION 8 INPATIENT DIVERSI |0 BOX 222

BTHEET ADDRESS, CITY, 8TATE, Z# QOLE

RUTLAND, VT 05702

- gemenstrate compatency In tha skits and

- lechnigues they dre expected to perform before

| providing any direct care 1o residents, There shall

| be atleast twelve (12} houre of raining each year

i for gach staff persen providing direct care to

: residents. The training must includa, but is not
himitad to, the following: i

i (1) Raesident rghts:
(2) Fire safety and smergency evacuation;

(3} Resident emergency response procedures,

" such as the Heimfich manewver, acoldents, police |

ror '
ambulance contact and first aid,;

; (4) Policies and procedures regarding mandatory
" reponta of abuse, neglect and exploitation;

1 (5) Respecthil and effective interaction with
il residents. '
(6} Infection contral measyres, including but not |
limitad to, hand washing, handling of linens,
maintaining clesn enviranments, blood boms |

i | SUMMARY STATEMENT OF DEFIZIENCIES i PROVIDERS PLAN OF CORREETION l %)
PREFIX (EACH DEFICIENCY MUST 88 PREGECED @Y FULL PREFIX {EAGH CORRECTIVE ACTION §HOULD BE COMPLETE
TAG REBULATORY Of LEC IDBNTIFYING INFORMATION) TAG CROSS-REFERENCED T THEAPPROPRIATE  ,  DATE
| OFFICIENCY)
I T
T048 ' Continued Fram page 8 | T 049 J
i
. & tour of the environmant on 873714 at 10:45 AN, ?
muitiple boxes of Lantus insulin was stored in & 5
basement refrigerator, The acting program
Direckyr confirmed the resident had been
discharged over & morths ago and the :
medication should have been digposed of upon !
- Resident #3's discharge. ! J
| - T
T0%2 v.6.9.b.1.2.3.4 5.6.7 Resident Care and Services | T 052 T.U%2 V.5.5.5,1.2.2.4.5 6.7, Rasident Care and ‘
E5=C L Services Staff Services J
i 5.9 Staff Services. |
! Staff hag veceived trainlng i most of the areas !
P 5.8.h. The residence must ensure that staff | identified in the TCR reguiations, The training 78414

program is currgntly being reviewed and ravised
with full regard v the TCR reguletions.  Staff will
recefve training in infection control measures and
respectful and effective intaraction with residenty
by Jufy 21, 2014, with additional training to be
scheduled and defivered throughout the calendar
year, to satisfy the twelve houvs of training
required, A prrsonne! file will be malntatned a1
* the reddence for each staff member, wherein wilf
| be muintained  aceurate and current
documantation of tralnkng recelvesd.
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FORM APPROVED

STATEMENT OF DEFICIENCIES (1) PROVIDER/ASUPPLIERICLIA

AND PLAN OF CORRECT ION IDENTIFICATICN NUMBER: A BUILBING:

(X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETEDR

-

&, WING

o608

060372014

HAME OF PROVIDER QR SUPPLIER

CRISIS STABILIZATION & INPATIENT DIVERGH |- BOX 222

RUTLAND, VT 05702

STREET ADDRESS, SiTY, STATE, ZIF QODE

SUMMARY STATEMENT OF DEFICIENG 1ES
(EAGH DEFICIENGY MUST BE PRECEDED BY FLLL
REGULATORY OR LEC IENTIFYING INFORMATION)

I
PREFIX
TaG

|
PREFIX
TAL

PROVIDER'S PLAN OF CORRECTION
(BAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APCROPRIATE
DEFCIENGY)

. L )
| COMPLETE
DATE

I
T052| Continued From page 9 i Tos2

pathogens and universsl precautions: and

{7) General supervision and cere of residants

g‘his REGUHIREMENT g not met as evidences
y:
Based on record review and Interviews the
; residence falled to have documented at least
| twetve (12) Hours of training each year for each
| staff person providing direct care to residents for |
- 2 of § staff reviewad.

Based on staf interview and faoility staff fila
review on OB/03/14, the residence failed (o
demonstrate by documentation that 3 of 5 siaf |
membars reviewsd had reseived at least (12) ‘
hours of annual training specifin to resident rights, !
fire and safely and emergengy evaoustion,
| regident etvergency tesponse, mandatory
l reporting, respectful and effestive communication
- with residents, infection nortrgl measures, and
. general supervision of residents. The Staff :
{ Development Coardinator duting interview at 3:28
‘ ; PM stated thet although staff have annual ?'
trainings "not all the pieces are in place and
sonfirmad there may net be the 12 hours of the
required [therapeutic community resikdence] |
! trainings”, ‘

T Q60 T 060

B8=C

V54001 20 LI v vV VLY Resident Care and

Services

5,10 Records/Reports

5.10.b Tha following reserds shall be maintained
and kept on file:

i

] and discharges out of the regidenoce. : |

060 V.5.10.0, L2 RN Ry vLviLvit Reside

(1) A resident register Including all admissions to [ place by August 1, 2014.

Care and Services Records/Reports

A cemnera has been requisitioned far the residence.

Once it is recelved, staff will be tralned on its proper
use and upleading of residents” photos (hio the EMR
andfor printing of regsidents’ photos,  This will b in

B-01-14

{continued)
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| telephona number of
f any legal representative dr, if there is :
_nang, the next of kin; I

[ ii. The health care provider ' s name, |
( address and telaphong numbet; !

il tnstructions in case of resident's death,

I i, Tha regidant ' & intake assgssment

L summary, identification of problems and areas of
 Blrcesstul .
[ life funetion;

v. Data from gther agencles,

i vi, Treatment plans and goal, reqular
i progress notes; suparvisory and review
] canclusions, aftercare
plan and dischiarge summary, )
I appropriate medica! information, and a resldent |
information release :
ferm,; l

s :
E vii. Asigned admission agreement, |
vill. Arecant photograph of the resident (buf ;
" g restdent may decline to have hig or her piciure [
j taken.
= any such refusal shall be documented [
| in the resident' & record);

; e, Acapy of the resident ' s advance .
" directives, If any wete completed, and a copy of f
i I

has been obizined and decumented In the i
! record,  Resldent #1 was saen by the case ‘
manageron 6/17 and &/30/14.

- STATEMENT OF DEFIGIENCIES (1) PROVIDERSUPPLIER/CLIA (623 MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AN PLAN OF CORRELTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
_ 0606 ___}BwiNg 06/03/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRERS, GITY, STATE, ZIP GONE
PO BOX 222
GRISIS STABILIZA NT CE
TION & INPATIENT DIVE RUTLAND, VT 06702
(X4)ior | SUMMARY ZTATEMERT OF DEFICIENCIES 1) : FROVIDER'S PLAN (JF CORRECTION L s
BREFK (EADK DEFICIENGY MUST BE PRECEDRD BY PULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BA ' eompuire
THG REGULATORY OR L84 DENTIFYING INFORMATION) TAL CROUEREFERENCER TO THE APPROPRIATE | DATE
| i DEFICIENGY) ,
T ! :
TO80 Continwed From page 10 C T80 t 1
| (2) Arecord for each residant which includes: l \ 7060 continued
. |
i The resident's name, emetyency 4 ; .
. \ ' For d i )
| hotification numbers, the name, atldress and { Restent 42, all required information | Complte

Divialon of Licensing and Protettion
STATE FORM 3268 HKAR1
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STATEMENT OF REFICIENCIES {1y PROVIDER/SUPPLIERALIA
AND PLAN OF CORRECTION

INENTIFICATION NUMBYER:

0B0G

B WING

{X2) MULTIFLE CONSTRUCTION
A, BUILDING:

{X3) BATE SURVEY
COMPLETED

06/03/2014

NAME Qf &

CRISIS STABILIZATION & INPATIENT DIVERSIC

ROVIOER QR SUPRLIER STREET ADDRESS, CITY. RTATE, 2IP SO0
PG BOX 222

RUTLAND, VT 05702

sAy i
RFREFIX -
YA

SUMMARY BTATEMENT O DEFICIENGIES
(EALCH OEFIGIENGY MUST BE PRECEDED &Y FULL
REGULATOARY OR LAC IBENTIFYING INFORMATION)

0
i PREPIX:
TAG

PROVIDER'S PLAN OF CORRECTION L
({BAGH CORRECTIVE AGTION SHOULD BE COMPLETE
CRO$S-REFERENCEDR TO THE APPROPLRIATE SATE

DEFICIENGY)

T oo

|

' r
B
i

Continugd From page 11

the
dosurnent giving legal authoriy to
another, if any.

This REQUIREMENT | not met as evidenced
by

Based on record review and interview the
resident records falled to have some of e

of 3 residents in the sampla, This has the
potential to effect all residents inthe resldense,
(Residents #+1, # 2, #3) Fingihgs inslude;

¢ 1. Par review pf the resident's records during the

T 060

¢ required Informalion in the resldent's charts for 3

survey on 06/03/14 the following infurmation was ;

ok foung:

a} Al residents (#1- #3) falled to have photos in
the chart and/ior dosumentation of any such

- refusals.

i b) Emergency natification rurmbers, the nams,

address and elephone number of any legal

| representative o, if there is none, the next of kin
" for Resident #1.

¢} Review conclusions andfor progress notes
from the social warker for Resident 41

Fer interview on 0B/03/14 at 3:30 .M., the
acting Program Director was unable to obtain all
the required infarmation for the resident's
recards. S/he confirmed af that time that the

~ above information was not In the charts.

T 080
§8=C

VI 8.8 Residents' Rights

'

Tasa

o]

Ivigion of Liceraing and Proteztion

ITATE FQRM
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STATEMENT OF DEFICIENGIES X1) PROVIDERSUPPLIER/GLIA
AND PLAN QF CORRECTION IDENTIFICATION NUMBER:

0606

(2) MULTIPLE CONSTRUBTION
A BUILDING:

B WING

(X3} DATE SURVEY
COMPLETED

0610372014

MAME OF PROVIDER OR SUPPLIER

CRISIS STABILIZATION & INPATIENT DIVERSK

ITRECT ADORESRS, CITY, STATE, 2R QODE

PO BOX 222
RUTLAND, VT 05702

SUMMARY STATEMENT OF DEFISIENGIES
(EACH DEFICIENGY MUST &E #RECEDED BY FULL i
REGULATORY OR LEC IDENTIFYING INFARMATION; :

Ky Hy
PREFIX |
TAG

i

i
PREFX
YA

3

PROVIDER'S PFLAN OF CORRECTION
{EACH GORRECTIVE ALTION SHOULD BE
CROSS-REFERENCELD YO THE ARPROPRIATE
BEFICIENGY)

{459
COMPLETE
I B

j

T 0901 Continued From page 12 ;

Vi Residents' Rights !

!
I ¥
' 6.8 Each resident rray send and receive }
! personal mail unppened, Unless such zcoess has

beer restricted by a colrt. .

This REQUIREMENT is not met as evidenced

E

| oy ]

Based on record review and staff interview, the ;

TCR failed (o establish a process by which all

| residents eould receive personal mall directly 1o (
the faciiity, This has the potantial to effect all

! residents directly. Findings include:

| Per record review on 6/3/14, Resident #2 was |
adgrmittad (o the TOR on 4/23/14 and digcharged ’

lon 5720014, Per raview of prograss noles, itwas |

" noted Resident #2 volced & concarn sthe was not |
recelving personsi mait, specifically from his/her ‘
lawyer. Upan review of the TOR mail process, the

| éicting Program Director confirmed residents are g

Cgneouraged not to change thelr permanent

j address whila 2 resident of the TCR, and inform |
resitients they naet to yse the Court Square

| office of Rutland Mental Health Services for a |

* mailing location. Residents will receive mail i

| indirectly via personnel fram the Rutland Mental

" Heaith Services, not directly from the US postal

| service, For Resident #2, the defay and confugion |

i regarding receiving mail In a timely manner was !
frustrating end failed to meet Resident Right

! rggquirements, !

l

[

T 092[ V.58 Residents Rights [
55=C

_,i V1. Residents Rights [
i

T80

10080 VI.ES Residants’ Rights

A maibox has been requistioned and will be 1

placed on the outside of the resldence for LS L7414
Postal Mafl delivery,  This will he in place by |

July 15, 2014,

et

1
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STATE FORM

BLO/PLOd WOISiZ0 pIOZ £ (0P BPEZLIE0E *ad

HK4P

IFsontinumtion shest 13 o1 17



a7 BT 2014 B3:4B 7754020

Division of Licensing and Protection

T RUTLAND MENTALHEALTH

PRINTED: 07A3/2014
FORM APPROVED

PAGE 16/19

STATEMENT OF DEFICIENCIES (X7 PROVIDER/SUPPLIERICLIA %2} MULTIPLE GQNSTRUGTION

AND PLAN OF CORRECTICN IQENTIFICATION NUMBER: A BUILGiNe:

(X3) DATE BURVEY
COMPLETED

08/03/2014

0606 B, WING

HAMVE OF PROVIDER OR SUPPLIER STREET ARORESS, CTY, STATE, ZIFGODE

PO BOX 222
GRISIS STABILIZATION & INPATIENT DIVERSBK RUTLAND, VT 08702

(X310 SUMMARY STATEMENT OF DEFICIANCIES (
PREFIX (EaGH DERCIENCY MUST BE PRECEDED BY FULL PREFX
TAG REGULATORY OR LEG INENTIEYING INFORMATIDN} TAG

PROVIDER'S PILAN OF GORRECTION £x8)
(EAGH GORPEGTIVE ACTION BHOULD BE COMPLETE
CROSS-REFERENGED TO THE APRROPRIATE DATE
CEFGIENGY)

Y082 Continued From page 13 Tog2 |

8.8 Aresident may file a complant or voice @ !
grisvance without interferanca, coarcion or
reprisal. Each résidence shall establish an
pecessible written grigvance procadure for
rasolving residants ' concarns or complainis that
is axplained to residents at the trme of admission
&nd posted in a prominent, public place on each
fisor of the residence, The grievanse procedure |
shali Inglude at a minimum, time frames, & :
process for responding to residents in writing :
within tart (10) days, and & methed by which each
resident filing a complaint or grievance will be [
made awarg of the designated Vermont

. pretection and gdvocacy organization as an

i altarnative or in addition to the residence's

f grievance mechanism.

|

| This REQUIREMENT is not met as evidenced !
by:

i Based on chservation, staff interview and record
¢ raview the residencs failed to develop a written

- grievahce procedurs that incluges at 8 minimum,
| eorrect time frames, a process for responding to

| residents in witting within ten {10) days ar |
| alternative residence grievance mechanism. This |
s the polgntial to effect all residents. Findings
include;

| Based on interview and record review, the TCR

! failed & develop a grievance procedure, as

Tequired, with correct ime frames and process |
for responding to residents withip ten (10) deys, |

- Per reviaw, the Rutiand Mental Health Services [
provides upon admission to each resident of the |
TCR & booklst titted "Handbook far Persons |

. Receiving Behavioral Health Services”. Although

|t does provide beneficial information, it fals to
foliow the required time frame for processinga |
grigvance, informing the residents of thelz rights |

F.082 VI.6.8 Resldents’ Rights

A written grisvance procedure with regard to Complete

. TCR retuirements hos been developed and

inciuded in the Admission packet for all
reylgents,

bivision of Ligtnzing and Prolection

STATE FORM ' e MR If eantinustion shast 120017
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. FORM APPROVED
Rivision of Licensing end Protection
STATEMENT OF DEFIGCIENCIES (X1} PROVIDERBUPPLIERCLIA (X MULTIPLE GONSTRUGTIIN {53 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATICN NURMBER! A BUILDING: COMPLETED
0806 8. WING DB8I0A2014
NAME OF PROVIDER QR BUPPLIER ETYREET ADL‘IF;!EQ:S‘ CITY, 8TATE, ZIP CORE
PO BOX 222

CRISIS STABILIZATION & INPATIENT DIVERSIC

RUTLAND, VT 0b702 °

X410 | BUMMARY STATEMENT OF DEFICIENCIES
FREEMR (EALH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEC DENTIFYING INFORMATION)

P
PREE
| TAG

l PROVIDER'S PLAN OF CORRECTION o
! EACKH CORRECTIVE AGTION SACULD BE COMPLETE
CROSS-REFERENCED TO THE APFROPRIATE  ~ DATE

DEFRCIENGY}Y

T002| Gontinued From page 14

to receive a response in writing and how to

. contact Disability Rights Verment in addition 1o
fliing & grievance with the TOR or as an

- altecnative.

T 405 VI.6.21 Residents’ Rights
£8=0

; V1. Residents’ Rights

6.21 The obligations of the residence tb s

I‘ resldents shall be written in lear leanguade, large |

- print, ghven to regidents on admission, and posted
. i an accessible, prominent and public place on

| @ach finor of the residence. Buch notice shall

" glso state the residence's grievance procedure
and directions for contacting the designated
Vermont protection and advocacy arganization.

| This REQUIREMENT is not met as evidenced
by

! Par observation and confirmed during staff

| interview, the residence failed i post Rasident
[ Rights. Findings includs;

" Diwing 2 tour of the TCR on 6/3/14 at 10:45 AM,
-wiritien Resident Rights were not posted in an

i accessibie, prominent and public focation, Per
i intarview o0 the afterncon of 8/3/14 Crisis
Recovary staff confirmed Resident Rlght posters
had not been created or displayed.

521%95 VIL7.2.d Nutrltion ahd Food Servicas
7.2 Food Safety and Sanitation

| 724 The residence shall ensure that food
, handiing and storage technigues are consistent

' T g2

T103

T129

! with the Food Safety Principles and Guidance for

T.205 V1.6.21 Ragidents” Rights

the rmsidence.

implermeanted on July 1, 20354 and will be
E manitorad on at orgaing basis.

I Written Residents’ Rights with regerd 10
| TCRrequirements has been posted in an
avcessible, praminent and public location in )

i Comphate

TA29VIL72d  Nuirition and Food Services |

I Thermometsrs have been purchasad and are ;

currently Yocated {ona) in ¢ach refrigerator and 7-01.14
freezer. A daily log sheet has bean developed
and staff hag boen trained on s use.  This was

Divitaon of Ligansing and Protectfon
STATE FORM
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUP PLEZRAGLIA
AN PLAN q%‘ SORRECTION IDENTIFICATION NLIMBER:

B, wing

(X2) MAVLTIPLE CONSTRUGTION
A, BUILDING:

(X3) DAYE SURVEY
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08/03/2014

0606

NAME OF eROVIOER OR SUPPLIGR

CRISIS STABILIZATION & INPATIENT DIVERSIe L0 BOX 222

STREET ADRRESS, SITY, STATE. ZIF GODE

RUTLAND, VT 05702

SUMMARY BYATEMENT OF DEFICIENCIES s
(EACH DEFICIENCY MUST BE PREQEDED BY FULL PREMD
REGULATORY QR LEC IDENTIFYING INFORMATION) TAG

(X4) 1D
FREFIX
TAL

PROVIDER & PLAN OF CORPECTION (M5)
{BEAGH GORRESTIVE ACTION SHOULD 8E | GOMALETE
CROESREFERENCED TO THE APFROPRIATE 1 DATE
DEFICIENGY} i

T128| Continued From page 158

I onsumers in the surrent Dlatary Guide!lves tor
: Americans.

} T 129

This REQUIREMENT (s not met ay evidenced
by:

Based on observation and interviews the TCR
faited to enslre proper food storage technigues,
Thia has the polential to affact all regidents,

| Findings inslude:

1. During the intial tour an 06/03/14 at 10:45 AM
accomparnied by the acting Frogram Director the
following observations wera noted!

a. the downstairs refrigerator had several boxas
of insulin from a resident who was discharged
~morg thar § months 209 stored with resident's
food.  Additionally, there was no femparature
| gauge to ensure the food wes held at the proper
[ temperatures,

- b the new refrigerator upstairs has 2 temperatre
gauge display on the outside howaver staff were |

i i ot monitoring the temperaturss 1o ensure the

i perishatre foods were held at the proper

temperatures. The Director stated that staft could

easily monitor temperatures as part of the daily i

routine and confirred the above findings,

8;87 1X.9.11.c Physical Plant | T a7

£ 9,11 Digaster and Emergancy Preparedness

8.11.¢c Each residence shall have in effsct, and
avatlabie to staff and residents, written coples of
a plan for the pretection of o)l persons in the
avent of fire and for the evacuation of the buikling

T.A87 IX.911.¢ Physhzal Plant

A process for conducting fire drills with regard for
TCR regulations has heen developed.  Drills will
include debriefing of staffand restdents,  Drills
©willbe canducted at least quarterly, and a Fire

| DIt Log Book will be maintained, .

Complete

Bivisten of Licenging and Froteetion
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STATEMENT OF DEFICIENCIES (X1) BPROVIDER/SLPEUERIZLIA (X2) MULTIPLE CONSTRUCTION (X5 DATE SURVEY

AN PLAN OF CORRECTION IDENTIPIGATION NUMBER: & BUILDING

COMPLETED

06/03/2014

0B0B B WiNG

NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, 3TATE, ZIF QODE

PO BOX 222

CRIZIB STABILIZATION & INPATIENT BIVERSYK RUTLAND, VT 05762

(%410 | BIMMARY STATEMENT OF DBFICIENGIES iD '
PREPIX | (EACH DEFIGIENCY MUST BE PRECTDED BY FULL BREFIX
IAG | REGULATORY SR LS IBENTIEVING INFORMATION) TAG

PROVIOERS PLAN OF CORRECTION po
(E&GH CORREETIVE ACTION SHOULD BE CoOMALETE
CROSS-REFERENCED TO THE APPROFRIATE DATE
BEPICIENGY)

T 167  Continued From page 16 T 187

wheh hacagsary. All staff shall be instructed

! periodicaily and kept Informad of thelr dutles

i under the plan. Fire drills shall ba sonducted on
al least a quarterly basls and shall rofete times of

. day emong moring, afternoon, evening, and
night. The date and time of each drill and the :
names of participating staf members shall ba
documentad,

This REQUIREMENT is not met as evidencad
by

Based on intervigw tha TCR failed to rotaie fire
drills among all tires of day. This has the
potentia to offect &l residamts, Findings Inslude:

Fer interview on 06/03/14 af 11:.00 AM 2 request
was made for coplag of the evacuation plan and
*fire drills, Copies of the evacuation and disaster
- plan wers availsble as well ag posted exits signs.
However, the acting Program Director statad that
sihe was unable to find the Fire Drll Loy Book
. and although “staff have discussed fire drills and
the nurge was working on oonducting them, | ;
know they'ra lacking” . S/he confirmad thers was |
. no documentation of the fire drills for the last
. year,

'
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