2~ 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:/fwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

December 12, 2014

Ms. Cindy Blanchard, Administrator
Safe Haven

4 Highland Avenue

Randolph, VT 05060

Dear Ms. Blanchard:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 14, 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 N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilitics Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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| no discharge summary for ona applicable

Hivieion of Licenaing-and Pioteetion

5.4.c Asummaty of the resident ' 3 stay at the
faclity shall be adddd ta the resident record
within two weeks of his or her leaving. The
summary shall include the reason for leaving,
areas In which prograse, no pragress, or
regression wes cbserved, and the medication the
resldent was prescribed atthe flme of lpaving.

This REQUIREMENT Is not mat as evidenced
by: ' -
Based on record review and intarviews, thare was

discharged resident In the zample. (Resldent #3)
Finding Include -

1. Per record review, Resldent #3 was admitted
on 12/07/13 and was discharged on 08/01/13,
The last progress nete states "moved out
succesefully". Per the Departure Actlon Plan,
which was identiflad as the discharge summary, it
notes future plauning for jobs, theraples and
communications. However, the discharge -
summary did not have the reason for leaving,
areas of progrese/no progress or regression and
the medlcation the resident was prescribed at the
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T001| Initlal Comments T 001
An unannounced on site re-ligensing survey was
conducted on 11/14/14 by the Division of
Licansing and Protection, The following are
Therapautic Community Resldence (TCR)
findings. ‘ .
T 022| V.5.4.c Resident Cars and Services Ta22
‘BG=A T.022/V.5.4.c
6.4 Discharge Requirements - Resident Carg and Sarvices
Discharge Requirements

time of leaving. The Project Menager at 1:00 PM

Satfe Haven will
mod|fy/anhance the current
discharge summary to
include the missing elemants
identlfied In 5.4.c.

poo

Resldént chart reviews wili

be completed withiry two
waaks of resident discharge
for compliance ,

R/SUPPLIER REPRESENTATIVE'DS SiIGNATURE

TITLE {#a) DAVE

LABORATQRYDIRECTOR'S GRPRO
__Qiuﬁyf 21000)) MATELY,
S8TATE F > [T

c1a811

ek, Accesss Aegde Care Senices

If ontinuabion shast 1o£10
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§5=C| Services

5.8 Medication Management

[}

6.8.a Each therepeutic communify residanca
must have writian.peligles and procedures
desicrlbing the resldenoce ' s madication practices.
The policles must cover at least the fullowlng

(1) If a therapautic community: resldence
provides medicatlon managemant, it shall be
dene undey the

" supervidlon of & reglstered nuse.

(2) Who will provide the professionai nursmg
delagation [f the residance administers -

medicalions o
residents tnable to self-abmilnistsr and how

the process of'delegation fﬂ to ke chried out In
the
residencs,

(3) Qualifications of the staff who wili bg
managing medications or adminlstaring
medications and the

residence’s process for nursing supervision

of the staff.

(4) How medications shall be obteined for
resldents including cholces of pharmacles.
admlnistratlon.

(6) Procedures for disposing of outdated or

(5) Procedures for documentation of medication

STATEMENT OF DEFICIENGIES (X1) PROVIDER/BUPPLIGR/CLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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%) 1B SUMMBRY STATEMENT GF DEFICIENOIES . B FROVIER'S PLAN OF Q.ORREGTIDN . o)

FREFIN {FAGH DEFIGIENGY MUST HE RREQBNED B AULL AREFIX {FACHCAORRECTIVEAGTION SHOUDBE * .| COMPLETE |

TAG REQULATORY-OR LBG IDENTIPYING INFORMATION) - TAG ORG8S-REFERENCED TO THE APPROPIIATE bATE

. . DEFICIENGY)

- T022| Continued From page 1 T 022

' confirmed that the discharge summary did not

have all the required alements documented,
026 e v . '
T 035L V-5: 8-3112.3.4.5.6.7.8 RBS|dGI'It Cal’e End T T‘GEEM'H‘atl.a'a'4‘stalv-8 il

Realdent Care and Services | / 901
Medication Management |
As Safe Havenis not a [
, treatment facility, the Safe |
| Haven Projact does not. 4
provide medication - |
; ‘minagement. All residents i
-are, rgqqlﬁed to be capable of }
self—adminlstering o
medicatlans. An assessment
of resident capabllity far this
Is completed during the
K assessment of
appropriateness for
o "hqmlﬁsfbn. : S
R Safe Haven will .
modIfy/enhance the current
Agsedstinent of reskdent
abllif.v t0 sélf-ad min(stgar
: ‘madmatmns to further assess
! resldent -+
capahmtwundarstanding of
wmmw pragorbad
. madioations.

%c 1035 Muﬁ%
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éﬁgm (EACH nEFIE‘.IEN’& JST. BE PRECEREDHEY WL PREFIX . [EAQH gqaﬁgqmﬁkgnnb;‘suoum BE | COMPLETE
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T035| Continued From page 2 T35
. 9.1 , 0 :
unused medication, Including designation of a , 0 Safe Haven Medication
person or . policy wilt be amended to _
' address process of how staff

persons with respanglbllity for disposal.
: will cansistently agzass

(7) Procedures for monitoring side effects of _
psychoactive madications. : residant's abllity to galf
administer medications.

(8) Procedures for assessing a resident' s

abllity o self-administer and documentation of the{ o
assessment In the medical record If new medication ls l
. | prescribed to a resident from

a treatment provider outslde
‘g;_ls REQUIREMENT Is not met as evidenced the facllity, anew
Based on staff interview and record review, the i asscssmant wil be . 1
home fallad to provide written procedures for i completed at that time to l "
assessing a resldent’s abillly to self-administsr assess rasident’s .
medicationsg for 2 of 3 residents In the totai understa ndlng of Identified
gample. (Residents #1 & #2). Findings include: ¢ medication and ability o self *

Per record reviews, ths home's “Medication administar. :

I .

L. , :
Policy” falled W Include any written procedure for ‘ R : I
assessing a resident's ablity to self-administer @Oé e C) 3)5/ (W ,d
medicatlons, The policy Safe Have 9.10 ' . e
Medication Policy statss that the resident should | Pyl I -

have sccess to madications that are prescribed
| bythel- physician. and/or mentalheath care o \9\ R @\
provider, are expected to be able to self » e /[}Wwwb
adminlster prescribed medications whiie living al S e
Bafe Haven . Thera Is no information as o how _ . o ' ; )
atsff will consistently assess the resident's ablllty . o :
to self administer medications. Althaugh thare .
was an assassment for self administration form In
Resldent #1's record, the reason for taking one
narcotic medication was not glven and not all-the
questions had a reply. Resldent #2's assessment ; _
did not show & clear understanding of the ' o ' R
| purpose of the medications but had wording such . . S
: as ‘numbing med' for Haldol and not all the
questions about use, safsty and effects were
\rtaleri of Licenaing an f [ et . .
STATE FORM . o c18811 If ooniinuation shaet 3.0f 10

o s rEET—
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Ay 1D T BUMMARY STATEMENT OF OEFIOENCIES” ™ T T T [ " PROVIDER'S PLAN OF GORRECTION wn
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T 035 | Continued From page $ pTes ) T030/VE8HS | VS :
[ consistently answered, The Manager stated Resldent Care and Services I/Qﬁ ]
durlng Interview at 10:30 AM, that “the physiclan Medication Management . lj,!
goes over thg meds too" but conflrmed ér}ﬁre I8 .! g
no docurmsnlstion that has happened. a All resldents at Safe Hav - it
: . s ! en :
confirmed that the Policy and Procedure is not 1 f
| clear regarding assessmant for resident self must be able to self-
: adminlstration. , ! administer medications. As : i
| i ' H ’
11050 ° Safe Havenisnot a

T 080} \/.5.8.h.5 Rasldent Care and Services

s5=D treatment facility, if a

' resldent is prescribed a ‘

! Y68.n.6 Narootics and other contralled drugs ::) : narcatlc or other controlled i

. st be kept In a locked cabinet In a locked p ly'l' drug, the resident will

1 room. Narcotles musat be accounted for an a daily |- : o

basls. Other cgntrolled drugs shall be accounted comply with the monitoring
plan developed with the

| for on at least & weekly basis,
prescriber, which staff will be

aware of.

1 5.8 Medication Management :

..

1 This REQUIREMENT I not met as evidenced

f.
i
I
]
'
!

v:

Baged on record review and Intsrviews, the TCR

fallgd to assure Resident's medications, .k

| especlally narcotios, for 1 of 3 resldents reviewad ;

| were accounted for an a dally baéls. (Resldent#):
FIndings include: U

\
‘! Narcotlc medicatlons will be .[
secured in the facllity by the
resldent under double lock

I Resldents wlll complete a

-

1. Review of Resident#1's chari presents that ig )
| Oxycedone Bmg, 1 tab every 8 hours can be : : dally count of their i
taken. A prograss note of 08/05/14 states that lJI . prescribed narcotics/weekly
| the resldent had takeh more than what was : o ) i
| prescribad and “was completely out of It* and :  count of their prescribed
! staff "had to do randam ¢ounts ugth trlxe ciFi’e'r;lt". I controlled medications with
Fet raview of the Safe Haven Medication Policy o
9.10 (7) states "all guest prescribed controlled Co staff present to verify pill
| medication must have & plan that includes having ‘ counts, and a log wlll be
created to verify/monitor
counts signed off by resident

I A L L ST

the uge monttored, which c¢an be shared with the
Project or House Manager.” Per interview on
: 111714724 at 1:30 PM the Manager stated that
; | residents are ab'e to take thefr own medications
will be discussed batween

‘ R - ncn!j?
C TJ Ob Safe Haven staff and
O\Cf}(«f{’ﬁd (9} ] ] | j(' resitlent’s prescriber as

outlined in Safe Haven
,,,,_9 w NMedlcatIonpollcy.

and staff. Any dlscrepancies
In medication counts found

N .
GiViEtam ol Lic8ngig and RIgtgaten: -

STATE FORM ntinusilon shap! 4 of 10
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DEFICIENGY)
T o653

T 050, Continued From page 4

and are kepl locked in their roams and that the
physician or other health professionals from othier
programs will review the medications with the
resldent. However there is no evidence that the
controlled drugs are accounted for or a plan for

monitoring the naratics. The Manager .
Gonﬂrmaj th‘e abnva "ndlng. T-oaefv-s-la-h-l-z-I.“J“-iV.U.
vivilvill
T 080| V.5.10.b.4.2.LILILIv.v.vLviLVII.| Resident Gare and | T 080 Resident Care and Services
§8=C | Services Records/Reports
6.10 Records/Reports : ' Safe Haven has kept a closed ﬂ} ﬂa W

chart/paper record of each

£.10.b The following records shall be maintalnod
1 g currant and former resident

and kept on flla:
at the facility that was
(1) A resident reglster Including all admissions to reviewed with the reviewer
and discharges out of the resldence. at the time of the visit. A

master Admission/Discharge

(2) Aracord for each resident which includes:
registry wlll be created.

|, The resident's name, Bmelc"%ﬂncv d Registry wiil be updated at
;‘e‘?ggﬁzt:‘z"n?jmg?rgi, the name, address an the time of each admission
any iegal representative or, If there |s and discharge from the
none, the naxt of kin; facility,
st st car prodr s v,  admision paperwrwibe
modified/anhanced to .
il Instructions In case of resldent's death; include the missing elements -

ldentified In 5.10.h (2).
Iv. The resldent ' s Intake assessmant

i fi lame and aress of , .
summary, identlfication of problem  Chart reviews will be

succesasful
life function; . . completed wlthin two weeks
of realdent admission for
v, Data from other egencles; . ’ compliance.
| .
bt TR T Pl - I
slon o naing an n s oM Fegnitnuation sheet 6 of 10
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A, BUILDING:
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{4110 SUMMARY STATEMENT OF DERICIENGIES D PROVIDER'S. FLAN OF CORREQTION {8)
PREFIX™ {EACH DERIGIHNGY MUST BE PREGERED-BY: FULL PREFIX {EAQH.ODRRECTIVE ACTION SHOULD BE. . - COMPLETE
TAG REGLH:ATGRY DR LT IDENTIFYING INFORMATICN) TAG CROS5-REFERENGED TQ THE AFRROPRIATE BATE
. DEFIGIENGY) :
T 080| Continued From page 5 T080 4

Safe Haven will have the
capabliity to obtain 8.8
phatograph of each resident
to be included In their record
at the time of admission, or

vi. Treatment plans and goal, regular
progress notes; supervisary and review
canclusions, afiercare

plan and dizcharge surnmary,
appropriate medical information, and a resident
Informationh release

form; documentation of client's '
vil, A signad admisslon agreement; . refugel of phetagragivin the l _
' record. S—

vlll. A recent phatograph of the resident (but S !
?aLzﬂfient may decline to have his or-her plcture Current admission - |
any such refusal shall be documented ! agreemerit will be enhanced !
in tha resideént ' s retord); to show roam rates/finatelal l
| . expegtatigns extime of |

. Ix. Acopyof the resident’ & advance
directives, If any were completed, and a copy of admiggan. - | i

the — ‘ .
dooumant glving legal autfority lo /PO C _ [~ O (4 o ﬂ&f?‘ﬁ[f

another, IF any. (
‘ \ 2l

This REQUIREMENT Is not met as evidenced %/b”“ I - %)W _ ﬁz‘ }

hy e v o .
Baged on record review and Intatview, [he TCR -
falted to assure résident records Include all
required Information for 3 of 8 residents.
{Reeldent #1;#2'and #3} Findings ntlude:

1, Per review of the resident's records during the
survey on 11/14/14 the following Information was
notfound: - '

a) Aresldent reg!stef including all admisslons to

and discharyss cut of the residence (this does

| notnasd to be In Indlviduel charts, but meintained
anAng ARY Protes

)

o C16511 {f continuatlon shest &-of 10



12/08/2014 TUE 13:¢3§ FAX 302 728 4197 Clara Martin [ Randelph) fooa/o1z

PRINTED: 11/26/2014

FORM APPROVED
Diviglan of Licanging and Protaction
STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIERICGUIA (X3) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
0520 B, WING 111142014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
4 HIGHLAND AVENUE
SAFE HAVEN RANDOLPH, VT 06060
) 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORREGTION e
FREFIX (EAGH DEFICIENGY MUST BE PREQEDED BY FULL FREFIX (EACH CORREQTIVE AGTION SHOLILD BE COMPLETE
TAG REGULATORY OR LEC IDENTIEYING INFGRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE GATE
: v DEFICIENCY}
T 060| Continusd From page 6 | roeo
by the TCRY);
b) Al regldents { #1, #2 & #3) falled to have
photos in the chart and/or dooumentation of any
guch refusals;
c) Completed signad admission agresments
which show room rate for all three resldents
reviewed,
d) Data from other agencies and/or health cara
praviders |.E.; physlelan information , treatment
plans or othar
pregram services,
Per Interview on 11/14/14 at 1:45 P, the
Pragram Direclor, Manager and Director of
Service confimmed that the above information was
rot In the charts.
T 092| V.6.10.b.4 Residant Care and Services To&2
86=C _ _ T.062/\.5.1040:4
56.10 Records/Reparis. : Resldent Care and §arvices 2ol
o e : t/Reports l/
510.b4 ;I'he results of the eriminal record and Records/Repo ’ /
abuse registry chacks for all staff. )
gy ) ~ Updated background checks
This REQUIREMENT 18 not miet as evidenced . have been completed on
by: P ", . each staff member at the.
Based on racord: raview and: interviaw the TCR facility, Results wllil-abe kept
faltad to malntaln and have on sita the results of l ¥ § wiilhe kep
the crimingj record and abuse reglsiry checks for on file at tha facliity and/or
all staff, “The TCR I8 ragquirsd 'th'have on flie, _ elactronle access will be,
e e sl onderad: T
and the Child abuse registry check results. agency wili develop a process
Findinge include: . ) to rechack all staff orra
, . AM. the A routine basis. '
1, On 11114114 at 89:00 thé filirgs Surveyor . ‘
requested Information regérdlng eiafﬂntge gr;tc: , @b C |- (a& MO
background chacks. The Manager stated tha ) : Q. D
0 ! ‘\&[l' e SoFaaonad Qi
BiTalon &T Udonalg and Prolelon T N ' A
[T 16614 i conlinuetton gheat 76119
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TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG cnoas-nam NGED TO THEAPPRQPRIATE DATE
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T062| Continued From page 7 - 7082
background checks are not on slte and handled
off-glte by VPS {Vermont Psychiatric Survivors) or -
the Clara Martin Center, which also provides
stafflng. The Nurse Surveyor requested five
personnel filas to be reviewed. Two of the staffs - .
background checks wera complete,  One staff's
background checks was not complete with a
missing abuse check. Qne staff hlred in y
1 Novambar 2007 had a APS (Adult abusae) cheek
completed in Juna 08 and a VCIC (Vermont
Criminal} data 2009, One staff, hired in August
2012, background checks were nat found. In
addition, The Manager stated at 1:30 FM there [s .
no process to review background checks for )
employaes who have worked for a number of 4 :
years, S/a confirmed at that ime the above .
findings.
T 121| VIL.7.1.c.1 Nutrition and Foedﬁewcas T2 Lo ) .
58=C . T lz’:m' 101&01 KE
7.1 Food Servides o Nutrltion and Pacd Services
7.1.c Meal Servico .+ Pood ’wa"cfs'_ : ‘ . 18 Fa) l{
7.1.c.1 Each rasldence shall offer meals three -, Safe Haven will modify . I
times a day In ' currentiy posted monthly -
accordance WIth the' gulde {ahova), Maals .meal calendars to includa |
ohall ba : TR
served at apprqprlate Iamperature and at L spacific breakfast ditd Hinch
normal meat -7 optinns évﬁillablﬁ‘hﬁ ‘reqlt}ants
hours, Texture’ modlﬂcaﬂbns wm be *In acgordance with the LISDA
accommodated &5 - ‘ - , .
neaded. ._food guide, : L
L , Menus will be reviewed, '
This REQUIREMENT s riot met as evidenced . monthly as complgted to ;
by: - g
The TGR did not offer each resldent meals three meRAsr wmpilbm:l e T’ ;1 ] <
times & day In accordance with tha USDA food (i)O C W
< ~ - & UL BTV WPl £
OAalen of Licansing and Prelsgtian ~ L e
asen cie61{ if sontnualion: sheet &of 10
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This has the potential to effect all residents.
Findings include:
Per observation, record review and lnterviews,
the TCR, although providing food during the day
and serving en evening meal, did not present or
propose meals for breakfast or lunch. Per
interview at 10:30 AM on 11/14/14 the Manger
stated "the resldents are on their own for
bregkfast and Junch but wa cook the evening
meal" The ment had only the evening mea!
posted. Per observations, many canned and
packaged food liems were stored in the pantry
and refrigerator. Tha Manager, at Ihal time
confirmed, that eithough food for ali meats and
snacks are avallable, the TCR did not offer or
propuse what food Items In acoardance with
USDA guldelines are avaliable for the maals.
.STS1%B 1X.9.11.d Physlcal Plant T168
0.11 Disaster and Emergency Proparedness T.188/IX.9.11.d ol
Physical Plant 9 !
9.11.d There shall be an operable telephone on Disaster and Emergency ' )
each fAoor of tha resldence, at all tmes, Allst of Management goncy
emergency telephone numbers shall be posted &
by each telephone,
A phone will be Installed on
This REQUIREMENT Is not triet as avidenced the second floor that
by‘s Q s hotmet as evicence remains accessible to all
Based on observation and Interview thers was no residents and staff at all
telephone on the secend tloor nar was there a list times. Emergency numbers
of smergency telaphone numbers, This has the will be posted by each phone
potentlal to effact residents on the second floor. that is gﬁ’rrentwyml sslwp ]
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no telaphone was notaed on the second floor
which housed three residents. There was one
telephone noted near the front hallway, on the .
firatfloor. Per interview, at 1:45 PM the Program . ;
Director stated that there used to be & phona ' . DR :
upstairg but that spaca Is now an offlce, which , - f
rasldants sra not able (o have access to. 8/he . ..
confirmed there Is no phene on the eecond floor R g !
for emergency use, . T b
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