7~~~ VERMONT

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

June 1, 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 May
10, 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. Iif
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

iﬁ){fz,&éﬁﬁ tCGa,LN

FPamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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{¥4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION (s
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. DEFICIENGY?
. [ )
F 000 INITIAL COMMENTS F ago Corrective Action taken for those
residents faund ta have been affected by
An unannaunced, on-gite invastigation of 4 the deficient practice.
facllity seif-reparted Incldents was conducted by :
. lhe Division of Licensing and Pratection on 5/9/16 . * Resident #3's care plan was
*.5110/16. The following reguistory violalion was | i revised immediately to reflect his currept
identifled during the survey: ' code status.
F 280 48320((‘)(3), 433.10('()(2) RIGHT TO F200 e Resident # 5's care plan was :
55=D PARTICIPATE PLANNING CARE-REVISE CP revised Immediately to reflect the
The residant haa the right, unless adjudged « discontinuation of use of a stop barrier |n
Incompatenl or otherwlse found to be | her doorway and revised to indicate the
| incapacitated under the lawe of the State, to : need for safety checks on resident when

parlicipata In planning care and reatment or

, €hengeas in care and treatment. her door is closed.

Other residents Identlfied as having th

| .
I A comprehensive care plan must ba daveloped . potential to be affected by the sama
within 7 days after the complation of the

" comprehensive assessment; prepared by an i l deficient practice:
interdlsciplinary team, that includas the attending . 105 resldents
: physician, & reglsterad nurse with responsibiiity Corrective Action; i

i for the resident, and other appropriate staff in l «Care plan review/revision of all curreni 8/27/18
disciplines as determined by the resident's neads, | | X
and, to the extent practicabls, the paricipation of .| resldents will be completed.
. the resident, the resident's family or the resident's Systemlic Changes made to ensure the
legal rapresentative; and perladically reviewed deficlent practice does nof recur:
and revised by a team of qualified persons after :
oach agsessment, _ S . Revilew the responslbllltyuof ' esie
) . . revising resident/patient care plans upon
recelving new orders or becoming aware

of any/all changes in patient status with

This REQUIREMENT i3 not met 23 evidenced all nurses. .
by. Assign a designated weekly care planning
Based on obsarvallon, record review and ateff - review/revision day for all full time day 61516

Interview, the fadlilly falled to review and revise

the care plans for 2 of § resldents (Resident #3 charge nurges or deslgnee, ali units.

and #5) to addrass their gyrrenl care needs.
Findings include: /? /

i |
LABORATORY nmecronwppuen RERRESENTATIVE'S SIGNATURE TITLE (X8} DATE
P donsysaprol  5)2 /6

Any deficlancy stalemant endifg wilh andster enotes m deficiancy which the instilulion may be excused from correcling providing Il is defarmined thal
olher salaguards provide sulfjEignt protgttion lo e galisnie. (Sae instructions.,) Excepl {or nuising homes, the findlage siated above Bre disclosable 90 days
following tha data of survey whathar of il & plan of bpreaction Is provided. For aursing homas, the above findinge and Mans of corraclion ers disclosable 14

days foliowing tha date thesp gbcumenls are made avillable la the facillly. i daficlenslas ara citod, an opproved plan of correction ls roquisle to conllnuad

program panleipation.
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xam SUMMARY 3 TATEMENT OF DEFIGIENCIES R PROVIDER'S PLAN OF GORREGTION )
AREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL © PREAX (EACH CDORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGLLATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE | DATE
. J DEFICIENCY) i
i T
Monltoring to ensure the deficlent '
F 280 Coenfinued From page 1 . !
pag . F zaoipf‘acﬁce will not recur: 9/ iﬁ 18 0{
' . untll goa
' 1. Per record roviow, the care plan for Resident . Unlt Nurse Manager or acht e%'e d
: #3 was nol revised 1o reflect his/her current code deslgnee will conduct random
: st_alus {the levet of medllcal Iptervenﬂon a patiant patient care plan audits monthly for as gutiined
“wighes to have slarted if their heart or breathing (3 three months or untll o ahave, Then
slops}). Per roviaw, Resident #3's 3/22/15 care _ _ o quarterly
plan listed histher code status as “Full Code” and (discrepancies are found for (3) th £
a sticker on the resident's meclicai binder fisted three cansecutive audits beginning erearter.
, the resident as "Full Code;" however, the : 6/1/16.
i resldent's physlcian orders {dated 3/22/16) stated
"Pleage change code status to DNR (Db not \ ; :
regusc[[ate)_ ( ﬁago POC QCCL’PIQ" 5’5""9 Smmnﬂ}p]’u/
[ On 6/9/16 &l 12:33 PM, & staff nurse on the
post-acuta unit confirmed the abiove findings.
Sihe reportad that when an order is changed, the .
1 staff nuree who noted the change should have ’

| changed the resident's care plan and binder |
: sticker to reflact the current orders and that this
; had not ocourred. ) i

" 2. The care plan related to potantial for violence

-for Resident #5 was not revised 1o reflest current -
interventions to assure that wandezing rasldants
do niot enter his/her room. Per racord raview and
Inferviews on $/2 and 5/10/18 with the Memory

. Care Unil Manager (UM), Resident #5 does not
like hls/her space Invaded; sihe has been
Involved in resident to resident {rzs to res)
incidents whan other residents with cagnitive
issuas antar hisfher space/room. After ares to
res ingidant on 3/7/16 with Resident #4, Resident
#6's care plan was revised to include that a
magnetic "stop sfgn" ba huny in the resident's
doorway to discourage people from wandering In.
On 3/13/16, Residen! #4 agaln entered Reskiant
#5's room and per incident report, Resident #5
was heard yelling from [hisfher] room, "get the £
out of here...". Staff iIntervenad and both resldents
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DEFIGIENGY)

F 280 Conlinued From page 2 _ * F 280

were separated. Per review of the incident
» investigation with the UM, it was not datermined If -
i the "stop" barrler had been in place at the time of !
' the second incident.

Per observation during the 2 days of the survay,
no slop barrler was In piace on Resident #5's
- door; Instead the door to hisfher room wae
: observed to be closad, On 510/16 af 11:46 AM, |
the UM reportad that s/he was nal sura when the |
use of the stop barrier was discontinued and ’ '
confirmed that Resldent #5's care plan had not {
- been revisad o Indicate that hisiher door to the
hallway was balng kept ¢closed and that slaif wers .
to check himyher for safety when the doorwaa ! ;
closed. i ’
I
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