
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://www.dail.vermont.gov  
Voice/ I 	Y (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, 

Pamela M. Cota, RN 
Licensing Chief 

PC:jl 

44r(.4-N)  VERMONT 

Disability and Aging Services 	 Blind and Visually Impaired 
Licensing and Protection 	Vocational Rehabilitation 
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Initial Comments: 

On 08/27/2014 an unamounced, on-site 
investigation of 1 corn faint and 2 self reports 
was conducted by the Division of Licensing and 
Protection in conjunction with 'a re-HcenSing 
survey. The following teficiencies were 
identified. 

V. RESIDENT CARE/,ND HOME SERVICES 

5.9.c (4) 

Maintain a current list 'or review by staff and 
physician of all residents' medications. The list 
shall include: resident LI name; medications; date 
medication ordered; d..1sage and frequency of 
administration; and HI< ily side effects to monitor; 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview on 
08/27/2014, the comn unity care home failed to 
assure the accuracy c•l.  the medication list for 1 of 
6 residents in the sample, (Resident # 1). The 
specifics are as folloi: w 

Per record review on ca/27/2014 in the morning, 
Resident # 1 has Ibur•tren 200 mg (2 tablets) 
ordered as needed. 1/ere are no parameters for 
use and no frequency listed on the medication 
order form or the IVIAli! (Medication Administration 
Record) for this meditation, This is confirmed 
during interview with tie home medication nurse 
at 1:40 PM on the sar le day, 	• 
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V. RESIDENT CARE i,ND HOME SERVICES 

5,10 Medication Management 

5.10,a Each residentli il care home must have 
written policies and pri:icedures describing the 
home's medication mnagement practices. The 
policies must cover at least the following; 

(1) Level III homes mist provide medication 
management under thn supervision of a licensed 
nurse. Level IV home, must determine whether 
the home is capable o' and willing to provide
assistance with medic. Aions and/or administration 
of medications as provided under these 
regulations, Residents must be fully informed of 
the home's policy ono to admission. 
(2) Who provides the .)rofessional nursing 
delegation if the home administers medications to 
residents unable to se-administer and how the 
process of delegation 13 to be carried out in the 
home.  
(3) Qualifications of tie staff who will be 
managing medication!, or administering 
medications and the II,  ime's process for nursing 
supervision of the star 
(4) How medications !;hall be obtained for 
residents including chi does of pharmacies. 
(5) Procedures for doi umentation of medication 
administration. 
(6) Procedures for disposing of outdated or 
unused medication, in luding designation of a 
person or persons witl 	responsibility for disposal. 
(7) Procedures for mi,-iitoring side effects of 
psychoactive medications. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview on 

R160 
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08/27/2014, the comm ‘.inity care home failed to 
develop and ensure procedures to monitor each 
resident resident for side effect,• of psychoactive 
medication use for 1 o' 6 residents in the sample 
(Resident # 1). The spr•)cifics are at follows: 	- 

1. Per record review oi108/27/2014, Resident # 1 
is receiving lorazepam quetiapine and risperdone 
on a daily basis (psychoactive medications). 
There is documentation that periodic screening 
for side effects of antimychohc medications 
(using the AIMS assessment tool) was completed 
on 07/29/2009, 10/141':'009, 10/08/2010 and 
10/19/2011. There an. no AIMS assessments 
done in 2012 and 201:',. This is confirmed by the 
house_ Registered Nuri,e (RN) during interview on 
8/27/2014 at 2:40 pm. 

V. RESIDENT CARE /'.ND HOME SERVICES 

5,5 Medication Manapment 

5.10.d 	If a resident r&:uires medication 
administration, unncer !sed staff may administer 
medications under the following conditions: 

(1) A registered nurse must conduct an 
assessment consister i with the physician's  
diagnosis and orders ( •f the resident's care needs 
as required in section '9.7.c 

This REQUIREMENT is not met as evidenced 
by, 
Based on record review and staff interview on 
08/27/2014, the comrr unity care home failed to 
follow the proper assessment protocol by the 
Registered Nurse (RN i for psychoactive 
medication use for 1 cr 6 residents in the sample, 
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(Resident # 1) The specifics are as follows: 

1. Per record review 0'108/27/2014, Resident* 1 
is receiving lorazepam quetiapine and risperdone 
on a daily basis, Ther! is docurnetitation that 
periodic screening for Hide effects of antipsychotic 
medications (using the AIMS assessment tool) 
was completed on 07t'9/2009, 10/14/2009, 
10/08/2010 and 10/19,2011. There are no AIMS 
or other side effect screening assessments done 
in 2012 and 2013. Th 	is confirmed by the 
house Registered Nurse (RN) during interview on 
8/27/2014 at 2:40 pm. 

V. RESIDENT CARE AND HOME SERVICES 

5,11 Staff Services 

5,11,b The home mus: ensure that staff 
demonstrate competelcy in the skills. and 
techniques they are e).pected to perform before 
providing any direct cs'e to residents. There 
shall be at least twelve. (12) hours of training each 
year for each staff person providing direct care to 
residents, The training; must include, but is not 
limited to, the followiny 

(1) Resident rights: 
(2) Fire safety and emergency evacuation; 
(3) Resident emerger.:y response procedures, 
such as the Heimlich maneuver, accidents, police 
or ambulance contact and first aid;  
(4) Policies and procedures regarding mandatory  
reports of abuse, negloct and exploitation; 
(5) Respectful and efi”ctive interaction with 
residents; 
(6) Infection control measures, including but not 
limited to, handwashinti, handling of linens, 
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Continued From page 4 	
• 

maintaining clean envi onments, blood borne 
pathogens and univer,,a1 precautions; and 
(7) General supervisii in and care of residents. 

This REQUIREMENT is not met as evidenced 
by: 
hosed Based on record review and staff interview, the 
home failed to ensure hat direct care staff 
competency training  iriduded all mandatory 
categories in the past .(ear (Resident Rights, 5 of 
5; Fire safety and eve' nation, 1 of 5 in the 
applicable sample). Ridings include: 

During record review on 8/27/14, the in-service 
training records for 5 er5 staff in the sample 
lacked evidence that P esident Rights had been 
reviewed in the past twelve months. Additionally,  
the in-service records or  1 of 5 direct care staff 
lacked evidence that F ,re safety and evacuation 
had been reviewed in i he past twelve months. At  
1:50 PM the Director confirmed that in-service 
records for 5 of 5 stall lacked Resident Rights, 
and for 1 of 5 staff laci,:ed Fire safety and 
evacuation training in 'he past twelve months. 

V. RESIDENT CARE r',  ND HOME SERVICES I 

5.11 Staff Services 

person who has had a charge of abuse, neglect 
or exploitation substar dated against him or her, 
as defined in 33 V.S.A. Chapters 49 and 69, or 
one who has been cor•victed of an offense for 
actions related to bodiv injury, theft or misuse of 
funds or property, or (Diner crimes inimical to the 
public welfare, In any j..irisdicb on whether within 

5.11.d The licensee shall not have on staff a  
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or outside of the State of Vermont. This provision 
shall apply to the mar ager of the home as well,
regardless of whether the manager is the 
licensee or not, The licensee shall take all 
reasonable steps ID cimply with this requirernent, 
including, but not limilA to, obtaining and 
checking personal ani:I work references and 
contacting the Division of Licensing and 
Protection in accordance with 33 V.S,A, §6911 to  
see if prospective employees are on the abuse 
registry or have a rec/)rd of convictions. 

This REQUIREMEN1 is not met as evidenced
by: 
Based on the review , if 5 employee personnel 
records on 8/27/2014 the community care home 
failed to assure that .2 of 5 employees had the 
proper background checks prior to being hired to
assure that no staff pnlson had been charged 
with abuse, neglect, eqoloitation, or crimes 
inimical to' the public welfare (Employee *2, # 4 
and *5). The following are the specifics. 

Per review of employne personnel records on 
08/27/2014 in the affi•rnoon, 3 of 5 employees do 
not have the required background checks in their 
files. 	It is confirmed curing interview by the 
Director, that employe # 2 and # 4 do not have 
record of VCIC (Vermont Criminal Information 
Center) check. 	It is t: Erther confirmed during the 
same interview with Vie Director that employee # 
5 has neither a VCIC check nor Adult or Child 
Abuse background cl.ecks in his/ her personnel 
record. 

V. RESIDENT CARE AND HOME SERVICES 

5,12.ID,(4) 
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The results of the cur 
registry checks for 

This REQUIREMENT 
by: 
Based on the review 
records on 8/27/2014 
failed to assure that 
proper background 
assure that no staff 
with abuse, neglect, 
inimical to the public 
and # 5). The following 

Per review of employe 
08/27/2014 in the aftE.moon, 
not have the required 
files. 	It is confirmed 
Director, that employee 
record of VCIC (Verrr 
Center) checks. It 
same interview with 
5 has neither a VCIC 
background checks 

VII. NUTRITION AND 

7.2 Food Safety and 

7.2,b All perishable 
labeled, dated and 
(1) At or below 40 
above 140 degrees 
heated prior to service, 

This REQUIREMENT 
by: 

6 

;Ina' record and adult abuse 
all staff. 

is not met as evidenced 

i if 5 employee personnel 
the community care home 

a of 5 employees had the 
checks prior to being hired to 
peison had been charged 
F. <ploitation, or crimes 
ii■ielfare (Employee # 2, # 4 

are the specifics. 

personnel records on 
3 of 5 employees do 

oackground checks in their 
(Iming interview by the 

# 2 and # 4 do not have 
.)nt Criminal Information 

is Hirther confimed during the 
the Director that employee 

.:heck nor Adult or Child 
in his/ her personnel record. 

FOOD SERVICES 

Kandation 

fl 'cid and drink shall be 
he ,d at proper temperatures: 
degrees Fahrenheit, (2) At or 
F;ihrenheit when served or 

is not met as evidenced 
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Based on observation record review and staff 
interview, the home failed to demonstrate 
assurance that perish; ible food and drink is held - 
at proper temperature;. Findings include: 

1, During the tour of tt e home on 8/26/14, the 
staff person stated the l: freezer and refrigerator 
temperatures are the ked monthly, There was no 
evidence provided to indicate that temperatures 
were being checked n ionthly or that the 
refrigerated foods hac been held below 40 
degrees Fahrenheit. At 3:00 PM, the Director 
confirmed that no writ 	logs were available to 
show temperature mciiiitoring or refrigeration at 
below 40 degrees Fahrenheit,  

IX. PHYSICAL PLAN-,  

9.11 Disaster and Emergency Preparedness 

9.11.c Each home shill have in effect, and 
available to staff and • esidents, written copies of 
a plan for the protection of all persons in the 
event of fire and for the evacuation of the building 
when necessary, All staff shall be instructed 
periodically and kept viformed of their duties 
under the plan. Fire drills shall be conducted on 
at least a quarterly bEisis and shall rotate times of 
day among morning, 	iftemoon, evening, and 
night. The date and ti•oe of each drill and the 
names of participatirri staff members shall be 
documented. 

This REQUIREMENT 	is not met as evidenced 
by: 
Based on record revriw and staff interview, the 
home failed to condu A a fire drill during 1 of 4 
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quarters in the past yr.,ar, and did not rotate times 
of day to represent morning, evening and night. 

R302 *---“_,..2.. L.suit_i 	\--4_,-- 

ea 

Findings include: • 
(4ck9..0).-__- 

1. During record review on 8/27/14, the 	' C--no.10-0,-....-et......__580\ 

documentation for fire drills conducted in the past 
12 months included three drills which were in the 

401 eoc 	kd cikz,119 34P5v 	1^ 0-- 
afternoon period. No drills were evident during the 
Morning, evening, or night periods. At 1:15 PM, 
the Director confirm€13 that no further fire drill 
documentation was ;.)vallable other than the three 
afternoon drills. Addikonally, the three recorded 
fire drills did not inch de any drill for the third 
quarter of the past 1...i month period. At 1:50 PM, 
the Director confirmi ,d that no documentation of a 
drill during the third i.uarter could be provided. 
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