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

hitp://Awww.dail.vermont.qov

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

August 4, 2016

Ms. Betsy Hutchinson, Manager
Second Spring South

118 Clark Road

Williamstown, VT 05679-9449

Dear Ms. Hutchinson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
24, 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. 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

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced on-site re-licensure survey and ! Covedion and Paychan o

on 5/23/16 - 5/24/16 by the Division of Licensing
. and Protection. As a result of the self-reports no

regulatory findings were identified. The following i

deficiencies were identified as a result of the !
. re-licensure suivey.

2 facility self-report investigations were conducted Pan) % - . i
| R0 Adminctpdon Sorm

R167 V. RESIDENT CARE AND HOME SERVICES R167
S5=0D

5.10 Medication Management

- 5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

"{5) Staff other than a nurse may administer PRN
psychoactive madications only when the home
has a written plan for the use of the PRN
medication which: describes the specific l
behaviors the medication is intended to correct or
address; specifies the drcumstances that '
indicate the use of the medication; educates the
staff about what desired effects or undesired side
effects the staff must monitor for; and documents ¢
the time of, reason for and specific results of the
medication use.

i
I
i \
|

This REQUIREMENT . is not met as evidenced
by:

Based on record review and staff interview, the
Residential Care Home {RCH) failed to ensure
that the Registered nurse developed a written
plan for delegated unlicensed staff for the use of
PRN psychoactive medication which: describes
the specific behaviors the medication is intended
to correct or address; specifies the circumstances
that indicate the use of the medication; educates
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Continued From page 1

the staff about what desired effects or undesired
side effects the staff must monitor for; and
documents the time of, reason for and specific
results of the medication use for 1 of 4 residents

. sampled (Resident #1). Findings include:

Based on record review of & closed/discharged

i record and review of current residents, the RN

" failed to develop a plan of care for the
fadministration of PRN (as needed) psychoactive
+ medications identitying specific individuaiized

symptoms that would indicate the need for the
administration of a psychoaclive medication. Per

. Teview of Resident #1, staff were administering

i Fluphenazine (Prolixin} 1 mg. orally up to 6 doses
| in 24 hours PRN for the management of

i hallucinations. Aithaugh a care pian for the

i resident was developed, the RN did not

incorporate a specific care plan for the use of this

i psychoactive medication which described

" symptoms, appropriate behavior monitoring and
. guidance for the unlicensed delegated staff. At

. the time of survey, the RN was informed of this
frequirement.

V. RESIDENT CARE AND HOME SERVICES

5.11 Staff Services

5.11.d Theiicensee shall not have on staff a
person who has had a charge of abuse, neglect
or expiocitation substantiated against him ar her,
as defined in 33 V.S.A. Chapters 49 and 69, or
one who has been convicted of an offense for
actions reiated to bodily injury, theft or misuse pof
funds or property, or other ciimes inimical to the
public welfare, in any jurisdiction whether within

" R167

!

t

or outside of the State of Vermont. This provision

[ R181

Sep obrached plan of |G/ 1
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R181 Continued From page 2 . R181

shall apply to the manager of the home as well,
regardiess of whether the manager is the

licensee or not. The licensee shall take all
reasonable steps to comply with this requirement, ;
including, but not limited to, obtaining and 3 !
checking personal and work references and '
centacting the Division of Licensing and
Protection in accordance with 33 V.S .A. §6911 o
see if prospective employees are on the abuse
registry or have a record of convictions.

This REQUIREMENT is not met as evidenced

by: :
Basad on staff interview and record review, the |
RCH failed to complate an internal review for 2 of

- 5 employees who were identified to have a ‘
positive criminat background check when hired. |
Findings include:

Per review of personnel records on 5/24/16, 2 '
staff members presently employed by the RCH ‘
and who have direct contact with residents had . .
positive findings on criminal background checks.
There was no evidence of an internal l i
investigation to determine if either staff member l
pose a risk to residents based on the specific ’
charges obtained from the crininal checks. Per
interview on the afternoon of 524116, the RCH
Frogram Manager stated s/he was unaware of
the positive criminal background checks because
the Human Resource Deparment has forbidden
information to be shared with the Administrative
staff at the RCH. As a result, there has not been
a review of each staff member's circumstances
and if there is a present risk to the residents
residing at the RCH.
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9.11 Disaster and Emergency Preparedneass i
|
8.11.¢ Each home shall have in effect, and :
available to staff and residents, written copies of
a plan for the protection of all persons in the i
“event of fire and for the evacuation of the building | ’
when necessary. Al staff shall be instructed
pericdically and kept informed of their duties
under the plan. Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of . ' : ‘
day among morning, afternocon, evening, and j
night. The date and time of each drill and the |
names of participating staff members shall be ‘ _
documented. ! !

by:

Based on review of fire drill documentation, the
RCH failed to assure at least one fire drill was
conducted during the night hours. Findings
include:

This REQUIREMENT is not met as evidenced ‘

Per review of fire drills conducted at the RCH

from 5/15/15 through 3/28/16 there was a failure |
to conduct a drill at night, as required.- The |
pmission was confirmed with the Program
Manager on the afternoon of 5/24/16.
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BACKGROUND (JHECKS
NOTIFICATION OF VERIFICATION
For Licensed Facilities

Please retain this form for your records.

hfs made the detemﬁj;lation 10 hire

{Name of Facility)

e

- whose name has thejfollowing
(Name of Individual) : ‘

entries on their criminal backgromd check

The criminal record. mfotm:iﬁonwas dlscussed with the individval and resplved 10 our
satisfaction. We do not believe the individual poses a foreseeable risk to residenis, based or the
following (or attached mformatmm} R |

All Facilities are prohiimed fmm emplo’ymg any individual fouFd on the Child or
Aduli Abuse Reg;stry ; ’

If you have any questions, please cail the I;h'wslon of Licensing anc] Protection at (862)
871-3317. -

Signature and Title

Dite

PC.Box 6
Montpelier, Vermont 05601
Phone: 802.433 6183 Fax: 802.476.1848
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Collaborative Solutions Corporation

SUBJECT - Fire drill occurrence and procedures.

Introduction and Purpose

To define, outline and explain CSC’s Fire Drill SOP.

Standard QOperational Procedure

A full house evacuation fire drill will occur at each facility on a quarterly basis. These drills will be conducted in
accordance with established site specific evacuation and drilt procedures with the following additions:

A photo copy of the drill sheet will be maintained on site.

Completed original ffre drilt forms witl be forwarded to compliance for review

Once reviewed, completed forms will be farwarded to maintenance for review and filing.

During drills, an exit may be blocked necessitating the responding staff to find an alternate evacuation route.

Night drills are conducted after 11pm when residents are sleeping. Staff conducting the drill must verify that all
residents are sleeping prior to initiation of the drill. This will be documented on fire drill form.

Staff response will be evaluated during the drill and an after drill review will be conducted with staff to reaffirm
staff responses.

Team specific evacuation training will occur annually in January in addition to the annual fire safety training that
occurs each summer.

If a fire drill is scheduled and inclement weather is occurring, the drill will occur on the next weather appropriate
day that the on duty recovery councilor team is working to maintain the established one drilt per month
rotation. Inclement weather, for this protocol, is defined as temperatures that could cause injury (significantly
below zero) and heavy rain or electrical storm.

Staff Who May Conduct a Drill

Specific staff will be trained on the fire alarm system so that they may, when asked, conduct a fire drill in accordance
with site specific evacuation and drill procedures. Staff identified other than Maintenance and Compliance will be
contacted on the day of the drill and asked te conduct the drill prior to end of shift in accordance with pre-estahiished
fire drill schedule.

Facility Maintenance Staff

~ Training and Compliance Team

Program Manager
Additional staff as assigned by Compliance and Maintenance

Approved 5-15-14



Fire Drill Protocol and Form

1) Staff person performing Fire Drill assesses number of staff, residents, and visitors
in the facility.
2) Call Central Station (1-800-639-2066), identify self and give account # and
password, inform them of the time of the fire drill so they can take us off line,
also call Williamston Fire Department (433-5907).
3) Pull fire station, begin timing of fire drill.
4) Post one staff at the shed (this is our outdoor meeting place, during inclement
weather people can congregate inside), this staff performs outside headcount.
5) Two staft clear house, one upstairs and one downstairs checking all accessible
rooms, bathrooms and closets.
6) When all people are accounted for at the shed, end timing of drill.
7) Reset station and call Central Station and Williamston Fire Departiment to inform
them drill is over.
8) Document date and time of drill and elapsed time of evacuation with list of all
participants (on back of this form).
Date; Time: (am/pm) Elapsed time of drill:
Comments:
Staft Name:

Staff Signature/Datc:




Comumnunity Recovery Residence

FIRE DRILL RECORD

Date of Drill: Time of Drill:
Exit blocked: Station pulled:

Time to Exit Fire Do?rs and Emergency Lights
checked?

Al residents 'sleeping prior to alarm?
YesiNo

Night Drill?: Yes /No

Resident | Exit safely? W1th|n2 Nged
. ©minutes? . assist?

gYes O yes e

[0 Yes 0O Yes 0 Yes
(@No  ONo  0ONo

ONo  0ONo  ONo

] Yes OO Yes ] Yes
_ONo [INo 1 No
00 Yes [ Yes [ Yes
.ONo  mNo ONo
[ Yes [ Yes Yes
O Yes [0 Yes [ Yes
ONo  ONo  0ONo
[ Yes [ Yes [ Yes
‘ONo  [ONo 1 No
1 Yes - ‘[ Yes 0 Yes
OoNo  ONo  'O0No
DYCS 1 Yes I:IYCS
~gNo  0ONo [ No
O Yes [0 Yes [ Yes
..ONo ‘ONo ‘[ No
[ Yes ] Yes ] Yes
‘ONo ~ ONo [1No
‘1 Yes ] Yes [ Yes
‘ONo 0 No [ No
[ Yes [ Yes O] Yes
O No O Na 1 No
O Yes | Yes 0 Yes
O No 1 No : 1 No

Staft completing form | date
page 2 of 1 20 July 2016
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