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

January 17, 2019

Ms. Cindy Blanchard, Manager
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
December 17, 2018. 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

Dis-ability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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5.3 Intake

1 5.3 b The intake process shail be completed no
later than seven {7) days fiom the date of
admission arid shall include ; a compiehiensive
assessment focusing on the fallowing:

(1) E"affiiff history in brief summary;
-(2) Review and wiitted surimiary of currant
adjustmentin major areas of life function -
pérsenal; social,

fammal educanenal -and vocatuanal with an:

need for
i‘eSi‘éién tial treatment.

(3) As recent a medical report as. possible to
iniclude-orders for medications; cautions on
adversé

reactions and symptoms to watch for.

i {4) Review of specific substance abuse if
i applicable.

(5) Appropriate: abst'racts from agencies,

individual.

identifi catlon of fiajor dysfunctions leading 15 the

| institiitions, and programs previously used: by the
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T 081} Initial Comments T001
The Division of Licensing and Protection.
conducted.an unannounced, onsite relicensing i
survey-on 12/17/2018. The following regulatory i
violatigns were identified. :
S‘rscig V.5:3.0.1,2.3.4.5 Resident Care and Services - 1015 T.015/V5.3.b.1.2.3.4.5
- Resident Care and Services

The House Manager or Safe

Haven Director will review all \9
intake documentation , 09
ohtained within the first !
seven (7) days of admission
to ensure completeness of
information gathered, which [
shall include a recent :
medical report and orders

for medication. The House
Manager or Safe Haven

Director will note date and

time of review on intake
paperwork.

|
i
!
Intake ;
i

Divisien of Li
LABORATCORY DIREC

[&M%{Aés ?!&fg UG Dt chr of Aeule Care §o JViTASS *!}f"aﬂ&?ﬂ’f De ire mﬁﬁ'fw’u»

'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE .

THLE (X8} DATE

£2]80 1’!5)

STATE FORM

£88%

CZ8F 11 if contrmaticn S heed '{Gf 4

-h.r}otg -+

0O

Pla of Crcre 42— accepted
waokl~  addem di !

& Sl bavtle, ¥ e[k



Division of Licensing and Protection

PRINTED: 12/20/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/ISUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2} MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION A BUILOING:
0529 ki — - 12/17/2018
NAME OF PROVIDER OR SUPPLIER 'STREET ADDRESS, CITY. STATE, ZIP CODE
. 4 HIGHLAND AVENUE
e RANDOLPH, VT 05060
Xajio | "SUMMARY STATEMENT OF DEFICIENCIES o) i PROVIDER'S PLAN OF CORRECTION i x5)
PREFIX. | {EACH DEFICIENCY MUST BE PRECEDED BY. FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
TAG. REGULATORY OR.LSC IDENTIFYING INFORMATION} i TAG CROSS-REFERENCED TO THE APPRORRIATE' DATE.
I . ' DEFICIENCY)
T 015! Continuad From page 1 ; TO15
This REQUIREMENT is not met as evidenced !
by: |
Based on intetview and record review, the’ ;
! residence failed 10 ensure that the: _
comprehensive assessment completed at the
time of intake contained all requiréd élements for
2 out of 3 résidents in the sample.. (Resident #1
& Resident#2). Findings include:
Doctimentation gathered at the:time of Resident ;
#1 and Resident #2's intake failed to include a
_recant miedical report and ‘rders for mﬁd it
The House Manager and- |
|
Resident #i and Resident #2. within seven d_ays
from the date of admission.
T 036 V.5,8.b Resident Gare andServices T036 T.036/V.5.8.b !
$8=D| o 3 Resident Care and Services ;
5/8 M'edl‘c‘athﬂﬁ Managament i Medication Management i
5.8.b The manager of the residence is J
responsible for ensuring that.all medications: are An assessment of each
| handled according to the residence’s policies and guest’s ability to self : q
that designated staff are fully trained in the administer medications will - 3\9‘“
policies and procedures. The managef shall b et it 4 f 0
! assure that all medications and drugs are used IS CRMB.EIED atme b i
 only as prescribed by the resident's physician, intake, as well as times when
properly labeled and kept in a locked cabinet at a new medication is
all times ar, when a program of self-medication is prescribed. The agency

Hin effect otherwise safely secured.

This REQUIREMENT is not met as evidenced

by:

: Based on staff interview and record review, the
- residence failed to ensure that all medications

nurse, House Manager or
Safe Haven Director will note
date and time of assessment
on intake paperwork.
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(Kay 10 | SUMMARY STATEMENT OF DEFICIENCIES i i . PROVIDER'S PLAN.OF CORRECTION: (%5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
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T036| Continued, From page 2 , 1036
- were administeréd i accordance with estabhshed ;
policies and procedures for one out of three |
residents in the sample (Resident#1). Findings
- inciude:
I A medication inventory form was cornpleted with | :
i Resident#1 at the time of admission. However, !
: theré was rio evidence in Resident #1's record of i
an assessment torcarifieni that sthe was capable
of salfadministering medicafions, Fer staff
. mtervaew and documentatmn rewew the
- completion of as essragnt of 4 resndents
| ability to self-administer medication had not besn
followed. The lack of Resident#1's. assessment
) - onfirmed with the House Managef and Drrectar
o the: torming of 12H7/2018. T.052/V.5.9.b.1.2.3.4.5.6.7
G 53 T B B T i L . . . R Resident Care and Services
T-052 V56.6.1:2.3.4.5.6.7 Resident Care and Services ! 7052 .
$5=C 1 Staff Services
5.9 Staff Services i !
e e e i s The training plan for all staff
295, Thﬂ‘ﬁ_aslde’n_ce mustensuteihiat:stats will include annual training
demonstrate'competency. in the skills:and Te - : !
techiiques théy are expected to perform béfore: ol topicEteas asrequired i 0\0[
providing any direct tare to residents. There shall by the Licensing and ’Og\ﬂ
i be atleast iwelve (12) hours of training: each year | Operating Regulations for
for each staff person providing diréct care to Therapeutic Community
 residents. Thé training must include, but is rot ;
¢ limited to, the following: Residences. The House
! Manager or Safe Haven
i{1) Resident rights; Director will ensure
. . . availability of-training, and
- (2) Fire safely and emergency evacuation; . _y ) & L. :
; ; will monitor ongoing training i
~(3) Resident emergency response procadiires, needs and staff compliance :
such as the Heimlich maneuver, acciderits, police with training requirements. i
Lor .
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{X2) MULTIPLE CONSTRUCTION
A BUILDING:

B WING

{X3} DATE SURVEY
COMPLETED

SAFE HAVEN

NAME OF PROVIDER OR SUPPLIER. STREET ADDRESS, €ITY, STATE, ZiP CODE
4 HIGHLAND AVENUE

12117/2018

4§D | SUMMARY STATEMENT OF DEFICIENCIES
PREFDC | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG! REGULATORY OR L5C IDENTIFYING INFORMATION

RANDOLPH, VT 05060,

15 PROVIDER'S PLAN OF CORREGTION T sy
PREEIX (EACH CORRECTIVEACTION SHOULD BE | COMPLETE
TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE

DEFICIENCY)

T 052 Cortinued From page 3

ambulance contact and first aid;

reports of abuse, neglect and exploitation:

| résidenits:

: (5). Respectful and effective interaction with

i
{ limited to, hand washing, Kandling of linens,

pathiegens and universal precautions; and
: (7) General sutpervision and care of residents

i This REQUIREMENT is not met as evidenced

| by:

! Based on interview and record réview, the

 residencé failed to ensure that direct care staff’
received annual training in all topic areas as.
required by the Licensing and Operating:

! Regulations for Therapeutic Community
Residences. Findings include:

1

E Per review of fraining records. five out Gf,ﬁve_
» direct care staff had not received annual training
" in Resident Rights. While employees receive this

_that training in Resident Rights had been offered

; in the past twelve months. Per interview on the
morning of 12/17/2018, the House Manager
confirmed the training had not been provided.

. {4) Policies and procedures regarding mandatory

| {6) Infection controt measures, including but aot.

maintaining slean environments, biood borne

. fraining at the time of hire, there was no évidence

- T082

i
|
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Safe Haven
Plan of Correction Addendum

Date Survey Completed: December 17, 2018

T052/V.5.9.b.1.2.3.4.5.6.7.
Resident Care and Services
Addendum: All Safe Haven staff will receive training in Resident Rights on February 7, 2019.

Per T.C. with Director of Acute Care Services 1/16/2019 1:23 pm
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