
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 

Disability and Aging Services 	 Blind and Visually Imparied 
Licensing and Protection 	 Vocational Rehabilitation 
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The Division Of Lidensing and Protection:  
conducted an unatinounted, onsite relicensing 
survey on 12/17/2018:. The f011eWing regulatory 
Violationswere identified. 

V.5.,-3.b.12,314.5 Resident Gare and :Services , 	•-f.  c ri. 

OA intake. 

:53 :1? The intake process shall be completed no 
later than seven (7) bays from the date of 
adiniSSiotr and shall inctride a comprehensive 
058-esSrtert fbcdsinq on the following 

(t) E4-ay history in brief summary; 

(2).ReVjew and written summary of buireft 
.d.rmaltngotlh. major areas Of life ;Ione:don - 	t 
p6rsonalisobial, information 

• 10Miliei, educational and -Vodatibinal Witti:06: 	li 
identifibation Of rnajOr dysfunctions leading td the i 
need for 	 i 

retidential treatment. 

(3) As.recent a medical report as pO5Sible to 
include orders.for medication5;_eautionS on 
adverse 

reactionsis and: symptoms to Watch fel-. 

(4) Review of specific substance abuse if 
applicable. 

(5) Appropriate-abstracts from agencies, 
institutions, and programs previously used:by the 
inctiiidnal.  

cnd 	..ica 	v, 

T.015/V5.3.b.1.2.3.4.5 

Resident Care arid Services 
Intake 

The House Manager or Safe 

Haven Director will review all 	 kl 
intake documentation 	 Dal  
obtained within the first 

seven (7) days of admission 

to ensure completeness of 

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. 
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' This REQUIREMENT is not met as evidenced. 

.bY- 
flatted on interview and record review; the,  

1  residente_failed to ensure that the 

I comprehensive assessment QPRIPleted;Pt  the, 
! time of intake contained all required elements for 
I 2 outof a residents in the sample:. tResiderit #1 
i A 11661.det00). Findings inblutte; 

rDoCtirrientatiOntgathered at the time of Resident 
#1 and Resident #2 s intake failedtO frIcti40 a 

Itrecentrnedical5epOrt and %dew fOt.  medication, 
The House Manager and: flirootertegrfirmed on 

I the morning cif 701 7/4113 that a' Medical Yepditt 
arid; ibecifcatiOrrordetS had not been obtained for 
Resident #1 and kesOent #2 mighlo seven days  
from Ihe.dete of admissions 

V;5InA:15. Resklent Care-AndOeofig.eg. 	 ' 

5,8 Meditation: Managernerit 

5.8.t.b The Manager of the retideriCetS 
responsible for responsible for ensuring .that all medications ate 
handled according to the .re$iderlOeS OPFKIeSand - 
that designated staff are fully trained in the 
policiesancl.  procedures:, The Manager Shall 

I astlire 'that all medications and drugs: ore used 
onlyas prescribed by the residenes phydiciOn, 
properly labeled and kept in a locked cabinet et 
all times or, when a program Of Selfinedieeffori is 
in effect, otherwise tsafelY secured. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
residence failed to ensure that all medications 

T.015 

TIGS 

- 

- 

T.036/V.5.8.b 

Resident Care and Services 

k 	Medication Management 

An assessment of each 

guest's ability to self 

administer medications will 	 M AC? 
t 0 9-1°' 

be completed at time of  
intake, as well as times when 

a new medication is 

prescribed. The agency 

nurse, House Manager or 

Safe Haven Director will note 

date and time of assessment 
on intake paperwork. 
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Were administered in accordance with 0Stablished 
policies and: PrOcedUress for One out of three 
residents in the sample (.Resident-10)" Findings 
include 

A medication: inventory: form Was completed with 
Re$identItt at the tithe ot:admissiOn. However, 	1 
there was no evidence in Resident 	record Of 
an assessment to confirm that s/he. was capable 
Of elf6adriiiniSterin g -medicationg.. .Piet staff 
interyiew.andKlocumenta1ion.re9iew, the 
t00.400eP's PisjOedcireii0.**Ing, 	ff...iri:the,  
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5.9 :SW Sepilee- 

$:0.(1, The residencernitaemptelhastaff 
demonstrate competency. in the skills and 
techniques they are expected to perform before 	i 
providing any dime( care to -residents There shall i 
be et least twelve (12) hours of training each; year i 
for each .staff person providing direCt care to 
residents. The. training must : include, but is not 
limited to, the folloWinq 

(1) Re$ident rights; 

(2) Fire safety and emergency evacuation; 

(33 Resident emergency response prbeediires, 
such as the HeirhtiCh maneuver, aCciderits, police 
Or 
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Resident Care and Services 
 

Staff Services 

The training plan for all staff 	1 
will include annual training 

on all topic areas as required 

by the Licensing and 

Operating Regulations for 

Therapeutic Community 

Residences..The House 

Manager or Safe Haven 

Director will ensure 

availability of-training, and 
 

will monitor ongoing training 
needs and staff compliance 

with training reguirerrients. 
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ambulance ceritact and first aid; 

I :(4) Policies and proCedures regarding mandatory 
reports of abuSe, neglect and exploitatiOn: 	. 

(5) RespectfuLand effective interaction With 
residents; 

(6) Infection control measures, including .bdt POL.  
limited to, hand washing, handling of lineriS,. 

Maintaining Clean environments, blood borne 
pathogens and universal precautions, end 

(7) .Qeneral sopeNision and care of residents 

i  This R(11.1IRE1VIIENT is rtot 'met as evidenced' 
by: 

I Pased on interview and record review;  the 
• residence failed to ensure that direct care staff:  
received,e_nntral training in all topic areas as 
required by the Licensing and Operatin4 
Regulatiens forTherapeutic COmintinity 
ReSidences. P)hdings include: 

i 
I Per review of training records, five out of five 

direct careStaff had not received annual training 
' in Resident kighte, While employees receive this 
training at the time of hire, there was no eVidenoe 
that training in Resident Rights had been offered 

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

Plan of Correction Addendum 

Date Survey Completed: December 17, 2018 

T 052/ 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 

et..c c (2- fife 

I, Li frr5.1 	51A-i2Ar-6  	p+1 


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

