~~ 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

March 13, 2019

Ms. Mary Leikert, Manager

Copley House Community Care Home
379 Washington Highway

Morrisville, VT 05661-8968

Dear Ms. Leikert;

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 11, 2019. 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,

SONRTIN=N

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services . Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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An unannounced onsile investigation of four entity
self-reports containing seven separate incidents

- was completed by the Division of Licensing and

]' Protection on 2/11/19. Based on information

; galhgr_ed, the following regulalory violation was

, identified.

R208' V. RESIDENT CARE AND HOME SERVICES  ; R208
55=8; :

5.18 Reporting of Abuse, Neglect or Exploilation

. 5.18.¢ Incidents involving resident-lo-resident
. abuse must be reported to the licensing agency if
~a resident alleges abuse, sexuat abuse, or if an

injury requiring physician intervention resuits, or if
there is a patlern of abusive behavior. All
resident-to-resident incidents, even minor ones,
must be recorded in the resident's record.

Families or legal representatives musi be nolifted ;

and a plan must be develeped to deal with the
behaviors

This REQUIREMENT is nol met as evidenced
Dy:

Based on record review and staff inlerview, the
facility failed o meel the 48 hour reporting
requirenent for a pattern of resident to resicdent
incidents (4 of ¥ reported) in the applicable
sample (for Residents #1 and #2). Findings
include:

The facility exceeded the 48 hour reporting
window for the following incidents between
Resident #1 and Resident #2:

1. Incident dated 7/19/18 was reported on
7126418
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R208" Gontinued From page 1
2. Incident daled 8/6/18 was reported on 8/9/18;

3. Incident dated 12/13/18 was reported on
" 4. Incident dated 12/18/18 was reported on

. The above delayed reporting timeline was
confirmed by the Manager on 2/11/19 al
approximalely 5:45 PM.
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