i\%\ 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

April 27,2018

Ms. Mary Jane Nottonson, Administrator
Helen Porter Healthcare & Rehab

30 Porter Drive

Middlebury, VT 05753-8422

Dear Ms. Nottonson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 28, 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,

Oﬁmwmﬁ%

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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E 000 Initial Comments E 000.
During an unannounced on-site re-certification
-survey 2/26/18 through 2/28/18, the Division of
: Licensing and Protection conducted a review of
the facility’'s Emergency Preparedness Program.
- The facility was found to be in substantial
: compliance with Emergency Preparedness
- planning. , :
F 000 | INITIAL COMMENTS © F 000! E

i An unannpounced on-site re-certification survey
' was conducted on 2/26/28 through 2/28/18 by the
, Division of Licensing and Protection. The
followmg regulatory violations were identified:

F 567" ProtechonfManagement of Personal Funds

SS=B | CFR(S) 483.10(f)(10()(ii)

i

[

- Corrective Action: Resident was offered 43012018
F 567! the opportunity to establish a resident

 trust account on admission and chose not

| §483.10(1)(10) The resident has a right to | to.open an account at that time. As a
| manage his or her financial affairs. This includes | | corrective action, Social worker offered
 the right to know, in advance, what charges a * resident another opportunity to open an

‘ Iﬁﬁg’g may impose against a resident's personal ! - account and educated resident on how to |

| (i) The facility must not require residents to j access food when desired. '

. deposit their personal funds with the facility. If a ;

! resident chooses to deposit personal funds with Others ldentified as Having Potential to
the facility, upon written authorization of a be Affected: 105

resident, the facility must act as a fiduciary of the
resident's funds and hold, safeguard, manage,

and account for the personal funds of the resident Systemic Changes: A "Resident Trust
deposited with the' facility, as specified in this Account” policy & procedure will be
section. created. This policy will be provided to all

E}}i\)}[l)epﬂsit o:n‘[Fé:m.‘is.t Lout h (i) residents and their representatives; A lock
n general: Except as set out in paragrapl ) .

10)(ii)(B) of this section, the facility must deposit bk will e ssned tothe Dter Craek

any residents' personal funds in excess of $100 in medication room containing $350.00 and
an interest bearing account (or accounts) that is a list of all resident accounts, this money

separale from any of the facility's operating is to be accessed by the Porter Medical
accounts, and-that credits all interest earned on Center In-House Supervisor after hours

LABORATORY PIRECTOR'S (IR PROVIOERIGUPPJER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
M Mm;msmﬂafl’f ﬁpﬁv@ 23 2(7(5)

Any dellmency statemexq! ndmg with an asterisk (*) denotes a deficiency which the institulion may be excused from correcting prowdng il'ts determined Ihal
other safeguards provide sufficient prolection to the patients. (See instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
{olfowing the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available o the facility. If deficiencies are ciled, an approved plan of correction is requisite 1o contmued
program padicipation.
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§483.10(j)(1) The resident has the right to voice
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F 567 Continued From page 1 F 567 . )
resident's funds to that account. {In pooled andon WEEke"d_S foriresidents ret-quest.mg
accounts, there must be a separate accounting - money from their account; A receipt will
for each resident's share.) The facility must | be provided to all residents or
mai"tﬁnﬁofg?ide”t's P.e:SOTlatl E’U”d;‘-" that do ”‘;t ' representatives upon removal of money
excee in a non-interest bearing account, ' . .
interest-bearing account, or pelty cash fund. Trarmtheir accou?t, A_“ emphoyseswil be,, .
(B) Residents whose care is funded by Medicaid: educated to the “Resident Trust Account” |
The facility must deposit the residents' personal policy and procedure; The “Resident Trust
funds in excess of $50 in an interest bearing policy & procedure” will be included in
oesaunt (olr Besaleis) that is:separate trom Hny of the admission packet and reviewed by
the facility's operating accounts, and that credits Social Servi dmissi Th l
all interest earned on resident's funds to that SN ISERR CIV GGG, “EISRlsy
account, (In pooled accounts, there must be a will be reviewed annually at the
separate accounting for each resident's share.) community council meeting.
The facility must maintain personal funds that do ‘
not exceed $50 in a noninterest bearing account,
interest-bearing account, or petty cash fund. Moriitoring: . P i
: oo \ ng: Front Office receptionist will |
This REQUIREMENT is not met as evidenced Toring ponn s |
by: monitor the cash balance provided in the i
Based on interview and record review the facility lock box weekly; Replenish funds and
failed to assure that residents have reasonable scan resident receipts to appropriate :
+ access to their personal funds. Findings include: " accounts. Social Services will monitor the
Per interview on 2/26/18 at 4:52 PM with compieti(?n f)f revlen of this galicy with
Resident # 84, s/he stated that s/he was not able new admissions and annually for all other
to get hisfher money on weekends. Per interview residents.
on 2/28/18 at 10:47 AM with the social worker,
s/he stated that the individual who handled the .
residents’ personal funds was at the facility -ﬁpri Z 7, vt g
Monday through Friday until 4:30 PM. Sthe
stated that resm_tenisv were not able to get their . 51 fol a(%?}'al ‘“‘L‘5h§’, PWizoka sl
money on evenings and/or weekends unless prior
arrangements were made, ; - ;
F 585 Grievances F 585 Corri-ectlve Actlo_n. Social fjerwce.s held a
ss=¢ CFR(s): 483.10()(1)-(4) special community council meeting with

residents to review the new elements of
the grievance policy & procedure.

FORM CMS-2567(02-99) Previous Versions Cbsolete

Event ID: TV/Z11

Facility ID: 475017

If continuation sheet Page 2 of 11




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/12/2018
FORMAPPRQVED

STATEMENT GF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION 1DENTIFICATION NUMBER: A BUILDING COMPLETED
C
475017 8. WING 02/28/2018

OMB NO. 0938-0391

NAME OF PROVIDER OR SUPPLIER

HELEN PORTER HEALTHCARE & REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE
30 PORTER DRIVE
MIDDLEBURY, VT 05753

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFD: (EAGH DEFICIENCY MUST BE PRECEDED f1¥ FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE o SHon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
, Others Identified as Having Potential to
F 585 Continued From page 2 F 585 &
. i ’ be Affected: 105
grievances lo lhe facility or other agency or entity i
that hears grievances withowt discrimination or f
reprisal and without fear of discrimination or Systemic Changes: The current grievance 471212018

reprisal. Such grievances include those with
respect to care-and treatment which has been
furnished as wellas that which has not been
furnished, the behavior of staff and of other
residents, and other concerns regarding their LTC
facility siay. )

- §483.10(j)(2) The residenthas the right to and the
“facility musl make prompt efforts by the facility to

resolve grievances the resident may have, in

' actordance with this paragraph.

: §483.10(j)(3) The facility must make information
i on how to lile @ grievance or complaint available

to the resident.

- 6483,10(j){4) The facility musi establish a

grievance policy to ensure the prompt resolution

. of all grievances régarding the residents’ rights

contained in this paragraph. Upon request, the

- provider must give a copy of the grievance policy
“to the resident. The grievance policy musl

include:

{i) Nolifying residen! individually or through
poslings in prominent locations throughout the
facilily of the right to lile grievances orally
{meaning spoken) or in writing; the righl to file
grievances ancnymously; the conlact information
of the grievance official with whom a grievance
can be filed, that is, his or her name, business
address {mailing and email) and business phone
number, a reasonable expecled lime frame for
completing the review of the grievance; the right
to oblain a wrilten decision regarding his or her
grievance; and the contact information of

policy & procedure will be revised to
"include all elements up to including those
‘outlined in phase two (2) of the new
‘regulations; Implementationof a
grievance procedure form; an official
i grievance officer will be identified; all staff |
will review the grievance policy & i
procedure; All official forms such as the.
:admission packet, posters, etc. will be
updated to reflect the new grievance
. policy & procedure and contact
information; All residents and their
representatives will be provided a
:summary of the new grievance process.

{Monitoring: Grievance officer or designec |
‘will maintain the grievance complaint log
to ensure the timely completion of
grievance resolution. Grievances will be
reported at the quarterly Quality
Assurance meeting.

£S89 0L accpbed I1\0 Owideancabant| PreL
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independent entities with whom grievances may
be filed, that is, the pertinent Siate agency,
Qualily Improvement Organization, State Survey
Agency and Stale Long-Term Care Ombudsman
program or protection and advocacy system,

(ii) Identifying 2:Grievance Official who' is
responsible for overseeing the grievance process,

conclusions; leading any necessary investigations
by the facilily; maintaining the confidentiality of all
information associated with grievances, for

. example, the idenlity of the resident for those
grievances submitted anonymously, issuing
wrillen grievance decisions to the resident; and
coordinating with state and federal agencies as
necessary in light of specific allegations;

(il As hecessary, taking immediate action to

right while the alleged violation is being
investigated;

(iv) Consistent-with §483.12{c)(1), immediately
reporting all alleged violations involving neglect,
abuse, includirg injuries of unknown source,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, to the administrator of the provider; and
as required by Stale law;

(v) Ensvring that all wrilten grievance decisions
include the date the grievance was received, a
summary statement of the resident's grievance,
the sleps laken to invesligate the grievance, a
summary of the perlinent findings or conclusions
regarding the resident’s concerns(s), a statement
as to whether the grievance was confirmed or not
confirmed, any correclive aclion laken or to be
laken by the facility as a resull of the grievance,
and the dale the wiilten decision was issued;

(vi) Taking appropriale corrective aclion in
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F 585 Continued From page 3 F 585

receiving and fracking grievances through to their *

prevent further polential violations of any resident :

i
'
)
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F 585 Continued From page 4

rights wilhin its area of responsibility; and
- {vii} Mainlaining evidence demonsirating the

3 years [rom the issuance of {he grievance
decision.

by:

' Findings include:

Per interview on 2/27/18 at 3:11 PM with the

Per review of the facility's current Grievance

official. Per interview at 1:25 PM with the

grievance policy was not updaled with the

residents on admission. In reviewing this

grievance. There was also no contact

information for the grievance official; nothing

accordance with State law if the alleged violation
of the residents' rights is confirmed by the facility
or if an oulside enlily having jurisdiction, such as
the Slate Survey Agency, Quality improvement
Organization, or local law enforcement agency

- confimms a violation for any of these residents'

result of all grievances for a period of no less than|

- This REQUIREMENT is not met as evidenced

Based on staff and resident imMerview and record
_review the facility failed to establish a grievance
policy that ensures the prompt resolution of all

. grievances and protection of residents’ rights.

Resident Council, it was discussed that not all
residents were aware of the grievance procedure.

Procedure for Residents dated 2/11/16, il did not
contain the contact information of the grievance

Administrator, s/he confirmed that the facility

necessary regulalory requirements and was in lhe
process of being updated. S/he further stated
that informalion needed to be included about lhe
Ombudsman and Grievance official. The facilily
provided additional information which contained a
copy of the grievance procedure that was given to

information, there was no information slating that
the resident has the right to make an anonymous

F 585
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F 585 Conlinued From page 5

documented aboul the right to obtain a wrilten
decision; the immediate reporling of all alleged
violations involving neglect, abuse, including
injuries of unknown origin, and/or
misappropriation of resident property; and there
was no information that stated the resulls of al
grievances will be maintained for a peried of no
less than three years.

Baseline Care.Plan

CFR(s): 483.21(a)(1)-(3)

F 655
SS=D

§483.21 Comprehensive Person-Cenlered Care

* Planning
§483.21(a) Baseline Care Plans
§483.211(a)(1) The facility must develop and
implement a baseline care plan for each resident |

- thatincludes the instructions needed to provide
effective and person-centered care of the resident’
that meel professional standards of quality care.
The baseline care plan must-

- {i) Be developed within 48 hours of a residenl's
admission. :
(i1) Include the minimurn healthcare information .
necessary o properly care for a resident
including, but not limited to-

(A} Initial goals based on admission orders.
(B) Physician orders.

(C) Dietary orders.

(D) Therapy services.

(E) Social services.

(F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a
comprehensive care plan in place of the baseline
care plan if the comprehensive care plan-

(i) Is developed within 48 hours of the resident's
admission.

(i) Meets the requirements sel forth in paragraph

F 586

F 655
-Corrective Action: The care plan of every

long-term care resident was mailed to the
resident’s representative, with an offer to
‘meet to discuss the care plan. All residents,
long term care and short term care, were
. joffered a copy of their care plan and
[ offered an opportunity to review.

- Others Identified as Having Potential to be
i Affected: 105

Systemic Changes: Will implement the
‘process of the unit charge nurse or

: designee providing a copy of the baseline
.care plan‘to the resident and
representative within 48 hours of
admission and offer to review. A signature
sheet will be provided and placed in the
resident’s physical chart. All nurses will be
provided education on the baseline care
plan procedure. IT will implement an alert
within ECS that will alert/remind the nurse
of the 48 hour deadline to complete the
care plan review with resident/

4/12/12018
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F 855 Continued From page 6 © F 655 Monitoring: Nurse Manager or designee
{b) of this section {(excepting paragraph {b}(2)(i) of will menitor the completion of baseline

this seclion). care plan within 48 hours and ensure the

§48321(a)(3) The facility must provide the resident and representative has been

resident and their representative with a summary offered a copy and opportunity to review. |
of the baseline care plan that includes but is not - Baseline care plan compliance will be
- imited to: : reviewed at the quarterly Quality i

{i} Theinilial goals of the resident.
() Asummary of the resident's medications and

dietary instructions. S5 gt a(mr{ﬂ! stie Diwidemedepa] e

Assurance meetings.

_{ii) Any services and lreatments 1o be
administered by the facility and personnel acting
- on behalf of the facility.
- {iv) Any updated information based on the details
of the comprehensive care plan, as necessary.
: This REQUIREMENT is nol inetas evidenced
“hy: i
' Based on staff interviews and record review, the
facility failed to provide 2 of 23 sampled residents
{Resident #58 and #194) and their representative,
: asummary of the baseline care plan that !
. includes, bul Is not limited tg: 1) the initial goals of i
- the resident, 2) @ summary of the resident's
medications and dietary instructions, 3) any
services and treatments 1o be administered by
the facilily and personnel acting on behaif of the
facilily and 4) any updated information as
necessary. The findings include the following:

1. Per record review, Resident #194 was
admilled on 1/30/18. Review of the Electronic
Medical Record (EMR} identifies that a baseline
care plan was developed for this resident within
the forty-eight (48) hour lime frame. However,
there is no evidence thal the resident and or
family representative was provided with the
necessary information as oullined above. The
Director of Nurses (DNS) confirms, during
interview on 2/27/18 al approximalely 2:45 PM,

FORM CMS-2567(92-29) Previous Versions Obsolele Evant ID: TV7Z11 Fackly 10: 475017 If continuation sheel Page 7 of 11
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655 Continued From page 7
thal the required information in the 48-hour care
plan was not provided to the resident and Jor
representative.

2. Resident #58 was -admitted to the facility on
12/28/17, and a baseline care plan had been
developed. Perinterview on 2/28/18 at 2:33 PM
with the social worker, s/he stated thatthe written .
summary of the baseline care plan was not
provided to the resident andfor resident's
representative, S/he further stated that the facility
had not been providing the resident and/or
resident’s representative a wrilten summary per
the new regulgtions.

F 880 Infeclion Prevention & Control

ss=0 CFR(s): 483.80(a){1)(2)(4)(e))

§483.80 Infection Controf

The tacility must establish and maintain an

infection prevention and control program

designed to provide a safe, sanitary and

comfortable environment and to help prevent the

development and transimission of communicable
- diseases and infections.

§483.80(a} Infection prevention and control
program.

The lacility must establish an infection prevention
and conlrol pragram {IPCP) that must include, at
a minimurm, lhe following elements:

§4B3.80(a)(1) A system for preventing, idenlifying,
reporling, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals

F 880 Corrective Action: RN received education

pertaining to infection control during
dressing changes and hand hygiene by the
Clinical Nurse Educator.

Others identified as Having Potential tobe
Affected: 105

Systemic Changes: All nurses will receive  g/12/2018
education on proper dressing change and
infection control protocol.
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providing services under a contractual

arrangement based upon the facility assessment
conducled accerding to §483.70(e) and following
accepled national standards; i

§483.80(a)(2) Written standards, policies, and

procedures for ihe program, which must include,

bul are not limited to:

{i) A system of surveillance designed 1o identify

possible communicable diseases or

infections beforz they can spread to other

persons in the facifity;

(i} When and to whom possible incidents of

communicable disease or infections should be

reported;

(iii) Standard and transmission-based precautions
“1o be followed to prevent spread of infections;

{iv)When and how isolation should be used for a

resident; including but not limited to:

(A) The type and duration of the isolation,

depending upon the infectious agent or organism

involved, and

(B) A requirement that the Isolation should be the

least restrictive possible for the resident under the

circumstances.

(v) The circumstances under which the facility

must prohibil employees with a communicable

disease or infected skin lesions from direct

contact with residents or their food, if direct

contacl will transmit the disease; and

{vi)The hand hygiene procedures to be followed

by staf involved in direc! resident contacl.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective aclions taken by the facility.

§483.80(e) Linens.

| S
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Monitoring: Clinical Nurse Educator

or designee will perform randorm

monthly dressing change audits, and
provide further education as deemed
necessary. Audits will be reviewed at

the quarterly Quality Assurance meetings.

FEeo foc accephed Jisiie DWiteamade 24 | Pt
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Personnet must handle, store, process, and
transport lineéns so as to prevent the spread of
infection.

§483.80(1) Annual review.
The facility will conduct an.annual review of its
{PCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record

_teview the facility failed to provide a safe, :

sanitary, ahd cemfortable environment to prevent |
the development and transmission of
communicable diseases and infections for 1
resident in the applicable sample (Resident#

148}. Findings include:

- Per observation on 2/27/18 at 9:47 AM of a

disconnection of an intravenous (1V) tubing from
a peripherally inserted central catheter (PICC-a
line to help access the blood stream), a
Registéred Nurse (RN) donned gloves; 1ouched
his/her pockel, and then with the same gloved
hands disconnécted the 1V {ubing from the
connector of the PICC line. With the same
gloved hands, sihe proceeded o scrub the
conneclor with alcohol for approximately 2-3
seconds; and then attached a saline (salt water)
syringe to flush the line. Perinterview with the
RN al lhat lime s/he confirmed that s/he touched
mulliple surfaces prior to disconnecting the IV
lubing from the PICC line and stated that sfhe
should have removed his/her gloves, sanitized
histher hands and donned new gloves priar lo
disconnecling and flushing the PICC line, When
asked how long s/he was to scrub he conneclor
end of the IV extension of the PICC line, s/he
stated approximately 10 seconds

F 880
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Allow 1o air dry."

on sterile gloves."

F 880 Continued Frem page 10

Per review of the policy titled Flushing Peripheral
Calheter and Midline it read, "5) Cleanse
needleless conneclor end of IV extension set with
alcohol or Chloraprep pad x 20-30 seconds.

. Per ohservation on 2/27/18 at 10:10 AM of a
PICC line dressing-change, a RN donned gloves,
touched the resident’s pillow, 1ouched the
tesident's ann, removed the old dressing,

_disposed of the old dressing, and then removed

"histhergloves. Without sanitizing his/her hands,

: the RN opened up the package that contained the
sterile dressing, donned sterile gloves, proceeded
to clean the exit site of the PICC line, and then
applied a new dressing 1o the site. Per interview

Swith the RN at that time s/he stated that s/he had |

- washed hisfher hands prior to the procedure and
did not-need to wash/sanitize after removing lhe
gloves as long as sfhe did not touch anything 1hat .
was coplaminated. Per interview on 2/28/18 at
8:59 AM with the Infection Prevention RN, .sthe
stated that when gloves were removed for any
reason staff needed to wash and/or sanitize their
hands prior to donning a new pair.

Per review of the policy fitled Central Line
Dressing Change Procedure it read, “1) Perform
hand hygiene; 2} Gather supplies; 3} Explain
procedure to patient; 4) Place patient in
comfortable position; 5) Perform hand hygiene; 6)
Set up sterile field wilh supplies; 7) Put mask on
patient and operator; 8) Perform hand hygiene; 9)
Put on non-sterile gloves; .....13) Remove gloves
and discard; 14) Perform hand hygiene; 15) Put

F 880
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