
AGENCY OF HUMAN SERVICES 
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

Division of Licensing and Protection 
103 South Main Street, Ladd Hall 

Waterbury, VT 05671-2306 
http://www.dail.vermont.gov  
VoiceITTY (802) 871-3317 

To Report Adult Abuse: (800) 564-1612 
Fax (802) 871-3318 

July 9, 2013 

Ms. Judy Morton, Administrator 
Mountain View Center Genesis Healthcare 
9 Haywood Avenue 
Rutland, VT 05701 

Dear Ms. Morton: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 
14, 2013. 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 
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An unannounced on-site complaint investigation 
was conducted by the Division of Licensing and 
Protection on May 14, 2013. There was one 
regulatory deficiency cited as a result of this 
investigation. Findings include: 

F 333 483.25(m)(2) RESIDENTS FREE OF 	 F 333 

SS=D . SIGNIFICANT MED ERRORS 

The facility must ensure that residents are free of 
any significant medication errors. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interviews the 

' facility failed to assure that residents are free of 
any significant med error for 1 Resident resident 

I #1 (R#1). Findings include: 

Per record review the facility has an agreement 
. with Castleton State College (CSC) to allow the 
Nursing program to have students in the facility 

; for clinical practice. The agreement states that 
the college will have only qualified students in the 
facility providing care and that students will be 
under the supervision of a clinical instructor 
provided by the college during provision of care. 	, 

•  On 5/1/2013 a student nurse administered 8 AM 
medications to Resident #1. S/he and his/her 
roommate had the same initials and were 

, somewhat similar in appearance. The student 
I nurse mistakenly administered Resident #2's 8 
AM medications to Resident #1. During the 
process of identifying the resident the student 
nurse stated what s/he believed the resident's 
name and birthdate to be which s/he didn't deny. 

The Center's filing of this  
plan of correction does not 
constitute an admission to 
any of the alleged citations 
set forth in this statement of 
deficiency. The Center files 
this plan of correction as 
evidence of the Center's 
continued compliance with 
all applicable federal and 
state laws and regulations. 

F333 
Resident #1 remains stable. 

The student nurse was 
removed from Clinical 
training. There are no 
student nurses at the center.  

Castleton State College 
nursing leadership conducted 
an investigation. The student 
nurse was sent to a medical 

AtLS," 
safety seminar. 	ROO 	q)) 

5(i 113 

LABORATOR 

Any deficiency 	tement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date 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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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F 333 	Continued From page 1 
Resident #1 had already received his/her own 8 
AM medications which were administered by 
facility staff. 

Resident #1 was seen by the Advanced Practice 
Registered Nurse (APRN) a short time later and 
then was sent to Rutland Regional Medical 

• Center Emergency Room. The medications the 
APRN stated in her note were of concern, and 
administered mistakenly to Resident #1 were 
Amidarone 200 mg, Mg Oxide 400 mg, Lisinopril 
30 mg (in addition to his own 40 mg dose), 
Carvedilol 12.5 mg, and Digoxin 125 mcg. The 
APRN stated in the note that these medications 
put Resident #1 at risk for decompensation. 
There were other medications administered as 
well that were not considered to cause a risk. 
The resident was transferred to the Intensive 
Care Unit where s/he was monitored and treated 
for 24 hours and then returned to the facility on 
5/2/2013 at 14:12 PM. 
The resident returned from the hospital with no 
apparent sequelae to the incident and remains in 
the facility. When interviewed s/he states that 
s/he is content here and working to go home. 
S/he states that s/he has no complaints about the 
care he has received. 

F 333 

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

Event ID, N20C11 
	

Facility ID:475012 
	

If continuation sheet Page 2 of 2 


	Page 1
	Page 2
	Page 3

