
~YERMONT
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
VoiceffTY (802) 871-3317

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

February 6, 2012.

Mr. James Beeler, Administrator
Rowan Court Health & Rehab
378 Prospect Street
Barre, VT 05641-5421

Dear Mr. Beeler:

Provider #: 475037

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on January 12,2012. 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, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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COMPLETED

C
01/12/2012

NAME OF PROviDER OR SUPPLIER

F 000 INITIAL COMMENTS

ROWAN COURT HEALTH & REHAB
()(Ii)

\

COMPLE'nON
DIITE

Nurse #5 has been re-educated

in the medication
administration process and

counseled.

All residents have the potential

to be affected by this alleged

deficit practice,

Resident # 5 had no adverse

effects from this alleged deficit

practice.

F 332

STREET ADDRESS, CITY, STATE ZIP CODE
378 PROSPECT STREET

BARRE, VT 05641
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE •••.CTION SHOULD BE
CROSS-REFERENf~ED TO THE APPRnp?lllTI'"

F 332.

!.
F 000\

I

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FUlJ,.
REGULATORY OR LSC IDENTIFYING INFORMATION)

An unannounced on~site extended survey was

\

conducted by the Division of Licensing and
Protection on 1/11/12 as the result of an
'\Immediate Jeo,pardy situati~n and Substandard
quality of care Identified durmg a survey
completed on 1/5112. The extended survey was

'I concluded on 1/12112_ The follo.Wingdeficiencies
were identified. .

F 332 483.25(m)(1) FREE OF MEDICATION ERROR
SS=D. RATES OF 5% OR MORE

I The facility must ensure that it is free of
medication error rates of five percent or greater.

(X4) 10 !

.PREFIX I
TAG

(xe) DATE

~(~ I ;J.oI9-
TITLE:

Director of Staff

Development/designee will
perform random audits of

Nurse #S medication passes x

90days.

Director of Staff

Development/designee will

perform random audits of

Nurses medication passes X
90 days.

Results of these audits will be

reviewed at monthly CQI
Committep. x 3 months.

Date of completion:

February 2, 2012.

S TATNE'S SIGNATURE

This REQUIREMENT is not met as evidenced.
by:
Based on observations, staff interview and
record review the facility failed to ensure that the
medication error rate was less than five percent.
Findings include:

, During observation of 3 separate medication
passes throughout the day on 1/11112, with 3
different nurses from 2 separate shifts, there was
, one error identified from a total of 10
. opportunIties, representing a med error rate of
10%, Per review of Resident #5's record there
was a physician order, dated 12/12/11, which
stated to administer Senna (a stool softener) 8.6
mg 1 tablet by mouth twice a day. Per
observation at 10:42 AM Nurse #5 administered
Senna 8,6 mg 2 tablets by mouth, During
interview at 1:58 PM on 1/11/12, Nurse #5
confirmed that slhe had administered the wrong
dose.

y statement ending wilh an asterisk (j denotes ,8 deficiency which the Institution may be excused ftom correcting provIding it is determined that
ot a uards provide sufficient protedlon to the patients, (See instrudlons,) Bleept for nursing homes, the findings slaled above Qre disclolillble 90 days
following the dllte of survey whether or nols plan of correction Is provided, For nursing homes, tne above findings and plans of correction are discl06eble 14
days fol1o""'il1g the dale these documents an!! made av!lIable 10 the facility, If deficl"mcies are clled, iIlJ approved plan of colTection is reQuisite to conlil1ued
program participation,

FO~f\II CMS-2567(02-99) Prevlou! VlIr&lons ObJolelB Evant ID: M)(2711 Facility 10: 475037 If continuation sheel Pllge 1 of 4
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIEIIICY MUST BE PRECEDED BY FULL

REGULATORY OR LSC lDENTIFYlNG INFORMATION)
(X'4) 10 I
PREFIX .

TAG
I

F 5201483,75(0)(1) OM
SS=D COMMITIEE-MEMBERS/MEET

\ QUARTERL Y/PLANS

I
A facility must maintain a quality assessment and
assurance committee consistihg of the director of

I
nursing services; a physician designated by the. \

. facility; and at least 3 other members of the
facility's staff. .

IThe qualityasses.ment and assurance I
. committee meets at least quarterly to identify .

I
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
. disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the

. requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions,

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

facility failed to correct a previously identified
, concern related to assurance of staff competency
and professional development. Findings include:

Per record review, a Mandatory In..service related
to the process of accepting physician telephone
orders was held for all nursing staff on 11/17/11

STREET ADDRESS, CITY, STATE, ZIP CODE

31B PROSPECT STREET

BARRE, vr 05641

P~~IX II
PROVIDER'S PLAN OF CORRECTION \ (~)

(EACH CORRECTIVE ACTION SHOULD BE COMP\lETION

TAG CROSS-REFERENCED TO T~E APPROPRIATE I DAr
DEFICIENCY)

F 5201
I I

i

I
I

F 520

\
No residents were harmed hI' i
this alleged deficit practice, I

i

\

I
I I

I
\

Nurse # 1 was not employed at

the center on this date, I

\

All nurses not in attendance at I
in-service rraining will be

Inotified usijng PCC dashboard of

where to obtain the
information provided in the in-

\
service. I

The Director of Staff

Development will be available

on off shift and weekends to
provide 1:1 in-servicing as

needed.

DNS/designee will perform

random audits of attendance ;l
times per month x 3 months.

The result of these audits will

be reported to the CO.l
committee for 3 months.

Date of completion:

.1 February 2/ 2012

f&;K) \'OL-~ ~\,~~J I

FORM CMS.2S67(02-99) Prevloull Vel'$ions O~solele EvenlID: MX2711 FacilItY 10: 47'5037 If C()n~inulltlon sheet Page 2 of 4



02/02/2012 12:14 8024755579 1 PAGE 05/07

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

STATEMENT OF DEFICIENCIES " <X1) PROVlDER/SUPPLIER/CllA
AND PLAN OF CORRECTION IDENTIFICATIONNUMBER:

475037

(X2) MULTI PLE CONSTRUCTION

A, BUilDING

B. WING -------

PRINTED: 01/30/2012
FORM APPROVED

OMB NO. 0938-0391
(X3) DATE SURVEY

COMPLETED

C
01/12/2012

NAME OF PROVIDER OR SUPPLIER

ROWAN COURT HEALTH & REHAB

STREET ADD~ESS, CITY, STATE, ZIP CODE

378 PROSPECT STREET

BARRE, vr 05641
(X5)

COMPLETlON
DATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOUlO BE

CROSS-REFERENCED TO THE: APPROPRIATE
DEFICIEI'lCY)

F 5201

\

I

I

I

10 \PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEfiCIENCY MUST BE PRECEDED BY FUll
REGUlATORY OR lSC IDENTIFYING INFORMATION)

F 520 \ Continued From page 2 \ "

\

and was attended by only 5 of the facility's
(approximate) 20 nurses. Despite the lack of
'\staff attendance the staff member responsible for
Staff Development stated, during interviews on
the morning of 1/11/12, that there was no process
'\to assure that the information from the in-service I
had been disseminated to all,other nurses. S/he
confirmed that Nurse #1, who had been involved

I
in a significant medication error. related to an \
inaccurate telephone order in which a resident
received inappropriate doses of medicatIon, had
not attended the 11/17/11 Mandatory' n-Service.
(Refer to Statement of Deficiencies 1/5/12)

I
Per interview, at ,4:47 PM on 1/11/12, the DNS
(Director of Nursing Services) confirmed that not
all nursing staff had attended the Mandatory
" In"service related to acceptance of telephone
orders on 11/17/11, and acknowledged that the
facility uses Mandatory In"service education
: opportunities as one way to assure competency
and promote professional development for
nursing staff. S/he further stated that .
administration had been aware that all staff did

'I' not consistently attend Mandatory In~services,
that it was challenging to assure consistent
attendance by all. and, although the current
" practice was to delay annual performance
evaluations and pay raise until all Mandatory
In-services had been completed, administrative
staff had been talking about other ways to assure
" greater staff attendance at the Mandatory
educational In-service opportunities, This was
also confirmed by the Staff Development nurse,
during interview at 4:59 PM, who stated that it

I
"was a challenge to assure consistent attendance
by staff at Mandatory In~service educational
opportunities and s/he had recently been talking

(X4) 10 I
PREFIX "
TAG

FORM CMS-2987(02.99) Previous Ver&io"s Obsolete Evcnl1D:MX2711 ~8c1l1ly ID~475031 If continuation shsltt Page 3 of 4
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F 520 \ Continued From page 3

\

'with administration about ways to ensure staff
attendance.

F 520,

I

I
\

\

I
I

\

I

I
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