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// e e
~® 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:/mww dail.vermont.gov

Voice/TTY (802) 871-3317

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

November 4, 2014

Ms. Melissa Jackson, Administrator
Vermont Veterans' Home

325 North Street

Bennington, VT 05201-5014

Dear Ms. Jackson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on October
1, 2014. 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 compfiance, remedies may be

imposed.

Sincerely,

SRR\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS F 000
. The fillng of this plan of corvection does not
constitute 2n admisslon of guilt. Vermont

| An unannounced onsita Recertification survey , Veterans Home {"the Provi _

i was completed by the Vermont Division of this Plan of Correction (b édc"f,';i)n‘“bm'*‘

' Licensing and Protection and Centers for 5 accordance with specific regulatory
Medicare and Medicaid Services (CMS) Regional - : requirements,

Office staff. The following are regulatory i .
' violations identified during the survey. 5 ‘30[? Provide Care and Services for Highest
F 309 | 483.25 PROVIDE CARE/SERVICES FOR | Fa3og,  WelRenE

$5=D | HIGHEST WELL BEING !

‘ .
| Resident #10 had Uric Acid levels
i discontinued on Octeber 1, 2014 and

Each resident must receive and the tacility must ; Tegratol level drawn on Gctober 2, 2014,

E provéde the necessary care and services to attain . Result was reviewed by provider.

| or maintain the highest practicable physical, Al restd ;

| mental, and psychosocial well-bsing, in s o orders were audited o
ensure that they were drawn and follow up

accordance with the comprehensive agsessment : to results occurred as warranted
i and plen of care. l -

The Assistant Director of Nurses or desighee
will conduct randem audits of the resident's
[abs to ensure that they are drawn as :
orderedand that follow up occurred as i

{ This REQUIREMENT is not met as evidenced | : !
E by ) | warranted. |
Bgsed on interview and record review, the facility In addition to the present system for fab '
failed to follow the physician's order for labs for 1 | ordering, the facility now places ordered
of 24 residents in the stage 2 sample, Resident labs on the neighborhood calendars 1o
: #10. i prompt nursing staffvo ensure that the lab

fsdrawn and results are followed up on,

- Resident #10 had a diagnosis of seizure disorder Nursing staff have begun to be educated on

and was receiving carbamazepine 200 mg twice the Lab orders on October 2, 2014.
a day. There were orders for lab work to be done : !
for Tegretol level every June and December and 1 Data from the audits will be brought ko the

QAPI meeting every two months or until the

for uric acid level every 2 months. Per interview
committee determines resolytiorn.

;on 10/1/2014 at 8:00 AM, RN stated that the labs
t were drawn by an outside facility (dialysis unit) Ihe Director of Nurces i i
! and that she would call to get the results. After | eapornshle to enoere s ey
t calling the other facility, the RN stated that the are conducted as ordered,

* facility did not draw these specific labs. During an . }
! interview on 10/1/2014 at 9:45 AM, the CCU | :

’ manger confirmed that the June Tegretol level A0 00 ace Pk'j G121 bl £5] e
l bt . hbacia .
ER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (XB) DATE

TN C e N2

Any defidiency slatement ending with a§ asterisk X} danotes a doﬂcioﬁcy which Ihe institutlon may be excused from corracting providing il is determined thet
olher safbguards provide sufficiant protdction to tRe patients. (Ses Instructlons.) Except for nursing homes. the findings stated above ars disciosable 30 days
following the dale of survey whethar or not a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
daye following the date these docurnents are made available to the facility. 17 deflciencies are cited. an spprovad plan of correction is requisite to contintiad

program particlpaticn.

Compliance Gate: November 3, 2014
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|
F 309 Continued From page 1
. had not been ordered and that the uric acid level

had not been done since 2010. The staff thought
‘ that all fabs were being drawn by the other facility.

| Per interview at 10:15 AM on 10/1/2014, lhe

| physician stated that the Tegretol leve! would not

have been drawn by the other facility. He also
slated the resident may have had a bout of gout

in the past, but there was no recent evidence of it.

F 371 483.35() FOOD PROCURE,
55=0 | STORE/PREPARE/SERVE - SANITARY

|
' The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
I authorities; and
| (2) Slore, prepare, distribute and serve food
' under sanitary conditions

- This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the facility
failed to prepare food and clean and store

* equipmenl under sanitary conditions. Findings
mclude

On 9/29/2014 at 10:45 AM, the initial tour of the
- kilchen was conducted with the Food Service

. Director and the Food Service Supervisor. The
following was observed:

1. Peeling paint was observed on the food
| preparalion lable.
2. Some lids and mugs were stared wet,

F 309

F 371

|
|
|
i
i

F371 Food Storage, preparation, Sanitation

The peeling paint on the food preparation
table was repainted. All lids/mugs were
rewashed and alr dried. The pot sink was
repaired and sanititer is maintsined at
200ppm.

The Administrator, Food Service Director
and Maintenance Direclor or designees will '
conduct random rounds of the kitchen.
Rounds will Include observation af palnt to
ensure ng peeling paint, that dishes are pot
stored wel and that the sinks cantain
proper amounts of sanitizer.

The food Service Director will begin to
educate the kitchen staff to the areas
identified on October 22, 2014,

Data from the audits wlil be brought ta the
QAPI meeting cvery twa months ar until The
comnmittee determines resolution.

The Administrator Is ultimately responsible '
to ensure that [00d is malntained under :

sanitary conditions.

Compllance Date; November 3, 2014
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The drug regimen of each resident must be i
' reviewed at least once a month by a licensed '
. pharmacist.
i The pharmacist must report any irregularities to
the attending physiclan, and the director of
nursing, and these reports must be acted upon.

" This REQUIREMENT ‘is not met as evidenced
by '
. Based on record review and interview, the

| pharmacist failed to notify the facility of labs naot
| being drawn for 1 of 24 residents in the stage 2
i sample, Resident #10

Resident #10 had a physician's order for Tegretol -
level to ba drawn in June and December. The last
Tegretol level was drawn on 1/2/14. As of X
10/1/14, the June level had not been drawn,

|
- There was also an order for uric acid level to be |
. drawn every 2 months. There were no record of a -
! uric acid level being drawn in the medica! record.

On 10/1/14 at 8 am, the RN called the other
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3. The sanitizer in the pot sink was at 100 ppm F428 Drug Regimen Review, Report
» HTh ; Irregularities,
_{(parts per million) instead of 200 ppm. The
i d_!etary aide slated that there was a Igak in_the Resident ¥10 had Uric Actd levels
sink and he had added water to the sink without i discontinued on October 1, 2014 and
adding more sanitizer or testing the : Tegratol level drawn on October 2, 2014.
! concentration, I Result was reviewed by pravider,
F 428 483.60{c) DRUG REGIMEN REVIEW, REPORT ! F 428 Al vesidents lab ord o
ss=p IRREGULAR, ACT ON resldents lab orders were audited to

i
|
\
"

ot oo Bceepbed Ul Rivemlag 2n Ve

ensure that they were drawn and follow up
10 results occurred as warranted.

The Assistant Dlrector of Nurses or designee
will canduct random audits of the resident’s
labs to ensure that they are drawn as
ordered and that follow up orcurred as
warranted.

In addition to the present system for lab
ordering, the facillty now places ordered
{abs on the neighborhood calendars to
prompr nusing staff to ensure that the lab
is drawn and resultc are followed up on.
Also, the consulting pharmacist has been
auditing all labs during evaivation of
residents to ensure that recommendations
are made for 1abs 3s warranted.

Nursing staff have begun to be educated on
the Lab orders on October 2, 2014,

Data from the audlts will be brought ta the
QAP meeling every twa menths or until the
committee determines resofution.

The Director of Nurses is ultimately
responsible to ensure that pharmacy
reviews octyr monthly and thatfollaw wp is
conducted accardingly.

Compllance Bate: November 3, 2014, i
|

FORM CM$-2587(02-99) Previous Versions Obsolete

Event |D; 4MXG11

Faclilty ID: 475032

It continuation sheat Page 3 of 4




18/27/2014 10:38 BB2d44764656

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

VERMONTVE TERANS "HOME

PAGE 89

PRINTED: 10/22/2014
FORM APPROVED
OoMB NO. 0938-0391

| facility (dialysis unit) for the results of these two
: tests. The RN confirmed that the other facility
. had not done these labs. An RN at 10 AM called
" the contracted lab and determined that the uric
" acid levei had not been drawn since 2010 and the |
i last Tegretol Jeve! was done on 1/2/14,
| i
| At 10:15 AM, an RN reviewed the Proof of RPH
i {Pharmacist) Reviews for March - September,
i 2014. The Pharmacist did not identify that thase
| labs had not been drawn.

i
t
¢

!
F 428!
i
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