o
P o VERMONT 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

Voice/TTY (802) 871-3317

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

June 17, 2013

Mr. William Spalding, Administrator

Pillsbury Manor - South

20 Harbor View Road

South Burlington, VT 05403 Provider #: 0149

Dear Mr. Spalding:

Enclosed is a copy of your acceptable plans of correction for the unannounced on-site
complaint investigation conducted on March 18, 2013 and concluded on March 25, 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,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation



PRINTED: 04/30/2013

MAY - 8 20 13 FORM APPROVED
Division of Licensing and Protection o
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: . COMPLETED
C
0149 B. WING 03/25/2013

STREET ADDRESS, CITY, STATE, ZIP CODE

20 HARBOR VIEW ROAD
SOUTH BURLINGTON, VT 05403

NAME OF PROVIDER OR SUPPLIER

PILLSBURY MANOR - SOUTH

Voo r\
7’443 OdP ?at(eiw e 1;4 [/éo

Ct;ﬁe/r’ﬁpw IC@/ %‘/

C/!nlel/ roC Yice- Lt)é’l'l
el Tects s Juveto g19€

oviteolted IHAUT
gﬁg SDare as a
“7%7«’

X4)ID | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY)
R100 Initial Comments: R100 J:77 £his /«50/ ret, -"’7(“’*""’“
| AT iekh Resident-
| An unannounced on-site complaint investigation o 7#,—//19 fﬁl) 0/7 /
was conducted on 03/18/13 and concluded on I’ ) t-blr
03/25/13 by the Division of Licensing and IVér - ne e .
Protection. The following are State of Vermont Md T€Ch iV (\e : "]'O
Residential Care Home regulatory violations. - 5 [
' \WNe 2w ( %Y .
R128 V. RESIDENT CARE AND HOME SERVICES R128 M‘S % g
SS=G
éjfbw,/; an’ OuUr /’qfﬁ

5.5 General Care 2 a0 0V CLM[ o ﬂ‘%{?
5.5.c Each resident's medication, treatment, and ﬁu & ))I c f‘lﬂ‘(fﬁ 719 0
dietary services shall be consistent with the ’
physician's orders. ~ £ CQIv C}’ﬂgps 0 t'éﬁ
This REQUIREMENT is not met as evidenced coO @ U E,\U\ \w
by: -5
Based on interview and record review, the home

failed to assure that 1 applicable resident
(Resident #1) received medications consistent
with the physician's orders. Findings include:

1. Per record review on 03/18/13 for Resident

| #1, the physician's order dated 02/14/13 states,
among others, Morphine Sulfate 100 mg/5 mL
(100 milligrams per 5 milliliters) give: 2 mg/0.1 mL
P.O. (by mouth) every 2 hours for mild to
moderate pain or shortness of breath, PRN (as
needed). The Medication Administration Record
(MAR) indicated that staff administered 1.0 mL
instead of 0.1 mL three times on the morning of
02/15/13, meaning that the resident received 60

Luz‘ll has 749

milligrams of Morphine instead of 6 milligrams. am //
| There was a licensed nurse on site at the time, ( /?‘PC / U/‘-?e,
| who directed the un-licensed staff member to y o
retrieve the medication on 3 separate occasions / LL/‘ S’e ;
| instead of pouring and administering the ey

medication his/herself. Per interview on
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|

on 2/15/13. During that interview, s/he stated
"there was no discussion about the concentration
or the change in dose" for Resident #1, only the
general state of resident's health.

|
Per interview on 03/18/13 at 1:39 P.M. the Nurse
manager confirmed that a recent change in
medication for 1 applicable resident was not
communicated thoroughly by the RN to
on-coming un-licensed staff. The Nurse
Administrator confirmed the home failed to
assure that medications given were consistent
with the physician's orders.

| See also R164.

R147 V. RESIDENT CARE AND HOME SERVICES

59.c(4)

Maintain a current list for review by staff and
physician of all residents' medications. The list
shall include: resident's name; medications; date
medication ordered; dosage and frequency of
administration; and likely side effects to monitor,

This REQUIREMENT is not met as evidenced

 by:

| Based on staff interview and record review, the

| home failed to have a current list of medications
| that includes likely side effects to monitor for, for

1 applicable resident (Resident #1) Findings
include:
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03/19/13 at 10:00 A.M. the unlicensed staff R\ GJO u 171{1
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confirmed that the wrong dose was administered w [‘é’
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1. Per record review of Resident #1's medical 0\}‘ M as u_)f\‘H'ﬂ‘rl

record, the MAR did not contain the likely side

effects that staff are to monitor for, for each 3] /L/® o€ ok HD &
medication. In addition, the 'Controlled Drug

Record' record on 02/18/13 did not have the Xp

=
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medication's name nor concentration and had the C[

wrong frequency. Per review of the physician's / .

order dated 02/14/13 and the medication |+ R mee —
administration record (MAR), both note g

"Morphine Sulfate 100 mg/5 mL (20 mg/ 1 mL) R )50‘ /;L// )L,«gj /}UUO /U?j

give: 2 mg/ 0.1 mL P.O. g 2* for mild to moderate W g_ﬁ i

pain or shortness of breath, PRN" {by mouth _ ﬁc o }’)’1917\/& on

every 2 hours as needed}. 52// 5%5 /’U.Ué Wﬂ 390 Kp%'

Per interview with the Nurse Manager and Nurse 7% Dll

Administer on 03/18/13 at 11:45 A.M. confirmed  Jack O docut mé ﬂTDY\
that the MAR did not haveRthe Iikelyésdide ei;]fects f}"}‘ u{’f\\g Oﬂ?fj‘{' YL d (@
and the 'Controlled Drug Record' did not have 0

the medication's name nor concentration and the WC{ S PINT5 ~ (/L/ha(\

wrong frequency. anﬂ@ }IOW e ﬁ@?@ m(
R150 V. RESIDENT CARE AND HOME SERVICES rRiso |(UAS e o 7‘151 5@5 e
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This REQUIREMENT is not met as evidenced %O = bw

by: Occuf F :7
| Based on interview and record review, the nurse ﬂ( £ lﬁ”] a /

' failed to assure sufficient documentation of the (SC US>
‘ resident's symptoms and signs at the time of an &bﬁﬂ‘d@vﬁo ,q pffgc bS
incident, and failed to assure documentation /
 reflected actions taken by staff for 1 applicable 0{ Ctu m-@pz\ﬁa a7 7‘7 Ay
resident. (Resident #1) Findings include ;
otcad o Ye ke aciniten
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on 03/18/13, Resident #1 had 3 occurrences of
medication administration errors in a 4 hour
period on 2/15/13. The nursing note dated
02/15/13 at 9:50 P.M., nearly seven hours after
| the discovery of the errors, stated "[resident]
received the wrong dose of morphine this
morning...reassured that resident was resting
[comfortably] and that staff was observing and
caring for resident frequently."

There is no documentation of the assessment,
vital signs or the follow up action as to how often
staff observed the resident after receiving 3
significant medication errors. In addition, there is
no RCH incident report nor a detailed follow up
internal investigation noted to determine the
causes of the errors. Per interview on 3/18/13 at
11:45 A.M., the nurse manager and Nurse
Administrator confirmed the lack of sufficient

| documentation of the resident's symptoms and

R164 V. RESIDENT CARE AND HOME SERVICES
SS=G |

5.10 Medication Management

' 5.10.d If a resident requires medication
i administration, unlicensed staff may administer
| medications under the following conditions:

|

| (2) Aregistered nurse must delegate the

' responsibility for the administration of specific
’ medications to designated staff for designated

residents

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

signs at the time of an incident and actions taken.

R164
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R164  Continued From page 4 R164 + C/‘QM\ cf@(_u m ”{Od“(m
' Registered Nurse failed to delegate the = {_9 74 L i
| responsibility for the administration of specific ,.(‘
medications to designated staff for designated a% + oN
residents for 1 applicable resident (Resident #1). 0/ _ .
' Findings include: 5]—5’ W / Tech
1. Per record review on 03/18/13 for Resident '/‘4:9 b\‘; [&)ﬂ?l‘ﬁ‘fﬁ’ﬂ_’ T [ '
#1, the physician's order (a new order with a ) . ’ 9‘
change in the concentration of the medication) ﬂ[&o L = )Q—«Iﬁu)&f\
dated 02/14/13 states, Morphine Sulfate 100
‘ mg/5 mL (100 milligrams per 5 milliliters) give: 2 ﬁ/ 5%\*'
' mg/0.1 mL P.O. (by mouth) every 2 hours for mild [€ C
' to moderate pain or shortness of breath, PRN (as ﬂ@ 0‘6’]4(
needed). The Medication Administration Record o
(MAR) indicated that un-licensed staff //U‘u\gp JU LU\Q €
' administered 1.0 mL instead of 0.1 mL three
' times on the morning of 02/15/13, meaning that \'\) Y)’\( (| -
the resident received 60 milligrams of liquid
| Morphine instead of 6 milligrams. There was a m\&(ﬁ AN X\{\mf\& i
| licensed nurse on site at the time, who directed

the un-licensed staff member to retrieve the
medication on 3 separate occasions instead of
pouring and administering the medication
his/herself. Per interview on 03/19/13 at 10:00
| A.M. the unlicensed staff member who had been
! delegated to give the previous concentration of
the liquid medication confirmed that the wrong
| dose was administered on 2/15/13. During that
| interview, s/he stated "there was no discussion
| about the concentration or the change in dose"
| for Resident #1, only the general state of
resident's health.

\ Per interview on 03/18/13 at 1:39 P.M. the Nurse
| manager confirmed that a recent change in

\ medication for 1 applicable resident was not

' communicated thoroughly by the RN to

| on-coming un-licensed staff. Due to the

| regulation stating that unlicensed staff may

' administer medications only if a Registered Nurse

Division of Li‘censing and Protection .
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R164 | Continued From page 5 R164
) 5 The AV Amnistrtoe
has delegated the specific medication, the RN P\] Cﬁf)’h 7{_ 2 6
| was required to re-delegate the administration of / é—f— 7%6—? rhundt
the new, more concentrated form of liquid & b H,v‘
Morphine for Resident #1 to any unlicensed staff LEE-€ W ﬁr)ﬂﬁ’ :
- who would be responsible for administering that ‘A\Zf
medication. 7&(3 /’f f M [ C[l l
' See also R128 /’)/67’7*1\}707) T /L,fa( b’ Wj
R165 V. RESIDENT CARE AND HOME SERVICES | R165 D’"Q Llh L %/775?/ 57[’5’ ey
SS=F
rén
Royiewn al 499«5&75‘71;
5.10 Medication Management d ér
5.104d If d d * d@%egj
A10. a resident requires medication \A
administration, unlicensed staff may administer € /! Jf ica m
medications under the following conditions: S
y qLe) Per ch =
| (3) The registered nurse must accept 7[{ -Ha
responsibility for the proper administration of a_"/[ m-e
medications, and is responsible for: 7L l QlQ (
| i. Teaching designated staff proper techniques \.Qﬂ [19 T + !
| for medication administration and providing / 5\7[& : &[QL.%
| appropriate information about the resident's /(?)7 ‘
| condition, relevant medications, and potential + 71(31 (N |
side effects; 7L9 AES)1Z /n
ii. Establishing a process for routine
| communication with designated staff about the N(\M M“P ﬁj()‘ Own
resident's condition and the effect of medications,
' as well as changes in medications; ¢[ na / 0}/ VLS
iii. Assessing the resident's condition and the 71 Lﬂ R
| need for any changes in medications; and (0 @ /’)/'@5/ a o> |
Monitoring and evaluating the designated staff 71142’/
performance in carrying out the nurse's /’15{
instructions.
This REQUIREMENT is not met as evidenced
by:
Based on record review and interviews the
Registered Nurse (RN) failed to provide teaching /%, 7[/&/9/)
| to designated staff regarding: proper techniques L//][ //' ff //?(ﬂ
Division of Licensing and Protection
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R165 | Continued From page 6

| for medication administration; appropriate
| information about resident's relevant medications;
| and failed to establish a process for routine
| communication regarding changes in
medications. This has the potential to effect all
i residents. Findings include:
1. Perinterview on 03/18/13 at 10:00 A M., the
Administrator/RN stated that unlicensed staff
- pour and administer medications to residents
| prior to being delegated to do so by the RN.
During the interview, the RN stated that other
unlicensed staff, who have been delegated by the
| RN to give medications, supervise the unlicensed
staff while they are administering medications
prior to delegation, without the presence of a
licensed nurse or RN. The Administrater/RN at
2:59 P.M. confirmed above findings that staff
other than RNs are watching medication
administration and teaching, although stated that
| " | thought it was ok to have staff start to watch
and teach med techs and then [ sign off that they
are actually delegated".
2. Perrecord review on 03/18/13 for Resident
#1, the physician's order dated 02/14/13 states,
among others, Morphine Sulfate 100 mg/5 mL
(100 milligrams per 5 milliliters) give: 2 mg/0.1 mL
P.O. (by mouth) every 2 hours for mild to
moderate pain or shortness of breath, PRN (as
needed). The Medication Administration Record
(MAR) indicated that staff administered 1.0 mL
instead of 0.1 mL three times on the morning of
02/15/13, meaning that the resident received 60
milligrams of Morphine instead of 6 milligrams.
Per interview on 03/19/13 at 10:00 A.M. the
medication tech (non-nurse staff member who
was delegated to give certain medications)
| confirmed that the wrong dose was administered.
During that interview, s/he stated "there was no
discussion about the concentration or the change

R165
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R165 | Conti R165 S
' Continued From page 7 ﬁ/ 07/ 77705? /”Q/Pf, LLU\Q ‘
/

in dose" for Resident #1, only the general state of /7
resident's health. 4.?]79 Loy F /\f{i
2 N said erors—

Per interview on 03/18/13 at 1:39 P.M. the Nurse

- manager confirmed that a recent change in gl)@(\ ?ﬁr\) md@‘vm n
. medication for 1 applicable resident was not
communicated thoroughly by the RN to ﬂp \b }jp L Ly

on-coming un-licensed staff. M P\‘Q g(_ ~\v '\—:, a
R171 V. RESIDENT CARE AND HOME SERVICES R171 s \“ &60 & ?ﬂ

. L
$5=D ofcoM< \*8
5.10 Medication Management é)U_*- AN NM%

tnt sheet Reaso

documentation sufficient to indicate to the —“+ eQ\Q*QL‘\W-O A=
physician, registered nurse, certified manager or

representatives of the licensing agency that the Q—//:ﬁ@fgj e '7

medication regimen as ordered is appropriate ¥a)
é] JIra /}WM 2

and effective. At a minimum, this shall include:

523'@”;

5.10.g Homes must establish procedures for

(h 2

(1) Documentation that medications were 7’\
administered as ordered; ’ON‘@Q \'(Iﬁ'ﬂ
(2) All instances of refusal of medications, Lca

including the reason why and the actions taken by t@ J‘_ ‘(5 (/?fr\OQ@W{"’ 15‘

the home;
' (3) All PRN medications administered, including ’(“Qf\
| the date, time, reason for giving the medication, kg + W l{ ﬂ@U er a l
| and the effect;
' (4) A current list of who is administering dz CLLW'\‘QI{(_ /Q' 50 ste
 medications to residents, including staff to whom
' a nurse has delegated administration; and “11'6 \///\x@ f ICt('(M < _\-‘ ‘
' (5) For residents receiving psychoactive {
medications, a record of monitoring for side \\QP_‘)L&‘QI\-\‘ S C WAL7) gt
| effects. 0(
| (6) Allincidents of medication errors. Ctndz aoeror P\ai\ o CCMT"
This REQUIREMENT is not met as evidenced I mel O{D Carnen i’

o a |
Based on record review and staff interview, the QL N I‘O\a N
J
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‘ facility failed to assure sufficient documentation of
medication administration for 1 applicable
resident. (Resident #1) Findings include:

1. Perrecord review on 03/18/13, Resident #1
had a PRN (as needed) medication order for
Morphine that was not administered as ordered,
lacked documentation as to the reason for giving
the medication and and lacked documentation of
all incidents of medication errors. Per the
physician order dated 02/14/13, it states
"Morphine Sulfate 100 mg/5 mL (20 mg/ 1 mL)
give: 2 mg/ 0.1 mL P.O. [by mouth] q 2 hr. [every
2 hours] for mild to moderate pain or shortness of
breath, PRN." Per review of the Medication
Administration Record (MAR) the morphine was
not signed off as being given nor was there a
documented reason for administration of three
doses on the morning of 02/15/13 in the progress
| notes or on the MAR.

' There was also a lack of thorough and timely
documentation regarding the medication errors in

' the nurse progress notes. Per interview, at 2:00
PM the Nurse Administrator confirmed staff failed

| to document that medications were administered

as ordered, the reason being given, it's effect and

| confirmed the lack of the medication error

| documentation.

" In Addition, per review of the 'Controlled Drug

| Record, it did not have the drug name or

' concentration, nor the correct frequency written.

' Furthermore, the Controlled Drug Record had

| three incidents of the medication's quantity

' administered and amount remaining being altered

| and initialed by an un-identified person. Per staff

interviews the Nurse manger and the medication

' technician denied altering and initialing the
record. They confirmed at that time the record
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was not clear and accurate.
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