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® 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

September 14, 2016

Ms. Jennifer Combs-Wilber, Administrator
Brookside Health And Rehabilitation

1200 Christian Street

White River Junction, VT 05001-9267

Dear Ms. Combs-Wilber:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on August
23, 2016. 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,

NN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ . FORM APFRQVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0381
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CUA {%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED .
C
475010 B.WING 08/23/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CGITY, STATE, ZIP CODE
BROOKSIDE HEALTH AND REHABILITATION 1200 GHRISTIAN STREET
. WHITE RIVER JUNCTION, VT 05001
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION F{x&;r
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F OO0 INITIAL COMMENTS F 000

An unannounced, on-slte complaint investigation was
conducted by the Division of Licensing and Protaction
on 8/23/2016. The followlng regulatory |, issue was
identified. .
F 425 483.60(a},(b) PHARMACEUTICAL SVC - ' F 425
88=D ACCURATE PROCEDURES, RPH :

Assuming for the moment that the findings and the

The facility must provide routine and emergency = g
determination of the deficiency are accurate,

drugs and blologicals to its residents, or obtain

them under an agreement described in without admitting or denying that they are, our

£483,75(h) of this part. The facility may permit proposed plan of correction is as follows:

unficensed personnel to administer drugs if State

law permits, but only under the general It is the policy of Brookside Nursing and Rehab to

supervision of & licansed nurse. ensure procedures are implemented that assure
accurate transcription and dispensing of

A facility must provide pharmaceutical zervices , medication.

(including procedures that assure the accurate

acquiring, receiving, dispensing, and " Medication records of Resident #3 have been

administering of all drugs and biologicals) o meet

the needs of cach resident audited to assure that the correct dosages are

documented. Physician has been notified of error,

Tha facility must emplay or obtain the services of monitoring of any ill effects has been done.

a licensed pharmagist who provides consultation

an ali agpects of the provislon of pharmacy . All residents with medication orders have the
services in the facifity. potential to be affected by this alleged deficient
practice.

To assure that this alleged deficient practice does
not occur we have reminded the staff of the
following practice and procedures around for
accurate medication transcription and dispensing.

This REQUIREMENT is not met as evidenced
by:

Based on Interview and record review, the facility
failed to ensure procedures are implemented that
assure acturate transcription and digpensing of
medication for 1 of 4 rapidents in the epplicable
sample (Resident #3). Findings inciuds;

/Wﬁlgﬂy DIRECTOR' Q PRovmprmR EEPRESENTATIVE S SIGNATURE - TITLE @ /@\ / {A8) oaTE

deﬂclénc:y siatsm@g with an asterlsk () denotes B deficiency which the Institulion may be excused from serrecting proyiding A1 Is delermlned that

sfher zafdguands provl lent protaclion to the patients. (See instructions,) Except for nursing homes, the findings stated abobe are disciosable 90 days
olowing the date of sur hether or not a plan of carrection Is pravided, For nursing hemes. the above findings and plans of corraction are discipsabla 14
layE Tollowing tha date these documants are mado avallabla to The faciity. )f deficiencles are clted, an approved plan of correction is requisite to continued

wogram paiticipation.
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DEFPARTMENT QOF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIERICUA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
ARD PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING — —
C
_ 475010 B8.WING 08/23/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE )
BROOKSIDE HEALTH AND REHABILITATION 1200 GHRISTIAN STREET
WHITE RIVER JUNGTION, VT 05001
%4 1D SUMMARY STATEMENT OF DEFICIENCIES Iy PROVIDER'S PLAR OF CORREGTION . T
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE AGTION SHOULD BE COMFLETION
TAG - REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROFRIATE paTe
DEEICIENGY)
F 425 Continued From page 1 F 4235
Far record review, Resident # 3 received 5 extra
dosas of Furosamide (Laslx, a diuretic Reeducation on the medication error process to include
medication) 20 mg (miligrams) during the month follow up mssessment for i1l effects, physician, and
of August 2016. The physician's orders dated responsible party notification and the 6 steps of
5{:‘2’2 d016 grer-?:r IL'“”‘ leg mg by "’:"2"(’;:'6‘9"3"3' medication administration.
oiner day. Fer feview of e Augus New monthly MARS to be triple checked prior to first

Medication Administration Record (MAR), the
Resident received Lasix every day from August
15t through August 10th, instead of every other
day, as ordered. The resident received Laglix as’

of every month.

Keep previous months MAR on cart to cross check

ordered every other day during July 2016, ‘ orders for the first 3 days of the month.

recelving a dose on July 31, 2016, The next

scheduled dose would have been on August 2, A quality assurance evaluation has been implemented

2015: Fheg e‘t’etryl Dtpsef d?y Zﬂﬂr tha:. LR‘?SI?SIT # . under the supervision of the DON to audit and
received atotal of o exlra coses of Lasix (61, . document medication errors.

8/3, 8/5, 8/7 & 8/2/2018). The Director of Nursing . Audits will be performed weekly for 90 days and then

Services (DNS) confirmed, during an Interview at ,
B/23/46 at 3:58 PM that mulfiple medication

arrorg ware discovered by the nurse on August

10, 2016, and the MAR was adjusted accordingly Completion Date; $/23/2016
gt that time. Resident # 3 received Lasix from 4
different nurses during this 10-day petiod of ime.
There is no documentation to indicate that
azaessments of Resident # 3 were done when

the errors wara identifled. And there is no

evidence that the physician was notified that
Residaent # 3 recoived 5 extra doses of Lasix.

This is confirmed durirtg intérview with the DNS at
8/23/18 at 3:58PM.

ongoing monthly with MAR change over.
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FORM GMS-2587(D2-99) Previous Varsions Chialate Event ID: FHB214 Faclity 10 475040 If continuation sheet Page 2 of 2




	Page 1
	Page 2
	Page 3

