"~ 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

May 13, 2014

Mr. John Danforth, Administrator
Redstone Villa

7 Forest Hill Drive

St Albans, VT 05478-1615

Dear Mr. Danforth;

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
21, 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 compliance, remedies
may be imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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DEFICIENCY)
‘Redstorie Viilg, {the "Providet®) submits this plan of
00 | INITIA 000 ' pla o
Fooo | IN COMMENTS F : corraction, (POC), In accordance with specific
An Ubnounced on-site complsint Investigation regulatcéry requirements. It shall not be construed
n uRrnounced oh-site co a &3 &n admilssion of any alleged deficie ited. |
was c nducted by the Dlvisfon of Licensing and . y alege fency cied
Protedtion on 4/21/14 concerning Quality of Care | The Provider submits this POC with the intention
and T{patment and Rasident Rights for Privacy. that It be Inadmissible by any third party any civil or
The idflowing Federal Regulatory viclatiotis were | ctiminal action against the Provider or any
clted gs a result of the Investigation: smployee, agent, officer, diractor or shareholder of
F 184 | 483.1{(e), 483.75(1)(4) PERSONAL F 164| the Provider. The Provider hereby reserves the
s5=p | PRIVACY/CONFIDENTIALITY OF RECORDS right fo challenge the findings, that are relied upon

The rdsident has the right to personal privacy and
ntlailty of his or her personal and cIInjcal

al privacy Includes accommodations,

| treattment, written and telsphons
nications, personal care, visits, and
meetiflgs of family and resldent groups, but this
does fot require the facility to provide a privata
for eath resident,

§ as provided In paragraph (e)(3) of this
b, the resident may approve of refuse the
¥ of personal and clinical records to any
al outside the facllity.

sldent's tight to refusa release of pereonal
nical records does not apply when the

ght Is transferred to another health care
lon; or record release Is requlred by law.

dcllity must keep confidentlal all information
ed In the resldent's records, regardiess of
m or sforage methods, except wheh .
de Is required by trensfer to another

ate Institution; law; third party peyment
dct: ar the residant. ‘

fo adversely Influsnce or setve as a basfs, in any
way, for the selection and / or Imposition of future
remedles, of for any Increase in fulure remedies,
whether any such remedles are imposed by the
Centers for Medicare and Medicald Services
("CMS"), the State of Vermont or any other entity.

should be considered lo be subsequent remedial
measures as that concept is employed in Ruie 407
of the Federal Rules of Fvidence and should be

Inadmissible In any proceedings on that basis.

K164 Persona|/Privacy/Confidentiality of

cord

1, How will corrective action be
ncsomplished for those
regidents found to have been
affected by the defigiont
practice?
Regidont #2 was not harmed by
this alleped deficient practice,
Responsible Party was ‘natified
on the letter fom APS on 4/7/14.

Any changes to Provider Policy or Procedure |

A

RS DR PT%AIWLIER REPRESENTATIVE'S SiGNL.ATURE . ‘TlTl..E
D, Execuys DI

#) DATE

J[f {14

Y

Any defloleny stelsfenl ending with an asterisk
sthar safeguards proffide sufficlont protection to t
‘oflowltg the date of Jurvey whether or tot
1ays followlng the dd
syrogram participation

<ORM CMS-280T(02-3¢

La

(") defctes a deficiency which Lhe institution may be excused from correcting providing It Is
hw patients, (Gee Instrictions,) Excapt far nuraing homes, the findings «tated above are disclosable 90 days

a plan of cotrection ls provided. Fat nusing homes, the above findings and plens of our’r
theao documants are made avallable to the faciity. If deficiehcles are clled, an approved plan of correctlon is

ction are dincl

.
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NaME oF PROVIDEN OR 5UPPLIER STREET AUORESS, GITY, STATE, ZIP CODE
: 7 FOREST HILL ORIVE
REDSTONE VIL " 8T ALBANS, VT 03478
(%4) I [ | suMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION ©pey
PREFIX (ecH bEFICIENCY MUST BE PRECEDED iy FULL PREFIX | {EACH CDRRECTIVE ACTION SHOULD BE COMPLETION
TG BULATORY OR LT IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED TO THE APPROPRIATE DT
’ DEFICIENCY) ,
F 164 | Contigted From page 1 F 1684 2 Tow wiil the lacliiy ldegtly
This REQUIREMENT s not met as evidenced ;”-A‘?Mg—‘lﬂl?uﬁ!ﬁ&ﬂpﬂ
by: : : -
Based on record review and Interview, the faclilty g”gﬁfﬁ“;&““." Ti“ .
paired are #t nsk
felled 1 respect and protect 1 qppllcﬂble _ by this allcged deficicot practice.
residet's rght to privacy and confidentiality 3. What meagurcy will be put
regardihg written communication (Resldent #2). Intp plage or systemic changea
Findings include: made to gnsure that the

has difgnoses that Include dementla with

behavipral symptoms, a history of altered mental
-sfatuS depresalon, snxlety, visual impalrment

quarterly MDS (Minlmum Data Set)

anted that the brief interview for mental

as not conducted as the resident is ‘
rarely/gever understood; there were chack marks
gnting that the resident had long and short
ferrory problems; and cognltive skills were
gs seversly Impalred. The resident has care
plans pr Impetired cognitive function,
comimpgrilcation, behsvioral problems related to
detrienfia and encephalopathy and haa care
plars {pr mood, peranola and depression.
Per 4/§1/14 record review, the resldent does not

the .'- lity Is llsted as histher A/R Guarankor

(accodhits recelvable rasporislbla party), Of
4/21/1} at 12:00 noon, the facllity’s nursing

§sor stated that Rasldent #2-has a famlly

Br that vistts him/her on most Sathrdays.
On A3 /14 et 12:35 PM, when asked If stha gets
mall, Besident #2 stated, "no," she "thinks all the
Res to (his/Her family)."

2 /14 at 2:04 PM, the facllty buslhess

det stated that the facllity does not have a
specifip policy regarding mall deflvery, but .
generflly s/he or the DON (Director of Nursihg)
sott thip incoming mal!; resident:mall goes to the

rcenp?

deflclent practice will not

Business Office Mabager and

Activitics Director will be

educated on prolocol for

distributing mail which is «ll

Residents will recelve thelr mail

and vonfidentiality will be
__honored by 521/14.

4. Higw il the facility monttor

{2 corrective actions tg enyu

the deficlent practix ’

Exccutive Director will gudit

weekly on Rosidont mail

distribution for 3 months.

Results will be reviewed af the
_ quarterly QA meeting.

5. Incdyidy dates whep o
corrective xctign wifl be
somplsied,

|
|

Exceutive Director will be
responsibie for morlloring to
assure compliance witk POC and
regwiatory requircments by 5/21/14.

FILY 00 aceeqhed STiz|nt tmeotne
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NAME OF PROVIDE|

REDSTD_NE VL

OR SUPPLIER
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(X4) ID
PREF{X
TAG

‘ SUMMARY STATEMENT OF DEFIGIENGIES
(ERCH DEFICIENCY MUST BE PRECEDED BY FULL
REBULATORY OR LBC IDENTIFYING INFORMATION)

‘*

[}
PREFIX
TaQ

PROVIDER'S PLAN DF CORRECTION (X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENGED TO THE APPROPR
DEFICIENCY)

IATE UATE

F 164

F 281

dlrector who britgs the mall to the
ts and sthe aselsts them with reading it

Res to the guardian. The facllity handles all

H

mail rddated to representative payee |ssues,

o and read a letter addressed to Resldent
b Aduit Protactive Services (APS), Sthe
thet sthe was unsure what s/he was

letter | the resident's file In the business ofﬂce
Theb ‘

contal ed confidential information about a Teport
made fp APS and stated that & referral had been.

A /14 @t 3:15 PM, the facllity administrator
d that if mall Is addreesed ta res1dents "In

1 The administrator also confirmed
APS regarding the ietter addressed to
Residgnt #2 and was told that they would not give
out inf§rmation. On 4/21/14 at approximately
4:10 P, the facllity DON stated that sthe was
awarajpf the ielter from APS [to Resident #2] and
stated fhat sha was not sure If the |etter was
about § fall that had aiready been investigated
and th§t was why the admin|strator called APS.
Per 4/§1/14 reviaw, tha facliity's pollcy for
Residdght Rights states "Federal and state laws
guarergea cartaln basic rights to all res|derts of
this fadlity. These rights Include the resident's
{ ...d. Privacy and confidentiallty ....h.
§ 'n sending and recelving mall ...

k)(3)() SERVIGES PROVIDED MEET

the mé

F 164

F 281

JRM CMS.-2987(02-58} |
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NAME OF FROVID

REDSTONE VI
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L00/500°d LELGH

ANOLSO3H

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 0
| PREFIX (5pcH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RUBULATOHY DR LEC IDERTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ]
F281| contl Jued From page 3 F 281
SS8=D | PROFESSIONAL STANDARDS
The s§nvices pravided or arranged by the facliity
must ffieet profasslonal standards of quality.
Tris HEQUIREMENT s ot met a5 evidencsd iy tﬁ‘:,f°£;§ﬁ:’ﬂ?’m
Y. not hamned by this allege
Baseq on record teview end interview, the facllity deficient prutiic&.
falled ¥ provide services that meet professional 2, How will the {qcility [dentty
standdrds regarding monltoring and management oth havin @
ofadhh risk anticoagulation mediw?odn for 1 of 4 HI l'.Itl o e el £
residefits (Resident #1). Findihga include: - .
Per regord review on 4/21/14, Resident #1 was &Eﬁ;;':::; ::;kw ;;f s alleged
admitid to the facllity from an acute care Hospital deficient practice.
on chipnic Goumadin treatment (Coumadin Is an : .
anticofgulant medication that when taken 3, What mcxeurss will be put
increafes the risk for major or fatal bleeding). Per Into tlace op systemle changey
revieof the MAR (Medication Administration %‘*‘;“&'ﬂm
Recorf)), the resident was adminlstered Seficlegt oastice will ot
Goum@din 5 mg on Monday, Wednesday and Re-In sorvicing [iceased murses on
Fridayfand Goumadin 7.5 mg on Tuesday, warfatin monitoriog protocoi by
Thursgay, Saturday and Sunday from the Hime of 521714,
admlsflon on 1/27/14 unti s/he wag discharged 4, Elpw will the facitlty monitor
from t@e feclity on 3/11/14. Hs corrective astions to epsuxe
Per refiew, the facility's policy Orders for ﬁ‘tf—”‘s-‘!?iﬂﬂmtﬂﬁﬁﬂ-‘-ﬂﬂ
Anticolgulanta states, "orders for anticoagulants %ﬁ&fou ' 1
shdl| ki presctibed only with proper clinical and foru!” sg:gides’:';igjzﬁgw
labo | pry monitoring.” Addiionaily, the facliity's warfarin Thernpy for 3 months
.| Antlcoggulation-Clinlcal Policy states "The staff by DNS/ designee.
shouidluse a warfarin flow sheet or comperable Results will be roviewed at
monitgring to! to follow irends In antlcoaguiant Quartcrly QA meeting,
dosagl and response." Per record review and 2. Inclnde dates when 8
confirad by the DON on 4/21/12 at 1:51 PM, no corrective action will be
monitdting labs for PTANR (PT/INR= standard mmms will be responsible for
laborafpry tests that monitor biseding time when miontboring to assure comylidnce
taking [ oumadiny of specific monitaring tools with POC snd regulatory
ware flilzed during the resldent's € week stay at requircments by 5721714,
the faliity. The DON contirmed that the nursing :
JRM cM&zsmoz-es) Provious Vorslons Obgoiele Evont ID:6v1841 Facliity [0: 476065 _If continuation sheet Page 4 of 8
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STATEMENT OF DEF([IENCIES (1) PROVIDERZSUPPLIER/CLIA . | (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
‘ C
A75058 B. WINQ - 04/2112014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
REDSTON IL ' 7 FOREST HILL DRIVE
STONEVILRA . BTALBANS, VT 05478
| SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION xs)
PREFIX * (ERCH DEFICIENCY MUST BE PREGEDED BY FLULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
REBUILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE UATE
| : ‘DEFICIENGY)
| : : ¥429 DRUG REGIMEN
F 281 | Conlirued From page 4 F 281 REVIEW, REPORT
steff did not nolify the physiclan that there wera :
| ha ortlers for lab monitoring, stating that it "got 1, How wili rorrectve action be
milssel . s o Al
(SBB 4 a) ) U nd fp have been
. affteted by the dellclent
Refergnce: Lippincott Nursing Manual, Wililams m:nss?. ‘
& Wilgns, Bth edltion Resident £1 wes dlscharged
<http:Areference. medscape. cotn/drug/coumadin home on 3/11/14, Residont was
| . | artovdn-warfarin-342482#44> , gg‘ﬂh?f“:ﬁr:ciéﬁhpﬂgl:gd ]
. F 428 483.6¢(c) DRUG REGIMEN REVIEW, REPORT F 428 dnn;’:i': m{’tw““;i} atod ::Y
~ ss=n | IRRE( U LAR, ACT ON werfarin ponitoring missed on
| . ) drug reviews,
The dilig reglmen of each resident must be will the Iucittty Iden
reviewlbd at feast once 8 month by & licensed e
phartriacist otenflal to be affected by the
i
The p : armacist must report any Irregularities ta :mn ;’::‘:ﬂt; Erm: therspy
the atfpnding physlcian, and the director of deflclent prectice.
hursing, and these reports must bs acted upot. 3wy i
i “| inte piace or syatemic chanres
| madek
deficlent practice will nog
faldlle
: Educated Pharmacy consuftant
. on montily drug review for
E;Ia ‘ QUIREMENT is not met as evidenced purinirye S dcml;vho
. ] receive warfarin an 5/7/14.
Baseq on staff Interview and record revlew, the ' :mv;_‘ﬂ,_lm;ﬁmm
| tacliityjfalled to assure that the consuliant lts caxgrectlye actions to ensnxe
Pharhfacist reported any medication irregularities that the deficlent prastice sdll
to thejattendling physlclan and Directer of Nursing %!;; Srccndr?_ —
DONEfor 1 of 5 resldents (Resldents # 1). or designec will aud;
f’indi bs {nc}ude: ( . ) _ Phﬂ_{mncz_r ngzlm:mqn@ly
Per reford review on 4/21/14, Resident #1 was IO e
admifged to the facllity from en acute care hospltal Results tv QA committec
ot chipnic Coumadin treatment (Counadin i an I
anticgulant medication that when taken
Incregpes the rsk for major or fetal bleeding). Per
revievy of the MAR (Medication Adminlstration
Recorfl), the res|dent was admin|stered
| B
'ORM CMS-2667(02-85Previous Vitsians Obasiets Evant 1 8v1614 Fadliity Itn 475088 If contindalion shaal Page 5of 6
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AND PLAN OF CORRECTION | IDENTIFICATION NUMBER; A BUILDING COMPLETED

‘ C

| AT5055 B.WING__ 04/21/2014
R OR SUPPLIER . STREET ADDRESS, CITY, BTATE, ZIP GODE

T FOREST HILL DRIVE

ST ALBANS, VT 05478

{X4) ID | suMMARY STATEMENT OF DEFICIENCIES v} . PROVIDER'S PLAN OF CORRECTION o

PREFIX (HRCH DEF|CIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RHGULATORY OR LST HENTIFYING INFORMATION) TAG CROS&REFERENE%ED TO THE AFPROPRIATE DaTE

DEFICIENCY)

F 428 | Contiued From page 5 F 428 5.Inclugde dates when s

hdin 5 mg on Mondey, Wednesday and correctlyt action will be
and Coumadin 7.5 mg on Tuesday, samolsted

lary, Saturdey end Sundsy from the time of - -
Fion on 1/27/14 untll s/he was dischierged GO e
e factlity on 3/11/14. regulttory requirements by
a¥lew, the facllity's policy Orders for : 521/14.

:gulants states, "ordera for anticoagulants

e prescribed only with proper ciinival and ‘ F"lj,?, foC aa_q,!,u) slidiy Pvisoraed

ed by tha DON on 4/21/12 at 1:51 PM, ho
dring labs for PTANR (PT/INR= standard
Jory tests that monitor bleeding Hme when
ICoumadin) were done during the rasldent's |
K atay at tha faclilty. ‘
Per 4 1!14 record review, the faciilty's
aclst Consultant reviewed Resident #1's
i record on 1/29/14 and listed that a/he
dking Warfarln (a generic hama for
Coumigdin). A second pharmacy consult was
done gn 2/13/14; for both cansults, the box
indicaing "no apparent Irregutarittes” was

chec pd. On 4121112 at 1:51 PM, the DON
fod that the Pharmacist did not report the
gtion Irregularity that monltoring labs for
®din were Indlcated and not ordered.

(see FPE1) .
<hltp:Jreference. medscape. com/drugfcoumadin-
n-warfarln-34219244>

ahtov
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