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Vg N 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

October 1, 2013

Ms. Katy Lemery, Administrator

Homestead At Pillsbury

3 Harborview Drive

St Albans, VT 05478 Provider #: 0605

Dear Ms. Lemery:

Enclosed is a copy of your acceptable plans of correction for the unannounced onsite
re-licensing survey and investigation of two complaints conducted on August 27, 2013 and
concluded on August 28, 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,

SN

Pamela M. Cota, RN
Licensing Chief
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resident, and the resident's legal representative if n Yo, “The
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agreement shall specify at least how the following
services will be provided, and what additional
charges there will be, If any: all personal care : .
services; nursing services; medication ' '
management; laundry; transportation; toiletries;
and any additional services provided under ACCS
or a Medlcaid Walver program. If applicable, the
agreement must specify the amount and purpose
of any deposit. Thls agreement must also specify
the resident's transfer and discharge rights,
including provisions for refunds, and must include
a description of the home's personal needs
allowance policy.

(1) In addition to general resident agreement

requirements 'agreemants for all ACCS

TITLE (X8) DATE

- A3

GPPV11 I continuation sheet 1 of 4




Division of Licensing and Protection

PRINTED: 08/29/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0605

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

B. WING

C
08/28/2013

HOMESTEAD AT PILLSBURY

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3 HARBORVIEW DRIVE
ST ALBANS, VT 05478

(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D | PROVIDER'S P

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE

l DE

LAN OF CORRECTION | 5

FICIENCY)

R104 Continued From page 1

 participants shall include: the

provider's agreement to accept room and board
and Medicaid as sole payment.

This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview, the
home failed to provide a written Admission
- Agreement to the resident or legal representative
prior to or at the time of admission for one of
eight residents in the applicable sample (Resident
#1). Findings include:

1. During record review on 8/28/13, there was no
evidence in the medical record of Resident #1
that either s/he or the legal representative had
signed the home's written Admission Agreement.
Record review indicated that Resident #1 was
admitted on 6/19/13 and received services until

i s/he underwent an emergency discharge on
6/30/13. During an interview at 11:30 AM on
8/28/13, the Administrator confirmed that the legal
representative had been away at the time of
admission and that no Admission Agreement had
been signed by either Resident #1 or the legal
representative prior to or during the stay.

R140 V. RESIDENT CARE AND HOME SERVICES
SS=D

- 5.8 Physician Services

1 5.8.d All physicians' orders obtained via
' telephone shall be countersigned by the
- physician/licensed practitioner within 15 days of
the date the order was given.

ACCS services, the specific room and board rate, |
the amount of personal needs allowance and the |
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| This REQUIREMENT is not met as evidenced

| by:

| Based on record review and staff interview, the
| home failed to assure that two telephone orders
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were countersigned by the physician within 15

' days of the date the orders were given for one of |
eight applicable residents (Resident #1). Findings
include:

onersees the completion

of His recess.

1. During record review for Resident #1 on ' 00 114 JHosmun R

8/28/13, it was found that two telephone orders ?\N% %L&L('Pkd ‘ilblhﬁ Jos JIP\WU
were taken by a nurse from the attending
physician on 6/30/13. The first telephone order
was for transfer of Resident #1 to the Emergency

' Room (ER) via 911, and the second telephone
order was to emergentiy discharge Resident #1
from the home. At 11:40 AM on 8/28/13, the

| Director of Nursing Services (DNS) confirmed
that the countersignature of the physician on both |
telephone orders were dated 7/26/13. l

!
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15.9.c(2)

| Oversee development of a written plan of care for
each resident that is based on abilities and needs
as identified in the resident assessment. A plan
of care must describe the care and services
necessary to assist the resident to maintain

' independence and well-being;

This REQUIREMENT is not met as evidenced

by:

Based on record reviews and staff interviews, the
' Registered Nurse (RN) failed to oversee the

development of a written plan of care that is
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- administration, unlicensed staff may administer
. medications under the following conditions:

(1) Aregistered nurse must conduct an
| assessment consistent with the physician's
| diagnosis and orders of the resident's care needs
| as required in section 5.7.c

This REQUIREMENT is not met as evidenced
by:
Based on record reviews and staff interviews, the

- home failed to assure that unlicensed staff
- administered medications to one of eight |
' residents in the sample (Resident #1) only after a |
- Registered Nurse (RN) had conducted an

~ assessment and delegated the responsibility.

Findings include:

1. During medical record review on 8/27/13

| through 8/28/13, it was found that Resident #1

was admitted to the home on 6/19/13 and

| emergently discharged on 6/30/13. Per record
| review, Resident #1 was not assessed by the RN
| during the twelve day stay. Review of the

Medication Administration Record (MAR) showed

| that an unlicensed staff administered the ordered

medications on 6/20, 6/26, 6/27, and 6/28/13.

' During an interview on 8/28/13 at 11:45 AM, the
| Director of Nursing Services (DNS) confirmed

that the initials on the MAR indicating medication
administration to Resident #1 were those of the
unlicensed staff on 6/20, 6/26, 6/27, and 6/28/13.
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