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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://lwww.dail.vermont.qov

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

October 31, 2019

Mr. Steven Gordon, Ceo
Brattleboro Memorial Hospital
17 Belmont Ave

Brattleboro, VT 05301-3498

Dear Mr. Gordon,

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 30, 2019. 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,

Fhmido VL eote N

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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COMPLETION
CATE

{AC00} INITIAL COMMENTS {A 000}

An unannounced on-site follow-up survey was
conducted on 9/30/18 by the Division of Licensing
and Protection to determine if the hospital was
back in compliance with the federal Conditions of
Participation for Acute Care Hospitals

as a result of findings identified during a
re-certification survey completed on 8/21/19.

Based on the information gathered, the hospital
was determined 1o be back in compliance with the
Condition of Participation: Surgical Services. The
following Standard level regulatory finding was
identified as a result of the follow-up survey.
SECURE STORAGE

CFR(s). 482.25(b)(2){i)

{A 502) {A 502}

§482.25(b)(2)(i) - All drugs and biclogicals must
be kept in a secure area,
and locked when appropriate.

This STANDARD is not met as evidenced by:
Based on observation and interview the facility
failed to ensure medication was stored securely
on one medical/surgical unit. Findings include:

During an initial tour of the Progressive Care Unit
(PCU) at approximately 11:37 AM cn 9/30/19, a
surveyor observed a computer on wheels in the
hallway in front of room 325 that was unattended.
The computer on wheels had a bucket attached
to the back of the apparatus that contained
multiple individually wrapped, needle-less (without
a needle) pre-filled syringes that contained
sodium chloride solution (Also known as saline,
which is a mixture of salt and water commonly
used to treat or prevent dehydration.). These
syringes were unsecured enabling anyone to
access them, During a second tour of the same

Corrective Action:

A. All individually-wrapped, prefilled
saline syringes have been removed from
unsecured areas in all Hospital-based
patient care areas.

Date of
Complation:
16/25/2018

B. Mandatory Staff Education: Staff have
received education in staff meetings and/
or in online communication, on the basic
principles for safe medication storage AN
and handling. Compliance with this (b
standard will be insured through daily

depariment “walk-throughs” and throug ¢
the completion of monthly EOC Roundk% C

conducted by the Department Directors.

Date of
Completion:
10/25{2019

LABORAWR R{ PPLIER REPRESENTATIVE'S SIGNATURE

TITLE
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(X3) DATE
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Any dofi ci%’r'zcy statemen! ending with an asterisk (*) denotes a deficiency which the institulion may be excused trom correcting providing it is determmed that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes. the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility If deficiencies are cited, an approved plan of correction is requisite to continued

program panicipation.
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‘unit on 9/30/19 at12:04 PM, the surveyors’ C. The EQC Rounding Form has been _—
i s 5 3 ' : ‘Date of |
observed a second nurses' computer station on revised to include. safe medication et

wheels with a bucket on the back that contained
30 mdlv:dually wrapped, needle-less pre-filled
syringes containing the-same solution (scdium
chioride-saline) that were also unsecured. Per
interview on $/30/19 at 12:04 P with a
Regwtered Nurse (RN}, s/he stated that the
saline was used to flush. patients’ IV's and that
sthe "would considér the saline syringes
medication”, Upon further tour of the unit, a tetal
of 6:computers on wheels contained fuil buckets

“of unsecured individually wrapped, needle-less

. pre-filled saline syringes.. Per interview on

. 9/30/19 with the Director of Inpatient Services,

- sthe stated that sihe "would not consider the

. saline syringes medication”. Per interview on
9/30/19 at-approximately 3:13 PM with the

- both cenfirmed that the saline syringes were
" “medication”; and that the syringes should have
been secured.

Director of Pharmacy and Director of Quality, they

storage:. This form, completed by the . 1012512013

Department Director andfor-designee,
has been updated to include assessing
for the presence of any unsecured
medication including prefilled, saline.

. syringes.

BMH Staff Member Responsible:
~ Jackie Amidon
RN/Director of Inpatient Services
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