/\?‘\ NERMON T 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 ://iwww.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

March 8, 2017

Ms. Mary Belanger, Manager

St Joseph's Residential Care Home
243 North Prospect Street
Burlington, VT 05401-1609

Dear Ms. Belanger:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 18, 2017. 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,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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An unannouncecl re—!:censure survey and
complaint investigation was conducted by the
Divisien of Licensing & Protection on 1/17 & . To Clarify, all of our med techs are trained
“18/2017. The following.regulatory deficiencies - ) - by our RN Staff Development Coordinator
were identified.as a result of the mvestlgatlon | and our DON as regulations require. The |
: ' o Staff Development Caordinator provides O
R164 V. RESIDENT CARE AND HOME SERVICES - | Rig4. P P

88=F : hands on skills training, study guides and
ST ' : monthly training in-services.

o e i §

510 Medicationlf\ﬂanager'nent o ,
: _ ; There does exist a list of caregivers

5.10.d Faresident requires medlcatlon ‘ deemed proficient to pass medications

administration; unficensed staff may. admlmster S signed by the DON.

1 medications-under the follbwmg condlt ons:

@) A tereil cl | . : The regulations do not infer that the

] regls ersa nurse must delegate the d .

responsibility for thé administration of specific, : Documenta_tlm_] by the delegate and the
- medications to designated- staff for de&gnated o ON onan individua basis.. A form has
residents O been created to address this deficiency.

| This REQUIREMENT is not me_t as evidenced
by: - '

K L Itis the plant :m \
‘Based on staff inferview, the facility-failed to © Pran fo remedy the cited deﬂclencies ™ .

provide evidence that all unlicensed stafi only ' as follows:
administer medications when aregistered nurse | . . 1. Two hours (and more accordmg to
. {RN) delegates e responSIblh’cy for the + - need) of classroom instruction will be given,
9 administration of spécific médications to ' One hour will cover the pathology, signs and
des:gnated staff for deS;gnated resrdents : , symptoms of diabetes and trestment, The 5/%‘1
Berinterview with f1e fac:]i’cy Exscutive Director | - ~second hours will review the administration
(ED), the Staff Development Coordinator:(SDC), . ‘ of the routes of medications,i.e. eye, ear, oral, -
and the Licensed-Practical Nurse {LPN), the .. hasal, rectal, and vaginal, g
Director of Nurs:ng {DNS)isthé RNwhois = |~ . . 2. Following the classroom instruction '
responSIble for delegatmg medleation _ : © i each de!egate w:ll have a return demonstratgon

o st s o e oo,
- ava iable to- reﬂect the delegation of medication - , r(:]cta and Vaginaj medicataons W’th the DON / }/ ﬂ
administration has occurred ‘ . The competencies will be documented %or each
’ g mdiv dualflle \’wm ﬁ;

Division of Licensing and Protectlon ' ' : ' L
LABORATORY DIRECTOR'S OR PROVIOERISUPPLIER REPRESENTAT:VES S!GNATUR - CRTLE .- " 16 oATE
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NAME OF PROVIDER OR SUPPFLIER
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|y

. SUMMARY STATEMENT OF DEFICIENCIES

1
i
!

| medications, and is

5,10 Medication Management

5.10.d If a resident reqises medication

administration, urilicensed staff may administer . -

-medications und‘erthe foilowmg conditions:

(3) The registered nurse must accept _
res;:onsrb;hty for the proper administration of
respOnSIble for:

i. Teachmg designated staif proper techniques
for medication administration and providiag
- appropriate information about the resident's
condition, relevant medications, and potentla}
side effects; -

ii. Establishi ing.a process for routine
communication with designated staff about the:
resident's conditionh and the efféct of medications,
as well as changes in medications; -

ii. Assessing the resident's condition and the
need for any changes in‘medications; and -
Menitoring and eva]ua’ang the deszgnated skaff
perfarmance in carrymg out the Aurse's
instructions.

This REQU RE]VIENT is not met as evidenced
by

Based on record revisw and staff mtemew the . |

facility failed to assure that the RN did the
teaching of designated siaff regarding proper
techniques for medication administration and
‘providing appropriate information about the .
“resident’s condition, relevant, medwa’uons and

1 potential side effects. Fmdmgs lncfude

Per staffinterviews'and record review the
process for educating riew staff beln g de[egated

‘D

PROVIDER'S PLAN OF CORRECTION (x5

PREFIX FACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD B copETe
TTAG RsEGUI'_ATORY 0RLSC !DENTIFYENG INFORMATION) TAG CROS$S-REFERENCED TO THEAPPROPRIATE BATE
, ‘ . . DEFICIENGY)
165 Conﬂnued me page 1 R165 3 Annually, during the performance eval-
, - uation process in June each Mead Tech who is up
8331_65 \'2 RESIDENT CARE AND HOME SERVICES R165 - 5 date on his/her training and testing will renew

: their delegation privileges with the DON and sign 1.

- we will have this requirement priar to June as soon
by each Med Tech. In a position statement

.. the role of the nurse in delegating nursing inter-
~ . ventions it is stated that “different nurses may carry
tout the various  steps of this process when a task
is delegated to an assistive person.”. In this, our
iMed Techs have received much of what they have
:that is necessary for safe practice. Henceforth, the
:DON will be attentive to document the teaching
‘time that regularly occurs,

an individual statement to that effect, (See
attached sample) To satisfy the current defidency

as the return demonstrations are accomplished

published by tha State Board of Nursing in 2014 on

4. Auditing the medication pass
has been an ongoing practice and will
continue at St. Joseph’s. The DON wijl
implement these audits and the records
Will be kept in the individual Med Tech
fles. (See attached form) Fm‘u 3{;

5. St. Joseph’s has conduc%e ¢
inftial and refresher skill training oppor-
tunities to check and upgrade skill com-
pentencies of nurses and Med Techs.
We will cantinue this practice and docu-
ment this to individual files so they ar
readily available for the State. Forn

6. Regular.communications/
meetings with the Mad Techs and ON
will be documented and placed in i ndl—

Y

Lo~

v
D]

K

v:dua! files.
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Med-Tech {PCA) Medication Delegation Statement for Un-licensed Staff

|, Dorothy Delaney, RN, Director of Nursing, for the St. Joseph Kervick Residence certify that
has been delegated the medication administration

responsibility by me on . has successfully

completed his/ her in- house med tech tralning as evidenced by achieving a passing grade {80% or
higher} on her Med Tech written exam and by passing the clinical competency skills observation (see

Competency Checklist).

Dorothy Delaney, RN, leN Date
Birector of Nursing :

1.19.2017 TMA Google Docs, LORETTO




St. Joseph's Residential Care Home, 243 North Prospect Street, Burdington, Vt 05404

EENTT Med Tech Competency

Name:; _ Date:

Passed Return Demonstration using proper technique for the following:
Administration of;
2Eye Drops
oMNose Spray
oEar Props
2Inhaler
2inhaler with Spacer
>Nebulizer
oTopical Treatments

Passed Written Exam with a score of 85% of beiter

~ 1. Reads and Follows a MAR correctly
2. Understands the 5 R’s of proper medication
Administration noted as fo!lows
“Right Resident
vRight Medication -
2Right Dose
=Right Time
oRight Route
3. Checks of an Order noted as follows:
“Reads Order
2Reads Order Label
“Reads Before Putting
- Med Back.

Proper Hand Sanitation
Proper Use of Gloves

Signed Med Tech _Date

Signhed Dorothy Delaney, RN, DON ‘ - Date

\\192.0.0.20\charities\VPNShared\01 Loretto—Kerv[ck\Nursmg\MED -TECH\EENTT Med Tech Skilis

Check List.docx SJH 1.19.2017 SJH TMA Google Docs 1/18/2017




Forim #2

FORM 26: MEDICATION PASS MONITOR

I

HSTITUTIONAL PHARNACY SERVICES &
CHVISION OF RINNEY DRUGS, INC. ¥

Medication Pass Monitor

Facility - Narse Umit Date Tine
Criteria Corpect Encorreet Comment
Medication Card .

Top drawers are clean, crusher is
used and cleaned comectly

Applesauce ete. are covered,
dated, timed and spoon handles are
Y ' -

Haﬁd wash is svailable

Medical reference book available

Procedure

Waslt hands initiaily and as
tndfented

Cheel MAR for firgt Mest and
eiricve package

Check; for attergies

Cheels to iake sure label is the
same as MAR

Remewbeys 5 client riphts

Check desage. time, and rowie

Transfer medication ta a
medication cup. 3 poful check:
read kabel hefore, during, and nfter
oral wed,

Murse not tonching ihﬂudhng,
medicaion

Jdentify resident

Med i given with adequate -
water/food

Resident is observed swallowing
medication

Nurse is able to ideniify
medications administersd and is
knowtedpesble to side effects

Medication administratian: AC,
PC.QD.BID. TID. QID, H3

Route (IM. IV, 8O, topical, rectal,
vaginal, NG. PO) Is done correctly”

Medieation administered within 66
minwtes (before mnd aftér) scheduted
Time

Medication ro be crushed or not
crushed

Sign off medication on MAR or civche #
is refused after stempred 1o retreat and
reiurn

POLICIES AND PROCEDURES—Pha.rmacy Services for Nirsing Faoilities
© 2006 American Society of Censulpint Pharmacists and MED-PASS, Tne.

199
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Fa.pm ID
Med-Tech (PCA) Medication Delegation Statement for un-licensed staff

Revised 1/19/2017

i, Dorothy Delaney, RN, Director of Nursing for St. Joseph’s Residential Care
Home/ Kervick Homes, certify that the following un-licensed staff members have
been delegated medication administration responsibilities by me, a licensed
Registered Nurse.

MNAME EENTT B¥ (meds) tnsulin

Dated:

Dorothy Delaney, RN, Director of Nursing

\\192.0,0.20\charities\VPNShared\01 Loretto-Kervick\Nursing\MED-TECH\med tech delegation
statement - latest.docx 11/15/2016 TMA 1/ 19/17 LORETTC ' )
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0155
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NAME OF PROVIGER OR SUPPLIER

8T JOSEPH'S RESIDENTIAL CARE HOME

BURLINGTON, VT 05401

STREET ADDRESS, CITY, STATE, ZIP CODE
243 NORTH PROSPECT STREET

T

88=F

5.11 Staff Services

5.11.a There shall be sufficient number of

- qualified personnel available at all times to
. provide necessary care, 1o maintain a safe and
: heaithy environment, and to assure prompt,

appropriate action in ¢ases of injury, iliness, fire

| or other emergencies.

: This REQUIREMENT is not met as evidenced

IbY

! Based on observation, recerd review, and staff
{ interviews the facility faited to assure that there

‘ are a sufficient number of qualified personnel
] aVailable at all times to provide necessary care, tcﬂ
i maintain a safe and healthy environment, and o ;
: assure prompl, appropriate action in cases of
"imjury, iliness, fire or other emergenc:es Fmdmgs
- include:

Per observation upon arrival at the facility, there
is one direct Caregiver on duty with a Caregiver/

o) 0 SUMMARY STATEMENT OF DEFICIENCIES D PRQVIDER'S PLAN OF GORRECTION (5)
PREFIX _(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING LNFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R185| Continued From page 2 R165

to administer medications is as follows:
The new delagates is provided with a self-study
packel The delagatee studies the information ) ]
and when s/he feels ready, takes a test to To clarify, the staffing pattern does

| evaluate the learning. According to an interview not remain the same across all three
with the SDC there is no face to face instruction R . o
by the Registered Nurse regarding medication 5h|ﬁ§. On day shift, In addition t(?
administration techniques, side effects, nursing staff we have housekeeping,
medication actions and other necessary dining, administrative and activity
information, and that process Is accomplished staff as well as the DON and
entirely by self-study and exams. o . »
This information was provided and confirmed by administrator that provide additional
the RN SDC and the ED in.inlerview on 117117 supervision,
at 2:45 PM,

_ _ On evening shift we have a full-time
R178 V. RESIDENT CARE AND HOME SERVICES R178 “med tech, a fuil-time care giver and

either an LPN or caregiver until
9:00pm as well as 2-3 dining staff until
6:00pm that provide additional
supervision,

We will add an additional caregiver on

day shift during the times that j
residents are receiving care and ”
showers. ‘

We also continually review our acuity
and adjust ouy staffing patterns as 1
needed. L

Additionally, we will program several
of our remote doars to be alarmed

24/7.
/ 3left7
pOC ALEPTED
T

Bivision of Licensing and Protection
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8898

QLOF1t

it conticuation sheet 3 of 6




Division of Licensing and Protection

PRINTED: 02/08/2017
FORM APPROVED

Madication Technician alsp working. There was .
also a volunteer present. The staiff explained that

DNS is on vacation uniil the end of the manth, the
LPN, who lives in New York State, is scheduled to
come in at noon and the Administrator is at a

meeiing. There are 39 residents in the facility and |

these residents are on 3 separate floors.

The staffing pattern remains the same for all
shifts. There are other staff who are about the
facifity during the day, during the wask, including
the DNS, a-volunteer who drives residents to
appointments, housekeeping, dietary staff, and
an activities person. In a review of the resident
population, there are 16 residents with ERC
{(Enhanced Residential Care) variances. These
variances are LOC (Level of Care) variances that.
indicate that the resident requires more care than
usual for a resident of a Level 3 residence and
that the facility has applied for a variance by
attesting that the facility has adequate staff to
meet the resident's needs. For each resident with
ERC variance the facility must be prepared to
provide 1 hour per week of Nursing care per
resident and 2 hours per day of Direct Caregiver
care per rasident, Since the staff state thatthere
is litle actual care provided to most rasidants
during the pvernight hours, that would leave 32
additional hours per day of direct care to be _
covered almost entirely by the day and evening
shifts in addition to the care required by the
remaining 23 non-ERC residents.

Additionally the residence has 7 doors accessible
to residents which are alarmed only during the;
hours of 8 PM until 5 AM. The other 15 hours of
the day these doors are not alarmed. There are

i smokers who go out of the facility to smoke and
i there is, at least, one resident who has been
" identified as someone who wanders.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
. ©
0155 B. WING 01/18/2017
NAME DF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
243 NORTH PROSPECT STREET
ST JOSEPH'S RESIDENTIAL CARE HOME
i BURLINGTON, VT 05401
(X4) 1D SUMNMARY STATEMENT OF OEFICIENCIES ) PROVIOER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
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Division of Licensing and Protection

PRINTED: 02/08/2017
FORM APPROVED

55=0

9.11 Disaster and Emergency Preparedness

9.11.c Each home shall have in effect, and
available to staff and residents, written copies of
a plan for the protection of all persons in the
event of fire and for the evacuation of the huilding
when necessary. All staff shall be instructed
petiodically and kept informed of their duties
under ihe plan. Fire drills shali be conducted on
at least a quarterly basis and shail rotate times of
day amang morning, aftemoon, evening, and
night. The date and time of each drill and the
names of participating staff members shall be
documented.

| This REQUIREMENT is not met as evidenced
%
' Based on record review and staff interview the

STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
0155 B. WING 01/118/2017
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
243 NORTH PROSPECT STREET
ST.H0S 'S RES CARE
T EPH'S RESIDENTIAL CARE HOME BURLINGTON, VT 05404
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D "PROVIDER'S PLAN OF CORRECTION LX)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DAIE
DEFIGIENGY)
- !
R178| Continued From page 4 R178 5
| t he B : G t " To clarify; we held 18
n an interview the Direct Caregiver states that :
. : tions
s/he does do resident showears on the day shift {iper state regul_a A
and that some showers are done on the evening only 4 are required) fire ,
shift. During the ime when the caregiver is drills during 2016. We !
providing a shower, that leaves the Med Tech to held 5 at 10;00 am, 4 at i
monitor alt residen{s and administer any .
medications neaded. During the week the 3:30 pm, 4 at 5:00 a-m,
"I additional staff may be available to assist at 1at2:00 pm, 1 at 2:45
times. On the weekend the staffing is 1 Med Tech pm, 1 at 3:00 pm, 1 at
'and 1.direct caregiver on each shift. In an 4:00 am, and 1 at 5:30
interview the ED and the LPN bath confirmed the We conducted our
staffing fo be as described and the ED confirmed a.m. _e cot
the number of ERC residents to be correct as fire drilis to correspond
provided. with our shifts to
. ensure proper training \
R302| IX. PHYSICAL PLANT R302

for staff and residents.
We did meet the spirit
of the regulation by
conducting mare than
the required
unannounced fire drills
on all three shifts.

We are now conducting
unannounced fire drills
in the evenings. The
maintenance director
will be responsible for
coordinating the drilis
and the administrator
will review fire drill logs
on a quarierly basis to
ensure compliance.

Dwision of Licensing and Proteciion
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COMPLETED

facility failed to assure that annual fire drills
rotate tirmes of day among moming, afternoon,
evening, and night. Findings include:

Per record review the facility does hold six fire
drills annually however any fire drills held on the

night shift were held between 4 AM and 5:30 AM,
all fire drills on days were at 10 am, and all
afterncon fire drilis were held between 2 PM and
3:30 PM. There were no fire drills between 3;30

PM and 4:00 AM. The facility failed o provide an
evening fire drill. The fire drills listed were
confirmed by the ED of the facillly in interview on
the morning of 11817,

C
0155 B. WING 01M8/2017
NAME OF PROVIDE R GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
243 NORTH PROSPECT STREET
ST EPH'S RE E
JOS SIDENTIAL CARE HOM BURLINGTON, VT 05401
XaD ¢ SUMMARY STATEMENT OF DEFICIENCIES | o g PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL ' PREFIX ! (EACH CORREGTIVE ACTION SHOULD BE . COMPLETE
e | REGULATORY OR LSC IDENTIFYING INFORMATION) Y CROSS-REFERENCED TO THEAPPROPRIATE  © DATE
: | DEFICIENCY)
R302| Continued From page 5 R302
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