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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

March 21, 2017

Rachael Parker, Manager
Sterling House At Richmond
61 Farr Road

Richmond, VT 05477-9301

Dear Ms. Parker:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 22, 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,

SN N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: | R100
An on site complaint investigation was conducted R128 5.5 General care
by the Division of Licensing and Protection on ;
2122117, The findings include the following: } 1. Resident #5 MD notified.
i .
R128 V. RESIDENT CARE AND HOME SERVICES | R128 No negative effects. MD
§8=0D : § orders in place and match
. MAR. Audited other
5.5 General Care , A : :
; residents on insulin and
5.5.c Each resident's medication, freatment, and ; prders matches as well. The
dietary services shall be consistent with the T
! physician's orders, | bowel medication was
; consumed only by that
i . o - . ; resident.
fhis REQUIREMENT is not met as evidenced . _ .
by: ; 2. Medpassers will be re-
Based on abservation, staff interview and record I educated by RN for med
review the facility failed to administer Insulin by |
injection consistent with physician orders for 1 of | P afss P rocedure‘z.
3 residents, (Resident#5). The findings include 3. This process will be
the following: monitered by the RN with
Perreview of the physician's electronic random Monthly
prescription order dated 1/9/17, for Resident#1, | observation of medpassers
directs slaff to administer Lantus Solostar Insulin ! i feat
: . - roviding medications for
30 Units subcutanenus (SC) daily at 8 AM. P &
three months.
Fer medication pass audit at 8,30 AM, the 4. 3/21/2017
Medication Technician was observed
administrating, Leantus Solostar Insulin 38 Units
SC o Resident #5.
Per interview with the facility manager
confirmation was made that the physician sent
the electronic order to the pharmacy e ntiHying
the decrease in the dosage of Lantus Insulin to
30 Units SC daily. The facility did not receive the
order change until the Medication Administration

Record (MAR) was delivered to the facility. The
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R128 Continued From page 1 ‘ R128

MAR for the manth of February identified the

dosage change. The Registerad Nurse who i
reconciled the monthly MAR turmnover, did not [
identify the dosage change.

Per interview with Meadication Technician in the ;
presence of the Manager, s/he confirms that 38
units of Lantus nsulin was administered, on the

following days: February 1,3,6,7.8,9,14,15,17.and R136 5.7 Assessment
22, 2047. :

R135 V. RESIDENT CARE AND HOME SERVICES R136 1. Resident Assessment
S5=D. ‘ : was completed for |

Resident #1 and
Resident #2 2/24/2017

5.7. Assessment

5.7.c Each resident shail also be reassessed 2. Reviewed with Licenséd
annually and at any point in which there is a . , :
change in the resident's physical or mental Staff that RN's must
condition, assess each resident

annually and with a

change in resident’s

. hysical or mental
This REQUIREMENT is not met as evidenced physica ’

by: 5 condition.

Based pn interview and record review, the facility | 3. This process will be
failed ta reassess annually, 1 of 6 sampled § ’ .

residents, : b monitored by the
For Resident #2, the findings include the manager through
following: : monthly audits

Per medical record review, Resident #2 was 4. 03/24{2017

admitted on 2M12/14. The annua! State mandated
assessment was completed on 12/18{15.

Per interview with the manager. confirmation was
made that the resident has not been reassessed
since the 2015 assessment.

Division of Licensing and Prolection
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R145 V. RESIDENT GARE AND HOME SERVICES  © R145
S8=E
59.c(2)
. 145 Resident Care and
Qversee development of a written plan of care for _
each resident that is basad on abilities and neads | Home services 5;9-‘7{2)
as identified in the resident assessment. Aplan
- of care _“T‘“SF desgnbe the cars and SErvices 1. Care Plans for Resident #1:
necessaly to assist the resident to maintain B
independence and well-being; and #2 were updated.
i 2. Nursing staff educated .
about updating care plans
This REQUIREMENT is not met as evidenced with changes. 5
by: 3. Random mo its to
. . . . Rando nthly audits to
Based on vbservation, record review and stasf : ‘ Y _
- interview the facility failed to revise a-written care ensure care plans are
plan for 2 of 8 sampled residents describing the reflective of resident’s
care and services necessary to assist the t d
resident to maihtain independence and well current needs. i
being. For Residents #1 and #2, the findings 4. 272472017 :

include the foliowing:

1. Per record review for Resident #1's, care ptan |
was developed and signed by the Registered
Nurse dated 9/3/15, identifies that the resident is |
receiving Visiting Nurse Association (VNA) ;
Physical Therapy visits 2 X's a week, and on 9/6
the resident has open skin areas on histher toes,
is to have feet elevated and apply dry dressing.
The plan identifies that the resident is able lo
manage hisiher suprapubic catheter bag, but
needs cuesing.

Per interview with the facility Manager, Resident
#1's skin areas have healed, the resident is no
langer receiving physical therapy and the
suprapubic catheler changes are being managed
by the VNA. Facility staff are managing
emplying and cleaning of the suprapubic
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drainage bags.

2. Per record review for Resident #2, care plan
developed and signed by the Registered Nurse
dated 12/18/15 arid 1/20/17, identifies thal the
resident ambulates independently. No assistive
devices.and he/she has a history of rare falls.
The resident has a Foley bag ta free drainage
that sthe manages independently. !

. Perreview of nurseés notes, documentation
identifies that the resident has had 3 falls in the
month of January 2017 all of which required
hospital evaluation. The manager confirms that - 2.
the residant currently uses a rolling walker for
ambulation and Bayada Visiting Nurse is currently
managing the catheter changes.

R181 V. RESIDENT CARE AND HOME SERVICES R161
55=F

510 Medication Management

5.10.b The manager of the home is responsibie i
for ensuring that all medications are handled
according to the home's policies and that
designated staff are fully trained in the policies
and procedures,

This REQUIREMENT is not met as evidenced
by:

Based on observation and record review the
facifity manager fajled to ensure that medications
are handled according to the home's policies and
that designaled staff are fully trained in those
policies and procedures, for 2 of 2 residenis
(Resident #5 and #8), during a medication pass. 4,
The findings inclide the following:

i
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AND PLAN OF CORRECTION IDENTIFICATION NUN]SER: A& BULOING: COMPLETED
C .
0591 8. WING 0212212017
NAME OF pROVIDER OR-SUPPLIER STREFT ADDRESS, CITY. STATE, 2IF CODE
61 FARR ROAD
R USE AT RIC D
STERLING HOUSE AT RICHMON RICHMOND, VI 05477 |
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R145 Continued From page 3 - R145

R161 5.10 b Medication
Management

Resident MD notified. No .
negative effects. MD orders’
in place and match MAR.
The bowel medication was
consumed by Resident #3 i
only. .
Medgassers will be ;
reeducated by RN for med'
pass procedures.
Administration of
medications that require
training will be reviewed by
manager prior to )
administrat_ion to ensure !
the proper education has
been provided by the RN
and documented.

This process will be
monitored by the RN with
random Monthly
observation of medpassers
providing medications for
three months,

3/21/2017
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R161 Confinued From page 4 - R181

1. Per observation during the medication audit at |
8:30 AM, the Medication Technician was P
pbserved administrating, Lantus Selostar Insulin |
38 Units subcutaneous (SC) to Resident #5, even
after the resident alerted the technician that the |
insulin order was changed fo 30 units of Lantus !
daily. The Medication Technician voiced to the i

* resident that she did not know of the change and i
proceeded to administer the 38 unjts. :

Per review of the physician’s electronic

- prescription order dated 1/9/47, for Resident #1,
directs staff to administer Lantus Solostar insulin
30 Units SC dailyat 8 AM. The Medication
Administration Record dated (MAR) 2i1/17
directs staff to administer Lantus Sclostar Insulin
30 Units SCdaily at 8 AM.

Per interview with the facllity manager
confirmation was made Wat the physician sent
the electronic order to the pharmacy identifying
the decrease in the dosage of Lantus Insulin to
30 Units SC daily. The facility did not receive the
order change until the MAR was delivered to the
facifity. The Registered Nurse who reconciled the -
monthly MAR turncver, did not identify the i
dosage change, R

Per interview with Medication Tech in the

presence of the Manager, s/he confirms that 38
units of Lantus Insulin was adrmnistered, on the
following days: February 1,3,6,7,8,9,14,15,17,and :
22,2077 The Medication Technitian voiced that
she did not know of the change and proceeded to
administer the 38 units. S/He also confirmed

that the Medication Administration Record was

not clearly reviewed prior to the administration of
the medication.

2. Per observation during the medication pass

i

Divislon of Licensing and Proteclion .
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audit at 8:30 AM, the Medication Technician was
observed preparing Citracel powder 1 Tablespoon
that was placed in 6 ounces of water, for

: Resident #6. S/He proceeded 1o leave the

prepared bowel medication at the dining room
table in the location Resident #6 normally sits at.
3ftle left the room and returned to the nurses
station to continue with her/his morning routine.
The medication technician later confirmed that
slhe did leave the medicalion unatiended in the

- dining room.

- Per review of the Medication Administration Test

dated 11/7/14 completed by this particular
Medication Technician, question #11 identifies
the correct response (False) to the question
"When administering medications, it's OK to

- leave a resident’s medications at the bedside or

on the dining roam table as long as the resident is
present”.

3. Per observation during the medication pass
audit at 8:30 AM; the Medication Technician

" prepared morning bowel medications for

residents to ingest with their breakfast. SiHe then
continued by preparing oral and injectable
medications for Resident #3 and then delivered
those medicalions. The medication technician
applied disposable gloves prior to conducting a
blod glucose test an resident #5 and then
proceeded o administer injectable insulin. The
medication technician never changed his/her
gioves nor did s/he washisanitize his/her hands
as sihe proceeded from one task o another,

Per review of the Medication Safety
palicy/preventing infection identifies that hand
hygiene is to be completed either by washing with
s0ap and water or utilizing an aicohol base
sanibizer as the staff member goes from one

R161
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§3=F
5.10 Medication Management

5.10.d H a resident requires medication
administration, unficensed staff may administer
medications under the following conditions:

(3) Theregistered nurse must accept
responsibility for the proper administration of
" medications, and is responsible for:

. Teaching designated staff proper techniques

for medieation administration and providing

. appropriate information about the resident's
condition, relevant medications, and potential”
side effepts;

i, Establishing a process for routine
communication with designated staff about the
resident’s condition and the effect of medications,
as well as changes in medications;

Hi. Assessing the resident's condition and the
need for any changes in medications; and
Monitering and evaluating the designated staff
performance in carrying out the nirse's
instructions.

This REQUIREMENT is not met as evidenced
by

Based on abservation, interview and record
review the Registered Nurse (RN) failed to
ensure the proper administration of medications
for unlicensed staff by teaching, monitoring and
evaluating designated staff performance in
carrying out the nurse’s instruction far 2 of 2
Medication pass audits observed (Resident #5
and #3). The findings inctude the following:

- R165
i
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R161 Continued From page 6 | R161
“resident to ariother. 5
R16% V. RESIDENT CARE AND HOME SERVICES

R165 5.10.d Medication
Management

Resident MD notified. No
negative effects. MD orders
in place and match MAR.
The bowel medication was
consumed by Resident #3:
anky,

Reviewed with Licensed
Staff that RN'S must
delegate the responsibility
to designated staff for
medication adminisiration.
This process will be
monitored by the manage}.
Administration of
medications that require
training will be reviewed by
manager prior to
administration to ensure
the preper education has
been provided by the RN
and documented.
03/28/2017

Giviston of Licensing and Protection
STATE FORM

2]

Cwes

H confinuation sheel 7 of 14




PRINTED: 02/28/2017

FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICI 1A {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILDING: COMPLETED
C
0591 B.WING 0212212017
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE. 2IP CODE
61 FARR ROAD
STERLING HOUSE AT RICHMOND
E ou ) RICHMOND, VT 05477
(X4) 1D SUMMARY STATEMENT OF OEFICIENGIES 0 PROVIDER'S PLAN OF CORREGTLON %5}
PREFIX (EACH OEFICIENCY MUST 3E PRECEDEOQ BY FULL PREFIX {EACR CORRECTIVE ACTION SHOULD BE COMPLETE
1AG REGUIATORY OR LSC IDENTIFYING INFDRMATION) - YAG CRO$S-REFERENCED TD THE APPROPRIATE OATE
' E CEFICIENCY}
R165 Continued From page 7 - R165

1. Per observation during the medication audit at i
8.30 AM, the Medication Technician was -
observed administrating, Lantus Solostar Insulin
38 Units subcutaneous (SC) o Resident #5, aven
after the resident alerted the techrician that the

- Insulin order was changed to 30 units of Lantus

" daily. The Medication Technician voiced o the
resident that she did not know of the change and .

proceedad to administer the 28 units.

Per review of the physician's electronic
prescription order dated 1/9/17, for Resident #1,
directs staff to agminister Lantus Solostar Insulin
30 Units SC daily at 8 AM. The Medication
Administration Record dated (MAR) 2/1/17,
directs staff to administer Lantus Solostar insulin
30 Units SC daily at 8 AM. ‘

. Perinterview with the facility manager
confirmation was made that the physician sent
the efectronic order to the pharmacy identifying
the decrease in the dosage of Lantus Insulin {o
30 Units SC daily. The facility did not receive the
brder change until the MAR was delivered 1o the
facility. The Registered Nurse who reconciled the :
monthly MAR tarnover, did not identify the
dosage change.

Per interview with Medication Tech in the
presence of the Manager, sthe confirms that 38
units of Lantus insulin was administerad, on the
following days: February 1,3,6,7,8,9,14,15,17 and
22,2017, The Medication Technician voiced that
she did not know of the change and proceeded to
administer the 38 units.  S/He alsd confirmed

that the Medication Administration Record was

not clearly reviewed prior to the administration of
{he medication.
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R165 " Continued From page 8 L R165
2. Per ohservation during the medication pass
audit at 830 AM, the Madication Technician was |
. observed preparing Citracél powder 1 Tablespoon
- placed in approximately 8 ounces of water, for
Resident#6, SiHe proceeded to leave the |
prepared bowel medication at the dining room
. table in the location Resident #6 normally siis at.
SHe left the room and returned o the nurses
station & continue with her morning routine. The
medication technician later confinmed that she did|
_leave the medication unattended in the dining
, FOOM,

Per review of the Medication Administration Test
dated 1177114 completed by this particular
Medication Technician, question #11 identifies

“ the correct response (False) to the guistion
“When administering medications, its OK to
jeave a resident’s medications at the hedside or
on tha dining room table as long as the resident is’
present”. ;

3. Per observation during the medication pass
audit at 8:30 AM, the Medication Technician
prepared morming bowsl medications for
residents o ingest with their breakfast. S/te then,
continued by preparing oral and injectable
madications for Resident #3 and then delivered
those medications. The medication technician
applied disposable gloves prior to conducting a
blood glucose tes] on resident #5 and then
proceeded to administer injectable insulin. The
medication fechnician never changed hisfher
gioves nor did sihe wash/sanitize hisfher hands

as she proceeded from one task o another.

Per review of the Medication Safety
policy/preventing infection ideniifies that hand
hygiene is to be completad either by washing with
soap and water or utilizing an alcohol base
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R165 Continued From page 9  R185
sanitizer as the staff member goes from one
resident to ancther. R 168 5.10.d.6
Medication Management :
R168 V. RESIDENT CARE AND HOME SERVICES  R168 nsulin
55=D !
I
5.10 Medication Management : 1. Resident #5 MD notified.
No negative effects. MD
5.10.d if a resident requires medication N orders in place and match
administration, unlicensed staff may administer
medications under the following conditions: MAR.
2. RN reviewed additional
(6) Insutin. Staff other than a nurse may aducation required to
administer insulin injections only when: ;
provide insulin and
I The d‘iabetic‘residfant's cqndition and documentation
medication regimen is considered stable by the . M : d
registered nurse who is resppnsible for requirements. Medpassers
delegating the administration; and ; re-educated on insulin
. . 5 injections.
ii. The designated staff to administer insufinto l j, .
the resident have received additional training in 3. This process wilt be
Ejhe administration of insulin, including returp monitored by the manager.
emonstration, and the registered nurse hag i :
deemed them competent and documented that Administration of
assessment; and medications that require
N training will be reviewed b
it The registered nurse monitors the resident's Ew - Y
condition regularly and s available when changes manager prior to
in condition or medication might occur. administration to ensure
This REQUIREMENT is not mel a5 evidenced the proper education has
by: been provided by the RN
Based lt)hn ogsemtatiog,z\?tarf ir;tsgr;ew‘?r;dtrecord and documented.
review the Registered Nurse , falled to :
ensure that staff are educated and monitored for 4. 3/28/2017
the administration of injectable insulin for 1 of 3
observed administrations (Resident #5). The
findings include the foliowing:

Division of Licensing and Protection
STATE FORM

BHET

CWCS11

il continuation sheel 10 of 14




PRINTED: 02/28/2017

. FORMAPPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENGIES X1} PROVIOERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C .
0591 B. WING 0212212017
NAME OF PROVIDER OR SUPPLIER STREETADORESS, OITY, STATE, 2 COOE
61 FARR ROAD

3 | E ICHMOND .

TERLING HOUSE ATR RIGHMOND, VT 05477

(4] 5D SUMMARY STATEMENT OF DEFIGIENCIES 1 i PROVIDER'S PLAN OF CORRECTION 0o

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORREC TIVE AC TION SHOULD BE COMPLETE:

TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGES TO THE APPROPRIATE DATE:
. DEFICIENCY)

R168 Continued From pags 16 1168

. Per observation during the medication audit at
. 8:30 AM, the Medication Technician was
cbserved adminisirating, Lantus Sdlostar lnsulin
38 Unils subtutaneous (SC) {6 Resident #5, even |
- after the resident alerted thie techinician that the i
Insulin order was changed to 30 units of Lantus
daily. The Medication Technician voiced to the
, fesident that she did not know of the change and !
- preceeded to administer the 38 units.

|
i
4

- Per interview with Madication Tech in the
presence of the Manager, sthe confirrns that 38
units of Lantus Insulin was administered, on the
following days: February 1,3,6,7,8,9,14,15,17. and ’
22 2017. S/MHe also confi rmed that the
Me_dlcatmn Administration Record was niot clearly

- reviewed firior to the administration of the

medication.

Per tefephone interview with the manager on
2124i17 at 9 AM, the medication technician was
hirad on 10/28/14 a8 a resident care attendant

. and on 11/7/14 completed a medication
technician course at the facility and completed
the medication administration test, resulting in a
pass rate of above 90%. The manager caonfirms
that there is no evidence that the employee
received additional training in the adrministration
of insuiin, including a return demonstration. Nor
15 there evidence that the employee was deemed
competent fo administer injectable insulin by the
RN,

R171 V. RESIDENT CARF AND HOME SERVICES R171
S5=F

5.10 Medication Management

Civision of Licensing and Protection
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- 5.10.g Homes must establish procedures for
documentation sufficient to indicate {o the
physician, registered nurse, certified manager or
representatives of the licensing agency that the !
medication regimen as ordered is appropriate !
and effective. At a minimum, this shall include: l

|
I

{1y Documentatinn that medications were
administerad as ordered; .
(2) Allinstances of refusal of medications, l

including the reason why and the actions taken by

the horne,

(3) Al PRN medications administered, including

the date, time, reason for giving the medication, |

and the effect; ]
i

(4) Acurrent list of who is adminisiering
medications to residents, including staff to whom
a nurse has gelegated administration; and

(8) For residents receiving psychoactive :
medications, a record of monitoring for side l
effects. g
(6) Allincidents of medication errors,

This REQUIREMENT is not met as evidenced
by:

Based pn observation, stafi interview and recard
review the facility failed to document that
megications were administered as ordered by the
physician for 14 of 19 Medication Administration
Records (MAR's) reviewed. The facility also
falled to document the insutin injection site for 3
of 3 residents who receive daily insulin injectons
(Residents #5, #7 and #8). The findings include
the iollowing:

1. Per MAR review for 14 residents, dated 2/1

through 2721717, discloged approximately 71
-uninitiated times when medications were not

documented as administered. There is no

R171 5.10.g Medication
Management

1. MARS reviewed for
employee re-education.

2. Medpassers re-educaled
for documentation
requirements,

3. Manager will randomly
audit weekly x dweeks
MARS for ommissions.

4. 3/28/2017
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R171 Continued From page 12 ©R171

© documentation to'identify the reason medications
were not adminisiered. The madications varied
from prescription 10 over the counter medications. 1 "
These medication were ordered to treat the i
following conditions, but not Bimited to: cardiac
problems, diabetes, depression, gastric reflux
and constipation.

Per review of the facilities policies titled !
"Medication Management-Uocumentation of '
Medications” identifies that documentation wil
include the following: 1) All medications '
administered by staff, including the site of any |
injectable administered; 2) All instances of refusal :
- of medication, including the reason why and the |
actions taken by the facility. Procedure identifies |
"if medications are refused or withheld, the med :
passer retums {o.the MAR and circles hisfher
. initials on the medication administration record
and writes an explanatary ote on the reverse
side of the MAR, noting the date and time along
with the explanation. !

Per interview with the faciity manager,

- confirmation was made that the MAR's have not
been initialed by the Medication Technician
evidencing thal medications were administered
andfor compleled as ordered by the physician,
Nor is there documentation identifying the reason
why medications were not provided as directed.

3. Per review of Medication Administration
Records (MAR's) for the month of February
2017, for Residents #5, .
#7 and #8, identifies that they receive injectable
insulin daily. There is no documentation
identifying the site the insulin was injected into at
each administration.

{ Per facility policy “Medication
Division of Licensing and Protagiion
STATE FDRM ' 5550 CWeE1 Hconlinzation sheet 13 of 14
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* Management/Administration of Insulin” identifies
* that documentation includes the site rotation.

R171
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