VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIivING
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

November 6, 2018

Ms. 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
October 8, 2018. 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,

()
Qﬁﬁsﬂiﬁ%éﬁm&\l

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: .| R10O
: L I | R134
An uannounced on-site complaint investigation A
was conducted by the Division of Licensing and
rrotection on 10/8/18. The findings include the 1. Resident Assessment |
ollowing: ! :
. = | was completed for
R134 V. RESIDENT CARE AND HOME SERVICES R134 Resident #1 j
SS=A 2. Reviewed with Licensed

57 Assessment

5.7.a An assessment shall be completed for
each resident within 14 days of admission,
consistent with the physician's diagnosis and
orders, using an assessment instrument provided
by the licensing agency. The resident's abilities
regarding medication management shall be
assessed within 24 hours and nursing delegation
implemented, if necessary. i

This REQUIREMENT is not met as evidenced
by:

Based on record review and confirmed by staff
interview, the facility Registered Nurse(RN) failed
to ensure that 1 of 3 sampled residents, had the
admission assessment completed in the required !
time frame of 14 days (Resident #1). The !
findings include the following:

Per medical record review for Resident #1, was
admitted on 8/24/18. The State required
assessment was ta be completed within 14 days
of admission. For Resident #1, the assessment
was due for completion on 9/7/18. The RN
signed the assessment as completed on 9/12/18,
5 days post due. The Licensed Practical Nurse
confirmed on 10/8/18 at approximately 10 AM
that the admission assessment was over due.

)

<ot §

Staff that RN’s must
assess each resident .
within 14 days of
admission

3. This process will be
monitored by the
manager through audiits

4. 10/08/2018
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R150 V. RESIDENT CARE AND HOME SERVICES

S8=D

5.9.c {7)

Assure that symptoms or signs of illness or
accident are recorded at the time of occurrence,
along with action taken;

This REQUIREMENT is not met as evidenced
by:
Based on medical record review and confirmed

by the Registered Nurse (RN), the facility failed to |

assure that 1 of 3 sampled residents, had signs
and symptoms of an illness recorded at the time
of the condition change and included the actions
taken by the facility (Resident #1). The findings
include the following: '

Per record review, Resident #1 was identified on
9/20/18 as calling facility staff for assistance. The
progress notes do not identify the time the
resident was calling loudly, but was found with
his/her oxygen cannula disconnected from the
concentrator and improperly placed on the

resident. The RN identified that the resident was |

anxious and upset. The resident stated "that
[hisfher] voice was hoarse from yelling for help”.

The resident's oxygen saturation level at that time

was 70% (very low). The RN reconnected the
tubing to the concentrator, the cannula was
reapplied on the resident and within 15 minutes
the resident's oxygen saturation elevated to 88%.
The resident was monitored closely and remained
between 87-88% saturated. The RN documented
that the resident was mentally oriented to time
and place. Both the caregiver and medication
technician were made aware that frequent
observations were required.

R150 Resident care and

Home Services

1. Late Entry note was
written to record the
symptoms/ change of
condition and actions |
taken by the facility for
Resident #1. ‘

2. Education provided to%
staff that chartin the
record to ensure ‘
documentation at the
time of the incident.

3. This will be monitored
through random audits.
Weekly x iImonth.

4. Completed 10/26/2018
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R151
88=D

Continued From page 2. . R150

The RN confirms on on 10/8/18 via a telephone |
conversation, that sthe did check the flow rate of
the concentrator that was ordered to be at 4 LIM, |
that a lung assessment was conducted, and that
there was ongoing communication with the
resident, the Executive Director (ED) and the
care praviders throughout the shift and during the
evening shift, as to the progress of the resident.

The Executive Director confirms on 10/8/18 thata !
telephone conversation had taken place with the
physician on the evening on 9/20/18 to discuss
the possibility of a Palliative Care consult. Both
the RN and the ED confirm that none of the
communication that took place on 9/20/18 was
documented Resident #1's medical record.

Per conversation with the Executive Director on
10/8/18, confirmation was made that on 9/21/18 |
the resident was difficult to wake despite an {
oxygen saturation of 92%. The ED determined |
that this appeared to be a mental status change
and 911 was called. The resident was
transported to the hospital. The ED confirms at
this time that there is no documentation in |
Resident #1's medical record that identifies the |
events or the actions taken on 9/21/18 that
required the assistance of Emergency Medical
Service.

See also R151.

V. RESIDENT CARE AND HOME SERVICES R151

59.c¢(8)

Ensure that the resident's record docurnents any
changes in a resident's condition;
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This REQUIREMENT is not met as evidenced |

by: .

Based on medical record review and confirmed

- by the Registered Nurse (RN), the facility failed 1o

assure that 1 of 3 sampled residents medical

record had documentation that identified a

change in the resident's condition . ; R151

(Resident #1). The findings include the following:

Per record review, Resident #1 was identified on 1. Late Entry note was

9/20/18, as calling facility staff for assistance.

' The progress notes do not identify the time the
resident was calling loudly, but was found with symptoms/ change of

" his/her oxygen cannula disconnected from the condition and actions
concentrator and improperly placed on the T :
resident. The RN identified that the resident was taken by the facility for
anxious and upset. The resident stated ["that Resident #1.
his/her voice was hoarse from yelling for help"]. ! 2. Education provided to
The resident's oxygen saturation level at that time | - !
was 70%. The RN reconnected the tubing to the 1 staff that chart in the
concentrator, the cannula was reapplied on the record to ensure
resident and wi'thin 15 minutes the resident‘s_ documentation at the
oxygen saturation elevated to 88%. The resident . L
was monitored closely and remained between time of the incident.
87-88% saturated. The RN documented that the ' 3. This will be monitored
resident was mentally oriented to time and place.
Bot the care giver and medication technician i
were made aware that frequent observations ' Weekly x Imonth.
were required. . 4. Completed 10/26/2018

written to record the [

through randam audits.

The RN confirms on on 10/8/18 via a telephone
conversation, that sfhe did check the flow rate of -

: \ VK
the concentrator that was ordered to be at 4 UM, Q- Al coc CLU_LP\-L d W ‘ >\
that a lung assgssment was‘cor}duct'ed, and that o _(D:‘_U\\\(UJ(\A‘ 28] { S\\oﬂ A Lé\ QQ
there was ongoing communication with the
resident, the Executive Director (ED) and the
care providers throughout the shift and during the :
evening shift, as to the progress of the resident.
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R151 Continued From page 4 . R151

The Executive Director confirms on 10/8/18 that a
telephone conversation had taken place with the
physician on the evening on 9/20/18 to discuss
the possibility of a Palliative Care consult. Both
the RN and the ED confirm that none of the
communication that took place on 9/20/18 was

- documented Resident #1's medical record.

Per conversation with the Executive Director on
10/8/18, confirmation was made that on 8/21/18
the resident was difficult to wake despite an

" oxygen saturation of 92%. The ED determined
that this appeared to be a mental status change
and 911 was called. The resident was
transported to the hospital. The ED confirms at
this time that there is no documentation in
Resident #1's medical record that identifies the
events or the actions taken on 9/21/18 that
required the assistance of Emergency Medical
Service.
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