
~YERMONT
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) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

June 21, 2011

Phillip Condon, Administrator
Franklin County Rehab Center LIc
110 Fairfax Road
St Albans, VT 05478

Provider ID #:475047

Dear Mr. Condon:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
June 1,2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief
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{F 281}

This REQUIREMENT is not met as evidenced
by:
Based on observations, record reviews and
interviews, the facility failed to assure that staff
met professional standards of quality during
medication administration for 4 of 5 residents in
the total sample (Residents # 1, 2, 3, and 4).
Findings include:

1. Per observation on 6/1/11 at 10:00 AM during a
medication administration pass for Resident #1,
the nurse administered an Alzheimer's
medication, a vitamin, and a liquid dietary
supplement scheduled to be administered at 8
AM. At 10:48 AM on 6/1/11, the nurse confirmed
that the medications were administered. more
than one hour after the time indicated on the
Medication Administra'tion Record (MAR).

"'t

2. Per observation on 6/1/11 at 10:15 AM during a
medication administration pass for Resident #2,
the nurse administered 2 medications scheduled
, for 8:00 AM (heart medication and Alzheimer's
I medication), as well as 7 medications and 2

I
vitamins which were scheduled for 9:00 AM. At
10:48 AM on 6/1/11, the nurse confirmed that the

A follow-up to the recertification survey was
conducted by the Division of Licensing and
Protection on 6/1/11. The following regulatory

I violations were identified.
{F 281} \ 483.20(k)(3)(i) SERVICES PROVIDED MEET
SS=E i PROFESSIONAL STANDARDS

II The services provided or arranged by the facility
I must meet professional standards of quality.

F 281- F 332 Pass medication on time
1. Reviewed medication treatment
sheets.
A.- Adjusted med time's to assure they
would be able to be passed within the
med pass parameters.
B. Did medication review with the
pharmacist and medical director.
Discharged any unnecessary
medications.
C. Inserviced professional nurses on the
importance of time management, with
an emphasis on starting medication
passes on time.
D. Reviewed the medication
administration preparation and general
guidelines with nursing staff.
Specifically highlighting the policy on
opening capsules and crushing
medications.
E. Reviewed medications needing to be
given with food or at meal time.
Adjusted administration time to
correspond with snacks or meal times.
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ement en Ing with an asterisk (*) denotes a deficiency hich the I stitution may be excused from correcting providing it is determined that

)ther safeguards rovide sufficient protection to the patients. (See instruc ions.) Except for nursing homes, the findings stated above are disclosable 90 days
'ollowing 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
jays following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
)rogram participation.
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{F 281} Continued From page 1
medications were administered more than one
hour after the time indicated on the MAR.

3. Per observation on 6/1/11 at 10:15 AM during a
medication administration pass for Resident #3,
the nurse was observed opening a capsule of
Detrol LA (Long Acting) 4 mg (milligrams) and
emptying it into a cup with other crushed
medications and contents of opened capsules to
be given mixed with food. At this time the nurse
called the pharmacy to check on the Ferrex 150
mg capsule to see if it could be opened, however
did not ask the pharmacist if the Detrol LA could
be administered safely in this manner. The
medications were administered to the resident.
Per interview on 6/1/11 at 10:25 AM, the nurse
confirmed that the long acting capsule had been
opened before administration. Per interview on
6/1/11 at 2:30 PM, the pharmacist confirmed that
the Detrol LA should be swallowed whole, and
there were alternative short acting forms of the
medication available.

4. On 6/1/11 at 9:50 AM during a medication
administration pass for Resident #4, the nurse
administered 8 medications that were scheduled
on the MAR to be given at 8:00 AM. Per review
of the MAR and physician orders, Glimeperide
(Am aryl) 4 mg was ordered to be given with
breakfast, and the Coreg 25 mg was to be given
with meals. Per interview on 6/1/11 at 10:05 AM,
the LNA (Licensed Nursing Assistant) stated that
the resident ate breakfast at about 7:30 AM. Per
interview on 6/1/11 at 10:10 AM, the nurse
confirmed that the medications were
administered more than an hour past the
scheduled time, and not given with a meal.
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{F 281} Continued From page 2
On 6/1/11 at 3: 15 PM during a Quality Assurance
discussion and Exit Conference, the
Administrator confirmed that facility policy
(Granite Pharmacy Inc., Medication
Administration-General Guidelines) directs that
medications are administered within 60 minutes
of scheduled time.

{F 332} 483.25(m)(1) FREE OF MEDICATION ERROR
SS=E RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:
Based on observation, record review, and
interview for the Medication Pass Observation(s)
on 6/1/11, 4 of 5 sampled residents received
medications out of the scheduled time frame or
not in accordance with accepted standards of
practice (Residents #1, 2, 3 and 4), which
calculated to a 56% error rate. Findings include:

1. Per observation on 6/1/11 at 10:00 AM during a
medication administration pass for Resident #1,
the nurse administered an Alzheimer's
medication, a vitamin, and a liquid dietary
supplement scheduled to be administered at 8
AM. At 10:48 AM on 6/1/11, the nurse confirmed
that the medications were administered more
than one hour after the time written on the
Medication Administration Record (MAR).

2. Per observation on 6/1/11 at 10:15 AM during a 0

medication administration pass for Resident #2, 0

the nurse administered 2 medications scheduled

{F 281}
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{F 332} Continued From page 3 {F 332}
for 8:00 AM (heart and Alzheimer's), as well as 7
medications and 2 vitamins which were
scheduled for 9:00 AM.
At 10:48 AM on 6/1/11, the nurse confirmed that
the medications were administered more than
one hour after the time written on the Medication
Administration Record (MAR).

3. On 6/1/11 at 9:50 AM during a medication
administration pass for Resident #4, the nurse
administered 8 medications that were scheduled
on the MAR to be given at 8:00 AM. Per review
of the MAR and physician orders, Glimeperide

I(Amaryl) 4 mg (milligrams) was ordered to be
given with breakfast, and the Coreg 25 mg was to
be given with meals. Per interview on 6/1/11 at
10:05 AM, the LNA stated that the resident ate
breakfast at about 7:30 AM. Per interview on
6/1/11 at 10: 10 AM, the nurse confirmed that the
medications were administered more than an
hour past the scheduled time, and not given with
a meal.

4. Per observation on 6/1/11 at 10:15 AM during a
medication administration pass for Resident #3,
the nurse was observed opening a capsule of
Detrol LA (Long Acting) 4 mg (milligrams) and
emptying it into a cup with other crushed
medications and contents of opened capsules to
be given mixed with food. At this time the nurse
called the pharmacy to check on the Ferrex 150
mg capsule to see if it could be opened, however I
did not ask the pharmacist if the Detrol LA could I

I

be administered safely in this manner. The I
medications were administered to the resident.
Per interview on 6/1/11 at 10:25 AM, the nurse
confirmed that the long acting capsule had been
opened before administration. Per interview on
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6/1/11 at 2:30 PM, the pharmacist confirmed that
the Detrol LA should be swallowed whole, and
there were alternative short acting forms of the
medication available.

On 6/1/11 at 3:15 PM during a Quality Assurance
discussion and Exit Conference, the
Administrator confirmed that facility policy
(Granite Pharmacy Inc., Medication
Administration-General Guidelines)directs that
medications are administered within 60 minutes
of scheduled time.
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