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STIPULATION AND CONSFNT ORDER

Now come the State of Vermont, by and through State Prosecuting Attorney Gabriel M.
Gilman, and the respondent in this matter, Riya C. Mathew, represented by Attormey
Matthew D. Gilmond, of Ryan Smith & Carbine, Ltd., Rutland who stlpulate and agree a5

- follows:

Board Authority

) 99 The Vermont Board of Nursing (“Board”) has jurisdiction to investigate and
adjudicate nllegations of unprofessional conduct committed by Nurses pursuant to 3
V.S.A, §§ 129, 129a; 26 V.S.A. Chapter 28; the Administrative Rules of the Board of
Nursing (“ARBN"); and the Rules of the Office of Professional Regulation,

112 The Board may “(d]iscipline any licensee ... who has had ... a license ... disciplined

by a licensing agency in another jurisdiction for conduct which would constitute
unprofessional conduct in this state ...” 3 V.S.A, § 129(a)(5).

Statement of Facts

3. Riya C. Mathew (“Respondent”) of Jersey City, New Jersey, is licensed by the Board
as a registered nurse under license number 026.0033517, The license first issued on
or ebout July 11, 2006. The license is active at this writing and is scheduled to expire
in due course on March 31, 2015. There is no history of discipline in Vermont.

1 A On or about January 10, 2014, the Maryland Board of Nursing reprimau&ed.'

Respondent’s Maryland nursing license pursuant to the Final Decision and Order of
Reprimand attached hereto as Exhlblt A

5. Respondént complied with‘cdnditions imposed pursuant to the Maryland Order,
including completion of a remedial course.

1 6., The parties agree that the Maryland discipline does not call for any restriction on

Respondent’s ability to practice in Vermont. The purpose of this Stipulation and
Consent Order is to ensure, by reciprocal warning, that persons making licensing
inquiries in Vermont may be fully informed of the Maryland Order of Reprimand.




7 Respondent recognizes that collateral estoppel prevents re-litigation of the Maryland
disciplinary matter in Vexrmont. Should the Maryland Order be vacated in the foxrum
state, the parties agree that equity would dictate that this Stipulation and Consent
Order, based as it is exclusively upon the Maryland Order, would be nullified as well.

Basis for Discipling

11 8 The conduct for which Respondent was disciplined in Maryland would constitute

’ unprofessional conduct in Vermont pursuant, inter alia, to 3 V.S.A: § 129a(a)(6)
(Delegating professional responsibilities to a person whom the licensed professional
knows, or has reason to know, is not qualified by training, experience, education, or
licenging credentials to perform them, or knowingly providing professional
supetvision or serving as a preceptor to a person who has not been licensed or
registered as required by the laws of that person's profession).

Understandings

T o Respondent understands that the Nursing Board must review and accept the terms of
' the Consent Order. Ifthe Board rejects any portion, the entire Stipulation and
Consent Oxder shall be null and void.

10.  Respondent specifically waives any claims that any disclosures made to the full
Board during its review of this agreement prejudice her rights to a fair and impartial
hearing if this agreement is not accepted by the Board and proceeds to a hearing on
the merits.. '

'l 11.  Respondent has read and reviewed this entire document and agrees that it contains the
' entire agreement between the parties.

12.  Respondent is not under the influence of any drugs or alcohol at the time she signs
this Stipulation and Consent Order.

¥ 13, Respondent voluntarily enters into this agreement after the opportunity to consult
4 with legal counsel and is not being coerced by anyone into signing this Stipulation
i | and Consent Oxder.

. II 14,  Respondent voluntarily waives her right to a contested hearing before the Board of
Sie OFYERMONT ; Nursing and waives any right to appeal from this Stipylation and Consent Order.

15.  Respondent agrees that the Order set forth below may be entered by the Board.
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CONSENT ORDER
Based on the Stipulation above, it is QRDERED AND ADJUDGED as follows:

A.  The Board of Nursing hereby WARNS the Respondent’s license. Such wening is
reciprocal to existing discipline in a foreign jurisdiction and does not arise from any
tisconduct in Vermont,

B, Should the underlying Maryland Order of Reprimand be vacated or expunged, it shall
be Respoundent’s responsibility to notify the Board and provide satisfactory
documentation of the same, whereupon this Consent Order may be vacated,

C This Stipulation and Consent Order is a matter of public record and may be reported
to other licensing authorities as provided in 3 V.S.A. §129(a).

D, This Stipulation and Consent Order will remain part of Respondent’s licensing file
and may be used for purposes of determining sanctions in any future disciplinary
matter,

1 AGREED TO:

S Geteiol Gl
State Prosecuting Attorney

RIYA C.MATHEW

e 1211, o

RIYB C Mathew AT

| APPROVED AS TO FORM:

STAYE OF VERMONT | | o d:_ /'z,/ (d /cz/

" * Matthew D> Gilmond
I ;’/
| { APPROVED AND SO ORDERED: VERMONT BOARD OF NURSING
. ! f’. N
TREAR Dated: ///9-/[/\)’- By:, M(/L}tt/\
Prosecuting ﬁttﬁmey Chairperson

Professlonal Regulatlon
89 Main Street
3rd Floor
Montpelier, VT
05620-3402 - 3

Office of ! Date of Entry:, /. //J//5 I
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FINAL DECISION ARD ORDER OF REPRIMAND
IL P D BAC

On or about June 10, 2011, the Maryland Board of Nursing (the “Board”) recclved &
complaimt regarding the nursing prastico of Riya Mathew (the “Respondent™), As a result of that
compleint, the Board conducted an investigation. Baged on the information provided to the
Bowd duwing the investigation, by lettr 10 the Rospondent datod July 22, 2013, the Bousd
charged the Respondent with violations of the Nurse Prastice Act, specifically Md. Code Am.,
Heslth Oce, (“H.0.") § §-316(s): s

(8) Doos ain act, that ls inconsistant with gencrelly acoopted professional

standards in the practice of registered nursing or licensed practical
nurding;

(10) Has violated any provision of this titls;

(22) Deolegates nursing acts or responsibilities 1o an individual that the Licensee
knowe or has reason to know lacks the ability or knowledge to pexform;

(24) TFails to properly supervise jndlviduals to whom norsing acts or
. rcsponsibilities have been delegated; and

(30)  Violates regolations adopted by the Board or an order from the Bonrd,
specifically:

COMAR 10.27,09,02 .1, Assignment, Delcgation; and Supervision.
(1) The RN may assign nursing aots or delegate nursing tasks to
individuals who are competent to perform those act or tasks, when
the assignment or delegation does not jeopardize the client’s
welfare. <

COMAR 10.27.11.03,A, The nursc may delegste the responsibility
to perform a nursing task to an unlicensed individual, a certified

1
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nursing assistant, or a medication tcchnician. The Delegnting
nurse retains ths acconntability for the nursing task.

COMAR 1027,11.03.D. When delegatmg a nurging task to an
unlicenscd individusl, certified numing essistant, or mcdicﬂtlon
technician the nurse shall;

(1) Make an assesement of the patient's nwsing care needs before
delegating the task;

(2) Bither instruct the unlicensed individwal, certified mnrsing
assistant, or medication technician In the delegated task or verify
the unlicensed individual's certified nursing assistant’s, or
medication technician's competency to pecform the nursing task;
(3) Supervige the performance of the dolegated musing task in
accordance with Regulation, 04 of this chapter;

(4) Be accountable and responsible for the delegated tasks;

(5) BEvaluate tho performance of the delegated nurslng tagk; and

(6) Be responsible for asswing accurats documentation of
outcomos on the nuraing record.

COMAR 10.27,11.03.E. The nurse shall be the primary decision
meker when delcgmmg a nursing task to an unlicensed indlvidual,
certified mursing asmstant, or medication technician, Nnmmg
judgment shall be exercised within the contoxt of tho cmploying
facility's model of nursing practice which includes a mechanism
for:

(1) Identifying those indlviduals to whom nursing tasks may be
delegated;

(2 Roevaluation of the compétency of those to whom nursing
tasks moy be delegated;

(3) Reoognizing that the final decigion regarding dslegation is
within the scope of the nurse's professional judgment;

COMAR $0,27,11.03,F, The registered nurse shall assome the role
of case manager in delegating puraing tasks,...in Situations where ,
the nurse had thoroughly assaszed and documented that:

(1) The client’s health care wueeds are chronic, stable,
uncomplicated, routine, and predictable;

(2) The environment is conducive to the delegation of nursing
tasks; and

" () The client is unable to perform his or her own carc.

COMAR 10.27.11.04.A, The nurse shall determine the required
2



depree of supervision efier an eveluation of appropriate factora
including, but not Jimited to the:

(1) Stability of the condltion of the olient;

(2) Training of the individual to whom the nursing task is being
delegated,

(3) Nature of the nursing task boing delegated;

(4) Orentation of the unlicensed individual, certified nwsing
nssistant, or medication technician to the specific patient
environment;

(5) Ability of the unlicenged individual, certified nursing azsistant,
or medication technician to perform the.delsgated nursing task in 8
safe end competent manner; and

(6) Reovaluation of the client's health status;

The Board's charging document also notified the Respondent of the Respondent’s
opportimity to request an evidentary hearing before the Board regarding the Board's charges
against her. The charging document further advised that if the Rospondent failed to request a
hearing within thirty (30) days from the {sswance of the charging document, the Respondent
would waive her right to a hearing. In the event of such a waiver, the charging document
advised the Respondent that the Board would issue a defhult order puxsuant to § 10-210(4) of the
Adminlstrative Procedure Aot, Md. Code Arm,, State Gov't §§ 10-201, ef szq., wherein the
Board could, pursuant to H.O. § 8316, sanction the Respondent's license, The Respondesit
falled to Tequest a hearing, On December 17, 2013, a quorum of the Board was present and a
defanlt proceeding was held. Tracy Bull, administrative prosecutot, presented the caseé on behalf
of the State of Maryland.

‘0. FINDINGS OF FACT
The Board makes the following findings of fact based upon the entirety of the record:
it At all times relevant, the Respondent was licensed to practice as a registered nurse

(“RN™) in the State of Maryland, license number R189157.



C . .

.' 2, On June 10, 2011, the Board raceived a complaint from the Department of Health
and Humay Services-Aging and Digability Services, Medicaid Waiver for Older Adults Program
regarding the nursing and medication technician (“MT”) practices al an Assisted Living Facility
("the ALF") in Rockville, Maryland.

3. The Assisted Living Menager (the “ALM") of the ALF is a certified MT in the
State of Maryland. ‘

4, The Owner (the "Owner") of the ALF is the mother of the ALM, The Qwmer is
also the Alternate Agsisted Living Mauager and a certified MT in the State of Maryland,

5. The Respondont entered into a Delegating Nurse Consultation Agreement with
the ALF an August 1_6, 2010. The Respondent was also the Delcgatlué Nurse (“DN) for seven
(7)-oth'er assisted living facilities operated by the Owner. ' Overall, the Respondent was the DN
for a combined population of 67 residents,

6. According to Delegating Nurse Consultation Agreement, the DN was
“regponsible for the delegation of medication administration and supervision of medication to
residents at [the ALF] in compliance with COMAR 10.07.14.20.” Per the agreement, the DN
was also responsible for teaching the medication adwinistration training program, providing
clinjcal updates to staff MTs, and assessing the competency of staff MTs during the 45-day
visits. The agreoment also stated that the DN “will only delegate medication administration 1o an
individual who ha3s complsted a Board spproved Medijcation Administation Trainlng Program
for Assisted Living and who is certified with the Board as a Medicetion Technician.”

7. Acoording to the complaint, on or about June ‘6, 2011, a Sucia) Worker and Aduit

Bvalvation and Review Services Nurse for Monigomery County (*AERS Nurse”) were



conducting an on-site, joint re-assessmeaqt of services provided to a resident (“Resident-A”) at the
ALF,

8. Durlng the on-site visit, the Socia] Worker and AERS Nugge observed a staff
member (“Caregiver A") administer crushed-up medications in mpple ssuce to a sesident.
Caregiver A told the Social Worker mnd the AERS Nuyse that she had to orush up the
medications and put them inlo the applesauce of a resident because medications wero found
pocketed or gpit out by the resident,

9. When quostioricd by the Social Worker 5 to her training and oerdfit;nﬁon for
medication administstion, Caregiver A remained quiet and would not answer the Social
Worker’s quostion.

10.  Carcgiver A was not a certified MT. Accarding to an Employes Schedule
received fiom the ALY, Caregiver A worked soven days a week from 7:30 a.m. to 7:30 p.m. and

. is listed na 8 “hounsckeeper.”

11.  According to the Reportable Events Form dated Juns 6, 201%, \.vhm interviewed
by the Social Worker, the ALM stated thet he was the only MT in the ALF.

12, The ALM wrote in an April 11, 2011 care note, “Resident A remains mostly
compliant with taking her medications from the medioation 1echnicizm.” ' _

13,  On Avngust 2, 2011, the Office of Health Crre Quality (“OHCQ") conducted an
unannounce;d visit based upon the complaints received from the Social Worker and AERS Nurse
regarding medication mansgement ot the ALF.

14,  According to the August 2, 2011 OHCQ survey report, when interviewed by the
QHCQ surveyor, another caregiver (“Caregiver B") admitted to administering medivations to
Resident B, Carogiver B told the OHCQ surveyor that ghe mixed pre-cmshed medjoations,
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prepared by the ALM, in spplesauce and fed it to Resident B. Caregiver B state:i that she
administered Seroquel and Namenda? to Resident B, Ceregiver B told the OHCQ surveyors that
sho had not-recelved any medication edministration training from th¢ Respondent. Caregiver B
was not a certified MT, |

15.  The June 2011 Medication Administration Record (MAR) for Resident B was
initiated by the ALM, indioating that he administered the following medications to Resident B at
the following times: 125 mog Bynthroid, 1 tablet by mouth each day (glver at 7 a.m.); 10 mg
Aicept, 1 tablet by mouth, twice daily (given at 8 am. and 8 p.m.); 10 mg Numenda, one tablet,
twice dally (given at 8§ am. and B p.m.); Toprol 25 mg, 1 tablet by mouth each day (given at 10
a.m.); Lexapro 10 mg, 1 tablet by mouth each day (niven at 10 a.m.); 25 mg Seroquel, 1 tablet by
mouth at poon for anxiety (given at 12 p.m.); Vytorin 10/20 mg, 1 tablet by mouth each day
(given at 12 p.m.); and 25 mg Seroquel, 1ake 1 tnl;lct by'mouth, at bedtime for amxiety @veﬁ' at 8
p.am).

16.  According to the Summary Statement of Deficiencies in the ORCQ survey report,
the ALF fhiled to comply with the Medication Management and Administration reguletions
undst COMAR 10.07.14.29.A, which requires that “all staff who -edminister medivatione to
resident shall have completed the medioation adminjstm_tion course that is tanght by a registered
nurse who is approved by the Maryland Board of Nursing.” The OHCQ surveyors aleo reported
deficiencies for the ALF failing to comply with COMAR 10.07.14.29.B; COMAR
10.07:14.29.M; and COMAR 10.07:14.35.

‘.Scw-qﬁnl Is the wade nn-mo for quetiopine, anh agtipsychotic, Somne side offtcts Include orihostatic hypotension,
palzures, neuroleptic malignant, taokyoardin, and tardive dyskinesia,

INamonda fa the trade pRme for mamantine, an ant-Alzhelmer agont.
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17.  When interviewed by the Board Investigator on November 10, 2011 about the
OHCQ survey findings, Caregiver B iojtially stated that Residpim B’'s medioations were 1efl out
in a medication cup® by the ALM and she crughed them and mi:xed them with applesauce which
she then fod to the Tcsiden“. Lalcr in the sare inferview, Caxeigivar B slated that Resident B's
family had brought ln the medications which she said she crlushed up at the direcdon of the
family. And then later in tho same interview, Caregiver B: stated that the family crushed

!
Resident B's medication and fed it to the resident end gho just tade sure the resident swallowed

it

18,  Upon review .of the Muy 2011, June 201;1, and July 2011 Medication
Administration Records (MARs), the ALM’s initiala appenr %m every single day of the three
month period for ol medications administered to all of the midgcnts.

19,  When interviowed- by the OHCQ surveyor, the ALM admitted to qrushing
medicatjons and mixing them with spplesauce to feed to the res:idcma. At the tme of the OHCQ
| survey in August 2011, neithor Resident A nor ilssident B had a physician’s order for cruslﬂng
thoir medications. |

20.  According 1o the Summary Statoment of Deficiencies in the OHCQ survey report,

the ALF failed to ensure thal medications were administered consistent with ourrent signed
-medical orders in violation of COMAR 10.07.14.29.M. .
21.  The OHCQ surveyors reviewed Resident A’s i_‘ecoxds and found documentation

that tho pharmaocist recommended an September 8, 2010 and: April 9, 2011 thst Resident A’s

? In o Scptember 28, 2006 OHCQ Survey Raport of the ALF, the OHCQ Survoyurm roported In the Swmmery
Statement of Doficlencios that the Rospondent, 8z the ALM, would ledva medicalons In medication qups for
uacertified/ untrained smSf membders to adrulnlater o residemts, The Surveyors alto found cmhed medlcation In
appleanuce in 8 medication cup in the kitchen, i



Sinemet blood level be checked. When questioned by the OHCQ surveyors, the ALM stated that
Resident A's family did not want to psy $50 for a home care agency 10 draw the maident‘g blood
or take (be resident to an outside facility.

22,  According to the Summary Statement of Deficiencies in the OHCQ survey roport,
the OHCQ surveyors found that the ALF failed to comply with COMAR 10.07.14.35 for feiling
1o provide any documentatlon indicating that the ALF had made en attempt to follow the .
. pharmacist’s recommendation and fhiled to document any kind of communication with Resident

A's fimily regarding the recommendation. ’

23.  Upon further Ini'esﬁgat'ion, the Board Investigator obtained an OHéQ survey
report for a survey conducted at the ALF on Seplember 28, 2006. According to the Summary
Statement of Deficiencies in the September 2006 m.nvey report, the OHCQ surveyors observed
uncertified and untroined staff suembers administering medications to residents seated ot the
dining room tables. The medications were in medication cups with each resident’s name on i,
Acoording ta the report, vadditional observation revepled crushed up medication in applelsauce
in a medicatlon cup on 1he.}dtchen counter.” The OHCQ surveyor found that the ALF violated

-' regulations regarding Medicatioo Menagement under COMAR 10.07,14.29.K because the staff
member wes pot a cestified MT nnd bad received no treining regerding medioation
administration. '

24,  According to the September 28, 2006 OHCQ survey roport, when interviewed by
the OHCQ surveyor, the ALM stated that he “pours the residents’ medication in the medijcation
cups for Staff #2 to administer to the residents while be went to another facility,” The OHCQ

surveyor wrote in the September 2006 survey report that the ALM ‘“revealed his



acknowledgement that it 1s not acceptable practice to pour medicines and to allow someons ¢lse
to admlnister them,”

25, Ths OHCQ surveyor cited the following xeference in her Seplember 20ﬁ6 OHCQ
survey repoxt: I.

The Course Curriculum from the Maryland Board of Numsing for Medication

Technician Training-Assisted Living, Chapter 2, Section 4, states in capital

Jetters: “You cannot have Bomeone clse chart medication thet you have

;d’ministercd...only the person who haa administered the medication may chart

26.  When interviewed by thie Board’s Investigator, the Respondent stated that she was
not aware that Caregiver A and Caregivex B were administering medications to the residents.
The Respondent also denied knowing that medications were beiug crushed and administered
without a physician’s order.

27.  The Respondent told the Boards’ Investigator thai, after the OHCQ survey was
completed, she reprimanded the ALM and required him to take an 8-hour renewal olass.

28.  The Respondent continues to be employed as the DN for the eight assisted living
facilities operated by the Owneér. ‘

29.  The Board finds that, based upon the OHCQ survey dated August 2, 2011, the
Respondent, while acting ag a delegatiog nurse, delegated nursing acts and responsibilities to
individuals she knew (I)r should have known did not have the kmowledge or ability to perform
them. Phrthmnom,l once the Respondent delsgated those aats, the’ Respondent failed 10
sufficiently supervise any of the nursing activity at the ALF, The ﬁcsponden!’s improper
delegation and failure to propetly supexvise the staff at the ALF rosulted in poor documcm;nion
and ignorance to physician orders an the medication administration, The Board finds thit the
Respondent’s conduct violates H.O. § 8.316(a)(8), (22), and (24).
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30. In its discretion, the Board declines to find that the Respondent violated H.0.
§ 8-316(2)(10) and (30). Accordingly, those charges will be dismissed,

31.  The Board finds that the Respondent’s violations of the Nurse Practice Act fall
within category F.(1) of the Board’s sand_ioniqg guidslines. See COMAR 10.27.26.07.F(1) The
renge of potential sanctions under category F.(1) includes roprimand to probation for five (5)
years and/or & minimum fine of $1,000 to a maximum fine of $3,000, Jd.

1. CONCLUSIONS OF LAW

Based on the foregolog Findings of Pact, l.l;c Bonrd concludes that the Respondent
violated H,0, § 8-316(2): .

(8) Doos mn act that is Iconsistent with generally accepted professional

stam_laxds in the practice of registered nuising or licemsed practical
TUISINgG; :

(22) Delegates nursing acts or responsibilities to an Individunl that the licensee

g Imows or has reason 1o Jmow lacka the ability or knowledge to perform;

and

(24) PFails to properly supervise individuals to whom iursing scts or '
responsibilities have been delegated.

IV. ORDER
Based upon the foregoing Findings of Fest and Conclusions of Law, it 13 bareby:
ORDERED that the July 22, 2013 charges issued by the Board in this case in jts
“Charges under the Maryland Nurse Practice Act” elleging vialations of Md. Code Ann, Health
.Occ. § 8-316(2)(10) and (30) are hereby DISMISSED; and it is further
ORDERED that the License of the Respondent, license number R189157, to practice as a
registered nurse in the State of Maryland is hereby REPRIMANDED; and it Is further

ORDERED that the Respondent shall satisfactorily complete a course approved in
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advance by the Bowd Jn DELEGATION and shall provide written proof of successful
completion of this course to the Board within 8IX (6) MONTHS of the effective dats of this
Order. Failure to provide written proof of successful corpletion of these courses shall constitute
2 violation of this Order; and it is further

ORDERED that the Respondent shall have contacted, and scheduled an sppointment
with, the Board of Nursing’s Discipline/Compliance unit no later than MONDAY FEBRUARY
19, 2014, for the purposs of beginning compliance with tho terms and conditions of this Order.
Failure to do so will constitute a violation of this Order; and it ia further

ORDERED that the Reppondent is responsible for any costs associated with this Order)
and be it further

ORDERED that if the Risspondent violatss any of the terms and conditions of this Order,
the Board, in its discretion, after notice and an opporinity for an evidentiacy hearing before the
Board, if there is a genuine dispute as to the material fact(s), or an opportunity for & show cause
hearing befare the Board, may impose any other disoiplinary sanction which the Board may have
jmposcd in this case under H.O. § 8-316(s) including probatian, suspensior, revocation, aud/or
monetary fine, said violation baing proven by a preponderance of the evidence; and it is firther

ORDERED that this dooument iz 8 PUBLIC DOCUMENT under Md, Code Amn,,

State Gov’t §§ 10-611, ef seq. (2009 Repl. Vol.). T R
: patricla A. Noble .
e " The Exacutive Director’s Signature
“ﬁ_mfﬁﬂfffi;*éyg % 2 % ( Appears on.the Grigine) Document s
Dite 4
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