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P N VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AN D INI?EPENDENT 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

November 23, 2009

Mr. Steven Doe, Administrator
Our Lady Of The Meadows

1 Pinnacle Meadows

Richford, VT 05476

Dear Mr. Doe:

Enclosed is a copy of your acceptable plans of correction for the complaint investigation conducted on
August 31, 2009. 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,

‘JZS‘W C(-)Mﬂu,ms

Suzanne Leavitt, RN, MS
Licensing Chief
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. 5.5 General Care

5.5.a Upon a resident's admission to a
residential care home, necessary services shall
be provided or arranged to meet the resident's

: personal, psychosocial, nursing and medical care
" needs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to demonstrate that services were provided
to meet the personal, nursing and medical needs
of 2 applicable residents reviewed (Resident #1,
6). Findings include the following:

1. Per review of a comprehensive assessment
completed by the facility, Resident #1, admitted in

- 6/09, had long and short term memory loss,

" required extensive assistance with all activities of
daily living (ADLS), management of occasional
incontinence, medication administration, and was
noncompliant with diet/nutrition and at risk for
weight loss due to poor oral intake. Per review

- by licensed nursing staff: Resident#1's
admission to the facility in 6/09 and discharge
weeks later in 6/09. There were no additj
progress notes regarding the resident’
during the 2 week stay despite the resj
risk for nutritional deficit /weight loss

on 7/13/09 and 7/29/(09, there were only 2 entries i
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R100 Initial Comments: R100
A Complaint investigation was initiated on 7/13/09 S - <1 acde 3
and was completed on 8/31/09. ro
Deficiencies cited at R126 are directly related to
" the complaint allegations.
R126 V. RESIDENT CARE AND HOME SERVICES  R126 T
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R126 - Continued From page 1

of medications on several occasions as well as

. staff decision to withhold anti-hypertensive

medication based on a pulse rate checked daily.
a. Perrecord review and interview of direct
care staff on 7/13/09, an 'S"' recorded on a flow

. chart for intake indicated that Resident #1

consumed some portion of a high
protein/carbohydrate shake, the resident's
preferred food. Directions on the flow chart

" instruct staff to document the percentage of

food/fluid consumed. Per on-site interviews on
7/13/09, direct care staff stated thatthe 'S
meant that some or the entire shake was
consumed but were unable to explain why the

. percentage of intake was not recorded. Per

" interviews on 7/13/09 and subsequent telephone
" interviews of staff from other shifts, direct care

' staff confirmed that the resident frequently

- pushed the shake, and other items offered, away
" and only consumed small amounts at any one

time after much encouragement. There was no
evidence of nursing oversight to assess the
resident ' s intake or evaluate staff ' s
documentation of the information.

b. Resident #1 intermittently refused
medications, including anti-hypertensive and
antidepressant drugs. Anti-hypertensive
medication was withheld based on a low pulse
rate on four separate days (6/11, 6/12, 6/17,
6/18/09). There was no evidence of nursing
oversight/evaluation of the puise rate that was
below the facility threshold for administering the
drug. There was no evidence that the resident’ s
physician was notified of the resident ' s pulse

rate and the decision to withhold the drug, as well

as the resident ' s intermittent refusal of
medications.
c. Perreview of documentation of ADL care,

- Resident #1 received only one full bath/shower
. (which includes a shampoo and nalil care) on

R126
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: 6/13/09 during the 2-week stay. According to the

' flow sheet, a shower/bath was due 6/20/09.
Although the resident received personal care
each morning and evening there was no

. documentation or other evidence that the resident
received a full bath/shower/shampoo and nail

" care on 6/20/09. Per interview on 7/13/09, direct
care staff confirmed that a bath/shower was due
on 6/20/09.
d. Per record review, Resident #6 had physician
‘s orders for an anti-hypertensive medication to
be administered on a daily basis. The Medication
Administration Record (MAR) directed staff to
withhold the medication if Resident #6 ' s pulse
rate was below [the facility threshold for

- administering the medication]. Per review of the
6/2009 MAR, the medication was withheld on
6/30/09 due to a decreased pulse rate. Per
record review, there was no physician ' s order
authorizing staff to do this nor was there any
evidence that the physician was notified of the
pulse rate and that the resident ' s medication
was withheld.

R128 V. RESIDENT CARE AND HOME SERVICES
S8=D

5.5 General Care

5.5.c Each resident's medication, treatment, and
dietary services shall be consistent with the
physician's orders.

This REQUIREMENT is not met as evidenced
by: .

Based on record review and interview, the facility
failed to obtain written signed orders from the
physicians of 2 applicable residents reviewed,
who were receiving anti-hypertensive
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medications, to administer or withhold the
medication based on each resident ' s pulse rate
(Residents #1, 6). Findings include the following:
1. Perreview of the June 2009 Medication
Administration Records (MARs) on 7/13/09 and
7/29/09, Residents #1 and #6 received an
anti-hypertensive medication. Each resident's
MAR directed staff to withhold the medication if
the residents ' pulse was below the facility ' s
threshold for administering the medication. Per
review of each resident ' s physician ' s orders,
there were no written signed physicians ' orders
authorizing staff to do this. This was confirmed
with the nurse on 7/29/09.

V. RESIDENT CARE AND HOME SERVICES

5.7 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.

This REQUIREMENT is not met as evidenced
by:

Per record review and interview, the facility failed
to complete the required assessments for 2 of 4
applicable residents reviewed who were admitted
to the facility in 2009 (Residents #1, 2). Findings
include the following:

1. Per record review on 7/13/09, no assessment

was done for Resident #2, admitted in 6/09. This
was confirmed with the nurse on 7/29/09.

R128
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R134 Continued From page 4 R134 !
2. Per record review on 7/13/09 the assessment | 8 cf %’\ AcHE D Y/ v /29

done on Resident #1 was inaccurate. In Section !
L1, Medications, (listing 5 categories of
medications), the facility failed to document that
the resident was administered a diuretic and an
anti-depressant on 6 of the previous 7 days, and | j
instead indicated that the resident took none of
the categories of medications listed. This was

confirmed with the nurse on 8/27/09.

- oC ]
3. Per review of the assessment done on R 11-23-09  pheded P CN*"*M
Resident #1 on 7/13/09, the resident ' s weight B\ Ae'd - zuvo% ch_{dg) (M’Mm j

was not obtained even though the resident had a
history of poor oral intake and was at risk for
weight loss. This was confirmed with direct care
staff on 7/13/09.

L»WW) (U\)

R151 V. RESIDENT CARE AND HOME SERVICES R151
SS=D

. 5.9.¢c (8)

Ensure that the resident's record documents any
changes in a resident's condition;

This REQUIREMENT is not met as evidenced
by:
Based on record review, the nurse failed to
assure that changes in resident condition were
documented for 2 of 3 applicable residents
reviewed (Residents #3, 7). Findings include the
following:
1. Per review of the June 2009 MAR on 7/13/09,
Resident #3 was administered cough syrup on 15
occasions between 6/2/09 and 6/16/09. There
were no nursing progress notes regarding the
resident ' s condition nor was there any evidence
that the resident ' s physician was informed, per 1

. the direction of standing physician ' s orders that ' ;
state to contact the physician after four days of ]
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R153 V. RESIDENT CARE AND HOME SERVICES

- on 7/13/09, neither resident was weighed after
. admission to the facility in 6/09. This was

R200 V. RESIDENT CARE AND HOME SERVICES

' R151

Continued From page 5 {

cough syrup administration.

2. Perreview on 7/13/09, a single nursing
progress note of 4/12/09 stated that Resident #7
developed a cough and congestion. An entry on
4/13/09 stated that the resident ' s responsible
party was called and informed of the resident ' s
condition but there were no notes describing the
resident ' s condition. Notes on 4/14/09 indicate |
an increase in the resident ' s symptoms and
subsequent hospitalization.

R153

5.9.c (10)
Monitor stability of each resident's weight;

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to monitor the body weight of 2 of 5
applicable residents reviewed (Residents #1, 2).
1. Per review of records of Residents #1 and #2

confirmed with direct care staff and the nurse on !
7/13/09 and 7/29/09. ;
|
! R200

5.15 Policies and Procedures

Each home must have written policies and
procedures that govern all services provided by
the home. A copy shall be available at the home
for review upon request.
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~1. An open container of Pedialyte, an electrolyte

+ kitchen on the St. Joseph ' s unit on 7/13/09. The

Continued From page 6

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to develop policies and procedures
governing the use of a pulse oximeter. Findings
include the following: !

1. Based on record review, there were no
policies and procedures governing the use of a
pulse oximeter. Per interview of direct care staff
the licensed nursing staff, a pulse oximeter was
used to obtain pulse rates of residents who were
administered anti-hypertensive medication. The
pulse rate determined whether or not the
medication was administered or withheld. This
was confirmed per interview with the nurse on
7/29/09.

VII. NUTRITION AND FOOD SERVICES

7.2 Food Safety and Sanitation

7.2.d The home shall assure that food handling !
and storage techniques are consistent with safe
food handling practices.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to discard the remainder of an electrolyte
solution within an appropriate time frame per the
directions on the label. Findings include the
following:

solution, was observed in the refrigerator in the

date '4/09' was written on the label, indicating !
when it was opened. Directions on the label

R200

R249
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R249 Continued From page 7

stated to use within 48 hours of opening. The
caregiver present acknowledged the directions
and discarded the solution.

R268
SS=A

IX. PHYSICAL PLANT

9.2 Residents' Rooms

9.2.a Each bedroom shall have at least 100
square feet of useable floor space in single
rooms and at least 80 square feet per bed in
double-bed rooms, exclusive of {oilets, closets,
lockers, wardrobes, alcoves or vestibules. These
specifications may be waived for beds licensed
prior to the adoption of the 1987 regulations.

- This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the facility
failed to provide sufficient bedroom space for 2
. applicable residents. Findings include the
following:

1. Per interview, the manager stated that a

private room was converted to a semi-private
room to accommodate the admission of Resident
#1. Per observation on 7/13/09 and subsequent
measurement by the facility, the room contained
135.4 sq. feet of usable space, 25 square feet
short of the required minimum of 160 square feet
necessary for double-bed rooms. This was i
confirmed with the manager of the facility on
8/27/09.

R302 |X. PHYSICAL PLANT ,
SS=D ‘

9.11 Disaster and Emergency Preparedness

i R249

- R268
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- 9.11.c Each home shall have in effect, and O TACHED /ir>9

. 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 building

. when necessary. All staff shall be instructed

' periodically and kept informed of their duties

~under the plan. Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of
day among morning, afternoon, 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 |

" by: oC (poition
Based on record review and interview, the facility R30T  1-23~U4 A U € [
failed to conduct fire drills on all three shifts as B\ prctd 1l-2ss Uob ch{;h‘) Mm«» —}
required. Findings include the following: ! — NN RN —
1. Per review of fire drill records of 5/08 - ‘ 7

5/22/09, eight drills were conducted between the
- hours of 7 AM and 7 PM, but none were !
- conducted on the night shift This was confirmed .
with the manager on 7/29/09.
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R126
5.5.a
Action: Actions to correct the deficiencies pertaining to Resident #1 are not
possible at this time as Resident #1 was discharged on June 20 , 2009.
Physician order to withhold Beta Blocker medication obtained for
Resident #6 on 8/7/09
Medication Administration Procedure for Beta Blockers have been adopted and
are in currently in place. (See Attachment A)
A revised Resident Monitoring/Observation by Staff Policy and Procedures has
been adopted to specifically include “Refusal to eat and or Drink” and “Refusal of
Bathing or showering for more than seven days”.(See Attachment B) The RN
will review this policy with all direct care staff by no later than September 18,
2009. .
£126—11-23-04 Pec acapk) an i, —— C.Lencong, RA)

The RN will review the Medication/Treatment Orders/Transcriptions Policy
(Attachment D) with all direct care staff by no later than November 19, 2009 to
insure that all Physician orders are transcribed accurately.

Measures: Administrator and Licensed Nursing Staff will insure that

all documentation will reflect that all necessary services have been provided

or arranged to meet the Resident’s personal, psychosocial, nursing and medical
care needs, by taking the following measures:

Licensed Nursing Staff will educate all direct care staff authorized

for medication administration on the written policies and procedures
regarding Beta-Blockers and will review the revised Resident
Monitoring/Observation policy with all direct care staff by no later than
September 18, 2009. The RN will also review with all direct care staff the
Medication/Treatment Orders/Transcriptions policy no later than
November 19, 2009.

Monitoring: The RN will provide overview to insure compliance
a2
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5.5.¢c
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5.7.a

Action: Actions to correct the deficiencies pertaining to Resident #1 are not
possible at this time as Resident #1 was discharged on June 20 , 2009.

Physician order to withhold Beta-Blocker medication due to low
pulse obtained for resident #6 on 8/7/09

Medication Administration Procedure for Beta Blockers have been adopted and
are in currently in place. (See Attachment A)

Measures: The RN will insure that each resident’s medication, treatment and
dietary services shall be consistent with the physician’s orders.

Monitoring: RN will educate all direct care staff authorized for medication
administration on the written policies and procedures regarding Beta Blocker
medication and monitor that procedures are followed to insure that this deficient
practice does not recur. '

c, LCMOM§7' f\’.l\)

Action: Actions to correct the deficiencies pertaining to Resident #1 are not
possible at this time as Resident #1 was discharged on June 20 , 20009.

A written assessment was completed on 07/23/09 for Resident #2 consistent with
the physician’s diagnosis and orders, using an assessment instrument provided
by the licensing agency.

Measures: The RN will complete the written assessment for each resident within
14 days of admission and at least annually thereafter or at anytime that there is a
significant change. The resident’s abilities regarding medication management
shall be assessed by the RN within 24 hours and nursing delegation will be
implemented, if necessary.

* Monitors: The RN and Administrator will monitor this practice to insure that

this deficiency will not reoccur.
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5.9.c (8)



R153

R200

R249

Action: No appreciable action can take place on this specific deficiency as the
Nurse Progress notes are part of the resident’s permanent record and cannot be

, altered.

Measures: The RN will ensure that each resident’s record documents any
changes in a resident’s condition and determine what action, regarding the
specific condition, should be taken.

Monitors: The RN will monitor this practice to insure that this deficiency will
not reoccur.

RA51  jy-23-~0q Poc ch_affa) o wadtan. — C. Lma.uzuh et

5.9.c (10)

5.15

Action: Actions to correct the deficiencies pertaining to Resident #1 are not
possible at this time as Resident #1 was discharged on June 20 , 2009.

Resident #2 was weighed by the RN on 07/01/09. This was documented in the
Resident #2’s Medication Administration Record.

Measures: The RN will ensure that each resident will be weighed within 24
hours of admission and at the first of each month thereafter or as directed by the
physician.

Monitors: The RN will monitor this practice to insure that this deficiency does
not reoccur.
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Actions: A written policy and procedure was established regarding the usage of a
pulse oximeter was developed on 9/11/09. (See Attachment C)

Measures: The RN will educate all direct care staff authorized for Medication

Administration on the written policies and procedures regarding the use of the
pulse oximeter by no later than 9/18/09.

Monitors: The RN will monitor this practice to insure that this deficiency does
not reoccur.
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Actions: As noted on the survey Statement dated 8/31/09, the Pedialyte was
promptly discarded.

Measures: All staff will assist in monitoring the expiration dates on food items/
Supplements and assure that food handling and storage techniques are consistent
with safe food handling practices.

Monitoring: The Administrator and RN will provide oversight to assure
compliance.
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R268
9.2.a
Actions: As of 6/20/09 the room in question resumed being a private room
meeting the requirement of having at least 100 square feet of useable floor space.
Measures: The Administrator has clearly identified which rooms are suitable for
double-bed rooms and which rooms are strictly private.
Monitors: The Administrator will providé oversight to assure that all room
assignments are in compliance with regulations.
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9.11.c
Actions: On 8/20/09 a fire drill was conducted at 12:35am during the night
shift. :

Measures: Four fire drills have been conducted thus far this year. One at
11:15am, one at 4:15pm, one at 3:10pm and one at 12:35am. The Administrator
will arrange for two more fire drills to take place before December 31, 2009. One
will be in the morning and one will be at night.

Monitors: The Administrator will provide oversight to assure compliance.
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(Attachment A)

Medication Administration Procedures for BETA-BLOCKERS

What is a BETA-BLOCKER?

Beta blockers (sometimes written as B-blocker) are a class of drugs used for various indications,
but particularly for the management of cardiac arrhythmias, cardioprotection after myocardial
infarction (heart attack), and hypertension. Propranolol was the first clinically useful beta

' adrenergic receptor antagonist. Invented by Sir James W. Black, it revolutionized the medical
management of angina pectoris and is considered to be one of the most.important
contributions to clinical medicine and pharmacology of the 20th century.[1] Beta blockers may
also be referred to as beta-adrenergic blocking agents, beta-adrenergic antagonists, or beta
antagonists.

Examples of beta-blockers include: acebutolol, bisoprolol, esmolol, propranolol, atenolol,
labetalol, carvedilol, metoprolol, and nebivolol.

Reference: www. Wikipedia.org
" For those residents on a Beta Blocker the procedure will be as follows:

1. The Resident’s pulse will be monitored weekly manually using the radial pulse or as
directed by the resident’s physician, by a Licensed Nurse or authorized individuals
and the results will be documented on the Medication Administration Record.

2. The RN will follow up with the resident’s physician as needed and document as
appropriate.



(Attachment B)

Resident Mdnitoring/Observation by Staff

POLICY: The Direct Care Staff shall monitor for changes in resident status, report any changes observed
to the RN and provide appropriate documentation in a timely manner according to established

procedures.

PROCEDURES:

1. All Direct Care Staff will, on an ongoing basis, observe for changes in the status of residents.

2. Examples of resident changes that staff may observe include:

a.
b.
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k.

Increased swelling in the ankles, fingers, feet and/or hands
Rashes, bruising, skin tears, or a change in the condition or color of the skin
A change in appetite, fluid intake, or weight loss/gain.

i. Refusal to eat and/or drink

ii. Difficulty swallowing and/or eating
A change in mood, emotion or daily habits.
A change in sleeping patterns.
A change in the color, odor, and/or consistency of urine or bowel movements
A change in the resident’s normal temperature, pulse or blood pressure.
Refusal of bathing or showering for more than seven days.
Difficulty breathing/shortness of breath

" Change in skin color

Change in vital signs

3. All Direct Care Staff will report any changeé to the RN along with the interventions that have

occurred to help to resolve the issue. When staff report changes in a resident’s condition to the
RN, the RN must determine what action should be taken. Interventions that might be

appropriate include:

o o T o
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Assisting the resident with administration of a PRN medication.

Continued observation/monitoring by staff. . ,

Additional evaluation by the RN and/or other health care professional.

Informing the resident’s physiéian of the concern and follow any instructions provided
by him/her.

Scheduling an appointment for the resident with his/her physician.

Calling 911 for emergency assistance.




(Attachment C)

Procedures for using a Pulse Oximeter

1. The Pulse Oximeter may only be used by the Direct Care Staff for evaluating the.
resident’s oxygen saturation level. The Pulse Oximeter is not to be used for
determining a resident’s pulse. (For determining the resident’s pulse, use the radial or

apical method.)

2. Examples of when the Pulse Oximeter may be utilized include:

a.

b.
C.
d

If the resident is having difficulty breathing

There is-a change in the resident’s skin color
There is a change in the resident’s vital signs

The resident is complaining of shortness of breath

3. If one of these conditions occurs the Direct Care Staff will report the resident’s condition to the

RN, the

RN must determine what action should be taken. interventions that might be

appropriate include:

a.

b.
C.
d

o

4. The Licensed Nursing Staff will document any intervention taken in the resident’s nursing notes,

Assisting the resident with administration of a PRN medication.

Continued observation/monitoring by staff as directed by RN

Additional evaluation by the RN and/or other health care professional.

Info'rming the resident’s physician of the concern and follow any instructions provided
by him/her.

Scheduling an appointment for the resident with his/her physician.

Calling 911 for emergency assistance.

along with any follow-up action taken and continue routine documentation until resolution of

the concern is noted
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