/\o"\ NERMON T AGENCY OF HUMAN SERVICES

DEPARTMENT OF DD ISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 0567 1-2060

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

December 14, 2017

Ms. Kathrynn Titus, Manager
Cathedral Square Senior Living
3 Cathedral Square

Burlington, VT 05401-4429

Dear Ms. Titus:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 14, 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. f
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief
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Developmental Disabilities Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation




DEC 11 2017PRINTED: 11/28/2017

FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUFPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
1001 B. WING 1111412017
NAME GF PRCVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3 CATHEDRAL SQUARE
CATHEDRAL SQUARE SENIOR LIVING BURLINGTON, VT 05401
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES I D PROVIDER'S PLAN OF CCRRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETE
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPRCOPRIATE DATE
DEFICIENCY)
R100 Initial Comments: R100
The Division of Licensing and Protection
conducted an unannounced onsite re-licensing
survey on 11/14/17. A regulatory violation was
cited as a result.
' o ‘ s
R171| V. RESIDENT CARE AND HOME SERVICES R171 Effechive imn’\catah:laj, NC;-OZ':*
§8=E L \
%46 \h hove been Y- edvaned X
5.10 Medication Management :
J 4o RCH chula;ﬁof} 5-‘0-3(3).
5.10.g Homes must establish procedures for - . : s
documentation sufficient to indicate to the Ths e -educadion ook
physician, registered nurse, certified manager or p\ace, at ‘e —ﬁrs;r 5‘;\}1%&-{0 L
representatives of the licensing agency that the
medication regimen as ordered is appropriate 6\/1‘\‘5" e Por+ aﬁ'cr T)Nﬁ

and effective. At a minimum, this shall include:

was made aware Of the

(1) Documentation that medications were . :
administered as ordered; dg{r‘. c‘,iC'(’Cb\ and conh ed
(2) Allinstances of refusal of medications, on 4 Adu msls ot

including the reason why and the actions taken by \/\
the home, . Ly il
(3) All PRN medications administered, including Q’U&H Sh \'b% fo

the date, time, reason for giving the medication, r.opo({ FD\” ~the 'eD\\OWW(j
and the effact;

(4) Acurrent list of who is administering Weey . m ‘f%tclld‘q aleo

medications to residents, including staff to whom

a nurse has delegated administration; and ! held & mandator Y |
(5) Forresidents receiving psychoactive , . O
medications, a record of monitoring for side M eet r‘ﬂ on D€C. S Q
effects. (X 1_\ ™ PRy
{6) Allincidents of medication errors, ana Q i rYYiﬂ‘rC’L © _‘_O\,b .
redicanon WS {yney
This REQUIREMENT is not met as evidenced Alussa. YYinukes %H{%Hred
by: ! neeting will e docament
Based on staff interview and record review, the . i
facility failed to ensure that procedures for (Al YA Q\/Wbb—:“o
documentation are sufficient to indicate to the Al staft.
Division of Licensing and Protection
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
e i . , . - Hh
N Administator Dec. & 201F
STATE JORM 1) 6399 N3RS if continuation sheet 1 of 2

&H\ ol (Ltc(,‘g\--c:i W(Ia«\'ﬂ l"\'TYWlﬁ{jMIML




Division of Licensing and Protection

PRINTED: 11/28/2017

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

1001

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING 11/14/2017

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3 CATHEDRAL SQUARE
BURLINGTON, VT 05401

CATHEDRAL SQUARE SENIOR LIVING

J

physician, registered nurse, certified manager or
representatives of the licensing agency that the
medication regimen as ordered is appropriate
and effective for 6 of 6 sampled residents
(Residents # 1, 2, 3, 4, 5, 6). Findings include:

Per review of the Medication Administration
Records (MAR) between August 2017 -
November 2017, staff did not consistently
document the effectiveness of as needed (PRN)
medications for all 6 sampled residents (1-6). The
medications included analgesic, bowel
medications and psychoactive medications, Per
interview with the Director of Nursing (DNS) on
11/14/17 at 11:45 A.M., the DNS stated that staff
are expected to document the effectiveness of all
PRN medications administered. The DNS and the
Facility Administrator both confirmed that staff
had not documented the effectiveness of the
PRN medications as required.
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