/\‘?’\ : VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

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

February 8, 2023

Mr. Steven Doe, Manager
Our Lady Of The Meadows
1 Pinnacle Meadows
Richford, VT 05476-7637

Dear Mr. Doe:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on December
12, 2022. 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,

Mﬂmm

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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On 12/5/22 the Division of Licensing and
Protection conducted an ungnnounced on-site
Investigation of a faciilly reported incident.
Additional information was provided by the
facility's nursing staff on 12/8/22, 12/7/22, and
12/12122. The following regulatory deficencies

were identified:
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This REQUIREMENT is not mat as evidencad
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Findings include.

Per record review Resident #1 was admitied to
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face by Resident #1 and sustained facial
frachures subsaquent to a fall while trying to gl
away from Residont #1, A note written by the
Director of Nursing on the moming 11/18/22
stated Resident #1 “has bacoms unpradictable
and exhibits intermitient bouts of increased
egitation with potential for violence”.

During the time period between Resident #1's
admisgion in March of 2022 and his/her
emergency discherge on 11/18/22 a/he
demonsirated bahaviors posing significant risk of
Injury to other residents, staff, and self. In
addition to the sssault on 11/17/22, Departmental
Notes neported Resldent #1 threstened encther
resident on 4/28/22 raquiring stafi i " keep &
cloge eye to prevent him/her from pushing the
other resident”; "slammed chaire against the wall
a6 though o/he was in active combal” on 8/20/22,
and grebbed a stalf mamber by the neck,
choking him/Mer, requiring two additional stafl to
remove hisMer hands from the etaffs throat, and
visible wounds on stafl's neck on B2,
On /14722 the Diréctor of Nursing noted
Resident #1'% Resivent Assesament wab updated
related to "behavior lssues that could be B
concem for fiaMer or other resident's safely™.

Despits disgnoses of several mental health
conditions and significant indicators of
psychological decompensation, Resident
Assassments for Resident #1 complsted on
sdmission In March of 2022 and in Saeptsmber of
2022 dus to change in behendonal status both
indicate the dats of the last medication review by
a medical provider was 1/8/22 end stated
Resident #1 had not been cvaluated/assessad by
a qualified mental health speciafist

At 3:40 PM on 12/5/22 the Administrative
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R128|.Continued From page 2 R128

Manager in tralring and Finance Manager
conimed Resident #1's multiple mental health
diagnoses and increasingly conasming
Assessments indicstad e/he had not not been
evaluated/esasesad by a qualified mental health
spociafisl.

S

R126| V. RESIDENT CARE AND HOME SERVICES R128 J""’ " N
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5.5 General Care

6.6.c Each reskient's medication, treatment, and
dietary services shall be consistent with the
physician'a orders.

This REQUIREMENT is not met as avidenced

by:

Per record revisw and staff interview there was &
fallure to administer medications as ordered for 2
applicablo residents. (Resident #1 and Resident
#2). Findings include:

o - s

1. Per record revisw Resident #1 was ardered
Tylenol Asthritis 650 mg caplats One tablet avery
8 hours as needed for chvonic pain. Per review of
Resldent #1's Medication Administration Record,
Tylenol Asthvitis Extended Relsase 650 mp
tablets Two tablets scheduled once dally was
administered. On the evening of 12/5722 the
Registered Nursa confinmad tha adminisiration of
Tylenol Arthsitis Extended Releass 850 mg tablsta
to Resident #1 was not consistent with signod
physician’s orders provided on request.

2 Per record revisw Resident #2 was ordered

Division of Licsnsing nd Prosection
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Tylenol 650 mg a3 nesded for pain. Tylenol 650
mg scheduled three times dafly was administsred
on 1111722 - 1144722 and 11/1822 - 11/30722. On
the evening of 12/6/22 the Reglstered Nurse
confimed the admintsiration of Tylenol to
Resident #2 was not consistent with signed
physicien's orders provided on request.

R136 V. RESIDENT CARE AND HOME SERVICES

5.7. Asssssment

8.7.c Each resident shs!) alao be reassessed
snnually and at any polnt in which there ts a
changs in the resident’s phyeical or mental
condition,

This REQUIREMENT Is not met s evidenced
by: .
Based on record review and staff interview there
was a failure to complets an accurste
assessment for cne applicable resident (Resident
#1), Findings include:

Par record review the Direcior of Nursing
compisiad a Resident Assessment on the
afternoon of &/14/22 indicating Residant #1 did
not have a winary tract infection in the last 30
days. Anata willten by the Director of Nursing on
the moming of /14/22 Indicated Resident #1's
wrine specimen tested positive for a urinary tract
Infection that moming. The Resident Assessment
on B/14/22 also did not indicate Resident #2 Is
recelving Enhanced Residential Care (ERC)
services In contrast to a Level of Care Varlancs
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mmwmmwnmmu
recsiving ERC services.

Al 3:40 PM on 12/8/22 the Administrative
Manager in training and Finance Manager
acknowiedped instcuracies in Resident #1's
Resident Assesameant.

V. RESIDENT CARE AND HOME SERVICES

69.c(2)

Oversee of a wittten plan of care for
sach resident that Is based on sbililes and needs
a3 Identifiad in the reskient assessmont. A plan
of care must describe the care and servioes
necessary to assist the resident to mairtain

independence and well-being;

This REQUIREMENT i3 not met as evidenced

by.

‘Basad on record rayjew and siafl [nterview there
was a failure to doveiop a plan of care 10 edkdress
mq,“mmhww
‘Indepandsnca and weil bolng for two applicable
residants (Resident #1 end Resident #2).
Fiufings include:

1. Resident i was admitied to the facilty in
March of 2022 with disgnozes of Dementia, Post
Traumatic Strass Disorder (PTSD), Auditory
Hallucinations, Andety Disorder, history of Major
Dspressive Disorder, Heasing Loss, Dizziness,
Diabetes Metiitus, cardiovascular condiions
including history of a Cerstral Infarction (stroke),
and frequent urinary tract Infections. Resident #1

R146
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Is allergic to bae venom and is prescribed an

Rasident #1 demonsirated

though e/he was In active combal” on &20/22;
choking a stafl member leaving visible wounds on
the stafl's neck and requiring two additiona) stall
to remave his/her hands from the staff's thoat”
on §/3/22; and engaging in verbal conflict with
his/hes roommats on §/8/22 and ¥/13/22. On
11117722 Resident #1 spproached the doorway of
Resident #2 and slapped his/her face as she
attemptad to back Rosident #1 away from his/her
doorway. Both residents require waluwrs for
mobliity. Resident #2 fell over his/her wallier a3
s/he sttempted to push past Resident #1 who
was blocking tha doorway with his/her walker.
Raskdont #2 sustained facial frectunes dus to the
fall.

Whilo Resident #1's Care Plan dated &/8/22
addressed “Nistory of behaviors relating back to

to “ramave resident from potentially dangerous
aitustions’ and to ensure a second stafl member
ls'inrmrmsbbtoiﬁummmmm
resident goes after direct care staff™; the nurso
tailed to update Resident #1's care plan to Include
spedﬂcﬂuwﬂamhmmmudm
residents Including 24/7 eyea on mortltoring,
redirecting Resident #1 sway from other
residant's rooma and close contact with other
residents, and reporting any behavior or concems
to nursing or administrative staff until
Wmmmmmd
8 decision to emergently discherga Resident #1
on 11/16/22 dua to the essauit on another

i
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residant the provious day.
, Resident #1°s Care Plan faled to

and history of Major Depressive Disarder. Hisfher
Care Plan also falled to identify risk for an allergic
reaction requiring the use of an Epipen, and to
include Indications and natructions for use of the
Epipen,

2. Resident $2 was admitted to the faclity in
September of 2022 with diagnoses including
Hypokalemia (low

Urinary Tract infections, Infactive Anide Synovitis
(pein and infammation inside the ankle joint),
Dorsaigia (severs back pain), Sdatica (narve pain
from the lower back down the leg), and Dysurta
includa the anticoaguiant medication Eliquis,
which pravents formation of bicod clots and
Increasas risk of blesding.

Realdent #2's care plan talled to address hs/her
risk for a cardiac event; risk for seizures
associated with Epilepay; risk for Infections; end
management pain related (o acuts snd chronic
Infections, sciatica, joint inflammation, and
dysuria. His/her cara plan failed to address the
risk for bleeding sssociated with the use of the
anticoagulant medication Eliquis. A single enby in
hiwher care pian that briefly mentioned blseding
was entered on 11/18/22, the day after s/he foll as
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a result of an assault by ancther resident and
sustained tacial fractures, and simply instructad
tafl to report any ecchymosts (brusing),
bigeding, or edema al the sitas of the facisl
fractures. Simitarly, Resident #2's high risk for
fails was not adequatsly addressed in hisher
initial care pian dated /222 which stated only
*Resitient witl not fail from bed or cheir™ and failed
to laentify specific imervantions retated to risk for
fails. Resident #2's Progress Notes documantsd
falls on 10/2/22, 10/&/22, and 1114722,
Intervantions releted to fall prevention were not
identified untl an update to his/her care pisn on
11/18/22, foitowing the fall sustained during
sssault by another resident the previous day.

The facility Administrative Manager in training and
Finance Manaper acknowledged deficencies in
Realdsnt #1's and Resident W2's Care Plans on
the aftemoon of 12/8/22,

R187] V. RESIDENT CARE AND HOME SERVICES

5.10.¢. Staff will not assist with or adminisier sy
medication, prescrtption or-over-the-countsr
medications for which there Is not a physician’s

This REQUIREMENT Is not met as evidenced
by

Bassd on absesvation, record review, and steft
interview there was a faliure to ensurs aif
medication orders were signed by a phyaician for
2 applicable residents. (Resident #1 and Resident
#2). Findings intiude:

R162
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1. On the afternoon of 12/6/22 the Registered
Nurse was requasted to provide signed onders for
medications listed on Resident #1's November
2022 MAR, Per review of the documentation
provided, the Ragistered Nuree was unable to
provide signad orders for Fenous Sulfate (lron
supplement) 325 mg dally, Olanzapine 5 mg
tablet One tabiet at badtimse, snd Tylenol Arthvitis
Extanded Relaase 650 mg tablets Two tablets
avery maming.

On 12/6/22 the Registered Nurse confirmed
signad ordens for Femous Suitate 326 mg tablets,
Olanzapine 5 mg tablets, and Tylenol Asthiitls
Extendod Release tablets wera not present.

2. On the aftemoon of 12/6/22 the Repistered
Nurse was requested to provide signed orders for
medications edministered to Resident #2. The
Registered Nuree was unable to locats the signed
orders dizing the site vislt, hawever the following
day Resident #2°s signad admission orders were
located and provided, The documertation
pmmdhmmmwmum

Fodiowirgy madications:

* Amoxddiin/Clayutanats (antiblotic) 876126
mg One tablet twice dally for 7 days
* Cyanocabalamin (Vitamin B 12) 1,000
meg/mi vial injected subcitaneously once
monthly

* Tylenal 325 mg Two tablets scheduled
thres times dally

* PresarVision Areds 2 Softgets One softgel
twice daily for oye heatth

While signed orders were provided for the use of
Tylenol 83 needed for pain on 12/7/22, signed
orders for schaduled Tylenol 325 mg Two tablels
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administored three times dally 11/1/22 - 11/4/22
for pain following a dental exiraction, and Tylendl
325 mg Two caplets throe times dally for pain
gfter fall and fecial fractures administered
11/98/22 - 11/30/22 were not provided after
muttiple requasts.

On 12/6/22 the Registered Nurse confirmed
signed medication orders were not avallable on
request for Resident 82; and on 12%/22, 12/7/22,
and 12/12/2 emsll communications with Nursing
siaff confirmed the lack of signed orders for
madications Including Amaadcillin/Clavulanata,
Cyanocobalamin, Tylenol, and Preservision Areds
2.

P\
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R126

5.5.a

Our Lady of the Meadows
Plan of Correction
Residential Care Home State Survey
December 12, 2022

Action:

Resident #1 previously was living at St. Joseph’s Home, a Residential Care Home
in Burlington, and seeing Amelia Gennari MD as a PCP. During Resident #1°s
7/14/2021 appointment with Gennari MD, it was stated that Resident #1 had
completely resolved his depressed mood after the initiation of Escitalopram. It
was then recommended during an appointment on 1/19/22 by Amelia Gennari
MD that Resident #1 be moved to a facility with a locked unit/memory care unit
due to his worsening auditory hallucinations and elopement history. Additionally,
during this appointment on 1/19/22, it was noted that Resident #1 had been
recently prescribed Olanzapine for his progressive neurocognitive deficits and
worsening auditory hallucinations and was tolerating it well per Gennari MD.
(Please see Attachments A-B).

Resident #1 was assessed, and his medical record was reviewed by the Admission
Coordinator prior to his admission to Our Lady of the Meadows. It was
concluded, with nursing expertise, that he was appropriate for our level of care at
the time of admission. Resident #1 was then admitted to Qur Lady.of the.
Meadows on 3/1/22. At this time, Resident #1 had diagnoses of Major
neurocognitive disorder/dementia, major depression in remission, and auditory
hallucinations, all managed with medication. (Please see attachment C for
Resident #1°s Problem List prior to admission to Our Lady of the Meadows).

On 4/28/22, it was reported Resident #1 was following another resident around

the unit and threatening her to let him out of the building. Resident #1 was not
physical with this resident and was able to be redirected by staff. On 6/20/22, it
was reported Resident #1 was slamming chairs against the wall but did not harm
himself, another resident, or staff and was quickly redirected by staff. On 9/3/22,
it was reported Resident #1 grabbed a staff member by the neck requiring two
other staff members to remove his hands. This was his first reported episode of
being physically aggressive. Due to this event, staff were instructed to be aware of

resident #1°s whereabouts, always have another staff member outside the room
Page 1 of 6



when caring for the resident, always have the call light within reach, and
additional dementia training was offered to staff throughout the month of October.
On 11/3/22, Resident #1 had an appointment to be evaluated as a new patient of
Jonathan Speer, PA with the Richford Health Center. It was during this
appointment that Resident #1 was diagnosed with PTSD and anxiety. At this time,
it was not recommended by Speer, PA to make any changes to resident #1°s plan
of care. (Please see attachment D).

Resident #1°s mental health conditions were managed initially during his stay at
Our Lady of the Meadows and did not require mental health services. It had been
previously communicated to the nursing staff at Our Lady of the Meadows that
Northwestern Medical Center no longer provides consultation for geriatric
psychiatric patients, therefore, Northwestern Medical Center was not consulted
when Resident #1 began to have behavioral episodes. With all reported behaviors,
Resident #1 was redirected or validated during the time behavior took place, urine
was tested for a UTI if this was suspected, the PCP was notified, and any
recommendations were followed. Additionally, Resident #1°s Olanzapine was
increased per PCP orders on two occasions during his stay at Our Lady of the
Meadows to try and manage his behaviors.

On 11/17/22, Resident #1 approached the doorway of Resident #2 and slapped her
as she attempted to back Resident #1 away from her doorway. Resident #2 fell
over her walker as she attempted to push past Resident #1 who was blocking the
doorway with his walker. Resident #2 sustained facial fractures due to the fall. It
was decided by the administration and nursing team that Resident #1°s behavior
had become unpredictable with the potential for violence and therefore he could
not live in a community setting. Speer, PA was also consulted and deemed
Resident #1 was above the level of care Qur Lady of the Meadows could provide.
On 11/18/22 Resident #1 was emergently discharged from the facility due to
being harmful to himself or others.

Measures:

The Nurse Manager and The Admission Coordinator will take extra precautions
during the pre-admission process by carefully screening potential residents,
especially those with a diagnosis of PTSD, before they are admitted to Our Lady
of the Meadows to ensure all personal, psychosocial, nursing, and medical needs
can be met.

Monitors:

Page 2 of 6



The Nurse Manager and the entire Nursing Staff will monitor this practice to
ensure that this deficiency does not reoccur.

Date Completed:
1/24/23

R128
55.c(2)
Actions:

Resident #1 was given scheduled Tylenol consistent with the order from the
previous PCP, Tylenol Arthritis 650mg tablet, Take 2 Tabs by mouth daily. When
Jonathan Speer, PA assumed care of resident #1 on 11/3/22, Speer wrote a
Tylenol order as a PRN, Tylenol 650mg tablet, and Take 1 every 8 hours as
needed for arthritis pain. This change was not communicated to nursing staff and
was written under the medication list from the visit summary as “Continue”,
therefore, missed as a change by nursing staff.

For Resident #2, the Nurse Manager initially scheduled Tylenol per the standing
orders on 11/1/22-11/4/22 for pain control after dental extraction. Standing orders
give approval for medications listed to be scheduled for three days. The two
additional doses of Tylenol given should have been ordered from the PCP. The
Tylenol order was then discontinued on 11/4/22. From 11/18/22-11/30/22,
Tylenol. was initially scheduled:per the standing orders for the first three days™
post-fall. Per nursing judgment, Resident #2°s pain was controlled well with the
Tylenol regimen and it was reported by the physician at NMC that her facial
fractures would take 6-8 weeks to heal, therefore, Tylenol was continued despite.
obtaining a written order by PCP. The scheduled Tylenol order was then
discontinued and could be given PRN if the pain persisted.

Measures:

The Nurse Manager and the entire nursing team will ensure paperwork received
pertaining to residents is read carefully and with attention to detail.

The Nurse Manager and the entire nursing team will ensure that Residents taking
scheduled medications per standing orders shall have a physician’s order afier 3
days.

Page 3 of 6



R136

R145

5.7.¢c

59.¢c

Monitors:

The Nurse Manager and the entire nursing team will monitor this practice to
ensure that this deficiency will not reoccur.

Date Completed:
01/24/23

Actions:

Action for Resident #1 was not possible as he/she was emergently discharged on
11/18/2022. When the Nurse Manager was updating Resident #1’s assessment
due to behavioral changes, Resident #1 being positive for a UTI was overlooked.

Resident #2 is not receiving Enhanced Residential Care (ERC), this resident is
Private Pay.

Measures:

The Nurse Manager and the entire nursing team will ensure that each resident
shall be reassessed annually and at any point when there is a change in the

.‘resident’s:physical’or mental condition with attention to detail.

Monitors:

The Nurse Manager and the entire nursing team will monitor this practice to
ensure that this deficiency will not reoccur.

Date Completed:
01/24/23

Page 4 of 6



Action:

Action for Resident #1 was not possible as he was emergently discharged on
11/18/2022.

The Nurse Manager updated Resident #2°s Care Plan on 1/23/23 to include a plan
of care that addresses these diagnoses, Seizures, Falls Risk, Bleeding Potential,
Pain, and UTI. (Please see attachment E). '

Measures:

The Nurse Manager met with the entire nursing staff to review the requirement to
oversee the development of a written plan of care for each resident that is based
on abilities and needs as identified in the resident assessment. She also reviewed
that the plan of care must describe the care and services necessary to assist the
resident to maintain independence and well-being.

Monitors:

The Nurse Manager will monitor this practice to ensure that this deficiency does
not reoccur.

Date Completed:

01/24/22

R162
5.10.c
Actions:
Resident #1

The Nurse Manager has located the physician’s order for Ferrous Sulfate 325mg
tablet given PO every other day. (Please see attachment F).

The Nurse Manager has located the physician’s order for Olanzapine S5mg tablet
one tablet PO at bedtime. (Please see attachment G).

Resident #2

Page 5 of 6



The Nurse Manager has located the physician’s order for Amoxicillin/Clavulanate
875/125mg one tablet PO BID for 7 days. (Please see attachment H).

Nursing confirmed with Resident #2°s PCP on 1/19/23 Cyanocobalamin
1000mcg/mL SC monthly injection is not ordered for resident #2 and was never
entered on MAR.

Nursing scheduled Tylenol 325mg tabs, Two tabs PO TID, initially intended to be
scheduled per the standing orders for the first three days post-fall. Per nursing
judgment, Resident #2’s pain was controlled well with the Tylenol regimen and it
was reported by the physician at NMC that her facial fractures would take 6-8
weeks to heal, therefore, Tylenol was continued despite obtaining a written order
by PCP. The scheduled Tylenol order was then discontinued and could be given
PRN if the pain persisted.

Nursing confirmed frequency with PCP for PreserVision Areds 2 Soft gels, One
soft gel PO BID, order obtained 01/24/23. (Please see attachment I).

Nursing reviewed the chart for Resident #2 to obtain signed medication orders for
Tylenol and PreserVision Areds requested by the surveyor via email on 12/6/22.
Standing orders for Resident #2 were emailed to the surveyor on 12/7/22. Atthe
time, these were the only two medications nursing was asked to locate by the
surveyor. The request for signed orders for Amoxicillin/Clavulanate and
Cyanocobalamin was not made known until the survey statement was received.

Measures:

The Nurse Manager and entire nursing team will ensure that staff will not assist’
with or administer any medication, prescription, or over-the-counter medications
for which there is not a physician’s written, signed order and supporting diagnosis
or problem statement in the resident’s record.

Monitors:

The Nurse Manger and entire nursing team will monitor this practice to ensure
that this deficiency will not reoccur.

Date Completed:
1/24/23

Page 6 of 6



