27~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://Amww.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

December 1, 2015

Ms. Alecia Dimario, Administrator

Kindred Transitional Care & Rehab Birchwood Terrace
43 Starr Farm Rd

Burlington, VT 05408-1321

Dear Ms. Dimario:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 28, 2015. 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,

g Ly

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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(x4) 1) SUMMARY STATEMENT CF DEFICIENGIES o PROVIDER'S FLAN OF CORREGTION o)
PREFIX (BAGK DEFICIENCY MUST BE PRECEGED EY FULL PREFIX (EAGH GORRECTIVE ACTION EHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATICN) . TAG CROBS-REFERENCED TD THE APPROPRIATE BATE
: DEFICIENGY)
F 000 | INITIAL COMMENTS F 000 This Plan of Correction i the cener's oredible
‘ aflegation yf complianee.
 An una-nnounced _onsite i'nVestigatiqn of two FPreparation and/ur execuiion of this Plan of correction
complaints regarding care and services was : does nf constilute adinission o» agreeman by the
completed by the Division of Licensing and providar of the iruth of the Jaots alfeged or conglusions
Protection on 10/28/15. The following regulatary ol Juvth in the Homment of defletencies. The plan of
iggues were identifled: . correction i prapared andior executed solely beoause
F 282 | 483.20(k)(3)(Il} SERVICES BY QUALIFIED Faga| 1 isrequired by the provisions of fedsral anct siate ke
§5=0 1 PERSONS/PER CARE PLAN
‘ F 182
The ssrvices provided or arranged by the facility ;{ﬁwmbﬂ 2,
. . 5
must be provided by qualified persons in Resident ’1‘2 ;’ed"ge S:Ia“dff ‘fb““m an
| aceordgnce with each resident's written plan of equipment cieaned and dried per care plan,
= oare. All residents thal have nebulizer treatment
i have the potential ta be affected,
This REQUIREMENT is not met as evidenced :
by T e not et © Nurzing staff have been re- educated on the
Based on sbservation, interview and record progedure for care and maintetunce of
ceview, the facility falled to provide care and nebulizer equipment. Emphasis was placed
services in accordance with the pian of care for 1 on envisonmental cleantiness and
of 3 resldents in the sample {Residents #2). approprinte infectlon control practices.
Findings Incluge: .
The DN8/designes will audlt oompliance
Per 10728/15 record review and observation, the through observation and record review.
care plan relzted to the et up and cleaning of Resulis of these audits wilt be brought to the
nebulizer equipment by nursing staff was not monthly Performance Improvement
followed. Per observation in the room of Resident Committee unt!| 100% compliance achfeved.
#2 on 10/28/15 at 3:45 PM, the residents The DNS i respoustble for overall
nebulizer magk was positioned on & bed stand _compliance. N
with no protective covering and in conlact with p
mulfipiz dried liquid $laing, dust snd small dark Faea eoc ﬁccepkd 2513 SDeants QNlPNL-
debris that were ¢n the surface of the stand, :
Positioned on the same stand as the nebulizer |
mask was & urinal with 760 mi of urine, 2 filled !
coffee cups, and 8 used Duoneb vials (Ducneb =
| & medication that is Inhaled thru the nebulizer
mask to enhance breathing). Per review of the
medleal record, Resident #2 hes diagnoses of
{ABORATAIRY DJRECTOR'S OR PREVIDER/BYPPLIER REPREGENTATIVE'S SIGNATURE TITLE (;:7 DATE
- Ufialis

Any ¢eflciency staternant englng with en s8terisk (7) denotes a deficlency which the insfitution may be excused from correcting providing it is detarmined that |
atner safaguards provide sufiicient proteciion to 1he petients. (Seq inatructions,) Excapt for nurging homes, the Rndings slated above are disciosable 90 days -
following the date of survey whether or nol 8 plan & caetection is provided. Fof nursing homes, the abeve findings and plans of carrettion are discigaable 14
days following the date these documents sre made available te the feclity. if deficienclee are cited, an appraved plan of cortection i5 requlsile io continusd
program participation,

b e p A s e L S st AP ot e m e P e [
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%4 10 BUMMARY BTATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRESTION {81
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG KEGULATORY OR L8C IDENTIFYING (NFORMATION) TAG CROSE-REFERGNCED TO THE APHROPRIATE vATE
This Plan of Correction is the ceanfer's credible
F 282 | Continued From page 1 Fogy e d/compllanae
emphysema and a past history of acute and Eveparation andor exzcution of his plan of cormection
chrgn?; respiratory Fai!ure that required & Medical ﬁ;'::,ﬁ: Z}ﬁfrfr{:;:i}”x;:cﬂ::fe?emy UIM
; \ gad or conclusions
Intensive Care Unit stay in August 2015. S/he sl forth in th statement of deflelencies. The plan of
i wag admitted 1o the hospice program on October corredtion is prapared and/or executed solely because |,
i 8, 2015 reiated to hlg/her deglining respiratory | !t is required by the provisions of federal and siate law,
status and has physician orders for Duotiet L ™ :
nebulizer traatments 1 vis! five times/day and $0F 323 November 27,
| oxygen at 3 Liters/minute, : 2015
; Residents #1 and #3 have been discharged '
Par review of Resident #2's care plan for the from the facility, a8 6
self-adminietration of nebulizer treatments: the S
resident is able to hold the mask for the durstion All residents that have a history of recent
of the traatment and turn off the nabulizer stnoking have the potential to be affected.
machine. The nurse is to "set up [the] Rx" (Rx=
Dueoneb nebulizer médication) “and clean/dry , ; . . -
syuipment when done esch shift." On 10/28/18 at ms;ggﬁ}:y‘ﬁlLtzgt;::‘;:?ﬁ-ege‘]:eigl 13-?;: that
4:50 PM, the Nurge Unit Manager (LM) tobacco Free enyi ¢ poli ‘.“ b
confirmed that the nursing staff had not followed - 0Daseo free sivironment poliey wit be
the care plan related to ensuring that the given to residents on admission. Patients
nebulizer equipment was cleaned and used  will'be asked to immediately comply.
! Duoneb vials were proparly discarded after use. . Patients will be assessed for any distress,
| (Refer F441) Any tobaoco products o lighting materials
F 323 483.25(h) FREE OF ACCIDENT F 323 foundin the fam‘hty will be confiscated and
s8=0 | HAZARDS/SUPERVISION/DEVICES ' ret;{med upon discharge from the facility per
policy.
The facility must ensure that the resident. Residents with recent history of smoking
gnvironiment ramains as free of aceident hazards will be assessed for need of continued
as i§ possible; and each resident recaives smoking cessation intervention. Care plans
adequate supervision and assistance devices {o will reflect interventions.
| prevent accidents, Grandfathered residents still choosing to
; smoke after the center has chosen to become
; | tobacco-free will be allowed to use tobaceo
I products while on premlses in designated
— . arcas, These residents are required to have a
Z;IS REQUIREMENT s not met as evidenced smoking assessment completed quarterly to
! Based on observation and staff and resident determine the level of supervision to be

: interview, the facility failed to ensure that the

1
H

H
]

provided end interventions to mitigate the

!
risk of Injury. Care plans of grandfathered { |

EQRM CMS-2567(02-99) Provious Varsians Obaaiate

Event 10: KIMM11

Facility 10: 473002

If continuation sheet Fage 2 0f 7
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rasident environment remains as free of accident
kazzrds as is possible;. and sach resident
receivas gdequate supervision to pravent
aocidents for 2 of 3 residents who smoked while
residing in the facility (Resident #1 and Rasident
#3). Findings include:

1. Per 10/27/15 1elephone interview with Resldent
#1, sihe reported smoking In outdoor public areas
while a resident in the facility. Per 10/28/15 record
review, Resident #1's 8/22/16 admission MD8
{Minimum Data Set), identified that Resident #1
sopred 3 & on & BIMS assessment (BIMS = Brief
interview for Mental Status; scores in the 8-12
range suggest a moderate impairment in
cognitive function); the resident was slso listed a3
having physical and verbal behaviors diracted al
othars on 1-3 days i1 the evaluation period, Per
madioal racord review, there was no evidencs
that & smoking safety assessment had been
gomipleted or carg plan developed ralated to
measures b address smoking safsty or rules or
education around safety. Per interview with the
Nurae Unil Manager (UM) on the B wing, s/he

| reported that the facliity was now a non-gmoking
facility; there is no policy for smoking ag the
facility Is "non-smoking.” The UM confirmed that
ne smeking safely assesement was completed
for Resident #1 and that thers was no ¢are plan
for smoking or smoking safety as Resldent #1
was an Independant smoker who smoked off the -
 fagility property; the resident was "doing it on :
" [hisfher] own and taking it on themselves.”

|
i

12, On 10727115 at approximatsly 2:05 PM, the UM

: on the C-wing reported that there might be one
resident on the unit who smokes a8 e/he had
geen Resident #3 leave the unit frequently and

! thought [sfhe] might be going out to smoke. Per

' 1t s required by the provisions of federal and siate law,

“residents choosing to smoke will address

(%4) 1D 1 BUMMARY STATEMENT OF DEFICIENCIES [o] PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX 4 {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE AGTION ENQULD BE COMPLETION
TAG |  REGULATORY QR LSCIDENTIPYING INFORAMATION) TAG CROSS-REFERENGED YO YHE APPROPRIATE e
. DEFICIENCY)
Thiz Plan of Correction 18 the cenler's credible
F 323 { Continued From page 2 i 823 | allegation of compliance.

Praparation and/or execulion ¢f this plan of correction
does Hot canstitute admission or agreement by the
provider of the truth of the fucts alleged or conclusiony
sel forlh in the statament of daficiencies, The plan of
correction it prepared andlor exectited solely because

secured storage of smoking paraphernalia
end any safety interventions identified
through smoking assessment,

Residents wishing to leave the facility
grounds must have a physicisn’s order for
“may have pass.” Residents leaving facility
on pass will be required to sign in and out,

Facility staff have been educated regarding
Tobaceo-Free Environtent end resident sign

" out, slgn in process.

Grandfathered residents choosing to smoke
will be monitored for compliance by a
licensed nurse each shift, Results of these
audits will be brought to monthly
Performance Improvement meeting, Failure
to comply with care plan interventions of
grandfathered smokers will be addressed by
the Executive Director/and ot Director of
Nursing.

F333 PO cccepted Washy Shans @yl jpme

FORM CM8-2887(02-59) Frevious Versians Obsolate

Evutt 10 XIMM11

Facllity I 475003
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a0 | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GOGRRECTION 4851
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION BHOLLD BE COMPLEYION
TAG |  REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DaTe
| DEFICIENGY) :
1)
t
F 323 Continued From page 3 i F323

i medical record review, the 10/2/15 14 day MDS
indicated that elthough no BIMS assessment was |
done, Resident #3's short and long term mernory
was OK. When Resldent #3 was approached with
the UM, a cigarette package was visible in hisher
! breast pockat and sihe reported smoking 1 %
packs of cigarettes per day having restarted
smoking singe regiding n the facllity after being
offerad & cigarette by another resident smoker. At
approximataly 2:30 PM, the UM confirmed that no
smoking safety agsessment was completed and
no care plan developed for Resident #3 around
gmoking. The UM further confirmed that Resident
#3 had not signed out in the green sign out book
that [s/he] was leaving tha facility grounds to
smoke as per policy. Al 2:45 PM, the resident
was observed to have 3 packs of cigarettes and a
lighter fully visible on top of his/her bedside table.
S/he reported that s/he did not have a lock box or
drawer With & lock to keep them In. The resident
reported s/he started smoking during the firs! or

- fsaq?tnd week of hig/her gimost 8 waek stay at the
acility.

On 10/28/16 at approximately 4:30 PM, the
Rrector of Nursing (DNS) raported that the facility
had transitloned to nonsmoking and there is no
smoking policy. If residents have a pass to go off
the property, the facility is not going to ensure that
patients who smoke off property are safe, Wnen
: asked how it was safe for a resident to keep a
hghter in higfher room without & safety
''sssessment, s/he reported being unaware that
: Resident #3 was a smoker and had a lighter ang
cigareties in hisfher room unlil brought to histher
! aftention during the survey.
F 4411 483.65 INFECTION CONTROL, PREVENT F 441
ss:oi SPREAD, LINENS

1
P
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|
|

The facility must establish an Infection Gontrol
Progtam under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as Isolation,
should be applied to an individual resident; and
(3) Maintains a recerd of incidents and sorrective
actions related 10 Infections,

(b} Preventing Spread of Infection

{1) When the Infection Centro! Program
determines that @ resident needs isolation to
prevent the spread of infection, the facility must
isolate the rasident.

(2) The fagility must prohibit employess with a
communicable disease or infacted skin lesions
from diresct contact with regidants or their fcod, if
diveof contact will trangmit the dissase,

(3) The facillty must requirs staff to wash their
hands after each direct resident contact for which
hand wabhing is indicated by eccepled
prefessionsl praclics. :

(c} Linens !
Pergonnel must handls, stors, process-and
transport linens so as to prevent the spreac of
infection.

Resident #2 budside stand, nebullzer
equipment cleaned and dried per care plan,

All residents that have nebulizer {reatment
have the potential to be affected,

Nursing stafi have been re- educated on the
procedure for care and maintenance of
nebulizer equiptnent. Emphasis was placed
on environmental cleantiness snd
appropriste Infection control practices.

The DNS/designee will audit compliance
through observation and record review.
Results of thase awudits will be brought to the
monthly Performance Improvement
Committee unttl 100% compliance achieved.
‘The DNS is regponsibie for overall
complisnce.

P4l A accepied Nlasths Sbenns sl P

{%4) 1O SUMMARY STATBMENT OF DEFICIENCIES 10 PRCVIDER'S PLAN GF CORRECTION (x5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE AGTION SHOULY BE COMPLETION
TAG REGULATORY QR LBC IDRNTIPYING INFORMATION) TAG CRO35-REFERENCED TG THE APPROPRIATE DATE
DEFIGIENGY)
F 449 i ‘ This Plan of Corvection I8 the centor's credible
Coatinued From page 4 F 444 ailcgation of vompliance.
The facility must astablish and mainlain an Fraparation anor exccution of i plan of correction
Infection Control Program designed to provide a does il constnut aglttstor o agreement byihe
safe, sanitary and comfortable environment and gt ﬁfm‘: fruth & aff,wm e The ol
to help prevent the development and transmission correstion is prapared andior executed solely becouse
of disgease and infection, it e reyiiveed by the provistans of federal and state .
(8) Infecticn Contrel Program F 441 ;ngvsember 27,

%
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES () PROVIDER'S PLAN OF CORRELTION (48
PREFIX {EACH BEFICIZNGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION 8HOULD BE GOMBLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG cnoss-aamnaggglglgg g{;l}rs APPROPRIATE OATE
F 441 Gontinued From page § F 44
! This REQUIREMENT is not met as svidenced |
oy

| Based on observation, interview and resord
raview, facllity staff failed to provide a eafe and
sanitery environment to help prevent the
development and tranamission of infection !
regarding the use and storage of nebullzer
eguipment for 1 appiicable resident In the sample
(Resident #2). Findings include:

Per ohsetvation in the room of Resident #2 on
10/28/15 at 3:45 PM,. the resident's nebulizer
mask was positionsed on & bed gtand with no
protective covering and in cantact with mulliple
dried liquid staing, dust and smali dark debris that
wera on the surface of the stand, Positionad on
the same stand ag the nebuiizer mask wag a
urinai with 750 mi of urine, 2 filed coffee cups,
and B used Duaneb vials (Dunneb = a medication
that is inhaled thru the nebulizer mask to enhance
breathing). Also in the room, the surface of an
oxygen concenirator machine used by Resident
#2 was heavily soiied with dust. Per review of the
madical record, Resident #2 hag disgnoses of
gmphysema and a history of acute and chronie
respirstory failure that required 2 Medlcal
intengive Care Unit stay in August 2015, Slhe
was admitted to the hospice program on Qolober
8, 2015 related to hlsther deglining respiratory
status and has physician ordars for Duoheb
hebulizer treatments 1 vial five times/day and
oxygen at 3 Liters/minute,

The observations as described above were

- confirmed by the Nurse Unit Manager (UM) attha :

{ tims of the observation and s/he confirmad that

i the storage of the nebullzer mask and dusty
oxygan concentrator were infection contrel

| issues. |
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Q0 | SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION xa)
PREFIX {EACH DEFICIENCY MUST 8 PRECEDED BY PULL PREFIX ([BACH CORRECTIVE ACTION BHOULD 8E CGM;%ETIDN
TAG REQLLATORY OR LSC IBENTIFYING INFORMATION} TAC CROSY-REFERENGED TO THE APPROPRIATE
- DEF(CIENCY)
F 441 Continued From page 8 F 441
(Refer F282)
I
[
.
1
t
|
|
¥
| ‘
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