VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://Aww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

October 8, 2012

Mr. Daniel Daly, Administrator

Kindred Transitional Care & Rehab Birchwood Ter
43 Starr Farm Rd

Burlington, VT 05408-1321

Dear Mr. Daly:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 18, 2012. 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,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:l

ol

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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! - I
F DOGF INITIAL COMMENTS A F ooo_{
!,An unannounced on-site investigation of multiple
- complaints and 2 faciity reported incident was :
| conducted on 9/17/12 & 9/18/12 by the Division of ' |
; Licensing and Pratection. The following
deficiencies were ldentlf'ed s a result of this ! This Plan of Correction is the center's credible
I survey. L ailegation af compliance.
F 282 483.20( )( )(“} SERVICES BY QUALIFIED k282 Preparation and/ar execution of this plan of correction
S8=n | PERSONS/PER CARE PLAN does not constitute admission or agreement by the
i provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
‘ The services provided or arranged by the facility correction is prepared andfor executed solely because
l must be provided by qualified persons in itis required by the provisions of federal and state law.
accordance with each resident's written plan of
care, F 232 October 18§,
2012
| Resident #3 is scheduled for a weekly Auefted )
i This REQUIREMENT s not met as evidenced - shower on Thursdays mornings per her a1y Wm
| by: request,
Based on interview and record review, the facility
failed to assure that services were provided in All residents have the potential to be
accordance with the resident's plan of care for 1 affected by the deficient practice.
t resident (Resident #3) out of a sample 4
 residents. Findings include: 1 LNA’s will be educated in the proper daily
‘ i documentation of the care they provide to
Per record review and staff intendews, Resident | residents with emphasis on bathing.
1743 (R#3) was care planned to receive a shower
once a week. In staff interviews, the Unit i The nurse manager or her designee will be
. Managers from two of three units confirmead that : . responsible to monitor LNA compliance in
residents are scheduled for 3 weekly shower or j documentation. '
i tub bath unless they request to have = shower or '
bath more frequently. Random audits will be completed weekly by
L int a review of the LNA (Licensed Nursing i the DNS or her designee to assure
| Assistant) ADL {Activities of Daily Living) i | compliance. Results of these audits will be
i flowsheets for June, July, and August of 2012, brought to the monthly Performance
the resident is coded as assisted transfers on the | Improvement Committee meeting for 3
days s/he was showered. The care olan states ’ months or until 100% compliance achieved.
“that the resident requires an assist for transfers to | The DNS is responsible for overall
shower | compliance

UABORATORY DIWRO\MNTAﬂVES SIGNATURE W ?s) DATE/
2 GlR7/2

Anpy deficiency statement ending with an gaferisk/(™) denotes s deficiency which the nsifution may be excused from correcting providing it is determmed/thai'
other safeguards provide sufficient protegddion ty'the palients. (See instructions.} Except for nursing homes, the findings slated above are disclosable 90 days
foliowing the date of survey whether or fot a gffzn of comrection is provided. Far nursing homes, the above findings and plens of correctisn are disclosable 14
days foilowing the date these docurnenls made available to the facillty. if deficiencies are cited, an approved plan of correction iz requisite to continued
program paricipation. )
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F 282 Continued From page 1 F 282

The LNA fliowsheets code Ihe following:

a. June 8th through Jupe 20th coded '8" (did not
occur) for shower transfer (12 days total)

b. June 22nd through June 28th coded '8’ (didt
not peeur), June 30th left blank, July 1st through

\
!!
June 2012 ’ i
I
[
I
July 4t also coded '8' (13 days totat) |

July 2042:

a. July 6th through Juiy 18th coded '8’ except the |
10th, 11th, and 17th which are left blank (13 days |
total)

August 2012:

a. August 5th through August 15th coded '8
except the 10th which is left biank (12 days total)
b. August 17th through the 29th coded '8 with
the 20th, 21st, 23rd, 26th, and 27th left blank (13 [
days total)

I

| | |

The Unit Manager confirmed that the LNA ' '

flowsheets did not reflect & weekiy shower in an ‘ J

| interview at 3:30 PM on 9/18/12. The DNS f
confirmed that the LNA flowsheets did not

- confirm & weekly shower in an interview at 4:15

. PM on 9/18/12.

F 514 1483.750)(1) RES F 514,

SS=B | RECORDS-COMPLETE/ACCURATE/ACCESSIB

LE :

I The facility must maintain clinical records on each
| resident in accordance with accepted professional
[ standards and practices that are complete;

J

! : |

L accurately documented; readily accessible; and | ‘ f
i

_systematically organized.
i

‘ |
{ S
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F 514 ] Continued From: page 2
i The clinical record must contain sufficient

| resident’s assessments; the plan of care and

' services provided; the results of any |
preadmission screening conducted by the State:
; and progress notes.

This REQUIREMENT is not met as avidenced
by

Based on interview and record review, the facility
failed to assure that the clinical record for 1
resident (Resident #3) was complete and
accurate out of a sample of 4 residents. Findings
‘ inchude:

Per review of tha record for Resident 113, LNA
flowsheets are coded to reflect transfer
assistance for a shower or tub bath for each day
| of the month. Resident #3 requires an assist to
| ransfer and shower according to his/her
“assessments and care plan. LNA flowsheets
. were reviewed for June, July, and August of
C 2012,

The LNA flowsheets code the foliowing:

June 2012:

fa. June 8th through Juna 20th coded '8 {did not

loceur) for shower fransfer (12 days total)

| b. June 22nd through June 28th coded '8 (dig

-not occur), June 30th left blank, July 1stthrough
July 4th also coded '8 (13 days total)

| fuly 2012:
. July 6th through July 18th coded '8' except the |

J 10th, T1th, and 17th which are left blark (12 days
‘totaf}

tinformation to identify the resident; a record of the i

F 514

allegation of compliance.

This Plan of Correction is the center's credible

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction Is prepared and/or execuied solely because
it is required by the provisions of federal and state law,

g
|
|

request.

' The nurse manager or her designee will be
I responsible to monitor LINA compliance in

documentation.

compliance. Results of these

compliance.

F514 Octoher 18,
2012
. Resident #3 is scheduled for a weekly fCel L&D

shower on Thursdays mornings per her -ﬂ\"lw

AH residents have the potential to be
affected by the deficient practice,

‘. LNA’s will be educated i the proper daily
documentation of the care they provide to
residents with emphasis on bathing.

Random audits will be completed weekly by
the DNS or her designee to assure

brought to the monthly Performance
Improvement Committee meeting for 3
months or until 100% compliance achieved.
The DNS is responsible for overall

audits witl be
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: ! ‘ ; DEFICIENCY)
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F 514! Conti !
: Continued From page 3 F 514
!August2012t :
ia. August 5th through August 15th coded '8’ !
except the 10th which is left blank (12 days total)
b. August 17th th rough the 28th coded '8' with i This Plan of Correction is the center's credible
the 20th, 21st, 23rd, 26th, and 27th left blank {13 allegation of compliance.
days tOtEI) . Preparation and/or execution of this plan af correction
daes nat constitute admissian or agreement by the
provider of the truth of the facts alleged ar canclusions
The Unit Manager confirmed that the LNA set farth in the statement gdeﬁciencieis. 'Ii'hle [;lan OJ;e
i i i 1 carrection is prepared and/ar executed solety becau
| ;E:’V\fairgae‘;z ?r;da?lcit\?; I"\‘\/‘;::i: g? g’\ g(ge‘}l;el\;n;?:gﬁ%?? 3 it is required iy ﬁw provisions of federal and state law.
The DNS_conﬁrmed that the LNA flowshaets did E 9999 October 18,
not contain complete information for all days in an : 2012 O
[ interview at 4:15 PM on 9/18/12. : : ACLELTEL)
The cumulative monthly PPD average
Fa999 | FINAL OBSERVATIONS FO999 e 322 TV Wyga BN
; July 339
Per Verment Licensing and Operating Rules for August 3.4
1 Nursing Homes regulation 7.13(d)(1)(1): ; September 3.4
: (d) Staffing Levels. The facility shall maintain RN and LPN provide direct care to residents
staffing levels adequate to met resident naeds. * on an as needed basis.
(1) At a minimurn, nursing facilifies must provide: ;
(i) no fewer than 3 hours of direct care per { The center will document daily by hours the
: resident per day, on a weekly average, including | time RN and LPN provide direct care to
nursing care, perscnal care and restorative i residents.
nursing care, but not including administration or J
- supervision of staff; and of the three hours of i The scheduler using the Vermont state
| direct care, no fewer than 2 hours per resident tracking tool will be responsible to document
per day must be assignad to provide standard _ the number of hours RN’s and LPN’s
. LNA care (such as personal care, assistance with - ’ provide direct care to residents.
ambulation, feeding, etc.} performed by LNAs or ;
; equivalent staff and not including meal | i The DNS or her designee will audit this tool
! preparation, physical therapy cr the activities | on a weekly basis and report findings to the
L prograr. i } monthly Performance Improvement
) | i Committee,
. This REQUIREMENT is NOT MET as evidenced l :  The Administrator is responsible for overall
| by: l compliance. B
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 facility failed to assure that no fewer than 2 hours | i
| per resident per day are assigned to provide
i standard LLNA (Licensed Nursing Agsistant) care,

’ Based on record review and staff interview, the l

i Findings include:

|

l

r

]
I Per record review, the facility provided less than ‘ i
twa (2) hours per resident per day of assigned | ‘
LNA staffing as follows: }

July 20127 The month of July had 20 days with l

less than 2 hours per resident per day of
assigned LNA staffing (July 2,3, 5,8, 9, 10, 11,
14, 15,18, 17,20, 21, 23, 24, 25, 27, 28, 23 and
30).

[
| August 2012: The month of August had 15 days |
- with less than 2 hours per resident per day of :
| assigned LNA staffing (August 1, 4. 5 11, 12, 17, |
l 18, 18,20, 21, 24, 25, 26, 28 and 31} J
|
|

were 8 days with less than 2 hours perresident |
{ per day of assigned LNA staffing (Sep 1, 3, 7, 8,

j From September 1 to September 16, 20172 there
| !
10, 11, 14 and 16) 1

|

i The DNS (Director of Nursing Services)

r confirmed that the hours refiected were correct |
;[ and did indicate the actuai ILNA staffing. Sthe dig !
| state thatlicensed staff were placed in direct care J| |
Fgiving positions when LNA staffing was not ; [
s sufficient, however there is no record of the | |
i number of hours of direct care provided by !

J Licensed Nurses to replace the L NA staff. ,

L
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