7~ 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

hitp.//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

October 6, 2016

Ms. Alecia Dimario, Administrator

Kindred Transitional Care & Rehab Birchwood Ter
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 June
14, 2016. 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

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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(X4) IO SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTIDN (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULE BE COM[E:LTEE“DN
TAS REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TD THE APPRGPRIATE A
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Preparation andfor execution af this plan of
{F DOO}{ {NITIAL COMMENTS {F 000} correction does not constitnte admission or

agreement by the provider of the truth of the
alleged fucts or conclusions ser forth in the
staiement of deficiencies. The plan of correction
is prepared and/or executed sofely because the
provisions of federal and state law require i,

An unannounced on-site follow-up visit, for the
survey of 04/27/16, was conducted on 06/14/16
by the Division of Licensing and Protection.
While the facility was found to be in substantial
compliance, the following repeat issues were
identified that require correction.
{F 253} | 483.15(h)(2) HOUSEKEEPING & {F 253}
55=8 | MAINTENANCE SERVICES

F 253

The Director of Maintenance and ED/ or

The facility must provide housekeeping and Designee will work with the Corporate Office to
maintenance services necessary to maintain a develop a systematic plan for refurbishment and

sanitary, orderly, and comforable interior. repairs in patient rooms and shower rooms. First
resident room on A wing started 8/20/16.

Resident rooms {(wall protection, replacement of

This REQUIREMENT is not met as evidenced cove basc, paint and hardware replacement)

by: should be completed by August 2016.

Based on observation, the faciity failed to

provide hbusekeeping and maintenance sefrvices Shower room tiles/cracks will be repaired or

to maintain a sanitary, orderly and comfortable replaced.

interior in resident rooms and bathing areas on

Unit A, The findings include the following: Maintenance and ED/ ar Designee will complete
) A _ o j morithly rounds and identify any areas of nceded

1. Five Resident rooms with built in closets and repair. Work orders will be established so that

bureaus were found to have bent or broken repairs can be tracked for completion.

knobs, rough edges and chipped and peeling
paint. Walls are noted to have missing or
peeling paint as well as cove bases sloughing !
from the walls in nine resident rooms. The ‘
bathroom/shower was noted to have chipped i
tides and grout missing from around the lower
portion of the shower.

During interview at 11:15 AM the Administrator Fas3 00Caccephed 106l Semmmsprl | L

stated that a CBR [capitail budget request] was
made and work s starting on Unit B. The CBR
states that 24 rooms on Unit B, which has

approximately 30 beds, were going to be . |

The results of rounds and repairs will be
reviewed with the QAPL committee monthly x 3
months to ensure compliance.

The ED is responsible for overall compliance.

lABORATORY QIREC?DR S OR PRO%)R ISUP 75& REPRESENTATIVE'S S!GNJ'\TL!RE TITLE {XE) DATE

Ueciae D) S0 Executve Parcctry ol

Any defc:ency slalement ending wilf: an aslerisk () denoles a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide suflicient prolection o the pallenls. {See instructions.} Excepl for nursing homes, the findings stateg above are disciasable 90 days foliowing the
daie of survey whether or net a plan of corfection is provided  For nursing bomes. the above hndings and plans of correction are disclosable 14 days following ihe date
these documenis ave made available to the facility, ¥ deficiencies are cited, an approved plan of cormeckon s requiste lo continued program participabon
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The facility must maintain clinical records on
each resident in accordance with accepted
professional standards and practices that are
complete; accurately documented; readily
accessible; and systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of
the resident's assessments; the pian of care and
services provided; the results of any
preadmission screening conducted by the State,
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on interview and racord review, the
facility failed 10 assure the clinical record is
compieted according to accepted professional
standards to identify the services provided for 1
of 4 rasidents reviewed, (Resident #77)

Per record review, Resident #77 had missing
signatures, which signify that care and services
were provided, on the TAR [treatment
administration record]. This occurred mostly on
the evening shift of 06/10/16 and the morning
shift of 06/11/16. The treatments included
maenitering an access site, applying dressings
and/or cintments and checking equipmant,

The DNS [Director of Nursing Services] at 1:57

{%4) 1D SUMMARY STATEMENT QF DEFICIENCIES {83 PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENGY MUST B PRECEGED 8Y FULL PREFIX {(EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DaTe
DEFICENCY)
) F514
{F 253} Continued From page 1 {F 253}
refurbished. The Administrator was unable to Resident # 77 missing signature on TAR was
state when the matenals and timeframe for corrected by nurses involved, Nurses
repairs for Unit A would be completed. involved in missing dosumentation were re-
{F 514} 483.75(l)(1) RES {F 514}  educated on policy to document treatments
$8=B| RECORDS-COMPLETEJACCURATE/ACCESSIB in the TAR.

A house audit of resident’s TAR s has been

" completed to casure no other residents are

affected by this practice,

The DNS has re-educated licensed nurses on
the policy to documenl treatments in the
TAR.

The DNS/designee will complete random
audits of documentation in the TAR 10
monitor for gaps. Results of these audits
will be reviewed at the monthly QAP
committee x 3 months to ecnsure compliance.

The DNS is responsible for overall
compliance,

54 oC accephed 0fofit Sewunons 2y |t
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{F 514} | Continued From page 2 {F 514}
PM confirmed that the TAR had missing
signatures and the clinical record was not
complete,
{FS589} | FINAL CBSERVATIONS {F9939}
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