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PN 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://www dail.vermont.gov

Voice/TTY (802) 871-3317

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

November 14, 2012

Ms. Ursula Margazano, Administrator
Burlington Health & Rehab

300 Pearl Street

Burlington, VT 05401

Dear Ms. Margazano:

Enclosed is a copy of your amended acceptable plans of correction for the survey conducted
on October 17, 2012. Please post this document in a prominent piace in your facility.

We may foliow-up to verify that substantial compliance has been achieved and maintained. [f
we find that your facility has failed to achieve cr maintain substantial compliance, remedies
may be imposed. '

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

PGl

%ﬁé‘m. ‘

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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N _ The following constitutes the
F 000 | INITIAL COMMENTS F 000 facliity's response to the
' findings. of the Department of

An onannounced onsite recertificati 3 survey Licensing and Protactjon and

was campleted by the Division of Lic er sing and does not constitute an
Protection from 10/46/12 through 1€/ 7/12. | admission of guilt or
Based on information gathered, regilatory ‘ agreement of the facts
viplations were cited as follows.  alleged or conclusions set
F 279 | 483.20(d), 483,20(k)(1) DEVELOP F 279 ' forth on the summary
s5=p | COMPREHENSIVE CARE PLANS : ' statement of deficiencles.
A facility must use the results of the éssessment ” . .
to develop, review and revise the resicent's F279 The facility maintains that it
comprehensive plar of care. develops a comprehensive careé
plan for residents with urinary
The facility must develop a comprehensive care ' incontinence.
plan for each resident that inciudes. mizasurahble ‘
objectives and timetables to reet a residents How the cowective action(s)
medical, nursing, and mental and ps\w:hosocial will be accomplished for
needs that are identified in the com Jrehensive thoss residants found to be
assessment. affected by the alleged
deficient practice? :
The care plan must describe the seprizes that are Resident #184 suffered no
1o be furnished to attain or maintair (e resident's negative cutcome, resident
highest practicabie physical, menta|, zind recavered and discharged
psychosocial well-being as required nder Home. 10/17/2012
§483,25; and any services that wol id otherwise
be required under §483.25 but are 10t provided .'
due to the resident's exercise of right: under How wiil the facility ldentify
§483.10, inciuding the right to refuse ‘reatment ‘ other residents having the
under §483.10(b){4). A ‘ potentjal to be affected by the
: same deficlent practice? :
All residents with urinary
This REQUIREMENT is not met as evidenced incontinence are potentially
: : affected by this alleged
Based on staff interviews and record review, the deficient practice ‘ On-going |
facility failed to develop a comprehensive care
plan for one of three residents in tt applicable
stage two sample (resident #1 84). Findings
inciude:
"'*L_Ax;pRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPR £ SENTATIVE'S SIGNATURE . TITLE {X8) DATE
4 ol wu - mLMtM{fd’ﬁ\f t\j] =1

Any deficiency sta\t"e_ﬁunt ending wilﬁan rlsk (*) den at2) a deficiency which the institution may he excused from correcting providing it s detarminad that
other safeguards provide sufficient potection to the pativnty. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not @ plen of cor suton Is provided. For nursing homas, the above findings and plans of corection are disclogable 14
days following Wha date these decuments sre marle availalilz to the facility, If deficiancles are clted. an approved plan of correction is requisite to continued
pragram participation, )
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SUMMARY STATEMENT OF DEFICIENIZIZS

(x4} ID e} PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 37 FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOF N4 TION) "TAG CROSS-REFERENCED TC THE APFROFRIATE DATE
, DEFICIENCY)
- What measures wiif be put
F 279 | Continued From page 1 F 279 into place or systematic
1. Per record review on 10/1 712 at 81 1AM, ;::: 22;2.:‘;";_;1;:: l::ﬁlt:::
there was no care plan in place to adrtss needs recur?
pertaining to urinary incontinence for Fesident o5 Wi
#1B4. Resident #184 was admitted 01 /ipril 24, :2! ?:?f:g;g;;;ﬁﬁ?”c“e"
2012 and discharged on August 15, 012, Per cc;mprehensi\.'e care plans wil
assessment data from the MDS (Minirium Data include urinary incontinence
Sets) complated in May and June of 2012, ! when applicable
‘Resident #184 was dssessed as frecuently DN5S. ADNS ‘spC. UM, &for | 11 10/2012 -
incontinent of urine. Per interview with the o ' ’dpsi'gnee '
Director of Nursing (DNS) on 10117/ 2 at 12:05 § ] a
PM, the DNS confirmed that there w a3 no care How will the facllity monitor
plan fo address the needs of Reside 11 :#184 Its corrective actions to
related to urinary incontinence and that there ensure that tha deficient
should have been a care plan in place. , practice will not recur? :
F 282 | 483 20(k)(3)(ii) SERVICES BY QUA_IFIED — Initial audit of all residents to
55=0 | PERSONS/PER CARE PLAN determine unnary inconfinence.
Initial audit of all incontinent
The services provided or arranged ty the facility residents’ care-pians to insure a
must be provided by qualified persons in care-plan has been developed
accordance with.each resident’s wri ten plan of for urinary incontinence. Audit
care. : of all new admissions x4 weeks
) to insure urinary incontinence
care-plan has been devejoped
This REQUIREMENT is riot met as evidenced when applicable, continued
by , random auditing. Results
Based on record review and staff ir to view, the reported at Action Team and
facility failed to implement the care dlan that QA Meetings with changes
directed staff to attempt alternative appdroaches . made as appropriate.
prior to the use of psychoactive mexdications for 1 DNS, ADNS, SCD, UM &for | 1111 42012 &
of 10 residents in the sample (Resident #155}. desigree on-going
Findings include: ‘
A4 ol ueee WA
Per record review on 10/16/2012 al 1:28 PM, f} N PCL‘_ aeaghed W{AND
Resident #155 was administered ait anti-anxiety ik el P
medication on 4 pctasions during Oclober 2012
without the nurse assessing the neat for the
medication or attempting nan-pharingcological
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TAG. REGULATORY OR LSC IDENTIFYING INFOIRMATION) TAG cnoss-REFenech:EI% l‘}rzcr?l g‘r(i) E APPROPRIATE OATE
F 282 | Continued From page 2 F 282 I;:J;fg‘fe";:";ﬁﬂ: that all
intervantions prlor to its use. Neither ther behavior appropriate treatment and
flow sheet nor the nurses' notes for 10/11/2012 or . services as per care plan by
10/12/2012 indicated the reasan the T eidication appropriate qualified staff.
was used or that any alternative applozches were
first attempted. The medical record fither.does
not indicate that the resident was menitored after How the corrective action(s)
the medication was administerad to' tlel2rmine wiil be accomplished for
the effectiveness of the medication those residents found to be
administration. affected by the alleged
. deficlent practice? :
Unit staff confirmed on 10/17/2012 at 11:35 AM Cdert 4156 was not
that there was no documentation jus ilying the . negatively affected by this
administration of an anti-anxiety meclication or alleged deficient practice. Care-
that redirection or one-to-one was firs! attempted plan reviewed and revised,
as directed by the care ptan dated /1312012, Direct care nurses educated to
This was further confirmed during ar: Ir terview ' attempt alternative approaches
with the Director of Mursing on 10/17/2)12 at 1:05 before administering
PM. ' psychotrapic medication as per
: care-plan using supported
F 329 | 483.25(l) DRUG REGIMEN 1S FREE: "ROM e o PP
ss=D | UNNECESSARY DRUGS DNS, ADNS, SDC, UM BJor | 1111012012
, designee ;
Each resident's drug regimen must e free from
unnecessary drugs. An unnecessary trug Is any How will the facility identity
drug when used in excessive dose (n¢tuding other residents having the
duplicate therapy); or for excessive -Juation; or potential to be affacted by the
without adequate monitoring; or with att adequate same deficient practice? -
indications for its us®; or in the pres:2ni:e of Al residents receiving
adverse consequences which indicete the dose psychotropic medication are _
should be reduced or discontinued, 2- any potentially affected On-going

combinaticns of the reasons above.

Based on a comprehensive assessinent of a
resident, the facllity must ensure theit residents
who have not used antipsychotic drj:; are not
given these drugs urless antipsychotic: drug
therapy is necessary to treat a specifc condition
as diagnosed and documented in tt e clinicai

—
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) : \ DEFIGIENCY)
F 329, Continued From page 3 Fz82 | What measures will be put
record: and residents who use antipsychotic (ﬂﬂ‘ into place or systematic '.
drugs receive gradual dose reductions, and changes made to ensure that !
behavioral interventions, uniess clinizally  the deficient practice will not ;
contraindicated, in an effort to discontinue these recur? ; '
drugs. All nurses will be educated ra:
- alternative approaches wlii be
used before administering
" psychotropic medication as per
care-plan with supported
. documentatian. 5,
This REQUIREMENT is not met as eviderced DNS, ADNS, SDC &jor | 11/10/2012:
by: ' designee "
Based on staff interview and recarc review, the
facility failed to ensure that 2 of 10 pg licable
residents in the stage 2 samp'e wer fee from How will the facillty monitor
unnecessary drugs (Residents #77 anJ #1 85). its corrective actions to
Findings Include: ensure that the deflclent
' practice will not recur? :
1. Per record review on 10/16/12.at 2: 10 P.M., Initial audit of all residents on
Resident # 77 was administered an arti-anxiety psychotropic medication to
medication 18 times in September arnl October of review and/or revise alternative
2012 without attempting non-pharmacnlagical approaches on psychotropic
interventions and without adequate monitoring of medication care-plan. 5 random
behaviors. Per review of the plan of czre, there audits per week per unitx 4
were no non-pharmacological inten ertions in weeks of residents receiving
plaée. During interview on 10M6/12 ¢ 2:50 P.M., pSyCthrOpic medicaﬁon, to
the Unit Manager (UM) statecl that there should insure alternative approaches,
be non-pharmacolegical interventions on the plan as per care-plan, were
of care as well as g behavioral morifcring form in attempted before administering
the treatment record, The UM also sxited thatitis the medication with supported
hisfher expectation that nursing staft attempt documentation. Cantinued
non-pharmacological interventions prior ta randor auditing. Results
administering as needed psychotrapic reported at Action Team and
medications and that behaviors are ir onitored. QA Meetings with changes
The UM confirmed that there were nc made as appropriate.
non-pharmacological interventions in the DNS, ADNS, SDC, UM &for | 11 114/2012 &
Resident's plan of care and that thrre was no daesignee | on-going
behavioral monitoring form in the kestment {
lla{r\n CWIS-2587(D2-99) Previous Verlans Obsolete Event |D; YOUT11 Facliity |0; 475014 ' If continuation sheet Page 4 of 7
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_ DEFICIENGY)
F 329 | Continued From page 4 F 329 " The facility _mainta_ins_that all
record S psych_otmplc medicatians given
' I to residents are necessary.
2. Per record review on 10/16/2012 at 1:28 PM, ! X
Resident #155 was administered an ar li-anxiety : Hﬁrbthe correcltllv: ;:'c:k’"(s)
medication on 4 occasions during Ostcber 2012 rl’l a ”;::mfs : °“ 4 ':; be
without the nurse assessing the nee: for the 1: 9': r;sb ':: I‘IJ: d
medication or attempting non-phanmacological :;c‘e Y c:i:e? g?e
interventions prior to its use. Neither t12 behavior | icient pra y
flow sheet nar the nurses’ notes for 10,11/2012 or Resldient# 77 & # 155 Were riot
10/12/20%2 indicated the reasun the redication . negatively affected by this
was used or that anv altemative approaches were alieged practice. Gare-pians for
first attempted. The medical record f1 ther did both residents reviewed and
not indicate that the resident was monitored after revised. Direct care nurses for
the medication was administered to determine b‘fth residents were educated
the effectiveness of the medication. Unit staff re: behavior monitoring and
confirmed on 10/17/2012 at 11:35 aT that there altemative, non-pharmacologic
was no documentation justifying the interventions to be used before
administration of an anti-anxiety me3 ation or administering psychotrcpic
that rediraction or ohe-to-one was fit attempted, medication, monitoring to
as directed by the care plan dated C7/(8/2012. . continue after med.
This was further confirmed during irta view with administration/Interventions to
the DNS (Director of Nursing) on 10/17/2012 at evaluate effectiveness,
1:05 PM. : supported documentation. o
) DNS, ADNS,SDC, UM &Jor 1171012012
designee '
How will the facllity {dentify i
: _ other residents having the i
’ potential to be affected by the '
same deficlent practice? :
. All resldents receiving
F 371 | 483.35()) FOOD PROCURE, | Si’é:ﬁ@i‘iﬁ,”;%&!'ciiﬁt;‘%i'e
3 L
ss=¢ | STORE/PREPARE/SERVE SAN[TARY Hleged deficient practice. On-going
The facHity must -
(1) Procure food frem sources app:cved or
considered satisfactory by Federal, 5:ate or iocal 1
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. { ) Wh 1
What meagures will be put
F 371 | Continued From page 5 F323 . into place or systematic :
authorities; and Kud“ | changes made to ensure that "

(2) Store, prepare, distribute and serva food
under sanitary conditions

This REQUIREMENT is not met as E\ideﬁced
by:

Based on observations and interviea(s) the
facility falled to. store and prepare foad under
sanitary conditians. Findings Include:

During the initial tour of the kitchen on 10/15/12 at
10 A.M. and the follow-up tour on 10/15/12 at
3:00 P.M,, the following observations were made
in the kitchen:

1. The outside of the ice machine had visible dirt
stains.

2. In the walk-in refrigerator where, |esident foad
is stored, there ware (staff) beveraces on the
shelf including sods and an energy drnk.

3. The refriéerator held cake in a pan which was
stored on the bottom shelf and was rot covered
or dated.

4. In the storage room there were i} karge, white
plastic contalners Holding oatmeal, pz nko bread
crumbs, flour and brown sugar. All four
cantainers were visibly soiled on th2 cutside with
food residue and debris.

5. There were 2 fans located on ths w-éll in the

kitchen that were blowing toward the dishwasher L

| the deflclent practice will not
P recur? :
' All nurses will be educated re:
pehavior monitoring and
. alternative, non-pharmacologic
interventions, as per care-plan,
to be used before administering
psychotropic medication,
monitoring to continue after
medication
administrationfinterventions to
evaluate effectiveness, and
supportive documentation.
DNS, ADNS, SDC &lor

How will the facility monitor
its corrective actions to
snsure that the deficient
practice will not recy? :
Initial audit of all residents on
psychotropic medication
reviewed and/or revised with
alternative, non-pharmacologic
approaches on psychotropic
medication care-plan. 5 random
audits per week per unit X 4
weeks of residents receiving
psychotropic medication, 10
insure behavior monitoring and
alternative approaches were
attempted, per care-pian,
before administering
psychotropic medication and
continued monitoring for
affectiveness of
medication/interventions, with
supportive documentation.
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Faclliy 10: 476014 Results reported at Action
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Continued From page 6
rack where both dirty and clean dishz2s are

stacked/washed/cleaned. Botn fans ware heavily

coated with dirt/debris.

On 10/15/12 at 10:15 AM. and at 1(/15/12 at
3:15 P.M. the kitchen account maneger (food
service supervisor) tonfimmed the abe
observations.

F 371

The facility maintains that It
stores, prepares, distribifes
and serves food under sanitary
conditions

How the corrective actlon(s)

will be accomplished for
-those residents found to be
i affected by the alleged
"deficlent practice? :

1.

QOutside of ice machine
was wiped down with
disinfectant. lce was
emptied and internally

cleaned.

The 2 sealed
can/bottled beverages
that were staffs were
remaoved from

refrigerator

Uncovered cake was
thrown away

Bins were wiped down,
lids and/or wrap was
placed on top to seal

contents

2 new bins purchased
1o replace above
ingredient bins + 2
additional bins with :
extra lids ordered for |

stock

5. Fans were removed

101542

10-15-12

101512

101512

11712 |
10-16-12
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All residents are potentially
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Wiihat measares will be put

It placa o nystematic
chamges nrade fo ensdre that
the deficlent practics wifl not
jReCuar? : ;
Dietary will be re-educated e
sanary / cleaning standards to
include surface arBES and
sovering/dating unsealed
prepared food products,
Director of Debury Sarvicos,
8Jor desigmee-|

How will the facility monitoy

jts coprective actions o

enaure that the deficient
ctice will not reour? :

5 random audits per week Xs 4

waeks of genersl maln kitchen

erwironment and meain kitchen

. refrigerators checived to ‘

cleanfiness and coyered/dated
food product with results
reported at moming meeting
and QA Meetings with changes

made as appropriate. )
Director of Diwtaty Services,
‘ Llor designee
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