7~ 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

June 10, 2014

Ms. Meagan Buckley, Administrator
Burlington Health & Rehab

300 Pearl Street

Burlington, VT 05401-8531

Dear Ms. Buckley:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
29, 2014. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compiiance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SN

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F 000
The following constitutes the facility’s
An urannounced or-site complaint investigation response to the fmdings of the Department
concerning resident rights, quality of care and of Licensing and Protection and does not
trestrment and resident safety along with an constitute an admisaion of guilt or
investigation of an antity self-reported resident agreament of the facts alleged or
incidant was conductad by the Divigion of conclusions set forth in the summary
Licensing and Protaction on 4/28/14 and statemart of deficiencies.
concluded on 4/29/14. The following regulatory |
vinlations were identified; . | F 157
F 157 | 483,10(b)(11) NOTIFY OF CHANGES F157| 1 Resident #1 will be readmitted by
s6=D{ (INJURY/DECLINE/RQOM, ETC) -‘ 6/10/14.
2. o discharpe notice has been
A facility must immediately inform the resident; . issued to any other resident.
consuit with the resident's physician; and if 3. All residents discharged to the
known, notify the resident's legal representative hogpital are at risk of this alleged
or an interested family member when there Is an deficient practice.
accident involving the resident which results in 4. Re-educate staff on discharge
injury and-has the potential for requiring physician notice requirements,
intervention; a significant change in the resident's 5. Random weekly audits to be
physical, mental, or psychosocial stalus (Le., a performed by Executive Director
deterioration in health, mantal, or psychosoial or designee to determine continued
status in either life threatening conditions or compilisnce with plan,
clinical complications); & need to alter treatment 6. Executive Dircctor shall repott out
significantly (L.e., 3 need to discontinue an te QAA committee monthly x3 at
existing form of freafment due to adverse thiz time frequency of further
consequances, or to commeitcs g new form of surveiliance shall be determined by
treatment); or & decision to transfer or discharge committee,
the resldent from the facility as specified in 7. Corrsetive actions shall be
§483.12(a). ‘ . complete by 6/14/2014
The facitity must also promptly notify the resident F‘Eﬂ foC 31'—%(-‘*“-3 Ghol N PcotalRIN
and, if knowit, the resident's legal representative
or interestad family member when fare is a
ghange in room ar [commate assignment as
specified in §483.15(&)(2), or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section, )
: —_—

; ) /) [ ‘
LABORATORY DIRECTER'S [ PREVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE % #:;);ATE
; ,0‘ AR/ S - Exedydtve Ve @)

Ay duticieney etatement anding with an aEtarsk () denotes o/dBiwency which the institution may be excused from corecting providing it is datarmined ;T;af
other safsquards provide sufiicient protection to the patients. {See structions.) Except for mursing homes, the findings stated above are dipclozeble B0 days
vided. For nursing homes, the above findings and plans of comaction are disciosalie 14
ved plan of corraction is requisite to continved

foliowing the date of survey whether or not a plan af comadtic i
days following the date these documents are made avallabie to the facility, ¥ deficiencize are clted, sn appro

program panielpation.

9 ic
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F 157

Continued From page 1

The facility must recard and periodically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT ig not met as evidenced
by:

Based on interview and record and policy review,
the facility failed to provide a timely written notice
of discharge from the facility for 1 of 3 residents.
(Resident #1). Findings include:

Per 4/29/14 medical record review, Resident #1
was readmitted to the faciity on 6/11/12 with the
following diagnoses: Orthostatic hypotansion,
quadriplegia and quadtiparesis, low back pain
and other chronic medical conditions, On 6/18/13,
s/hs was transferred to the hospital for symptoms
af apneic breathing, a respiratory rate of 8-10 with
audible gurgles and seizute like symptoms. Per
interview with (he facility administrator on 4/29/14,
Resident #1 has remained In the hospital since
hig/her transfer on 6/18/13. Per review of

documents submitted by the facility administrator

tc the State Agency (SA) on 3117714, the facility
issued an amended "new notice of discharge” to
Resident #1 on 3/5/14, almost 8 manths after
histhar transfer o the hospital. (A first notice of
discharge wag issued in January 2014).

Per 4/29/14 raview, the facility policy, "Notice of 2
Transfer andfor Discharge” states, "Our facility
shall provide a resident and/or the residents
representative (sponsor) with a thirty (30)-day
wiritten notice of an impending transfer or
discharge, On 4/29/14 at approximately 1:40 PM,
the facility administrator confirmed that Resident
#1 was not given a timely notice of discharge.
(See 205 and F 208)

F 157
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F 164 | Continued From page 2 ' F 164
F 164 | 483.10(e), 483.75()(4) PERSONAL F 164} py6s

58=¢ | PRIVACY/CONF DENTIALITY OF RECORDS

1. The Center provides personal
privacy ih resident rooms and
private meeting arees, No resident

The resicent has the right to personal privacy and ‘
confidentiality of his or her personal and clinical :

records. suffered any negative sucoms.

; ; . : 2. Allresidents are potentialk
Personal privacy includes accormmaodations, : affected by this aﬁa ged de%cient
medical treatment, written and telephone ' practice.
cammunications, personal care, visits, and ‘ 3. Closed Civeuit monitoring is

meetings of family and resident groups, but this
does not regulire the facility to provide = private
room for each resident.

communicated to all that enter the
Center viz pestitigs on each main
entry door, :

4, All carrent residents will be
potified of closed circuit
monitoring by letter of notice and
at the next scheduled Resident
Council meeting. New admissions
will be notified by notice in
admission agreement.

5. Re-educate staff on personal
ptivacy requirements.

6. Random weekly audits to be
performed by Admissions
Coordinator or designes to
determine continued compliance
with plan.

7. Admissions Dirvector or designee
ghall report out to QAA committes
monthly x3 at this time frequency
of further surveillance shall be

Except gs provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facility.

The resident's right to refuse release of personal
and slinical records doss not apply when the
resident is transferred to anothar health care
institution; or record releasge is required by law,

The facility must keep confidential ail information
contgined in the resident's records, regardiess of
the form or starage methods, except when
release ls required by transfer to anather
healtheare institution; iaw; third party payment
contract; or the resident.

; : ' ; ad determined by committee.
;—::Ils REQUIREMENT is not met as evidenc 8 Comective actions shall be
Based ah obeervation and interview, the facility : complete by 5/29/2?14 o
falled to assure that resident rights to privacy in Fligy eol m\ﬁd & lio\'\q Py

accommodations and with whomever the resident
wishes to be private is protected, This has the
potantial fo affect all regidents residing in the

FORM CMS-2567(02-88) previous Versions Obsolets Event ID: IWEP 14 Faclity [D: 476014 If gentinuation shest Page 3 of 11
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facilty and their visitors, Findings include:

On 4/28/14, a spiit screen video monitor was
observed at the fifth floor nurses station with
images of residents and their visltors moving in
the hallways and entering and exiting the
elevator. On 4/29/14 at 11:20AM, the Diracior of
Maintenance stated that the facility upgraded its
DVR (Digital Video Recording) system and now
has video monitoring cameras in the labby area
and on all four rasident floors: unit 2 has 2
gameras in the haltway; unit 3 has 1 camers
pointing to the elevator area; unit4 has 4
gamearas in the hallways, and unit B hag
cameras in the hallways, There are glsu cameras
on the unit 2 patic and at the entrances o the
facility. Cameras were added to the halls on units
4 and 5 late |agt fall. The maintenance director
teported that s/he can log onto his computer o
view anything that occurred within the view of the
camera for a 15 day time range; the cameras are
motion activated.

On 4/28/14 at 1:33 PM, the facility administrator
stated that ¢/he has remote access to view the
facilty monitoring tapes on histher compuier,
S/he confirmed that residents and their famities
may not be aware that videotaping is ogourring,;
that there is no information in the reskdent
admission packst about the taping and that
residents and/or their regponsible parties have
not signed consents for the taping/monitering.

F 205 | 483.12(b)(1)&(2} NOTICE OF BED-HOLD F 205
gs=¢ | POLICY BEFORE/UPON TRANSFR

Before a nursing facility transfers a resident to a
hospital or allows a resident to go on therapeutic
lesve, the nursing facility muss provide written
information to the resident and a family member
or legal representative that specifies the duration

FDRM CME-2687((2-89) Pravious Versions Obsolete Evant B SWE P Fagllity (0: 475014 If continuation sheet Page 4 of 11
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of the bed-hold policy under the State pian, ¥ any,
during which the resident is permitted to retum
and resume residence in the nursing facility, and
the nursing facility's pclicies regarding bed-hoid
periods, which must be consistent with paragraph
{b}(3) of this section, permitting a resident to
return.

At tha time of transfer of a resident for
hospiaiization or therapeutic leave, a nursing
facility must provide i the resident and a famlly
memkber or lagal representative written notice
which specifies the duration of the bed-hold policy
described in paragraph (b)(1) of this section.

This REQUIREMENT is not met as evidehced

Based on interview and record ang policy review,
the facility failed to give written notice of the
ped-hold palicy at the time of transfer to the
hospitat for 2 of 3 residents in the survey sample.
(Resident #1 and Resident#2), Findings include:
 Per 4/28/14 raview, the facility "Holding Bed
Space" policy, states that "when emergency
transfers are necessary, the facility will provide
the resident or representativa (sponsor) with
information concerning our bed hold policy within
one business day of such transfer.” ... The
bed-hold formation will inglude any charges that
the resident may incur as well as the time limit
established by the State Medigaid Plan for which
the facility will reserve the resident's bed-space”
1. Per medical record review, Regident #1
resntered the facility on 6/14/12 with the foliowing
diagrioses; Orthostatic hypotension, dquadripiegia
and guadriparesls, low hack pain and other
chranie medical conditions, Dn 8/16/13, s/he was
| transferred to the hospital for symptems of apneic

il F205

1. Resident #2 readmitted to the
Center upon discharge from the
hospital, Resident #1 will be
readmitted on 6/10/14

2. All residents transferred to the
haspital are at rigk of this alleped
deficient practice.

3. Re-educate staff on bed hold notice
policy.

4, Random weekly audits by Social
Bervices or designee to determine
compliance with plan.

5. Social Services or designee shal)
report out to QAA commitiee
monthiy X 3 at this time frequency
of further surveillance shall be
determined by comumittee.

6. Corrective actions shall be
complete by 6/10/2014

Facs pol '::‘Ci—t.?"\f-«') (s\\b'\(\‘ Wlwé
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to Residant #1 on 3/5/14.

hoznital,
On 4/30/14 at approximately 8:33 AM,

given to rasidents upon transfer to the

(See F157 and F208)

483.12(b)(3) POLIGY TO PERMIT
READMISSION BEYOND BED-HOLD

F 208
58=D

braathing, a respiratory rate of 8-10 with audible
gurgles snd seizure ke symptoms. Per irterview
an 4/30/14 at approximately 8:33 AM, the facility
sacial worker confirmed that Resident #1 and/or
his/her family were not provided with the bed-hold
nofice as par regulation. Per interview with the
facitity administrator on 4/29M14, Rasident#1 has
remalned in the hospital since his/her transfer on
6/16/13: the facility lssued a notice of discharge

2. Per madical record review, Resident #2 was
admitted to the facility on 1/10/14 with disgnoses
that included muscle weakness, difficulty walking,
pain, dighetes and other chronic medical
conditions, $/he was transferred to the hospital
on 1/24/14 for worsening sympioms that included
dehydration. Perinterview on 4/29/14 at 12:55
PM, the facility administrator confirmed that
Resident #2 and/or hig/har family were not
provided with the bed-hold notice: as per
regulation; however, the resident re-entered the
facility of 12/29/14 upon discharge from the

gooial worker reported that prior fo February
2014; the facility did not have a good system in
place o sssure that the bed-hold notice was

The above information was confirmad by the
facility administrator at 1:40 PM; ¢/he addad that
onee the facility was aware that they were not
meeting the reguirement for bed-hold notice,
steps were takern in February 2014 to assure that
residents were provided with the notice,

the facility

hospital.

F 205

F208
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reentered the facllity an 6/11/12 with the follawing
diagnoses; Orthostatic hypotension, quadriplegia
and quadriparesis, low back pain and other :
chronic medical conditions.  $/he was transfermad
to Ihe hospital on 6/16/13 for symptoms of apneic
bregthing, a respiratory rate of 8-10 with audible
gurgles and sefzure like symptoms. At the time of
the transfer, Resident #1's 5/16/16 MDS
{Minimum Data Set) eniry documented the
B/16/13 discharga, as "unplannad,” "ratum
anticipated " At the lime of discharge, Resident
#1 wag covered by the State Medicaid insurance
plzn and per 4/28/14 interview; the faciity
administrator confimed that Resident #1 had no
putstanding bills with the faifity.

Fer review of documents submitted by the facility
administrator to the State Agency (8A) (dated
3/17/14), the facility issued an amentfed new
"notice of discharge” to Resident #1 an 3/5/14

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMRLETED
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F 206 | Continued From page 6 ' F 206|| F206
A nursing facility must establish and follow a 206
written policy undar which a resident whose i
hospitalization or therapeufic leava exceeds the : . . . '
bed-hold patiod under the State pian, is L ;Rﬁs‘;?fft#l will be readmitted by |
readmitted to the facllity immediately upon the 2 All resid th Medicaid that ‘
first availability of a bed in.a sem/-private room if C ;‘;ﬁ: ?ms :;m the hospital are at
the resident requiras the services provided by the a.r:k ¢ ;'m‘;l o doff P : ‘
facility, and is eligible for Medicaid nursing facility . ft’l this alleged delicien
services. Pracice.
3.  Re-educate staff on policy to
_ permit readmisgion beyond bed
This REQUIREMENT s not met as evidenced , b weekly audits by Socia
by: "o : ' :
Based on record and policy review, resident and Services or de.sf“?e to determine
staff interviews and facility submitted documants, comphance with P;n‘. bl
the facility Tailed to permit re-admission to the first 3. Social Services or es'g“f’t‘;' stia
available bed for Resident #1, whose therapeutic report out to QAA commtee
leave period exceeded the 10 day bed-hold | manthly X 3 at this “mi l??)mmy
paicy. Findings include: { gf further Euwcﬂlam?ns 1l be
Per racord reviaw on 4/29/14, Resident #1 s “'f:e”;‘r;m:‘ Eya:t?:::;h;:l‘ be
. [ AR ) CLIvi 1

complete by 6/10/2014

Pk fol accepted Gliohy frickicrsd
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‘horne of [Resident #1's familyl. The letter

Continued From page 7

(Aalmost 8 months after histher transfer to the
hospital). Per review, the 3/5/14 discharge notice
stated that, the resident will be dischargerd from
Burlington Health and Rehabilitation Center to the

continued, stating that, "the transfer or discharge
is appropriate becaus® the resident's health has
improved sufficiently 5o the resident nc langer
needs the services provided by the facility.”

Per review of Resident #1's 4/14/13 guarterly
MDS (completed by facility 2 rnonths prior to
his/har hosbitalization), Resident #1 is
documented as having no bahaviaral symptoms,
no rejection of care, and no physical or verbal
symptoms directed at others. Sheis
documented as needing extensive assistance for
bed mobility, dresaing and personal hygiene and
as being fotally dependent for toileting and
bathing; sfthe is described ag having an
impaimant of bilsteral upper and lower
extremitias, having an indwelling catheter and
Jsing a wheelchair. $/he was reported as having
daily pain and being at risk for pressure ulcer -
davelopment,

Per 4/29/14 telephone interview at 7:30 AM,
Resident #1 confirmed that sfhe is still in the
hospital but would like to retum to Burfingten
Health and Rehab, S/he stated that it would be
impos$sible to return to the family member's home
{refarrad to in the facility discharge notice) as the
apartment g/he recidad in, in tha past, is rented
and occupied and the named family mamber is
unable to provide care. Sthe confirmed that sihe
is a quadriplegic and is unable to use his/her legs
and has very limited use of his/her arms dugte a
spinal cord injury. Sfhe reportad needing the
assistance of & machanical |ift ta fransfer from
bed to wheelshair and back to bed and continues |
to need halp with dressing, undressing,

F208
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showering, bowel care and repositioning. She
reported that s/he is also unable to prepare food.
On 4/29/14 at 3:00 AM, the facility DON (Director
of Nursing), confirned that Resident #1's physical
care naeds were similar to other residents in the
facility, and stated that "we do that care weil"
However, sthe addad that LNAs (Licensed
Nursing Assistants) were in Resident #1's room
for hours and thet hig/hat zocial neads were more
difficull, The DON added that this was nota
staffing issup and that Resident #1 got the care
that s/he needed but the facillty found it difficult ta
accommodate his/er social needs. The DON
confirmed that the facility was in the procass of
making arrangements for transfer (at the time the
-1 resident was hospitalized) and that past attemipls
to facilitate a2 community transfer did not work out.
Par 4/29/14 review, the facility "Holding Bed
Space" policy, states that "when emergency
transfers are necessary, the facility will provide
the resident or representative (sponsor) with
informatinn conceming cur bed hold policy within
one business day of such transfer” "..The
bed-hold information will include any charges that
the rasident may incur as well ag the time fimit
astabiished by the State Medicaid Plan for which
the facility will reserve the resident's bed-space.”
The facility "Bed Hald Policy" further states that,
"Vermont law permits us to hold a Medicaid
recipient's hed for up to ten (10) days when a
resident is discharged to a qualified hospital and
will, upon discharge from the hospital, continue to
need the level of services we are ticensed and
certified to provide and hisfher bed is losated on a
wing/unitfloor that ig licensed and certified to
pravide the level of services he/she will regquire. A
resident, who ig abie fo return to this Center, will
be re-admitted 0 the first madically available bed
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5 b., under the heading, "Medicald-Assisted

a hospitalized Medicaid-assistad Patient, the
Center will raserve a bed for up to ten days as

agrency.” fi, "IF the Center is nat required to
resetve a bed because it does not meet the
reguiatory conditions, it nevertheless will admit
the Patient to the next available bed upon
requires the Center's setvices."

reparted that the facility declined a referral for
pr August 2013 and again around the time that
residant: sfhe reported, s/he had not talked to
#1's status.

Per 4/29/14 reviaw, on 3/17/14 the facility
stbmitted a letter to the SA from Resident #1's
#1'a physician wrote, that s/he contacted the
medical director of cass management at the

neads and is at & custodial lave of care at the
hospital. The physician ended histher lettar,

older with different care needs), | do think
Burlinglon Heakh and Rehab is much more

[s/he] has resided for the past 8 mentns,
approximately.”

On 4/28/14 the facility administrator provided the
fatility's written admission agreement; in section

Patients” the agreemant states: 1, "In the cage of

requirad by the requlations of the state Medicaid

disocharge fram the hospital provided the Patient
On 4/29/14 at 1:40 PM, the faciiity administrator
Resident #1 to be readmitted to the facility in Juty
the notice of discharge (3/5/14) was served to the

anyone in months [fram the hospital] re Residant

nhyaician (dated 2/14/14 ). in the letter, Resident

hospital where Resident #1 is residing and was
informed that Resident #1 has ne significant care

stating that, "While Burlingion Health and Rehab
may not be the ideal location for [Resident #1] to
receive care {typical clientele are typically much

approprigte venue of ¢are than the hospital where
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Per 4/28/14 interview, the facility administrator
stated that the current resident census at the
facility was 113; the facility is licensed for 128
-resldents.
{See F 157 and F205)
i
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