7~~~ 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:/fiwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

January 20, 2015

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
December 22, 2014. 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,

SNUNRI NN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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of 3 residents (Resident #3). Findings include;
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- The following canstitutes the facllity’s respanse 1.
F 000 | INITIAL COMMENTS Foooff to the findings of the Department of Licensing
‘ and Protection and does not conhstitute an
cﬁ: una?:cunc?ldty or;—site corgplahezgnvesﬁgaﬁon admission of guilt or agreement of the facts
ceming qualty of care an ent was :
conductad lg, tha Division of Licensin g and alleged or conclusions set forth on the summary
Protection on 12/22/14. The following regulatary statement of deficiencies.
violafions wero identified: .
F 280 483.20(ci)(3), 483, 10(k}{2) RIGHT TO F 280 280 283.20(d)(3), 483.10(K)(2)
§5=pn F’ARTICIPATE_PLANNING CARE-REVISE Cp )
1o ' 1. Resident #3 had no negative effects as a
The resident has the Hight, uniess adjudged It of this ail d gr . .
incampatent or otherwise found to be result of this alleged deficient practice. i
incapacitated under the [aws of the State, to 2. Residents with identified nutritional risks ;
pamcrpatg In planning care and treatment or have the potential to be affected by this
changes in care and treatment. : .
alleged deficient practice,
A cﬁmgrehen_sive care plan must be developed 3. Aninitial audit will be performed on
. within 7 daya after the completion of the it
} comprenensive assessment Propared by an nutritional care 'plans for al_l residents to
- interdisciplinary team, that includes the gttending ensure completion and revision.
f;:hytiician' & regtstered nurse with rasponsaibility 4, FEducation will be provided to licensed
rine resident, and other appropriate staff in P :
disciplines as determined by the resident's ngeds, "”rsf"s and d'ewa"_ ':eg_ard'"g the »
and, to the extant practicabie, the participation of requirements for initiating and revising
ﬂ|;e regident, the resident's family or the resident's nutrition care plans.
gal repressntative; angd periodically reviewed :
and revised by a team of qualified persons after S Random weekly .af’d“‘S wilt be ‘{O“d”CtEd :
each assessment. , - by the DNS or designee to monitor the
effectiveness of the plan. :
6. The resuits of the audits will be reportad |
. to the QAA committee by the DNS or
g.;:ls REQUIREMENT is not met as evidenced dESignee mc,nth]'y x3 months at which
_Bése_d on mediical record review and staff time the QAA committee will determine
inferview, the far:l!ft)( falled to revise a residents’. further frequency of the audits.,
care plan based on identified nutritional risks for 1 7. Corrective action to be complete by

1/22/2015,
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F 28D Continued From page 1

Per 12/22/14 medieal re

fracture. On admission,

Was admitted to the fanj
sub-acute rehah followin

cord review, Resident #3
ity on 11721114 for

g a fall with a pelvic

an interim dare plan for

Nuttitional Status/Diot

was develaped by nursing

and inciuded the negd
weights, meal Intake monitoring and the
determination of likes/dislikes. On 12/1/14, the
Registered Disticign (RD) compicted a
Nutritiona! Risk Assessment which identified that
the resident had a fair to poor appetite, average
a BMl of 18,7 (<185
18.5-24.94 is

for supplements, weaekly

is considered underweight;
considered normal). The R
resident was "at risk for [woight] loss and gkin
breakdown related to fair-poor oral intake as
evidence by = 50% pf intake and stating poor oral
intake: on a daily bas/s,” Additionally, the rasident
was reported to state that s/he "eata/drinks very
litthe, Avoids fogd wichemical, wheat and miile
On 11/24/14, Resident #3 welghed 110 pounds,
of 11/29/14 102.4 pounds and.on 12/2/14 102.4
Pounds (a weight logs of 7.5 pounds), On
12/22/14 a1 approximately 2;20 PM, the faciiity

RD stated that SUpblements
resident, but declineg based
tastes/preferances. The RD

were offerad to the
on personal
confirmed that fhara

was no documentation
record that supplemen
confirmed that there
original nursing nytri
address the residents'
related to fluid or body
supplamentz, addjtia
possible inferventions,
{Refer F231, F514)

‘281
13=D | PROFESSIONAL STA

was no avidehics that the
tion care plan was revised fo

nal weight checks, or other

483.200k)(3)(i) SERVICES PROVIDED MEET

in Resident #3's medical
ts were oifered and

weight ives (whather
weight loss), refusai of

NDARDS

F 280 Fase FCL&{{E}&\ ishis SRR e { Pyt
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The services providad or arranged by the facility
must meet professions) standards of quality,

This REQUIREMENT ig not met as evidenced
by

Based on staff interview and record review, the
facility falled to assure that nursing etaff met
professional standards of practica regarding
fcourately parforming 1. fal) riek and 2. gkin
assessments and 3. failed 4o reweigh a rasident
at recommended intervals after welght loss was
identified for 1 of 3 residents in the sample
{Residents #3) Findings ificiude:
1. Per 12/22/14 megieai record review, Resident
#3 was admitted to the facility on 11721114 for
sub-acute rehab following a fall with a pelvie
fracture, On 1 1721114, nursing staff completed a
fall rigk assessment which idenfifiss g resldents’
riek for falls based on criteria that includes g

history of falls, ambulation/elimination status, gait

and balanca issues, vision status, medication use

and predisposing ciseages. Each risk factor is
assigried a point value and the numbers are :
tofaled to obtain a fafl sk seore, Astaff nurse
caiculated Resident #3's tatal fall risk seore gg "on
which indicates a low rigk for falls, However, wer
Taview of the risk assessment form, the nurge
i : the totai fall risk scora should

#3's fall risk assessment scora was not accurate
and did not identify the residants' fisk for falls.

2.0n 1121114 a nursing staff member complated
a8 skin assessment for Resident #3 and

CMS-2587(02-08) Pravious Vergions Dbgiate

F 281/ F281 483.20(k){3)(i)

1. Resident #2 was not affected by the
alleged deficient practice.

2. Residents at risk for falls, compromised
skin integrity, and weight loss have the
potential to be affected by the alleged
deficient practice.

3. Aninitial audit will be conducted by DNS
or designee to ensure al) fall, skin, and
hutritional evalustions are completed

correctly. _I

4. Staff education will be provided to
licensed nurses and dietitian on accurate
completion of fall, skin, and nutrition
evaluations.

5. Random weekly auditing will ba
conducted by DNS or designee to
evaluate the effectiveness of the plan.

B. The results of the audit will be reported
to the QAA committee monthly X3
months at which time the QAA

committee will determine the frequency
of further auditing. :

7. Corrective action will be complete by
1/22/15.
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documented that the resident had a Stage |
pressure ulcer on his/her cocoyx (il bone area),
A Stage | pressure ulcer is identifisd by intact skin
with "non-blanchable redness" of a localized area
usually over a bony prominence. However, on the
11124114 corresponding nurses’ progress note,
the cocoyx skin is described az a "2 x 2 om, pink,
blanchable" area. On & follow-up skin
assessment on 1212114, the staff nurse
documented Resident #3 as having a Stage I
prassure ulcer on his/her coccyx. A Stage If
pressure ulcer is defined as a parfial thickness
loss of dermis presenting as a shallow open ulcer
with a red pink wound bed. Howevar, the nursing
pragress note for 12/2/14, documented thst the
resident's cocoyx skin was "pink, 2 x 1 om,
bianchable,” On 12/22/14 the Sub-acute rehab
UM (Unit Manager) confirtned that Resident #3
did not have & pressure ulcer and that the skin
asgessment complated by the staff nurse was not
accurata,

3. Per 12/22/14 medical record review, on
12/1/14, the facility's Regietered Dieticlan (RD)
completed a Nutritional Risk Assassment which
identified that Resident #3 had a fair to poor
sppetite, average-meal intake of 25-50% and
BMI of 18.7 {<18.5 is considered underweight;
18.5-24:09 is considered norinal). The RD
documentsd that Resident #3 was "at riak for
[weight] loss and skin breakdown related to
fair-poor oral intake as evidence by < 50% of
inake and ... poar oral intake on a daily basis.”
Fer the medical record, on 11/24/14, Resident #3
weighed 110 pounds; on 11/28/14 102.4 pounds;
and on 12/2/14 1024 pounds (= weight loss of
6.8% or 7.6 pounds from the time of admissicn).
Qn 12/1/14 the RD wrote In & progress note, "wt
Ioss 8# in 5 days [...] please obtain rewt, then wi

IRM CMB-2587(02-88) Previgus Versicns Obsciste Evert 1D: 686071
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. o DEFICIENCY)
F 281 | Continved From page 4 F 281
daily x 2 days.” On 12/6/14, the RD wrote in
another progress note, "Showing wt loss of 8#
since 11-24. Please obtain rewt then continue
daily wts x 3 days to monitor wt status” On
12722/14 at approximately 3:40 FM, the
Sub-acute rehab UM reporiad that the additional
welght Measurements were not obtained by
nursing staff as the RD's recommendation for
weight rechecks in a progress note was not an
established system of communication to nursing
staff. The resident was only weighed af weakly
intervals and not as recommended by the RD.
(The resident was hospitalized oh 12/714),
(Refer F514, F280) .
Lippincott Manuatof Nursing Practice, Sth Edition
) Page 17 Standards of Professional Nursing
) Practice .
.. 5141 483.75(1)(1) RES FB14| 514 483.75(1)(1)
S5=E RECORDS-COMPLETEIACCURATE!ACCESSEB
LE 1. Resident #3 was not affected by the
The facility must maintain clinical records on each alleged deficient practice.
resident in accordance with accepted profesgional 3. Residents at risk for falls, compromised
standards and practices that are complete; ini i leht loss, and those
accurately documented; readily accessible; and sm_' mtegr-lt\_f, \:ve 5 ] si'
systematically organized. taking antibiofic medication have the
The ol fricient potential to be affacted by the alleged
e clinical record must contain, sufficien . .
information to identify the resident, arecord of the deficient practice.
resident's assessments; the plan of care and 3. Aninitial audit will be conducted by DNS
semiges provided; the results D;tzgif the State ar designee to ensure all fall, skin, and
:rr%aprrgigsrszg;\ :otes“ ing condly by the : nutritional evaluations ara completed
and follow up documentation regarding
lements and antibiotic medication is
This REQUIREMENT is not met as evidenced suppiamt
by: completed and accurate.
Based on interview and medical racord review,
Evert ID: 688014 Faclity ID: 475014 If canfinuation sheet Page 5af 8
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ill rovided t
514 Continued From page 5 o eiucaﬂon W d? ‘;.t."; o S et
the faciity falled to assure that the clinical record licensed nurses and digLrian o -
for 1 of 3 residents (Resident #3) was complete completion of fall, skin, and nutrition
and accurate. Findings include: evaluations as well as complete and
1 Per 12122/14 medical record review, Resident accurate documentation and fo.ilow.up .
#3 was admitted fo the facility on 11/21/14 for regarding supplements and antiblotic
sub-acute rehab following a fall with a pelvic medication.
fracture. On 11/21/44, nursing staff completed a o .
fall risk assessment which identifies a residents’ 5. Random weekly auditing f”'"“ be
risk for falls based on criteria that includes a conducted by DNS or designee 1o
history of falls, ambulatior/elimination status, gait evaluate the effectiveness of the pian.
and balance Issues, vision status, medication use its of the audit will b ' orted |
and predisposing diseases. Each risk factor is 6. The results of the audit will be Tep ‘
assigned a point value and the numbers are e
totaled to obtain a resident's fall risk score. The to the QAA committee moanthly X3 —[
facility nurse caiculated Resident #3s' total fall at which time the QAA
'y | risk score as 2 which indicates a low risk for falls. months 8EWHIEA IS 0 e frequancy
L However, per review of the risk assessment form, committee will determine the ireq
the nurse miscalciiated the score and the total of further auditing,
rigk score should have been 10. Ascore of 10 or : 1on will be complete by
greater indicates a high risk for falls and is 7. Corrective action P
flagged in the medical record to alert staff of the 1/22/15.
fall risk. ‘The miscalculation and insccurate score o ] - cAE e
for fall riek was confirmed by the Sub-acute rehab FEI f0 € acie phed Thishyponmarpape
UM (Unit Manager) on 12/22114 at approximately
3:00 Ph.
2. On 11/21/14 a nursing staff member compieted
a'skin aszessment for Resident #3 and
documetted that the resident had a Stage |
pressure uleer on hisfher cocoyX (il bone area).
AStage | pressure ulcer is identified by intact skin
with “non-hlanchable redness” of a localized aréa
usually aver & hony prominence. However, on the
11/21/14 nursing progress nete, the cocayx skin
is described as a "2 x 2 cm, pink, blanchable”
area. On a follow-up skin assessment on 1212114,
the staff nurse documentad Resident #J as
having & Stage |l pressure ulcer on his/her

'ORM CIMB-2567(02-08) Previaus Versions Obgolate
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()

cocoyx, A Stage | pressure ulcer is defined a3 a
partial thickness logs of dermis presenting as a
shallow open ulcer with a red pink wound bed.
However, the nursing progress note for-the same
day, documented that the resident's COGEYX WES

| "pink, 2 x 1 cm, blanchable,” On 12/22/14 the

Sub-acute rehab UM confirmed that Resident #3
did not have & pressure ulcer and that the
documentation on the skin assessment forms
was nef aceurate.

3. On 11/22/14 Resident #3 was prescribed
Levaguin 500mg one tablet daily Tor 7 days for an
alevated temperature and symptoms of
pneumonia. (lLevaguin is &n antiblotic). Per review
of a nursing progress note dated 11128114, a otaff
nurse documented, "Continues with PO [by
mouth] abx for cellulitis without adverse regction.”
On 12/22/14 the Sub-acute rehab UM confirmed
that the clinical note wag not accurate and that
the resident did not have celiulitis but was
completing a course of antibiofics for pReumonia.

4. On Resident #3's 11/21/14 admission, an
interim care plan was devaloped that included a
Mutritional status/Diet care plar. The resident was
checked to have "supplements” in addition to
nig/her diet due to his/her poor appetite. On
12/22/14 atapproxmately 2:20 PM, the facility
dietician ztated that supplements were offered to
the resldent, but declined based on personal
tastes/preferences. The dietician confirmed that
there was no documentation in Resident#3's
electronic or paper recurd to confirm that
supplements were offered and the medical record
was not complete.

Per 12/92/14 interview, the UM confirned the
above documentation irregularities and did not

FORM GMS-2567 (02-89) Pravious Versions Obsciete

Evant (0585011
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provide evidence that the irregulartties had been
idantifiod or corrected by the time of the survey.
(Refer F280, F281)
()
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