O
/\’\ 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://Mmww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

August 7, 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 July
13, 2015. 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. |f
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SENRI=N

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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!
i
An Urannounced onslte camplaint invastigation

| was conducted by the Division of Licensing and
i Protection on 7/13/2015. The following regulatory
violations were identifled: y
F 279 483.20(d), 483.20(k)(1) DEVELOP F 279 F279 483.20(d), 483.20(k)(1)
88=p COMPREHENSIVE CARE PLANS '

1, Resident #1 and #2 had no

A fgci[ity must use the results of the asseasmeant . negative effect as a result of this
fo develop, mvisw and revise the resident's ] e :
! comprehensive plan of care, I alleged deficient practice
: | 2. Residants with medical risk
The facility must develop & eemprehensive care l factors have the potential to be
plan for each resident that includes measurable )
' gbjectives and timetables to mest a resident's I affected by this alleged deficient
" madicsl, nursing, and mental and psychosocial practice
needs that are ldentifiad in the comprehansive ;

azgesament ; 3. Education to be provided to
licensed nurses regarding the
The care plan must describe the services that are aguirement for care plan
| to be fumished o attain or maintain the resident's . requ p o
. highest practicable physical, mantal, and development to address medica
- peyshosocial weall-being as required under | risk factors

§483.25; and any sarvices that would otherwise

' | its will be
| be required under §483.25 but are not pravided | 4 Randomweekly audits wi

| tue to the resident's exercise of rights under ] ' conducted by the DNS or
" 8483.19, including the right to refuse treatment j designee to monitor effectiveness
un.der §483.10(b}(4). , of the plan
i ) : 5. Results of the audit will be
'é';'is REQUIREMENT ig not met as evidenced presented to the QAA committee
. Based on staff Interviews and racord review, the ! x3 months at which time
Taciity falled to develop & comprenensive care frequency of further audits will

| plan for 2 of 3 residents with medical rigk factors 1

. (Resldent#1 & Resident #2). Findings include: be determined

1. Per medical record review, Resident #1 was ! 6. Corrective action will be
admitted to thacility with diagnosss fhat | completed by August 13,2015 | |
CRRORATORY DIRECTR R PLIER REFRESENTATIVE'S SIGNATURE JTME {E| OATE
W - Erecudye D ector  sjdlls

aATy-ctateme it ting providing & s detenfined that
Any daficiadzy-sfatament ending with an aste) denotes 2 deficlency which the institfion may be excusetd figh gorfe v h
ather cafmquards provide sufficlant protection 1 the Rationts. (See ingbructions.) Excapt for nursing homes, the findings stated above sre disclosatle 80 days

i rraction are digtosable 14
fotiowing the date of $urvey whether arnot & p recilon is provided. For nuraing homes, the abaova findings and plans of G
days fallawing the date thess doturments ar made svalizble t the faciity. If deficlencies are &ited. an approved plan of earreciion la requishe to continued
program paricipation. F274 P0C aceepted 0lolis spemen |pue

#cﬁni‘n'cm;zss?tmaa} Previoun Vareinds Obeolete Evart |D: CUYDAT Facinty 10 476014 if continuation sheet Page 1 o4
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, 2P CODE
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{40 BUMMARY STATEMENT OF DEFIGIENGIES o | PROVIDER'S PLAN OF CORRECTION oy

PREFIX {EACH DEFICIENGY MUST BE PRECERED BY FULL RFREFIX (ZACH CORRECTIVE AGTION SHOLLD BE SOMPLETION
TAG REGULATORY DR LSC IRENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE ARRROPRIATE ATE

. DEFICIENGY)

5 . T
F 275 | Continued From page 1 [ F 278
“included & personal history of falls, aftercare for g ,
hesling traumatit fractura of the upper arm,
difficutty walking and other chronic medical |
, problems. Per review, a 8/26/15 nursing progress |, ]
' note documented that the ... resident attlemptad |
" to seif-transfer from toliet to w/c lost balance and - i
felt to floor Ianding on buttooks, Both feet i l
; extended In from of [himvher), facing the bathtub, | ‘
Noted to be bleeding from the left neck and laft
: FA skin tears. Areas claansed and [dressings] :
applied.” Following the fail, a fall rigk assessment ;
on B/26/15 identified the resident as st "high risk”
for fails. ,
On 7/13/15 at approximately 11:43 AM, the ; |
. nursing Unit Manager (UM) sonfirmed the abave | :
{ infarmation ang that a care plan had nat yet bean | , .
deveioped for Resident #1 {0 address hls/her ! 1
 specific fall risks and dentify strategies fo reducs | :
i the rigk for further falls. |
1 2. Par 711316 record review, Resident #2 was !
" admitted to the facility with a past diagnosls of I
clostridium difficile, a bacterial infection that can i i
cause symptoms ranging from diarthea to life . [
threatening inflammation of the galon [bowel]. Per i
raview of iabs, on &/1/15 Rasident #2 tested i A :
i positive for clogtridium difficlie. I , ’
Per review, the faciilty Clinical Policies and F
: Proceduyres for Clostridiurn Diffigile, address that ! :
| preventative measures will be taken (0 prevent i
the occurence of Clostridium Wifficile infections i
amang residents and precautions will be taken i ’
whiie caring far residents with C. difflcile (to . : !
prevent transmission of C. difficile to others). { ’

On 7/13/15 at 2:45 PM, the UM gonfirmed that ' i
' there wag no evidence that a care plan for : i
: Clostridium Difficiie infection was developed for |
| Resident #2 after the infection was identified on
" 6/1/15 until the day of tha survey oo 7/13/15,

DR CMS-2667(02-00) Fravidus Vevdinne Dhaolote Even 1D CUYDHY Faclitty I, ATE014 If eontinuation sheet Pags-24f 4
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| | l DERIGIENCY)
' | |
F 279 ' Conkinued From page 2 i F278 ‘
;

. approximately § weeks from the time of
identification.
F 280 483.20(d)(3), 483.10(k)}(2) RIGHT TO
35:0; PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged I

i Incompstent or otherwise found to be .

! Incapacitated under the laws of the State, to
partigipate in pianning care and treatment or
changes in carg and trgatment.

' Acomprehensive care plan smust be develaped !

{within 7 days =after the completion of the

. comprehensive assesament; prepared by an

interdiscinlinary team, that includes the attending

| phyaisinn, & registered nurse with responsibiliy
for the resident, and other aporopriate staff in
disciplines as deterrmined by the residents needs,
and, to the extant practicable, tha participation of
the resident, the resident's family or the resident's |
legal representative; and pariodicslly reviewed |

’[ AN revised by a team of qualifed parsonz after
eath assessment,

i

This REQUIREMENT is not met 2% evidenced
by - ,
. Based on Interview and record review, the facilty |
l failed to revise the eare plan for 1 of 3 residents

to reflect thair current medical care needs i
| (Resident#1), Findings Include: !

Par medical record raview, Resident #1 was
admitted to the fasiilty on 5/1/15 and readmifted

on B125{16 following a brief hosphtal stay. Per :
I review, the resident hed a care plan initiated on !

F 280 | F 280 483.20(d)(3), 483.10{(K)(2)

1. Resident #1 had no negative
effect from the alleged deficient

! practice

; 2. Residents requiring revisions to

l the plan of care to reflect current
medical care needs have the
potential to be affected by the
alleged deficient practice

3. Education will be provided to
licensed nurses regarding the
requirement to update and revise
resident care plans to reflect
current medical care needs

4. Random weekly audits will be
conducted hy the DNS or
designee to monitor effectivenass
of the plan

5. The results of the audits will be
reported to tha QAL committee
%3 months at which time the QA8
committee will determine further
frequency of the audits.

6. Corrective action will be _ !
completed by Augast 13, 2015

| FaB0 poc ascepled Blulis Sheannpulpme: |

FORM CMS-ZEET(02.98) Fravious Verlons Obsolete Evant ID;CUYDT

Faclity 1D 479014 if contimeation sheet Page 3 ofd
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!

F 280 | Continuad From page 3

| 55715 for an "indwelling catheter refatsd to :
urinary.retention.” Per record review, the catheter |
was discontinued and removed an 8/17/15. ‘
! Following the resident's readmiasion on 8/25/15,
there was no revislon made to the tare plan to
Indicate that the catrater had been removed of
whather there was 4 need for continued bladder i
. funetion monitoring for ratgntion. The resident
j also had a care plan for "mixed bladdar ‘
“incontinence relatad to wezkness, Medications, |
! decreased tong" inftiated on 5/5/15, the same l
' date and time frame that the resident weas care
planned for having a catheter. Additionally,
Resldent #1 had a care plan initlatad on 5/8/15
for being on "Anticoagulant therapy related to ;
Post surgical.” Per 7/1315 medical record review, |
| there was na evidence in tha medical record that
' the resident was taking an anticoagulant [
i medication. :

On 7/43/15 at 11:43, the Unit Manager (UM}
confirmed the above information and that the
regident no longer had a urinary catheter and that .
the care plan was ot revised foliowing its i
| ramoval. VWhen the rasident was readmitted to
! the facility oh 6/26/15 the 5/515 cara plans
_continued to be part of the resident's current care
i plan without revision. The UM further confirmed
that there was na avidancs that Regident #1 was
on an anticosgulant at the time of the 7113/15
survey and that the care plan was not revised to |
_reflect the resident's current medical condition !
| and care needs.

]

?
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