2~~~ _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./Avww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

October 21, 2014

Ms. Susan Sweetser, Administrator
Ethan Allen Residence

1200 North Avenue

Burlington, VT 05408-2777

Dear Ms. Sweetser:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 23, 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,

SRR\

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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' ‘ : DEFICIENGY}
R10Q| Initial Comments: RA00 - |
PLAN|OF CORRECTION .
An unannounced onsite complaint investigation .
was completed by the Division of Ljicensing and . :
Protection on 9/23/14. The followipg violations IDENT CARE AND !
were identified: SERVICES '
R126 V. RESIDENT CARE AND HOME [SERVICES R126 . We are reviewiog
_ ident population, |
5.5 General Care g those who are not |
' : reliable feporters and have
5.5.a Upon a resident's admissior] to a determiped that any resident
residenﬁal care home, necessary pervices shali who is tlot a reliable reporter
be provided or aranged to meef tie resident's will be dcc ed to all
: personal, psychosocial, nursing arjd medical care ,?’Jf ompanied 1o
needs. ‘ appoiotpents by either a
' family thember o, if a family :
membey is not available, by an
This REQUIREMENT is not met s evidenced Ethan Afllen Caregiver who
by: ‘ will be jttendant with the
Based on observat!on staff intervjew and medical resident|at all times during
record review, the facility failed to lprovide or their appointment. Complete ,
arrange to mest Resident #1's pelsonal, Date: Qctober 31. 2014 [b[y/éof?*
psychosocial, nursing and medice] needs. The T
findings include the foilowing:
° | MEASURES: Fthan Allen
Per medical record revigw on 9/2/13 at 8 AM, will majntain an appointment
| Resident #1 was admitted on 1/23/14 with logboo} and will require
diagnoses to include Dementia wh Behavioral famnily pre-notification and
Disturbances, Anxiety and Depredsion, Memory i ﬂ " o thy
Loss and Diabetes. Per medical fecard review of Coor OI_I (or, m_ € ;
Resident Assessment dated 1/23{14, Resident #1 alternatjve, if a family me:mbe!r
has short and long term memory [hat is severely is not ayailable, will require :
impaired and has difficulty remen|bering. Care Caregier accompaniment to .
plan dated 7/16/14 identifies that Resident #1 has .
| cognitive deficit with aniuety and ‘Vl" be relieved ge a? E)mt];nexsti. ggﬁplete 1o/3 I/M/ :
- with 1:1. Based on evidence gatllered, Resident ate: (etober 31, 7
#1 was not accompanied by apprapnate qualified
staff during 2 off-site appointmenys.
Divislan of Licensing and Protection.
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| PRINTED: 10/07/2014
. FORM APPROVED
Division of Licensing and Protection - , : :
" STATEMENT OF DEFICIENCIES (1) PROVIDER/SYPPLIER/CLLA {X2) MULTIPLE CONSTRUCTION " | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATI(N NUMBER: A. BUILDING: - COMPLETED
' c
0128 B, WING 09/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
1200 NORTH AVENUE
ETHAN ALLEN RESIDENCE | BURLINGTON, VT 05408 |
(X&)ID | SUMMARY STATEMENT OF DEFIGI[INCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INI]ORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY) .
R126| Continued From page 1 | R128 MONYTORING:_Ethan Allen
| , will hav¢ ag interdiscipbinary
1. Per medical record review, nurges notes from team mogthly review (the team:
an offslte appointment idéntify thatjon 3/14/14 at 15 inim
10:30 AM, Resident #1 went to an jappointment w%u mcl Jd;Nm am t;;m the
for a cardiac stress test without quplified staff ta Directorjof Nursing or the
accompany him/her. The riotes state: "patient House NUISE, the
| arrived in stress accompanied by \Ian driver, but |’ Adminigtrator and the
in testing room alone. Patient unabie to follow Awakenfng Sanctuary Director
directions of w_alk:pg on tn?admﬂl Pell'tlen,t unable of Educqtion) of this process.
to walk on treadmill. Test is abortgd. . .
This propess will become part
; 2. Nurses notes identify that Resiflent #1 had a of the Drector of Nursing’s or-
witnessed fall on 8/22/14 at 6:30 F{M with no the Houge Nurse’s weekly
injures noted by Licensed Practice]l Nurse on duty : Operatignal Reporting. In
atthat time. 8/27/14 a bruise of ujknown origin s . o
was discovered on the right hand pf Resident #1 - addition) the entire Wellness
: during a shower. Family and physfcian notified. Teamn will be instructed on
MD requested that an appointmer{ be made at how to Yse the new
the office. Being the Labor Day wpekend, the - Appoingment Form for a -
appointment was made for 8/2/14{for exam and resident|who has been
an x-ray. No quaiified staff went v{ith the resident identifiekt liabl
to the appointment to assist Per physician 1deptified as an uoreliable
communication dated 9/5/14, Res|dent #1 is reporter|and will be
ustially accompanied to appaintmpnts by herfis - accountible for completing the
son as s/he is unable to effectively communicate. form acfurately and
¢ The resident is unable to determit|e how the large
bruise on her/his hand could have| happened. completely (a copy of which is
. attached to hereto). Complete:
Per interview with the RN Directolf of Nurses Date: Qctober 31,2014 and - Jef /3‘515’
(ONS) and the Registered Nurse [ducator on ongoing.
: 9722114, confirmation is made tha} there is no
documentstion in the medical recprd that
evidences that Resident #1's son fwas requested 2. V. REPIDENT CARE AND
to transport to the appointrments, pr that qualified HOME SERVICES
staff accompanied the residert. (onfirmation is ‘
also made that the van driver way the only staff ACTIQN: All Care Plans and
person to accompany Resident #) to the ‘ Medica| Assessments will be .
i physician appointments:and remained in the :
. waiting room. 1tis not the resporgibility of the
i family/guardian to always be available for medical
Division of Licansing and Protaction
STATE FORM ’ con MPBJ11 If f:cntlnuallon sheet Zof &
] i
‘ |
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PRINTED: 10/07/2014
.: FORM APPROVED
Divisian of Licensing and Protectio% ‘ . '
STATEMENT OF DEFICIENCIES (X1} PROVIOERISINPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION "] xa) DATE SURVEY
AND PLAN OF CORRECTIDN " IDENTIFICATIPN NUMBER: | & BupoiG: - COMPLETED
, _C
0128 P | B WiNG 09/23/2014
NAME OF PROVICER OR SUPPLIER STREEF'ADDRESS' CITY, STATE, ZIF CODE
- 1200 NORTH AVENUE
ETHAN ALLEN RESIDENCE BURLINGTON, VT 05408 .

(Xayin SUMNMARY STATEMENT OF DEFICENCIES D i PROVIDER'S PLAN OF CDRRECTION ! 5
PREFIX | {FACH DEFICIENCY MUSTBE PRECECED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLULD BE |, COMPLETE
TAG | REGULATORY OR £SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

i ’ . DEFICIENCY) .
R12_6]| antinued From page 2 R128 up to defe and accurately ‘
| appointments, as the Residential (tare Home is reflect curent resident health .
required to provide sufficient numtlers of gualified status, along with an
personnel to provide necessary cafe to the ' .
residents. explanation Qf wh,‘at action
. Ethan Allen is taking to :
R145 V. RESIDENT CARE AND HOME [SERVICES R145 address that bealth status. All .
$8=D _ - Care Plqos and Medical 3
: _ Assessajents will continue to
59.c(2) | be upda‘wed as required.
) ' Compleje Date:
Oversee development of a writtenjpian of care for !
each resident that is baged on abifties and needs COMPLETED - All Care
as identified in the resident assesi}ment. A pian Plans add Medical
of cara must describe the care anlf services Assessnpents were reviewed /
necessary to assist the resident t¢t maintain and updited by 10/18/2014. : 1°/‘5’ 90!%
independence and well-being; _ .
This REQUIREMENT is not met ps evidenced MK ASURES: Ethan Allen i,
by: creating] a Master Spreadsheet
Based on abservation, medical reford review and tracking when the last '
staff interviews for 2 of 3 samplec] residents, assessmient and Care Plan was
(Resident #1 & #3) the facility failgd to update d scheduline when the
| Care Plans after numerous docurfiented falls to : one cheduling whe :
: assure the care plans déscribe thk care and rext updiate/review/revision ’°f
 services necessary to assist the rpsident to that plap and/or assessment is
maintain well-being. The findings{include the due by.| Complete Date: A
; following: draft of|the Master Spreadshect
1. Per medical record review on Pf23/13 at 9 AM, will be tompleted by '
Resident #1, who was admitted o 1/23/14 with - 10/27/2014. The Master
| diagnoses to include Dementia with Behavioral Spreadgheet will be fully
Disturbances, Anxiety and Deprefssion, Memory ' implengented by 10/31/2014 fo/.%'/aofy
Loss and Diabetes. Per medical fecord review of -
nurses notes, for Resident #1, id(ntifies a
witnessad fall on 8/7/14, an unwinessed fall on MONIIORIN(%. The
8/10/14 and a Witnessed fall on 8{22/14. All falls Directolr of Nursing or the
are documented to reflect no injupies to the
! resident and due to loss of balangpe.
L i
Division of Licensing and Frotection . o
STATE FORM . 6050 MPB.J11 Ificontinuation sheel 3 of 5
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FORM APPROVED

STATEMENT OF DEFICIENCIES (X1 giOVIDEPJs: IPPLIER/CLIA (X2) MULTIPLE CONSTRUCHO:I\‘I (X3) DATE SURVEY ]
AND PLAN OF CORRECTION [DENTIFICATIPN NUMBER: ™ BUfLDlNG: : COMPLETED
: : : . C
0128 B. WING 09/23/12014
NAME OF PROVIDER OR SUPPLIER ‘ STREETADDRESS, CITY, STATE, ZIP COLE |
. 1200 NORTH AVENUE ‘
ETHAN ALLEN RESIDENCE | BURLINGTON, VT 05408
(X4} 1D SUMMARY STATEMEN}T GF DEFICIENCIES ID PRCVIDER'S PLAN OF CORRECTICON ) ’ L5
PREFIX (EAGH DEFICIENCY MUST BE PRECELED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING |NFORMATION} TAG CROSS-REFERENCED TO THE APPRQOPRIATE DATE
DEFIGIENCY)
R145: Gontinued From page 3 R145 House Nurse will monitor all .
Per Care Plan dated 7/16/14, therd is no resident|status changes weekly
eviddenqetmat fat!ils arte a Probletr? fl)y: R?s{ident #1 and Carg Plan and Assessment
and no interventions to prevent further talis or : ‘
. prevent injuries fram falling. Direcfor of Nurses revmyws onthly. (;_omple‘:tc :
(DNS) and Registered Nurse Diredtor of Date: Monthly and ongoing.
Education both confirm, on 9/23/14 at 10 AM, that ‘
the care plan dees not reflect resident falls and/or
initiatives to avoid
njury. | LICIES AND
2. Per medical record review on $23/14 at PROCHDURES
approximately 1 PM, Resident #3 vas admitted '
on 1/10/13 with diagnoses to incluile Fractured ACTIQNS: A policy and
Disltal End of\tha Radius, Fractured Left an, procedure mgardiug the safe
Atrial Fibrillation, Coronary Atherpclerosis, tean tion t d &
Congestive Heart Failure, Pacemifker Sportatton 1o and from
Implantation and Chronic Kidney |pisease. physicign and other
: appointinents has been adoptcd
Per medical ref;)rd_ éevie;/aohf-jzcic enki repnrtj farl\lc;{ (a copylof which is attached), M{
nurses notes, Resident: ad Ljwitnessed falls . Il oty
' on 112114, 2111114, Bl4i14, 78114, BN1114, Complgte Date: 10/20/2014 Pof sy
| 9/8/14, 9/10/14 and 9/15/14. The|resident has ‘ )
alsb had witnessed falls-on 4/14/+4, 7/1/14, and MEASDRES:; The policy and
8/3/14. procedire has been adopted. [ /
Compldte Date: 10/20/2014 | {of 28] 2t
. Per interview with Director of Nurfes (ONS) and P \'(
Registered Nurse Director of Edugation on
9/23/14 the resident refused medical review at MONIFORING: A review
| the time of the falls. Physician prpgress notes of this ﬁnohcy and procedure
‘ ide?ztiﬁq ;hat thef resicz ent was Igst se?hn O[SNS hat will be incorporated in the
7/8/2013. Confirmation is made py the a regular|policy and proceduzes
the care plan has not been updatkd since 6/10/14 . gul pe ¥y ‘dccfto .
and does not address the numerpus falls or I0-SErvice provi our 1
initiatives to avoid injury. that hav¢ occurred over caregivers annually. Complete‘ Dnamj*
| the past nine (8) months. Date: {Jngoiog
R200; V. RESIDENT CARE AND HOMIE SERVICES R200
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PRINTED: 1010772014
FORM APPROVED

[ BYATEMEN- OF peFlCIENCIES 1) PROVIDER|GU PALIERIGLIA [%2) MULTIPLE CONSTRUGTION (X3} pA-e SURVEY ]
AND PLAN OF CORPECTION IDENTIECAfION NUMBER: A, BUILGING: COMPLETED
C .
0128 B WING 0912312014
NAME DF PRCYIDER OR SUPPLIER 3TREET ADDRESS, GITY, STATE, 2ip COCE
1200 NORTH AVENUE
[=
ETHAN ALLEN RESIDENCE BURLINGTON, VT 05408
)10 SUMMARY 5 [ATCMENT OF DEF|LIRNCIES ; o PROVIDERS PLAN OF CORRCCT:ON R
éas’ru L IFACH DETICIENCY MUSY 8 PRECFORD BY FUL . PREFX ' |EAGH CORRES TIVE ACTION BHOULD BE i 00:;:}557&
TaG REGULATORY OALEC IDENTIFYING [NFORMATION] 7YY CD8S-REFESE ::g PE% Eﬁgﬁf APPROPRIATE |- J
: CE) ) I
e i e
: |
R200 Continved Fram page 4 R200 ;

. 8.15 Poiicies and Procedures

proesdures that govern ail servi¢
lhe home A copy ghall be avaiig
fu” review upon request.

- This REQUIREMENT 15 not me
by
! Basad on observaticn and s'aff
fachity falled i have palicies an.
avaiiable on roques! lo ensure t
safé and well provigdd for durir
physician of vartious othe: appc
! findings are as follows:

| Request made on $23/14 a1 9,
' pf Nurses (ONS) and the Regis
_ Director of Educaticn for copies
Procedures regarding the safe
esidenis to and from physician
various ciher locstians.

Per interview wilh DNS and the

daes not have any pelicies and
regarding the sale transpert of
frem physician appointments o
“locations.

Each heme must have wrilten p

Education confirmation is madi

licles end
es provided by
yie at the home

as evidanced

Mterview the

| procadures

hat residents are
g tranisfer to
intments. The

WM to the Diteciof
ered Nurse

of Politles and
rensfer of
gppointmerts ar

RN Director of

: that the fgciity
nrocedures
esidents to and
to various other
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edure Regarding safe transporiatiop of residents

Ethan Allen Residence is oftejn called upon to transport our residenty This often occurs when a

resident has a physician or oflfer appointment outside of the facility.
shall be used by Ethan Allen

1.

. It will be specifically

. A copy of the entry £

The following procedure

_aregivers whenever scheduling an apgointment for a resident.

The Caregiver will dytermine if the Resident is on the curreqtly maintained list of Ethan

Alten Unreliable Repe
If the Resident is on t]
responsible family me
appointment. If the f
appointment, then Etk
the Appointment.

Caregiver who sched
contacted, the date th
text, etc.), the faouly
or indicating that thex
[EA providing a care;
rescheduling of the a)
accompany the reside

Resident’s Patient Fi]
Ethan Allen will mak

irters (“UR List™).

te UR list, then the Caregiver will cont
mber to request that the family membef take the resident to the
mily member is not available to take te resident to the

an Allen will designate a Carcgiver to ccorpany the resident to

ct the resident’s clesigﬁated

1oted in the Resident Appointment LogBook the name of the

led the appoimtment, the nawe of the flanily member the Caregiver
: family member was contacted and bywhat medium (phone, email,
member’s response (agreeing to take the resident to the appoimntment
could not take them to the appointiment and the action requested
iiver accompaniment to the appointment or a requested :
[pointment to a time when the faoily njember would be available to
int)).

om the Resident Appointment LogBa
e at Ethan Allen

e every effort to mrapge for safe and rdliable transportation fér a

will be placed in the:

resident to an appoinjment and will provide Liability Insurapce coverage to any

authorized Ethan All
caregiver, a tax or of
from an appointment
When a resident whe

Fthan Allen Caregivir, the Caregiver will rernain with the r¢

appointooent and wil
appropriate.

o, driver. Ethan Allen may use its designated driver, a designated
her appropriste livery service or SSTA(to transport a resident to and

is an unreliable reporter is accompanie[d to an appointment by an
sident throughout the

make every effort to assist the residen} during the appointment as
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Name of Resident:

8628601386

ETHANALLEN

Fthan Allen Residence

Appointment & Transportation Form

PAGE ©9/89

Locatton of Medical Appointment: (add:

Family notified of appointment

will family transport and attend appt:

Will family transport only, not attend:

Family unable to transport, or attend:

EAR Caregiver/Employee scheduled to
and attend appointment with resident

Medicat visit attended:

Printed Name:

Current Date:
ess, office sulte) Date of Appt:
Time of Appt:
OYes 0 No Name of|person notified:
1 Yes [ No (if no, identify who will transport and
attend below)

O Yes [ No (if yes, identify \s&ho will attend below)
[ Yes O No (if yes, identify who wilt transport and
attend below)}

ransport:
O Yes [1 nNo (if no, state reaspn why)

Signature:

Date:

EAR Caregiver/Employee completed i
appointment for the resident stated a

e documentation above, confirming atten
bove,

dance and transport for medical
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