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Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
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October 3, 2016

Ms. Alecia Dimario,

Kindred Transitional Care & Rehab Birchwood Terrace
43 Starr Farm Rd

Burlington, VT 05408-1321

Dear Ms. Dimario:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 24, 2016. 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,

SOUNRTONEN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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A facility must immediately inform the resident;
consuit with the resident’s physician; and if
known, notify the resident’s legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring
physictan intervention; a significant change in the

resident's physical, mental, or psychosocial

status (i:e., a deterioration in health, mental, or
psychosocial status in either life threatening
conditions or clinical complications); a need to
alter treatment significantly (i.e., aneed to
discontinue an existing form of treatment due to
adverse conseguences, or to commence a new
form of treatment}; or a decision to transfer or
discharge the resident from the facility as
specified in §483.12(a}.

The facility must also promptiy notify the resident
and. if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)}(2); or a change in
resident rights under Federat or State law or
regulations as specified in paragraph {b){1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's
legai representative or interested family member.
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Resident #3 no longer resides at facility.

Resident that sustain falls have the poténtial
to be affected by the alleged deficient
practice,

The Nurse management team has been re-
educated in the policy of timely notification
of families/MD of resident fails.

Nurse managers or their designee will
‘review all resident event reports daily to
assure that family/responsible party and MD
have been notified.

The DNS or her designee will monitor
through record review andfor daily clinical
rounds that timely notification of evenis has
occurred.

Results of the audits will be brought to
monthly Perfermance huprovement
Committee untit 100% compiiance.

The DNS is responsible for overall
compliance.
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Any defi c1ency stalement endmg with an as:erlsk( )denotes a deficiency which the institulion may be excused from correcling providing it is defermined thal other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings staled above are disciosable 90 days following the
dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14 days foliowing the date
these documents are made available to the facility. [f deficiencies are cited, an approved plan of correction is requisite to continued program panlicipation.
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This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interviews the facility failed to notify the family
about a fall experienced by 1 of 4 residents in the
sample (Resident # 3) that resuited in an injury to
that resident and had the potential for requiring
physician intervention. The specifics are
detailed below:

Per medical record review, Resident #3 was
admitted to the facllity on 7/12/20186 from a jocal
hospilal with a history of frequent falls, head
laceration, fractured pelvis, late onset
Alzheimer's Disease, depression, dlfficulty
walking and osteoarihritis. Resident #3
sustained falls in the facility on 7/25, 8/11 and
8/1212018. The family was not notified of the fail
on 71252018, but they were told about the other
2 falis. Per review of the staff documentation
and confirmed during interview with the unit
manager and the facility MD, Resident # 3 was
aware of the fall and so the family was not
notified. The Minimum Data Set (MDS) dated
7119/2016 codes the resident as "severely
cognitively impaired.” Facility potlcy details
informing physicians and responsible parties of
any untoward events. Resident #3 had been
receiving analgesics and physical therapy at the
time of the first fall.

Per physical therapy notes during the week of
7/25/2016 Resident # 3 was noted to not be a
candidate for physical therapy as her/ his pain
level had increased between 7/25/2016 and
7/30/2016. On 7/30/2016 an x-ray was ordered
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and a note indicates that the maobile x-ray unit
was not available on week-ends and the x-ray
would be done on Monday, 8/1/2016, Results of
the x-ray revealed a fractured right clavicle, with
a sling ordered to be in ptace when the resident
was out of bed. Pain assessments and care
planning are in place and staff report that
resident #3 was moved to a room that was closer
to the nurses’ station as she would often forget 1o
calf for help to go to the bathroom, Resident#3
had been receiving Coumadin, a blood thinner
for an irregular heartbeat and at admission 1o the
facility, this was changed to Lovenox, which was
administersd between 7/12 and 8/11/2016.
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