7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http:/Amww.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

October 3, 2016

Ms. Alecia Dimario,

Kindred Transitional Care & Rehab Birchwood Ter
43 Starr Farm Rd

Burlington, VT 05408-1321

Dear Ms. Dimarno:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
August 30, 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, :

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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The iesident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, t¢
participate in planning care and treatment or
changes in care ang treatment.

A comprehensive care plan must be gdeveloped

- within 7 days after the completion of the

cemprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the parlicipation of

the resident, the resident’s family or the resident's

legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT 15 not met as evidenced
by

Based on observation, record review and
confirmed by staff interview the facilily failed to
ensure that the comprehensive care plan was
updaled lo reflect the current needs of 1 of 6

sampled residents. For Resident #4, the findings .

inctude the following:
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© This Flan of Correction is the center’s credible
F Q00 NITIAL COMMENTS FO00  alegasion of compliance.
) Preparation and/or execmion of this plan of correction
An unannounced on site investigation of four (4} does not consiitute acdmission or agreement by the
self reporis was conducted by the Divisicn of provider of the trunh of the facts alleged or conclusions
. ; . sei forth in the staiement of deficiencies. The plan of
Ltcen_sm_g anc'j Pratection on 8/ _29 and 8/30/16. . eorrection is prepared andior executed solefy becanse
The fiﬂd”’lgS include the fOHOWIﬂgI bodris reguired by the provisions of foderal and siate o,
F 280 483.20{d)(3), 483.10(k)(2) RIGHT TO F 280
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Resident #4 care plan was updated to retlect
current care needs.

. Residents on 15 minute checks have the
! potential to be affected by the alleged
, deficient practice,

~ Nursing staff have been educated on the
policy of updating resident care plans to

reflect current care needs.

The DNS/designee will do random audits of

~ resident care plans to assure compliance at

the weekly care plan review meetings.
Results of these audits will be brought to the
monthly Quality Improvement meeting, for 3

: months to ensure compliance,

The DNS is responsible for overall

+ compliance.
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Any denc:ency slalemen{ ending with an asterisk (*) denoles a deficiency which-the institution may be excused from correcting providing il is determined that
cther safeguards provide sufficient protection to the patients, (See instructions.) Except for nursing homes, the indings stated above are d;sclo&}ab!e 50 days
following the date of survey whether or nol a plan of caorrection is provided. For nursing homes, the above findings and plans of correction are dnsclosab\c 14
days following the dale these documents are made available to the facility. If deficiancies are cited, an approved plan of correction 15 requisite to continued
program participation.
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Per review of the medical record, Resident #4
was admitted on 11/8/13 with diagnosis to include
* Dementia with Behavioral Disturbances, Major
Depressive Discrder and Alzheimer's Disease,
¢ Per review of the resident's Interdisciplinary Care i
Pian (iCP), a focus identifies verbal aggression '
towards others and documents actual altercations F282
- residents on 6/8/16 and 8/14/16. Interventions in | 9126/16

282
SS=E

managing the resident are multiple, but do not
include the 15 minute checks that began on

- 8/14/16 per nurses notes, Confirmation was

made at 8:55 AM by the Unit Manager that the

care plan does not include the 15 minute checks.
Therefore the care plan has not been updatedto |

reflect the resident's current needs,
483.20{k)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided of afranged by the facitity
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is nol met as evidenced
by:

Based on observation, record review and stoff
interview the facility failed to provide necessary
supervision by qualified persons in accordance
with the written plan of care for 2 of 6 sampled
residents (Resident #1 and #8). The findings
include the following:

1. Per medical record review, Resident #1 was
admitted on 6/8/16 with diagnosis to include
Alzheimer's Disease, Dementia with Behavioral

- Resident #1 is reeeiving 1 on 1. Resident #6

. 153 minute checks have been discontinued,

i

| . .

" All residents on 13 minute checks have the
potential to be affected by the alleged

| deficient practice.

F 282 Siaff have been re-educated on the policy 1o
| doeument 15 minute checks using the
' “monitoring tool".

- MNurse managers/charge nurses will review

F |5 minute monitoring tool every shift to
assure accurate documentation of
intervention.

3
The DNS/designee will do random audits of
“monitoring tool” to assure compliance.
Resuits of these audits will be brought to the
monthly Quality Improvement Conymitiee
for 3 months 1o ensure compliance.

The DNS is responsible for overall
commpliance.
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Disturbances, lrritable Bowel Syndrome and
Hypertension. Per review of the nurses notes,
Resident #1 has been involved in numercus
resident to resident altercations. Documentation
identifies that the resident is intrusive into other's
rooms, not always redirectable with episodic acts
of aggression. '

Per review of the resident's Interdisciplinary Care
Plan (ICP}, a focus idenlifies a potential for
resident to resident altercations related o
Dementia with lack of safety awareness, constant

" intrusive wandering, inability to adequately
interpret the aclions of others and the effects of
his/her own aclions, inability to interpret needs of
others, Documented actual incidents occurred on 't

CBA21M6, 6/26/18, 718/16 and 8/14/16. ‘

" {nterventions in managing the behaviors identified
are mulliple and include 15 minute safely checks.

Per observation by the nurse surveyor that began ¢
"on BI2G/16 at 11:20 AM two (2) female residents

sit outside Resident #1's room by the exit door.

Residents ambulate freely up and down the hall.

The following activity took place;

" 11:50 AM Charge Nurse and Licensed Nurse
Alde (LNA) observe the resident to be asleep.
Thirty {30) minutes since the surveyoi's
observation began and no knowledge when the
resident was actually last seen by the nursing
staif.

12:25 PM Licensed Practical Nurse {LPN) enters
the resident's room. Thirty five (35) minutes
since the last staff observalion.

12:48 PM LPN brings the resident iunch.
Surveyor restarts observation on B/29/16 al 2 PM.
2:19 PM LPN enters the resident’s room and
shares wilh the surveyor thal s/he ate very litile

F 282
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tunch, but drank all fluids offered. Nineteen (19)
minutes since the surveyor's chservation began.
No knowledge as tp when the last staff
observation ocourred prior to 2 PM.
2:32 PM LPN checks on resident.

242 PM LPN checks on resident.
3116 PM agitated female resident enters Resident
#1's room and exits immediately. She is.exjt
seeking, ambulating at a fast past and enters
other resident rcoms along the corridor,
3:20 PM LPN checks on the resident. Thirty-eight
(38} riinutes’since the last staff observation.

LPN confirms at 3:20 PM that s/he has not 5
checked on this resident every 15 minutes as i
directed by the care plan. ;

. Per review of the "Resident Monitoring Tool, it is
aform used to idenlify that safety checks have
been completed, the time the observation was
conducted, the location of activity and initials of
who completed the check. Nurses notes have
numerous entties identifying that the
15 minute checks are ongoing beginning on
8719716, however the "Monitoring Tool” has not
been conzistenily completed. The following
“entries evidence incomplete documeniation of the
actual observation. They are as follows: 821/16
from 12 AM through 6:30 AM, 8/28/186 from 11:30
PM through 11:45 M, 7/31/16 from 5 PM
through 6:15 PM, 8/2/16 from 11:30 PM through
11:45 PM, 8/8/16 from 11:30 PM through 11:45
M, no documentation can be located fora 24
hour peripd for 8/10M16, 8/15/15 from 11:30 PM
through 11:45 PM, no documentation can be )
located for a 24 hour period for 8/16/16, 8/22/16
fram 11:15 AM through 2:30 PM and 8/26/16 from
11:30 AM through 3 PM.
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Per interview with the Director of Nurses at 8:50
AM confirmation was made thatthe safely checks
for Resident #1 are inconsistently documented.

2. Per medical record review, Resident #6 was
admittad on 10/28/14 with diagnosis o include
Dementia with Behavioral Disturbances, Falls,
Hypertension, COPD, Anemia, Alcohol and
Nicpline Dependence and Cognitive ,
 Communication Deficit. Per review of the - g
resident’s Interdisciplinary Care Plan (ICP), the !
rasident has a focus for potential of resident to '
resident altercations related to cognitive and
communication deficits, progressive Dementia
and a wandering history resulting in altercations
-with other residents. Multiple interventions to
- manage resident to resident allercations are
isted and inciude 15 minute safety checks.

Nurses notes have numerous entries identifying
that the 156 minute checks are ongoing. However
the "Monitoring Tool” has not been consistently
complated. The following entrigs evidence
incompiete doecumentation of the actual
observation. They are as follows: 7/14/16 from
$:30 PM through 10:30 PM, 8/14/16 from 7 AM
through 2:45 PM, 8/15/16 from 7 AM through 7:15
PM and 8/27/16 from 3:30 PM through 10:30 PM.

Per interview with the Unit Manager at 11:30 AM
" cordirmation was made that the safety checks for
Resident #6 are inconsistently documented.
F 323 483.25(h) FREE OF ACCIDENT £323
55=£ HAZARDS/ISUPERVISION/DEVICES

The facility must ensure that the resident
- environment remains as free of accident hazards
as s possible; and each resident receives
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adequate supervision and assistance devices o
prevent accidents,

This REQUIREMENT is nol met as evidenced
by:

Based on observation, record review and
confirmed by staff interview the facility failed to
ensure that each resident receives adequate
suparvision to prevent accidents and deter an
oppattunity for a resident to resident altercation

. for 3 of 6 sampled residents. For Residents #1,
“#4 and #6 the findings include the following:

1. Per medical record review, Resident #1 was

admilted on 6/8/16 with diagnosis to include
Alzheimer's Disease, Demenlia with Behavioral
Dislusbancas, tritable Bowel Syndrome and
Hypertension. Per review of the nurses notes,
Resident #1 has been involved in numerous
resident to resident altercations. Documentation
identifies that the resident is intrusive into other's
rooms, not always redirectable wilh episcdic acts
of aggression.

Per review of the resident's Interdisciplinary Care
Plan {1CP), a focus identifies a potential for
resident to resident altercations related to
Dementia with lack of safety awareness, constant
intrusive wandering, inability to adequately
interpret the actions of others and the effecls pf
his/her own acticns, inability to interpret needs of
others. Documented actuai incidents occurred on
6/12/16, 8/26/18, 7/6/15 and 8/14/186.
Interventions in managing the behaviors identified
are muitiple and include 15 minute safely checks.

F 323

Resident #1 is receiving | on 1. Residents
#6 and #4 15 minute checks have been
discontinued.

All residents on 15 minute checks have the
potential to be affected by the alleged
deficient practice.

Staff have been re-educated on the policy
and procedure for 15 minute checks.

Nurse managers/charge nurses will review
IS minute monitoring tool every shift to
assure accurate documentation of
intervention,

The DNS/designee will do random
observations of resident’s on 135 minute
checks Lo assure compliance. Results of i
these audits will be brought to the monthly
Quality Improvement Committee for 3
months to ensure compliunce,

The DNS is responsible for overall
compliance.
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Per observation by the nurse surveyor that began
on 8/29/16 at 11:20 AM twe (2) female residents
sit outside Resident #1°s rcom by the exit door.
Residents ambulate freely up and down the hall.

The following activity took place:

11:.50 AM Charge Nurse and Licensed Nurse
Aide (LNA) observe the resident to be asleep.
Thirty (30) minutes since the surveyor's
observation began and no knowledge when the
resident was actually [ast seen by the nursing
stalf.

- 12:25 PM Licensed Practical Nurse (LPN) enters
the resident's room. Thirty five (35) minutes
since the last staff observation,

12:48 PM LPN brings the resident lunch,
Surveyar restarts ebservation on 8/29/16 at 2 PM,
2:19 PM LPN enters the resident's room and
shares with the surveycr that s/he ate very littie
funch, but drank all fluids offered. Nineteen (19)
minutes since the surveyor's chservation began.
No knowledge as ta when the last staff
observation occurred pricr to 2 PM.

2:32 PM LPN checks on resident.

2:42 PM LPN checks on resident.

3:16 PM agitaled female resident enters Resident
#1's room and exits immediately. She is exit
seeking, ambulating at a fast past and enters
other resident rooms aleng the corrider.

3:20 PM LPN checks on the resident. Thirty-eight
{38) minutes since the last staff cbservation.

LPN confirms at 3:20 M that s/he has not
checked on this resident every 15 minutes as
directed by the care plan.

Per review of the "Resident Monitaring Tool", it is
a form used o identify that safety checks have
been completed, the lime the observation was
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conducted, the location of activity and initials of

who completed the check. Nurses noles have

numerous entries identifying that the

15 minute checks are ongoing beginning on

6/19/16, however the "Monitoring Tool” has not

been consistently completed. The following

entries evidence incormplete documentation of the

actual observation. They are as foliows: 6/21/16 o
from 12 AM through 6:30 AM, 6/28/16 from 11:30 ;
PM through 11:45 PM, 7/31/16 from 5 PM

through 6:15 PM, 8/2/16 from 11:30 PM through

11:45 PM, 8/8/16 from 11:30 PM through 11:45

PM, no documentation can be located for a 24

hour period for 8/40/16, 8/15/15 from 11:30 PM

through 11:45 PM, no documentation can be

located for a 24 hour period for 8/16/16, 8/22/16

from 11,15 AM through 2:30 PM and B/26/16 from

11:30 AM through 3 PM.

Per interview with the Director of Nurses at 8:50
AM confirmation was made that the safety checks:
for Resident #1 are inconsistently documented.

2. Per medical record review, Residenl #6 was
admitted on 10/29/14 with diagnosis to include
Dementia with Behavioral Disturbances, Falls,
Hypertension, COPD, Anemia, Alcohol and
Nicotine Dependence and Cognitive
Communication Deficit. Per review of the
resident’s interdisciplinary Care Plan (ICP), the
resident has a focus for potential of resident to’
resident altercations related to cognitive and
communication deficits, progressive Dementia
and a wandering history resulting in altercations
with other residents. Muitiple interventions to
manage resident to resident altercations are
listed and include 15 minute safety checks.

Nurses noles have numerous entries identifying
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_that the 15 minute checks are ongoing. However
the "Monitoring Tool” has not been consistently
completed. The foliowing entries evidence
incomplete documentation of the actual
observation. They are as follows: 7/14/16 from
9:30 PM through 10:30 PM, 8/14/16 from 7 AM
through 2:45 PM, 8/15/16 from 7 AM through 7:15
PM and 8/27/16 from 3:30 PM through 10:30 PM.

Per interview with the Unit Manager at 11:30 AM
confirmation was made that the safety checks for
Resident #6 are inconsistently documented.

3. Per medical record review, Resident #4 was
admitted on 11/8/13 with diagnosis to include
Dementia with Behavioral Disturbances, Major
Depressive Disorder, Hyperiension, COPD,
Alzheimer's Disease and Glaucoma.

Per review of the resident's Interdisciplinary Care

- Flan (ICP), Resident #4 has a focus for Resident
to Resident altercations, verbal aggression
towards others, inability to interpret the
environment and other residents, Documented

- actual incidents on 6/8/16 and 8/14/16. Muiltiple
interventions to manage resident to resident
aitercations are listed.

Per review of the nurses notes, 15 minute safety
checks that were initiated on 8/14/16 to ensure
the location and safety of Resident #4. Those
checks are still in place and are identified in the
nurses notes.

Nurses notes have numerous entries identifying
that the 15 minute checks are ongoing. However,
the "Monitoring Tool" has not been consistently
compieted. The following entries evidence
incomplete documentation of the actual
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observation. They are as follows: 8/15/16 from

11:30 PM through 11:45 PM, 8/22/16 from 6 AM
,through 2:30 PM and

8/24/16 from 1:30 PM through 3 PM.

Per interview with the Unit Manager at 8:55 AM
_confirmation was made that the safely checks for
! Resident #4 are inconsistently documented on

the Resident Monitoring Tool and can not ensure

that safely checks are being conducted avery 15

minutes for saféty,
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