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

Voice/TTY (802) 871-3317

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

May 1, 2014

Mr. Daniel Daly, Administrator

Kindred Transitional Care & Rehab Birchwood Ter
43 Starr Farm Rd

Burlington, VT 05408-1321

Dear Mr. Daly:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
9, 2014. Please post this document in a prominent ptace in your facility.

We may foilow-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

PC;jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection VYocational Rehabilitation
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Ao SUNMMARY STATEMENT OF DEFICIENCIES . o
PREFIX {EACH GEFICIENCY MUST BE PRECEDER 8Y FULL | emEFX
o

RS} REGULATGRY DR LIC IDENTISYING INFORMATION) ; =t

FROMIDER'S PLAN OF CORRECTION (<8}
' (EACH CORRECTIVE ACTION EHOULD BE CORPLETION
{ CROSS-REFEZRENCED TO THE APPROPRIATE DaTe

DEFICIENCY;

F OG0 INITIAL COMMENTS

! The Division of Licensing and Protection
conduciad an unarnounsed onslte annual i
racerification survey on Aprit 7 - 9, 20174, The !
following regulatory deficiencies were ciied 28 a
resuit.

£ 272 483.20(b)(1) COMPREHENSIVE ‘ Fo72|

5520 | ASSESSMENTS

Ths facility must conduct inifially and pericdically ‘
' = comprehensive, accurate, standardized
reproducible assessment of aach resident's
functional capacily.

Al

‘ ATacility must make a comprehensive J
assassment of a resident's needs, using the .
resident assessment instrument (RAL) specified |
by the State. The assessment must include at
teast the following:

tdentification and demographic in rormann
Customnary routing: :
. Cognitive patlems,
| Communication;
; Vision: !
Moad and bahavior patterns,

Psychosocial weli-being;

Physical funstioning and structural problems; )
Conbnence’ J
Disease diagnosis and healtn conditions: :
Dantal and nutritional status; :
Skin condiions; i
! Activity pursuit; ‘
Medications:

Special treatments and procedures; .
] Discharge potential; ‘

Documentation of summary information regarding
l . the additional assessmant performead on the care J

areas triggered by the complﬁt!on of the Minimum

000 | This Plan of Correction is the center's credibte

" allegation of compliance.

| Preparation andfor execution of this plan of correction
I does not constitute admission or agreement by the

_ pravider of the truth of the facts alleged or conclusions
| sel forth in the statement of deficiencies, The plan of

| correction is prepared and/or executed solely because

o it is required by the provisions of jederal and state law.

iF272 May 5, 2014

:A modification was made to MDS to reflect
iresident #94 broken denture.

All residents have the p_otential to be
affected by the deficient practice.

Nurses responsible for conducting accurate
assessments will be re-educated on the
importance of comprehensive, accurate
assessments.

The MDS coordinator through record review
will randomly audit MDS assessments for
accuracy focusing on section L.

Results of these audits will be brought to the
Performance Improvement committee for 3
months or until 100% achieved. The DNS is
responsible for overall compliance.

| |
E 2 Pod atphd
<lilvwy ?_(Thmb\m.\'@ui SP

L |
LABORATORY DIRESTOR'S OR PRr DE PPLWT!Vt 5 SIGNATURE

N , [

Any ceficiency stalement ending with an asterisk {7} denotc 2 deficiancy which the nstitulion may be excused frum cerrecting piowclsﬁg it is dnfsrmm»d m;u

othar safeguards provide sufficient profaction fo the patiepfs. (See instructions.) Excent for nuiging homnas, the findings stated sbove are disclosable 90 daye
fotlowing the date of survey whether of not @ plan of *on=ctlon is provided. For nursing homes, the above findings and plans of cormrection 3re disclosabls 14

mys following the dats thess documeants sre mada available 10 ths facility. 1 deficiencies are citad, an aporoved plan of corraction is requisits fo continued
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(<410 SUMMARY STATEMENT CF DEFICIENCIES 1D PROVIDER'S PLAN CF CORRECTION e,
PREFH {PACH DBFICIENCY MUST BE PRECEDED BY FuLt PREF(X {EACH CORBECTIVE AGTION SEOULD BE COMPLETION
TAG REGUILATORY OR LSC IDENTIFTING INFORMATION) G | CROSSREFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY]
: b
: | "
. ~ ) .
F272| Continusd From page | =272l

5

Darz 5ei (MDS); and

' Decumentation of participation in assessment.

This REQUIREMENT s not mel as evidenced

i but ! can tell there are gelting loose”,

!
i

 Als

'

by

Based on record review, observation and
intervisws the facility failed to conduct an
accurate assessment for 1 of 24 residents in the
Stage 2 sample. (Resident #94) Findings
inciude:

: Per record raviaw, the Admission Minimum Data

Set (MDS) dated 01/09/14 and the MIS daied
03/724/14 for Resident #04 did not identify broken
or lopgely fitting dentures. Per review, Sectian L
[dental/oral health] is marked 'No” for broken or
ioosely fiiting full or partial dentures [cracked,
cracked,unclean orloose]. During an interview
with Resident #94 on 04/07/14 at 3:59 PM, the
Resident slaied " hava this broken tocth which is
sharp and see this stuff on the upper denture, it

has been repaired several times but it is not going ;

ta jast”
Fer
observation at that lirme, the rasident’s denturs
nad s broken iooth on the lower front center and
gray material in betwean the uppear front teath.

The resident identified the gray material as & fype
of bonding glue. Per interview on 04/09/14 at

11:42 AM the MDS coordinater confirmed the
MD‘S‘ were inaccurale.

o see F411

Sihe also stafed that "the denturas it OK |
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MAME OF PROVIDER GR SUPPLER ' -
N : | SVREET ADDRESS, OITY, STATE, 2P CODE
HINDRED TRANSITIONAL CARE 2 REHAB BIRCHWOOD TER 33 STARR FARNE RD
- BURLIMGTON, YT 05408
Ky 1D SUMMARY STATEMENT OF DEFICIENGIES I
PREFIX | (BACH DEFICIENCY MUST BE PRECZNED BY FULL | bR | o ROVIDER'S PLAN OF CORRECTION P
rAG REGULATORY OF LEC (DENTIFYIHNG INPORMATION; COTRE 1 R Ci‘gg ;‘g TION SHOULD BE | EOMPLETIGN
' : e CROSSREFERENC THE APFROPRIATE DATE
- . DEFICIENCY) |
. P
F2BD | 283.20(d)(3), 483.10(k)(2) RIGHT TO L 257
55=G | PARTICIPATE PLANNING CARE-REVISE CP i z
| . : * This Plan of Correction is the cenier’s credible :
| The resident has the right urless adjudged i . allegation of conpliance. i
sincompetent or otherwise found 1o be |
incapazit 1 kd . «thﬁi:WISISrA 'OULG.!O b(.; ‘ Preparation and/or execution of this plan of correction
N a e L..ﬂ e,r the laws of the State, o | does not constitute admission or agreement by the
paﬁ&cipaifﬁ in planning care and treatiment or " provider of the fruth of the facts alleged or conclusions
changes in care and treatment. set forth in the stalement of deficiencies. The plan of
. correction is prepared and/or executed solely because
., _ | #is requi si d state law.
" Acomprehensive care Blan must be developed | it is required by the provisions of federal and state law
IR T 1dat] . . . i
‘ within 7 days after the completion of the i F 280 May 5, 2014
comprenensive assessment; prepared by an ‘ ; ’
Hinterdisciplinary team, that i i ‘ :
: phyggcianp (;'y‘ TN lnclu_des the aﬁgﬁqlng | Resident # 176 care plan has been revised to
; 1an, a regisierad nurse with responsibility " reflect current status
' for the resident, and other appropriate staff in ’
dss(g;n;zlmeg as determin_ed by the resident's nesds, : All residents have the potential to be
?Ihnc ' "D.me extent pr_actu:ab!e‘ the padicipation of l affected by the deficient practice.
the resident, the resident's family or the resident's ;
fg;!_ re pjesentat{'¢e; and periqqic.ally reviewed RN and LPN will be re-educated on the need
: pg Hev'aed by = team of quaified persons after i to document in the resident’s care plan
sach assessment, I . . 4
] interventions and approaches to managing
. I pressure ulcers or potential pressure uicers
i | i based on assessment.
[ This RE ENT | - . i ' Care plans of residents that have a high risk
' b;l;'s REQUIREMENT s nof met as evidenced f of de\[f)eioping pressure ulcers (Bradeﬁ Scale)
Based on staff interview and record review, the | ‘ will be reviewed during clinical rounds by
i - L - S i nagement team DNS/Nurse
: fa?.?y f;a;led 10 revise the care plan for 1 of 24 ' %\E/llzr?;grzlrr/lc%eggnzg Empl'xastizl will be placed
residents reviewad In the stage 2 sample o .
B EReadem #176) related to histher ingreased risk | En ne"\jnflyda;lmltted rfstl ot Cdare plans wil
for pressure ulcer development, Findings include: | ¢ be audited for completeness and accuracy.
N |
[ Per 4/9_/‘! 4 vecord review, Hesident #2176 was :  Results of these audits will be brought to the
| re-admitted to the faciity on 3/3/14 on the | monthly Performance Improvement
- - ~ ; ¢ ! p . o
| hos pice program, after a stay at a respite facilty. ! Comm1ﬁee for 3 months or until 100%
Per review of the Admission examination form | | compliance achieved.
mbo Y o .
fjmu:-,u 313114, Residert #1768 was idantified as : . ble f
| having a Bfade_n Scale score of 11, identifying o The DNS is responsible for overall
; him/her as at high risk for the development of a | Comphaéce' PG L ed 5’&\ l\-[
" * 0 ol . ‘
DR Ch15-2557¢02-93) Pravious Versions Ghisctae Event 1D 22RM11 e \.“W P 50Foa Wm&u@l$
: d Faoility ID: 47 |}
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NAME OF FROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIF CODE T
RE 5 REHAB BIRCHWOOGD TER 42 STARTR FARM RO
FTRANSITIONAL CARE & REHAR BIRCHWOOD TER -
KINDRED I A SURLINGTON, VT 05408
(%A} 4D SUMMARY STATEMENT OF DEFIGIENCIES jIn] . EROVIDER'S FLAN OF CORRECTION (A5)
PREFX {EACH DEFICIENGY MUST BE PRECEDED 3 FULL PREFIX (EAGH COBRECTIVE ACTION SHOULD BE COMPLETION
a0 HEGULATORY OR LSC IDENTIFYING IMFORMATION) TAG CROSS-REFERENCED TO THE ARPROFRIATE DATE
DERMGIENCY)
! ! S
F 280 Continuad From page ! ' F25G|

| pressure uicer (The Braden Scais is 3 toc! ussed ! | !

to predici pressure wlogr riski. lssues ientihed on!

the 373114 Braden Scale included that the i J
Cresident had very limited sensory perception, | '

meaning that s/he rezponds only to painful stimuli 1
“or zannot commumicate discornfon except by | ;
. moaning of resilessness or nas sensory ‘
impairment. Skin was identified as “very moist” : f
The resident was chair fast and mobility was : |
checked as "very limited.” Nutrition was identified
as “*mry poor." Friction and shear were checked
as a "potential problem.” The resident also was
identified as having an altered mental siatus,
dementia, terminal lilnass, recent weight loss, and .
was taking antipsychatic, anti-anxiety, and '
narcotic madications.

Per record review on 4/9/14, Resident #1768's
care plan reizted to being "3t 1isk for polentai
skin impairmants" was developad on 6/24/13
L during a prior admission (at & time whien the
regident was identified as "...currently
independent with all aspects of his mobilty
inciuding bed mobility”). The care plan was not- L :
revised on his 3/3/14 readmission to reflect the 3‘ i
resident's significant change in status and higher
orezsure ulear risk until 3/20/14, 9 days after s/he
hag already developed a pressure ulcer on
hissher teft heel and 17 days after hisfher
re-gdmission. On 4/8/14 at 8:40 AM, the unit
-manager of the B wing, whers the resident was
transferred on 3 14/14 . confirmead the above
information.

Refar also {o F2314,
F 282 | 483.20(k)(2)(il) SERVICES BY QUALIFIED Fa82
5g=D | PERSONS/PER CARE PLAN - T

|
| :
TORM CMS-258T(02-39) Fravious Versions Obsolele Fvent [D: 22851 Facifity ID: 475003 If continuation sheet Pages 4 of 10
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A7E003 boE WING
NAME OF PAOVIDER OR SUSSLER e - D408 01
IDER OR SUBFLER STREET ADDRESS, CITY, STATE, ZIP ODE %2014
43 STARR EARM RD

BURLINGTON, VT 84028

FINDRED TRANSITIONAL CARE & REHAB BIRCHWOOD TeR

| SUMMARY STATEMENT OF DEFICIENCIES
PREFI (EACH DEFICIENCY MUST BE PRECEDED By FuULi i PROVIDER'S PLAN OF CORRECTIC o
TaG AEGULATORY "Iacﬁsw'i T DEPRECEDED BY b s . PREFIK (EACH CORREGTIVE ACTION sHEgBLnN o
y ‘ R Y GR LSC IDENTIEYING iNFORMATION) | Tag e e A PPRORT COMPLETION
TAG LOS8-REFERENG IE A UATE DATE
; : ) DEFICIENTY? |
= 2&%21 Continued From pages 4 Eogn
[ . A0S
 Tha serfcas providad or aranged oy the faciiity
must be provided by guakfied parsons in
s accordance with each resident’s written plan of  This Plan of Carrection is the center's credible
i care. : i allegation of compliance.
: | Preparation andior execution of this plan of correction
) ! does not constitute admission or agreement by the
This REQUIREMERT iz not met as evidancad provider of the truth of the facts alleged or conclusions
by i - 1 - set forth in the statement of deficiencies. The plan of
. . A ! ion i d and/or execuied solely because
Bas . . . - . X correction Is prepare
é 5 ?{a_fdtoii rscord review and interviews the i it is required by the provisions of federal and state law.
i Tacility faiied to implement the plan of care and ?
May 35, 2014

provide consisient services for 1 of 3 residents in - F 282

the sampls. (Resident #7) Findings include: I
Resident #7 sustained no ill effects from

deficient practice.

Per the mitial sialf mterview on 04/07/14 the Unit
Manager stated that Resident #7 had an

_ unwitnessed fall on 03/08/14 as well as on

: QSIOQ[M. Per review of the residant's chart and

i incident reports, the residant had falis on i

| 02127114, 03/06/14 and 03/09/14. Per review of |

; the care pian nates that staff are to menitor and

Lo follow the guide and fall fisk intervention tool. |

Fer the Fall policy notes that residents are to be

monitored every 15 minutes x 1 hour, then every

30 minutes for ' hour then every 2 hours for 2

hours then every 4 hours unt no longer

necessary or in 72 hours if stable, Per review of
the neurclogical record dated 02/27/14 - :

0302714 the first hour checks (starting at 2:00 .

PM}’were recorded, however ine next hour was

not documented, nor are there AuUrsiNg notes

- regarding {he vital signs, pupils, tevei of '

r CONSCIoUSNess, speach or motor response. The
next nedrological check was noted at (2:00 P} i
six hours afier, missing the 30 minute checks and i
several 2 hour checks. Thereafter the chacks ! I

were avery four hours, 1 l‘ Fa%a PGC QLLQ,P\'L& ‘Sh\‘% l

Par review of the neurological recor i ; |
‘ rological record dated
03/09/14 - 03/12/14 starting at 10:45 PM, a gap of ‘ (wa\ﬂ-“-\ w ‘ £ |

All residents have the potential to be
affected by the deficient practice.

RN's and LPN’s will be re-educated on the
policy for obtaining neuro-vital signs.

The DNS or her designee will monitor for
compliance through periodic review of
resident’s record. Emphasis will be placed
on residents that have fallen.

Results of these audits will be brought o the
monthly Performance lmprovement
Committee meeting for 3 months or undl
100% compliance achieved.

‘The DNS is responsible for overall
compliance.

>}

T RS f = . ;
DRM CMS-Z267(02-55) Pravicus Viersionz Qbanlate Everit 1D 228010
&rit 1D 22 .

-

Facility 1D 4750602
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HAME OF PROVIDER OR SUPPLIER
el HE S$TREET ADDRESS, CITY, STATE. I8 CODE
KINDRED TRANSITIONAL CARE 3 REHAE BIRCHWOOD TER 43 STARR FARM R
BURLINGTOM, VT 08408
Py o SUMBMARY STETEMENT OF DEFICIENCIES ' —
REFIL (EACH DEFICIENCY 1UST BE PRECEDED BY FUL: e _ FROVIDER'S PLAN OF CORRECTICN e
Tag BEGULATORY OF LSG IDENTIEYING 1N'F_OPM'ATEO}E‘ FREFLX (BACH CCRRECTIVE ACTION SHOULD BE mméi'ém.\,
i - AT TAG CROSS-REFERENCED TO THE APPROPRISTE RATE
- : : DEFICIENCY) |
j x =
F 282 Continued From page 5 | Foas
d e ; - ; A=Y
45 minutes betwzen 1100 PM and 11:45 FiM was | i
Cnoted. Addib : - mf . :
; ,:f‘\,LeG' A»(?d}f.?‘ﬂa!iy{ & gap 07 seven hours fram This Plan of Correction is the cenier's credible
43‘30‘ AM 10 3:00 AM was alss noled, missing a allegation of compliance.
30 minute and two 2 hour chiecks. Tha Unit "
P o il - . . i ot
Maﬂdge;_on 04/09/14 at 10:25 AM confirmed the ] grepamrmn ar.zd/IOr;;cej?;{on 3{ rs;lan;f;o;;z tion
atove IT'!ISSI(‘K; fﬁfUI’*‘P"-EiO" and that staff did n nes niol constituie aamission agreeame v
foll & fmunmaon an al stafi did not . provider of the iruth of the facts alleged or conclusions
ow the plan of care for neurciogical checks | sel forth in the statement of deficiencies. The plon of
- after the falis. i correcition is preparved and/or execuled solely because
F 314 483.25{c) TREATMENT/SVCS TO e aag Uit is required by the provisions of fedeval and state law.
$9=G PREVENT/HEAL PRESSURE S0 N
‘ / 5wl SORES
: F314 May 5, 2014
! Ha ; th | Y 2,
: Hased on the comprehensive assessment of
: - T ' e iofa . .
s resident, the facility must ensyre that a resident 1;(32561?{3?# 176 pressure uleer was healed

who eniars the faciiity without pressure sores 3
: does not develop pressure sores unless the i

individual's clinical condition demonstiates that |

they were unavoidable: and a resident having i
| pressure sores raceives necessary reatment and i
| services to promote healng, orevent infection and
. prevent new sores from developing,

Current residents with pressure ulcers have
been reassessed to ensure proper
documentation and treatment are in place.

RN and LPN will be re-educated regarding

the foilowing:
-accurate completion of the skin assessment

This REQUIREMENT is not mat s evidenced . -need to initiate a‘p‘propriate, timely
ty: : © {reatment per facility’s Wound Management
i Protocol

-updating skin care plan to reflect current

status
-Strategies to prevent development of

pressure ulcers.

_Base‘d or record review, observation and siaff
interview, the facility failed to ensure that a
‘resident who enters the facility without a pressure

ulce_r daes not develop a pressure ulcer unless

_Ihe iNdividuals’ clinicat condition demanstrates |

Iha.t it was unavoidable for 1 of 3 applicakbls

residents in the stage two survey sample

(Resident #176). The findings include:

Residents that are at risk for developing
pressute ulcers will be monitored by nursing
management to ensure that necessary
interventions are put in place.

Per d/9{14 racord review, Resident % 176 was
re—ad_mftted to tha facility on 3/3/14 on the
;Zsrri;cei ;?rogfram, afier a stay at a respits facility, ‘ i e
- xqf.i:u of the Admission examination form ~ Performance I‘mplozement omunittee for
dated 3/3/14, Resident #176 did not have any ; Fm%n\t?i 01;21’21 100% co\_r:pdhag:el éichieved.

{  ollg il :
| 2 Tverada ; 08 | .S |

Fagiuty 10 47500 '
acinty 10; 473003 1 co%nuatrcn sheet Pags 6 of 10

Findings will be reported to the monthly
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PREFIY

TaG

\ng"‘»ﬁ =Y BTATEMENT OF DEFICIENCIES
(EACH CIERCY MIUST BE PRECEDED BY FULL
F;EGULATC)R"! CRLEGC IDENTIFYING !NFORMAT!GN}

(EACH GORRECTIVE ACTION SHOULD BE ,
CROSE BFFERENCED TO THE APPRODRIATE
DEFICIENCTY) ’

PROVIDER'S FLAN OF CORRECTION s
COMPLETION

ORTE

Coptinued From page B

skin intagrity issues upon admission. O the
same axam, s'he was identified ss having 2
Bradsn Scale score of 11, entiying him/fher as
at "high risk” for the development of 2 pressure

ressurs sore sk},

e

Issues identifisd on the 3/3/14 Braden Scale
included that the resident had very lirnited
sensary parception, meaning that s/ha responds
only to painful stmuli or cannot communicate
discomfort axcept By moaning of restlessness or
nas sensory impairmeni. Skin was identified as
“vary moist.” The resident was chalr fast and
mability was checked gs "vary limited.” Nutrition
was tdentified as "very poor.” Friciion and shear
were chocked as 2 "potential prablem,” The
rasident also was identifiec as having an alterad
mental stafus, dementia, terminal iinass, recent
weight loss, and was tsking antipsychatic,
anti-anxisty, and narcotic medications.
|
| Per 4/9/14 review of the residant's madical
,Fecord, Resident #176 developed a pressura
ulcer on 3/11/14. Per review of the nursing
i progress note, on 3/11/14, the wound nurse
reported that there was a 4 x 3.5 cm raised ciear
fluid filled blister on the rasidents ieft heel, lateral
i aspect. On the right heel, there was an area of
’ bright bink/red blanching skin. The resident was
{dentified as at risk for skin breakdown and an
:f altemating air matiress was placed on the bad,
. New orders were obtained to off inad heels
| blue boots theej protective devices) and to use
! pillows and/or heel ramps. Per revisw of the
. Weekly pressure ulcer report datad 3/11/14, the
rﬁsldant was identified as having a Stage Il
‘pressure ulcer (Ulcers are staged from i -1V with
Stage I being the lsast serious).

1,
Jfcer, (The Braden Scale is a ol used to predict |

. weaar

|

JRM CAAS-Z557102-29) Pravioua Versions
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HEUDELIERICLIA P2 MAULTIPLE CONSTRUGTION 13 DATE SURVEY |
T WUMBER: ‘ CCOMPLETED
!
|

A BUHLDING

TEOGE & WING
N ; Y5003 . . C e . Gai08) 2014
NAME OF FRCWIDER OF SUPFLIER } STREST 2RDRESS, CITY, STATE, ZiP GO0E
e L . e i 43 3TARR FARK RD
FAMOEED TRANSITIONAL CARE & REHAR BIRCHWCOGD TR ; . \. e
| BURLINGTON, VT 05408
; SUMIMARY STATEMENT OF DEFMCIENCIES 0 PROVIDER'S PLAN OF CORREGTION i x3)
T (EACH DEFICIERTY MUST BE PREGEGED BY FULL ©OPREFE {(EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
Tam ! BEGULATORY OR LT IDENTIFYING INFOSMATICM) T CZROSE REFCREMCED TO THE ARFPROFRIATE DATE

DEFICIEMNGY)

i
'
|~
|

F 314 Continued From nage 7 T oaq4l
L i
On 4/9/14 at 10:00 AM, the C wing unit manager :
(U, confirmed that | ) E !
&g et high risl Yor the development of a pressura i
- sore on adrission by his/her Braden score and ‘ This Plan of Correction iy the center's credible
that no preventative maasures (alv matiress, heal | ' allegation of commpliance.
- protectors, skin grolective sprays, eic.) were ‘ ' ) ) )
implemented untii & pressure ulcer was identfied . Preparation andior execution of this plan of correction
. . g ) does not constitute admission or agreemeni by the
on the resident's left heel ont 3/11/14, S/he stated ' provider of the truth of the facts alleged or conclusions
sfhe was uncertain if the resident was flagged for " set forth in the statement of deficiencies. The plan of
nigh risk on the facility's electronic nealth record correction is prepared andfor executed solely because
dashboerd.” (a tool used to prompt staff about | | it is required by the provisions of federal and state law.
‘ residents’ madical risks/needs so action can be !
| taker), 5 ! F4l1l1 May 53,2014

! :
‘ l * Arrangements are being made to have

. Rafer also to F2580. ! ) , ed
£ 4111 463.55(a) ROUTINE/EMERGENCY DENTAL  F4qq) Fesident#94 dentare repaired,
A |

s=n SERVICE SMNFES . .
& S INSHES Unit Managers will assess residents for the

| need for dental services. Residents and or
" responsible parties will be notified re: need
i for external dental services.

The facility must assist residents in obtaining |
| routine and 24-hour emergency dental cars. |

| Afacility must provide or obtain from an outside | ‘ . .
resaUree, in accordance with §483.75(n) of this ‘  Nursing staff\lﬂvall be re—efi}lcated on the
part, routine and smergency dental services to | , process of residents requiring dental

| meet the needs of cach resident; may charye a [ SETVICES.

- Medicare resident an additional amount for
routine and emergency dental services; must if ;
necessary, assist the restdent in making l
appointments; and by arranging for transportation

v 10 and fromi the dentist's oifice; and promptly refer g ] .
| rasidents with lost or damaged deniures o a i Results of these audits will be brought to the

i dentist. : | monthly Performance Improvement
[ Committee. Changes will be made as
necessary.

Random audits of residents will be done
_ monthly to ensure that any residents in need
i :  of dental services has had follow-up.

f This REQUIREMENT s not met as evidenced
| by
Hased on record review, chservation and - compliance. \{Q\ . TrenmBas i
v, Ob) : . ) |\|\ :
| J =4y P6C anep Y : £
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FE OF FROVIDER OR SUPPLIER

HIMDRED TRAMSTIONAL CARE & REHAR BIRCHWOOD TER

STREET ADDREES CITY. STATE 212
| 43 STARR FARM RD
| BUBLINGTON, VT 03483
1

CGOEE

Ay SULAMARY STETEMENT OF DEFICIENCIES
pF‘.EF’,\( \f A DEFL_n_N\," MST BE PRECEDED b\f FULL
TAG EGLHLATORY OF LSC IDENTIFYING INFORMAION)

ROVIDER'S FLAN OF CORREQTION i 115
PREFX | {r_mm CORRECTIVE ACTION EHOULD BE g o ovmmom

CROSS-REFERENCED TO THE APPROPRIATE

DEFIGIENGY)

Fait ‘Gr:n*ca ued From pape &
Cintervisws the faciiit tity fallad to provide, rafer,

, obtain of assist 1 of 3 residents in the sample |

regarding dental services, (Resfdent #34)
Findings inciude:

e | 1

! Par interview and abservation on 04/07114 at 3:55
PM. Resident #94 stated that s/he would like to
have the broken lower deniure repsired and the
upper dantures as well. S/he stated 7| have this

{ brokan tooth which ls sharp and ses this stuff
: [gray bonding matenal between upper teeth] it |

i has bean repaired several tmes but 1t is nat going

to last. S/he alzo siated that "the denures fit OK 1

but | can tell thiz is getting loose”. The resident

acknowledged that i has been this way for

sgveral monins. Per review of the admission

care plan dated 02/24/14 for dentalforal health, it

. states (0 report to the physician, signs and
symptoms of oral/dental problems needing

: attention. |

Therz is ne evidence via documentation that "

sinca February's admission, that either Unit :

attermnpted to have Resident #34's dentures |
repaired, made a referral, or made a planio
assist The resident to get them fixed. Per
interview at 11:40 AM on 04/09/14, the Unit

Managar slated the resident was transferred from

Cangther unit on D3/06/14 but no nformation

regarding broken denturas was brought to {unit

ranagers] attention and confirmad dental
services of referrals weare not providsd at this
time

CAlso zes F272.
F9999 | EINAL OBSERVATIONS

| Vermont State Licensing and Operating Rules for

FQQQQJ

ORM CMB.235TF(02-99) Previous Vargions Obzols Event 153 228014

ﬁ?

Facility 1D £7500%

If continuation sheet Page & of {0
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COMPLETED
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¥

TNAME OF FROVIDER OR SUPP

FIMORED TRANSITIONAL CARE & REHAR BIRCHWOOU TER BURLINGTON, VT 05408

E 3 GTPRR FARM RD
i

: 7 ENT OF DEFICENGIES ; PROVIDER'S FLAN DF CORRECTION ; (g
) 1D UMBARY STATEMENT DF DBFICIENGIES s | EACH CORRECTVE fcnoa?».wouw 8E | CowPLETION
FREFIX cEACH DEFICIEHCY MUST BE PREGEDED PY FULL I PREFIX R O e | o
tas REGULATGRY OR LEC IDENTIFYING INFORMATION) i TAG CROSS-REFE! h!‘j‘:,__(c,,:kjp\',,) e
FiCIEs | B
e J !
FE989 Continued From page 3 . FE9gY
Mursing Homes l This Plan ofCorre;:F!on is the center's credible !
: = . allegation of compliance.
5.3 Accuracy of Assessmeints : ' Preparation and/or execution of this plan of correction
; (b) Fach assassmeant rmust be conducted or : o does not constitute admission or agreement by the
coordinatad by a registered nurse [(RN) who signs | ‘ pra}id?mf ff@ truth of mff;ﬁ? alleged 0;7 conilusi??s
. e §) laticyn of b casgment 1 Serfortn in the statement of deficiencies. The plan o
! and cartifies the completion of the assessn ‘ correction is prepared and/or executed solely because
i _ . ! it is required by the provisions of federal and state law,
{ This REQUIREMENT is NCT MLCT as eviderced
by _ ) E 0900 May 5,2014
ased on record review and inferviews an :
assessment was not conducied by the RM for 1 . Resident #94 assessment was reviewed for
applicabls resident. (Resident #94) Findings ! completion by an RN.
Cinoluder ‘
i ‘ ‘ ' ; | Al vesidents have the potential to be
[ Per record review, Resident # 94's agsessment " affected by the deficient practice.
i dated 02/07/14 was cormpleted, signed and dated : , .
I . B
| by the LPN [licensed practical nurse]. Parttwo | Part I, II and I1I of resident evaluations done
- and three contained information regarding i by LPN’s will be reviewed by an RN.
i oral/mouth stetus, other body systems and ' Licensed staff will be educated as to this
activities of dally living. Par one [demographics] ¥ practice.

| was initiated by the RN on the svening shift. J*
i However, there is no evidence that the RN

- ’ Random audits of restdent record will be
reviewsd and/or certified the LFN's asssssment, |

done by the management team to assure

who worked on the nexi shift. Perinterview on ¢ compliance.
04/09/14 at 11:40 AM the Unit Manager
confirmed the RN did not sign/certify ine Results of these audits will be brought to

completion of the assessmant by 1he LEN. monthly Performance Improvement

Commitiee meeting for 3 months or until

Sssalsa FZ72. ; 100% compiiance achieved.

The DNS is responsible for overall
compliance.

1 F£9G849G Poc ataphes) ‘5"\\\\55\
[ (?;Tvcn\\dapl‘ Lo | P ]

B 4
: |
o -

ORM CMB-2587702-28) Previaus Varsions Opsolee Evert 1D ZZBM1T Facility i0r: 473003 i continyation shest Page 10 of 10




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11

