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) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

June 8, 2011

Ursula Margazano, Administrator
Burlington Health & Rehab
300 Pearl Street
Burlington, VT 05401
Provider ID #:475014

Dear Ms. Margazano:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
May 9, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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$5=D | (INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult 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
injuty and has the potential for requiring physician
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 freatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new formof
treatrnent); or a decision to transfer or discharge
the resident from the facility as specified in i
| §483.12(a).

: The facility must also promptly 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 Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periadically update
the address and phone number of the resident's

*49iD | SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
! DEFICIENCY)
The following constitutes the
F 000 | INITIAL COMMENTS F 0Q0 facility's response to the
findings of the Department of
An unannounced complaint investigation was Licensing and Protection and
conducted by the Divisian of Licensing and does not constitute an
Protection on 5/8/11. There were Federal admission of gulit or
Regulatory violations related to the complaint agreement of the facts
a"egaﬁons_ Fmdmgs include: a“eged or conC|u3|°ns sat
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 forth on the summary

statament of deficiencies.

The facility maintains that it
informs the resident, consults
with the resident's physician;
and if known, nofifies the
resident's legal representative
or an interested family member
. when there is an accident which
! resuits in injury or requires
physician intervention.

How the corrective actlon(s)
will be accomplished for
those residents found to be
affected by the alleged
deficient practice? :

Resident # 1, 2, and 3 suffered
no negative outcomes from this
alleged deficient practice.
Appropriate parties were
notified however documentation
was hot made in the individual
medical charts. Future
notifications will be noted in the
medical chart.

ADNS, SDC, Nurse Mnger, 513112011
&/or Designee

—WT 'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
[ % KMM)//{/UT'

Oelwnid bl 8/31) 1

TITLE (%8) DATE

Any deficiency statement ending an/gdterisk (V) denctes a deflelancy which the institution rm

gy be excused from correcting pravidin§ it is detarmined that

other safeguards provide aufficien rotedtion to the patiants. (See instructions.) Except for nursing homes, the findings stated abeve ane disclosabie 90 days

following the date of survey whether or

daye following the date thase documents are made available to the facility. If deficiencies are cited, 8n approved plan

program participation,

not a plan of correction is provided. For nursing homes, tha abave findings and plans of correction are disciosable 14

of comection |s requisite to continued
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F 157 | Continued From page 1 F 157 H?‘W will ::e fac::ity ide":fy
legal representative or interested family member. ::t::‘:;? ’ ::?af::&%tb; the
same deficient practice? :
This REQUIREMENT is not met as evidenced o l’lf\fgl’f:ﬁ:fr“’; d’;"rf;"::f"d‘j’or
by: ' :
' Based upon interview and record review, the allegations of abuse.
facility failed to notify the physician and/or legal
representative concemning allegations of resident !Nthat :neasuras:‘vm b:l put
to resident incidents, as stated in facility policy, “;‘° place or Systematic
involving 3 residents. (Residents #1, #2, #3), o “:91;‘;‘,"‘1“ O that
Findings include: resur; icient practice will n
1, Per record review and confirmed with the , Nurses and s°:ial. services will
Assistant Director of Nursing (ADNS) on 5/9/11 at ‘;f)li':fgllg‘:;‘: edfréAb“se
11:30 AM, the physician for Resident #1 was not -
notified concerning an alleged inappropriate __. ADNS, SDC, &/or designee | 6/6/2011
sexual contact made to Resident #1 by Resident w will the facility monitor
#2 on 1/25/11, In addition, the ADNS confirmed o e eatlons (o
that per the Accidents and Incidents Investigating ensure that the deficlent
and Reporting Palicy, the nurse supervisor and/or practice will not recur? :
charge nurse shall inform the physician of the Allegations of Abuse and
incident. incident reports will be reported
in Clinical Concurrent Review
2. Per recard review and confirmed with the :mt?\ flucraevievr\: at Action Team
ADNS on §/9/11 at 12:10 PM, the physician for and QA Meatings with changes
Resident #2 was not notified concerning Resident made as appropriate
#2's alleged inappropriate sexual contact to '
Resident #1 on 1/25/11. ADNS, SDC, &/or designee | On-going
3. Per record review and confirmed with AONS on A Eplﬂ\ klelw CQY\ (st :Q N
5/9/11 at 1:24 PM, the physician and legal ; F\Srl poc \
representative of Resident #3 were not notified of .
an alleged staff to resident physical abuse to ‘ i The facility mai namsthatit
Resident #3 on 1/18/11. 'i | provides services to attain or
F 250 i 483,15(g)(1) PROVISION OF MEDICALLY i F 250'! maintain the highest practicable

The facility must provide medically-related social

psychosocial well-being of each
. resident.

FORM CMS-2567(02-99) Previaus Versions Obaolete Evert 1D ZDVQ11
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) How the corrective action(s)
F 250 | Continued From page 2 F 250 will be accomplished for
those residents found to he

F 280
$S=D

services to attain or maintain the highest
practicable physical, mental, and psychasocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:
Based upon interview and record review, the
facllity failed to provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being for 2 residents. (Residents #1, #3).
Findings include:

1. Per record review and confirmed with the
Assistant Director of Nursing (ADNS) on 5/9/11 at
11:30 AM, there is no documentation of a Social
Service note following an alleged resident to
resident sexual contact on 1/25/11 for Resident |
#1. Per record review and confirmed during :
interview with Social Services on 5/9/11 at 11:51
AM, there is no documentation in the record that
Resident #1 was monitored ar assessed by social
services following an alleged resident to resident
sexual contact on 1/25/11. In addition, the
4/13/11 Social Service annual care plan meeting
note does not mention the alfeged resident to
resident sexual contact.

2. Per record review and confirmed with the
Director of Social Service on 5/9/11 at 1:17 PM,
there is no documentation in the record that
Resldent #3 was monitored or assessed by social
services following an alleged staff to resident
physical abuse on 1/18/11.

483.20(d)(3), 483.10(k)(2) RIGHT TO l
PARTICIPATE PLANNING CARE-REVISE CP

affected by the alleged
deficient practice? :
Resident # 1 and 3 suffered no
* negative outcomes from this
alleged deficient practice.
Resident # 1 care plan revised
to reflect current individual level
~ of care. Resident #£3 deceased.
Director of Sacial Sves, | 5/31/2011
ADNS, Nurge Mnger, S/or
Designeo

How will the facility identify
other residents having the
potential to be affected by the
same deficient practice? :
All residents are potentially
| affected by this alleged
deficient practice. What
measures will be put Into
place or systematic changes
made to ensure that the
deficient practice will not
recur? :
Social Services and Nurses will
be re-educated re: fiu
documentation and Abuse
Policy and Procedure.
Administrator, ADNS, SDC, | 6/6/2011
&/or designee

How will the facility monitor
Its corrective actions to
ensure that the deficlent
practice will not recur? :
All incidents will be reported in
Clinical Concurrent Review with
; f/u review at Action Team and

L QA Meetings with changes

FORM CMS-2567(02-09) Pravious Versions Obsalete Event 10;ZDVQ114
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revised to include monitoring for psychosocial
well-being following an allegation of rasident to
resident sexual contact on 1/25/11,

2. Per record review and confirmed with the

xa)lo SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S FLAN OF CORREGTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
A0 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
The facility maintains that it
F 280 | Continued From page 3 F 280 provides for the residents’ right
! : to participate in planning care
The resident has the right, unless adjudged ’! and treatment or changes in
incompetent or otherwise found to be care and treatment.
incapacitated under the laws of the State, to .
participate in planning care and treatment or :ﬁﬂ?ﬁéﬁ'ﬁfﬁﬁ:ﬁﬁ:ﬁ"‘s)
changes in care and treatment,
¢ ‘ those residents found to be
A comprehensive care plan must be developed affected by the 3"0!_10(‘
within 7 days after the completion of the deficient practice? :
comprehensive assessment; prepared by an Resident # 1 and 3 suffered no
interdisciplinary team, that includes the attending negative outcomes from this
physician, a registered nurse with responsibility '; alleged deficient practice.
for the resident, and other appropriate staff in ' Resident# 1 care plan revised
disciplines as determined by the resident's needs, to reflect current individual level
and, to the extent practicable, the participation of of care. Resident #3 deceased.
the resident, the resident's family or the resident's ADNS, SDC, Nurse Mnger, | 5/31/2011
legal representative; and periodicaily reviewed ) &lor Designee
and revised by a team of qualified persons after How will the facllity identify
each assessment. other residents having the
: potential to be affected by the
! same deficient practice? :
All residents have the potential
for being affected by this
' This REQUIREMENT is not met as evidenced alleged deficient practice.
by: t
Based upon interview and record review, the ?::‘:;Eg:s‘:,rg:g;‘:%: u
facility fafled to revise the plan of care for two changes made to ensure that
residents concerning allegations of inappropriate :
behavior. (Residents #1, #3). Findings include: :::‘:f?ﬂ_d“t practice will not
1. Per record review and confirmed with the :“‘;5:2 chc;‘ats::irael-t::ge;;:""
Assistant Director of Nursing (ADNS) on 5/9/11 at r:wsions "
11:30 AM, Resident #1's care plan was not ADNé, SDC, 8/or designee | 6/6/2011

FORM CMS-2567(02-99) Previous Versiong Obsolete
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How will the facility monitor
F 280 | Continued From page 4 F 280! its corrective actions to
ADNS on 5/8/11 at 1:24 PM, Resident #3's care ] ensure that the deficlent
plan was ot revised to include monitoring for E practice will not recur? :
I

Incident and careplan update
: will be reported in Clinical

| Concurrent Review with f/u
Refer alsc to F250. ; review at Action Team and QA

|
: o W
F 309 | 483.25 PROVIDE CARE/SERVICES FOR ' F 309 Meetings with changes made

psychosocial well-being following an allegation of |
staff to resident physical abuse on 1/18/11. :

=0 | HIGHEST WELL BEING as appropriate.
5820 _ ADNS, Unit Mngere, &/or | On- going
Each resident must receive and the facility must : designee
provide the necessary care and services to attain —_— ':F@‘ﬁo po%hminﬂiﬂ\t'ﬁmw
or maintain the highest practicable physical, £309 . resident receives and the
mental, and psychasocial well-being, in i - f
accordance with the comprehensive assessment facility ;:jrosv?we’;t;\?onaeﬂc:is sary
and plan of care. care and services to auain of
maintain the highest practicable

physical, mental, and
psychosocial well-being, in
. . . accordance with the
I;;s REQUIREMENT is not met as evidenced comprehensive assessment
| Based upon interview and record review, the and plan of care.
. facility failed to provide the necessary care and
| services to attain or maintain the highest -

oractieable physical, mental, and psychosocial :'Jgs?r::;’:emnz‘:::: df‘:; b
well-being related to alleged in_appropriate . affected by the alleged
behavior for 2 residents. (Residents #1, #3). deficlent practice? :

Findings include: _ Resident # 1 and 3 suffered no
negative outcomes from this
alleged deficient practice.

" ADNS, Nurse Mnger, &or | 5/31/2011

How the corrective action(s)

1 Par record review and confirmed with ADNS on
5/9/11 at 11:30 AM, following an alleged resident
| to resident sexual contact on 1/25/11, Resident

' ; ; . Designee
#1's care plan was not revised to include e <
monitoring for psychasacial well-being, the- :t""‘zr":'e'g:::::::xi:‘d;:‘h"e"
Behavioral Care Tracking was not initiated, there potential to be affected by the

is no nursing documentation that the alleged
avent occurred, the physician was not notified,
and there is no documentation of a Social Service
assessment or monitoring following the alleged

same deficient practice? :
All residents are potentially
affected by this alleged
deficient practice.

FORM CMS-2587(02-98) Pravious Versions Obsolete Event ID:ZDVQ11 Fachity ID: 475014 if continuation sheet Page Saf&
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F 309 Continued From page & What measures will be put

' Resident #1 was monitored or assessed by social

event. (n addition, the 4/13/11 Sociai Service !
note for the annual care plan meeting does not
mentiaon the alleged residerit to resident sexual
contact. Per record review and confirmed during
interview with Social Services on 5/9/11 at 11:51
AWM, there is no docurmeritation in the record that

services following an alleged rasident to resident
sexual contact on 1/25/11.

2. Per record review and confirmed with the
Director of Social Service on 5/9/11 at 1:17 PM,
for Resident #3, there is no documentation by
Social Services that the resident was monitored
or assessed by social services following an
alleged staff to resident physical abuse on
1/18/11. In addition, per record review and
confirmed with the ADNS on 5/9/11 at 1:24 PM,
Resident #3's physician and legal guardian were
not notified conceming the allegation of staff to
resident physical abuse, there is no nursing note
or social service note concerning the allegation,
the Behavior Care Tracking was not initiated, and
the care plan not revised to include monitoring for
psychosocial well-being following the 1/18/11
allegation.

Refer also to F157, F250, and F280.

F 309, into place or systematic
: changes made to ensure that
i the deficient practice will not
: recur? :
Nurses and social warkers will
be re-educated re: Abuse
Policy & Procedure, future
nofifications, f/u documentation
and behavior tracking to be
noted in the medical chart and
care plan.

ADNS, SDC, Rehab Director | 6/6/2011

&/or designee

How wlif the facility monitor
its corrective actions to
ensure that the deficient
practice will not recur? :
All reported incidents will be
reviewed in Qlinical Concurrent
Review with f/u review then
reported at Action Team and
QA Meetings with changes
made as appropriate.

ADNS, Nurse Mngers, 8J/or On-going

designee

F304 P0C Aceegeed bl%\ucﬂV\W
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