
~YERMONT
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,

Pamela M. Cota, RN
Licensing Chief

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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(XSl
COMPLlrnONDArE

How the corrective aetlon(s)
will be accomplished for
those residents foul1d ta be
affected by the alleged
deficient practice? :
ReSIdent # 1, 2, and 3 suffered
nOnegative outcomes from this
alleged deficient practice,
Appropriate parties were
notified hOwever documentation
was not made in the individual
medical charts. FlJture
notifications will be noted in the
medical chart.
AONS, SOC, Nurse Mnger, 513112011
&/ar Designee

F 000 INITIAL COMMENTS

An unannounced complaint investigatlon was
conducted by the Division of Licensing and
Protection on 5/9/11. There were Federal
Regulatory violations related to the complaint
allegations. Findings include:

F 157 4B3.10(b)(11) NOTIFY OF CHANGES
SS=D (INJURY/DECLINE/ROOM, ETC)

A facility ,:"ust immediately inform the resident;
consult With the resident's physician; and if

I
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 physician
intervention; a signifieant 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" a need to discontinue an
existing form of treatment due to adverse

I
consequences, or to commence a new form of
treatm~nt); or a decision to transfer or discharge
the reSIdent from the facility as specified inI~483.12(a).
! The facility must also promptly notify the resident
! and, if known, the residef'1~s legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in ~83.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

F 000

F 157

The following constitutes the
facility's response to the
findings Qf the Department of
Licensing and Protection and
does not constitute an
admission of guilt or
agreement of the facts
alleged or conclusions set
fOrth on the summary
statement of deficiencies.

The facility maintains that it
Informs the resident, consults
with the resident's physician;
and if known, notifies the
resident's legal representative
or an interested family member
. when there is an accident which
I results in injury or requires
physiCian intervention,

------_ .•.----'
If continuation $neet ~age 1of 6Facility 10: 475014Event 10: ZDVQ11

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

FORM CM5-2S67(02-99) prevlous Vli'ralona Ob&Olllte

TI:J¥
all terlsk (") denoteS a deficiency which the institutiOn rney be excused from correcting providing it is determIned that

other saf@"uards prgvi(le euffieien rote 'on to the patlents. (See Instructil;lns.) Except for nu~inQ home" the flndings stated lIIboveare disclosal)fe 90 dElY&
following the date of survey whether or not a plan of ccntetion Is provided. For nUnJinghornes, Ihe above findings and plans of co!rection are disclosable 14
days; followIng the d~e lhese document5 are made available to the facility. If deficiencies are cited, E1"api=ll'Ovlld plan of correction Is requisite to continued

program participation,
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2. Per record review and confirmed with the
ADNS on 5/9/11 at 12:10 PM, the physician for
Resident #2 was not notified concerning Resident
#2's alleged inappropriate sexual contact to
Resident #1 on 1/25111.

3. Per record review and confirmed with ADNS on
5{9{11 at 1:24 PM, the physician and legal
I representative Of Resident #3 were not notified of

I an alleged staff to resident physical abuse to
; Resident #3 on 1/18/11.

F 250 i 483.15(g)(1) PROVlSION OF MEDICALLY
SS"'D I RELATED SOCIAL SERVICE

The facility must provide medically-related social

6/612011

(XSl
COMPLETION

I)An:

If contlnU6tiQn sheet Page 2 of 6

The facility maintains thaYil -
provides services to attain or
maintain the highest practicable
physical, mental and
psychosocial well-being of each
. resident,

Howwill the facility identify
other residents having the
potential to be affected by the
same deficie"t pnllctice1 ;
All residents have potential to
be involved in incidents and lor
allegations of abuse.

What measures win be put
into place or systematic
changes made to ensure that
the deficient practice will not
recur? :
Nurses and social services will
be re-educated re: Abuse
Policy & Procedure.
_". AONj} SOC, &/or d~_ign.e

How will the facility monitor
its cornctiveactlons to
ensure that the deflclent
practice will not recur? :
Allegations of Abuse and
incident reports wUl be reported
in Clinical Concurrent Review
with flu review at Action leam
and QA Meetings with changes
made as appropriate.

ADNS. SOC, &Jor designee On-going

F\51 \>Oc..~ ",~,\\ ~~
I
I

I
Faclilty Ie. 47eo14

STREeT ADDRESS. CITY. STATE, ZIP eOOE
300 PEARL STREET
BURLINGTON, VT 05401

PROVIDER'S PLAN OF CORRECTION
(eACH CORRECTIVE ACTION SHOULD BE

CFlOSS-RI!FERENCEOTO THEAPPROPRIATE
DEFICIENCY)

F 250

F 157

I
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i

I

E...ent ID:ZCVQ11

SUMMARY STATElllleNT OF DeFICIENCIES
(EACfol DEFICIENCY MUST ae p~ECE!DeD BY FULL
~EGULATORV OR LSC IOENTIr"r'ING INFORMATION)

I
i

1, Per record review and confirmed with the I
Assistant Director of Nursing (ADNS) on 5/9/11 at
11 :30 AM, the physician for Resident #1 was not
notified concemlng an alleged inappropriate
sexual contact made to Resident #1 by Resident
#2 on 1/25/11. In addition, the AONS confirmed
that per the Accidents and Incidents Investigating
and Reporting Policy, the nurse supervisor andlor
charge nurse shall inform the physicisn of the
incidenl

,
,

F 1571 Continued From page 1
legal representative or interested family member.

I This REQUIREMENT is not met as evidenced
I by: .
: eased upon interview and record review, the
i facility failed to notify the physician and/or legal
I representative conceming allegations of resident
to resident incidents, as stated in facility policy,
involving 3 residents. (Residents #1, #2, #3).
Findings include:

(X4) 10
PREFIX
TAG

BURLINGTON HEALTH & REHAB

NAME OF PROVIDER OR SUPPLIER

FORM CMS-2567(02.991 Previous Versions Obsolete
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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 l"to
place or systematic changes
made to ensure that the
deficient practice will not
recur? :
Social Services and Nurses will
be re-eclucated re: flu
documentation and Abuse
Policy and Procedure.
Administrato" ADNS, SDC,

&lor designee
HoW'win the fa~lIity monitor
Its correcthte actions to
etlsure that the deficient
practice will not recur? :
All incidents Will be reported in
Clinical Concurrent Review with

i flu review at Action Team and
QA Meetings with changes

FIlClllty 10; 47501. made as appropriate.
DNS, ADNS, &lor designee.

STREET ADDRESS, CITY. STATE, ZIP CODE
300 PEARL STREET

BURLINGTON, VT 05401

PROVIOEFtS PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS.REFERENCED TO THE APPROP'f'IATE:
D~FICIENCY)

I How the corrective action(s)
will be accomplished for
those residents found to be
affected by the alleged
deflc1ent practice? :
Resident '# 1 and 3 suffered no
, negative outcomes from this
alleged deficient practice.
. Resident # 1 care plan revised
, to reflect curre"t individual level
. of care. Resident #3 deteased.

Director of Social Svcs,
ADNS, Nurse Mnger, &lor

Designee

F 250

ID
PREFIX
TAG

Event 10;ZOVQ"

:
i 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 tnat
Resident #3 was monitored or assessed by social
services fOllowing an alleged staff to resident
physical abuse on 1/18/11. I

483.20(d)(3), 483.10(k)(2) RIGHT TO II

PARTICIPATE PLA.NNING CARE-REVISE CP

SUMMARY STATEMENT 01" OEFICIENClcS
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued From page 2
services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

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

1. Per record review and confirmed w;th 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 519111 at 11 :51
AM, there is no documentaUon in the record that
Resident #1 was monitored or assessed by social
services following an alleged resident to resident
sexual contact on 1/25/11. In addition, the
4/13/11 Social Sel'\lice annual care plan meeting
note doeS not mention the alleged resident to
I resident sexual contact.

F250

(X4) Ie>
PREFIX
TAG
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I 1. Per record reView and confirmed with the
. Assistcmt Director of Nursing (ADNS) on 5/9/11 at
11:30 AM, Resident #1 's care plan was not
revised to Include monitoring for psychosocial
well-being following an allegation of resident to
resident sexual contact on 1/25/11,

Ii This REQUIREMENT Is not met as evidenced
I by:
Based upon Interview and record review, the
facility failed to revise the plan of care for two
residents concerning allegations of inappropriate I
behavior. (Residents #1, #3). Findings include:

I
(1<5)

COMPLImOO
DATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHO\oJLD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICieNCY)

The facility maintains that it
provides for the residents' right
to participate in planning care
and treatment or Changes in
care and treatment.

F 280

How the corrective action(S)
will be accompllstled for
those residents found to be
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 jndividuallevel
of care, Re5ident #3 deceased.

ADNS. SDC, Nurse Mnger, 5/31/2011
&Jor Deslgflee

How will the facilItY identify
other rest dents having the
potential to be affected by the
same deficient practice?:
All residents have the potential
for being 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? :
Nurses and social workers will
be re-educated re: care plan
revisions.

ADNS, SOC, &lor designee 61612011

STReET AOORESS, crfY, STATe, ZIP CODE
300 PEARL STREET

BURLINGTON, VT 05401
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SUMMARY S1ATE.MENT OF DEFICIENCIES
(EACH DEFICIENCY MUST Be PREceCED BY FULL
REGUI.ATORY OR LSC IDENTIFYING INFORMATION)

F 280 I Continued From page 3
I, .
The resident has the right. unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

, A comprehensive care plan must be developed
within 1 days after the completion of the
comprehensIVe 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,
I and, to the extent practicable, the participation of
I the resident, the resident's family or the resident's
I legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

(X4) 10
PREfiX"A~

2, Per record review and confirmed with the

FORM CMS..aSS7(02-99) Previous Versions Ot),olete Event 10:~OvQ'1 FlIClIIly'D: 47501. 'f continuation cheet Pigl!l 4 01 5
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Refer also to F250.
F 309 483.25 PROVIDE CARE/SERVICES FOR
SS:::lO HIGHE;ST WE!.,L BEING

Eac~ resident must receive and the facility must
prOVide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
I by:
: Based upon interview and record review, the
: facility failed to provide the necessary care and
services to attain or maintain the highest ;
practi~ble physical, mental, and psychosocial :
well.belng related to alleged inappropriate
behavior for 2 residents. (ReSidents #1 #3).
Findings include: I

1 Per record review and confirmed with ADNS on l
5/9/11 at 11 :30 ANI, following an alleged resident
'.to resident sexual contact on 1/25/11, Resident
#1'5 care plan was not revised to include .
monitoring for psychosocial well.being, the.
Behavioral Care Tracking was not initiated, there
is no nursing documentation that the alleged
event occurred, the physician was not notified,
and there is no documentation of a Social Service
assessment or monitoring following the alleged

5/31/2011

How the GofI'8Ctivo actlon(s)
will be accomplished for
those residents found to be
affected by the alleged
deficient practice? :
Resident 11' 1 and 3 suffered no
negative outcomes from this
alleged defiCient practice .

. ADNS. Nurse Mnger, &/or
Designee

How will the facility Identify
other residents having the
potential to be affected by the
same deficient prac:tlce? :
AU residents are potentially
affected by this alleged
deficient practice.

How will the facility mo"itor
its corrective actions to
ensure that the deficient
practice will not recur? :
Incident and careplan update
will be reported in Clinical
Concurrent Review with flu
review at Action Team and QA
Meetings with changes made
as appropriate.

ADNS, Unit Mngers, &Jor

,fco/bo 90<... ,p ~ j {el1t3hl~'iJnee
F309 : The facilitY maintainS that ~~eI'1

, resident receives and the
I facility provide5 the necessary

care and services to attain or
maintain the highest practicable
physical, mental, and
psychosocial well-being, in
accordance with the
comprehensive assessment
and plan of care.

!
i
I

F 3091
I

F 280Continued From page 4
ADNS on 5/9/11 at 1:24 PM, Resident #3's care
plan waS not revised to include monitoring for
psychosocial well.being following an allegation of i
staff to resident physical abuse on 1/16/1-1, ;

I

F280

FORM CMS-2567(02.99} PrevIous Versions Ob!lOlele E~ 10:ZOVQ1 1 Faolity 10: 475014 If continuation sheet Page S of 6
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What measures wilt be put
into place or systematic
changes made to ensure that
the deficient practice will not
recur? :
Nurses and social workers will
be re-educated re: Abuse
Policy & Procedure, future
notifications, flu documentation
and behavior tracking to be
noted in the medical chart and
care plan.
ADNS, SOC, Rehab Director 61612011

&lor ~8Signee

How will the facility monitor
Its corrective actions to
enlliute that the deficient
practice will not recur? :
All reported incidents will be
reviewed in Clinical Concurrent
Review with flu review then
reported at Action Team and
QA Meetings with changes
made as appropriate.

ADNS, Nurse Mngers, &lor On-going
designee

I
f3oq~c.~lA'Oh\~

srMET ADORess. CrT"(, STATE, Zl~ CODe
300 PEARL STREET

BURLINGTON, VT 05401

I PROVIDER'SPLANOF CORRECTlON
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I

F 309 ! Continued From ~age 5 !
: event. In addition, the 4/13/11 Social Service :
; note tor the annual care plan meeting does not I
! :~r:~~~:r~~:~d:~~~~n~~~~~:~~X~:~g.I
i interview with Soeial Services on 5/9111 at 11:51
i AM, there is no documeritation in the record tha,t
: Resident #1 was monitored or assessed by soolal
. services following an alleged resident to residenl
sexu 011 contact on 1/25/11.
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