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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

hitp://www.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

June 2, 2016

Ms. Meagan Buckley, Administrator
Burlington Health & Rehab

300 Pearl Street

Burlington, VT 05401-8531

Dear Ms. Buckley:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
22, 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,

ﬂﬁﬁmﬁm{'@am

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 services provided or arranged by the facility

| must be provided by qualified persons in

| accordance with each resident's written plan of

| care. '
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- This REQUIREMENT is not met as evidenced ¢

by |

" Based on staff ilerview and record review, the

+ facility failed to implement the plan of care for one

| applicable resident (Resident # 1). Findings

; include: i

' Per record review on 3/22/16, staff failed to
" complete Neuro Vital Signs (NVS) after a
1 Residant # 1 had an unwitnessed fall on 1/26/16. '
, Faciiity protocol stated that NVS are to be done !
every 15 minutes x 1 hour, every 30 minutes x4
"hours, every hour x 2 hours, then once a shiftx
* 72 hours. Review of the neurological Evaluation
Flowsheet indicates that NVS were nof done 5
between 10:50 AM - 5:50 PM on the day of the
fall. The Resident's care plan related 1o an actual
fall stated that NVS were to be done for 72 hours.
Both the facility Administrator and the Assistani
Director of Nurses confirmed that the NVS were
not done on 1/26/16 and that staff had not
followed the plan of care.

1. Resldent #1 was not effected as a result of this,
alleged deficient practice.

I 2. Residents requiring neuro-vital signs have the

i potentlal to be affected by this alleged deficient
i practice. B

i 3. Education provided regarding the requirements

for neuro-vital sign 3s it relates to the plan of
care.

" A, Weekly neurc-vital sign audits will be conducted
by the DS or designee to monitor the
effectiveness of the plan.

5. The results of the audits will be reported ta the
QAA committee by the DN5 or designes monthly
! x3 months at which time the QAA committee will
_ determine further.frequency.of the audits. .
6. Cofrective action to be complete by 4/22/2016.
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tion is provided. For nursing homes, the above findings and plans of correction are disclosa_able 14
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