
Aorece' 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 

October 21, 2014 

Ms. Susan Sweetser, Administrator 
Ethan Allen Residence 
1200 North Avenue 
Burlington, VT 05408-2777 

Dear Ms. Sweetser: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
September 23, 2014. 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 

PC:jl 

Developmental Disabilities Services 	Adult Services 	 Blind and Visually Impaired 
Licensing and Protection 	 Vocational Rehabilitation 
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Initial Comment: 

An unannounced onsite complaint investigation 
was completed by the Division of licensing and 
Protection on 9/23/14. The follow' ig violations 
were identified:.  

V. RESIDENT CARE AND HOME SERVICES 

5,5 General Care 

5.5.a Upon a residents admissior to a 
residential care home, necessary ■ervices shall 
be provided or arranged to meet tile resident's 
personal, psychosocial, pursing at d medical care 
needs, 

This REQUIREMENT is not met ;is evidenced 
by 
Based on observation, staff intery ow and medical 
record review, the facility failed to provide or 
arrange to meet Resident #1's pe sonal, 
psychosocial, nursing and medic& needs. The 
findings include the following: 

Per medical record review on 9/2.;113 at 9 AM, 
Resident #1 was admitted on 1/2; /14 with 
diagnoses to include Dementia w Ih Behavioral 
Disturbances, Anxiety and Depreiision, Memory 
Loss and Diabetes. Rer medical ecord review of 
Resident Assessment dated 1(23 14, Resident #1 
has short and long term memory hat is severely 
impaired and has difficulty remelt bering. Care 
plan dated 7/16114 identifies that resident #1 has 
cognitive deficit with aMriety and will be relieved 
with 1:1, Based on evidence gatl ,ered, Resident 
#1 was not accompanied by appr)priate, qualified 
staff during 2 off-site apPointmen s. 

R100 ,  

8126 

PLAN OF CORRECTION.  

/isf3iA4/fr 

1. 	5.5 RESIDENT 
HOl 

ACTION: 

CARE AND 
SERVICES 

We are reviewing • 

not 

; 
an 

• 

to 

our resicent population, 
identifying those who are 
reliable reporters and have 
determined that any resident 
who is rot a reliable reporter 
will be ,Lccompanied to all  
appointments by either a 
family member or, if a family 
member is not available, by 
EthanAllen Caregiver who  
will be attendant with the 
resident at all times during 
their arointmerit. Complete 
Date: October 31, 2014 

MEASURES' Ethan Allen 

/0/3  /03o/y 

will naa Main an appointment 
logbool and will require 
family pre-notification and 
coordination (or, in the 
alternat.ve, if a family memb4 
is not available, will require 
Caregix er accompaniment 
the app ointment). Complete 
Date: C ctober 31, 2014 

1W4i, NS 4 Raoo focs t4.,( KpAhl 
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Continued From page 1 

1. Per medical record review, nur; 
an .offslte appointment identify that 
10:30 AM, Resident #1 went to an 
for a cardiac stress test without qu 
accompany him/her. The notes st 
arrived' in stress accompanied by ■ 
in testing room alone, Patient una 
directions of walking on treadmill. 
to walk on treadmill, Test is abort( 

2. Nurses notes identify that Resident 
witnessed fall on 8/22/14 at 6:30 F 
injures noted by Licensed Practice 
at that time. 8/27/14 a bruise of unknown 
was discovered on the right hand , ff 
during a shower. Family and physician 
MD requested that an appointmer 
the office. Being the Labor Day w 
appointment was made for 9/2/14 
an x-ray. No qualified staff went v 
to the appointment to assist Per 
communication dated 9/W14, ReS 
usually accompanied to appointm 
son as s/he is unable to effectiveli 
The resident is unable to determir 
bruise on her/his hand could havE 

Per interview with the RN Director 
(DNS) and the Registered Nurse 
9/22/14, confirmation is made the, 
documentation in the medical rec 
evidences that Resident #1's son 
to transport to the appointments, 

, staff accompanied the resident. Confirmation 
also made that the van driver we: 
person to accompany Resident # I 
physician appeIntmentsiand remilned 
waiting room. It is not the responsibility 
family/guardian to always be avai 

es notes from 
on 3/14/14 at 
appointment 
alified staff to 
rte: "patient 
an driver, but 
)le to follow 
Patient unable 
d," 

#1 had a 
M with no 
I Nurse on duty 

origin 
Resident #1 

notified_ 
t be made at 

	

ii-ekend, the 	' 
for exam and 
'ith the resident 
)hysician 
dent #1 is 
ruts by her/his 
i communicate. 
e how the large 
happened. 

of Nurses 
Educator on 
there is no 

:rid that 
was requested 
ir that qualified 

is 
the only staff 
to the 	. 

in the 
of the 

able for medical 

R126 MONITORING' Ethan Allen 

the 

. 	. 

• . 

or • 

the 

is 

and 
be . 

/43i Poi 9 

will have 
team monthly 
will inclide, 
Director 
House I\ 
Administrator 
Awakeniag 
of Education) 
This process 
of the D 
the House 
Operational 
addition 
Team w 
how to use 
Appointment 
resident 
identified 
reporter 
accountable 
form accurately 
completely 
attached 
Date: C 
ongoing. 

HOME 

ACTION: 

V. REoIDENT 

an interdisciplinary 
review (the teani. 

at a minimum, 
of Nursing or the 
arse, the 

and the 
Sanctuary Director 

of this process. 
will become part 

rector of Nursing's 
Nurse's weekly 

Reporting. In 
the entire Wellness 

II be instructed on 
the new 

Form for a 
who has been 

as an unreliable 
and will be 

for completing 
and  

(a copy of which 
to hereto). Complete; 
ctober 31, 2014 and 

CARE AND 
SERVICES 

All Care Plans 
Medico Assessments will 

Division of Licensing and Protection 
STATE FORM 6On NI PS.111 If OantInualion shoot 2 of 5 
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Continued From page 2 

appointments, as the Residential C are Home is 
required to provide sufficient numt ers of qualified 
personnel to provide necessary ca t to the 
residents. 

V. RESIDENT CARE AND HOME SERVICES 

5.9.c (2) 

Oversee development of a written plan of care for 
each resident that is based on abi ties and needs 
as identified in the resident assesi.ment A plan 
of care must describe the care an I services 
necessary to assist the resident tc maintain 
independence and well-being; 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, medical re ;cord review and 
staff interviews for 2 of 3 samplec residents, 
(Resident #1 & #3) the facility fails d to update 
Care Plans after numerous docuriented falls to 
assure the care plans describe th a care and 
services necessary to assist the r asident to 
maintain well-being. The findings include the 
following: 

1. Per medical record review on )/23113 at 9 AM, 
Resident #1, who was admitted c i 1/23/14 with • 
diagnoses to include Dementia w th Behavioral 
Disturbances, Anxiety and Depre asion, Memory 
Loss and Diabetes. Per medical ecord review of 
nurses notes, for Resident #1, identifies a 
witnessed fall on 8/7/14, an unwil oessed fall on 
8110/14 and a witnessed fall on 8'22/14. All falls 
are documented to reflect no inju ies to the 
resident and due to loss of balan :e. 

R126 

R145 

up to d. 
reflect c 
status, - 
explana 
Ethan A 
address 
Care Pl. 
Assess. 
be upda 
Comple 
COMP 
Plans . • 
Assess 
and updated 

MEAS 

e Date: 
 

- and accurately 
at resident health 

ong with an 
on of what action 
lea is taking to 

at health status. 
t s and Medical 
eats will continue 
ed as required. 

ETED - All Care 
d Medical 
ems were reviewed 

by 10/18/2014. 

S: Ethan Allen 

All 

to 

is. 

was 

of 
is 

: 

it(ieldely 

Okla/ 

the  

creatin 
trackin• 
assess. 
done • 
next up 
that p . 
due by. 
draft o 
will be 
10/27/ 
Spreadsheet 
jirnplet 

MONT 

a Master Spreadsheet 
when the last 
• nt and Care Plan 
• scheduling when 
l ate/review/revision 

and/or assessment 
Complete Date: A 
the Master Spreadsheet 
completed by 

114. The Master 
will be fully 

nted by 10/31/2014 

°RING: The 
Direct of Nursing or the 

Division of Licensing and Protection 
STATE FORM GOO MPBJ11 1(!centinuatIon sheet 3 of 

    



10/20/2014 15:46 8028601906 	 ETHANALLEN 
	

P 

. 	. 
Division of Licensing and Protection 

PRINTED; 10/07/2014 
FORM APPROVED 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION IC 

(X ) PROVIDER/SI 
ENTIFICA-Ft 

0126 

PPLIER/CLIA 
)N NUMBER: 

(X2) MULTIPLE 

A. BUILDING: 

B. WING 	 

CONSTRUCTION 
COMPLETED 

 

(X3) DATE SURVEY 

- 	C 
69/23/2014 

NAME OF PROVIDER OR SUPPLIER 

ETHAN ALLEN RESIDENCE 

STREETADDRESS, CITY, STATE, ZIP CODE : 

1200 NORTH AVENUE 
 

BURLINGTON, VT 05408 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEC 

REGULATORY OR LSC IDENTIFYING IN 
ED BY FULL 
. ORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'S 
(EACH CORRECTIVE 

CROSS-REFERENCED 

PLAN OF CORRECTION 
ACTION SHOULD BE 
TO THE APPROPRIATE 

DEFICIENCY) 

. 	(XS) 
COMPLETE 

DATE 

R145 

R200 
SS=D 

Continued From page 3 

Per Care Plan dated 7/16/14, then 
evidence that falls are a problem f, 
and no interventions to pi-event fur 
prevent injuries from falling. 	Direc 
(DNS) and Registered NUrse Diretlor 
Education both confirm, on 9/23/1, 1 
the care plan does not reflect resit 
initiatives to avoid 
injury. 

2. Per medical record review on E/23/14 
approximately 1 PM, Resident #3 
on 1/10/13 with diagnoses to Include 
Distal End of the Radius, Fracture/ 
Atrial Fibrillation, Coronary Athero
Congestive Heart Failure, Pacernither 
Implantation and Chronic Kidney I 

Per medical record review ofincic 
nurses notes, Resident #3 had w(witnessed 
on 1/12/14, 2/11/14, 6/4/14, 7/8/1,  
9/8/14, 9/10/14 and 9/15/14. The 
also had witnessed falls on 4/14/4 4, 
8/3/14. 

Per interview with Director of Nur,es 
Registered Nurse Director of Edu;ation 
9/23/14 the resident refUsed med 
the time of the falls. 	Physician pr 
identify that the resident was last 
7/8/2013. Confirmation is made )y 
the care plan has not been updated 
and does not address the numerous 
initiatives to avoid injury that have 
the past nine (9) months. 	- 

V. RESIDENT CAREAND HOMI 

is no 
if Resident #1 
her falls or 
or of Nurses 

of 
at 10 AM, that 

ent falls and/or 

at 
was admitted 

Fractured 
Left Hip, 

sclerosis, 

iisease. 

ent reports and 
falls 

, 8/11/14, 
resident has 

711/14, and 

(DNS) and 
on 

cal review at 
egress notes 
seen on 

the DNS that 
since 6/10/14 
falls or 

occurred over 

SERVICES 

8145 

R200 

House Nurse will monitor 
resident status changes weekly 
and Care Plan and Assessment 
reviews monthly- Complete 
Date: Monthly and ongoing. 

3. 	5.15 POLICIES AND 

PROCEDURES 

ACTIONS: A policy and 

all 

• 

and 

ick ail 1 

kiztilzoil 

Oreit. ' 

procedue regarding the safe 

transportation to and from 
physician and other 	

• 

appointments has been adopted 

(a copy of winch is attached). 

Complete Date: 10/20/2014 

WAS...TRES: The policy 

procedt re has been adopted. 

Complete Date: 10/20/2014 

MONITORING: 	A review, 

of this policy and procedure 

will be incorporated in the 

regular policy and procedures 

in-service provided to our  
caregivers annually, Complete 

Date: Ongoing 

Division of L tensing and Protection 
STATE FORM UN 	mE0.111 	 If:contIntialion sheet 4 of ! 



10/20/2014 15:46 8028601906 ETHANALLEN 

PRINTED‘10/07,2014 
FORM APPROVED 

STATEMENT OP oeFicieNolEs 	v  
AND PLAN OF CORRECTION 

(o) PROVIDER SJDDLIEFUGLIA 
iineNTiricA (ION NUMBER 

0128 

p<B) MULTIPLE 

P. euiwitins- 

B WING 

CONSTRUCTION OM DA-e SURVEY 
COMPLETED 

C 
0912312014 

NAME OF PRC'ACER OR "SUPPLIER 	 STREET ADDRESS, CITY, STATE, VP CODE 

ETHAN ALLEN RESIDENCE 	
1200 NORTH AVENUE 
BURL/F*70N, VT 05406 

pA) 0 	 SUMMARY s IATENBENT OF DE r Clew:1ES 
PREFIX 	!EACH DrIO)ENCY MUST ISE PREc xsao By FUL_ 

TAG 	REGULATORY OR L.SC IDENTIFY/ NG NFORMATIOND 

	

ID 	 ARCAA0ERS 
PR ERx 	(EACH CORR a 

	

TAG 	CROSS•REVERE 

PLAN OF OoRDCCTON 	• 	D(Ol 
)TivE AC-10N SHOULD BE 	i: COMPLETE 
CBI) TO THE APPROPRIATE 	• 	DATE 
"moiler/one 

R200 	Continued From page-4 

5.15 Policies and Procedures 

Each home must have 
procedures that govern 
the home A Dopy shail 
to' review upon request. 

• This REQUIREMENT 

. 	by: 
i Based on observation 

facility failed to have 
i available on request 
i safe and Well provided 

physician or various 
findings are as follows: 

I Request made on 9123/14 
• of Nurses (DNS) and 

Director of Education 
Procedures regarding 
reside/11s to and from 
various other locations. 

Per interview with DNS 
EducaUon confirmation 
does not have any policies 
regarding the sate transport 
from physician appointments 
locationS. 

written pi lides and 
all servi< es provided by 
be avails Ole at the home  

is not me as evidenced 

and staff nterview the 
policies an-I procedures 
to ensure t let residents ore 

for durir g transfer to 

other appo intments. The 

at 9 , tM to the Director 
the Regisered Nurse 
for copies Of Policies and 
the safe 	rensfey of 
physician appointments or 

and the RN Director of 
is mad: that the facility 

and procedures 
of esidents to and 
o to various other 

8200 

II I 
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Ethan Allen Residence is ofte is called upon to transport our resident This often occurs when a 
resident has a physician or otl er appointment outside of the facility. The following procedure . 
shall be used by Ethan Allen :aregivers whenever scheduling an ap u ointment for a resident, 

1. The Caregiver will di ternaine if the Resident is on the enure s tly maintained list of Ethan 
Allen Unreliable Rep liters ("UR List") 

2. If the Resident is on ti  to UR list, then the Caregiver will cont ct the resident's designated 
responsible family vac IL ber to request that the family memb take the resident to the 
appointment If the fl entity member is not available to take e resident to the 
appointment, then Ed an Allen will designate a Caregiver to ccompany the resident to 
the Appointment. 

3. It will be specifically noted in the Resident Appointment Lo:, ook the name of the 
Caregiver who schedi led the appointment, the name of the f 'ly member the Caregiver 
contacted, the date the; family member was contacted and by bat medium (phone, email, 
text, etc.), the family nember's response (agreeing to take 	resident to the appointment 
or indicating that the could not take them to the appointme t and the action requested 
[EA providing a care; 'fiver accompaniment to the appointme t or a requested 
rescheduling of the al pointment to a time when the family t ember would be available to 
accompany the reside t]). 

4. A copy of the entry fi om the Resident Appointment LogBo will be placed in the 
Resident's Patient Fie e at Ethan Allen 

5. Ethan Allen will mals e every effort to arrange for safe and r' iable transportation for a 
resident to an appoin tt ent and will provide Liability Laser e coverage to any 
authorized Ethan AIL ,a driver. Ethan Allen may use its des in .ted driver, a designated 
caregiver, a taxi or of her appropriate livery service or SST • to transport a resident to and 
from an appointment 

6. When a resident whe is an unreliable reporter is acconmani d to an appointment by an 
Ethan Allen Caregiv :r, the Caregiver will remain with the r:  sident throughout the 
appointment and wil make every effort to assist the residen during the appointment as 
appropriate. 



❑ No 	Name of person notified: 

❑ No (if no, identify w 

attend below) 

o will transport and 

❑ No (if yes, identify who will attend below) 
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Ethan Allen Residence 

Appointment & Transportation Form 

Name of Resident: 

Location of Medical Appointment: (add ess, office suite) 	Date of Appt: 

	Time of Appt: 	 

Current Date; 

Family notified of appointment 

Will family transport and attend appt: 

Will family transport only, not attend: 

Family unable to transport, or attend: 

EAR Caregiver/Employee scheduled to 
and attend appointment with resident 

❑ Yes 

❑ Yes 

❑ Yes 

❑ Yes 

transport: 

❑ No (if yes, identify 

attend below) 

ho will transport and 

Medical visit attended: ❑ Yes 	❑ No (if no, state real n why) 

Printed Name: 

Signature: Date: 

EAR Caregiver/Employee completed t 
appointment for the resident stated a 

e documentation above, confirming atter 
ove. 

dance and transport for medical 
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