Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://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 23, 2021

Mr. Shawn Hallisey, Administrator
Burlington Health & Rehab

300 Pearl Street

Burlington, VT 05401-8531

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
1, 2021. 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,

9Qmw1u¢m

Pamela M. Cota, RN
Licensing Chief
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F 000 | INITIAL COMMENTS F 000 | Burlington Healll and Rehabilitation provides thig plan
[ of carrection vithout admilting or denying the valldity
or exlsllcncu of the allegeg deﬂcieingies. Thg plan of
i ; ; \astE correction is prepared and exaculed goley because it
The Division of Licensing and Protection ls requirad by Faderal and State applcable law,
conducted an unannounced onsite Investigation
of 3 complaints on 6/1/2021. The following
regulatory viclalion was identified,
F 552 | Right to be Informed/Make Treatment Decisions F 552 | Raslden! #1 conlinues to reside in center.
$8=0 | CFR(s): 483.10(c)(1)(4)(5) Regidents who have changes made 1o their diagnoses
and/or their medications have the polential to be
{ §483.10(c) Planning and Implementing Care. afiecled by this alleged deficient praclice.
The resident has the right to be informed of, and A whole house audit of residants with néedlcatigns tha
ticipate In, his or her treatment, Including: require cansent was completed by the Cenler Nurse
BRINGEERATIE [ liaehiang Execulive to ensura compliance with Policy and
Pracaedure,
§483.10(c)(1) The right to be fully Informed in B - o e or—
: : iconsad Nurses have been re-educated on the
language that he or she can _understand .of‘hus or impartance of followng the poficy and procedure
her total health status, including but not limited to, related to change in condition nolification, This was
his or her medical condition. completed by 6/22i21 by the NPE and Deslignee.
All licensed Nurses have been re-educated on the
§483.10(c)(4) The right to be informed, in Uﬂfﬂ and"procegure’rela!ed|lo ‘o'hﬁair::‘ng' conslent and
, mplementing orders for medications that require
advance, of the care to be furnished and the type consant, Thia vias compleled by 6/22/21 by the NPE
of care giver or professional that will fumish care. and Designee.
" . g Cenler Nurse Executive or Designee will complete
§483.10(c)(5) The right to be informed in random audllsl. af rer:II.denl chagge in| condifions to
: i ensure compllance. Thease audils will be compleled
advancg, aythe phy§lclan or other practitioner or waekly for 4 weeks, then monthly for 2 months.
professional, of the risks and banefils of proposed
care, of treatment and treatment alternatives or Cenlter Nurse Executive o Deslg{‘me will complele
ti 6.t cHioass tha.alidrrativetor random auc;uls of tha centars dally order listing report
treatment options and to choose for medication changes and crosé referance Ihem vith
vptlion he or she prafers, %i'gned ln(gnﬂet?“c;nﬂemsll% %nsurek%:r{npl‘I‘ance.k
: rese audils will be comploted waekly for 4 wetks,
t:hls REQUIREMENT is not met as evidenced then monthiy for 2 months.
y:
Basad on staff interview and record review, the Results of tnese audlits wiil be brought to the QAPI
o : p 1 Commitle for raview and recommendations as
facility failed to ensure that the 1 applicable needed.
resident ( resident #1 ) or resident's
representative was Informead in advance, by the
physician or other practitioner or professional, of
the risks and benefils of proposed care, of
treatment and treatment altematives or treatment
options and to choose the alternative or option he
or she prefers. Findings include:
LAHORATORY DI TITLE
Adminix f-m%-v’

RS OR mowo!h?fﬁppu?w EPItESENTATIVE'S SIGNATURE

b/21]%

which the inslitulion may by excusod from correciing providmng It IS determined that’

othor safeguards provids suficient protaction Lo the palionls . (Seo ingfructions,) Excapt {or nursing homes, the findings statod above are disclosablo 90 diya

Any defliciency slatement ending with an asterisk (‘) denotes o deﬁclgy

{orowing tho dalo of survey whether or not a plan of correction is pro

ed. For nursing homes, the above findinga and plans of earraction ara discios abte 14

duys follvaing Ine dale Inese dotuments are madu avallablo to Lhe facllity. If daficioncios are cited, an approved plan of cerrection is roquisilo to continued

program participation,
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F 552 | Continued From page 1

Resident # 1's representative was not informed of

a new diagnosis or start of a new medicalion in a
| timely manner. Resident # 1 was started on an
antidepressant medication on 4/10/21, The
resident's representative was not made aware of
the new diagnosis of depression until 4/19/21.
Facility documentation shows the representative
gave verbal consent for the antidepressant
medicaticn on 4/19/21. This was confirmead by the
Director Of Nurses (DON) on 5/1/21 at 11:50 AM.
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