/\‘?’\ : VERMONT 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

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

December 13, 2022

Ms. Melissa Haupt, Administrator
Burlington Health & Rehab

300 Pearl Street

Burlington, VT 05401-8531

Dear Ms. Haupt:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on November 15,
2022. 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,

Mﬂmm

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation



PRINTED: 12/01/2022
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANP-LAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
475014 B. WING 11/15/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
300 PEARL STREET
BURLINGTON HEALTH & REHAB
BURLINGTON, VT 05401
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
" DEFICIENCY)
The filing of this plan of correction does
F 000 | INITIAL COMMENTS F000| not constitute an admission of the
allegations set forth in the statement of
The Division of Licensing and Protection deficiencies. The plan of correction is
conducted unannounced onsite investigations of prepared and executed as evidence of
3 complamt? On.11/16/22'. The following the facility’s continued compliance with
regulatory violation was cited as a result: )
F 842 | Resident Records - Identifiable Information F 842 applicable law.
$S=D | CFR(s): 483.20(f)(5), 483.70(i)(1)-(5)
F 842
§483.20(f)(5) Resident-identifiable information.
(i) A facility may not release information that is Resident #1 had no untoward effects
resident-identifiable to the public. ; ;
related to documentation discrepancy.
(i) The facility may release information that is pancy.
resident-identifiable to an agent only in All residents that require supervision
accordance with a contract under which the agent with Is h th tential to b
agrees not to use or disclose the information {5 [REals RAve the Pa en'tl'a to be
[ except to the extent the facility itself is permitted affected by the alleged deficient
to do so. ’ practice.
[ §483.70(i) Medical records. An audit of all residents that require
§483.70(i)(1) In accordance with accepted supervision with meals was conducted.
| professional standards and practices, the facility
must maintain medical records on each resident LNA staff were educated on
that are- 3 .
| (i) Complete; docu‘mentatlor.\ for re.?ldents that
| (ii) Accurately documented: require supervision with meals.
(iii) Readily accessible; and . . .
(iv) Systematically organized Random audits of residents will occur
weekly times 4, then monthly times 2 or
§‘|1§3f-70(i)(?) The fta(':i"tﬁ ml:zt keepdconlﬁdentiaclj until substantial compliance has been
all information contained in the resident’s records, achieved. Results will be reported to
regardless of the form or storage method of the
records, except when release is- QAPI
(i) To the individual, or their resident ) L )
representative where permitted by applicable law; Director of nursing is responsible to
(ii) Required by Law; ensure accuracy of LNA documentation
(iii) For treatment, payment, or health care
operations, as permitted by and in compliance Date of compliance: December 16,
with 45 CFR 164.506; 2022
LABORAT fToRS 0 ROVID /SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
’lMM% W 12/ S22
AI .iciency stéteme endlng Imth an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards prov;de sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(i)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i}(4) Medical records must be retained
for-

(i) The period of time required by State law; or
(ii) Five years from the date of discharge when
there is no requirement in State law; or

(iii} For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(i)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(i) A record of the resident's assessments;

(iii} The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to.maintain medical records on one
applicable resident (Resident # 1) that are
complete and accurately documented. Findings

:ITag F842 POC accepted on 12/13/2022
by S.Stem/P.Cota
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Per record review, Licensed Nursing Assistant
(LNA) staff did not accurately document Resident
# 1's level of supervision during meals. Resident
# 1, who has a diagnosis of dysphagia,
oropharyngeal phase [difficulty swallowing], has
a physician order dated 9/14/22 for all food to be
in bowls and to be cut to bite size. The order
required staff supervision with all meals and
indicated the resident is to be upright for all PO
[oral] intake. Réview of LNA task documentation
showed that between 10/17/22 - 11/14/22, staff
documented Resident # 1's meal assistance as
"independent, no help or staff assistance at any
time" on 17 occasions. On 11/16/22 at 11:30 AM,
a unit LNA stated that h/she is aware of Resident
# 1's need for supervision with meals. When
showed the LNA task documentation, h/she
stated "] must have put it | the wrong column
because | was hurrying”. The facility Executive
Director confirmed in a written document dated
11/16/22 that Resident # 1 was documented as
independent with meals on 17 of 90 occasions.

1
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