7~ 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.qov

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

November 14, 2019

Mr. Casey Keefe, Administrator
Elderwood At Burlington

98 Starr Farm Rd

Burlington, VT 05408-1396

Dear Mr. Keefe:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 16, 2019. 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,

M\Jﬁ%‘c Lo RN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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Preparation and/or execution of
: this plan of correction does not
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forth in the statement of i
deficiencies. The plan of correction
 Is prepared and/or executed solely |
| because it is required by the
| provisions of federal and state
§ faw.
i
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community-based or individual, facility-based.

(B) A tabletop exercise that includes a group
discussion led by @ facilitator, using a narrated,
clinically-réfevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questians designed to challenge an
emergency plan.

{iii) Analyze the ffacility’ s] response to and

maintain documentation of all drills, tabletop
exertises, and emergency events, and revise the |
[facility's] erergency plan, as needed i

*[For RNHCls at §403.748 and OPOS- at
§486.360] (d)(2) Testing. The [RNHCI and:OPQ]
must conduct exercises to test the emetgency
plan. The [RNHCI and OPO] must do. the i
following: i

(i) Conduct a paper-based, tabletop exercise at '
least annually Atabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scénario, and a set .

_of problem Statements, directed messages, or
: prepared quéstions des:gned to challenge an
emergercy plan.

(i) Analyze the [RNHCI's and OPO's] response
to and maintain documentation f all tabletop
exercises, and emergency events, and revise the
[RNHCI's and OPO's] emiergency plan, as
néeded. o _ ,
This REQUIREMENT 18 not met as evidenced
by::

Based 'on staff interview: and record review; the
facllity failed fo conductexercises to test the
-emergency preparedness plan (EP) at lsast
annually. Findings include:

Per review of the facility EP plan, thereis no’
evidence that the facility participated in or
conducted a full-scate commiunity hased of

E039 EP Testing Requirements

1. Facility will conduct a
community-based drill; facility
has reached out to the
Vermont Emergency
Management Agency to
conduct a paper-based table
‘top exercise; a meeting has
been scheduled for 11-7-2019
at 1pm to finalize the details
of that exercise.

2. All residents have the
potential to be affected by the
deficient practice.

3. Facility will conduct a
community-based drill by 11-
15-2019 and annually; facility
will conduct a paper-based
tabletop exercise with a
facilitator from the Vermont
Emergency Management
Agency within the next 30
days and then annually.

4. The results of the table top
exercise will be brought
before the QA committee to
analyze the facility’s response
and make changes to the
emergency plan as needed.

Corrective action will be completed by
December 15, 2019.
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The résident has a. right to a safe, clean,
comfortable and homelike environment, mcludmg
but not limited to receiving treatment and
supports for-daily living safely.

The facility must provide- '

§483.10(1)(1) A safe, clean, comifortable, and
homelike environment, allowing the resident to:
use his of her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
recéive cdre and services safely and that the
physical layout of the facility maximizes fesiderit
indeperidence and does not pose @ safety nsk

the protection of the resident's property from loss
or theft.

§483.107i)(2) Housekeeping and maintenance
services necessary to maintain a ‘sanitary, ordeérly,.
and comfortable interior;

§483.10(iy Safe Environment. 1

(i) The facility shall exercise reasonable care for -
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facility-based exercise drill or a second tabletop Safe/Clean/Comfortable/Homelike
drill to test the EP at least annually. Environment
Per inferview on 10/16/19 at 11:45 AM, the 1. The ice machines on
Admintstrator gantirmed that the faciilty is net in Champlain, Mansfield and
compliance with this regulation. ; Kittenden k b
F 000 INITIAL COMMENTS F000 Chittenden have been
: cleaned; resident #2 floor
An upannounced onsite re-certification survey ]f : Lnats Zlea"ef andc;'f)om has
was conducted by the Division of Licensing and CEN GLeR Uealied,
Protection between 10714 - 10/16/19. The : resident #18 chair replaced
- following regulatary fmdlngs were identified: i and room deep cleaned;
F 584 Safe/Clean/Camfortable/Homelike Environment | F 584 resident #21 chair replaced
ss=e CFR{s): 483.10()(1)-(7) and room deep cleaned;

resident #52 wheelchair
and room deep cleaned,
and CPAP cleaned and
storage bag provided for
when equipment not in
use; resident #60 oxygen
concentrator replaced;
resident #68 room deep
cleaned; resident #79
elevated toilet seat
replaced and the room
deep cleaned.

All residents have the
potential to be affected by
the deficient practice.
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§483 10(i)(3) Cleanbed and bath linens that are.
: in gobd condition;

§483.10(i)(4) Pnvate closet space in each
resident room, s specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperatute’ |
levels. Fadilities initially certified after-October 1,
i 1990 must maintain a temperature range of 7110
i 81°F; and,

§483.10(i)(7) For the maintenarice of comfortable: -
sound levels.
This REQUIREMENT is not met as evidenced |
by:

Based dn-ébservation and confifmed by staff
interview, the facility faited to provide-
housekeeping and maintenance services to
maintain a safe, ¢cléan,-and hormelike énvironmerit
oh all three units. Specific unsamtary conditions:
were identified with ice machines, resident's
personal belongings and medical equipment, for

7 of 27 residents sampled, (Residents #2, #18,
#21, #52, #60; #68 and #79). The findings
include the follewing:

1. Per facility tour on 10/14/19 at 1:30 PM in the:
preserice of the facility Administrator and the
Maintenance Director; the following: conditions
were identified:

-lce machines on the Mansfield and Champlain
Units have black slimy grime:in the ice storage
compartment. There isalso visible dust and.
gtime accuinulated in the vents Iecated on the
base of the unit;
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ool y } 3. Facility will be hiring a
F584 Continfied From page 3 F584 Director of Environmental

Services to support
housekeeping services;
vendors have been
! contracted to support
r painting and floor
maintenance; an automatic
wheelchair cleaner has i
been purchased and willbe |
| installed in Mansfield
i shower room; the ice :
! machines will be cleaned
by vendor on a quarterly
% basis and as needed by
; maintenance staff;
education will be provided
to staff on process for deep
b cleaning rooms, i
equipment/furniture
cleaning, and auditing
facility cleanliness.
Random room/common |
area, equipment/furniture '
and ice machine audits by
Administrator, DON or
designee weekly X4 weeks
then monthly X3 months;
the audits will be reported
to QA committee monthly
until satisfied that
compliance is achieved.

| Corrective action will be completed
by November 22, 2019.
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F'584 Continged From page 4 - F58a:
<lce machine op the Chittenden Unit has an
accummulation of mineral deposits on the front of
the machine:

Confrmatlon‘ was.imade by thaﬁdmamstrator amid” |

-Rgsrd;ent#i 8 was found to have achairwith
nctrceab}e dned bmWn materla] and the res'rdenf’,s_
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thatis very dusty Tha
! stared on thie bied;

- Resldent #60 wais found utilizing an oxygen
“eoneentrator that is naticeably dirtydusty
 acragk and a hole; approximately the size ofa -

splattered all sver fhe wail
»gloxie and au sed sfraw

"anﬁamm i

F 584
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F695 Respiratory/Tracheostomy
Care and Suctioning

1. Oxygen tubing for resident

#60, 68, 44 and 144 were E
changed and dated;
storage bags were placed | |
for the placement of

cannulas when not in use;
the CPAP machine for

resident #52 was cleaned :
and a storage bag provided i
for when equipment not in
use; the concentrator for
resident #60 was replaced.

All residents with

prescribed oxygen and

CPAP machines have the
potential to be affected by

the deficient practice. :
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'étiu:pment'rs not stored pfoperly,

2. Per-observatton on. during-'th'e u‘uﬁa{ touron
9 ; nt#ﬁz

F 838 F
§8=0

"competenﬂy 'dur'mg\both day—to;day operatrons

F 695, 3.

Correcti

_by November 22, 2019.

Nursing staff will be
educated on oxygen and
CPAP machine policies; the |
care of oxygen delivery '
equipment will be
performed and
documented by nursing;
periodic maintenance will
be performed and
documented by
maintenance department
or designee. '
Random audits for the care |
of oxygen related [
equipment by DON, ADON !
or designee X4 weeks then
monthly X3 months; the
audit results will be

reported to QA committee
until compliance is

achieved.

ve action will be completed

F a8
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Land eme:gencnes The facility must review and F838 Facility Assessment

Ipdz . it as fecessaryandat
Ieas an al}y ,_he acility musfarso review 1. The facility assessment was
; 7 there 2 updated on 10-16-2019,

2. Allresidents have the
potential to be affected by
the deficient practice.

| 3. The facility will update the
facility assessment as
necessary and at least
annually; the facility will
review and update the
assessment whenever
there is any change that
would require a substantial

' thét pbpu,aflon '

(i) The staff competencies that are necessaryto f modification to the
eeded forthe: ; assessment.

resident pmpuiatld ’ o 4. The facility assessment will

(lv) The physrcal envrronmeni egurpment o be:reviewsd Whetever

| : there is a change or at least
; annually if no changesto
determine the resources
necessary to care for its

foad arxd- hutrition-semvices. residents cnEtantly

§483: 7®(e){2)-“'me famhty S resources, mcludmg during both day-to-day
but j operations and
emergencies.

. Corrective action was completed
3 on October 16, 2019.

i
H
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s. approach.
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Per rewew of the facnluy-wnde assessment da{ad

_ réceftrf‘ catlon survey began v

FORM GHS-2567(02-09) Prévious Versions Obsolele Event I:6V4Jit

‘I contiiuation sheet Pags: 10 5f 10




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11

