7~~~ VERMONT

Department of Disabilities, Aging and
Independent Living

Division of Licensing and Protection
280 State Drive/HC 2 South

Waterbury, VT 05671-2060
www.dlp.vermont.gov

November 12, 2025

Ms. Wendy Brodie, Administrator
Arbors Nursing Home

687 Harbor Road

Shelburne, VT 05482

Dear Ms. Brodie:

[phone] 802-241-0344 AGENCY OF HUMAN SERVICES
[fax] 802-241-0343

Enclosed is a copy of your acceptable plans of correction for the re-licensure survey conducted on
October 8, 2025. 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.

If you have any questions, please feel free to contact me at (802) 585-0995.

Sincerely,

L sVt RN

Pamela M. Cota, RN, BS
Assistant Division Director
State Survey Agency Director


http://www.dlp.vermont.gov/
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S 000| Initial comments

| The Division of Licensing and Protection

| conducted an unannounced, onsite re-licensure
survey on 10/8/25. The following deficiency was
identified:

S233
§S=D

3.12 (b) BED HOLD AND RIGHT OF RETURN

3.12 (b) Upon payment of his or her usual rate
or, in the case of Medicaid residents, his or her
certified per diem compensation, each resident
has the right to retain his or her bed in the nursing
home while absent from the facility due to
hospitalization or therapeutic leave, provided
such absence does not exceed ten successive
days. Upon admission, before a nursing facility
allows a resident to go on therapeutic leave and
upon or as soon as practicable after transfer to a
\ hospital, a nursing facility must provide written

information to the resident and a family member
‘ or legal representative that specifies:

1. The duration of the bed-hold policy during
| which the resident is permitted to return and
| resume residence in the nursing facility; and

2. The nursing facility's policies regarding
| bed-hold periods permitting a resident to return.

|

‘ This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility

failed to ensure one of one of one sampled

Resident (Resident #1) was provided a bed hold

policy and form upon transfer to the hospital.

Findings include:

Per record review, Resident #1 was transferred to
the hospital on 7/7/25 and was diagnosed with
bilateral pulmonary emboli. Per record review

| there was no bed hold policy or form in the

S 000
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‘ resident's record.

| An interview was conducted with the Executive '
| Director on 10/8/25 at 10:45 AM. The Executive

| Director confirmed a bed hold policy form was not
issued to Resident #1 or their POA [Power of
Attommey] when the resident was transferred to the
hospital. The Executive Director confirmed on
10/8/25 at 1:25 PM that the facility does not have
a bed hold policy, and stated that the admission |
agreement [last revised 6/2024] discusses the

bed hold. |

Per record review, the admission agreement only
states, "You are responsible for paying your entire
daily fees for the entire month even when you ‘
were absent from the community, including, but
| not limited to, times when you were on vacation |
or when you have been temporary transferred to ‘
a healthcare facility such as the hospital. You
have the right to return to your room after any |
such temporary absence as long as this
agreement has not been terminated by you or ‘
us.”
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Facility Name:The Arbors at Shelburne
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as practicable after a hospital
transfer the community shall
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the resident/resident
representative information
regarding the bedhold policy
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Resident Bed-Hold and Readmission Letter

Dear

This letter is to inform you of your rights regarding your bed at The Arbors, a Benchmark
Senior Living community, in the event that you are hospitalized or take a therapeutic leave.
These rights are protected under Vermont state regulations.

1. Right to Retain Your Bed During Hospitalization or Leave

You have the right to retain your current bed in this facility during a temporary absence for
hospitalization or therapeutic leave as outlined in the Residency Agreement, providing you
continue to pay your usual rate:

You are responsible for paying your entire Daily Fees for the entire month even
when you are absent from the Community, including, but not limited to, times
when you are on vacation or when you have been temporarily transferred to a
health care facility such as a hospital. You have the right to return to your Room
after any such temporary absence as long as this Agreement has not been
terminated by you or by us.

You will be entitled to meal credits up to a total of 30 days in a calendar year if
you are absent from the Community after seven consecutive days and if you
have provided us with at least seven days advance notice of your absence.

If your absence is for more than 30 days due to a medical condition as defined by
us and you have provided us with at least 30 days advance notice of your
absence, starting on day 31, you will only be required to pay the Basic Residency
Fee, as outlined in Section IV.B.1.a., but will incur no Personal Service Fees, as
outlined in Section IV.B.1.b.

If you meet these conditions, your bed will be held for you until your return.
2. Notice of Bed-Hold Duration

The bed-hold period during which you are permitted to return and resume residence in your
assigned bed, is based upon paying the entire Daily Fee during your absence.

3. Right to Return After Hospitalization or Leave

If during your hospitalization or therapeutic leave you do not pay the entire Daily Fee, you
have the right to be readmitted to the first available bed in a semi-private room at this
facility, provided that:



® BENCHMARK

¢ The facility can meet your medical needs; and
¢ Your return will not adversely affect your welfare or that of other residents.
We will notify you or your representative as soon as a suitable bed becomes available.
4. Written Policy and Acknowledgment
Our facility maintains a written Bed-Hold and Readmission Policy that fully explains these

rights. You may request a copy at any time.

Please sign below to acknowledge that you have received and understand this notice.
Resident/Representative Acknowledgment
| acknowledge that | have received written notice of my rights regarding the bed-hold and

return policy at [Facility Name], and that | understand these rights as explained above.

Resident/Representative Signature:

Print Name:

Date:

Community Representative Signature:

Print Name:

Title:

Date:

If you have any questions, please contact:

Wendy Brodie,LNHA

Executive Director

687 Harbor Road | Shelburne VT 05482
802-985-8600 | ArborsAtShelburne.com

e-mail: wbrodie@benchmarkquality.com


mailto:wbrodie@benchmarkquality.com

