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P H
0 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

May 21, 2014

Ms. Teresa Voci, Administrator
Beitin Health & Rehab Ctr

98 Hospitality Drive

Barre, VT 05641-5360

Dear Ms. Voci:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
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,

SUUNRIWN

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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SuMmMARY STATEMENT OF DEFIGIENGIES

D PROVIDER'S PLAN OF CORRECTION - | g
COMPLETION

s8sh PRIVAGY/CONFIDENTIALITY OF RECORDS
The resident has the right to personat privacy and ‘
: confidentiglity of his or her personal and clinical
records.,

- Personal privacy Inciudes accommodations,

i medicat treatment, written and telephane

: communications, personal care, visits, and

' meetings of family and resident groups, but this
* does not require the facllity to provide a private
oo for each resident.

- Except as provited in paragraph (e)(3} of this
section, the resident may approve of refise the
release of personal and clinical records to any

_individual outside the facllity.

The resident's right to refuse reieasa of parsonal
and clinical records does not apply whan the

institution; or record releases is required by law.

. The facility must keep confidential all information
| contained in the resident's records, regardigss of
the form or storage methods, except when

! release 8 required by transfer to another

" healthcars institution; law; third party payment
 centract; or the resident.

~This REQUIREMENT is not met as evidenced

]
4) 10
F{’RE)FIX {EACH DEPICIENCY MUST BE PREGEDED BY FULL PREFIX  § {EACH CORRECTIVE AGTION SHOULD BE )
TAG REGULATDRY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) 3
7 . -Preparation and/or execution of this Plan of
F D00 I INITIAL COMMENTS F 000} Correction does not constitute the Providers
admission of for agreement with the alleged
* The Divigion of Licensing and Protection violations or conclusions set forth in this
conducted an unannounced onsite annual : L .
’ ; : t t of deficiencies, This Plan of
recertification survey 4/21/14 - 4/23/14. The statement o g 2,
following regulatory deficiencies were identifled. Correction is prepared ar /or executed as
F 164 483.10(e}, 483.75(1}{¢) PERSONAL F 164 | required by State and Federal law. |

w

" resident is transferred to another health care i

F164 483.10(e), 483.75(1)(4)

Resident # 91 had no negative

effect from alleged deficient _

practice, |

2. All resident have potential to be

effected by the alleged deficiemt

practice.

Education provided to Social :

Service worker and general staff

regarding privacy for residents,

4. Random observation audits to be
done at least weekly by the
Executive Director or designee to
monitor the effectiveness of the ;
plan with remedial measures i
implemented as needed.

3. Results of the audits will be
reported to the QA committee by
the Executive Director or designee
for a minimum of 3 months at
which time the QA committee will
determine further f'requency of the
audits to be done,

6. Corrective action to be completed

by 5/23/14. :

{ 1.
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! by:
" Based on observation, record review and staff

_#91 was provided the right to personal privacy
and conficentiality of his or her personal and
‘ clinical records. The findings include;

E 1. Per direct obsewation on 4/22/14 at

approximately 8:30 AM, the state surveyor was
! standing in the hallway on Unit A, approximately
L 20 feet away from Resident #91' who was sitting
- in his/her wheslchair in front of the doorway of
. his/her room In the haliway. At the time of the
observation there were approximately 3 other
; people in the haliway within ¢lose proximity to
. Resident #91.
1
The facility Social Worker (8W) approached
. | Resident#81 in the hallway and was observed
asking Resident #81 guestions related to feeling
depfesﬁed hopeless, trouble sleeping, feelirg
['had about yourself, &nd trouble concentrating.
" The Social Workar recarded the resident's
. responses on A piece of paper,
:
" Per interview with the facility Social Worker on
- 4122114, hefshe confirmed in interview that he/she
. was asking Resident #31 questions in the
hallway. The SW indicated when asked if he/she
" made It & habit o ask personnel questions to the
" residertts in the hallway and he/she indicated it
depands on who is around and what is gaing pn."

interviaw the facility failed {o engura that Resident _

|

The 8W confirmed that the guestions he/she
 were asking Resident #91 were elicliing
s responses of a personnel and confidential nature

I and that he/she was asking them in a pubiic area. -

' Per review of the medical record of Resident #91,
the medical record indicated that on 4/22/14 at
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F 164" Continued From page 2 i F 164'
1 §:44 AM the facility SW documented & section of i |
- the comprehensive assessment for Rasident #91, ‘ t
. indicating the resident's answers to the ‘
| assessment guestions that the SW asked :
i Resident #91 in the hallway on 4/22/14 at 8:30 |
i AM.
F 241, 483,15(a) DIGNITY AND RESPECT OF F241| gy 483.15(a)
ga=p - INDIVIDUALITY :
. The facility must promiote care for residents in a 1. Resident ff 20 had no negative
| manner and in an environment that maintsing or effect as a result of the alleged
' enhancas pach resident's dignlty and raspectin _ deficient practice.
* full recognition of hig ar her individuality, : 2. All residents have the potential to
be effected by the alleged deficient
! This REQUIREMENT [s not met as evidenced practice.
' bg: 4 o " d 1ol dstaft 3. Education provided to staff
ased oh observation, record review and s i e
: - interview the facility failed fo. premote care for regarding dignity and respect.
i Resident #20 in a manner and In an environment 4. Random observation audits at a
i that maintains or enhances each resident's _ minimum of weekly by the DNS or
 dignity and respect :cr; full recognition of his or her designee to monitor the
) individuality. The findings includs; , effectiveness of the plan, ;
? Per direct observation on 4/22/14 at 8:22 AM, the 5. The DNS or designee will report the
. medication nurse was outside the room of : results of the audits to the QA
i resident #20 preparing medications. The P committee for a minimum of 3
medication nursa knocked on the-door that was months at which time th
partially open and the residert who was in the _ 'S alwhich ime the
bathroom on the other side of the doorway yelled ‘ committee will determine further
in response to the knopk "Wait & minute”. The ' frequency of the audits. !
medication nurse continued to attempt to push 6. Corrective action will be completed
the door open which was hitting the open by 5/23/14
bathroom docr and Resident #20 again yelied, . ¥ :
" "Wait a minute”. The medication nurge continued |
to push the door open and entered the room, the
. resident yelled the roommate Isn't even here, " . :
* told you to wait & miinute”, the nurse replled I
P | i : :
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145}
COMPLETION
DATE

F 247 Continued From pags 3
; "Sorry Hongy™ and left the room.

 Per review of the medical record of Resident #20, |
“in the comprehensive assessment, Resident #20 -

i 1% alert Aand oriented and able to make histher

; own decisions. The assessment indicated that
Resident #20 was indepandent when tilting and
independent in ambulation. The comprehensive

i carg plan was reviewed and thare was no

| pvidence that the resident needed

| supervision/assistance when in the bathroom and |

* gould not be left alane in the bathroom.

f Per interview with the Reglstered Nurse who was |

the medication nurse, he/she confirmed that,
. hefshe attemptet to enter the room of Resident
i #20 to provided medications to the mommaie.
j The nurse confirmed that after he/she knocked
‘ on the door that Resident #20 responded by

i saying “Wait a minute”. The RN confirmed hefshe

had not explained the reascn hefshe was

i

F entering the room or acknowledge Resident #20's

: request to wait, The RN confirmed that he/she
: was aware that Resldent #20 was in the
~bathroom with the door open and had asked a2
tota] of thtee times for the nurse {0 “wait” to enter
- and the nurse confirmed he/she continued o
]: enter the room anyway. ‘
F 250 | 483.168(g)(1) PROVISION OF MEDICALLY
ag=D | i RELATED SOCIAL SERVICE

 The facility must provide medscally-relatsd social
[ sefvices 1o attain or malntain the highest
i practicable physival, mental, and psychosocial
: ‘: well-being of egch resident.

f . :

F 241

F 250

I
i
_

F250 483.15(g)(1)

1. Resident # 120 now has a
documented psychpsockal
evaluation in the medical record
forthe resident to resident
altercation that occurred on
4/10/14.
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, This REQUIREMENT is not met as evidenced
Py , :

Based on staff interview and record review, the
. faciifty faited to provide medically-related social
: services to services 1o aftain or maintain the
- highest practicable physical, mental, and
. psychosocial well-being for 1 of 24 residents
i (Resident #120) Findings include the following:

' Resident #120 was admitted on 12/13/14 with
i diagnoses to include Senile Dementia with

i Delusional Features, Hypertension, Anxiety,
Psychosis, Cogritive Impairment and Depression. .

Par medical record review on 4/23/14 at
‘t approximately 9:40 AM, a pragress nofe dated
411014 written 8t.14:59 by Llcensed Practical
Nursa (LPN), documenis that the resident was
involved in a resident o resident altercation. A
Social Service rote dated 4/10/14 by Social
Warker (3W) identifies s/he attompted to meet |
- with resident to assess mood. Resident was not |
. in a space to speak, &/he was in pain, will follow
up with resident iomorrow. Per medical record
 review on 4/23/14 at approximately 9:40 AM there
i 15 po evidence that the SW followed up with
i Resident #120 regarding Incldent dated 4/10/14,

| Per interview with SW on 4/23/14 at 9:40 AM,
i confirmation is made that s/he did complsate a
| psychological assessment at the time of the
incldent dated 4/10/14, but the assessment cah
i nat be located in the elecironic record or the
medical record that was reviswed oh 4/23/14. i
, This was confirmed by both the SW and the g
! Director of Nurging Services (DNS) on 4/23/14.
F 279 483.20(d), 483.20(k)(1) DEVELOP
ss=E | COMPREHENSIVE CARE PLANS

2. Anyresident involved in an !
altercation has the potential to be :
effected by the alleged deficient
practice,

: 3. Education provided to the social

| service department regarding the

| need for documented psychosocial

. assessment in the medical record

following any resident to resident

altercation.

4. Audits to be done by the DNS or _
designee for any residents involved :
in a resident to resident altercation
to monitor effectiveness of the
plan. '

5. Results of the audits will be
reported to the QA committee by
the DNS or designee for @ minimum
of 3 months at which time the
committee will determine further

frequency of the audits. i

6. Corrective action will be comﬁleted
by 5/23/14, !

F 279
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F 279 | Continued From page 5

]

! A facliity must use the results of the assessment
to develop, review and revise the regident's
; comprehenswe plan of care.

. The facliity must develop s comprehensive care
- plan for each resident that includes measurable
. objectives and timetables to mest a resident's

; medical, nursing, and mental and psychosocial !
i needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are

to be furnished to attain or maintain the resident's

highest practicable physical, mental, and

psychosocial well-being as required under

§483.25; and any services that would otherwise

| be required under §483.25 but are not provided
due to the resident’s exarcize of rights under

- §483.10, Including the right to refuse treatment

. under §483.10(b)(4).

! T'his REQUIREMENT is not met as evidenced

Based on abservation, staff and resident
_interview and record review, the faciity failed to
. ensure that comprehensive care plans ware
: developad for 4 of 24 residents in the Stage 2
* sample ( Residents # 16,46,172,214 }. Ftndmgs
_includa:

1 Per record review on 4/22/14, the facility failed -
| to develop a plan of cars to adrress needs related

' to pasitioning of Resident #46's lowar extremities, .

! Resident # 46 there are diagnoses of Chronic
 Atrial Fibriltation with pacemaker placement;
Reduced ejection fractibn of 30% secondary to

'l non <ischemic cardiomyopathy; Congested Heart

F 279 r279 483.20(d), 483.20(k)(1)

1. Residents #16, 46, 172, 214 care
plans have been reviewed and N
revised.

2. All residents have the potential to
be effected by the alleged deficient |
practice.

3. Initial audit completed to ensure
residents care plans describe
services to be furnished to attain or |
maintain the rasident’s highest :
practicable physical, mental and
psychosocial well-being. )

4. Education to staff regarding
reguirements for development,
review and revision of care plans.

5. Random weekfy audits to be
completed by the DNS or desighee
to monitor the effectiveness of the
plan.

6. Results of the audits will be
reported to the QA committee by
the DNS or designee for a minimum
of 3 months at which time the
committee will datermine further

frequency of the audits.
7. Corrective action will be completed
by 5/23/14.

f
[
i
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| Fallure (CHF) and lower leg edema. H/she has a

. care plan related to CHF with potential for fluid

- overload/ederna, but nothing that indicates to
elevato his/her legs at all times per physician

' grders. Per observation at 11:20 AM Resident

i #46 was sitting in a chalr in her room with her feet
! on the fipor, this was confirmed by the LNA. At
i 2:35 PM after observation by this surveyor that
{ resident was sitting in room In chair with feet on

. the floor gnd not elevated, the Physlcal Theraplst
in the roon confirmed that the feet were on the

; floor and this was also confirmed at 2:38 PM by

. the Unit Manager. Per confirmation of Unit

; Manager on 4/22/14 at 2:38 PM, there was no

- care plan infervention regarding elevation of legs.

! Per interview with the LNA at 2:40 PM, the LNA

s dld not know that the feet wers to be elevated at

that fest are to be elevated at alf times.

. 2. Per review of the medical record for Resldent

i #18, there is no care plan to address urinary

. incontinence for Resident # 16. Helshe was

j admitted to the facility with diagnosis that

: incltded end stage renai disease, difficully
waiking ang anxiaty.

' Per review of the admission assessment dated

: 1427114 that indicated that Resident #16 was

! noted to be incontingnt of stool, aware of
bathroom needs, in need of agsistange with
toileting related toimmobiiity and is never
i Ingontinent of urine,

i ! Par review of the 2/18/14, 2/25/14 and 3M714's

' : gomprehensive ggsessment, it indicates that

. Residant #16 is occasionaily incontingnt of urine.

: Per review of the medical Tecord there ara no

¥ nuraes notes or physicians notes indicating any

: freatment plans, toileting schedtiles or

1 all times. At 2:45 PM, the Unit Manager confirmed -
. " thatthe LNA assignment/care plan did not refiect

J
|
}
i
)

|
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; Interventions related to assisting Resident #16
i i with hisfher occasional urinary incontinent.
g Per review of the nurse aides documentation log,
[ thare was evidencs that the aldes had
documented numerous episodes of urinary
incontinence for Rasident #16. :
3 Per review of the comprehensive care plan, there
. 18 no evidence that the care plan reflects
- Resident #16's urinary incontinent and a plan
i deveioped to reflect residents current status and
interventions and goals to assist resident #16
| regarding urinary incontinence. -
" Per interview with the Registered Nurse on
4122114 at 230 PM, hefshe confirmed that
Resident #16 was occasionally incontinent of
‘urine in the evening and after review of the
"~ comprehensive care plan, hefshe confirmed that
there was no care plan addressing Resident#16
urinary incontinent and no plan to assist Resident
#16 with his/her incontinence and prevent further -
gocline. The RN indicated hefshe had no idea
*why Resldant #16 was incontinent of urine .

: 3. Per record review on 4/23/14 at 10:24 AM,
there was no cars plan fo address the hubtitional
needs for Residen{ # 172, The Resident was
admitted to the facility on 3/24/14. Diagnoses for
Resident # 172 Include Chronic pancreatitis;
i Advanced dementia; Depression; Diabstes; End
stage renal disease; Hypercholesteremiz,
{ Hyperkalemia and Hypertension, An assessment
! by a Registered Digtician (RD) dated 3/26/14
“identlfied rislks for dehydration due to use of 8
dlUI‘EtIG and pressure uicers due to nutrition. Per
| interviéw with a facility RD on 4/23/14 at 11:.01
F AM, the RD confirmed there is.no care plan for
» fiutrition and stated that there should be one for
| this resident. The RD stated that the assessment |
wag done by another dietictan who should have

e
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f : [ |
F 279 f Continued From page 8 : 278
. created the cars plan.

8

L 4. Per record review on 4/22/14, Resident # 214 I |

« wag admitted on 4/09/14 with a history that ‘
included falls, difficulty walking, and cognitive i i

| deficits. The admission nursing assessment on '
- 4/9/14 concluded that there was ne indication for

; the use of side ralls on the bed. After Physical |

' Therapy completed the Initial evaluation of the -

. resident on 4/10/14, U shaped mobility side rails _

l were recommended 1o assist in the resident i
" being able fo turn In bed. There was no mention ! I

i of the Use of meability U bars on the Physical , ) i
Occupational, or Nursing plan of care. The bed ‘

‘was af the lowest position, with imats on either :

- slde, due to Resident #214 fallinghrolling outof 1

s bed on 4/12{14. On 4/18/14, and 4/22/14, the i _

- resident had also rolled off onto the mat, howsver ' ‘ !

. 0N 4122/14 the resident’s head was caught up on i ;
! the Ubar so that the resident's bedy was on the ! | :

, mat with their head still an the bed. The U bars
were removed from the bed immediately following | ‘

| the third incldent, as staff realized that this was a
. safety risk for the resident. Per interview on :

i 4122114 at 10:40 AM, the Physical Therapist f

| stated that the therap}sts evaluate the resident '

" and make recommentiations to nursing for
susistive devices, which nursing need to foliow up
on, and they inifiate the ¢are plan and any MD .
order needed for a particular device. The .

i therapist confirmed at this time that the plan of ’

 care initiated by PT and OT did not include the

{ use of the mobility bar, and that there was no
spacific assessment for safety in the medical

] record, Per interview on 4/22/14 at 12216 PM, the
Unit Manager confirmed that a plan of care was

: not developed o include the use of the U-bar

" mobility railg, and that the expectation was that it

FORM CMS-2567(02-99) Previoya Versians Obeolele Event 1D BUU3H Faciity I0; 475020 If continuation sheet Page 9 of 21

#7Ni7ing N win? ) £Bw ohRCV I R7TING VYN



PRINTEL: 06/07/2014

DEPARTMENT OF HEALTH AND HUIMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO, (0838-0381
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING - COMPLETED
475020 B. WING 0472312014

NAME QF PROVIOER QIR SUPPLIER

BERLIN HEALTH & REHAB CTR

SYREET ADDRESS, CITY, STATE. ZIP CODE
98 HOSFITALITY ORIVE
BARRE, VT (5841

s8=F | PROFESSIONAL STANDARDS
: ‘

The services provided or arranged by the facility
: must meet professional standards of guality.

- This REQUIREMENT is niot ret as evidenced

; by: '

" Based oh observation, staff interview and record
. rewview, the facility failed io ensure that services

i were provided that met professionat signdards of
quaiity for 3 of 24 residents in the Stage 2 survey
sample {Residents # 48, #138, #208). Findings
include: ‘

1. Per raview of the medical record of Resident

" #138, the Nurses notes indicate that Resident .
#138 was admitted fo the facility on 11/28/13 with

- diggnoses that included-Pangreatic Cancer with

! metastasls. The notes indicated that Resident

I #138's health was declining and that the resident

was placed on palliative care measures to ensure

comtfort for Resident #1338 as his/her heaith

continued to decling.

05:31:08 am, the Licensed Practical Nurse (LPN)
noted, tha the resident's son hag been with
him/her alf night, resident given Ativan .25 mland
Morphine 2 mg at 200 AM per son's request, at
around 415 am resident's respirations ceased,

| the physician was called an the on-catl physician

i gave an order for the Registered Nurse to ;
pronounce the resident's death. The Supervisor |

1

]
!
Per the nurses notes dated 12/21/2013 at ;
|
|

Py ID | SUMMARY STATEMENT OF DERICIENCIES E B PROVIDER'S PLAN CF CORRECTION (%5)
PREFIX : {EAGH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX ' (BACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE A4TE
f DEFICIENGY)
|
F 279 . Continued From page ¢ F 279
: would be inciuded in Resident #214's plan of cars . .
| ag an assistive device. . :
F 281 | 483.20(k){(3){1} SERVICES PROVIDED MEET F o281 F281 483.20(k){3)(i)

1. Resident # 138 no longer resides at
the facility.

Residents #46 and 205 had no
negative effect as a result of the
alleged deficient practice.

All residents have the potential to
be effected by the alleged deficient

practice.

.

Education provided to licensed
Nursing staff regarding required
documentation for resident death
and RN pronouncement.
-Education provided to licensed

_ staff regarding Professional
Standards as it relates to following
* physicians orders and medication

' administration documentation.
Random weekly audits to be
completed by the DNS or designee

bl

to monitor effectiveness of the
plan.

i
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Per review of the medical record there was rio
evidence that a RN ar Physician assessed

. Resident #138 and pronounced the death at 6:10 i

Fam. i

' Per review of the physician's orders, there was a ;
telephone order dated 12/21/13, "Okay for RN to ;
pronounce”. The order was signed by the LPN, !

1
! | Per review of the nurses notes dated 12/21/13 H
3:21 PM by a Reglstered Nurge

the note indicates funeral home took body at

F10:20 am.

- Per raview of the facility policy and procedure
titted "Death of a Resident, RDocumentation”
indicates, "A resident may be declared dead by g -
Licensed Physician or Registerad Nurse with :
physician authorization in accordance with stale

“law." The policy alsp indicates that "all information
partalning te @ resldent's death (Le., date, ime of .

- death, the name and title of the individual

. pronouncing the resident dead, ete.) must be
recorded In.the nurses notes.

Per interview with the facility Administrator on
_4/2514 at epproximately 11:00 am, the facility

Administrator reviewed the medical records of l
" Resident #138 and confirmed that there was no

documentation In the resident chart froman RN |

STATEMENT QF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONBTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER; A BUILDING COMPLETED
475020 B. WING 04/2312014
NAME OF PROVIDER GR SUPPLIER |- STREEY ADDRESS, CITY, §TATE, ZIP COBE
: 98 HOSPITALITY DRIVE
BERLIN HEAI{YH & REHAB CTR BARRE, VT 05641
(X4) 10 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION %8)
PREFIX | {EAGH QEFICIENCY MUST BE PRECEDED BY FULL i PREFIX | {EACH CORREGTIVE AGTION SHOULD BE LOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) iTAG CROSS-REFERENGED TO THEARPROPRIATE | DaTE
| ; DEFIGIENGY)
281 . i -
F i OC:ntﬂ;:ued From:a?e:.1dot i ¢ the RN 281 7. Results of the audits will be
' oh call aware and stated to czll ong of the RN's ;
who was coring in for 7-3 to see if one of them reported to the QA committee by -
wauld come in early o pronounce. the DNS or designee for a minimum | ;
: : of 3 months at which time the
Per raview of the nurses notes dated 12/21/13 at ! ; i
: - ttee will determine further
8:23 am, written by the LPN the note indicated committes it ;
 Repistered Nursa (RN) Physician (MD) frequency of the audits. .:
: Pronounced at 6:10 am. 8. Corrective action will be completed
: by 5/23/14.
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DEFICIENGY)
! r
F 281 Continued From page 11 F 281

i for the pronouncement of death, The
Administrator confirmed that an LPN can not :
pronguinee a resident’s death and confirmed that -
+ the physigian order Indicated an"HN1o
pronounce "

l Per interview the Administrator, confirmed that

| the expectation is the RN do the assessment and

" document (1T the medical regord the asgessment

. of death. I

I

‘2. Resident #46 has diagngses which Includs:

i Ghronic Atrial Fibrillation with pacemaker

! placement; Reduced efection fraction of 30%
segondary fo non-ischemic cardlomyopathy;
; Congested Heart Fallure {CHF) and lower leg

1 wdema Per review of histher medical record on

! 4/23/14, the resident hag an order from the
physlcian dated 4/16/14 that indicates fo keep

' legs elevated above hisfher heart leval. Per
i Ohservation at 11:20 AM, Resident #46 was
' sitting in a chair in his/her room with feet not
elevated and confinnation was made by the LNA
that the resident was sitting in hissher chalr and

- histher feet werg not elevated. Observation at |

i 2.35 PM placed the resident (n his/her room '

! | without feet being elevated and on 4/23/14 it was

li confmed by the Physical Therapist that was in

I the room that Resident #46 feet ware on the floor

| and this was afso confirmed at 2:38 PM bythe

FUnit Manager on 4/23/14. The Unit Manager also
 confirmed at this time that documentation in the

* treatment record of Resident #46 reflected the

: nurses had documented an 4/22/14 day shift that,
the resident had his/her lower extremities were
glevated at all imes, but that it did not appear as
if thig was being done. There wag o care ptan
and the LNA care assignment did not reflect that
feet were io be elevated,
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F 281 [ Continued From page 12

3. Per record review on 4/22/14, Resident #205
! was originally admitted to the Tacllify on 3/19/14,
after falling at home and generally declining. On
1 4/16/14, he was sent to the hospital for a period
of unresponsiveness, and was admitied to the
I 1CU with heart fallure and pneumonia. He
' returned to the facility the following day 4/17/14 at
- 3:05 PM, with orders from the MD to provide
patiiative care. The resident complained of being
_In pain, and the nurse documented in a note that
i the resident recsived Ibuprofen 800 mg. The MD
order reads  Motrin 800 mig. One oraily every 8
: hours @s needed for moderate pain”. There was
no record of the tima this wag administered In the
i nurse's note, and review of the MAR revealad
! that the nurse had not put initials at the tme of
" administration, and aiso had not written on the
g back of the MAR what time it was given, reason,
: or effect of treatment. Per interview on 4/23/14 at
i 8115 AM, the Unit Manager confirmed that the
| nurse administering the [buprafen to Resident
'#206 had not signed off the medisation on the
MAR, or written out the information on the back of -
the MAR shest, thus there was no way to know
what tima the medication had been administered
to the resident, and that staff would not be able to !
; determine when 8 hours had passed o be able to-
administer tha next dose if nesded. ;
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED
88=0 | PERSONS/IPER CARE PLAN -

| The services provided or arranged by the facility
| must be provided by qualified persons in

. aiccardance with each resident's written plan of

| care.

F 281

F282|| phgs 483.20(k)(3)(ii)

resclved.

1. Resident # 148 Pressure Ulcer is

FORM CtMS-2567(02-99) Previous Vearsions Obsolete Event iD:8LUS1
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]

(X4 1D
PREFIX |
TAG :

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDRED BY FULL
REGULATCRY OR LSC IOENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOQULD BE

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY}

{X5)
bCoMrLETION

F 282

F 316
85=0

1

. & pressure ulcer for Resident # 148. Par raview of

i and document changes in skin status,

; who is incontinent of biadder receives appropriate
I treatment and services tg pravent urlnary tract

Continued From page 13 | I
This REQIIREMENT is not met as evidenced

" by:
| Based on staff interview and record review, the

facllity faifed to Implement the care plan for 1 of
24 residents in the atage 2 sample (Resident#
148). Findings incluge:

Per record review on 4/23/14 at 802 AM, staff i
failed to assess and/or document data regarding

the pressure ulcer care plan, staff should monitor

appearance, color, wound healing,

! signsfsymptoms of infection, wound size and

stage. Per review of the treatment record {TAR)
for March 2014 weekly skin thecks are to be

- scheduled for 3/7,.3/14, 2121 and 3/2814. The
: 3/7114 check is not documented. The rest are
. documentad as done bt with no indication

. dane every Friday by a nurse. Skin checks }
- whether skin is open or intact. Per interview and I
|

review of documentation with the Unit Manager
{(UM), hishe confirmed there was ng

. documentation in the nursing notes or on the TAR

indicating skin status as described above,
483.25(d) NO CATHETER, PREVENT UTI,

. RESTORE BLADDER i

Based on the resident’s comprahensive
assessment, the facility must ensure that a
regident who enters the facility without an
indwelling catheter 1s not catheterized unfess the
regident's clinlcal condition demonstrates that
catheterization was necessary; and a resident I

infections and to restore 'as much normal biadder .
i function as poasible. ]

[n]
PREFIX
TAG
242 2.
3.
4,
5.
b,
1
F 215
1.
2.

All residents have the potential to

be effected by the alleged deficient |

practice.

Education provided to licensed
staff regarding the requirement for
documentation as it pertains to
skin checks.

Random weekly audits to be
completed by the DNS or designee
to manitor the effectiveness of the
plan with remedial measures
implemented as needed.

Results of the audits wiil be .
reported to the QA committee by
the DNS or designee for a minimum
of 3 months at which time the
committee will determine further
frequency of the audits.

Corrective action wili be completed
by 5/23/14.

F315 483.25(d)

Resident #16 had no negative
impact as a result of the aileged
deficient practice.

All residents who are incontinent
have potential to be effected by
the alleged deficient practice.
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o
FREFIX
TAG

. (EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENGED TG THE APPROPRIATE BATE

PROVIDER'S FLAN OF CORRECTION L
' COMPLETION

DEFICIENCY)

F 316 Continued From page 14

by

f chffaculty walking, and anxisty.

moontlnent of uring,

" incontinence for Resident #18,

This REQU]REMENT i& Not met as evidenced

: Based on the resldent's comprehensive
assessment, the facility must ensure that 10f 3
resident's ldentified (Resident #16) who is
ingontinent of bladder receives appropriate
treatmant and services to prevent urinary tract
infections and to restore as much normal biadder
function as possible. The findings include;

. Per review of the medical record for Regident
1 #16, he/she was admitted to the facility with
i dlﬂgRDSIS that included end stage renal disease,

Per review of the admission assessment dated
. 1427114 that indicated that Resident #16 was
‘ noted to be Incontinent of stool, aware of
! bathroom needs, in need of azsistance with
a {ofleting related to immobility and is never

i Par review of the 2/18/14, 2/2514, and 3/17/14's
! comprehensive agsessment, It indicates that
= Rasident #16 is oc:camonally incontinent of uring,

Per‘ review of the medical record there are no
nurses notes or physicians notes indicating any
treatment plans, lilsting scheduies or

¢ interventions related to assisiing Resident #18

1 with his/her occasional urinary incohtinence.

F'er review of the nurse aides documentation log,
there was evidence that the aides had
} documented nurerous episndes of urinary

F 315:

3.

Initial audit completed-to ensure
thase residents with identified
incontinence have appropriate care
plans.

Education provided to licensed
nurses regarding the need for
development of a care plan to
address current continence status,
interventions and goals.

Random weekly audits to be :
completed by the DNS or designee
to monitor the effectiveness of the l
plan with remedial measures. *
implemented as needed. l
Results of the audits will be
reported to the QA committee by
the DNS or designee for a minimum
of 3 months at which time the
committee will determine further
frequency of the audits,

Corrective action will be completed
by 5/23/14.
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGLILATORY OR LSC IDENTIEYING INFORMATION)

(X5)
COMPLETION
DATE

-
F 315 | Continued From page 15

- Per review of the comprehensive care plan, there

- 1% no evidence that the care plan reflects
Resident #16's urinary incontinence and a pian
developed to reflect residents currant status and
interventions and goals to assist resident #16

- fegarding urinary incontinence.

i Per interview with the Registered Nurse on

| 4122114 at 230 PM, hefshe confirmed that

: Resident #16 was gccasionally incontinent of

; urine in the evening and after review of the

! gomprehensive care plan, he/she confirmed that
! there was no care plan addressing Resident#16
" urinary incontinence and no plan to assist

. Resident #16 with his/her incontinence and

1 prevent further decline. The RN indicated he/she

had no idea why Resident #16 was incontinent of |

P i urine .

F 318 ; 483.25()(2) INCREASE/PREVENT DECREASE

i
|
[

D i FROVIDER'S PLAN OF CORRECTION
PREFIX {EACH GORRECTIVE ACTION SHQLLD BE
TAG ! CROSS-REFERENCED TO THE APPROPRIATE
; DEFIGIENGY)
F 215
i
]
i
F 318
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T

F. 318 Continued From page 16 |
SS=D§ IN RANGE OF MOTION |

| Based pn the comprehensive assessment of a
" resident, the facility must engure that a resident |
: with a limited range of motion receives :
| appropriate treatment and services to increagse |
i range of motion, andfor to prevent further :
| decrease in rénga of motion. l

|

. This REQUIREMENT s not met as evidenced |
by:
| Based on observation, staff interview and record |
! review the facllity failed to ensure that a resident ‘
. with a limited range of maotion receives '
' appropriate treatment and services to increase |
| range of motion andfor to prevent further i
- decrgase in range of motion for 1 of 24 applicable ’
residenty, (Resident #111). The findings include
" the following: |

Per medical record review on 4/22/14 at
“approximately 2 PM, Resident #111 was admittsd
Fon 1/22/09 with diagnosis to include Dementia, |
. Psychosis, Delusional Disorder and '
Osteoarttiitis. S/he is currently recelving end of |
fife care. i

! Per interview with Licensed Nurge Aide (LNA} on |
4/21114 at 9:11 AM, confirmation was made that |
Resident #111 uses & splint when up. Since the I
splint was not on the resldents left hangd, e/he ,

“was able to locate the device in the residents |

- bureau, .

{

' Resident #111 was observed by surveyoron
4/2114 during Stage 1 observation without a

[

F 318  F318 483.25(e)(2)

' 1. Resident {111 had no negative

impact as a result of the alleged

deficient practice.

. All residents requiring the use of a

i splint have the potential to be
effected by the alleged deficlent

practice.

In-service education provided to

l licensed staff regarding the
N requirements for Splint use per the

| resident’s plan of care.

Random weekly audits to be )

completed by the DNS or designee

i to monitor the effectiveness of the
plan with remedial measures

| implemented as needed.

Results of the audits will be

reported to the QA committee by

I the DNS or designee for a minimum

E of 3 months at which time the

| committee will determine further

: frequency of the audits.

| Corrective action will be completed

i by 5/23/14.

_splint on her/his left hand. Splint was applisd
Event (D 5UU311

i
1 P §
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F 38 . Continued From page 17 f
| whien resldent #111 was returned to bed after I
sating IUnch on 4/21/14 at approximately 1:30 f

PM

Per interview with Unit Manger (UM) during Stage l
| |, staff interview, on 4/21/14, sihe confirms that
| Resident #111 does not have any contractures.

- Per medical record review on 4/22/14 at
| approximately 2 PM, the Ocoupational Therapist
L(QT) evaluated the eft hand of Resident #1171 an ’
- 10/18/13 and found a mild sontracture of the left -
hand., OT determined that tharapy was »
- hecassary for sphnting and neuro ‘
. re-education. Without therapy patient is at risk
s for wounds and pain. Rasident would benefit i
from a pafm guard. Goals were met on 11/14/14
| and therapy treatment discontinued. Planwas to
: gontinue with palm guard and care glver I
: edugation was provided for frequency of use and
[ how to danp this ltem. Recommends that palm |
Tguard be worn at all times except when the i
patient is being bathed or the splint requires
laundering. Rehab manager confirmed the above
information on 4/22/14 at 4:26 PM. |

|
' Per LNA assignment for Resident #111, identifies |
 that LNA staff are to apply [eft paim guard on all
. times except for care, LNA assignment ;
documentation, provided by the UM who confirms ‘
on 4/22/14 that s/he was unaware that Resident
#111 had a contracture.
F 332 483.25(m)(1) FREE OF MEDICATION ERROR
55=D RATES OF 5% OR MCRE
! The fasility must ensure, that it is free of ‘
medacation error rates of five percent or greater.

F 31

F33

)

8

2
! F332 483.25(m})(1)

|

1. Resident # 99 had ng negative

I impact as a result of the alleged |

deficient practice.
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2. Per medical record review on 4/23/14 at
; appraximately 8:20 AM, Resident #120 was
i admitted ony 2/13/12 with diagnosis 1o include
; anxiety and senile dementia with delusions, l

" Per physiclan orders for the month of April 2014,

; orders reflect that nursing staff is to administer

| Ativan 0.25 (miliigrams) mg. by mouth (PO) three

f times a day (TID) as needed (PRN]) for anxlety

. and Ativan 0.5 mg po at bed time PRN anxisty.

: Per Medication Administration Recond (MAR)
dated 4710014 at 1620 (420 PM), Resident #120

. received Ativan 0.5 mg po for anxiety.

|
i Per interview with the Unit Manager (UM) on
"+ 4/23/14 at apploxlmate!y 11 AM, s/he confirms
| that Resident #120 was provndad her evening
i meal at 6 PM and was then assisted tobed at |

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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RE g BARRE, VT 08841
XD SUMMARY STATEMENT OF DEFICIENCIES R D} PROVIDER'S PLAN OF CORRECTION *85)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COM;:'EQFON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) L YAG CRO55-REFERENGED TO THE APFROPRIATE
; ! GEFICIENGY)
. ! , '
332 : ) | 2. All residents have the potential to
F 332, Continued From page 18 - Fae be effected by the alleged deficient
' . practice.
{ This REQUIREMENT is not met as evidenced - 3. In-service education provided to
s hy: . _ _ II licensed nurses regarding
Ba'sad On obselrvatlpn, staff intarview anq recorg 5 medication administration and
; review, the facllity failed ta ensure that it Is free of d .
medication errors of § % or greater, Findings : ocumentation.
include: 1 4. Medication administration
. i competencies including
1. Per observation of a medication pass on j )
. ! observation were compieted o
Fa/22/14 at 9:23 AM, stalf administered 1 tablet of : _ P n
Docusate Socium 100 milligrams (mg) by mouth licensed nursing staff.
to Resident # 99. At 9:30 AM on 4/22/14, the ! ' 5. Random weekly audits to be
nhLirSEItI;at agmlinisiereg fihtea S?edicfe;tg:on confirmed’ compieted by the DNS or designee
that hishe administere eto mg ’ . . y |
. . to monitor the t
Docusate sodium and confirmed that the _ effectiveness of the
| physician‘s order was for Docusate/Senna 50/8.6 plan with remedial measures
, - mg 1 tablet by mouth daily. : impiemented as needed.
| ' 6. Results of the audits will be

reported to the QA committee by
the ONS or designee for a minimum
of 3 months at which time the
committee will determine further
frequency of the audits. '
Corrective action will be completed

by 5/23/14.
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, DEFICIENCY) i
|
F 3321 Continued From page 19 F 332 |
| approximately 7:36 M. Evidence demonstrates i
that bedtime was after 7:30 PM therefar Resident |
#120 should have received Ativan 0.25 mg PO for |
arIXIEty at 4;20 PM. l F364 483.35(d)(1)-(2)
F 3841 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, i F 364!
88=E PALATABLE/PREFER TEMP ! : 1. Noresidents were negatively
Each resident receives and the facility provides I impacted as a result of the alieged
' food prepared by methods that conserve nutiitive deficient practice.
value, ﬂaVOE and EPPE%VE?%G; and food that is 2. Allresidents have the potential to
i f:f;i?ﬁﬁ?e ractive, and at the proper be effected by the alfeged deficient
: practice.
' ‘ . 3. In-service education provided to afl
g;'.iﬁ REQUIREMENT is ot met as evidenced Food Services staff regarding
+ Based on observation and staff interview, the maintenance of temperature fogs,
[ . facility failed to ensure that cooked food was Food temperature ranges, proper
! maintaiﬁgd at proper tsmperature before serving. documentation throughout meal
E Findings inchide: ‘ service, corrective action for food
" Per observation on 4/21/14 at 12:16 PM during - | temperatures out of appropriate
the noon meal, cooked food temperatures ware range.
| checked from the steam table in the dining repm ; 4. Random weekly audits to be i
| and found to be below the recommended ;
the F C
. standard. The Iog with food temperatures taken C?mpMEd by _he ood Serwl e
 beforg meal service showed the baked potatoes . Director or designee to monitor the
! registering at 129 degrees F., and the Lima ; effectiveness of the plan with
i beans were recorded as DEing 150 degrEES F. : remedial measures ]mplemented
' The puresd meal was recorded as being at 148
as needed.
! dagrees F, and the gravy was recorded as L
| reading 143 degrees F. According to the i 5. Results of the audits will be
[ standards as listed on the termperature log, the || reported to the QA committee by
| baked pc(tjtat‘togs and “’:je IEITSEE}%%”S afeF Jth : the Food Services Director or
* supposed to be served a egrees F, and the | i , .
. ground meat and pureed.tems are : | designee for a. mm-:mum of3
recommended to be at 170 degrees F. The months at which time the
| server in the dining room confirmed the ; committee will determine further

{ i

frequency of the audits.
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| T
F 364 | Continued From page 20 Fagq & ~ Corrective action will be completed
temperatures that were written on the sheet, and by 5/23/14. :

bring the temperatures up sufficiently. Per
interview on 4/21/14 at 1218, the Food Service
Supervisor {FSS) confirmed that the

" food temperatures, and that the items should

up o the proper temperature hefore serving to

that staff are trained to foliow the guidelines a8

[ not mest this requirement,

“stated that they thaught the hot steam table would

have been returned to the Kitchen to be reheated
residents. On 4/22/14 at 215 PM, the FSS stated

iisted on the boittom of the temperature log, and
are given instruction to rehaat any items that do

temperatures were below the recommended safe |

B

|
|
|
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