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.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

May 20, 2016

Ms. Ursula Margazano, Administrator

Berlin Health & Rehab Ctr .
98 Hospitality Drive

Barre, VT 05641-5360

Dear Ms. Margazano:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 4,
2016. 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,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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{F 000} | iNITIAL COMMENTS {F 00D} Preparation and or execution of this plan
of correction does not constitute the
An unannounced onsite revisit for the survey of providers admission of/or agreement -
39/16 was conducted by the Division of Licensing with the alleged violations or conclusions

and Protection on 5/4116, The outstanding . .
fndings are as follows: set forth in this statement of

{F 263)| 483.15(h){2) HOUSEKEEPING & (F253)| deficiencies. This plan of correction is
s5=E | MAINTENANGE SERVICES preparad and/or executed as required

The facility must provide housekeeping and by State and Federal law.

malntenance services necessary to maintain a

sanitary, orderly, and comfortable interior. F253 483.15(h)(2)
. 1. All identified privacy curtains, ‘
El;]s REQUIREMENT Is not met as evidenced wheelchairs, walkers,
Based on observation and confirmed by staff intravenous poles and :
! interview the facility failed to provide mechanical lifts have been ‘
housekeeping services necessary to maintain a cleaned

sanltary and comfortable interior for 2 of 3 Units, .
for Aand B Wings. The findings include the 2. The facility has developed a
following: schedule for routine cleaning the

Per Facillty tour on 5/4/18, in the presence of the identified items.

Director of Nurses and Director of Health Care 3. Education has been provided to
Services, multiple resident rooms were found on staff responsible for ensurin
both units with dirty and soflad privacy curtains, . P ¢ i 5
Resldent personal wheel chairs, walkers and cleanliness of the identified
intravenous poles were found to have items

accumulatad dried faod/iquids, dust/debrls and 4. Audits will be completed 3x

suiled cushions, One resident commented
“My chair needs cleaning.”. Amechanical litt used weekly xt month and then
for multilpl? :{e;idents (;Nas found to have . weekly x 2 months to monitor
: accumulated dust and food on the base of ths lift. ;
* Genfirrmation was made by both directors during effectiveness of the plan
: tha tour that the equipment needs cieaning. :
{F 280} | 483,20(d)(3), 483.10(k)(2) RIGHT TO © {F 280}
35=D1 PARTICIPATE PLANNING CARE-REVISE CP ¢
i

___LAGORATORY OIRECT%ROVIOERJSUPPLiﬁR REPRESENTATIVES SIGNATURE TITLE oy o~ UJ‘B‘(‘
WL o e S e $030 US Sy bya Leke ~ SRSV Dagr

Any deficlancy slalerient ending wiih an a%e_r)sk {*) denotes a daficlency wihich the Institulion may be excused from correcting providing It 1s fatermined that :
other safepurrds provide sufficient protactioiito the patients, (See Instructions.) Except for nursing homss, the findings ststed above are disgiosable 90 days 5 1 & / “P
following the date of survey whether or not a plen of correclion Is providad. For nursing homes, the abova findlings and plans of correction are disclosable 14

thays follawing the date these documanis ara made avaliable to tha facilily, 3 doflclencles are cited, an spprovad plan of sorrection is requistls to continued

program pariicipation,
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The resident has the right, unless adjudged
incompetent or otherwise found to be .
Incapacitated under the laws of the State, to
parlicipate in planning care and treatment or
changes in care and treatment.

.1 A comprehensive care pian must be devaloped
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility ~ |
for the resident, and other appropriate staff in ’
discipiines as determined by the resident's needs,
and, to the extant practicable, the participation of
the resident, the resident’s family or the resident's
legal reprasentative; and periodically reviewed
and revised by a leam of qualifiad persons after
each assassment.

This REQUIREMENT I8 nct met as evidenced
by:
Based on observation, record review and
interviews the facility failed to revise a cere plan
for 1 of 4 applicable residents In the sample.
{Resident #9) Findings include:

Per record review, Resident #9's current care
plan decuments that staff are to ransfer and
complete bed positioning with one staff member
to assist, During observation of care on 06/04/16,
prior i the noon meal, Residant #9 demonstrated
that one skaff was unable to meet the needs for
safe transfer and positioning in bed. The

resident, while being assisted up in bed
experienced severa dizziness and nausea. The
LNA (licensed nursing assistant) who was holding -

H

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION HENTIFICATION NUMBER: A BUILDING . COMPLETED
R-C
475020 BING __ 05/04/2018
NAME OF PROVIDER (R SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
f 538 HOSPITALITY DRIVE
BERLIN HEALTH & REHAB CTR
HA " BARRE, VT 08641
(%4) 10 . SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION o
FREFIX {(EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAOH CORRECGTIVEACTION SHOULD 8E GOMgA-fg
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE
DEFICIENCY)
{F 280} | Continued From page 1 {F 280} 5. The results of the audits will be l

FAS3 ppC decepted Shall

reported to the QAA commitiee
x3 months for review and
further recommendations.

6. Corrective action wiil be
complete May 24, 2016
7. The Executive Director will be

responsible for the plan
o popesvand P |paes

F280 483.20(d)(3), 483.10(k)(2)

Resident #9 no longer resides in
the facility

Residents with decling in
transfers and positioning have
the potential to be affected by
the alleged deficient practice
Education has been provided to

nursing staff regarding the
“requirement to revise the plan

of care as needed to reflect
current needs of the residents
with transfers and positioning
Audits will be completed 3x
weekly x1 month and then
weekly x2 months to monitor
effectiveness of the plan

1,

FORM CMS-2567{02-99) Fravlous Versions Obsolete Event ID:167V12
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{F 282}
88=E

* as well for safety concerns. Per review of the

!

up the resident, asked the nurss surveyor to call .

far the nurse at once. In addition the LNA also
requesied assistance for bed positioning and to
help with care items, The LNA acknowladged
that the resident is requiring more assistance.
Review of the MDS (minimum data set} of
04120118 shaws a decline in functioning,
especially for transferring, as noted by the need
for extensive assistance with two staff. The
previous MDS (01/12/16) shows at that time,
assistance with one staff. The Unit Manager
(L) stated at 3:09 PM that twp staff assistance
would meet the nead of the Resldent #9, who has
slowly declined. The UM confirmad the care plan
was not revised.

483.20(k)(3)() SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facllity
rnust be provided by qualifled persons in
accordance with each resident's written plan of
care.

This REQUIREMENT s not met as evidenced
by
Based on observation, staff Interview and record
review, the facllity falled to implement the pian of
care for 1 of 4 residents in the sample (Resident
#9). Findings Include:

Par racord review, Resident #9 relies on staff for
extensive assist for activities of dally living (ADLs)

Physlcal Therapy (PT) care plan as well as the
Posiion Chart posted in the resident's room, they '
dlract staff to keep the bed In the lowest position.
Per Interview at 1:03 PM, PT acknowledged that

reported to the QAA committee
x3 months for review and
further recommendations.

6. Corrective action will be
completed by May 24, 2016

7. The Center Nurse Executive will
be responsible for the plan

PABD PoC dccephed Sfialiy M 1A

(F 287) F282 483.20{k)(3)(i)

1. Resident #9 no longer resides in
the facility

2. Residents requiring their bed In
low position have the potential
to be affected by the alleged
deficient practice

3. Education has been provided to
staff regarding the requirement
to follow plan of care for bed in
low position and location of
information -

4. Audits will be completed 3x
weekly x1 month and then
weekly X2 months to monitor
effectiveness of the plan

STATEMENT OF DEFICIENCIES {X{) PROVIDER/SUPPLIER/CUIA (2) MULTIPLE CONSTRUGTIGN {X3) DATE SURVEY
| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
' R-C
475020 8. WING 05104/201€
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
98 HOSPITALITY DRIVE
BERLIN HEALTH & REHAB C
RLINH TR BARRE, VT 04841
“X4)ID ;. SUMMARY STATEMENT OF DEFICIENCIES I PROMIDER'S PLAN DF CORRECTION mmg:ilr on
PREFIX (FACH REFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {BACH CORRECTIVEACTION SHOULD BE , IMET
TAG REGULATORY R LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
{F 280} | Continued From page 2 F280}0 5. The results of the audits will be

)
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STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICUIA (%2) MULTIPLE CONSTRUGTION ‘[%3) DATE SURVEY
AND PLAN OF CORRECTION JDENTIFICATION NUMBER: A, BUILDING GCOMPLETED
R-C
e 475020 8. WING 05/0412016
NAME OF PROVIDER OR BUPPLIER STREETADDRESS, CITY, 8TATE, ZiP CODE
58 HOSPITALITY DRIVE
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BARRE, VT 05641
(X4) D i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {(EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE 1 compLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY) ;
" ' i;
{F 282} Continued From page 3 F282) 5. Theresults of the audits will be

the bed shoutd be in the lowest positian at all
timss when tha resident is in bed and not just at

prier to provision of care the bed position was
approximately two feet from the fioor. At that
time the nurse surveyor asked the Licensed
Nurse Aide {LNA) to demonstrate the lowest
position the bed could accomimodate. The LNA
was able to lower the bed further. The LNA
conflrmed the bed was not in the lowest position
as care planned.

night. Per observation from 9:30 AM to 12:10 PM

reported to the QAA committee
x3 months for review and
further recommendations

6. Corrective action will be
completed by May 24, 2016

7. The Center Nurse Executive will
be responsibie for the plan.

FaB U6 alcepbed Slallu merhasa X
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R
. 475020 B, WING i . 05/04/2018
NAME OF PROVIOER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE »
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X410 BUMMARY STATEMENT OF DEFICIENCIES l {1] PROVIDER'S PLAN OF GORREO_TEUN ' {%5]
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX JEACH CORRECTIVE ACTION BHGULR BE | cOMPLETION
TG REGULATORY OR LSC [OENTIFYING INFORMATION) TAQ ADS6 REFERENCED TOTHEAPPHGPRINTE | °
DEFICIENTY) t
!
{F 000} INITIAL COMMENTS IF 000) Preparation and or execution of this plan_
of carrection does not constitute the
An unannounced onsite revisit to the suyvey of providers admisslon of/or agreement
E'F'W 1? was ﬂﬂndltlcfed by the Dl1vis!0n of with the alleged violations or conclusions
censing and Protection on 6/4/18. The .. 3
oulstanding findings ara as follows: set forth in this stat.ement of deficiencies.
{F 371)| 483,35(1) FOOD PROCURE, {F 371} This plan of correction Is prepared and/or
s8=F | STORE/PREPARE/SERVE - SANITARY axecuted as required by State and -
g’ha facility must - Federal law.
1) Progure food from sources approved or ;
consldered aatéafactory by Federal, State of local F371 483.35)
] piifles; ; .
autriles; on 1. Allidentifled areas have been

(2) Store, prepare, distribute and serve food’
under sanitary condiions

gh!s REQUIREMENT s not met as evidencad
¥

Basad on obsarvalion end interview, the fachity
| failed to ensura that the distary depariment
prepares food undar sanitary condttions.
Firdings includa:

Pear obsarvation In the prasence of the Food
Senvice Supervisor (FSS), the wali postarlor to
the stova hos visible driadfeakad on accumulated
fond. The celing floragcent light covers are
found to have dust and debyls astumulation,
Confirmation was mada by the FS8 thet the wal
Is dirly, neads attantion and Is not sure how this
was migsed. Confirmation was also made that
tha light covers have been discussad with the
administrator, regarding repiacing, Per Plan of
Corrsction dated 4/15/16, Identiftes {"slaff have

: baan educated on the cleening schedules and

I

addressed, cieaned, and items
replaced as needed
Re-education was done with
dietary staff regarding identified
items and cleaning schedules
have been reviewed as revised
Audits wilt be completed 3x
weekly x1 month and then
weekly x2 manths to moniter
effectiveness of the plan
The results of the audits will be
reported to the QAA committee
x3 months for review and further
recommendations.
5, Corrective actlon will be
compiete by May 24, 2016
6. The Executive Director wiil be
responsible for the plan '
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Any daflclsncy slalement and}ng wlm )
othar safeguargs provige sitifielant prot o the patisnts. (See

following the gats of survey whether ornota
program participafien,
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! instructions,) Exoept for nursing homes,
plsn of correctian is providat, For nursing hemes,
tsys follswing the dete these docements are mads svallabla ta fhe Taclity, f deflclencles are clled, an upproved plan of correction Is taiuisite
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R
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NAME OF PROVIDER OR SUPPLIER

STRECT ADDREBS, CITY, STATE, 2t CODE
96 HOSPITALITY DRIVE

1 {b) Preventing Spread of Infection

The faollity must establish sand malintaln an
Infaction Control Program designad to provide a
safs, sanflary and comfortable environment and
o help prevent tha development and lransmission
of disease and Infection.

(e} lfection Conlrol Program

The fecllly must establishan Infection Cantiol
Frogram under which I1-

(1) Investigates, controls, and prevents Infeclions
I the facllity;

(2) Decldes whal procedures, such as (soiatlon,
should be appfied to an individual reskient; and
(3) Mamtalns s record of incidents and corrective
actions related fo Infections.

[1) Whan the Infecticn Confrol Program
datermines that a resident needs leclation to
prevent the spread of Infaction, tha facilily must
{aclate the resident.

(2 The feollity must prohibit employees with a
sommunicabie disease or nfacled skin feslons
from dlrect contact with residents or thelr food, If
direct contact will transmlt the disease.

{3 The facllity must require steff to wash their
hands after each ditect resldant contact for which
hand washing Is indicaled by accepted
professional practics.

{c) Linane
Personnel must handle, stora, pracess and
transport linens so as to prevent fhe spread of |

infactlon. !

BERLIN HEALTH & REHAB CTR BARRE, VT 05841
x4 D BUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF GORRECTION tx@r
EACH BEFIGIENGY MUST BE PREGEDEDRY FULL FIX EAGH OBRREG TIVE ACTION SHOULDBE: CONPLETION
P?Eg * R(E%ULATQFAV OR LSG !DENT!FY?NG ;NFgR%nYA];mN} PBrie clsossr-hEFEREggﬁg!'é?‘ g;l}e APPROPRIFTE DAVE
¢ {F 371} 5 Cominuad From page 1 {F 371}
' raguirements].
{F 441} | 483,86 INFECTION CONTROL, PREVENT {F 441}]F441 483.65
s5=£| SPREAD, LINENS

. 4. Staff nurse #2 was re-educated

5. A review of correct procedure far

1. Resident #2 and #13’s nebulizer
equipment was replaced

2. Resident #10 had no negative
effect from the alleged deficient
practice .

3. Resldents requtring nebulizers
ahd wound care have the
potentlai to be affected by the
alleged deficlent practice

and competency completed forp-
correct procedure for wound
care

wound care has been raviewed
with licensed nurses

6. Areview of correct storage far
nebulizer equipment has been
reviewed with licensed nurses

7. Audits will be completed 2x
weekly x1 month and then
weekly x2 months

g8, Results of the audits will be
reported at the QAA commlttee
3 months for review and further
recommendations

FDRM DMS-2587(02-06) Provious Verslons Obaclals

Event |D;NDEE12

Faollty 10y; 476020
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_DEF‘ARTMENT OF HEALTH AND HUMAN SERVICES ~ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONENO; 1538:0391
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERIGLIA [X2) MULTIPLE GONSTRUCTION {%5) DATE SURVEY
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’ R
476020 B. WING Q5104/20168
" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2P GODE
38 HOSPITALITY DRIVE
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(4} 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVICERE PLAN OF CORRECTION o)
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULP BE: COHPLETION
TAG REGULATORY OR .8G IDENTIFYING INFORMATION TAG CrRESE-REFERENCED TO THE APPROBRIATE DA
'  DEFIGIENCY)
' (F 441} | Gontinued From pege 2 | (F 441)) 9. Corrective actlon will be
~ o com pleted by May 24, 2016
‘ 10. The Center Nurse Executive will
This REQUIREMENT Is not met as evidenced be responsibie for the plan
by, . N .
Based on observalion and interview the faclity ¥ F41 o aieephtd il M den | FHA-
falisd to ensure that the infectlon Control program L )

was maintained o prevent the spread and
wransmisslon of diseass on Aand B Wings, For

: Ras|dents # 1, #13 end #10. The findings Include
. - the foliowing:

1. Per abservation at 12:34 PM, Rosident #1's
 hedslde table was found to have nebullzer
compressor resting on the surface. Amask
connacted to tha medication dispansar was \
henging unprotectad from the cumpressor
connaction, Per Plan of Corvection dated 4/16/16
|dentifias thet staff have besn aducatad on [he
storage cf nebulizer aquipment: Confirmation '
| was made by the Licensed Practical Nurss thal
1the resident receivad hisfher treatment at 6 A
and the eqlipment shiould be stored Ina plastio
bag.

2. Per ohservation at 11:10 AM, Ragidant #13"s
bedsids tabla was found to have a nehulizer
compressar resting an the surface. A hand held
medication dlspenser connectad to 2 T plece il
a mouth piece, was rasting unprotecied on a
cluttered bedslde labls, Per Plan of Correclion
dated 4/16/18 identifies thal staff have been
sducstad on the storage of nebullzer sauipment.
Confirnation was made by the Licensed Practical
Nursa that the rasident recelved his/her treatmant }
at 8 AM and the equipment should ba storedin a ¢
plastic bag. !

: §. Per chservation on BI4/18 at 2:20 PM, nurslng : | -_ _‘
if conlinuellan sheel PagY 3olB
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. pAYm ~ SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION, e
LA {EACH DEFICIENCY MUBY BE PRECEDED Y FULL PREFIX {EAGH-CORREGTIVEACTION SHOULDISE °°M|§AL?)§‘°N
TAG REGU).ATORY OR LBC IDENTIRYING INFORMATION) TAG CROAE-REFERENCED TO THEAPPRAPRIATE
DEFICIENGY) ‘
{F 441} | Continued From page 3 {F 441}

staff falled to follow Infaction contro! praclices

during & wound dressing change. Rostdent #10
had an opan skin taar on his/her left foraarm. At
the time of the observation, the old dresalng had

Nurse i gatherad supplies and placed
unwrapped 4x4 gauze and pther suppiles direclly
on the residents buresu without cleaning the
surfage or setling up a clean bartier (thera was no
pedsids table In the room). Staff Nurse #2
sanitized hisiher hands, gloved and romoved ihe
biood sofled dressing. She removed the solled
gloves {but did not resanttize hisfhar hands),
donned new gloves, and cleansed the opan,

: molsk wound with the 4x4 gauze thal had been on
the buiesu and NS (normal sailne). Nurse #1
brought a cup with additional gauze pads to the
roont, Nurse #2 pulled a 4x4 from the cup and
pushed down on the extra dxds {50 they would
remain In the cup} with the solled glovas. Nurse
#2 conlinued to waer the sclled glovesto epply A
cloan dressing, wrap the wound with kling {rolied
gauze) and tape It in place. After the wound care
was completed, the leftover kiing, 4x%4 pads and
roll of tape that had baen touched by the
contaminated gloves were pleced In the resident's
buresu drawer and not discarded.

Following the procedure, Staff Nutse #2
confirmed ihe sbove observations and that
infactioh control measures to avold contzmination
of dressing matertals had not been followed
during the procedure. On /418 at 3:00 PM, the
facllity policy, Wound Dreselng: Aseptic (revision
14/30/15) was reviewed with the Director of
Nursing (DNB), Par the polley, Step #4 states 10
"0laan ovearbed table;" while #5 states "Place

: glean barrier ontha over-bed table and place
_supplies on tne parler, Following tha removal of

loogensd and was stalned With molst blood, Staff |

o | |
|
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CENTERS FOR MEDICARE & MEDIOAID SERVICES OMBNO, 09380391
@TEMENT OF BEFICIENCIES (%1} PROVIDER/SUPPLIERICUA ez} MULTIPLE CONSTRUGTION {Xa) DATE SURVEY
AND PLAN OF GDRRECTION IDENTIFIGATION NUMBER: A BULDING CDMPLETED
R
476020 B. WING -05/0412046 |

] NAME DF FROVIDER QR SUPPLIER

STREET ACORESS, CITY, STATE, ZIF GODE
95 HOSPITALITY DRIVE

State Surveyor that the deor has baen ppen and

BERLIN HE
N HEALTH & REHAB GTR BARRE, VT 0568
(%4} 1D SUNMARY STAT EMENT OF DEFICIENCIES D SHDVIDER'S PLAN OF CORRECTION i)
PREFIX (EAGH DEFICIENCY MIIST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVEACTION SHOULE'SE | COKERETON
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAD CROS9-REFERENCED 10 THE APPREPRIATE BATE
DEFICIENTY)
{F 441} | Continued From page 4 ' P (F 441)
a solled dressing and prior to cleansing a wound, : !
Slep #17 states to "Cleanse hands" and step #18
stalss to "Apply gloves." Alter cioansing the
wound, Step #21,1 states "If gloves become
contaminated, remove gloves, cleanse hands,
and apply clean gloves.” Stap #28. states 1o
“Discard supplies accarding to infection control
procedura,” The DNS confrmed {hat per review
of the procedure, Infaction control practices had
not bean followed; s/he stated that the retnalning
contlzr%lnatied supréﬂas in the rasident's room
would he discarded,
{F 485)| 483.70(h) (F 465|465 483 70(0)
seeE E;gﬁz;; é!gﬁTiONALISANiTARWOOMFORTABL L. The storage foom identified has
had an auto-ciosure device
The fecillty must provide a safe, funclional, installed and is auta-locking.
sanitary, and comfortabie apvironment for ded
resldents, staff and tha publle, { 2. Re-education has been provide
to dletary staff to ensure the
hen they leave the
This REQUIREMENT s not mst as evidenced door shuts when Ehey
by: foom.
faai;?dfol? 3btservatlon and staff interview the 3. Audits will be compieted 3x
aciity falled to ansure that & safe environment  }
wae provided for residents, staff and the public, weekly x1 month and therj
Findings Include: weekly x3 months to monitor
I 5416 of the sto effectiveness of the plan
r obsemvation On 0 o storage room H
iocated on the central hallway that connects c 4. Results of the audits wit he’
Wing to the dining room, It was found unattendad ! reported to the QAA commitiee
and the door was wide open. This hall Is used by I «3 months for review and further
residents, visitors and stafl. The room 6toras dations
saveral gallon jugs of Lime Away, Bla cleaner and | recommen ,0
containers of ECOLAB Solitalre.concentrated | 5. Corrective action witl be
aalld detergent as well as an electrical panol. A | i complete by May 24, 2016
passlng housskeapsr voltntary shared with the 6. The Executlve Director will be

respohslble for the plan

FORM CMS- 2607{02-99) Previous Verslons Obsalete

Evant JD:NDEg12

Faclllty |D; 476020

i nonllnuullon.aheal éaga jof8

LS (o0 acceqred Slalle mbedviund 8| P



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & NEDICAID SERVICES

{%2) DATE BURVEY

placing wandering residents at risk. Plan of
Correction dated 4/16/18 identiflés that education
was provided o the dietary steff (who ytillza the
storage room) regarding the requirements to
ensuse the sale storage of chamicals.

|

!

STATEMENT OF DEFICIENCIES (x1) PROVIDER/AUPFLIERICLIA X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION DENTHFICATION HUMBER: A BULDING COMPLETED
R
ATEDRO BOWING e 0510412018
¥AME OF PROVIDER OR SUPPLIER STREET ADDREGS, 01TV, BTATE, ZIP CODE
58 HOSRITALITY DRIVE §
BERLIN HEALTH & REHAB CTR GARRE, VT 05841
) —GUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION i
BREFIX (EACH DEFIGIENCY BAUST BB PRECEDED BY FULL PREFIX {EACH GDRRECTIVE AGTION SHOULD BE ]
TAQ REQULATORY OR LSC IDENTIFYING INFORMATION) TEG CROSS-REFERENCED TO THE APPROPRIATE i
DEFICIENGY) :
{F 486} | Continued From page 5 ‘ {F 465) '
ynattended for the last 16 minutes. At 2:46 PM :
confirmation was made by the Food Service : '
Diractor, Melntenarics Staff and tha Directorof | '
Nurses that th door was opan and unattended | )

'!.

t
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