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

April 19, 2016

Ms. Kim Campbell,

Berlin Health & Rehab Ctr
98 Hospitality Drive

Barre, VT 05641-5360

Dear Ms. Campbell:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
30, 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. |f
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

> :}‘E»Ja WLCC) LB\B

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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%4) ID SUMMARY STATEMENT OF DEFICIENCIES " FROVIDER'S PLAN OF CORRECTION oo
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVEACTION SHOULD BE GOy
7A@ - REGULATORY OR LSC IDENTIFYING INFORMATION) TG+  CROSS-REFERENCED TO THEAPPROPRIATE !
DEFICIENCY)
" - . ]
F 000 * INITIAL COMMENTS - FOO00 Preparation and or execution of this plan of
' correction does not constitute the providers
; An unannounced an-site recertification survey admission offor agreement with the alleged

was conducted by the Division of Licensing and

i Protection on 3/28/16-3/30118. There were violations or conclusions set forth in this

] regulatory findings. ' ~ “statement of deficiencies. This plan of
F 371 , 483.35(i) FOOD PROCURE, F37  correction is prepared and/or executed as
ss=E | STORE/PREPARE/SERVE - SANITARY , " required by State and Federal law.

' The faciity must - ' Fa71483.35()

| (1) Procure food from sources approved or . )
considered satisfactory by Federal, State or local |

| sutheties: ad | 1. No residents were negatively affected

(2) Store, prepare, distribute and serve food i | by this alleged deficient Pfafﬁce
under sanitary conditions 2. Residents residing in the facility have
| [ ' the potential tobe affected by this
| | | alleged deficient practice.
i | ; 3. Identified areas in the kitchen weré
| This REQUIREMENT s not met as evidenced ! | Geane
by:s PIIPH{IETS SHISICS ., 4. Education provided to dietary staff
! Based on observation and intervisw, the facilly . regarding cleaning schedule and
] fqi|eq to ensure that food was prepared. ' ! requirements
‘ gl.stél'bute?. cs;trjlg §tored under sanitary conditions. 5. Audits will be completed weekly x1
e raanth then monthly by the dietary
1. Per ohservation on 3/28/18 at 9:40 AM, duting . : director or designee to monitor
the Initial tour of the kitchen, the floors appeared . effectiveness of the plan.

: to be solled with spliled dried liquids, dirly ed to

. footprints, food scraps, and a generally dirty : 6. Results of the audits will be reptf)ft
appearance. Per interview with the cook on duty, i the QAA committee x3 months for

. the floors are supposed to be swapt and mopped further evaluation and

every night by the kitchen staff, and aiso receive

' : recommendatlons

' a deep cleaning periodically by the housekeeping )

dapartment. Also observed at this time was the 7. Corrective action to be completed bY
hood panel behind the stove with a lalryar of dusty 4/15/2016
grease accurnulatad on it. Per interview on _ ) i
3/28/16 at 10:25 AM, the District Supervisor of 3\ P0C accepred gl D\mealu.i?-u‘f' W

140) DATE

ma%mﬂ;/m;} ﬁﬂ%jﬁ( REPREEENTKIIVE‘E!?(J‘?;}J}EC )7// [/@ ZC)}L:/ é?a @/ 6/%

Any deliciancy statement onding Aith an asterisk () dériotes a doficiency Vitich the Institution may be excused from correcting providing it is :jlelanr;?;ﬂgg :,I;?,:
ather safequards provide sufficlent protection to tha patients. (See instructions,) Except for nursing homes, the findings stated above are disc :Tsclusﬂblﬂ T4
followlnig (he date of survey whether of not a plan of correction Is providad, For nursing homes, the above findings and plans of corection ﬂi:’a o continued
days following the date these documents are mads avallable to the faciily. If deflclencles are cited, an approved plan of corestion i8 requls

- program participation.

10f 7
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1 i T
F 371 ; Continued From page 1 y Fa3n

Food Services confimed that the floors were i
excesslvely dirty, and that they did not appear to
| have been mopped over night. Alsa at this time 1
I helshe confirmed thet the hood panel behind the
stove had an accumulation of dust and grease,
| and that the schedule for cleaning this would be
. reviewed and adjusted to more frequent
cleanings as necessary. )

|
. 2. Par observation on 3/28/16 of the Main Dining
| room refrigerator, a mulil-use plastic container
| with Jelly was noted to have the dates, 3/7/16 .
! good fhrough 3/14/18. A non- lubeled white liquid :
| substance {with the likeness of tartar sauce) was '
| noted fo have a removal date of 3/19/18. Per ¢
interview on 3/26/16 at 11:50 AM, the Dietary Akiei
| and Adminlstrator In Training confirmed that the
. jelly and white liquid substance were outdated |
and should be removed, At 12:31 PM, the Food
| Servica Supervisor confirmed the products were |
outdated and removed them after the surveyor |
|_ had brought this information to his/her attentipn.
F 431 483.80(b}, (d), (¢) DRUG RECORDS, =
§5=D i LABEL/STORE DRUGS & BIOLOGICALS i

The facility must employ or obtaln the services of !
a licensed pharmacist who establishes a system |
of records of recelpt and disposition of all '
' controlled drugs in sufficient detall to enabls an
_accurate reconciliation; and determines that drug
records are in order and that an account of all
: controlled drugs Is maintained and periodically
reconciled.

, Drugs and biologicals used in the facility must he
labeled in accordance with currently accepted
professional principles, and Include the
appropriate accessory and caufionary

F 431" F431483.60(b}, {d), (e)

I
!
|
|
|
|
]
|

i i
i

1. No residents were negatively affected
by this alleged deficient practice.
Residents receiving TB testing and
Influenza vaccine have the potential to
he affected by the alleged deficient
practice.

The Identified medication was disposed
of.

Education provided o licensed nurses

regarding policy for drug storage.
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! , | :
F 431 Continued From page 2 F 431 |

"instructions, and the expiration date when
i applicable. !

! In accordance with State and Federal laws, the

I facility must store all drugs and biologicals in
locked compartments under proper temperature |

+ controls, and permit only authorized personnel to |

; have access to the keys. |

| The facility must provide separately locked, i

| permanently affixed compartments for storage of |
controlled drugs listed in Schedule H of the

| Comprehensive Drug Abuse Prevention and |

, Control Act of 1976 and other drugs subject to i

 abuse, except when the facility uses single unit |

* package drug distribution systems In which the

| quantity stored is minimal and a missing dose can;

| be readily detected. |

| |

| i

_This REQUIREMENT s not met as evidenced |

, by

| Based on observation and staff Interview the

i facility falled to ensure that controlled substances

| were accountsd for on one unit and that
medications were properly labeled on two units.

| Findings include:

1. During observation of medication storage on
3/20/16 at 9:06 AM, the refrigerator on C Wing

* Unit contained an unlabeled black box with &

. padlock on it. The Registered Nurse (RN) Unit
Manager (UM) was asked what was contained in

" the box and s/he replied that s/he thought that it
was emply. The RN didn't think there was a key
and s/he asked another RN, on the unit, who also
stated that s/he didn't believe that there was
anything in the box. The Manager of Clinical

"5 Audits will be completed weekly by the
Director of Nursing or designee o
monitor effectivenass of the plan.

6. Results of the audits will be reported to
the QAA committee x 3 months for

evaluation and further
recommendations

7. Corrective actlon to be complete

4/15/16

P31 0oc accepted dllt Dw\'dime,Q.n]rr

|

|
|
|
|
|
i
|
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; (MCO) Operations stated that there had tobe a |
key. The UM located the key and unlocked the ;

| box, The box contalned two (2) brown plastic

1 bags that were labeled for two different residents. I
Per the MCQ and the UM, neither of the residents |

| raside at the facllity and they were unsure how

i long ago they were discharged. One of the bags
contalned eight (8) multi-dose vials of Ativan '

" (medication used for anxlety) 2mg [milligram}/mi |
[millliter] and the other bag contained ten (1 0) |

| muiti-dose vials of Alivan 2mg/ml. At9:10 AM per |

i the DON the expectation was that the Ativan |

! should have been counted every shift as all

j controlled medications. The UM reviewedthe |
control substance count record and confirmed

| that there was no evidence that these vials were

: belng accountad for. |

| ;
2. During observation of C Wing's medication !

|, storage room on 3/20/16, the refrigerator |

| contained an opaned multi-dose vial of Influenza

| vacolne. Therewas no evidence as to when it
was opened or last used. The UM confirmed that

- the vial did not Indicate when it was open and that '
it was not labeled according to expectations and it |

. should be discarded. |

i 3, Per observation on 3/29/16, the Medication

 storage room refrigerator contained a vial of

" ‘Tuberculin Proteln Derivative used for testing

: staff and residents for Tuberculosls exposure.
The vial was opened, and the contents partially
gone, and there was no label to Indicate when it
had been opened. Per the Manufacturer's
recommendation, an open vial ls supposed to be
discarded after 30 days In use. Per interview on
3/20/16 at 8:40 AM, the Unit Manager confirmed
that the vial had been opened, and that there was
no date of opening written on the bottle or the box

STATEMENT OF DEF(CIENCIES (X1) PROVIDER/SUPPLIERICLIA X TIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; P2 COMPLETED
A. BUILDING
c
475020 B, WiNG 03/30/2016
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, Z/P CODE
98 HOSPITALITY DRIVE
BERLIN HEALTH & REHAB CTR
BARRE, VT 056841
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . .
PREFIX :  {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULDBE | COHPLET
1AG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG . .  CROSS-REFERENCED TOTHEAPPROPRIATE |
! DEFICIENCY) :
1 T T T
|
F 431 Continued From page 3 . F431.

FORM CMS-2567(02-28) Previous Versions Obsalels Event 1D; NDeB 11

s—
Faclity 1D; 475020 If continuation shest Page 4dl7




PRINTED: 04/07/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/ %3) DATE SURVEY
AND PLAN OF CORRECTION pei lDENTIFICA'l\?‘Ig;PhII'{JEh%?':‘IE{? gzzxg;;::a SRR ( IGOMPLETED
c
475020 B. WING 03/30/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BERLIN HEALTH 8 REHAB CTR 88 HOSPITALITY DRIVE
BARRE, VT 05641
4D SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION )
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL { PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMPLETION
TAG .  REGULATORY ORLEC IDENTIFYING INFORMATION) © O TAG CROSS-REFERENCED TO THEAPPROPRIATE o
: ; DEFICIENGY)
’ 1 ! |
F 431 Continued From page 4 F 431 ‘
. itcame in. l
F 441, 483.85 INFECTION CONTROL, PREVENT ., Fa441 '
55=g ' SPREAD, LINENS
| ' ‘F441 483.65
| The faclilty must establish and maintain an [ | i . d
Infection Contral Program designed to provide a L No residents were negatively affecte

| safe, sanitary and comfortable environment and
 to help pravent the development and transmission!
' of disease and infection. ;
]
I (a) Infection Control Program

The facility must establish an {nfectlon Controt
| Program under which It -
- (1) Investigates, confrols, and prevents infections
¢ In the facility;

(2) Decides what procadures, such as Isolation,

should be applied to an Individual resident; and !
| (3) Maintains a record of incidents and corrective |
i actions related to nfactions. |

i
l
|

| (b) Preventing Spread of Infection '

: (1) When the Infection Control Program :

| determines that a resldent needs isolation to (
prevent the spread of infection, the facility must

solate the resident.

[ (2) The facility must prohiblt employees with a

i communicable disease or Infected skin lesions
from direct contact with residents or their food, if |
direct contact will transmit the disease. )

* (3) The facllity must require staff to wash thelr '

 hands after each direct resident contact for which

. hand washing is Indicated by accepted
professional practica.

(c) Linens

_Personnel must handls, store, process and
transpott tinens so as to prevent the spraad of
infaction.

I

I

by this alleged deficient practice.
Residents requiring the use of oxygen
and nebulizer treatments have the
potential to be affected.

Education provided to licensed nurses
regarding the policy for oxygen and
nebulizer equipment cleaning and
storage.

The cleaning schedule for oxygen
concentrators has been reviewed and
revised and education provided to
those responsible for cleaning.

Audits will be completed weekly by the
Director of Nursing or designee t0
monktor effectiveness of the plan.
Results of the audits will be reported to
the QAA committee x3 months for
evaluation and further
recommendations

Corrective action will be cqmpleted by
4/15/16 ]

Uy P0C acepted Ml DMMMWW
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|

DEFICIENCY)

F 441 _ Contlpued From page 5

!
+ by

* is designed to provide a safe, sanitary and
i comfortable environment to prevent the

! include:

| equipment, to nclude oxygen tubing, nasal
cannulas and masks, were found an all three
! Units to be left uncovered and unprotected in

| on chairs and lying across a resident’s bed.

I Oxygen concentrators were also found with an
accurnutation of dust and debrls.

{ Per facility tour on 3/30/16 at 9:41 AM in the

 presence of the Clinical Operation Manager,
confirmation was made that the oxygen

. contamination and protection; and the
| concentrators needed cleaning. Confirmation
. in-belwean use.
F 465 . 483.70(h)
E ENVIRON
The facility must provide a safe, functional,

sanitary, and comfortable environment for
' residents, staff and ihe public.

| This REQUIREMENT is not mat as evidenced
Basad on observation and interview the facility
: failed to ensure that the Infection Control program

transmission of disease and Infection. Findings

[ Per observation during the three days of survay
3/28, 3/29 and 3/30/2016, oxygen and nebulizer

resident rooms stored on badsida tables, resting

| equipment was not stored properly to avold crass

; was also made that the facility does not have a
policy on the management of oxygen equipment

|
|
I
|
|
1
g
|
|
I
i
i
l
t
|

§S=E SAFE/FUNCTIONAL/SANITARY/COMFORTABL :

F 465

£465 483.70(h)

1. No residents were negatively affected
by this alleged deflcient practlce.
2. Residents that walk In the hallway
' unattended have the potential to be
affected by this alleged deficient
practice.

|
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' 'tIJ'his REQUIREMENT is not mat as evidenced
Vi
! Based on observation and staff Interview the
: facllity falled to ensure that a safe environment
was provided for residents, staff and public.,
Findings include: .

During the initial lour there was a storage room
| activities, therapy, Jaundry, and dietary. The

[ It also contained the Minimum Data Set (MDS)
. office and housekeeping. A storage door was

! containers of ECOLAB Solitaire concentrated
solid detergent. There was also an electrical

| panal. An employes that works In laundry
confirmed at 8:55 AM that the door was not

| locked and that it was a closet used by dietary.

! 3/28/16 at 10:09 AM that the storage closet was
* and further confirmed thet chemicals are stored
there was an unattended resident walking in the

| hallway that was touching doors and and furning

were often residents that walk unattended in the
i hall, Several staff members and visitors were
also observed using the hall to get to C Wing.

haliway was used by residents, visitors and staff;

The diatary assistant food manager confirmed on

door handles. Per the Licensed Practlical Nurse,
| (MDS) clinical reimbursement coordinator, there !

|
| on the hallway that connects the C Wing Unitwith

|
|

| found 1o b unlockad at 9:55 AM and it contained '
. several gallon Jugs of Lime Away, Blo cleaner and .

| used for dietary and that the door was not locked |

| there and the door should be locked. At 3:20 PM |

3. The door knob was replaced on the
Identified closet door on day 1 of the
survey, The new door knob consists of
an automatic locking mechanism.
Education provided to dietary staff
regarding the requirements to ensure
safe storage of chemicals.

Audits will be conducted weekly x1
month then monthly by the
Administrator or designee ta monitor
effectiveness of the plan.

The results of the audits will be
reported to the QAA committee X3
months for evaluation and further
recommendations.

Corrective action to be completed by
4/15/16.

PS¢ atepled il DW\WMIM
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