VERMONT
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

July 1, 2013

Mr. Timothy Shackleford, Administrator
Berlin Health & Rehab Ctr

98 Hospitality Drive

Barre, VT 05641-5360

Dear Mr. Shackleford:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
12, 2013. 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,

Ll 1)

Pamela M. Cota, RN
Licensing Chief

PCjl

Disability and Aging Services Blind and Visually Impaired.
Licensing and Protection Vocational Rehabilitation
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, C(TY, STATE, ZIP CODE

‘ R 98 HOSPITALITY DRIVE
BERLIN HEALTH & REHAB CTR
BARRE, VT 05641
(X4) ID SUMMARY STATEMENT OF DEF)CIENCIES 'R PROVIDER'S PLAN OF CORRECTION T (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) =
F 000 | INITIAL COMMENTS ' F 000

An unannounced, on-site investigation of facility
reports was conducted by the Division of
Licensing and Protection between 06/11/2013
and 06/12/2013. There was one regulatory
deficiency identified:

F 497 | 483.75(e)(8) NURSE AIDE PERFORM F 497 Fa97
s5=B | REVIEW-12 HR/YR INSERVICE '

Corrective Action

' 1. No residents werc
The facility must complete a performance review adversely affected by
of every nurse aide at least once avery 12

months, and must provide regular in-service this ﬂ_UCECd deficient
education based on the outcome of these : practice.

reviews. The in-service training must be 2. All residents have the
sufficient to ensure the continuing competence of potential to be

nurse aides, but must be no less than 12 hours affected by this

er year; address areas of weakness as =

.zeteynnined in nurse aides’ performance reviews allcggd deficient

and may address the special needs of residents prachice

as determined by the facility staff; and for nurse 3. The annual

aides providing services to individuals with evaluation for LNA
cognitive impairments, also address the care of hired in June 2010

the cognitively impaired. has been complcted

4. All annual
This REQUIREMENT is not met as ewdenced : gvaluations will be
by: ‘ completed and up to

Based on staff interviews and review of

ate for current
personnel files, the facility failed to complete -

annual evaluations for 1 of 2 LNAs (Licensed employees 1
nursing assistants) which would determine what 5. Monthly audits wi ‘
in-service education would be necessary to be done by the DNS

ensure the continuing competence of nursing

or designee 1o
assistants. The specifics are as follows:

monitor compliance
Per review of personnel files for 2 staff members

on 06/1272013, there is no annual evaluation for
an LNA who was hired in June 2010. Per

LAB JOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE‘S-SIGNATURE TITLE (X8) DATE

Q JSMva— _ Adewgiphe b~ 2913

Any deﬁaency statemant ending wmw (*) denotes a deficiency which the institution may be excused from comecting providing it Is determined that
othar safeguards provide sufficient protection to the patients, (See inetructions.) Except for nursing homes, the findings stated abave are disclosable 90 days
following the date of survey whether or not a plan of cormaction is provided. For numsing homes, the above findings and plans of comection ars disclosable 14

deys fallowing the date these documants ara made available to the facilty. If deficlencles are crted an approved plan of correction i3 requisita to continued
program participation.

FORM CM§-2667(02-88) Previous Versions Obsolete Event ID: TRFU11 Fadilty D; 475020 If continuation sheet Page 1 of 2



2013-06-28 10:31 Revera INC 8022234864 >> 8022412348 P 3/3
. ' PRINTED: 06/19/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

.STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILMDING . COMPLETED
' C
475020 8, WING 06/12/2013

NAME OF PROVIDER OR SUPPLIER

. BERLIN HEALTH & REHAB CTR

STREET ADDRESS, CITY, STATE, ZiP CODE
98 HOSPITALITY DRIVE

BARRE, VT 05641

interview with the DNS (Director of Nursing
Services) s/he works per diem, did not work
-consistent hours for a time but has since been
working nearly full time hours. There is no
evidence to support that this LNA ever had an
evaluation. This is confirmed during interview

‘ with the DNS on 06/12/2013 at 11:58 am. The
DNS further reports that the facility is aware that
they are behind on some of their evaluations and
have been trying to get them up-to-date, but have
not yet completed this one.

|

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATC
. DEFICIENCY)
F 497 | Continued Fro 1 - . .
From page F 497 6. ‘I'he resulls of audits

will be reported to the
QAA committee by
thc DNS or designee
monthly X3 months.
The frequency of
audits after that time
will be determined by
the QAA commillee.

7. Corrective action will
be complete by

! 6/30/2013
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