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7~ 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) 241-2345

To Report Adult Abuse: (800) 564-1612
' Fax (802) 241-2358

March 1, 2010

Meagan Buckley, Administrator
Berlin Health & Rehab Ctr
98 Hospitality Drive
Barre, VT 05641
Provider #: 475020

Dear Ms. Buckley:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on January 27,
2010. Please post this document in a prominent place in your facility.

We will 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,

Loxenne & Lot o, s

Suzanne Leavitt, RN, MS

Licensing Chief
Enclosure
A
Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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F278 483.20(2) « (j) RESIDENT ASSESSMENT
The assessalent aust accm'ate_ly reflect the resident’s status.

A repistered aurse must canduct or coordinate each assessment with the appropriate participation of health
professionals.
A registered nurse must sign and carify thiat the assessment is completed.

Ench individual who completes a portion of the assessmant must sign and cerclfy the aceuracy of that portien
of the asssssment.

Under Medicare 2nd Medicaid, an individual who willfully and knowingly certifles 3 material and falee
statemont i a residant assessment is subject to & civil mansy pesalty of aat mare than §1,000 for each
assesament; or an individual who willfully and knowlngly causes another individual to certify & material and
false starement in i rosident assessment is subject 1a 2 civil money penalty of not more than 55,000 for cach

gssessnient.

Clinical disagresment does not sonstihute a material and Rlse statement.

This REQUIREMENT is not met as avidencerd by: .
| Per wmedical record review and siaff intérvisw, the faeillry failed to properly cods "resistance (@ care" on the
| MDS (& Resident Azsezament Dats Collection Taol) for 2 af the residents i the survey semple (Residents #6

and #96). Findings include:

1. Per record seview, Resident #96's most recent MDS. 2 quarterly assessment dated 12/1 4/09, inaccurately
coded the residear as vesistive to care. During interview, at 1:20 PM on 1/27/10, the MDS Coordingtor
confirmed the inascurate code and the lack of evidence 10 suppalt that the residens was vesistive to care
during the ARD (Assessment Reference Dats) period.

5. Per record review for Resident #6, the residént wes coded on the MDS as being resistive 1 care in the 7
days preceding the MDS assessment that was completed on 10/26/2009. The nursed’ notes written betwesn
10/23/2009 and 10/26/2009 indicate that Resident #6 had refused medicarions an 2 oceasiony and refused
case on | occasion which was due to his/her physical condition at the time, indicaring that the refisals wirs 2
matter of choice aad not a behavior issue. This was confirmed during interview with the Unit Manager on
01/27/2010 at 2:19 PM. The MDS Coordinator also confirmed during interview on 01/27/2010 s 2:25 PM
thar the MDS was coded for resistance to care as a behavioral issue.
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| An uhannaunced on-site annual recertification
'| survey was completed by the Divigion of
Licensing and Protection fram 1/28/10 to 1/27/10.

() |
: The fagility mugt develop and Implement written
. policies and procedurss that prohikit
' mistreatment, neglect, and ahuse of residants
. and misappropdation of resident property.

| This REQUIREMENT ig not met as evidenced

, Based on staff interview and record review the
" facility failed to implemant their policy and

| procedure regarding reporting of potential

| mistraatment of & resident ( Resident #157).

| Eindings include:

' Por record review, the facility failed to report an
incident, in Which Resident #1537 alleged raugh
treatment by a staff member, to the appropriate

, 6tate agencies. The tacliity's policy, 'Reporting

' Abuse 1o State Agencigs and Other
 Entites/\ndividuals' states: "1. Should a

 Suspectea violation or substantiated incident of
mistreatment, heglect, injurias af an unknown

. soutoe, ar abuse...be reported, the facility

, administrator, or his ar her designes, will promptivk

. natify the faliowing persans or agencies (verhally

' and written) of such incident: 8. The State '

' licensing/certification agency...d. Adult Protective
Services.”

. A nurse's note, dated 1/18/10, ravealed that the
. nurse had been notified by an LNA (Licensed

Nursing Agsistant) of a bruise on Residént #1587
‘ right thigh. The riote stated ¢ at the "area does

Corrective action:

£ 226 483.13(c) STAFF TREATMENT OF RESIDENTS F228| F226

1. Resident #[57 evaluated and no
negative outcome resulted from
this alleged deficient practice.

2. Allegation reported to Vermont
Licensing and Protection.

1/27/2010
deficient practice.
2/26/2010

compliance with plan.

comniittee.
7. Corrective acrions shall
complete by 2/26/20 10

F oto

3. All residents have the potential {0
be affected by this alleged

4. Stalfre-educated by the Director
of Nursing ov designeg for
standards of practice for abuse
prevention and repoiting.

5. Random weekly audits to be
performed by Director of Nursing
or designee to determine continued !

6. Director of Nursing shall report out |
1o QAA commitiee monthly x3 at
this time frequency of further
survelllance shall be determined by

be

Ac pond 2 4E 10

GRATORT JEAREG TOR'S OR PROVIGZAISUPS 2K REPRESENTATIVE'S SIGNATURE “FE . %) OpTE
B I P udille Qdodtaie’ 2
_—'AJ&M~AA.¢" d / () ACL_
Any doficlency stateme @, g With an asterisk (*) d2notes a cy which the Institution may by excused from correcting praviding tis dstermdnad that
ather safeguards pravide"swfficiant praection ta the patients. (Sfe instyuctions.) gxcapt for aursing homes, the findings stated abave are dleciogsable 30 days
fallowing the dats of qufvey whether or not a plan of cormsctian ed. For nuraing hemes, the bove fldings and plans of carmction ara disclosable 14
days fallowing the date these documents are made avaiiale t ihe facility. If deficiencies ars citad, an aparovad plan of camection. i§ raquisite 1o continued
program participation.
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| PEFICIENCY) ]
F 226 Continued From pags 1 F226.
| look iik® finger prints” and wyhen res askad how it | '
nappened res didn't want to say." The note
! further stated that the rasident ldentified 3 staft
. mernber stating, *(s/ha) has iron pands."
; Although the facility conducted an immediate
 investigation of the incident, both the DNS
: (Dirgctor of Nursing Services) and the
i Administrater confirmed during interview, on the
- afternoon of 1/25/10, that the incident had not
| paen reported to the appropriate state agencies. Corrective action:
F 253] 483.15(0)(2) HOUSEKEEP!NGMA!NTENANCE g 2531 §253
§5=0 o HAR eyaluated
| The facility must provicie housekeeping and 8 [::s;%;'vr: ::i:;;i;i;ﬁ;gdﬂxn
; ”‘a‘!“e"a““'@ services necessary w mgintain a thi’i alleged deficient practice.
g sanitary, orderl. and comfortable interior: 2, Heater alleged to be defective
' checked and repaired. By
' This REQUIREMENT is not met @2 evidenced | waen0ie ,
oy 3. Al room heaters can potentially be
| Baged on obsarvation and interview, the facility aﬂ’c'cted‘ \
fa“ed to provide maintenance sewlces necessary 4. Maintenance Staff to check all
. 1o maintain a safe and ordetty interior for 1 heaters and make any necessary
| applicable resient (Resident #38). Findings repairs by 2/26/2010
include: 5. Random weekly audits to be
performed by Maintenance director
! Per observation 00 01/252010 and 01/26/2010, or designee to determine continued
ine facilty failed to ensure that the basetoard compliance with plan.
' heating elements \n resident rooms were properly 6. Maintenance Director shall report
_maimained. The hesting slement It tne reom of out to QAA committee monthly X3
. resident #38 was observed to W geparating from at this time frequency of further
the wall, contains hard, sharp 8dges, and i8 in surveillance shall be determined by
cantact with a fail mat which is placed between committee.
the bed and the wall. Resident #38, whe 1 Corrective actions shal be
occupies the bed closest 1o the heating element complete by2/26/2010
in this room, has 3 histary of rolling out of bed. o _
The above was confirmed BY staff interview and ﬂ%{ W,/f? ;1/) §-/D
staff obgervation on 01/26/2010. . C ;Lv /S,%
F 2801 483.20(d)(3). 483.10(k)(2) COMPREHENSNE F 280 f v
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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A. BULRING
475020 B WING 01/2712010
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0 | SUMMARY STATBMENT OF REFICIENCIES D F " PROVIDER'S PLAN OF SORRECTION C
PREFIX ' (EACH DEFICIENCY MUST B8 #RECEDED BY PULL PREFIX (BACH CORRECTVE ACTION SHOULD 38 COMPLETION
TAG |  REGUUATORY OR LSC IRENTIFYING INFORMATION) TAG cncss-nsﬂ-:a&gggl%éﬁ gy)e APPROFRIATE , O4TE
I 280 Continued From page 2 F 280

' The resident has the right, unless adjudged

' incampetant or otherwise found to be

' incapacitated under the laws of the State, to
 participate In planning care and freatment ar
; changes In care and treatment.

' A comprehansive care plan must be devaloped
I within 7 days after the completion of the
comprehensive assessment, prepansd by an
interdisciptinary team, that includes the attending
 physician, a registered nurse with responsibility
! for the resident, and other appropriate staff in

: disciplines as determined by the resident's needs, -

' and, to the extent practicable, the participation of

' legal representative; and pericdicaily reviewed
- and revised by a team of qualified persons after
; each assessment.

' This REQUIREMENT is not mat as evidenced

" by,

' Based on staff interview and record review the

. facility failed to revise the comprehensive care

plan to reflect the current status and naeds for 1
applicable resident (Resident #157). Findings
include:

. Par record review, aithough Rasident #157 had
been identified as high risk for bruising reiated to
medications s/he was receiving and, in fact, had

' developed bruises, the care plan had not been

| updated to identify interventions to raduce the risi

, of bruising during provision of care. Per review of
nurees’ notes, the resident was identified on

. 1/6/10 with bruises of unknown origin on both the

the resident, the resident's family or the resident's -

Corrective action:

£280
|, Resident #157 evaluated and no
negative outcome resulted from
this alleged delicient practice,

2. Care plan of resident #157

updated. 1/2872010

Residents who bruise easily can be

affected by this alleged deficient

practice.

4. All resident who bruise easily care
plans reviewed and updated as
needed. By 2/26/2010

5. Saff re-educated by the Director
of Nursing or designee for
standards of practice for caring for
residents who bruise easily, By
2/26/2010

6. Random weekly audits to be
performed by Nurse Manager or
designee to determine continued
compliarice with plan,

7. Director of Nursing shall report out
to QAA committee monthly x3 ut
this time frequency of further
surveillance shall be determined by
committee.

8. Corrective actions shall be
complete by 2/26/2010
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 DEPARTMENT OF HEALTH AND HUMAN SERVICES $ORM APPROVED
 CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 6938-0381
TEMENT OF DEFICIENCIES (X7) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X4) DATE SURVEY
, ) PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
415020 3 WING _ 01/27/3010
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY. STATE. 2IP COOR
98 HOSPITALITY DRIVE
M
BERLIN HEALTH & REMAB CTR BARRE, VT 08641
x4y SUMMARY STATEMENT OF DEFICIENCIES f o " PROVIDER'S PLAN OF CORRECTION ' uﬁ\'
PREFIX ! (EAGH DEFICIENCY MUST SE PRECEDED BY FULL ! PREFDL (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG |  REGULATQRY ORLSC DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APEROPRIATE DATE
i DEFIGIENGY) :
F 280

F 280, Continued From page 3

. right hip and the left ring finger and on 1/18/10,

 another bruise was noted on tive resident's right

' thigh which was identified as; *...does look like

' finger prints..." When guestioned about the origin ¢

: of the right thigh bruise the resident had .

| responded that during the provision of care, one

| staff member had "iron hands.” The nursd's nate

. further stated that when the physician was notified |

' of the bruise, §/he had stated that psople on 2

" medication regimen that included Aspirin and

| Plavix (both of which the resident recelved),

myruise easily.” During intorview on the afternaon
of 1/26/10, the nurse Unit Manager confirmed that

. althaugh staff were aware of the residant'y high

" rigk for bruising, the care plen had not been

| updatad o reflect the current right thigh bruise or
interventions to raduce the risk of further bruising.
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