I\o'\ VERMON T 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 6, 2018

Ms. Wendy Beatty, Administrator
Bennington Health & Rehab

2 Blackberry Lane

Bennington, VT 05201-2300

Dear Ms. Beatty:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
13, 2018. 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,

a:i%m QILWLM

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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PREFIX PREFIX (EACH CORRECTIVEACTION SHOULD:BE COMPLETION
TAG TAG GROSS:REFERENCED.TO.THE APPROPRIATE DATE
! DEFIGIENGY) ]
{F 000} | INITIAL COMMENTS  {F 000}
~ An:unannounced on-site follow-up survey was \
conducted.on 3/18/18 by-the. Divislon of Licensing | This plan of correction s the
and Protection. There were: repeat regulatory : ) .
issues identified as a:restilt | centers credible allegation of
{F 645} | PASARR Screening for MD. & ID {F645} | compliance.

s8=0| CFR(s): 483.20(k)(1)(3) ,
i Preparation and/or

‘§483:20(k) Preadmisslon: Sereening for ' I execution of this plan of
individuals-with a mental disorder and individuals : ion d pt
with lntellectual disabilify.  correction does no

constitute admission or
‘or. after January 1, 19&9 ,‘any. new: res:dents wnth h h of the facts alleged
(1) Mental disorder as defined in paragraph (k)(3) : the truth of the facts allege
(i):of'this section, uriless the: State mentalhealth : or conclusions set forth in
autherity has: determlned base-td ,on an the statement of
independent: hysical and merital evaluation :
perfgrmed bypa persoioreritity other thanthe: deﬂclencles. The plan of
State: mental health atithority, priorto-adiission, | - correction is prepared
(A) That, becaiise of the phJ)‘:Swai and mertal and/or executed safely
-condition of the individifal, the individual requires, : i E ;
the level of services provided. by a nursing facllity;. because it is required by the
-and, provisions of federal and
-(B) If'the individual raquires such level of state law.
-services; whether the-individual requires
: lized-services; or
ellectual disability, as. defined In paragraph
(i) of this section, unless the State
mte ectual disability or developmental -disability
authority has.determined prior to-adimission-
(A)That; because-of the physical and mental
condition of the individual, the individual requires
[ 'the: level of services provided: by a nursing-facility;
and
(B) If the individual requires such level of
services, whether the individual requires
specialized services forintellectual disability.

LABORATORY DIRECTOR'S-OR PROV|DER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TITLE (X6) DATE

sy PED N1

Any.deficlency. slaterment: erding with an agterisk (*) denotes.a;déficlancy wilch the:institution ‘may ba:escused from correcting providing it is determined that
other. safeguards provide sufficient protection to.the: patlents (See'mstrucllona) Except fo | hnmes the findings:staied above: are disclosabie 90, days
following-the:da survey whetheror not:a plan of carrectionis;providad.. g'homes,:the abovefindings and plans of correction; are disclosable 14
days following. the date these documents.are!made:avallable toithe facillly. 1f.defi clancies:ars cited, an: approved plan of correction Is requisite to continued
program: participation.

FORM CMS-2567(02-88) Prévious Versions Obsolete-. Event ID: U7V112 Facilily 1D; 475027 If continuation sheet Pag. 1 of 5
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(RYMULTIRLECONSTRUBTION (xa) DATE SURVEY
{4,/ BUILDING: " "COMPLETED

g R

|/B VNG 03/13/2018:

(x4) D
PREFIX
TAG

o
CﬂMFEgTION'

DATE
"DEFICIENCY)

{F'648}| Continued From page 1

§483,20(k)(2) Exceptions. For purposes of s
'sgction-

paragraph(k)(1)-of this ‘section need not prt
for determinations in the case of the reai oF
to-a nursing facility of an'individual who; after
baing.admitted to the nursing facmty wais
transferred for care in.a hospital,

{it) The State may:choose notte:applythe:
preadmission.scregning program under
paragraph (k)(*) of this sectionto the admission
to.a nursmg facility of an ‘individual-

(A) Who is:admitted to the: facllty directly from a

hospital,
(B) Who requires.nursing facllity.services forthe:

the hospital, and

(C) Whose attending physician:has.certified,
before adiission to-the fagility thaf the individaal
islikelyto requlré less thah 30 days of nutsing
facility: serviees.

'§483.20(k)(3) Definition. For purposes of this
seetion-

(i) Anindividual is considered fo have a mental
disorderif the individual has a serious-mental
disorderdetined in483; 102(b)(1)

(i) An individual is considered to have an
intellectualdisability: if the individual has an
infellectual disability-as defined in §483.102(b)(3)
of is a person with a related-conditior as:
deseribed in 4351010 of this.chapter,

This REQUIREMENT is nmt met'as evidenced
by:

Based on interview and record review the facility
failed to-.complete a préadmission sereening fora
| méntal disorder oi intslfectyal disabilityfor 1-0f 7

(i)The preadmission screening program under

hospital after receiving acute inpatient care:at the |

conditioh for which the individual recsived ‘earé in |

Foasy |

1

|

!

i

!

FORM GMS:: 2557‘(02 99) PreYlous Veréions Obsolele Evént: ID Uiz Fécllty lD’-‘;J'

- All residents have the :
* potential to be affected by 1
. this alleged deficient 5

_ All new residents will have ‘

i Aweekly x 4 then monthiy x

F645

Resident #1 PASARR
completed. !

practice, 5

A full house audit of PASARR
was completed as necessary. !

PASARR completed within 30 ;‘
days by the social worker. '
Social worker has attended

the education session :
provided by the state :
regarding PASARR .
requirements, '

3 audit will be completed for :
admissions within the past
thirty days to verify
completion of the PASARR.

Audits will be reported to the '
QAPI| committee by the social
worker.

Date of Compliance April 2,
2018,

Responsible party«Socnal h'ahieet Page 2 of 5
Services
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o4y
PREFIX.
TAG

SUMMARY STATEMENT OFD
\ Y

(EAC ENC
REGU LATGRY ORLSE ]DENT!FYING INFGRMATIE!N)

DEFICIENCY)

- b PROWDER'S PLANOF- GORRECTION (Xej
PREFIX {EACH CORRECTIVEAGTION SHOULD BE: GOMPLETION:
TAG CROSSREFERENGED TO THE APPROPRIATE DATE!

{F 645}

{F 761)
58=E

déntinued to reside:atthe: facﬂity arnidthe
.| ho.evidence in the:medical récord that the -

Continued -From page 2

residents in the applicable sample (Residanti#1).
Findings include:

Parrecord review Resident #1-was admitted to:

the facility.on 4/11/17. Per review of the

Pre-Admission Screen for Existing Mental lliness;
Mental Retardation;.or Related Condition

: (_}?A'SARR) form, the-physiclari's signature-on.the
| form:indicated that Resident #1 was' PASARR

exempt, Tikely' to require less than' 30:days in the
nursing facility. As of 3/13/18; Resident#1
feiwas -

resident had peen screened for PASARR: .Pet

interiew on 8/13/18 at 2:41 PM with the sociel

worker, s/he confirmed thatthe residenthad not
beén screened for PASARR: Péit Interview:on

“3M3/18 at4:37 PM with the: Director of Nuising,
sftie also confirmed that Residerit #1 had not

besn scregnsd for PASARR.

-L:abel/Store Drugs-and Biologicals:

CFR(s): 483.45(g)(1){1)(2)

‘§483.45(g) Labeling of Drugs and Biclogicals

Diugs and biclegicals used in the:-facil miust be

pro esslonal principles, and mc:lude the
appropriate accessory and cautionary
instryctions, and the expiration date when
applicable.

§483:45(h) Storage of Drugs and Biologicals

§483.45(h)(1);In accardance:with State:and’

Federal laws, the facility: must store al'drugs and
biologicals in locked compariments under:proper
temperature controls, and permit only: authorized

personnel ta:have access to the: keys

{FT6T)

FORN CMS-2567(02-99) Previotis Verslons Ohisolelé

Event IDIUTVH12 Facilly 1D: 475027
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GENTERS FOR MEDICARE & MEDICAID: SERVICES"

PRINTED. 03/27/2018
hi RMAPPROVED

OMB NO: 0938—0891__ _

FICIENCIES X1) PROVIDER/SUPPLIERICLIA. | X2 MULTIPLE CORNS: (K DATESURVEY. |
iﬁ%fﬁ”fm”é? (F)ggﬂEchbN e IDENTIFIGATION NUMBER: A BUIBING: ‘COMPLETED. |
- R i
A7502F BAWING___ . 03/43/20181_ °
NAME:OF PROVIDER OR-SURPPLIER S {STREET: ADDRESS““CIT.‘E;' STATE, ZIP CODE
' BENNINGTON HEALTH & REHAB: ]
(x4) D SUMMARY" STATEMENT OF DEFIGIENCIES T
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL ! comg}hgglow
TAG: REGULATORY GR LSC IDENTiFY!NG INFORMATION) !E'
ynad N , g (£ 761 ‘i No residents were affected |
- {F 761} Continugt From page Faedy ; by this alleged deficient
§483.45{h)(2) The facility must provide separately * practice, ;
locked, permanently affixed compartments for | st
storage of controlled:drugs listed'in"Sehedule Il.of - All residents have the
the:Comprehensive Drug-Abuse: Prevention:and ' potential to be affected by .
ControlAct:of 1976 and otherdrugs:subjectto: this alleged deficient
abuse, except when the facllity uses single unit / Facti
package:drug distribution systems in-which:the | Ppractice.
quahtity.stored isminimal and:a missing dose:can .
‘e readily detected. ! EXplfed and unlabeled
This. REQUIREMENT is not met as.evidenced ‘ medication were discarded.
by: | i
Based on observation, interview and record Med storage rooms and med
review, the fac;hty‘faﬂad o labs) drugs and carts were audited for
biologicals in accordance with a; d T — _
professlonal principles for 2 of sation carts uniabeled expired ;
-and 1 of 2 medication starage rooms; Findinigs medication. -
include: ‘:
_ Staff were re-educated on !
Per phservation on.3/13/18 at 10:34 .AM of the proper Jabelin ;
medication cart #1 on the second: floar, a prop g and :
‘medication: cup filed with off-white colored , Storage of drugs and
ccapsules was in themiddle drawer withouta label . hiologicals.
-and a date. Therewas also:a:tube of 24.gram :
Insta-Glucose (used for low blood" sugar) withian i Audits of med carts and
.expiration-date of 1/31/18. Per interview with-the medicati :
Registered Nurse (RN) who was-working.on : cation storage areas will
medication-carti#1 at that-tims; sthe confirmed . take place weekly x 4 then
that the capsules’inthe medication cart shouild monthly x 4 to assure
not have been-left in-the:drawer without a label: compliance. R ;
and a date. She also confirmed that the tube of - Somp ) & Rasultsiwill e
Insta-Glucoss had éxpired. reported to the QAPI
- committee hy the CNE for 4
Per observation oiv 3/13/18 at 10:37: AM of the months.
medicalion storage rooin on the:second flook,
there'was a bottle of multivitamins Wlth iran with Date of Compliance April 2,
2018,
- o ~—— Responsible party- CNE, _ —
FORM.CIMS- 2567(02 BB) Previgus \?erssons Gbac\ete ‘Ev,anl ID,‘ U7vang ‘Faciliy 1D, on sheet Page:.4 of 5

nurse managers or designee.
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| "Onge:any medication-er blolnglcal package is

| expiration dates foropened: medtcations. Facility

carifirmed thatthe botlles of multivitamins had,
exgired and proceaded to throw thism:away.

Per reyiew-of the facility policy:(Storage: and
Expiration: Datmg of Medications; Biolaglcats
Syringes,. and Needles) section 5, 5.2 read;

opened; Faclity- should foliow
manufacturer/supplier guldelines with respect to

staff:should record the-date opened on the:
medication container when the-fnedication has:a
shoftened-eXpirgtion date-ofce operied

Médicatiohs withiza manufacturen's explr.aﬁqh
date expressed in month and year-will expire on
‘the kst day of the mehth."

%) 1D s#myggv STATEMEN s
EiX (EAGH DEFICIE
PB,,EG' REGULATORY OR LSC IDENTIFYING INFORMATION) 26 COMS}%C‘ET i
BEFICEENCY)
{F 761} | Continued From page 4 {F 761}
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