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

February 8, 2019

Mr. Shawn Hallisey, Administrator
Barre Gardens Nursing And Rehab Lic
378 Prospect Street

Barre, VT 05641-5421

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 9, 2019. 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,

p
QWM’VLC@% FeN

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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During ar unannounced, an-site recertification
stirvey, which was condictsd by the Division of
Licensing and Protection betwasn 1/7-3/2018, the
faciiity was found to be in substential compliance
with the emergency preparedness planning
procass,

F OO0 INITIAL COMMENTS

An unannounced, on site recertification survey
was conductad by the Divigion of Licensing and

- regulatory findings wane kisntified:
F 584 Ssie/Clean/Contforiable/Homelike Environment
3g=g CFR{s}: 483.10{0{1{7

§483.10{) Safe Environment
The resigent has a tght to = safe, clean,

, comiortsbie and homellke anvirenmment, inciuding
Bbut net limited ic receiving tregtment and

. supparts for dafly living safely.

The facility must provide- :
§483.10()(1} A safe, clzan, comfortable, and
homelke envirconment, aliowing the resident io
use his or her personal belongings o the extent
possible.

(i) This includes ensuring that the resident san
receive Care and services safely and that the
phyzical layout of the fagilily maximizes resident
indepandence and does not pose z safely risk.
{il} The facility shall exarcise rsasonadle care for
the protection of the resident’s property from ioss
or theft.

§483.10(i)(2) Housekeeping a2nd maintenance
sefvices necassary to malnlain a sanitary, orderyy,
}d somforiable interor,

Protection between 01/07-09/2018, The following |

£ Q00

F 00D

#1 All bathroom exhaust vents have been
cleaned

#2 Contaminated linens laundered and
laundry aide educated

#3 Wash machine filter emptied and
cleanéd.

Clean Jaundry area cleaned/disinfected and
laundry aide educated )

#4 Resident #80 oxygen tubing changed and
concentrator filter cleaned

#5 Resident #80 nebuiizer mouthpiece/
tubing changed and bagged

#6 Elecirical cutlet for resident #16 repaired
#7 Resident #16 mattress replaced

F584

—— 1

o A ; i .
LABGWDER@TGRE cm?wsacs_-rs:%y EPAESENTATIVES SIGNATURE . TITLE '
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Any uficisncy stztsmant ending win on ostorisk (') donoles

sefisiensy which the institulion may be sxcused fom corresting providing 1 i3 delbrmined al

a!har;a;gguards PEOVEIS sUlfcent pratection 1o tha pelientd/ (See instruslinne ) Excspt for nursing homes, It fladings staled abovs am disclassbia 55 days
Tolowing the data of survey whather of not 3 piar: of corrsction I providsd, For nursisg homes, the above fiadings and pipas of carroeticn are disclaandia §4
days follswmng the dels thegs dosuments are mads availzble to (he fsckly, If dafislanses sre cled, an Bpprovec plan of correction is requsite ta confmred

program axricipation.
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F 584 Centinued From page 1

8483 10{i){3} Clean bed and bath linens that are
in good condition;

§483.10(1)(4) Private closet space i each
resident room, as specified in §483.20 {e}(2}{iv);

§483 10(i}{5) Adequate and comfortable lighting
. teveis in all areas;

- §483.10(i){8} Comfurtable and safe temperature
levels. Facilities initially cerfified after October 1,
1890 must maintain 3 temperature range of 71 fo
81°F, and

§483.10(i)(7} For the maintenance of comfortabls
- sound levals.

This REQUIREMENMT is not met as avidensed

by:

Based cn obssrvations and staff interview, the

facility fziled to ensure 2 clean, comfortable, and

homelike environment. Findings include:

1. Per observation en initial tour of the facility on
17119, the exiraust vents in many resident
bathrooms were covered with 3 layer of dustidint.
This observation was made by muitipie surveyors
on all units. Per interview on 1/9/18 at 2:45 P,
the Maintenance Director confirmed that the
vents were taken apart and clezned in Juiy 2018,
however the cuter blades of the vent were now
very dusty in many of the rcoms and
nousekesping hsd overlooked dusting them as
part of the bathroom cleaning routine.

Z. Per observation on 1/3/12 at 9:35 AM, 2
laundry service @ide. while putiing clean linen
away, dropped a clean bed sheet on the floor.
With a hand full of other sheets sihe scooped it

F584 Residents have the potential to be affected
by the alleged deficient practice. These
residents will have their bathroom vents and
washing machines filters cleaned, soiled linen
handled appropriately, resp. equipment
changed and cleaned per policy.

#1 Housewide audit of bathroom exhaust
vents completed to ensure are clean.
Housekeeping staff will be in-serviced on
bathroom exhaust vent routine cleaning
schedule _

#2 Laundry staff in-serviced on handling

soiled linen appropriately and in the correct
areas
#3 All washing machines audited to ensure
filters are clean. Laundry staff in-serviced on
cleaning washing machine filters
#4 and #5 Housewide audit of all Respiratory
Equipment completed to ensure changed,
cleaned and maintenance provided. Licensed
staff in-serviced on respiratory policies
“Cleaning of Equipment” and Concentrator
Maintenance”
#6 Housewide audit of all electrical outlets
completed to ensure no outlets exposed. All
staff in-serviced on notifying maintenance
when electrical outlets are exposed

FORM C2a5.7557(02-98; Previous Versions Obsclels Evest il G700
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up, contaminating the other sheets and placed
them in the clean linen cart. At that time, sihe
confirmed that the shael was dirty and should nat
have bean placed in the cant with clean #nsn. Per
interview with the Laundry Service Director on
1HZ01S at 10:10 AM, sihie also confirrned that

the dropped sheet shouid not have been placed

in the clean linen cart, and that the enlira cart was

now conlaminated, |

3. Per observation of the laundry area on ;
17812019 at 9:45 AM, the two washing machine |
filters were filled with lint and other debriz. Thers |
was a sign under the filter reading clean fiiter '
daily. Per interview with the laundry service aide

at that time, s/he confirmead they should be

- cleaned daily, but s/he anly cleans them once or
twice a weak. The [2undry service aide also

expiained thal after the dirty laundry is collected,
it is broughi dewn, and sorted in the clean laundry
area, Per interview with the Laundry Service
Director on 1792019 2t 13:10 AM, s/he
confirmed that dirty faundry should be sorted in
the dirty laundry room, not in the clean taundry
arza.

4. Per chservation on 177716 at 10:42 AM.
Resident #30 was actively using oxygen therapy
through an oxygen concenirator present in the
reom. The oxygen tubing was not labeled o
indicate the fast time it had been changed. The
filter on the concentrator was dusty and the
resident reperted that he had asked the "cleaning
lady” to rinse it out yesterday, sihe reported it was
much worse previous to that. The Unit Murss
Manager canfirmed this cbservation,

5. Per abservation on /7713 at 100142 AM,
Resident #50 had a mouthpiece and tubing

FORM CrRISZS

67(02-35) Previogs Yarsions Obssiete

mattresses to ensure they are not bottoming
out needing replacement. Nursing Staff in-
serviced on identifying when

mattress should be reported to maintenance
for replacement.

#1 Random audits will be conducted by the
administrator or designee

of bathroom exhaust vents for cleanliness
weekly for 4 weeks then ,
monthly x2 months or until substantial
compliance has been achieved.

#2 Random audit will be conducted by the
administrator or designee to ensure the staff
handle soiled linen appropriately weekly for 4
weeks then monthly x2 months or until
substantial compliance has been achieved.

#3 Random audits will be conducted by the
administrator or designee to ensure washing
machine filters are clean weekly for 4 weeks
then monthly x2 months or until substantial
compliance has been achieved.

Evant 10:GPAI S
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F 585
S&8=8

connecied to a nebulizer machine sitting on the
bedside lable. The meuthpiece wasg not placed in
a bag and was simply hanging sevaral inches off
the flcor and near a male gortable urinal that
contained urine. The fubing was not labeled (o
indicate the tast ime it had besn changed. The
Unit Nurse Manager confirmed this observation.

8. Per cbservation on 01/08/13 at 11:35 AM, an |
axposead electrical sutlet was noted at the head of |
Resident #15's bad. Per interview with the
Maimanance Gireclor on 1/8/19, s/he confirmad |
that the elecirical outlet was exposed and that |
sihe had not been aware of the damaged outiet,

7. Per abgervation on 1/8/2019 at approximately
406 PM, while Resident #18 was ouf of bed, the -
matltress was noted to have a large round surken
area in the middle. When the surveyer placed

their hands on the underside and ths top, thair
fingers could be feit indicating that the matiress
hiad botlomed cut. At that time, the Director of
Nurses confirmed that the matiress had botlomed
out and that she was not aware of the issus.

See aiso FO8S0
Grievancss
CFR{s}: 483.10(){1)-{4)

8483 16()) Grievances.

§483.10()){1) The resident has the right 1o vaice
grievances to the faciiity or other agency or entity
that hears grievances withoust discrimination or
reprisal and witheut fear of discrimination or
repriaal. Such grisvances inchide those with
respect 1o care and reaiment which has baen
furnished as well as that which has agi been
furnished, the behavior of staff and of other

the DON/designee of residents utilizing
Oxygen, Nebulizers, and/or concentrators to
ensure the equipment has been maintained,
changed and cleaned per policy for 4 weeks
then monthly x2 months or until substantial
compliance has been achieved.

#6 Random audits will be conducted by the
administrator or designee on electrical outlets
to ensure they are not exposed weekly for 4
weeks then monthly x2 months or until
substantial compliance has been achieved.

#7 Random audits will be conducted by the
DON or designee on resident mattresses to
ensure they are not bottoming out weekly for 4
weeks then monthly x2 months or until
substantial compliance has been achieved.

F-55U Poc acapid 21 6. Cermants <o

F 585

Results to be reported to the QAPI committee
for further recommendations as necessary.
The Administrator will oversee this POC.
Date of Compliance: 2/20/2019

““&@
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residenis, and other concerns regarding their LTC
faciliy stay.

§483.10()}{2) The resident has the right to and the
facility must make prompt efforls by the faciliiy to
resoive grievances the resident may have, in
accordance with this paragraph.

§483.10()}{3) Ths facility must make information
on hiow to file 2 grigvance or complaint avaiiable
to the resident,

- §483.10()(4) The faciity must establish g

" gnevance policy o ensure the prompt resolution
of all grievancas regarding the residents’ righls
contained in this paragraph. Upon request, the
proviger must give a copy of the grievance policy
to the resident. The grievance policy must
includa:
{i) Notifying resident individually or through
postings in prominent lacations throughout the
facility of the right to file grievances crally
{meaning spokan) or in wiiting; the right to file
grievances anonyimously; the contact information
of the grievanca official with whom 2 grievance
¢an be filed, that is, his or her name, business
address (mailing and email} and business phone
numoer; g reasonable expected time frame for
completing the review of the grievance; the right
t0 oblain & written dacision regarding his or her
grievance: and the conizaci infermation of
independent entities with whom grievances may
be filzd, that is, the pertinent Stata agency,
Quality Impravemsnt Crganization, State Survey
Agency and Siale Long-Term Care Ombudsman
program or protaction and advocacy system;
{ii) ldentifying a Grievance Official wha is
responsible for gversesing the grievances process.

¢ 585 The Grievance policy and postings have been

updated

Residents needing to file a grievance have the
potential to be affected by this alleged deficient
practice. These residents will have the
Grievance information available to them.

The Grievance policy has been updated. The
grievance official is identified and their contact
information has been updated and added to the
postings and they have been placed throughout
the facility. _

All staff to be educated on the Grievance policy.

Random audits will be conducted by the
administrator or designee to

ensure the grievance policy is posted and
identifies the grievance official and their contact
information weekly for 4 weeks then monthly
x2 months or until substantial compliance has
been achieved.

Results to be reported to the QAPI committee
for further recommendations as necessary. The
Administrator will oversee this POC. Date of

Compliance: 2/20/2019 IS&-L

F5%S PoC avgprd 3\ 6. Clemanen
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F 585 Continued From page 5

receiving and tracking grievances through to their
conclustons; leading any necessary investigations
by the facility; maintaining the confidentiality of all
information assaciated with grievances, for
example, the idenlity of the resident for those
grievances submitted anonymously, issuing
written grievance decisions to the resident: and
coordinating with state and federal agencies as

. necessary in light of specific allegations;

(m) As necessary, taking immediate action to
prevent further potential violations of any resident
right while the alleged violation is being
investigated;

(iv) Consistent with §483.12(c)(1), immediately
reporting alf alleged violations involving neglect,
abuse, including injuries of unknown source,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, to the administrator of the provider: and
as required by State law;

(v) Ensuring that all written grievance decisions
include the dale the grievance was received, a
summary statement of the resident's grievance,
the sleps taken to investigate the grievance, a
summary of the pertinent findings or conclusions
regarding the resident's concerns(s), a statement
as to whether the grievance was confirmed or not
confirmed, any corrective action taken or to be
taken by the facility as a result of the grievance,
and the date the written decision was issued;

(vi) Taking appropriate corrective action in
accordance with State law if the alleged violation
of the residents’ rights is confirmed by the facility
or if an outside entity having jurisdiction, such as
the State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirms a violation for any of these residents'
rights within its area of responsibility; and

F 585
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F 609
88=D

(vii) Maintaining evidence demonstrating the
result of all grievances for 2 period of no less than
3 years from the issuance of the grievance
decision.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review the facility failed to establish a grievance
policy that identified the grievance official and
pravided the grievance official’s contact

information for ali residents. Findings include:

Per review of the facility grievance policy, it read,
"The facility will make information on how lo file a _
grievance or complaint available to the resident :
by notifying the resident individually or with ;

prominent postings throughout the facility to i

include: The required contact information of the

grievance official: Name, Business Phone and

address (mailings and email).”

Per observation on 1/8/19, throughout the facility, -

the residents' rights postings did not delineate '

who the grievance official was and/or how to

contact him/her. Per interview on 1/8/19 at 3:49

PM with the Vice President of Clinical Services,

s/he confirmed that the grievance policy did not

identify who the grievance official was and did not

pravide their contact information,

Reporting of Alleged Violations F 609
CFR(s): 483.12(c)(1){4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must;

§483.12(c)(1) Ensur:e that all alleged violations
involving abuse, neglect, exploitation or

FORM CMS-2567(02-98) Prewious Versions Obsolete
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mistreaiment, including injurias of unknown
soirce snd misappropriation of resident property,
are reported immediately, but not Iater than 2
hours after the allegation is made, i the evenls
that cause the allegation involve abuse or resultin

* zericus bodily injury, or not laler than 24 hours if
the events that cause tha allegation do not invalve
abuse and de not result in serious bedily inury, to
the adminisiraior of the faciiity and to other
officials (including to the Stata Survey Agency and
adult protective services where state law provides
for jurizdiction in long-term care faciities} in
accordance wilh Stale law through gstablished
procedures.

§483.12(c){4} Report the resuits of aff
investigations o the administralor or his or her

accardance with State law, including o the State
Survey Agency, within 5 working days of the
incident, and ¥ {he allegad violation iz verified
appropriate correchive action must be taken.
This REQUIREMENT is not met 3s evidenced
by

Based on interview and record review the facility
failed to report a resident to resident altercation
which rasulted in physical contact {potentiai
abuse} for 2 applicable residents (Resident #25
and Resident #73). Findings include:

Per record review on 11/5/13 at approximately
4:00 PM, Rezident #25 was in the dining room
and s/he was siapped on the left side of the face
by Resident #75. The residants were separafed
and Residant #25 was assessed by staff. Upen
assessment, Resident #25 did not to have any
noted adverse effects from the intaraction. The
Unit Manager, Girector of Nursing, Social Werker,
Physician, and family were all notified. There was

designated representative and to other officizlz in -

475837 B WING 41405/2019
MAME (OF PROVIGES OR SUFPUER STREET ADDRESS, CITY, STATE, 2IF COOE )
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F 602 Continued From page 7 =gpg  The altercation between resident #25 and #75

has been reported to the appropriate state
agencies

Residents involved in resident to resident
altercations have the potential to be affected
by this alleged deficient practice. These
residents will have these altercations
reported.

DNS and Administrator in-serviced on
regulatory guidelines for reporting resident
to resident altercations to the appropriate
state agencies.

DNS or designee will monitor progress notes
for documentation of resident to resident
altercations and conduct random audits to
ensure they have been reported to the
appropriate state agencies weekly for 4 weeks
then monthly x2 months or until substantial
compliance has been achieved.

Results to be reported to the QAPI
committee for further recommendations as
necessary.
The Administrator will oversee this POC.
Date of Compliance: 2/20/2019
F- 609 POC atpd 1N
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F 609 Continued From page § F 608
nio avidence that this incident was reporied to the
appropriate State Agencies. Perinlerview on
179719 at 2:45 PM with the Administrater, sihe
confirmed ihat the incident was not reporied to
ihe appropriate State Agencias. . ) .
F610 investigate/Prevent/Carrect Afisged Viclation £ 510 Thfe resident to resident altercation between
s5=0 CFR{s) 483 12{c){2}-{4) residents #75 and #25 has been thoroughly

§483.12{c) In response (o allegations of abuse,
neglect, exploitation, or mistréatment, the facilty
st

§483.12(c}{2} Have evidence that sl alleged
violations are thoroughly investigated.

§483 12(c}{3) Prevent further potential abuse,
neglect, exploitation, or mistreatment while the |
invesfigation is in prograss. :

§5483.12{x){4) Repaort the resuilts of all
investigations to the administrator or his or her
dasignated representative and 1o other officials in
accordancs with State law, including o the Stals
Survey Agency, within 5 working days of the
incident, and if tha alieged viglation is varified
spproprials corrective action must be taken.
This REGUIREMERNT is not met as svidenced
by

Based on interview and record review the facility
falled to thomoughly investigate a resident to
resident alfercation. send a summary of the
investigation o the State Survey Agency, and
teke appropriate corrective action for 2 applicable
residents (Resident #25 and Resident #75),
Findings include:

Fer record review on 11/5/18 a{ approximately
4:00 PM, Resident #25 was in the dining roocm

investigated, a summary sent to the state
survey agency, and corrective actions
implemented.

Residents involved in resident to resident
altercations have potential to be affected by
this alleged deficient practice. These
residents will have a thorough investigation
completed, a summary submitted and
corrective actions implemented.

DNS and Administrator in-serviced on
regulatory guidelines for ensuring
completion of a thorough investigation,
sending a summary to the state survey
agency, and taking appropriate corrective
action.
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F 610 Contisued From page 9
and sie was slapped on the left side of the face
by Resident #75. The residents wera separated
snid Resident #25 was assessed by staff, Lipon
assessment, Resident #25 did not to have any
noted advarse efiecis from the interaction. The

Physician, and family were all notified. For
Resident #75, there was no notation in tha
medical recard that sfhe was inveived in the
aftercation and/or was the aggressar. Upon
further record revisw, thers was rio evidence that
the altercation was tharoughly investigated, a-
summary of the investigation was sent 1o the
State Survey Agency, or that appropriate
cofrective action was taken {o pravent further
potential abuss.

Par inferview on 172719 at 3:45 P with the
Adminizlrator, sthe confirmed that the incident
waz not reponied to the appropriate State
Agencies and as 3 result, the incident was not
nvestigatad thoroughly, that a summary of the
invesligation was not sent to the State Survey
{‘xgemy; and a corractive action plan was not put
inte place 10 prevent further potential sbuse.
Sine stated that there was no harm to either of
the residents, that naither resident remembered
tha inciden!, or that they were afraid of each
cthar.

Czre Plan Timing and Revisian

CFR{s}. 483.21(b)}{2)()<iil)

FBa7
§58=D

§483.21{b) Comprehensive Care Plans
§4832.21{b)}{2) A comprehensive care plan must
be-

(i} Daveloped within 7 days after comaletion of
the comprehensive assessment.

{ii} Preparad by an interdisciplinary team, that
includes but is not limited to--

Unit Manager, Director of Nursing, Social Worker, |

i
i

19 PNS or Administrator will randomly audit
resident to resident altercation incidents to
ensure a thorough investigation is completed, a
summary sent to the state survey agency, and
corrective actions were implemented weekly for
4 weeks then monthly x2 months or until
substantial compliance has been achieved.

=

i

Results to be reported to the QAPI committee
for further recommendations as necessary.
The Administrator will oversee this POC.
Date of Compliance: 2/20/2019
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F 857 Continuad From page 10 Fas7 Residents #5 and #50 have had their care

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident,

{C} Anurse aide with responsibility for tha
resident.

{D) A member of food and nulrition services staff. 5

{E) To the extent practicable, the pariicipation of
the resident and the resident's representativels).
An explanation must be included in a resident’s

- medica record if the participation of the resident
" and their resident representative is detarmined

not practicable for the development of the
resident's care plan.
{F} Other appropriate staif or professionals in

discipfines as detsrmined by the resident's nesds -

or as raquesied by the resident.

{i}Reviswed and reviged by the interdisciplinary

‘team aitar each aszessment, including both the

comprehensive and quarierly review
assessments.
This REQUIREMENT is not met as svidencad
by

Basad observation, interview, and record review
the facility failed o update care plans for 2 of 24’3
residents in the applicable sampie {Resident #5
and Resident #50). Findings include;

1. Per record review, Resident #5's care plan
dated, 82/18, read, "Sed Mobility: requires 2 staff
participation to reposition and turn in bed.
Bilateral U-bars ta heip assist with bad mobility”.
Per cbservation of Resident #5's room on 1/8/18
5t 4:18 PM, there were no bad rails andfor Li-bars
noted o1 his/her bed. Per intarview on 1/9/19 st
12:38 PM with the MOS Coordinator, sfhe
confrrmed that the resident did not have bad rails
andiar U-bars on hisfher bad snd that the
resident's care plan had not been updzated.

plans updated.

Residents with UBars and healed pressure
ulcers have the potential to be affected by this
alleged deficient practice. These residents will
have their care plans updated

Housewide audit conducted of residents with
care plans for Ubars and healed pressure
ulcers to ensure their care plans reflect their
current care needs. Licensed staff will be in-
serviced on ensuring care plans are updated
for residents with Ubars and healed pressure
ulcers to reflect their current care needs

Random audits of care plans for residents
with Ubars and healed pressure ulcers will be
conducted by the DNS or designee to ensure
the care plans reflect their current care needs
weekly for 4 weeks then monthly x2 months
or until substantial compliance has been
achieved

Results to be reported to the QAPI committee
for further recommendations as necessary.
The Administrator will oversee this POC.
Date of Compliance: 2/20/2019

F. (ST PoC acupred 2|2\
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85=0 CFR{s) 483.25{d)(1){2)
§483.25(d) Accidents.
The facility must ensurs that -

a3 free of accident hazards as is passible; and

5483 .25(d}{2Each residant recaives adeguate
supervision and assistance davices to prevent
aocidents.
This RECUIREMENT i not met as evidenced
By

Based on ocbzervation snd staff interview, the
facility falled to provide adsquate supervision for
2 of 20 sampied residents, (Residents #32 & #53)
Findings includa:

Per observation on 1/7/19 at 12:18 PM, Razsident
#32 was pacing around their room while yelling at
their reommate, Resident #83. Resident #37
yelied " don'twant you herel | hate you, get cut!”
Resident #63 was asking Resident #32 why sfhe
did not want harfhim there and Resident #32
repeated "l dan't want you here! Get outl™ Al this
tirme, an Occupational Therapist (0T} was
waiking by and entered the room. S/ne asksd

§483.25(d){1) The resident environment rémains .

STATEMENT OF BEFICIENCIES X1} PROVIOERSUPPLIER/ACLIA A2 MULYIPLE CONSTRUCTION {%3) DETE SURVEY
AND FLAN OF CORRBECTICH IDENTIFICATION UMBER: A GLILDING CTMPLETED
475037 £ VARG = 01/08/2019
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CATY, STATE. 218 CODE N
Be & = ; 178 PROSPECT STREET
BARRE GARDENS NURSING AND REHAB LLT BARRE, VT 05841
(X410 SURMARY STATEIENT OF DEFICIENCIES ic PROVIDER'S PLAN OF CORRECTION P28
EREFI% {EACH DEFICIEMCY MUST B PRECEDED 8Y FULL PREFIX {EACH CORBECTIVE ACTION SHOULS BE COMPLETION
AG SECULATORY OR 1L3C IDENTIFYING [NFGRIMATIGN: TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
CEF:ICIENCYS
F 657 Continued From page 11 £ 657
2. Per record review. Rasident #50's care plan
daizd, 8/30/18, read. “Aclual skin integrity
mpairment i (related to). immobility resulting in
unstageable pressure ulzer to left heel” Per
raview of the rultidisciplinary care conference
notes froms 12/4/18, the rasident’s “skin” is”
intact”. Perinterview on 1/9/18 at 2:53 PM with
the Director of Nursing, s/hie confirmed that the
resident did not have & pressure uker on hisfher
left heel at this time and that the resident's care
plarn had not been updated.
F 68% Free of Accident Hazards/Supervision/Devices £&ag. Residents #32 &#63 have had an incident

report completed. The OT and GA have been
reeducated.

Residents involved in a verbal altercation
have the potential to be affected by this
alleged deficient practice. These residents will
have these incidents reported and an
investigation conducted per policy ensuring
adequate supervision.

A housewide audit has been completed to
ensure residents involved in resident
altercations have these incidents reported and
an investigation conducted. Facility staff will
be inserviced on the Abuse policy specific to
reporting requirements.
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COMPLETED

5483 45(c} Grug Regimen Review,

§483.45(c)(1) The drug regimsn of each {esrépnt
must be reviewed at lzast once 3 month by 2
licensed pharmacist.
§453.45{c (2} This review musi include a review
of tf ent's madical chart

§483.45(c)(4) The pharmagist must repont any
irreguiarities o the aftending physician and the

A BULDING §
475037 8. i — N | ouesrots
NAKE OF PROVIDER GR SUPPLIER STREET ADDRESS, C!TY. STATE, ZIF CODE ¥
BARRE GARDENS NURSING AND REHAB LLC 378 PROSPECT STREET
ARRE GAR ronis ARL RS ~ BARRE, VT 05641
{311 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDES'S PLAN OF CORRECTION %5
SREFIX FEACH DEFICIERCY MUST BE PRECEDEG 2Y FULL BREFIX (EACH CORRECTIVE ACTION SHOULE 8 COMPLE T
TAD REGULATORY GR LSC IDENTHF YRNG INFORMATION) TG CROSS-HEFERERCED TO THE fFrPoPP% AT BlE
DEFICIEMNCY)
HER The DNS/designee will conduct random
F 888 Continued From page 12 F B89 Fitssafer 'dg s i lved i bal
Rasident #32 what was wrong and Rasident #32 Aucts O_ resiaents 1nvotve .1n Yer a
stated *] don't want her in here, its my roomt” The altercations to ensure these incidents have
OT asked Resident #32 if it would help i she been reported and an investigation conducted
Siosed the cartain betwaen the two and sfhe said '
) ; o weekly for 4 weeks then monthly x2 months
ves. The QT then left the rcom. Par interview with - Y . . y
Wve OT whe confinmied that sihe had Fesd or until substantial compliance has been
Resident #32 yeliing st their room mate and that achieved.
s/he was geing o inform the nurse of the incident,

' On 177118 at 1225 Resident #32 was standing by Results to be reported to the QAPI committee
Resident #63 yeiling "Shut up! | don't want you for further recommendations as necessary.
heret” A?EF i;:j;ffé 515?) entered tﬁ; R?jidi*';? The Administrator will oversee this POC.
room ant ssked what was wrong, Resident #22 y )
stated | don't want this woman here! The GA , [tz o Complianss: AE0205
stated "s/he is your room mate, sihe balongs b i ) _
here”, Resident #32 repeated that she did not F-0%49 PoCateepht d a\’w\\q
want her therz and that s/he was not her 1 ,
roommate. The GA stated " okay. Il go tell your 5. Weman &[S, ?..u,u_&‘ S\
nurse then,

Per interview with the Unit Charge Nursa on

17712013 at approximately 12:40 PM. she

confirmed that sfhe had not been notified of the

incidant invalving the two residants by either tha

OT or GA. .
F 756 Drug Regimen Review, Report liregular, Act On FF 756
55=p CFRis} 483 45(c){1)2}4)(5}
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F 756 Continuad From page 13
facility's medicat director and director of nursing,
and hese reports must be acted upan.,
(i) Ireguianties include, tut are not limited to, any

- {d) of this section for an unnscessary drug.

“{ii} Any imegularities noted by the pharmacist
during this review must be documented on a
separate, writien report that is sent to the
attending physician and the facifity's madical
director and director of nursing and lists, ata

and the irregularity the pharmacist identified,

{i) The attending physician must documant in the
resident's medical record that the identifisd
irregularity has been raviewed and what, if any,
actiar: has beentaken to address it Ifthere 3 o
be na changs in the medication, the attending
physician should decument his or her rationaie in
the resident's medizal record.

8483.45(c}(5) The facility must develop and
maintain pelicies and proceduras for the manthly
drug regimen review that include, but are not
lifmited to, ima frames for the different steps in
the process and steps the pharmacist must take
when he or she identifiss an iregularity that
requires urgent action io protect the residant.
This REQUIREMENT is not met as evidenced
by:

Bzsad on interview and recard review the facility
pharmacist falled to report drug irregulasities to
the attending physician, medical director, andior
directer of nursing for 2 of 7 residents i the
applicable sample {Resident #12 agnd Rasident
#581). Findings include:

1. Per record review, a physician's order for
Resident #31 dated, 4/8/18, read, "Halepandol
{anlipgychotic meadication) 2 milligram

dreg that meets the criteria set forth in paragraph -

minimum, the resident's name, the rslevant drug,

£ 756 Resident #61’s Haldol has been discontinued
Resident #16’s Ativan has been discontinued

Residents with PRN psychotropic medication
have the potential to be affected by this alleged
deficient practice. These residents will have
drug irregularities reported by the pharmacist.

A housewide audit of residents with md
. orders for prn psychotropic medications has
. been completed to ensure drug irregularities
- have been reported by the pharmacist. The
- consultant pharmacist has been educated on
guidelines for reviewing and reporting PRN
psychotropic medication irregularities.

DNS or designee will randomly audit orders
for PRN psychotropic medications to ensure
drug irregularities have been reported by the
pharmacist weekly for 4 weeks then monthly
x2 months or until substantial compliance has
been achieved.

Results to be reported to the QAPI committee
for further recommendations as necessary.
The Administrator will oversee this POC.
Date of Compliance: 2/20/2019
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F 756 Continued From page 14

(mg)imilliliter (ml) concentrate-15 ml bottle-take
0.5 ml (1mg) by mouth every 6 hours as needed
for agitation or hallucinations”. The pharmacist
reviewed Resident #61's medication regimen on,
4/19/18, 5/18/18, 6/18/18, 7/16/18, 8/17/18,
91818, 10/15/18, 11/9/18, 1207118, and 1/7/19.
There was no evidence that the pharmacist
reported that the Haloperidaol order was outdated;
and should have been renewed 14 days from the
order date. Perinierview on 1/9/19 at 6:12 PM
with the Director of Nursing, s/he confirmed that
there were no irregularities noted from the
pharmacist for the Haloperidol and that the

" physician's order was not written for the
appropriate time frame.

2. Per record review, a physician's aorder for
Resident #16 dated, 11/10/18, read, Lorazepam
0.5 mg by mouth every 4 hours as needed for
anxiety/agitation for 6 months. As needed orders
for Lorazepam should be limited to 14 days. The
pharmacist reviewed resident #16's medication
regime on 1/7/2019. This irrequiarity was not
documented as part of the pharmacist medication
regimen review. Per interview on 1/9/2018, at
approximately 4:00 PM, the Unit Manager
confirmed that the pharmacist failed to document
and report that the Lorazepam order was not
written far the appropriate time frame.

Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(2)(e)(1)-(5)

F 758
$8=D

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects hrain activities assaciated with mental
processes and behavior. These drugs include.
but are not limited to, drugs in the following

F 756

F 758
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F 758 Continued From page 15 755 Resident #61’s Haldol has been dlscontlnued
categories: Resident #16’s Ativan has been discontinued
(i} Anti-psycholic;
{1} Anti-depressant, - Residents with PRN psychotropic medication
{in} Anti-anxiety: and ders B i ial to be affected by thi
{iv} Hypnotic orders have the potential to be affected by this
alleged deficient practice. These residents will
53550 C;u }_a' Cﬁﬂfmheﬁ sive assessment of 2 have their medication orders limited to 14
resigent, ine Iaciliy musl ensure that—- : i
1y e days or the MD will document additional
§483.48{e}1) Residenls who havea not used . rationale to support exceeding that
psychotropic drugs are not given these drugs i timeframe.
uniess the medication 1s necessary to treat 2 i
spacific condition as diagnosed and docurnentad i . . . .
in the clinisal record: i A housewide audit of residents with md
" - orders for prn psychotropic medications has
34873, 2] ; i
§ 'é‘%f’{e’,‘:; ) Residents who use psycholrapic been completed to ensure they reflect a 14
drugs receive gradual dose reductions, and oo
Behavioral interventions, uniess chinically day limit or the MD has documented
contraindicatad, in an effort to discontinue these additional rationale to support exceeding that
drugs, timeframe. Medical Director, MD, NP,
§483.45(2)(3) Residents do not recsive Licensed staff will be educated on the
psychelropic drugs pursuant to a PRHN order guidelines for PRN psychotropic medication
- § a1 T =] + - .
unless that medication is necessary to treat 2 orders and the documentation requirements
diagnosed specific condition that is documented fl dav Thimd h l
in the clinical record: and to reflect a 14 day limit or the MD wi
document additional rationale to support
PP
§483.45{e){4) PRN orders for psychotropic druns exceeding that timeframe.
ars limited o 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing praciitioner believes that it is
appropriate for the PRN order to be extendsd
beyond 14 days, he or she should dosument their
rationale in the resident's medical record and
indicale the duration for the PRHN order.
§483 45(e){5} PRN crders for anti-psychotic
drugs are limited to 14 days and cannaot be
FORE CA3.258 aé}i—asj Previous Varsicns Dbsoiese Event 0GPl a';acélifg' 15 ars037 shesl Fage ‘175 of 23
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SUMMARY STATEMENT OF GEFICIENCIES

) ' FROVIDER'S PLAHN OF CORRECTION x5

renewed unless the atiending physician or
prescribing prachilionsr evalustes the rasident for
the appropriateness of that medication.

This REQUIREMENT is not meat as evidenced
o'
Based on interview 2nd record review the facility
falied to to ensure that residents’ drug regimens
wars free from unnacessary psychotropic drug
uge for 2 of 7 residents in the applicable sample
{Resident #16, and Resident #51). Findings
include:

1. Per record review, 2 physician's arder for

- Resident #61 dated, 4/6/18, read, "Haloperidol
{antipsychotic medication) 2 milligram

: imgymilliliter (ml) concentrate-15 ml bottle-taka

- 0.5 mi (1mg) by mouth every § hours as neaded

- for agitation or haliucinations”. There was no
evidence that the 'as needed’ order for the
Haloperidol was Fmited to 14 days 5s per

iregulation. Perinferview on /9719 at 6:12 P
with the Director of Nursing, s/he confirmed that
the arder for the as needed Haloperidol was out
of date and had not been renewed by Resident
#651's physician.

2. Per racord review, g physician’s order for
Rasident #16 dated, 11/10/18. read, Lorazepam
{a psychoactive medication) 0.5 mg by mouth
every 4 hours as needad ior anxisty/agitation for
8 months. 'As nzeded’ orders for psychotropic
drugs are limited to 14 days unless the physician

interview on 1/9/2018, the Dirscior of Nursing
eonfirmead that the order for the ‘as neaded’
Lorazepam was not wiitten for the appropriate
time frame, and that the physician did not

decuments the rafignal in the madical record. Per

{4l
PREFIZ {EACH DEFICIERCY MUST BE FRECEDED BY FULL SREFIE £ACH CORRECTIVE ACTION SHOULD BE COMFIETION
TAG REGULATORY OR 1.SC IDENTIE NG INFOREATION) TAG CAUSS-REFERENCED TO THE APEROPRIATE DATE
DEFICIENSY:
F 758 Continued From pags 16 g7z DNS or designee will randomly audit orders

for PRN psychotropic medications to ensure
they reflect a 14 day limit or the MD has
documented additional rationale to support.
exceeding that timeframe weekly for 4 weeks
then monthly x2 months or until substantial
compliance has been achieved.

Results to be reported to the QAPI
committee for further recommendations as

necessary.
The Administrator will oversee this POC.
Date of Compliance: 2/20/2019

Fs< PoL awapied sk g
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document a rational io exceed the 14 day
prescrining requirenantis.

F 880 Infection Prevention & Conlrol Fasp #1 and #2- Resident’s #22 & Resident #46 have
§s=E CFR{s): 483.80(a)(1)(2)(4le¥f) had their nebulizers discontinued.

§483 80 Infection Control #3 Resident #39 no longer resides in the

The facility must establish and maintain an facility
- infection prevention and contral program #4 Resident #59 oxygen tubing and humidifier

designed to pravide a safe, sanitary and i
comitiiahie SRl o KRl EVEHETE bottle replaced and concentrator filter cleaned

_development and transmission of communicable
disesses and infections,

§483.80{a) Infaction prevention and control
pragram.

The facllity must establish an infection prevention
and control program {IPCP) that must include, at
3 rmirdmum, the following elements:

§483.80(a){1] A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable dissazes for all residents,
stalf, volunieers, visitors, and other individuals
providing services under a coatraciual
arrangement based upon the Izcility assessmant
conducted according to §483.70(2) and following
acgeptad national stendards;

5483.80{2)(2} Written standardz, policies, and
procedures for the program, which must inciuds,
but are not limited to:

{1} A system of surveiliance designed to identify
possitle communicable diseasss or

infections before they zan spraad to other
persons in the facility;

{ii) When and & whom possible incidents of
communiczble dizsease or infactions should bs
raported;

per policy

#5 Resident #30 and resident #27 have had
their concentrator filters replaced per policy
#6 Contaminated linens laundered and the
laundry aide was reeducated

#7 Wash machine filter emptied and cleaned,
clean laundry area cleaned and disinfected
#8 and #9- Resident #80 has had their oxygen
and nebulizer tubing and mouthpiece
replaced and/or bagged per policy, and the
concentrator filter replaced

#10 Resident #284 no longer resides at the
facility

Residents utilizing respiratory equipment
and/or linen and/or require clean dressing
changes have the potential to be affected by
this alleged deficient practice. These residents
will have the proper infection control
practices followed.

FORN CMS 2557(02-95) Pravisus Versions Ohagiets

Event i0:GPal11

Fagily 10 475037 if continuation sheet Page 18 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR HEDICJHF & MEDICAID SERVICES

F‘FiéN'z'ED‘ 0125/20%9
FORM APPROVED

KAME CF FROWIDER OR SUPSFLIER

BARRE GARDENS NURSING AND REHAB LLG

STATEMENT OF DEFICIENCIES %3} PRO %?ID:RJELE:F?UEQ,#CES IXZIMULTIPLE CONSTRUCTION %5 BATE SLIF.‘#@
AND PLAN OF CORRECTION IDENTIFICATION MLBAEER A BLILDMG CORPLETED
' }
475037 8.WNG . [ $1/0912619
- 3 < ~

STREEY AGDRESS, OITY, STATE, ZiF COGE
378 PROSPECT STREET
BARRE, VT 056841

{X4) 1D SUNKMARY STATEMENT GF QEFICIENGIES
PREFIXK {EAZH DEFCIENCY MUST BE PRECEDEDR BY FLse
Ta REGULATORY OA LSC IDENTIFYING INFORMATOM]

D : PROVIDER'S FiAnN OF CORRECTID %5}

FREFIX (EACH CORRECTIVE ACTION hhf’ULL‘f z;l; SORPLETGN
TAG $ROBS-REFERENGED TO THE APPROPRIATE AL

ICIENCY)

F 880 Continued From page 18

ifii} Standard and fransmission-based precastions
{o be foliowsd to pravant spread of infections:
(v)When and how isolatien should be used for 3
resident, including but not fimited to:
{A} The typs and duration of the isalation,
depending upon the infectious agent or organism
involved, and
{B) Areguirement that the isolation should be the
least restrictive possible for tha resident under the
gircumstances.
{¥} The circumstancss under which the faciiity
must prohibit employees with 5 communicabis
disease or infected skin lesions fram direct
contact with residents or thair feod, if direct
sontact will transamt the disease; and
{vi}The hand hygiene procedures to be followed

. by staff involved in direct resident contsct.

483.80(a){4) A system for recording incidents-
msnﬂfed under the facility's IPCP and the
corrective actions faken by the facility.

§483.80{e} Linens.

?E{saﬁha must handie, store, orocess, and
iransport linens so as to prevent the spraad of
infection.

5483.80{ Annuzl review.

The facility will conduct an annual review of its
IFCP and update their program, as nacessary.
This REQUIREMENT is not mst a8 svidenced
by

Based on cbservations, record review, and siaff
ntervisw, the facility failed to ensure that thay had
8n infection contral program o maintain 3 safe,
sanitary, and comisrtable environment regarding
handling of linens and respiratory equipment for 7
of 20 residents (Residenis #22, #27, #30, #35,
#48, #58, and #80). Further the facifity failad to

7 gag. Housewide audit of all Respiratory
Equipment completed to ensure changed,
cleaned and maintenance provided. Licensed
staff in-serviced on respiratory policies
“Cleaning of Equipment” and Concentrator
Maintenance”.

Laundry staff in-service on handling soiled
linen appropriately.

' All washing machines audited to ensure
~ filters are clean. Laundry staff in-serviced on
cleaning washing machine filters

Licensed staff will be educated on the “Clean
dressing change” policy

Facility statf will be educated on Hand
hygiene

Random audits will be conducted by the
DON/designee of residents utilizing Oxygen,
Nebulizers, CPAP, and/or concentrators to
ensure the equipment has been maintained,
changed and cleaned per policy for 4 weeks
then monthly x2 months or until substantial
compliance has been achieved.
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F 830 Continued From page 18
efisure proper infection conirol processes were
followsd for 1 applicabla resident (Resident #284)
during 2 dressing changa. Findings inciude:

1. Per observation on 1/7/19, Residant #22 had a
mask and tubing for a nebulizer sitling uncovarad
ort the bedside table, which was sise unlabeled
as to the dale it was replacad iast. Per interview,
the resident stated that they had net used the
ashulizer in "guite awhile, back when | was §f',

2. Per obzarvation on 1/7/18, Resident #48 had a
nebulizer mask and tubing on (he bedside takle
hat was unlabeled with the date put in use and
uncovered. Pear interview with the resident and
the significant other in the room, Resident #46
had not used the nebulizer since the last time
they had a respiratory ¥ness at least 2 monih

. 3 Per observation en 1/7/19, Resident #33 had a
CPAPR (Centinucus Positive Air Pressure)
machine and mask uncoverad on the pedsids
{abie, Per documentation, the residant had
refused fo wear the CPAF mask, end it was not
currently in use due 1o the refusals. The
residents plan of care stated that the mask
should be cleaned and pui away after use,

4, Per abservation on 1/7/18, Residsnt #5% was
aclively using axygen therapy through a poriable
iank during the day, and sometimes through an
oxygen concentrator present in the room.. The
oxygen tubing on the porighie tank did not hava g
lahsal to ingicate the last time it was changed. The
humidifier bottle on the oxygen concentrator was
alse not labeled as to when it was last changed.
Par inspecticn of the filtar on the cancentrator, it
was very dirty and dusly, Per interview on 1/7/16

FE

£0  Random audits will be conducted by the

administrator or designee to ensure the staff
handle soiled linen appropriately weekly for 4
weeks then monthly x2 months or until
substantial compliance has been achieved.

Random audits will be conducted by the
administrator or designee to ensure washing
machine filters are clean weekly for 4 weeks
then monthly x2 months or until substantial
compliance has been achieved.

Random audits will be conducted by the
DON or designee to ensure residents with
clean dressing change treatments have
infection control practices followed related to
hand hygiene, glove changes, and removal of
soiled linen weekly for 4 weeks then monthly
x2 months or until substantial compliance has
been achieved. :

Results to be reported to the QAPI committee
for further recommendations as necessary.
The Administrator will oversee this POC.
Date of Compliance: 2/20/2019

F$%0 Poc acpted aWN\y
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uncoverad masks and cancentrator filter and

confirmed thal they were unlabeled, uncovered,

and in the case of the filter, very dirty, The DNS

also confirmed that the three residents had not

used the nebulizer equipment in the recent past,
- and that they should have been discarded.

5. Per observation on 1/8/19 at 9:37 AM, the
fiters an the oxygen concentrators for Resident
#30 and Resident #27 contained caked black
matter. Per interview with 2 staff nurse at that

them.

' 6. Per observation an 1/9/19 at 9:35 AM, a
laundry service aide, while putting clean linen
away, dropped a clean bed sheet-on the floor.

" With a hand full of other sheets s/he scooped it
up, contaminating the other sheets and placed
them in the clean linen cart. At that time, s/he

interview with the Laundry Service Director on
1/9/2019 at 10:10 AM, s/he also confirmed that
the dropped sheet should not have been placed

now contaminated.

7. Per observation of the laundry area on
1/9/2019 at 9:45 AM, the two washing machine

was & sign under the filter reading clean filter
daily. Per interview with the laundry service aide
at that lime, s/he confirmed they shauld be

twice a week. The laundry service aide also
explained that after the dirty laundry is collected,

at 12:05 PM, the Director of Nursing abserved the

time, s/he confirmed that the filters were dirty and .
did not know whose responsibility it was to clean

confirmed that the sheet was dirty and should not
have been placed in the cart with clean linen. Per

in the clean linen cart, and that the entire cart was

filters were filled with fint and other debris. There

cleaned daily, but sfhe only cleans them once or
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it is brought down, and sorted in the clean laundry
area. Per interview with the Laundry Service
Direclor on 1/9/2019 at 10:10 AM, s/he
confirmed that dirty laundry should be sorted in
the dirty laundry room, not in the ¢lean laundry
area,

8. Per observation on 1/7/19 at 10:42 AM,
Resident #80 was actively using oxygen therapy
through an oxygen concentrator present in the
-room, The oxygen tubing was not labeled to
HIndicate the last time it had been changed. The
filter on the concentrator was dusty and the ‘
resident reported that he had asked the "cleaning
“lady” to rinse it out yesterday, s/he reported it was
much worse previous to that. The Unit Nurse
- Manager confirmed this observation.

9. Per observation on 1/7/19 at 10:42 AM,
Resident #80 had a mouthpiece and tubing
connected to a nebuiizer machine sitling on the

“ bedside table. The mouthpiece was not piaced in
a bag and was simply hanging severai inches off
the floor and near a male portable yrinal that
contained urine. The tubing was not labeled to
indicate the last time il had been changed. The
Unit Nurse Manager confirmed this observation.

10. Per observation on 1/7/19 at 3:47 PM, the
Registered Nurse (RN) entered Resident #284's
room to perform & bilateral clean dressing change
to the resident's feet. The RN look a blanket that
was lying on the end of the bed and placed it
under the resident’s feet. The RN removed =
dressing from the resident's left foot and
squeezed a bottle of normal saline into the wound
to clean it. The normal saline dripped from the
left foot onto the blanket. Per further observation,
the RN then proceeded to remove the dressing

FORM CMS-2567(02-99) Previous Varsions Obsalete . Event D, GPal) Facility 10. 475037 It conlinualion sheet Page 22 of 23
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an the resident’s right fool and ¢leansed the area
with a vial of normal szline. The normal saline
dripped from the foct onte the bianket. The RN
removed his/her gloves, gathered higther
supplies, and feft the room, The RN did notwash
ar sanitize hisfher hands after the reroval of the
gloves. The R werg onily 1 pair of gloves
through the anlire process. Sihe alse laft the wet
bianket on the end of the resident's bed and only
retrieved it afiar guasticning.

- During interview, the RN confirmed a breach of
the infection control process. Sihe further :
confirmed that proper hand hygiena had not baen ]
follewed, glove changes had not taken place :
properly, and removat of the soiled items from the
reom had not besn done untii prampted to do so.
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F 641 Accuracy of Assessments

CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments,

The assessment must accurately reflect the resident’s status.

This REQUIREMENT is not met as evidenced by:

Based on interview and record review the facility failed to accurately assess and reflect the stats for 1 of 20
applicable residents in (he sample (Resident #3). Findings include:

Per review the Minimum Data Sheet (MDS) from 10/13/18, for Resident #5. it indicated that resteaints were
being used and that these restraints were bed rails. Per observation during the days of survey. there were no
bed rails noted on Resident #5's bad.

Per interview on 1/9/19 at 12:38 PM with the MDS Coordinalor, s/he stated that the MDS was coded
incorrectly; Resident #5 did not have bed rails on his/her bed and that bed rails should not be coded as
restramts.

Fo41
. No POC
Required
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