ANERMONT 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

May 29, 2018

Ms. Judy Morton, Administrator
Berlin Health & Rehab Ctr

98 Hospitality Drive

Barre, VT 05641-5360

Dear Ms. Morton:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
16, 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,

&Qwim&w\\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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The filing of this plan of correction does not
constitute an admission of the allegations set
forth in the statement of deficiencies. The plan
of correction is prepared and executed as
evidence of the facility’s continued compliance
with applicable law.
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F 880 - There were no ill effects to resident #2.

Residents requiring wound care have the
potential to be effected.

Nursing staff will be re-educated regarding
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w

program.
| The Tecility myst esizblish a
and conftral program {IPCP)thatmus!
| a miriimum, the folfowing elements:

Weekly audits of wound dressing technigue to
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| persons in the facility;

(it) When and to- whom possible incidents of
communicable disease or infections should be
reported;

(ilf) Standard and transmission-based precautlons
to be followed to prevent spread of infections;
(iv)When and how isolation should he used for a
‘resident; including but not limited to:

(A) The type and duration of the isolation,

| depending upon the Infectious agent or organism
involved, and ‘
(B) Arequirement that the isolation should be the
least restrictive possible.for the resident under the
| circumstances.

| (v) The circumstances under which the facility

! must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be-fallowad
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the fagcility.

| §483.80(e) Linens.

| Personnel must handle, store, process, and

: transport linens so as to prevent the spread of
| infection.

| §483.80(f) Annual review.

i The facility will conduct an annual review of'its

| 1PCP and update their program, as necessary.

l This REQUIREMENT is not met as evidenced

' by:

| Based on observation and staff confirmation, the
| facility failed to maintain proper infection control

i practices for 1 of 3 residents reviewed, Resident

!
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F 880 | Continued From page 2
| #2. Findings include:

During an interview with Resident #2, in their
| room on 6/16/18 at 2:25 PM, the Licensed
| Practical Nurse (LPN) entered the room and
acked the resident if s/he could do his/her foot
dressing at this time and the resident consented
| to the treatment being done. ‘Resident #2 was
observed to have open, weeping wounds on each
of his/her toes on the right foot, caused from
venous insufficiency. The LPN stated that it was
wound measurement day and it was his/her
responsibility to redress: the wounds of the
residents after the wound team was finlgshed. The
| resident said that s/he would not let the staff
elevate his/her leg because it hurts the muscles
in the back of hisiher leg and the LPN stated that
it would be okay to do the dressing while sthe
was seated in the wheelchair.

The LPN put on a pair of gloves withiout sanitizing

or washing hisiher hands and placed a clean

| washcloth, taken from the resident's chair, on the

i floor in front of the resident. On the washcloth
the LPN placed a pair of scissors that were taken
from his/her uniform pocket without cleansing

| them. S/he further placed two packages of

| unwrapped sterile gauze on the washcloth. The
nurse sprayed the open wounds an the toes and

\ bottormn of the right foot with wound cleanser and \

|

then she opened one package of sterile gauze
| and wiped off the wound cleanser. The LPN went
i to the closet shelf, in the resident's room, and
| without removing the gloves, s/he searched
 through a basin that contained other supplies and
i when found what was needed, removed the
" soiled gloves and put on a clean pair without
| washing or sanitizing his/her hands.. The LPN
returned ta compiete the treatment and dressing, |
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s/he took the scissors and cut strips of Mesalt (a I
cleansing dressing with 20% Sodium Chloride) |
and applied the strips to the open wounds-on the
toes. The LPN, without removing the gloves,
pulled the call light for the resident and then
removed one glove and puton a clean glove
without washing or sanitizing. After finishing,.the
LPN discarded the soiled materiats and without
cleansing, placed the scissors into hisfher
uniform pocket and carried the soiled washcloth
to the soiled linen hamper. The LPN did not wash
or sanitize his/her hands after disposing of soiled
supplies. Confirmation was ‘made at 2:35 PM on
5/16/18, during review of the observation with the
LPN. The LPN confirmed that there was a
breach of infection control practices ‘and hand
washing/sanitizing had not been done before,

| during or after the treatment, S/he further

| confirmed that the barrier should not have been a
' washcloth and the barrier should not have been

1| placed oh the floor. *
1
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Berlin Health & Rehab
98 Hospitality Drive
Berlin, VT 05641
Phone: 802-229-0308
Fax: 802-223-4864

May 22, 2018

Pamela Cota, Licensing Chief
Division of Licensing and Protection
HC 2 South

280 State Drive

Waterbury, Vermont 05671

Dear Ms. Cota:

Please find enclosed plan of correction for the deficiency cited during the survey on May 16, 2018 for
Berlin Health and Rehabilitation. This plan of correction is our creditable allegation of compliance.
Should you have any questions please call me during normal business hours.

Judy Morton

Regional Executive Director
Genesis HealthCare

Sincerely,
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