"~ 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

June 14, 2019

Ms. Melissa Haupt, Administrator
Berlin Health & Rehab Ctr

98 Hospitality Drive

Barre, VT 05641-5360

Dear Ms. Haupt:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
21, 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,

C“X}Qmﬁmf L&m

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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ey SUMMARY. STATEMENT OF DEFICIENGIES. . . D . ° PROVIDER'S PLAN OF GORRECTION Come
i PREFIX ! (EACH DEFICIENCY TAUST BE PRECEDED:BY FULL ! PREFIX - IEACH CORRECTIVE ACTION SHOULD BE COMPLETION
i TAG REGULATORY OR LSCIDENTIEYING: INFORMATION) fIAG CROSS-REFERENCED TG THE APPROPRIATE: AIE
vk t & "DEFICIENCY)
; ] o " The filing of this plan of correction does
F 000 INITIAL COMMENTS "1 F00Q not constitute an admission of the
. allegations set forth in the statement of
. An upannounced comp 'nvestlga“uon was | i deficiencies. The plan of correction is

’ cenciuded by the Di ‘prepared and executed as evidence of
_ Protection of 5720 and 5/2 :

ility’ i mpliance with
regulatory wiellons ware 1 the facility’s continued complia

F 623 ' Notice Reqiiirements Befora TransferfDlscharge - -Fées ;?Ppl_i?able law.
SS=B CFR(S) 483.15(c)(3)-(6)(8Y 1 I F623

§483 15(c)(3) Notice:
Before a: fac;l:ty tra
1 resident, the facnl;ty
o (1) Notsfy the residet

The transfer notice for resident #1 and
resident #2 was delivered to resident
and were uploaded on 5/20/19.

. An audit for the completion of the
- transfer notice for residents transferred
_ in the last 60 days was completed.

: ;anguage and manne’rthey
facmty must send a copy of

Residents that are transferred have the
- potential to be affected by this alleged

d:scharge in the re i : . ;
deficient practice.

.accordance wnﬁh par
fand

(m) include i |n the noi . | Education was provided to nurses,

department managers, and managers

{ . on duty regarding the transfer process.
§483 15(c)@) Tnmmg of the rotice. :

() Except as specified in paragraphs (¢ 4) u) and
- (€)(8) of this section, the ne “‘transfer or ; P : :
dlscharge required under this'séction must be i - times 4, then monthly times 2 or until

made by the facility at least:30 days before the . . substantial compliance has been
~ resident s transferred 6r dJschargeel- i’ . achieved. Results will be reported and

ggf:%tl;i l:g?;f c??d?;iggrzz ?n:or?:nas fics * reviewed for further recommendations

Audits of transfers will occur weekly

(A} The safety of individuals ifithe facility would : at QAPI.
- £ :
t)hp;seggglggnered t{nder paragraph. (c)( 1)(1)(0) o N R —
(B) The heaith of individuals in-the: facility would Fl/a3 foc Atcepled with atttadned addendiem
be endangered, under paragraph ()M D) of‘- g Cl2l1 MBertment
/\ :

TilT_LE (X5) DATE.

ABORATORY meoemw"m_RREPRESE T2 @ / // q

\ny deﬂc,lenc{ statement ¢nding wr:ru/an as{ensk (*) .denotes adeficiency which ! e;:nstltutlon may be excused from correcting providing it is S detd] rmmed ttjhatS
ther safeguards provide Sufficient 't he patients. (See.ins ) Except for.nursing-homes, the findings stated abpve are disclosable 90 day
Jllowing the date of surn Y whether of no rect pn
ays following the dale these documents are made varlab!e 1
rogram partucapanon ) :

IVES SIGNATURE

-or nursihg homES the ‘above: fi fndmgs and plans of.carrection are disclosable 14
= lfdefme_ cies. are cxted an approvéd plan of correction is requisite to continued
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(X3) DATE SURVEY
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c

NAME OF PROVIDER OR SUPPLIER:

BERLIN HEALTH & REHAB CTR

98 HOSPITALITY DRIVE
| BARRE,VT 05641

| SUMMARY STATEMENT OF DEFIGIENGIES
REGULATORY.OR LS&.|lj’ENTIEﬁNG"rNEDRMA‘quQ;

F 623 Continued From page 1

~2567(02:99) Previcus Versions Obsolste Event 1D:N4YI14.

‘STREET ADDRESS, CITY. STATE, 7P

: 05/21/2019
Cope :

PREFIX

3 (EACH CORRECTIVE ACTIO
TAG:

his section:

 allow-a more imme;
 Under paragraph. G0N
(D) An immediate transfer
. Tequired by thewresidents:y
; Under paragraph (¢)(1)(i);

i ;(-_E');A"residentghagzh’at resided in the £
| days. '

i

| $483:15(c)(5) Confents of

| notice specified in paragrap
 mustinclide the following:

gt is

t6. whieh the resig
harged;

"transter

i
J

9 (e name, address (n
L and telephone-number of the e
. Teceivey Such requests: and irfg
to obtain an appeal form and assistance i
' completirig the form and submittiig the Sppeal
 hearing request:

Long-Term Care Omi

odsmial

(Vi) For nursing faeility residents with inteliectual

“and developmenta) dis abilities or rejated
- disabilities, the mailing and &mail addre
telephone number of the agency respor e fo
the protection. and advocacy of i dividuals.with
developmental disabilitie ‘
C of the Developmental Dig ab
and Bill of Rights Act of 5006
codified at 42 1.8 .C. 15007 et
- (Vi) For ndrsing fagility resid with:a mental
disorder orrelated d'is'"aﬁiljtié,s,,=thﬁé.'maiiing and

rmation on-fiow: |

DEFICIENCY)

] S B _PROVIDER'S PLAN. OF CORRECTION.
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED By RuL i

§ L (xsy
N SHOULDBE . COMPLETION

CROSS-REFERENCED TO THE'APPROPRIATE - bate

i
.
~
F623

B S S S

|

Eaclifty 1D:. 475026
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C
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NAME OF PROVIDER OR SUPPLIER " ) STREET ADDRESS, CITY; STATE, ZIP CODE
BERLIN HEALTH & REHAB CTR .
(x4) Sl SUMMARY STATEMENI OF D,EFIQlENCIES ! _PRQVIDERS PLAN DF CORRECTION S
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 'BY FULL : {EACH.CORREC TIVE ACTION SHOULD:BE ; COMPLETION
TAG REGULATORY-OR LSC IDENTIFYING.INFORMATION)

GROSSH REFERENCED TO THE APPROPRIATE ! DATE

DEFJC}ENCY)

F 623 Contmued From page 2.
emall address: and telephone number of tha

advocacy of individuals with:

esfabllshed under fhe ‘Prefect!on and .Ad\}ocacy
fer Mentally Il Individuals Act,

§483 15(¢)(6) Changes 1o the hotigs:
If the infermation in the notice:¢

| effectmg the-fransferor 'lschargé‘ th : fa Jity

i must updatet e rec:p;entsp he nefice:as soen

representatwe in wrmng, of a tranéfer/discharge
and the reasans for the iransfer To 2 apphcabie

requared The fmdmgs mciude the fallow r g.;

q. Per review of medical records, Resndent HEHT,
had been transferred toithe. hospltal on5/5/19
due to.an elevated temperatu"‘ ind low heart
and resptratory rate: Therg. | en'ce'»

located in the medical record identifyi

i

g o g e e e A i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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CENTERS.FOR MEDICARE & MEDlCAiD,SER‘?VlCES. ! OMB NO. 0938-0391.
STATEMENT OF DEFIGIENGIES (%1) PROVIDER/SUPPLIER/CLIA (xz) MULTIPLE CONSTRUCTFON {%3) DATE SURVEY
\ND PLAN QF CORREGTION " IDENTIFICATION NUWMBER: A BUILOING __ COMPLETED
G
475020 | BIWING. 05/21/2019

NANE OF PROVIDER OR SUPPLIER

BERLIN HEALTH & REHAB GTR.

STREETABDRESS CITY STATE, ZIP CODE
98 HOSPITALiTY DRIVE
BARRE, VT 05641

SUMMARY STATEMENT OF DEFICIENC!ES

X4)iD -
ém;),;{x i (EAGH DEFICIENCY.MUST BE PREGEDED BYFULL
TAG REGULATORY OR LSC IDENTIEYING INFORMATION)

F 623 ' Continued From page 3

; famlly and Jor representative was provided with
' the required niotification of transfer:

Per mtemew wrth..theAdmlssmn Coordmatorr@n

req'uire:d.. T:h"e A-d‘r’h‘i' j
is-her/his respansibility
| notice.. The facility |
¥elg 5120119 at: approxim
currently there is no prt:fce
the resndent and/or rep SE

’ 'f=Coordtnator is not scheduted fo Work

2. Per record re\new F{esrden’r #2 was transferred: {

: about this transfer fo the hesp
- surveyors had asked to see’ ;
- resident’had been transferred prior to th

Notice of Bed Hold Palicy- BeferelUpon Trﬁsfr
- CFR(s): 483:15(d)(1)(2)

F 625
SS=B

i
i

§483.15(d) Nofice of bed-hold pdlieyaand‘-:rétum_

§483.15(d}(1) Notice before transfer, Before a

nursing:facility transfers.a resident to:a-hospital or-

the resident goes.on therapeutrc leave; the :
- nursing facility must provide written: mformatlon to

o PROVIDER!S PLAN OF CORRECTION sy |
PREFIX (EACH CORRECTIVEACTION.SHOULD BE | SOMPLETION
TAG CROSS REFERENCED TO THE APPROPRIATE . DATE
o DEFICIENGY) -
|
d
1 ;
|
]
L.
) |
Hy 1
i i
r-;
I
(
F 625

ORM GMS 2567(02.95) Previous Varsians Obsoldle e N4YJ,‘i 1
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FORM APPROVED

OMB NO. 0938-0391

|
| STATEMENT OF DEFICIENCIES
( AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFIGATION»'NUMBERC'

475020

' .(?(é)’}\‘/VJULTI-F’LE"CONVSTRUQCTIO&

A BUILDING

{X3) DATE SURVEY
COMPLETED

|
f NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY. 'STATE, ZIP CODE
e s s 98 HOSPITALITY DRIVE
| BERLIN HEALTH & REHAB GTR. - S b
|~ RLI o ’ R BARRE, VT 05641
| (XD SUMMARY STATEMENT OF DEFIGIENGIES i (2] { . PROVIDER'S PLAN OF GORREGTION )
' PREFIX (EACH DEFICIENCY MUST BE Py EDEDIBY FULL i PFREFIX ! ¢ {EACH CORRECTIVE ACTION SHOULD BE ‘COMPLETION
TAG REGULATORY.OR LSE IDENTIFYING INE MATION). iOTAG | CROSS-REFERENCED TO THE APPROPRIATE BTG
: s i o DEFICIENCY) -

F 625 Continued From page 4

. the resident or resident representative fhat

| specifies-
(i) TH
. any, during Which the reside
| return and resiime residens
 facility;
| i) The reserve bed payment;
| plein, under § 447.40 of this.z
| (iii) The nursing facility's p
 ; bed-hold periods, which m
- paragraph (8)(1) of thi

: resident toreturnyand

1 {iv) Thee information spacifisd in paragrapt @) |-

- of this sectio. _

i

 described in paragraph (dyd
- This REQUIREMENT isnot metas
= byt

: Based on interview andi-tecord raviewr e

- failed to notify:the residerit-and/or-th
- representative’in writing, of a bee
- policy for 2 applicable res

e duration of the state bed-hald ;

ed-hold:p
(1) of this:sect

evidenced

idefit's

er¢

and#2). The findings include the. following:

1. Per review:6f medical records, Residerit#1,
had been transferred to the hospital on.5/5/19
duetto an-elevated temperature, and low fisart
and respiratory rate. There'is n evidence:
located in the medical record:ids
family and /or representative was pr
written nofice of a bed hold and retu
the-time of the‘transfer.

facility

a bed hold and return ~
ents, (Residents #1

 F 625

' The bed hold notice for resident #1 and
resident #2 were delivered to resident
“and uploaded on 5/20/19.

': An audit for the completion of the bed
! hold notice for residents transferred in
: the last 60 days was completed.

| Residents that transfer have the
X potential to be affected by this alleged
deficient practice.

Education will be provided to nurses,
department managers, and managers
i on duty regarding the bed hold process.

Audits of bed holds will occur weekly
‘ times 4, then monthly times 2 or until
. substantial compliance has been
| achieved. Results will be reported and
reviewed at QAP|

: Date of compliance: June 21,2019

| FL3S ¥oc aecepted v abtuined g Adundm.
Pelpl Bevesden

i
i

i

'RM CMS-2567(02-98) Brevious Versions Obsolete

—
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FRINGEUD UDrsicu 1y
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
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475020

| BwinNG _

(X2} MULTIPLE CONSTRUCTION
A BUILDING

(X3) DATE SURVEY
COMPLETED

€

05/21/2019

NAME OF PROVIDER OR SUPPLIER

BERLIN HEALTH & REHAB CTR

_ ;LSTREET)@;’E)DRES’S"._ CITY, STATE, ZIP.CODE

98 HOSPITALITY DRIVE
BARRE, VT 05641

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE'PREGEDED BY FULL
REGULATORY OR L's,cmEN‘rmefsi!NFGRMATIQN)‘

(X4)'1D
PREFIX
i TAG

|
|
f
|
|
|
|

L b

| PREFIX

TAG

i
. COMPLETION
DATE

7 _PROVIDER'S'PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

F 625 | Continued From page 5
| Perinterviewwith the Admission Coordinator on:
5120119 at approximately 02:33 AM,
- Was made that s/he i tinable fo
1 dacuments related to.a bed hol
policy for Resident #1 that o

| The Admission Caordinator
| responsibility to provide th
facility Executive Director confirms
- approximately 3:10. PV t at curren
- processin place i
| representative

| policy during off Hour , Wi 8
- andfor atany time the Admission
' not seheduled to work.

b5, par record réview, Resident#2: was tranisfered ]

' to'the hospital for anacute condition on 5/20/19.
- Perinterview with the Admissions:¢: '
| (AC).at 2:30 PM, the wiitten r
- and return policy had just.
- AC stated that they only k
 to'the hospital because the su
;f..tq;sgéith'e‘doepméhfagiq i an Y
. been notified that the resident hiad been
¢ transferred priorto this,

F 726 ' Competent Nursirig Staff

Ss=C CFR(s): 483.35(a)(3)(4)(c)

- §483.35 Nuirsing Services )
The facility must have sufficient nursing staff with
.the appropriate competencies and skills sets to
provide nursing and.related services to assure
resident safety and attain:ot'mai i
Practicable physical; mental, anc
- well-being of each resident, as
' fesident assessments and indiv

plang-of cara ;

1

“and 'E:té:an‘sfd'eri‘ng'the:.numfbjer, acuily and %

" diagnoses of théf’ac_:ility‘-s resident population:in

g S i

RM CMSQSG?(QZ—QQ)Pi’eﬁous Versions Obsoieie

Event1D: N4YJ44
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DEPARTMEN{ UF HEAL HLAND FUNAN SERVIWED:
CENTERS FOR MEDICARE: & MEDiCAiD SERVICES

FUMIVIEAT T Nw YLy

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1y PROVIDERISUPPLIERICLIA 2 MULIIPLE' CONSTRUCGTION (%3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: : S : COMPLETED
(A BUILDING, .
. C
475020 | BWING _ 05/21/2019
NAME OF PROVIDER OR SUPPLIER . STREETADDRESS, CITY, STATE, ZIP-CODE
L _ i 98 HOSPITALITY DRIVE
B N HEALTH & REHAB €TR: S e b L
ERUT o | BARRE, VT 05641 |
(Xay1D SUMMARY. STATEMENT OF DEFICIENCIES n “PROVIDER'S PLAN OF CORRECTION o5y
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL, PREEIK. | (EAGH CORRECTIVE'AGTION SHOULD BE | GOMPLETION
TAG REGUUATORY OR LSC IDENTIFYING INFGRMATloNy TAG 4 CROSS: 'REFERENGED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 726 Contmued From page6 F726! | F726

| accordarice with the facility assessment required:

. at §483.70(e).

| §483:35(a)(3) The facility:must ensure that
! licensed nursés havethe: spectfic‘competent:ztest
I-and skill .sets necessary to care for residents!
| needs, asidentified through:resident:
assessments and described nthe plan.ofcare:.

zllrmte:d tq assessmg ev.“; ti
| implementing resident care:pla
i'to resident’s: needs

»

§483 35{(:) Proﬁcnency of nurse atdes

to demonstrate competenéy in’
ter;hmques necessary tca sare for e
f

f attam or mamtaln the hlghest si=le g
mental, and psychosocial well eing of each

resident, (Employee #1 and #2). The findings
include the following:

1. Perreview of Employee #1's fileron 5/20/19,

sihe is a.contracted (agency) employee; hired.on- *

' 3/4119'and 1§ schaduled to-work at the: facility U urmi
5/25/19. There is no evidence that s/he has
: completed the 8'mandatory education programs

reguiréd by the Genesis erganization: On 3/4/19 :

- Code of Conduct for new employees a

~ Employee #1 no longer works in the
1 center.

" Employee #2 has received competency
training.

1 Competency training is occurring for

licensed staff with a focus on Resident

| rights, person centered care,

| communication, basic nursing skills,
basic restorative nursing skills, and

- infection control.

Employee files will be audited for
competency training and updated as
needed.

Audits of competency training will occur-
weekly times 4, then monthly times 2or .j
until substantial compliance has been ,
achieved. Results will be reported and
reviewed at QAPL.

* Date of compliance: June 21, 2019

F13L Poc aciepbed wirn atucned addendim
ez MBedvaa v | oL

‘ORM CMS- 2567(02 99} Previous Versmns Obsélela Event 1D N4YJ11

Facility |D:475020-
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DEPARTMEN I OF HEAL I FLAND RUNMIAN: DERVILVED - . s : s e
CENTERS FOR MEDIGARE & MEDICAID SERVICES: , at OME NO. 0936-0361

STATEMENT OF DEFICIENCIES (X1) PRO\!&DER/SUPPUER!CLIA | (%2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION 1DEN TIFICATION-NUMBER:

{X3) DATE SURVEY
; OMPLETE

 C
05/21/2019

475020 B WING.

NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
BERLIN HEALTH & REHAB GTR | OEHUSPITALIY.RIVE
PRI RRECAD S0 \ _BARRE, VT 05641

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES T
PREFIX (EACHDEFICIENCY MUST BE PRECEDED:BY FULL, L PR
TAG . REGULATORY:OR LSC IDENTIFYENG INEORMATION) |

C PROVIDER'S PLAN OF CORRECTION *5)
{EAGH.CORREGTIVE ACTION SHOULD BE COMPLETION
GROSS-REFERENCED TO THE APPROPRIATE. DATE
DEFICIENCY),

=

F 726 Continued From page 7 i F7126% .

_ 50-minute program was completed. On 3114!19 g

. an Abusg Prohibition Gase: Scenario

' questionnaire:was answered

. does notconitain any information fron
. contracted company thatevidences thai
: Employee #1 has had competency audits prior to |
hns/her Genesis-employment. Noris'there: '
ewdence that the t"acmty has evalua ed
competenc.ies for' Employes #1.

and at

: Conf:rmatton was made b ﬁhe Exec 't’Ve Difi -tm_;*'

,sdxrect y wut‘n patnent'care re(;
llowing training's.prior to-working w
+ on the units: :
| -Genesis: Compliance and Ethics Program/Code.

| of-Condiict; _ : |
| _Discrimination and Harassment in-the’ ’
 Workplace; :
« -Safety Training and Quiz; .
-Resident Rights; i " i
 =sAbuse Prohibition; ! j ;

: pé{iénts

—Emergency Preparedness
“Core’Dementia 1-3‘Hand-in-Hand. Education):
Training.

Confirmation was made by the DNS on 5/21/19:at .

- approximately 1:40 PM, that Employee #1' has not:
met Genesis training requurements nor is there

- any evidence that. the contracted company.
provided information related to competencies
completed prior to hig/her hire date of BiA119. Nor.
is there evidence thatthe facility has evaluated

- competencies for Employee#1 in: skills and
‘techn:ques necessary to care for residents needs

“including but ngt Timited to such areas as:
Resident R1ghts Person Centered Care;

ORM cms-zssnoz.es) Previous Versions Obsolele Event 10: N4YJ1, Fadility1D:475020

b
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|

DEPARK ITVMIEN T UF HEALIH AND HUMAN-SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERV!CES,.

PN LLA. WUDILU 1Y

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: Lo, - COMPLETED
b C
-47502D | ;B,leNG’. 05/21/2019
NAME OF PROVIDER OR SUPPLIER

BERLIN HEALTH & REHAB CTR

STREETAQDRESS cm STATE: ZIP.CODE
08 HOSP!TALITY DRIVE:
'BARRE, VT 05641 -

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PRD\!IDER 5 PLAN' OF CORRECTION (Xﬁ)‘
PREFIX , {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH:CORRECTIVE GTION SHOULD BE. - COMPLETION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) § TAG @  CROSS.-REFERENCEDTO THE APPROPRIATE DATE
i+ . DEFICIENCY)
F 726 . Continued From page. 8 F 726,
- Communication, Basic Nursing Skills; Basic S
i Restorative: Nursmg services; and Infection:
: ' Centrol, . e
2 Per review of Employee #2's file ok 5/2011 9 ?
with a hire: date.on 12/1/15, does nof:s
any documents demanstrai 0
evaluated competericies for
Confitmation was made: by the Dlrect@r of‘Nurse§
on 5/21/19:at approximately 1:46 PM /
-are unableto locate any d cum@nts a8t identify:
! that Employse #2 has had ¢ ' ’ A
| evaluated i skills and techn
care for residents needs including b
to such areas-as: Résident. ‘Rights ;:
- Centered Care, Commumcatu:m Basu; Nursmg f
' Skills, Basic Restorative Nursmg serwces, and
' Infection Control, :
F 730 | Nurse Aide Peform Review-12| hr/yr In=Service 73064 ;_
SS8=Bi CFR(S) A483:35(d)(7) : ;
‘ §483 35(d)(7) Regular iri-service edisation, j
' The facility must complete a erforma, S8 review |
“of every nurse ajde at leasi \

I months, and must prov:de regular in-service
- education based on the outcome of fhese i
-reviews. In-service fraining must compty with the
reqmrements of §483.95(g).

This REQUIREMENT is not met as evidenced -
by

‘Based on employee file review-and: confirmed’ by
staff intefview, ‘the facility failed to: ensure that 1 of:
- 2 Licensed Nurse Aides (LNA's) reviswed, i
‘ received at least 12 hoursof regularin-service

* education, {Employee #2). The findingsinclude:
the foi]owmg

i

%
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F 730 ' Continued From page 9

Per review-of Employee #2'sfile 61

| ahire date on- 1211115, evidences: thi
| educational pragrams compleied 2
] date!
| 21618 Sensitivity Training 1
122123118 Whirlpool Tub 30 m
; -4112/18 Stap 'N'{

Watch: 15 m_‘,ute 5, ¢
-=-4/12!1. How to dogument in Pont of:C2

(refusals and showers not oi:she
mmutes and

' minutes.

Conflrmatlon was made by the Director of Nurses
{ on 5/21/19 at ‘ . :

F7380¢ F 730 |

| staff.

reported at QAPI.

eleha Wieertas en e

'} Employee #2Lis receiving ongoing
; education towards 12 hour mandated
¢+ minimum education for 2019.

"I LNA files have been audited for
education hours for 2019.

i Ongoing training is occurring for LNA

- Audits of education will occur weekly

- times 4, then monthly times 2 or until

| substantial compliance has been

- achieved. Results will be reviewed and

Date of compliance: June 21,2019

;P'Bo Pl acepbed Wi aftudied addondosm -

oot A
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Addendum to 5/21 POC for Berlin Health and Rehab

June 13, 2019

F 623

Department managers and staff nurses are responsible for ensuring notice of transfer is given outside
normal business hours. Center executive director will monitor.

F 625

Department managers and staff nurses are responsible for ensuring that notice of bedhold is given
outside of normal business hours. Center executive director will monitor.

F726

Nurse practice educator will administer competencies for LNAs with a focus on resident rights, person
centered care, communication, basic nursing skills, basic restorative nursing skills, and infection control.
Center Nurse Executive will monitor progress.

F730

Nurse practice educator is responsible for ensuring the 12 hour mandatory minimum education
requirements are completed for LNAs. Center nurse executive will monitor progress.
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