
 
 
January 12, 2026
 
 
Ms. Amanda Moxley, Administrator
Barre Gardens Nursing and Rehab, LLC
378 Prospect Street
Barre, VT 05641
 
                                                                                                      Provider ID #: 475037
 
Dear Ms. Moxley:
 
Enclosed is a copy of your acceptable plans of correction for the complaint investigation conducted 
on November 13, 2025.  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,
 

Pamela M. Cota, RN, BS
Assistant Division Director
State Survey Agency Director
 
Enclosure
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INITIAL COMMENTS 

The Division of Licensing and Protection conducted an 
unannounced, onsile investigation of 2 complaints 
#2657562 and #2657472 on 11/4/25 to deterrnine 
compliance with 42 CFR Parl 483 requirements for Long 
Term Care Facilities, During tho complaint survey, the 
survoy toam Identified sub:;tandard quality of care as a 
result of a violation at F584; safe, clean, 
comfortable, horneli�e anvironrnent. An onsite extended 
survey was conducted on 11 /13/25. The fallowing 
regulatory deficiencies Were idP.ntifieci. 

Resident Rights/Exercise of Rights 

CFR(s): 483.1 0(a)(1 )(2)(b)(1 )(2) 

§483, 1 0(a) Resident Rights.

The resident has a right to a dignified existence, 
selr-determlnation, and communication with and access 
to persons and sorvlcos Inside and oulside th11 
(.idlily, Including those specified In this section. 

§483.10(a)(1) A facility must treat each resident With
respec:1 and dlgnlly and care for each resident In a 
manner and in an environmont that promotes rnainlenam:-,e
or onhancomont or his or her quality of life, 
recognizing each resident's individuality. The facility
must protect and promote lhe rights of lhe resident.

§483.1 O(a)(2) The facility ml1st provide equal access to 
quality care regardless of dlagMsis, severity of 
condition, or payment source. A facility must establish 
and mair1taln Identical polities and practices regarding 
transfer, discharge; and the provision of services 
under the State plan for all resident,,; reg1m11ess of 
payment source.

§483.1 O(b) ExBrclse of Rights.

Tho resident has lhe right to P.)(ercise his or her 
rights as a resident of the facility and as a clli:zen 
or rosident of lhe United Stal!!s. 
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PROVIDER'S PLAN OF CORR�CTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

The filing of this plan of corroction does 
not constitute an admission of allegations 
s0t forth in the statement of deficiencies. 

Barre Gardens has prepared and 
oxoculed a plan of correction as evidence 
of ltle facility's continued compli;:ince with 
applicable IDw. 

Resident #4 continues to reside al the 
facility and had no ill effects from this 
alleoed dencient practice. 

All residents who reside in the facility <'lre 
at risk for the alleged deficient practice. 

A house wide audit will be conducted on 
all residents care planned to receive 
feeding assistance to ensure staff :=ire 
sitting at eye l0vel with lh0m while 
assisting with eating. 

All licensed nurses and LNAs will be 
ot1ucaled on residents' rlghts, specifically 
surrounding sitting at eye level with the 
resident wl1ile assisting them with eating. 

Tho administrator or designee will 
conduct r@nciom weekly Eludits X 4 and 
monthly X 2 lo ensure staff me sitiing at 
eye level with residents while lhey assist 
them with eating. 

The audit results will be rnvieweo at OAP! 
for further interventions. 

Dale of compliance: December 28, 2025 

(X5) 
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Any deficiency statement ending with an ai.terisk (') denotes a deficiency Which the institution may be excused from correcting providing ii Is determined lhat other 
safeguards provide sufficient protection to the patients. (See raver!;e !or further instructions.) Except for nursing homas, the findings stated above are disclosable 90 
days following the date or survey w!,eltun or not a plan of correction is provided. For nun;ing homes, the above findings and plans of correction are disclosable 14 days 
following the_,Qalf? these documents are made available to t 10· acillly. If deficiencies are cited, an approved plan of correction Is requisite to continued program 
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Continued from page 1 

§'183.1 O(b)(1) The facility must ensure that the
resident can exorcise his or her rights without 
lnterrerenc;e, coercion, discrimination, or reprisal 
from the facility. 

§483.10(b)(2) The resident has the right to be free of
interference, coercion, dlscrirr1inc1tion, i!nd rP.prisal 
from the f;,cility in ex•m1is.ing his or her rights and 
to be supported by tho facility In the exercise of his
or her rights as rP.CJuirP.d undP.r this subpart. 

This REQUIREMENT is NOT Mf=:T as evidenced by: 

Based on record review and interview it was determined 
that the facility failed to troat each resident with 
respect and dignity ;,nd care for each resident in a 
manner and in an environment that promotes maintenance 
or enhancement or tier/his quallly of life, recognizing 
eac;t, resident's individuality for 1 resident In a 
sample of 9 residents. (Resident #4 ). 

Findings include: 

Per record review, Resident #4 has dlagnu�es that 
include Alz.helmer's disease, dementia, bipolar disease, 
schizophrenia; and need for assistance with pP.rsonal 
caro. Per Resident /M's care plan, revised 11.14125, 
''EATING; (She/he] requires extensive assist frorn i;talf 
participation to eat. Starr please encourage resident 
to open hand to engage in self-feeding and holding c;\1p 
during meals." 

On 1114125 at 12:55 PM, an observation was conduct0d of 
Resident #4 during lunch. All LNA (licensed nursing 
assistar,t) was obsarvP.ci fl5�i�ting the resident with 
eating. She/he was standing next to resldant and 
loaning over to plc1c:e lhP. food in the resident's mouth. 
The LNA repeated the process of standing nax:t lo th!! 
msident and asslstin� with feeding, 

On 1114125 al 12:57 PM, an interview was conducted with 
the LNA. She/ho was asked If they should be sitting at 
eye level with the resident. She/he stated, "I choose 
not to do that" Upon further inquiry about facility 
practice with rRgard to sitting next to residents 
while assisting in eating, She/he responded, 'I don't 
do that." 

F;icility policy titled "Resident Rights," revised June 
2023, states that "Federal and state l.iws guarantee 
l:)Ftsin rights to all residents of this facility." Those 
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Continued from page 2 
rights Include the righl lo a dignified existence and 
to be treated with respect. kindness and dignity. 

On 11/4/25 at 2:45 PM, an inter view was condvcted with 
the Administrator. They con0rmed that facility 
practice is to sit at eye level with a resident 
while assisting lhom with eating, and lhat this was 
comtn1Jnicated to staf f when they go lhrough orientation. 

F0584 Sale/Cle11n/Comfortable/Homolike Envlronmer1t 
SS= SOC-F 

CFR(s): 483.1 0(i)(1 )-(7) 

§483.1 0(i) Safe Environment.

Tho resident has a right to a safe, clean, comfortable 
;md homelike environment, Including bvt not limited to 
receiving treatment and suppor ts for daily living 
safely. 

The facility must provlde-

§483.10(i)(1) A safe, clean, comfor!able, and homelike
environmAnt, allowing the resident to use his or her 
personal belongings to the extent possible. 

(i) This includes ensuring that the resident can 
receive care 11nd services safely and lhat tho physical 
!ayout of the facility maximizes resident inciependence
and does not pose a safety risk.

(ii) The laclllty sh.ii! exercise reasonable caro for
the protection of the rosident's property from loss or
theft.

§483. 1 0(i)(2) Housekeeping and tnainlAnance services
t1ocessary tu m<1lntain II sanitary, orderly, and 
comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are In
good condition:

§483.1 0(i)(4) Private closet space in each resident
room, as specified in §483.00 (e)(2)(iv):

§483.1 0(i)(5) Adequate and comfortable lighting lev,;,ls
in all areas: 
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All residents who reside in the facility arc 
at risk for this alleged deficient practice. 

A house wide audit will be conducted to 
ensure compli,=mce with the following 
alleged deficiencies: 

1) St1ower rooms are kept clean and
orderly. The walls and noors located in
the shower rooms are free from jagged
metal and broken tiles.

2) All communal dining areas are cleaned
prior lo every meal.

3) All light cords are long enough for
residents to s21foly reach.

4) All fans loc;;ited on t11e units and in
resident rooms are free of (lust and
debris.

5) All doors are rrcc of splinters and have
all hinges securely altacticd.

6) All ovorbod tables are free from foreign
stibstances.

7) All privacy curtains are rnae from st21ins
and tears.

8) All pillows are free from tears.

9) All stained/frayed fEibric furniture is
cleaned and/or replaced.

10) All existing chair rails strip.s are fully
attach0d to the wall.
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F0584 Continued from page 3 
ss = sac-F §483.1 O(i)(6) Comfortable and safe temperature levels. 

Facilities initially certified after October 1. 1990 
must maintain a temperature range of 71 to 81 'F; and 

§483.10(1)(7) For the maintenance of comfortable sound 
levels. 

This REQUIREMENT is NOT MET as evidericed by: 

Based upon observation. interview, and record review, 

the facilit y fall!!d to ensure that areas used for 
bathing/showering, resident rooms, and a reslder1l 
gathering area were c1.,a,1, sale, ,md homelike. T his 
deflcient prar.tice has the potential to affect all 
residents residing 111 the facility. ihi5 is a repeat 
denciency for this facility, with the violation cited 
during the previous two re(.;ertillcatlori surveys, dated 
6/25125 and 5/9/24, and partial survey dated 4/17 /2$. 
Firidings include: 

During the initial tour or the facility on 11/4/25 at 
approximately 10:40 AM the following observations were 
n,ade; 

Wing 1 short hal!, room #156 arid room #157 appoarod 
dirty with loose debris on the floor. 

At the erid of Wing 1 short hall there was a rooni that 
contained a tub room, a bathroom, and a shower room. 
The tub room revealed a tub chair that had a loose 
white powdery substance on the seat and the foot pedals 
had a thick while and gray substanco within the pattern 
of both foot pedals. The shower room area contained a 
rolling cart with the top shelf containing 3 bottles of 
hair conditioner, :l bottl"s of shampoo, a bottle of 
body wash, a bottle of quaternary ammonium chloride 
disinfectant clean .. r (<J c..-oricentrated cleaning formula 
use lo cut cleaning time and quickly wipe out a broad 
spectrum of bact!!ria, like viruse!i 11nd h1ngl) and a 
handful of unboxed gloves. The second shelf on lhls 
rolling cart contained 2 boxes of gloves and 4 razors. 
The shower room revealed a lift bar/rail with a 
disposable rubber glove tied to the rail. The corner 
bead (a protective strip, typically made of vinyl or 
metal. that is installed on outside corners where two 
places of drywall meet to reinforce and protect the 
corner) going Into the $hower room revealed brokon. 
rusted, and jagged metal. Many broken floor and wall 
tiles w0re noted throughout this area between tho 
shower room. tho tub room, and the bathrcmrn. 
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1 ·1) All resident rooms and comtnLinal 
areas are clean and free from crumbs, 
clumps of hair, sµills, etc. 

All staff will be educated on residents' 
rigt1ts to a safe, clean, con1fortable, and 
homelike environment, as well as the 
importance or reporting and fixing 
environmental Issues us thuy occur, 

The following corrective actions will occur 
to ensure c:ompliance: 

1) Housekeeping will clean both shower
rooms on c.1 daily basis and nursing staff
will be responsible for cleaning/picking up
after each shower given. Maintenance
will remove all jagged metal pieces, and
all broken tiles will be filled or replaced.

2) Housekeepinn will implement a
cleaning scherit1le to ensure fill
communal dining areas are cleanod prior
to each meal.

3) All light cords will be long enough for
residents to reach salely.

4) All fans located on the units ancl in
resident rooms will be cleaned of dust
and debris,

5) All doors with splinters will be
smoothed out and all loose llinges will be
tightened or replaced.

6) All overbed tables will be cleaned on a
daily basis by housekooping. 1\lursing
staff will clean on an as neederJ basis.

/) All privacy curtains that have stains or 
tears will be tt1rown away and replaced. 

8) All pillows that arn torn will tJo thrown
01way and replaced.
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F0584 Continued from pagA 4 

ss "SUC-F Per interview on 11 /4/25 at approximately 10:55 AM with 
the travel LPN #1, they C<mflrmed the noted concerns 
llstod above. 

Observation on 11/4/25 at approximately 11 ;05 AM of the 
Sun Roon; on Wing 1 revealed trash cans without trash 
bags insido: a coffee carafe that was dirty with a 
brown substance on all sides; a drawor within a cabinet 
that contained packets of condiments noted to have what 
appeared to be food debris throughout tho drawer arid a 
pt1ddle of a brown sticky substance; a chair With fabric 
back, arri'lrests and seat that had a dried reddish brown 
substance In droplet form on lhe seat !hat wa� still 
accossiblo for use; a yellow substance that appeared to 
be scrambled eggs under a table and or1 the windowsill 
next to the table; 11 pillow without a pillow case on 
the steiim table: tho floors appeareo oirty with spills 
and dobrls; and a cooler or ice with a gray coffee cup 
sitting on a cart next to tho and the inside or the 
cooler cover was dirty. Out.side the sunroom was a small 
area with a counter and a fridgo. Upon lt18 counter was 
a blue tray with partially eaten breakfast foods, 
coffee cups, ;ind miscellaneous silverware. 

Per interview on 11/4/25 at approxim11tely 11 :30 PM with 
tho travol LPN #1, they confirmed the above notod 
concerns. S/he statod that this sunroom Is \ised as a 
dining area and housekeeping does not have onough 
staff. S/he stated, "if I know where they kept the 
brooms and mops, I could help when I had some time to 
do so." S/he confirmed that U1e tray with variouij 
partially eaten breakfast foods was there from 
breakfast and had to be taken down to the kitchen or 
!hoy may wait until the next meal and send II back to 
the kitchen on ono of the carts. 

Observation on Wing 1 of th"' nurse's station revealed a 
thick pile of crumbs/debris in front of the nurse's 
station that wet,t the length of the nurses' station. 

Interview on 1114/25 at approxirrtately 11 :50 AM with the 
travol LPN # 1, they confirmed that these were cookfo 
crumbs and that staff will give u,a residents cookies 
wh011 they are sitting out In this area. S/he was ask0d 
about housekeeping staff, and s/he re$pOrided lhat s/he 
is aware that there are not enough housekeeping staff 
to keep the area clean and neat. 

Observ<1tion on 11/4/25 at approximately 12:10 PM 
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9) All st<.1ined/frayed fabric furniture will be
cleaned and/or replaced.

10) All existing ch;iir rails strips tt1at are
not fully attached to the wall will bo
reattached and/or removed.

11) I lousekeeping will implement a deep
clean schedule of all resi(font rooms c111d
conirnunal areas.

The administrator or designee will 
conduct random weekly audits X 4 and 
monthly X 2 to ensure all alleged 
deficiencies listed above have been 
addressed and corrected. 

The audit results will b0 reviewed at QAPI 
for further interventions. 

Date of complianco: December 28, 2025 

Since the November 13th survey, the 
facility has successfully t1ired enough 
t1ousel<eepers to fully staff tho 
department. The facility is lrneplng all 
housokooping and laimdry recis open in 
tl1e event of staff turnover. 
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F0584 Conllnued from page 5 
ss � SQC-F residents were being bro.ught to the sunroom for their 

lurich meal. The room had not bcon cleaned prior lo the 
residents arriving to the sunroom for this meal. 

On 11 /4/25 at approximately 12:20 PM tho physician was 
asked about the poor condlUons and how dirty the 
facility cl!rrently is, and s/he explained that s/he 
will be addressing thal In her/his 6-rnonth plan. S/he 
was asked !Or a copy of the 6•month plan and s/he 
slated, "it's in draft form at this point.' 1'he 
physician contirmed that the facility was dirty and 
stated, "yes, the resldents here do hava a right to 
live In a clean facility.'' S/he was asked if s/he 
con5ldered the facility "clean enough" for the 
residents that lived there and s/he staled, "no. it 
needs to be better". 

Observation on 11/4/25 at o1ppro.xirnately 12:45 PM of 
Wing 1 Long Hall revealed room #162 with dirty noom, 
the ovorbed lights had 2 inch pL!II chords (used lo turn 
the light on), a fan with a thick coat of dust on tho 
back and front fan piece, the bathroorn e>1hausl fon 
covered In 11 thick coat of dust, and cobwebs In all 4 
corners of the bathroom. 

Observation on 11/4/25 at approximataly 12:50 PM of 
room #163, me door to the room was broken at the hinge 
and revealed splinternd wood fragments, there waij a 
used blood glL!COSe test strip on the floor, the overbed 
table by the door bed was covered on lho wheels and 
metal support wilh a thick dried white milky type 
substance, the privacy curtains had a dried brown 
substance on the outer edge and about 2 feet in from 
the outer edge, the overbod lights for both beds only 
had a 2 inch pL!II chord, and there was an uncovered 
rillow on the bed next lo tho window with its plastic 
cover torn in rnany ;ireas revealing the pillows 
contents. 

Observation on 11/4/25 between 1 PM and 1 :20 PM of 
rooms 165 throl!gh 176 revealed various hou�okeoping 
issues specific to tho cleanliness of each roorn, Floors 
were dirty, a lot of various types of debris were 
noted, bathroom fans woro noted to be covarad wilh 
thick dust, toilets were dirty and not clean inside or 
out or the ftoor around tho toilets. 

Review of thli! housekeeping schedule from 11 /9/25 lo 
11/15/25 revealod the following: 11mt.111 - 8 hOlits of 
housokoeplng (1 staff); 11/10/25 • 13 hours between 2 
staff; 11/1/25 • 8 hours (1 staff); 11/12/25 - 7 hours 
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F0584 Contlnuca from page (, 
$$ " sac-F (staff orlentee and no olhor staff listed to orient 

this new staff): 11/13/25 - 10 hours (1 staff): 
11/14/25 - 7 hours (staff orientee and no other staff 
listed to orient this new slaff); 11/15/25 - 7 hours 
(staff orienlee and no other staff listed to orlont 
this new staff). 

Per interview on 1114/25 at approximately 3 PM with tho 
Administrator, s/he confim1ed that thoy did not hava 
many housekooping staff, 2 had recently walked out, and 
both tho rt1alnlen'lnce director and assistant malntonanet1 
director had left cmploymar,t at thi� facility. S/he 
confinnod that the lac;ility was not clean and that 
there was not enough housekeeping staff lo c:lean the 
facility or maintain the lar;ilily at this time. 

2. During the lnltifll lour of the facility on 11/13/25 
at approximately 10:00 AM the following ob5erv.i!ions
were mado:

• Wing 2 Long Hall, there was � trail of liquid down
the hallway, and debris on tho floor by the medication 
cart. Wing 2 Showers In the bathroom, the toilet safety 
bar was notecl to have paper tapo covoring two holes. 
Light-colored caulk botwo0n tiles on holh floors and
walls was nc1ted to have a buildup of black debris,
which appears to be mold amJ mildew. A shower chair had 
a pinkish-orange buildup of debris al the connections. 
There was debris behind the doors, Including spider
wobs and rust on lhe doorframes, with holes Whoro tho
frt1mes met the floors. Tho room with the bathlub had a
Hoyer lift and cardboard boxes being stored in ii. 

• Wing 2 Short Hall, Resident room #116 revealed a 
strip of plastic-like material approxlmalely 4-6 inches
wide at chair rail level, which rnns the full length of 
the right-h1md sido of the Residents' room. The strip 
was falling off the wall. In nne of the alcoves, a
dirty !;poon was on tho scat of a wh11ah:;hair

• In the Crossover area, a chair was nutad to have worn
off vinyl on both ,mns.

• Wing 1 Showers, lhe shower floors and walls had dark
debris, which appoarnd to be mold and mildew, and there
was a broach In the tile wall on the corner. The 
ceiling vent had a buildup of dust. The d0¢rfrarne metal
had a hole at the base, and debris is visible behind
the door. There was yollow colored debris on lhe shower
chair. In the bathroom, the call bell pull is a
shoel11ce covered with paper tape, and lhe end has the
shoelace rn�\arial exposed.

• In the whirlpool room, there was a sticker, and a
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F0584 Continued from page 7 
ss = SQC-F medication cup with white powder was located on the 

frame of the bathtub. Hair is in the whools of a bath 
eh;,ir, and two black bundles or un�nown substance were 
on the floor under the chair. There is a box of gloves 
on the floor, and a Broda chair (a type or wheelchair) 
with a resident gown, The bathtub chair foot supports 
have a white residue, and there Is a walker with a used 
bedsheet. A chair located in the cornor had used 
resident socks. Debris and a brown, dri1;1d liquid were 
notod in Iha whirlpool. 

Per interview on 11/13/25 at 3:00 PM, the Infection 
Prevention staff member confirmed housekeeping 
concerns, She stated two staff members had left 
abruptly and the Administrator has implcmenteel 
leadership members assisting the remaining housekeeping 
starr with their duties by selecting fivo resident 
rooms weekly to clean. 

Per interview on 11/13/25 at 3:50 PM, the Administrator 
confirmed housekeeping staffing to be Inadequate, afid 
the leadership toam Is assisting lhe department with 
cleaning. When asked if there were education or audits 
for cleaning, she sl�ted, "all had to do It berore." 

3. During the initial tour of the facility on 11/13/25
at approximately 10:00 AM ttie following obsorvations
were made:

In room 105 a trail of crumbs were on the floor. with a 
small partially crustied plastic cup, Thero was a \rail 
of visible black residue on the floor from the doorway 
and extended approximately two foot out of the room 

1n batwe1;1n room 109 and room 111 an alcohol wipe 
package was observed on the floor with a red piece of 
plastic and a white piece of plastic lying beside ii 

In room 112 thP.re were orange crumbs observed by the 
bottom of the bod 

Outside of room 114 !here was a rubber band on the 
floor and a small piece of paper 

In roorn 116, the brown bumper guard against the wall 
was falling off the wall and was observed partially on 
the empty bed 

There was a clump of hair obsorvod at the nurse's 
station by room 116 

A dead brown, mU!lllegged insect was observed on the 
floor and a partial footprint was noted adj<1cP.nt to the 
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F0687 
SS = D 

·rhe entrance to room 118 at the base on the doorframe 
was blacl<, and grey with residue on the floor, visible 
footprints and black and grey marks that appeared to be 
from shoes observed in lhe room and immediately outside 
of the room

Otitside room 118, immediately to the le�. were brown 
stains 0xter1ding down from the wall below the handrdli. 
Addition11lly, there was a clust.:::r of hair againRt the 
exterior frame of the door 

Between room 117-119 two clumps of hair observed on the 
floor 

Room 119 had black residue coming off the floor to the 
left and right of the doorframe 

Room 122 had crumbs below the two dressers with 0110 
piece of pa par balled up in front of tho trash earl naar 
the door 

Room 124 had visible brown and black mailer on the 
floor that appears to he dirt 

The sunroom (necir room 125) had a clump of hair on the 
Ooor by !he door. Next to tho window$ facing a small 
green yard, thore was multiple brown clumps and crumbs 
on the noor. Additionally, the resident bedside table 
by the windows had brown matter on it. Opposing the 
windows facing the green yard, on the other side or lhe 
room, there was a rubber b,md on the floor. 

Outside room 176, to the left of the exterior door 
frame, balow the handrail, there was a circular blob of 
a White and groy substance. There was one primary 
circular blob or this substance with two srl'lal!er 
circles of white and grey mi!ll1;1r immediately next to 
It. Thro.::: circular like blobs of an unknown subsl.i!nc11 
in total. 

In the shower room there w.is hair observed on 1110 
Ooor. brown res]due smeared onto tho wall, and brown 

. residue on tho shower chair. Additionally, hair was 
observed in the shower drain and thoro was a large 
amount of a brown smelly substance in the toilet that 
had not beeo flushed, on the seat of this tollet, there 
was also a brown residue. The shower wall had specks of 
black and grey on the tile and w:ill and the shower vent 
was covered in a thick white .ind grey substance. 
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Continued from page 9 
CFR(s): 483.25(b)(2)(i)(ii) 

§183.26(b)(2) Foot care. 

To ensure that residents receive proper treatment and 
care to maintain mobility and good foot health, the 
facility must 

(i) Provide foot care and trcolmenl, in ;icr;ordance with
professional sl,m1hmJs of practice, including to
prevent complications from tho rcsidi;,nt's mRdlcRI
condition(s) and

(ii) If nocossory, assist the resident in making
appointment� with a qualified person. and arranging for
transportation to and from such appointments. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, staff Interview, and record 
review the facility failed to ensure that 1 resident In 
lhe applicable sample {Resident #6) received proper 
fooi caro. 

Findings includ8: 

Per observation on 11/13/25 at 10:21 AM, Resident #6 
was sitting tJ;irefoot at the edge of tho bod with 
his/her foot on the floor. ResidRnt lffi's feet appeared 
to be dry and had long discolored toenails that ware 
thick. 

Per interview with Resident #6 on 11/13/25 at 10:21 AM. 
they reported lhal their toenails are very long and 
that it is on Issue, they haven't had !heir nails 
trimmed in a long time or seen a podiatrlsl 

Per record rAviRw of Resident #6's coro plan dated 
9/19/25, s/ho is caro plannad fm sKin breakdown due to 
Impaired rnobliily, OM {Diabetes Melliius). and 
peripheral vascular disease. Interventions include 
Po_diatry consult as neec1ed with a data of 3/8/23. Th1;1 

care plan also idontifies that the resident has an ADL 
(activities of daily living) self•caro performance 
deficient and requires assistance with personal 
hygiene, datRd 3/8/7.3. 

Per review (_]( the facilities policy titled 
"Fingernails/Toenails, Care or" wilh a revision date of 
2/18, it states that the "purpose of this procedure is 
to clean the nail bed, to keep nails trimmed, and to 
prevant Infections ... Nail care includes dally ,Jeaning 
and regular trimming.· 
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Resident #6 continues to rosiclo at the 
facility and had no ill effects trorn this 
aliened deficient practice. 

All resitienl5 who reside in the facility are 
at risk for tt1e alleged deficient practice. 

A house wide audit will be conducted on 
all residents to ensure their toenails are 
trimmed. 

/\II licensed nurses and LNAs will be 
educated on ensurin�J resident toenails 
receive regular trimming. 

The DON or desi�Jnoe will conduct 
random weekly audits X 4 and monthly X 
2 to ensure resident toenails me receiving 
regular trimming. 

1'he audit results will be reviewed ;,t QAPI 
for further interventions. 
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Continued from page 10 
Per Interview wll�1 the Physician on 11113125 at 3:30 
PM, he reported that he is having to trii!ge work and is 
prioritizing tho mo�I urgenl visits as there Is only 
orw provider for the residents. He reported that he 
hasn't time to do anything except for "crisis 
managflment." 

Per Interview with the Administer and Director of 
Nursing {DON) on 11/13/25 i!t 6:17 PM, they reported 
they 1Jon't have a podiatrist horn and that the provider 
trims nails in house. 

Per interview with a Register Nurse (RN) on 11113125 at 
6:29 PM, shi! confirrned that Resident #6's toen.1ils were 
long and should be trimmod. 

Physician Visits-Fraquency/Timalinei;s/All NPP 

CFR(s): 483.30(c)(1 )•{4) 

§<18J.30(c) Frequency of physician visits 

§483.3()(1:)( 1) The residents must be seen by a physician 
at least once every 30 days for the first 90 days after
admission, and at least once every 60 thoreaftar.

§483.30(c)(2) A physician vlsil i!; considered timely if
It occurs not li!ter than 10 days after the date the
visit was required.

§483.30(c)(3) Exci�pt as provided in paragraphs (c)(4)
and (f) of this section, all required physician visits
must be made by lhe physician personally. 

§483.30(c)(4) At tho option of the physician, required
visits In SNl-'s, after the initial visit, may alternate
betwl'!en personal visits by U10 physician i!nd visits by 
a physician assistant, nurse practitioner or clinical 
nurse apecialist in accordance with paragraph (e) of
this section.

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and interview, it was determined 
that lhe facility failed to ensure physician Visits 
occurred every 30 days for the first 90 days after 
admission, and at least once every 60 thereafter for 12 
of 25 rosidents (Resident# 1, 2, 3, 6, 7, 8, 11, 12, 
13, 15, 16, and 17). Findings include; 

Per review of tho facility pulicy titled "Physician 
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Rusidents 1t1, #2, #'.3, #6, #7, #8, #11, 
#12, #13, #16, and #17 all continue to 
reside at tho facility and had no Ill effects 
from this alleged deficient practice. 

All residents who reside in the facility are 
at risk for the alleged dcOcient practice. 

A house wide audit will be conducted to 
ensuru cJII new admissions receive a 
regulatory visit every 30-days for the first 
90-dc.1ys after admission. The physician
will complete their first regulatory visit
witt1in 30-days of admission.

A second house wide audit will be 
conducted to ensure all resid(1nls have a 
reuulatory visit every 60-days after thuir 
initial 90-days. These visits n,ay alternate 
between physician and midlevel. Any 
resident affectAd will have an updated 
rugulalory visit to review plan or care. 

Medical director, physician and NP will be 
educated on policy surrounding 
regulatory visits. 

The DO1\l or desi�inee will conduct 
random weekly audits X 4 and monthly X 
2 to ensure regulatory visits are tracked, 
complelcd, and that substantial 
complim1ce is maintained. 
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Continued from page 11 
Services" dated 21:21, it states t11at "the medical care 
or each resident is supervised by a licensed physirJ,rn 
and that "'supervising the medical care or residents 
Includes ... conducting routine required vlslts ... Physician 
Visits. frequency of visits, emergeni:;y care of 
residents, etc., are provided in accordance with 
current OBRA regulations and facility po!iw .. • 

1.Review of Resident #6's medical racnrd shows that 
Resident #6 has not had a regulatory visit since 
8/7/25, which was with a Nurse PracUtlom•r (NP), and 
as of 11113125 rtid not have a regulatory visit wlU1in 
six.ty days with a Physician.

2.Review of Resident #7's Physician visits revealed
that Resident # 7 was admitted on 12/17124 and had their
Initial visit with a NP on 1/24125 and Uien unly h;id
visits wiH\ a NP up until 10/23/25 with the current
Phy$iCian, which was not a regulatory visit. 

3. Review of Resident ft.B's Physician visits reveal11d
that thoir lost regulatory visit was on 5/30/25, with a 
Physici,111'� Assistant (PA), and there was no in-person
visit with a Physician until 10116/25, which was not a 
regulatory visit. Resident #8 has not had a regulatory
visit since 5130/25.

Per interview with the Medical Diroctor on 11/13/25 at 
approximately 2: 1 !i PM, he reported that he's aware that 
the reglllatory visits are well bohind and that lhe 
onsito Phystciat1 is trying to catch lip stating there is 
"no exc�ise it has to be done.' 

Per interview with the facilities Physician 011 11/13/25 
at 3:30 PM, he reported that he is behind on regulatory 
visits. The Physician stated that ho "Inherited an 
absolute just medical disaster here" and that he hasn't 
had lime to do anything except for "crisis management". 
Ho reported that ha has a choice of seeing a sick 
patient like someone with covid. an urgent medical 
need. or a rogulatory vl!iil, ha is going to take care 
of the slr.k patients. The Physician also statod ha ha!! 
a list of residents that he knows need to be seen for 
their regulatory visits. The Physician also st;ited th;it 
they had a Nurse Practitioner (NP) but that they only 
lasted a week. but they have a now NP starting on 
Monday, 11117/25. He reported his plan is to start 
doing regulatory visits once the NP starts, a11d that he 
has a list of residents who need \o be seen. He also 
reported that he does not count acute care vis!Ls as 
tegulatory visits, as regulatory visits are much more 
comprehensive than acute care visits, so th;it if it 
doosn't say regulatory visit, then he has not completed 
a regulatory visit for that resident. The Phy�ir-i'ln 
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Continued from pa!'.jA 12 
would not speak lo if regulatory visits were performed 
prior lo llim being there, bul he did confirm that 
Resldf:lnl #7 needs a regulatory visit and has not had 
nne yet, that Resident #8 nf:leds a regulatory visit and 
ho has not done one yet, and that for Resident 11-6 he 
nas not done a regulatory visit and needs one, and he 
also confirmed the facilities policy states ono of his 
responsibilities as a physlci.m Is 'supervising the 
medical care of residents includes ... conductin1;1 routine 
required visits•. 

4. Review of Resident #2's Physician visils revealed
that thoy were admitted on 4/9/25 and they did not 
receive an in,person regulatory visit with a Physician 
by 5/19/25. 

5, Review of Resident #J's Physician visits revealed 
that their last regulatory visit was ot1 6/13/25 with a 
Physicians Assistant (PA) and tnere was no ln•person 
regulatory visit with a ·Physician by 9/23/25. 

6. Review of Resident #1 's medical record shows thRt 
Resident #1 was admitted on 'l/18/25 and her/his first
regulatory vlsil was on 10/28/25 which does not meet 
the regulatory requirement of this regulation. 

7, Review of Resident #11 's Physician visits revealed 
that Resident #11 was admitted on 7/23/25 and had their 
initial pnysician visit on 11/13/25, which does not 
moei tho regulatory requirement of this regulation. 

8. Review of Resident #12':; Physician visits revealed 
!hRt Resident #12 was admittod on 5/16/25 and had their 
initial physician visit on 11/13/25, which does not 
meet the regulatory roquiromant of this regulation. 

9, Review of Resident #13's Physician visits reve11led 
that Resident #13 was admitted nn 7/15/25 and had their 
lnili,ll physician visit on 11/10/25, which does not 
meet the regulatory requirement of this regulation. 

10. Review of Resident #15's Physic;lan visits revealed
that �esident #15 was admitted on 5/5/25 and had their 
Initial physician visit on 11/4/Z5, which does not moot 
the regulalory requirement of this regulation,

11. Review of Resident #16's Physician visits revealed
that Resident #16 was admitted on 5/27/25 and had their
initial physician visit on 9123/25, which does not meet
the regulatory requlrem,ml of this regulation.

12. Review of R+.sident #17's Physician visits revealed
that Resident #17 was ad,nlttod on 6/6/25 and had their 
Initial physician visit on 8/25/25, which docs not meet 
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the rogulatory rl!qulrernent of this regulation. 

Per interview on 11/13/25 al approximately 11 :45 AM. 
\he facility Physician confirmed that regulatory visits 
had not bee11 completed timely and that s/he was working 
on getting them caught up. S/he stated that a new PA 
would be starting "next week on Monday" and this would 
help her/him stay caught up on Visits. 

Par interview on 11/13/25 al approximately 2:00 PM, lhe 
Medical Director confirmod that s/he wa!I >1ware that 
regulatory vl!lits were behind and U,at tho faclllty 
physician was working to get thern all caught up. S/he 
stated lhey were working on the process and considering 
getting a tracking tool/system for regulalory Visits 
but at this Ume hacl not secured any type of systorn for 
doing this. S/he stated, "Thora Is no excuse far these 
visits lo not have been compleled on lime." 

Troal1110nt/Servioe for Dementia 

CFR(s): 483.40(b)(3) 

§483.40(b)(3) A resident who displays or is diagnosed 
with ckm,enlia, receives the appropriate treatment and
services to attain or maintain his or her highest
practlcab!1i physical, mental, and psychosocial
well-being.

This R!;;QUIREMENT is NOT Ml!T as evidenced by; 

Ba�ed on observation. interview, and rncord review, lhe 
faclllty falled to implement interventions to address 
the residents' dementia caro noeds for 1 of 1 residents 
(Residem #1 O). 

Findings include: 

Per an observaU�in on 11/13/7.5 at 6;43 PM at a nurse's 
station, Resident #10 was asking to call his/her family 
rnombcr. A Licensed F'ractical Nvrse (LPN) was obsorved 
telling Resident #10 that she couldn't call his/her 
family rnembtir bec.iuse they had died. Upon hearing this, 
Resident #1 O got visibly upset and again asked for the 
LPN to call Resident #10 ·s family member and called 
the l.PN a lier. The phone starlod ringing and Resident 
#10 was asking for them lo pick It up saying it might 
be their family member, and lhe nurse was dismissive 
towards the Resident saying that it couldn't bo. At 
6;45 PM, the Resident #1 O again asked to c�ll the 
family member (o which lhe LPN again staled that they 
had passed and that 'we told you this rnonths ago, but 
you keop ori rorgelting". Resident #1 O tnen statod that 
they were going to try and walk homH and hoped they 
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Resident #10 continues to reside at (he 
focility cind had no ill effects from this 
alleged deficient prnctice. 

All residents wt10 reside in the facility are 
at risk for the .illened deficient practice. 

All licensed nurses ,mcl LNAs will b0 
educ.;atcd lo follow the Interventions listed 
in a resident's c�1r0 plan when a resident 
is expressing anxiety and/or grief. 

T11e DON or designee will monitor weekly 
X 4 and montr1ly X 2 for residents who 
express anxiety and/or grief to ensure 
their care plan interventions are being 
followed. 

The audit results will be reviewed at QAPI 
for further ink�rventions. 

Date of completion: December 28, 2025 
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would be killed. 

Per Interview with the LPN 011 11/13/25 at 6:48 PM, when 
asked how she redirects Resident #10 whe,, s/he forgets 
that their family member has died, the LPN reported 
that sometimes we say maybe later. sometimes we tell 
her the truth, :rnd that the Rasident #10 calls us liars 
when we tell him/her that their family membo,ir is dead. 
The LPN also reported Resident #1 O has dementia and 
s/he "just gets like this sometim0s". The LPN confirmed 
that each time she reminded Residl:!nt #10 that the 
family member had died, that Resident #10 b ecart1e 
visibly upset. 

Per record review of Resident #10 medical diagnosis on 
11 /13/25, sfl1e has a di1Jgnosis of Alzheimer's disease, 
adjustment disorder with anxiety. and depression, Per 
review of a progress note dated 10/22/25. tho resident 
was informed by their family of a family member's 
death. 

The Resident's progress notes from 10/23/25 to 11/13/25 
docurmml that the Resident was remindod by staff of 
his/her family member's death on seven different 
documented occasions since 10/23/25, with resulting 
behaviors of yelling, crying, wandering, and exist 
see kl rig. 

Per Review or the Resident #1 O care plan. it revealed 
they are care planned for a family member's death on 
10/22/25 with Interventions of assisting the resident 
with lheir grief to help the resident idontlfy care 
needs. encourage the reaident to express feelings of 
anger and concern, encourage the resident to rP.cognize 
grief sltuatiuri, observe for contributing factors that 
may delay the grief process. assist the resident to 
Identify. acc1m; and use support systems, for consults 
to tie plRced to pastoral care, social services, home 
health. psychiatry <1s needed, describe to the resident 
the stage5 and how to identify grief, and to assist the 
resident with problem solving. ihe Resident #1 O is also 
car!l planned for dementia, for which lntorvontlor1s 
Include allowing the resident time to talk and express 
feelings. An intervention related to tho Resident #10;s 
anxiety and trauma Is to engage the resident in 
•corwersations that will help them to remain calm'. 

The observation on 11 /13/25 did not domonstrale that 
care plan intervention$ were being utilized for this 
resident regarding assisting with grief, allowing lime 
to talk and express reeling�. or engaging the resident 
in conversation to h0lp them remain calm. 

Label/Store Drugs and Blologic;;ils 
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CFR(s): 483.45(g)(h)(1 )(2) 

§483.4S(g) Labeling or Drugs and Biologicals 

Drugs and biologicals used in the facility mus\ be 
labeleo in accordance with currently accepted 
professional principles, and include the appropriate 
accP.ssory and cautionary instructions, and tho 
expiration date when applicable. 

§483.45(h) StoragP. of Drugs and Biologicals 

§483.4S(h)( 1) In accordance with State and Federal
laws. the facilily mu5t store all drugs and biologicals 
in locked compartments under proper temperature
controls, ar,d permit only authoritP.d personnel to have
access to the keys.

§483.45(h)(2) The facility must provide separately 
locked, permanently affixed compartments for storage of
controlled drugs listed in Schedule II or the
Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abw;e, E;!l(cept When the
facility U$ei; single unit package drug distribution
systems in which tho quantity stored Is minimal .ind a
missing dosf.i can be readily detected. 

This REQUIREMENT Is NOT MET as evidenced by: 

Based on observation and interview, the facility failed 
to ensure only authorized personnel had access to the 
medicalion storage rooms. lhls Is a repeat deficiency 
for this facility, with the violation cited during the 
previous recertification survP.y�, rtRtP.d 6/25125. 
Findings include: 

Per observation on 11/4/25 at 12:45 PM. a pharmacy 
delivery was accaµhid by an LPN (Licensed Practical 
Nurse). The delivery person and LPN went into the 
rnedicallufl room together. The L.PN emerged without U10 
delivery person who remained alone in U1e medication 
room for approximately 5 minutes before exiting. 

Par lntar11lew on 11/4/25 at 1 :00 PM, the LPN confirmed 
that the delivery person should not go into U1a 
medication room alone. The LPN confirmed that he/sho 
was left alone in the medication room. 

Per interview with the Administrator on 1114/25 al 2:45 
PM, thP.y confirmed the delivery person should not have 
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All licensed nurses will be educated on 
ensuring only authnri7ed peisonnel have 
c1ccess to the medication storage rooms. 

The DON or designee will monitor weekly 
X 4 and rnonlhly X 2 to ensure only 
FJUthorized personnel llav0 21ccess to the 
medication storage rooms 

The <'.ludit results will be reviewed at QAPI 
for further interventions. 

Date of cornplction: December 28, 2025 
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Contlnuod from page 1 fl 
been in the medication room alono. 

Food Procurement,Store/Prepare/Scl'\/e-Sanilary 

CFR(s): 4!13.60(i)(1 )(2) 

§483.60(i) Food safety requirements.

The facility must• 

§483.60(1)( 1) - Procure food from sources approved or
considoted satisfactory hy federal, state or local 
authorities.

(i) This may include food items obi_ained directly from
local producers, �ubject to applicable Stato and local
laws or regulations.

(II) This provision doos not prohibit or prevent
facilities from using produce grown in facility 
garder,s, $Ubject to complianco with applicable sare 
growing and food-handling practlnes. 

(iii) This provision docs not pre(;lucie residents from
consur11lng foods not procured by the facility. 

§483.60(i}(2). Store, propare, distribute and serve 
food in accordance with professional standards for food 
service safety.

This REQUIREMENT is NOT MET as evidenced by; 

Based on observation and Interview, the facility failed 
to onsuro lhat a!! food w.is stored safely and to ensure 
that sanitary conditions for safe food handling were 
maintainod. This has the potential to impact all 
residents. This is a repeat deficiency for tt-iis 
facility, with violations cllecl during the previous 
three recertification surveys. datod 4/26/23, 519/24, 
and 6/25/25. Flndirigs induc!e: 

A kitchen tour wa$ conducted with a Dietary Staff 
Member on 11/13/25 at 11 :40 AM. 

Per observation or the dry food storage area, the 
following item� were round improperly stored: 

Gluten free pasta, (1) expired June 11, 2024. (3) 
expired July 20, 2024; 

Baking mix, expired 4/24/24; 
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/\II residents who reside in tl1e facility are 
at risk for the alleged deficient practice. 

1) An audit will be conducted to ensure
there me no expired food items located in
the dry food storage area.

Dietary staff will be educated on ensuring 
all expired food is removed from the dry 
food storage area. 

Administrator or desi9n0e will conduct 
random weekly audits X 4 arid monthly X 
2 to Gnsure no expired rood il0rns are 
located in ttie dry food storage area. 

2) An audit will tJe conducted to ensure all
foocl located in the walk-in rdriqerator
and walk-in [reezer are being properly
stored in accordance with professional
standards for food service safety.

Dietary staff will be educated on how to 
pruµerly store food in ;:iccordarice wilti 
protessior1al standards for food service 
safety. 

Administrator or designee will conduc..:l 
randorn wookly audits X 4 and mont11ly X 
2 to ensuro all food in the walk-in 
refrigerator and walk-in freezer are 
properly store(l in accordance with 
professional standards for foocl service 
safety. 

3) An audit will be conducted on the
preparation of trays, cups and dishes to
ensure wet nesting does not occur. All
fans located in tl1e kitcl1en will be cleaned
of dust and debris.
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Continued from page 17 
Pasta, expired May 3, 2025; 

Hormel Thick & F.asy Clear Thickened Cranberry Juice 
Cocktail, dated 10/24, instructions on back of label 
"discard if not used wllhin 1 O days of opening;" and 

Hormel Thick & !easy Clear Thickened Orange Juice 
Cocktail, dated 10/24, instructions on back of label 
"discard if not used within 10 di'!ys of opening," 

Per interview on 11 /13/25 al 11 :55 AM, the Dietary 
Staff Member stated the above items should have been 
discarded and confirmed they were explr!ld, 

Per observation of the walk•ln refrigerator, the 
following item wa5 found Improperly stored: 

Two packages or deli ham stored on a tray with raw 
hamburger, sitting In raw meat Juices. 

Per observation of the walk-in froozor, the folloWing 
Item was found Improperly stor!ld: 

A box of hamburger patties left open lo air and not 
sealed, 

T'ha Dietary Staff Member confirmed tho observations it1 
the walk-in refrigol'ator and freezer and i;tated that 
ready-to-eat foods should not be stored with/on/in raw 
meat and stated that prcparnd and open food containers 
and packages 5hmJld he sealed. She/he confirmed that 
the above items were impmporly stored. 

Per observation of tho kitchen area the follawlng were 
11oted: 

Preparation trays, cups, and dishes were notod to be 
wet nesting (stored wet and not air dried). The floor 
ran facit1g the food preparation area noted to be 
covered with dust and debris. 

The Dietary Staff Member confirmed those abservalian5. 

Responsibilities of Medical Director 

CFR(s): 483.70(g)(1 )(2) 

§483. 70(g) Medical director. 

§483. 70(g)(1) The facility must designate a physician 
to servo as medical dire(;tor. 

§483. 70(g)(2} The medical director is responsible for-

FORM CMS-2567 (02/99) Prevlou:s Versions Ob�olete 

B.WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3711 Prospect Street, Barro, Vormont, 05641 

ID 
PREFIX 

TAG 

F0812 

F0841 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

Dietary staff will be educcitod on ensuring 
811 trays, cups anrl dishes are dried prior 
to being stored, and to keep all fans 
loci'lted In ttrn kitchen area free from dust 
and debris. 

Administrator or designee will conduct 
random weekly audits X 4 and rnont11ly X 
2 to ensure all trays, cups and dishes are 
dried prior to boing stored, and all fans 
located in the kitcl,on are�1 free from dust 
and debris. 

The au,jit results will be reviewed at 
OAPI for further interventions. 

Date of completion: December 78. 20'-5

 The medical director will be educc:1ted 
on the implementation of n'!sident cGre 
policies and the coordination of medical 
care within tt1e facility. The Medical 
director will be responsit.Jle for 
overseeing all physicians who proviclc 
cf!re lo residents in the facility and 
ensuring lt1ey remain compliant within 
re9ulotory requirements. 
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Continued from page 18 

(i) Implementation of resident care policies; and

(ii) The auordination of medical caro In tho facility.

This REQUIREMENT is NOT MET as evldonced by: 

Based on interview and record review. the facility 
f�iled to ensure that the Medical DirP,ctor fulfilled 
hislhet respon5ibility to coordinate medical care with 
f,millty providers and assist the fi!dlity With the 
dovelopment and implementation of resident caro 
policies. This deficient practice has the potential to 
affect all residents re�idlng In the facility. 

Findings include: 

Per roviow or the facility's "Medical Director 
Services'' policy [policy undated) on 11/13125, 

"U1e scope of services for the Medical Director will 
Include: 

-Ensuring that each resident's responsible physician 
attends to the resident's medical needs-

-Periodic review 1md development of medical care 
policies and procedures as roquirnd to ensure 
compliance with Federal, State, and local laws. rulos.
and reglJlations."

An interview was conducted with the facility's Medical 
Director on 11113125 i!I :toi PM. The Medical Director 
[MD] .staled there was no system in place to monitor 
regulatory visits by physicians, and that they wom 
·working on a process'' regarding required regulatory
visits. The MD slated, ,here is no excuse, they 
[regulatory visits] have to be dona." 

Furttier review of the 'Medical Director Services" 
policy Includes: 

"-Participation ln policy deci,sion-making and direct 
supetvislon regarding quality of cate and delivery of 
medical sorvlces to residents 

-Performance of all necessary general administrntivo
tasks including assigning medical duties and
scheduling, and cornrnunication of this information to
appropriate staff."

Per interview on 11/13/25, the Medic:al Dir1actnr [MD] 
stated there Is no consistent or scheduled 
communication between medical provi(lP.rs regarding 
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The medical director will be sent a weekly 
correspondence from the racility as a way 
to communicate information renarding 
resident updc.ites, staffing concP-rns, 
infection prevention i�sues, and any 
changes surrounding policies and 
procedures. 

Administrator or dosignee will condtict 
random weekly atKlits X 4 and monthly X 
2 lo ensure weekly correspondences are 
tJoing sent and physicians providin9 care 
to residents remain compliant with 
regulatory requirements. 

The audit results will be reviewed at O/\PI 
for further Interventions. 

Date of completion: December 28, 2025 
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Continued from page 19 
facility Issues or resident stotus. Tho MD stated s/he 
had reviewed the Faclllty Assessment, dated 6/5/25. Per 
the facility assessment. "Medical/Physician Services" 
list Dr. [A] and Dr. [BJ as "Attending Physicians". The 
Medical Dlrec;tor stated s/he was "not familiar with 
those physicians." The MD staled the facility's Acting 
Physician [APhy$] was "the eyes and ears of the 
facility.'' The MD staled "we are working on a process" 
regarding "reporting on a weekly basis" witll (APhys] 
ancl other providors, but lher1c1 W-dS no prc)�!i5 currently 
in ploce. 

Review of tho "Medical DirP.ctor Services" policy also 
Includes: 

'-Sup1c1rvision of high-level quality of care deliveted 
to residents. with sup1c1rvi,;ion ex.ercised over medical. 
nursing, and pharmaceutical sorvlcos." 

P1c1r interview with the Medical Director [MD) the MD 
stated the facility's Attending Physician (APhys) 
notified h/her this morning [11/13/25] of a COVID 
outbreak in the facility. The MD stated [APhysj 
reported the firat case was idenUfied as •7. 1 0 days 
ago." The MD said h/her expectation was lo bti nolified 
when ttw fil'st case appeared. Per facility Infection 
Control records, the first COVID cases were identified 
11 days prior on 11/2/7.5: one resident and one staff 
rnernber. As of the day of U10 oxtonded survey 
[11/13/25]. 8 staff members and 16 residents had tested 
posillve ior COVID infection. 

lnfaction Prevention & Control 

CFR(s): 483.80(a)(1 )(2)(4)(o)(f) 

§483.!I0 Infection Control

Tha fiicili(y must establish and maintain an infection 
prevention and control program designed to provide a 
safe, sanitary and comfortable environment and to help 
prevent the development ilrid lransmi�sion of 
communicable diseases and infections. 

§483.B0(a) Infection prevention and control program.

The facility must establish an Infection prevention and 
control program (!PCP) that must include, at a minimum, 
the following elements: 

§483.f.l0(a)(1) A system ror preventing, idontlfying, 
reporting, investigating, and controlling infections 
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All residents who reside in tt1e facility are 
at risk for the alleged deficient practice. 

A house wide audit wilt be conducted to 
ensure all residents lie.we been offered 
the up-to-date COVID-19 vaccine, arid 
those who signed a consent to receive 
the vaccine have received It. 

Education will be provided to all licensed 
nurses to offer tt1c COVID-19 vaccination 
lo all new admissions and to re-offer the 
vaccine to residents who refused on a 
quarterly basis. 

Tl1e DON or designee wilt conduct randorn 
weekly <lLKlits X 4 and monthly X 2 to 
ensure All residents are offered tl1e 
cov10.rn vaccine, ancl lt1ose who signed 
tt,e consent to receive t11e vc1cdno have 
rr"cc!iyr:id it. 
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Continued from page 20 
and communicable diseases for all residents, staff, 
volµnteers. visitors. and other individuals providing 
services under a contractual arrangemc,nt based upon the 
facility assessment conducted according to §483.71 and 
following accepted national standards; 

§48:3.80(a)(2) Written standards, policies, and
proceduros (or Iha program, which must include, bul are
riul limited to: 

(I) A systP.m of surveillance d0slgnad lo idP.ntify
possible communicable disP.ases or 

lnfP.ctions beforn they can spread to other persons in 
the facility; 

(ii) When and to whom possiblo incidents of
communicable dis0as0 or infections should be reported; 

(iii) Standard and transmission-based precautions lo be 
followod to prevent spread of Infections: 

(iv)When :md how isolation should be used for a
resident; Including but not limited to:

(A) n1a tyre and duration of tho Isolation, dP.pe11ding
upon \he Infectious aganl or organism involved, and 

(B) A requirement that the jsolalior, should be the 
least restrictivP. possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skln lesions from direct contact with
residents ot !heir food, if direct contact will
transmit the disease: and

(vi)ThP. hand hygiene procedures to b11 followed by staff 
involved in direct resident contact

§483.80(a)(4) A system for recording incidents
Identified under lhe facility's !PCP and the corrective
actions taken by the facility. 

§483.80(0) Unens. 

Personnel must handle, store. process, and transport 
linens so as to prevent the spread of Infection. 

FORM CMS-2567 (02/99) Prc,iviuus Ver!ilons Obsolete 

ID 
PREFIX 

TAG 

FO!l!!O 

PROVIDER'S PLAN OF CORRl::CTION 
. (EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRI}(rE DEFICIENCY) 

The medic.al director will be sent a weekly 
correspondence from the facility as a way 
to communicate information regarding 
resident updates, staffing concerns, 
infection prevention issues, and any 
changes surrounding policies and 
procedures. 

A house wide audit will be conducted to 
ensure compliance with the following 
alleged de ficiencies: 

1) Shower rooms are kept clean and
orderly. The walls and noors located in
tl1e shower rooms are free trorn jaggeti
metal and broken tiles.

2) All communal 1iining areas are cleaned
prior to every meal.

3) All c:oolers and meas where
condirnents are locati�d are kept clean.

4) All overbed tables are tree from foreign
substances.

5) All privacy curtains arc free from stains
and tears.

6) All pillows are free from tears and
when not in use, placed in clean storage.

7) Shower chairs remain clean.

8) All cloorrrames are intact with no t1oles
or rust .�n,I remain free of cobwebs.

9) All resident rooms and communal
areas �ire orderly, clean anc1 frcu from
crumbs, clumps of hair, spills, etc.

All staff will be educated on residents' 
rights to a safe, clean, comfortable, and 
t1omclike environrnenl, m; well as the 
importance of reporting c1nd fixing 
environmental iss11es as they occur. 
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§483.80(() Annual review.

The facility will concluct an annual review of its IPCP 
and update their program, as necessary. 

This REQUIREMENT Is NOT MET as evidenced by: 

Based on observations, record review$, and Interviews, 
the facility failed to provid" a system for preventing, 
identifying, reporting, investigating, and controlling 
infections and comn,unlcatlle diseases for all residents. 
staff, volunteers, visitors, and other lndlvldu.ils 
providing servlcos under a contrac;h.iRI 11rranoement 
based upon the facllity assessment conducted according 
to §483.71 and following accepted mitionAI standards. 
This has the potential to impact all 
residents. Findings lncludti: 

A review of the facility's "Coronavin.1s Disease­
Infection Prevention and Control Measures Policy 
Statement' [Version 2.0 Revised 2023) Includes: "This 
facility follows Infection prevention and control (IPC) 
prc1ctices recommended by tho Centers for Dise<;1:;e 
Control and Provor,Uon lo prevent the transmission of 
COVID-19 within the facility. Polley Interpretation And 
Implementation: 

1.The infection prnveri�or1 and c;ontrol measures that
arl! implemented to address the SARS-CoV-2 pandemic are
incorporated into U10 facility Infection prevention and
cor\lfol plan. lhese measures Include: a. encouraging 
staff, residents and visitors to rerr1ain up-to-date with
all COV!D-19 vaccine doses;· and •tollowing current
environmental infection prevention and control 
recommendations." 

A r11villW of the facility's documented COVID-19 outbreak 
line listing revealed that 16 residents tested positive 
fur COVID-19 netween 11/2/25 and 11/13/25. 

1. A11 interview was conducted with the facility's
Medical Director on 11/13/25 at 2:02 PM. 

The Medical Diroctor [MD] slated the facility's Acting 
Physician [AF'hys] notined him this morning [11/13/25] 
of a COVID outbn,iak In the facility. The MD defined an 
·outbreak" as a single case. The MD stated [APhys) 
reported the first case was identified c1s '7- 1 0 days 
a90." The MO said his expectation was to be notified
when the first case appea,ed. Per facility Infection
Control records, the first COVID cases woro identified
11 days prior, on 11/2/25: one resident, one staff
member. As of the day of the extended survey
[11/13/25), 8 staff 1'111lmbers and 16 residents had tested 
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The following corrective actions will occur 
lo ensure compliancA: 

1) Housekeeping will clean both shower
rooms on a daily basis and nursing staff
will be responsihle for cleaning/picking up
after each shower given. Maintenance will
remove all jagged metal pieces, and all
broken tiles will be filled or replaced.

2) Housekeeping will implement a
cl0aning schedule to ensure all communal
dining areas arn cleaned prior to each
meal.

3) Dietary will implement a cleaning
sct1eciule lo ensure all coolers :=.ind
condiment containers remain clean.

4) All overbed tables will be cleanecl on a
claily basis by housekeeping. N1,1rsin�J
staff will clean on an as needed basis.

5) All privacy curtains tl,at 11ave stc1ins or
tears will be thrown aw?,y and replacecl.

6) All pillows that are torn will be thrown
away and replacec1.

7) Shower chairs will be wiped (jown by
nursing staff after every use.

8) Maintenance will fill holes and remove
rust from all doorfrarnes. Housekeeping
will ensure all cobwebs are removeci
during their daily cleaning.

8) Housekeeping will implement a deep
clean schedule of all resident rooms and
communal are::is.

Tho adrninistrator or clesignee will 
conduct n:rndom weekly audits X 4 ;inti 
rnonthly X 2 to �Jnsure all alleged 
deficiencies listed above have been 
adciressP.ci and corrected. 
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Continw;id from pag� 22 
positive for COVID infection. 

Per record review, 10 of 16 residents who te$ted 
posttivo for COVID as ol 11/13/7.5 were sampled 
rogardlng having signed consent forms In October lo 
receive tho COVID vaccine and then having received tho 
vaccine. Per record review, 2 of the 10 rosidents 
samplod refused ccmi;enl to be vaccinated. Further 
review revealed the remaining 8 sampled residenls h;id 
all consented to be adrninisler�rl the COVID vaccine, but 
none had reGeived it prior to being infected by the 
virus 

Per interview with the Director of Nursing on 11/13/25, 
tho faclUty had only begun vaccinating residents for 
COVID on 11/12/25, 10 days afterthe initial infection 
was Identified, and 55 days after the Quality Assurance 
Performance Improvement meetir,9 noting the facility 
would be receiving the COVID vaccine. 

See F887 for more information. 

2. Multiple observations of environrn,mtal conditions on
11/4/25 and 11/13/25 demonstrated a lack of overall 
sanitation and cleanliness alfAtting infection 
prevention in the facility.

On 11 /4/25, the corridors and residents' rooms' noor$ 
were dirty; various types of debris were noted; 
bathroorn fans were covered with thick dust; and toflots 
were dirty, not clean inside or out, or the floor 
around lhc toilet:;. In one of the shower rooms, a lift 
bar/rail with a disposable rubber glove tied to the 
rail, a corner bearl (1:1 protective strip, typically made 
of vinyl or molal, that Is Installed on outside comers 
whoro two piec;;ei; of drywall meet to reinforce and 
protect the comer) going into the shower room revealed 
broken, rusted, anq jagged metal. Many broken floor and 
wall tiles were noted throughout this are,;i betwP.en the 
shower roan,, the tub room, and the bathroom. Sun Room 
on Wing 1 revealod trash cans without trash bags 
Inside, a coff<,ie car;ife that was dirty with a brown 
substance on all sides: a drawer within 11 cabinet that 
contained p;ickets of condiments noted to have what 
appeared to bo food debris throughout the drawer and a 
puddle of a brown sticky substance; a chair with fabric 
back, armrests and scat that had a dried reddish brown 
substance in droplet form on the seat that was still 
accessible for use; a yellow substance lhat ;ippeared to 
be scrambled eggs under a table and on tho windowsill 
next to the table; a pillow without a pillow case on 
the staarn table; the f loors appeared dirty with spillH 
and debris; and cooler cover was dirty. 
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Education will be provided to all staff 
regarding lt1e importance of cleaning high 
touch surfaces on a cJaily b.::1sis. 

Administrator or designee to rnonilor 
weekly X 4 and monthly X 2 to ensure 
high touch surfc.H.:o areas are being 
disinfected multiple times throughout the 
day. 

The audit results will be reviewed at QAPI 
for furtt,er interventions. 

Dale of compliance: December 28, 2025 

As of November 27. 2025, the facility has 
a full-time certlfiecJ infection preventionist. 
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Continued from page 23 
Wing 1 of the nurse's station revealod a thick pl!e of 
crumbs/debris In front or the nurse's station that wont 
\ha length or the nurses' station. There was a used 
blood glucose test strip on the floor. The overbed 
tablo by the door bP.cl was covered on the wheels and lhe 
metal support with a thick, dried, white, milky 
substance, The privacy curtains had a dried, brown 
substance on tho outer edge and about 2 feet in from 
ii. There W-dS an uncovered pillow on tho bed next lo 
the window, with its plastic cov1ir lorn in several
places, revealing il5 contents. On 11/13, Floors werl!
dirty; various types of debris were no!Arl; bathroom
fans wore covered with lhicJc dust; toilets were dirty,
nut clean inside or out, or tho floor around the 
toilets. In the bathrooms, observations included
light•c□lored caulk between tiles on both floor., and
walls, with a bulldup of black debris that appears to 
be meld and mildew. A shower chair had a pinl\ish·orange 
buildup of debris al the connections. There was debris 
behind the doors, including spidor webs and rust on the 
doorframes, with halos where the frames met the floors, 
The bathtub chair foot supports have white residue, and
a walker has a used bodsheel. A chair located In the 
corner had used resident socks. Debris and a brown, 
(1ried liquid were noted in the whtrlpool.

SAe dtation F584 for additional lnforrnalion regarding 
clean, sanitary er,vironment observations, 

3. Per intorviow with the (IP) on 11/13/25 at 3:00 PM, 
she confirmed that the facility's cleanliriess is an 
issue. She explained that shr,,rt staffing (two members
left without notice) in the Housokeepir1g department tias
Impacted regular schedtJIAd cleaning. The IP also stated
ttiat the Administrator has Implemented a plan for the
leadership team Lo assist lhe Housekeeping dopartment
by deaning five resident rooms per Wi!11k.

4. Per interview with the Administrator an 11113/25 at
3:50 PM, she confirmed Lhat thA Housekeeping department
Isn't adequately staffed and that load"'rshlp tes1m 
members (ten members) are assisting the department with 
re$1deFtl room cleaning by cleaning five rooms weekly. 
When asked about education, training, or audits for 
cleaning, she stated that those areas had not been 
addressed and said, "all had to do it before." Tho 
AdrniniMralor also confirmed high.touch surfaces (I.e., 
bedrails, doorknobs, light switches, call buttons,
bedside tables, remote controls, or surfaces in
bathrooms) are not regulo1rly disinfected. 

5. Por the Centers for Disease Control and Prevention
(CDC) Nursing Home Infection Pteven\lonlst Training
Course• WB49n, Module 11•6, titled "Environm1mtal 
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Cleaning and Di$lnfection 2025,' slide 24 states, 
"Common areas in the facility should also be cleaned 
and disinfected. Hlgh-loucti surfaces in the facility's 
common areas, such as the family room or lounge, should 
be cleaned and disinfected when soiled and on a regular 
basis, such as daily." 

6. Per the CDC's Core lnfocUon Prevention and Control 
Practicos for Safe l"!ealthcara Oeli11ery in All Settings"
(2024), core practice for Environmental Cleaning ;inn
Disinfection slatos "Cleah and cii�infecl s11rfaces in
close proximity to the patient :md froquontly toucheci
surfaces In the patient care er1vlrnnm1mt on a more 
frequent i;chedule compared to other surfaces." 

Reference: 

Centers for Disease Control and Pravehllon. (2025, 
Soplernbar 15). Environmental Cleaning and Disinfection 
-1025." 

htlps://www.lrnir1.org/cdclrain/course/1131818/dotalls 

C1mtors for Disease Corwol and Prevention. (2024, 
April 12), CDC's Core Infection Prevention and Control 
Practices for Safe Meal01ec1re Delivery In All 
Selling5." 
h\lps://www.cdc.gov/infoctlon-C(mtrol/hcp/core-practice 
s/index.ht.rnl#:-:text=Require%20routino%20and%20l.irgeted 
%20cleaning,contamlnato%20the%Wpatien\%2Dcare%20envir 
nrnent 

Centers for Disease Control and Prevention. 2024, Juria 
24). Infection Control Guidance: SARS-CoV-2. 
hllps://www.cdc.gov/covid/hcplinfection•control/l/-:-:lex 
tc:\es\%20or%20NAAT-,Environrr1ent;il¼201nfec\ion%20Control 
,-Oedicated%20medical%20equipmont 

COVI0-19 lrnmuni.:ation 

CFR(s)'. 483.R0(n)(3)(i)-(vii) 

§483.80 Infection control

§483.80(d)(3) COVID-19 Immunizations. The LTC facility 
must develop and implement polide� and procedures to
ensure all lhe following: 

(i) Wt,ar, COVID-19 vaccine is available to the facility, 
each resident and staff member I� offered the COVID-19 
v/lcclni! unless the immunization is medically
contraindicated or the resident or staff member has
already been immunized;
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All residents who reside in the facility are 
at risk for the alleged deficient practice. 

A house wide audit will b0 conducted to 
ensure all residents have been offered 
the up-to-date COVID-19 vaccine, ahd 
those who signed a consent to receive 
the vaccine have received it. 

Education will be provided to all licensed 
nurses to offer the COVID·19 vaccination 
lo c1II new admissions and to re-offer ltie 
v21ccir10 to residents who refused on a 
quarterly basis. 

(X5) 
COMPLETION 

DATE 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DA88D-H1 Facility ID: 475037 If continuation sheet Page 25 of 29 



DEPARTMENT OF HEALTH A ND HUMAN SERVICES 

CENTE;RS rOR MEDICARE & ME;DICAID SERVICES 

PRINTED: 12111/2025 

FORM APPROVED 

0MB NO. 0938·03 91 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(X1) Pl={OVIDE:R/SlJPPLIER/CLIA 
IDENTIFICATION NUMBER: 
475037 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY COMPLETED 

11/13/2025 

NAME OF PROVIDER OR SUPPLIER 

Barre Gardens Nursing and Rohab, LLC 

(Xd) 10 
PREFIX 

TAG 

F0887 

SS = F 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

ConlinlJed frorn page 25 
(ii) Before offering COVID-19 vaoc:1,,e, all $taff 
memben, ;ire provided with education regarding the
benefits and risks and potential side effecls
associated with the vaccine; 

(Iii) BElfore or(ering COVID-19 vaccine. each rosidont 
or the resident represenlativo rocolvos education 
regarding the benetits and risks and potontlal side 
effects associated with tho COVID•19 vaccine; 

(Iv) In situations where COVID-19 vaccination requirP.5 
multlplB doses, the resident, resident representative, 
nr staff rnember is provided witl1 current lnforrnalion 
regarding those additionill do!ies, including any changes 
in the benefits or risks and potential sido affects, 
associated wllh lhe COVID-19 vaccine, before requesting 
consent for administration of any additional dosas. 

M The resident or resident representative. has the 
opportunity to accept or refuse a COVIO-19 vaccine, and 
change lheir decision; and 

(vi) The residenl'ts medical record includes
documentation that indicatGs, at a n1inirnum, the
following:

(A) That the tesi(J1:mt or resident representative was
provided education regarding tho benefits and potential
risks associated with COVID-19 vaccine; and

(B) Each dose of COVID-Hl vaccine administered to the
resident, or

(C) If lhe resident did not receive tho COVID-19
vaccine due to medical contra.indications or refusal.

(vii) The facility m.iintains documentation related to 
st;iff COVID-19 vaccination that includes at a minimum, 
tho following:

(A) That start wore provided education regarding the
bP.nefils ;md potential risks associated with COVID-19
vaccine: 

(B) Staff were offered the COVI0-19 vaccine or
information on obtaining COVID-19 vaccine; and 

(C) The COVID-19 vaccine status of staff and related 
information as Indicated by the Centers for Disease 
Control and Prevention's National Healthcare Safety 
Network (NHSN). 

This REQUIREMENT is NOT MET as evidenced by: 
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The medical director will be sent a weekly 
correspondence from tho 'facility as a way 
lo communicate information reg.:irding 
resident updates, staffing concerns, 
infection prev(:)nlion issues, and any 
changes surrounrJing policies and 
procedures. 

As of Decomber ·12, 2025, all residents 
wl10 si9nec1 consents wanting the 
UpetOed;:ite COVID-19 vaccine hcwe 
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Continued from pago 26 
Based on interview and record rcviow, tho facility 
failed to develop and implement policies and procedures 
to ensure when COVID-19 vaccine Is available to the 
facility, each resident and staff member is offered the 
COVtD-19 vaccine unless the Immunization is medically 
contraindicated or tho resident or staff member has 
already been imrnuni;.eed, 

Findings include: 

A review of the facility's "Cornnaviru5 Disease­
lnfeclion Prevention and Control Measuras Po!ir.y 
Statement" [VeI·slor1 2.0 Revised 2023] inoltIdes; "This 
facility follows infection prevention and control (!PC) 
practices recommended by the Centeffi for Disease 
Control ;ind Prevention to prevent the transrnlssior1 of 
COVID-19 within the facility. Policy Interpretation and 
Implementation; 

1.The infection prevention and control measures that
are implemented to address lhe SARS-CoV-2 pandemic are 
it1corporated into the facility infection prevonllon and
control plan. These measures include: a. encouraging 
staff, residents and visitors lo remain up-to-dale with 
all COVID-19 vaccine doses.''

A review of the facility's documontod COVID-19 outbreak 
lino listing rovoaled that 16 residents tested positive 
for COVID-19 between 11/2/25 and 11/13/25. 

An Interview was conducted with U1e facility's Medic.ii 
Director on 11 /13/25 at 2:02 PM. The Medical Director 
[MD] stated lhe facility's Acting Physician [APhys)
notified him this mo ming (i 1/13/25] of a COVID 
outbreak in the facility, The MD statod [APhys] 
reported tho first case wa� idenlified as "7- 10 days 
ago." The MD said his expectation was to be notified 
when tho first case appeared. Per f;icility Infection
Control n�r.ords, the first COVID coses wore idl!ntified
11 days prior, on 11/2/25: one rtisldent, nne staff 
member, As or tile day of the extended survey
[11/13/25]. 8 staff members and 16 rasidents had tested
positive for COVID Infection.

Per record review, 10 of 16 residents who tesiad 
positive for COVID as of 11 /13/25 were sampled 
regarding having signed consent forms in October to 
receive tho COVtD vaccine and lhen having received the 
vaccine. Per record review, 2 of tho 10 residents 
$an,pfod rofused consent to be var,cinated. Further 
review revealed the remaining 8 sampled resident$ 
[Resident #4, # 11, 1112, 1113, #14, #15, #16, & #17] had 
all consented to be administ0red the COVID vacoine, but 
nune had rectiived it prior to being infected by tho 
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ConllnuAC! from page 27 
vims. 

Per Interview with the Director of Nursing on 11/13/25, 
tho facility had only begun vaccinating residents for 
COVID on 11112/25, 10 days aftor the initial infection 
was ldentinad, and 55 days after the Quality Assurance 
Performance Improvement meeting noting the facility 
would be receiving the COVID vaccine. 

Required In-Service Training for Nurse Aides 

CFR(s): 483.95(g)(1 )-(4) 

§483.95{g) Required in-servic"' training for nurse 
aides. 

In-service training must-

§483.95(g)(1) Be sufficient to ensure the continuing 
competence or nurse aides, but must be no loss than 12 
hours per year. 

§483.95(g)(2) lncludti dementia management training and 
resident abuse prevention training. 

§483.95(g)(3) Address areas of weakness as detcrminod 
in nurse aides' performance reviews and facility 
assessmont at§ 483. 71 and may address the special
needs of resid.,.nts as determined by tho facillly staff.

§483.95(g)(4) For nurse aides providing services to
Individuals with cognitive impairments, also address
tho care of the cognitively impaired.

This REQUIREMENT Is NOT MET as evidenced by: 

Based on review of etnployee training records and 
interview, the facility failed to provide ovidcncc of 
tho minimum 12 hours of nurse aide training per yoar 
required to ensure the continuing competence of lhe 
LNAs (Licensed Nursing Assistants) for 1 (LNA #1) of 3 
LNAs sampled. Findings Include: 

Per review of the training records, throe LNAs sampled 
ware noted to have start dates before the 2025 calondar 
year. LNA lt1 's education file lackod documentation of 
evidence of the 12 hours or lr.iining per year required 
to meet identified staff or resident ne0d1;. 

Per interview on 11 / 13/25 at 5:16 PM, the Director of 
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A house wicie aLK1it will be conducted to 
ensure all LN/\s have the minimum 
12-hours of nurse aide training ttial is
required annually.

Education will be provided to tt1o nurse 
educator that all LNAs must have tho 
mitiirnurn '12-hours of nurse airlfl training 
that is required annually. 

The DON or designee will conduct 
random weekly audits X 4 and montl1ly X 
2 to ensure all LNAs t1ave the minimum 
12-hours of nurse aide training lhat is
required annually.

The audit results will be reviewed at QAPI 
ror rurther interventions. 
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