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Division of Licensing and Protection

280 State Drive/HC 2 South

Waterbury, VT 05671-2060
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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,
M/VHC{L@'
Pamela M. Cota, RN, BS

Assistant Division Director
State Survey Agency Director
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CFR(s): 483.10(a)(1)(2)(b)1)(2)
§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and access
to persons and sarvices Inside and oulside the

fucility, including those specified in this section.

§483.10(a){1) A facility must treat each resident with
respect and dignlty and care for each residentin a

manner and in an environmont that promotes maintenance
or ehhancement af his or her quality of life,

recognizing each resident's individuality. The facility

must protect and promote the rights of the resident.

§483.10(a)(2) The facility must provide equal access to
quality care regardless of dlagnosis, severity of
condition, or payment source. A facility must establish
and maintain Idenlical policiss and practices regarding
transfer, discharge, and the provision of services
undor the State plan for all residents regardless of
payment saurce.

§483.10(b) Exercise of Rights.

The resident has lhe righl to exercise his or her
rights as a resident of the facility and as a cilizen
or rasident of the United Slales.

facility and had no ill effects fram this
alleged delicient practice.

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

A house wide audit will be conducted on
all residents care planned to receive
feeding assistance lo ensure staff are
sitting at eye level with them while
assisting with eating.

All licensed nurses and L.NAs will be
cducaled on residents’ rights, specifically
surrounding sitting at eye level with the
resident while assisting them with eating.

The administraior or designee will
conduct random weekly audits X 4 and
monthly X 2 te ensure staff are sitting at
eye level with residents while they assist
them with eating.

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

Date of compliance: Becember 28, 2025

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPRQFPRIATE DEFICIENCY)
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e J. Kendall/S. Stem
§483.10(b)(1) The facility must ensure that the
resident can oxurcise his or her righls without
interferaence, coercion, discrimination, or reprisal

from the facility.

§483.10(b)(2) The resident has the right to be free of
interferenco, coercion, discrimination, and reprigal
from the facility in exercising his or her rights and

to be supported by the facility Ih the exercise of his
ot her rights as required under this subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on racord review and interview it was determined
that the facility failed to treat cach resident with

respect and dignity and care for eagh residentin a
manner and in an environment that promotes maintenance
or enhancemant of her/his quality of life, recognizing

each resident's individuality for 1 resident In a

sample of 9 residents. (Resident #4).

Findings include:

Per record review, Resident #4 has diagnoses that
include Alzheimer's disease, dementia, bipolar disease,
schizophrenia, and need for assistance with personal
care. Per Resident #4's care plan, revised 11/4/25,
“EATING: [She/he] requires extensive assist from stalf
participation to eal, Stalf please encourage resident

to apen hand to engage in setf-feeding and holding cup
during meals.”

On 11/4/25 at 12:65 PM, an observation was conducted of
Resident #4 during lunch. An LNA (licensed nursing
assistant) was observed assisting the resident with

eating. She/he was standing next to resident and

loaning over to place the food in the resident's mouth.

The LNA repeated the process of standing next to the
resident and assisting with teeding,

On 11/4/25 at 12:57 PM, an interview was conducted with
the LNA. She/he was asked if they should be sitting at
aye level with the resident, She/he stated, "l choose

not to do that” Upon furthar inquiry about facility

practice with ragard to sitting next to residents

while assisting in eating, Sha/he respanded, 'l don't

do that”

Facility policy titled "Resident Rights," revised June
2023, states that "Federal and state laws guarantee
basic rights to all residents of this facility” These
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FO550 Cantinued from page 2 F0550
SS=D rights include the righl 1o a dignified existence and
to be treated with respect, kindness and dignity,
On 11/4/25 at 2:45 PM, an interview was conducled with
the Administrator. They confirmed that facility
praclice is to sit at eye level with a rosident
while assisting them with eating, and that this was
communicated to staff when they go through orientation,
F0584 Safe/Clean/Comfortable/Homelike Environment F0584 All residents who reside in the faoimy are
88 = SQC-F

CFR(s): 483,10(i)(1)-(7)
§483.10(i) Sate Environment.

The resident has a right to a safe, clean, comfortable
and hamelike environment, including but nat limited to

recolving treatment and supports for daily living
salely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and homelika
cnviranment, allowing the resident to use his or her
personal belongings to the extent possible,

(i) This includas ensuring that the resident can
raceive care and services safely and that the physical
layaut of the facility maximizes resident independence
and does nol pose a safety risk.

(ii) The facility shall exercise reasonable caro for
the protection of the resident's praperty from loss or
Ltheft.

§483,10(i)(2) Housekaeping and maintenance services
necessary ta maintain a sanitary, orderly, and
comfortable interior;

§483.10(i)(3) Clean hed and bath linons that are In
good condition;

§483.10(i)(4) Privale closet space in each resident
room, as specified in §483.90 (a)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting levels
in all areas;

at risk for this alleged deficient practice.

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

1) Shower rooms are kept clean and
orderly. The walls and Noors located in
the shower rooms are free from jagged
melal and broken tiles.

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

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

4) All fans located on the unils and in
residenl rooms are free of dust and
debris,

5) All doars are [ree of splinters and have
all hinges securely altached.

6) All overbed tables are free from foreign
substances.

7) All privacy curtains are free from stains
and tears.

&) All pillows are free from tears.

9) All etained/lrayed fabric furniture is
cleaned and/or replaced.

10) All existing chair rails strips are fully
attachad to the wall.
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Facillties initially certified after October 1, 1990
must maintain a temperature range of 71 ta 81°F; and

§483.10(i)(7) For the maintenance of comfortable sound
levels,

This REQUIREMENT is NOT MET as evidenced by:

Based upon observation, interview, and record review,
the facility falled to ensure that areas used for
bathing/showering, resident rooms, and a resident
gathering area were clean, safe, and homelike. Thig
deficiant practice has the potential to affect all
residents residing In the facility. This is a repeat
deficiency for this facility, with the violation clted
during the pravious lwa recertification surveys, dated
6/25/25 and 5/9/24, and partial survey dated 4/12/25.
Findings include:

Quring the initial tour of the facility on 11/4/25 at
approximaltely 10:40 AM the following observations were
made.

wing 1 short hall, room #156 and room #157 appeared
dirty with loose debris on the floor.

At the end of Wing 1 short hall there was a room that
contained a tub room, a bathroom, and a shower room.
The tub room revealed a tub chair that had a loose
white powdary subslance on the seat and the foot pedals
had a thick white and gray substance 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, 2 bolties of shampoo, a bottle of

body wash, a bottle of quaternary ammonium chloride
disinfectant cleaner (a concentrated cleaning formula
use to cut cleaning time and quickly wipa out a broad
spectrum of bactuaria, like viruses and fungi) and a
handful of unboxed gloves. The second shalf on this
rolling cart contained 2 boxes of gloves and 4 razors.
The shawer room revealed a lift bar/rail with a
disposable rubber glove tied ta the rail. The corner
bead (a protective strip, typically made of vinyl ar
metal, that is installed on outside corners where two
piaces of drywall meet to reinforce and protect the
corner) going Into the shower room revealed brokan,
rusted, and jagged metal. Many broken floor and wall
tiles ware noted throughoul this area between the
shower room, the tub room, and the bathroom,

areas are clean and free from crumbs,
clumps of hair, spills, etc.

All slalf will be educated on residents’
rights to a safe, clean, comfortable, and
homelike srivironment, as well as the
importance of reporling and fixing
environmental issues as they occur,

The following corrective actions will occur
to ensure compliance:

1) Housekeeping will clean both shower
rooms on a 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 replacec.

2) Flousekeeping will implement a
cleaning schedule to ensure all
communal dining arzas are cleaned prior
to each meal.

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

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

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

6) All overbed tables will be cleaned on a
daily basis by housekeeping. Nursing
slall will clean on an as needed basis.

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

8) All pillows that are torn will be thrown
away and replaced.

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
FO§84 Continued from page 3 FO584 1) All resident rooms and communal
s5 = sac-F | §483.10(i)(6) Comfortable and safe temperature levels.
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the travel LPN #1, they confirmed the noted concerns
listed above,

Observation on 11/4/28 at approximately 11:05 AM of the
Sun Room on Wing 1 revealed trash cans without trash
bags inside; a colfes carafe that was dirty with a

brown substance on all sides; a drawer within a cabinet
that contained packets of condiments noted to have what
appeared lo be food debris throughout the drawer and a
puddle of a brown sticky substance; a chair with fabric
back, armrests and seat that had a dried reddish brown
substance in droplet form on the seat that was still
accossible for uss; a yellow substance that appeared to
be scrambled eggs under a table and on the windowsill
next to the table; a pillow without a pillow case on

the steam table; the floors appeared dirty with spills

and debrls; and a cooler of ice with a gray coffee cup
sitting on & cart next to the and the inside of the

cooler covor was dirly. Quiside the sunroom was a small
area with a counter and a fridgo. Upon the counter was

a blue tray with partially eaten breakfast foods,

coffee cups, and miscellaneous silverware.

Per interview on 11/4/25 at approximately 11:30 PM with
the travel LPN #1, they confirmed the above noted
concerns. S/he stated that this sunroom is used as a
dining area and housekeeping does not have cnough
staff. S/he stated, "if | knew where they kept the

brooms and mops, | could help when | had some time to
da 50," S/he confirmed that the tray with various
partially eaten breakfast foods was there from

hreakfast and had te be taken down ta the kitchen or
they may wail until the next meal and send it back to

the kitchen on one of the carts.

Observation on Wing 1 of the nurse's station revealed a
thick pile of crumbs/debris in front of the nurse’s
station that went the length of the nurses' station.

Interview on 11/4/25 at approximalely 11:50 AM with the
travel LPN #1, they confirmed that these werc cookie
crumbs and that staff will give the residents cookies
when they are sitting out in this area. S/he was asked
ahout housekaeping staff, and s/he responded that s/he
is aware that there are not enough housekecping staff
to keep the area clean and neat.

Observation on 11/4/25 at approximately 12:10 PM

cleaned and/or replaced.

10) All existing chair rails strips that are
not fully attached to the wall will be
reattached and/or removed.

11) Housekeeping will implement a deep
clean schedule of all resident rooms and
comrmunal areas.

The administrator or designee will
conducl 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 be reviewed at QAPI
for further interventions.

Date of compliance: Decamber 28, 2025

Since the November 13th survey, the
facility has successfully hired enough
housekeepers to fully staff the
department. The facility ia keeping all
housekeeping and laundry reqs open in
the event of slaff turnover.

Tag F 584 POC accepted on 1/12/26 by
J. Kendall/S. Stem

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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APPROPRIATE DEFICIENCY)
FO584 Continued from page 4 Fo584 9) All slained/frayed fabric furniture will be
8% =5Qc-F | Perinterview on 11/4/25 at approximately 10:55 AM with
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F0584 Cantinued from page 5 F0584
S5 = SQC-F | residents were being brought to the sunroom for their

lunch meal. The room had not becn cloaned prior to the
residents arriving to the sunraom for this meal.

On 11/4/25 at approximately 12:20 PM the physician was
asked about the poor condltions and how dirty the
facility currently is, and s/he explained that s/he

will be addressing that in her/his 8-manth plan. S/he
was asked for A copy of the 6-month plan and s/he
stated, "it's in draft form at this point.” The

physician confirmed that the facility was dirty and
stated, "yes, the residants here do have a right to
live in a clean facility.” S/he was asked if s/he
considered the facility "clean onough" for the
residents thal llved there and s/he stated, "no, it
needs to be better".

Observation on 11/4/26 at approximately 12:45 PM of
Wing 1 Long Hall revealed room #162 with dirty floors,
the overbed lights had 2 inch pull chords (used to turn
the ligtt on), a fan with a thick coat of dust on tho
hack and front fan piece, the bathroom exhaust fan
coverad In & thick coat of dust, and cobwebs in all 4
corners of the bathroom.

Observation on 11/4/25 at approximately 12:50 PM of
room #163, the door to the room was broken at the hingo
and revealed splintered wood fragments, there was a
used blood glucose test strip on the floor, the overbed
table by the door bed was covered on the wheels and
metal suppor! wilh a thick dried white milky type
subsiance, the privacy curtains had a dried brown
substance on the outer edge and about 2 feet in from
the outer edge, the overbed lights for both beds onty
had a 2 inch pull chord, and there was an uncovered
pillow on the bed next to tho window with its plastic
cover torn in many areas revealing the pillows
contents.,

Observation on 11/4/25 between 1 PM and 1:20 PM of
rooms 165 through 176 revealed various housokeeping
issues specific to the cleanliness of each room, Floors
were dirty, a lol of various types of debris were

noted, bathroom fans were noted to be covered with
thick dust, toilets were dirty and not clean inside or

out or the fioor around the toilets.

Review of tha housekeeping schedule from 11/9/25 to
11/15/25 revealed the following: 11/9/25 - 8 hours of
housekeeping (1 staff); 11/10/25 = 13 hours betwean 2
staff, 11/1/25 - 8 hours (1 staff); 11/12/25 - 7 hours
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FO584 Continued from page 6 F0584
$% = sQ0-F | (staff orientee and no other staff listed to orlent

this new staff); 11/13/25 - 10 hours (1 staff);
11/14/25 - 7 hours (staff orientee and ho other staff
listed to orient this new slaft); 11/15/25 - 7 hours
(staff arienlee and no other staff listed to orlent

this new staff).

Per interviow on 11/4/25 at approximately 3 PM with the
Administrator, s/he confirmed that thoy did nol have

many housekaeping staff, 2 had recently walked out, and

both the malintenance director and assistant malntenance
director had left employment al this facility. S/he

confirmed that the facility was not clean and that

there was not enough housekeeping staff to clean the f
facifity or maintain the facility at this time.

2. During the inilial tour of the facility on 11/13/25
at approximately 10:00 AM the following observations
were made:

- Wing 2 Long Hall, thare was a trail of liquid down

the hallway, and debris on the floor by the medicalion
cart. Wing 2 Showars in the bathroom, the toilet safety
bar was noled to have paper tape covering two holes.
Light-colored caulk betwaen tiles an both floors and
walls was nated to have a buildup of black debris,
which appears to be mold and mildew, A shower chair had
a pinkish-orange buildup of debris at the connections.
There was debris behind the doors, including spider
wabs and rust on lhe doorframes, with holes where the
frames met the floors. The room with the bathtub had a
Hoyer lift and cardboard hoxes being stored in it.

+ Wing 2 Short Hall, Resident room #116 revealed a
strip of plastic-like materlal approxImately 4-6 inches
wide at chair rail leval, which runs the full length of
the right-hand sido of the Residents' room. The strip
was falling off the wall. In one of the alcoves, a

dirty spoon was on the seat of a whaelchair

- In the Crossover area, a chair was noted to have worn
off vinyl on both arms.

+ Wing 1 Showers, the shower floors and walls had dark
debris, which appeared to be mold and mildew, and there
was a breach In the tile wall on the corner. The

ceiling vent had a buildup of dust. The doarframe metal
had a hole at the base, and debris is visible behind

the door. There was yallow colored debris on the shower
chair. In the bathroom, the call bell pull is a

shoelace covered with paper tape, and lhe end has the
shoelace material exposed.

- In the whirlpool room, there was a sticker, and a
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frame of Ihe bathtub. Hair is in the wheels of a bath
¢hair, and two black bundles of unknown substance were
on the floor under the chair. There is a box of gloves

on the floor, and a Broda chair {a type of wheelchair)
with a resident gown. The hathtub chair foot supports
have a white residue, and there is a walker with a used
bedsheel. A chair located in the corner had used
resident socks. Debris and a brown, dried liquid were
noted in the whirlpoal.

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 implemenled
leadership members assisting the remaining housekeeping
staff with their duties by selecting five resident

rooms weokly to clean.

Per interview on 11/13/25 al 3:50 PM, the Administrator
confirmed housekeeping staffing to be inadequate, and
the leadership toam is assisting the department with
cleaning. When asked if there were education or audits
for cleaning, she stated, "all had to do it bafore.’

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

In room 105 a trail of crumbs were on the floor, with a
small parlially erushed plastic cup. Thero was a lrail

of visible black residue on the floor from the doorway
and extended approximately two faot out of the raom

In belween room 109 and room 111 an alcohol wipe
package was observaed on the tloor with a red piace of
plastic and a white piece of plastic lying beside il

In room 112 there were orange crumbs absorved by lhe
bottom of the bed

QOutside of room 114 there was a rubber band on the
flaor and a small piece of paper

In room 118, the brown bumper guard against the wall
was falling off the wall and was observed patrtially on
the empty bed

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

A dead brown, mullllegged insect was observed on the
floar and a partial footprint was noted adjacent to the
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F0584 Continued from page 7 F0S84
SS = SQC-F | medication cup with white powdeér was located on the
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_residue on the showaer chair, Additionally, hair was

Continued from page 8 FO584

insect

The entrance to room 118 al the hase on the doorframe
was black and grey with residue on the floor, visible
footprints and black and grey marks that appeared to be
from shoes observed in the room and immediately oulside
of the room

Outside room 118, immediately lo the left, were brown
stains extending down from the wall below the handrail.
Additionally, there was a cluster of hair against the
exterior frame of the daor

Between room 117-119 twa clumps of hair observed on Lhe
floor

Room 119 had black residue coming off (he flaor to the
left and right of the doorframe

Room 122 had crumbs below the two dressers with one
piace of paper balled up in front of the trash can near
the door

Room 124 had visible brown and black malter on the
floor that appears 1o he dirt

The sunroom (hear room 125) had a clump of hair on the
Noor by the door. Next to the windows facing a small
green yard, there was multiple brown clumps and crumbs
on the floor, Additionally, the resident bedside table

by the windows had brown matter on it. Opposing the
windows facing the green yard, on the other side of the
room, there was a rubber band on the floor.

Outside room 178, lo the left of the exterior door
frame, below the handrail, there was a circular bloh of
a white and grey substance. There was one primary
circular blob af this substance with two smaller
circles of white and grey matter immediately next to

It. Three circular like blobs of an unknown substance
in total.

In the shower room Lhers was hair ohserved on the
floor, brown residue smeared onto the wall, and brown

abserved in the shower drain and thore was a large
amount of a brown smelly substance in the toilot that
had not been flushed, on the seat of this toilel, there

was also a brown residue. The shower wall had specks of
black and grey on the tile and wall and the shower vent
was covered in a thick while and grey substance.

Foot Care roea7
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§483.25(b)(2) Foot care.

To ensure that residents recaive proper treatment and
care to maintain mability and good foot health, the
facllily misst;

(i) Provide foot care and treatment, in accordance with
professional standards of practice, including to
prevent complications from the residenl's medical
condition(s) and

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

This REQUIREMENT is N®@T MET as evidenced by:

Based on observation, staff interview, and record
review the facility failed to ensure that 1 resident In
the applicable sample (Rasident #6) received proper
foot care.

Findings includo:

Per observation on 11/13/25 at 10:21 AM, Resident #6
was silting barefoot at the edge of the bed with

his/her fect on the floor, Resident #6's feet appeared
to be dry and had long discolored toenails that were
thick.

Per interview with Resident #8 on 11/13/25 at 10:21 AM,
they reported that their toenails are very long and

thatit is an issue, they haven't had their nails

lrimmed in a long time or seen a podiatrlst.

Per record review of Resident #6's care plan dated
9/19/25, s/he is care planned far skin breakdown due to
Impaired rmobility, DM (Diabetes Mellitus), and
peripheral vascular disease. Interventions include
Podiatry consult as needed with a date of 3/8/23. The
care plan also identifies that the resident has an ADL
(activitles of daily living) self-care performance

deficient and requires assalstance with personal
hygiene, dated 3/8/23.

Per raview of the facilities policy titled
“Fingernails/Toenails, Care of” with a revision date of
2/18, il states that the "purpose of this procedure is
to clean the nail bed, to keep nails trimmed, and to
prevent infections... Nail care includes daily cleaning
and regular trimming.*

(X4) ID SUMMARY STATEMENT OF OEFICIENCIES ID FROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F0687 Conlinued from page 9 F0687 Resident #6 cantinues to reside at the
§5=D CFR(s): 483.25(b)(2)(i)ii)

facility and had no ill effects from this
alleged deflicient practice.

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

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

All licensed nurses and LNAs will be
educated on ensuring resident toenails
receive regular trimming.

The DON or designee will conduct
random weekly audits X 4 and monthly X
2 to ensure resident toenails are receiving
regular trimming.

The audif resulls will be reviewed at QAPI
for further interventions.

PDate of completion: December 28, 2025

Tag F 687 POC accepted on 1/12/26 by
J. Kendall/S. Stem
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Continued from page 10

Per interview with the Physician on 11/13/25 at 3:30
PM, he reported that he is having lo triage work and is
prioritizing the most urgenl visits as there is only

one provider for the residents. He reported that he
hasn’t time to do anything except for “crisis
management,”

Per interview with the Adminisler and Directar of
Nursing (DON) on 11/13/25 at 6:17 PM, they reported
they don't have a podiatrist hore and that the provider
trims nails in house.

Per interview with a Ragister Nurse (RN) on 11/13/25 at
6:29 PM, she confirmed that Resident #6's toenails were
long and should be trimmod.

Physician Visits-Fraquency/Timaeliness/Ait NPP
CFR(s); 483.30(c)(1)~(4)
§483.30(¢) Frequency of physician visits

§483.30(c)( 1) The residents must ba seen by a physician
at feast once evary 30 days far (he first 90 days after
admisslon, and at least once every 60 thereafter.

§483.30(c)(2) A physician visil is considered timely if
it occurs not later than 10 days after the date the
visil was required.

§483.30(c)(3) Except as provided in paragraphs (c)(4)
and (f) of this section, all raquired physician visits
musl be made by the physician personaily.

§483,30(c)(4) At the option of the physician, required
visits In SNFs, after the initial visit, may alternate
between personal visits by the physician and visits by
a physician assistant, nurse practitioner or clinical
nurse specialist in accordance with paragraph (e) of
this saction.

This REQUIREMENT is NOT MET as evidenced by:

Basad on record review and intervicw, it was detarmined
that the facility failed to onsure physician visits

oceurrad avery 30 days for the first 90 days after
admission, and at least once avery 60 thereafter for 12
of 25 residents (Resident# 1,2, 3,6,7,8, 11, 12,

13, 15, 16, and 17). Findings include:

Per review of the facllity palicy tittled “Physician

FOo687

Fa?12

Residents #1, #2, ¥3, #6, #7, #8, #11,
#12, #13, #16, and #17 all continue (o
recide at the facility and had no ill effects
from this alleged deficienl practice.

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

A house wide audit will be conducted to
ensure all new admissions receive a
regulatory visil every 30-days for the first
90-days after admission. The physician
will complete their first regulatory visit
within 30-days of admission.

A second house wide audil will be
conducted to ensure all residents have a
requlatory visit every 60-days after their
initial 90-days. These visits may alternale
between physician and midlevel. Any
resident affected will have an updated
regulatory visit to review plan of care.

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

The DON or designee will cenduct
random weekly audits X 4 and rnonthly X
2 to ensure regulatory visits are tracked,
compleled, and that substantial
compliance is maintained.
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aof each resident is supervised by a licensed physician
and that ""supervising the medical care of residents
includes... conducting routine required visits...Physician
visits, frequency of visits, emergency care of

resldents, etc., are provided in accordance with

current GCBRA regulations and facility palicy..."

1.Review of Resident #6's madical recard shows that
Resident #6 has not had a regulatory visit since
8/7/25, which was with a Nurse Praclitioner (NP), and
as of 11/13/28 did not have a regulatory visit within
sixty days with a Physician.

2,Review of Resident #7's Physician visits revealed

that Resldent #7 was admitted on 12/17/24 and had thelr
initial visit with a NP on 1/24/25 and then anly had

visits with a NP up until 10/23/25 with the current
Physician, which was not a regulatory visit.

3. Review of Resident #8's Physician visits revealed
that thoir last regulatory visit was on 5/30/25, with a
Physician's Assistant (PA), and there was no in-person
visit with a Physician until 10/16/25, which was not a
requlatory visil, Resident #8 has not had a regulatory
visit since 5/30/25.

Per interview with the Medical Diractor on 11/13/25 at
approximalely 2:16 PM, he reported that he’s aware that
the regulatory visits are well behind and thal the

ansite Physician is trying lo catch up stating there is

“na excuse it has to be done.”’

Per interview with the facilities Physician on 11/13/25
al 3:30 PM, he reported that he is behind on regulatory
visits. The Physician stated that he “inheriled an
absolule jusl medical disaster here" and that he hasn't
had time to do anything except for "crisis management”.
He raported thal he has a chaoice of seeing a sick
patient like someone with covid, an urgent medical
need, or a regulatory visit, he is going to take care

of the sick patients. The Physician also stated ha has
a list of residents lhat he knows need to be scen for
their regulatory visits. The Physician also slated that
they had a Nurse Practitioner (NP) but that they only
lasted a week, but they have a new NP starting on
Monday, 11/17/25. He reported his plan is to start
doing regulatory visits once the NP starts, and thal he
has a list of resldents wha needtobe seen.He also
reported that he does not count acute care visils as
regulatory visils, as regulatory visits are much more
comprehensive than acuto care visits, so that if it
duesn't say regulatory visit, then he has not completed
a regulatory visit for that resident. The Physician

QAP for further interventions.

RBate of completion: December 28, 2025

Tag F 712 POC accepted on 1/12/26 by
J. Kendall/S. Stem
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audit results he
88=E Services" dated 2/21, il states that "the medical carc Y It fgsulls will Ll fewrowod:st
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prior to him being there, bl he did confirm that
Resldent #7 needs a regulatory visit and has not had
one yet, that Rosident #8 needs a regulatory visit and
he has not done ane yet, and that for Resident #6 he
has not done a regulatory visil and needs one, and he
also confirmed the facilities policy states one of his
responsibilitios as a physician is “supervising the
madical care of residents includes... conducting routine
required visits".

4, Review of Resident #2's Physician visits 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 #3's Physician visits revealed
that their last regulatory visit was on 6/13/25 with a
Physicians Assistanl (PA) and there was no in-person
regulatory visit with a Physician by 9/23/25.

6. Raview ol Resident #1's medical racord shows that
Resident #1 was admitted on 7/18/25 and her/his first
ragulatory visit was on 10/28/25 which does not meat
the regulatory requirement of this ragulation.

7. Review of Resident #11's Physician visits revealed
that Resident #11 was admitted on 7/23/25 and had their
initial physician visit on 11/13/25, which dues not

moct the regulatory requirement of this regulation.

8. Review of Resident #12's Physician visits revealed
that Resident #12 was admitted on 5/16/25 and had their
initial physician visit on 11/13/25, which does not

meet the regulatory requirement of this reguiation.

9. Review of Resident #13's Physician visits revealed
that Resident #13 was admitted on 7/15/25 and had thoelr
Initial physician visit on 11/10/25, which does not

meet the regulatory requirement af this regulation.

10. Review of Resident #15's Physician visits revealed
that Resident #15 was admitted on 5/5/25 and had their
inttial physician visit an 11/4/25, which does not moet
the regulatory requirement of this ragulation,

11, Review of Resident #16's Physician visils revealed
that Resident #16 was admitted on $/27/25 and had their
initial physician visit on 8/23/25, which does nol meet
the regulatory requirement of this regulation.

12. Raview of Resident #17's Physician visits revealed
that Resident #17 was admittod oh 6/6/25 and had their
initial physician visit on 8/25/25, which does not meet
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FO712 Cantinued from page 13 FO712
S8 =E the ragulatory requirement of this regulation.
Per interview on 11/13/25 al approximately 11:45 AM,
the facility Physician confirmed that regulatory visits
had not been completed timely and that s/he was working
on getting them caught up. S/he statod that a new PA
would be starting "hext week on Monday" and this would
help her/him stay caught up on visits.
Per interview on 11/13/25 at approximataly 2:00 PM, the
Medical Director confirmed that s/he was aware that
regulatory visits were behind and that the facility
physician was working to get them all caught up, S/he
stated they were working on the process and considering
getting a tracking tool/system for regulatory visits
but at this Ume had not secured any type of system for
doing this, S/he stated, "Thero Is no excuse far these
visits to not have been completed on time.”
FQ744 Treatment/Service for Dementia FQ744 Reasident #10 continues to reside at the
$§=D ) facility and had no ill effects from this
CFR(s): 483.40(b)(3) alleged deficient practice.
§483.40(b)(3) A resident who displays or is diagnosed All resiclents whe reside in the facility are
with demanlia, receives the appropriate treatmont and + fick foF the alletidd deniciont ti
services to attain or maintain his or her highest at risk for the allegad deficlent practice.
’v’v :T%‘::; phica, imesigh 3ne peRcnaEomgl All licensed nurses and LNAs will be
educated lo follow the interventions listed
This REQUIREMENT is NOT MET as evidenced by: in a resident’s care plan when a resident
is expressing anxiely and/or grief.
Based on observation, interview, and record review, the
facllity failed to implement interventions to address The DON or designee will monitor weekly
the residents’ dementia care needs for 1 of 1 residents X 4 and monthly X 2 for residents who
s oantty; express anxiety and/or grief to ensure
Findings include: their care plan interventions are being
followed.
Per an observatian an 11/13/25 at 6:43 PM at a nurse's R o o
station, Resident #10 was asking to call his/her family The audit Y,O:’Ultt’ WlA” be reviewed at QAP
momber. A Licensed Practical Nurse (LPN) was observed for further intarventions.
telling Resident #10 that she couldn't call his/her
family member because they had died. Upon hearing this,
Resident #10 got visibly upset and again asked for the ’ l_
LPN to call Resident #10°s family member and called Date of completion: Decernber 28, 2025
the L.PN a liar. The phone started ringing and Resident
#10 was asking for thern 1o pick it up saying it might
be their family member, and tho nurse was dismissive
towards the Resident saying lhat it couldn't be. At Tag F 744 POC accepted on 1/12/26 by
6:45 PM, the Resident #10 again asked 1o call the J. Kendall/S. Stem
family member to which the LPN again stated that they
had passed and that "we told you this months ago, but
yau keop on lorgetting”, Resident #10 then statod that
they were going to try and walk home and hoped they
Hi— L

FORM CMS-2567 (02/99) Previous Versions Obsalete

Evont ID: 1DA8BD-H1

Facility ID: 475037

If continuation sheet Page 14 of 29




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

PRINTED: 12/11/2025
FORM APPROVED
OMB NO. 0938-0331

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

475037

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 11/13/2025
B, WING

NAME OF PROVIDER OR SUPPLIER
Barre Gardens Nursing and Rehab, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
378 Prospect Street , Barre, Vermont, 05641

(X4) 1D
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

FO744
§5=D

FQ761

Continued from pago 14
would be killed,

Per interview with the [.PN on 11/13/25 at 6:48 PM, when
asked how she redirects Resident #10 whan s/he forgets
that their family member has died, the LPN reported

thal sometimes we say maybe later, sometimes we tell
her the truth, and that the Resident #10 calls us liars
when we tell him/her that their famlly memier is dead.
The LPN also reported Resident #10 has dementia and
s/he "just gets like this sometimes”. The LPN confirmed
that each time she reminded Resident #10 that the
family member had died, that Resident #10 became
visibly upset.

Per record review of Residont #10 medical diagnosis on
11/13/25, s’he has a diagnosis of Alzheimer's discase,
adjustment disorder with anxiety, and depression, Per
review of a progress nate dated 10/22/25, the rosident
was informed by thelr family of a family member's
death.

The Residont's prograss nates from 10/23/25 to 11/13/25
document that the Resident was reminded by staff of
his/her family membar's death on seven different
documented oucasions since 10/23/25, with resulting
behaviors of yelling, crying, wandering, and exist
seeking.

Per Review of the Resident #10 care plan, it revealed
lhey are care planned for a family member's death on
10/22/25 with inlerventions of assisting the resident
wilh their grief to help the resident idontify care

noeds, ancourage the resident to express feelings of
anger and concern, encourage the resident to recognize
grief sltualion, observe for contributing factors that

may delay the grief process, assist the residenl to
idontify, access and use support systems, for consults
to be placed to pastoral care, social sorvices, home
heaith, psychlatry as needed, describe to the resident
the stages and how to identify gricf, and to assisl the
resident with prublem solving. The Resident #10 is also
care planned for dementia, for which interventions
include allowing the resident time to talk and express
feelings. An intervention related to the Resldent #10's
anxicty and trauma is ta engage the resident in
“gonversations thatwill help them to remain calm”.

The observation on 11/13/25 did not demonstrate that
care plan interventions were being ulilized for this
resident regarding assisting with griof, allowing lime
to talk and express [eelings, or engaging the resident
in conversation to holp them remain calm.

Label/Store Drugs and Blologicals

F0744

FO761
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CFR(s): 483.45(a)(h)(1)(2)
§483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the appropriate
accessary and cautionary instructions, and the
expiration date when applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and Federal
laws, the facility must slare all drugs and biologicals

in locked compartments under proper tamperature
controls, and permil only autharized personnel to have
access to the keys.

§483.45(h)(2) The facility must provide separately

locked, permanently affixed compartmants for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, except when the
facillty uses single unit package drug distribution

systens in which the quantity stored Is minimal and a
missing dose can be readily delected.

This REQUIREMENT is NOT MET as evidenced by:

Based on observalion and inlerview, the facility failed
to ensure only authorized parsonnel had access lo the
medication slarage rooms. This Is a repeat deficiency
for this facility, with the violation cited during the
pravious recertification survays, dated 6/25/25.
Findings include:

Per observation on 11/4/25 at 12:45 PM, a pharmacy
delivery was acceplad by an LPN (Licensed Practical
Nurse). The delivery person and LPN wenl into the
medicatlun room togelher, The LPN emerged without the
delivery person who remaincd alone in the medication
room for approximately 5 minutes before exiting.

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

Per interview with the Administrator on 11/4/25 al 2:45
PM, they confirmed the delivery person should not hava

ensuring only authorized personnel have
access to the medication storage rooms.

The DON or designee will monitor weakly
X 4 and monthly X 2 to ensure only
authorizad personnel have access to the
medication storage rooms

The audit results will be reviswed at QAPI
for further inlerventions.

Date of completion: December 28, 2025

Tag F 761 POC accepted on 1/12/26 by
J. Kendall/S. Stem

(X4)ID SUMMARY STATEMENT OFF DEFICIENCIES [0} PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUS'I" BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
FO761 Continued from page 15 Fo761 All licensed nurses will be aducated on
SS=D
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CFR(s): 483.80(i)(1)(2)
§483.60(i) Faod safety requirements.

The facility must -

§483.60(i)(1) - Procure foed from sources approved or
considered satisfactory by federal, statc or local
autharities.

(i) This may include food items obtained directty from
local producers, subject to applicable State and local
laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using praduce grown in facility
gardans, subject to complianco with applicable safe
growing and faod-handling practices.

(iii) This provision does not praciude residents from
consurning foods not procured by the facility.

§483.60(i){2) - Store, prepare, distribute and serve
food in accordance with professional standards for food
service safety,

This REQUIREMENT is NOT MET as evidenced hy:

Based on observation and Interview, the facility failed
to ensure that all food was stored safely and to ansure
that sanitary conditions for safe food handling were
maintained. This has the patential to impact all
residents. This is a rapeat deficiency for this

facility, with violalions cited during the previous

three recertification surveys. dated 4/26/23, 8/9/24,
and 6/25/25. Findings include:

A kitchen tour was conducted with a Dietary Stalff
Member on 11/13/25 at 11:40 AM.

Per ohservation of the dry food storage area, the
following items were found improperly stored:

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

Baking mix, expired 4/24/24;

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (Xs)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THE DATE

APPROFRIATE DEFICIENCY)

F0761 Continuod from page 16 FO761

88=D been in the medication room alone.

F0812 Food Procurement, Store/Prepare/Serve-Sanitary Fo812 All residents who reside in the facilily are

SS=F

at risk for the alleged deficient practice,

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

Dielary slaff will be educated on ensuring
all expired food is removed fram the dry
food storage area.

Administrator or designee will conduct
random weekly audits X 4 and monthly X
2 to ensure no expired food items are
located in the dry food storage area.

2) An audit will be conducted lo ensure all
food located in the walk-in refrigerator
and walk-in lreezer are being properly
stored in accardance with professional
standards for food service safety.

Dietary staff will be educated on how to
properly store food in accordance with

prafessional standards for food service
cafety.

Administralor or designee will conducl
random weekly audits X 4 and monthly X
2 to ensure all food in the walk-in
refrigerator and walk-in freezer are
properly stored in accordance with
professional standards for food service
safety.

3) An audit will be conducted on the
preparation of trays, cups and dishes to
ensure wet nesting does nol occur. All
fans located in the kitchen will be cleaned
of cusl and debris.

FORM CMS-2567 (02/99) Previous Versions Obsolete
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FO812 g"”t"”“ed _"05““239;’ ’?702r_ F0812 |  Dietary staff will be educated on ensuring
S§=F asta, expired May 3, 2025; all trays, cups and dishes are driad prior
Hormel Thick & Fasy Clear Thickened Cranberry Juice te bClng‘ stored, ‘and to keep all fans
Cacktail, dated 10724, instructions on back of label located in the kitchen area free from dust
“discard if not used within 10 days of opening;” and and debris.
Hormel Thick & Easy Clear Thickened Orange Juice Administrator or designee will cenduct
Cocklail, dated 10/24, instructions on back of label random weekly audits X 4 and monthly X

“discard if not used within 10 days of opening.” 2 to ensure all trays, cups and dishes are

Per interview on 11/13/25 at 11:55 AM, the Dietary dried !j”.or tg bc_mg Smrecj’_ and allifans )
Staff Memher stated the above items should have eeen locatec ”:' the kitchen area free from dust
discarded and confirmed they were expired, and debris.

Per observation of the walk-In tefrigeratar, the _ » ) )
following itern was found Improperly stored: The audil results will be reviewed at

QAPI for further inlerventions.
Two packages of deli ham stored on a tray with raw

hamburger, sitting in raw meat juices. Date of completion: December 28. 2025

Par abservation of the walk-in freezor, the fallowing The medical director wili be educated
Hom.wias Rt Irspery Bloed onthe implemantation of resident care

A box of hamburger patties left open la air and not [)O|ICICS and the coordination of medical

=1 care within the facility. The Medical
director will be responsible for

I'he Dietary Staff Member confirmed the obscrvations in overseeing all physicians who provide

the walk-in rofrigovater and freezer and stated that care to residents in the facility and

ready-to-eat foods should not be stored with/an/in raw ensuring lhey remain compliant within

meat and stated that preparod and open food containers
and packages should be sealed. She/he confirmed that
the above items were improperly stored.

requlatory recuirements.

Per observation of the kitchen area the fallawing were
noted:

Preparalion trays, cups, and dishes were noted to be
wet nesting (stored wet and not air drisd). The Hoor Tag F 812 POC accepted on 1/12/26 by

fan facing the food preparation area noted to be J. Kendall/S. Stem
covered with dust and debris. ' '

The Dietary Staff Member confirmed these obiservalians.
F0a41 Responsibilities of Medical Director F0841
CFR(s):483.70(g)(1)(2)

§483.70(g) Medical director.

§483.70(g)(1) The facility must designale a physician

ta serve as medical director.

§483.70(g){2) Tho medical director is respansible for-

FORM CMS8-2567 (02/99) Provious Versions Obsolete Event ID: 1DASBD-H1 Facility 10: 475037 If continuation sheet Page 18 of 29
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affect all residents residing in the facility.
Findings include:

Per roview of the facility’s "Medical Director
Services" paolicy [policy undated] on 11/13/25,

include:

attends to the resident's medical needs-

and regulations.”

[requlatory visits] have to be dona.”

policy includes:

medical services to residents

tasks ingluding assigning medical duties and

appropriate staff."

stated thera |s no consistent or scheduled

(i) Implementation of resident care policies; and

(i) The coordination of medical care in the facility.
This REQUIREMENT is NOT MET as evidonced by:
Based on interview and record review, the facilily
failed to ensure that the Medical Director fulfilled
his/har respansibility to coordinate medical care with
facility providers and assist the facllity with the

dovolopment and implementation of resident care
policies, This deficient practice has the potential to

“tha scope of services for the Medical Director will

-Ensuring that each resident's responsible physician

-Periodlc ruview and development of medical care
policies and procedures as roquirod to ensurg
compliance with Federal, State, and local laws, rules,

An interview was conducted with the facllity's Medical
Director on 11/13/25 at 2:02 PM. The Medical Director
[MD] staled there was no system in place to monilor
ragulatory visits by physicians, and that they wore
“working on a process” regarding required reguiatory
visits. Tha MD slated, “There is no excuse, they

Further review of the "Medical Dircctor Services”

“-Participation in policy decision-making and dircct
supervision regarding quality of care and delivery of

-Perfarmance of all necessary general administrative

scheduling, and communication of this information to

Per interview on 11/13/25, the Medical Director [MD)

communication betwean madical providers regarding

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
F0841 Continued from page 18 F0841 The medical directer will be sent a weekly
SS=F

cerrespondence from the lacility as a way
to communicate information regarding
resident updates, staffing concerns,
infecticn prevention issues, and any
changes surrounding policies and
procedures.

Administrator or designee will conduct
random weekly audits X 4 and monthly X
2 lo ensure weekly correspondences are
being sent and physicians providing care
to residents remain compliant with
regulatory requirernents.

The audit results will be reviewed at QAP
for further interventions.

Date of completion: December 28, 2025

Tag F 841 POC accepted on 1/12/26 by
J. Kendall/S. Stem
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FO841 Continued from page 19 FOB41
S8 =F facility issues or resident status. Tha MD stated s/he
had reviewed the Facllity Assessment, dated 6/5/25. Per
the facility assessment, “Medical/Physician Services"
list Or. [A] and Dr. [B] as “Atlending Physicians". The
Medical Director stated s/he was "not familiar with
lhose physicians.” The MD slated the facility's Acting
Physician [APhys] was “the eyes and ears of the
facllity.” The MD stated “we are warking on a process”
regarding "reporting on a weekly basis” with [APhys]
and other providers, but thare was no process currently
in place.
Review of the “Madical Director Services” policy also
includes:
“-Supervision of high-level quality of care delivered
to residents, wilh supervision exercised over medical,
nursing, and pharmaceutical sarvices.
Per interview with the Medical Director [MD] the MD
stated the facility'’s Attending Physician [APhys]
notified h/her this marning [11/13/25) of a COVID
outbreak in the facility. The MD slated [APhys]
reportad the first case was identified as “7- 10 days
agn."The MD said h/her expectation was to be notified
when the first case appeared. Per facility Infection
Cantrol records, the first COVID casas were identified
11 days prior on 11/2/25; one resident and one staff
member. As of the day of the extonded survey
[11/13/25], 8 staff members and 16 residents had tested
posilive for COVID infection.
F0880 Infaction Prevention & Control FO880 |  All residents who reside in the lacilily are
ss=F at ris icient practice.
CRR(s): 483.80(@)(1)(24)XD al risk for the allegad deficient practice
—~— . A house wide audit will be conducted to
Sea-H0 ifecion Conirgl ensure all residents have been offered
The facility must establish and maintain an infection the u p-to-daf&e COVID-19 vaccine, a'nd
prevention and control program designed to provide a those wha signed a consent to receive
safy, sanitary and comnfortable environment and to help the vaccine have received It.
ggﬁ?nn:,::;givg:ssggzgt:ggji:;':;{:,'Emn Al Education will be previded to all licensed
nurses to offer the COVID-19 vaccination
lo all new admissions and to re-offer the
§483.80(a) Infection pravention and control program, vaccine to residents who refused on a
5 ' ) ] quarterly basis.
The facility must establish an Infection prevention and
control program (IPCP) that must include, at a minimum, The DON or designee will conduct random
the following elements: weekly audits X 4 and monthly X 2 to
ensure all residenls are offered the
§483,80(a)(1) A system for preventing, identifying, COVID-19 v.:(,cme.'dnd lhose WhO signed
reporting, investigating, and controlling infections the consent to receive the vaccine have
roceived it.
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volunteers, visitors, and other individuals providing
services under a contractual arrangemant based upon (he
facility assessment conducled according to §483.71 and
following accepled national standards;

§483,80(a)(2) Written slandards, policies, and
proceduras for the program, which mustinclude, but are
nollimited to:

() A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons in
the facility;

(i) When and to whom possibla incidents of
cammunicable disease or infactions should be reported;

(iii) Standard and transmission-based precautions to be
followod to pravenl spread of infections,

(iv)When and how isolation should be used for a
rasident; ingluding but not limited to:

(A) The type and duration of the Isofation, depending
upon the Infectious agent or organism involved, and

(B) A requirement that the isolalion should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which (he facility must
prohibil employees with a communicable disease or
infected skin lesians from diract cantact with
residants or their food, if direct contact will

transmit the disease: and

(vi)The hand hygiene procedures to be followed by staff

involved in direct resident contact.

§483.80(a)(4) A system for recarding incidents
Identified under lhe facility's IPCP and the corrective
actions taken by tha facility.

§483.80(e) Linens,

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

correspandence 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 deficiencies:

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

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

3) All coolers and areas where
condiments ara located are kept clean.

4) All overbed tables are free from foreign
substances.

5) All privacy curtains are 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 doorframes are intact with no holes
or rust an< remain free of cobwehbs.

9) All resident roams and communal
areas are orderly, clean and iree from
crumbs, clumps of hair, spills, ete.

All staff will be educated on residents’
righis to a safe, clean, comfortable, and
homelike environmenl, as well as the
importance of reporling and fixing
gnvironmental issues as they occur.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PRQVIDER'S PLAN OF CORRECTION (XS)
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Fosao Continued from page 20 FO880 The medical director will be sent a weekly
S8 =F and communicable diseases for all residents, staff,
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The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record reviews, and interviews,
the facility failed lo provide a system for preventing,
identifying, reporting, investigating, and controling
infections and communicable diseases for all residents,
staf, volunteers, visitors, and other Individuals

providing services under a contractual arrangement
based upon the facility assessment conducted according
to §483.71 and following accepted national standards.
This has the potential to impact all

residents. Findings Include:

A review of the facility's “Coronavirus Disease—
Infection Prevention and Control Measures Policy
Statement” [Version 2.0 Revised 2023] includes: “This
facility follows infaction prevention and control (IPC)
practices recommended by the Cantars for Disease
Control and Prevention to prevent the transmission of
CQVIR-19 within the facility. Policy Interprotation and
Implementation:

1.The infection prevention and gontrol measures that

ara implemented to address the SARS-CoV-2 pandemic are
incorporated into the facllity infection prevention and

control plan. These measures include: a. cncouraging

staff, residents and visitors to remain up-lo-date with

all COVID-19 vaccine doses;" and “following current
environmental infaction pravention and control
recommendations.”

A review of the facility's documented COVID-19 oulbreak
line listing revealad that 16 residents lested positive
for COVID-19 hetween 11/2/25 and 11/13/25.

1. An interview was conducted with the facllity’s
Medical Director on 11/13/25 at 2:02 PM.

The Medical Director (MD] stated Lhe facility's Acting
Physician [APhys] notified him this morning [11/13/25]
of a COVID outbreak In the fagility. The MD defined an
"outbreak” as a single case. The MD stated [APhys]
reported the first case was identified as “7- 10 days

. ago.” The MO said his expectation was to be notified

when the first case appeared. Per facility Infection
Conlrol records, the first COVID cases were identified
11 days prior, on 11/2/25: ane resident, one staff
member, As of the day of the extended survey
[11/13/25), 8 staff members and 16 residents had tested

lo ensure compliance:

1) Housekeewming will clean both shower
roams on a daily basis and nursing staff
will be responsible for cleaning/picking up
afler each shower givan, Maintenance will
remova all jagged metal pieces, and all
hroken tiles will be filled or replaced.

2) Housekeeping will implemenl &
cleaning schedule to ensure all communal
dining areas are cleaned prior to each
meal.

3) Dietary will implament a cleaning
schedule lo ensure all coolers and
condimenl conlainers remain clean.

4) All overbed tables will be cleaned on a
daily basis by housekeepirg. Nursing
staff will clean on an as needed basis.

5) All privacy curtains that have stains or
tears will be thrown away and replacec.

6) All pillows lhat are torn will be thrown
away and replaced.

7) Shower chairs will be wiped down by
nursing staff after every use,

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

9) Housekeeping will implement a deep
clean schedule of all resident rooms and
communal areas,

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

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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88 =F §483.80(f) Annual review.
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Per record review, 10 of 16 residents who lested
positive for COVID as of 11/13/25 were sampled
regarding having signed consent forms in Oclaber lg
receive the COVID vaccine and then having received the
vaceine. Per record review, 2 of the 10 residents
sampled refused consent to be vaccinated. Further
review revealed the remaining 8 sampled residents had
all consented to be administerad the COVID vaccine, but
note had received it prior to being infected by the

virus

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

See F887 for mora information.

2. Multiple observalions of environmental conditions on
11/4/25 and 11/13/25 demonstrated a fack of overall
sanitation and cleanliness affecting infection
prevention in the facility.

On 11/4/25, the corridors and residents' rooms' floors
were dirty; various types of debris were noted;
bathroom fans were cavered with thick dust; and toilets
were dirty, not clean inside or out, ur the floor

around the toilels. In one of the shower rooms, a lift
bar/rail with a disposable rubber gleve lied to the

rail, a corner bead (a protective strip, typically made

of vinyl or metal, that is Installed on outside corners
where lwo pieces of drywall meet to reinforce and
protect the comer) going into the shawer room revealed
broken, rusted, and jagged metal. Many broken floor and
wall tiles were noted throughoul this area hetween the
shower roam, the tub room, and the bathroom. Sun Room
on Wing 1 revealed trash cans withoul trash hags
inside, a coffua carafe that was dirty with a brown
substance on all sides: a drawer within 8 cabinet that
contained packets of condiments noted to have what
appeared to be food debris throughout the drawer and a
puddle of a brown sticky substance; a chair with fabric
back, armrests and seat that had a dried reddish brown
substance in droplet form on the seat that was still
accessible for use; a yellow substance that appeared to
be scrambled eggs under a table and on the windowsill
next to the table; a pillow without a pillow case on

the steam table, the floors appeared dirly with spills

and debris; and coolet caver was dirty,

regarding the impartance of cleaning high
touch surfaces on a daily basis.

Administrator or designee o monilor
weekly X 4 and monthly X 2 to enslire
high touch surlace areas are being
disinfected mulliple times throughout the
day.

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

Dale of compliancea: December 28, 2025

As of November 27, 2025, the facility has
a full-time certified infection preventionist.

Tag F 880 POC accepted on 1/12/26 by
J. Kendall/S. Stem
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crumbs/debris in front of the nurse's station that went
the lenwth of the nurses’ station. There was a used
blood glucose test strip on the floar. The overbed

table by the door bed was covered on the wheels and the
metal support with a thick, dried, white, milky
subslance, The privacy curtains had a dried, brown
substance on the outer edge and ahout 2 feet in from

it. There was an uncovered pillow on the bed next to

lhe window, with its plastic cover torn in several

places, revealing its contents, On 11/13, Floors were
dirty; various types of debris were noted; hathroom

fans wore covered with thick dust; toilets were dirty,

not clean ingide or out, or the floor around the

toilets. In the bathrooms, observations included
light-colored caulk between tiles on both floors and
walls, with a bulldup of black debris that appears to

be mald and mildew. A shower chair had a pinkish-orange
buildup of debris at the connegtions. There was dabris
behind the doors, including spider webs and rust on the
doorframes, with holes where the frames met the floors.
The bathtub chair foot supports have white resldue, and
a walker has a used baedshael. A chair located in the
corner had used resident socks. Debris and a brown,
dried liquid were noted in the whitlpavl,

See citation F584 for additional Infurmation regarding
clean, sanitary environment observations.

3. Perinterviow with the (IP) an 11/13/25 at 3:00 PM,
she confirmed that the facility's cleanliness is an

issue. She axplained that shart staffing (two members
left without notice) in the Housckeeping department has
impacted regular scheduled cleaning. The IP also stated
that the Administrator has implemenled a plan for the
leadership toam lo assisl the Housekeeping dapartment
by cleaning five resident rooms per waek,

4. Per interview with the Administrator on 11/13/25 at

3:50 PM, she canfirmed that the Housekeeping department

isn't adequately staffed and that lcadership team
members (ten members) are assisting the department with
resldent rcom cleaning by cleaning five raoms weekly.
When asked about education, training, or audits for
cleaning, she stated that these areas had nat heen
addressed and said, "all had to do it before." Tho
Administralor also confirmed high-touch surfaces (l.e..
bedrails, doorknobs, light switches, call buttons,

hedside lables, remote controls, or surfaces in

bathrooms) are nol regularly disinfected.

5. Per the Cenlers for Disease Control and Praventian
(CDC) Nursing Home Infection Praventionist Training
Course - WB4873, Module 11-B, titled "Environtnental
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FO880 Continued from page 24

SS=F Cleaning and Disinfection 2025," slide 24 states,
"Common areas in the facility should also be cleaned

and disinfected. High-lauch surfaces in the facility's
common areas, such as the family room or lounge, should
be cleaned and disinfected when soiled and on a regulat
basis, such as daily."

6. Per the CDC's Core Infection Praventlion and Control
Practices for Safe Healthcare Delivery in All Seftings"
(2024), care practice for Environmental Cleaning and
Disinfection statos "Clean and disinfect surfaces in
close proximity to the patient and froquantly touched
surfaces in the patient care environment on a more
fraquent schedule compared to other surfaces.”

Reference:

Centers for Disease Control and Prevention. (2025,
Saplember 15). Environmental Cleaning and Disinfeclion
2025
htips://www.lrain.org/cdctrain/course/1131818/detalls

Centers for Disaase Conlral and Prevention. (2024,
April 12). CDC's Core Infection Prevention and Contral
Practices for Safe Iealthcare Delivery in All

Sellings."
https:/iwww.cde.goviinfection-control/hcp/core-practice

nment

Centers for Disease Control and Prevention. 2024, June
24). Infection Control Guidance: SARS-CoV-2.

hitps:/iwww.cdc.gov/covid/hcp/infection-controli#:—:tex
-Dedicated%20medical%20equipmant

FOo887 COVID-18 Immunization

SS=F
CFR(s): 483.80(c)(3)(i)~(vii)

§483.80 Infection control

§483.80(d)(3) COVID-19 immunizations. The LTC facility
must develop and impioment policies and procedures to
ensure all the following:

(i) When COVID-19 vaccine is available to the facllity,
cach resident and staff member is affered the COVID-19
vaccine unless the immunization is medically
contraindicated or the rasident or staff member has
already been immunized,

slindex.html#:—:text=Require%20routinc%20and%20targeted
%20Qcleaning,contaminate?20the%20palient%2Dcare%20envirg

t=test%200r%20NAAT-, Enviranmental%20|nfection%20Control

0880

F0887

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

A house wide audit will be conducted to
ensure all residents have been offered
the up-to-date COVI-19 vaccine, and
those who signed a conseant to receive
the vaccine have received it.

Education will he provided to all licensed
nurses to offer the COVID-19 vaccination
o all new admissions and to re-offer the

vaceine to residents who refused on a

quarterly basis.
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members are provided with education regarding the
henefits and risks and potential side effects
associated with the vaccine;

(iil) Before offering COVID-19 vaccine, each residont
or the resident representative recelves aducation
regarding the benefits and risks and potentlal side
effects associated with the COVID-19 vaccine;

(iv) In situations where COVID-19 vaccination requires
multiple doses, the resident, resident representative,

ar staff member is provided with current Inforrmation
regarding those additional doses, including any changes
in the benefits or risks and potential side offects,
associated with the COVID-19 vaccine, before requesting
consent for administration of any additional doses.

(v} The resident or resident representative, has the
opportunity to accepl or refuse a COVID-19 vaccine, and
change their decision; and

(vi) The resident's medical record includes
documentation that indicatas. at a minimum, the
following:

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

(B) Each dose of COVID-18 vaccine administered to the
resident, or

(C) If the resident did not receive the COVID-19
vaccine due ta medical contraindications or refusal.

(vii) The facility maintains documentation related to
statf COVID-19 vaccination that includes at a minimum,
the following:

(A) That staff ware provided education regarding the
benefits and potential risks associated with COVID-19
vaccine;

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

(C) The COVID-19 vaccine status of staff and related

| Information as indicated hy the Centers for Disease

Control and Prevention's National Healthcare Safety
Network (NHSN).

This REQUIREMENT is NOT MET as evidenced by:

random weekly audils X 4 and monthly X
2 to ensure all residents are effered the
COVID-19 vaccine, and thosa who signad
the consent to receive the vaccine have
received it.

The medical director will be sent a weskly
carrespondence from the facility as a way
lo communicate information regarding
resident updates, staffing concemns,
infection provention issues, and any
changes surrounding policies and
procedures.

As of December 12, 2025, all residents
who signed consents wanting the
up-to-date COVID-19 vaccine have
received it.

Tag F 887 POC accepted on 1/12/26 by
J. Kendall/S. Stem
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failed to develop and implement policies and procedures
to ensure when COVID-19 vaccine is availabla to the
facility, each resident and staff member is offered the
COVID-19 vaccine unless the immunization is medically
contraindicated or the resident or staff member has
already been immunized,

Findings include:

A review of the (acility's “Coranavirus Disease--
Infection Prevention and Control Measures Palicy
Statement” [Verslon 2.0 Revised 2023] includes: "This
facility follows infection prevention and control (IPC)
practices recommended by the Centers for Disease
Control and Prevention to prevent the transmission of
COVID-19 within the facility. Palicy Interpretation and
Implementation:

1.The infection prevention and control measures that

are implemented to address the SARS-CaV-2 pandemic are
incorporated into the facility infection prevention and

control plan. These measuros include: a. encouraging

staff, rasidents and visilors lo remain up-to-date with

all COVID-19 vaccine doses."

A review of the facility's documonted COVID-19 outhreak
line listirig revoaled thal 16 residents tested positive
for COVID-19 between 11/2/25 and 11/13/25.

An interview was canducted with the facility's Medical
Director on 11/13/25 at 2:02 PM. The Medical Director
[MD] stated the facility's Acting Physician [APhys]
notified him this moming [11/13/25] af a COVID
outbreak in the facility. The MD statod [APhys]
reported the first case was idenlified as "7- 10 days
ago." The MD said his expectation was to be nalified
when the first case appeared. Per facility Infection
Cantral records, the first COVID cases were iduntified
11 days prior, on 11/2/25: onhe resident, one staff
member. As of the day of the extended survey
[11/13/25]), 8 staff mambers and 16 residents had tested
positive for COVID infection.

Per record review, 10 of 16 residents who tested

positive for COVID as of 11/13/25 were sampled
regarding having signed consent forms in Oclober to
receive the COVID vaccine and then having received the
vaccine. Per record review, 2 of tha 10 residents
sampled refused consent to be vaccinated. Further
review revealed the remaining 8 sampled residents
[Rasident #4, #11, 112,113, #14, #15, #16, & #17] had
all consented to be administared the COVID vaccine, hut
none had received it prior to being infected by the
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(X4) ID

SUMMARY STATEMENT OF DEFICIENCIES

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

§483.95(g) Required in-gervice training for nurse
aldes.

In-service training must-

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

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

§483.95(g)(3) Address areas of weakness as determinod
in nurse aides' performance reviews and facllity
assessment at § 483.71 and may address the special
needs of residents as determined by the facility staff.

§483.95(g)(4) For nurse aides providing servicos to
individuals with cognitive impairments, also address
the care of the cognilively impaired.

This REQUIREMENT Is NOT MET as evidenced by:

Based on review of empluyee training records and
interview, the facility failed to provide evidence of

the minimum 12 hours of nurse aide training per year
required to ensure the continuing competence of the
LNAs (Licensed Nursing Assistants) for 1 (LNA #1) of 3
I.NAs sampled. Findings Include:

Per review of the training records, three LNAs sampled
were noted to have start dates before the 2025 calendar
year. LNA #1's education file lacked documentation of
avidence of the 12 hours of training per year required

to meet identified staff or resident needs.

Per interview on 11/13/25 at 5:18 PM, the Director of

ensure all LNAs have the minimum
12-hours of nurse aide training that is
required annually.

Education will be provided to the nurse
educator that all LNAs must have the
minimurn 12-hours of nurse aide training
that is required annually.

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

The audit results will be reviewed at QAP
for further interventions.

Date of completion: Decembar 28, 2025

Tag F 947 POC accepted on 1/12/26 by
J. Kendall/S. Stem
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SS=F virus.

Per interview with the Diractor of Nursing on 11/13/25,

the facility had only begun vaccinating residents for

COVID an 11/12/25, 10 days after the initial infection

was ldentified, and 65 days after the Quality Assurance

Performance Improvement meeting noting the facility

would be receiving the COVID vaccine.
F0947 Required In-Service Training for Nurse Aides F0947 A houss wide audit will be conducted to
S8S=D
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85=D Nursing (DON) was unable to provide evidence that the
LNA #1 had completed their required 12-hour annual
training.
POC reviewed and approved 1/12/2026
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