
 
 
February 24, 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 revisit survey conducted 
on February 2, 2026.  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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CFR(s): 483.10(i)(1 H7) 

§483.1 0(i) sate Environment.

The resident h.is a right to a safe, dean, comfortable 
and homelike environment, Including but not limited to 
receiving trec1tment and supports for dally living 
safely. 

The facility must prCJVide-

§483.10(I)(1) A safe, cl.,an, comfortable, and homelike 
environment, allowing the resident to use his or her 
personal belongings lo the extent possible.

(i) This includes Msuring that the resident can 
receive car11 and services safely and that the physicr1I 
layout of tho facility maximizes resident independence 
and doas not pose a safety risk. 

(ii) The racllity shall exercise reasonable caro for 
the protection of the resident's property from loss or
theft. 

§483.10(1)(2) Housekeeping and maintenance services 
nccossary to maintain a sanitary, orderly, and 
comlotlable interior:

§483.10(1)(3) Clttan bed and bath linens that mo in
goad condition;

§483, 1 0(i)(4) Private closet space in each resident
room, r1� specified in §483.90 (c)(2)(iv):

§483.10(1)(5) AdeqLJate and comfortable lighting levels
in all areas; 

§483. 10(1)(6) Con1furtable and safe temperature levels. 
fr1cillties initially certified after October 1, 1990
must maintain a temperatlire range of 71 to 81 "F: and 

§483.10(i)(7 ) For tho maintenance or carnfortable sound 
levels.

This REQUIREMENT is NOT MET as evldonced by: 
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Continued from page 2 
eased on observation, interview, and record teview, the 
facility failed to ensure lhat areas used for 
bathing/showering, resident rooms, and a resident 
gathering area were clear\ sare, and homelike. This 
de0clent practice has the potential to affGcl all 
residents rosidlng In the facility. This is a repeat 
deficiency ror this facility, W1th the violation cited 
during tho previous two recertification surveys, dated 
6/25/25 and 5/9/'l.4, and two partial surveys datad 
4/17/25 and 11/13/25. Findings inr.ludP.; 

1. During the initial tour of Iha facility on 1/201256 
at approxirnately 10:40 AM the following observations 
were made: 

Observation of the Wing #2 shower/tub room revealed a 
shower curtain in tho doorway or Iha tub roorn am:l a 
shower curtain In the doorway of the shower room that 
were torn in numerous places, Boxes or supplies were 
noted on tho floor lri tha shower room storage area. 
Numerous jagged and broken tiles were noted In the 
shower room in thG area or the shower chair along with 
many missing tiles along tho floor and bottom of the 
wall in tho shower room. Thre!! plastic; rolling bins 
were observed In the shower/tub room entry way that 
were dirty with dust and a drlati grainy type of 
substance, Interview on 1/20126 at approximatoly 11 :30 
AM with the Unit Manager confirmed the above findings. 
I 

Wing #2, the long hall revealed Room #101 with dirty 
floors and an over bed table with what .ippeared to have 
spills of something while and granular on the molal 
frame. 

Room #103 rovealod an overbed table that appeared to 
have spills of a tlaar s1itJ5\1mce on the metal framG. 

Room #105 raveal!!d the dre!iser by the door had torn and 
peeling laminate, the bottort, lartiir1ate w115 missing and 
down to the bare wood. The overbed table by tho window 
bed had torn laminate on the lop tray portion, At the 
window, the heatP.r was noted to be encased in a wooden 
box of bare, unpalntGd, raw wood. This Is an infection 
control concern 11s raw wood cannot be effectively 
cleaned/sanitized. n,e noor was noted to be dirty and 
lots of loose dP.bris (dust, hair, paper pieces, etc.) 

Room /1107 revealed a dresser next to tl11l door with torn 
lamlnala on the lop and the $ide5. Next lo the window, 
an overbed table was noted to havo laminate Ofl the lop 
and the sides and the larnlriate was lorn on the sides. 
The flnnr was dirty with various debris (dust, hair, 
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Continued from page 3 
paper pieces, etc.) The heater was noted to be encased 
in a wooden box of bare, unpainted, raw wood. 

Room #116 was noted to have dirty floors with various 
dobrls consisting of dust. hair. small pieces of paper, 
elastic bands, etc. 

Room #156 was noted to have dirty floors with various 
dobris consisllng o( dust, hair, small pieces of papor, 
ale. 

Room #165 was noted to have a pile of pines neecl� 
around tho trash can, the ncmr W115 dirty, the 
rootboarcl (door bed) was loose and falling off, 

RO<lm #166 was noted to havo dirty floors with 113rious 
debris consisting of dust. hair, small pieces of paper. 
elasUc oands, etc. 

All c:orridors/Mlls the floors were dirty ahd th8re was 
various sc attered dobris consisting or dust, small 
plec8s or paper, paper clips, food debris, band-aid 
wrappers, pine needles, otc. 

The Crossover (courtyard side) on the floor by the 
window revealed a crumpled-up napkin/tissuo with a 
dried red substance all over it. Tho handtc1ii h11d many 
rough spots wlih spl lhtering on the top and botwoon the 
2 boards on the handrail were wrappers that wera fotrled 
and stuffed in botween the boards. 

The Crossover (overlooking the outside of the building) 
handrail on the back of the handrail had 4 staples, 
each staple was pulled out on one side and was sticking 
ouVup. The handrail closest to tho dining room w11s 
loose and the screw al the bottom of the handrail was 
out ;ipproxirnately ¼ of an inch and was not 1ri straight. 

2. Per observation of Wing #1 on 1/20/26 at 10:55 A M,
the st,ower room had multiple cracked tiles. Ona tile 
approximately 4-6 Inches from the floor was sharp. 
There were two shower curtains that had several small
holes. Thora were two pull chords In this shower room
to the call bell system; one was attached le) a 
shoestring and wrapped in paper tape and the olher pull 
chord was approximately 3 incho5 long. lriletview with 
the Administrator al 11 :05 AM confirmed the tiles wero 
hazardous, tho pull chords were not appropriate, and
the shower curtains needed to be replaced.

Food Procurement,Store/Prepare/Serve-Sanitary 

CFR(s): 481.6D(i)(1 )(2) 
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§483.!l0(i) Food Silfety requirements. 

The facility must -

§483.60(i)(1) - Procure food from sources approved or 
considered satisfactory hy federal, sh1te or local
aulhorilies.

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

(ii) This provision does not prohibit or prevent
facilities from using produce grown in raclllty
gardens, subject to compliance with applicable safe
growing and food-handling practlc8s. 

(iii) This provision doos not preclude rosld8nts from
consuming roods not procured by the facility. 

§483.60(1)(2) • Store, prepare, distribute and serve
food In accordanc8 with ptofesslonal standard� fnr food 
service safety. 

'f'his REQUIREMENT is NOT MET as evidenced by: 

l:laijed on observation and Interview, the facility failed 
to ensure food is storod safely rolated to expired food 
ptoducti. and dented canned food being made available 
for uso. This is a repeat denclency for this facility, 
wilh vlol<Jtions cited during the previous lhree 
recertification surveys. dated 4/26/23, 5/9/24, and 
6/25/25 

Par observation on 1/20/2026 RI 10;32 AM, the walk-in 
refrigerator had two 64 oz. tubs of cottago cheese that 
W8re label!!d With 11 "be�t if U5f!-0Y 0flte' nf 
12/26/2025. Per Interview the Kltch8n Managar confirmed 
thA cott<Jge cheese was otitdated and could not be used. 

Per observation on 1/20/2026 at 10:40 AM, 2 dented cans 
of peaches and 1 dented can of applesauce were 
available ror use. The Kitchen Manager confirmed the 
cans' seals could b8 compromis8d and thes8 could not be 
used. 

Per observation on 1/20/2026 at 10;55 AM, there was a 
tray of br8ad dated 11/25/2025 and h11mburger and hot 
dog buns dated 12/1/2026. An interview was conducted 
with a Kitllhon Staff Memboron 1/20/2026 al 11 :oo AM. 
The Kitchen Staff Member stated that he did not know 
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how long the bread and rolls were to be used and did 
not know the dRting system the kitchen used for 
tracking food. The Kitchen Staff Member was llnable to 
locate a "usa by" date on the bread and rolls. Ho 
confirmed these items were intonded for use for 
rosldent meals. 

Per interview with the Kitchen Manager on 1/20/2026 at 
11 :05 AM, he did not know if the dates on tt,e bre<1d and 
roll packages meant ''rnanufactured on" or 'uso by.' One 
hot dog roll had a green substance on it. The Kitchen 
Managor cor;fim1ed It was mold, and that the rolls could 
r,ot be used, 

Responsibilities of Medical Director 

CFR(s): �83,70(g)(1 )(2) 

§483.10(9) Medic:al director.

§483.70(g)(1)The facility must designate a physician
to serve as medical directof.

§483.70(g)(2) 'rhe mP.cfic;al director is responsible for­

(i) lmplemontaUcm of r1;1:;ldent care policies; and 

(ii) Tho coordination of medical c:�re in the facility. 

This REQUIREMENT Is NOT MET as evidenced by; 

Based on Interview, record review, and facility policy 
review, the facility failed to ensure that tho medical 
director fulfilled his/her responsibility to assist 
with the development and Implementation of resident 
care policies and coordinate medical care with facility 
providers and nursing. As a result, GAS (group A stfep) 
spread through the facility and 12 residents developed 
symptoms of GAS, 2 of 3 sampled residents with syrnptorm; 
of GAS were hospitalized with sepsis due to cellulitis 
(Residents #1 and #2). This citation is at tho 
Immediate jeopardy level as these failures put all 
residents at risk for serious harm and/or doath. This 
is a repeat deficiency far this facility, with the 
violation cl.tad during a previous complaint survey 
dated 11113/25. Findings lr11::lude: 

Per review of Vermont Department of Health (VDH) 
infectious disease situation notes, starting on 
10/31125, the facility had a confirmed case of iGAS 
(invasive group A strep) in the facility. VDH gave thf! 
facility strong guldanc::e over multiple meetings and 
emails to implement and monitor adherancti of strong 
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Infection prevention control measures, and guidance for 
how and when to test rt!sidents and staff, which was 
critical in preventing transmission. Observations on 
1/20/26 revealed 10 iricidents where staff did not 
perform infecijon control measures sucl1 as hand washing 
and wearing appropriala PPE (personal protective 
oquipmeN). Pet Interview, the facility did not conduct 
regular monitoring and 3udi\ing of hsndwashing and PPE 
practices to ensure adherence. Par roview of the GAS 
outbreak llno llst, from 10/26/25 through 1/20/26, 5 
residents lestt'!d positive for GAS, 2 staff tested 
positive for GAS, and there were \l suspP.cted resident 
cases based on GAS !'lymptoms. 8 of the 9 resident cases 
were not tested before the start or antibiotics a.s 
recommended by VDH, 2 residents (1 who tested positive 
and one who was not tested prior Lo Lhe start of 
antibiotic treatment) were not tested 7-10 days post 
!heir initial GAS antibiotic troaLmenL as recommended
by VDH and became symptomatic again. 4 additional
re�ident cases did not havo post treatment tei;ting,
There wero 7 total hospitalizations related to GAS
�yrnµtoms for the positive and suspect0d cases. See F880
for more information.

Facility policy titled 'Medical birector 
Responsibilities," undated, reads, 'The facility 
retains a physician designated as Medical Director, to 
coordinate the rnedir.al care provided by attending 
physicians, and to assist with development and 
in,plomontation of resident care policies," 

1. Per phone Interviews on 1/21 /26 al 1 :04 PM and
1/26/26 at 8:08 AM, the Medical Diraclor explained the
following:

While ho Is available by phone, the last time he was In 
per.;on at the facility was 11 /18/25. 

Regarding the GAS outbroak in the fadllty, hH 
explained that he was aw;irP. of the first case of iGAS 
at the end of October, and a few other cases after but 
did not know thP. status oi the GAS outbreak since 
December. He was not aware or all tl1e symptomatic 
residents In the facility. He was unaware of tho 
guidance given by VDH. 

Regarding infection prevention and control measures, he 
explained that he was unaware of infection control 
issues. He did not know who was or is the infection 
preventlonh;L. He said that he has reviewed ihe 
infection control policy but wa$ unsure the last time 
ha reviewed it. He has not been a part of any facility 
education regardit1g infeGtion prevenUon and control 
practices. 
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When asked if he was aware Lhat the facility did not 
implement VDH testing guidance, he said he was not 
<1ware. When asked about how he was giving feedback to 
other providers about residents' medical care, ho said 
he would speak to other providers if ;in issue was 
brought up but did not have a system in place al this 
time. 

He stated that he was not In allendance for the 
11 /4/25, 12/23/26, or 1/5/26 QA.Pl meetings and docs not 
tieve a designee. When askod how he was working with the 
clinical toam to provide surVP.illance and help design 
or approve data collection instruments such as 
infection control reports, he explained that he is only 
involved if the racillty asks for a review or alerts 
him to issues. Soo 865 for more information. 

2. Per phone intorvlows on 1/22/26 at 8;39 AM and 
1/23/26 at 3;19 PM, the Administrator rovealed the 
following: 

The last time the Medical Director was in the facility 
was 11/18/25, The Medical Director and the Infection 
Preventionist did not discuss Iha recommendRtions made 
by the Vermont Department of Health. Tho Medical 
Director has not worked with tho facility's c;llnical 
team io provido surveillanr,e and develop policies to 
prevent the potential infection of residents or ensured 
that infection control policies have been implemented. 
The Medical Director was not in attendance for the 
11/4/25, 12/23/26, or 1/5/26 QAPI meetings and is 
unaware of a designee for him when he is not in 
attendance. 

QAPI Prgm/Plan, Disclosure/Good Faith Attmpt 

CFR(s): 483.75(a)(1 )-(4)(b)(1 )-(I\ )(f)(1 )-(6)(h)(i) 

§483. 75(a) Quality assurancti and performance 
improvi!ment (QAPI) program. 

Each LTC facility, including a faciilly that i� part of 
a multiunlt chain, must develop, implement, and 
maintain an effective, comprehensive, data-driven QA.Pl 
program that focuses on indicators of the outcomes of 
care and q11ality of life. Tho facility must: 

§483.75(a)(1) Maintain documentation and demonstrate
evidence of its ongoing QAPI program that meets the
requirements of this i;ection. This may include but is 
not limited to systems and reports detnonslrating 
systematic ldentifim�tion, reporting, investigation, 
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analysis, and prevention of adverse events: and 
documentation demonstrating the development, 
impiomentaUon, and evaluation of corrective actions or 
performance improvement activities; 

§483. 75(a)(2) Present ilr,; QAPI plan to the State Survey 
Agency no later than 1 year after the prarnulg,dion of 
this rogulatlon;

§483, 75(a)(3) Present its QAPI plan to a Slat� Survey
Agency or Federal $Utveyur at �;ich annual
recertification survey and upon request during any
other survey and to CMS upon request; 11nn

§483. 75(a)(4) Present documentation and evidence of iii;
ongoing QAPI program's implementation and the
facility's compliancP. with requirements to a Stato
Survey Agency, Federal surveyor or CMS upon request. 

§483.75(b) Program design and scope.

A facility must doslgn lls OAPI program to be ongoing, 
comprehensive, and to address tho full range of care 
and servicGs provld<'Jd by the f.icilily, It must 

§483. 75(b)(1) Address all systems of caro and 
management practices;

§483.75(b)(2) Include clinical care. qualily of life,
and resident choice;

§483.75(b)(3) Utilize the best available evidence to
define and measure Indicators of quality and facility
goals that reflect processes of caro and facility 
operations that have b�er, �hown to be predictive of
desired outcomes for residents of a SNF or NF.

§483.75(b) (4) Reflect the complexities, unique care,
and services lhat the facility provides. 

§483. 75(1) Governanr.a and leadership. 

The governing body ,md/or executive leadership (or 
organized group or individual who assumes full legal 
authority at,d responsibility for operation of the 
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facility) is responsible and accountable for ensuring 
that 

§483, 75(1)(1) An ongoing QAPI program is defined,
implemented, and maint;;iined and addressos ld8nlified
priorltl8s. 

§483.75(f )(2) n1e QAPI program is sustained during 
transitions in le�d.,rship and st affing; 

§483.75(f)(3) Thi! QAPI program is adoquately resourced,
including ensuring staff Uma, equipment, and technical 
training as needed; 

§483,75(f)(4) The QAPI proyrarn identifies and 
prioritizes problems and opportunities ihal reOsct 
or9ani.-:ational process. functions, and services 
provided to rosldenls ba6ed on performance Indic ator
data, and re�ident and staff Input, and other
information. 

§483. 75(f)(5) Corrective actions addres!; gaps in
systems, and arc evaluated fur efiec:tiveness: and 

§483. 75(f)(6) Clear expectations are set around safety,
quality, rights, choice, and respec;t.

§483.75(h) Disclosure of information. 

A State or the Secretary may not requlro disclosure of 
the records of such comm!Uee eKcept in so far as such 
disclosure is related to the compliance of such 
committee with the roqulrernenls of this section. 

§483. 75(1) SanctionR, 

Good faith atternpta by the committee to ldenlily And 
correct quality deficiencies will nol be used as a 
basis for sanctions, 

This REQUIREMENT is NOT MET as ovldllflced by; 

Based on Interview, record roviow of the fac;llity's 
Quality Assurance ar1d Performance lmprovoment Program 
(QAPI), and fa<ii!ity policy roview, th8 facility failed 
to address all systems of care In a comprohonsive 
manner by idP.ntifying problems and opp(lrtUnities for 
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improvement in the aroas of infection control, 
onvlronment, and Medical Director, As a result, GAS 
(group A strep) spread through tho facility and 12 
rosidi:mts developed syn1ptom� or GAS, 2 of 3 sampled 
resident� with symptoms of GAS were hospilalizod with 
sepsis duo to cellulltis (Residents #1 and 112), This 
citaijon Is al the Immediate Jeopardy level as t11eso 
failures put all residenti; at rii.k for serious harm 
and/or death. Findings include: 

Facility pcJllcy titlec1 "Quality Assurance and 
Performance Improvement," last revised 9/:/022, reads 
"Our facility will. .. PrP.sP.nt clncumentation and evidence 
of its ongoing QAPI program's implementation and the 
facility's compliance with req11iremP.nts to a State 
Survey Agency, Fedora! surveyor or CMS upon request." 

Steps for designing and implomontlng OAPI include, "Qiir 
leadership team, which consi5t5 of the administrator. 
director of nursing; medical director, and key 
dopartmont managers, is responsible for creating and 
sharing the focus of QAPI. .. The leadership team In 
collaboration with QAPI teams will determine what data 
\o monitor routinely so that performance targets can be 
established and benchmarks Identified." 

Systemic action will bo "Based on the idf;!ntlfled root 
cause o! a problem, corrective action will be taken. 
The goal Is to achlovo improvement and prevent 
recurrence of lhe problem." 

Regarcllng QAPI Feedback, Data Systems, and Monitoring, 
"Performance indicators will be developed !or e.ich 
aspect of care and services being monitored ... A data 
collection and monitoring plan will be devalopecl ... Coals 
will be established.' 

A complaint survey dated 11113/2/i revealed that the 
facility was found to have deficient practice related 
to 1110 following regulatory requirP.n,ents: safe, clean, 
comfortable. homelike environment (F51!4), food storage 
(F812), raspon6ibilities of the Medical Director 
(F841 ), and infection prevention and control (F8B0), 
During a revisit and c.arnplaint survey dated 1/26/26, 
the facility remained out of compliance with the above 
regulatory requirernents. See F584, F812, F841, and F880 
for more information. 

1. Review of QAPI meeting notes reve;ils the following: 

On 11/4/25, the team met to discuss a CIAPI plan 
iniliatAcl on 11/3/25. Meeting notes reveol the areas of 
focus to be Group Strep A Outbreak/Prevention and IP 
(infection prevention) implementation, The plan 
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identified action items for testing and dlscu:;i;ion of 
education ror "hand hygiene, appropriate use of PPE 
(personal protective equipment) and apptopri;ite 
cleaning methods were discussed to help stop the 
spread." The plan does not discuss performance 
indicators, a data collection plan, or goals, 

12/23/25 and 1/5/26 "QAP1 monthly Meeting'' notes 
include sections for regulatory issues, Infection 
control; houselteeping, rn11intenance, Discussion notes 
describe regulatory deficiencies from tho 11/13/25 c1nd 
briefly descrlbo sotrnl action itl:!ms for housekeeping and 
maintenance. Notes do not include performance 
indicators, a data collection plari, or goRls for these 
areas. Infection control notes do not include any 
information about the GAS outbreak. 

There is no evidence that the Medical Director or a 
deslgnee partfc;lpated in any of the 3 QA PI meetings 
listed above. 

2. Per phone interviews on 1/22/26 at B:39 AM and 
1/23/26 at 3:19 PM, lhe Admirllstrator confirmed she was 
unatJle to provide performance Indicators, a monitoring 
plan, or goals for the arec1s ahove in QAPI
documantalion. In regard to the GAS outbreak not being 
addrcssod in olther the 12/23/25 or 1/fi/26 QAPI
meeUt19, !ihe reveled that It was not addressed in QAPI 
as it was discussed dufing morning mee�ngs, She 
cohflrrt,ed th11t Vermont Department of Health
recommendations wore not incorpor:ated into the QAPI
rnee!lngs.

3. Per phone interviews on 1/21/26 at 1 :04 PM and
1/26/26 at 8:08 AM, the Medical Director confirmed he
was not in attendance for the 11/4/25, 12/23/26, or
1/5126 QAPI meetings and tloes not have a designee. When 
asked how he w11s working with the clinical toam to
provide surveillance and help design or c1pprove data
collection instrument!i such as Infection control
reports, ho explained that he is ot,ly Involved if the
facility ;isks for a review or alerts him to issues.

Infection Pr!:!vention & Control 

CFR(s): MlH0(a)(1 )(2)(4)(e)(f) 

§483.80 Infection Control

The facility must establish and maintain an Infection 
prevenUon and control program de�igned to provide a 
siife, sanitary and comfortable environment and lo help 
prevent the doveloprnent and tran!itniRsion of 
communicable diseases and infections. 

ID 
PRl::FIX 

TAG 

F0B65 

F0880 

PROVIDER'S PLAN OF CORRECTION 
(E ACH CORRECTIVE ACTION SHOULD l:lE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY) 

See 

attached 

(XS) 
COMPLETION 

DATE 

12/28/2025 

FORM CMS-2567 (02/99) Previous Versions Obsoleta Event ID; 1DA8BD•H2 Facility ID: 475037 If continuation sheet Page 12 of 20 

Tag F 880 POC accepted on 2/23/26 by
T. Doughert/S. Stem



DEPA RTMENT OF HE ALTH AND le-lUM AN SERVICES 

CENTERS FOR MEDICA RE & MEDICAID SERVICES 

PRINTED: 02/13/2026 

FOR M A PPROVED 

OMS NO, 09:{ii-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(X1) PROVI DER/SUPPLIER./CLIA 
IDENTIFICATION NUMBER: 
475037 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING

(X3) D ATE SURVEY COMPLETED 

02/02/2026 

NA ME OF PROVIDER OR SUPPLIER 

Barte Gardens Nursing and Rehab, LLC 

(X4) ID 
PREFIX 

TAG 

F 0BB0 

SS = L 

SUM MARY STATEM ENT OF DEFICIENCIES 
(EACH DEFICIENCY MUS T BE PRECEDED BY FULL 
REGULATORY O R  LSC IDENTIFYING INFORM ATION) 

Continued from page 12 

§483.B0{a) Infection prevention and control program,

The facility must establish an infection prevention and 
control program (IPCP) that must include, al a minimum, 
lhe following elemonts: 

§483.80(a)(1) A system for provontit1g, ider1lifying, 
reporting, investigating, and controlling infections
and communir..able diseases for all residents, staft, 
vollmteers, 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: 

§<iB3.80(a)(2) Written standards, policies, and
procedures for the program, which must includo, bul are
r,ot limited to;

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

Infections boforo they can spre11d to other persons in 
the facilily; 

(ii) When and to whom possible incidents of
communicable disease or infoctlons should be reported;

(iii) Standard and transmission-based precautions to be 
follow1;1d lo prevent spread of infections:

(lv)When and how isolation should bo used ror a
resident; including but not llmlted to: 

(A) The type and duration of the lsola!lon, depending
upon the lr1fecUous agent or organism Involved, c1nu

(13) A requirement that the isolation should bti the 
least restrictive possible for the residant under the 
clrcumslc1nces,

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents or their food, If direct conlacl will
tran$mll the disease: and 

(vl)The hand hygiene procedures to be followed by staff 
involved in direct resident contact. 
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§483.80(a)(4) A systern for recording incidents
identified under the facility's IPCP and the corrective
actions taken by the facility. 

§483.B0(e) Linens. 

Personnel must handle, storo, process, and transport 
linens so as to prevent lhe spread of infection. 

§483.80(1) Jv,nual review.

ThB facillly will conduct an annual review of its IPCP 
and update their program, as necessary. 

This REQUIREMENT is NOT MET as evidenC!!d by; 

Based on observation, interview, rncord review, and 
policy review, the faclllly failed lo maintain an 
infection prevention and control program designed 1(1 

provide a s afe, sanitary, and con,fortable environment 
to help pr11vent the development and transmission of 
communicablo diseases and infec\lons whilll there were 
casas ol group A strep (GAS) in the facility. TI10 
facility failed to follow infections control and 
prevet1llur1s measures on 2 of 2 units, failed to mo11llor 
and audit the adheronco lo lnfeclloti cuntrC)I anc1 
pmvention practicas, end failed to follow testing 
guidance while managing tho GAS outbreak. As n result, 
GAS spread Uiruugh lhe facility and 12 residents 
developed symptoms of GAS. 2 of 3 sampled residents 
with symptom� of GAS were hospitalized with sepsis due 
to cellulltis (Residents #1 and #2), TI,is dlalion is 
al U1e immediate jeopardy level as these rolluros put 
all residents at risk for serious harm and/or denlh. 
This is a repeal deficiency for this facility, with tho 
violation cited during a provious complairil survey 
dated 11/13/25. Flncllngs lnclllde; 

Per review of Vermont Department of Health (VDH) 
infecUous disease situation notes, starting on 
10/31/25, VDH gave tt-te facility guidance on how to 
manage a conflrmod caso of iGAS (Invasive group A 
strep) In the facility, Per lhe Centers for Disease 
Control and Prevention (CDC), group A strep (GAS) is a 
bacteria that can cause a spectrum of syndromes and 
severity of infections In nursing home re$idents 
Including cellulitls and wound infections (most 
common), and bloodstream infections and Streptococcal 
To�ic Shoe;!< Syndrome (less common but mol'O sever!!). GAS 
spreads easily in nursing hurnes onc:e introduced. Strong 
infection prevention and control practices me critical 
to stopping GAS trat1smiss!on anc.l preventing outbreaks. 
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On 11/3/25, VDH and lhe facility discussed infection 
priiventlon and control guidance and assasi;ing the 
adherence to infection co,1trol rnaas\Jres by staff, 
including hand hygiene, appropriate 
selection/donning/doffing of PPE (personal protective 
equipl't1et1t), and appropriate cleaning and disinfection 
of environmontal surfaces and reusable equipment. 
Tasting Included surveillance testing, testing of 
symptomatic staff and residents, and testing 7-1 O post 
GAS antibiotic treatment. The CDC GAS toolkit for LTCF 
(long term care facilities) was reviewed �nd sent. 

On 11/10/25, VDH and tho facility discussed the status 
of the situation, Including 11 posi!ivP. result of GAS in 
,mother resident. Further tostlng recon,niendalions were 
made as thoro was a conc:P.rn of transmission within the 
fac;liity. 

On 11 /25/'J.5, VDH's HAI (Healthcaro-Associalad 
Infection) team conducted an ICAR (Infection Control 
Ass11ssrnent and Response; a tool usod on an ortsite visit 
to systematically assess a healthcare l11cilily's IPC 
practices ;md guide q�1ality improvement activities). 

On 12/3/2025, the facility was notified both during c1 
meeting and by email of critical infection control 
measures to implement immediately based on the ICAR 
visit, including Increasing effective hand r1y9Iene 
practices proper PPE use by stall, and increasing the 
frequency of disinfection of high touch surfaues. VDH 
recommended regular monitoring and auditing of these 
practices to ensure adheronce. However, lhese same 
issues woro discussed in prior meetings as well. 

On 12/12/25, the facility was again notified In a 
meeting and by email that if GAS is clinioally 
suspected (sore throat, skin infection, including 
celiulitiia, and fever) in a resident or staff, lhc1! 
they should be considered symnt.omatic and should be 
te!iled. 

On 1 /5/26, the facility reported to VDH that they had 
not perfonrnid any audits to make Sllre TBP (transmission 
b;ised precautions) and hand hygl0ne procedures were 
appropriatoly followed. The facility was notified in 
the meeting and by email of tho recom,nandation for 
"doubling down on hand hygiene interventions, 
especially audits," and 'relteral9d the importance of 
collecting a culture specimen on symptomatic folks 
before they start th0m on antibiotics." 

On 1/7/26, a Healthcare-Associated lnfoction 
Epidemiologist (HAIE) from the VT Department of Hl!c1!th 
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Continued from page 15 
completed an unannounced onsito infocllor'\ prevention 
and control assessment. Thi$ unannounced visit was 
agreed upon by the facility. The HAIE obsorvad zero out 
of ten successful handwashing events for fronUlne 
staff and other in(ec;tion compliance issues regarding 
following posted prncaulions and disinfecting high 
contact surfaces, ihese observations wore communicated 
to the facility's Infection Pri!vlimtionist before the 
AHIE exited the raclllty. 

Per roviow of the outbreak line 11st. from 10/26/25 
through 1 /20/26, 5 residents lesttid positive for GAS, 2 
staff tested positive for GAS, and there were 9 
suspected residents cases based on GAS symptoms. 8 of 
the 9 resident cases were not tested before the start 
of antibiotics as recommended by VOH, Z residents (1 
who testod positive <Jnd one who was not tested prior lo 
the start of antibiotic treatment) werti not tested 7-10 
post their initial GAS antibiotic treatment as 
recommended by VDH and became symptomatic again. 4 
additional resident cases did not have post treatment 
testing. There were 7 total hospitalizations related to 
GAS symptoms for tho positive and suspected cases. 

The above information was cotifitrnf!d to be accurate by 
the HAI Infectious Disease Program Manager by em�il on 
1/21/26. 

1, the following observations of staff failing to 
adhere to infection prevenUon and control practices 
ware rnnde on 1/20/26 by the survey learn: 

At 10:06 AM, 2 LNAs (Licensed Nursing Assistant) left 
room #155, marked with nn EBP (enhanced barrier 
prf!cautions; gown and glove use durin11 high contact 
resident care activities) sign, without performing hand 
hygiene, 

At 10;15 AM, an LNA was assisting a resident with 
toileting without we�ring a gown in room #157, marked 
with an EBP sign. 

At 10:41 AM, an LNA removed trash from toom #106, 
brought tile trash bag lo lhe trash room anti went back 
Into room #106 without porforming hand hygiene. This 
room did not have il precaution sign on the door, but 
was laler confirmed by an LPN at 12:17 PM, lhat the 
residont was °" EBP and should have signago to lndicata 
such. 

At 10;45 AM, an LNA was gathering clothes and linens on 
tier chest and putting them into a bag in room #11l1, 
marked with an EBP sign. She was not wearing a gown. 
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At 12:20 PM, an LNA was changing bed linens in room 
#109, marked with an EBP sign, weming a gown ar,d 
gloves, A resident walked into lhe room and the LNA 
placed her glovP.d hands on the resident's shoulders lo 
guide them out of U1e room. The LNA removed U1e gown 
and gloves and w.i!i\ed down the hall. On return she pul 
on a gown and gloves and continued lo change lhe 
resident's bed. She then removed her gown and glove and 
picked up the linens and trash. The L.NA did not do hand 
hygiene at any point during this observation. At 12:39 
PM, th., lJnit Manager, who was present for this 
observation, confirmed the LNA lacked hand hygi0no for 
thtee diff1mmt opportunities. 

At 1 :23 PM, ;in LNA entered room #175 witl1eut performing 
hand hygiene, chan!Jild the resident's shirt, and then 
len Iha room without performing hand hygiene. She lhP.n 
went directly Into room #163 without performing hand 
hygiene. 

At 1:25 PM, an LNA left a resldenfs room marl<od with 
an EBP wearing a pair of gloves and continued down the 
hallway without removing them or performing hand 
hygiene. 

Al 1:29 PM, a thempy staff loft room #161, miirked with 
an EBP sign, went lo the nurse's station, and roturnod 
lo the room and U1on exited again. without doirig hand 
hygiene at any point in the observation. 

At 1 :35 PM. a staff member coughed into their hand. 
wiped th1;1lr nose with the back of their hand and 
entered a resident's room on Unit 2. The staff did not 
perform hand hygiene before placing a pulsa ollimeter on 
the resident's nnger. 

At approximately 4:20 PM, an RN (Registered Nurse) and 
a hospice st;iff were performing wound care In room 
#152, marked with a cot1liili;t prec;iution sign (gown and 
gloves for a!! patient interactions), without wearing 
gowns. Tho RN co11firrned lhf!t she should be wearing a 
gt,wn. 

Facility policy titled "Infection Prevention and 
Control Program," last revised 12/2023, reads, 
"Important facets of infection prevention Include: .. ,(3) 
educating staff and ensuring that they adhere to proper 
lP.chniquP.s and procedures ... (7) implomgnling appmpriate 
enhanced barrier and transmission based precautions 
when necessary; and (8) following eslablli;hAd general 
and disease specific guidelines such as those of the 
Cenerse for Disease Control (CDC)." 

Facility policy titled "Handwashlng/Hat1d HygiP.ne," last 
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revised 10/2023, reads "All personnel are expected to 
adhere to hand hygiene policies and practieei; to 
prevent the sproad of infections to other personnel. 
residents, and visitors," The policy reveals thal hand 
hygiene is indicated before and arler touching a 
resident, aHer contact with blood, body fluid, or 
i;ontaminated surfaces, after touching the resident's 
environment, and before and immediately after wearing 
gloves. 

i!'er interview on 1 /20/26 at approximately .2;30 PM, the 
Unit Manager 1,;onfirmed that her staff wore not 
following infection control measures and needed 
education. 

Per interview on 1120/26 al 4;33 PM, the lnfoctlon 
Preventionist confirmed that staff should wa!\h their 
hands before and after leaving a resident's room and 
befote and after donning PPE. She confirmed that staff 
should be wearing gowns and gloves when performing high 
contact care for residents on contact procautions ann 
EBP. 

2. The facility did not follow VDH guidance to conduct
rogular monitoring And auditing of hand washir19 and PPE
practices to ensuro a(lhorence.

The facility was unable to provide evidence of 
handwashlng or PPE; audits of the staff from any point 
during the GAS outbreak. 

Per inlerview on 1/20/26 at 4:33 PM, the lnfecUon 
Provcntloni:it cor,rirmed that audits had not been 
completed. 

3. The facility did not follow VDH testing guidance 
whilo managing lht1 GAS outbreak. 

Per review of the outbreilk !ine list, from 10/26/25 
through 1 /20126, 5 residents tested posltlva for GAS, 2 
staff tested positive for GAS, and there wore 9 
suspec:ted resident cases based on GAS symptoms. 8 of 
tho 9 resident case$ were not tested before tho start 
or antibiotics as recommended by VDH. 2 residents (1 
who tasted positive and one who was not tested prior lo 
the start of antibiotic treatment) were rtol lasted 7-10 
post their Initial GAS antibiotic treatment as 
recommended by VDH and became symptomatic again. 4 
additional resident cases did not havo post treatment 
testing. There woro 7 total ho�pil;ili;:ations related to 
GAS symptoms for the positive □nd suspected cases. 

Per an ermdl response dated 1/26/26, the HAI Infectious 
Disease Program Manager explainl:!d that her team helped 
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facilltale testing residents and $la fr with the VDH 
h1boratory in addition to their regular clinical 
testing. Sho oxplaln,::id that the facility could have and 
$hould have tested symptomatic Individuals right away 
prior to starting antibiotics and conduct te$ling 7-1 o 
after treatment ends. VDH arranged certain testing days 
for surveillance testing, In which the facility coulcj 
also include symptomatic and post treatmont tests If 
they already had tasting scheduled bul were instructed 
to usa their clinical lab if they were not already 
having a testing event with VDH. 

Facility policy titled 'Infection Prevention and 
Control Program; !;1st revi�ed 12/2023, reads, 
·outbreak management a. Outbreak management Is a
process !hat consists of; ... (3) preventlno the spread
to other residents ... c. The medical staff will holp the 
facility cornply with pertinent stcite and local 
regulations concerning the reporting and management or 
those wilh repurl.i.ble communicable diseases.• 

4. Tho 3 most recent cases on the GAS outbre11k line 
list were reviewed and it was found that 2 of the 3 
residents suffered harm related to cellulitis 
<:c"irnpllcations, 

a. Per record review, Resident #1 has diagnoses that 
include congestive heart failure and domontla. S/1-ie Is 
care plannad for assistance for most activities of 
daily living and the potential for skin integrity
lmpairmer,l.

A progresf; note dated 1/6/26 reveals that Resident #1 's 
arm is red, warm, and lendor to touch, has an Increased 
temperature of 99.9 F, and oxygen is 91% on room air. 
The Nurse Practitioner gave ordors to start 
antibiotics. 

Per rei:;urd review, there was no evidence that the 
facility conducted testing prior initiating antibiotic 
treatment on 1/6/26, Per review of Resident #1 's 
Medication Administration Record (MAR), Resident #1 
received two doses of 11ntibiotics on 1/6/25. A provider 
note dated 1/7/26 roveals that Rosidont #1 's condition 
became critical and was sent to the emergency 
department (ED), 

An ED Physician note dated 117/26 reveals that Resident 
H1 was febrile (feverish) and unresponsive. S/Ho was 
admitted to the hospital for lreatment or severe sepsis 
(sepsis plus organ dysfunction) and shock secondary to 
cellulltis. 

A 1115/26 Hospital Physician .issessm,mt nn\P. reveals 
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that Resident #1 suffered sevom sepsis with septic 
shock. right arm cellulitis, ;icule renal insufficiency 
(!ass of kidney function). likely socondary to shock), 
and acute motabollc encephalopt1thy (acute brain 
dysfunction), likely secondary to infection, 

A 1 /16/26 progress note reveals that Resident /1-1 
returned to tho facility 011 1 /16/26 after being 
admi!led lo lhe hospital for 9 days. 

b. Per record review, Resident #2 has diagnoses thal 
include Parkinson's disoase ahd epilepsy, S/He is care 
planned for assistance for iJctivities of daily living 
and the potential for skin Integrity impairment. 

Per review of the facility GAS outbreak line list and a 
12/11/25 admission summary note, Resident #2 was 
hospitalized from 1217/25 through 12/11/25 for right 
lower extremity cellulllis and treated with antibiotics 
from1217/25 through 12116/25. 

Per record review, lhere was no evidence that the 
facility conducted testing 7-10 day:; post treatment 
(12/23/25"12/26/25). 

A 1 /3/26 Phy�lcien Assistant progress noto roveals that 
Resident #2 has left foot pain, a low grade fever, and 
significant edema to the left foot with redness, and 
w;irmth extending up to tho loft ankle laterally, 
Resident #2 was st;Jr(ed on antibiotics on 1/3/26 to 
lret1l cellulitis of his/her left lower limb. 

Per record review, thoro was no evidence that the 
facility conducted les\ing prior initialing antibiotic 
treatment on 1 /3/26. 

A 1/16/26 Hospital Physician Admission note reveals 
that Resident #2 was re!ldrnilted to the hospital on 
1 /16/26 with "septic shock. Likely due lo cellulitis if 
the left lower oxtrernlty." A 1/19/26 Hospital Physician 
iissessment note reveals that Resldant #2 suffered 
septic shock ar,d 10ft lower P.xtremlty cellulitis. 

As of 1/20/26, record review shows that Residont #2 was 
still admitted to the hospital. 4 days afl11r ;idmission. 

https://WWW.cdc.gov/group-a-strep/php/licf-loolkiVlnde 
x.html
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Barre Gardens- DPOC F865 

1. Corrective Action

The facility will contract with a quality improvement specialist (QIS) with nursing home administrator 

and/or director of nursing experience (see requirements below) to provide consultation and oversight 

for quality assurance and performance improvement activities. The facility will Immediately implement 

an appropriate quality assurance and process improvement plans consistent with the requirements of 

§483. 7S(a)(b)(f) In order to address facility failures in: providing a safe, clean, homelike environment,

§483.lO(i); providing a sanitary kitchen, §483.60(1)(2); providing adequate Medical Director services,

§483.70(g)(2); and establishing and implementing a comprehensive infection prevention and control

program; §483.S0(a).

The nursing home administrator (NHA), director of nursing (DON), medical director, nursing leadership, 
and other applicable interdisciplinary team (IDT) members, in conjunction with the 0.1S, shall review 

quality assurance performance improvement activities and create performance improvement plans 

related to environment, medical director, sanitary kitchen, and infection prevention and control. Such 

action plans will, at minimum, include: 

(1) Ensuring systems are in place to guarantee that all residents are provided with a safe, clean,

home-like environment, including the necessary housekeeping and maintenance services, in

accordance with the requirements for FS84.

(2) Ensuring systems are in place to guarantee that food safety practices meet professional

standards, in accordance with F812.

(3) Ensuring the Medical Director meets regulatory requirements regarding implementation of

resident care policies, coordination of medical care in the facility and active participation in QAPI

projects, in accordance with F841 and F865.

(4) Ensuring a comprehensive infection prevention and control program is established and all

systems, standards, policies and procedures are implemented in accordance with accepted

national standards and local health department guidance, in accordance with F880.

2. Identification of Others

The NHA, DON, and applicable members of the IDT, in accordance with the QIS consultant, shall audit all 

current performance improvement plans not specific to those mentioned above in "1. Corrective Action" 

to determine the efficacy of each plan. Plans identified as ineffective will be reviewed and revised with 

the assistance of the QIS consultant. The QIS consultant will assist the facility leadership with identifying 

in the root causes of the inefficacy for those plans identified as ineffective. 

3. System Changes

On or before 2/28/2026 the facility shall hire a QIS consultant with experience consulting or directing 

nursing services or nursing home administration duties within nursing facilities. The QIS consultant shall 

exercise independent judgement in the performance of all duties under the consultant contract. The QIS 

consultant shall meet the independent judgement requirement if the consultant Is not currently an 

employee of the facility or its corporate organization and has not within a five (5) year period 

immediately preceding 2/2/2026 been directly or indirectly affiliated with the facility, facility's owner{s), 

agent(s), or employee(s). 
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In performance of all services provided, the QIS consultant's status shall be that of an independent 

contractor and not that of an agent, employee, or representative of the facility, applicant, or owner. 

The QIS consultant shall exercise professional, independent judgment in the performance of all such 

services and shall not be directly or Indirectly instructed, guided, influenced or otherwise interfered with 

by facility, applicant or owners, agents, employees or assigns. 

Quality Improvement Specialist Consultant Qualifications 

Prior to engagement, the QIS consultant shall be a nursing home administrator and/or registered nurse 

with nurse leader experience, in possession of a valld occupational license in good standing with the 
State of Vermont. The QIS consultant must demonstrate recent (within the last five years) experience in 

providing administrative and care management or consulting services within nursing facilities, as 

approved by the Department via Pamela Cota [parnela.cota@vermont.gov] or Shannon Stem 

[Shannon. stem@vermon t. gov]. 

Quality lmprovernent Specialist Consultant Duties 

In conjunction with the nursing home administrator (NHA), director of nursing (DON), medical director, 

nursing leadership, and other interdisciplinary team members, the QIS consultant shall oversee the 
development and Implementation of an effective quality assurance and performance improvement 
program. This should include but not be limited to: 

(1) Conducting a root cause analysis to determine the reasons the QAPI program was not effectively

and efficiently implemented.
(2) Developing, implementing, and monitoring effective, specific action plans for each deficiency

identified in the current deficiency list.

(3) Revising any ineffective or underperforming action plan, in accordance with the established

performar,ce measures.

(4) Educating applicable staff on:

a. Their respective roles in completing each action plan developed to address deficient

practice identified on the current survey.
b. Methods for developing, implementing, and tracking the effectiveness of performance

improvement plans.

c. Methods of effectively utilizing scheduled and ad hoc performance improvement

meetings to promote quality and prevent performance concerns.
d. Techniques for Identifying potential Quality Assurance and Assessment activities to

prevent and remediate quality and performance concerns.

e. Utilizing the quality improvement network/quality improvement organization for

assistance with quality improvement projects.

f. Utilizing any resident and/or family group to identify quality and performance

improvement opportunities.
(5) Overseeing the review, revision, and implementation of the QAPI program policies, to ensure its

effectiveness.

4. Monitoring

Monitoring of approaches to ensure compllance with quality assurance and performance improvement 

activities: 

(1) At least weekly, for no less than twelve weeks, across all shifts and units, facility leadership or
suitable designees, in conjunction with the QIS consultant, will complete validation

audits/observations and record reviews to ensure the following:
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a. Quality assurance activities are conducted to verify all residents are provided with a
safe, clean, home·like environment, including the necessary housekeeping and
maintenance services, in accordance with the requirements for F584.

b. Quality assurance activities are conducted to verify food safety practices meet
professional standards in accordance with the requirements for F812.

c. Quality assurance activities are conducted to verify the Medical Director meets
regulatory requirements regarding implementation of resident care policies,
coordination of medical care in the facility and active participation in QAPI projects in
accordance with the requirements for F841 and F865.

d. Quality assurance activities are conducted to verify a comprehensive infection
prevention and control program is established and all systems, standards, policies and
procedures are implemented in accordance with accepted national standards and local
health department guidance, in accordance with the requirements for F880.

(2) The NHA, with the assistance of the QIS consultant, shall track and trend the succes$ of all
quality assurance performance improvement activities. Such tracking and trending data shall be
reported to the quality assurance process improvement committee monthly for no less than
three months and shall continue until all performance plan objectives related to maintaining an
effective quality assurance performance improvement program are consistently demonstrated.

The QIS consultant shall make weekly written reports for the first twelve weeks to the Department on all 
plan Implementation, education, training, and monitoring related to quality assurance and performance 
improvement. Such reports shall be provided to the Department via email, [pamela.cota@vermont.gov 
and Shannon.stem@vermont.gov] beginning no later than 3/6/2026 then each following Friday with the 
final weekly report being submitted on Friday, S/22/2026. 

Reports to the state agency should include any action steps that were taken by the facility, what action 
steps are needed to achieve or maintain the corrective action per consultant, and the facility's 
adherence related to corrective action; system changes, including a root cause analysis to identify 
system failure(s), ensuring adequate QAPI processes are in place, staff education; and a process to 
monitor compliance and/or progress in achieving compliance. 

After the first twelve weeks, with Department approval, reports shall be due on the 15th of each month. 
Reporting shall then continue to be due monthly on the 15th for a minimum of three months and shall 
only be discontinued when the facility has demonstrated consistent implementation of all requirements 
of §483.75(d). 

5. Correction Date

2/28/2026 



The filing of this p tan of conection docs nol constitute an admission o flhe allegations set fotth 
in the statement of deficiencies. Barre Gardens has prepared and executed a plan of correction as 
evidence of the facility's continued compliance with applicable law. 

F0584: Safe/Clean/Comfortable/Homelike Environment 

All resid�nts who reside in the facility are at risk frir the alleged deficient practice. 

A house wide has been conducted to ensure compliance with the following alleged deficiencies: 

I) Shower curtains arc free from tears.
2) Shower rooms arc kept clean and orderly.
3) Shower rooms are free from jagged metal and broken tiles.
4) Ovcrbed tables have laminate intact and are free from foreign debris.
5) Dressers are intact with no tom or missing laminate.
6) All window heater encasements can be effectively cleaned and sanitized.

7) All resident rooms and communal areas arc clean and free from debris.
8) All handrails are free from rough and/or splintering areas.
9) All pull cords are lcmg enough for residents to reach and all shoestring material pull cords

are replaced with chain.

All staff have been reeducated on residents' rights to a clean, safo, comfortable, and homelike 
environment. 

The following co1Tectivc actions will occur, or have already occurred, to ensure compliance: 

1) All shower curtains in the Wing #I and Wmg #2 shower rooms have been replaced.
2) The housekeeping departmenl has been reeducated on the importance of cleaning the

shower room on a daily basis and has been assigned to deep clean both shower rooms
eve1y Thursday in addition to their daily cleaning schedules. All LN As and nurses will be
reeducated on cleaning/sanitizing the shower room after each use.

3) All tiles in hoth shower rooms have heen fixed and/or replaced.
4) New overbed tables will he ordered and placed into service with.in a reasonable

time:framc upon delivery to the facility. All overbed tables will be cleaned on a daily basis
by housekeeping and nursing staff.

5) New dressers will be ordered and placed into service within a reasonable timeframe upon
delivery to the facility.

6) All heaters encased with bare, unpainted� raw wood will be sanded and painted or
covered with a protective material that can be easily cleaned/sanitized.



7) The administrator implemented a deep clean schedule for the housekeeping department,

including resident rooms and all communal areas. Housekeeping sla-tJ are to sign off on

their deep cleans as they complete them. Administrator and housekeeping manager to

check on these areas to ensure cleaning is properly completed.

8) All rough and splintered handrails will be sanded and restained.

9) All shoestring cords, and sho11 cords will be replaced with long chains that can be

cleaned and sanitized effectively.

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 co1Tectcd. 

Audit results will he reviewed at QAPI for further interventions. 

Date of completion: February 28, 2026 

F812: Food Procurement, Store/Prepare/Serve-Sanitary 

All residents who reside in the facilily are at risk for the alleged dcficienl practice. 

A house wide audit has been conducted to ensure all expired food items located in the walk-in 

refrigerator and walk-in freezer have been discarded, and all dented canned foods are placed in a 

designated area to avoid being used. 

The dietary department has been reeducated on the importance of rotating food upon each 

delivery to avoid food from expiring, as well as ensuring all dented canned food is placed in a 

designated area to avoid being use. 

The dietmy manager completed a lull inventory of food items in the walk-in refrigerator and 

walk"in freezer and discarded all existing expired food items. They also created a designated area 

in the dry food storage for all dented canned foods to be placed to avoid being used. 

The administrator or designee will conduct random weekly audits X 4 and monthly X 2 to ensure 

no expired food items are located in the walk-in refrigerator and walk-in freezer, and all that 

dented canned foods arc located in their designated space. 

Audit results will he reviewed at QAPl for further interventions. 



Date of compleLion: Febrnary 28, 2026 

F0841: Responsibilities of the Medical Director 

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

The medical director has been educated on ex.pectdtions and responsibilities of their role in the 

facility. 

The following cotTcctivc actions have been implemented to ensure compliance: 

1) The administrator and/or director of nursing sends a daily update to the medical director,

Monday through Friday, to in fonn them of admissions, readmissions, discharges,

infection control concerns, outbreaks, VDH conespondcnccs, etc. Weekend updates are

included on Monday's update.

2) The medical director, administrator, and director of nursing meet weekly, Monday's at

l2:30p via Teams. This meeting is designated 1hr discussion surrounding infection

control concerns, education opportunities, and any concerns that are relevant at that time.

3) The director of nursing has been forwarding all correspondences between VDH and the

facility to the medical director.

4) The facility has rescheduled all QAPI meetings to the third Wednesday of eve1y month at

I :30p to ensure the medical director participates via Teams or in person.

5) The medical di.rector has met with all of his physicians and midlevel providers to reiterate

their responsibilities and to establish his expectations. The medical di.rector plans on

holding these meetings quarterly.

6) The medical director has implemented an email thread to include all Vermont providers

as a way to communicate policy/procedure implementation, and to clarity processes that

exist in facilities, etc.

All corrective actions listed above will be ongoing. The administrator or designee will conduct 

random weekly ,.tUdiL., X 4 and monthly X 2 to ensure all methods of communication are 

occurring. 

Audit results will be reviewed at QAPI for fmther interventions. 

Date of completion: Febmary 28, 2026 



F'0865: QAPI Prgm/Plan, Disclosure/Good Faith Attmpt 

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

1. Col'rectivc Action

The facility will contract with a quality improvement specialist (QIS) with nursing home 
administrator an(Vor director of nursing experience to provide consultation and oversight for 
quality assurance and perfonnance improvement activities. The facility will immediately 
implement appropriate quality assurance and process improvement plans consistent wilh the 
requirements of §483.75 (a)(b)(f) in order to address facility failures in: providing a safe, clean, 
homelike environment, §483.1 0(i); providing a sanitary kitchen, §483.60(i)(2); providing 
adequate medical director services, §483.70(g)(2); and establishing and implementing a 
comprehensive infection prevention and control program;§483.80(a). 

The nursing home administrator (NHA), director of nursing (DON), medical director, nursing 
leadership, and other applicable interdisciplinary team (IDT) members, i.n conjunction with the 
QIS, shall review quality assurance performance improvement aet(vities and create performance 
improvement plans related to environment, medical director, sanitary kitchen, and infection 
prevention and control. Such action plans will, at minimum include: 

1) Ensu1ing systems are in place to guarantee that all residents arc provided with a safe,
clean, home-like environment, including the necessary housekeeping and maintenance
services, in accordance with the requfremenl<; for F584.

2) Ensuring systems arc in place to guarantee that food safety practices meet professional
standards, in accordance with F8 l 2.

3) Ensuring the medical director meets regulatory requirements regarding implementation of
resident care policies, coordination of medical care in the facility and active participation
in QAPI projects, in accordance with F84 I and F865.

4) Ensuring a comprehensive infection preveulion and control program is established and all
syslerns, standards, policies and procedures are implemented in accordance with accepted
national standards and local health department guidance, in accordance with F880.

2. Identification of Others

The NIIA, DON and applicable members of the IDT, in accordance with the QIS consultant
1 

shall audit all cmrnnt peiformance improvement plans not specific to tho�e mentioned above in 
"l) CORRECTIVE ACTION" to dctennine the efficacy of each plan. Plans identified as. 
ineffeclive will be reviewed and revised with the assistance of the QIS consultant. The QIS 
consultant will assist the facility leadership with identifying the root cause of the inetlicacy for 
those plans identified as ineffective. 



3. System Changes

On or before 2/28/2026 the facility shall hire a QIS consultant with experience consulting or 

directing nursing services or nursing home administration duties within nursing facilities. The 

QIS consultant shall exercise independent judgement in the performance of all duties under the 

consultant contract. Tbe QIS consultant shall meet the independent judgement requirement if the 

consultant is not currently an employee of the facility or its corporate orgat1ization and has not 

within a five (5) year period immediately preceding 2/2/2026 been directly or indirectly· affiliated 

with the facility, facility's owner(s), agent(s), or employee(s). 

In pe1fonnance of all services provided, the QIS consultant's status shall be that of an 

independent contractor and not that or an agent, employee, or representative of the facility, 

applicant, or owner. 

The QIS consultant shall exercise professional, independent judgment in the pe1fonnance of all 

such services and shall not be directly or indirectly instmctcd, guided, influenced or otherwise 

interfered with by facility, applicanl or owners, agents, employees or assigns. 

Quality Improvement Specialist Consultant Qualifications 

Prior to engagement, lhe QIS consultant shall be a nursing home administrator amVor registered 

nurse with nurse leader experience, in possession of a valid occupational license in good 

standing with the State of Vermont. The QIS consultant must demonstrate recent (within the last 

five years) experience in providing administrative and care management or consulting services 

within nursing facilities, as approved by tlie Department via Pamela Cota or Shannon Stem. 

Quality Improvement Specialist Consultant Duties 

In conjunction with the nursing home administrator (NHA), director of nursing (DON), medical 

director, nursing leadership, and other interdisciplinary kam nt.embers, the QIS consultant shall 

oversee the development and implementation of an effective quality assurance and pcrfonnance 

improvement program. This should include but not be limited to: 

1) Conducting a root cause analysis to determine the reasons the QAPI program was not

effectively and efficiently implemented.

2) Developing, implementing, and monitoring effective, specific action plans for each

deficiency identified in the cmrnnt deficiency list.

3) Revising any ineffective or underperfonning action plan, in accordance with the

established performance measures.

4) Educating applicable staff on:



a. Their respective roles in completing each action plan developed to address

deficient practices identified on the current survey.

b. Metl10ds for developing, implementing, and tracking the effectiveness of

pcrfonnance improvement plans.

c. Methods of effectively utifodng scheduled and ad hoc performance improvement

meetings to promote quality and preccnt perfonnance concerns.

d. Techniques for identifying potential Quality Assurance and Assessmet1t activities

to prcve11t and remediate quality and perfonuance concems.

e. Utilizing the quality improvement network/quality improvement organization for

assistance with quality improvement projects.
f Utilizing any resident and/or family group to identify quality and perforrnance 

lmprovement opportunities. 

5) Overse�ing the review, revision, and implementation of the QAPI program policies, to
ensure its eff ectivcness.

4. Monitoring

Monitoring of approaches to ensure compliance with quality assurance and performance 

improvement activities: 

I) At least weekly, for no less than twelve weeks, across all shifts and units, facility

leadership or suitable desib111ees, in conjunction with the QIS consultant, will complete

validation audits/observations and record reviews to ensure the following:

a. Quality assurance activities are conducted to verify all residents are provided with

a safe, clean, home-like environment, including lhe necessa1y housekeeping and

maintenance services, in accordance with the requirements for F584.

b. Quality assurance activities arc conducted to verify food safety practices meet

profossional standards in accordance with the requirements for F812.

c. Quality assurance activities are conducted to verify the medical di.rector meets

regulatory requirement� regarding implementation ofresident care policies,
coordination of medical care in the facility and active participation in QAPI

projects in accordance with the requirements for F841 and F865.

d. Quality assurance activities are conducted to verify a comprehensive infection

prevention and control program is established and all systems, standards, policies

and procedures arc implemented in accordance with accepted national standards

and local health department guidance, in accordance with the requirements for

F880.

2) The NHA, with thti assistance of the QIS consultant, shall track and trend the success of

all quality assurance pc1formance improvement activities. Such tracki11g and trending

data shall be reported to the quality assurance process improvement committee monthly

fbr no less than three months and shall continue until all performance plan objectives



related to maintaining an effective quality assurance performance improvement program 

are con::;istently demonstrated. 

The QlS consultant shall make weekly written reports for the first twelve weeks to the 

Department on all plan implementation, education, training, and monitoring related to quality 

assurance and perfonuance improvement. Such reports shall be provided to the Department via 

email, beginning no later than 3/6/2026 then each following Friday with the final weekly report 

being submitted on Friday 5/22/2026. 

Reports to the state agency should include any action steps that were taken by U1e facility, what 

action steps arc needed to achieve or maintain the corrective action per consultant, and the 

facility's adherence related to corrective action; systems changes, including a root cause analysis 

to identify system failure(s), ensuring adequate QAPJ processes are in place, staff education; and 

a process to monitor compliance and/or progress in achieving compliance. 

After twelve weeks, with Department approval, reports shall be due on the 15th of each month. 

Reporting shall U1en continue to be due monthly on the 15th for a minimum of three months and 

shall only be discontinued when the facility has demonstrated consistent implementation of all 

requirements of §483.60(d). 

Date of completion: February 28. 2026 

FOSSO: Infection Prevention & Control 

All residents who reside in the facility arc at risk f·or the alleged deficient practice. 

Resident # I continues to reside at the facility and Resident #2 discharged from the facility on 

January 16, 2026. 

A house wide infection conLTo] audit was conducted incl1iding hand hygiene, PPE use, and 

transmission-based precautions/appropriate signage. 

All staff were rcedttcated on proper hand hygiene, PPE use, transmission-based 

precautions/appropriate signage, and Strep A testing guidelines as recommended by the Vermont 

Department of Health (V DH). 

The facility consulted with the VDH rogarding the Group A Streptococcus outbreak. The VDH 

reviewed outbreak management protocols, provided testing recommendations, and guided 

treatment and monitoring practices. The facility implemented the recommended testing and 

monitoring plan and continues to communicate with VDH as indicated. 

All correspondences regarding Group Strep A have been communicated with the medical 

director. Standardized isolation and EPP signage have been updated. 



The DON or designee will conduct random weekly audits X 4 and monthly X 2 lo ensure hand 

hygiene and PPE use is occurring per infection control guidelines. 

Audit results will be reviewed at QAPI for further interventions. 

Dale of completion: February 28. 2026 




