2~ VERMONT

Department of Disabilities, Aging and [phone] 802-241-0344 AGENcY oF HUMAN SERVICES
Independent Living [fax] 802-241-0343

Division of Licensing and Protection

280 State Drive/HC 2 South

Waterbury, VT 05671-2060

www.dlp.vermont.gov

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,
M/VHC{L@'
Pamela M. Cota, RN, BS

Assistant Division Director
State Survey Agency Director
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FOO0Q INITIAL COMMENTS

1/20/26, with additional oifsite racord review ancl

Torm Care Faciliies. The revisit was for tha survey
dated 11/13/25,

Offsite review determined that tha facility had

F&41, F865. and F830 related to violations around
rasponsitilities of the Medical Director, the
fachty's Qually Assurance and Performanci

jeopargy on 1/28/26

immediate jeopardy was conducted. The facility

educibion o the Medical Director on thetr
rasponsibiibes and inibating a communication plan
with tha providérs. The lacibly completed sulficient

guidance aroundd infection prevention and control
muasures initiaing audits, stall educabtion, and

requiremunts at F841, F8A5, & FBBN ramain

wilh the exlondad survey,

of 83 4 9ie kme of the survey.

The following regulatary violations were identified

o i i s Enulinnmnt

Tha Division of Licensing and Protection conducted an
unannounced. ansite revisil survey at the facility on

nterviews that ensued through 1/22/26 te deiarmine
compiiance with 42 CFR Part 483 requirements for |.ong

deficiencies at the Immedinte Jeopardy (1)) level for

Improvement [QAPI] program, and Infection Control and
Brevention. The lacihily was notified of the immediale

On 2/2728 an onsite visit o assess the removal of the

completed sufficient comreclive actions lo remave the
immediate jeopardy for F84 1 an 1/30/26 by providing

comectivee actions to rermove tho innediate opardy for
F865 un 1730726 by meeting halding a QAPI meeting with
all required mambers. The facility compietad sutficient
cotrective actions 10 remava the immediate jeopardy lor
F880 on 1/30/26 by implemanting health depariment

competencies for handwashing and appropriale poreondl
omiechive cquipment use, and (Noting group A strep
testing reccmmundisbons. Non-compliance with the

An onsite partial exiended survey was conducted on
212/2% There ware no additional findings associated

Thee lacdity s hcensed lor 98 bads and Nad a census

Foon | el cAtached

Encsd
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CFR(s): 483.10¢)(1)-(7)
§483.10(i) Safe Environment.

The resident has a right to a safe, clean, comfortable
and homelike environment, including bul not limited to
receiving treatment and supports for dally living
safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and homalike
environment, allowing the resident to use his or her
personal belangings lo the extent possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the physical
layout of the facilily maximizes resident independence
and does not pose a safety risk.

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

§483.10(i)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comnforlable interior;

§483.10(1)(3) Clean bed and bath linens that are in
goad condition;

§483.10(i)(4) Private closet space in each resident
room, as specified in §483.90 (e)(2)(iv):

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

§483.10(i)(8) Comfortable and safe temperature levals.
Facilities initially certified after Octabor 1, 1890
must maintain a lemperature range of 71 to 81°FF; and

§483.10(i)(7) For the maintanance of camfartable sound
levels.

This REQUIREMENT is NOT MET as evidoncad by:
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Tag F 584 POC accepted on 2/23/26
by T. Dougherty/S. Stem

FORM CMS-2567 (02/99) Previous Varsions Obsolete

Event ID: 1DA8BD-H2 Facility ID: 475037 If continuation sheet Page 2 of 20



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

PRINTED: 02/13/2026
FORM APFPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

475037

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 02/02/2026
B.WING

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

STREET ADDRESS, CITY, STATE, ZIP CODE
378 Prospoct Streat , Barre, Vermant, 05641

facility failed to ensure that areas used for
bathing/showering, resident rooms, and a resident
gathering arca were clean, safe, and homelike. This
deficient practice has the potential to affect all
residents rosiding in the facility. This is a repeat
deficiency far this facility, with the violation cited
during the previous twa recertification surveys, dated
6/25/25 and 5/9/24, and two partial surveys dated
4/17/25 and 11/13/25. Findings include;

1, During the initial tour of the facility on 1/20/256
at approximalely 10:40 AM the following observations
were made:

Observation of the Wing #2 shower/tub room revealed a
shower curtain in the doorway of the b room and a
shower curtain in the doorway of the shower room that
were torn in numerous placos. Boxes of supplies were
noted on the floor in the shower room storage area.
Numerous jagged and broken tiles were noled in the
shower room in the area of the shower chair along with
many missing tles along the floor and bottom of the
wall in the shower room. Three piastic rolling bins

were abserved in the shower/tub room entry way that
were dirty with dust and a dried grainy type of
substance, Interview on 1/20/26 at approximately 11:30
AM with the Unit Manager canfirmad the abave findings.
\

Wing #2, the long hall revealed Room #101 with dirty
floors and an over bed table with what appeared to have
spills of something white and granular on the metal
frame,

Room #103 revealod an overbed lable Lhat appeared to
have spills of a clear substance on the metal frame.

Room #1085 ravealed the dresser by the door had tarn and
peeling laminate, the bottern laminate was missing and
down tu the bare wood, The overbed table by the window
bed had torn laminate on the top tray partion, At the
window, the healer was noted to be encased in a wooden
box of bare, unpainted, raw wood. This |s an infection
control concern as raw wood cannot be effactively
cleaned/sanitizod. The floor was noled (o be dirty and

lots of loase debris (dust, hair, paper pieces, etc.)

Room #107 revealed a dresser next to the door with tarn
laminate on the top and the sides, Next to the window,
an overbad table was noted to have laminate on the lop
and the sides and the laminate was torn an the sides.
The floor was dirty with various debris (dust, hair,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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FQ584 Continued from page 2 FO584
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Continued from page 3
paper pleces, étc.) The heater was noted lo be encased
in a wooden box of bare, unpainted, raw wood.

Room #1186 was noted to have dirty floors with various
dobris consisling of dust, hair, small pieces of paper,
elastic bands, etc.

Room #156 was noted to have dirly floors with various
debris consisling of dust, hair, small pieces of papor,
ate,

Room #1656 was noted to have a plle of pines needs
around the trash can, the loor was dirty, the
footboard {(door bed) was loose and falling off.

Room #166 was noted to have dirty floors with various
debris consisting of dust, hair, small pieces of paper,
elastic bands, etc.

All carridors/halls the floors were dirty and there was
various scattered dobris consisting of dust, small
places of paper, paper clips, food debris, band-aid
wrappers, pine needles, etc.

The Crossover (courtyard side) on the floar by the
window revealed a crumpled-up napkintissue with a
dried red substance all over it. The handrail had many
rough spots with splintering on the top and between the
2 boards on the handrail were wrappers thal were falded
and stuffed in between the boards,

The Crossover (overloaking the oulside of the building)
handrail on the back of the handrail had 4 staples,

each staple was pulled out on one side and was sticking
out/up. The handrail closest to the dining room was
loose and the serew al the bottom of the handrail was
out approximately 4 of an inch and was nol in straight.

2. Per observalian of Wing #1 on 1/20/26 at 10:55 AM,
the shower room had multiple cracked tiles. One tile
approximately 4-6 Inches from the floor was sharp.
There were two shower curtains that had several small
holes. Thore were twa puil chords in this shower room
to the call bell system; one was attached to a
shoestring and wrapped in paper tape and the other pull
chord was approximately 3 inchos long. Interview with
the Administrator at 11:45 AM confirmed the tiles wero
hazardous, the pull chords were nol appropriate, and
the shower curtains needed to be replaced.

Food Procurement,Store/Prepare/Serve-Sanitary

CER(s): 483.60(i)(1)(2)

F0584

FO812

See
attached

1212812025
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§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources approved or
considered salisfactory by federal, stata or local
authorities.

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

(it) This provision does nat prohibit or prevent
facilities from using preduce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practlces.

{iii) This provision does not preclude rosldents from
consuming (vads nal procured by the facility.

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

This REQUIREMENT is NOT MET as evidenced by:

Based on abservalion and Interview, the facility failed
to ensure food is stored safely rolated to expired food
products and dented canned food being made available
for use. This is a repeat deflciency for this (acility,

with violations cited during the previous three
racertification surveys. dated 4/26/23, 5/9/24, and
6/25/25

Per ohbservation on 1/20/2026 at 10;32 AM, the walk-in
refrigerator had two 64 oz. tubs of cottago cheese that
were labeled with a “best if use—by date” af

12/26/2025. Per interview the Kitchen Manager confirmed
the cottage cheese was outdated 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 wera
available for use. The Kitchen Manager confirmed the
cans'’ seals could be compromised and these could not be
used,

Per ohservation on 1/20/2026 at 10:55 AM, there was a
tray of bread dated 11/26/2025 and hamburger and hot
dog huns dated 12/1/2026. An interview was conducted
with a Kitchen Staff Member an 1/20/2026 at 11:00 AM.
The Kitchen Staff Member stated that he did not know

T. Dougherty/S. Stem
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F0812 Continued from page 5 F0812
SS=F how long the bread and rolls were lo be used and did
nol know the dating system the kitchen used for
tracking food. The Kitchen Staff Member was unable to
locate a "use by" date on the bread and rolls. Ha
confirmed these items were intended for use for
rasident meals.

Per inlerview with the Kitchen Manager on 1/20/2026 al
11.05 AM, he did not know if tha dates on the bread and
roll packagas meant “manufactured on” or "use by One
hot dog roll had a green substance on it. The Kilchen
Manager confirmed it was mold, and that the rolls could
not be used,

F0841 Responsibilities of Medical Director FO841
CFR(s): 183.70(g)(1)(2)
§483.70(g) Medical director.

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

§483.70(g)(2) The medical director is responsible for-
(i) Implementation of resident care policies; and

(i) Tho coordination of medical care in the facility.
This REQUIREMENT is NOT MET as evidenced by:

Based on interview, racord review, and facility policy
raview, the facility failed to ensure that the medical
director fulfilled histher responsibility to assist

with the development and imptementation of resident
care policias and coordinale medical care with facility
providers and nursing. As a result, GAS (group A strep)
spread through the facllity and 12 residents developed
symploms aof GAS, 2 of 3 sampled residents with symptoms
of GAS were hospilalized 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 death. This

is a repeat daficiency for Lhis facility, with the

violation cited during a previous complaint survey
dated 11/13/25. Findings Inelude:

Par review of Vermont Nepartment of Health (VDH)
infectious disease situation notes, starting on
10/31/25, the facllity had a confirmed case of iGAS
(invasive group A strep) in the facilily. VDH gave the
facility strong guidance over multiple meetings and
emails to implement and monitor adherence of strong

See
attached

T. Dougherty/S. Stem

Tag F 841 POC accepted on 2/23/26 by

12/28/2025
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how and when 1o lesl residents and staff, which was
critical in preventing transmission. Observatians an
1/120/26 revealed 18 incidents where staff did not

perform infection control measures such as hand washing
and wearing appropriate PPE (personal protective
equipment). Per Interview, the facility did not conduct
regular monitoring and auditing of handwashing and PPE
practices lo ensure adherence. Por roview of the GAS
outbreak line lisl, from 10/26/25 thraugh 1/20/26, 5
residents tested positive for GAS, 2 staff testad

positive for GAS, and there were 9 suspected resident
cases based on GAS symptoms. 8 of the 9 resident cases
were not tested before the slart of antibiotics as
recommended by VOH, 2 residents (1 who tested positive
and one who was not tesled prior lo the start of

antibiatic treatment) were not tested 7-10 days post

their initial GAS antiblotic trealment as recommended

by VOH and became symptomatic again, 4 additional
resident cases did not have post lrealment testing,

There wera 7 total hospitalizations related to GAS
syrptoms for the positive and suspected cases. See F880
for more information.

Facility policy titled "Madical Director
Responsibiiities,” undated, reads, “The facility

retains a physician desighaled as Medical Director, to
coordinate the medical care provided by attending
physicians, and to assist with development and
implementation of resident care policies.”

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

While he |s available by phone, the last time he was in
person at the facility was 11/18/25.

Regarding the GAS outbreak in the facilily, he
explained that he was aware of the first case of iGAS
at the end of October, and a few other cases after but
did not know 1he status af the GAS outbreak since
December. He was not aware of all the symptomatic
rasidents In the facility, He was unaware of the
guidance given by VDH.

Regarding infection prevantion and control measures, he
explained thal he was unaware of infection control
issues. He did not know who was or is the infection
preventionist. He said that he has reviewed the

infection control policy but was unsure the last time

he reviewed it, He has not been a part of any facility
education regarding infection prevenlion and contral
praclices.
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F0841 Continued from page 7 F0841
88 =1,
When asked if he was aware Lhat the facility did not
implement VBH testing guidance. he said he was nat
aware. When asked about how he was giving feedback to
othor providers about residents’ medical care, he sald

he would speak to other providers il an issue was
brought up but did not have a system in place al this
time.

He stated that he was not In attendance far the

11/4/25, 12/23/26, or 1/5/26 QAP| meetings and docs not
have a designee. When asked how he was warking with the
clinical team to provide survelilance and help design

or apprave data collection instruments such as

infection control reports, he explained that he is only
invoived if the facility asks for a review or alerts

him to issues. See 885 for mare information.

2. Per phone interviews 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 Diractor was in the facility
was 11/18/25, The Medical Director and tha Infaction
Preventionist did not discuss tha recommendations made
by the Varmont Department of Health. Tho Medical
Director has not worked with the facllity's clinical
team to provide surveillance and develop policies to
pravent the patential infection of residents or ensured
that infection control palicies have heen implemented.
The Medical Director was not in attandance far the
1114125, 12123126, or 1/5/26 QAP meetings and is
unaware of a designee for him when he is not in
attendance.

F0865 QAPI Prgm/Plan, Disclosure/Gaad Faith Attmpt Fo865 See
SS =L

CFR(s): 483.75(a)(1)-(4)bY 1 HAXH(1)-B)h)) attached

§483.75(a) Quality assurance and performance

impravament (QAPI) program. Tag F 865 POC accepted on 2/23/26 by

T. Dougherty/S. Stem

Each LTC facility, including a facillty that is part of

a multiunit chain, must develop, implement, and
mairtain an effective, comprehensive, data-driven QAPI
program that focuses on indicatars of the outcomes of
care and quality of life. Tho facility must:

§483.75(a)(1) Maintain documentation and demonstrate
evidence of its ongoing QAPI program that meets the
raquiraments of this section, This may include but is

not limited to systems and reports demonstrating
systematle identification, reporting, investigation,
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documentation demonstrating the development,
implementation, and evaluation of corrective actions or
performance improvement activities;

§483.75(a)(2) Present ils QAPI plan to the State Survey
Agency no later than 1 year afler the promulgation of
this rogulation;

§483.75(a)(3) Present its QAPI plan to a State Survey
Agency or Federal surveyor al each annual
recertification survey and upon request during any
other survey and to CMS upon request; and

§483.75(a)(4) Present documentation and evidence of its
ongoing QAP1 program's implementation and the
facility's compliance with requirements to a State

Survey Agency, Federal surveyor or CMS upon request.

§483.75(b) Program design and scope.

A facility must deslgn ts QAPI program to be ongaing.
comprehensive, and to address the full range of care
and servicos provided by the facilily. It must:

§483.75(b)(1) Address all systems of care and
management practices;

§483.75(b)(2) Include clinical care, quality of lifg,
and resident choice;

§483.75(b)(3) Utilize the best available evidence to
define and measura indicators of quality and facility
goals that reflect processes of care and facility
operations that have baeen shown ta he predictive of
desired outcomes for residents of a SNF or NF.

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

§483.75(f) Governance and leadership.
The governing body and/or executive leadership (or

organized group or individual who assumaes full legal
authority and responsibility for operation of the
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that:

§483.75(f)(1) An ongoing QAPI program is defined,
implemented, and maintained and addresscs ldentified
priotities.

§483.75(f)(2) The QAP! program is sustained during
transitions in leadership and staffing;

§483.75(f)}3) The QAPI program is adequately resourced,
including ensuring staff ime, equipment, and technical
training as nceded;

§183.75(f)(4) The QAPI program identifies and
prioritizes problems and opportunities that reflact
organizational process, functions, and services
provided to residents based on performanco indicator
data, and resident and staff input, and other
information.

§483.75(f)(8) Corrective actions address gaps in
systems, and are cvaluated for effectiveness; and

§483.75(f)(6) Clear expectations are set around safety,
quality, rights, choice, and respecl.

§483.75(h) Disclosure of information.

A State or the Secratary may not require disclosure of
the records of such commitlee except in so far as such
disclosure is relaled to the compliance of such
committee with the requirernents of this section.

§483.75(i) Sanctions,

Good faith atterrpls by the committes 1o ldenlify and
carrect quality deficiencles will not be used as a
basis for sanctions,

This REQUIREMENT is NOT MET as evidenced by:

Basad on Inlerview, record review ef the facility's

Quality Assurance and Performance Improvament Program
{QAPI), and facitity policy review, the facility failed

to address all systams of care in a comprehensive

mannaer by identifying problems and opportunities for
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environment, and Medical Direclor, As a result, GAS
(group A strep) spread through tha facility and 12
rosidents doveloped symploms of GAS, 2 of 3 sampled
residents with symptoms of GAS were hospitalized with
sepsis due to cellulltis (Residents #1 and #2). This
citation s al the Immediate jeopardy level as thesa
failures put all residents at risk for serious harm

and/or death, Findings include:

Facility policy titled “Quiality Assurance and

Performance Improvement,” last revised 9/2022, reads
“Our facility will... Present documentation and evidence
of its ongoing QAPI program's implementation and the
facillty's compliance with requiraments to a State
Survey Agency, Federal surveyor or CMS upon request.’

Steps for designing and implomenting QAP include, *Our
teadership team, which consisls of the administrator,
director of nursing, medical director, and key

department managers, is responsible for creating and
sharing the focus of QAPI... The leadership team in
collaboration with QAPI teams will determine what data
o monilor reutinely so that performance targets can be
established and benchmarks identified.”

Systemic action will be "Based on the identified root
cause of a problem, corrective action wlll be taken.
The goal is to achieve improvement and prevent
recurrence of the problem.”

Regarding QAPI Feedback, Data Systems, and Monitoring,
“Performance indicators will be developed for each

aspecl of care and services being monitored... A data
collection and monitoring plan will be developed... Coals
will be eslablished.”

A complaint survey dated 11/13/25 revealed that the
facillty was found to have deficient practice related

to the following regulatory requirements; safe, clean,
comfortable, homelike environment (F584), tood storage
(F812), responsibilities of the Medical Director

(F841), and infection preventlon and control (F880),
During a revisit and complaint survey dated 1/26/26,

the facility remained out of compliance with the abave
regulalory requirements, See F584, F812, F841, and F880
for more information.

1. Review of QAPI meeting notes reveals the following:

On 11/4/25, the team met to discuss a QAPI plan
initiated on 11/3/25, Meeting notes reveal the areas of
focus to be Group Strep A Outbreak/Prevention and IF
(infection prevention) implementation. The plan
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identified action items for testing and discussion of
education for *hand hygiene, appropriate use of PPE
(personal protective equipment) and appropriate
cleaning melhads were discussed to help stop the
spread.” The ptan does not discuss performance
indicators, a data collaction plan, or goals.

12/23/25 and 1/5/26 "QAPI monthly Meeting” notes
include sections for regulatory issues. infaction

control, housekeeping, maintenance, Discussion notes
describe regulatory deficiencies from the 11/13/25 and
briefly doscribe some aclion items for housekeeping and
maintenance. Notes do not include performance
indicators, a data collection plan, ar goals 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
deslanee participated in any of the 3 QAPI meetings
listed above.

2. Per phone interviews on 1/22/26 at 8:39 AM and
1/23/26 at 3:19 PM, the Administrator confirmed she was
unatile to provide performance indicators, a monitoring
plan, or goals for the areas above in QAPI
documentation, In regard to the GAS outbreak not being
addressad in oithar tha 12/23/25 ar 1/5/26 QAP!
meeling, she reveled that it was not addressed ih QAPI
as it was discussed during morning meetings, She
confirmed thal Vermont Department of Health
recommendations were hol incarporated into the QAPI
meelings.

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

1/5/26 QAPI meatings and doas not have a designee. When

asked how he was working with the clinical team to
provide surveillance and help dasign or apprave data
collection instruments such as Infection control
reports, ho explained that he is only Involved if the
facllity asks for a review or alerts him to issues.

Infection Prevention & Control

CFR(s): 183.80(a)(1)(2))(e){f)

§483.80 Infection Controt

The facility must establish and maintain an Infection
prevention and conlrol program designed to provide a
safe, sanitary and comfortable environment and lo help

prevent the development and transmission of
communicable diseases and infections.

FO865

F0a8Q

See
atiached

T. Doughert/S. Stem

Tag F 880 POC accepted on 2/23/26 by

12/28/2025
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§483.80(a) Infaction prevention and control program.

The facility must ostablish an infection prevention and
conlral program (IPCP) that must include, at a minimum,
the following elemants:

§483.80(a)(1) A system for preventing, identifying,
reparting, investigating, and controlling infections

and communicable diseases for all residents, staft,
volunteers, visitors, and other Individuals providing
services under a contractual arrangement based upon the
facility assessment conducted accarding to §483.71 and
following accepted national standards;

§483.80(a)(2) Written standards, policies, and
procoduras for the program, which must include, but are
not limited to:

(i) A syslem of surveillance designed to ideriify
possible communicable diseases or

infections bofore thaey can spread to other persons in
the facility;

(i) When and ta whom possible incidents of
communicable disease ot infectlons should he reported;

(iii) Standard and transmission-based precautions to be
followed (o prevent spread of infections;

(Iv)When and how isolation should bo used for a
resident; including but not limlted to:

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

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
clrcumslances,

(v) The circumstances under which the facllily must
prohibit employees with a communicable disease or
infacted skin lesions from direct contact with
residents or their food, if direct contact will

transmit the disease; and

(vi)The hand hygiene procedures to be followed by staff
involved in direct resident contact,
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identified under the facility's IPCP and the corrective
actions taken by the facility.

§183.80(e) Linens.

Persannel must handle, store, procass, and transport
linens so as to pravent the spread of infection.

§483.80(f) Annual review.

The facility will ¢onduct an annual review of its IPCP
and update their program, as necassary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, racord review, and
policy review, the facllity (ailed (o maintain an

infaction prevention and control program designed to
provide a safe, sanitary, and comfartable environment
to help prevent the development and transmission of
communicable diseases and infactions while there were
cases ot group A strep (GAS) in the facility. The

facility failed to follow infections control and

praventlons measures on 2 of 2 units, falled to monitor
and audit the adherenco to infectlon contral and
prevention practices, and failed to follow testing
guidance while managing the GAS outbreak. As a result,
GAS spread through the facility and 12 residents
developed symptoms of GAS. 2 of 3 sampled residents
with symptoms of GAS were hospitalized with sepsis due
to cellulitis (Residents #1 and #2). This citalion is

at the immediate jeopardy level as these fallures pul

all residents at risk for serious harm and/or death.

This is a repeal deficiency for this facility, with the
vialation cited during a previous complaint survey

dated 11/13/25. FindIngs include:

Per review of Vermant Department of Health (VDH)
infectious disease situation notas, starting on

10/31/25, VDH wave the facllity guidance on how to
manage a confirmod caso of IGAS (invasive group A
strep) In the facility, Per Ihe Centers for Disease

Control and Prevention (CDC), group A sirep (GAS) is a
bacteria that can cause a spectrum of syndromes and
severity of infections in nursing home residents
including cellulitis and wound infections (most
common), and bloodstrearn infections and Streptococcal

Toxic Shack Syndrome (less common but moroe severs). GAS

spreads casily in nursing homes once introduced. Strong
infectlon pravention and control practices ate critical
to stopping GAS transmission and preventing outbreaks.
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On 11/3/25, VDH and the facility discussed infection
prevention and control guidance and assessing the
adherence to infection control measures by staff,
including hand hygiens, appropriato
selection/donning/doffing of PPE (personal protective
equipment), and appropriate cleaning and disinfectian
of environmental surfaces and reusable equipment.
Tasting Included surveillance testing, testing of
symptomatic staff and residents, and testing 7-10 post
GAS antibiotic treatment. The CDC GAS toolkit fer LTCF
(long term care facilities) was teviewed and sent,

On 11/10/25, VDH and the facility discussed the status
of the situatlon, including a pasitive result of GAS in
another resident. Further tosting recommendations were
made as there was a concern of transmission within the
facility.

On 11/25/25, VDH's HAI (Healthcare-Associated
Infection) team conducted an ICAR (Infection Control
Assuassment and Response; a tool used on an onsite visit
to systematically assess a healthicare facility's IPC
praclices and guide quality improvement activities).

On 12/3/2025, the facility was notified both duriny a
meeting and by email of critical infection control
measures to implemen! immediately based on the ICAR
visit, including increasing cffective hand hygiene
practicas proper PPE use by slaff, and increasing the
frequency of disinfection of high touch surfaces. VDH
recommended ragular monitoring and auditing of these
practices to ensure adherence. Howaver, these same
issues wore 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 clinically
suspected (sare throat, skin infection, including
callulitis, and fever) in a resident or staff, that

they should be considered symptomatic and should be
tested,

On 1/5/28, the facility reported to VDH that they had

not performed any audits to make sure TBP (transmission
based precautions) and hand hygiene procedures were
appropriately followed. The facility was notified in

the meeting and by email of the recommendation for
“doubling down on hand hygiene interventions.

especially audits,” and “relterated the importance of
collecting a culture specimen on symptomatic folks
before they starttham on antibiotics.”

On 1/7/26, a Healthcare-Associated Infaction
Epidemiolagist (HAIE) from the VT Department of Health
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and control assessment. This unannounced visit was
agreed upon by the facifity. The HAIE observed zero out
of ten successful handwashing events for frontline

staff and other infaction compliance issues ragarding
following posted precautions and disinfecting high

contact surfaces, These observations were communicated
to the facility's Infection Praventionist hefore the

AHIE exited tha facility.

Per review of the autbreak line list, from 10/26/25

through 1/20/26, 5 residents lasled positive for GAS, 2
staff tested posilive for GAS, and there were 9

suspected residents cases based on GAS symptoms. 8 of
the 9 resident cases were nat tested before the start

of antibiotics as recommended by VDH. 2 residents (1
who testod positive and ane who was not tested prior to
the start of antibiotic treatment) were not tested 7-10

post their initial GAS anlibiotic treatment as
recommended by VDH and bocame symptomatic again. 4
additional resident cases did not have post treatment
tasting. There were 7 total hospitalizations related to

GAS symptoms for the positive and suspected cases.

The above information was confirmed to be accurate by
the HAI Infectlous Disease Program Manager by amail an
1/21/26,

1. The following observations of staff failing to
adhere to infaction prevention and control practices
were made on 1/20/26 by the survey leam:

At 10:06 AM, 2 LNAs (Licensed Nursing Assistant) left
room #155, marked with an EBP (enhanced bartler
precautions; gown and glove use during high contact
resident care aclivities) sign, without performing hand
hygiene,

At 10:18 AM, an LNA was assisting a resident with
toileting without wearing a gown in room #157, matked
with an EBP sign.

At 10:41 AM, an LNA removed trash from raom #106,
brought the trash bag to the trash room and went back
into room #106 without porfarming hand hygiene. This
room did not have a precaution sign on the door. but

was laler confirmed by an LPN at 12:17 PM, that the
resident was on EBP and should have signago to indicate
such.

At 10:45 AM, an LNA was gathering clothes and linens on
her chest and putting them into a bag in room #161,
marked with an EBP sign. She was not wearing a gown.
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#109, marked with an EBP sign, wearing a gown and
gloves. A resident walked into the room and the LNA
placed her glaved hands on the resident's shoulders to
guide them out of the room. The LNA removed the gown
and gloves and walked down the hall. On return she put
on a gown and gloves and continued to change the
resident's bed. She thenremoved her gown and glove and
picked up the linens and trash. The LNA did not do hand
hygiene al any paint during this observation. At 12:39
PM, the Unit Manager, who was present for this
observation, confirmed the I.NA lacked hand hygiene for
three different opportunities.

At 1:23 PM, an L.NA entered room #175 without performing
hand hygiene, changed the resident's shirt, and then

left (he room without performing hand hyslene. She then
went directly into room #163 without performing hand
hysiene.

At 1:25 PM, an LNA left a resident's room marked with
an EBP wearing a pair of gloves and continued down the
hallway without remaving them or performing hand
hygiene.

Al 1;29 PM, a therapy staff loft room #161, marked with
an EBP sign, weril lo the nurse's station, and roturned
lo the room and thon exited again, without doing hand
hygienc at any point in the observation.

At 1:35 PM, a staff member coughed into their hand,
wiped their nose with the back of their hand and

entered a residenl's room on Unit 2. The staff did not
perform hand hygiene before placing a pulse oximeter on
the resident's finger,

At approximately 4:28 PM, an RN (Registered Nurse) and
a hospice slaff were performing wound care in room
#152, marked with a contacl precaution sign (gown and
gloves for all patient interactions), without wearing
gowns. The RN cunfirmed that she should be wearing a
gown.

Facility policy titted “Infection Prevention and

Control Program,” las! revised 12/2023, reads,

“Important facets of infection prevention include: ...(3)
oducating stafl and ensuring that they adhere to proper
techniques and procedures...(7) implomenting appropriate
enhanced barrier and transmission based precautions
when necessary, and (8) following established general
and disease specific guidelines such as those of the
Cenerse for Disease Control (CDC)"

Facility policy titled "Handwashing/Hand Hygiene," last
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adhere to hand hygiene policies and practices to
prevent the spread of infections ta ather personnel,
residents, and visitors.” The policy reveals that hand
hygiene is indicatad bafore and afler {ouching a
resident, afler contact with blood, body fluid, or
contaminated surfaces, after touching the resident's
environment, and before and immadiately alter wearing
gloves.

Per interview on 1/20/26 at approximately 2;30 PM, the
Unit Manager confirmed that her staff ware not
following infection control measures and needed
education.

Per interviaw on 1/20/26 at 4;33 PM, the Infoctlon
Praventionist confirmed that staff should wash their

hands before and alter leaving a resident's room and
belore and after donning PPE. She confirmed that staff
should be waaring sowns and gioves when performing high
contact care for residents on contact precautions and

EBPR.

2. I'he facility did not follow VDH guidance to conduct
regular monitoring and auditing of hand washitig and PPE
practices to ecnsure aclharence.

The facility was unable to provide evidence of
handwashing or PPE audits of the staff from any poirit
during the GAS outbreak.

Per interview on 1/20/26 at 4:33 PM, the Infeclion
Preventionist contirmed that audits had not been
completed.

3. The facility did not follow VDH testing guidance
while managing the GAS outbreak.

Per review of the outbreak line list, from 10/26/25
through 1/20/26, 5 residents tested positive for GAS, 2
staff tested positive for GAS, and there wore 9
suspected resident cases based on GAS symptoms, 8 of
the 9 resident cases were not tested before tho start

of antibiotics as recommonded by VDH. 2 residents (1
who testad positive and ane who was not tested prior lo
the start of antibiotic treatment) were not lested 7-10
post thelr initial GAS antibiotic treatment as
recommended by VDH and becama symptomatic again. 4
additional resident cases did not have post treatment
testing. There waro 7 tolal hospitalizations related to
GAS symptoms for the positive and suspecled cases,

Per an ernall response dated 1/26/26, the HA! Infactious
Disease Program Manager explained that her team helped
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laboratary in addition to their regutar clinical

testing. Sha oxplained that the facilily could have and
should have tested symptomatic individuals right away
prior to starting antibiotics and conducl testing 7-10
after tregtment ends. VDH arranged certain testing days
for surveillance testing, in which the facility could

also include symptomatic and post treatmeont tosts if
they already had testing scheduled bul were instructed
ta use their clinical lab if they were not already

having a testing cvent with VDIH.

Facility policy titled “Infection Provantion and

Control Program,’ last revised 12/2023, reads,

“Qutbreak management a. Outbreak managementis a
pracess that consists of: ... (3) preventing the spread

to other residents... c. The medical staff will holp the
facility carnply with pertinent state and local

regulations concerning the reporting and managemant of
those wilh reporlable cornmunicable diseases."

4.Tha 3 most racent cases on the GAS autbresk line
lisl were reviewed and it was found that 2 of the 3
residants suffared harm related to cellulitis
complications,

a. Per racord review, Resident #1 has diagnoses that
include congestive heart failuro and demontia. S/Ha is
care planned for assistance for most activities of

daily living and the potential for skin intogrity
impairment,

A progress note dated 1/6/26 reveals that Resident #1's
arm is red, warm, and tender to touch, has an increased
ternperature of 99.9 F, and oxygen is 91% on room air.
The Nurse Practitioner gave ordors to slatt

anlibiolics.

Per tecord review, there was no evidence that the
facility conducted testing prior initiating antibiotic
treatrment on 1/6/26, Per review of Resident #1's
Medication Administration Record (MAR), Rasldant #1
received two doses of antibiotics on 1/6/25. A provider
note dated 1/7/26 roveals that Residont #1’s condition
became critical and was sent to the emergency
department (ED).

An ED Physician note dated 1/7/26 reveals that Residanl
11 was febrile (feverish) and unresponsive. S/Ha was
admitted to the hospital for lrealment of severe sepsis
(sepsis pius aorgan dysfunction) and shock secondary to
callulitis.

A 1/15/26 Hospltal Phiysician assessment note reveals
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shock, right arm cellulitis, acute renal insufficiency
(loss ol kidney function). likcly secondary ta shack),
and acute matabolic encephalopathy (acute brain
dysfunction), likely secondary to infaction.

N 1/16/26 progress note reveals that Resident #1
returned to the facility on 1/16/26 after being
admitted lo the hospital for 9 days.

b. Per record review, Resident #2 has diagnoses thal
include Parkinson’s disease and epilepsy, S/He is care
planned for assistance for activities of daily living

and the potential for skin integrity impairrment,

Per review of the facility GAS outbreak line list and a
12/11/25 admission summary note, Resident #2 was
hospitalized from 12/7/25 through 12/11/25 for right
lower extremity cellulitis and treated with antibiotics
from12/7/25 through 12/16/25.

Per racord review, there was no evidence thal the
facility conducted testing 7-10 days past treatment
(12/23/25-12/26/25).

A 1/3/26 Physician Assistant progress note reveals that
Resident #2 has left foot pain, a low grade fever, and
significant edema ta the left foot with redness, and
warmth extending up to the loft ankle laterally,
Resident #2 was starled on antibiotics on 1/3/26 to
treal cellulitis of his/her left lower limb.

Per record review, there was no evidence that the
facility conducted lesling prior initiating antibiotic
treatment on 1/3/26.

A 1/18/26 Hospital Physician Admission note reveals
that Resident #2 was readmitted to the hospital on
1/18/28 with “septic shock. Likely due to cellulitis if
the left lower oxtramity.” A 1/19/26 Hospital Physician
assessment note reveals that Resident #2 suffered
septic shock and left lower extremity cellulitis.

As of 1/20/286, racord review shows that Residont #2 was
still admitted to the hospital, 4 days afler admission.

https:/lwww.cdr.gov/group-a-strep/php/itef-taolkit/inde
X.htmi
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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
§483.75(a)(b)(f) in order to address facility failures in: providing a safe, clean, homelike environment,
§483.10(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, in conjunction with the QIS, shall review
guality 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 F584.

(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 participationin 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. ldentification 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).



Barre Gardens— DPOC F865

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 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 the Department via Pamela Cota [pamela.cota@vermont.gov] or Shannon Stem
[Shannon.stem@vermont.gov].

Quality Improvement 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
performance measures.
(4) Educating applicable staff on:
a. Their respective roles in completing each action plan developed ta 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.
(S) Qverseeing the review, revision, and implementation of the QAPI program policies, to ensure its
effectiveness.

4. Monitoring

Monitoring of approaches to ensure compliance 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 success 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@vermant.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, 5/22/2026.

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).

S. Correction Date
2/28/2026



The filing of this plan of correction docs not constitute an admission of the allegations sct forth
in the statement of deficiencies. Barre Gardens has preparcd and executed a plan of correction as
evidence of the facility's continued compliance with applicable law.

FF0584: Sate/Clean/Comfortable/Homelike Environment

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

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

1)
2)
3)
4)
5)
6)
7)
8)
9)

Shower curtains arc free from tears.

Shower rooms are kept clean and orderly.

Shower rooms are free from jagged metal and broken tiles.

Ovcrbed tables have laminate intact and are free from foreign debris.

Dressers are intact with no torn or missing laminate.

All window heater encasements can be effectively cleaned and sanitized.

All resident rooms and communal areas are clean and free from debris.

All handrails are free rom rough and/or splinfering areas.

All pull cords are long 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, safc, comfortable, and homelike
environment.

The following corrective actions will occur, or have already occurred, to ensure comphance:

1)
2)

3)
4)

6)

All shower curtains in the Wing #1 and Wing #2 shower rooms have been replaced.

The housekeeping department 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
every Thursday in addition to their daily cleaning schedules. All LNAg and nurses will be
reeducated on cleaning/sanitizing the shower room after cach use.

All tiles in both shower rooms have been fixed and/or replaced.

New overbed tables will be ordered and placed into service within a reasonable
timeframe upon delivery to the facility. All overbed tables will be cleaned on a daily basis
by housckeeping and nursing staff.

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

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



7) The administrator implemented a deep clean schedule for the housekeeping department,
mcluding resident rooms and all communal areas. Housckeeping staft are to sign off on
their decp 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 short cords will be replaced with long chains that can be
cleaned and sanitized ctlectively.

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

Audit results will be reviewed at QAPI for further intcrventions.

Date of completion: I'cbruary 28, 2026

F812: Food Procurement, Store/Prepare/Serve-Sanitary
All residents who reside in the facility are at risk for the alleged deficient 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 (oods 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 dietary manager completed a full inveutory of food items in the walk-in refrigerator and
walk-in freczer and discarded all existing expired food items. They also created a designated arca
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 ensurc
no expired (ood items are located in the walk-in refrigerator and walk-in freezer, and all that
dented canned f[oeds arc located in their designated space.

Audit results will be reviewed at QAP! for further interventions.



Date of completion: February 28, 2026

1’0841: Responsibilities of the Medical Director

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

The medical director has been educated on expectations and responsibilities of their role in the

facility.

The following corrective actions have been implemented to ensure compliance:

1)

2)

4)

5)

6)

The admimstrator and/or dircctor of nursing sends a daily update to the medical director,
Monday through Friday, to inform them of admissions, rcadmissions, dischargcs,
infection control concerns, outbreaks, VDII correspondences, etc. Weekend updates are
included on Monday's update.

The medical director, administrator, and director of nursing meet weekly, Monday's at
12:30p via Teams. This mecting is designated for discussion surrounding infection
control concems, cducation opportunities, and any concems that arc relevant at that time.
The director of nursing has been forwarding all comespondences between VDH and the
facility to the medical director.

The facility has rescheduled all QAPI meetings to the third Wednesday of every maonth at
[:30p to ensure the medical director participates via Tcams or in person,

The medical director has met with all of his physicians and midlevel providers to reiterate
their responsibilitics and to establish his expectations. The medical director plans on
holding these meetings quarterly.

The medical director has implemented an email thread to include all Vermont providers
as a way to communicate policy/procedure implementation, and to clarify processes that
exist in tacihties, etc.

All corrective actions listed above will be ongoing. The administrator or designee will conduct
random weekly audits X 4 and monthly X 2 to ensure all methods of communication are

occurtng.

Audit results will be reviewed at QAPI for further interventions.

Date of completion: February 28, 2026



F0865: QAPI Prgm/Plan, Disclosure/Good Faith Attmpt

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

1. Corrective Action

The facility will contract with a quality improvement specialist (QIS) with nursing home
adrministrator and/or director of nursing experience to provide consultation and oversight for
quality assurance and performance improvement activities. The facility will immediately
implement appropriate quality assurance and proccss improvement plans consistent with the
requircments of §483.75 (a)(b)(f) in order to address facility failures in: providing a safe, clean,
homelike cnvironment, §483.10(i); providing a samitary 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;§483.80(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
QIS, 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 guarantce that all residents arc provided with a sale,
clean, home-like environment, including the necessary housekeeping and maintenance
services, in accordance with the requirements for F584.

2) Lnsuring systems arc in place (0 guarantee that food safety practices meet professional
standards, in accordance with F812.

3) Ensunog 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 mmplemented in accordance with accepted
national standards and local health department guidance, in accordance with F880.

2. Identification of Others

The NITA, DON and applicable members of the IDT, in accordance with the QIS consultant,
shall audit all cutrrent 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 the root causc of the inefficacy for
thosc plans identified as ineffective.



3. System Changes

On or before 2/28/2026 the facility shall hire a QIS consultant with expenience consulting or
directing nursing services or nursing home administration duties within nursing facilitics. The
QIS consultant shall exercise mdependent judgement in the performance of all duties under the
consultant contract, The QIS consultant shall mect 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).

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 cxcrcise professional, mdependent judgment in the performance of all
such scrvices and shall not be directly or indivectly instructed, guided, influenced or otherwisc
interfered with by facility, applicant or owners, agents, cmployees or assigns.

Quality Improvement Specialist Consultant Qualifications

Prior to engagement, (he QIS consultant shall be a nursing home administrator and/or 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 facilitics, as approved by the 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 team members, the QIS consultant shall
oversee the development and implementation ofan effective quality assurance and performance
improvement program. This should include but not be limited to:

1) Conducting a root causc analysis 1o detetmine the reasons the QAPI program was not
cffectively and cfficiently implemented.

2) Developing, implementing, and monitoring effective, specitic action plans for each
defliciency identified 1 the cumrent deficiency list.

3) Revising any ineffective or underperforming action plan, in accordance with the
established performance measures.

4) Educating applicable staff on:



Their respective roles in completing each action plan developed to address
deficient practices identified on the current survey.

Methods for developing, implementing, and tracking the effectiveness of
performance improvement plans.

Mcthods of effectively utilizing scheduled and ad hoc performance improvement
meetings to promote quality and precent performance concerns.

Techniques for idenufying potential Quality Assurance and Assessment activities
to prevent and remediate quality and performance concerns.

Utilizing the quality improvement network/quality improvement organization for
assistance with quality improvement projects.

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 cftectiveness,

4. Monitoring

Monitoring of approaches to ensure compliance with quality assurance and performance
improvement activities:

1) Atleast 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:

a.

Quality assurance activities are conducted to verify all residents are provided with
a safe, clean, home-like environment, including the necessary housckeeping and
maintenance scrvices, in accordance with the requirements for F584.

Quality assurance activities arc conducted to verify food salety practices mect
professional standards in accordance with the requirements for F812.

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

Quality assurance activitics 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
F&80.

2) The NHA, with the assistance of the QIS consultant, shall track and trend the success of
all quality assurance performance improvement activities. Such tracking and trending
data shall be reported to the quality assurance process mmprovement commitiee monthly
for no less than threc months and shall continue until all performance plan objectives



related to maintaining an effective quality assurance performance unprovement program
are consistently demonstrated.

The QIS consultant shall make weekly wntten 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, beginning no later than 3/6/2026 then each following Iriday 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 the facility, what
action steps are nceded to achieve or maintain the corrective action per consultant, and the
facility's adhcrence related to corrective action; systems changes, including a root cause analysis
to identify system [ailure(s), ensuring adequate QAPI processes are in place, staff ecducation; 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 cach 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 §483.60(d).

Date of completion: February 28. 2026

F0880: Infection Prevention & Control
All residents who reside in the facility are at risk for the alleged deficient practice.

Resident #1 continues to reside at the facility and Resident #2 discharged from the facility on
January 16, 2026.

A housce wide infection control audit was conducted including hand hygiene, PPE use, and
transmission-based precautions/appropriatc signage.

All staff were reeducated on proper hand hygiene, PPE use, transmission-based
precautions/appropnate  signage, and Strep A testing guidelines as recommended by the Vermont
Department of Health (VDH).

The facility consulted with the VDH regarding 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 (o 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 to ensure hand
hygiene and PPE use is occurning per infection control guidelines.

Audit results will be reviewed at QAPI for further interventions.

Date of completion: February 28. 2026





