»~_ VERMONT

AGENCY OF HuUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

January 18, 2019

Mr. Shawn Hallisey, Administrator
Barre Gardens Nursing And Rehab Llc
378 Prospect Street

Barre, VT 05641-5421

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 26, 2018. 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,

SRR NN

Pamela M. Cota, RN
Licensing Chief

Dis.abilit'y and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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An unannounced, on-site complaint investigation i
was conducted by the Division of Licensing and '
Protection on 12/26/2018. The following
regulatory issue was identified. Details are . ‘
indicated below: _
F 623 Notice Requirements Befora Transfer/Discharge F 623
§8=0 CFR(s): 483.15(c)(3)-(6)(8) How will the corrective action be

accomplished for those residents found to
have been affected by the alleged deficient

§483.15(c)(3) Notice before transfer.
Before g facility transfers or discharges a

resident, the facility must- © practice?
(i) Notify the resident and the resident's :
fépresentative(s) of the transfer or discharge and Resi dent #1 and #2 discharge have been

the reasons for the move in writing and in a

) language and manner they understand. The . feported to the Office of the State Long-

. facility must send a copy of the notice to a : " Term Care Ombudsman.
representative of the Office of the State
Long-Term Care Ombudsman, , ; TS idants
{li) Record the reasons for the transfer or ol the actity ety resla e
discharge in the resident's medical record in having the potential to be af_fected y the
accordance with paragraph (c)(2) of this section; ; same alleged deficient practice?
and ‘
(iif) Include in the notice the itsms described in Di i ial
; . . Discharged residents have the potential to
. Paragraph (c)(5) of this section. ' be affected by the alleged deficient

§483.15(c)(4) Timing of the notice. practice.
(i) Except as spacifiad in paragraphs (c){4)(ii) and
g';)f:ah)a?f this selctign. lld'ue ntl;!ice oft Itransfer&r What measures will be put in place to

Ischarge required under this section must be ; ice
made by the facillty at least 30 days before the errsure that the alleged dafiernt pract
resident is transferred or discharged. 2 will not occur?
(i) Notice must be made as soon as practicabla
before transfer or discharge when- The Social Worker or designee will notify
(A) The safety of individuals in the facility would of discharge and rights
be endangered undar paragraph (e} 1)INC) of and provide copy : g B

this section; notice to the Office of the State
(B) The health of individuals in the facility would - Ombudsman upon discharge.

LABOM IRECTOR'S [F#;UP ‘R REFRESENTATIVE'S SIGNATURE TITLE %0) DATE
%W ’ a-%ﬁ‘y Administate /}/7_//?

Any defidancy statament ending with an asterisk (") dedotes a daficlancy which the institution may be excused fram correcting providing Il is determined that
r safaguands provida sufficient protection to the patiénts. (5ee Instructions.) Excapt for nursing homas, the findings staled ebove are disclossbie 30 days
.-wwing tha dote of survey whether or not 8 plan of carraction Is provided. For nursing homeas, the sbova findings snd plana of correction ara disclosable 14
days fallowing Ihe date these documents are made availabla to tha facllity. If deficiencies ars cited, an approvad plan of correction is requisite to continued
program participation.
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be endangered, under paragraph {e)(1){i)}(D) of
this section;

. {C) The resident's health improves suffictently to
allow a more immediate transfer or discharge,

, under paragraph (c)(1){(i)(B) of this section;

- (D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section: or

* (E) A resident has not rasided in the facility for 30

" days.

§483.15(c)(5) Contents of the notice. The written
nolice specified in paragraph (c)(3) of this section
must include the following:

i (i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(it} The location to which the resident is

 transferred or discharged;

(iv) A statement of the resident's appeal rights,

. Including the name, address (malling and email),
and telephone number of the entity which
receives such requests; and Information on haw
to obtain an appeal form and assistanee in
completing the form and submitting the appesl
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 105-402,
codified at 42 U.S.C. 15001 ot seq.); and

(vii) For nursing facility residents with a mental

practice will not re-occur?

reported to QAP! for review,

117.18

How will the facility monitor its corrective
actions to ensure that the alleged deficient

The administrator or designee will audit all
discharges to ensure that the alleged
deficient practice does not re-occur, Audits
will be done weekly times 3 weeks, Then
monthly times 2 months, Results will be |

Corrective Action will be completed by

S—

F-t23 folac quH_ci
i .
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disorder or related disabilities, the mailing and -
email addrass and telephone number of the
- agancy responsible for the protection and
advocacy of individuals with a mental disorder
eslablished under the Protection and Advocacy
* for Mentally Il Individuals Act.

§483.15(c)(6) Changes to the notice,

If the information in the notice changes prior to
effecting the transfer or discharga, the facility
must updats the recipients of the notice as soon
as practicable once the updated information |
bacomes available. ‘

- §483.15(c)(8) Notice In advance of facility closure |

¢ In the case of facility closure, the individual who is
 * the administrator of the facility must provide !

written netificalion prior to the impending closura

to the State Survey Agency, the Office of the i

State Long-Term Gare Ombudsman, residents of

the facillty, and the resident representatives, as

well as the plan for the transfer and adequate

relocation of the residents, as required at §

483.70()).

This REQUIREMENT is not met as evidenced !

by: )
Based on medical record review and confirmad

by facllity staff. the facility failed to assure that the

ombudsman was notified of discharges for 2 of 3

residents (Resident# 1 and # 2), in the

applicable sample. The specifics are detailed

helow:

1. Per medical review on 12/26/2018, Resident #
1 was admitted to the facility on 9/6/2018 for 3
rehabilitation program after suffering a ‘stroke".
Skilled therapy medicare benefits ended on
11/02/2018 for Resident # 1. At that time s/he
was assessed as having no nursing home levs!
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needs and was verbally given notice that s/he
wauld be discharged back to a residential care
home. Resident# 1 initially refused to accept the '
discharge, declining to sign the "Advanced
Beneficiary Notice" (ABN). No notice was sent to
the ombudsman. This is confirmed by the facility
social worker durlng interview on 12/26/2018. i

2. Per medical record review, Resident # 2 was
admiited to the facility for rehabilitation following a
respiratory event. When goals were met, sihe
, was discharge back into the community with ;

home health agency services, No notice was
sent to the ombudsman. This is confirmed during
Interview with the facility social worker on

; 12/26/2018.
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Confidential

The document accompanying this facsimile transmission may be confidential and
intended only for the use of the individual to whom the transmission is directed. If
you are the intended recipient, be aware that any disclosure copying, distribution or

use of the contents of this telecopied information is prohibited. If you have

received this facsimile on error, please notify us by telephone immediately so we

can arrange for the retrieval of the documents at no cost to your office. Thank you
for your agsistance.

‘@ barre-phg.com

‘. 8024764166 W 802.479.5679 M 378 Prospect Streot | Bame, VT 05641
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