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

May 26, 2020

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

Barre, VT 05641-5421

Dear Mr. Hallisey:

Enclosed is a copy of your acceptable plans of correction for the federal and state survey
conducted on February 5, 2020. 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,

9Qmw1u¢m

Pamela M. Cota, RN
Licensing Chief
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The Division of Licensing and Protection
conducted an emergency preparednass review
during the annual recertification survey on 2/5/20.
The [ollowing regulatory viclation was cited as a

result.
E 039 ' EP Testing Reguirements E309
$$=¢C CFR(s): 483.73(d)(2) The facility has conducted a second

community based or tabletop exercise |

NCHI at ; 5,54, . . ;
AR a1 $408,748, ASCa ot §418.5 as required. The Emergency Preparedness

- HHAs at §434.102, CORFs at §4B5,68, OPQ,

' "Organizations” under §485.727, CMHC at Drill will be conducted with City
- 8485.920, RHC/FQHC at §491.12, ESRD of Barre Fire Department Deputy
- Facilities at §494.62]; Chief Joe Aldsworth.

{2) Testing, The [Facility) must conduct exercises All residents have the potential

! to lest the emergency plan annually. The [facility] I to be atfected by the alleged
- must do all of the foliowing: deficient practice.
(i) Participate in 2 full-scale exercise that is The Maintenance Director has

community-based every 2 years, or

(A) When a community-based exercise is been inserviced on the requirements

- not accessible, conduct a facility-based functional on regulation EO39 and ensuring
exercise every 2  years; or appropriate number and content
(B) I the |facility] experiences an actual of exercises are conducted to test

nalural or man-made emergency that requires

activation of the emergency plan, the [facilily! the emergency plan annually.

is exempt from engaging in its next required Random audits will be conducted
community-based or individual, facility-based to ensure the facility is meeting
functional exercise following the onset of the requirement of ag}pmpriate

the sctual evant,

{ii} Conduct an additional exércise at least number and content of exercises

every 2 years, opposite the year the full-scaie or to test the emergency plan annually.

functional exercise under  paragragh (d)(2)(1) of These audits will be conducted every

thig seclion is c&nduclgd, Fhai may include, hut is other month x 3 or until substantial

not fimited 1o the following: ) P

(A} A second full-scale exercise that iz compliance hf‘is beei? ach'ie\;ed.

community-based er individual, facility-based The results of the driil will be _

functional exercise; of and to determine the need for further action. 5 1)+ 24
LABORATORY CIRECTOR, FRG"#ISER:’;-JTE &W : NITLE / {XE} DATE

: 7}
";/ ;félé{*??zﬂf‘-ﬂc. 7y 3.8 2¢

Any deficiancy _-..aremen% ending vith an asteisk {*) deroles 3 deficiency wi the ipsbiufion may be excused from corecling prowding # is determined that

other safeguards provide sxficient protection o ihe patienis. (See instucydhs.) Excest lor nursing homes. the kndings stated above are dizciosable 50 days
following the dale of survay whather of net a plan of corection is provxl Fof ruising bemesz, the above findings and plans of cofraction are dizclasanie 14
days fodovang the dale thesa dacuments are made avaitabie to the faciity. If deficiencies are cited, 3n gpproved plan of correction is requisite to continued

program paitlcmation

F O CRAS.2357102-39) Previous Versioas Dhsoleie EventiD MEYTH Facility I £75237 i condinuglion shee! Page 1 of 22
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{B} A miock disaster drill; or
(C} A labistop exercise or workshop that
is led by a facilitator and includes a group
discussion using a narraled,
clinically-relevant emergency scenario, and a

prepared questions
emergency plan.

. maintain documentation of all drills, tabietop
" exercises, and emergency evants, and
_revise the [facility's] emergency plan, as needed.

*[For Hospices at 418.113(d)]
. (2) Testing far hospices that provide ¢are in the
~ patient's home, The haspice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the foliowing:
{i} Participate in a full-s¢ale exercise that is
community based every 2 years, or

not acgessible, conduct an individual facility
based functional exercise

(B} If the hospice experiences a natural
or man-made emergency that requires activation
of the emergency pan, the hcspital is
exampl from engaging in its next required fuil
scale community-based exercise or individual
facility- based functional exercise following
the enset of the emergency evenl.

{ii} Conduct an additional exercise svery 2
years, opposite the year the full-scale or
functional exercise under paragraph {d) (2{i) of
this section is conducted, that may inciuds, but s
not limited to the following:

{A} Asecond full-scale exercise that is
communily-based or a facility basad functiorsl
exercise; or
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sat of problem statements, directed messages, or
designed to challenge an

{iif) Analyze the [faciiity's] response to and

{A} When a cormmunity based exercise is

avary 2 vears; ar

FORM CAS-2557(02-09) Prewitus Versans Obsaleds

Event {3 HBYT1H
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(B) Amock disaster dnll, or

{C) Atabletop exercise or workshop that
is led by a fadilitator and includes a group
discussion using 2 narrated,

clinically-relevant emergency scenario, and a

set of problem statements, direcled messages, or
prepared questions designed to challenge an
emargency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exarcises to test the amergency plan twice per
year. The hespice must do the following:
{i) Participate in an annual full-scale exercise
. that is community-based; or

{A) When a community-based exercise is
not accessible, conduct an annual individusl
facility-based functional BXe{Cise; or

{8) if the hospice experiences a natural
or man-made emergency that reguires activation
of the emergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facHity-based
functional exercise following the onseat
of the emergency event

{(i©) Conduct an additionai annuzl exarcise
that may include, but is not limited to the
following:

{A} Asecond full-scale exercise that is
community-based or a facility based funchanal
exercise; or

{B) Amock disaster dril; or

{C) Atabletop exercise or workshop ted
by a facilitator that includes 2 group discussion
using a narrated, clinically-relevant
emergency scanano, and a sef of problem
statements, directed messages, or prepared
questions designed to challenge an
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emergency plan.

{iiiy Analyze the hospice's response to and
maintain documentation of all drilis, tabletop
exercises, and emergency events  and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d}), CAHs at §485 625(d})] , ' :
{2) Tasting. The [PRTF, Hospilal, CAH] must ’
conduct exercises to test the emergency plan ;
twice per year, The [PRTF, Hospital, CAH} must

. do the following:

{i} Participate in an annual full-scale exgrcise

that is cornmunity-based; or

{A) When a community-based exercise is
not accessible, conduct an annual individusl,
facility-based functional exercisa; of

{B} M the [PRTF, Hospitai, CAH]
expérignces an actual natural or man-made
emergency thal requiras activation of the
emargency plan, the [facility] is exempt from
engagmg in its next required full-scale community
based or individual, facility-based
functionat exercise following the onset of the
emergency event,

(i) Conduet an [additional} znnual exercise or
and that may include, but is not imited o the
following:

(A} A second full-scale exarcisea that is
community-based or individual, a facility-based
functional exsrcise; or

{B) A mock disaster drill; or

{C} A tabletop exarcise or workshop that
is led by a facilitator and includes a group
discussion, using & narrated,

chinically-relevant emergency scenario, and a
set of problem stataments, directed messages, or
prepared guaestions designed to challenge an

FORM CI45-2337102-28; Pravicus Versions Dhzociz Event 10 M8YTH Faidlity 1D a75037 ¥ conlintation shest Page 4 of 22
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emergency pian.

{iii} Analyze the [faciliby's] respense to and
maintain documentation of all drifis, labletop
exercises, and emergency events  and revise
the [facility's] emergency plan, as neaded,

[For LTC Facilities at §483.73(d):]

{2} The [LTC facility] must conduct exercises to
test the émergency plan at ieas! twice per year,
including unannounced siaff drills using tha
emergency procedures, The [LTC fadility,
ICFAID] must do the following:

(i) Participate in an annual full-scale exercise
that is community-hased; or

(A} When a community-based exercise is
not accessible, conduct an annual individual,
facility-based functional exarcise.

(B} If the [LTC facility] facility experiences
an actual natural or rnan-made emeargency that
requires activation of the emeargency plan,
the LTC facility is exempt from engaging its next
required a full-scale community-bassd or

individual, facility-based functional exercise
following the onset of the emergency event,

{ii} Conduct an additional annual exercise
that may include, but is not imited to the
foliowing:

(&) Asecond full-scale exercise thal is
community-based or an individual, facility based
funclional exercise; or

{8} A mock disaster drill, or

{C) Atabletop exercise o workshop that
iz led by a facilitator inclugdas 2 group discussion,
using a narrated, chnically-relevant
emeargency scenario, and a set of problem
statements, direcied messages, or preparad
guéstions designed o challenge an
amargency plan.
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(it} Analyze the [LTC facility] facility's
response ko and maintain documenisiion of all
drilis, tabletop exercises, and  emergency
events, and revige the [LTC facility] facilily's
emergency plan, as nesded.

*[For ICF/iDs at §433.475{d)L:
{2} Testing. The ICFAID must condugt exercises
to test tha emergency plan at least twice per year.
The ICFAID must do the following:

(i) Participale in an annual full-scale exardise
that Is community-based:; or

(A} When a community-basad exercise is
not accassible, conduc! an annual individual,
facility-based funclicnal exercise; or,

(B} If the ICEAID experiences an actual
natural or man-made emergency that requires
activation of the ermergency plan, the ICFNIC
is exempt from engaging in its next required
full-scale community-based or individual, facility-

hased functional exergise following the onset
of the emergency event.

{ii} Conduct an additional annual exercize that
may include, but is not liritad to the fallowing:

{A} A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B} A mock disaster drili; or

{C) A tabletop sxercise or warkshop that
is led by a facilitator and includes a group
discussicn, using a narraled,

clinically-ralevant emergency scenario, and a
sel of protlem statemanis, direcled messages, or
prepared guestions designed to challenge an
emeargancy slan.

(i) Analyze the ICF/iiD's response to and
maintain documentation of all driis, tablelop
exercises, and emergency events, and revise

FORM CHS-2587{52-9%) Pravious Verséons Oosoisie Eveni 1D MEYTH Fzoiy 10 475037 If continustion sheel Page 6 of 22
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the ICF/10's emergency plan, as neaded.

*[For OPOs at §486.360]

{d)(2) Testing. The GPO mus! conduct exgrcizes
to test the emergency plan, The OPO must do the
following:

{i) Conduct a paper-based, tabletop exercise
or workshop at least annually, A tabletop exercise
is led by a facilitator and  includes a group
discussion, tsing a narratad, clinically relevant
emergency scenario, and a set of problem
staternents,  directed messages, or prepared
questions designed 1o shallenge an emergency
ptan. If the OPO experiences an aclual  natural
or man-made emergency thal requires activation
of the emergency plan, the OPO is exempt from
angaging in its néxt required tesling exercise
following the onset of the emargency evenl

{ii} Analyze the OPQ's response to and
maintain documentation of all tabletop exercises,
and emergency events, and ravise the [RNHCI's
and OPQ's] emergency plan, as needed.

This REQUIREMENT is not mel as evidenced

Based on staff interview and record raview, the
faciiity failed to conduct exercises to test the
emergency plan annually. Findings include

Per record review, the facility expernienced an
actual emergency requiring activation of the
emergency plan in Noyember 2019, There is no
avidence thal the facility conducled a second
community basad or tabletop exercise a3
required. This was confirmed by the facility
Administrator on 2/5/20 =1 12:30 PM.
F G608 INITIAL COMMENTS F (00

An unannounced, on-site re-certification survey
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was conducted by the Division of Licensing and
Protection between 2/2 - 2/5/2020. The following
regulatery violstions were identified during the
survey.
F 856 Developimplement Comprehensive Care Plan F656
ss=£ CFR(s) 483.21(b)(1)
Resident #74 has a personatized
§483.21(b) Comprehensive Care Plans activity care plan to address his

§483.21(b}{1) The facility must develop and o AT -
" implement a comprehensive person-centered activities preferences.

care plan for each resident, consistent with the Resident #58 has a comprehensive
resident rights set forth at §483.10(c)(2) and care plan to address his personal
. §483.10(c)(3). that includes measurable individualized care of an indwelling

- objectives and limeframes to meet a resident’s -

_medical, nursing, and mental and psychosocial catheter use.Resident #10 has a

needs thal are identified in the comprehensive personalized activity care plantor

assessment The comprehensive care plan must eflect the resident’s preference to

describe the following - el g o : ‘-
(i} The services that are to be fumishead to attain gﬁ}éi'yate 1{1 rehg_t o‘us SRIMCE RE [RRCie.
“or maintain the resident's highest practicable esidents with religious preferences

physical, mental, and psychosocial wetl-being as and indwelling catheters have

required under §483 24, §483 .25 or §483.40; and the potential to be affected by

{ii) Any services that would othenwise be required

under §483.24, §483.25 or §483.40 but are nat this alleged deficient practice.

provided due to the resident's exercise of rights Residents will have activity care
under §4B3.10, including the right to refuse plans personalized to address
treatment under §483.10(c)(6), activity preferences including

{ili) Any specialized services or specialized

renabilitative services the nursing facility wil religious preferences. Residents

provide as a result of PARARR with indwelling urinary catheters
recommendations. if a facility disagiees with the plan to address care.
findings of the PASARR, it must indicate its e o S -

rationale in the resident’s medica! record.
{iviin censultation with the resident and the
resident's representative(s}-

conducted to ensure that identified
residents have an activities care plan,

(A} The resident's goals for admission and catheter care, and religious needs
desneg oo ltames, . as appropriate. The Activities Director
{8} Tha resident’s preferance and potential for s e i serviced reaarting

FORM CIA5-2887(52-09) Prevous Yarseas Obsesie Event 1D MIYTN Facidity ID. 475037 If continuaiion sheet Page B of 22
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future discharge. Faciliies must document
whether the resident's desire to return o the
community was assessed and any referrals lo
iocal contact agencies andfor other appropriate
entities, for this purpose.
{C) Discharge plans in the comprehensive care
plan, a5 approphiate, in accordance with the
requirements set forth in paragraph (c) of this
section.
This REQUIREMENT is not met as avidencad
by:
Rased on observation, staff interview and record
review, the facility failed to develop a
comprenensive care plan for 3 of 23 applicabie
: residents (Residents #74, 58, 10). Findings
"include:

1. Par record review, Resident # 74 does not
have a care plan o address activity needs. The
Resident was admitted on 11/4/18. The Resident
was cbserved in bed over 2 of the 3 survey days
with no individual or group activities involvement.
The Unit Manager stated that Resident # 74
ghould have a plan of care for activities and
confirmed that there is no care plan 1o address
activity neads.

2. Per record review, Resident #538 was
re-admitted to the facifity on 10/1/18 with an
inchwelling urinary catheter related to retention of
urine. Per review of the care plan there is no
evidence thal the facility developed a
compressive care plan to address the presence
andior care of the indwelling urinary cathster.
The Registered Nurse {RN) confirmed on
02/05/20 11:41 AM that a care pian had not been
develeped ta include a indwediing uninaty catheter
which reflects the current status of the resident.
2. Per record review, Section F (Preferences far
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completion of comprehensive

activity care plans and to include
religious preferences.

Licensed nurses have been in

serviced regarding the implementation
of care plans to address resident’s

need for indwelling urinary cathetar care,
Random audits will be conducted weekly
X 4, then monthly X 2 to evaluate the
completion of care plans related
to Activities, urinary catheters and
significant religious needs. The

results of these audits will be

presented to the monthly QAPI
committee to review and determine

if any further actions are needed.

%49 2p
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Customary Routine and Activities] of Resident
#10's Minimum Data Set (a comprehensive
assessment tool used for all residents of long
term care nursing facilities certified to participats
in Medicare or Medicaid) indicates that it is very
impartant for Resident #10 to paricipate in
religious service or practice. Resident #10's plan
of care does not reflect the importance for the
resident to parlicipate in religious service or
praclice.
During an interview wilh the Dirgctor of Activities
on 2/5/2020 at 2:52 PM s/he stated that she was -
not aware that religious service or praclice was
. vary impartant to Resident #10. The Activities
Director also confirmed that it was not
. incorporaled into the residénts pian of care. :
F 679 Activities Meet Interest/Nesds Each Resident {F679
ss=& CFR(s): 483.24(c)1) Resident #10, 27 and 37’s are
5483243:5} Activities. bElng prDVldEd with activities
§483.24{c)(1) The facility must provide, hased on to support their physical, mental,
the comprehensive assessment and care pian and psychosocial wellbeing.
and the pre?ergnces of_each__;_esﬁe{ﬁ; an ongoing All dementia residents have the
program to support residents in their choice of otentisl to ba aff A4 Byt
activities, both facility-sponsored group and P ot Ee R Wiecei byl
individual activities and independent aclivities, alleged deficient practice. Residents
designed to meel the interests of and support the will have activities provided to
physicat, mental, and psychosocisl well-being of address physical, mental and
each resident, encouraging both independence " -
and inferaction in the community. psyghpsoc;ai welloeing per t'hesr
This REQUIREMENT is not met as evidenced preference and careplan to include
by: religious preferances.
Based on obsarvation, staff interview, and record | The activity calendar has been
raview tha facifity failed ta provide activities that
suppart the physicsl, mental, and psychosccial
well-being of 2ach resident for 3 of the 38
residants in the samgla (Residents 10, #27. ang
F0BM CHIS-2557(02-58) Previous Versions Chacielz [Cegnt (G M4BYTH Facility 1D 473037 if continuatien shest Page 10 of 22
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679 Conm;:ed' From page 10 FB79  updated to include additional
837} Findings Ingiude: dementia specific activities.
1. On 2/3/2020 Resident #10, #27, and #37 were The Activity Director and staff
observed in tha Sun roam with one other was in serviced regarding provision
resident. The television was on with a show called of dementia activities to address
"My Hauntedtﬁogse“ (']nten;rews a{;‘d : the residents physical, mental
re-enactments of paople who say they have b erind sl b
experienced paranormal activities in their own angpsychasactl wellbeing per
home). At 10:55 AM, a staff member entered the their preference and careplan :
sun room, offered resident #27 a puzzle and - toinciude religious preferences.
anaother resident 2 maraca. Sihe then exited the The Administrator will randomly
room &t 10:57 AM, audit the activities and calendar
On 2/3/2020 at 11:10 AM during an interview with to ensure provision of activities
a Licensed Nursing Assistant, s/he stated that to support the physical, mental,
animal planet was usually on television and then and psychosocial wellbeing,
conﬁmta? that tf?ei ie;z;f;sesg& :-igs\fv’ ‘;‘i;:tﬂw mem: including religious preferences
was not appropriaie sof residents wi ementia wisalkie ¥ s
{due lo the frightering and somelimes violent b V5 the month[g X 2‘_
imagery). The results of these audits will
be presented to the monthly
2. Per record review, Resident #10's Minimum QAPI committee to review
Data S2t (a comprehensive assezameant tool and detarming i . .
C : ing if any fi ; .
used for all residents of long term 2are nursing youpher 3 il Lo

facilities certified o pariicipate in Medicare or
Medicaid) Section F (Praferences for Customary
Routine and Activities) indicates that it is very
important for Resident #10 to participate in
religious service or practice,

Curing an interview with the Director of Activities
on 2/5/2020 at 2:52 FM sfthe staled that s/he was
net aware that religious service or practice was
very important to Resident #10, The Director of
Actwities also confirmed that it was not
incorporatad into the residents plan of care.

3. Per review of the February 2020 Activity
Calendar there are 14 gays that a program called

actions are needed.

F(ﬂ? foc accef;»}ed 3lavflze SFramaned [P
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F 672 Continued From page 11 FG679
“Busy Hands” is offered there i3 no cther
evidence of any dementia care specific activilies.
O 27520 at 2:52 PM the Director of Activities
confirmed that there was a need for more
dementiz specific activities and that s/he was
planning on implementing a dementia specific
program.
F 680 Qualifications of Activity Professional F620
8S=g CFR(s): 483.24{c)}(2){(i}{i)(A)-{D) The facility hired an Activities

§483.24(c)(2) The activities program must be
directed by a qualified professional who is a
qualified therapeutic recreation specialist or an
activities professional whao-

(1) Is ficensed or registerad, if applicable, by the
Btate in which praclicing; and

(i) Is:

(A} Eligitle for certification as a therapeutic
racrealion specialist or as an activities
professional by a recognized accrediling body on
or after October 1, 1960; or

{B) Has 2 ysars of experience in a social or
recrealional program within the last 5 years, one
of which was fulidime in 2 therapeutic activities
program; or

(C} I5 a qualified occupational therapist or
occupational therapy assistant; or

{D) Has completed a lraining course approved by
the Stale.

This REQUIREMENT is not met a5 evidenced
by:

Based on slaff inlerview the facility failed 1o
enslre that the Activity Diractor had the required
quatifications per regulation. Findings include:

On 1275/2020 at 2:52 PM during an inlervigw wilh
the Qirector of Activities. sfhe stalad that s/fhe has

Director who has the required
qualification per regulation.

All residents have the potential to
be affected by the alleged deficient
practice by the alleged deficient
practice An Activities Director

with the required qualifications

has been hired per regulation.
The Administrator will be in serviced
on the new CM3 rule, regulations,
and requirements for Activity
Directors in LTC.The hiring procass
will be monitored by Payroll/Human
Resources. All results will be reported
to QAPI until substantial compliange
is achieved.

2107.20
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: $483.35(g) Sufficient Staff.
The fadility must have sufficient nursing staff with
the approprate competencies and skills sats to
provide nursing and related services to assure
resident safety and sttain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
dizgnoses of the facility’s resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facility must provide services
by sufficiant numbers of each of the foliowing
types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

{i) Except when waived under paragraph {e} of
this seciion, licensed nurses; and

(i} Othar nursing personnel, including but not
firmited o nurse 3ides.

£483 35(3)(2) Excapt when waived under
paragraph {2) of this ssction, the facilily musl
gesignate a licensed nurse o serve as a chaige
rurse oa each tour of duty.

(%9} 1D SUMMARY STATEMENT OF DEFICIERCIES
PREFIX (EACH OSFICIENCY MUST 8£ PRECEDED BY FULL PREFIX (EACH CORRECTTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY OR LS IDENTIFYING INFCRMATION) TAG CROSS-REFERENSED TO THE APPROPRIATE - IR
DEFICIENCY)
F 880 Continued From page 12 F 880
been an Activity Assistant for a year and s in the
process of becoming certified.
Per interview with the Administrater on 2/5/20 at
approximately 3.30 PM confirmation was made
that the Director of Activities does not have the
required certification for the position of Director of
Activities. '
F 725 Sufficient Nursing Staff F725
ss=€ CFR(s): 483.35(a)(1)(2) The facility has filled open

positions to ensure sufficient LNA staff.
All residents are at risk to
be affected by this alleged

deficient practice. These
residents wit! have the LNA
minimum staffing levels met
to maintain the highest
practicable physical, mental
and psychosecial well-being.
An audit has been conducted
of the current schedule to
ensure sufficient daily LNA staffing
The DNS, Administrator,
and the scheduler were
inserviced on requiremants
regarding sufficient LNA staffing
to maintain the highest practicable
physical, mentai and psychosocial
weli-being. The DNS or designeg
will conduct random schedule
audits to ensure sufficient LNA
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F 725 Continued From pags 13 F 725 ;
This REQUIREMENT is not met as svidenced staffing requirements are in
by place. These audits will be

Based on observations, record review, faciity conducted weekly x4 and

assessment review, and staff interviews, the then monthly x2 or unti
facility failed to ensure that there was sufficient substantial compliance has
nursing staif with appropriate competencies and - b \ ' '
skills to attain or maintain the highest practicable een achieved. The results
physical, mental, and psychosocial well-being of of these audits will be presented
each resident. Findings include: to the monthly QAPI committee
to revi ne i
1. Per raview of Licensed Mursing Assistant any fﬂf::;riactijetennme i

(LNA) Assignment Sheets, there are 48 residents : T Esis AT Needed,

on wing 2. There are assignmant sheeis watten

require a machanical lift for transfers (2 staff
members must assist with the use of a
mecharical lift). 8 other residents require 2 staff
assist for transfers without mechanical Hift. 19
rasidents require the assistance of 1 staff
metmber, 13 residents require assistance of 2
staff for Activities of Daily Living {ADLs). 35
require assistance or supervision of 1 staff
member. 34 of the 48 residents are incontinent of
bowe!l and/or bladder and require assistance with
toileting andfor incontingnce care.

During an interview with an LNA on 2/4/2020 at
12:17 PM s/he stated that s/he would not be
“finished with resident care untif around 1.40
(PM)". Bfhe stated that it was "impossible” to gzl
everything done, and the residents "don't get
quality care” because of the care nzeds and lack
of staffing,

2. During obsarvation on 02/05/20 at 8:15 AM, 4
residents were in the sun rocm, 1 resident was
sleeping, Residents # 37 and another resident
were seated st 2 table drinking coffee. Resident #
70 asked this Surveyor if sthe could have & cup of

for 5, 4, or 3 LNAs, Of the residents on wing 2, 11 125 pPoc &rcep}d 2hyhe sh ,!.:

31T 2¢

}
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F 725 Continved From page 14
coffae. When asked if Resident # 72 cauld have 5
cup of coffee, the Geri-aide (facility stalf) siated
"oh, s/he is thickened so she has to wait for her
breakfast ray” . When asked when thal would be
here, s/he stated "around 2:30, Sihe is a feeder
and nezds to be feed, even herfhis drinks. There
wont be anyone to help her until breakfast
comes", The Geri-aide confirmed that 1% minutes
is a long time to wait when two other residents
are enjoying a cup of coffee in front of her/bim,
The Geri-aide stated " know it's hard for me to
not be able to help, s/he hag asked me three
tirnes already.”
Per interview with the Unit Manager on 2/5720 at
B:25 AM confirmation was made that the regident.
regjuires assistance with beverages and that
herfhis breakfast would be coming.

3. Per the Facility Assessment, the ralios of direct
care staff (LMAS) to residents was listed as 1:8
for day shiff, 1:8.8 for evening shift, and 1:22 for
night shift. On a unit of 48 residents, many who
have dementia, there were day and evening shifts
documented when there were only 3-4 LNAs
caring for a group of 48 residents with high needs
such as two persaon transfers and 2 person
mechanical lifts.

Per review of the daily staffing sheets from
111842020 to 1/31/2020, the facility's assessed
ratics of 1.8 and 1:8.8 staffing were below that
ratio for most of the shifts on Unit 2.

On 11158/2020, there were 48 residenis on ths
unit, and twe LNAs from 6AM 1o 2:30 PM. ona
LMNA who worked 5 Al 1o 3:30 P, and one who
workad for 4 hours on that shilt. Gn the evening
shift of that day, Thera was ane LNA who worked
& hours, ane who workad frem 7PM to 11 PM,
and one LNA who worked from 2 PM to 9 PM

F 725

FORS! CMS-2557(02-89) Praviaus Wavs=nys Dosolede Sven) 1D:K18YTY

Faciiiey 1D 475037

it continuation sheel Page 15 of 22



PRINTED: 02/21/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENMT OF DEFICIENCIES [X4) PROVIDER/SUPSLIERICLIA (AT SIULTIPLE CONSTRUCTION {3} DATE SURVEY
AND EBLAN OF CORRECTION IGENTIFHCATIOMN NUMBER: A BLILDING COMPLETED
475037 B WING D2/0512020

MAME GF PROVIDER OR SUPPLIER

EBARRE GARDENS NURSING AND REHAS LLC

STREET ARDRESS. CITY. STATE, ZIP CODE
278 PROSPECT STREET
SARRE, VT 03641

PROVIDER'S PLAN OF CORRELTION )

[3]

On 17202020, cencus was 48 residents on Unit
2. There were five LNAs who worked the day
shift, however one of them was 3 first day
orientee. On the evening shiff, there were 3 LNAs
that worked the entire shift, and one who worked
3 PM to 9 PM, and ane from 7PM lo 11 PM.

On 112172020, cencus was 48 for Unit 2. Day shift :
had 5 LNAs and one orientee. The evening shift
had 4 LNAs an for the full shift. :

Qn 142212020, cancus was 48 residents on Unit
2. There were 4 LNAs on the day shit. The
evening shift had 4 LNAs, with a fifth LNA working -
from 8-11PM. .
On 172312020, cencus was 48 residants on Unit
2. The day shift had 6 LNAs scheduled which
would have met the 1:8 ratio, however the
evening shift only had 4 LNAs on the fioor
scheduled and ane was listed a5 an ofientee,
112472620, the cencus was 48 residents on Unit
2. The day shift schedule had two LNAs warking
a partial shift, and three 8 hour shiff LNAs with
one orientee. The evening shift only has 3 LNAs
scheduied on lhe floor.

1/25/2020, the cencus was 48 residents on Unit
2, The day shift had 4 LNAs on for the full shift,
and one who workad 12PM -3PM, and ona from
7AM to 9:30 AR The evening shiff only has two
LMAs listed Tor the full shifl, and then two who
split the shift making three LNAs on at one time.
On 1/26/2020, the resident cencus was 48 on
Unit 2. During the day shift, there were 5 LNAs
scheduled. one who was 2n onientee. On the
evening shift. there wera for LNAs working the full
shift, and than o who gach worked 1/2 the shift
On 1/27/2020 the cencus was 48 on Unit 2.
Thers were 4 LNAs schaduled for the day shift.
Tne avening shifit had 5 LNAs on from 3PM to 7
21, and then 3 LNAS to cover the rest of the
evening shif,

143 D SUMMARY STATEMENT OF DEFICIERCIES
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DEFICIENCY)
F 725 Continued From page 15 F 725
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On 142812020, the cencus was 48 residents on
Unit 2. There were 8 LiNAs scheduled that day
with one orientee, which wouid mest the 1.8 ratio.
The evaning shift however only had three LNAs
on the schedule, with the Director of Kursing
working 3.5 hours to supplement the staffing.

On 1/29/2020, cencus was 48 on Unit 2. There
were 4 LMAs working the shift, with one orientee

was praviding transport out of the facility for part
of that shift. The evening shift had 3 LNAs on

from 3- 11 PM, 2 LNAs who worked 3-7 PM, and :
one who worked 6PM to 11°PM. ;
On 1/30/2020, the cencus was 48 on Unit 2. The
day shift had 5 LNAs working, but.one of them
was orienting. One LNA worked from 1PM to 3

PM on that shift as well, The evening shift was
patched together with panial shift hours. There
were 4 LNAs on from 3 PM ta 11PM tzking into
account the split shifts. There was also an
orientee on with them,

On 1/31/2020, the cencus was again 48 residents
on Unit 2. The day shift had 5-6 LNAs on, with

one orientea. There were LNAs splitting the shift,
or working shorter hours. The evening shift only
had 3 LNAs scheduled, plus one grientee.

When caiculating ratios of LMNAS to residents, 3
LAiAs for 48 residents comes 1o 1:18, 4 LNAS
comes to 1:12 rabo, and 5 LNAs equals a 1:8.6
ratic, In order to meet the ratio of LNAS lo
residents as assessed by the facility, there needs
io be & LNAS on that unit per shift.

4. A Resident Council group meeting was held

on 2/4720. There were 4 residenis presant
represenling both unils within the faciiity. During .
the meeting the residents reporiad that wait limes
for staff 1o assist them is especialy long on the
weekends, guring change of shift and at meal
times.

as well, Afifth LNA was an the schedule, however .
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F 730 MNurse Aide Peform Review-12 hriyr In-Service F730
ss=c CFR(s): 483.35(d)(7) LMA # 1 no longer works
L e educai here. LNAs #2, #3, #4
s ( 17 REgihat Mrssviog & Lo, have completed 12 hours
The facility must complete a performance review s . q .
of every nurse aide at feast once every 12 of regular in service education
months, and must provide regular in-service An audit of LNA emnployee records
education based on the outcome of these — was completed to evaluate
reviews, in-service training mus! comply with the completion of 12 hrs in
requirements of §483.95(g). i*’ ealion
This REQUIREMENT is not met as evidenced aRERiGE :
by The sStaff Development nurse
Based on record review and staff inlerview, the has implemented a plan to
facility failed to ensure that Licensed Nursing ensure all LNA’s receive the
Assistants (LNAs) received 12 hours of inservice - . ; .
! ) required 12 hours annually.
education per year for 4 of 6 LNAS reviewsd, ‘ T;q ' » o t ,EV
Findings include: e Stait Develapment nutse
has been in serviced regarding
LNA #1's ingenvice record for 2019 showed the 12-hour inservice requirement
documentation of8 25 hrsof e‘ducaﬁﬂn- fﬂi’ LNAS_The DNS or designee
LNA#2's record for 2019 has documentatian of will conduct random audits
11 hours of inservice education, weekly X 4 and monthly X 2 to
, _ ensure LNAs have completed
LNA #3's record has documentztion of 3.5 hours 17 boiirs of In sarvl ?ﬂucatian
of inservice education. I} IR .
annually. The results of these audits
LNA#d'S record has documentation of 3.25 hours will be presented to the monthly
of inservice education. QAP| committee to review and ~ .
etermine if any further actions are needed. T [7~28

The Director of Nursing Services confirmed the
ahove information during intendiew on 2752020 at
11:45 AM.

Treaiment/Service for Dameniia

CFRi{s}. 483.40(b}3)

F13v foc ﬂf(cf‘+fci 3evilze SH-eiman @] P
F7a4

Residents are now raceiving

dementia specific activities

F 744
35=E

§483 40{b){3) A resident who displays or is
dizgnosed with dementia, receives the
appropriale treatment and s2rvices to altain or
rmaintain his or her highest practicable physicat,

and the LNAs have received
Dementia management training.
Residents with dementia have

FORM CAI3.2857(02.991 Prevaus Versons Obsalsle Event 1D 1A3YTN
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. " the potential to be affected
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, : _ ’ by this alleged deficient practice
mental, and psychosocial well-being. th ill have d ntia soecifi
This REQUIREMENT is not met as evidenced s e en,'le 'S Apey e
by’ activities and LNA's caring for
Based on observations, record review, and staff them that have had dementia
intzrview, the faciiity failed to ensure that managemeant training.
residents with derﬁgntia recen._red apprppr;gte . _An audit was conducted
treatment and services to attain or maintain their ' of D ; tiviti d
highest practicable physical , mental and G SIEmEntia BEkies B |
psychosocial well- being related (o activities and LNA dementia training to |
staff training. Findings include: " epsure requiremants have
1. Per chsarystio T " been met.The Activity Director
. Per observations on e n10: - .
and 11:10 AM four residents were sitting in the and staff was in serviced on
sun room unattended. During this 30 minute time | ensuring provision of dementia
periad, the television was on a program about : activities.The Staff Development
being haunted by ghosts, and it contained violert nurse has been in serviced
and frightening images with a spooky music regarding the m -
: 3 , andatory 12
. soundirack. At 10:55 a Licensed Nursing b 5 o fg;, iy ::IY
Assistant (LNA) entered the room, offered a RUREeLalaEiv BRIl
puzzle 1o Resident # 27 and a maraca lo another dementia in servicing
resident then laft the room. There was no requirement for LNAs,
interaclion betwean the LNA and Resident # 10 or The DNS or designee will
el b s oy conduct random audits
o ) weekly X 4 and monthly X 2
Per interview with the LNA on 2/3/20 at 11:10 PM, to ensure LNAs have completed
s/he stated that the lelevision is Usually set on the mandatory annual dementia
Animal Planet and that the program on was nat in servicing. The Administrator will
apaoropriate for residents who have dementia. - randsridescdin ihe miitis
Sihe also stated that siaff do come in and give yad BE
. the residents activities to do, but they are feft and calendar to ensure provision
alone in the room. of dementia spetific activities
Per observations over the three days of survey, weekly X 4, then monthly X 2.
there were a2 few activilies in the sunrcom that ) _ dits will
involved residents with dementia. Thers was 3 The results of these audits wi i A
"Bucks on Tape" session that included three or he presented to the monthly B I
four residents, and staff handing _specific QAP| commitiee to
residents 2 puzzie ar percussion instrument. or nd determine if any further actions are needed.
aoffaring a magazine to one. The residents were

FEfsEs OrB.3557(02-99) Pravisas Versions Obsolals Ewant 1D KAYTY
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PREfX
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F 744 Conlinued From page 19

often just sleeping in the sunroom, and thera was

very minimal siaff interaction that engaged them
in any way. Some of the residents with dementia

on that ynit were attending the main achvity in the

dining room, but many residents wera seenin
bed most of the day, or sitting around with
minimal stimulation from staff to engage them in

any way. The former Activity Direclor, who is now

the Social Services director, slated that they had
a plan to start 2 Mamasie room, and expand the
aclivity program to include more activities for the
rasidents with demenlia, but that it was a work in

progress.

2. Per review of staff training records, four out of
six Licensed Nursing Assistants (LNAs) had not
received any dementia management training in

2013, The facility list of educalion topics lists this -

as & mandatory annual inservice topic for all
LNAs. This was confirmed by the Director of
Mursing on 2/56/2020 at 11:45 AM,

Per interview with LNA#2 an 2/4/20 at 12:17 PM
sfhe stated that dementia care training offered
consisls of "hare are the forms, sign hers™,
Required in-Service Traming for Nurse Aides
CFR{s): 483.95{g)(1)-{4)

§483,95(g) Requirad in-sarvice training for nurse
aides_,
In-sarvice traming must-

§483.85(g}(1) Be suffictent to ensure the
continuing competencs of nurse aides, but must
ba no less than 12 hours per yesr.

8483 95(0)(2) Includs demertia management
training and resident abuse prevenlion training.

ey MULT&PLE CONSTRUCTION {%3) DATE SURVEY
A BUILOING COMPALETED
% P 0210512020
STREET ADDRESE, CiTY_ STATE. ZIP CCDE
378 PROSPECT STREET '
BARRE, VT D5841
Ha] PRGWSER‘S PLAN OF CORRECTION (25
PREFIX {EACH CORRECTIVE ACTICHN SHOULD BE COMPLETEOR
JAG CROSS-REFERENCED TO THE APPRUPRIATE LATE
DEFICIENCY)
F 7a4
F947
LNA"s 82, #3, #4 and #5 have
completed their 12 hours
F 247

of in servicing and the
dementia specific in servicing.
An audit was completed of LNA
records to evaluate completion
of the mandatory annual 12
hours of in servicing and
dementia specific in servicing.
The Staff Development nurse
has implemented a plan to ensure
all LNA’s recefve the mandatory
annua! 12 hours of in servicing
and dementia in servicing.

FOREN CAIS. 238740290} Pravious Versions Dbsalele

Evanl DAY
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§483.95(g)(3) Address areas of weakness 25 The Staff Development nurse

di;e;ﬂ‘li?si&d in nurse aide?' Sggr%?nfe rg’views has been in serviced regarding

and facility assessment a 70{e} and may o~ 12 hours of

address the special needs of residents as the m?’f“_dm“‘; e

determined by the facility staff. in servicing and dementi

in servicing requirement for LNAs,
§483 95{g)}(4) For nurse aides providing services " The DNS or designee will
t;d ié]divid:;}ais with iatﬁniiive ir.rgpa:rn_':enls_. aéso conduct random audits
ress the carg of the cognitively impaired. nthly X 2

This REQUIREMENT s ot met as evidenced - weekly X 4 and monthly X

by: to ensure LNAs have completed t

Per record review and staff interview, the facility he mandatory annual 12 hours

failed to ensure lhat Licensed Mursing Assistants of in servicing and dementia

[ENAE] receivel Insevics education of at least 12 in servicing. The results of these

hours per year, included dementia care training, ] il be presented to the

and resident abuse pravention training for 5 of 8 audits will be present '

staff reviewed. Findings include: monthly QAPI commitiee to

review and determine if any g 7. 2 O
LNA#1's inservice recard far 2015 showed further actions are needed. '
documentation of B.25 hrs of education. There
was no evidence that this LNA received education ' , 2 o
on the topics of dementia management training Fa417 poc df‘ff‘h’d 312 Yloe SEremonrd 1PTH.
and resident abuse prevention training.
LNA #2's inservice recard for 2019 has
documentation of 11 kaurs of inservice education.
Thera is no documentalion of dementia
management training.
LMA #3's ingervice record for 2019 has
documentation of 5.5 heurs of inservice training.
LMNA #4's record has documentation aof 3.25 hours
of inservice aducation. No documentation of
dementia managament training of resident gbuse
prevention training listed.
LNA#S's record has documentation of over 12 hrs
for the year, however dees nol list demantia
FORK (245-7457(02.59) Prewous Vetanns CHRE Evant ID.8A5YT 11 Facilit D £75937 if continuation sheet Pags 21 of 22
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management training as part of their education
HSErvices.

Per interview with an LNA on 2/4/20 at 133 PM
sfhe alendad part one of a four part dementia
fraining, but didn't get to gao o the other thiee
parts because s/he was working on the floor,

Per interview on 2/5/2020 at 11:45 AM, the
Director of Nursing confirmed that the inservice

- hiad not met the 12 hour per year of insarvice

education were also not met.

education records shawed that some of the LNAs '

educaficn, and that some of lhe required areas of :

FORM CHIS 25570248 Provgus Yeisions Obsolele Crvent D MBEYT 1Y
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$000 Iniial comments - S000 |
During the coursa of a recerdification survey, !
comgpleted on 2/3/20 - 2/5/20 by the Divisicn of :
Licensing and Protection, the following violation of
the Vermont Licensing and Operating Rules for i
Nursing Homes was identified. ;‘ |
| ?
$321 7.13 {d)(2) QUALITY OF CARE - STAFFING tgaze 158321
$3=E LEVELS i The facility has filled open
7.13 (d)(2) The facifity shal provide staffin positions to ensure sufficient LNA staff.
. e facility shall proy ing : : ;
information to the licensing agency in a manner | , Al resnfients areat '!:!g_k o e affected
and on a schedute prescribed by the licensing | by this alleged deficient practice.
agency. These residents will have the
: LNA minimum staffing levels met.
An audit has been conducted
This REQUIREMENT is not met as evidenced the current schedule to ensure
by: sufficient daily LNA staffing.
Based on record review and staif interview, the | The DNS, Administrator, and the
facility failed to meet the minimum staffing levels scheduler were inserviced on
for Licensed Nursing Assistants {LNA) of 2 hours rameants regardio
per day per resident. Findings include: requ‘ i 5 s
sufficient LNA staffing.
During the month of January 2020, there were 3 The DNS or designee will
weeks reviewed that did not mest the 2 hour per conduct random scheduie
day per resident staifing ratios for LNAs, audits to ensure sufficient LNA
The week reviewed of December 31, 2019 to staffing req”ire"'fe"ts‘ e H
January 6, 2020, the average daily hours of LNA place. These audits will be
to resident only averaged 1.8 hrs par resident . conducted weekly x4 and
per day. : then menthly x2 or until
January 14th -20th, 2020, the average LNA hours ~ substantial compliznce b
were 1.93 hours of LNA per resident per day. been achieved. The resuits
of these audits will be presented
January 24rsk- Jan. 27th, 2020, the average daily to the monthly QAPI committee
5 O Q -~ H . i .
LMA Fauwrs were 1.94 hours per day per residant, to review and determine if any e
Per interview on 2/5/2020 at 11:28 AM, the further actions are needed. .7 ©/
Dession af Litensing and Protection )
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$32% Continued From page 1 . 8321
Diractor of Mursing confirmed that the averagad
raours of these weeks did not meet the stale
rmmimum reguirarnent for LNAs. _
5 !
{
|
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