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

February 26, 2021

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 survey conducted on
February 3, 2021. 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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DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 02/17/2021

§483.10(a){2) The resident has the right 1o
access personal and medical records pertaining
fo him or herself,

{i} The facility must provide the resident with
acoess to personal and medical records
pertalning to him or hergelf, upon an oral or
written request, in the form and format requested
by the individual, if it is readily producible in such
form and format {including In an electronic Totm
or format when such records are maintained
electronically}, or, if not, in a readable hard copy
farm or such other form and forrnat as agreed to
by the facility and the individual, within 24 hours
{excluding weekends and holidays); and

(i) The facility must allow the resident to obtain a
copy of the records or any portions thereof
{including in an electronic form or format when
such records are maintained electronically) upan
retjuest and 2 working days advance notice to the
facility, The facility may impose a reasonable,
cost-based fee on the provision of copies,
provided that the fee includes only the cost of:

(A) Labor for copying the records requested by
tha individual, whether in paper or electranic form;
(B) Supplies for creating the paper copy or
etectronic media if the individual requests that the
etactronic copy be provided on portable medla;

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

Resident #3’s medical recard has been
copied, reviewed, and released as
requested.

How will the facility identify residents
having the potential to be affected by the
same alleged deficient practice?

Residents with medical records

requests have the potentiaf to be affected
by this alleged deficient practice, These
residents will have their medical records
released upon request and within 2 working
days advanced notice per the regulation.
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An unannounced onaite investigation was
conducted on 02/03/2021 by tha Division of
Licensing and Protection as authorlzed by the
Centers for Madicare and Medicaid to determine
compliance with regulatory requirements, Thare
was one regulatory violation related to this
Investigation.
F 873 | Right to Access/Purchase Copies of Records F573 H i i ;
; ow will corr
55=B | CFR(s). 483.10(g)(2)(IH}3) ective action be

P s, WA e a
LABORATORY DIRECTOR, PRUVIDEFUSUP?IER REP?SEﬂTATIV%’ﬁfiNATURE

Adminit ot

8735/)2

Any deficiency stalament ending with an astarisk (7) denales a deficiancy whicl

other safeguards provide sufficient protaction to the patients . {(See Instructions.

¢

institution may ba excused from correcting providing it is deternined that
Excapt for nursing homes, the findings slated above are disclosable 80 days

following the date of survey whether or nat a plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclozable 14
days following the date these documents are made available to the facliity, If deficiencies are cited, an approved plan of correction is requisite to continued
program participalion.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/17/2021

and
{C)Postage, when the individual has requested
the copy be malled.

£483,10(g}3) With the exception of information
described in paragraphs {g}(2) and (g)(11) of this
sectlon, the facitity must ensure that information
is provided to each resident in a form and manner
the resident can access and understand,
including in an alternative format or in a tanguage
that the resident can understand. Summaries that
transiate information described in paragraph (g)
(2} of this section may be made available fo tha
patient at thelr request and expense in
accardance with applicabla law.

This REQUIREMENT s not met as evidenced
by:

Based on information obtained through staft
interview and racord review the facility failed to
provide coples of medical records, after multiple
requests, and within 2 working days for 1 out of 1
sampled resident (Resldent #1).

Findings include:

On 3/3/20, Resident #1's Power of Altorney
(POA), provided a signed medical record release
farm to hisfher atternay to obtain Resident #1's
medical record from Barre Gardens Nursing and
Rehab LLC.

n 3/30/20 the attorney sent a letter to the
Administrator of Bamre Gardens and Rehab LLC
reguesting the following:

"4, Any and all records, including, without
limitation, Intake forms, admission agreements,
nurses’ notes, medical records, medication
racords, physician's orders, MDS {Minimum Data
Sef] forms, monthty surnmarles, nutrition records,

F 573

What measures will be put into place
to ensure that the alleged deficient
practice will not oceur?

The Administrator and Medicat records staff
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will be in-serviced on ensuring medical records
are released upon request and within 2 working

days advanced notice per the regulation.

How will the facility monitor its corrective
action to ensure that the alleged deficient
practice will not re-occur?

Administrator/designee will conduct random

audits of medical record requests to ensure

they are completed in the appropriate timeframe.

These audits will be completed weekly x4,

then monthly x2 or until substantial compliance

is achieved.

Results of the audits will be brought to the QAPI
committee for review and recommendations as needed.

Corrective action was completed: 2/27/21

F573 POC accepted 2/25/21
G. Mercure, RN/P.Cota, RN
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assessments or care plans, lab reports, dietary
records, social service notes, and nurse request
forms related to [resident name omitted) during
the antire period of [pronoun amitted] residence
at Barre Gardens, whether printed, recorded or
alectronic.

2. Any and all incident or event reports, or other
investigation notes or reports referring to o
mentioning [resident name omitted).

In accordance with applicable federal regulations,
these coples should be tendered to me no later
than Monday, April 6, 2020."

The attorney included a copy of the signed
medical record release form.

*Kindly also pravide copies of the following
documents:

1. The master signature legend, which identifies
the name, signatures and corresponding initials of
all careghvers who made any entry in the records
and chart maintained for [resident name omitted].
2. Any and all written communications between
Barre Gardens and any third party, including,
without limitation, health care providers and family
members, relating or referring to [resident name
omitted] during the period of [pronoun omitted]
residency at Barre Gardens.”

Qn 4/14/20, the attorney sent another letter to the
administrator of Barre Gardens Nursing and
Rehak explaining that he had been retained by
Resident #1's POA "o determine whether Barre
Gardens failed to meet the applicable standards
of care with respect to [residents namea omittad].”
The attarney explalned that if the facifity failed to
provide the requested documents, hefshe would
have no alternative but to file a complaint.
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OMEB NQ. 0938-0381

Qn 2/3/21 at approximately 2:15 PM, interview
with the attorney who confirmed he/she had
received Resident #1's medical records in
October of 2020 after many written requests.
The attorney stated that he/she had also called
and spoken to the faclity administrator who at
that time warnted to know why this record was
being requested. The atiorney stated he/she
followed up with the administrator with a latter
axplaining hisfher need for the record on 5420,

On 2/3/21 at approximately 2:30 PM, interview
with the facility administrator, who conflrmed that
hefshe recelved the original regquest from the
atterney for Resident #1's medical records sarlier
in the year, The administrator stated he/she had
sent the records that were requasted. When
asked for confirmation of when these documents
were provided to the attarnay, the facllity
administrator was unable to provide supporting
docurnerntation specifie to when he/she provided
these documents. The facility failed to provide
requested madical records in a timely faghion as
it took approximately 7 months for the doguments
to be sent by the administrator and received by
the requestor.

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SURPLIER/ELIA {X2) MULTIFLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED
A, BLILDING
c
475037 B. WING 02/03/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
378 PROSPECT STREET
BARRE GARDENS NURSING AND REHAB LI.C
] BARRE, VT 05841
4 D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PL.AN OF CORRECTION e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8¢ IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DaTE
DEFICHENCY)
F 573 | Continued From page 3 F 573

FORM CMB-2567(02-84) Previous Versions Obseolate

Event ID; 4X5211

Facility |; 475037

If continuation shaet Page 4 of 4




	Barre.Gardens.LTR 2.3.21
	Barre.Gardens.2.3.21

