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 4, 2022

Ms. Valerie Cote, Administrator

Barre Gardens Nursing And Rehab Lic
378 Prospect Street

Barre, VT 05641-5421

Dear Ms. Cote:

Enclosed is a copy of your acceptable plans of correction for the complaint investigation
conducted on January 5, 2022. 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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iy 1 (x4y1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
4 PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEE ACTION SHOULD HE COMPLETION
i TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$S-REFERENCED T@ THE APPROPRIATE DATE
di: | DEFICIENCY)
L
i 7580
1% FOC0FINMIAL COMMENTS F 000 "he filing of this plan of correction does not 1/28/2022
konstitute an admission of the allegations set forth in
An unannounced on-site complaint investigation he stalements of deficiencics. This plan of cerrcction
} was conducied by the Division of Licensing and is prepated and exccuted as evidence of the facility's
Protection on 1/5/22 at Barre Gardens Nursing icontinued compliance with applicable law,
and Rehabilitation. A regulatory violation was
Ji identified. Resident # 1 ne longer resides at (hig factlity. All
! F 580} Notify of Changes (Injutleechnel Room, etc.) F 560 Restdents have the ;E;otential to be affccted ﬁy this
85=D| CFR(s): 483.10(g)(14)(i)-(W)(15) wlleged deficiency,
§483.10(g)(14) Notification of Changes,
(i) A facility must immediately inform the resident; IA house wide audit of all charts has been conducted
consult with the resident’s physician; and notify, 0 ensurc that all Residents that have Healthcare POA
consistent with his or her autherity, the resident papcrwork in their files have their HPOA listed as
representative(s) when there is- their first contact and that their POA status is
(A) An accident involving the resident which indicated as well on the contact fist,
oo results in Injury and has the potential for requiring |
phystmgn.lnten/enhon; . . , . |All licensed nurses, social worker and therapists were
y el (B) A significant change in the resident's physical, ducated on the Cliange in Condition Policy which
‘ mental, or psychosocial status (that is, a includes the notification of the responsible person of
; deterioration in health, mental, or psychosacial he Resident’s change in condition, status and/or
gAY status in either life-threatening conditions or hospitalization,
Rlsx clinical complications);
- {C) A need to alter treatment significantly (that is, o . )
Fus a need to discontinue an existing form of Random audits wnl} continue weekly times 4vwee!f:s
treatment due 1o adverse consequences, of 1o hi:)r:j Athcn monthly times 2'.1T‘10nlhs on the contact lists,
commence a new form of treatment); ar st statt;sbfozinchv(;\dr.m‘sstons. A:/dns dwa o
(D) A decision to transfer or discharge the petformed by the Adminsstiator and/or designee.
resident from the facility as specified in
§483.15(c)(1)(i). Results of the audits will be brought to the QAPI
(i) When making notification under paragraph (g) commiittee for review and recommendations.
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
Is avallable and provided upon request to the
physician.
(iil) The facility must also promptly notify the
resident and the resident representative, if any,
whenthere is-
(A) A change in room or roommate assignment

LABORATORY DIRECTOR'S OR PROVIDERI PF’LI R REPRESENTAYIVE! S'glGNA URE

WL{UM’ \DC\\‘W(\\\)

TIILE

oo |

(X8 DAYE

2D

Any daficiency statement sndlng‘v_\?\'i’_an asterisk () denotes[a ooﬂciancy which the institution may be excused from correcting providing It ts determined that
other aafeguarda pravide sufficient protection te the patients . (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
followirig the date of survey whether or not a plan of correction is provided, For nursing hemes, the aboeve findings and plans of correclion re disciosable 14
dzys following the date thase docurments are made availabla to the facility. If deficiencies are cited, an approved plan of correctlon is requisite 1o continued
program participation.
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¢ - F 580} Continued From page 1 F 580
' F as specified in §483,10(e)(6); or
Ex‘___ (B) A change in regident rights under Federal or

‘i,n

State law or regulations as specified in paragraph
(e)(10) of this seclion.

(iv) The facility must record and perlodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g)(15)
Adrnigsion to a composite distinct part. A facitity
that is a compossite distinct part (as defined in

§483.5) must disclose in its admission agreement
its physical configuration, in¢luding the various
locations that comprise the compasite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT is not met as evidenced
by:

Based upon interview and record review, the
facility failed to notify the responsible person of a
resident's change in condition, status, and/or
hospitalization for 1 resident [Res, #1) of 5
sampled residents.

| Findings include:

Per review of medical records, Res. #1 was
admitted to the facility on 7/21/21 with diagnoses
that include dementia and major depressive
disorder. Per Nurse Practioner notes, shortly after
admission, the resident was assessed as ‘a poor
historian due to confusion and dementiz’,

A Review of Admission records for Res. #1
reveals the Initial Admisslon Application/Patient
information form dated the day of admission
7/21/21 includes the notation regarding contact
information "#1: [Power of Attarney's (POA)

TAG F 580 POC Accepted on
02/03/22 by T. Dougherty/P. Cota
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Continued From page 2

Name]". After a brief hospital stay, Res. #1's chart
included a new Initial Admission
Application/Patient Information form dated
8/13/21 that includes the notation "PQA [POA's
name}". After another hospital stay, & new Initial
Admission Application/Patient Information form
dated 9/11/21 was added that includes the
notation "1 st Notify: [POA's Name]". Res, #1's
medical chart also includes an Advance Directive,
dated 4/8/13, documenting the appointed health
care agent 8% the resident’'s husband, and “if this
agent is unavailable, unwilling, or unable to act as
my agent, | appoint this person as my alternate
agent; [POA's Name]". The Advance Directive
was [ater updated, and included in the resident's
medical record, 10 show that the resident's
husband was deceased, leaving the sole
appointed health care agent as [POA's Nama).

A review of the facility's "Change in a Resident's
Condition or Statug" policy under ‘Policy
Interpretation and Implementation' includes
“Unless otherwise instructed by the resident, the
Nurse Supervisar/Charge Nurse will nofify the
resident's family or representative [sponsor]
when: There is a significant change in the
resident's physical, mental, or psychosoclal
status” and "It is necessary to transfer the
resident to a hospital /treatment ¢enter”,

Nursing Notes for Res. #1 dated 8/04/21 record
“Patient continues to fail to thrive. Poor oral intake
of flulds and food ...Reported some nausea this
morming, no episodes of vomiting noted ...On call
Provider notified and updated at this time patient
18 to be sent to CYMC ED [Emergency
Department] for evaluation and treatment.
Nursing reached out to [other family member-not
First Contact/POA] went directly to Voice mail, left

F 680
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a discreet message to call the facilty when able."
: There is no documentation that the First

i Contact/POA was notified that the resident was
sent ta the hospital.

: On 8/6/21 Nursing Notes reveal due to Res, #1
receiving the wrong medications, the resident
was again sent to the hospital. Nursing Notes
record "This nurse left a voice message for [other
family member-not First Contact/POA] to call us
back for an update in change in condition in her
mom." There is no documentation that the First
Contact/POA was notified of Res. #1's change in
condition or that the resident was sent to the
hospital.

An Interdisciplinary Note on 8/11/21 records
"Writer emailed [other family member-not First
Contact/POA] regarding a Bed Hold Policy that
needed her signature for [Res. #1], when she was
| sent out for a recent evaluation on 8/6/21. She
was later admitted [to the hospital] and is still
there. Asked [other family member-not First

¥ Contact/POA] to please email bed hold back as
s00n as she can”. There is no documentation that
the First Contact/POA was notified of the required
form ta ensure the resident had a space at the
facility when h/she returned from the hospital.

Nursing Notes dated 8/18/21 record "Resident's
appetite remains poor. Staff encourages resident
daily .. New orders noted and carried out. Did call
[other family member-not First Contact/POA] to
il notify her of the new medication.” There is no
documentation that the First Contact/POA was
notified of the change in medication/treatment.

An interview was conducted with the facility's
Administrator [ADM] an 1/5/22 at 11:40 AM. The
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! | ADM confirmed that Res. #1's medical record,
including Initial Admission Application/Patient
i Information forms and Advance Directives, listed
the POA's name as the First Contact and POA.
The ADM confirmed that the First Contact/POA
should have been notified when Res. #1 had a
change in medication/treatment, a change in
] physical, mental, or psychosocial status, or when
: it was necessary to transfer the resident to a
hospital treatment center but was not.
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