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

August 17, 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 survey conducted on July
27, 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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§483.10(d) Choice of Attending Physician.
The resident has the right to choose his or her
attending physician.

§483,10(d){1) The physician must ba licensed to
practice, and

§483.10(d}{(2) If the physician chosen by the
rasident refuses to or does not meat
requiirements specified in this part, the fadlity
may seek alternate physician participation as
specified in paragraphs (d){4) and {5) of this
section fo assure provision of appropriate and
adequate care and treatment,

§483.10(d)(3) The facility must enswe that each
resident remains informed of the name,
specially, and way of conlacting the physician
and other primary care professionals responsible
{for his or her cara.

§483.10(d}{4} The facility must inform the
residant if the facilily determines that the
physician chosen by the resident is unable or
urtwilling to meet requirements specified in this
part and the facility seeks alternate physician
participation to assure provision of appropriate
and adequate care and treatment, The facility
must discuss the alternative physician
participation with the resident and honor the
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The filing of this plan of correction doss not
F GO0 INITIAL COMMENTS F Q00 renstitute an admission of the allegations set
forth in the statement of deficiencies. This plan
conducted an onsite, unannounced investigation \ith applicable law P
of one complaint on 7/27/2022. The following P ’
regulatory deficiencies were identified:
F 555 Right to Choose/Be Informed Attending Physician Results of all listed audits will be brought to the
88=D| CFR{s}; 483.10(d){1)~(5) QAPI committee for review and

recominiendations,

by this alleged deficiency.

plysician,

permission/invite.

choose their attending physician,

Resident #1 was dizcharged from the facility,
Al Residents have the pctentiai to be affected  8/15/22

Education will be provided o nurses that
Residents have thie right to choose their own

[The Right of choice of attending physician was
reviewed at Rezident Council on §/5/22 with the
Residents by the Administrator, with their

Educntion to the nurses and admissions
epartment and social services will be provided
on how 10 assist a Resident in changing their
physician should they request a change.

A house wide pudit will be conducted with all
Residents (andfor their represeatative) to
determine that they are aware of who their
physician is and to remind them of their right io
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denoies a deficlency which the instituicn may be extused from correcting providing 1 & determined thal other
ion 1o the patients. (See inslructions,) Excapt for nursing homes, the findings stated above are dizclosable 90 days foflowing the

date of survey whelber of nol a plzr of catraciion is provadec Far nursing hamas, the above findings and plans of correction are disclosable 14 days followlng the dals
these documants are made available to the faciity. If deficiencies are cited, an approved pian of carrection is requisita to continued program participation,
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F 835 Continued From page 1
resident’s preferences, i any, among options.

§483.10(d){5} If the resident subsaquantly selecis
another stiending physician who meets the
requirements specified in this part, the facility
must honor that choice.

This REQUIREMENT is not met a5 evidenced
by:

Based on staff interviews and record revisw, the
facility failed to allow 1 applicable resident
{Resident #1) to choose hisfher attending
physician, Findings include:

Resident #1 was admitled to the facifity on
33112022 for shori-term rehahb following several
falls at home. The resident ingquired whather
sfhe could continue to have histher care provided
by hisfher own Primary Care Physician (PCP),
There is no svidence in the medical record i
indicate that the facility reached out to the PCP
to determine if the PGP would be willing to ses
the resident while s/he was ternporarily living in
the facility.

There is a nursing note dated 4/2/2022 in which
the Registered Nurse {RN) stated that the
resident told her that the facility was not following
the regulations regarding his/her abifity to choose
histher own physician, The RN told the rasident
that as long as s/he was in the Taciity, sfhe would
be followed by the facility physician and that
once sfhe was discharged s/be could rezume
care with his/her PCR.

Per interview on 7/27/22 at approximately
12:05pm the Interim Director of Nursing
confirmed that the resident had erronsscusly been
told that s/he coudd not have hisfher own PCP

Random Audits will be performed on new [

E 555 Edmizs to determine they are aware of their MD
nd right to cholce of MD, weekly titnes d

weeks and then menthly times 2 months.

FS5S poc uwgleo'\ gnjz2 Lisveienpme
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F 555 Continued From page 2 F 555
sea them while they were in the facility.
Admission Physici it f
F 635 Qirgés?edr; 3‘25% ( ;:;an Orders for Immediate Care F 635 | |
£8=D = Resident #1 has been discharged from thiz 8/15/22
§483 20(a) Admission arders Ea;?httya ;iiizssﬁemsdh;\;i: j:_he pi‘]IEﬂtlai 1o be
At the time each resident is admitted, the facifity eeted by this alleged deticiency.
must have physician orders for the resident's
immediate care. y .
A : o Educaiion will be provided to the nurses and
Th‘lS REQUIREMENT is not met as evidenced dictary department thet al] Residents require a
Based on staff interview and record review, the phyaicien-omerifor theirdigt
facility failed o obtain a signed physiclan's order
for 1 applicable resident {Resident #1) related to TE .
) o, . ; A house wide audit will be performed to
distary needs upon admission. Findings include: determine that all Residents have a diet in their
Resident #1 was admitted to the facility on physician arders.
3/31/2022 for short term rehab following saversl
falis at home. Tha resident had diagnosis which e ) A )
included Insulin Dependent Diabetes. Per raview ijm,“ w?étz:;i:e pe;;??i::;i‘:or =
of the medical record thera was no physician @’;;mzﬁes 4w cek;nie q %é;n monthly times 7
order related to the distary naeds of the resident. month}; i ¥ &
In reviewing the Transition of Care (TOC) from AT aceept { &luj2z h -
the hospital o the nursing home, there were no ((0% Poc cd Bl1}22 Liowen el frug
dietary orgers listed in the document. VWhen
nursing staff transcribed the orders from the
hospital and inputted themn into the computer at
the nursing homs, the nurse did not question why
there were no dietary orders. A second nuize
who confirms that the oiders are correct aiso did
not question why thers were no dietary orders,
The faciiity physician saw the resident on the day
of admission and in the admission note, there is
no mention of a what the dietary orders should
be for this resident. The Registered Distician did
nof ses the resident during the ime the resident
was in the facility. _
FORM CM8-2567[02-59) Pravious Versions Dbsolste Event D:525C 11 Faciily i0: 473037 If continuation sheet Page 3of 7
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F 835 Continued From page 3

Throughout the residenis stay s/he guestioned
whather s/he was getting a therapeutic dist to
address his Diabetes, The resident filed a formal
grievance with the facility regarding several
issues including his distary concems. On
4/472022 the Director of Nursing {(DNS) wrote in
the corrective action related to the grievance that
the resident was not prescribed a Diabetic Dief
and that s/he could choose not to eat certain
foads, The Administrator signed the grievance
and indicated the issues were resolved ta the
satisfaction of the resident.

Per interview on 7/27/22 at approximately
12:10pm the Interim Director of Nursing
confirmed that the resident had no sighed
physician order related to hisfher dietary needs
for the 5 days that the resident lived in the
facility.

Provided Diet Meets Neads of Each Resident
CFR{s} 483.60

F aoo
§38=b

§483.60 Food and futrition services,

The facility must provide sach resident with a
nourishing, palatable, wel-balanced diet that
mests hig or her daily nutritional and special
dietary nesds, teking info considaration the
preferences of each resident.

This REQUIREMENT is nof met as evidenced

Based on staff interview and record raview, the
facility failed to ensure each resident recsives a
diet that meets any special dieiary neads,
specifically for 1 applicable residant {Resident
#1). Findings include:

Per record review, Resideni #1, who has

F B35

Resident #1 has been discharged from this

F 800 facility. All Residents who have special dietary FJ’ 15722
needs andfor preferences have the potential ta

be affected by this alleged deficiency.

{Education will be provided to nurses, LNAs and
dietary staff that the provided diet rusi meet the
needs of each Resident.

A house wide audit of gll Residenis with special
dictary needs and/or preferences will be
conducted o snsure their dist meets their necds.

Random audils will be conducted to determine
that Residents will special distary needs and/or
preferences are receiving a diet that meets their
needs, weskly times 4 weeks and then monthly
(imes 2 months.

Ftop 00 Caecs pled Bluloz Unvell Rl Prie
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f BOO| Continued From page 4 F 800
diagnoses of Inuslin Dependent Diabetes, did not
recelving a diet that meets the special distary
needs of the resident, Throughout the resident’s
stay s/he guestioned whether s/he was getting a
therapeutic diet to address his Diabetes. The
resident filed a formal grievance with the facility
regarding several issues including his distary
concerns, On 4/4/2022 the Director of Nursing
{DNB) wrota in the corrective action related to '
the grisvance that the resident was not
prescribed 2 Diabetic Diet and that sfhe could
chooss not to eat cartain foods. Ths
Administrator signed the grievancs and indicated
tha issues were resolved o the satisfaction of the
resident.
The facility was unable fo provide any evidence
such as a distary card with what the resident ate
during his/her stay. There was no evidence that
the resident receivaed a therapeutic diet that the
contained the apprapriate foods for hisgther
insulin Dependent Diabetas diagnosis.
Per inderview on 7/27/22 at appraximately
12:10pm the Interim Director of Nursing
confirmead that the resident had no signed
physician arder related to his/her distary needs . , .
for the 5 days that the resident lived in the facility Resident # 1 has been discharged from the /1577
and there was no evidence that s/he received a fFacility. All Residents with specific digtary o
therapeutic diet to meet his special distary needs have the potential to be affected by this
needs. alleged deficiency.
F 808 | Therapeutic Diet Prescribed by Physician F 808
S8=D| CFR{5): 483.80(e}{1)}(2) Edueation will be provided to nurses that all
= (Residenss with specific dietary néeds requirs &
§483.80(e) Therapeutic Dists Iy
§483.80(e}(1) Therapeutic diets must be MD> arder for a therapeutic dict.
prescribed by the attending physician.
A house wide audit of ail Residents with special
istary needs will be performed to determing
that they have a physician order for a
therapeutic diet,
FORM CRS-2887¢02-59) Previous Versions Obsolele Fuent IR 525011 Facity iDn 47303 If continuation sheet Page Sof 7
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§483.60(e}{2) The attending physician may
delegate to a registered or licensad distitian the
task of prescribing a resident's diat, including a
therapeutic diet, to the axtent allowed by State
=18

This REQUIREMENT is not met as avidenced
Ly

Based on siaff interviews and record review,
nurses failed {0 obtain complete diet orders for 1
applicable resident with spacific distary neads.
{Resident #1). Findings include:

Per record review on ¥31/2022, Resident #1,
was admitled {o the facility with a medical
condition {Insulin Dependent Diabetes) requiring
the use of a specific therapeutic dlet. When
nursing staff transcribed the orders from the
hospital and inputted therm into the computer at
the nursing home, the nurse did not question why
there were no dietary orders. A second nurse
who confirms that the orders are correct also did
not guastion why there were no dietary orders,
No orders related to diet were ever oblained for
the resident for the 5 days he remained in the
facility,

The facility physician saw the resident on the day
of admission and in the admission note, there is
no mention of a what the dietary orders should
be for this resident. The Registered Diglician did
not see the resident during the time the resident
was in the {acility

The facility was unable to provide any evidence
guch as a distary card, with what the resident ate
during hisfher stay. There was no evidences that
the resident received a therapeutic dist that the
corfainad the appropriate foods for hissher

times 2 months.
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Random audits will be performed on new
F 808 | Continued From page 5 F 808 pdmits that have special dietary needs to engure

ey have a physician order {or a therapentic
diet, weekly times 4 weeks, and then monthly

F808 ¢oC MeJ filz2 U,wel(?al’fw&,
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F 808 | Continued From page & F 808
Insulin Dependent Disbetes diagnosis.
Per interview on 7/27/22 at approximately
12:10pm the Interim Dirsctor of Nursing
confirmed that the resident had no signed
physician arder related to his/her dietary nesds
for the § days that the resident lived in the facility
and there was no way 10 determine i he recaived
& therapeutic diet.
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