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The Division of Licensing and Protection 
conducted a survey of the facility's emergency 
preparedness program as part of an onsite, 
unannounced recertification survey on 4/6/2022. 
The following regulatory deficiencies were 
identified: 

Preparation and/ or execution of this 

E 022 Policies/Procedures for Sheltering in Place 
SS=C CFR(s): 483.73(b)(4) 

E 022 

plan of correction does not 

constitute the providers admission 

of/or agreement with the alleged 

violations or conclusions set forth in 

this statement of deficiencies. The §403. 7 48(b)(4), §416.54(b )(3), §41 B.113(b )(6)(i),
§441.184(b)(4), §460.84(b)(5), §482.15(b)(4),
§483.73(b)(4), §483.475(b)(4), §485.6B(b)(2),

§485.625(b)(4), §485.727(b)(2), §485.920(b)(3),
§491.12(b)(2), §494.62(b)(3).

plan of correction is prepared and/or 

(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph ( a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section, The policies and procedures must
be reviewed and updated at least every 2 years
[annually for LTC facilities]. At a minimum, the
policies and procedures must address the
following:]

[(4) or (2),(3),(5),(6)] A means to shelter in place 
for patients, staff, and volunteers who remain in 
the [facility]. 

*[For Inpatient Hospices at §418.11 S(b ):] Policies 
and procedures. 
(6) The following are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:

f; 

executed as required by State and 

Federal Law. 

E022 
I 

1. No Residents had negative

Effects as a result of the

alleged deficient practice.

2. All Residents, Staff and

Volunteers have the potential

to be affected by the alleged

deficient practice.

3. Develop and implement

policy and procedure specific

to sheltering in place.

4. Education provided to Menig

employees regarding new p

policy and procedure.
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, TITLE • 

Vc.YJJJ,.�j�l,�Rc\_A½-:� ") LN t�· A, ..- V f Jsu� �\JJ0,f (,u_J_.; &VZC 
Any deficiency stclement ending +1fi a�terisk (*) denotes a deficiency which the institution may be excused from correcling providing it is determined that 
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings slated above are disclosable 90 days 
foliowlng the date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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(i) A means to shelter in place for patients,
hospice employees who remain in the hospice.
T his REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review, the
facility failed to develop policies or procedures for
a means to shelter In place for residents, staff,
and volunteers who remain in the facility during
an emergency. Findings include:

1. Per record review, the facility's emergency
preparedness policies and procedures did not
contain a policy outlining procedures for
sheltering in place during any emergency for
which the policy may apply.

Per interview on 4/6/2022 at approximately 1 o:oo
AM, the Administrator confirmed that they do not 
have a policy outlining procedures for sheltering 
residents, staff, and volunteers in place. 

E 039 EP Testing Requirements 
88:c:C CFR(s): 483.73(d)(2) 

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483. 73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)(2),
§491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, OPO, 
"Organizations" under §485.727, CMHCs at 
§485.920, RHCs/FQHCs at §491.12, and ESRD
Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. T he [facility]
must do all of the followlng:
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E 022 5. Monitoring of Emergency

Preparedness Policies and

Procedures to occur at

Quarterly QAPI meetings.

E 039 

6. Corrective Action to be

completed by 5/20/22

E039 

1. No Residents had negative

Effects as a result of the

alleged deficient practice.

2. All Residents have the

potential to be affected by

the alleged deficient practice.

3. Schedule and execute at

least 2 exercises to test the

emergency plan annually.
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(i) Participate in a full-scale exercise that is

community-based every 2 years; or

(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or

(B) If the [facility] experiences an actual

natural or man-made emergency that requires 
activation of the emergency plan, the [facility] is 
exempt from engaging in its next required 
community-based or individual, facility-based 
functional exercise following the onset of the 
actual event. 
(ii) Conduct an additional exercise at least every 2

years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is 
not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
{C) A tabletop exercise or workshop that is led by 
a facilitator and Includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's} emergency plan, as needed.

*[For Hospices at 418.113(d):J 
(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:
(i) Participate in a full-scale exercise that is 
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community based every 2 years; or 
(A) When a community based exercise is not

accessible, conduct an individual facility based
functional exercise every 2 years; or 

(B) If the hospice experiences a natural or

man-made emergency that requires activation of

the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exercise or indlvidual

facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional exercise every 2 years,

opposite the year the full-scale or functional

exercise under paragraph (d)(2)(i) of this section

is conducted, that may include, but is not limited
to the following:
(A) A second full-scale exercise that is

community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop that is led by 
a facilitator and includes a group discussion using

a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions

designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient

care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice 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 individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of

FORM CMS-2567(02-99) Previous Versions Obsolele EvenllD: BDCO11 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WJNG _______ __ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

215 TOM WICKER LANE 

RANDOLPH CENTER, VT 05061 

PRINTED: 04/18/2022 
FORM APPROVED 

0MB NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

04/06/2022 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

E 039 

Facility ID: VT475058 If contlnualion sheet Page 4 of 17 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

475058 

NAME OF PROVIDER OR SUPPLIER 

MENIG NURSING HOME 

{X4)ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

E 039 Continued From page 4 

the emergency plan, the hospice is exempt from 
engaging in its next required full-scale community 

based or facility-based functional exercise 
following the onset of the emergency event. 

(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) A second full-scale exercise that is

community-based or a facility based functional

exercise; or
(8) A mock disaster drill; or 

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion using a

narrated, clinically-relevant emergency scenario,

and a set of problem statements, directed

messages, or prepared questions designed to

challenge an emergency plan.

(iii) Analyze the hospice's response to and

maintain documentation of all drills, 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) Testing. The [PRTF, Hospital, 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 exercise that

is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,

facility-based functional exercise; or 

(B) If the [PRTF, Hospital, CAH] experiences an

actual natural or man-made emergency that

requires activation of the emergency plan, the
(facility] is exempt from engaging in its next

required full-scale community based or individual,
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facility-based functional exercise following the 
onset of the emergency event. 

(ii) Conduct an [additional] annual exercise or

and that may include, but is not limlted to the 
following: 
(A) A second full-scale exercise that is

community-based or individual, a facility-based
functional exercise; or

(8) A mock disaster drill; or
(C) A tabletop exercise or workshop that is

led by a facilitator and includes a group 
discussion, using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an emergency 

plan. 
(iii) Analyze the [facility's] response to and

maintain documentation of all drills, tabletop 
exercises, and emergency events and revise the 
[facility's] emergency plan, as needed. 

*[For PACE at §460.84(d):] 
(2) Testing. The PACE organization must conduct

exercises to test the emergency plan at least
annually. The PACE organization 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 individual,
facility-based functional exercise; or

(8) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community

based or individual, facility-based functional
exercise following the onset of the emergency
event.
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(ii) Conduct an additional exercise every 2

years opposite the year the full-scale or functional 
exercise under paragraph (d)(2)(I) of this section 
is conducted that may include, but is not limited to 

the following: 
(A) A second full-scale exercise that is

community-based or individual, a facility based
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by

a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,

directed messages, or prepared questions

designed to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop

exercises, and emergency events and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):] 
(2) The [LTC facility] must conduct exercises to

test the emergency plan at least twice per year,
including unannounced staff drills using the

emergency procedures. The [LTC facility,
ICF/IID) 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 individual,
facility-based functional exercise.

(8) If the [L TC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next

required a full-scale community-based or

individual, facility-based functional exercise

following the onset of the emergency event.
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(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility based
functional exercise; or 
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.
(iii) Analyze the [LTC facility) facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[L TC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]: 
(2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per year.
The ICF/IID 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 individual,
facility-based functional exercise; or.
(B) If the ICF/11D experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/11D is exempt from
engaging in its next required full-scale
community-based 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 limited to the following:
(A) A second full-scale exercise that is
community-based or an Individual, facility-based
functional exercise; or
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(B) A mock disaster drill; or
(C} A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency

scenario, and a set of problem statements,
directed messages, or prepared questions

designed to challenge an emergency plan.
(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the

ICF/IID's emergency plan, as needed,

*[For HHAs at §484.102] 

(d)(2) Testing. The HHA must conduct exercises 

to test the emergency plan at 
least annually. The HHA must do the following: 
(i) Participate in a full-scale exercise that is

community-based; or
(A) When a community-based exercise is not

accessible, conduct an annual individual, 
facility-based functional exercise every 2 years; 
or. 

(B) If the HHA experiences an actual natural
or man-made emergency that requires activation 

of the emergency plan, the HHA is exempt from 

engaging in its next required full-scale 
community-based or individual, facility based 
functional exercise following the onset of the 

emergency event. 

(ii) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional

exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not

limited to the following:
(A) A second full-scale exercise that is

community-based or an individual, facility-based 
functional exercise; or 

(B) A mock disaster drill; or
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(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group 
discussion, using a narrated, clinically-relevant 
emergency scenario, and a set of problem 
statements, directed messages, or prepared 
questions designed to challenge an emergency 
plan. 
(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as needed.

*[For OPOs at §486.360] 
(d)(2) Testing. The OPO must conduct exercises 
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, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.
(ii) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCl's and
OPO's] emergency plan, as needed.

*[ RNCHls at §403.748]: 
(d)(2) Testing. The RNHCI must conduct 
exercises to test the emergency plan. The RNHCI 
must do the following: 
(i) Conduct a paper-based, tabletop exercise at
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least annually. A tabletop exercise is a group 

discussion led by a facilitator, using a narrated, 

clinically-relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 

emergency plan. 

(ii) Analyze the RNHCl's response to and
maintain documentation of all tabletop exercises,

and emergency events, and revise the RNHCl's

emergency plan, as needed.
This REQUIREMENT is not met as evidenced

by:
based on staff interview and record review , the
facility failed to conduct a second full-scale or
tabletop exercise that meets the requirements of

the additional exercise to test the emergency plan
at least annually. Findings include:

1. Per record review, the facility could not
produce evidence of a second exercise to test the

emergency plan in the last year that met the
requirements of a second full-scale exercise or a
table-top exercise that uses a clinically-relevant
emergency scenario led by a facilitator.

Per interview on 4/6/2022 at approximately 12:00 

PM, the Director of Nursing confirmed that the 

facility had not conducted a second full-scale or 

tabletop exercise that meets regulatory 
requirements of such an exercise within the last 

year. 

F 000 INITIAL COMMENTS 

The Division of L icensing and Protection 
conducted an onsite, unannounced recertification 

survey and staff vaccination requirement review 

from 4/3/2022 through 4/6/2022. The following 
regulatory violations were Identified: 
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SS=E CFR(s): 483.15(c)(3)-(6)(8) 

§483.15(c)(3) Notice before transfer.
Before a facility transfers or discharges a
resident, the facility must-
(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.
(ii) Record the reasons for the transfer or
discharge In the resident's medical record In
accordance with paragraph (c)(2) of this section;
and
(Iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.
(i) Except as specified in paragraphs (c)(4)(1i) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be 
made by the facility at least 30 days before the 
resident is transferred or discharged.
(ii) Notice must be made as soon as practicable
before transfer or discharge when-
(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(1)(C) of
this section;
(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;
(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;
(D) An immediate transfer or discharge is

I required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or 
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1. Resident#27 and #380 had

no negative effects as a result
of the alleged deficient
practice. Verbal
communication regarding the
urgent medical transfer was
documented.

2. All residents that are
transferred due to an urgent
medical need have the
potential to be affected by

:

the alleged deficient practice. i
3. Policy & procedure related to i

Transfer/Discharge reviewed I 

and updated to include i 
I 

written communication to. I 

i 

resident and/or resident's 
representative, as well as 
Ombudsman. Development 
and implementation of form 
letter template for use in 
written communication of 
urgent medical transfer. 

4. Re-education provided to
Care Manager and Nurses re:
the ne�d for written
notification of transfer and
form utilization.

: 
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(E) A resident has not resided in the facility for 30
days.

§483.15(0)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:
(i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;
(iii) The location to which the resident is 
transferred or discharged;
(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
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 .  106-402,
codified at 42 U,S,C, 15001 et seq.); and
(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the 
agency responsible for the protection and 
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(0)(6) Changes to the notice.
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If the information In the notice changes prior to 
effecting the transfer or discharge, the facility 
must update the recipients of the notice as soon 

as practicable once the updated information 
becomes 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 notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483,70(1).
This REQUIREMENT is not met as evidenced
by:
Based on staff interviews and record review the
facility failed to notify the resident and/or
resident's representative in writing of a
transfer/discharge; and send a copy of the notice
to the Ombudsman (public official appointed to
investigate complaints people make against
government and/or public organizations) for 2 of 2
applicable residents in the sample (Resident #27
and Resident #380). Findings include:

1.) Per record review Resident #380 ·experienced 
a change in mental status and was transferred to 
the hospital on 3/17 /22. The resident was 
admitted back to the facility on 3/18/22. There 
was no evidence in the record that the resident 
and/or their representative; and/or the 
Ombudsman was notified in writing of the 
transfer/discharge. Per interview on 4/5/22 at 
1 :28 PM with the Administrator, S/He stated that 
families were always involved when residents 
were transferred to the hospital. S/He further 
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stated that S/He had "never given a written 
notice" and that the facility "always accepts 
residents back'\ During that time, the Social 
Worker also confirmed that the facility was not 
providing these notices to any residents, their 
representatives and/or Ombudsman when a 
transfer/discharge occurred. 

2.) On April 4, 2022 during an interview with a 
family representative of resident #27 It was 
revealed that the resident had been transferred to 
an acute care hospital on March 24, 2022, 
returning later the same day. The resident 
representative denied receiving written 
notification of the transfer to the hospital. Per 
record review there is no evidence in the clinical 
record that the resident, the resident's 
representative, or the Ombudsman were notified 
in writing of the transfer to the hospital. On April 
16, 2022 at approximately 9:20 AM a member of 
the Social Service Department confirmed no 
written notification had been provided. 

F 656 Develop/Implement Comprehensive Care Plan 
SS<=D CFR(s): 483.21 (b)(1) 

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
Implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10( c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
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describe the following 
(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483, 10, including the right to refuse
treatment under §483.10(c)(6).
(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, ii must indicate its
rationale in the resident's medical record.
(iv)ln consultation with the resident and the
resident's representative(s)-
(A) The resident's goals for admission and
desired outcomes.
(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate 
entities, for this p'urpose.
(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.
This REQUIREMENT is not met as evidenced
by:
Based on observation, staff interviews, and

record review the facility failed to implement a
nutrition care plan for 1 applicable resident
(Resident #5). Findings include:

During the lunch meal on 4/4/22 at 12:10 PM, 
Resident #5 was observed eating half of a grilled 
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cheese sandwich with crust on the bread. Over 
the course of the lunch period, the resident 
proceeded to eat the second half of the sandwich 
which also contained crust on the bread. 

Per record review Resident #5 has a diagnosis of 
Alzheimer's disease (A progressive disease that 
destroys memory and other important mental 
functions.) and celiac disease (An immune 
reaction to eating gluten, a protein found in 
wheat, barley, and rye.), and a history of 
unintended weight loss. Per a dietitian's note from 
4/1/22, it states "sip eval res swallowing funct. 
this past quarter and downgraded diet". The 
resident's care plan dated 3/2/22 states, "Diet to 
include ground meats with extra moisture, add 
extra moisture to breads or muffins, cut crusts off 
bread, avoid particulates such as rice, corn, or 
peas. avoid straws alternate sips and bites during 
meals". Per review of Resident #5's diet ticket 
from 4/4/22 it states, "Grilled Cheese on Gluten 

Free Bread-1 Ea extra gravy/moisture no crust". 

Per interview on 4/5/22 at 3:35 PM with the 
Director of Nursing (DNS), S/He confirmed that 
Resident #5's care plan was not being followed 
and that the resident should not be given bread 
with crust at any time. 
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4/26/2022 

Gifford Retirement Co1nmunity 

215 Tom Wicker Lane, Randolph Center, Vermont 05061 
802-728-7887 • fax 802-728-7886

Pamela Cota, RN - Licensing Chief 
HC 2 South, 280 State Drive 
Waterbury, VT 05671-2060 

Dear Mrs Cota: 

Enclosed is the signed 2567 and the Plan of Correction related to the deficiencies 
sited during the recertification survey on April 3, 2022. 
Please let me lmow if you have any additional questions or concerns. 

Sincerely, 

��� 
VP of Senior Services GRC 

215 Tom Wicker Lane 

Randolph Center, VT 05061 

Email: umargazano@giffordmed.org 

Direct Phone 802-728-7887 !Fax 802-728-7886 

giffordhealthcare. org 
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