7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

May 14, 2015

Ms. Susan Biondolillo, Administrator
Starr Farm Nursing Center

98 Starr Farm Rd

Burlington, VT 05408-1396

Dear Ms. Biondolilio:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
15, 2015. 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,

SONNTN:N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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e nighni to be free fram any
moqsed for aurpos% of

E‘)!Cil‘-}m ;'";as

% resident's medical symptomQ

Ts BEQUIRERIENT 15 not me! as svidencad
oy
Bazed on oDsEVanon, record review, ang siafi

ntansew the Tacily faled to keep 1 of 18
fe%:ﬂﬂﬂ{o in the applicable sample (Resident #4)
free of physical restraints =ingdings Inclugs.

1 Resdent #4 was observed on 4/13/15 a1 §.30
A%\fi seated In 8 wheelchair (w/ch with a seatbelt
buckied across the abdomen When asked (o
raigase the seathelt Resident #4 did not
unoersiand e survevor's request Agamn on
4/14:15 at 935 AM Resident #4 was obsaerved
seff -propelung the wic from the dining room and
with the aeatbeal buckied across the abdoman.
mng subseguant ioielng. Resident #4 rocwrnd
ass; siance of s1aff to remove the seatbelt and
wier from the wic 10 the commods Three
Licensed Nurse Assistant (LNAL staff whe hed
nrovided cars in the past waek were interviewed
ang each dermed thay Residant #4 couid seif-

the sealbell Far racord revigw, Resident
4 nad 5 medcal order for & seatbel slarm whiie
e wio winich was 16 be checked each shift for
o and functionailly Par nurse notes ¢f

5 Resigen #4 couid reiease the seatbed
arm &l will 31 that ume and had damonstrated

s alpiity wiin Physical Therapy. The writien pian
i for '\Dazﬁmn; 24 refers 1o the sentbell as a
rt,“ deviceinhysical restrant (seafpeitin
saleg o confusior, fracture andg fisk of Talls

=

sicase

Preparation andsor execution of this plan
1 of correction does not constitule
admission or agreement by the provider of
the truth of the alleged facts or
conclusions set forth in the statement of
deficiencies, The plan of correction is
prepared and/or exccuted solely because
the provisions of federal and state law
 require it

05/13/15

Ftag 22

Resident #4 restraint assessment was
completed and plan of care have been
updated per facility policy,

. House audit of residents with sell release
-seal belts/restraints has been comgpleted (o
ensure no other patients affected by this |
practice.

Licensed nursing statf will be re-educated
‘by the SDC/designee on the facility
restraint policy/procedure.

:The DNS! designee will camplete random
self release seat belt/restraint audits

maonthly for 90 davs, Resvlts of these
raudits witl be submitted to QAP!
Committee for 3 months to ensurc
-compliance.
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A0 From page

Dunng af\ i m*wew on 41415 ar 100 P the
ector of Nursmg Services (ADNG)

{ i the resident s not abig (o
rejeage the seatball 15 a restraint The ADNS
further confirmed that the written pian of care and
;;mm r & el *’—“dS nc seatbhell alarm does not

of E%f‘s dent #4's gurrent funchional ability.
yoaBZ 20t DEVELOP

TNSIVE CARE PLANS

-
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dity must use the resulis of the assessment
;a@ velop, teview and revise the resideni’s
omp rehensive pian of care

The facibty must osvelop a comprehansive care
plan tor gach resident that includes measurable
piectives and tmelables to meeat a resident's
madisal nursng. and meantal and psychasocial
needs that are dendified in the comprahensive
aesnasment. :

The care plan must describe the services that are
w b furnished o aflan or mamtan the resident’s
mgnest practicable physical. mental, and
psychusocial well-being as required under
$48% 25 and any services thal wouid otherwise
o reoired under §483 25 bl are not provided
due w the residart's axeroise of nghis under
$483 10, inciuding the right to refuse treatment
under 5483 10{bY4)

GUHREMENT 5 not me! as svidenced

et
‘:;asfsd dpon intarddew and record review, {he
aciity faded o develop a plan of cars to mest the

nesds for 1 of 18 residents in the Slage 2
(Resident #1080 Finding includes

e

aample

¢ Ftag 279
- Residenl
frevised,

. House audit of dialysis residents has been
- campleted to ensure no other patients
- affected by this practice.

- The SDC/ designee will re-educate license
, staft on facility policy/procedure of care

- plan implementation, reviewing and
Crevisions.

The DNS/designee will compiete random
-care plan audits on dialysis patients at

- will be reviewed monthly with the QAPI
scommittee {0 ensure compliance.
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# 10 dialysis care plan has been

chinical rounds The results of these audits _
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1 Barrecord and interview, the Und

measurable gnals and objectives 1© address
rsfher renal dialysis cantyal venous catheter

! imited 10 mongonng for bigeding, redness,
sweling, and sain

in mfﬁ e Unft Manager confirmed on

know whal smaergency procedures (o {ollow if
Resdent #1805 OV siarted bleeding.

of the UM, did not know what emergency
procedures o follow f Resident #10 "5 CVC
stared bigeding

483 20021 483 002y RIGHT TO

Thi resitient nas the right, uniess adjudged
noompatent or otherwise found to be
NCADE cgied under the iaws of the State. o
parhicipate m olanning care and treamment or
changes in care and treamment

withe 7 days afer the completion of the
comprelEnsive assessment, prepared by an

for ing resdent and other appropriate sta# in

Yanager (UM confirmed on 471515 gt 107 PM.
that Reswent #10°s plan of care did not include

i (OO and post dalyss care including but not

41515 an ”2 20 Pt that 1 of 2 Nursss, who were
interviewed 0 the presence of the UM, did not

Also, the Unt Manager confirmed on 4/18/1% at
140 P that 2 of 2 Licensed Nurse Assistants
LNA T 51, who were interviewsd in the gressnce

PARTICIPATE PLANNING CARE-REVISE CP

A comnprehensive care pian must de developed

mterdsciplinary wam, that inciudes the atiending
physician, & reqisterad nurse with responsibility

discplings as deterrined by the resident's nesd
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ang o the sxient practcable the aar‘z:c wabon of
he rﬂ%s—"m‘%_ the residant's family or the resident's
ratve and aenam"allv rev;ewac

y 2 iet,zm of qualified persons af

This REO

nG ol

JREMENT s not me! as evidenced
Dy,

Basad on abservalion record review, and staff
imanaave, the facily faled to revise the writlen
plar of care w refiect cwrrent functional ability for
10t 18 residents in the applicabie sample
tRasident#4) Findings include;

1. Residen: iid was gbgerved on 413715 88 930
AM seated n 3 whaeichair (wic) with a seatbsht
ouckiad aoross the ahdomen, Whan asked io
reigase the sealbelt, Resident 34 didg net
dnderstand the survayor's request. Agam on
41745 at §35 AM, Resident #4 was obserysd
self propeling the wic from the dining room and
with the seatbelt huckied across the abdomen.

Duming subseguent toletng, Resident #4 required -

the zssistance of staff to remove the seatbelt and
ranster trom the wic i the commoda Thraoe
Licensed Nurse Assistant (LNA: staff who bag
proviged care in the past week were intervjewad
and gach dened tha! Resioent #4 souid sol-
elgass the seatbell Per record review, Residant
#4 nad & madical order for s seathelt alarm while
i e wie wnich was 10 be checked each shift for
iostion and functonslity Paer nurse notes of
:,-‘;‘.f“"‘:a Fia,st’m*i‘ #4 cauld release the seatoell
1 at will 8t thal ame and had demonsirated
alibiy with iﬁnussca! Therapy The wiitien plan

irpn [
fzars for Resgent #4 refers io the seatbell as a

Frag 280
Resident # 4 restraint care plan has been
revised.

House audit of vesidents with self rotease
seat belts/restenints has been completed fo
ensure no other patients affected by this
practice,
“fhc SDC/ designee will re-educate license
staff on facility poliev/procedure of care
plan implementation, reviewing and
revisions

The DNS/designee will complete random
care plan audits on patients with self
release seat beits at clinical rovnds. The
results of these audits will be reviewed
monthly with the QAPL committee to
ensure compliance.
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Cortirued From page 4 F 2380
suppouve deviceiphyvsical restraint {seatbalt n
w/t . reigted e contusion. fracture and risk of falls
Durng an intervievs on 4/14/15 ar 1 00 PM, the
Assistant Diractor of Nursing Services (ADNS)
confrmead thal if the mszdﬂm s naot able to
lzpse the seatbell 1S a restraint The ADNS
hirther confirmeg tn,«_-r the written plan of care and
orger for a reieasing seatbelt alarm goss not
refiect Resident #4's current funcional abiity
485 G0ia SUFFICIENT 24-HR NURSING STAFF F 283
PER CARE PLANS

The facity must nave sufficient nursing staff 1o
srovide nurssng ang related services o sttain or
mainiam the mgnest practicabie physical, mental
ana psyohosceial well-bamg of each resident. as
astermunet by resident assessments and
indivigual plans of care.

Toe racility must provide services by sufficient
aurnbiers of each of the following tvpes of
personnal on 3 Z4-hour bas:s (o pravige nursing
In accordance with resident

sare 1o all residants
care piars

qer paragraph (o3 oV this
rzes and other mrsing

Lxoept when wawsc under paragraph (o) of thes
sarntion. the .a:i y must gesignate 2 icensed
NUTEE I SEIVE 8% 3 CHBIgE NUIse on each four of
duty

Thir REQUIRERMENT 15 not met as swidenced
i)'
BAEsed on menaews and reedrd reviews (he

SUPED e Pregsay

e
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Pets0ns DDarhely Eyopr I XEE3 Satliy
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BIECRMATION: A -
Hau 353 Staffing
LRI Donbnued From page B F 53

facity fated o assure that there was sufficient
stalff 1o provade care [© gl residents in accordance
with e resigent care plans. Findmgs incluge.

Ty Per Stage 1 h,rqamws tin & sample of 40
saiaried res s:’:f—‘"ts 13 residents siated durng

: 1t erviews stated that the facility did nor
;afﬁ@ suffent siafl o ensure that they got the
cara that they needed. Additonally 2 of 3 famlies

Cmiarviswed siated thal the faciity dd not have

sufficiant staff and an additonal familv member
nGt selegted for interview volunteered inal sthe
dic not fesl that staffing was sufficient on
svanngs and weekends. When gquestioned the
nierviewes's ciad long waits for call ight
responss and or care

21 Per mterview R#107 stated that at § AM an
the maming of 479316 s/he had angina! chest
pan and that site put htsﬁhe; cali ight on. Afer

waiting 10 minutes s/he began hot imring and staff .

came i Thers wag an additional 8 minute wait
until s/he recelver his/her Nitrostat, which s/he Is
not permitted (o keep at the bedside. S/he stated
there have baen olhar times when s/he has had
o wan Tor medication for pain

31 Permtsnsew REZ0E stated that s/ine s
dependent ubon Brpap {8 respIraory, positive
prossure breathing support) to fall asiesp and to
ne adequately rested by sleep The recident
stated that sihe had explained this need to siaffl
and raguesied tha! s'he be assisted by 8 PM R#
208 states that in ordger 1o be sufficiently rested
PM cars wms be done and BiPap applied by ¢
P but that i s often 10-11 PM before histher
Fﬁi‘ﬂan 3 gophad. On one oocasion the BiPap was
otindaiad unlit 2 AN These delays rasult in the
._wﬁwri\ feaing weak and "bad” in the moming

+

Restdem # 102, Rcaidem' # 206, Resident

SR Resident # 39 and Resident # 44
“have been interviewed by social services

to ensure no other delays in call light

response and needs are being met timely,

“Alt residents have the potential o be
-affected by this deficient practice,

The DNS/designee has been recruiting for _
Heensed nurses and ficensed nursing
-assistants. Current strategies inc lude
utilizing local as well as multiple other
states recruitment options, The Tacility has -
‘contracted with 3 temporary staffing
jagencies to provide direct care
facility  Exit interviews are being
ccompleted o identify areas of
%ii}“ipl’()\ft:rncni 1 help with staff retention.
The staff will also be re-educated on
timeliness of call light response.

The DNS/designee will be maonitoring

staffing and scheduling of nursing
personiel on a daily busis o easure i
staffing levels are sufficient 10 nieet
residents needs, This review, along with
recruitment and retention plans will be
reviewed with the QAP committee

monthiy x 90 davs to ensure compliance
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and gffert ms '*m')d Additionally on 4/14/15 gt
:: 15 fi’f\ﬁ e regident reporied to this BUNVEYOr
hal s/he had been inconiinen: the previous
- evening due i 20+ minute delays in calf kgnt
FESpOTSE ENT 1At afier e first episode of
mentinencs g pad was placed and his/her thighs
vere drie with & paper towel n lipy of
meontinence care. siaff stated that thay would
wWaSH mmter iater because they were busy
nanding oul supper trays and they were short
siaffeg

4L Perimatview R¥ 107 steted that s/he has
wated ovar an hour with the call iaht on and :
F#d4 siated that s/he has wailed for 30+ minutes
with the call ight on :

5y On 4/13718 during g residens Interview,
Rms**‘eﬁ* #52 sigted iha?. s/he gets guie
uncomforiabie when up to the wheslchar for
=xtended penods. Resident #5@ compiained that
thers s nof sa“'ﬂﬂn' siaff available zaround
| mealtimes and that this has resulted i1 as much
as an hour waiin the wheslshair before slaff are
avaiabie © ransfer Mm/her barck to bed after s
| rogal
1 Falt 4835000 1dh e Z) RECORDS, : F 431 )
Ghwr D ARE] ,”“"E“’}Rr, DR & BICLOGICALS : :

i The facility must employ or obtam the services of

F a licensen p?}amac;s* whe establishes a system |
! of records of receipt and disposition of all :
E cortrolted drugs o sufficient detat to 2nabig an
atcurgte reconciimbon. and determines thai drug
FECOrs are i order and that an acesunt of all
controfled drugs % manizined ang pariodicaly

Fambic 15 475030 foortnuaton sheet By gg Tofy
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Contnued From page 7 -
Drugs and biclegicals used n the faciity must oe
tabeied in accordance with currently ageepisd

! e
professional principles, and inciude the Flag 431 05/13/15
approprate acoessory and cauhonary : - The outdated blood collection wbing and G
msruchons and the sxpiration date when j © lab supplies have been discarded.

apphisanie.

r sccorttance with State and Faderal jaws. he - House au_dét of’ali‘ b[qo& collection tubing,

e L T - lab suppiws: medication storage of house

i ;,‘,My must store afl drugs and bioiogicals in stock and discharee patients" medication

iocked sompartmenis under proper iemperature was completed i(:emure 1o other
comirgis, and permi only authanzed parsonneaito . . :

have gcoess 1o the kays, residents at risk.

Tre tacity mus: provide separaiely iocked, : . The SDC/ designee will re-educate staff
permans iv amxec compartimanis for siorage of 2 oon procedure of reviewing expiration
corirolled drugs bsted in Schadule il of the : - dates of blood draw/ lab supply
u;ﬁmﬁfﬁhﬁw%iw’“ Drug Abuse FPrevention and : - equipment, discharged patients medication
Conral Act of 1870 and other drugs subjeci o . procedure and medication storage

abuse sxcspt when the facility uses single umit

policyiprocedure for house stock
packags drug G siripubion systems in which the

: medication,
quiant tj, siored 15 minimal and a missing gose can
H o P ; ~ .
be readily detectad - The ADNS/ designee will complete
- random monthly audits of blood collection
5 tubing, lab supplies, discharge patients
This REQUIREMENT 18 not met as avidenzed - medication and medication storage. The
% by results of these audits will be reviewed
: Baged or opservation tha faciity Taied to assure monthly with the QAP committee x 90
thar noogieals used in the facility were withn the days to ensure compliance,
axpliraion date and that and were gispozed of 5 C
“appopnately Findings include 431 eoc C‘xt-“,ﬁp’«tﬁi siils RTYQW\%QMPWU.-'

Por ahservaiion on 4714415 3t 345 P the
fedication Storsge Reoom for 1 unit [Chittenden)
sontained laporatory supplies inciuding bload
collestion vacaum tubes There were 2 trays of
Biue top ood collection Wubes (77 toialy with
axpiraon catas of aither 4 or 772014 {8 months
w5 year oul of aatel, there were aise 2 Tiger op

S Praous vemsons Ohsoisie Swpm i APFIT Tacly 13 700 i oonbng

hon Bnenl Fage £oolv
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Contnued From page & F a3
tube puidated i 2002 and = Gray top tube

gutdated on 22074 There were aise saveral

] outsated Blue op tubes in the fray used | by siaff

; o coliert biood samples

ﬁ-.dd%“(;rra?*v *%ﬁsu was a stool sampie culture

rom@ings which was outdated i 2:2014

o

ihere s a arge piastic binn the room used for
hoidng discarded medications tor prarmany pic
dp There was a plastic basin found on the shelf
with the medication back up supply, which
comamed several open botfles of stock
medications (not oudated and smatl plastic bags -
sontaining 'Wamca?ze s bejonging to 2 mscharqeo

rasigents

e an interview on 4/14/15 the Charge Nurse
confirmed that the iaboratory supplies above
were guidated and shouid be discarded. Sihe
aise stated that sihe was not aware of the reason
that the medications were siored in 2 pasin on the
snelf with the medication supplies and not in the
bir for pharmacy pick up

Zwent {n XPFZT

U owTs0n tf soptinuation shae Page & i T
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BRE PSi e 2 UG GHTT T NGTICE BEFORE ROUMRUODMMATE CHANGE

R DN {

ol 2o Defore the resideny's row OO ne facihes s ghaneed.
A renident e the night 1o receive neucr before she resident’s rovm o roommate n the (acie s ohiang

Thix REQUIREMENT &5 ot met as evidenced by ‘ ‘
Bused on resudent ang safl imerviews and record review the facilicy failed to provide umely notice vf
roorimade change 1 ol 1O residents In the appiicabie smmple (Resident #1023 Findings include:
UoDuining an mterview a2t 40 PM oon 3714015 Residend #107 stated that she had so1 been miiz"ia:ﬂ that the
curren r;:mszzmaic was moving i il she was bemg wheeied into the room Om 4147035 a1 2:08 PR the
seoid worker confirmed Ut the cnvent roommale armved on 279 or 2710705 and that neither "‘F‘ eﬁemrmuc
medicad rovord ter the wrilten oren contained documontazion of noetificaton of new roormmas for Kesident

w02, Preparation and/or execution of this plan
of correction does not constitute

the truth of the alleged facts or
conclusions set forth in the statement of
deficiencies, The plan of correction is
prepared and/or executed solely because
the prm’mom of federal and state law
reguire it,

Flag 247
Resident # 102 has had oo new room
mates,

All residents have the patential to he
aftected by this deficient practice.

The Director of social service! SDC will
re-educate on facility policy/ procedure
for roommate change notification.

The Director of social service’ designee

these audits will be reviewed with the
QAPT committee to ensure compliance,

TR abmivn Bac

Py demorgs p Gulicepey wiich (8 KRN0 e De eivused Fom poren
7 nutsay honses, she Nadings stated sbove ure disclesabie 90 davs
Bonon ae dssaiteablie b davs fullowme the dare ey doctmsrnsls are mad

{Sen

tu the roadon,

Twent 2o NPEZT

admission or agreement by the provider of

will complete random room mate change
audits manthly x 3 months. The results of

|
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