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AGENCY OF HUMAN SERVICES
DEPARTMENT OF IMSABILITIES, 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

January 21, 2016

Ms. Susan Biondolillo, Administrator
Starr Farm Nursing Center
98 Starr Farm Rd
Burlington, VT 05408-1396
Provider ID #: 475030

Dear Ms. Biondolillo:

The Division of Licensing and Protection completed a survey at your facility on January 11, 2016.
The purpose of the survey was to determine if your facility was in compliance with Federal
participation requirements for nursing homes participating in the Medicare and Medicaid programs.
This survey found that your facility was in substantial compliance with the participation requirements.
However, there is one deficiency that does not require a plan of correction_but does require a
commitment to correct. All references to regulatory requirements contained in this letter are found in

- Title 42, Code of Federal Regulations. Please sign the enclosed CMS-2567 and return the original to
this office by January 31, 2016.

Informal Daspute Resolution
In accordance with §488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process. To be given such an opportunity, you are required to send your
written request, along with the specific deficiencies being disputed, and an explanation of why you are
disputing those deficiencies, to Suzanne Leavitt, RN, MS, Assistant Division Director, Division of
~ Licensifig and Protection. This request must be sent during the same ten days you have for returning
the enclosed CMS-2567 statement of deficiencies. An incomplete informal dispute resolution process
will not delay the effective date of any enforcement action.

Sincerely,

SRR\

Pamela Cota RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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475030 B. WING 01/11/2016
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE

98 STARR FARM RD

STARR FARM NURSING CENTER BURLINGTON, VT 05408

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CRDSS-REFERENCED TO THE APPROPRIATE DATE
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An unannounced onsite investigation of 1 entity
self-report and 1 complaint concerning care and
services was conducted by the Division of
Licensing and Protection on 1/11/16. While the

facility was found tp be in substantial compiiance
with regulatory requirements, the following
regulatory issue was identified:

LABORA_TORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instrugtions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether of not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabie to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program paricipation.
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STARR FARM NURSING CENTER BURLINGTON, VT
1D S
PREFIX™ T - - - 7 T
TAG SUMMARY STATEMENT OF DEFICIENCIES
F226 483.13(c} DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written policies and procedures that prohibit mistreatment, neglect,
and abuse of residents and misappropriation of resident property.

This REQUIREMENT is not met as evidenced by:

Based on staff interview and personne] record review, the facility failed to operationalize policies related to
the completion of a pre-employment screening check for 1 of 5 newly hired employees as required by
regulation. Findings include:

Per personnel record review on 1/11/16, there was no evidence that the facility had completed a criminal
background check prior to the start of work for 1 of 5 new staff hires. During an interview on 1/11/16 at 2:33
PM, the facility Director of Nursing {DNS) confirmed that the above screening was not completed per policy.
S/he reported that there had been recent changes in the facility's pre-employment screening process and that
the staff member who had done the checks was no longer working. The DNS reported that the employee
without a ¢riminal background check would be immediately removed from duty until it is completed.

*This is an "A" leve] citation.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which (he institution may be excused from correcling providing il is detenmnined that other sateguards provide suftictent
protection to the paticnts. (See insiructions.) Except for nursing homes, the findings siated above are disclosablc 90 days following the date of survey whether or 1ot 2 plan of comrectiow is provided.
For nursing homes. the above findings and plans of commeetion are disclosable 14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of

The ahove isolated deficiencies pose no aetual harm to the residents
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