2~ 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://ww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

May 27, 2015

Ms. Susan Biondolillo, Administrator
Starr Farm Nursing Center

98 Starr Farm Rd

Burlington, VT 05408-1396

Dear Ms. Biondoilillo:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 6,
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,

SRR N

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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98 STARR FARM RD

STARR FARM NURSING CENTER
BURLINGTON, VT 05408
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Arunannounced onsite investigation was

conducted by the Dwision of Licensing and

Protecuon on 5715 regarding four enty self

and one complaint regarding care and

The toliowing regulatory deficiencies

ware identified as a resulf of the suryey
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Tne services provided of arranged by the facil
st meet professional stendards of guakty.

= REGUEREMENT 1= not met as svidencad
oy

Based on record review and nterview, the facility
fatled to provide services that meet professional
standards for 2 of § residents by failing to follow
physician orders for a medication dose change
Hesident #1; and for failing to act on the medical
ecemmencation made by the Emergengy
Department for a resident with altered menal
satus and for contmung to administer @ pro {as
eded madication without ndcaling a reason
Resdent 430 Findmg molude.

i

Frer 18 medical record review, Residant #1
nad 2 disgnosis of hypothyrodism, a condition
where the thyrod gignd does not make sufficient
‘nvrosd hormons and was receiving medicabon o
correat the deficiency On 3/11/15 iabs thal
monitored thyroid lunction were reported as
wnonmal and on 31315, Resdent #1's
hysicmn ordered an moreasa 11 the dose of
otfyyroxing {thyrowd replacemant medication)
o Q00 meg 0 225 moeg perday  Par review of
e MAR (Medicalion Admmistration Records,
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Csimlennent anding wath an astensk 7 denotes a @ ﬁmh,;encv which the institutron mav be excused fram correeting pfesfr'jmh s detarmined that

O suffient profection to the paients {See instructions ) Exgept for nursing nomes lhe fngdings stater above are disgiosabia 90 Vs
survey whather o7 nol g plan of sorraction is provwisg  For aursi g homaes. the above fingings and plans of corechon are discipsable 14
e Wese dosuments are made avadable fo the faulty I deficiencies are cited, an approved plan of coredion s reauisite 1o ool o
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[EACH GORR ADTION SHOULD BE
CROBSFEFERENCED TC THE APPRGDRIATT
; IENCY)
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50 Coantued From page 1 . ® Rexiﬁenj&}‘.ii'ch-'f}t}'iyruxixn?
o Cnr Resident #1 receied 278 K med:catl)m? is being administered
m;r ol levothyroxing H‘fjd;,:é: Whi&r;” ii;zm;w per physicians” orders.
Msf zsecb;‘zs;ie)rﬁ Res:dénl #v ‘shrﬁed}-;ai és‘cierz; for Rgs’.def],i #3 no longer resides at - June 3, 2015
Aarit and May 2018, they incorrectly enlerad the the taciliry.
présvious dose of 200 mog into the arders and :
MAR As a consequence, Resident #1 recaved »  House audit completed during
200 meg of Levotnyroxing instead of the ordered monthly editing of residents
<29 mog from 40115 untd the day of the survey Medication administration
~hen e error was wentfied. On 8/8/15 at 1.35 records-to- Physician orders 1o
PM. asaciity Unit Manager (UM confirmed the ensure no other residents affected
above information and that physican orders were | hy this deficient practice. All
Aot fniiowed , T
residents have the potential to be
- Per Bib/1G medical record review. Residan: 43 affected by this practice.
#as agnosad with multiple chrome madieal
condiions, which mnciuded polypharmacy (the use s The SDC/ designee Re-Educated
3t multipie meications with increassd risk for nursing statf on the best practices
drug o drug mteractions and side effectsy Per far monthly ed iting procedure,
_Buiew of the nursing progress noles. on 323715 Madication guidelines for
Sesident #3 was sent o the ERE’Emegency aciminisieriné and documenting
QO(im} aﬁg: Ef"f""'**“’“"‘“‘“g{ at 1.30 AM angry, PRN utilization. Also re-education
coniused and tearful | A covenng physician was on best practices of reading and
notfied, and the resident was sent to the Ef? for s .pramw? wpreadmg an
evarition and treatment for aliered mental reviewing the discharge summary
sEtus Perreview of the FR Alter visit Summary, with physician upon return from
ne Discharge instructions mciuded. "1 Regular emergency room or other sites of
madinme b would not lake Benadry! again,” 1a services to ensure folfow gp on
medication that had been administerad to the recommendations,
nEsident on 3/22/15 at 8 PM for reported pruriius
nehingyl Parreyiew there was no evidence in e The DNS/designee will complete
(he medical record that Resident #3's primary random monthly audits of
cace provider had been notifisd by staff of the ER et , e - e
’ . , residents medication record edits
recommendation te stop Benadryt The resident . -
wag also adminisiersad Banadryl on 3/25, 3/28. as well as d[sc_‘h&rge Summartes
RET and BI30 Though the medicauon was Histed recommendations (o ensure
2% & con rmodication. there was no documentation compliance. The resuits of these
a1 ine MAR orn the nursing progress notes fo audits will be reviewed monthly
with the QAP! commmittee x 99
days to ensure substantial
o | Bl 1y MPEC Favity 10 g5 COMpliance. a0 2 ol E
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in 5al 0 20 AM the Sta® Development
N rrff=rrrzﬁf% the above information,
Aatinonally, sme reporied inal when residents
the nurse who receives the
! ¢ facility reviews the franstion
of care summ and is responsible for notitying
tie resident sician of ER recommendations
s/he confirmad hat thare was no avidence that
?h!‘i ocourred afler Resident #3 retumead o the
facility including in a physician communication
Look) mésﬂs she confirmed that atthough it i an
expectation for nursing sta¥ to document a
wason for pre medication use thers was no
accumentation as o e reason Resident #3 was
admirstered Benadryl on the dates following the
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Lappincott Manual of Nursing Practice |
Waohers Kiuwer Hesith/Lippineott '
rt‘:’:; & Wilking,

Hel DRUG REGIMEN REVIEW REPORT
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of each resident must he

The drug {agz?;w
asi gnoe a month by a licenssd

revimwad gt
sharmacint

Tne pharmacist must repor any sregularities to
atlgnding physician, and the director of
NBING, @nd these reporis must be acted Unon,

This REDUAREMENT s not as evidenced
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A8 Sontnued From page 3
Based on staff interviaw and record re view The
Taciiity fedled to ensure that the consuitant
Fharmacist reportad any medication iregularies
wthe factity and attending physizaan for 2 of 6
spphoable rasidents in the survey sample
‘Resident #1 and Reswlan #33 Firddings inctude
PoPer S8 medical record review. Resident #1
nadt a diagnosis of hypothyroidism. a condifion
where the thyroid gland does not make sufficient
Ny hormone. and was fecering medication o
corrent the deficiency On 3/11/15. labs that
morslored thyrow? function were roparted as
annarmal and on 3/113/15 Resident #1s
physiCan ortdered an increase in the dose of
evoihyroine (thyrond replacement meadication)
Eom 200 Mg 1o 225 meg per day. Per review of
: & MAR {(Medicalion Administration Record),
from I/14715. /31415 Resdent #1 received 225
of tevathyroxine . However whern NLr&Ing
stalf reconclied Resident #1's medical ordsrs for
§ mprtand May 20135 they incorrectly entered the
previous dose of Z00 meg 1o the orders and
MAR As & conseauence, Resident #1 received
200 mog of Levothyroxme insieag of the ordered
J25 meg frorm 47118 unti the day of tha survey
shen the error was dentfied On 545715 at 1 45
PR a taciny Une Manager (U confirmed the
atove information and that the pharmacist
consultant did not identify or report the irragLiarity
zanng rws/her monthly medication review.
Per B6/15 medical record review, Resident 3
was diagnoesat with muliple chronic medical

! mey

of musitiple medications with increased rsk for
drug e drug interachons ang side effects) Per
reaview of e NWSING Progress notes on 305/ 15,
Heosiden! #3 was seni to the ER {(Emergency

; Roum; after awarening at 130 AM angry,

; corfuses and teasful. A covering physician was

condions, which included polvpharmacy (the use |
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*  Resident #1 Levoth yroxine
medication is being
administered per physicians’
orders.
Resident # 3 1o longer resides
at the facility.

lune 3, 2018

*  Aliresidents have the
potential 10 be affected by this
deficient practice.

¢ The SDC/designes re-
educated the consultant
pharmacist on the reguirement
of the monthly drug regimen
review,

s The NS/ designee will
complete random audits an
monthly drug regimen
reviews and report the results
to the QAP commiftee
monthly x 90 davs to ensure
compliange,
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it and the resident was sent to the ER for
evatuaton and troatment for altered menial
staiig Perreview of the BER After ‘Jtsn’ Summary
the [hsehame mstrycuons included Fx‘ﬂgu ar
icme, bl would not ake Boramji again’ {a
medicaton thal had been agdministered to me:
resilant or 22215 at 8 PM for reporied prurius
dienngit Par review, there was no evidence i
the madical record that Resident #2's & primary
marg provider had been notihed by staff of the ER
reeommendaiion (o 30p Benadra! The resident
wiHs 280 admimstered Benadryl on 3725 3198,
2 w7, and 373G Though the medication was isted
3 & proomadhoation, there was no docurmeariation
4 trw MAR or in the nursing brogress notes to
indicate the reason,

e

O SIBAE at 10:20 AN the Staft Developmen
Nurss confirmed the above mformation,
Agditionatly. s/he repofied that when residents
reium from the R, the nurse who recewves the
esident back o the faciily reviews the transiion
oé CAre summary and s raspor%abte for notiying
the remdent's physician of FR recommendsations
s/he conhirmed thal there was no evidence {hat
trus occurred afler Resident 3 returned 1o the
facidy, On %818 21 1080 AN the Staff
Development nurse aiso connrmed that the
pharmacist consdaiant did notidentify or report
the faifure to act on the ER recommendation to
continue use of Benadryl to the facility or
sian duting msther monthiy medicaion

aview
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