
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

May 5, 2011

Rachael Parker, Administrator
Starr Farm Nursing Center
98 Starr Farm Rd
Burlington, VT 05401

Provider ID #:475030

Dear Ms. Parker:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
April 14, 2011 .

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:jl

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation

http://www.dail.vermont.gov
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Thi,f Plrm of Correction is the Ce"ler~, credible
allcgation of oomplia"c~,

Preporal;OJl andlorexeclilitm oflhls plan a/correction
dtX'~'"tIt Ctll'l8tih/# (td".~,#()n or agrssml/Ill b,v the
p,.()vid~r erlke tl10llhuflfle faclJl alleged or coneluslo"'f
selforth In die statement f}fdtjic~ncl4s. The plait ef
CQrrection is prcport1d tmdlor aecuted 30lely becallS/!
II ;s ~qutred by the prallisians qffederal and state law.

4.How the facility plans to monitor its
performance to make sure that solutions are
sustained: .

3, The Staff Development Coordinator or
designee will in"servicc Nursing Staff on the
facility policy at'ld procedure related to
notification of families in the event of
significant change in the status of the
resident.

The Oirector of Nursing or designee will
monitor through resident r.ecord and 24-hour
report to assure Families or Responsible
Parties are notified timely of significant
changes in resident status. The data will be
reviewed monthly for the next three months,

TIT\. (X8)CATE

2.1he Director of Nursing or designee will
conduct a review of cUIl'Cnt residents and
notify families of responsible parties of those
residents identified as having a significa"t
change of condition.

FlS7 May 6,2011
I.Resident # 1 no longer resides in thE:
facility. Individual nurse was
counseled/educated about nodfyi,ng the
family,

FacJlIIy ID: 415030

FOOO

F 157

The facility must record and periodically update
the address and phone number of the resident's
legal representative or int 'I member.

A facility must immediately Inform the resident;
COr'lsult with the resident's physician; and if
known. notify the resident's legal representative
or an Interested. family member when there Is an
accident invoMng ttle resident which results in
injury and has ttle potential for requiring physician
intervention; a significant change in the resident's
I physical, mental, or psychosocial status (i.e., a

Ideterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complicatiOns); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
eo"$equen~s. or to commence a new form of
treatment); or 8 decision to transfer or disoharge
the resident from the facility as specified In
~3.12(a),

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or Interested family member when there is a
change in room or roommate aSSignment as
specified in i483.15(e)(2); or a change in
resident rigt'tts under Federal or State law or
regulations as sper.:ified in paragraph (b)(1) of
this section.

The Division of licensing and Protection
conducted an unannounced onslte complaint
Investigation on 4/14/11. A regulatory defiCiency
was eitecl as a result

F 157 483.10(b)(11) NOTIFY OF CHANGES
ss••o (INJURY/DECLINE/ROOM, ETC)

F 000 INITIAL COMMENTS

FORM CMS.2S67(02.99) PrevlQUll VllIIIOIlI Obsolet!l

. ~<..R../
Any deficiency &t ent e" ng with an asterisk (") de • deflclency whieh the InstttutJanmay be • IIIId ~ COINcting providing It ~ detennlned that
ottler safeguards pravide au lelrt protection to the pattents. (See instrUctions.) Except for nUral"g nomes, ttlll findings steted abow are diaclOllsble eo days
following the dllte of survey whelher or not a plan of correctlol'llG provided. Far nursing hOmeS. the above flndinp and plans of correction are dildoHble 14
days following the date these documents are made avallaDIe 10ttl. facility, If defldencles ani cited, an approved plan of correGtlOflls requisite to continued

pl'Clgrem participation.

LABORATORY 01
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TAG
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F 157 Continued From page 1

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the facility
failed to notify Resident # 1's family of a change
: in condition. Findings include:

F 157
ThIJ Plan ofCorrSClflJn L~llle center's cl'(ldib/e
alte/{arion of compliance.

Prtparat1.on and/or extCUIIc1l of this p/alt 0/correction
doez nol CO/l.flltll/eadmission or agnemenl by 1M
provider oflht lrutll o,flile/aels all<lged or COile/ill/ens
u/ forth in the tlO/<l/ftllnr of deficiencies. The plan of
cotreCUell /.t prepartd amlla!' eucukd so/eiy becallse
it is required by tIJ(!proviSions offedelV1l and slaza law.

Per record review on 4/14111 at 8:45 A.M.,
Resident #1 had a change in conditiol'J on 411111
that necessitated notifiCation of the on-eall
physician. The family of Resident #1 was not
notified of this change in condition. Re$ident #1
required transfer to the hospital on 4/101'1 and
was admitted at that time for medical treatment.
In a 4/14/11 interview at 10:05 A.M .• the Facility
Executive Director stated that it Is facility policy to
notify family of any change in condition,
regardless of any changes In treatment. The
Executive Director confirmed that the family was
not notified of Resident #1'9 4n111 change in
. condition.
I

then quarterly. This will be reviewed at the
Quality Assurance meeting with subseq\lent
plan of correction developed and
implemented as nt:cessary. Monitored by the
DNS or designee.

FOAM CMS-.2se7(O~.IIlI) PrevlOUB VotOlont Obsolete Event ID: MBKR" Faetllty 10: 475030 . If continuatlon sheet PlI!J'l 2 of 2


	00000001
	00000002
	00000003

