
Aor<eb' VERMONT 	 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/I-TY (802) 871-3317 

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

July 31, 2014 

Ms. Rachael Parker, Administrator 
Starr Farm Nursing Center 
98 Starr Farm Rd 
Burlington, VT 05408-1396 

Dear Ms. Parker: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July 2, 
2014. 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, 

Pamela M. Cota, RN 
Licensing Chief 

PC:jI 

Developmental Disabilities Services 	Adult Services 	 Blind and Visually Impaired 
Licensing and Protection 	 Vocational Rehabilitation 
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F 000 1  INITIAL COMMENTS 

The Division of Licensing and Protection 
conducted an unannounced onsite annual 
recertification survey ending 7/2/14. Findings for 
the survey are as follows. Additionally, a 
complaint investigation was conducted during the 
survey. There were no regulatory findings related 
to the complaint. 	• 

F 241 483.15(a) DIGNITY AND RESPECT OF 
ss.a.0 INDIVIDUALITY 

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality. 

F 000 
This Plan of COI-elicit-in is the coruer's credible 
allegation of complionee, 

Preparation ooldfor execurion of this plan ofcor/cc:ion 
does not conoteMe admission Or agreement by the 
provides of The moth of the faces alkgeol Or concha:au 
sei,forth in the Stolegin7l of dnficiencies. The plan of 
sorreslion I.. prepared onti/nr en:cured [mkt ,  neciacte 
it is required by the prmrisienS of federal and stare law 

F 241 F241 DIGNITY AND RESPECT OF 
	

I R-2-2014 
INDIVIDUALITY.  

Nursing staff responded to dignity needs of 
Residents Al 264, #94 and resident that 

requested anonymity upon discovery. 

Rounds completed to observe other residents 

and ensure each resident's dignity and 

respect in full cognition of their 
individuality. 

Staff will he re-educated regarding need to 

ensure the following: residents are 
appropriately dressed and/or covered when 
in common areas and in their rooms per their 
preferences, staff will knock and/or call 
when entering resident rooms and explain 
procedures/ tasks to resident on entry into 

resident's room. 

Nursing Manners, staff nurses and/or Social 
Services will conduct random weekly unit 

rounds x 3 mouths to ensure compliance 

with promoting resident care in a manner 

and in an environment that maintains or 
enhances each resident's dignity and respect. 

Audit andings will be reported to the ()API i  

Committee monthly x 3 months, 

ER rEPRESENTATIV " SIGNATURE 	 T‘ TIT 

This REQUIREMENT is not met as evidenced 
by; 
Based on direct observation and staff and 

resident interview, the facility failed to care for 3 
of 21 residents in the survey sample in a manner 
and in an environment that maintains the 
resident's dignity and respect (Residents #264, 
94) Findings include: 

1. Per observation on 2/18/14 at 9:00 AM, a 
resident (who requested anonymity) was 
observed eating breakfast in the main dining 
room of the long term care unit wearing a johnny 
(a short gown that is fastened in the back with 
string ties) with only the string at the neck 
fastened, exposing bare skin from the neck, with 
widening exposure down to the lower back. The 
gown was not pulled down over the lap area 
sufficiently, so skin from the knee to the upper 
right thigh was also ' I. -, 	n 2/18/14 at 9:05 

Er. 	'7/2i/ Di:  DATE  
Any deficiency stat: meat ending with' an 'sterisk (') denotes a deficiency which the institution ma be excused from correcting provi ing it i det 	ined that 
other safeguards provide sufficient Nett) on to the patients. (See instructions.) Except for nursing BOMBS, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date thes'e documents aro made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 

If continuation sheet Page 1 of 20 Event ID:Trx.Hil 	reality ID.  475030 FORM CMS-2557(oz-kg) Previous Versions Obsolete 
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Continued From page 1 
AM, a facility LNA (Licensed Nursing Assistant) 
confirmed that the resident's back and upper right 
thigh were exposed and visible to anyone who 
entered the dining room. The LNA confirmed that 
this was a dignity issue for the resident When 
interviewed on 2/16/14 at a:30 PM about the 
incident, the resident stated, "I think that is 
indicative of how I am treated here." • . 

i 2. Per interview on 06/30/14 at 9:01 AM, 
Resident #264 stated that not all staff knock or 
call when entering the room, When asked for any 
examples the resident stated ' was very upset 
that two nurses came breezing in and wanted to 
take out my staples_ it was so rude of them, they 
didn't knock, I didn't know they were planning on 
this and during the night, besides. That night one 
of the other nurses came in to talk to me and I 
finally stopped crying and then the next day 
[another nurse] took them out." Per interview, the 
Unit Manager at 2:12 PM on 07/01/14 stated that 
there was an order to remove staples on the 
evening shift 'but it got busy so staff went in at 
1030-11 [PM] at night and woke the resident up'. 
S/he confirmed at that time that care was not 
provided in a manner that enhanced the 

I resident's dignity or individuality. 

Also see F-166 

3. Per observations by a surveyor on .6/30/14 at 
2:24 PM arid again at 3:20 PM, Resident # 94 
was lying in. bed with the left side of his/her lower 
body uncovered. A disposable brief that the 
resident was wearing was visible from the open 
doorway on both occasions. At 3:24 PM, the 
resident was again observed by two surveyors, 
accompanied by the Unit Manager (UM) in the 
position and state of undress described above. 

F 241 
This Pt of Correction is the canter's cutolibk 
allegation of • compliance. 

Preporution and/or execution of this plan of correctinn 
does 110f CoI7Siehl re admission or as-newton/ by the 
provider uf the truth of the Pais alleged or conchttion.v 
set.forth in the statement of ditficiuncies, The plan of . 
correction is prepared and/or executed solely becaute 
it it required ttr rite provisions nflederal and state law. 

0141 ftC aCte0c4 vth It 14 ntomayggieLk. 

F 241 
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Preparation and/cm ttreculion of this plan of cotrm:rion 
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F279 DEVELOP COMPIWIIRNSIVIS 
CARE PLANS 
Resident ft 274's care plan was reviewed and 
revised to address needs related to fall risk. 
Resident 047'3 care plan was reviewed and 
revised to address dental issues, oral care 

and monitoring for pain and infection. 
Residents 74 70"s care plan was reviewed and 
revised to address Foley catheter care needs, 

F 241 
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F 241 Continued From page 2 
The UM confirmed the above at the time of the 
observation and stated it is his/her expectation 
that the resident be covered . 

F 279 483.20(d), 483,20(k)(1) DEVELOP 
SS.--E COMPREHENSIVE CARE PLANS 

A facility must use the results of the assessment 
to develop, review and revise the resident's 
comprehensive plan of care. 

The facility must develop a comprehensive care 
plan for each resident that includes measurable 
objectives and timetables to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment. 

The care plan must describe 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 
§483.25; and any services that would otherwise 
be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4). 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to develop a comprehensive care 
plan to meet the needs of 3 of 21 residents in the 
stage 2 sample (Resident # 274, #47 and # 70), 
Findings include: 

1. Per record review on 7/2/14 at 8:29 AM, there 
was no plan of care to address Resident #274's 

licensed nurses and interdisciplinary team 
members will be re-educated regarding.  need 

to develop comprehensive care plans based 
on care needs identified in the 
comprehensive assessment. licensed nurses 
will be re-educated regarding need to 
document Voley catheter care on the TAR.. 

The facility must develop a comprehensive 
care plan fur each resident that addresses 
needs that are identified in the 
comprehensive assessment. 

The DNS, ADNS or designee will audit care 
plans of newly admitted residents and 
residents with a. significant status change 
during Clinical Rounds Monday through 
Friday x 3 months Lu ensure care needs 
identified in the comprehensive assessment 
are addressed in the resident's care plan.. 
Till,  PAN ADNS or cle,cippee will foliiir  
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F 279 I Continued Prom page 3 
needs related to fall risk. The Resident was 
admitted on 6/20/14 after a fall at home resulting 
in a arm fracture. Per stage 1 staff interview, the 
Resident fell at the facility on 6/25/14 at 9:30 AM.  
A Morse fall risk assessment was done at 
admission on 6/20/14 and was scored at 80 
which indicates high risk, There is no evidence in 
the clinical paper or electronic medical record of a 
care plan to address needs related to fall risk. 
On 7/2/14 at 9:24 AM, the Unit Manager (UM) 
confirmed that there was no care plan in place to 
address needs related to fall risk and stated that 
there should be a care plan in place due to high 
fall risk identified on 6/20/14. 

2. Per record review on 7/2/14 at 3:00 PM, 
Resident #47 who is observed to have missing, 
broken and carious teeth and debris in his/her 
mouth following 2 meals has no care plan 
regarding dental issues and oral care including 
monitoring pain and infection, In an interview on 
7/2/14 at 3:45 PM, the nurse present on the unit 
confirmed that there is no dental care plan 
developed for this resident. 

3. Per record review on 7/1/14, Resident # 70 
was admitted to the facility on 6/9/14 following 
hospitalization with a Foley catheter in place for 
urinary retention, The 6/9/14 nursing admission 
evaluation identified the indwelling catheter as 
present on admission. Per interview on 7/1/14 at 
11:29 AM, the Nursing Unit Manager (UM) 
confirmed that a care plan for the catheter should 
have been established on admission, but 

F 279 
This Pion of Correction Is the center's credible 
allegation of compliance. 

Preparation unilor execution ophim pion 0 fconc.:Eton 
does not conefitute adinkrt no or agreement by the 
provider of the truth qRhefhte6s alleged or (oh:fusions 
set forth to the 1(0141M0-0 et' deficit:roues. The plan of 

eornection is peepared and/or executed swath) he cailde • 

it is /WU Wed by tow proyISIOPIS Offildetal and nolo (ow. 

TARs of residents with Foley catheters 
weekly x 3 months to ensure Foley catheter 
care is documented cm the TAR. 

Audit findings will be reported.to the QAPI 
Committee monthly x 3 months. 

Poc acceicAta 1131\14 (twewbtayP-tilevItL,  

'ORM CMS-2507(02-99) Previous Version, Obsolete 
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F 279 Continued From page 4 

reported "I missed it." A care plan was developed 
on 7/1/14 at the time of the survey. The UM 
stated that when residents are admitted with a 
catheter, procedures identified by the care plan 
are entered in the treatment administration record 
(TAR). Per review of the TAR, there was no entry 
for nursing to monitor Foley catheter care per 
shift from 6/9/14 - 6/21/14 and there is no 
documentation in the nursing progress that 
catheter care was monitored on each shift. 

(Refer F315) 
483.20(d)(3), 483.10(k)(2) RIGHT TO 
PARTICIPATE PLANNING CARE-REVISE CP 

The resident has the right, unless adjudged 
incompetent or otherwise found to be 

I incapacitated under the laws of the State, to 
11 participate in planning care and treatment or 
I changes in care and treatment. 

A comprehensive care plan must be developed 
within 7 days after the completion of the 
comprehensive assessment; prepared by an 
interdisciplinary team, that includes the attending 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative; and periodically reviewed 
and revised by a team of qualified persons after 
each assessment. 

This REQUIREMENT is not met as evidenced 

F 280 
SS=D 

F 280 
F280 RIGHT TO PARTICIPATE 
PLANNING CARE-REVISE CP 

Resident # 135's care plan has been revised 
to reflect current oral and denture care needs. 

The DNS, ADNS or designee will review 

current residents to unsure that current dental 
care needs arc addressed in the care plan, 
Routine scheduled interdisciplinary care plan 
reviews will focus on compliance with 
addressing cun-ent dental care needs. 

Current residents triggering on. the M.DS 
with dental issues have the potential to be 
affected, 

The DNS. ADNS  Or designee will review 
etn 'enl. residents to ensure that current dental 
care needs arc addressed in the care plan, 
Routine scheduled interdisciplinary care plan 
reviews will focus on compliance with 
addressing current dental care needs. 

Tins Plan Of Conn:hull er the center's nredibk 
allegation al compliance. 

Prep:minor, and/ur execution cifMir plan of WenietiOn 
dec.< nOlcomartere admieyien ar agree/1101e hy the 
provider of the milk of the facts alleged or combatant 
set forth in the siareineni of deicieneies. The plan of 
correction At prepared and/or eXenlied Role t5) beware 

is required by the provisions affederat and sane law. 
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Mx Plan of Correction is the center's credible 
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set forth in the sialennent of deficit:nay. The plan of 
connat's is prepared anti/or executed 'Way Scalise 
it is required by the provitinnr offederal and vale 1100.1 

licensed nurses and interdisciplinary team I 
members will be re-educated regarding need! 
to develop comprehensive care plans based 
on care needs identified in the 
comprehensive assessment. Licensed nurses 
will be re-educated regarding need to include 
dental needs in care plan updates. 

Nurse Managers will audit care plans weekly] 
x 3 months to ensure current dental care 	i 
needs arc addressed in the care plan. 
Audit findings will be reported to the QAPT !, 
Committee meat* x 3 months 

rd,iso fa. acceekci 1131M haktIoeilt9Auk 
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F 280 Continued From page 5 
by: 
Based on record review and staff interview, the 
facility failed to ensure that a comprehensive care 
plan was reviewed and revised for 1 resident in 
the sample by a team of qualified persons to 
address current needs around dental issues. 
(Resident #135) The findings include: 

1. Resident #135 does not have a revised care 
plan to reflect current dental condition and 
interventions. Per a social service note dated 
04/02/14, states the family stated that resident 
has some back teeth and staff are not cleaning 
them, Per a nursing assessment dated 06/02/14 
notes the resident has "full upper plate and full 
lower plate, moist, pink oral". Per the Care Plan 
dated 07/18/13 notes that the resident wears full 

. I dentures and will comply with mouth care at least 
daily and will be free of infection pain/bleeding in 1 

I the oral cavity. Intervention notes the family 
continues to want staff to put dentures in even 
though resident has questionable abscess on left 
upper gum, dentures fit poorly related to a 
questionable abscess [dated 11/12/131, It also 
notes the resident is known to refuse to have the 
dentures cleaned and to remove the dentures 
cleaned at least once daily and as needed if they 
are soiled and at family request. 
Per interview the Unit Manager at 1:17 PM on 
07/01/14 stated the care plan should be revised 
to reflect the resident wears partial dentures, 
does not currently have an abscess, at times will 
not use dentures and that the nurse will 
administer Biotene as ordered. S/he confirmed 
that the care plan was not revised to reflect the 
current care and services. 
483.20(k)(3)(i1) SERVICES BY QUALIFIED F 282 
PERSONS/PER CARE PLAN SS=D 

FORM CMS-2667(02-09) PleV1010). Versions Obsolete 
	

Event ID: 7JXHis 
	

Facility IP' 47S030 
	

If continuation sheet Page 6 of 20 



#0069 P.009 /022 

PRINTED: 07/17/2014 
FORM APPROVED 

OMB NO. 0938-0391 

JUL.20.2024 23:20 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT or DEFICIENCIES 
AND PLAN OF CORRECTION 

(XI) FROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

475030 

(X2) MUL1 IPLF CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY 
COMPLETED 

07/02/2014 e. WING 

F 282 Continued From page 6 

The services provided or arranged by the facility 
must be provided by qualified persons in 
accordance with each residents written plan of 
care. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to implement the care plan for 1 of 
21 residents in the stage 2 sample (Resident 
#138). Findings include: 

Per record review on 7/1/14 at 1:15 PM, staff did 
not administer medication as ordered by the 
physician for Resident #138. The Resident's care 
plan for psychotropic drug use had an approach 
that stated "Administer medication as prescribed 
by the physician (see current MAR & physician 
orders for current dosage)". There was a 3/20/14 
physician order to decrease Quetiapine (an 
anti-psychotic drug) to three times a day, Review 

. of the MAR (Medication Administration Record) 
shows that staff administered Quetiapine 25 
milligrams by mouth QID (4 times a day) through 
May 28, 2014 when the physician signed an order 
for Quetiapine 25 mg by mouth four times daily. 
On 7/1/14 at 2:45 PM, the Director of Nursing 
Services (DNS) confirmed that the facility had not 
acted on the 3/20/14 physician order to decrease 
the Quetiapine dosage and confirmed the 
resident had been receiving Quetiapine 25 mg 
OlD since 3/20/14, The DNS also confirmed that 
the care plan had not been implemented as 
written. 

F 315 483.25(d) NO CATHETER, PREVENT UTI, 
RESTORE BLADDER 

F 282: 
This Plcm rftUreeetiOn is the Writer's edible 
allegation of complianec, 

Preparcalloneueur eXeetei1771 of this plum of core-yawn 
does nor consithaq ainamiun or dreemma lty the 
provider of the truth of (he lode alleged or conclusions 
set,fUrth in the statement of deficiencies. The Am of 
correction IS pee/Aired Widiar executed solely because 
it 4 required kythe preM4110m effederd and state 

F282 SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN 

Resident # 13R physician's orders for 
psychotropic medication have been clarified. 

Current residents receiving psychotropic 
medications have the potential to be 
affected. 

Licensed nurses will be re-educated 
regarding need to ensure that physician's 
orders arc noted and implemented timely. 

DNS. ADNS or designee will audit 
psychotropic medication orders to ensure 
timely implementation and that care plan 
reference accurately reflects current 
physician's orders weekly x 3 months, 

The DNS, ADNS or designee will review 
physician's orders for psychotropic 
medications on current residents to ensure 
that care plan reference accurately reflects 
current physician's orders. 

F 315 
FaaitLaccef1/41 ri)31114 fatetWa.tj12-44  VAL 

Audit lindings will he reported to the QAPI 

Committee monthly x 3 months 
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Based on the resident's comprehensive 
assessment, the facility must ensure that a 
resident who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary; and a resident 
who is incontinent of bladder receives appropriate 
treatment and services to prevent urinary tract 
infections and to restore as much normal bladder 
function as possible. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review, and staff interview, the 
facility failed to assure that 1 applicable resident 
in the stage 2 sample with an indwelling catheter 
received appropriate services and treatment to 
prevent urinary tract infection (Resident #70). 
Findings include: • 

Per record review on 7/1/14, Resident # 70 was 
admitted to the facility on 6/9/14, following 
hospitalization, with a Foley catheter in place for 
Urinary retention. The 6/9/14 nursing admission 
evaluation identified the indwelling catheter as 
present on admission. Per interview on 7/1/14 at 
11:29 AM, the Nursing Unit Manager (UM) 
confirmed that a care plan for the catheter should 
have been established on admission, but 
reported "I missed it." A care plan was developed 
on 7/1/14 at the time of the survey. The UM 
stated that when residents are admitted with a 
catheter, procedures identified by the care plan 
are entered in the treatment administration record 
(TAR). Per review of the TAR, there was no entry 
for nursing to monitor Foley catheter care per 
shift from 6/9/14 - 6/21/14; there was inconsistent 

This Plan of COrrection is the CE Wert: c:redahle 
allegextinn of compliance. 

Preparation and/or execution of fins plan of correction 
doer not consrinne admission nr agreement by the 
provider of the truth of the fuels alleged or conelesionv 
See forth UI the .noternent nldcftcfenclds, Pion of 
cormorant is prepared and/or corecured solely becalm! 
it is required by the prov alone affecteral and state law. 

F315 NO CATHETCR, PREVENT 
UTI,RESTORE BLADDER 

Resident # 70's care plan and TAR has been 
reviewed and revised to rc fleet Foley 
catheter care needs. 

Current residents with Foley catheters have 
the potential to be affected. 

The DNS, ADNS or designee will review 
current residents with Foley catheters to 
ensure that care plans reflect interventions to 

prevent urinary tract infections, catheter care 
is documented on the TAR, urinary 'output 
via. catheter is recorded each shift. 

Licensed nurses will be re-educated 
regarding developing, care plans to reflect 
interventions to prevent urinary tract 

infections, documenting Foley catheter care 
On the TAR, urinary output via catheter is 
recorded each ,shill.  

DNS. ADNS or designee will conduct 
weekly audits of care plans. TARs, urinary 
output via catheter x 3 months. 

Audit findings will be reported to the QAPI 
rnmmiiiea nun rthly < 7 mAnthe  

F 315 
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Continued From page 8 
catheter monitoring documented in the nursing 
progress notes during this time period. 

Per review and confirmed by the UM on 7/1/14 at 
12:52 AM, the "comprehensive intake-output 
record " was also incomplete with no 
documentation of urine output entries for 17 of 
the 21 days in June that were monitored: the 
nursing progress notes have few entries 
documenting urine output (volume). Per the 
output record, on 6/17/14 there is one entry for 
the day recording a urine output of 300 ml; on 
6/18/14 there was one entry recording a urine 
output of 600 ml; on 6/19/14 there were 2 urine 
output entries, 550 ml and 355 ml; on 6/20/14 
there was one urine output recording of 360 ml 
and a progress note entry for "150 ml so far this 
shift; " and on 6/21/14 there was one urine output 
recording of 250 ml for the day. On 6/20/14, the 
nursing progress notes documented that the 
residents doctor was contacted and orders 
received to "flush the Foley catheter as needed 
for blockage/decreased output: Per review-of the 
TAR, the catheter was flushed on 6/20/14, 
Nursing progress notes document that the 
catheter was flushed again on 6/21/14. 

The UM confirmed that if there was no entry 
made on the urine output record, it is difficult to 
tell if staff provided catheter care and the 
resident's fluid status; s/he confirmed the many of 
the outputs that were recorded were low. 
According to medlineplus,"the normal range for 

124-hour urine volume is 800 to 2000 milliliters per 
day (with a normal fluid intake of about 2 liters'per 

I day) ... Disorders that cause reduced urine 
volume include dehydration, not enough fluid 
intake, or some types of chronic kidney disease." 
Per review, the hydration log had no fluid intake 

F 315 

j 

• 

. 
Thus Plan of COOrecrion th the canter's ored/Mit 
allegation of compliance. 

hre'paratton and/or execution of Ihnsplan of correction 
does not canStaUth admission or agreemoral by the 
provider of Ow truth of the law alleged or concha kag 
re t forth in the rtathntent of deflc,encies. The plow of 
cormolion li lovotryed andor mooted sothlyhecuase 
it I:4 Mittireal by the provisions ol:thrleral cm, state law, 
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F 315 Continued From page 9 
entries on 6/14, 6/15, 6/21, 6/22, 6/28 and 
6/29/14, Recorded total fluid intake ranged from 

F 315 
This Plan of Correction is 
atlegalion of compliance. 

center's credible 

360 ml- 960 ml; the recorded intake and output 
entries were confirmed by the UM. When asked if 
nursing had established a fluid intake goal for the 
resident [related to having a catheter], the UM 
stated "no." 
(Refer F279) 

<http://www.nlm.nih.gov/medlineplus/ency/article/  
003425. htm> 
483.25(1) MAINTAIN NUTRITION STATUS 
UNLESS UNAVOIDABLE 

Based on a resident's comprehensive 
assessment, the facility must ensure that a 
resident - 
(1) Maintains acceptable parameters of nutritional 
status, such as body weight and protein levels, 
unless the resident's clinical condition 
demonstrates that this is not possible; and 
(2) Receives a therapeutic diet when there is a 
nutritional problem. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, record review and 

interview the facility did not serve 1 applicable 
resident in the sample the correct therapeutic diet 
that was ordered by the physician. (Resident 
#167) Findings include: 

1. Resident #167 who has a diagnosis of 
Huntington's Disease and Dysphasia was not 

Preparation and/or (Lee cation c fthis plan of enrrenruti 
(101?.! trot constitute admission or agreement by the 
hravider of truth of the facts alleged or conclusions I 
set/arch in tine rrarement af 44A:tem:icy, The !gab of 
correction lc prepared and/or exemori solely became 
it is required ty Ow provisions' offederid and .crate IOW. 

I/325 MAINTAIN NUTRITION STATUS 
UNLESS UNAVOIDABLE 

Resident 4167 no longer resides at the 
facility. 

• 
Residents receiving altered textured diets are 
tit risk, 

Nutrition Services Manager/designee will 
provide re-education to serving  staff about 
textured diets and following  diet order. 

Weekly audits of meal service and diet 
textures will he conducted by NSM/designee 
x3 months. Audit findings will be reported to 
the QAPI committee monthly x3months. 

f39,5 FCC acL,94cA ti\M ICW)aMajr-k4  I MIL 

F 325 
SS=-D 

F 325 
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1'329 DRUG REGIMEN IS FREE FROM 
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Resident 4 138 physician's orders for 
psychotropic medication have been clarified. 

Current residents receiving psychotropic 
medications have the potential to he 
affected. 

The DNS, ADNS or designee will review 
physician's orders for psychotropic 
medications uu current residents to ensure 
that care plan it Terence accurately rams 
current physician's orders. 

Licensedmuses will he re-educated 
regarding need to ensure that physician's 
orders are noted and implemented timely. 
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F 325 Continued From page 10 

served the proper texture meal. The Physician 
order dated 06/20/14 for diet states puree texture 
with dysphasia mechanical pleasure foods and 
nectar thick liquids. Per observation during the 
noon meal on 06/30/14 the resident was served 
meat pie in which the food server took off the 

I crust, chopped the meat with the fork, poured 
some gravy over the meat and mashed potatoes 
and pureed spinach. 
Per interview on 06/30/14 at 12;06 PM the food 
service supervisor stated that per the Therapeutic 
diet menu "the meat pie should be pureed", Per 
interview on 07/01/14 at 8:55 AM the Speech 
Language therapist (SPL) stated "for [the 
resident's] safety [s/hel can't progress beyond 
puree meals but the pleasure foods can be ice 
cream and well cooked food like macaroni and 
cheeseTM, The SPL confirmed that the resident 
was served an incorrect texture, 

F 329 483,25(1) DRUG REGIMEN IS FREE FROM 
SS=D UNNECESSARY DRUGS 

Each resident's drug regimen must be free from 
unnecessary drugs. An unnecessary drug is any 
drug when used in excessive dose (including 
duplicate therapy); or for excessive duration; or 
without adequate monitoring; or without adequate 
indications for its use; or in the presence of 
adverse consequences which indicate the dose 
should be reduced or discontinued; or any 
combinations of the reasons above. 

Based on a comprehensive assessment of a 
resident, the facility must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 

F 325 
This POP of Correthon is the center's credible 
allegation of compliance. 

Preparation ancilar xxeculioa a/this plan of caffection; 
does not mutilate adint:trion or agreement by dm 
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se (forth in the Arianism of dificieranes. The plan nt 
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F 329 Continued From page 11 
record; and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs, 

F 329 
This Plan of Correction is the center's credible 
allegation of ()mnpliance, 

Preparation and/or execution of this plan of correction 
does nor canalittgie admission or ap'eement hi the 
provider of the truth of the ,facis alleged or conclusions 
set forth in the staonnent of deficiencies. The plan of 
correction Is prepared aneeor extolled solely because 

is required by the provisions offOrinal and stare law. 

     

DNS, ADNS or designee will audit 
psychotropic medication orders to ensure 
timely implementation and that care plan 
reference accurately reflects current 
physician's orders weekly x 3 months. 

Audit findings will be reported to the QAPI 
Committee monthly x 3 months 

f3aA €9(- accept  11310 trieW9121  LA4 \ 

F 353 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to ensure that the drug regimen for 1 
of 10 applicable stage 2 residents were free from 
unnecessary medications ( Resident # 138,) 
Findings include: 

Per record review on 7/1/14 at 1:15 PM, staff did 
not administer medication as ordered by the 
physician for Resident# 138. There was a 
3/20/14 physician order to decrease Quetiapine 
(an anti-psychotic drug) 25 milligrams by mouth 
to three times a day from the current four times 
daily. Review of the MAR (Medication 
Administration Record) shows that staff 
administered Quetiapine 25 milligrams by mouth 
GID (4 times a day) through May 28, 2014 when 
the physician signed an order for Quetiapine 25 
mg by mouth four times daily. On 7/1/14 at 2:45 

i PM, the Director of Nursing Services (DNS) 
confirmed that the facility had not acted on the 
3/20/14 order to decrease the Quetiapine dosage 
and confirmed the resident had been receiving . 	. 
Quefiapine 25 mg QID since 3/20/14. 

F 353 I 483,30(a) SUFFICIENT 24-HR NURSING STAFF 
55.=-F PER CARE PLANS 

FORM CMS-2567(02;90) Previous Versions Obsolete 
	

Evert 1D:7LXH11 
	 Fatuity ID: 475030 

	
If continuation sheet Page 12 of 20 



Thi,e Nan of Correction is de! center's credihk 
allegation of compliance. 

Preparation (071.147Y elreadiOrl OItrr4 Ala ofCOPMCti011 
does nal constinut admlacion or agreement by the 
provider of Ilya truth of the 'oat alleged or conclusions • 
.77O forth in the sloiatoont of deficiencies. The p/on 
correction is propa•ed ond/or meowed solely herniae 
it is required by the provisions offtdoral mid slate law. 

P353 SUFFICIENT 24-1IR NURSING 
STAFF PER CARE PLANS 

The Director of Nursing or designee will 
Monitor staffing and scheduling of nursing 
personnel on a daily basis to assure that 
staffing levels are sufficient to meet the 
residents' needs. 

F 353 

JUL.20.2024 23:21 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

#0069 P.015 /022 

PRINTED: 07/17/2014 

FORM APPROVED 
OMB NO. 0938-0391 

STATEMENT OF DEITICIENCIES 
AND PLAN OF CORRECTION 

(X1) FROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER; 

475030 

(X2) MULTIPLE CONSTRUCTION 

A. BUR DING 

(X3) DATE SURVEY 
COMPLETED 

07102(2014 B. WING 

NAME OF PROVIDER OR SUPPLIER 
	

STREET ADDRESS, CITY, STATE, ZIP CODE 

98 STARR FARM RD 
STARR FARM NURSING CENTER BURLINGTON, VT 05408 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 	 PROVIDERS PLAN OF CORRECTION 
(X5)  PREFIX (EACFI DEFICIENCY MUST HE PRECEDED BY FULL PREF X 	 (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAG 	CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 353 Continued From page 12 
i The facility must have sufficient nursing staff to 
provide nursing and related services to attain or 

i  maintain the highest practicable physical, mental, 
and psychosocial well-being of each resident, as 
determined by resident assessments and 
individual plans of care. 

The facility must provide services by sufficient 
numbers of each of the following types of 
personnel on a 24-hour basis to provide nursing 
care to all residents in accordance with resident 
care plans: 

Except when waived under paragraph (c) of this 
section, licensed nurses and other nursing 
personnel. 

Except when waived under paragraph (c) of this 
section, the facility must designate a licensed 
nurse to serve as a charge nurse on each tour of 
duty. 

This REQUIREMENT is not met as evidenced 
by 
Based on interviews and record review the 
facility failed to provide sufficient staff to assure 
that care was provided to residents according to 
their needs and plan of care. Findings include: 

1). Per resident interview, a resident who wished 
to remain anonymous stated that there is not 
enough staff and that weekends are the worst 
and that it is at various times on all shifts. S/he 
stated that "sometimes the wait when you turn on 
your light is 1/2 to 1 hour or longer, Sometimes 
they Just don't come and I have to use my phone 
to call the desk (by dialing the facility) to ask for 
help. I have never wet the bed but 2 nights ago I 

The facility has been aggressively recruiting 
for licensed nurses and INA's.Ucilizing 
local and online recruiting services. The 
facility contracted with three temporary 
staffing agencies to provide direct care staff  
for the facility. Exit interviews utilized to 
identify improvements needed for stall 
retention. Changes made to orientation based 
on those findings, 

DNS/Social services/designee will interview 
residents weekly to ensure their care needs 
have been met funely. In addition flintily 
members will be interviewed rnonthlyto 
ensure they feel their family member's needs 
are being met. 

Royiew of nursing staffing hours, 
recruitment and retention plans as well as the 
residentlfamily interview information will be 
reviewed at the QAPT meeting monthly 

x:4monlh$  
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F 353 Continued From page 13 
had been waiting a long time and they finally 
came. They got me into the lift and started to 
move me but I couldn't wait and they had to use 
the bedpan to catch the urine." S/he also stated 
that there are days when the LNA's (Licensed 
Nursing Assistants) are too busy and they don't 
get around to passing out the water that they 
usually bring once a day, in the morning. Many 
times s/he has to ask for water if she wants it. 

2). During the Stage 1 portion of the survey 7 of 
the 21 interviewable residents answered the 
question "Do you feel there is enough staff 
available to make sure you get the care and 
assistance you need without having to wait a long 

I time?" with a "No". One of those 7 residents 
stated "I messed myself once when I had to wait 
too long," and another stated "I, waited a long time 
for pain medication.” 

3). During the Stage 1 portion of the survey 3 of 
the 4 family members interviewed answered the 
question "Is there enough staff available in this 
facility to make sure that residents get the care 
and assistance they need without having to wait a 
long time?" with a "No". One family member 
stated that weekends are bad and that the most 
difficult times are on the Day and Evening shifts 
when staff are really busy. Another family 
memberstated that there have been 2-3 times 

I that his/her relative had to wait 1/2-1 hr so that a 
staff member could find a second person to help 
do a mechanical lift transfer to assist his/her 
relative to bed. 

4). In a review of of the Resident Council meeting 
minutes for 2014 there are issues raised which 
include meals not being served in a timely 

F 353 
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manner, call lights not being answered in a timely 
manner, call light being turned off and resident 

lwaiting until noon for assistant, and resident 
feeling rushed during care. Both the January and 
June minutes state that there has been some 
improvement in call lights being answered.. 

F 371 1 483.350) FOOD PROCURE, 
SS=.D1 STORE/PREPARE/SERVE - SANITARY 

The facility must - 
(1) Procure food from sources approved or 
considered satisfactory by Federal, State or local 
authorities; and 
(2) Store, prepare, distribute and serve food 
under sanitary conditions 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and staff interview, the 
facility failed to store, prepare, distribute and 
serve food under sanitary conditions. This has 
the potential to effect one of two resident serving 

}areas. Findings include 

1. During the initial tour on 06/30/14 at 9:00 AM 
!the following was noted in the Chittenden serving 

areas. Both microwaves which are used for the 
i residents were dirty with dried food and 

the insulated cold food server which contained 
salad items and condiments was dirty with visible 
old food crumbs and dirty/sticky surfaces. Per 
observation on 07/01/14 at 9:15 AM the insulated 
cold food server continued to have the sticky dirty 
surface, food debris and utensils stored on the 

This Plan if Correelinn i.e rue center's credible 
allegation 42 f compliance. 

Preparation atuPbr n-eendiun of this plan of con'tdion 
does nut conatinne admission or agreement by the 

provider of the truth  of the fiias alleged or Conclusions 
set forth in the .gitliemWO gl !  deficiencies.. I he plan of 
COn'OCtiOn is pworad anclior tacecuted solely because 
it ET requited by the preriSioni offedetai and Wald jiff 

F371 FOOD PROCU 
STORK/f REFARE/SERVE-SANITARY 

the microwaves were cleaned by the staff as 
part of after meal service routine The 
insulated cold food server was brought to the 
kitchen prior to the next meal to be cleaned 
as part of the kitchen routine. 

NSM/designee will provide education to 
dietary staff about following Meaning 
procedure alter each meal. 

Weekly audits will be conducted by 
NS1V.I7d.csignee to ensure food service 
equipment is in sanitary condition. 

Audit findings will be reported to the QAPI 
Committee monthly x 3 months 	• 

F311 ft acccialak 1k114 rtYtkubbi art Oink- 

SUL.20.2024 23:22 	 #0069 P.017 /022 

FORM CMS-2507(02.9Q) Previous Versions Obsolete 	 Event ID: 7JXH11 
	

Facility ID: 475030 
	

If continuation sheet Page 15 of 20 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

PRINTED: 07/17/2014 
FORM APPROVED 

OMB,NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

475030 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY 
COMPLETED 

07/02/2014 B WING 

NAME OF PROVIDER OR SUPPLIER 

STARR FARM NURSING CENTER 

STREET ADDRESS, CitY, STATE, ZIP CODE 

98 STARR FARM RD 

BURLINGTON, VT 05408 

  

(X4)10 	I SUMMARY STATEMENT OF DEFICIENCIES • 	ID PROVIDER'S PLAN OF CORRECTION p(s) 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FCI I„ PREFIX (EACH CORRECTIVE ACTION SHOULD BE ()AMPLE] ION 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DNI E 

DEFICIENCY) 

F 371 Continued From page 15 

dirty surface. Also noted food particles; i.e. lemon 
wedges, that were served the day before [at the 
noon meal] were on the serving table shelf. Per 
interview and observation on 07/01/14 at 9:24 AM 
the Food Service Supervisor confirmed the above 
observations that the insulated cold food server 
and warm server were not in sanitary condition. 

F 428 1 483.60(c) DRUG REGIMEN REVIEW, REPORT 
SS=D IRREGULAR, ACT ON 

The drug regimen of each resident must be 
reviewed at least once a month by a licensed 
pharmacist. 

The pharmacist must report any irregularities to 
the attending physician, and the director of 
nursing, and these reports must be acted upon. 

F 371 
ThIS Pion of Currection is the canter s erothb 

allegation of compliance. 

Preparciiim andier execution of this /then of corrector 

does not COnSlihila admission es agreement by the 
provider of the 117407 eif the facts alleged or conclusions 
set forth in the.  tatement of elmiclencicm, The plan al 
correction is prepared and/ur mum-wed sole bi because 

it i.1 requieed by the proelenthS OffiAtrai and athte 1,401. 

F 428 
1'428 DRUG RFC:it MENTIFYIEW,REPORT 
TRREGDLAR, ACT ON 

AIMS assessments have been completed and 
physician's orders for antipsychobe 
medications for residents # 1 16 and # 13S 
have been reviewed. 

Current residents receiving antipsychotic 
medications have the potential to be 
affected. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 

facility failed to act on the Pharmacy Consultant's 
report of irregularities and recommendations for 2 
of 21 resident's in the stage 2 sample (Resident # 
138 and #116). Findings include: 

1. Per record review on 7/1/14 at 1:15 PM, staff 
did not act on the consultant pharmacist's 
recommendation to consider a Gradual Dose 
Reduction (GDR) for Resident #138. Resident 
#138 has been on Quetiapine (an anti-psychotic 
drug) since admission on 7/5/12. A GDR was 
recomMended in March, April and May of 2014 
for Quetiapine Resident has been on Quetiapine 

The DNS, ADNS or designee will review 
current residents to ensure the following: 
(1)Phannacist recorrmendalions for 
antipsychotic medications have been -
forwarded to the attending physician, (2) a 
documented response has been received 
from the physician (3) physician 's orders 
for antipsychotic medications are noted 
timely by licensed nurses (4) AIMS 
assessments are completed per 'facility 
policy. 

Licensed nurses will be educated regarding 
revised process For ensuring timely response 
To Pharmacist's recommendations and 
facility policy regarding completion of 
AIMS assessment. 
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F 428 Continued From page 16 
dosage since 6/7/13. The 5/19/14 
recommendation states "repeated 
recommendation from 3/20/14". There are 
physician progress notes on 3/7/14 and 5/28/14, 
neither note addresses GDR. Per interview with 
the Director of Nurses (DNS) on 7/1/14 at 2:45 
PM, the facility process is the Unit Manager (um) 
receives recommendations from the pharmacy 
consultant and faxes them to the physician. The 
physician then will react to the pharmacy 
consultants recommend and fax a response back 
to the UM. The DNS.confirmed that the facility 
had not acted on the March or April 2014 
pharmacy recommendation. 

2. Per record review on 7/1/14, Resident #116 
was taking Zyprexa, an antipsychotic medication. 
On 1/17/14, 2/20/14 and 3/20/14 the consultant 
pharmacist recommended that an AIMS (AIMS = 
Abnormal Involuntary Movement Scale- used to 
monitor for antipsychotic medication side effects) 
be conducted for this resident. Per record review 
and confirmed though interview with the facility 
DNS on 7/2/14 at 7:19 AM, staff failed to act on 
the pharmacist recommendation and an AIMS 
was not completed until 4/7/14. 

On 4/30/14 Resident #116's Zyprexa was 
increased from 2.5 mg per day to 5 mg/day. On 
5/9/14, Zyprexa 2.5 mg was added (for a total 
dose of 7.5 mglday) until the Zyprexa was 
reduced back to 5 mg/day on 5/13/14), On 
5/19/14 the pharmacist noted that the Zyprexa 
had been changed, On 7/2/14 at 7:19 AM the 
DNS confirmed that baseline AIMS were not 
obtained after the two increases in Zyprexa 
dosing; an AIMS was subsequently completed 
during the survey. The DNS confirmed that the 
unit managers are responsible to see that 

77t is Plan qfCorr-octant iv the center's credible 
allegation of emnpliance. 

Preparation and/nr execution of this plan of correction 
does ea constitute admission or agreement by the 	I 
provider of the troth of ihe fasts tillegvd or COOriaTintIS 
se/ timth in the siaiornent //deficient:Hs. 'the plan of 
enervation is prepared and/or &secured solely &watt 
it is reentered by the provisions offs:dotaland stole IOW 

The DNS, ADNS or designee will audit 
compliance with completion of AIMS 
assessments per facility policy and 
physician's response to Phionacint's 
reconuneudationg weekly x 3 months 
Audit findings will he reported to the QAPI 
Committee monthly x 3 months: 
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consultant pharmacist recommendations are 
acted upon. 
483.60(b), (d),.(e) DRUG RECORDS, 
LABEL/STORE DUGS & BIOLOGICALS 

The facility must employ or obtain the services of 
a licensed pharmacist who establishes a system 
of records of receipt and disposition of all  
controlled drugs in sufficient detail to enable an 
accurate reconciliation; and determines that drug 
records are in order and that an account of all 
controlled drugs is maintained and periodically 
reconciled. 	, 

DrUgs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the 
appropriate accessory and cautionary 
instructions, and the expiration date when 
applicable. 

In accordance with State and Federal laws, the 
facility must 'store all drugs and biologicals in 

I  locked compartments under proper temperature 
l controls, and permit only authorized personnel to 
have access to the keys. 

I The facility must provide separately locked, 
permanently affixed compartments for storage of 
controlled drugs listed in Schedule II of the 

1Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
package drug distribution systems in which the 
quantity stored is minimal and a missing dose can 
be readily detected.  

F 428 
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F431 DRUG RECORDS LABEL/STOKE 
DRUGS AND BIOLOGICALS 

Licensed nurses have been re-educated 
regarding facility process for documenting 
medication room refrigerator temperature, 

Unit managers/designee will audit 
compliance with recording medication room 
refrigerator temperature weekly. 

Audit findings will he reported. to the QAPT 
Cpromittee monthly x 3 months 
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P465 
SKFE/UUNCTIONAL/SANITARY/COMF 
ORIABT.F. ENVIRONMENT 

twills in the hallway were cleared during the survey. 

SDC/dcsignee will provide education to staff about 
storage of equipment and maintaining clear Iliallways. 
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This REQUIREMENT is not met as evidenced 
by: 
Based on interviews and observations the facility 

failed to store all drugs and biologicals under 
proper temperature controls. Findings include: 

During the review of medication storage 
observation on 07/02/14 all three units did not 
have consistent and regular refrigerator 
temperature checks. Each unit had insulins, 
vaccines and other biologicals needing 
refrigeration. There were no temperatures noted 
for two units for the month of July and all three 
Units had numerous missing information for the 
previous months. Per interview and observation 
on 07/02/14 at 11:14 AM, the DNS stated that the 
temperatures should be checked every night by 
the nurse. S/he confirmed the facility failed to 
assure all drugs and biologicals were stored 
under proper temperatures. 

F 465 483.70(h) 
SS=D SAFE/FUNCTIONAL/SANITARY/COMFORTABL 

E ENVIRON 

The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public. 

F 465 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and interview the Facility 

failed to assure a safe and comfortable 
environment for residents, staff and the public. 
Findings include: 

1. Per observations on the Chittenden Unit for 

Maintenance Director/designee will audit ha (ways 
weekly x3 months to ensure a safe and comfortable 
environment, Audit fulding,; will be reporte Ito the 
QV! Committee monthly x 3 months 
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two days of survey, numerous unused 
wheelchairs, oxygen equipment and a large meal 
tray cart was observed on one side of the long 
hall. During observation on 06/30/14 at 1:15 PM 
a resident who was self-propelling in a wheelchair 
attempted to turn but was unable to because of 
being stuck and entangled in one of the parked 

;wheelchairs. On 07/01/14 two residents bumped 
into each other and were unable to pass each 
other's wheelchair from the lack of space in the 
hallway. Per observation and interview with the 
Maintenance Director, on 07/01/14 at 12:16 PM, 
stated that the meal cart is not supposed to be 
stored in the hallway at all times. S/he confirmed I, 
at that time that equipment stored in the hallway 
impeded resident's ability to maneuver 
comfortably in the environment. 
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F 166 4 83. 10(I)(2) RIGHT TO PROMPT EFFORTS TO RESOLVE GRIEVANCES 

A resident has the right to prompt efforts by the facility to resolve grievances the resident may have, including 
thosewith respect to the behavior of other residents. 

This REQUIREMENT is not met as evidenced by: 
Based on interview and record review the facility failed to keep one applicable resident appropriately 
apprised of its progress toward resolution of a grievance. (Resident #264) Findings include: 

Per interview. on 06/30/14 at. 9:01 AM Resident #264 stated that not all staff knock or call when entering the 
room, The resident communicated this concern to staff, which was then documented on their grievance form 
(Communication Response Form), and there was no evidence the resident was informed of the outcome of the 
grievance. When asked for any examples regarding this, the resident stated ' l' was very upset that two nurses 
came breezing in and wanted to take out my staplcs...it was so rude of them, they didn't knock, 1 didn't know 
they were planning on this and during the night, besides. That night one of the other nurses came in to talk to 
me and 1 finally stopped crying and then the next day [another nurse] look them out," 

Per interview the Unit Manager at 2:12 PM on 0'7/01/14 stated that there was an order to remove staples on 
the evening shift 'but it got busy so staff went in at 1030-11 [PM] at night and woke the resident up'. Per the 

Communication Response Form dated 05/29/14,notcs [resident] reporting "2 nurses crane in and woke me up 
they did not introduce themselves". This form notes that it was referred to nursing with a response of 'spoke 
with nurses about treatments being completed during working hours'. However, there was no 
response/completion to the resident by the executive director or some other department head as to the 
resolution, date and the action needed. 

Per interview on 07/01/14 at 3:12 PM the MSW [social services] stated that the other social worker [who is 
currently on vacation] spoke to the resident when they were aware of the concern as part of their investigation 

but thought that the nurse spoke to [the resident]'. S/he confirmed that there was no evidence that the resident 
received a prompt resolution to the grievance, 

"'Ibis is an "A" level. citation. 

Also see F-241 
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