7~ 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://Avww.dail.vermont.gov

Voice/TTY (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,

SN\

Pamela M. Cota, RN
Licensing Chief

PC |l

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

|
‘[ oy
| |

F 000!
|
} L ' This Plon of Correczion, is the cerer'y gredible
| The Division of Licensing and Protecton I | altegation of eomplince, |
1 conducted an unannounced onsite annual | . Preparalion andivr exeeution of s plan af coreecrion |
- recertification survey ending Ti2i14. Findings for ; | does ot constiute admission or agreciment hy the
| the survey are as follows. Additionally, a | i provider of the muilh of the faciy wileged or ‘”’“Mmmi
Jaint i tiqati ducted during the | Vo senforth in the stotement cfd: fictenaies. The plav of |
‘ comp ainl inves ‘gation was conducte i g | correciion it prepared andlor excentedd aolely beomse
[ survey. There were no regulatory findings related i s pepuived By The provivions of federal and store ko
i to the complaint. .|
F 241 i 483.15(a) DIGNITY AND RESPECT OF | F 241, F241 DIGNITY AND RESPLCT OF 822014

$5=p | INDIVIDUALITY INDIVIDUALITY

| The facility must promote care for residents in a

" manner and in an envirgnment that maintains or
| enhances each resident's dignity and respect in

- full recognition of his or her individuality.

Residents # 264, #94 and resident that ‘

I
| Nursing staff responded to dignity veeds of
| requested anonymity upon discovery.

| Rounds completed to observe athor residents |

and ensure each rosident’s digaicy and

| This REQUIREMENT s not met as evidenced ’ respeet in full cognition ol their

i by

Based on direct observatuon and staff and

resident interview, the facility failed to care for 3 ) Staff will be re-educated regarding need w

of 21 residents in the survey sample in a manner =~ - ensure the following: residents are

i and in an envircnment that maintains the ' ‘ appropriately dressed and/or cuvored when

; resident's dignity and respect, (Residents #264, ! E i common arces and i their rooms per (heir |
|
|

individuality.

84) Findings include; “preferences, staft will knock and/or cali ‘
‘ when entering resident rooms and explam
procedures/ (asks to vesident on entry inlo !

|

1 1. Per observation on 2/18/14 at §:00 AM, a | ' residents roomy. i

| resident (whao requested anonymity) was ‘: _ ; . 1
observed eating breakfast in the main dining ‘ J Nursing Managers, staff nurscs and/or Social | -
room of the long term care unit wearing a johnny ! | Sevvices will conduct random weekly unit [

i (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

‘ rounds x 3 months ta cnstwe compliance
|
widening exposure down to the lower back. The |
i
l

! with promoting rovident earc in » maoner |
¢
l
§

wnd in an environment that maintains or |
enhances each resident’s dignity and respect, |
gown was not pulled down over the fap area

sufficiently, so skin from the knee (b the upper
‘ right thigh was also n 2/18/14 at 9:05

| Audit [lndings will be reported 1o the QAPI .;
1 Couumrtee manthly x 3 montis,

MBORATOR%W% me SIGNATUR ~ T!T% ‘ / —8/ ‘?’DNE

Any deficiency statdment anding wihy anjistansk (") denotes a defuenr.y which the mststunon rna\/ be excused fram correcting pmng it i€ detefmined shat
ather safeguards provide sufficient protecfion o the patients. (See instructions.) Except for nursing homes, the findings stalsd above are disclosable 9C days
following the damw of survey whether or not a plan of correction is pravided, Far nursing homes, the abovo findings and plans of correction are disclosable 14
days following the date these documens aro made availabla to the facility. 1f deficiencies are cited, an approved plan of correction is requisite to continued
program participa’tion. .
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| AM, a facility LNA (Licensed Nursing Assistant) ‘
+ confirmed that the resident's back and upper right |
| thigh were exposed and visible fo anyone who .
i entered the dining room. The LNA confirmed that |
- this was a dignity issue for the resident When |
interviewed on 2/18/14 at 3:30 PM about the !
incident, the resident stated, "I think that is “

indicative of how | am freated here”

2. Perinterview on 06/30/14 at 9:01 AM, l
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 stapies,.. it was sp rude of them, they
didn't knock, | 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 | '
finally stopped crying and then the next day ‘
 [another nurse] took them out™ Per interview, the |
I Unit Manager at 2;12 PM on 07/01/14 stated that |
i 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’,
Sthe confirmed at that time that care was not
provided in a manner that enhanced the
resident's dignity or individuality.

Also see F-166

3. Per observations by a surveyor cn .6/30/14 at
2:24 PM and 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 :
. regident was wearing was visible from the open |
doorway on both occasions. At 3:24 PM, the

| resident was again observed by two surveyors,

i

; accompanied by the Unit Manager (UM) in the

J_pt_)sition and state of undress described above. |
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F 241 Continued From page 1 ‘

F 241

v

This Pl of Currection i the conter's gredile
allegulion of compliance,

Freparudion and/or exccution gf (his plan of correction

does not constitate adniissivn or agrecmuet by the ;

provider of the puth of the facts alleged or c!orrcfrf.fiﬁn.v|

set forth in the saement of daficiencics, Vhe planof *.
correctton if prepared amdlor exccuted yolely bocaure

i te required iy the provisions of federaf and stele faw.,

Fah WQM&M T4 RTVM\%WIPLK

i
|
1
H
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i The UM confirmed the above at the time of the | This Pl of Correction is the confer's eredibl )
| observation and stated it is his/her expectation aifegarion of cimpliance. .
that the resident be covered . E Preparation andlor execution of this plan of correctinn ’
F 279! 483.20(d), 483.20(k)(1) DEVELOF F279 doet not cuastitute admission or agrement by the !
I

§S=E ‘ COMPREMHENSIVE CARE PLANS
I A facllity must use the results of the assessment
i to develop, review and revise the resident's
| comprehensive plan of care.
! The facility must develop a comprehensive care
i 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

i assessment.

| The care plan must describe the services that are

: to be furnished 1o attain or maintain the resident's |

| highest practicable physical, mentat, 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(h}{(8). '

{ 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
i stage 2 sample (Resident # 274, #47 and # 70).

{ Findings include:

1. Per record review on 7/2/14 at 8:29 AWM, there

i was no plan of care to address Resident #274's
| .
|

provider of the truth of the facts alleged or conchutons
sed forth in the stetement of defleienciey, The plas of |
correclion is prepoved wid/or exectded solely hecanse |

it 1y required by the provivions of federal amd stata Iaw.|

CARE PLANS

Rusident # 274°s care plan was reviewed and,
revised (o address needs related Lo fall risk,
Resident #47's care plan was reviewcd and
revised 1o address dental issues, oral care |
and mogitoring for pain and infection, .
Residents # 7073 care plan was reviewad and
revised to address Foley catheter care nesds,

F279 DEVELOY COMPRLIIFENSIVLE ‘

|

5
The facility must develop a vomprehensive [
care plan lor sach resident that addresses :
needs Lbat are idewti (ied in the ’
compreliensive agsessinent. |
Licenscd nurses and interdisciphinary team
members will be re-educated roparding need
to develop comprehensive care plans bascd
on care needs identificd in the -
comprchensive asscssment. J icenscd nurses
will be re-cducated regarding need to
documaent 'oley culheter care on the TAR.

The BNS, ADNS or desipnee will audht care
plauts of newly admitted residents and
vesidents with a significant status change
during Clinical Rounds Monday throueh
Friday x 3 months Lo ensure care needs
identified in the comprehensive assessment
are addressed in the resident’s care plan,
The DNS ADNS of degipnee will sudiz

FORM CMS-2567(02-89) Pravious Yersions Obsoleta
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F 279 | Continued From page 3 F 279

i needs related to fall risk. The Resident was .‘
| admitted on 6/20/14 after a fall at home resulting | ;
i in a arm fracture. Per stage 1 staff interview, the ‘
Resident fell at the facility on 6/25/14 at 3:30 AM.
. A Morse fall sisk assessment was done at i
admission on 6/20/14 and was scored at 80 :
i which indicates high risk, There is no evidence in |
! the clinical paper or electronic medical record of a |
i care plan to address needs related to fali risk. g
| On 7/2/14 at 9:24 AM, the Unit Manager (UM) |
i confirmed that there was no care plan in place to :

ullegarion of compliance.

Preparanion andlor exeention of thia plan of corvection
does nol constituly qdmistion or agreement by the
provider of the iruh of de fucrs wdleged or conclusions
sei_furth (n the statgment nf deficiencies. Theplongf |
comection is prepared aidior cxecuted sulefp hecause |
it is reqetred by the provisions af fedepal ond siatv law.

i
i This Plar of Carrection is the cenler's aredible

weekly x 3 months to ensure Foley calheter
care (s documented on the TATR

| 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.

| |
{ TARs of residents with Foley catheters i

1
r |

Audir findings will be reported.to the QAP
Committec monthly x 3 months, |

{2, Perrecord review on 7/2/14 at 3:00 PM, | Fa14 f0C accephed 2l Rivendoiaq i Pl
| Resident #47 who is cbserved to have missing, | ,

. broken and carious teeth and debris in histher } O

} mauth following 2 meals has no care plan

| regarding dental issues and oral care including

i monitoring pain and infection. In an interview on
1 7/2114 at 3:45 PM, the nurse present on the unit Lo :
i confirmed that there is no dental care plan ‘
Il developed for this resident. ]

| 3. Per record review on 7/1/14, Resident # 70 f

was admitted to the facility on 6/9/14 following | 1_
| hospitalization with a Foley catheter in place for | E
| urinary retention, The 6/9/14 nursing admission |
| evaluation identified the indwelling catheter as L
‘ present on admissian. Per interview on 7/1/14 at i
:11:29 AM, the Nursing Unit Manager (UM) }
| confirmed that a care plan for the catheter should | 1

| have been established on admission, but J 3

FORM (MS-2567(02-99) Previaus Vemsions Obsolete Event ID: 7IXH Facility 10: 475030 If continuation sheet Page 4 of 20
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F 279 ‘ Continued From page 4 F 279\ !_
 reported "l missed it." A care plan was developed | T;f_"' I::Z:,'g;miﬁ:::f the conter’s credible |
“on 7/1/14-at the time of the survey, The UM } e compranEs i
| stated that when residents are admitted with a " Treparation andfor execution of this plan of cormation |
! catheter, procedures identified by the care plan i does nol constifure admission or agreement by the ;
| are entered in the treatment administration record | | i"’;?;";f:{ the ruth of ihe ff‘f;;‘:,_ff:ﬁ;f ”};:’;‘;f;‘ff;“ ':
! ] ae 4 H
(TAR) ?er review Of the TAR, there was no entry i earrection ks prepared anabor execuied solely becaise |
for nursing to monitor FO'EY catheter care per . it is requived by the provivions of federal and state law, ;
: shift from 6/9/14 - 6/21/14 and there is no [
documentation in the nursing progress that J ’I
catheter care was monitored on each shifi, ‘ 1 i i
(Refer F315) \
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 !
58=0 | PARTICIPATE PLANNING CARE-REVISE CP ) F280 RIGHT TO PARTICIPA'TL |
1

: This REQUIREMENT is not met as evidenced

! interdisciplinary team, that includes the attending
: physician, a registered nurse with responsibility

feach assessment.

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plah must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an

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
legai representative; and periodically reviewed
and revised by a team of qualified persons after

|
:\

PLANNING CARF-REVISLE CP

Resident # 135's vare plan hay been revised |
to reflcel cucrent oral and denture care needs. ‘

‘I'he DNS, ADNS or designee will review
current residents to cnsure that current dental !
care needs arc addressed in Lhe care plan,
| Routine schedoled interdisciplinary cure plmli
| reviews will focus on compliance with !
r addressing currenl dental care noeds. |

l

Current residents triggering on the MDS
with dental jssues have the potentialtobe
atfected, ‘

‘The DNS. ADNS or designee will review

currenl residents to cnsure that curresil deatal |
care needs arc addressed in the care plan,
i Routine scheduled interdisciplinary care plan ‘
I reviews will focus on compliance with |
| addressing cugrent dental care needs. ;

i ;

FORM CMS-2607(D2-99) Pravious Vaisions Qbsolcie

Event (D TUXH11
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| |
F 280 ‘ Continued From page 5 : F 280] :

by I This Plan of Corveciion is the cemer's crodible

| Based on record review and staff interview, the ' allegarion of complicoce.
faCI[Ity failed ,to ensure that,a comp reher?swe _care ‘ Preparation unidor execution of this plan of carre(?ﬂ'nn]

‘ plaTl was reviewed and revised for 1 residentin ‘ does 1ot constinde wdmission or agrecmens by the !
the sample by a team of qualified persons to ! provider of the trth of the fucts a_lHeged or:c;um:m.rimr.li
address current needs around dental issues. | L et fori i the skakerent of deficiencivs The plan of

‘ (RESIdent #1 35) The ﬂndings include: . 1 :'0: ::qm:';:ifﬁv ‘Z*m provisions of fderol emc)l’.'ftaiu {uw.

I \ .

i 1. Resident #1353 does not have d _rewsed care | T.icensed nurses and iterdisciplinary team !

 plan to reflect current dental condition and ! | members will be re-educaled regarding need |

. interventions. Per a social service note dated P | to devolop comprchansive care plans based |

| 04/02/14, states the family stated that resident | e o ified i fhe |

 has some back teeth and staff are not cleaning comprehensive assessment, Licenscd nurses |

| them. Per a nursing assessment dated 06/02/14 | will be re-educated regarding necd to lnclude)

: notes the resident has "full upper plate and full dental needs in cars plan updates. a

! lower plate, moist, pink oral". Per the Care Plan I , [

i dated D7/18/13 notes that the resident wears full Nurse Munagers will audit cave plans weekly|

: | dentures and will comply with mouth care at least l x 3 months to ensure cirent dentl care |

: daily and will be free of infection pain/bleeding in | | needs arc uddressed in the care plan. ‘

! the oral cavity. Intervention notes the famity ! Audil findings will be reported Lo the QAPT |

i continues to want staff to put dentures in even ‘ Committee mouthly x 3 months s
though resident has questionable abscess on left ‘
upper gum, dentures fit poorly related to a ; | 80 ?DL'ACLC{?\‘(C\ 1'5’1\\* waidﬁgmm

i questionable abscess [dated 11/12/13], It also §

‘ notes the resident is known to refuse to have the

.| dentures cleaned and o remove the dentures ! .

: cleaned at least ance daijly and as needed if they i

‘ are soiled and at family request. !

| Per interview the Unit Manager at 1:17 PMon | ‘ |
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 L i

I that the care plan was nat revised to reflect the l ] @

| current care and services. ! ! !

F 282 | 483.20(k}(3)(i)) SERVICES BY QUALIFIED ' F 282! \
$5=0 | PERSONS/PER CARE PLAN l g

FORM CMS-2567(02-99) Previous Versions Obsoiste

tvent |D: 7IXH 1Y
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: g DEFICIENCY) i
I 1 ! |
. i !
F 282 | Continued From page 6 ‘ F 282; w|
| . | i This Plat of Correotion is the center’s cradible ‘
‘ The services provided or arranged by the facility { ollegation of complicnce, |
must be provided by qualified persons in | | #reparation andlor wxecution of this plam of corruction’
; accordance with each resident's written plan of | o does not consiinie qobtinvion or agreemend by the |
1 care. i ‘[ provider of the truth of the facts alleged or conclusions
; S8 Jorth in the statement of deficiencies. The plim of
‘ ‘ i correction is prepured wid/or execuded solely boceaese |
i 1 it is required by the provizions of, federal and siaw law. :
| Thls REQUIREMENT is not met as evidenced ! I
| F282 SERVICES BY QUALLFIED 2
| Based on staff interview and record review, the r PLRSONS/PLIR CARE PLAN |
 facility failed to impiement the care plan for 1 of 3
| |21 residents in the stage 2 sample {Resident ! Resident # 138 physician’s orders for .l
#138). Findings include: ! . psychotropic medication have been clovified. |
poromt sy e s ot || oo g o
medications bave the potential 1o be :
] physician for Resident #138. The Resident’s care ‘ aflecred. ’ |
plan for psychotropic drug use had an approach ! . i
! that stated “Administer medication as prescribed " The DNS, ADNS or designee will reyiew §
{ by the physician (see current MAR & physician | | physician’s prdérs for psychotropic
o;t:gslfor ;:udrrz;.-rtn ciiosage)-{ ghert? was a(w 3/20/14 medications on cwrent residents to cnswe
; Physician order 1o aecrease Wuetiapine (an that care plan refercnce accurately reflects
anti-psychotic drug) to three times a day. Review | cum:::;ﬁysjcian‘s (;r ;ers. Y
; of the MAR {Medication Administration Record)
! shows that staff administered Quetiapine 25 ‘ | Licensed nurses will be re-educated
mgl'gzﬁgmzsoai T{i”thtﬁ;D Ef;:;"es ; dag()j t;rou%r; regurding need to cnstice that physicians
| y en physician sign n araer orders arc noted and implemented timely, ¢
for Quetiapine 25 mg by mouth four times daily. | . i
On 711114 al 2:45 PM, the Director of Nursmg ‘ NS, ADNS or desighcc will audit
' Services (DNS) confirmed that the facility had not 3 psyéf.ndtropic medication orders l.o.ensure
| ?h(iegucg’:jg:)?nifzd%gl:gzhgr?:jcfgnz;?rfe:dtothdeecrease | ' tmely implcmentation and that care plan
P X i refercnce accurately reflects current
5 resident had been receiving Quetiapine 25 mg | ]‘lliy:;.:i;na scordcn; fv;;l:ly ¥ 3 mt:l\ths
 QID since 3/20/14, The DNS also confirmed that | ! ) '
| ; :
| :‘ﬁn‘;re plan had not been implemented as !  Audi findings will be reported ta the QAL ;
‘ Committee monthly » 3 monihs :
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, { F 315 Y
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F 315 1 Continued From page 7 ; F 315}

‘ | Based an 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 |
i who is incentinent of biadder receives appropriate |
i treatment and services to prevent urinary tract
| infections and ta 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
i in the stage 2 sample with an indwelling catheter
| received appropriate services and treatment 1o
| prevent urinary tract infection (Resident #70).

Findings include;

| Per record review on 7/1/14, Resigent # 70 was
| agmitted to the facility on 6/9/14, follawing |
hospitalization, with a Foley catheter in place for ‘
urinary retention. The 6/9/14 nursing admission |
i 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
i have been established on admission, but
reported "l missed it.” A care plan was developed
on 7/1/14 at the time of the survey, The UM |
5 stated that when residents are admitted with a J
i catheler, procedures identified by the care plan
I are entered in the treatment administration record |
| | (TAR). Per review of the TAR, there was no entry
E for nursing to monitor Foley catheter care per i
- shift from 6/8/14 - 6/21/14; there was inconsistent |

i Thiz Plan of Correction is the center's credible
: allegation of complinee.

! Prepararion and/or execution of 1his plan o corrzetion
does not constinde admisyion or agregmant by the
provider of the lristh of the fucts alleged or conclitinny
sl forth iy the marerent of deficfencles, The plan of
correction iv prepared andior cxecuted solely becaitee |

it by required by the provisions of federal and seare hlw.i

F315 NO CATHETGR, PREVENT
UTLRESTORE BLADDER

Resident # 70°s carc play and TAR has been
reviewed apd Tevised to rellect Foley
catheter care needs.

i Current residenls with Foley cutheters have
[ the potential 1o be affected.

‘ The DNS, ADNS or designee will review

| current residents with Foley catheters 1o
ensure that care plans reflect inlerventions to
prevent urinary nact infechons, catheter care
is documented on the TAR, urinary oultpat
via catheter i recorded cach shift.

Licensed nurscs will be re-educated \
reparding developing, cave plans to reflect |
interventions to prevent uribavy tract ;
infections, doewmenting Foloy catheter curc ‘
on the TAR, urinary oulput via catheler is
recorded each shill.

‘ DNS. ADNS or designce will conduct
i woskly audits of care plans, TARs, urlbary
| outpul via catheter ¥ 3 months, |

j Audit findingy will be reporled 1o the QATT ¢
Caonumi

FORM CMS-2567(02-08) Provious Versions Obsaléte
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F 315 ‘ Continued From page 8 . F 3151
1
|

| Per review and confirmed by the UM bn 7/1/14 at
12:52 AM, the "comprehensive intake-output
record ” was also |ncomplete with no
‘ documentation of urine putput entries for 17 of
i the 24 days in June that were monitored; the
nursing progress notes have few entries
documenting urine cutput (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 wrine
output of 60C ml; on 6/19/14 there were 2 urine
- output entries, 550 mi and 355 mi; on 6/20/14
Ihere was one urine output recording of 360 m|
and a progress rote entry for "150 ml so far this

recording of 250 mi for the day. On 6/20/14, the
nursing progress notes documented that the
resident's doctor was contacted and orders

: received to "fiush the Foley catheter as needed

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
tel] if staff provided catheler care and the

the outputs that were recorded were low.
According to medlineplus,"the normal range for

| 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

i shift; " and on 6/21/14 there was one urine output

resident's fiuid status; s/ne confirmed the many of .

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

I
i
i
i
1

: for blockage/decreased output.” Per review-of the |

|

|
|
|
|

This Plan of Corrgerion is the canter'y oredlble
allegeation nf compliance, i

Preparation endlor excorsion of this plan af correc HOH!’
does nat constifute adniission or agreemerd by the
provider of the triieh of the faces alhbc’d or conchusions |
el fords i the statenent of deficiencies. The plan of
correction is prepared dnd/or exzoded solely Becnuse |
it i pequeired by the provisions of federal and state lmsf.]

1

|
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Based on a resident's comprehensive
assessment, the facility must ensure that a
residerit -

. status, such as body weight and protein levels,
» uniess the resident's clinical condition
| demonstrates that this is not possible; and

! nutritional problem.

! by:

|

| Based an cbservation, record review and

- interview the facitity did not serve 1 applicable

i that was prdered by the physician.
| #167) Findings include:

(Resident

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

: (1) Maintains acceptable parameters of nutrltlona[

. (2) Receives a therapeutic diet when there is a

' This REQUIREMENT is not met as evidenced

l resident in the sample the correct therapeutic diet

|

(Xayo SUMMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN DF GDREECTION | s
PREFIX | (EAGH DEFICIENGY MUJST BE PRECEDED BY FUIL i PREFIX | (EACH CORRECTIVE ACTION $HQULD BE © COMPLE NON
TAG REGULATQRY OR LSC ILENTIFYING INFORMATION) vooTag | CROSS-REFERENCED TO THE ARFRCPRIATE | DATE
| | DEFICIENGY) :
| r | E
F 315 . Continued From page 9 ! 3 315} !
" entries on 6/14, 6/16, 6/21, 6/22, 6/28 and \ i This Plan afC.‘cu'rcc'n'mf i the conter’s credible - |
| 6/29/14, Recorded total fluid intake ranged from | allegation of complianer.
| + 360 mi- 960 m; the recorded intake and OUtPUt ! i Fregararion mlior execurion of this plan ofmrnwrwr‘
entries were confirmed by the UM. When asked if | b dous not constiinte admisston ov agreemens Ay the
! nursing had established a fluid intake goal for the ‘ | previder of the truth of the facls alieged mf;am{ fwmrr}
resident[related to having a catheter] the UM | e et e |
| stated "no.” if I8 required By the provisions of federal and state fuw, >
| (Refer F279) - i ! '
‘ ; : i
| | | |
| <http:/iwww. nlm nih.gov/medlineplus/ency/article/ | J ;
| 003425, hrn> : | |
F 325 | 483 25(i) MAINTAIN NUTRITION STATUS | Fazs) ';
$s=D i UNLESS UNAVOIDABLE | | 1325 MAINTATN NUTRITION STATUS |

ITNLESS UNAVOIDARLE

|

I Resident #167 no longer resides sl the
‘ facility.
|

Residents receiving altered textured diets ure
a risk,

Nutrition Services Manager/designee will r
pravide re~cdacation to scrving stafl about
texturcd diets and lollowing dict order,

Weekly audits of meal scrvice and dict ‘
texturcs will be conducted by NSM/designee'|
[ x3months. Audit findings will be reported to |
the QAP) commiltee monthly x3mogths.

s Rok acecpied TR Ruedoye] i

i
|

|
| |

FORM CMS-2567(D2-00) Pravious Versions Dbsolele
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] [ DEFICIENCY) :
| ! : i
b : | :
F 325 Continued From page 10 | Fa2s5 |
‘ served the proper texture meal. The Physician " : TI}JJ Plan fo':’rlrrﬂ;:‘:(torr is the cester's eredible !
. order dated 06/20/14 for diet states puree texture ! L wllegarion of compliancs, |
: with dysphasia r_nEChamcal p|eaSL_”9 fooqs and ‘ Preparation andlor execulion of thiv plan of correction;
. Nnectar thick liquids. Per observation during the | 1 doey rof conkrituty admission or dgreemeni by (he i
| noon meal on 06/30/14 the resident was served | ; ﬁf;ﬂ;ic:;r' of :’m ,:um aof f;’wj;_":;rjf r;':He'geecl u;_’iougu.u;m-.
. i B ‘| sef forth i1 the sleiement of deficience. &t LR 1)
| rmeat pietn which the food 'server tock off the i ‘ correction it prepared andfor execnled Selely becanse
| crust, chopped the meat with the fork, poured i | i 1 reguived by the provisions of fedeval ane st fovw
i some gravy over the meal and mashed potatces | ‘: !
! and pureed spinach. ‘ ] | :
. Per interview on 06/30/14 at 12:08 PM the food | ‘ |
| service supervisor stated that per the Therapeutic | ‘
! diet menu "the meat pie sheould be pureed”, Per ; {
L interview on 07/01/14 at 8:55 AM the Speech |
: Language therapist (SPL) stated “for [the i |
resident's| safety [s/fe] can't progress beyond | :
puree meais but the pleasure foods can be ice | |
; cream and well- cooked food like macaroni and | :
| cheese". The SPL confirmed that the resident ’
{ was served an incorrect texture, ‘ i 1320 DRUG RFGTMEN IS FREE FROM |
F 329 483,25(1) DRUG REGIMEN (S FREE FROM : F 329! TINNECLSSARY DRUGS ’
$5=p | UNNECESSARY DRUGS j !
) ) i Resident # 138 physician’s orders for ‘
. Each resident's drug regimen must be free from ! psychotropic medicuiion have been clarified,
funnecessary drugs. An unnecessary drug is any ;
Il . . : " | I
 drug when used in excessive dose (including : Current residents receiving psychotropic
duplicate therapy); or for excessive duration; or | medications bave the potential to be
| without adequate monitoring; or without adequate i allected,
‘ indications for its use; or in the presence of :
| adverse consequences which indicate the dose | f ‘Lhe TINS, ADNS or designce will review
. should be reduced or discontinued; or any l physician's orders for psycholropic
: combinations of the reasons above. ‘ medications on current residents to enswe |
_ ‘ ( thal care plan relcrence accurately reflects ‘
| Based on a comprehensive assessment of a i | curtent physivian's orders, |
: resident, the facility must ensure that residents | | ) 'l
| who have not used antipsychotic drugs are nat | | Ticonsed nurses will be re-educated [
| given these drugs unless antipsychotic drug - regarding necd o saswre that physicias’s
: therapy is necessary to treat a specific c_:ond:tlon | . orders wre noted and implemented timely. |
i as diagnosed and documented in the clinical \ | E
! |

FORNM CMS-2557(02-99) Previcus Versians Obsotale Event (D 7xHA1

Facility 1D: 475030 if continuation sheet Page 11 of 20
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v 7 T
' i
F 329 Continued From page 11 F 326! |
| record; and residents who use antipsychotic | This Plan of Correcrion is the center’s cradible |
: drugs receive gradual dose reductions, and | | olfesation of compliance. |
'  behavioral interventions, unless clinicafly © i Frepuration andior exceution of This plan af corecetion |
| contraindicated, in an effort to discontinue these | i docs not constitile admission or agveement by the !
‘ drugs . ' provider of the iruth of the ffc:'L};' alleged n;}:m:;:lm-k‘afm I
; sat foreh in the statomens of defieiencies. ¢ plon q
Lo | ‘ correction 1% prepared und/ar execuded sofely beamse
! | | it iy pequired by the provivions of federal and sigte fow. ;
E ! i i
| ‘| NS, ADNS or desipnee will audit 1
o _ ) | . psychotropic medication orders to ensure
: This REQUIREMENT is not met as evidenced | } rimely implementation and that care plan ‘
\ by: | ‘| reference aceuralely reflects current g
: Based on staff interview and record review, the | | physiciun’s orders weekly x 3 months. J
‘ facility failed to ensure that the drug regimen for 1 } i
of 10 applicable stage 2 residents were free from - Audit findings will be reported to the QAP]
| unnecessary medications ( Resident # 138,) | Committee wmonthly x 3 months |
i Findings include: | | F%\ ol v I \ o ‘
%. ' : ‘\Da@? TR Elizadrlag e
! Per record review on 7/1/14 at 1:15 PM, staff did E M
| not administer medication as ordered by the
: physician for Resident # 138. There was a
i 3/20/14 physician order to decrease Quetiapine
: {an anti-psychotic drug) 25 milligrams by mputh
! to three times a day from the current four times
i daily. Review of the MAR (Medication ,
| Administration Record) shows that staff ! !
: administered Quetiapine 25 milligrams by mouth
1 QID (4 imes a day) through May 28. 2014 when ‘
| the physician signed an order for Quetiapine 26 | |
- mg by mouth four times daily. On 7/1/14 at 2:45 ‘
| PM the Director of Nursing Services (DNS) ! :
| confrmed that the facility had not acted on the | 1
: 3/20/14 order to decrease the Quetiapine dosage |
, and confirmed the resident had been receiving ‘
( Quetiapine 25 mg QLD since 3/20/14. } ]
F 353! 483.30(a) SUFFICIENT 24-HR NURSING STAFF | F 353 i
ss=F : PER CARE PLANS - ;

|
|
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|
i The facility must have sufficient nursing staff to ‘\
| provide nursing and related services to aftain or |
| maintain the highest practicable physical, mental,
: and psychosocial well-being of each resident as
; determined by resident assessments and |
i individual plans of care. ;
The facility must provide services by sufficient
numbers of each of the following types of
persenne! 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 (¢} of this |
t section, the facility must designate a licensed
I nurse to serve as a charge nurse on each tour of

| duty.

i
I
|

| This REQUIREMENT is not met as evideticed
| by
: Based on interviews and record review the
facmty falled 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

i stated that "spmetimes the wait when you turm on

|y0ur lightis 1/2 to 1 hour or longer. Sometimes '
theyjust don't come and | have to use my phone

. i to cali the desk (by dialing the facility) to ask for

i help. | have never wet the bed but 2 nights ago |

This Plaon of Corvection iy the center’s credihle
allegation of complidace.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X2) NATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
475030 8. WING 0710212014
NAWE OF PROVIDER QR SUPPLIER STRIFT ADDRESS, CI1Y, STATE, ZIP CGDE
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BURLINGTON, VT 05408
(X4 1D | SUMMARY $YATEMENT OF DEFICIENCIES 1 D ‘ . PROVIDER'S PLAN OF CORREGTION | (%8}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY IFULL ; PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG [ REGULATDRY OR LSC IDENTIFYING INFORMATION) ; TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| ' DEFICIENCY)
T ‘% | :
F 353 | Continued From page 12 F 3583 !

| Preparation andfor execwiion of ftie plas of corvection
I does rol constinite (edmission ar agrecetent by the |
L provider of the truth of the_fucts alleged or ¢onclusions
| et forth in the statement of deficiencies. The plan of

‘ correction js prepared andfor execrted sololy because
Uit da reguired by the provisions of fecleral id siale low. ;

F353 SULLICTENT 24-1IR NURSING
STALI PER CARL P1LANS

‘The Dircotor of Nursing or designee will
monitor staffing and scheduling of nursing
personnel on a dally baxsis to assurc that i
staffing levels are sullicient to mccl the
residents’ peeds.

‘[he facility has been aggressively rocraiting |
for licensed nurses and INA's Utilizing
locad and online recruiting scrvices, The |
facifity conkacted with three temmorary i
staffing agencies to provide direcl care staff

i lor the facility. Exit intervicws wtilized to
identify improvements nceded for stafl

rotention. Changes made to orientation buscd|
on those indings, :

DINS/Social services/designee will intervicw

residents weekly 1o ensure their care needs
Lave been met thoely. In addition family
members will be inicrviewed manthly. to

i cnsure they focl their family momber’s necds

| are being mel. |

Review of pursing staffing hours,

¢ recruitment and retenlion plans as well as the:
[ resident/family interview informution will be
| reviewed al the QAPT mccting monthly
x3months,

FORM CM&-2567(02.08) Pravious versions Obsalelr Event ID:7JXHH
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' had been waiting a long time and they finally ‘
| came, They got me into the Jift and started to
| move me but | couldn't wait and they had to use |
t the badpan to catch the urine." S/he also stated i
| 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 3
i usually bring once a day, in the morning. Many |
i imes s/he has to ask for water if she wants i, =
[
|
|

.
i 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 :
| avallable to make sure ybu get the care and l
: assistance you need without having to wait a long

| time?" with a “No“. One of those 7 residents

' stated "I messed myself once when | had to wait

i too lang," and another stated " waited a long time
 for pain medication."

‘ 3}. During the Stage 1 portion of the survey 3 of
i the 4 family members interviewed answered the
! question "Is there enocugh staff available in this
i facilty 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 |

difficult times are pn the Day and Evening shifts
| when staff are really busy, Another family

: member stated that there have been 2-3 times
that hisfher reiative had to wait 1/2-1 hr so that a
: staff member Could find a second persan to help
i do a mechanical kift 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

! stated that weekends are bad and that the most |-

This Plun of Correclion is the cenier's credible

ctile garion of complionee.

! Proparasion andlor exeention of this plan of cormation |
‘) Woes not curstitite admission or agresment by the

provider of the truth of the facts wifeged or conclusions :

L

correction is prepurcd andlor exeauted solely bearise

‘ xzeforfh iix the satemeni of deficiencies. The plan of |

it (5 required by the provisions of federal and stare law, |

1
|
|
|

i
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F 353 - Continued From page 14 F 353] ' |
E manner, cail Iights not being answered in a time|y ! T.::li.! I;:m Q?'g;ﬁ);[ﬁg;r the cender™s credible |
. . - . RO of O .
- manner, call light being turned off and resident aliegntion ¢ !
I waiting until noon for assistant, and resident ; Prepemadion andior execution of thiz plun of corvection |
i feeling rushed during care. Both the January and | does nui constinime cuimission or agreament by lhe !
| June minutes state that there has been some™ provider of the irtgh of the fucts alleged or conclusions .
I . linhts bei d i senforth n the mindemunt of deficiencies. The plap of |
Improve_ment in cali lights being answered. . i corvection iy preguired andlor ceecured solely becavye |
F 371 | 483.35(1) FOOD PROCURE, ! F 3710 irixrequired by the pravisions of federal mnd state I |
$5=D STORE/PREPARE/SERVE - SANITARY ‘ - ‘
O | F371 FOOD PROCURE |
1

l The facllity must - STORLAPREPARL/SFRVE-SANTTARY
' (1) Procure food from sources approved or :
considered satlisfactory by Federal, State or local
* authorities; and |
(2) Store, prepare, distribute and serve food
under sanitary conditions

The microwaves were cleancd by the staft as .
part of after meal seyvice rourine, The
insutated cold food server was brought 1o the
kitchen prior 1o the nexe meal to be cleaned
as parl of the kitchen routine. [

i
:

} © NSM/designee will provide education to
dictury staff about following cleaning
procedurc aller each meal.

This REQUIREMENT s not met as evidenced |
by: !
Based on cbservation and staff interview, the
facility failed to store, prepare, distribute and i
serve food under sanitary conditions. This has |
; the potential to effect one of two resident serving Andit {indings will be reported to the QAPI
areas. Findings include ’ Comimittee monthly ¥ 3 months

P31 Pl aceephed T2l Rfi‘{e,mb\ﬂﬁﬁlm

Weekly audits will be conducted by
NSM/designee 1o ensure lood service
cquipment is in sunilary condition.

1. During the initial tour on 06/30/14 at 2:00 AM
the following was noted in the Chittenden serving
i areas. Both microwaves which are used for the

| residents were dirty with dried food and |

the insulated cold faod 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

. surface, food debris and utensils stored on the

cold food server continued to have the stlcky dirty ’ ’

FORM Cri8-2607(0228) Previous Varsions Obsolele
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Fa71i Continued From page 15

, dirty surface. Also noted food particles; i.e. lemon
- wedges, that were served the day before [at the | ‘
§ nooh meal] were on the serving table shelf. Per ! Preparation endior exccition of diis pian of correction |

s . . . o dews nar constituee admission or agreement by the i
. interview and observation on 07/01/14 at 5:24 AM . L provider of the ireth of the facts alleged or concliasions I

F 3 _ |
Thits Pleor of Correction is tfe cemterfy erodible :
alleguiior of complience,

|
|
|

‘ ser foril in the statemeni of deficiencies. The plan of

the Food Service Supervisor confirmed the above
currection 1s pregmred andlor cxactited solely beeause

! observations that the insulated cold food server

i and warm server were not in sanitary condition. | itir requived by the provisions of fuderal and saite law.

i
L
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ngg ‘ fééﬁéﬁ{ﬁﬁ“ﬁﬁ%ﬁ}“w REVIEW, REPORT | F428. 1428 DRUG RRGIMLNREVIEW, RFPORT
i - | TRREGULAR, ACT ON
| The drug regimen of each resident must be ! ‘
: reviewed at least once a month by a licensed | i :
l pharmacist. AIMS assessments have been completed and
!| ‘ i physician’s orders for anlipsychotic
i The pharmacist must report any irregularities to i i medications for residents # 116 and # 138
| the attending physician. and the director of | have been reviewed. ,
. nursing, and these reports must be acted upon. !
/ Cwrenl residents recoiving antipsychotic
| medications have the potenlial to be r
! affected. |
, \
) _ The DNS, ADNS or designee will veview )
i This REQUIREMENT is not met as evidenced ' P current residents to cosure the Tollowing,
 by: . (1)Phammacist recornmendations for
© Based on staff interview and record review, the | antipsychatic medications have been
| facility failed to act on the Pharmacy Consultant's ! * forwarded to the altending physiciaa, (2) 3
report of ireqularities and recommendations for 2 ; i documented response has been received
of 21 resident's in the stage-2 sample (Resident # from the physician (3) physician ‘s orders
138 and #116). Findings include: f | for antipsychotic wicdications arc noled
i - | umely by licensed nurscs (4) AIMS
i 1. Per record review on 7/1/14 at 1:15 PM, staff | asscssments are completed per fucilily ,
did not act on the consultant pharmacist's | policy.
recommendation to consider a Gradual Dose |
| Reduction {GDR) for Resident #138. Resident  ; Tjcensed nurses will be ¢ducated regarding
i #138 has been on Quetiapine (an anfi-psychotic + revised process for ensuring timely response -
drug) since admission on 7/5/12. A GDR was ‘ 1o Pharmucist’s recommendations and !
recommended in March, April and May of 2014 | | fucility policy regardiag completion of
“for Quetiapine Resident has been on Quetiapine | ©AIMS assessmeat,
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| dosage since 6/7/13. The 5/19/14

This Plan of Correction is the center’s credidle
aflegation of complimice. |
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F 428 . Continued From page 16 | Fa428 |
) :
|

- 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 Direclor of Nurses (DNS) on 7/1/14 at 2:45

 PM, the facility process is the Unit Manager (UM)
receives recommendations fram the pharmacy

| consultant and faxes them to the physician. The

: physician then will react to the pharmacy

! consultant's recommend and fax a response hack

i to the UM. The DNS.confirmed that the facility

. had not acted on the March or April 2014

‘| pharmacy recommendation.

| 2. Per recard review on 7/1/14, Resident #116

tOn 1/17/14, 2120114 and 3/20/14 the cansultant
| pharmacist recommended that an AIMS (AIMS =

i Abnormal Involuntary Movement Scale- used ta

i menitor for antipsycholic medication side effects)

: and confirmed though interview with the facility
' DNS on 7/2/14 at 7:19 AM, staff failed to act on
i 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
i bf9/14, Zyprexa 2.5 mg was added (for a total

| dose of 7.5 mg/day) untii 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

i was taking Zyprexa, an antipsychotic medication. !

be conducted for this residert. Per record review |

|
|
|

|

F$ao ?DLaccq)!;cz\ 'H'S\\N ?Wwb\enjl?&'\(ﬁv\n,b

Praparaiion and/er execulion of tix plan of corvection |
does rof constinnte wdmission or agracment by ihe !
provider of the iruth of the fucts alleged or conciurions |
sud forth 01 the stateoment of deficiencies. The plan of
carrection is prepaved andfor exrcnted sokely banauss
it B reqrutrad by the provigions of federal imd sealy k.

The DNS, ADNS or designec will andit |
compliance with completion of AIMS '
agsessments per facility policy and
physician’s response (o Pharmacist’s
reeomuuendations weekly x 3 moaths :
Andir findings will be reperted to the QAPL ‘
Commillee monthly x 3 months i

|
|

FORM CMS.7567(02-00) Previous Versiona Obaciets

Event 1D 7JX11

Facility ID: 47503¢

1f continuation sheel Page 17 of 20




JUL.20.2024 23:22

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

#0069 P.020 /022

PRINTED: Q7/17/2014
FORM APPROVED
- OWVB NO. 0938-0391

ss=8 | LABEL/STORE DRUGS & BIOLOGICALS

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DAYE SURVEY
AND | AN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BULDING
1
475030 B. WING 0710212014
HAME OF PROVIDER OR SUPPLIER STREET1 ADDRESS, CITY, STATE, ZIk CODE
STARR FARM NURSING CENTER S8 STARR FARM RD
BURLINGTON, VT 05408
(X4 D ! SUMMARY STATEMENT O DEFICIENCIES ! n ! PROVIDER'S PLAN OF CORRECTION i x5
PREFIX | (EACH DEFICIENCY MUST B(: PRECEDED BY FULL . PREFIX {FACH CORRECTIWE ACTION SHOULD BE | COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) R YO CROS$-REFERENCED T( THE ARPROPRIATE UATE
: DEFICIENCY) ‘
1 : :
! { ]
cont | | |
F 428 | Continued From page 17 g F 428
» consultant pharmacist recornmendations are | Phis Plon of Correction is the center's cvedible }
! acted upon. | i wilegarion uf compliance.,
F 431, 483.60(b), {d}, (¢) DRUG RECORDS, F 431} Preparation andiar execufion of lhis plot qfcw.n,;j,m"“
]
|
1

|
i a licensed pharmacist who establishes a system

; of records of receipt and dispositicn of all
| contrelled drugs in sufficient detail to enabie an

accurate reconcifiation; and determines that drug !

' | records are in prder and that an account of all

| ccntrolled drugs is maintained and pericdically

! reconcnled

. Drligs and biologicals used in the facility must be

! l[abeled in accordance with currently accepted

| professional principies, and include the |

i appropriate accessory and cautionary

‘ instructions, and the explratlon date when
apphcable

i In accordance with State and Federal laws, the

; facility must store all drugs and biologicais in

|' locked compartments under proper temperature
| controls, and permit only authorized personnel to
i have access to the keys.

| The facility must provide separatety tocked,
! permanently affixed compartments for storage of
' controlied drugs listed in Schedule Il of the
! ' Comprehensive Drug Abuse Prevention and

| Control Act of 1976 and other drugs subject to
abuse, except when the facility uses singfe unit
| package drug distribution systems in which the

| quantity stored is minimal and a missing dose can "

' be readily detected.

|

' The facility must employ or obtain the sefrvices of

does nor conslifule admisyion vr agreement by the
provider of the pruth of Hie Jacts alleged or conalusions
set forth i the sigtentent of dificiencies. The planof
correclion is prepared andlor cxectdud solely becanss
il is required by the provisions of faderal and stese lenn. |

) F431 DRUG RECORDNS LADEIL/STORLE |‘
| DRUGS AND BIOLOGICAT.S ]

Licensed nurscs have been re-educated
regarding facility process for documenting J
medication room refiigerator temperatures,

J

|

i

i

l

: |

] |

‘ ‘ Unil managers/designee will audit _
. compliance with recording medication room. |

[ r refriperator lemperature weekly.

} } Audit findings will be reported to the QATT

Committee monthly X 3 months '

Fi3l

I
!
|

-

Laccepked Mg mmak\ajﬂul P
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sanitary, and comfortable environment for
residents, staff and the public.

|
}

by:

| failed to assure a safe and camfortable

| Findings inciude:

1
1

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

i environment for residents, staff and the pubiic.

| 1. Per observations on the Chittenden Unit far

|
|

STATEMENT OF GEFICIENCIES (1) PROVIDER/SUPPLIERICLLA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENT |FICATIDN NUMBER: A BUILDING COMPLETED
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' ! | DEFICIENCY) :
i i I ]
i s )
F 431} Continued From page 18 | F 431 i
| {w § This Plar af Corraction Is the center’s credible t
| This REQUIREMENT is not met as evidenced | | ollesation of complidnace. ;
I by: o i L Prepuration andior exccution of this plan of coraeetion |
i Based on interviews and observations the facility | I does ner constibate adbnission or agrecaient by the ‘
 failed to store all drugs and biologicals under ! { provider of the trush of the facts ieged or conclusions,
I ; L : . | setfoovh b the staremend of deficiencies. The planof
? proper temperature controls. Findings include: | Eeevection it prapaed ndlor coccuted solely because |
‘ . . ) ; | it iy required by the provisioas of federal emid stabe g |
: During the review of medication storage i | ‘ J
| observation on 07/02/14 all three units did not } i
| have consistent and regular refrigerator o \
i temperature checks. Each unit had insuiing, - I !
 vaccines and other biologicals needing | |
| refrigeration. There were no temperatures noted | \
i for two units for the month of July and allthree ;
| 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 J j 1
| temperatures should be checked every night by ]
t the nurse. S/he confirmed the facility failed to ‘ ' i
assure all drugs and biologicals were stored
. under proper temperatures. | !
F 465 | 483.70(h) f F465| 1465
§3=D | SAFE/FUNCTIONAL/SANITARY/COMFORTABL. SAFE/FUNCTIONAL/SANITARY/COML
. EENVIRON | ORTABLE ENVIRONMENT
The facility must provide a safe, functional, Ieras in the hatiway werc cleared during, the|survey.

1

‘ ' i
SDC/designee will provide education to staff aboul
storage ol squipment and waintainiog clear ltal lways.

Maintenance Director/designee will audit hallways
weekly x3 months Lo ensure a safe and com(prtable
environment, Audit findings will be reported to the
QAPI Committee monthly x 3 months 1,

s P acepked 11201 twaui?\agﬁ“\f’“’lslb

|

I
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F 465 | Continued From page 19 F 465,

two days of survey, numerous unused
wheelchairs, oxygen equipment and a large mea[
tray cart was observed pn 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
i 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 i
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 ali times. Sthe confirmed
at that time that equipment stored in the hallway
. impeded resident's ability to maneuver

- comfortably in the environment.

‘ |
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NAMIE OF PROVIDLUR DR SUPRLIRKR

STREET ADDRESS. Criy  STATE, 2)* CADE

98 STALR FARM RD

| STARI FARM NURSING CENTER BURLINGTON. VT
W
PRETTX
TAG SUMMARY STATEMIINT OF DERICINNCEES
F 166 483 10(0(2) RIGHT TO PROMPI' LFFORTS TO RESOLVE GRIEVANCES

A resident has the vight w prompl cffocts by the facilily to resolve gricvances the resident may have, mcluding
thuse with rospect 10 the hehavior o [other residents,

This REQUIREMUENT is not met as cvidenced by:
Based on interview and record review the (acility fatled 1w keep anc applicable resident appropriately
appriscd of its progress toward resolution of a grievance, (Resident #264) Findings includc:

Per intervicw on 06/30/14 at 9:01 AM Wesident #264 stated that not all staft knock or ¢catl when catering the
room. The resident communicaled this concern to staft, which was then documented on their grievance form
{Commumicalion Response Korm), and there was no gvidence the resident was informed of the outcome of the
grievance, When asked for any examples regavding this, the rosident stated ' I' was very upscl tat two nwrses
came breezing in and wanled 10 take out my staples...it was so rude of them, they didn't lmaock, I didn't know
they were planning on this and during the nipht, besides. That night one of the alher aurses came i to talk 1o
me and 1 finally stopped crying, and then the next day [another nurse) (ook them out,"

Per interview (he Unit Manager at2:12 PM on (7/01114 stated that there was an order to vemove staples on
Lthe evaning shift 'but it gol busy so stafl went in at 1030- 11 [PM] atnight and woke the residenlup', Per the
Conununication Response Furm dated 05/29/14 notey [resident] reporting "2 nurses came in and woke me up
they did not introduce themselves”. This form notes that it was referved Lo nusing with a response of 'spoke
with niurses about realtnents heing completed during working hours'. Howgver, there was no
response/corapletion (o the resident by the exceuwtive director ur some other doparunent head as to the
resolution, date and the neiinn peeded. ‘ :

Per mtcrview on 07/01/14 at 3:12 M the MSW [social services) stuled that the other social worker [who is
curently on vacation] spoke o the resident when they were aware of the voncern as purt of thelr investipation
but thoughl that the nurse spoke to [the resident]’. S/he confirmed that there was no evidence that the resident
received a prompt resolution (o \he grievance,

*{'his is an "A" level. citation.

Also see F-241

Aay deficleacy steiement eading with ow aterisk (¥} dunotes a deFeiency wlich the instiiation way be exeuged fram comuetng provichng 11 is dolenmined thi atlwa safeguards provide sufMicicnt

Peoievlion W the panems. ($ee inaTuctions) Fxgept for nursing homes, the findinps staud above are dischisble D0 days Tollawing the date oF sumvey whiether or pen s plan of sorreenon i, pravided.
Far pursing, lmmas. te ibave (rdinga.and plans ul vinrcetinn are disclasahle 14 doys fothnving the dnte these documents are mnde sevailahibe 16 the Iaitity. 1 defieionsics nre viwd, an gpproved plan of

The above isolmed deficioncics poxe o actial harm to the iwsidsivs

rad kil L

EventiD: 7TXT111 i cantinuation sheet 1 ul !
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