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/TTY (802) 871-3317

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

August 6, 2013

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
10, 2013. 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,

SSONRI=N

Pamela M. Cota, RN
Licensing Chief

PCjl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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|
F 000 | INITIAL COMMENTS F 000 This Pian of Correction is the center's credible
allegation of compliance.
The DIVISIQH of L'lcensmg and, Protection Preparation and/or execution of this plan of correction
. conducted investigations for six self-reports and does not constitute admission or agreement by the
one complaint on 7/9/13 - 7/10/13. There was one provider of the truth of the facts alleged or conclusions
| State regulatory violation as a result. set forth in the statement of deficiencies. The plan of
| correction is prepared and/or executed solely because
F9999 | FINAL OBSERVATIONS F9999 it is required by the provisions of federal and state law.
. Per Vermont Licensing and Operating Rules for | i 9"? I e
' Nursing Homes December 15, 2001, 3.17 (e) "A F9999 No requested waiver from the
 facility shall report any knowledge it has of Director of Licensing and Protection on one
actions by a court of law against an employee, employee

which would indicate unfitness for service as a
| nurse aide or other facility staff to the Vermont
| State Nurse Assistants Registry or the
| appropriate licensing authority and the licensing
I 'agency. Actions by a court of law which indicate Employee records have been reviewed to
unfitness for service include a charge of abuse, | identify who may not have had this waiver in

1
neglect or exploitation substantiated against an 1 | place. For any employee who may need this

Employee identified during survey has a
variance in place.

employee or conviction of an offense for actions waiver the process has been implemented to
related to bodily injury, theft or misuse of funds or obtain a waiver. The SDC is providing
property, or other crimes inimical to the public education to all department heads regarding
| welfare, in any jurisdiction within or outside the requiring this waiver to be obtained for
State of Vermont." employees that meet this requirement. A log
(h) "The results of all investigation must be of new employees will be completed with
' reported to the administrator or his or her the following information: whether the
designated representative and to the licensing waiver was needed or not, what date the

agency in accordance with 33 V.S.A. Chapter 68, documents were sent to Division of
and if the alleged violation is verified, appropriate Licensing and protection and the date in
| corrective action must taken." | which the waiver was received.
|
Based on staff interview and record review, the | The SDC will be complete a monthly audit
facility failed to obtain a variance as required one to validate that the log is accurate for new
employee whose Vermont Criminal Information employees. The results of this audit will be
| Center (VCIC) background check revealed presented to the Performance Improvement
' misdemeanor charges. Findings include: ‘ Committee monthly for 3 months for review
* or recommendation.
Per record review of new hire employees on F1994 PoC acce?keL glili3 RIYM\%PNIWM/
7/10/13 at 9:00 AM, it wa%net.e\ that a VCIC

LABORATORY DIR $ OR PROVLDER/SURWPRESENTATN& B SIGNATURE & TITLE )AJLQ' . (X8)DATE
@W Curn i Sxevdue | S ’HQO(\IZ>

Any deficiency statement e)nding with an asterisk (‘5 denotes a deficiency which the institution may be excused from correcting providing it is de‘termlne that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, 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 these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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background check revealed a misdemeanor

conviction for 1 of 8 employee records reviewed.

There was no evidence that the facility had
obtained a variance from the State Licensing

Agency. This was confirmed during interview with

an Administrator on 7/9/13 and again by the
Director of Nurses on 7/10/13 at 11:15 AM.
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