s T WRMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, L.add Hall
Waterbury, VT 0567 1-2306
http://www .dail. vermont.gov

Voice/TTY (802) 871-3317

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

October 21, 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
September 16, 2013. Please post this document in a prominent piace in your facility.

We may follow-up to verify that substantial compliance haé been achieved and maintained. If
we find.that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

NIRNINN

Pamela M. Cota, RN
Licensing Chief

PCjl

e, ".

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation




18/21/2013 ©9:17

8826586432

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

STARR FARM NURSING C

PAGE B2/29

PRINTED: 058/27/2013
FORM APPROVED
OMB NQ. 0938-0391

STATEMENTY OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

(X2} MULTIPLE CONSTRUCTION
A, BUILDING

(X3) DATE SURVEY
COMPLETED

475030

B, WING

c
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STARR FARM NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
98 STARR FARW RD
BURLINGTON, VT 05408

09/16/2013 J

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures {including to the
State survey and certification agency}. .

The facifity must have evidence that all alleged
viplations are thomugthated, and must

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES :
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL 'F'RIEI:;)F;X (E:c?r? \ggsgsscerﬁfgnco%ﬁg&g;ﬁ“es COMPLETION
TAG REGULATDRY OR L5C DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
This Pian of Correction is the centar’s crodible
An unannounced on-site complaint investigation wliegation of comphance
| was conducted by the Division of Licensing and Preparation and/or exeontion of this plan.of correction
Protection from 8/10/13 to 2/16/13. There were does not constitule ﬂd';_ﬂ;-ﬁ;n or azi'f«cmm by the
s e . s provider of the tmujr af the fucts alleged or conchusions
rt;ci:rl:rx:atogadtzf?encueds ut:lenﬁﬁc;d. /]ﬁ\thdetednmr;atlonf et fartl in the siatement of deficiencies. The plan of
b . medi eopardy to the hea ! and safety O correcion is prepared and/ar executed rolely because
residents was made on 9/11/13, which also it is roguired by the provisions of federal and state law.,
constituted Substandard Quality of Care. Priorto
the end of the survey, on 8/16/13, the facility F225 Investigate/report 10/16/201p
successfully removed the Immediate Jeopardy, alicgations/mdividuals
however deficient practice remains,
F 225 | 483 13(c)(1)(i)-(iif), (c)(2) - (4) £ 2251 Regident #2 No longer resides at the facility
5a=D | INVESTIGATE/REPORT Resident #6 No longer resides al the facility
ALLEGATIONS/ANDIVIDUALS Resident #7 A formal event report and the

facility investigation was completed post
sarvey.

This event was investigated by the state
survey during swrvey. |

Current resident evenls reviewed to ensure
investigationy were completed per policy
and reported appropriatcly.

SDC/designee will complete education of
gtaff on policy for completing investigations
and reporting to State agencics.

Exccutive Director will ensure education is
completed.

Events will be reported to the management
team as they occur, The management team
will complete a thorough investigation and a
report will be made to the state survey
agency per policy.

LABGRATORY Dg's OR PROVIDER/SUE
-} . ‘i g D

PLIER REPRESENTATIVE'S SIGNATUR .

(¥8) DATE

Any deficiency statame
other safeguards providé sufficiant protection to the p >
following the date of survey whether or not a plan of correctlon is provldgd. 'sing )
days following the date these documents are made avalable to the facility. if deficiencias are cited, an approved

pragram participation.

R
t ending with an asterisk t'\ denotes a deficiency which the inetitution may be excused from comecting providing it is determined thal
atisnts, (See instructlons.) Except for nursing hamas, the findings stated abova are disclasable 30 days
For nursing homes, tha above findings and plans of correction are disclosable 14

plan of correction ls requisite to continued

I?ORM ChMS-2567(02-88) Previcus Versians Obsolete

Evant iD; 26WX11

Facilty ID; 475030
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F 225 Continued From page 1

_

prevent further patential abuse while the

| inve:stigation is in progress.

The results of all investigations must be reported
ta the administrator or his designated

represenfative and to other officials in accordance

with State |aw (including to the State survey and
certification agency} within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based an record review and staff interview, the
facility failed to ensure that the facility is able to
provide evidence that all alleged violations
invoiving mistreatrment, negiect, or abuse,
including injuries of unknown source are reported
immediately to the State Survey agency and
thoroughly investigated, for 3 of 7 residents
identified (Residents #2, #6 and #7) The findings
include;

1. Per record review on 9/12/13 for Resident #2,
on B/31/13 an incident note indicates that
Resident #2 "had a bruise of unknown origin
discovered on Resident #2's right outer eye,
purple in color measuring 7 cm (centimeters) lang
and 2 crn wide. Per review of the facility internal
investigations, there was no evidence that this
documented incident on 8/31/13 of a bruise of
unknown origin was reported to the State Survey
agency or investigated, and a cause of the
bruising of the right eye was not determined.

Per review of the facility policy/procedure dated
8/31/12 and titled: "Abuse", “injuries of unknown

F 225

This Plan of Correction is the center’s credible
allegation of complianee,

Preprration andior execution of thix plar af correction
does not constitila admission or agreemaont by the
provider of the truth of the facts alleged or conclusions
set forthi In the statement of deficiencies, The plan of
corvection is prepared andiar exeputed solely becatse
it ir required by the provisions of federal and statg law,

Event reports will be revicwed at morming
management meeting for thoroughness of
investigation and compliance with reporting
policy. Process will be reviewad at
Performance Improvement committee x3
maonthg and changes made as peeded.

FA25 PoCaccephed 101113
W Cuidnan /| pue

|
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(X4} 1D SUMMARY STATEMENT OF DEF'CIENCIES ! D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DERICIENCY MUST BE PRECEDRED BY FLLL | FREFIX {(EACH CORRECTIVE ACTION SHDULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIF YING INFORMATION) | TAG CROSS-REFERENCED TD THE APPRCPRIATE DaTE
i DEFICIENCY)
F 225 Conlinued From page 2 F 225

This Plan of Correction is the cenfer's credible

sburce are reported and investigated in . .
allegation of complianre.

accordance with this policy and its supporting

procedures.” Per review of the facility policy titled Preparation end/or exccution of thix plan of cerreciion
Accidents and Supervision to Prevent Accidents dof mf;of comsiifute admission or agreement by the

s b i provider of the trulh of the facts alleged or conciustons
dE.ItF:‘rd 4/28_! 11, the policy ind |cgtes that the facility et forth i the staterment of deficiencies. The pla of
will InVEStlg?te and report BCCIdEI’?tS and dEVEIOP correction is prepored andfor executed solely because
a plan of action to prevent the accident from it is required by the provisions of federal mnd state law,
recurring.”

Per interview with the facility Administrator and
Director of Nursing, they confirmed that na
internal investigation had been complefed to
determine that cause of the bruise of unknpwn
arigin identified on Resident #2 on 8/31/13 and
the 8/31/13 had not been reported to the
appropriate state agencies in accordance with
state [aw, Co

2. Per review df the medical record on 8/10/13,
Resident #6 was admitted to Starr Farm Nursing
Center on 2/19/13 with diagnoses that include;
status post Caronary Artery Bypass Graft
Surgery, Congestive Heart Failure, Cerebral
Vascular Accident, Dysphagia, Depression, and
weakness and frailty. Per review of a Nurses
Note gated 7/18/13 at 12:57 PM the note
indicates a Licensed Nursing Assistant (LNA)
reported that he/she saw Resident #7 place a
pilow over the face of his/her spouse, Resident
#6. The nurse asked the LNA what he/she said to

FORM CMS-2567(D2-99) Previous Versionu Obsolete Event iD: 26WX11 Facillly ID: 475030 If continuation sheet Page 3 of 24
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The facifity must develop and implemenrt written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based an record review and staff interview the
facility failed to ensure that written policies and
procedures that prohibit mistreatment, neglect,
and abuse of residents and misappropriation of

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION Y3y DAT v
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; & BUILDING : ’SQM%SEUFEDEY
c
475030 B WING 08)16/2013
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
STARR FARM NURSING CENTER 59 STARR PARM RD
, BURLINGTON, YT 05408
{X4) Ip SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN DF CORRECTION (XE)
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY.OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
F 225 Continued From page 3 F 225
Resident #7 and the LNA indicated that Resident This Plen of Correation is flic oenicr's credble
#7 did not respond. The LNA indicated that allegation of compllance.
he/she thought that Residen®#7 was trying fo Preparation andior execution of this plan of correction
place the pillow under Resident #6's head. Per dacs not constilute odmisston or agreement by the
review of Social Service Director (SSD) note A o S S Ao
dated 7/19/13 at 12:57 PM. the note indicates that romection is prepared and/or execuied solely because
the SSD received a call from an LNA and i it reguived by the provisions of federal and stote law,
indicated to the SSD that Resident #7 was found
holding a pillow over the face of Resident #6.
Per review of the faciiity's internal investigations
there was no evidence that the facility had
investigated the incident. Per interview with SSD
on 8/12/13 at 5:07 PM, he/she confirmed that
he/she the facility had not conducted an
investigation into the incident with Resident#5
and Resident #7 an 7/19/13. Per review of the
facility policy/procedure dated 8/31/12 and titled:
"Abuse" for all abuse allegations begin an internal
investigation and report alleged abuse to the
appropriate state agencies in accordance with
state law,
F 226 | 483.13(c) DEVELOPAMPLMENT F 228
88=D | ABUSE/NEGLECT, ETC POLICIES

F 226 Develop/Tmplement abusc/neglect, etc
policies,

Resident #2 Resident na longer resides at the
facility.

Resident #6 Resident longer resides at the
facility

FORM CMS.2567(02-89) Previous Versfons Qbsolete

Event ID: 26WK11

Faciilly 10! 475030
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STATEMENT DF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTIDN

{X3) DATE SURVEY

F 226 ‘ Continued From page 4

| resident property are implemented for 3 of 7
 residents identified (Residents #2, #6 and #7)
i The findings Include,

{
'
1

Resident#2's right outer eye, purple in colar

evidence that this documented incident on
Bf31/13 of a bruise of unknown origin was
reported to the State Survey agency or

right eye was not determined.

source are reported and investigated in
accordance with this policy and its supporting

action to prevent the accident from recurring.”

Per interview with the facilty Administrator and
Director of Nursing, they confirmed thal no
internal investigation had been completed to
determine that cause of the bruise of unknown

the 8/31/13 had not been reported to the
appropriate state agencies in accordance with
state law,

1. Per record review on 9/12/13, Resident #2 on
B/31/13 the incident note indicates that Resident
#2 "had a bruise of unknown origin discovered pn

measuring 7 cm long and 2 cm wide. Per review
of the facility internal investigations, there was no

investigated, and a cause of the brutsing of the

Per review of the facility policy/procedure dated
8/31/12 and titled: "Abuse", "injuries of unknown

procedures." Per review of the faciiity policy titled
Accidents and Supervision to Prevent Accidents
dated 4/28/11, the policy indicates that the facility
will "investigate accidents and develop a plan of

origin identified on Resident #2 on 8/31/13 and

A BUILDING COMPLETED
C
475030 B. WING 09/16/20143
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS. CITY, STATE, 2IF CODE
STARR FARM NURSING CENTER 98 STARR FARM RD
BURLINGTON, vT 05408
X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PRCVIDER'S PLAN OF CORRECTIDN Xs)
PRERFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX [EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226

This Plan of Correction s ihe center's credible
ollegation of compliance.

Preparation and/ar execulion of this plan of correction
docs not consiiitte admission or agreement by the
nrovider of the trueh of the facls alleged or conclusions
et forth in the statement of deficiencies. The plan of
cornection 5 prepared and/or executed solely becavse
it is required by ihe provisions of federal and stare faw.,

Resident #7 A formal cvent report and the
facility investigation was completed post
survey.

This event was invegtigated by the state
survey during survey.

Current resident cvonts reviewed to ensure
investigations were complcted per policy
and reported appropriately.

SDC/desipnee will compiete education of
staff on policy for completing investigations
and reporting to State agencics.

Executive Dircetor will ensure education iy
completed.

Events will be reported to the management
team as they pocur. The management team
will complete a thorough investigation and a
report will be made to the state survey
agency per policy.

Event reports will bc reviewed al moming
management meeting for thoroughness of
investigation and compliance with reporting
policy. Process will be reviewed at
Performance Improvement committoe X3
months and changes made as needed.

FORM CMS-2567{(D2-98) Pravious Versiana Obeolete

Evont (0; 26WX11
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and procedure,

2. Per review of the medical record on 9/10/13,
Resident #6 was admitted to Starr Farm Nursing
Center on 2/19/13 with diagnoses that include;
status post Coronary Artery Bypass Graft

: Surgery, Congestlve Heart Failure, Cerebral
Vascular Accident, Dysphagia, Depression, and
weakness and frailty. Per review of a Nurses
Note dated 7/19/13 at 12:57 PM, the note
indicates a Licensed Nurse Aide (LNA) reported
that he/she saw Resident #7 place a pillow over
the face of hisiher spouse Resident #6. The
nurse asked the LNA what he/she said tb :
Resident #7 and the LNA indicated that Resident
#7 did not respond.
he/she thought that Resident #7 was trying to
place the pillow under Resident #6's head.

Per review of Social Service Director (§5D) note
dated 7/19/13 at 12:57 PM, the note indicate that
the SSD received a call fram an LNA and
indicated to the SSD that Resident #7 was found
holding a pillow over |he face of Resident #5. Per
review of the facilities internal investigations there
was no evidence that the facility had reported the
incident to the appropriate State authorities.

Per review of the facility policy/procedure dated
8/31/12 and tited: "Abuse" far all abuse.
allegations begin an intemal investigation and
repart alleged abuse to the appropriate state
agencies in accordance with state law. Per
interview with SSD on 9/12/13 @ 5:07 PM,
he/she confirmed that he/she the facility had not
natified the appropriate State authorities as per
the reguiatory requirements and the facility policy

The LNA indicated that

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION
. ] {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; 2. BUILDING COMPLETED
C
478030 B, WING 09/16/2013
NAME OF PROVIDER QR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
STARR FARN NURSING CENTER 98 STARR FARM RD
BURLINGTON, VT 05408
(X413 SUMMARY STATEMENT QF DEF:CIENCIES iD PROVIDER'S PLAN OF CORREGTIDN (E)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
) DEFICIENCY)
}
F 226 | Continued From page 5 F 226

This Plan of Correction s the conter's credible
alicgation of rompliance.

Preparation and/or exccution of fliis plan of correcilon
does nof conslitute admirsion or agreement by the
provider of the wiuth of the facts alleged nr conclusions
set forth in the statement of deficiencics. The plarn of
correction ix prepared and/or executed solely because
it is requlred by thr provisions of federal and siate faw,

FORM CMS-2567(02-99) Pravious Varsions Qhsolate Event [D:28WxX11
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(X1} PROVIDER/SUPPLIERVGLIA
IDENTIFICATION NUMBER:

(2} MULTIPLE CONSTRUCTIDN

(X3) DATE SURVEY

A. BUILDING COMPLETED
475030 B, WING 09/46{/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
STARR FARM NURSING CENTER 98 STARR FARM RO
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{X4; 10 SUMMARY STATEMENT OF DEFICIENCIES D PROWVIDER'S PLAN OF CORRELTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 280 | 4B3.20(d)(3), 483.10(k)(2) RIGHT TO F 280
ss8=p | PARTICIPATE PLANNING CARE-REVISE CP This Plan of Carrection is the conter’s credible

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 pr
changes in care and treatment,

A comprehensive care pian 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
leqgal representative; and perindically.reviewed
and revised by a team of qualified persons after
each assessment, :

This REQUIREMENT is not met as evidenced
by:

Based oh record review and staff interview the
facility failled to review and revise the
comprehensive care plan for 2 of 7 residents
reviewed, (Resident #1, #6) The findings include:

1. Per review of the medical record for Resident
#1, the record indicates that Resident #1 was
readmitted to the facility on 8/2/13 and had
diagnoses that include; morbid cbesity, chronic

' pain, muscle weakness and mechanical limb

problems. Per review of the medical record for
Resident #1 on 9/11/13, the record indicated that
on 8/25/13, Resident #1 was being mechanically

aflegution of complinnce.

FPreparation and/or gxacurion of thie plar of correction
does not constitute admission or agrecment by the
provider af the suth of the facer afleged or conclisions
sot forth in the statemont of deficiencier. The plan of
correction ix prepored and/or execuied sofely becouse
il is required by the provisians of federal and state faw.

F280 Right to Participate Plannigg Care —
Revize Care Plan

Resident #1 Care Plan updated
Resident #5 Care Plan updated

Carc plans will be reviewed foliowing events
to ensure the care plarn is updated to reflect
appropriate interventions,

DNS/designee will provide education to
nursing staff related 1o revising care pians.
Nurse menagement team will review carc
plang of residents with cvents 10 ensure carc
plan ravisions were completed.

DNS/designee will randomly audit Care Plan
for residents that have reported status
changes to ensure CP revigions were
completed. Results will be reported to
Performance Inprovement committee
x3raonths, '

Fooe 0oC sceghed 1ol
MluMant 28 P
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STREET ADDRESS, CITY, STATE, ZIP GODE
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lifted into the wheelchair, and while being lowered
inta the chair, the top of the Hoyer {name of the
mechanical lift} bar swung and connected with
the resident's forehead.

Per review of the Physician's Progress note dated
8/29/13, Resident #1 wanted to be seen because
Resident #1 had been hlt by a hoyer in his/her
right eye two days prior and Resident #1 was |
indicaling hefshe had biurry vision and since
he/she was hit with the hayer it has been worse.
The physician progress notes indicates a need fo
be seen by an Ophthalmologist. Per consultant
report dated 6/30/13, Resident #1 was seen by
Ophthalmology and diagnosed with trauma ta the
brow. .

Per review of the comprehensive care plan there
was no evidence that the care plan had been
reviewed and/or revised after the 8/25/13 incident
with interventions to prevent reoccurrence. Per
interview with the Unit Manager on 9/12/13,
hefshe reviewed the medical record and the
comprehensive care plan and was unable to
identify any interventions put into place to ensure
that Resident #1 would not be injured again after
the 8/25/13 incident of being hit in the eye by the
hoyer. '

2. Per review of the medical record on 9/12/13,
Resident #5 has diagnoses that include; history of
falls, unspecified disabilities and mechanical
problems with limbs. Per review of the medical
record, Resident #5 had numerous falls, Per
record review, on 5/16/13 Resident #5 was found
an the floor after sliding out of a wheelchair. On
6/21/13, Resident#5 was again found on the
floor and again on 7/28/13 Resident #5 was found
on the floor.

(X4) ID SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREF X {EACH CORRECTIVE ACTIGN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE PATE
DEFICIENCY)
F 280 | Continued From page 7 F 280

This Plan of Correction is the center's crediblc
allzgation of compliance.

Freparalion andior cxecution of thic plan of correction
does mol constifiule odmission or agreement by the
provider of the trutl af the foctr alleged or conclusions
set forth in the stormment of deficiencies. The plav of
correction is prepared and/or executed solely becaise
it is required by the provisions of federal and xuate law.
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s5=4 | PROFESSIONAL STANDARDS

[ The services pravided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by

gased on record review and staff interview, the
facllity failed to ensure that services provided or
arranged by the facility meet professional
standards of quality regarding actions and
precautions taken when a resident with a head
injury from a fall was attended to by staff, for 1 of
7 resident reviewed. (Resident #1) The findings
include:

{%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATQRY OR LSC IDENTHFYING INFORMATIDN) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY]
_ |
F 280! Continued From page 8 F 280 1
This Plan of Correction is the center's credible i
Per review cf the comprehensive care plan titled afiegotion of compliance. |
r’?'"“gh 'RISk for Fatls” and "Actual Falls" there was Preporalion andfor exeaition of this plan of correciton !
no evidence that after the 6/16/13 fall, the care doas nnt constitite adwircion o agresment by the |
plans had been reviewed and/or revised to reflect providz' of the iruth of ire facts c_:!!eqed or conc lusions i
interventions used to prevent reaccurrence. setforih tn the siatement of deficiencies. The plem of |
There was no evidence that the care plan had cerrection 15 prepoared arff{or execuled solely ocouse I
b > d sed after th 7/2p8,!‘] 3 fall U Iy required by the provivions of federal and state law. |
een reviewed or revised after the al
with interventions to prevent reaccurrence. I
|
Per review with the Unit Manager an 8/13/13, ;
he/she reviewed the medical record and |
comprehensive care plans ttled "High Risk for ;
Falls" and "Actual Falls”, and confirmed that there
was no evidence that after the 6/16/13 fall the
care plans had been reviewed and/or revised to
reflect interventions used to prevent
renccurrence, and there was no evidence that the:
care plan had been reviewed or revised after the
« 728413 fall with interventions to prevent
reocccurrence.
F 2B1 | 483.20(k)(3)() SERVICES PROVIDED MEET F 281

F281 Serviccs Provided Meet Professional
Standards

Resident #1 was transported to the hospital
for cvaluation and was readmitted to the
facility on 9/11/2013.

LNA #1, LNA #2 and LPN rcecived
disciplinary action related to failure to
maintain resident #1°s safety.

FORM CMS-2587(02-99) Previous Veraicns Obsclele Ewvent 1D: 26WWX11

Facility ID; 475030 If continuation sheet Page 9 of 24




18/21/2813 83:17

8826586432

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

STARR FARM NURSING C

PAGE

11/25

PRINTED: 0972712013
FORM AFPPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) FROVIDER/SUPPLIER/CLIA
IQENTIFICATION NUMBER:

(X2} MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

1. Per raview of the medical record for Resident
#1, the record indicates that Resident #1 was
readmitted to the facility on B/2/13 and had
diagnoses that include; morbid obesity, chronic
pain, muscle weakness and mechanical limb
problems. Per the facility intemal investigation
dated 8/2/13, the investigation indicates that
Resident #1 was in his/her room and was being
transferred from his/her bed to a shower chair,
utilizing the assistance of two Licensed Nursing
Assistants (LNA's) and a mechanical lift (Hoyer).
The investigation indicates that the LNA's used
the Hoyer (ift (mechanical lift) and had "completed
a successful transfer to the shower chair" and
"without warning and to their complete su rprise,
[Resident #1] feli backwards in the shower chair
hitting the floar.”

The investigation also indicates that Resident #1
was blieeding from the head while laying on the
fioor and verbally indicated to the LNA's and LPN |
that hisfher "head hurt’. The intemal investigation
indicates that the Licensed Practical Nurse (LPN)
instructed the LNA's to move Resident #1 from
the floar utiizing a Hoyer Iift and place Resident
#1 back to bed so the LPN could fake vita! signs
and check to resident. There was no evidence
that a qualified professional properly assessed
the resident prior to the resident being moved,
and there was no evidence that staff toak
measures to stabilize the resident’s neck/spine
during the transfer.

The internal investigation indicated that Resident
#1 was hospitalized on 3/2/13 for a subdural
hematorna {bleeding in the brain) and a T 11
fracture (spinal fracture). The hospital
documentation indicated that the subdural

This Plan of Carrection is the center's credible
allegation of compliance.

Preparation and/or execution aof thie plan of vorrection
docs not constiite admission ar agrecment by the
pravider of the mth of the facis alleged or conclurions
serforth In the sratemenr of deficiencies, The plon of
correclion i preperad and/or exccuicd solely becouse

it is reguired by the provisions af federal and sraie fow,

LNA#1 has resigned.

- LNA#H2 has an assigned mentor snd wockly

reports will be reviewed by DNS or SDC to
review performance. After one month this
will be completed monthly x3months.

LPN is supervised by unit manager, Weckly

mectings will review performance. Afier one

month performance will reviewed monthly
%3 months,

Licensed nurses and LNA's were educated
reparding facility policy 618 “Accidents and
Suvpervision to Prevent Accidents™ and
facility procednre 64001”Care of Patient
with Possible Injury”™. Staff have been
instructed to seck out another nurse (one
should be an RN), to ensure adherence to
procedurc 64001, If there is not an RN

-present and it is not & 911 emergency, the

nurde should call the on-call BN w0 consult.

DNS/designee will review falls that occur
with 2 possible head injury to ensure
compliancc with facility policy 618
“Accidents and Supcervision to Prevent
Accidenta” and facility procedure

64001 "Care of Patient with Poseible Injury”.
Findings will be reviewed at the
Performance Improvemont Committee
*x3months.

A. BUILDING COMPLETED
475030 B WING 09/16/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
98 STAR
STARR FARM NURSING CENTER ARR FARM RD
BURLINGTON, VT 05408
x40 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION oy
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|

FDRM CMS-2567(02-99) Previous Verslons Obsolete

Event ID: ZBWXH

Facllly fO; 475030

Fapt 000 accepted 10103
Wiluihanisd \ e

If continuation sheet Page 10 of 24




18/21/2813 89:17 8826586432

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS F-OR MEDICARE & MEDICAID SERVICES

STARR FARM NURSING C

PAGE 12/29

PRINTED: 09/27/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (Xt) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

475030

(M2 MULTIPLE CONSTRUCTION
A, BUILDING -

B. WING

(X3} DATE SURVEY
COMPLETED

C
09/16/2013

NAME OF PROVIDER OR SUPPLIER

STARR FARN NURSING CENTER

SYREET ADDRESS, CITY, STATE. 2IP ¢ODE
88 STARR FARM RD
BURLINGTON, VT 05408

(x4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATIDN})

o] PROMIDER'S FLAN OF CORRECTION (x5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG CROBS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

F 281

Continued From page 10

hematoma and T11 fracture were a result of the
fall,

Per interview with the LPN on 9/12/13, he/she
confirmed that Resident #1 had fallen backward
in the shower chair after being Hoyer lifted from
the bed to the shower chair. The LPN confirmed
that he/she abserved Resident #1 on the floor on
histher back with head on floor. The |_LPN stated
that the LNA had part of the residents head in
his/her hand and the other part of the head was
on the floor. The LPN confirmed that the resident
was bleeding from a laceration on the back of the
head and was verbalizing that histher head hurt,
The LPN confimed that hefshe instructed the
aides to hoyer the resident from the floor and
place back in bed and that once in bed, the LPN

-| assessed the resident for injuries. The LPN

stated that after Resident #1 was placad back to
bed, when the head of the bed was raised the
resident verbalized pain in hisfher back and the
|_PN lowered the residents head back down, The
LPN indicated that he/she did not know that ifa
person who has fallen and is complaining of head
pain and bleeding from the head that the
stendard of practice Is to not move the resident to
avoid further injury and pain o the resident.

Per review of the facility policy/procedure fitled
"Head Injury" and dated 4/28/09, the policy
indicates that the nurse is to "look for obvious
signs of injury, such as lacerations, bleeding, _
ecchymosis and depressed areas of head and de
not move the resident,” Review of the facility
policy and procedure titled Care of a Patient with
Passible Injury, it indicates to "call for assistance
and do not move patient.” "Do an initial
assessment to check for life threatening injuries.
e.g., bleeding, fractures and neck injuries, if there

F 281

aliegation nf compliance.

Thix Plan of Corvection is the senier's credible )

Preparation and/or excowinn of thix plon of correction
does nat constifule admission or agreement by the
provider of the iruth of the facts alfeged or conclusions
xel forth in the starement of daficiencies. The plan of
enrrection Is prepared and/or execuied solely because
it is vequired by the provisions of federal and stare faw.
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F 281 | Continued From page 11 F 281
is a quesfion of h|p' or spinal ﬁ"aCfoB, do not This Plan ome'rec_n'nif ix the canter's credibie
move patient, Stabilize only.” affegation of compliance,
. . . Preparation andfor execurion of this plan of corrcetion
Reference: Adult First Aid/CPRJAED Ready does nol constitute admission or agreement by the
Reference, "Head. Neck, or Spinal Injuries" provider of the truth of the facts alleged or conclusions
it e 055, org. Accessed 9116113 ot b e et el Tieptr o
F 282 | 483.20(k){3)(i) SERVICES BY QUALIFIED F 2821 uicrequired by the proviciony nf federal and staze faw.
gs=p | PERSONS/PER CARE PLAN

! by:

unspecified knee injury.

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

This REQUIREMENT _is not met as evidenced

Based on record review and staff interview the
facility failed to ensure that services were
provided by qualified persons in accordance with
the written care plan of 1 of 7 residents identified.
(Resident #4) The findings include;

1, Per record review, Resident #4 was admitted
to the facility on 3/8/13 with diagnoses that
include, unspecified mechanical problems with
limbs, histary of falls, osteopcrosis and

Per review of the facility's internal investigation,
on 7/28/13, Resident #4 compiained to staff that a
Licensed Nursing Assistant (LNA) that was asked
to get Resident #4 out of bed and info a
wheelchair, did not use the slide board that is
required for the transfer but instead picked the
resident up and moved Resident #4 from the bed
to the wheelchair causing pain In the resident's
right side.

F282 Scrvices By Qualified Persons/per care
plan. .

Resident #4 Care plan was revicwed to
validate nccd for slideboard for transfers

Current Residonts with slideboard transfers
will be reviewed for care plan accuracy.

Licensed nursing staff, LNA’s and therapy
staff were cducated, including return
demonstration techmiques, for the use of
slide boards. Education was 280 provided
for use of ADL profiles for resident specific
transfer techniques.

DNS/dcsignee will do random, unennounced
abservations of slideboard transfers 5 times
per week xdweeks, then weekly x3months,
Results will be reviewed by the Performance
Improvernent Committee x3 months.
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1D PROVIDER'S PLAN OF CORRECTION x5)
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F 282 | Continued From page 12 F 282
: Thiz Flan of Correction j5 the center’s aredible
Per review of the physical therapy notes and the aflegation of comphance.
phySiCai mobiiity sheet/care plan, Resident #4 Preparation and/or execidion of thils plan of correction
was to have assist of 1 person with utilization of a dees nol comsiitute admission or agreement by the
slideboard to make transfers from one surface {o provider of the fruth of the facts a.Heg_Ed or conclustons
anolner. Per review with the LA on &/11/13, the refrlnlls e of i, The e
LNA confirmed that he/she had not utilized the it ir reguired by the provisions of federal and state law.
slideboard as the care plan indicates but instead
the LNA Iifted the resident by placing on hand
under the residents knees and the other arm
around the residents upper body and lifting
i Resident#4 from the bed to the wheelchair, The
LNA confirmed that that the resident was care
planned to have transfers be done with a slide
boarg and confirmed that he/she should have
. followed care plan.

F 323 | 483,25(h) FREE OF ACCIDENT F 323

s5=) | HAZARDS/SUPERVISION/DEVICES.
The facility must ensure that the resident
environment remains as free of accident hazards -
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

: 323 Free of Accident
Hazards/Supervision/Devices
Resident #2 No longer resides at the facility
This REQUIREMENT is not met as evidenced
by Resident # 3 No longer regides at the facility
Based an observation, staff interview and record
review the facility failed to ensure that the Resident #8The two LNA’s involved in the
environment for 5 of 7 residents identified (#1, #2, transfer cited were educated upon discovery.
#3, ¥5 and #8) was as free of accident hazards . _
as is possible and that each resident receives Resident #5 Falls were investigated and Care
adequate supervision and assistance devices to Plan updated to reflect any new interventions
prevent accidents. The findings include:
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1. Per review of the medical record for Resident
#1, the record indicates that Resident #1 was
readmitted to the facility on 8/2/13 and had
diagnoses that include; morbid obesity, chronic
pain, muscle weakness and mechanical limb
oroblems. Per review of the facility internal
investigation dated 2/2/13, the investigation
indicates that Resident #1 was in hisfher room
and was being transferred from hisfher bed to a
shower chair, utilizing the assistance of two
Licensed Nursing Assistants (LNA's) and a
mechanical lift (Hoyer). The investigation
indicates that the LNA's used the hoyer lift and
had "completed a successful transfer to the
shower chair” and "without warning and to their
complete surprise, [Resident #1] fell backwards
hitting thefloor.™ The internal investigation
indicated that Resident #1 was hospitalized on
9/2/13 for a subdural hematomna (bleeding in the
brain) and a T 11 fracture (spinal fracture). The
hospital documentation indicated that the
subdural hematoma and T11 fracture were a
result of the fail.

Review of the Nursing Admission Assessment
completed on 8/2/13 indicates that Resident #1
"has bilateral impairment to both lower
extremities." Review of the Comprehensive
Assessment (MOS) dated on 8/5/13 and 8/16/13
indicates that Resident #1 was a total assist with
transfers. The assessment dated 8/2/13 indicates
that Resldent #1 has "very limited mobility"(
makes occasional slight changes in body or
extremity position but unable to make frequent or
significant changes independently.} The
assessment also indicates the Resident #1 is
"chairfast” (ability to walk severely limited or
nonexistent. Cannot bear weight and/or must be
assisted into chair or wheelchair.) Per review of

A, BUILDING COMPLETED
475030 B. WING 09/16/2013
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
STARR FARM NURSING CENTER %6 STARR FARM RD
: ) BURLINGTON, VT 05408
X4y ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN DF CORRECTION {X5)
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE EOMPLETION
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F 323 | Continued From page 13 F 323

This Plan of Correction is the center's credible
aflegation af compliance,

Freparation and/or execution of tils plan nf correction
does not canstitite admission or agreement by the
pravider af the rulh of e facts allegwd or canclusions
sel forth in the stotement of defictenciex. The plar of
correction ic prepared ond/sr exscited solely hororse
it Is required by the provisions of federal and state law,

Resident #! was re-admitted to Starr Farm
Nurging Center on 9/11/13 and has beeo re-
assesacd for safety. Her asscgsments inclade:
level of pain and care plan interventions to
nddress, skin ingpection, risk of pressure
ulcer  development, bed  safery,  full
prevention strategies, transfer requirements,
and other pertinent health factors. Medical
orders have been reviewed and notcd and
carc plan interventions updated.

Adhoc Performance Improvement meeting
including  maintenance  direclor,  staff]
educator, DNS and ED was conducted on
9/3/2013 to imvestigate event that occourred
on 9/2/2013 with Resident #1. Reviewed the
procedure mechanical Jift with nursing staff,
Investigation began on 9/2/2013 with staff]
interviews, equipment removed from service
immediately. Findings indicated that there
was no equipment failure, The only logical
conclusion is human crror.

LNA #1 has resigned.

1. NA#2 hes an assigned mentor and weekly
reports will be reviewed by DNS or SDC to
review performance. After one month this
will be completed monthly x3months.

FORM CMS-2567(02-99) Pravious Verdlans Obgelete -

Event ID; 20WX(11

Factlity 1D 475030

i continuatlon sheet Fage 14 of 24




18/21/2813 @9:17 8826586432

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STARR FARM NURSING C PAGE 16/29

PRINTED: 09/27/2013

FORM APPROV!
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938—033?
STATEMENT OF DEFIGIENGIES (X1} PROVIQER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION
AN PLAN QF CORRECTION IDENTIFICATION NUMBER: .Ex BUILDING . gg&ifg?%w
c
475030 B. WING 09/16/2013
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
STARR FARM NURSING CENTER 96 STARR FARM RD
BURLINGTON, VT 05408
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D i PROVIDER'S PLAN OF CORRECTICHN (X5)
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFX | ° (EACHCORRECTIVE ACTICN SHOULD BE GOMPLETIN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE .
. DEFICIENGCY)
F 323 | Continued From page 14 F323|

the physical therapy documentation starting on
B/2/13, it indicates that Resident #1 was receiving
therapy services related to decreased functional
ability.

Per interview and demanstration of Incident with 2
facility LNA's on 9/11/13, LNA#1 indicated that
hefshe was behind the shower chair, Resident #1
was hoyered info the shower chair and was sitting
comfortably in the chair, the LNA #1 Indicated that
the hayer was away from the chalr and all of a
sudden the chair with Resident #1 in it flipped
backwards onto the LNA, and Residert #1 and
the LNA landed on the floor with Resident #1
hitting hisfher head on the flnor and complaining
af head pain. LNA#1 indicated that she was
facing the resident but did not see how Resident
#1's shower chair flipped over. LNA¥1
demonstrated how the incident occurred, Per
interview and demonstration on 9/11/13 with LNA
#2, helshe indicated that Resident #1 was
hoyered from the bed to the shower chair
successfully, and that Resldent #1 was sitting in
the shawer chair comfartably, not moving when
suddenly Resident #1 flipped backwards in the
chair hitting the floor and his/her head and was
complaining of head pain. LNA#2 indicated in
interview that he/she was lpoking at Resident #1
when the chair fiipped backwanrd and LNA #2
never saw any movement from Resident #1 n the
chair, LNA #2 indicated also in interview that the
Hayer [ift was moved completely away from the
shower chair and did not cause the chair to flip.

Per direct observation by the state surveyor an
9/10/13, the shower chair utilized for Resident #1
was ohserved alang with several other bariatic
shower chairs in the shower roam on the unit.
The state surveyor sat in the shower chairs and

This Plan of Correction is the cenler's credible
ailegatinn of compliance,

Preporation and/or execution of thix plan of corrrotion
does ot constitiele admission or agreement by the
provider of the traah of the focts alleged or conclusions
scf forth in the rtatement of deficiencies, The plan of
correciion Ut prepared and/or oxecuted solely berouse
it is required by the provisions of federal and state faw.

LPN is supervised by unit manager. Weoekly
mectings will review performance. Afier one
month performance will reviewed monthly
x3 months.

Maintenance ingpected all mechanical lift
devices and found them to be in good
warking order. :

Residents at or above 3001bs were reassessod
for appropriate showecr chairs use.

The center Performance Improvement Toam
met on 9/11/2C13 to address this adversc
event as well a3 measures to prevent any 1c
occurence. Root causc analysis wag
completed and the cemter focused om
retraining licensed nursing staff, licensed
nursing  assistants and therapy staff,
including retun demoustration techniques
om the following:
o Transfers of patieats —
Pivot  competency with
retwn demonstration
o Transferz of patients—
Slide Board competency
with return demonstration
o Gual Belt competency
with return demonstration
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attempted 1o flip the wheelchair backwards by
pushing feet against the wall and the floor. The
state surveyor was unable to make the shower
chair tip backwards, despite having full mobility
and strength. All four wheels remained on the
floor at all times.

Per ohservation on 8/10/13, at 2:45 PM, 2 facility
LNA's were observed transferring another
resident, Resident #8, from hisfher bed to the
resident's wheelchair utilizing a hoyer lift. { NA#1
identified his/her self as and LNA Coordinator and
that hisfher respansibiliies included training new
LNA staff. Residen #8t was observed being lifted
in the hoyer lift over the bed with one LNA
controliing the mechanical lift and the other LNA
standing behind the wheelchair at the foot of the
bed. At no time while the resident was suspended
in the hoyer over the bed and moved to over the
wheelchair was the resident cbserved to be being
physically secured by the LNA. It was observed
that once Residen #Bt was suspended over the
wheelchair, the LNA Coordinator tipped the
standard whealchair backwards helding the left
handie with one hand and the LNA Coordinator
grabbed the back of the sling that held the
resident and pulled the sling backward and
guided the resident as the hoyer lowered that
resident into the chair that was tipped backward
by the LNA, The L.NA Coordinator was observed
tipping the wheelchair backwards with one hand
the entire time the resident was being lowered
into the chair. The LNA Coordinator did not place
the wheelehair on all four wheels and the
whee|chair remained tipped and held by one hand
by the LNA Coordinator until the resident was in
the wheelchair and the hoyer pad disconnected
from the hoyer and the hoyer moved away from
the resident wheelchair by LNA #2, The LNA

" Preparation andfor execution of this plan of correction
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This Plan of Carrection iy the center's credible
allegation of compliance.

dods net constituie admirsion nr agrecment by the
provider of the iruth of the focts wlleged or conclusions
cet Jorth in the siatement of deficiencles. The plar of
corveciion is prepared andlor execuded solely bocause
it is raquired by the pravisions of federal and state law,

o Transfer —Sit to Stand Lift
competency with. retumn

dermonstration
o Mechanical Lift (Sling
Lift) competency with

_return demonstration

o Patient Transfers/Mobility
includes | Bariatric
Algonithm

o POL 618 “Accidemts and
Supervision to  Prevent
Accidents”, and PRO
64001 “Care of a Paticnt
with Possible Injury” las
alzo boen in-gerviced to
nursing staff.

The education was provided by the facility
DNS, ADNS, the SDC or the clinical
consultant on September 11, 12, and 13 and
includes the licensed nurses, licensed nurses
aides and the Rehab staff .

Newly hired staff will be provided the same
in-gcrvice  traiming id  new cmployee
orientation. This training will be provided
by the Director of Nursing, the SDC or
another desipnated mursing administrative
team member.
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Coordinator indicated that he/she utilizes this
practice "all the time" to ensure that the resident
is properly positioned in the wheelchair. The LNA
Caardinator indicated that hefshe instructs the
new LNA's to perform hoyer transfers in this
manner, by tipping chairs back during transfers.

Per interview with a facility emplayee on 9/12/13,
hefshe indicated that on 9/2/13 he/she had
observed LNA#1 and LNA #2 doing the fransfer
of Resident #1 with the hayer. The facility
employee indicated that hefshe abserved the
LNA's to have the shower chair tipped backwards
during the fransfer that resulted in-Injury and the
|.NA that was behing Resident #1 in the shower
chair had the chair tipped and leaning against
hisfher body and the LNA did not have his/her
hands placed on the shower chair at all. The
facility employee indicated that just after the
employee left the room he/she heard thru the
open doar a crash and yells for help. The facility
employee indicated when he/she returned to the
room, Resident #1 was on the floor in the shower
chair on top of the LNA and indicating that hisfher
head hurt,

Per review of the facility policy and procedure
titled Mechanical Lift, dated 3/16/12 indicates that
during the mechanical transfer of a resident "one
statf member is to guide the patient and one staff
member is to maneuver the lift"

Per interview with the facility Administrator on
9/13/13, he/she confirmed that in his/her
investigation of the 5/2/13 incident with Resident
#1 the Administrator asked LNA#1 and #2
specifically if "they had tipped the wheelchair
back for better positioning”. The Administrator
confirmed that question was asked specifically

This Plan qf Correcfian is the center’s credible
allegotion of compliance.

Preperation andior exccution of Ihis plan of correction
does pot consiliwte admixyion or agreement by the
provider of the tnuh of the facts alfleged or conclusions
wel forth in the sialement of deficiencicy. The plan of
carrection It prepaved and/or executed salgly becanse
it iy requirad by ife provisions of federal and siate law.

In addition yearly cormpetencies will include
transfer training as well as education
regarding these two policies in specific.

A Performence Improvement Team, (PIP)
group has been appointed and will’ conduct a
monthly safety mecting to identify and
resolve safety concems. This revicw will
consist of a roview of preventative
maintenance logs for compliance, eny
identified safety concorns identified by staff
members . through  interview  and/or
obscrvation or by rcsidemts and faomilies
through the grievance system. Review of
resident and staff event reports, observation
of ¢mployees in providing transfers with
residents, review of new hires to ensmure that
orientation for safety has occurred

The Director of Nursing, Agsistant Director
of Nursing and the Staff Development
Director or designec will be assigned to each
unit to  comduct random, unanoounced
observations of all types of resident transfors
5 times per week x 4 weeks, then weekly x 3
months, Decpartment Managers will report
findings during Moming Meetings.  The
Executive Director and the Director of]
Nursing will ensure timely follow-up to any

idenlified concerns.
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because the Administrator was a licensed Thtis Plan of Correctton ix the conter's credibic
therapist and has seen staff utilize this during allegation of compliance.
transfers in her career. Preparation and/or cxecution of this pfam of correction
docs not comgitite admieon or agreement by the.
The facility investigation was deemed provider of the trinh of the facts alfeged or conchestons
inconclusive and there wes no evidence the sei forth in the stojement of deficlencizs. The plan of

™ ) . L corvection is prepared and/o, ! 1/ i)
ki sty O S o
9/2/13 to when the facility was alerted by the state
surveyors on 9/11/13. There was no evidence
that facility staff included observations of actual
transfers using the hoyer lift during their
investigation of the 9/2/13 incident, Due to the
inability of the facility to identify the potential root
cause of the 9/2/13 incident, no carrective action
was taken until at least 8/11/13, when the facility
was infarmed of the Immediate Jeopardy
determination,

2. Per review of the medical record for Resident
#1 on 9/11/13, the record indicated thaton
B/25/13, Resident #1 was being hoyered into a
wheelchair, While being lowered inta the chair,
the top of the hoyer bar swung and connected
with residents forehead. Per review of the
Physicians Progress note dated 8/28/13,

Resident #1 wanted to be seen because Resident
#1 had been hit by a hoyer in hisfhér right eye two
days prior and Resident #1 was indicating he/she
had blurry vision and since he/she was hit with
the hoyer It has been worse. The physician
progress notes indicate need to be seen by an
Ophthalmologist. Per consultant report dated
8/30/13, Resident #1 was seen by Ophthalmology
and diagnosed with trauma to the brow.

Per review of the facility policy titted Accidents
and Supervision to Prevent Accidents dated
4/28/11, the policy indicates that the facility will |

FORM CMS.2587 (DZ-08) Praviaua Verslons Obecicte Evan{ 1D: 28WX11 Facliy ID: 475030 If continuation sheet Page 18 of 24




18/21/2013 89:17 8826586432 STARR FARM NURSING C PAGE 28/29

DEPARTMENT OF HEALTH AND HUMAN SERVICES PR o, alzra0n
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT DF DEFICIENCIES (X1) PRDVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTIO :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: L_ E)sumpwc; o o SO P LETED |
c
475030 R, WING 09M6/2013
NAME OF PROVIDER OR SUPRPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

$8 STARR FARM RD

STARR FARM MURSING CEN
RSING CENTER BURLINGTON, VT 05408

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TO THE AP PROPRIATE DATE
4 DEFIGIENCY)
F 323 | Continued From page 18 F 323
“investigate accidents and develop a plan of This Plan of Corvectian is the aonfer’s credible
action to prevent the accident from recurring." - allegation of compliance.
Per interview wth the faCI!Ity Ad,mm_tstrator' Preparaton and/or execvrion of thic plan of carrection
he/she confirmed that no investigation had been docy not congritute admission or agreement by the
done to identify the cause of incident and . provider of the trich of the facts a[fcgedormnclmiamL
potential interventions to help prevent ret forth in the statemeant of deficiencier. The planaf |

rorrection s prepared andior cxecwied tolely hecowse

I'EOCC‘:LITFGFICQ. it is required by the provisions of federal and siate law,

Per interview with the Unit Manager on 9/12/13,
helshe reviewed the medical record and the
comprehensive care ptan and was unable to
identify any interventions put into place tc ensure
that Resident #1 would not be injured again after
the 82513 incident of heing hit in the eye by the
hoyer.

! 3. Per record review on 9/12/13, Resident #2 on
B/31/13 the incident note indicates that Resident
#2 "had a bruise of unknown origin discovered on

Resident #2's right outer eye, purple in color
measuring 7 cm [centimeters] Ibng and 2 cm
wide." Per review of the facility intemal
investigations there was no evidence that this !
documented incident on 8/31/13 of a bruise of
uniknown origin was investigated and a cause of
the bruising of the right eye was determined.

Per review of the medical record, Resident #2
had diagnosis that include abesity, mechanical
problems with [imbs, legalty blind, and chronic
pain. Per review of the medical record it indicates
that Resident #2 is a 2 person assist with
activities of daily living and uses 2 persons for
transfers, Per review of the facility policy titled
Accidents and Supervision to Prevent Accidents
dated 4/28/11, the policy indicates that the facility
will "investigate accidents and develap a plan of
action to prevent the accident from recurring.”
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Per interview with the facility Administrator and This Plan of Cormeclon i the cettey’s credible
Directar of Nursing, they confirmed that no allegation of compliance.
i inte rnal_ investigation had been completed to Preparalion and/or execution of this plan aof correction
determing that cause of the bruise of unknown dpes not constinete admission or agreement by the
origin identified on Resident #2 on 8/31/13 and provider of the vuth of the facis alleged o conclusinng

: : ser forth in the statement of duficiencies. The plan of
development of interventions to prevent correctlon Ix prepared and/or exectied solely because

regccurrence, it iv required by the provisions of federol and state law,

4. Per review of the medical record on 9/12/13,
Resident #6 has diagnosis that include; history of
falls, unspecified disabilities and mechanical
problems with [imbs.

Per review bf the medical record, Resident #5
had numerous falls, Review of the
Comprehansive Assassment it indicates that
Resident #5 has had falls and the comprehensive
care plan identifies Resident #5 at "high risk for
falls", Perreview on 6/16/13 Resident #5 was
found on the floor after shding out of wheelchair,
On B/21/13, Resident #5 again was found on the
floor and again on 7/2B/13 Resident #5 was found
on the fioor.

Review of the records indicate that on 6/16/13 the
facility asked therapy to evaluate the resident for
pasitioning needs. The documentation indicates
that resident refused any interventions by the
facility to prevent reoccurrence, Per interview
with the Unit Manager, he/she reviewed the -
progress notes, therapy notes and
comprehensive care plan and was unable to
provide evidence that the falls on 6/21 and 7/28
were reviewad and interventions placed to
prevent reaceurrence of falls.

5 Per review of the medical record for Resident
#3, on 6/21/13 at 1430, Resident #3 was found in
his/her room, laying on the floor on hissher back
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A facillty must be administered in a manner that
enables it to use its resources effectively and
efficiently to aftain or maintain the highest
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in the doorway, Resident #3 was unresponsive, This Plan of Carrection Is the conler’s credible
no response ta stemal rub, extremities were atlegation of compliance.
flaccid, blood pressure was 150/111, pulse was Prepavation andfor excoution of this plon of carréction
69, respirations were 18, regident was sent to ER, docs not constitule admission or agrecment by the
Per review of the Emermgency room record on provider of the ruth of the facts elleged or conclusions
6/21/13, Resident #3 was pronounced dead upon cerforth in lhe iatement of defisiencles. The plen of
\ corvection is prepaved andior cxecutod solely because
arrival, - it is reguired by the provivions of federal and stare law.
Per review of the facility's internal investigations
there was no evidence that the facility
investigated the possibie cause for the fall. Per
review of the facilities policy and procedure titled
MFalls Management" it indicates that falls are to
be investigated for the cause of the event
immediately after emergency care has been
given and the patient's condition stabilized. Per
review of the facility policy and procedure titled
"Accidents and Supervision to Prevent Accidents,
the facility is to investigate all accidents and
develop a plan of action to prevant the accident
from reoccurring.”
Per interview with the Director of Nursing he/she '
was unable to provide an internal investigation F490 Effective Administration/Resident
regarding the fall on 6/21/13 of Resident #3, well-being
where resident expired after being transported
status post fall to the emergency room. Per Liccosed nurses and LNA s were educatcd
interview with the Intake Departrment for the regarding facility policy 618 “Accidents and
Division of Licensing and Protection there is no Supcrvision to Prevent Accidents™ and
record that and investigation was conducted facility procedurc 64001 7"Care of Patient
concerning possible cause of the 6/21/13 fall that with Possible Injury”
proceeded Resident's #3 death on 6/21/13. :
F 490 | 483.75 EFFECTIVE F 480 Adhoc Performence lmprovement mccting
55=J | ADMINISTRATION/RESIDENT WELL-BEING including maintenanee  director,  staff

educator, DNS and ED was conducted on
9/3/2013 to invesrigate event that occurred
on 9/2/2013 with Rexident #1, Reviewed the
procedure mechanical lift with nursing staff.
Investigation began on 9/2/2013 with staff
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practicable physical, mental, and psychosocial This Plan of Correction is the center's credible
well-being of each resident. altegation of compliance. '
Preparviion and/or cxecution of this plan of correction
does riof constituie admission or agreement by the
This REQUIREMENT is not met as evidenced provider of the tneh of the facts alleged or concluvions
by .fcf.forﬂf in _t.fm statement of defictenciec. The plan of
. ) ! correction is prepared ond/or executed solely becanse
Based regulatory violations found at the itis requtred by fhe provistons of federal ard state law.
Immediate Jeopardy level at F281 and F323, the
facfflty is not Administered in 8 manner that intmiew‘q, equipment removed ffom service
enables it to use its resources effectively to attain immcdiately. Findings indicated. that was no
or maintain the highest practicable physical, equipment failure. The only logical
mental and psychosocial well-being of each conchision iz human error.
resident. Findings include:
' ' The center Performance Improvement Toam
1. The Administrator fajled to assure that met on 9/11/2013 to address this adverse
services provided or arranged by the. facility meet event as well as measures to prevent any re
professional standards of quality regarding oCCUITenGs. Root cause aha]ygis was
actions and precautions taken when a resident completed end the center focused on
with a head injury as a result of a fali was retraining licensed nursing staff, ticensed
aﬁended to b_v staff Refarto F281 nufsing agsigtants and lhcrapy St-lﬁ‘,
' including return demonstration techniques
2. The Administratar failed to assure that the on the follawing;
environment was as free of accident hazards as o Transfers of patienty -
is possible regarding the use of mechanical lifts Pivot  competency with
and transfer technigues used by staff, and that return demogstration
each resident receives adequate supervision and o Traosfers of patients—
assistance devices to prevent accidents. Refer (o Slide Board competency
F323, with reiumn demonstration
F 517 | 483.75(m){1) WRITTEN PLANS TO MEET F 517 o Gait Belt compotency
ss=C | EMERGENCIES/DISASTERS with retum demonstration
o  Transfer —5it to Stand Lift
The faclility must have detailed written plans and competency with retum
procedures to meet all potential emergencies and demonstration” ,
disasters, such-as fire, severe weather, and o Moechanical Lift (Sling
missing residents, Lift) . competency . with
return demonsiration,
o Patient Transfora/Mobility
This REQUIREMENT is not met as evidenced includcs Bariatric
| Mgorifhm
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The facility must train all employees in emergency
pracedures when they begin to work in the facility,
periodically review the procedures with existing
staff: and carry out unannounced staff drills using
those procedures,

This REQUIREMENT is not met as evidenced
by:

gased an record review and staff interview, the
facility failed to ensure that facility staff
periadically reviewed the procedures with existing
staff and carry out unannounced staff drills using
those procedures for missing persons and
evacuations. The firdings inciude;

(XD SUMMARY STATEMENT OF DEFICIENCIES a] PROVIDER'S PLAN OF CORRECTION [X5)
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' by: This Plan of Correction is the cermior's eredible
Based on record review and staff interview the aliegation of compliance.
facility failed to ensure that thEI!I' wntten!dlsaster Preparation andlor exceution of thiv plan of correction
manual had current up to date information, The dacs pof constifule admission o agreement by tie
findings include: | provider of the truth of the fects allcged or conclusions
' ses farth in the piatement af deficiencies. The plan of
. et correction U prepared andjor execred solely becawre
1. Per review of the facility's disaster ma!r)ual: the it is required hy the provisions of federal end state law.
manual's call tree, of who should be natified in the
event of a disaster, the contact information was o POL 618 “Accidents and
inaccurate. The call §ist listed the wrong contact Supervision to  Prevent
information for 2 Nurse Managers and the Accidents”, and PRO
Assistant Director of Nursing. 64001 “Care of a Paticnl
N ) ) with Possible Injury™ has
Per interview with the Director of Nursing on also been in-serviced w
9/16/13, sthe confirmed that the information on nursing staff,
the call list in the disaster manual was not o
accurate and did not reflect the current nurse . The education was provided by the facility
managers for 2 units and did not list the current DNS, ADNS, the SDC or the clinical
Assistant Directorlof MNursing, congultant on Septcmber 11, 12, and 13 and
F 518 483.75(m}(2) TRAIN ALL STAFF-EMERGENCY F 518| includes the Jicensed nurses, licensed nurses
$58=C | PROCEDURES/DRILLS sides and the Rehab staff . '

Newly hired staff will be provided the same
in-service training in npew cmployee
oricntation, This training will be provided
by the SDC or designee. In addition yearly
competencies will include transfexr training
as wecll as education regarding these two
policies in specific.

A Performance Improvement Team, (PIP)
group has been appointed and will conduct a
monthly safety meeting to identify and
resolve safety concems. This review will
copsist of 8 review of preventative
maintenance Jogs for compliance, any
identified safety concerns identified by staff
members  through  interview  andfer
observation or by residents and families
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This Plan of Correctinn is the cenier's credible
allegation of campfiance.

Preparation and/or execution of this plan of correction
docx not constitule odmission or agreemeant by the
provider of the truih of the fucts ofleged or conclustonr
sel forth in he statement of deficiencies. The plan of
colrection (s prepared and/or execuled selely beomue
ir i< required by the provisions of federal and state law.

through the grievance system. Review of
rexident and staff event repoxts, observation
of employees in providing wansfers with
reaidents, review of new hires to cosure that
cricntation for safety has occurred

The Director of Nursing, Assistant Director
of WNursing and the Staff Developroent
Director or designee will he assigned to cach
umit fo conduct random, unamnownced
obscrvations of all types of resident ransfers
5 times per week X 4 weeks, then weekly x 3
months. Department Managers will report
findings during Moming Mectings. The
Executive Director and the Dircctor of
Nursing will ensure timely follow-up to any
identified concerns.
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Per review of the facility's disaster drill Iog, there
was np evidence of missing persan drills and
evacuation drills being conducted peripdically with
staff.

Per interview with the facility Administrator,
he/she confirmed on 9/13/13 that the facility did
not have any evidence of missing persons drills
and evacuation drills being conducted with staff
on a periodic basis,

This Plan of Correciion is the cenier's credible
alfegatian of compliance.

Praparalion.and/or execution af this plan of corvection
does not constinte admiscion or agreement by the
provider of the truth of the facts alieged or canclusions
set forth in the statemeni of deficiencies. The plan of
correciion is prepared and/or execuied solely because
it is required by the provisions of federal and staie law,

F517 Wrinen Plans to Meet
Emergencies/Disasters

Facility Disaster Manual call tree was
updated immediately

Education provided on procedure for
updating call troe.

Maintenancc/designee will review the
Disaster Manual at Safety Committee
guarterly to ensure the cal] tree is up to date.
Finding reported to Performance
Improvement Committoe X1 year
Fsil foC aaqy\—ca ic ]&\[{3
Mlddnan ta) fl—
F518 Train All Staff-emergency procedure
dulis

Dacumentation of Emergency procedures for
missing persons and cvacuation added to list

of covered opice in Orientation.

Education calendar for the year developed to

schedule periodic unannounced review/drills

of missing persons and evacuation.

SDC/designee will pravide education io staff
about rmissing person and cvacuation
procedures.

OMB ND. 0938-0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
475030 B. WING . 09/16/2013
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
96 STARR FARM RD
STARR FARM NURSING CENTER
BURLINGTON, VT 05408
(Xay 10 SUMMARY STATEMENT OF DEFICIENCIES is PROVIDER'S PLAN OF CORRECTION {45
PREFIX (EAGH DEFICIENGY MUBT BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENGY)
F 518 Continued From page 23 F 518
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This Plan of Correction is the conter’s credible
aflegation nf complianea.

Preparation and/or execution of this plan of correction
docs nof constitnle odmission or agreemani by the
provider of the truth of the facts alleged or canclusions
set forth in the statement of deficiencier. The plan of
correction (s prepared and/or exceuted solely becawse
it is required hy the proviriony of federal and state faw.

Audit of the drills will be reviewed quarterly
at the Performance Improvement
Committee. Any further education or
revision of procedures will be identified and
completed per Performance Improvement
Committee recommendations.

F5ib PO0Uaceepted tofaul2,
hcusen i) pre
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