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PRINTED: 02/12/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
475029 B. WING 02/01/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CENTERS FOR LIVING AND REHAB 100 HOSPITAL DRIVE
BENNINGTON, VT 05201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (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 TO THE APPROPRIATE DATE
DEFICIENCY)
- NNNY INHTIAL ONORMAMMENTC [ = aTaTall
1I UUU! HNT AL WA/IVIIVILIN T W 1| UUU!
An unannounced on-site follow-up survey was
conducted on 2/1/16 by the Division of Licensing
and Protection. The facility was found to be in
substantial compliance with the regulatory
findings from the 12/14/16-12/16/16 recertification
survey; however the fnllnwmn issue was identified
that requires correction.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from
other safeguards prowd sufficient protection to the patients. (See instructions.) Except for nursing homes, the findin
foIIowing the date of survey whether or not a plan of correction is prowded For nursing homes, the above findings an
Ao ‘A~ tha Aata thaca An nta ara mada availahla A tha fo A4 iniAanAiae ara Aitad an annrAavad nla
ucl_ya IUIIUVVIIIH I.IIU Ualo uicoc \JU\;UIIIUIILD GIU niauc GVGIIGUIU I.U uic ICl\lIIII._y nwu IVITITIVICO AIT vilcu, all G'.J'JIUVU\AI 'chl

program participation.

t g pIUVIUIIIg II. Ib uelellnuleu I.lldl.
s stated above are disclosable 90 days

plans of correction are disclosable 14

~hin aita t~ ntniad
ction is |c\1u|a|l.c 0 contnuea

Q.‘Q E'
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DEPARTMENT OF HEALTH AND HUMAN SERVICES AH

CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY
NO HARM WITH ONLY A POTENTIAL FOR MINIMALHARM A. BUILDING: COMPLETE:
FOR SNFsAND NFs
475029 B. WING 2/1/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
160 HOSPITAL DRIVE
CENTERS FOR LIVING AND REHAR BEAANTN TN U
DELNININGOGILIUIN, V1
D
PREFIX
TAG SUMMARY STATEMENT OF DEFICIENCIES
nE1A o] LN CDTONDMQ_CNADT TR /ACCTTID AT /A CCTQQTIRT
r ol«4 ) J\l)\l) D DNLUURDOD-UUNMIT LA/ ACUCOUURNALLL/ACUCUOULEOOD1IDL.

The facility must maintain clinical records on each resident in accordance with accepted professional
standards and practices that are complete; accurately documented; readily accessible; and systematically
organized.

The clinical record must contain sufficient information to identify the resident a record of the resident's
assessments; the plan of care and services provided; the results of any preadmission screening conducted by
the State; and progress notes.

This REQUIREMENT is not met as evidenced by:

BRased on interview and record review the ‘Fﬂr‘l]lf‘l failed to m

documented in accordance with accepted professwnal standard nd practlce s for 1 of 3 51dent (Re51dent
#127). Findings include:

Per review of the medical record there was a document with instructions for taking the resident out on leave

fram tha focility Thia Ao nt haod tha fallawing medication alle w\-in ligtad: azithe tilintio)
oM e 1achiity. 11is GOCUIMICHT a4 ¢ I0uOWINE Meaication anligic listeq: AZInromy<cin \auuu ot u},

tramadol (medication for pain), lorazepam (medication for anxiety), codeine (medication for pain),
clonazepam (medication for seizures, anxiety), indomethacin (anti-inflammatory medication) , ranitidine
(medication for heartburn), trazodone (medication for depression), lisinopril (medication for blood pressure).
The medications lorazepam and clonazepam (medications used for anxiety and seizures) are listed with the
same pharmacological drug classification. This classification is benzodiazepines which are psychoactive
drugs (Nursing Drug Reference Book 2014, Lippincott.) Per review of a physician's order dated 1/26/16, the
allergy to lorazepam was removed. Upon further review of the resident's medical record, clonazepam
continued to be listed as an allergy.

Per interview on 2/1/16 at 3:50 PM with the Nurse Practitioner he/she stated that the resident most iikely did
not have an allergy to benzodiazepines. The resident was currently taking Lorazepam without any problems.
He/she stated that he/she made attempts to contact the resident's past Primary Care Physician(s) back to 2010
to clarify what the allergies were to the benzodiazepines. He/she stated the allergies had been listed on
previous medical records and he/she received the resident's allergy history from the resident's family. He/she
stated that he/she will clarify the resident's allergy to benzodiazepines with the resident's physician.

Any deficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards provide fefent
protection to the patients (See instructions.) Except for nursing homes the findings stated above are disclosable90 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 disclosabld 4 days following the date these documents are made available to the facility If deficiencies are cited an approved plan of

The above isolated deficiencies pose no actual harm to the residents
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