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o\ 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://iwww.dail. vermont.gov

Voice/TTY (802) 871-3317

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

January 27, 2014

Mr. Dovid Glenn, Administrator
Crescent Manor Care Ctrs

312 Crescent Blvd

Bennington, VT 05201-0170

Dear Mr. Glenn:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 4, 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,

) Laitlete 1)

Pamela M. Cota, RN
Licensing Chief

PC;jl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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& 't By ¥ EACH CORRECTIVE ACTION SHOULD BE COMPLETION
p?ﬁu@x fg'gﬁﬁp?&ﬂsl OI;CJSE?SJN%F ﬁﬁg ?r?;c?ﬁt;fx_r%:) ! P?ng oéoss-awenargﬁ&g gge ARPROPRIATE il
F 00 | INITIAL COMMENTS F 080
An unannounced onsite rec ertification survey
was conducted from 12/2/17) to 12/4/13 by the
Divigion of l.icansing and Piptection, There wers } F176
| raguiatory viotations identifixd, The findings _ F116
finclude; ‘ ) )
CF 176 | 483.10(0) RESIDENT SELF-ADMINISTER F178| Resident #2 was evaluated using
sg=D | DRUGS IF DEEMED SAFE. our “self Administration

An individual resident may self-administer drugs if |
the interdisciplinary team, ¢ s defined by
§483.20(d)2)(i1}, has detet nined that this
practios is safe. :

This REQUIREMENT iz ot met s evidenced
by:

Based on recaord review, © pservation, facility
documnentation and stadf iniarviews, the facility
fafled to ensure that 1 of 8 sarmpled residents,
(Resident #2) was safe forself administration: of
drugs. The findings includen

Residant #2 was admitted o the facility on 1/4/13
with diagnoses o inslude (OPD, Depression,
Auditory Hallucinations, Feilure to Thrive, Anxisty
and Constipation, : :

Per physician arders dater] on 11/23/13 @ 1018
AM dentifize, ProAir HEA B0 meg/actuation
aerosol inhaler, inhaie 2 p i#fs by oral route 4
times por day as needod, may keep at the
bedside. Par Medication  dministration Recory
{MAR) for the manths of bovember and
Dacember 2013 identify i at the resident received
the inhaler on Navember 22, 23, 24, 25, 26, and

| 27, Per nurses notes datod 829/13 identifies a

i nursing order, medication; @ bedside PRN {(as

Assessment tool” and has been
deemed safe to self administer

hox at bedside, All other meds
are locked in med cart

drug orders can be affected.

Any resitlent with an order for

during their guarterly

administer drugs

by 12/31/13

!
 Fil PoC aceepted taihiy wumi

inhaler. inhaler is kept in locked
All residents with seif adrminister

administer drugs, will be evaluated
attime of order and regvaluated

assessments, and or sick change.

MDS Coordinator will keep a fog of (
all residents with order for seif '
|

Corrective action was completed

self

| e i
LABORATORY DIRECTOR'S OR PRO%NSUP W?RESENTAHVFS SIGNKTURE TITLE : {18) DATE
y : -
,ﬂp/:g:/ Aclin ik’ 7/&’;17 ik

Any deficiency statemant ending with an aste: sk () denotes & sefisiency which the instiufion may be excused from corfecting providing i Jé determined it
_ othar safequards provide aufficient protection o the pafients. (Sea Insirections) Excent for pursing Demes, the firdinas stated above ate discloasble 00 days
following the tdate of survey whethar or net a | lah of comection & provided, For nursing homes, the above findings snd plang of correction are disciosabls 14

days fellowing the date theee d
program particiation.

peutnents are nede svaliable to the facity, If deficlencies ars ¢ited, 2n approved plan of correction B8 requisite to sortinued

T e b g e | WA 3
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F 176 | Continued From page 1 F176

! needed) signed by an LPN (.icensed Practical
i Nurse), )
? Fer Crescent Maner Care G phter Policy and
| Procedure for Self Adminish ation of Madioations,

nrigh to self administration o | medications, the

rasidents cognitive, physical and visual abiiity 1o
Loarry out this responsibility vill be assessed by
| the interdiscipiinary feam. There is not avidence

i the medical record identiffing thatan
| assessment for self-adminis tration of medications |
! was conducted. Par intervie w with the Linit |
i Manager on 12/3/13 & 1:40 PM, s/he confirmg 246

" that there was N0 assessme nt conductad prior o

| obtaining the order for seif ¢ dministration of

‘! medication or prior to the re sident self

| administering the inhaler thit is kept at the
bedside. ‘ : |

F 2451 4B3.15()(1) REASONABL} ACCOMMODATION,

s8=0.] OF NEEDRS/PREFERENCES ,

A resident has the right 10 roside and recelve
servicag in the fasiity with r zasonable
agcummodations of individu izl needs and
praferances, except when tie health or safety of
the individual or othar resid ints would be
ahdangersd. :

]

This REQUIREMENT is net met as evidencad

V.
Based upon ohservation axd interviews, the
facility failed to enswre that reskdents had
reasonable accommodations of individual needs
} and preferences for 1 of 3 residents in the
i sample (Resident #28]  Flr dings include:

|
|

1
i
'
i
i

assessed using call bell place

E 948 tool, and call bell placement

updated.

he affected.

call bell placement.

MBS canrdinator will audit

by 12/15/13

P Poc accepled oI Pcstanal !

Resident #28 was interviewed and
determined, Care plan has been
‘Al residants havé the potential to
All residents will be assessed for

assessments during care planning,

Corrective action was completed

ment

FORM CMS.2657(07-89) Pravious Varsions Dbsolete ,r Event (D UZZUT
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L1, Per phaervation on 12/02/13 at 4:45 PM
; Resident #28's call light cor! was hanging up on ‘ i
| the tamp behing the residen s bed i :
non-accessible 0 the resident. Per obsarvation |
the nexi day, 12/03/13 the ¢ prd remained hanging
! from the lamp behind the bed, -Per interview with
{ two LNAS prasent at that tinie, one LNA stated “ |
 think he just comes out to fHe desK ta ask for
| things”, whila the other LNA was not sure if the : .
| Resident 'uses i, Per reviiw of the care plan | 1
| states that the Resident is ¢ pla to make noeds |
known and does not use 3 aall bell, : :

However, ihare Is no dooun eniation as par
nursing assessmants, socls | services notes, of
care plan meeting neies of he residsnt's alieged
i mreference. Per inferview ¢ h the afiernoon of-
i 12103713 with the Rasident and the Unit Manager
| present, the resident stated that he thought #
1 would be impartant to have the call ight cord
accessible "for Bmergency sse”.
F 3231 4B3.25(h) FRER OF AGGICENT F 323
sg=£ | HAZARDB/SUPERVISION, DEVICES C

The facility must ensurs the § the resident
environment remaing as fre p of accident hazards
as is possibie; and each ré: jdent recelves
adequats supetvigion and sasistance devicss (o
prevent accidents,

This REQUIREMENT is it met as evidenced
by:

. Based on record review ar d staff interview the

- factiity falled to ensure that 3 of 3 residents

| reviewed (Resident #67, #16 and #48) received

i .
t
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F 323 | Continued From page 3 F 323
adequate supervigion andio: assistance devices F323{1,2.3)
| to prevent accidents. The firdings include; i
: . . . 7 |
1. Per record review on 12/¢/13, Resident #76 , Resident 475
{ was admitted to the facility \sith diagnoses that ‘ .
linciude, dementia, Alzheime r's and anxiety. Per | A) Glasses and shoes are being
| review of the madicai recor: Resident #76 has & worn during daytime hours
history of wandering the uni: and in and out of
ather residents' rooms, Per (he nurses notes, . -
Resident #76 sustained senpral falls from B) Ambulation rgassessed
10/43/43 thru to 1171113, The documentation resident able to transfer and
regidants’ raoms, in the hallvay, roped over ambulate indep V-
siatf's feet and rolléd out of bed anto fioor, o )
: : C) Medication reduction was made
Par raview of the fagiity fallirisk assessmend, the .
assessment indicates that [Resident #76 is at high Resident #67
risk for falls, Per review of he compranensive
assessment dated 10/11/131 the assessment : o e :
| indicates that Resident #76:is a 1 parson physical A) Change in Mtwit'e"s to avold
agsist when walking in hishjer room and the I unattended ambutation.
comprehensive assessmer i also indicates that .
Rosident #76 is & phy’;tca' agsist of 1 when B) Voice ac;tiva-tad saat alarm
walking in the hallway, ' ‘
: placed.
Per raview of the nurses notes there was no
evidence that Resident #7t was receiving ) Motion sensor piaced in
physical assistance when \jalking in room or in | pedroom
haltway when tho falls ocourred. Per review of
the comprehiensive carg pln lited falls, and last
was ne evidehce that the ¢are plan was reviewed Resident #0
and revisad afier the numerous falls to ensure ‘
that interventions were used 16 meet the specific ' staff educated {o reduce
neads of the resigent and ' p prevent : . , :
i reQoourrence of falls, gn\flranEntaE ‘nﬂU‘Ences {£¥]
, ' L reduce resident#0’s anxiety and
i Per review of the falls com mittee reporfs dated ; ression
| 10/14, 1016, 11/6 and 11/ 1 they indicats that | BEBTESSIO
| under the plans and recan mendation section the |

FIORM OMS-3567(12-66) Pravians Versions Olisolers | Evang D 271 Facifity 10; 475023 If continuation ghee! Page ¢ of 15
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. DEFICIENGY)
F 323 | Continued From page 4 | Fa2§
facility was going 1 manital and use 15 minute ) o
checks. Per interview with the UM he/she All residents with histary of fall
reviewed the medical recor, care plan and falis and : i
nd combative behavior can be
committes reviaws and cor hrmad that aftar the
falls, thers was no evidenct that an evaluation of affected.
the interventlons was condicted and that there ¢ !

lwas no avidence that Infen enfions weres wtiized . Allfalls and combative hehaviors
[ for Resident #78 to ensure p/he would remain | with intervention will be kept on

frae from falls and injuries. | ; i
i ; the 24 hour report for 7 days

2. Per review of the medis: 1 record Resident #67 mittee will meet to follow
| ves admitied 1 the facility pn 3/8/12 with Fall committ
diagnoses that include demjentia, Par review of up on all falls 1 week after

the nurses notes there wer s numerous incidents - intervention.

?oeumefntea that Resident #67 fell duriog the time

rame of B/2/13 thru 11/9/13. Par review of the , .

talls risk assessments, Re jident #67 was noted Corrective action was completed
to be at high risk of fall$ Fiar review of the by 12/31/13

comprehensive care plan [ast reviewed on
5121713, there were nume! pus doourménted fails
fistad, 8?11 10/2, 10124 and 11/9/113. Per review
of the care p&an there was no evidancs that the
care plan was reviewed ar d revised with goals
and interventions to mest he specific needs of
Resident #57 1o reduce ar d prevent falls,

Per irterview with the UM ha/she reviewed the
modical record and care pian and confirmed that
after the falls there was no: svidence that an
evaluation of the intervent pns was condustad

i and that there was no evicgnce that interverttions
tware Ulllized for Resident #67 to ensure s/he

i would remain free from fa }s and injuries,

3 Per review of a faciiliy I ternal investigation on |
1 1214113, the investigation pdicated that on : -'-
11/26/13 Resident #67 wijg in the activities room b

: with other residents and while Resident #67 was ]

FORM CMS-255T(02-09) Previous Vereions Otsslete” ' Event |DiUzERE. Facilty 10 476053 It continuation sheet Fags 5 of 16
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Per raview of the facility po Lcy and procedure
tithad Ahuse, the policy indi ﬁt&&‘- that ench
resident has the right to be frie from
mistreatment, negiect and  nisappropriation of
residant property. This incliides resident to
resident atuse. .

Per infarview with the Unit Aanager on 12/4/13,
hefshe reviewed the medic »t record and mdicated
that Resident #0 had seve: al incidences of
physical aggression toware residents and the UM
confirmed that the resident icare plan indicated
resident #0 atternpt fo red jce environmental
stirmuli as gble, The UM incicated that Resident
#0 becomes agitated wher around a lot of noise.
The UM confimed that Ry sident #87 was in the
acdfivity room at the time of the insldent arguing
with another resident wher ' Resident #6 walked

up bshind Resident #67 ard punched him in the
nead,

4. During the inifial tour o1t 12/2:’13 at 11:30 AM -
11:44 AN, in the small tining room at end of the
Special Care Unit, Reside) t #48 was observad
alone and wandering abod | the dining reom and
 folding a quift- The survey:r observed 2 bottles of

- ['sTaTEMENT OF DEFIOIENCIES (%1) PROV PERISUPPLIERIGLIA {X2y MULTIPLE CONSTRUCTION [X8) DATE SURVEY
AND PLAN OF CORRECTION ENT Flc;A‘ric:aN NUMBER; & BUILGING COMPLETED
476033 B, WING . - . 12i04{2013
MAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, 8TATE, ZIP CORE
_ 312 CRESCENT BLVD
CRESCENT MANOR CARE GTRS BENNINGTON, VT 08201
SUMMARY STATEMENT 01| DEFICIENCIES I PREVIDER'S PLAN OF CORRECTION 05}
é}ggfr‘gc (EAGH DEFIGIENCY MUST BE 1IRECEDED BY FULL FREFIX (EACH GORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LS IDENTIF fING INFORMATION) TAG CROSB-REFERENGED T THE ARPROPRIATE
: ‘ DEFICIENCY)

F 323| Continued From page 5 - F 323 :

bickering with another residant, Resident #0 |

walked into the activity roorr walked up behind i

Resident #87 and punchet Resident #57 in the \

‘ hack of the head.

| ' i

H 1l i 1 . i

i Par raview of the medical re pord of Resident #0, :
 he/she had diagnosis of Ds nentia, Alzheimers | i
with delusions and intermith int agitation, Per i :
review of the medical recon| and comprehensive | :
esare plan of resident #0, he she had several :
incident's of verbal and phy jical aggression :
toward other residents. ) !

i FAa23{4) ,

Resident #48 unaffected

All residents can be affected

Al staff will be reeducated on
procedures of chemicals

areas will be made by
administrator.

Corrective action will be
completed by 12/31/13

Al chemicals have been removed

Routine inspection of all common

323 00C Becepted Hathg Pncotnnn

FORM GMS.2867(02+89) Pravious Verajons Obsolels Bvernd 10 D2
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F 323 Continued From page 8 F 3238

: hard sanitizer ob the counte r {pump botties),

| sevaral packets of antksept ¢ toweleties and
veliow citrus’ cleaning fluld inder the sink, all of |
which ware not secured.

Per recurd review for Resid st #49 &t 1:52' FM
the resident has a history of hoarding and pica ‘
[placing non-edible items in the mouth]. Pear ; : {
interview 12/03M13 at 2:04 F M, the Unit Manager |
wag shown the yeliow citrus cleaner undar the
aink and the fwo tand «anit zar bolties plus

| anti-septic cleaner packets. and stated this t
- "should net be unlacked or it the counters, lam
i | shocked”, &/me confirmed he resident's . |
E environment, especially for Resident #49, was not
a3 free of accident hezards as is possible,

Also sas F-280
F 3291 482.25(1) DRUG REGIMEN S FREE FROM F 328
sazE | UNNEGESSARY DRUGS

Each resident's drug regimen must he free from
unhacessary drigs. An unaecessary drug Is any
drug whan used in exgessi e dose (including
duplicate tharapy); or for e cessive duratian; or

| without adecuate monitorir g; or without adequate
| indications for its use; or inithe presence of
advarse consequences which indicate the doge
should be reduced o dis ntinued: or any

J combinations of the reaso! |s above

Based Gn g compmhenaw : asgessment of a
resident, the facility must &nsure that residents
who have not used antipsy photic drugs are not
given these drugs umess @ ntipsychotic drug
tharapy is necessary to tre it a specific condition
as diagnosed and docume nted in the clinical
record; and residents who use anfipsychotic

PORM CM§-2567(02-09) Provious Verions Obsalate - Bvand i, U2ZUT Fatlity ID: 478053 ‘ if contineation shest Fage 7 of 18
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CENTERS FOR MEDICARE & MEDICAID SERVIGES _
STATEMENT OF DEFICIENCIES (x1}y PROV Dsmsunmsmm {%2) MULTIPLE CONSTRUGTION ‘ " {3 QATE SURVEY
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NAME QF PROVIDER OR SUPPLIER

" 312 CRESCENT BLVD

STREET ADDRERS, CITY, BTATE, ZIP CODE

documentation and infervie vs, for 4 of 5 sampied
residents (Resident #2, 28, 35 and 76) the facility
failed to ensure that each pisident's drug regimen ‘

‘ f‘ indings include:

: was free from unnecessary meducatians The

i ‘! Resident #2 was admitic d to the fadiity on

| 11413 with disgnoses to indlude COPD,

| Depression, Auditory Mallw jinations, Failure to

f Thrive, Anxiety and Constly atian.

Per physician order dated {1/6/13 @@ D:38 AM,
identifies Senna-Genn 8.6 ng tablat give 1-2 1abg
twice a day for constipatior: Per review of the
Medication Administration 1lecard (MAR) the

| resident received tabs 2 or eight different days in
the month of October 2012, In the months of

! November and December 2013 the resident
 refused the madiogtion. Fur interview on 12/3M13
@ 2,20 PM with the Unit Mpanager s/he cohflrms
that there are no physician orders identifying
parameters for the adminis ;ratmn of 1 or2 taks of
Benna-Gen,

i 2, Per review of the madic:l record of Resident

Y #BS on 1274113, hefshe was admitted fo the
 facility with diagnoses that include; Dermentia,

CRESCENT MANOR GARE GTRS . BENNINGTON, VT 05201
SUMMARY STATEMENY OF DEFICIENCIES iy PROVIDER'S FLAN OF CORRECTION (k8
é@rj& (EACH DEFICIENGY MUST BE | RECEDED BY FLLL | PREFIX {EACH CORRECTIVE AGTION SHOULD BR cnmg:ggmn
TAG | REGULATORY OR LSC IDENTIF (ING INFORMATION) Y CROSE-REFERENCED 10 THE APPROPRIATE
; : k DEFICIENGY)
j -
F 328 | Contirved From page 7 F 328
drugs renelve gradus! dose eductions, and
bekavicral intarventions, Ul gss clinically
gontraindicated, in an effort 0 discontinue these
criigs. _
|
This REQUIREMENT ig no! mat s evidenced
by:
Baseci on recerd revlaw of sgrvation, faciiity £330

Doctar for resident #2 was
+ notified. Senna-Genn has been
| discontinued

All residants can be affected,

Nurses will be educated on how to
take arders with clear parameters,

All orders will be reviewed by unit
manager manthly to insure dosage
ts clear.

Carrective action will be
completed by 12/31/13

|

FORRM GS-2887(02:68) Pravious versions Obsolsts - Event 1D: U211

Faclity 10 475033 If cantinuation shaet Page 8 of 15
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| Alzheimer's and Anxiety. Pey review of the

13, Per review of the med;cq record of Resident

| and the physician on 0//11; the fax indicates that

physiclan's arders and the msident medication
| administration record, Resic gnt #85 had an order
[ for Afivan 0.28 mg by moutl and as needed, may
j? give avery 3 hours for break through amdaty not 0
| exceed 4 mg/day. Per further review of the
: physlolan's orders and the redication
i adminisiration record there vas also anather
| Ativar order that indicated ty give 1 tablet (0.6
| mg) by mouth twice a day ad as needed and
Cavery 3 hours Tor braakthre rgh anxuety not to
| excend 4 mglday. .

Per interview with the Unit Manager (LUM) on
12/4113, he/she raviewed tr g physician’s orders
for Ativan and the rmeditation administration
record for Resident #8858, th, UM confirmed that
there were no pararmeters far the nurses to use fo
getsrmine when Resident # 55 would get 0.25 mg
of Ativan and when the rest Sent should gat 80
mg of Ativan. |

#76 on 124113, he/she way admitted o the
facility on 10!26/13 witht dia Fncsas that include
Alzheimer's, Dementia and Anxisty. Per raview of
the physician's medication wders, Resident #76

! is receiving Haldol (anti-ps ghatic medication) 0.5
L mg by molth iwice a day.

s Par revigw of a fax commu tication between staff

Resident #78 Is to be place on Haldol 0.5 mg by
mouth twice dally related {¢:increases In anxely, |
pading, leoking for a way hame, and attempling to
leave the unit,

' Per reviaw of the dlagﬁQSES shest for resident
| #78, it indicates diagnosis of dementia, anxiaty
; and Alzhelmer's, Per irderv pw with the Unit

STATEMENT OF DEFICIENGIES (X1 PROV DERIGUPPLIERICLIA (%23 MULTIPLE CONSTRUCTION (X3) DATE SLIRVEY
AND PLAN OF CORRECTION IDENT PIGATION NUMBER, A BUILDING COMPLETED
ATBO3S B, WING 12i04/2013
KAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2F CODE
312 CRESCENT BLVD
CRESCENT MANOR CARE CTRS ' BENNINGTON, VT 05201
{X4) 1D BUMMARY STATEMENT O} DEFICIENGHIES | ! ] PROVIDERS PLAN OF CORRECTION (X&)
PREFIX {EACH DEFICIENCY MUST BE IRECEDED BY FULL { PREFIX {EACH GORRESTIVE AGTIGN SHOULD BE COMPLETION
TALG REGULATORY OR LEC (DENTIF (ING INFORMATION) PooTaG - CROSS-REFERENCED 70 THE APPROPRIATE DATR
. _ i DEFICIENGY)
F 329 | Gontinued From page 8 F a2 F3z0 (2}

Docror for Resident #85 was
natified. Resident now has only
one PRN Ativan order.

All residents can be affected |

Nurses will e in-serviced to check
previpus orders when transcribing

new order.

Nurse Manager will audit all orders
| monthly

Cortective action was corpleted
by 1/14/14

FORM CMS- zﬁfﬂ'{ﬂi 93) Pravious Verslons Obsolate -r

Event 1D WailY

Facility i 475033 if confinuation sheet Page 9 of 18
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SUMMARY STATEMENT QU EFIGIENGIES n PROVIDER'S PLAN OF CORRECTION {6}
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i DEFICIENCY) !
[ % ’ _ !
F 329 | Continued From page 8 Sl Fazg I

" Manager on 12/4/13, hafshe reviewed the

1
; " i
| madical record and was unz ble to pravide ; E320
f
|

i dooumentation of an approf riate diagnosis from
the physician for the use of he anti-peychotic Doctor for resident #76 notified

medication of Heldol, 3- and appropriate diagnosis for
Haidol established as
hallucinations,

4, Per recard review and ingrviews Resident #28
i recelving an ant-psychot o without adequate
monitating or without adenu 4te indications for its
use. The rasident was ady rtted on 1218107 with

 giagnoses of persistent me tal digorder Al residents can be affected

I {detnentia), Parkinsiin's dig: aaaefparalyasa gastric
reflex disease, Inflammator ‘13; and taxi?a y List of all psychotropic meds with i
neuropathy, hyper’canman, pute ginusliis, an , . . .
anxiety/agitation/depression. Per recdrd réview appropriate diagnases will be ke‘pt }
on 12/03/13 Resident #28 1} currently recaiving by the nurses’ station. Nurses will |
Seroquel (an anti-psychotic ! merdicafion) 50 mg teh

! three times a day for incres sed behaviors as ck‘ieck all new‘orders and n,'ia

' notad per the verbal order ¢ f 11118013, .| with documented diagnosis to

’ insure proper diagnosis recelved
i Fer review of the nursing n ate dated 11/13/13 } l proper diag
states "outburst yelling, cor fusion, delusions o from DR,

| noted to be more frequent almost dauy [noted
with activiies]”. However, rer rovisw of the SDC will audit all new orders
mursing progress notes, ac ivity notes, as well as . .
tne Befavior Monitoring Re pord for all three shifts . Monthly toinsure proper disgnosis
during the month of Nover ber only two incidents . )
on fhe evenings of 11/05/13 & 11/14/13 for Corrective action was completed
“agitation” ware noted, Thure 18 no indication that by 1/14/14
alt pon-pharmalogical inter rentions were

aitempted including monitc sing for pain offering
food or drink.  Also noted ¢ uring the month of
November, per the MAR, #)e dally pain
asgesaments were not corplated on T1/05M3,
/07113 and 1171118, :

Per review of the care plar datad 08/19/13,
directs staff that for incredpad behaviors
| attempt hon-pharmalogica ' interventions for

FORM CMS-2867(37-59) Pravioys Versions Dhaotate | Event [ U221 Facliity I 475003 I confinuation sheel Pags 10 of 15
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: Tha drug regimen of each esident must be
reviewad at least once a :mth by & licehsed
pharmacist.

The pharmeagist must repa it any Irregularities to
the attending physician, ard the director of
| nurging, shd these reports must be acted upon,

This REQUIREMENT is r ot met as evidenced

1
i

L

224 foCaccepred THY frmectuey

o 1 SUMMARY STATEMENT GF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION “fé
PREFIX (EAGH DEFICIENGY MUST BE F RECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETYON
ARG REGULATORY OR LEC HIENTIF IING INFORMATION) TAG moss-am—*.c_aeucsn T THE APPROPRIATE
' DEFICIENCY) i
F 328 | Continued From page 10 F 320 '
behavior/agitation, re-orient, se-direct, activities, ‘ |
offer food/drink, monitor for pain, provide 1.1 ‘
| and to incresse surveliiancs wher agitation and , E328.(4)
; safety needs increass'. : .
| Per review of the MDS [minii mum data seltlmcgéed © Resident #28 had reduction in
08!04!13 06/12113  as well s the annug § . . ]
! review dated 0B/20/12, dos 5 ot identify to Celixa. Diagnoss for Serogel
{ adequate Indications for its se. As notad in [ determined as hallucinations
| Saction E, which ideniifies { ptanﬁai indications of | ; ) .
1 psychosls'  hallucinations, {/elusion, physical, { caused by Lewy bodies dementia.
| verbad, or othar behaviors s jch as hitling ete.
| were not Indicated, Seactior | does not identify Alf residents can be affected i
{ any psychotic disorders such as schizophrenia, : ;
[ PTSN, manic/depression ol ;ané’;stg{ tr;a_} g\ay . All behaviors will be kept on 24
© haye been achve du e in the last 7 days o
| th; MDS ?EV,EEIW WQQ;Q n 4 houe report for 7 days. Any
Per interview on 12/04/1% g} 2:00 AM the Unit negative behaviors will be charted
Manager confirmed that thz‘ resident dogs not , ;
have & specific condition as diagnosed and in nurses’ notes.
documented in the clirical 1poord, adeguate ) ' )
indications for its use and t g of - Unit manager will chack if
ron-pharmaiogical interver ens, behaviors on repart are
RERORT . 428 .
Z;fg fé&g‘é‘g,{f&”&%‘ﬂ”g'!‘ REWEW PORT F a2 documanted in residents chart

Corrective action was completed
by 1/14/14

FORM CMS-2B87(02-99) Previous \isrsions Obaciets
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Fs-‘ﬁz)if'& ! {EAGH DEFICIENCY MUST BE LIRECEOED BY FULL - PFREFIX (EACH CORRECTIVE ACTION SHOULD 88 Bﬁmgggmu
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B ‘
L
F 428 | Continued From page 11 F 428

by:
gased on record review and staff interview the
facility faiied to act upon a p sBrmacy
recommendation for 1 of 5 r psidents reviswed
(Resident #76). The findingt | include;

1, Per review of the medical record on 12/4/13 for
Resident #78, the record ingicated that Resident
#75 was admitted to the fae fity on 10/26M12 with
diagnoses that include; Denantia, Alzheimer and
Amdety. Per raview of the rharmacy
recommendations, on 7/1/2 113, MeCleliand
Health Syatems notified the facillty that Resident
#76, who was jaking a med zation calied
Lorazepam and a medicatic n calied Vaiproate,
and that the US, manufacturers of Lorazepam
state that the desage of Lorazeparn should be
reduced by 80 % In residen s recelving Valproate,
Per review of tha medical ricord there was no
evidsnoe that the recomme dation was acted
upon by either the Physiclan or the Direcior of
Nursing (DNE). Per intervitiw with the Unit
Manager (UM), ha/she revigwed the medical
record of Resident #76 and was unable to identify
any dooumentation that ind cates the
resommendation was acted: upon by the

physician or the DNS, The M corfirmed i had
bean faxed fo the physiciar by the fax stampon
the recommendation; howe yer, the UM was '
unabie o identify when it w s faxed because
there was no dabe and was unahle to Ibeate any
documentalion that it had b een reviewed by tha
Physician or the DNS.

Par interview with the Interi n Director of Nursing
{IDNS}, hefshe Indicaled th it the expectation of
the staff is that when the ptgrmacy sends a
recommentaticon, that i is ¢jiven t the Unit
Marager who ensuras that the physician reviews

F428

| Physician for Resident #76 was
i notified and recommendation to
decrease Lorazepam was followed.

All residents can be affected.

DNS will follow up with Dr if no
rasponse to recommendation.

recommendations to insure they
are addressed '

Corrective action was completed
by 12/24/13

Fas P0C accepted oty Pnceinpd

1'

DNS will keep a log of pharmacy (-

FORM CME-2587(02.08) Pravious Versions Obsolste |

Event I0: UZZUTT
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BTATEMENT OF DEFICIENCIES

(X4) PROV PERBUFPLERCLIA

{(X2) MULTIPLE CONSTRUGTION

(X3) DATE BURVEY
COMPLETED |

i

AND PLARN OF CORRECTION IDENT FICATION NUMBER: A BUILDING
© 475033 B WING | 12104/2013
NAME OF PROVIBER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE
317 GRESOENT BLVD
(X4} 10 SUMMARY STATEMENT O DEFICIENCIES B FROVIDER'S PLAN OF CORREGTION o
) EACH CORRECTIVE AUTION $HOULD BE COMPLETION
Pgigx éﬁé@’iﬁ?ﬁ’éﬁ’a“éﬁ%@?&'ﬁ‘?é k?gg?ﬁfga%’;%é) Pl;igix CROSSREFERENGED TO THE APFROPRIATE | OATE
DEFICIENGY)
T 1
F 428 | Continued From page 12 F 428
it and acts upon it. Per inter siew, the IDNS
confirmead that the facility dii: nof have a FaR3
polisylarocedure addrass!;ng hom{;lpgarmacy — ,
recommendations dre to be handled when :
 received from the pharmacy; The IDNS Indicated Call bell for resident #49 was
that the staff s educated ve bally on how fo replaced, and all call bells were
. | handie the: recommendatior 5. checked
F 483 | 483.70(f) RESIDENT CALL BYSTEM - { f 483 . )
=03 | ROOMS/TOILET/BATH . .
8 .D ‘ All residents can he affacted by
The nurses’ station must be equipped {6 raceive broken call belts.
resident calis through 8 conj munlcatit:s? system
ffracgtat:ree;&dem reoms: and i%et and bathing Malntenance will check all cal
i ; bells monthly.
E : )
”g;‘o'isREQUIRE;‘MENT is nc} met ag evidanced % Report will be giver ta
Based on obsarvation and interview, the facility Administrator
fatled to assure that for 1 R ssident in the sample,
?Ed?ail syet;en; was functio nlng {Residert#48). qurective action was completed
indings include; by 12/17/13
1. %urmg the &nviranmentai ’LourF of the faclmytnn
12/02/13 at 1:62 PM, the ¢t Il bell cord was noted =17 ac , :
to be hanging on the wall, 2 nd whan the button i3 foca ccpjm\ tl;\q hd‘ Pract g
was pushed, there was no sound at the nursing
siation nor did the light abo re the dopr it the halt
incfioate the beli was an, P interview on
120313 &l 3:00 PM, the F nvironmental Direcior
stated that thers is no regu prly scheduled }
maintenance checks for thei oall system. S/he ;
| stated that housekesping ¢ nursing will let :
{ mairtenance know whert th e call system is ot :
working. S/he confirmed th af the call system in :
Resident #49's room was r ot working. i
Fagag; FINAL OBSERVATIONS Fog99.
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PREFIX (EAGH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMMLETION
TAG REGULATORY OR LSC IDENTH YING INFORMATION) TAL CROSS-REFERENGED TO THE APPROPRIATE s
‘ ‘ DEFICIENGY) .
Fag9s | Continued From page 13 Fooua
vermont Stateé Licansing and Operating Rules for
| Nurging Homes | E9908
o : . | -
-1 7.43 Nursing Services: The; faclity must have | staff will be increased to meet
1 sufficient nurstng staff to provide nursing and hours
{ related services fo atlain or maintain fhe highest !
' praciicable physicat, menta and paychosoctal .
| wall-being of each resident, as determined by ! All residents can be affected
| resident rssessments and ndividuai plans of o
; care or as spectiied by the }cansing agency, ‘ Facility is actively recruiting new

staff, as well as utilizing LNAS
from other departments for
feeding & restorative nursing.

1 (dy Staffing Leveis. The fasility shall maintain
. staffing levels adequate fo neet rasident needs.
Eo (1) At a minimum, nure|ng facilitiss must

{ provide:
{i} no fewer than 3 aours of direct care Administrator will review staffing
per resideant per day, on a vveekly averags, 1o insure staffing requirements
including nursini: care, personal tare .
and restarative nursing car 2, bist not Including are met and recorded in the |
administration o' supervision of staff; nroper categoty

and-of the three hours of d rect care, no
fewer than 2 honrs per resident par

i was completed
day must be assigned to p ovide standard Corrective action Wa P

LNA care {such 1;¢ personal care, . by 1/15/14
assistance with ambulatior ; feeding, efe.) ’F

pariormed by LN As or equivalent staff 94 00 ac A ‘
and not including meal pra baration, W e L{‘A@ \\MM WFN

* physical tharapy pr the activities
program. . ‘
, g‘hrs REQUIREMENT is N'DT MET as evidenced A

y: |

1 Bassd on review of the facfiity staffing patterns

s and interviews, the faciilty aited to meet the

| & hours per resident per doy (o provide standard
| LNA care for thirly-nine (3t)) days in & random

| swlection of schedules reviswed, dating from

FORM CR$-2567 (02.89) Provious Versions Opioiet | Bvan 1D U201 Faciity 187 475033 I conBneation sheel Page 14 of 15
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SUMMARY STATEMENT OF DEFICIENCIES
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Feogy

|

|
|

Coenftinued From page 14
June 1, 2013 through Nove: tber 30, 2013, The

: findings include:

Per intarview with the staffir g scheduler, on
12/4/13 @ 9:50 AM, s/he geplirms that s/he was
unawars of regulations regerding this
requirement, Per interview pn 12/4/13 @ 10:15

! AM, with the Nursing Home Adminisirator {NHA)
i and the Comptroflar (who & rers the infarmation
for the facility staffing pattet 1), clarified that the

L hours included under the “oiher category identily
care gttendants, feeding by other staff, escors to
physician appointments an, feeding by activity
staff, Parintsrview with the Nursing Home
Administrator and the Com ptroller, they could not
agree on the dufies garred put by the smployess
included in the other cawegry. Therefore, they

ooulg not confirm that the e mployead in the other

category did in fact provida idirect residant care.

On 1204013 @ 10:30 AM the NHA confirmed that
the staffing pattern did ider Hfy 38 days from June
1, 2013 through Novermnbet 30, 2013 that were
holow the required 2.0 hou s for direct care siaff,
NHA also confirmed that shie was unawsre that
the facility had not met the requirement for LNA
staffing of a 2.0 and that tha information in the

‘staffing pattern entered in the ather catagory did |

not claarly idettify the adty a§ duties carned out by
the other catepory.

9889
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