2~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) §71-3318

QOctober 8, 2015

Ms. Wendy Beatty, Administrator
Crescent Manor Care Ctrs

312 Crescent Bivd

Bennington, VT 05201-0170

Dear Ms. Beatty:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 16, 2015. 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. |f
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SUNNIIN-N

Pamela M. Cota, RN
Licensing Chief
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Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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| STATEMENT CF DEFICIENCIES (%1) PROVIDER/SUPPLIERIGLIA (%2} MULTIPLE GONSTRLCTION {X3) PATE SURVEY
; AND RLAN QF CORREGTION IDENTIFICATION NUMBER! A, BUILDING COMPLETED
#
476033 B, WING 09/18/2015
NAME OF PROVIRER OR SUFRLIER STREET ARDRESE, GITY, STATE, ZIF CODE
312 CRESCENT BLVD
CRESCENT MANOR CARE CTRS BENNINGTON, VT 05201 .
‘ VIDER' N OF GORRECTION &
SO0 | Each BTN MUST BE PREGEDED BY FutL REFIX Ao SORRECTIVE ACTION SHOULD BE | comPLeion
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCER TGO THE APPRQFRIATE DATE
i ' % DEFICIENCY)
} . ? a ‘
F 000! INITAL COMMENTS F Q0O  The attachad constitutes the facility's
: response to the findings of the Department
An unannounced on-site complaint investigation of Licensing and Protection and does not
and a review of four self reports was conductad constitute an admission guilt or agreement
| by the Division of Licensing and Pratection from ¢ ofthe facts alleged or conclusions set for the
9/14/15 through 9/18/15, There were regulatory | summary statement of deficiencies.
| deficiencies identified. A determination of
Immediate Jeopardy to the health and safety of F235
: residents was made on 9/15/15 (Refer tc findings :
at F281 and F323), which alse constituted 1. Resident # 1 had no negative
Substandard Quality of Care. Prior to the end of effects as a result of this alleged
the survey, on 9/16/186, the facifity successfully ) e Resident s
removed the Immediate Jeopardy, howeaver deficient practice. Resident has
deficient practices remain. The findings are as ‘ been discharged from this faciliry.
foliows: ‘ i
F 225 483.13(c)(1)(i)-(iii), (c}2) - (4 F 225 2. All residents who leave the
ge=r | INVESTIGATE/REPORT grounds unsupenvised have a
ALLEGATIONS/INDIVIDUALS potential to be affectad by this
. : alleged deficient practice.
The facility must not employ individusls who have
been found guilty of abusing, neglecting, or :
rnistreating residents by a'court of law; or have )
had a findigng entered into the State nurse aide 3. staff will ba re-educated on the
registry concerning abuse, neglect, mistreatment policy and procedure of reporting
of residents or misapproptiation of their property; ali alieged elopements !
and report any knowledge it has of actiohs by a immediately and accordance with
court of law against an employee, ‘which would state law.
indicate unfithess for service as a nurse aide or
olher facility staff to the State nurse alde registry 2, Audits are ongoing to to assure
orlicensing authorities. compliance, Results will be I
The facility must ensure that all alleged violations reported to the QAP| committee by
involving mistreatment, neglect, or abuse, the DNS for 3 months.
including injuries of unknown satrce and
misappropriation of regident property are repornted
immedciately to the administrator of the facility and | 5. Correcrive action completed
:ﬁ othe}: ofr:;cia‘llsfgn gsccordance with State law October 5, 2015, _
rough established procedures (including to the o .
State survey and cergiﬁcation agency). ° F295 Poc acepied 161015 MBertuadid fpme

- LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPR

L

@TWE'S SIGNATURE

(XB} OATE

18.5.15

TITLE

N

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institulion may be excused from correcting providing it is datarminad that
" ather safeguards provide sufficient protection te the patients. {See instructions.) Except for nursing homas, the findings alated above are disclosable 90 days
-following the date of survey whethar or not & plan of correction is pravided. For nursing hemes, the abave findings and plans of carrection are disciosable 14
. daya following the date these documents ara made available 1o the facility. If deficiencies ars cited, an appraved plan of cofreckion is requisite e continued

pregram panicipation.

~ FORM CMS-2467{02-99) Previous Versions Obsolete

Event |D:42TJ11

Facility iD: 475033

If continuation sheet Page f of 14




10/05/2015  14:353

DEPARTMENT OF HEALTH AND HUUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SFRVICES

#1758 P.00O5/020

PRINTED: 08/24/2016
FORM APPROVED
QMB NO. 09368-0391

The facility must have evidence that all alleged

! vielations are thoroughly investigated, and must
prevent further potential anuse while the

| iInvestigation is in progress.

The results of all investigations must he reported

' {0 the administrator ar his deslgnated

i representative and ta other officials in accordance
with State law (including to the State survey and
cerification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corractive action must be taken.

This REQUIREMENT is not met as evidenced
by

. Based on medical record review and ¢onfimed
"oy staff interview, the facility failed to ensure that
alleged violations of neqlect are investigated and
reportad immediately. For 1 of 69 residents
reviewed, humerous reports of elopementis were
made by community members, witnessing
instances where Resident #1 was in severe

i danger. The findings include the following:

! Resident #1 was admitted on 7/20/15 with
diagnosis to include Schizoaffective Disorder,

- Anxiety, Diabetes, Obesity, Chronic QObstructive
Pulmanary Disease, Bllsteral Cataracis,
Osteoarthritis and Chromic Pain, Physician
orcers dated and signed on 7/17/15 prior to
admissgion, identifies Resident #1, "No, may not
leave the building on pass”. This order is
confirmad by Unit Mangar on 8/14/16. Per
medical record review, nurses notes dated at
various intetvals beginning on 7/20/14 through

9/14/15, evidence that the resident left the facility

| STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
|AND FLAN OF CORRECTION IBENTIFIGATION NUMBER: COMPLETER
, . A BUILDING
C
475033 B. WING 09/16/2015
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZiF GODE '
‘ 312 CRESGENT BLVD
CRESCENT MANOR CARE CTRS . BENNINGTON, VT 05201
! ! CORRECTION {x5)
X4 0 SUMMARY STATEMENT GF DEFIGIENCIES i PROVIDER'E PLAN OF
L (EACH DEFICIENCY MUST BE PREGENED BY FULL PREFIX {EAGR CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO TREAPPROPRIATE
DEFICIENGY)
f
F 225 | Continued From page 1 | F225
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| unattended on approximately 39 separate ‘
i occasions. The leave of absences varied from | |
fifteen (15) minutes to as long as seven (7) hours l ‘ ! | \

| |

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NQ. 0838-0381
1 STATEMENT OF DEFICIENCIES X1} PRDVIDERISUPFLIERICLIA (X2) MULTIPLE CONSTRUCTICN (%3) DATE SURVEY
| ANG FLAN OF CORRECTION IDENTIFICATION NUMBER: A, BULDING COMPLETED -
o ‘ c
475033 B. WING 09/16/2015
NAME OF PROVIDER OR SUPPLIER - STREET ADORESS, GITY. STATE, ZIP CODE ‘
312 CRESCENT 8LVD
c
CRESCENT MANCR CARE CTRS BENNINGTON, VT 05201
X0 | SUMMARY STATEMENT OF DEFICIENCIES 0| FROVIDER'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) I 7Y ‘ CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ , | . DEFICIENCY)
L
| l ]
F 225', Continued From page 2 | |

| in duration and during the day, evening and night
' hours. , | ‘

!?;‘20 through 7/24/15: Resident #1 left the facility | ‘
l without supetvision on 5 separate occasions. ‘ ‘
i The resident was seen ambulating with 2 walker i
| down Crescent Boulevard, heading downtown. |
| Neighbors called the facility to alert the missing

resident. | |

-

L7128 theough 8/6/15: Resident #1 left the fasility
without supervision on 7 separate cocasions. On
2 occasions the resident appeared in the
Emergency Department (ED) for camplaints of
chest and left arm pain. ED treated and released |
the resident back to the nursing facility with :
instructions. Nurses documentation evidences
that the resident was out of the facility unattended
for durations lasting up te 7 hours. i

| 8/6 through 8/13/15: Resident#1 lefl the faclity
without supervision on 4 separate occasions. On
one of the 4 occasions, the resident appeared at !
i the rescue squad building partially clothed, in a

| T~8hirt and adult pull-ups.

§/14 through 8/22/15; Resident #1 left the facility :
without supervisicn on 5 separate accasions. The
resident appeared in the D inappropriately
‘ dressed. Nurses documentation evidences that
the resident was out of the facility unattended for
durations lasting up to & hours,

8/23 through 8/31/15: Resident #1 left the facility
without supervision on 8 separate occasions.
i The two following episodes documented in the

FORM CM8-2567 (02.99) Pravious Versions Obsolate Evant D 42T41 Facility I: 475038 if camtinuation sheel Page 3 of 15
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l nurses notes evidence that lack of supervision by | |
facilty staff, that placed Resident #1 in situations } i

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES QMB NO, 0938-0391
| STATEMENT QF DEFICIENCIES {(X1) PROVIDER/SUPPLIERIGLIA (¥2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
| AND PLAN OF CORRECTION IRENTIFICATIGN NUMBER! A BUILDING COMFLETED
X c
475033 B. WING 0211612015
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
342 CRESCENT BIVD
CRESCENT MANOR CARE CTR3 SENNINGTON, VT 05201
41D | SLMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION L
PREFIX {EACH DEFIGIENCY MUSY BF PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE l COMPLETION
TAG REGLILATORY OR L8C IDENTIFYING INFORMATION) ‘ TAG CROSS-REFERENCED TQO THE APPROPRIATE | PATE
| 1 DEFICIENCY) : |
! [ T
f 225 Continued From page 3 ‘ F 225 R

of savere danger, On 8/28/15 at 5:456 AM the |

i Faciiity was notified by the attendant of a local \ |

| aas Station/Minimart, (at the bottom ¢f the hill), | | : ’ [

| that Resident #1, has been directing traffic on

| Route #7, a major highway. S/he is removing

" his/her clothing in the Minimart. The | l

| establishment would like the resident picked up. |

| Nursing home staff informed Minimart staff they |

| could not mest their request to provide | .

‘ transportation for the resident back to the nursing ‘ i
|
|
|

facility. On 8/28/15 at 2 FM, Resident #1 was
walking in the circle/driveway in front of the ‘ l

| facility. s7he bacame tired and just stopped.

L Oneoming vehicles were redirected and the |

| regident was moved by facility staff to the grass. ‘
i where s/he resied. |

a/1 through 9/14/15: Resident #1 left the facility
without supervision on 9 separate occasions,
The following episode, documented in the nurses
notes, evidence that lack of supervision by faciiity
- staff, that placed Resident #1 in situation of
severe danger:

Qn 8/1/15 the faciity received a call reporting that
Resident #1 was seen walking on the yeliow line
on South Street. Resident was returned to the
facility by the rescue squad,

Nurses notes identify the following: '
. - Concerned citizens have returned the resident
to the facility. |
- Facility staff silence alarm while resident exited
the building.
- Facility staff do not congistently identify when
the resident leaves or returns.
. . On several nccasions resident called the facility,
taxi, EMS or Police to be returned to the facllity. |

FORM CMS-2567(02-88) Previous Versiong Ohsolele Event ID:42TJ01 : Facility 10 475033 i continuation sheet Page 4 of 15
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (%1) PROVIDERISUPPLIERIGLIA | (%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
_ c
475033 8. WING 09/16/2015
NAME OF FROVIDER GR SUPPLIER ETREET ADCRESS, CITY, STATE, ZIPF CODE
CRESCENT MANOR CARE GTRS 512 CRESCENT BLVD
ESCENT MANOR CARE CTR BENNINGTON, VT 05201
xay o | SUMMARY STATEMENT OF DEFICIENCIES N ' PROVIDER'S PLAN OF CORRECTION )
ST (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVEACTION SHOUERBE. | R
TaG |  REGULATDRY OR LSG IDENTIFYING INFORMATION) | CTAG } CRQSS-REFERESE&&E% cTYH)E APPROPRIATE |
j |
| * [ |
_F 225 Continued From page 4 | F 225‘ ‘ ‘
| - Nurses Notes evidence that facility staff will not | | |
 pick up resident when he or a lecal \
| establishments request transporiation. | | |
1 Per interview with the Nursing Home | l ‘
. Administrator and the Director of Nurses, | i '
| confirmation is made that no internal | !
- investigations have been complsted on any of the | | | .
| abave instances nof has the facility made any | ! _ e
‘ reporis to the appropriate State agancies in 1 | £378 ‘
' accordance with State law. i
F 278 483.20(g) - (j) ASSESSMENT F27s| :
ag=D ' ACCURACY/COORDINATION/CERTIFIED \ 3 Rfefﬁidents #1 had no negative
: : effects from this alleged deficient
The assessment must accurately reflect the practice.
‘ resident's status.
‘ , 2. Resident
A registered nurse must conduct ar coordinate ) ffECte:I ::’hﬂ war:der can be
each assessment with the appropriate dafici aresu of this alieged
participation of health professionals. Bficient practice.
Aregistered nurse must sign and certify that the
| assessment is completed, 8. RN will verify that the information
oo . in section £ 0900 of the MDS i
Each individuat who completes a portion of the atturate, ®
! assessment must sign and certify the accuracy of
‘ that portion of the assessment,
i that partion asse 4 Audlts are ongoing to 1o sssure
Under Medicare and Madicaid, an individual who | compliance. Restilts will be
willfully and knowingly certifies a materia! and [ reported to the QAP! cornmittee by
| false statement in a resident assessment is the DNS for 3 manths.
' subject to a civil money penalty of not mare than
: $j,000 far each assessment; ar an individual who
willfully and knawingly causes another individual 5. Corrective action completed
to certify a material and false statementin a QOcteber 5, 2015
residﬁnt afsse;ssmenttr:s sgl;j%%t toa civilhmoney i iF : i :
penalty of nat more than $5,000 for eac Y| acie okt W0y YAB Y wig B
B et ; 2% PoC aciepted 105 MGedtvina B P
FORM CMS-2567(02-99) Previdus varsions Oksolata Facility |D: 476033 if centinuation sheet Page 6 of 15
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312 CRESCENT BLVD ‘
CRESCENT MANOR CA
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xa)ID | SUMMARY STATEMENT QF DEFICIENCIES ™ o | PROVIDER'S PLAN OF CORRECTION T o
PREFIX r (EACH DEFICIENGY MUST BE PRECERDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE ‘ CoMgk_ﬁErmN

TAG [ REGULATQRY OR L8C IRENTIFYING INFORMATION)

TAG | CROSS-REFERENCEC 7O THE APPROPRIATE

DEFICIENCY)

F 278 | Continued From page 5

| Clinical disagreement does nat constitute a
| material and faise statement.

|
| Tris REQUIREMENT is not met as evidenced |
by

‘, Based pn medical record review the faciiity failed |
i to acourately assess 1 of 10 residents reviewed

| that reflects the residents status. For Resident

‘ #1, the findings include the fallowing:

' admitted on 7/20/15 with diagnosis ta include
Schizoaffective Disorder, Anxiety, Diabetes,

: Qbesity, Chronic Opstructive Pulmonary Disease,

Bilateral Cataracts, Osteoarthritis and Chronic |

1 Pain.

|
| Per medical record review Resident #1 was : ||
l

Per admission Minimum Data Set (MDS)
Assessment, a Federally mandated Assessment, |
completad on 7/31/15 by the Licensed Practical
Nurse (LPN) and signed by the Registered Nurse
(RN) Dirgctor of Nurses (DNS) identifies that
Section E 0900, identifies that Resident #1 has
not wandered. Care Area Agsessment (CAA)
documented by LPN identifies that the resident
leaves the facility and does not alert staff on
leaving, Wander-guard braceiet applled to wrist
(security system) which alerts staff as resident
attempts to leave the facility unatten ded.

| Nurses notes document that Resident #1 has left
the facility unattended on approximately 1
oceurrences from date of admission to the

' completion of the assessment dated 713115,

F 281 | 483.20(k)}(3)()) SERVICES PROVIDED MEFET
$%=] | PROFESSIONAL STANDARDS ‘

F281i
!

T

al
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. CENTERS FOR MEDICARE & MEDICAID SERVICES : . OMB NO, 0938-0381
| STATEMENT OF DEFIGIENCIES (x1) PROVIDERISUPPLIERICLIA (%2} MULTIFLE GONSTRUCTION (x3) DATE SURVEY

AND PLAN OF CORRECTION IRENTIFICATION NUMBER: A, BUILDING COMPLETED
C
475033 B, VNG 09/16/2015
NAME OF PROVIDER OR SUPRLIER STREET ADDPRESE, CITY. STATE, ZIF CODE
312 GRESCENT BLVD
CRESCENT MANOR CARE CTRS ‘ BENNINGTON, VT 05201
x40 | SUMMARY STATEMENT OF PEFICIENCIES | o PROVIDER'S PLAN OF CORRECTION |
PREFIX. | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFX l (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG | REGLLATORY OR LSC IBENTIFYING INFORMATION) 1 TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
_ DEFICIENGY)
i f |
F 281 | Cantinued From page 6 ‘ F 281 D '
i F281
] The services provided or arranged by the facility i
| must meet professional standards of quality. 3. Residents if: had 0o negative
effarts from this alleged deficient
_ ‘ . practice. Resident has been
| This REQUIREMENT is not met as evidenced ‘ discharged fram facility.
by _
Rased on staff interview and record review the
facility failed to provide services that meet :
' professional stangards of quality regarding 2, Residents who can nat leave the
following physician orders for Resident #1, that building on pass tan he affected as a
clearly direct facility staff that the resident may not, , result of this alleged deficient
' |leave the building on pass. The findings include i
S practice.
the following: .
Per medical record review Resident #1 was : .
admitted on 7/20/15 with diagnosis toinclude * | 3 P°Ifc";"d Pmeaufrebhas been
 Schizoaffective Disorder, Anxiely, Ciabetes, : revised far leave o 3 sence/out o
Obesity, Chronic Obstructive Pulmenary Disease, pass to include shysician ordar
Bilateral Cataracts, Osteoarthritis and Chronic obtained. Staff will be in-serviced
Pain. on this revision,
| Physician orders dated and signed on 7/17/15
. prior to admission, identifies Resident #1, “No,
may not leave the building on pass”. This orderis|
confirmed by Unit Manger on 8/14/15. 4. Audits are angoing to assure
Per Care Area A { (CAA) dated 7127115 " compliance. Results will be
Yar Care Area Assessmen ate reported to the QAP committee b
completed by the Licensed Practical Nurse (LPN) ° ' th:oDNes f:.3 months e
who completed the assessment and signed by | )
the Registered Nurse (RN), Director of Nurses
(DNS) on 7/31{15..identiﬁes care planning
ggﬁng:g for Resident #1 due to the following 5. Corrective action completed
-Known to leave against medical advice at two (2) ! October 5, 2013. '
other facilities ' FAaBL pol atcepted o] T)Is mBertvaiin |1
. ' ' Bl P
-Bilateral Cataracts, is to have surgery scheduled, : ¢ ! g
i -Receiving Physical Therapy due o general :

. FORM CMS-2587(02-99) Previcus Versions Obaolets Event 10: 42TJ41 Faglity 10; 476033 if continuation sheet Fage 7 of 15
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STATEMENT OF REFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
1 AND FLAN OF CORRECTION IDENTIFICATION NLIMBER: A BUILDING COMPLETED
‘ C
475033 B. WING 09/16/2015
NAME OF FROVIPER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
. 312 CRESCENT BLVD
CRESCENT MANOR CTRS :
E MANOR CARE CT BENNINGTON, VT 05201
oy | SUMMARY STATEMENT OF DEFICIENCIES i 1o l PROVIDER'S PLAN OF GORRECTION (%8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL ‘ PREFIX (EACH CORRECTIVE ACTION SHOULP RE | COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) I /X l CROSS-REFERENCER TO THE APPROPRIATE DATE
‘ | DEFICIENGY)
F 281! Continued From page 7 F 281

1 weakness and difficulty walking, ~

‘ _Altered balanee/chronic pain requiring the use of |

a walker, putting Resident #1 at risk for falls, 1

-Resjdant has poor safety awareness,

-Resident recelves antipsychatic medication |
|
|

| (medication used to treat Schizoaffective
| Disarder/Binolar Disease) and has episades of
~'yerbal abuse and aggression fowards othars.

Nurses rotes dated at various intervals beginning
| on 7/20/15 though 9/14/15, evidence that the
. resident Jeft the faciiity unattended approximately
| on 39 separate occasions. The leave of
- absences varied from fifteen (15} minutestoas |
long as seven (7} hours in duration and during the

day, evening and night hours.

Refer to details at F323.

| Refergnces:

* Par review of the American Medical Association
Code of Medical Ethics states "One of the dufies
in providing reasonable care is fulfiled by a nurse
- who carries out the orders of the attending
physician", .
[hitp:/iwww.ama-assn.arg/amalpub/physician-res
aurces/medical-ethics/code-medical-ethics/opinio
n302.page]

Per review of the American Nursing Association
Code of Fthics states "The primary bond between |
the practices of medicine and nursing is mutual ;
etnical concern for patients. One of the duties in
' providing reasonable care is fulfilled by the nurae
' who carties out the orders of the attending
physician”. [American Nursing Association Code |
of Ethics Issued June 1983 and updated June
' 1994 http:/Avww. nursingworid.org)

FORM CGMS8-2587{02-65) Pravious Versions Qbsoleta Fvant {0 42Td 14 Facility |P: 475033 If eontinuation sheet Page 8 of 15
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NAME OF PROVIDER OR SUFPLIER

GRESCENT MANOR CARE CTRS

STATEMENT QOF DEFICIENCIES (S5 FROVIDER/SUPPLIERICLIA (X2) MU LTIPLE CONSTRUCTION (X3} DATE BURVEY
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STREET ARDRESS, CITY, STATE. ZiP CODE
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x4y 0| SUMMARY STATEMENT OF DEFICIENCIES T p ‘ PROVIDER'S PLAN CF GORREGTION X8)
FREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC iDENTIFYING INFCRMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| i | DEFIGENCY)
! ’ ! o
F 281 l Continued From page 8 I
! Lippincott Manual of Nursing Practice (9th
: Edition) Wolters Kiuwer Health/Lippincott . I
| Williams and Wilkins Page #17. T res
F 285 | 483.20(m), 483.20(e) PASRR REQUIREMENTS F 285
ss=0! FOR Mi.& MR [ | 1. Resigents #1 had no negative effects
A facility must coordinate assessments with the i from this alleged deficient practice.
pre-admission screening and resident review Resident has been discharged from
program under Medicaid in part 483, subpart Cto factlity.
I'the maximum extent practicable to avoid
duplicative testing and effort.
A nursing facility must not admit, on or after 2. Al residents who require 2 PASSAR
January 1, 1989, any new residents with: can be affected as a result of this
(i) Mental iilness as defined in paragraph (m)(2) teficiant practice.
(i) of this section, unless the State mental heaith
i authority has detefminéd, based on an
indepandent physical and mental evaiuation
performed by & person or e;ntity other than the 3. PASSAR: will be completed and
: State mental health authority, prior to admission: reviewed for accuracy on all new
(A} That, because of the physical and mental | admissions
eondition of the individual, the individual requires ' .
Lhnedlevei of services pravided by & nursing facility; o Audits are ongoing o assure
(B) f the individual requires such level of compliance. Results will be reported
: services, whether the individual requires to the QAP committee by the
- gpecialized services for mental retardation. Administrator or designee for 3
(i) Mental retardation, as defined in paragraph manths ‘
(mi(2)(I) of this sectian, unless the State mental ! |
retardation or developmental disability authority |
has determined prior to admission-- i :
(A) That, because of the physical and mental ; 5. Corrective action completed October |
cnnrlditiollw of the individual, the individual requires ! 5, 2015. |
the level of services pravided by a nursing facility, NYYTT . Yy |
and ;Md&-\dmw Pdniiogn Gordwmator wilth |
(B} If the indivigual requires such level of T fespuasioly, By e towy lehiow, and
‘ servig:eg. whethgr the individual requires OCtiaraty of all new asomi Sy
speciaiized services for mental retardation. . veladtd 4 PASRR-
FORM CME-2667(02-69) Previous Versions Qhsalate Event |D; 427414 Facility iD: 475033 If continuation sheet Page 8 of 13
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|
|
|
! For purposes of this section. I
| (i) An indivigual is considered fo have "mental

! illness™ if the individual has a serious mental L

| iiness defined at §483.102(b)(1):

(i) An ingividual is considered to be "mentally

| retarded” if the individual is mentally retarded as
" defined in §483.102(b)(3) or is a person with a-

| related condition as described in 42 CFR 1009.
|
i This REQUIREMENT is not met as evidenced |
I by ‘ :

Based on record review and confirmed by staff }
interview the facility failed to have the State
i Ll msetid ) f'-‘\ul.llulll.y Jobei e wihd Amaura i
that an individual with mental iliness receives the |
' care and services needed in the mast appropriate
selting. For 1 of 26 Pre-Admission Screening
and Resident Review (PASRR) forms examined.
Resident #1 had a PASRR screening completed,
documenting inaccurate information. Therefor,
the Mental Heaith authority was not notified prior
to Resident #1 being admitted to the nursing
facility. The findings include the following:

Per medical record review Resident #1 was

| admitted on 7/20/15 with diagnosis to include

' Sehizoaffective Disorder, Anxiety, Diabetes,
Obesity, Chranic Obstructive Pulmanary Disease,
Qsteoarthritis and Chronic Pain. ‘

| Per medical record review PASRR screen dated
7122118, incarrectly identifies in Part B-Mentai -

lliness, that Resident #1 has no psychiatric
disorders. Per medical record review, the
response to the screening completed by the
Social Service (S8) employee on 7/22/15 for ]
| question #1 was, "None of the Above". .

FORM (CMS-286T(02-59) Pravious Versions Obsolate Event ID:42Td1d Faclity |[: 475033 If continuation sheet Page 10 of 15
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Therefore, the State Mental Health Autheority was
- not netified of the need to evaluate Res/dent #1 .
for appropriate admission to the nursing home.

85 employse confirmed, that the Department of F323
- Mental Health was not notified of the need for '
further evaluation at the time Resident #1 was | 1. Resident #1 had no negative effacts
admitted or later when decided, that Resident as 8 result of this alleged deficient
ﬁ; |§'|?t§ray exceeded 30 days in the Nursing | Bractice. Resident has bean
4 discharged from thi
F 323 483.25(n) FREE OF ACCIDENT | F 323] scharged from this facity,

= A S/SUPERVISION/DEVICES
58=) HAZARD 2. Allresidents who leave the grounds

The facility mugt ensure that the resident unsupervisad have 3 potential ta be
: @nvironment remaing as free of ElGCidE_I"It hazards affectad by this alleged deficlant
i @s is possible; and each resident recelvas practice,

adequate supervision and assistance devices to

prevent accidents,

3. Staff wil be re-educated on the
palicy and procedure of reparting all
alleged elopements immediataly

This REQUIREMENT s not met as evidenced and accordance with state law.
by: ‘

Based on medical resord review and confirmed 4. Audits are angoing te to assure

by staff interview, the facility faled to assure that | compliance. Resuite will be

1 of 69 residents residing in the facility, receives reported to the GARI committes by
adequate supervision by facillty staff to prevent thie DNS for 3 months

and/or avoid accidents. For Resident #1 the
findings include the following:

Per medical record review Resident #1 was : 5. Corrective action completed

admitted on 7/20/15 with diagnoses to include | : Qctober 5, 2015.

Schizoaffective Disorder, Anxiety, Diabetes, o ‘
Obesity, Chronic Obstructive Puimanary Disease, F32% oL au_g?kd Lo} ‘1][3’ MBetvid | P

Bilateral Cataracts, Ostesarthritis and Chronig
Pain. Physician crders dated and signad on
717115 prier to admission, states, regarding
Resident #1, "No, may net tleave the building on

- FORM CMS-2587(02-99) Previous Versions Dhsolete Event 1D: 42T 11 Facility {0 475033 if conilnuation sheet Page 11 of 158
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pass". This order is confirmed by Unit Manger on |
9/14/15. a ‘ .

Per Care Area Assessment (CAA) dated 7/27/15
completed by the Licensed Practical Nurse (LPN)
who completed the assessment and signed by
the Registered Nurse (RN), Director of Nurses

| (DNS) on 7/31/18, identifies care planning
necessary for Resident #1 due to the following
congemns.

-Known o leave against medical advice at two (2)
. pther facilities,

-Bilateral Cataracts, is to have surgery scheduled,
-Receiving Physical Therapy due to general |
" weakness and difficulty walking.

-Altered balance/chronic pain requiring the use of
a walker, putting Resident #1 at risk far fails,
_-Resident has poor safsty awareness,

| -Resident receives antipsychotic medication
(medication used to treat Schizoaffective
Digorder/Ripolar Disease) and has episodes of
verbal abuge and aggression towards others.

Per medical record raview, nurses notes dated at
yarious intervals beginning on 7/20/15 through . :
9714115, gvidence that the resident left the facitity ; ;
unattended en approximately 38 separate : '
occasions. The leave of absences varied from
fifteen (15) minutes to as fong as seven (7) haurs ;
in duration and during the day, evening and night
hours.

7120 through 7/24/15. Resident #1 left the facility
without supervision on 5 separate sccaslons.
The resident was seen ambulating with 2 walker |
down Crescent Boulevard, heading downtown, l
Neighbors calied the facility tc alert the missing
|
|

‘resident.
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7/28 through 8/5/15: Resident #1 left the facility
without supervisian on 7 separate occasicns. On
2 occasions the resident appeared in the

. Emergency Department (EN) for complaints of
chest and left arm pain. ED treatéd and re'eased '
the resident back to the nursing facility with
instructions. Nurses documentation evidences |
that the resident was out of the fagility unattended
. for durations lasting up to 7 hours.

8/6 through 8/13/15: Resident #1 left the facility

. without supervision on 4 separate cccasions. On

ohe of the 4 occasions, the resident appeared at

: the rescue squad building partially clothed, in a
T-Shirt and adult pull-ups.

8/14 through 8/22/15: Resident #1 left the faciity
- without supervision on 5 separate nccasions. The
resident appeared in the ED inappropriately
dressed. Nurses documentation evidences that
the resident was out of the facility unattended for ;
" durations lasting up to 6 hours. : '

8/23 through 8/31/15: Resident#1 left the facilty |
without supervision on 8 separate occasions.
The two following episodes documentad in the
rurses notss, evidence that lack of supervisian by . '
facility staff, that placed Resident #1 in situations <
. of severe danger. On 8/28/15 at 5:45 AM the i
- facility was notified by the attendant of a locat’
Gas Station/Minimart, (&t the bottomn of the hill)
that Resident #1 has been directing traffic on
Route #7, a major highway. 8/he is removing
his/her clothing in the Minimart, The
astabiishment would like the resident picked up.
Nursing home staff informed Minimart staff they

could not meet their request to provide the

| resident with transportation back 1o the nursing

facility. On 8/28/15 at 2 PM, Resident #1 was ’ ;

FDRM GM&-2667(02-99) Previous Versions Dbsolete Event ID: 427411 Facility I: 475033 If continuation sheet Page 13 of 15
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walking in the circle/driveway in frant of the
facility, s/he became tired and just stopped.
- Oncoming vehicles were redirected and the

i where s/he rested.

‘ without supervision on 9 separate occasions.

1 staff, that placed Resident #1 in situation of

returnad t0 the facility by the rescue squad.

identified that Resident #1 did not have &
wander-guard bracelet an hig/her person or

was not in place. Interdiscipiinary Care Plan

Advice and leaving the facility and grounds
without informing staff. Interdisciplinary Care
Plan identifies that the resident is af risk for

the ICP evidences that Resident #1 has been

Nurgés (ONS).

| On 9/14/15 at approximatety 4 PM Surveyor

| plan was developed and accepted by the

I resident was moved by facility staff to the grass

| 9/1 through 9/14/15:  Resident #1 left the facility

The following episode, decumented in the nurses
“notes, evidence that lack of supervision by facility

© savere danger. On 9/1/185 the facility received a
call reporting that Resident#1 was seen walking
. on the yellow line on South Street. Resident was

Per obaervation on 9/14/15 the State Surveyor

attached to the waiker, therefore the security alert

(ICP), dated 8/5/15 identifies that Resident #1
has a history of leaving facilities Against Medical

elopement and to have wander-guard bracelet on i
walker as he allows to alert staff that the resident
is leaving the building. On B8/28/15 an initiative on |

" known 1o remove clothing and attempt to direct
traffic downtown and signed by the Director of

"informed the DNS that a plan needed to be putin
piace to ensure the safety of Resident #1 while
s/he is in the facility or out of the premises. A

F 323

'
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Continued From page 14
surveyor.

' 9/14/15 Resident #1 lft the facility unsupervised

at 945 PM, Administrator, DNS, United
Counseling Service and Bennington Police
Department notified. The resident returned
around 10:15 PM.,

Nurses notes identify the following:

- Coneerned citizens have returned the resident
to the facility.

- Faciiity staff siience alarm while resident exitad
the building.

! - Faciiity staff do not consistently identify when
" the resident |@aves or returns.
- On severai occasions resident cailed the fagiity, .

taxi, EMS or Pofice to be returned fo the facility.
- Nurses Notes evidence that facility staff will not
pick up resident when he or a local .
gstablishments requests transportation back to

- the nursing facility.

 Per interview with the DNS and the Nursing

Home Administratar confirmation was made that
the resident nas left the facility on 39 documented
episodes and at various times of the day, evening
and night as noted in the nurses notes. Allof the
occurrences were without supervision therefore
piacing the resident in severe danger.

!
F 323
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