7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://iwww.dail. vermont.gov

Survey and Certification Voice/TTY {802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Aduit Abuse: (800) 564-1612

October 3, 2016

Ms. Wendy Beatty, Administrator
Crescent Manor Care Ctrs

312 Crescent Blvd

Bennington, VT 05201-0170

Dear Ms. Beatty:

Enclosed is a copy of your revised acceptable plans of correction for the survey conducted on
July 26, 2016. 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,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS : F 000
An unannounced pn-site entity reported incident
and complaint investigation was conducted by the
Division of Licensing and Protection on 7/25 and F222

7/26/16. Based on the investigation, the facility
was found to have deficiencies which included
findings of immediate jeopardy and substandard
quality of care. At the time of exit on 7/26/16, the
immediate jeopardy remained. During a
subseguent visit on 8/2/16 & 8/3/16, it was
determined that the immediate jeopardy was
removed as of 7/29/16. .

Resident #2 had no negative effects asa
resuit of this alleged deficient practice.
Resident #2 no longer resides in this
facility.

All residents with orders for
antipsychotic IM administration without

F 222 | 483.13(a) RIGHT TO BE FREE FROM F 222 a supporting diagnosis have the

ss=D{ CHEMICAL RESTRAINTS _ potential to be effected.
The resident has the right to be free from any staff have been educated on the proper
chemical restraints imposed for purposes of usage of antipsychotic medications and
discipline or convenience, and not required to the interventions necessary prior to
treat the resident's medical symptoms. usage.

Chart audits will take place weekiy x 4

This REQUIREMENT is not met as evidenced and then monthly x4 with resuits
by: reported through the QAP process.
Based on staff interview and record review, the

facility failed to insure that 1 of 2 residents, Date of Correction: August 1, 2016.

Resident #2 was free from chemical restraints.

Findings include: Respansibla: DNS, Nurse Managers.

F220 00C aceephed bol2ly Pmostnn

Resident #2 presents with diagnosis of dementia
: with behavioral disturbance, difficulty walking,
adjustment disorder and depressed mood. Per
staff interviews, the resident was often loud,
verbal and demanding. His/her medication
' regimen included Seroquet (antipsychotic) 50 ‘ |
: milligrams {mg) in the morning and Seroquel 75 ’
- mg at bedtime (HS), Haldol (antipsychotic) 0.5
mg daily as well as Haldol 2 mg (HS). S/he also i
' had orders for Haldol 2 mg by mouth (po) every 3 |

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIFR REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
i \) A ' 08/16/2016

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 sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program paricipation.
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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents

MISTREATMENT/NEGLECT/MISAPPROPRIATN

and misappropriation of resident property.

' This REQUIREMENT is not met as evidenced

“hy:

Based on observation, staff interview and record- -

- review the faciiity failed to prevent abuse of 2 of 2

- residents by failing to implement policies and
procedures, to adequately develop intervention

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES i I PROVIDER'S PLAN OF CORRECTION (X5)
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F 222 Continued From page 1 ' F 222
(three) hours as needed (prn) and Haldol 5 mg |
via intramuscular (IM) injection every 3 hours prn. :
Per the medical record the resident received prm |
Haldol 2 mg po on 6 (six) separate occasions in
June and 7 (seven) times in July. Medical record F224
presents that the resident was administered
Haldol 5 mg IM on the night shift 6/30/16 because Resident #1 care plan was updated to
of agitated behaviors and yelling out, there is no reflect specific behaviors and safety
evidence that an attempt was made to administer checks, Resident #2 no longer resides in
the Haldol by mouth first. There also is np the facility.
evidence at attempts of non-pharmaceutical i ho reside in the facility
interventions prior to administering the All residents w :res' e entions
medication. Confirmed by the Registered Nurse with behaviors that "ef 'f" ENE"C:?
Unit Manager on 7/26/16 at 10:15 AM that and implementation gl sm 2y £ EEKS
Resident #2 did not have a supporting diagnosis have the potential to be affectec.
for the usage of the antipsychotics, there was no Staff have been educated on safety
evidence that there were other interventions checks and new Interventions.
attempted prior to giving the Haldol 5 mg via IM
injection, and there is no evidence that the Safety checks are being audited daily x 4
resident agreed to have the injection. weeks then weeKly x 4 weeks. Resident

F 224 4831 3(0) PROHIBIT F 224 #1 Care plan will be reviewed weekly

S55=J and revised as needed x 4 months.

Resident #1 has been referred to the
moenthly interdisciptinary feam meeting
for review.

Date of Correction: Juby 29, 2016

Responsible: DNS, Nurse Managers.

Foot oL accephed f3l Prcsay)
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F 224

Continued From page 2 '
strategies, to monitor for changes and to
reassess interventions for residents whose
personal histories render them at risk for abusing
other residents. (Resident #2 and #3). This
deficiency is cited at the immediate jeopardy

level. Findings include:

Per record review, on 7/20/16, Resident #1 was in
a verbal altercation with Resident #2 and was
witnessed to chase Resident #2 (his/ther
roommate) out of the rcom. Per interview with
the witness to the altercation, on 7/25/16 at 3:29
PM, the Licensed Nursing Assistant (LNA) Activity
Aide intervened and redirected Resident #1 to
hisfher room and then retrieved Resident #2 and
brought him/her back into the room. Resident #1
got off his/her bed, when the LNA and Resident
#2 were a few feet into the room, and shoved
Resident #2, which resulted in Resident #2 falling
io the floor. The LNA stated that s/he probably
shouldn't have taken Resident #2 back into the

" room because the two of them would fight

| sometimes and need to settle down. Resident

i #2 died after being transferred to the local

I hospital.

i Resident #1 was placed on 15 {fifteen) minute

i safety checks on 7/21/186, following the incident.

. Per interview with the Registered Nurse (RN) Unit

| Manager (UM), the facility policy is to put a

| resident on 15 minute checks if there is an

“incident or there is a behavior. Review of the ,

' safety checks for Resident #1 presents that the |
checks didn't start until the shift after the incident -
occurred and documentation is incomplete
regarding the ' whereabouts of the resident
between 4:00 and 5:45 AM on 7/21/16. There is
no evidence that the checks were performed on
7122118, 7/23/16 or 7/24/16. The RN confirmed

F224
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j that the documentation was incomplete and
- missing on 7/26/16 at 2:30 PM. - '
Despite knowledge of the resident to resident
incident that occurred on 7/20/18, the facility
failed to adequately supervise Resident #1 and
on 7/25/16, Resident #1 assaulted another
resident (Resident #3). Resident #1 is able to
ambulate independently and was on 15 minute
safety checks at the time of the second assault.
There is no evidence that the facility added any
new interventions after the second incident to
prevent further assaults. The Registered Nurse
(RN} confirmed on 7/26/16 at 2:30 PM that there
were no other interventions after the second
incident, other than the 15 minute safety checks.

Per medical record review, Resident #1 was
admitted to the facility from an acute care hospital
in May 2016. Diagnpses include Dementia with
behavioral disturbances and the hospital
admission was secondary tp presenting in the
hospital four (4) times in two (2) months for
aggressive behavior: Notes sent from the
hospital presented that the resident was restless
and agitated and tried to go in other resident
rooms. A Physician progress note dated 7/5/16
indicated that Resident #1 was territorial of
his/her room. The care plan dated 6/23/16

. indicates that the resident has a potentialto be | |
_ physically aggressive related to dementia and | |
" his/her goals were that s/he would not harm self
or others. Interventions were fo intervene if
became agitated, before agitation escalates and
to guide away from source of distress. The

- Registered Nurse (RN} confirmed these findings
on 7/26/16 at 2:30 PM and stated that the care
plans don't reflect the specific behaviors of
Resident #1.
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" Per interview with the Registered Nurse (RN) at
1 11:40 AM on 7/25/16, Resident #2 didn't have a
roommate prior to the admission of Resident #1
because sihe had problems with roommates in
the past because of his/her verbal
aggressive/abusive behaviors. S/he further

stated that the staff would have to intervene F2a1
between Resident #1 and #2 in the past and they
had to be separated a "few times" after verbal Resident #4 has been provided a cover
altercations to keep them from "coming to blows". for his urinary drainage bag.
Per continuous observation on 7/26/16 from 9:45 Al residents who reside in the facility
AM to 10:30 AM, staff did not perform 15 minute | and have urinary drainage bags have the
safety checks on Resident #1, who was observed potential to be affected.
by the surveyor during that time to be in another )
resident's room. Review of the documentation Education has been provided to resident
presents that the 15 minute safety checks were #4 and staff regarding covering of
not completed between 9:45 and 10:30 AM and urinary drainage bags.
the RN confirmed at 12:15 PM that there is no o
evidence that the checks were being done. Audits will take place weekly x4 and

F 241! 483.15(a) DIGNITY AND RESPECT OF F 241 reported to QAP

SS=D INDIVIDUALITY Date of Compliance July 29, 2016.

" The facility must promote care for residents in a ot P00 accepted ol pnestaren
manner and in an environment that maintains or

! enhances each resident's dignity and respectin
! full recognition of his or her individuality.

“This REQUIREMENT is not met as evidenced
by: : 1 ;
Based on observaticn, resident and staff 3 _
interview, the facility failed to promote the dignity ; |
of 1 of 6 residents, Resident #4. Findings ‘. |
include: :

Per observation upon arrival to the facility on
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! practicable physical, mental, and psychosocial
- well-being of each resident.

|
i
. This REQUIREMENT is not met as evidenced

- by:

Based on record review and staff interview, the
facility failed to provide medically-related social
services to maintain the highest practicable

- psychosocial well-being for 1 of 2 residents, f
Resident #1. Findings include: :

Per record review for Resident #1, a progress
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7/25/16 at 10:15 AM, Resident #4 was seated in a
 wheelchair outside the front entrance. lt was
. immediately abvious that s/he had a uninary
{ drainage bag on the cutside of his/her clothing.
| The administrator accompanied this surveyor at F250
10:20 AM to the resident, still seated outside, and
confirmed that there was no urinary drainage bag Resident #1 had na negative effects as a
i cover and s/he asked the resident where the bag result of this alleged deficient practice.
cover was and Resident #4 stated that s/he didn't Resident #2 no longer resides in this
know where it was and that s/he hasn't had it for facikity.
a couple of days. The administrator sfated that .
the resident knows better about keeping the bag All residents who have aggressive
covered. The Licensed Practical Nurse (LPN) on behaviors and/or are the victim of_
the unit where Resident #4 resides, told the physical aggression by anather resident
administrator at 10:25 AM that the resident has are identified as having the potential to
had the cover for a couple of weeks. At 10:40 be affected.
AM, the LPN stated that it is the responsibility of . _
the staff to insure that the resident's bag is Social Services will document follow-up
covered. provided for residents who have
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY FaB0| o oy anether
§5=E ! RELATED SOCIAL SERVICE esident.
The facility must provide medically-related social audits of Social services follow-up
services to attain or maintain the highest documentation will tzke place weekly x

I FASO #oc accepled 10f3le Pucetaeed

4 then monthly x4. 1

Corrective action compieted July 29,
2016.

Responsibie: Social Services

FORM CMS-2567(02-99) Previous Versions Qbsolete

Event iD:Magv11

Facility 1D: 475033

If continuation sheet Page 6 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/08/2016

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
C
475033 B. WING 0772612016
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
CRESCENT MANOR CARE CTRS 312 CRESCENT BLVD
BENNINGTON, VT 05201
(X4} 1D i SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTICN (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1 (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 250 . Continued From page 6

note dated 6/21/16 states that Resident #1 was
i standing next to his bed with a frightened look on
| his face-and his/her roommate, Resident #2, was
' yelling that s/he was hit in the face by Resident
_#1. An additional 6/29/16 note presented that
| Resident #1 was alleging that s/he had been hit
" by another resident. There is no evidence to
support that social services followed up with the
resident following both instances. Per interview
with social services on 7/26/16 at 9:45 AM, s/he
| stated that s/he would visit daily, but did not
document the visits. S/he confirmed that there is
no follow up documented for the 6/21 or 6/29/16
allegations.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO
35=p | PARTICIPATE PLANNING CARE-REVISE CP

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 or
changes in care and treatment.

A comprehensive care plan must be developad

' 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 staif 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 |
legal representative; and periodically reviewed '
and revised by a team of qualified persons after
gach assessment.

F 250

£280

Resident #1 care plan was updated to
reflect specific behaviors and safety
checks. Resident #2 no longer resides in
the facility.

All residents who reside in the facility
with behaviors that need interventions
and implementation of safety checks
have the potential to be affected.

F 280 staff have been educated on safety
checks, new interventions and revision
of care plans.

safety checks are being audited daily x &
weeks then weekly x 4 weeks. Resident
#1 Care plan will be reviewed weekly
and revised as needed x 4 months.
Resident #1 has been referred to the
monthly interdisciplinary team meeting
for review,

Date of Correction: July 29, 2016

Responsible: DNS, Nurse Managers.

! Fago ?Dt.aauglu\ lol;]]l, wa\u.w‘ 1
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|

- This REQUIREMENT is not met as evidenced
by:

. Based bn staff interview and record review the

| facility failed to review and revise the

: comprehensive plan of care for 1 of 2 residents

| reviewed {(Resident #1) to include parameters

| and objectives regarding aggressive behaviors.

| Findings include:

! Record review for Resident #1 presented that the
| resident was in an altercation with his/her
'roommate on 7/20/16. Resident #1 has a care
. plan that includes that the resident is/has
! potential to be physically aggressive related to
i dementia. The resident was involved in a verbal
" and physical altercation with hisfher roommate on
L 7120/16 in which the roommate was pushed and
' was transferred to the hospital, where s/he
| expired. The review of the care pian does not
" indicate that the care plan was reviewed or
revised to include interventions to address the
behaviors that were exhibited by Resident #1. On
7/25/186, there was another altercation involving
! Resident #1 and Resident #3, which was
unprovoked, in which Resident #1 hit Resident #3
i with a closed hand. Perinterview on 7/26/16, at
. 2:30 PM, the Registered Nurse Unit Manager was
“unable to provide evidence that the care plan had
been revised, S/he further stated that 15 (fifteen) .
minute safety checks were initiated for Resident i
#1 after the incident on 7/20/18, but the care plan |
was not revised until 7/26/16 at which time s/he | [
added it to the care plan. ' : 1
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET ‘ F 281
55=Dp PROFESSIONAL STANDARDS

The senvices provided or arranged by the faciiity

FORM CMS-2557{02-94) Previous Versions Obsolete Event ID: M4V 11 Facility ID: 475033 If continuation sheet Page 8 of 18



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

PRINTED: 09/08/2016
FORM APPROVED
OMB NO. §938-0391

" must meet professional standards of quality.

i This REQUIREMENT is not met as evidenced
i by

Based on staff interview and record review, the
facility failed to provide services that meet
i professional standards of quality, surrounding
| documentation process for 1 of 2 residents,
| Resident #1. Findings include:

! Resident #1 was placed on 15 {fifteen) minute

’ safety checks on 7/21/16, following an incident in
' which s/he pushed anocther resident that entered
the room they shared on 7/20/16. Per interview
with the Registered Nurse (RN} Unit Manager
(UM), the facility policy is to put a resident on 15
minute checks if there is an incident or there is a
- behavior. Per interviews with the RN and the
Licensed Nursing Assistant(s) (LNA), on 7/26/16,
there is no one person assigned to do the safety
| checks and it is the responsibility of all staff to do
i them. Per review of the Safety Checks policy of
' the facility, it states (under l1l. Procedure, letter D)
the staff member should: 1. Identify the location

- of the resident/patient at the appropriate time

- number 2. ' Document the location on the form
' and initial after completing the check.' Review

“intervals for each safety check'. !t continues with !

of the safety checks for Resident #1 presents that
the checks didn't start until the shift after the

" incident cccurred and documentation is
incomplete regarding the whereabouts of the
resident between 4:00 and 545 AM on 7/21/186.
There is no evidence that the checks were
“performed on 7/22/186, 7/23/16 or 7/24/16. The
‘RN confirmed that the documentation was
incomplete and missing on 7/26/16 at 2:30 PM.

F281

the facility.

have the potential to be affected.

of care plans.

for review,

Date of Correction: July 29, 2016

Resident #1 care plan was updated to
reflect specific behaviors and safety
checks. Resident #2 no longer resides in

All residents who reside in the facility
with behaviors that need interventions
and implementation of safety checks

Staffhave been educated on safety
checks, new interventions and revision

Safety checks are being audited daily x 4
weeks then weekly x 4 weeks. Resident
#1 Care plan will be reviewed weekly
and revised as needed x 4 months.
Resident #1 has been referred to the
monthly interdisciplinary team meeting

Responsible: DNS, Nurse Managers.
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¢ Reference: Lippincott Manuat of Nursing Practice i
 Seventh Edition, 2001, Page 19.1. 'Failure tp
i make prompt and accurate enfries in a patient's Fa19
medical record.’
F 3191 483.25(H(1) TX/SVC FOR F 319 Resident #1 guardian has granted

55=E i MENTAL/PSYCHOSOCIAL DIFFICULTIES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who displays mental or psychosocial adjustment
- difficulty receives appropriate treatment and
services to correct the assessed problem.

This REQUIREMENT is not met as evidenced

' by

Based on interview and record review, the facility
failed to provide the appropriate treatment and
services to 2 of 2 residents in the sample,

i Resident #1 and #2. Findings include:

Per record review, Resident #1 and #2 have
documentation indicating that they have needs
surrounding aggressive behaviors and both

i residents were receiving Seroquel {an

- antipsychatic) which has indicated use for
psychosis and schizophrenia behaviors. Per
review of Resident #1, the acute care hospital

" that s/fhe was admitted from had evaluated
_him/her and found them tc be without psychoses,
_but does have dementia with behavioral

- disturbances. Resident #2 had a diagnosis of
dementia with behavioral disturbances and
adjustment disorder, but no indications of a
diagnosis of psychosis or schizephrenia. Per
interview with the Primary Care Physician (PCP)
for both residents on 7/26/16 at 11:10 AM, s/he
stated that Resident #1 was admitted on
Seroquel and Resident #2 was someone that

permission for Deer Oaks services.
Resident #2 no longer resides in the
facility.

Al residents who are receiving Seroquel
without a diagnosis of psychosis or
schizophrenia have a potential to be
affected.

A request will be made for residents
who receive Seroquel without a
diagnuosis of psychosis or schizopbrenia
to receive psychological services.

Audits are ohgoing to assure
compliance. Resulis will be reported to
the QAP) committee by social services
for 3 months.

Compliance Date: August1, 2016.

Responsible: Social Services, Nurse l\
Managers. %
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review, the facility failed to ensure that 1 resident, !
Resident #1, receives adequate supervision to
prevent/avoid accidents. This deficiency is cited
at the immediate jeopardy level. Findings
include:

(X410 SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) N - e CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ | | DEFICIENCY)
: ' l
F 319 Continued From page 10 F 319
- slhe "inherited" from the former medica! director
- of the facility. S/he stated that the medication F323
i was just continued and psychological services . e effects as 2
i were not sought, stating that there is no Resident #3f had no njg:.tl.\re f ec f:e
- psychiatrist in the area. Per the Licensed result of this a!lege1d e Iuendz:Z |to.
 Practical Nurse (LPN) staff educator at 12:45 PM, Resident #1 care F;a“_“’“ “Z )
| on 7/26/16, Deer Oaks Psychology services are refiect Spec‘zc be#‘:‘”‘”: an :arees:;es o
 used by the facility and per the psychologist in checks. Resident #2 no lange
" house on 7/26/16, s/he said that visits with the facility.
t residents of the facility result in medication Al residents who reside in the facility
. consult suggestions, but the changes are made ) ) _ )
! i [ with behaviors that need interventions
: through the PCP and there is no psychiatrist , .
! . and implementation of safety checks
r available. Per the LPN a consult has to be made have the potential to be affected.
- by the PCP to request services and confirmed
. that no requests had been mad for either resident Staff have been educated on safety
tSO FEC(IEIVEF%zyg‘,hOIDgiCal Sefvices. checks and new interventions.
| See also .
F 323/ 483.25(h) FREE OF ACCIDENT F 323 Safety checks are being audited daily x 4
s5=J | HAZARDS/SUPERVISION/DEVICES weeks then weekly x 4 weeks. Resident
1 #1 Care plan will be reviewed weekly
' The facility must ensure that the resident and revised as needed x 4 months.
‘environment remains as free of accident hazards Resident #1 has been referred to the
| as is possible; and each resident receives ! monthly interdisciplinary team meeting
- adequate supervision and assistance devices to ! for review. |
~ prevent accidents. | |
Date of Correction: July 29, 2016 I
i Responsible: DNS, Nurse Managers.
|
H I
] ]
This REQUIREMENT is not met as evidenced | | P2 foc actepted wialiv pesturs
by: ! ‘
Based on observation, staff interview and record |
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Per record review, on 7/20/16, Resident #1 was in

: a verbal altercation with Resident #2 and was

| witnessed to chase Resident #2 (his/her

| roommate) out of the room. Per interview with

' the witness to the altercation, on 7/25/16 at 3:29

| PM, the Licensed Nursing Assistant (LNA) Activity

. Aide intervened and redirected Resident #1 to

| his/her room and then retrieved Resident #2 and

! brought him/her back into the room. Resident #1

. got off his/her bed, when the LNA and Resident.

| #2 were a few feet into the room, and shoved

" Resident #2, which resulted in Resident #2 falling

| to the floor. The LNA stated that sfhe probably

| shouldn't have taken Resident #2 back into the

| roam because the fwo of them would fight

. sometimes and need to settle down. Resident

| #2 died after being transferred to the local

| hospital.

' Resident #1 was placed on 15 (fifteen) minute

| safety checks on 7/21/18, following the incident.

i Per interview with the Registered Nurse (RN) Unit
Manager (UM}, the facility policy is to put a

" resident on 15 minute checks if there is an

- incident or there is a behavior. Review of the
safety checks for Resident #1 presents that the
checks didn't start until the shift after the incident

~occurred and documentation is incomplete

. regarding the whereabouts of the resident
between 4:00 and 5:45 AMon 7/21/16. There is
no evidence that the checks were performed on
7122116, 7/23/16 or 7/24/16. The RN confirmed
that the documentation was incomplets and f

" missing on 7/26/16 at 2:30 PM. , i

Despite knowledge of the resident to resident
incident that occurred on 7/20/16, the facikity
failed to adequately supervise Resident #1 and

on 7/25/16; Resident #1 assaulted another : :
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. fesident (Resident #3). Resident#1 is able to

- ambulate independently and was on 15 minute

- safety checks at the time of the second assault.
, There is no evidence that the facility added any

. new interventions after the second incident to

! prevent further assaults, The Registered Nurse
' (RN) confirmed on 7/26/16 at 2:30 PM that there
- were no other interventions after the second
"incident, other than the 15 minute safety checks,

Per medical record review, Resident #1 was

| admitted to the facility from an acute care hospital
“in May 2016. Diagnoses include Dementia with

| behavioral disturbances and the hospital

! admission was secondary to presenting in the

- hospital four {(4) times in two {2} months for

- aggressive behavior. Notes sent from the

| hospital presented that the resident was restless

% and agitated and tried fo go in other resident

| rooms. A Physician progress note dated 7/5/16

“indicated that Resident #1 was territorial of

his/her room. The care plan dated 5/23/16
indicates that the resident has a potential to be

: physically aggressive related to dementia and
hisfher goals were that s/he would not harm self

~or others. Interventions were to intervene if
became agitated, before agitation escalates and
to guide away from source of distress. The
Registered Nurse (RN) confirmed these findings
on 7/26/16 at 2:30 PM and stated that the care

" plans don't reflect the specific behaviors of

Resident #1.

Per interview with the Registerad Nurse (RN) at
11:40 AM on 7/25/16, Resident #2 didn't have a
roommate prior to the admission of Resident #1
because s/he had problems with rcommates in
the past because cf his/her verbal
aggressive/abusive behaviors. S/he further

STATEMENT OF DEFICIENCIES (X1} PRDVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A, BUILDING
C
475033 B. WING 07/26/2016
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SS:EE UNNECESSARY DRUGS

| Each resident's drug regimen must be free from

i unnecessary drugs. An unnecessary drug is any
| drug when used in excessive dose {including

. duplicate therapy); or for excessive duration; or

: without adequate monitoring; or without adequate
| indications for its use; or in the presence of

. adverse consequences which indicate the dose

i should be reduced or discontinued; or any

' combinations of the reasons abova.

. Based on a comprehensive assessment of a

" resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort fo discontinue these
drugs.

usage of antipsychotic medications and
the interventions necessary prior to
usage. PCP ordered psychological
consuit for Resident #1 by bath Deer
Oaks and UCS to address further
intervention.

Chart audits will take place weekly x 4
and then monthly x4 with results
reported through the QAF| process.

Date of Correction: August 1, 2016,

Responsible: DNS, Nurse Managers.
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F 323 Continued From page 13 F 323
! stated that the staff would have to intervene ‘
- between Resident #1 and #2 in the past and they F329
| had to be separated a "few times" after verbal
 altercations to keep them from "coming to blows". Resident #1 had no negative effects as a
11 result of this alleged deficient practice.
! Per continuous observation on 7/26/16 from 9:45 Resident #2 na longer resides in this
| AM to 10:30 AM, staff did not perform 15 minute facility.
} safety checks on Resident #1, who was cbserved ) .
by the surveyor during that time to be in another Allresidents with orders for
| resident's room. Review of the documentation antlF.IS\',fr:hot]c M or Seroquel .
presents that the 15 minute safety checks were administration “:thwta s_urp(’:'”g
' not completed between 9:45 and 10:30 AM and dff'g":i;s have the potentiztte be
' the RN confirmed at 12:16 PM that there is no enected.
| evidence that the checks were being done. Staff have been educated on the proper
F 329 483.25(1) DRUG REGIMEN IS FREE FROM F 329
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I- 329 . Continued From page 14

This REQUIREMENT is not met as evidenced
' by:

| Based cn staff interview and record review, the
. facility failed to insure that 2 of 2 residents,

' Resident #1 and 2 had a drug regimen that was
| free from unnecessary drugs. Findings include;
!

: 1. Perrecord review, Resident #2 has diagnoses
i of dementia with behavioral disturbance, difficulty
walking, adjustment disorder and depressed
'mood. His/her medication regimen included
Seroguel (antipsychotic) 50 mifligrams (mg) in the
merning and Sercquel 75 mg at bedtime (HS),

| Haldol {antipsychotic) 0.5 mg daily as well as

' Haldo! 2 mg (HS) and Zoloft (antidepressant) 100
mq daity as well as Zoloft 50 mg in the evening.
S/he also had orders for Haldot 2 mg by mouth

' (po) every 3 (three) hours as needed (prn} and
Haldol 5 mg intramuscularly (IM) every 3 hours
prn. Per the medical record the resident received
prn Haldol 2 mg po on 6 (six) separate occasions
in June and 7 (seven) times in July. There is no
supporting diagnosis for the usage of Haldol nor
for Seroquel. Both medications are classified as
antipsychotics used for psychosis or

schizophrenia. Medical record presents that the
resident was administered Haldol 5 mg IM on the
night shift 6/30/16 and there is no evidence that
an attempt was made to administer the Haldol po
first. There also is no evidence at attempts of ;
non-pharmaceutical interventions attempted prior
to administering the medication. Confirmed by

the Registered Nurse, Unit Manager on 7/26/16

at 10:15 AM that Resident #2 did not have a

F 329
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 The facility must establish and maintain an

- Infection Control Program designed to provide a

. safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection. i

{a) Infection Control Program

The facility must establish an Infection Control
Program under which it - :
{1} Investigates, controls, and prevents infections
in the facility; :
{2) Decides what procedures, such as isolation,

A. BUILDING
Cc
475033 2, WING 07/26/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
312 CRESCENT BLVD
CRESCENT MANCR CARE CTRS BENNINGTON, VT 05201
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.}
F 329 ‘ Continued From page 15 F 329
. supporting diagnosis for the usage of the
. antipsychotics and that there was no evidence
| that there were other interventions prior to giving
‘ the Haldol 5 mg IM. See also F221.
"1 2. Perrecord review, Resident #1 has diagnoses
: that include dementia with behavioral Faal ‘
disturbances. S/he was admitted to the facility ) :
5/3/16 from an acute care hospital, where he had Residents #4, 5 and 6 had no negative ‘
been hpspitalized secondary to abusive, effects from this alleged deficient |
. physically aggressive behaviors. Sfhe was practice. Masks were washed and ‘
' examined and evaluated prior to admission and placed in plastic bags.
- was found to have no psychosis, but was on ) o .
Seroquel (an antipsychotic that is used for All residents who reside in the fac:iw
schizophrenia and psychosis) without a and recewf.z nebulizer treatm:nts. ave
' su pporting diagnosis. Interview with the Primary the pment'_a'_m be aﬁ?md Y this
Care Physician (PCP) on 7/26/16 at 11:00 AM, alleged deficient practice.
s/he stated that the resident came to the facility Staff have beer educated on the poficy
on Sernquel and s/he just continued them and did and procedure for nebufizer treatments
Bohev:aluate why it was used other than for and maintenance.
. behaviors.
| S 50 F319 Audits of nebulizer treatments will take
ee also - lace weekly x 4 to assure compliance.
F441' 483.65 INFECTION CONTROL, PREVENT F 441 :esults will be reported to the QAP .

1
committee by the Nurse manager for 3

months.

Date of Correction: August 1, 2016.

Responsible: DNS, Nurse Managers

| P PO accepted 1o]3]ie prcotued
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F 441 Continued From page 16 F 441

- should be applied to an individual resident; énd
. (3) Maintains a record of incidents and corrective
| actions related to infections.

' (b) Preventing Spread of Infection

' (1) When the Infection Control Program

| determines that a resident needs isolation to

- prevent the spread of infection, the facility must
. isolate the resident.

| (2) The facility must prohibit employees with a

| communicable disease or infected skin lesions

! from direct contact with residents or their food, if
- direct contact will transmit the disease.

*(3) The facility must require staff to wash their

| hands after each direct resident contact for which
' hand washing is indicated by accepted

| professional practice.

1
1

! {c) Linens

| Personnel must handle, store, process and
“ transport linens so as to prevent the spread of
- infection.

" This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the
facility failed to provide a sanitary environment for
3 of 5 residents, Resident #4, 5 and 6, regarding
nebulizer treatment equipment. Findings include:

Upon arrival to the South Unit on 7/25/16 at 10:25
AM, to investigate a separate issue, it was
observed that a nebulizer set up for Resident #4
was sitting on the night stand and the nebulizer
mask was sitting on a pile of papers. The
nebulizer mask cup that contains the medication
still had particles or liquid in the container, Per

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: M46V 11 Facility ID: 475033 If continuation sheet Page 17 of 18



PRINTED: 09/08/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT DF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING - COMPLETED
C
475033 B. WING 07/26/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CDDE

312 CRESCENT BLVD
BENNINGTON, VT 05201

X4)iD | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)

CRESCENT MANOR CARE CTRS

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) )
| . '
F 441 Continued From page 17 E 441

- review with the Licensed Practical Nurse at 10:30
AM, the resident has nebulizer treatments on a
routine basis and when asked what the protocol
for the nebulizer masks was, s/he stated that the
. oxygen tubing and nebulizer masks and tubing
are changed weekly. S/he further stated that
after a nebulizer treatment is completed, the
mask is to be washed out and put in & plastic bag
for protection against the spread of infection. The
LPN told me of 2 other residents that have
nebulizer treatments, Resident#5 and 6. Per
observation, both resident #5 and 6 had nebulizer
masks sitting on their night stands, neither were
in a plastic bag and Resident #6's container had
liquid particles in the cup of the nebulizer mask
and Resident #5's was dry. Review of the
medical records presented that Resident #4 and
6 had received treatments at 7:00 AM on 7/25/16
and the last documented treatment (it is as
needed) for Resident # 5 was on 7/15/16 at 9:.45
PM. The LPN confirmed at 10:35 AM that the
nebulizer had not been properly maintained and
' the masks had not been placed in the protective
 bags.
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. AH
"A" FORM

STATEMENT OF 1SOLATED DEFICIENCIES WHICH CAUSE

NO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM
FOR SNFs AND NFs

PROVIDER # MULTIPLE CONSTRUCTION
A. BUILDING:
475033 B. WING

DATE SURVEY
COMPLETE:

7i26/2016

NAME OF PROVIDER OR SUPPLIER

CRESCENT MANOR CARE CTRS

STREET ADDRESS, CITY, STATE, ZIP CODE

312 CRESCENT BLVD
BENNINGTON, VT

the resident's family.

D

PREFIX

TAG SUMMARY STATEMENT QOF DEFICIENCIES

F 247 483.15(e)(2) RIGHT TO NOTICE BEFORE ROOM/ROOMMATE CHANGE

A resident has the right to receive notice before the resident’s room or roomimate in the facility is changed.

This REQUIREMENT is not met as evidenced by:
Based on staff interview and record review, the facility failed to provide notice to 1 of 1 resident, Resident
#2, regarding a change in roommate status. Findings include:

Per record review, there was no evidence that Resident #2 received notification that a s/he would be getting a
roommate {Resident #1). Per interview with social services on 7/26/16 at 9:45 AM, s/he confirmed that there
was no evidence of a written notice being given and no documentation that s/he had notified the resident or

F247

Resident #1 had no negative effects as a
result of this alleged deficient practice.
Resident #2 no longer resides in this
facility.

All residents with room changes and
new roommates have the potential to
be affected.

Farm has been revised and
implemented to document roommates
and room changes.

Audits of notification will take place
monthly x 4. Results will be reported to
QAPL.

Corrective action completed July 29,
2016.

Responsible: Social Services

Any deficiency stalement ending with an asterisk {*) denoles a deficiency which the institution may be excused from cormrecling providing it is detennined that other safeguards provide sufficient
prolection 1o the palients. (See insituctions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of survey whether or not a plan of correction is provided.
For nursing homes, Lhe above Andings and plans of coreclion are disclosabie 14 days following the dale these documents are made available to Uhe facility. If deficiencies ave cited, an approved plan of

The above isolated deficiencies pese no actual harm to the residents

031099

Event ID: M46VI1]
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